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ABSTRACT

A study based on a perception of nursing as a socially prescribed
service, initiated and developed to assist a society to care for members
with some inability to maintain self-care. It is argued that, to fulfil
its purpose, nursing has an ongoing need to identify and adapt to the
changing social realities of a society. 'Social realities' have been
defined as the actual conditions, pressures, disabilities and abilities,
limitations and resources that exist in the lifespace of people and form
the environment within which nursing practises.

A system approach was adopted since it provides for the identifica-
tion as well as the solution of problems. As a first step a theoretical
framework, the 'triadic nursing model' was developed to delineate the
key issues nursing has to contend with in contemporary societies. Next,
from the operative component of the triadic nursing model an educational
tool, with a system approach, named thel'curriculum relevancy process'
(CRP) was developed.

CRP, defined as an information-seeking, problem solving, and eval-
uative process, has three phases. Only the first or information-seeking
phase of CRP has been activated, and, moreover, further elaborated to
form an information system or process,

Twolmain activities were undertaken to gain information about
contemporary social realities and resultant disorders. To define the
social context in which nursing practises an examination was made of:

— dominant trends and problems;

- the effects of contemporary social realities on social institutions,
particularly‘the family;

- changing patterns of ill-health;

- the management of technology: and the clarification of values in an

age of degenerative and man-made disease.
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From this review it was noted that major issues of today included
the problems of rapid and persistent change, and its effects on social
institutions and individuals. As well, diseases associated with increas-
ing urbanisation, industrial and technological developments, mobile popu-
lations, and the hazards of pollution were found to be prominent. The
rapidly escalating costs of health care was also emphasised, and the
need to clarifv values in order to make optimal choices in the use of
available resources. The need for individuals, groups, and societies to
have their self-care abilities promoted was also stressed.

The second, and more specific activity, was the use of the inform-
ation system to focus on the social context in which nursing functions
in NZ. For this purpose, information was sought from both voluntary
and official sources, The need for broader information about a society's
socio-health and nursing needs and problems has been stressed as a basic
requirement for maximizing curricular choices. Particular emphasis has
been given to the collection of information from the 'mass media' since
it provides perceptions of socio-health needs closer to the grass-roots
of society.

Characteristics of data collected from the mass media showed that
33% of items were related to specific health problems, Problems of
most concern were alcoholism, mental ill-health, inadequate health care
knowledge, chronic disorders associated with genetic, pathological, and
traumatic incidents, drug addiction, and increasing sexually transmitted
disease.

Twenty-six percent of items related to family issues including
delinquency in children and adolescents, stress due to psychosocio-
economic issues, children-at-risk through abuse, accidents, and marital
issues, assaults in the family, and stress due to weakened kinship ties

and communication problems.
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Twenty-eight and one half 7 of items affected the community in
general. Over 52% of this class related to some concern about inadequate
and/or inappropriate health services. Alienation, reduced social
exchange, particularly for the elderly, and suicide incidents were also
of considerable concern.

Twelve and one half Z of items dealt with environmental problems such
as exploitation of natural resources, industrial/technological hazards,
traffic congestion and accidents.

Based on the priority of socio-health needs shown above relevant
curricula for NZ nurses would be concerned with:

- the degenerative disorders of an ageing population in an increasing\j
industrial society;

~ behavioural disorders such as alcoholism, drug dependency, smoking,
wrong dietary habits, and trauma associated with behavioural and
other 'life-siyle disease';

— the problems of the basic social unit, the family;

~ the care of the frail elderly;

- the physically/mentally disabled (genetic and pathological),

- and the changing social patterns of relationships.

For the consumers of nursing curricula - clients, students, and
society-one implication drawn is that there is urgent need to increase
the level of responsibility for health care, And amongst the recommend-
ations it is stressed that, as the use of the 'self' in relating to and
caring for others is so wital, the development of good interpersonal

skills is essential.
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GLOSSARY

BROKER'S SERVICE
This refers to available sources of information from which data

can be obtained on request.

CENTRAL PLACE

This term refers to those factors which are central or dominant
in the lifespace and wellbeing of an individual, group, or society.
The dimensions of tentral place' differ depending on whether it is used
for an individual or individuals collectively. The difference is

described in the text (see p. 16).

CRITERIA OF VALUE

These are criteria related to the making of judgements that
necessarily accompany the selection of actions in nursing and curricular
development. For instance, as emphasised in the text, when making
curricular choices one has to judge the relevance of alternative choices

to the actyal health and nursing needs and problems of a society.

CONTEMPORARY SOCIAL REALITIES
The most prevalent conditions or state of order and disorder

found in a society.

CURRICULUM

This term refers to the organisation, content, and learning
experiences selected to assist with human development in a specific
field of learning, and to bring about changes in behaviour. 1In this
context, the curriculum is planned and developed to bring about changes
in behaviour in nursing students. It is designed to enable them to
develop desirable nursing skills appropriate to a society's requirements

for health and nursing care.

CURRICULUM RELEVANCY PROCESS

This is a specific adaptation of the 'integrative process'
designed to focus directly on the interrelationship between curricular
choices and the socio-health and nursing needs and problems of a society.
It can be described as an information-seeking, problem-solving and

evaluative process.
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INFORMATION SYSTEM (PROCESS)

This is an elaboration of the first phase of the 'curriculum
relevancy process'. It is designed for the systematic collection, analysis,
and interpretation of information for, in this instance, the purposes of

nursing education.

OFFICIAL. (FORMAL) AGENCIES
These are governmental (or government related), have legal health
responsibilities (government or professional) and, mainly, are tax-

supported.

INTEGRATIVE PROCESS
This is a problem-solving, evaluative, and decision-making process
designed to draw together all relevant variables.involved in the provision

of nursing care appropriate to a society's needs.

MASS MEDIA

This is used to refer, in general, to large scale popular forms
of communication such as radio, television, cinema, press, periodiqals,
and records. In this thesis its use is confined, mainly, to the press,

radio and television.

NEED
The measurable discrepancy (or gap) between outcomes and desired

or required outcomes (Kaufman, 1976).

SOCIALLY PRESCRIBED SERVICE

This term is used to refer to the nature of nursing. Nursing is
perceived to be a social institution initiated and developed by a society's
need to care for those of its members with some inability to maintain

self-care.

SOCIAL REALITIES
The actual conditions, pressures, disabilities and abilities,
limitations and resources that exist in the lifespace of people and form the

environment within which nursing functions.

SOCIO-HEALTH DISORDERS

This term is used to refer to any loss of balance or adaptation that
an individual experiences within and between himself and his total
environment. In recognition.that the genesis of ill-health lies in the
realities of social life, the concept of 'socio-health' is preferred to

a separate defining of disorders as, primarily, 'social' or 'health'.
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SYSTEM APPROACH

As defined by Kaufman (1974), this is a process by which needs
are identified, problems selected, requirements for problem solution are
identified, solutions are chosen from alternatives, methods and means
are obtained and implemented, results are evaluated, and required
revisions to all or part of the system are made so that the needs are

eliminated.

SYSTEMS APPROACH

This is closely allied to the concept 'system approach', and is
commonly described as a tool for selection of optimal alternative
actions based on resource costs and benefits within an area of
uncertainty.

Note The main distinction between a 'system' and a 'systems'
approach is that the latter commences with a number of assumptions and
then goes forward to include the actual selection of methods-means. But
the various tools or models inclusive in a 'system approach', are
(Kaufman, 1976) planning tools which flrst identify needs and then
delineate requirements, along with a determination of possible methods-
means, including feasibility studies to assess the likely outcomes of

alternative solutions.

VOLUNTARY (INFORMAL AGENCIES)

These are non-governmental, that is, not part of government struct-
ure, are not responsible for carrying out health laws, and are supported
by voluntary contributions. Some voluntary agencies, of course, work in
conjunction with governmental agencies, may receive some governmental
support, and, according to their purpose, may have to maintain standards

set by health laws.



- CHAPTER ONE

INTRODUCTION: FORMULATION OF THE PROBLEM

NEED AND BACKGROUND FOR THE STUDY

The argument presented in this thesis is particularly concerned
with the need.for nursing to identify and adapt to changing 'social
realities' in order to remain a viable and relevant social institution.

As a general concept, social realities are defined here as the commonalit-
ies of human life and experience shared by all humanity though with varying
emphasis according to all the characteristics of a society. Common to all
societies in this latter part of the 20TH Century are the problems
associated with rapid and continuous change. Although continuous and
widespread social change is not a new phenomenon the rapidity with which
change presently occurs poses many problems for society.

A major problem for nursing is the maintenance of relevance in
nursing curricula in order to prepére oncoming nurses with skills pertinent
to a society's needs. There is a growing awareness among nurses that
nursing has come to another turning point in its history which requires
some radical reshaping of its services and education. In company with
other social institutions - and education is a good case in point at
present - nursing is experiencing a sense of urgency about the need to
clarify and update the ways through which it mediates its purpose.

Essentially, nursing's purpose throughout history has been
simply to assist a society to care for those members with some inability
to maintain self-care. From some obscure beginning when neighbourly
responses were first made to human need to the skilled profession of today
this remains nursing's basic purpose. Henderson (1978) provides an
elaboration of the above definition when she states that the universal

factor in nursing is providing care throughout the day with any essential



activity that individuals cannot manage with their own strength,
knowledge, or will.

Seers (1979) comments that nursing today is too fluid, dynamic,
and responsive to changing needs to be pinned down by a single definition.
But one needs to distinguish between nursing's purpose and the various
roles through which it is expressed. Nursing's roles do vary according
to social requirements for nursing assistance, but the essential purpose
stays unchanged.

Nevertheless, there is a need for nursing to be flexible, dynamic
and responsive to changing social needs in ways appropriate to the socio-
cultural context in which it is practised. Moreover, as the realitites
of social life form the enviromment in which nursing practises, a contin-
uous updating of information about the 'social realities' must form the
basis for changes made in nursing practice and nursing education.

Since the genesis of ill-health lies in the realities of social
life it is in the community that nursing needs to commence its efforts to
promote health, and to prevent, cure, or relieve ill-health. As a socially
prescribed function arising from a society's needs for health and nursing
care, nursing activities should always be expressed in terms of social
and community needs. The 'social realities' and resultant outcomes provide
the best determinants for nursing policy at central, regional, and local
levels. 1In addition, a society's perceptions of its socio-health needs
should be ascertained. Although nursing does show an increased responsive=-
ness to the health and nursing needs of a society, it has yet to give
society an effective degree of participation in the selection of health and
nursing services provided.

Many new demands are placed on nurses due to 'contemporary social
realities', which can be described as the most prevalent conditions or

states of order and disorder in a society. One response has been an



expansion and diversity of nursing roles. The predominant theme of the
1970's has been nursing in the community, with the community, and within
an ever expanding health team (Donaghue, 1975). At the same time
advances in medical technology have required specialist preparations for
nurses to become proficient in very skilled technical roles. Nursing
expertise in both areas is reliant upon nurses with an aptitude for
working autonomously and as team members.

A distillation of experiences in diverse socio-cultural
environments, impressions gained from the reporting of the mass media, and
the solutions advocated in current literature suggest that, in response
to the many demands placed on nurses by contemporary social realities,
certain issues hold priority for nursing education. As these issues form
part of the background for the argument advanced in this thesis they
warrant a brief mention at this point.

The first issue is related to policies for the organisation of
nursing education. Nursing education requires an organisational structure
that can be adapted readily to changing conditions. 1In addition, the
current 'knowledge explosion' means that no basic course can supply what
a nurse will need to know for skilled performance throughout a lifetime
career. As a consequence, continuing education must be planned with an
overall organisation of nursing education programmes. Further, re-entry
must also be provided for those who have had a period of interruption.
(Abdellah et al., 1973; Briggs, 1972; Cooper & Hornback, 1973; Katz &
Fulop, 1978; Harre, 1976; Hastings & Murray, 1976; CERI, 1975; Steele,
1978; Toffler, 1974; and Warcaba, 1976).

A second issue is the need to ensure that curricular choices
are optimal for student learning outcomes in relation to the social
context in which they will practise. A 'person-centred' curriculum with

a problem-saving approach is thought to be the most appropriate one.



(Abdellah et al., 1973; Clark, 1978; Conley, 1973; 1ICN, 1974; Jacobs,
1976; Longway, 1972; Simms & Lindberg, 1978; Toffler, 1974; William-
son, 1976; and Woolley, 1974).

Another issue of importance is the location of learning
experiences. As the genesis of ill-health is in the community the
primary location of learning should be in the community, and the
concentration of learning experiences in health care institutions modified
(Katz & Felton, 1965; Abel-Leiserson, 1978; CERI, 1975; Dawson &
Doornkamp, 1973; Hastings & Murray, 1976; Milio, 1975; Skeet & Elliot,
1978) .

Then, in an increasingly complex society, the development of the
'nurse person' (to use Simms & Lindberg's term, 1978) is especially
important. Students' learning experiences must, therefore, enable them to
acquire a positive self-regard, and an ability to use the 'self' more
effectively in personal relationships (Altman & Taylor, 1973; Burgess,
1978; Flaskerud et al., 1979; Maclean, 1974; Orlando, 1961; Reilly,
1978; Rogers, C., 1971; Schneider, 1979; and Simms & Lindberg, 1978).

A further important issue relates to identification of the skills
required in oncoming nurses to enable them to cope with current socio-
health disabilities. To define a society's or client's nursing requirements,
to outline alternative solutions, and to persuade other to collaborate and/
or participate for optimal ocutcomes can be seen to require problem-solving,
deciding, communicative, and affective skills.

Priority must also be given to the preparation of oncoming
"nurses who are able to practise autonomously, accept responsibility for
the decisions they make, and can participate in shared, collaborative health
team activities (Clark, 1978; Claus & Bailey, 1977; Donaghue, 1975;
Johnson, 1968; Peterson, 1973; Purtillo, 1973; and Orem, 1971).

As well, the acquisition of coping strategies to manage change
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and uncertainty, and to be able to make judgements of value as well as
of skills is essential (Auld, 1979; Glover, 1978; Peplau, 1977;
Reilly, 1978; Simms & Lindberg, 1978; Steele & Harmon, 1979; and
Toffler, 1974).

Finally, to remain relevant to the foremost social realities,
there is an obvious need for nursing education to formulate curriculum
processes that continually update information about the social realities.
And, subsequently, to use the information as a basis for curricular
choices, and to amend or enlarge curricula as necessary.

In brief, it can be said that the resilience of nursing to keep
on initiating effective systems of nursing care, appropriate to the social
context, is dependent on the preparation on oncoming nurses who can apply
knowledge and skills to different clients and situations. The self-
growth and maturity of the nurse is believed to be vital if nursing
curricula are to have successful outcomes.

Nursing has also to consider whether its philosophy of action,
and its values, are relevant to a society's condition. There is a need
to ask not only what should the nurse know but what kind of a person she
should be to be acceptable to a society and to practise effectively.

Reflection upon contemporary needs for nursing care led to this
study of the relevance of nursing education to to social realities that
confront societies today. It is clear that nursing roles will continue to
change as social requirements for nursing assistance alter over time.
Ongoing knowledge about the 'social realities' and resultant outcomes is
seen to be essential for any changes made in nursing education to be

relevant to a society's socio-health and nursing needs.



PROBLEM STATEMENT

This thesis focuses on the problem of maintaining relevan
nursing curricula in relation to the social realities confronting
societies in a time of rapid and persistent change. It is particul
concerned with the problem of preparing oncoming nurses with skills
relevant to the social context in which they will practice.

The basic questions asked in this thesis are:

1. how can nursing maintain a close relationship between the socia
realities of a society and the decisions made in curriculum
development and planning;

2. what is the best method(s) for the identification and documenta
of the dominant social realities and resultant socio-health and
nursing needs and problems;

3. what nursing skills are desirable in oncoming nurses; and

4. after evaluation of nursing curricula, particularly of their re
to the social context in which nursing is practised, what chang

required for problem(s) solution?

APPROACH TO THE STUDY

cy in

arly

1

tion

levance

es are

What Kaufman (1976) calls a useful educational tool, a 'system

approach', has been adopted fur Yhe study since it provides for the
identification as well as the solution of problems. (Definitions o
concepts 'system' and 'systems' approach, and the distinction betwe
two can be found in the glossary.) As will be apparent later, the
identification and documentation of socio-health and nursing needs
problems is placed first in the development of relevant curricula.

last ten to twenty years, it has been increasingly recognised that

f the

en the

and

In the

there

is a marked discrepancy between desirable and actual health and nursing



services.

It is believed that a 'system approach' helps to reduce this
discrepancy since it uses from the start a process that identifies and
then plans to meet documented needs. It is true, as Kaufman (1976)
points out, that such an approach can be arbitrary and mechanistic. But
a thorough appraisal of socio-health and nursing needs, as the first step
in curriculum development, has a humanizing effect and avoids such faults.
It also avoids the error of simply trying to find more effective ways of
maintaining present nursing services and educational strategies.

There are a number of 'system approach' tools currently available
to promote, and evaluate, educational processes and outcomes. Grouped by
Kaufman (1976) into three main types, they include:

1. the 'descriptive mode', which seeks for some understanding of the

realities around one and then describes them for possible use;

2. the 'solution-implementation mode', which assists one to find and use

the best strategies to achieve objectives, always assuming, of course,
that the objectives are valid; and

3. the 'design-process mode', which integrates the first two modes and

attempts to develop a more holistic approach. Each of the three modes,

however, is valid according to what one hopes to achieve.

CURRICULUM RELEVANCY PROCESS

An educational tool, with a system approach (see figure 3.5.,
p 47), has been developed specifically for this study of the social
context and the relevance of nursing curricula. Named the 'curriculum
relevancy process' (CRP) it is discussed, in detail, in chapters three
and four. But, in brief, it is defined here as an educational tool that
enables all the components involved in curriculum development and

evaluation to be identified, and problem(s) solutions determined.
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CRP belongs to the group of system approach models classified as 'design-
process mode', and provides for all the steps necessary:
1. to identify and document the foremost 'social realities' and resultant
social disorders;
2. for evaluation of the relevance and effectiveness of nursing curricula
and their outcomes; and
3. to determine the requirements for problem(s) solution and the making
of optimal curricular choices, based on feasibility studies.
Basically, like all system approach tools, it provides for the
independent and interdependent functioning of all components, so that
problem solution is based on documented need. Through the identification
of needs, the selection of dominant socio-health and nursing problems,
and the choice of optimal problem solution, changes can be made to nursing
curricula to eliminate irrelevant and ineffective curricular strategies.
The use of a 'system approach' is believed to increase the
likelihood of achieving planned change as it requires a thorough assess-
ment of needs as a first step. It is a demanding approach, as is evident
later in the thesis, but itsresults justify the demands it makes.
Through its use the efforts made, and the use of resources, are more
responsive to actual need.
To validate the approach taken requires that all the
activities delineated in CRP (see figure 3.5., p47) are undertaken. But
as this requires resources beyond the limits of this thesis and, in fact,
would require a team effort, only the first stage of CRP is made operat-
ional. Even so, the use of a system approach, with a tool such as CRP,
is considered essential if nursing is to fulfil its social purpose.
Later in the thesis the social context in which nursing practises
is examined at some length, since it is from the social context that the

information required for optimal curricular choices is to be obtained.



Moreover, a specific application of the first phase of CRP is made to
identify and document the foremost socio-health disorders experienced by
New Zealand society during 1079.

This demonstrates, in part, the validity of the approach taken,
but an important long-term goal, for later study, is to relate the
findings obtained from defining the social context of a society to the

characteristics and outcomes of nursing curricula.

PURPOSE OF THE STUDY

1. To develop a way of achieving a closer relationship between the
social realities of a society and the choices made in curriculum
development and planing.

2. To identify the dominant 'social realities' and resultant socio-
health disorders in order to determine broad and specific curriculum
objectives for nursing curricula.

3. To determine criteria of value, such as the criteria of relevance
and flexibility, to assist in the making of optimal curricula choices.
Values are implicit in the very nature of nursing but they need to be

articulated.

BASIC POSITION UNDERLYING THE STUDY

In keeping with the perception of nursing as a socially
prescribed institution the basic position held is that, for optimal out-
comes, curricular choices must be relevant to the social context of a
society. In regard to this basic position it is believed, therefore, that:
1. nursing is a socially prescribed service fulfilled through autonomous

nursing action, through shared collaborative action, and through
assistive or dependent action on behalf of others;

2. the disorders associated with the social realities vary according to
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socio-economic and cultural characteristics, and require, therefore,
continuing updating by the systematic capture of information;
the social realities of communities and resultant disorders and
commonalities provide the most appropriate determinants for curricular
choices;
for each individual there is a particular priority of needs, and,
consequently, the planning and giving of nursing care should be 'person-
centred' and not 'task-centred';
nursing is a process and should be planned systematically with an
iterative feedback that provides for modification of care as a society's
or individual's condition alters;
to be a'nurse' involves more than the concept of 'nursing' implies, and,
therefore, that a nurse needs certain qualities of mind, of person,
and of purpose as well as cognitive and technical skills;
for a student to develop the qualities inherent in the concept 'nurse'
the learning climate must be one of mutual trust, support, acceptance,
respect, and positive warm regard;
the teaching/learning strategies for nursing students should facilitate
the growth of sensitive, adaptive, autonomous, innovative responses to
human need;
nurses must be prepared to function effectively both within a team and
independently; and
the capacity to accept role ambiguity and uncertainty, associated with
changing conditions and needs, is both nursing's most singular quality

and challenge.

THEORETICAL FRAMEWORK FOR THE STUDY

A theoretical framework, underpinning the approach and position

taken in this thesis, is discussed fully in chapter two. Called the
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'triadic nursing model' (see figure 2.1., p 15) it is designed to aid
curriculum construction. Based on a perception of nursing as a socially
prescribed institution, initiated and developed by societies for the care
of those members with some inability to maintain self-care, it consists of
three main structural components.

In conjunction,they bind together all the issues implicit in the
nature of nursing and its purpose, and in the strategies required to
ensure that nursing curricula are relevant to the social context. The
structural components of the 'triadic nursing model' are termed:

1. a 'socially prescribed service’;
2. the 'central place' of an individual, group, or society; and
3. an ‘'integrative process’'.

Through using theoretical frameworks, such as the 'triadic
nursing model', as a basis for curriculum construction all the relevant
factors can be clearly delineated, and the relationships between them
grasped. The real promise for bringing about effective change in nursing
is seen to rest in the recognition of nursing as a 'socially prescribed
service'. As a sequence to that recognition, nursing has then to develop
strategies for a continuing understanding of the 'central place' of an
individual or for individuals collectively. The third component of the
triadic nursing model, from which an educational tool with a system
approach, the 'curriculum relevancy process', is developed, provides one
such strategy.

By emphasising the nature of nursing as a socially prescribed
service one establishes a basis for optimal curricular choices. On this
basis, decision-making in nursing education commences with a thorough
appraisal of the social realities of a society. And, subsequently, with

an assessment of a society's requirements for health and nursing care.



12

ORGANISATION OF THE STUDY

This thesis is concerned with the relevance of nursing educat-
ion to the social realities of contemporary societies. Chapter one has
formulated the problem and provided an introduction to the main issues
dealt with in the thesis. Chapter two discusses a theoretical framework
which is designed specifically as a basis for curriculum construction.
Chapter three, after an initial discussion of the use of conceptual
frameworks in nursing education, describes CRP. In chapter four, the
first phase of CRP, concerned with the gathering, analysis, and inter-
pretation of information, is further elaborated. 1In chapter five an
extensive review of contemporary social realities is made in order to
define the social context in which nursing practices. Divided into five
main section it examines:

l. contemporary social realities - trends and problems;

2. social institutions - contemporary social realities;

3. social realities - changing patterns of disease;

4. social realities - the management of technology; and

5. clarifying values in an "Age of Degenerative and Man-Made Disease'.
Chapter six gives an account of the application of an information

system to the social realities of New Zealand (NZ) society. Chapter

seven reports on the characteristics of the information collected. 1In

chapter eight, the final chapter, the summary, conclusions, implications,

and recommendations for nursing education are presented.
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CHAPTER TWO

THEORECTICAL FRAMEWORK FOR THE STUDY

Along with the professional growth of nursing in the last 40 -
50 years there has been a steady advance in the development of nursing
theory and knowledge. But there is still considerable argument about the
nature of, and the need for, nursing theory and knowledge. What nurses
primarily do for the sick are largely what would be done by women in the
home. And, Peplau (1974) notes, this is one reason why society is seen to
question the need for nursing to be an academic discipline.

One of the best contributions for clarifying the nature of
nursing knowledge has been that of Johnson (1959, 1975, 1968 and 1974).
In an analysis of the nature of the knowledge required by nursing Johnson
(1968) describes it as consisting of three parts, viz.:

1. knowledge of order, which could be interpreted as 'wholeness' - of man

as an organised and integrated whole;

2. knowledge of disorder, which provides the means to recognize it or its

potentiality; and

3. knowledge of control, which provides the means to either prevent

disorder or to convert disorder into order. Knowledge of control can
be better interpreted as 'caring' and 'curing' activities.

It is within the area of disorder that Johnson (1968) believes
nursing should establish its own theory. 1In addition, nursing must ask
which of the possible classes of disorders is its primary concern. Is it
biological, psychological, or social disorders, or selected classes of
disorders? What is seen as unique to nursing, however, is the way in which
nursing knowledge is applied to ease stress and to assist recovery of
behavioural stability.

Although different conceptual frameworks have been used by nurse

theorists to determine the nature of nursing, they are, basically, centred
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on the effects of illness and wellness in daily life (King, 1971; Norris,
1964; Orem, 1971; Orlando, 1961; Rogers, M., 1970; and Roy, 1976).

In general, the genesis of socio-health and nursing needs and problems in
the social realities of a society is only briefly discussed. Although it
has been acknowledged, or implied, from an early period in nursing.

Longway (1972) provides examples, from the writings of Fenwick
and Dock, of an early recognition that socio-health disorders have their
genesis in the social realities of a society. Fenwick described the work
of nursing as one of humanity all the world over, and in 1909 Dock stated
that the International Council of Nurses (ICN) desired the full develop-
ment of the human being and citizen in every nurse so that her professional
knowledge and skill could be applied to the many needs of modern society.
At the same time, Fenwick noted that nursing in the future will not be
restricted to a few years in hospital with a restricted area of influence,
but, under a more comprehensive curriculum defined by state authority,
will have a specific value to the community.

Recognition of the need for more comprehensive and relevant
curricula has, as noted already, resulted in the construction of theoret-
ical frameworks to guide practice. Developing a theoretical framework for
nursing, Pervin (1975) comments, is an economical device for binding
together many facts. Chin (1961) describes it more graphically by using
the term 'mind-holds' for the models practitioners use to manage and
co-ordinate | the components of practice.

As a basis for the argument presented in this thesis, a theoret-
ical framework, composed of three 'mind-holds' has been formulated to
manage and co-ordinate the components of nursing practice and nursing
education. Collectively they form a model (introduced briefly in chapter

one) which is called the 'triadic nursing model' (see figure 2.1., p 15).
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TRIADIC NURSING MODEL

The 'triadic nursing model' (TNM) is formed by three 'mind-
holds' or structural components which, on elaboration, display the
dimensions implicit in nursing. In keeping with the primary focus of
concern in this thesis, the first mind-hold draws together all that is
implied in a perception of nursing as a social institution. Since nursing
has been initiated and developed by collective and individual need for
assistance with some aspect of self-care, the first mind-hold is termed
a 'socially prescribed service'.

The second mind-hold, termed the 'central place' is used in
reference to those factors which are central or dominant in the lifespace
and wellbeing of an individual, group, or society. The concept, of course
has different dimensions depending as to whether it is used for an
individual or for individuals collectively. For a society, central or
dominant issues are influenced by the socio-cultural determinants which
primarily motivate a society's perception of its needs. But for an
individual the dimensions of 'central place' relate to a core or fusion
of psycho-social, mental, and spiritual energies. Together these energies
form the 'central place' and the development of a unique personality
construct. Behaviour to maintain inner balance and harmony with the
environment is seen to be the result of activity in the 'central place’.

The third mind-hold, termed the 'integrative process' is the
operational tool of the 'triadic nursing model'.It is from the 'integrat-
ive process' that a system approach tool to monitor curriculum relevancy
is developed. Known as the 'curriculum relevancy process' it has been
described briefly in chapter one, but, in detail, in chapters three and
four. The function of the 'integrative process' is to maintain relevancy

between the actions of nursing and the requirements of a society for




17

nur sing care.

To know what educational preparation oncoming nurses require
it is believed that nursing must first establish what it is that nursing
is asked to do to satisfy the socio-health and nursing needs of a society.
The structural components of the triadic nursing model, discussed fully
below, are focussed on this need. For it is only when one knows what a
society's nursing requirements are that optimal curricular choices can be
made. Defining the social context for which nursing curricula are prepared
provides an insight into health and nursing needs as part of the total

needs of a society.

NURSING AS A 'SOCIALLY PRESCRIBED SERVICE'

The nature of nursing as a social service varies according to
the socio-cultural determinants of a society at a particular point in its
life-history. It has been stated already that nursing's purpose is to
help society to care for those of its members with some inability to
maintain self-care. But nursing activities to achieve this purpose differ
according to societal expectations based on socio-cultural and economic
factors.

There are a number of recent studies which pay particular
attention to the need to relate health services to the socio-cultural and
economic determinants of a society. 1In addition, the need to relate
health services, and the education of health professionals, to the specific
health needs of people in different locations is stressed. 1In some of the
studies the nurse is reported to play a major role in providing more
accessible and effective health care, in others a much more limited role,
and in yet others is hardly mentioned (Skeet & Elliott, 1978; King, 1966;
Storlie, 1970; Newell, 1975; Brockington, 1975; Wostenholme & O'Connor,

1967; Levin et al., 1977; and Katz & Fiildp, 1978).
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It is clear that the concepts of 'nursing' and 'nurse' conjure
up very different pictures according to where one lives or what one can
afford. Storlie (1970) pleads with some passion for nurses to enlarge
their concern from the hospital sick to the social sick... to those who
are powerless, feeble, old, troubled, alienated, and hopelessly poor.
"Nursing" she writes, "was born to relieve pain and soften human ills"
and social institutions must be more involved in the social issues of
the day if they are to remain relevant to the society they serve.

Storlie (1970), and Wostenholme & O'Connor (1971), refer to
Nightingale and the strong social concern which motivated her interest in
nursing and other social issues such as poverty and oppression. The
impetus for the development of nursing came from the needs of the poor
and powerless, and the ill. As the founder of modern nursing Nightingale
waged war on what might be called socio-biological pollution - insanitary
conditions and lack of basic necessities such as an adequate diet. 1In
this second half of the 20TH century a 'Nightingale' would undoubtedly
wage war against the disorders generated by what Papanek (1971) calls
'psychosocial pollution', and its potentially destructive effect on
individual, group, and societal integrity.

The social ills of poverty and oppression still exist, to a
varying degree, in most societies, but in the 'global village' (Mead,
1970) of today the basis of individual and societal wellbeing is most
seriously impaired by a loss of strong and enduring interrelationships
and of a unifying belief. The ability to achieve sustained recovery,
when it is a reasonable expectation, is impaired because too often the
individual is returned to , or remains in, an overall environment which
lacks meaning and a sense of belonging and togetherness with others.

To help restore individual and societal integrity is a major

task for nursing today, as it adjusts to the needs of the time. It
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involves coping with environmental pollution - physical, biological and
psychosocial - as well as an understanding of health, illness, and the
nature of nursing care. It also has to be undertaken in a rapidly chang-
ing era in which universally rising demands and needs have to be responded
to with a finite amount of resources which are generally unequally distrib-
uted between and within societies.

To fulfil its social purpose nursing, in company with other
health and health related professions, must continually update its
information about the physical and psychosocial hazards that confront
societies today. Lambo (1967) is emphatic that any realistic attempt to
assess the health of people must include identifying, describing and
assessing the effect of behavioural disorders on a society as a whole.
Nursing has also to take account of the effects that societal attitudes
and conditions have on the individual. Consequently, effective nursing
practice must be based on an understanding of all the factors in the
environment that influence the health status of an individual and a
society. Figure - % depicts the components in the environment which are
interdependent and the basis of health in the individual and society.

As a 'socially prescribed service' nursing is necessarily
involved in the complex social issues existent in most societies today.

It has to develop more understanding of all the interdependent components
in the human environment that affect the health of people.

Since the nature of nursing as a 'socially prescribed service'
has too many dimensions to be fully dealt with here, this section of the
triadic nursing model (TNM) will conclude with a brief look at some of the
more important concepts with which it is concerned. The way these concepts
are understood influences the sensitivity and response of nursing to a
society's requirements for socio-health and nursing care.

¥*» .20
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'Health'

There are many definitions of health, but the essential meaning
of most is related to the degree with which an individual can effectively
adapt to the total enviromment and function autonomously in healthy
interrelationships with other members of his society. 1In this sense, as
Vickers (1965) notes, health is a norm not to be attained once and for all
but necessitating continuous renewal and adaptation. Vickers (1965)
also comments that few would disagree with the WHO definition of health
as a form of individual excellence, but wonders who can define for each
person his state of individual excellence. What is needed, he suggests,
is a concept of health that allows for the individual's ability to cope
with societal pressures without breakdown.

Health can also be described as a quality of wholeness, of life
as evolving at a satisfying level in physical, psychosocial, and spirit-
ual dimensions, and with adequate capacity to adapt to the changes that
occur with each stage of developemnt. The health of individuals is
interdependent with those who are close to them and those who are
remote. They are also affected by the choices made by the polity and
other social institutions in their society. Health, therefore, requires
the co-operation of all sectors of a society. Figure 2.3. (p 22) is a
flow diagram which depicts the various sectors required to co-operate
to maintain individual and societal health.

Finally, Meads description of the Navaho's conception of health
(as quoted by Wilson, 1975, p.6), is given since it is a simple, but
comprehensive viewpoint of health.

"For the Navaho health is symptomatic of a correct

relationship between man and his enviromment, the

world around him, and his fellow man. It is assoc-

iated with good, blessing, and beauty... all that is

positively valued in life. TIllness, on the other
hand, bears evidence that one has fallen out of this
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delicate balance....'

'Disease’

The concept of disease is used here, in a generic sense, to
refer to any loss of the 'delicate balance' the Navaho perceives an
individual to have within and between himself and his total environment.
Francis (1965) expresses a similar view when he notes that disease is a
reaction to a stress which extends beyond the bounds of individual reserve
and adaptability - and this can be extended to refer to a group or a
society.

Disease can also be defined as a diminishing quality of life,

a lack of wholeness or integrity, a loss of values: a developing,
destructive process with external and internal causations as depicted in
figure 2.4. (p24). A systems approach would see it in relation to
intrapersonal and interpersonal conflict as well as in relation to physical
disease and trauma.

One way of avoiding the health/disease or health/illness dichotomy
is to make use of Cornillot's concept of 'relative health'. Cornillot
(1975) perceives 'relative health' to be a condition of equilibrium which
moves towards or away from a level of peak wellness. The value of such a
flexible concept is that it covers a condition of being which is in a
constant state of adaptation. Further, it also allows for socio-cultural
differences and the subsequent perceptions of health and disease/illness

that a society may hold.

'Nursing Care'

Nursing care is a response to the needs and demands of individ-
uals and societies with their health/nursing problems. Nursing as a

'social service' has been discussed, but the characteristics of nursing
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care need further description.

Nursing care is perceived to be a compassionate, caring, creat-
ive, conserving activity. The precise nature of care will vary according
to the illness, the individual's coping abilities, and the supports they
have available to them. Each one's care, therefore, needs individual
planning, and, to be effective, must involve the person as fully as
possible in the decisions made on her or his behalf.

The initial activity must be that of identification of the
problems that affect the person's ability to maintain health. This
entails acquiring knowledge of the total environment of the person, at a
particular point of time, since neither the environment, nor the ability
to interact with that environment, is constant over time.

Identification and assistance with health problems requires
knowledge of the state of what Johnson (1968) calls the 'behavioural
system' and any imbalance between its sub-systems, viz., affiliation,
aggression, dependence, achievement, ingestion, elimination, sex, and
restorative. Nursing care is seen to involve intervention by the nurse,
to assist in the regulation and control of the sub-systems as necessary,
in order to promote balance and stability of the entire behavioural
system. The emphasis for nursing is on the person who is ill and not the
illness. When the individual's resources or energies are deficient
nursing care is planned to promote ability to hold, regain, or enhance
coping strategies and thus recovery.

Nursing care is applied to gaps in self-care abilities, but must
be designed to primarily assist the person's movements back toward self-
care or management. It is essential that nursing care includes helping
people to clarify and obtain the health goals that are optimal for them.

Whatever the nature of the nursing care required there are two

key qualities which are perceived by both nursing and society to be, a
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priori, essential for the ordering of the activities engaged in. These
are the qualities of compassion and competence.

'Compassion' may be variously described as an activity, a
process, or a component of value and quality which allows for, meets the
needs of, and is an essential part of all nursing activities. 1It is
defined in the OXFORD ENGLISH DICTIONARY (OED) as fellow-feeling or

pity for the disabilities of others and the will to be prepared to do

something about it. ‘'Competence' is an essential partner to 'compassion'
for it implies the will to do something about it effectively and with
sufficient knowledge. To act with ‘competence' according to the OED means
to be 'sufficiently qualified' to provide the requisite care.

Henderson (1978) stresses that if there is a universal concept
of nursing it is that of a constant, comforting, intimate service.
Nursing education must prepare oncoming nurses to provide continuing care
over twenty four hours. A care that Johnson (1974) found, through
personal experience, requires to be planned and organised by one nurse
though administered by several. A nurse from whom the patient may receive
encouragement, information, skilled assistance, and understanding. And a
nurse who meets the patient's needs, for example, for dependency or
independency as they arise; and who helps to augment the energies of the
patient as necessary.

Finally, in relation to nursing care reference can be made to
Mayeroff's (1971) study 'on caring'. He reminds one that, important as it
is to have anticipated goals and general aims which contribute direction
and meaning in the present, it is the process which is primary for it is
only in the present that one can attend to the other. As Mayeroff notes
one has to respond to the need which is present, and to act with what one
has and at the level which one has reached. Oncoming nurses must be

provided with learning experiences that, while helping them to benefit
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from past experience, and to plan ahead for direction and achievement of
optimal goals, prepares them to respond and act according to present

realities and needs.

THE CONCEPT OF 'CENTRAL PLACE'

This is the second of the 'mind-holds' which form the conceptual
framework for the study. To achieve its social purpose of comforting,
consoling, and assisting people to overcome or to manage self-care
deficiencies, nursing care must be formulated around that which is central
or dominant in an individual's, group's, or society's socio-health status.
Until the socio-health problems which dominate individual or societal
concern are recognized and attended to, little sustained progress will be
achieved in assisting movement toward recovery or enhancement of wellbeing.
This will involve activities designed to aid adaptation to the external

environment and adjustment to re-establish or gain internal balance.

The 'Central Place' of a Society

For a society the notion of 'central place' has different
dimensions to that which exist for the individual. Essentially it is
linked to the perceptions and beliefs a society holds about survival, unity,
and order. Further, it is qualified by differing perspectives about the
value of the individual in relation to societal groups such as the family,
and to the entire society itself.

One could debate, at exhaustive length, the relative placings of
unity, survival, and order in society. But only one point will be
stressed here. In the preparation of oncoming nurses there is a universal
requirement, applicable to all societies, that they learn how to recognize
what does primarily motivate those they care for. One should explore with,

and provide learning experiences for students about the nature of social
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illness - what Katz (1971) describes as a loss of a society's capacity

to re-establish its own dynamic balance. Social ills that plague most
societies today include the incidence of mental and behavioural disord-
ers, injuries due to envirommental pollution and man-made structures, and
inadequate and unevenly distributed resources and accessible health serv-
ices.

To determine what is central to a society, and to explore with
it what adjustments may be needed to ensure social wellbeing for all its
members, requires interpersonal skills of high quality. The nurse has
to start by communicating; listening, gathering and exchanging information,
and seeking explanations. Further, nursing has to accept that the
solutions to health problems are interdependent with all aspects of the
social and physical environment. For example, intestinal infections
respond to medical and nursing care, but, for sustained recovery,
preventive measures include safe and adequate water supplies, and socially
responsible attitudes towards disposal of waste.

In some societies the extended family - a valuable institution
in most ways - is the centre of planning, goals, and activities. But some
adaptations are needed to promote wellbeing which may be seriously
impaired by attitudes and habits of those outside of the family. Integrity
of the extended family necessarily involves mutual planning with all
relevant others to ensure a safe physical and social enviromment. In such
a society the nurse has to act as educator, interpreter, and provoke
participation in social and self-care activities which benefit the wider
community as well as the family.

In contemporary industrial, technological societies the nurse
has, amongst other roles, to act as a resource person for the lonely, the
powerless, and the inadequate. Providing, treating, teaching self-care,

and coping strategies to deal with change and interrelationships are
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increasingly important nursing activities. 1Initiating nursing care
relevant to contemporary need for assistance with self-care implies the
need to know what socio-health problems are dominant or central to a
society. It also implies an active role in society's reappraisal of its
priorities and values in relation to its total enviromment and the well-
being of its people.

Furthermore, in reappraisal of its own policies nursing must
note that the illnesses that prevail are increasingly of a chronic nature
and require long-term and sustained assistance outside of health institut-
ions. Katz (1971) discusses some of the chronic disorders that have to
be dealt with at home, such as rheumatoid arthritis, diabetes, hyperten-
sion, coronary disease, and various forms of paralyses. Long-term illness
in the family places a number of stresses on its members. Support is
required in different ways and the need for nurses to practice in the
community grows.

Sometimes nursing in the community involves giving regular
physical and psychosocial support. In other instances it involves
knowledge of where other official or voluntary assistance may be obtained.
Finally, the nurse must be able to work with other members of society -
professional and lay - to determine central needs and priorities, and how
best to adapt to changing conditions and needs.

The community or society is not only a unit of organisation,
but it is a unit of living, interdependent individuals. Each individual
influences and contributes both positively and negatively to his or her
society. The experiences the individual undergoes form his or her

characteristic ways of managing interrelationships and daily activities.
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The 'Central Place' of a Person

In relation to the individual the concept of 'central place'
is used here to refer to a core or nucleus in which is concentrated the
main energies, concerns, and motivators of action in daily living and
interrelationships. There are many personality theories that aim to
analyse the human uniqueness of man. Amongst them are the studies of
Rogers, C. (1971), Maslow (1968), Lewin (1970), Sullivan (1953), Allport
(1963), Kelly (1955), and Altman & Taylor (1973). But for the purposes
of this study the concept of 'central place' is confined to perception of
it as a '"force' or 'power' centre in the individual that is a composite
of physical, mental, and spiritual energies. Social behaviour is seen
to result from, and be determined by, the status of these energies fused
into one. In figure 2.5. (p31) the 'central place' can be visualized as
being formed by the three energies, physical, mental and spiritual. They
merge into one in the nucleus of the structure, and, from this 'central
place' comes a socialdimension which interacts with the environment or
all that is exterior to the person.

In addition to the spcial dimension, which interacts with the
total environment of the person, there is also an intrapersonal dimension
which qualifies the status of social interaction. Interaction between the
'I' and '"Me', as Mead (1934) notes, or private conversations or conflicts
are an important part of the development of the self. The distinctive
quality of the self is that "it is an object to itself" and through
rehearsal the individual learns to anticipate what others may do or
expect. There are times when these interpersonal and/or intrapersonal
interactions are unsatisfactory. This can lead to behavioural disorders
and displacement of energies which form occasions for nursing intervent-

ions.
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Argyris (1957), discussing some properties of human personality,
notes that the individual seeks internal balance and external harmony.
Internal balance requiring constant fine tuning or adjustment and external
harmony frequent adaptation to changes in the environment.

Much significant activity occurs within this intrapersonal
dimension, which influences the development of the individual and his or
her interactions with the total environment in which life is lived.

Social interaction or behaviour is an important indicator of
health status, and whether all is well or not with the individual as a
whole. The National Development Conference Group (NDCG, 1973) note that
for the nurse, preferred solutions for those who seek assistance with
self-care, vary with the total life context of the individual or group.
Therefore, the preferred system must be discovered in each individual
context. Part of this discovery is dependent upon the level of the
interactions and communication between the nurse and client(s).

In Carl Roger's view of man (1971), the individual is judged
to be the one best able to help him or herself. Intervention is directed
towaid assisting the person to recognize and manage the solutions that
are optimal for him or her. Similarly, Kelly (1955) views the individual
as a scientist who can construct his own reality, but having done so must
accept the natural consequences of the choices made. However, the ability
to construct is a continuing one, and adaptation, which may require assist-
ance, is a strategy available to all.

Pronshansky and his associates (1970) also consider the
'constructs' of the individual. They emphasise the need to conceptualize
the human environment, and the relationships between the person's
physical world and the world he constructs from it. It is possible to
view this construction from the focus of a 'central place' in the

individual, in which his or her physical, mental, and spiritual energies
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form a fusion of power for adjustment of inner needs, and adaptation to
achieve harmony with the external environment.

The concept of 'central place' will not be examined further
here, but further study would consider the nature of the social processes
and intrapersonal mechanisms affecting behavioural system organisation as
perceived by Johnson (1968, 1974). Another appropriate study is that of
Abdellah and associates, and their conceptualization of the patient as a
conjunction of three systems, central, proximal, and distal. Finally, the
models of Orlando (1961), and Peplau (1952), which are dominated by
interactionist concepts, are a fruitful source of study in relation to the

concept of 'central place'.
THE CONCEPT OF AN 'INTEGRATIVE PROCESS'

The third major component or 'mind-hold' of the 'triadic
nursing model' is a process which is considered to act as an integrative
thread throughout the practice of nursing. Both in the development of a
nursing curriculum, and in the establishment of a mode of nursing practice
which is readily adaptable to that which is central in a society's or
individual's lifespace at a particular point of time, the process is seen
to monitor, evaluate, and provide a basis for decision-making. It acts,
it could be said, as both the administrative and functional component of
the model. The concept of a 'central place' provides a framework on which
to base nursing action, and the ‘integrative process', is used to evaluate
and assesses how well nursing functions in relation to the dynamics of the
'central place' in their clients.

The 'integrative process' runs similarly to the nursing process,
the research process, a decision-making process, and a management process,
but it emphasizes that decisions require the making of judgements of value.

It is regarded, therefore, as potentially the most effective process for
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nursing since, whatever conceptual model may be preferred for nursing as
a practice discipline, it necessarily involves the continuous selection
of actions in providing care.

Orlando (1961) wrote that nursing is focussed on the process
of care in an immediate experience, and is concerned with giving assist-
ance in whatever way the individual needs it at that time. It is clear
that a nursing model must have a component that facilitates the making
of optimal choices, and that this process be taught to students for
application as practitioners. It provides a tool by which effectiveness
and efficiency in nursing situations, and in educational strategies used
by nursing, can be planned and evaluated.

The nature of an integrative process is discussed further in
chapter 3, but in conclusion it can be described as an evaluative,
problem-solving process which ensures that nursing fulfils its socially
prescribed role and does so by understanding the nature of the person and
the state of the 'central place' from which social interaction or
behaviour proceeds.

The 'integrative process' acts similarly for monitoring the
nursing needs of a society. It identifies and assesses needs, and the
problems underlying the needs. This provides a rationale, for example,
fordetermining broad objectives for a community health programme.
Decisions to be made include the locations to be covered, the degrees of
community participation to be developed, and the methods to be used to
define and solve problems. It is also concerned with the implementation
and refining of plans and, finally, must assess the programme's

effectiveness and viability.
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CHAPTER 3

CONCEPTUAL FRAMEWORKS: TOOLS FOR NURSING EDUCATION

The development of conceptual frameworks for the ongoing
construction and implementation of nursing curricula has progressed
rapidly in the last two decades. This is evidenced by a number of recent
studies including those of Conley, 1973; Orem, 1971; Notter & Robey,
1975; Graham, 1977; Pepler, 1977; NDCG, 1973; Johnson, 1968; and
Rogers, 1971.

Conceptual frameworks may be organised around system, adaptat-
ion, developmental, and interactionist theories, for example, or they
may be eclectic and combine theoretical constructs as a basis for
curriculum construction and implementation. Rodgers (1976) finds that
there is a need for a clear conceptual framework to reduce the chaos from
the 'multiple generic programmes' preparing nurses.

But others, such as Johnson (1968), question if any one model
could possibly be adequate for all practice situations, or, for that
matter, necessary or desirable. Graham (1977) believes that the test of
the usefulness and applicability of any conceptual framework comes when
one attempts to apply it to the development of all types and level of
learning experiences. Oliver (1970) is quoted by Graham (1977) as
stating that a conceptual framework should identify the range of decision
points with which a curriculum designer must deal - essentially with what
is to be taught and how it is to be taught. And Graham believes this
need for identification of decision points is particularly relevant for
nursing.

For nursing education a preferred conceptual framework is
perceived to be one that:

(a) provides for an ongoing evaluation, modification, and implementation
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of nursing curricula relative to the contemporary social realities of
society and its individual members;

(b) establishes criteria of value on which to base curricular choices
in respect of structure, content, and learning modes;

(c) helps to bridge the gap between theory and practice;

(4) allows for the continuing preparation and development of staff

and students; and

(e) uses socio-cultural frames of reference to provide a broad and
comprehensive perspective of generic human behaviours, and identifies the
helath/nursing needs of diverse socio-cultural groups.

New approaches are needed, therefore, to evaluate socio-medical
conditions such as ageing, chronic illness, and drug abuse in order to
relate them to the deucational preparation requisite for oncoming nurses.
Suitable models for this purpose can be found in the class of curriculum

development-evaluation models.

OVERVIEW OF CURRICULUM DEVELOPMENT-EVALUATION MODELS

An initial defining of 'curriculum' and 'evaluation' is
necessary since the understanding held of these two concepts influences
the structure and use of curriculum development-evaluation models. There
are a number of definitions of both concepts but they are defined here
according to contemporary viewpoints.

'Curriculum', from this perspective is regarded as being
concerned with assisting human development and bringing about changes in
behaviour. 1In this context, in bringing about changes in behaviour in
nursing students , so that they develop the requisite skills appropriate
to a society's needs for nursing and health care. It also implies that

the students are provided with desirable learning experiences according
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to predetermined societal, broad educational, and specific behavioural
goals.

Since 'curriculum' is not a fixed entity but is linked with
development and planning it can, also, be defined as a continuing
activity, and the sum of all those activities deliberately planned for,
so that changes are brought about in students moving them along in
specified directions. Figure 3.1. (p 38 ) shows a simple curriculum
development model that demonstrates the steps to be taken in curriculum
development.

It can be seen that evaluation is an integral part of the
curriculum development model. "Evaluation' is essentially a judgement
of the value of an object, an activity, or a product. With the develop-
ment of organisational and educational theory and methodology, it has
now come to be generally defined as an ongoing activity; a process which
is functional in each component of a developmental or planning model.
The systematic collection of data about progress in goal attainment and
objectives, and the relationships between the various collections of data,
provides the feedback necessary to guide the activities of curriculum
plannersm teachers, and students. Curriculum evaluation establishes the
worth of a programme, and this is viewed as essential by, for example,
Allen, 1977; Bevis, 1976; Conley, 1973; Reilly, 1975; Steck, 1978;
Stufflebeam, 1971; and Worthen & Sanders, 1973.

In different models the type of evaluation emphasised varies,
for example, Wagner & Seidel (1978), in a study on. 'program evaluation',
express a preference for 'transactional evaluation' because it focuses
on the perceptions of a programme's participants. In addition, they
favour Stufflebeam's (1971) defining of evalutaion as the 'process of
delineating, obtaining, and providing useful information for deciding

among alternative actions'. In Stufflebeam's model, decision-making is



ITERATIVE FEEDBRACWK

CURR\CULLUM
CONTENT

ional
wrpeses

v

What su\:jed'
maller should

'“\Q. S'\\\hl\\-
master ¢

Whal behavisenl

< ey are
Qirme *-rg

E 3 g
s\&m\' ®

CURRICULUM

STRUCTUVRE.

E 3 wisalti
“t‘.\”. \m\m

viewvies

I
I
!

v
L\ WLA\_ DTGLJ"

mdu\ns] Hme-
span is Hhe

uderd exgacted
,‘D Mns\tr ;Yed-

fied b\:je:,\im?

LERARNING

Laarning 'ty e
!
l
l
I
Whdd _\,“‘&;.\31

earning  siv
31{5 will be
used 1o
faclitate \M"

enl mast of

'“'N- u\)&gc\i\n S :

STRITEG\ES
'h;.}::tk ivn \ .\::m?!

ENALUKRTION
BSTRATECG\ES
Planned centi Auing

process .

u_-

I
|
l
l

What m!i\s wll
be used 1o test
I‘.\.Mﬁtu\uw\ e -
\evane and

eLlechiveness ?

Bed bo evaluate
&*u&:n‘( ?u&umm &

Figure 3.1, A Curiolun Dewlgmed Wolel

38




39
a central activity which is stressed throughout all stages of the process.

Since a preferred model for curriculum development and evaluation
in nursing education also requires criteria of value on which to base
curricular choices, Ashley & Labelle's (1976) model of 'value categories
in the curriculum designing process' (figure 3.2. p 40) repays study.

An important feature of this model is the emphasis given to the inte-
gration of educational and learning experiences within the total environ-
ment in which they occur. The values considered important are described

in relation to freedom, ethics, power, scientific and technical dimensions.
In defining the social context in which nursing practices, it has become
evident that these are important factors for nursing to attend to.

The phases and activities to which criteria must be applied,
to facilitate optimal decision-making, are shown in figure 3.3. (page 41).
The criteria are applied by posing questions that need to be asked. For
instance, one may ask: - has the programme social relevance, that is,
is it relevant to the social realities of a society and its people;

- are the activities related effectively to the
learning needs of the individual student;

- has the programme flexibility and can it be
adapted readily to changing social realities; and

- do the policies and strategies used, for staff,
students and clients, facilitate collaboration, participation, and, where
appropriate, innovative solutions to presenting needs?

Wagner & Seidel (1978) emphasise two important characteristics
of any evaluative activity of educational programmes. First it must
determine the value, merit, or worth of the programme, and secondly, due
to its continuing nature it can facilitate the continuous improvement of
a programme. Moreover, it should stimulate programme development and not

stifle it.
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SUMMARIZATION OF CURRICULUM DEVELOPMENT-EVALUATION MODELS

Allen (1977) describes three broad and fundamental issues for
evaluation that can be used profitably by any nursing education programme
planners - or any other educational institution personnel.

(a) What is the relevance of the programme goals and purposes to the
particular community or country?

(b) What is the relationship between processes and developments in the
programme and programme purposes and goals?

(c) What are the factors tending to support and further the development
of the programme, or to hinder it?

But, as Steele (1978) notes, an evaluation cannot focus on all
the variables that affect or influence the educational process in one
way or another. Consequently, the evaluator must make a decision to
study certain variables and not others. 1In this respect the criteria of
value can also help the evaluator to, hopefully, choose those variables
which most influence the accountability and effectiveness of the programme.
The decision-making structures formulated by Stufflebeam, 1971; Steele,
1978; Claus & Bailey, 1975; and Bower, 1972, present a number of methods
that can be used to ensure this. Additionally, the value of collaborat-
ive and interdependent approaches in finding solutions to problems can be
utilized with benefit to all concerned.

A curriculum development-evaluation process (figure 3.4. p. 43),
which delineates most of the variables to be considered in developing and
evaluating curriculua, shows just how necessary it is toiseleot somevariables
and exclude others. At the same time, it is essential to delineate all
variables in order to determine priorities. Thewuse of a process, similar to
the one displayed in figure 3.4.p43, which outlines all the variables,
makes it possible to select those variables which need immediate study.

But those which are excluded can be dealt with later, or examined by
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by others concurrently, or reviewed and analysed from other studies.

The curriculum development-evaluation process shown in figure
3.4., though very comprehensive, does commence with a basic curriculum
construction model (after Glaser, 1964). Subsequently, the four
components of the basic model are elaborated in order to delineate all
the activities or variables implicit in each one. 'Learning experiences',
in box 3 of the basic structure, for example, requires elaboration to
indicate the interactions that occur in the teaching/learning process.

For this purpose, in addition to specifying motivational variables, use
was made of Flander's (1965) interaction model.

As Pochly (1973) finds, the chief problem or concern in
evaluation is what to evaluate, though, as he also notes, specification
of goals in terms of direct, observable and measurable goals brings some
solution to the problem. Furthermore, as elaboration of box 1 demonstrates,
this problem can largely be overcome by first identifying the needs of
society, and formulating broad education goals, before specifying
desirable behavioural goals. In fact, unless these steps are first
taken, one must question how it is possible to determine desirable

behavioural goals.

THE INTEGRATIVE PROCESS

Since an evaluation cannot focus on all the variables, that
affect or influence the educational process in one way or another, it
is necessary to use a process that facilitates identification of the most
relevant variables. -

The 'integrative process' is believed to be an effective tool
for this purpose. It draws together all the relevant variables in order
to relate nursing education to the requirements of a society, and, also,

to present nursing settings.
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In Chapter two the 'integrative process' has been described
as the administrative and functional component of the TNM (the 'triadic
nursing model'). It monitors, evaluates, and provides a basis for
decision-making. In many ways it acts similarly to the nursing process,
the research process, decision-making processes, and a management
process. But its chief significances lies in the emphasis given to the
solution of society's socio-health problems, as the main variable to
be considered in making curricular choices in nursing education.

It has this function for nursing generally and, therefore, in
policies related to nursing practice, nursing education, and nursing
research the main question posed is 'how does this policy, or programme,
or teaching/learning strategy, -or conceptual approach relate to the social
realities of a society and the actual or potential needs for health and
nursing care.

It is essential that nursing curricula reflect changing social
realities as they begin to emerge to ensure that oncoming nurses acquire
skills appropriate to a society's needs. To achieve that goal, the
'integrative process' can be used to focus on the interrelationships
between curricular choices in nursing education, and the social realities
of a society. But to maximize its effectiveness, the ‘integrative
process' is further developed to form an educational tool, which uses a

system approach, and is named the 'curriculum relevancy process'.

THE CURRICULUM RELEVANCY PROCESS

Definition and Description

The 'curriculum relevancy process' (CRP), is best defined as
an information-seeking, problem-solving,and evaluative process. 'CRP'

is integrative in nature, and provides for an ongoing correlation of
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information about changing social realities with the characteristics of
nursing curricula. Essentially, it allows for the continuing collection
and analysis of information about the social realities of a society, from
which the essence of present and potential needs can be extracted, and
applied to choices made in nursing education.

Figure 3.5, outlines the phases and activities of CRP as it is
used to initiate and make use of data collection, analysis, and inter-
pretation; and its subsequent application to curricular choices in nursing
education. As an information-seeking, problem-saving, and evaluative
tool it draws together all the variables that require study for optimal
decisions in nursing education. It allows for the gathering, over a
period of time, of data on nursing edutation programmes that is approp-
riate to their context.

The application of CRP makes it possible to see how well
nursing fulfils its socially prescribed role. It does this by the
gathering of data which leads to an understanding of what is central or
dominant in a society's or an individual's lifespace at a particular
point of time. Knowledge and undérstandingof -the socio-health and nursing
problems of a society provides the basis for identification of desirable
nursing skills.

Since a nursing education programme is perceived to be a
system arising within a society, in response to need for health and
nursing care, CRP, or a similar process, is considered to be an essential
basis for action in nursing education. CRP's overall goal is the
enhancement of nursing's role as it participates in the search for a
solution of a society's socio-health problems. Subsequently, the prep-
aration of oncoming nurses is orientated towards the development of
nursing skills that enable nursing to achieve that goal.

Toffler (1974) states that the nature of a problem defines

® Py7
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the nature of the learning required, so that the definition of relevance
is created by the real situtaion rather than by the instructions of the
teacher. The identification of socio-health and nursing problems,
associated with the social realities of a society, is a core function

of CRP since it is the nature of the nursing problems that defines the
nature of the learning required. Thus, in delineating the real situations
requiring nursing care, the use of CRP helps to define or determine the
relevance of curricular choices.

Objectives related to the overall goal of identifying and
seeking solutions to a society's socio-health and nursing problems
include:

(a) the establishmentof criteria of value to ensure accountable,
interdependent use of a society's resources, people and material, in
conjunction with other social institutions and professionals;

(b) optimal outcomes for oncoming nurses from the programmes;

(c) the provision of a toocl(s) by which effectiveness in learning
situations, and a programme's relevance and viability, can be evaluated.

Rodgers (1976) believes that, in the final analysis, a nurse's
ability depends on her skill in solving problems and, that without this
ability, she will fall victim to 'technological and informational
explosions'. Further, as Steele and Harmon (1979) emphasise, another
important outcome is that of possessing the skill of decision-making,
and being able to choose the most appropriate decision among a number of
alternatives.

As has been already noted, a conceptual framework for curric-
ulum construction must facilitate identification of the range of decision
points with which a curriculum designer must deal. CRP is especially
concerned with facilitating this skill to determine curriculum priorities.

For the curriculum designer the issue is essentially with what is to be
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taught. As well, new approaches are essential to identify, evaluate,
and relate to nursing education programmes, the kind of conditions seen
to predominate in contemporary societies.

Historically, nurses have been evaluated on the giving of
care rather than on wheter it actually made a difference that the care
was delivered (Steele, 1978; Phaneuf, 1975; Kinross, 1977). But the
use of a conceptual framework, such as CRP, allows nursing, not only to
evaluate whether care has made a difference, but also, to select and use
new curricular approaches and learning strategies, and so ensure that

nursing continues to be effective as changes occur.

PHASES AND ACTIVITIES OF THE CURRICULUM RELEVANCY PROCESS

CRP has three main phases and each phase involves a number of
activities.
Phase One

This phase is occupied with the gleaning of information about
the social realitites of a society, and the identification of the socio-
health and nursing problems that require nursing care.

Figure 3.6. displays the activities that occur as an informat-
ion system is evolved to facilitate the making of relevant curricular
choices according to the social context in which nursing is practised.
Knowledge and understanding of the social realities, existent in the
personal milieu of clients and their families, is vital if nursing is to
determine what motivates or influences their behaviour, and thus their
level of health. Elaboration of this first phase of CRP is dealt with
in chapter 4.

Phase Two

The main objective of phase two of CRP is to examine, and
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evaluate, how well nursing curricula are orientated towards solution of
the socio-health and nursing problems identified in phase one.

Problem-solving and decision-making are important activities
in this phase as the characteristics of nursing curricula, and the skills
they promote, are reviewed in relation to contemporary social disabilities.
A clear profile of contemporary social disabilities provides the basis
for curriculum choices that result in oncoming nurses with desirable
nursing skills.

As phase two of CRP is executed, the quality and appropriateness
of nursing skills, found in newly qualified nurses from the programmes,
is evaluated. Further, programme effectiveness is assessed according to
how well students have learned what they are intended to learn. Again,
the importance of first establishing curriculum objectives can be stressed
as vital to successful outcomes.

Programme evaluation encompasses a wider range of data to that
required for student evaluation. It also requires a more comprenhensive

evaluation design which is linked to curriculum development and
construction. Figure 3.1. and 3.3. (pages38 and 4]), show a progression
from a simple to a more comprehensive curriculum development-evaluation
model.

Figure 3.3. is more explicit and detailed and names the criteria
of value needed to quide decision-making throughout the process of
constructing nursing curricula. Questions must be asked at each stage
of curriculum construction and evaluation. For instance, when selecting
curriculum content one must question the relevance of material according
to the educational purposes of the programme; and not simply rely on
circumscribed areas of learning accoréing to tradition.

A realistip statement of curriculum objectives, in conjunction

with a thorough appraisal of contemporary social disabilities, helps to
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protect the consumer - clients, students, and society, for whom the
curriculum is designed - from unrealistic or limited goals. This, also,
provides a rationale for determining broad objectives and further use can
be made of the criteria of wvalue. 1In particular, for example for a
community health programme, the criteria of relevance, accountability,
relatedness, flexibility, collaboration, and interdependence can be
utilized to assist decision-making.

The criterion of accountability can be applied to assess how
well the oncoming nurse is taught that responsibility is primarily to
the patient; or for faculty that the primary responsibility is to the
student. At the same time, use of the criterion of relatedness, which is
concerned with the interrelationships between the different parts of the
programme, will make certain that faculty responsibility towards the
student is primarily predetermined by identification of the psychomotor,
cognitive, and affective skills the student must acquire to meet the
needs of clients.

The most comprehensive curriculum design presented here can be
seen in figure 3.4. (page 43). It.shows, in detail, the scope of
activities which can occur in curriculum development and evaluation. It
does, also, display practically all the activities related to phase two
of CRP.

In broad terms the activities that occur in phase two are
related to:

(a) the selection and evaluation of staff, students, and the resources
required to sustain the programme; and
(b) evaluation of the overall programme and its outcomes.

More specifically, the activities undertaken in phase two can

include:

(a) consideration of the philosophy and broad educational goals of the
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institution and its programmes;

(b) formulation of specific behavioural goals, that is, of the changes
desired in students as they progress through the programme, in
order to make clear (i) what they are supposed to learn; and
(ii) what skills are desired in oncoming nurses;

(c) assessment of the qualities, skills, and effectiveness of staff;

(d) evaluation of the effectiveness of teaching/learning experiences;

(e) assessment of the learning climate, physical and clinical facilities,
and the quality of the interactions in the learning situations;

(f) appraisal of the facilities and provisions made for staff and
students;

(g) examination of the standards and criteria of programmes in relation
to those set by licensing and educational authorities;

(h) an assessment of the degree of community participation in the
programme and in the identification of its educational purposes; and

(i) evaluation of the methods used to define and solve problems, make
decisions, and to undertake self-evaluation studies.

For each society, ongoing evaluation aﬁd refinement of nursing
curricula is essential to provide a continuing supply

of nursing manpower able to function according to contemporary need.

Phase Three

This last phase of CRP is probably the one that is more often
implied, than specified clearly, in the majority of curriculum develop-

ment-evaluation models. It is largely occupied with problem-solving in

order to rectify the discrepancies between thg desired and actual outcomes

of nursing curricula. Constructive responses to the discrepancies found

can include:

(a) appraisal of alternative solutions to the nursing needs associated
with contemporary social disabilities;

(b) reorganisation by adaption and amendment of existing programmes, or
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by designing and implementing new educational strategies more likely
to achieve relevancy to the social context in which nursing is
practised; and

(c) ongoing evaluation and amendment of changes made as found to be
necessary. Feedback, over a period of time, is studied to determine
if the actions taken have the desired outcomes for clients and
students.

The criteria of value that can be applied in phase three of
CRP include those of flexibility to permit adaptation as required,
accountability for the actions taken, viability of the actions taken in
relation to the resources and support available, and recognition of the
need for interdependence with health and other related professionals in
planning changes.

Dominating this phase of CRP is ongoing amendment, enlargement,
and/or replacement activities of the programme, curriculum objectives,
and learning experiences. This necessitates constant feedback from the
first two phases of CRP. The 'action process', shown in figure 3.7.
(page 55), displays the components of educational change, which, in this
instance, is concerned with the achievement and maintenance of relevancy
in nursing curricula.

The components of educational change are shown in one dynamic
loop and interact to deal with the gaps between prescription and reality.
The actions or moves made to modulate change in nursing education
programmes, is not simply a closure of gaps between what is and what is
required, but a series of balancing measures to keep all parts of the
system healthy. However, this part of CRP shows the progression of steps
that generally occur with adaptation to change.

Sequence to Activities

The three phases of CRP involve a number of activities which

progress logically from one to the other. The conclusions drawn in one
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phase qualify the activities undertaken in the next. For example,
if Auld's belief (1979) that the frail elderly require a new nursing
model and not a medical one, and need primarily care and companionship
and not institutional care is accepted, thenit holds important implicat-
ions that influence the changes that can occur in phase three.

Although, in general, the phases progress logically from one
to the other it is also necessary to note that a process, by its very
nature, is not a fixed structure and adaptive action can commence at a
number of points in the process. It can, for example, start with
recognition of the dissatisfaction experienced with an established
programme and its outcomes, and then proceed to gather and interpret
data about the factors behind this dissatisfaction. As a planned attempt
to relate nursing education programmes to a society's socio-health and
nursing problems, however, the logical place to activate the process is
thought to be the development of an information system to aid decision-
making in nursing education.

A system approach has been taken in the development of CRP.
As Kaufman (1976) notes, when used 'sensibly', it produces an educational
response that is creative and responsive to identified needs, rather than
one limited only to historical precedent, or potentially unreliable, if
left simply to hunches. Kaufman (1976), as noted earlier, also warns
against making an inappropriate start when initiating action, commenting

that looking for solutions before identifying problems leads nowhere.

SUMMARY

CRP is designed to avoid the inappropriate start Kaufman warns
against by commencing with the systematic gathering of information about

a society in order to identify the socio-health and nursing problems
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that require solution. Further, it involves a thorough appraisal of
all the components involved in designing and implementing a nursing
curriculum. Finally, it ends with an action process that initiates
the steps needed to rectify faults in the system.

Since the gathering and interpretation of information about
the social realities and their outcomes is believed to be vital it is

further discussed in chapter four.
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CHAPTER FOUR

AN EVOLVING INFORMATION SYSTEM: PHASE ONE OF 'CRP'
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Legend - see figure 3.6. page S50

The full development of phase one of CRP leads to the evolvement of
an information system for the systematic collection, analysis, and
interpretation of information about the social realities of a society.

An information system facilitates the identification and documentation of
the dominant social realities and the resultant socio-health and nursing
needs and problems. This is an essential first step in curriculum
construction for it provides the basis for determining curriculum object-
ives.

Additionally, the identification of contemporary socio-health
and nursing problems must be accompanied by comparative historical
analysis as this provides a deeper perspective for interpreting present
realitites and emerging trends for the future. If, for example, the
findings of epidemiological studies are reviewed in the light of past
events before application, it is more likely that the right responses
will be made by those concerned. Numerous examples can be cited of plans
that have failed due to neglect of this point. For instance, attempts to
introduce different foods to overcome nutritional disorders have failed

because the reasons for past resistance to similar schemes have not been
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studied.

Sometimes, regrettably, the information has not been recorded.
As a consequence, previous experiences, which can supply some knowledge
of cause/effect and time/location factors, cannot be made use of when
planning action to promote or recover health in a people. But it is
important to reject the notion that resistance to well-intended plans is
unthinking and unreasonable for repetitive patterns of behaviour are
usually motivated by some experience, belief, or value. An adequate data
base is a reservoir of information that can help to reveal the positive
and negative factors that motivate people. Without an information

system there is a serious lack of data upon which to base decisions.

THE DEVELOPMENT OF AN INFORMATION SYSTEM AS A

BASIS FOR DECISION-MAKING AND PLANNING ACTION

WHO (1972) points out that an increasing demand for health
services is paralleled by a need for more and more resources. This
underlines the need for improved planning, implementation, and evaluation
of health services and their outcomes. In particular, problems associated
with evaluatory methods, and the problem of the inadequacy of health
information systems, are believed to mar the efficiency and effectiveness
of health services.

The need for improved planning, evaluatory methods, and informat-
ion networks is a subject for frequent discussion through the mass media
and other channels of communication. Nurses are amongst those who are
increasingly vocal about health and related social issues, but, until
recently, they have not generally engaged in the systematic collection
and assessment of information to substantiate the perceptions they hold.

If, however, their viewpoints are to be taken seriously then they must
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develop systems for the capture and management of information.

Bergman (1977) considers one of the first concerns of nursing
planners is the establishment of an effective information system that
systematically collects, analyses, interprets, manages, and disseminates
facts about nursing education. But Thomson & Handelman (1978) caution
against a tendency in health information systems to develop in a piecemeal
fashion with little relationship between the various components of the
system. Moreover, they believe that a supreme goal related to the outcome
of health services is generally neglected so that information systems
have a limited usefulness for evaluatory purposes.

Although, in the context of this study, the primary goal in
the development of an information system is to assess the relevancy of
nursing curricula, it is also designed to assist achievement of the
overall goal of a health system. This can be described as the promotion
of the health and wellbeing of people in their societies, and the reduct-
ion of disease and suffering inasfar as it is humanly possible to do so.

Since the majority of disorders have their genesis in the
social realities a problem-solving approach is best suited to information
system development. This offers a flexible framework for the collection
of relevant material and reduces the possibility of gathering overlapping
and irrelevant material. In addition, information from the total health
information system can be added where appropriate..

For example, statistics relating to childhood accidents and
their causes can be fed in from a national health information system,
and then related to curriculum choices and the type of learning experiences
required by nursing students. As Brockington (1975) emphasises, to know
what services are needed requires skilful application of health and vital
statistics. The capture of information into what might be called a

'minisystem' in comparision with an overall health information system,

can supply data for planning, research, and the development of nursing
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education programmes.

The communication of health care data is regarded as poorly
organised and understood and not very well defined by Thomson &
Handelman (1978). This is seen to negate the purpose of data collect-
ion systems, which is not, Thomson & Handelman stress, a matter of how
it is dealt with, but a means to the best use of persoﬁnel and resources
for the delivery of effective health/nursing care to people.

CERI (1975) point out that while planning and management
require relevant, up-to-date information about what is occurring in
present health care systems, the deceptively large amount of statistics
generated by such systems, in general, fails to supply this information.
They also note something which is particularly emphasised in this study,
that is, one must not only assess what is happening within health care
systems, but also monitor what is happening in the community, much of
which is not in contact with the health system. As defining the social
context in which nursing practises in chapter 5 makes clear, information
about such factors as lifestyles and behavioural patterns is as vital as
data about morbidity and mortality rates.

A systematic capture of information over time provides the
necessary baseline data with which to establish the nursing needs of a
society. Further, it also offers a basis for determining the kind of
nursing curricula best suited to those needs. Without a systematic
approach, disclosing all the variables involved and their interrelation-
ships, the best alternative for the optimal organisation of nursing
curricula can be missed.

Lundenberg & Goldkhul (1979) present a model, known as 'ISD-
ASA', which gives a systematic approach to information system development.
In 'ISD-ASA' they describe the work that leads up to information system

development as change analyses. Nevertheless, viewing information
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system development in a wider context than is considered here, they point
out that, if the change analysis indicates the user's needs and problems
are other than that provided by an information system, a different
approach should be used. In this study, however, change analysis - and
action plans - is believed, also, to proceed from the information captured,
as has been described in phases two and three of CRP.

Criteria of value, thought to be especially valuable in the
development of an information system, include those of collaboration
and interdependence. Interdisciplinary and international cooperation in
the handling of information about health and social disabilities is
essential if nurses and other health professionals are to achieve their
goals.

Cornillot (1977) is emphatic that an educational programme
(referring to a subject-oriented structure) must serve as a permanent
information and analytic instrument for the benefit of the community.
Additionally, Cornillot views an impartial attitude as an essential
restraint for curriculum planners to ensure that information shared with
the society will be objective, irrespective of prevailing political

trends in the society.

THE COMPONENTS OF AN INFORMATION SYSTEM

Whatever methods are used for the capture and management of
information there are certain constants to be found in the development of
an information system. They include:

(a) the nature of the information to be collected;
(b) the sources of information to be used; and

(c) the method(s) to be used to handle the data.
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Nature of the Information to be collected

A wide range of information needs to be collected by the
health professions as there are many factors which affect the wellbeing
of dindividuals and their societies. For the purposes of nursing educat-
ion the field is kept wide, but it is restricted to items in which the
outcomes of social realities indicate explicit or implicit needs for
nursing assistance.

The scope of information considered necessary by nursing depends
on the perceptions held on the nature of nursing care. If it is seen as
primarily concerned with the ill, especially the institutional ill, the
scope is more limited than if it is seen to be required whenever and
wherever self-care deficiencies exist in the community. When the wider
view of nursing is held then any issue which is constantly reported as
harmful, or potentially harmful, to the wellbeing of individuals and their
society, must be captured and fed into the information system for
analysis and interpretation.

This is important for curriculum development as adequate
baseline data is essential to aid curriculum choices. In addition to the
accounts of mortality and morbidity provided by national and international
health service institutions there is a considerable amount of material
to be collected from the community. The need to have access to primary
data whenever possible, must be stressed, since it may be necessary to
recombine primary data in order to test a specific evaluation hypothesis.
For obvious reasons, the level at which information is being collected
influences the choice of material being gathered. Moreover, collection
at local level, and to a lesser degree at regional level, will be more
specific and related directly to the needs of the area. At the same time

one can draw on national and regional data banks for information of a
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more generalised nature.

Essential characteristics of information gathered at a regional
level will be related to geographic, demographic, economic, and socio-
cultural issues. Density of the population, physical and transport
conditions, likely job opportunities, and the dominant social disabilities
of the area are examples of some of the variables that will influence
curriculum decisions.

WHO (1972) divides the nature of the information required into
five main types. This includes:

(2a) regional or local data covering, for example, population character-
istics such as the rate of population growth and age composition,
climate, and communications;

(b) health problems or, more accurately, socio-health problems;

(c) aetiological factors which can be of a chemical, biochemical, and
behavioural nature and have the potentiality to influence the onset
of disease;

(d) health service activities, data ideally including both the quality
and quantity of care available; and

(e) resources available and in use, the information covering personnel,
facilities, equipment and finance.

It can be seen that the data required is wider than vital
statistics and includes, what Brockington (1975) refers to, as health
statistics. These, he notes, measure the state of health, factors
affecting health, and items of service. Omcan also use Omram's (1974)
classification or profiles of the socio-health status of societies, in one
or other of the three phases of the 'epidemiologic transition', as a
means to group typeé of information. The profiles, presented in table
form by Omram, group information into four classes:

(a) a population profile;
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(b) a social and economic profile;
(c) a mortality and disease profile; and

(d) a community health profile.

SOURCES OF INFORMATION

Since the perceptions of social order and disorder vary
considerably it is necessary to cast the net wide in order to capture a
cross-section of relevant material from public and official sources.
Data can be collected from existing records or by the means of specially
designed projects.

There are several main sources from which information can be
sought for a health information system. Vital and health statistics can
be obtained from traditional health service records, for example, hospital
discharge records. But dissatisfaction with available material from
such sources has led to the establishment of national health information
systems which collate imaterial from a much wider field. For example,
from cost-accounting statistics, from medical and other professional
information sources, and traditional sources of statistics.

Additionally, information can be obtained from ad hoc surveys,
from experimental research projects, and from 'expert opinion'. Informat-
ion from national health information systems and other related sources
can provide valuable information about met and unmet health needs and
their outcomes. But there are a number of other sources from which
information should be sought. Publications from voluntary organisations
such as Alcoholics Anonymous, or the Hard of Hearing League supply good
material which help to f£ill gaps left by official records.

Probably the richest source of data closest to the grassroots

of society comes from the reporting, letters, documentaries and studies of
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the 'mass media'. Kerlinger (1973) notes that newspaper and other
magazines do two things in particular for behavioural research. First,
they influence the polity and the management of public affairs, and
secondly, they mirror the values and positions taken by the public about
different issues.

The 'MASS MEDIA'

The open forum provided by the mass media provides a very good
avenue for gauging the feeling tone of responses made, or likely to be
made, by the public about any issue that has a bearing on their health
and wellbeing. In general, 'mass media' is taken to refer to large scale
popular forms of communication such as radio, television, cinema, press,
periodicals and records. But its use here is mainly in reference to the
press, radio and television. For the majority, the 'mass media' are the
only regular source of general information about current affairs and socio-
health problems. Through the provision of information the 'mass media'’
can assist a society to make informed choices - though an element of bias

must be allowed for.

MANAGEMENT - METHODS USED TO HANDLE DATA

From the inception of an information system it is necessary to
choose a method of handling data that offers easy placement, retrieval,
and access. When access is needed to only a limited amount of data, or
a health information system is well establised and functioning effectively
and efficiently, its management is simple and requires only minimal
organisation. But with the 'knowledge explosion' of today, changes in
health care delivery, and increasing flexibility in the structure and
content of educational programmes an efficient information system is wvital.

Data management involves its collection, organisation, and dissemination.
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COLLECTION OF DATA

Data can be captured in one of two main ways, that is, either
by:
(a) wusing what WHO (1972) calls a 'broker's service' and obtaining it
on request from others; or
(b) methodically by experimentations, surveys, research projects,
investigations, reported observations, and similar means.
As can be seen later, the application of an information system
to determine the social realities of New Zealand society during 1978,
information is collected mainly by observation, using either (a) a
'broker's service' or (b) by extraction from a wide range of publicat-
ions and the mass media.

A 'Broker's Service'

There are a number of difficulties in the initial stages of
developing an information service for the health professions since so
many categories and sub-categories of information depend critically upon
others. The use of a 'broker's service', however, helps to avoid these
difficulties for this helps to establish what data are already available,
and the terms under which it can be obtained. Once located there should
be little difficulty in its retrieval.

Nursing education has ready access to the extensive range of
information which circulates through the health system. But one needs to
use a systematic approach in the capture of this information to ensure
that it does not become blocked at some point in the health system.

Most traditional data is compiled into secondary data from
primary sources and then circulated to health institutions as of right.
Provision of readily available statistical information is one of the

objectives of tne NHSB (National Health Statistics Bureau), and NZDH
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(1979) report stresses the priority given to the supply of basic
information about health and health care in order to assist the formulat-
ion of health policies.

Data Collected by Extraction

In addition to the data received on request there is a need
for information which portrays the social and health indicators less
easily gathered by formal means. Extraction of information from informal
sources in a society provides data about occupational, environmental, and
socially determined issues which g (* increasing concern. The collection
of information by extraction from the 'mass media', for example, is more
likely to contain the perceptions of a people about their socio-health
problems and needs.

Information can also be extracted from the reports of research
groups, professional, voluntary, or pressure groups, and be used by
nursing education at national, regional, and local or institutional
levels. The 'Family Growth Study' (Reinken & Blakey, 1976) is an example
of what is available in this area.

The process of collecting data also needs consideration, and
this is influenced by the earlier decisions regarding the types of
information desired. This is why, in the first phase of CRP, that is,
the evolving of an information system (see figure 3.2. page 40), the
first steps taken include clarifying the goal, setting objectives, and
selecting the sources from which information is to be sought.

Thought must also be given to the amount of information desired,
to the points of collection, and to whom responsibility is to be given to
capture the information. These are essential decisions for the ongoing
collection of information about the socio-health and nursing problems

and needs of a society.
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THE ORGANISATION OF DATA

The organisation of data occurs automatically in any institution
that keeps records or gathers information relevant to its function(s).

But this is a limited level of information management unless it is related
to wider purposes, analysed, and then fed back into the operational level.
Studying the social context in which nursing is practised, for education
purposes, is a problem-solving activity requisite at national, regional,
and local levels. At each level, however, there is a different emphasis
placed on data management.

Nursing education, at a central level, is occupied with the
collation, analysis, and interpretation of data. It does this as an
adjunct to policy-making, forecasting future manpower and resource needs,
and to establish curriculum and standards. For regional authorities there
is the dual responsibility of providing information to assist central
policy-making, and the interpretation of policy to nursing education under
their jurisdiction. A major task is to see that information and feedback
flows freely in both directions.

At a local or institutional level, however, the prime emphasis
is on the initiation of strategies to operationalise central policy and
directives qualified by local requirements. Central directives are
essential so that standards and competencies areequable throughout a
country. Nevertheless, health/nursing needs may vary so markedly, even
within a region, that operational strategies are best made at local level.

As stated above, information and feedback must flow freely in
both directions. It is cost-efficient of personnel and resources to have
'data packages' prepared and supplied from a central level. For instance,
providing a profile of the incidence of accidents requires extensive

resources and expertise which cannot always be maintained locally. At
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the same time information about local conditions and needs is essential
and requires a reverse flow of data from the periphery to centre. An
ongoing exchange of information between the policy-makers at the centre
and those planning to meet local requirements constitutes an important
part of information management.

The criteria of viability, interdependence, collaboration,
participation, and innovation are important in the management of data to
achieve the goal(s) of the health system and nursing education. Collabor-
ation between the policy-makers at central level and those at regional
and local level facilitates the viability of policies and avoids the
immobility of policy/location dissonance.

Data organisation begins properly with the formation of a data
base. In this thesis, the data base is established with information
obtained from the mass media and other publications, and, also, on request
from a 'broker's service'. But there are, of course, instances when the
information can only be obtained by ad hoc surveys and other research
projects.

An effective data base is one that can meet the requirements of
scheduled work, or of work which needs to be initiated to meet changing
demands or discrepancies between goal, objectives, and outcomes. The
information system has to include, therefore, some technique which enables
updating of the data base as necessary. Figure 4.1. depicts one way in
which a data base may be used. This is constructed after a model prepared
by Weinberg (1987, page 86 and 87).

The 'data base usage' model is largely self-explanatory, but
some emphasis should be given to the adaptation loop. Without such a
facility in the system users become discouraged and use of the data base
limited. It also allows for periodic review of the data base and for

alterations as necessary. The changes involved may vary from a simple
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addition of data to a major recoding of information. Certain problems

exist in defining data base requirements and Weinberg (1978) names four

of them.

1) Users failure to understand the level of precision needed in the
statement of specific inquiries and responses.

2) Users prediliction to use a limited number of inquiries, and failure
to imagine the extent of inquiries that they could make.

3) Users failure to realize the time, cost, and space benefits that can
ensue from retrieval of data.

4) Different users have different requirements in the nature of the
information wanted, and in the way in which it is presented.

The adaptation loop and reqular data review facility should
help to overcome some of these problems. Another important solution to
these problems is to educate users in the use of the system. Probably
the best solution is the application of problem-solving, analytical
strategies in the initial designing of the system.

There are basically two ways of handling data for a health
service information system, and this applies equally to setting up an
information system for nursing education, though on a much smaller scale.
The two main methods generally advocated for the handling of data are
(a) a manual, or (b) an automated data processing (ADP) method. For
evaluatory purposes both methods have their limitations.

Manual methods can be wasteful of time, material, and space; and
the integration of data is more difficult. But there is no reason why
classification, coding, and presentation of data prepared manually cannot
be rationalised and operated efficiently. One considerable advantage is
that observations can be qualified by description, to enhance understanding
of the information, in a way which is not possible in an ADP system.

In an ADP system, classification, coding, and placement of
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information is quicker, once the terms and usage are defined, and more
easily retrieved. Units of information can be recombined in a number of
ways, and users with different needs can get the information they want.
But there are several reasons, such as cost and limited flexibility in
response to change, why ADP is not possible or desirable at local or
institutional level. Weinberg (1987) considers, however, that this will
lessen as sophisticated computer banks, with terminals in different
locations, become more available.

The ideal solution seems to be a combination of ADP and manual
methods. As noted, information can be obtained on demand from central
and regional computer banks. An efficient manual method to place,
retrieve, and provide access for usage of information is one that can
be based on a library system. Moreover, as a library system now includes
storage of films, tapes, and other audiovisual aids, it can allow a very

comprehensive information system to be developed.

GUIDELINES RECOMMENDED FOR THE ORGANISATION OF DATA FOR A NURSING

EDUCATION SYSTEM

1) The information system can be developed within the library system,
but should be the responsibility of the curriculum development and
advisory committee.

2) Regular meetings should be scheduled with all relevant users to
determine data base information requirements and objectives.

3) Define the terms of use, and establish codes for scheduled work
demands, than can be answered immediately.

4) Devise codes that indicate that the adaptation loop and data base
review need to be operational. Specify whose responsibility it is to
respond to such demands.

5) Delineate information that can be obtained from a 'broker's service'
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v and detail the sources to apply to for such imformation.

6) As data extracted through the 'mass media' and various other
publications is believed to constitute an important source of
information for keeping up with contemporary social realities and
behavioural problems, a system should be devised to monitor socio-
health issues. This permits a broader grasp of human behaviour and
can be classified according to a problem-oriented form of recording.

7) As advocated by a number of authorities, such as WHO (1972), provision
must be made for the public to participate in establishing and maint-
aining an up-to-date information system.

8) As the system develops the data structure needs to be adapted to
user requirements.

9) Use of the system can be encouraged by involving users in the
development of data base objectives and in the specification of
information required.

10) 1Identify the range of inquires that can be made, and the benefits that
can accrue, from an information system in order to attain nursing

goals.

THE DISSEMINATION OF INFORMATION

As:the guidelines given for the organisation of data indicate,
to achieve success it is wise to involve users of the system in its
development, and in the specification of its objectives and usage. This
in itself, helps to ensure that information is transmitted adequately.
Integrating collections of information into logical comprehensive systems
also helps to achieve better use of the information. Interrelationships

can be better grasped, and information exchange flows more freely.
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An information system also provides for placement of data which
is easily retrieved and to which access can be given - subject to the
ethic of confidentiality where applicable - on a reqular basis for those
who require it.

This is another area where responsibility can be given
specifically to a committee member, who is charged with the function of
informing users about new inputs or of changes to the data base structure
and content.

On a wider basis, information should be exchanged regularly at
all levels ard also between countries where pertinent. One of the major
concerns at the Sixth Regional Consultation Meeting on the APEID (Asian
Programme of Educational Innovation for Development) 1979, involved
information development and idssemination. This is seen as vital since
it provides access to new ideas and comparative experiences. One of the
recommendations made was the APEID should support national studies for
the transfer and exchange of experience. Nursing education in all
countries transmits information through its professional journals, but has
some way to go in exchanging information on a formal and informal basis

outside its professional field.

SUMMARY

An information system is an integral part of CRP, and it makes
it possible to identify and monitor the social realities and their
outcomes on a continuing basis. In attition, it makes it possible to
monitor their reflection in the curriculum, in the choice of teaching/
learning strategies, and in the selection of desirable nursing skills for
oncoming nurses.

Knowledge about the social realities, and the socio-health and
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nursing problems associated with them, needs to be increased by research,
and by systematic ongoing information gathering, analysis, and inter-
pretation.

In chapter 5, an extensive review of the social realities of
contemporary societies is carried out in order to define the social context
in which nursing practises. In chapter 6, a systematic study of the
social realities of New Zealand society for the period of a year - 1979 -
demonstrates the use of an information system and identifies the most
dominant socio-health and nursing problems. This is seen to offer the
most appropriate basis for choices made in the organisation and content of
nursing education programmes, and in the selection of optimal learning

experiences.



CHAPTER 5

SOCIAL REALITIES: DEFINING THE CONTEXT IN WHICH NURSING PRACTICES

Since defining the context in which nursing functions is
a topic of immense dimensions it has been divided into five sections.
To begin with, however, the concept of 'social realities' is discussed

and defined.

SECTION 1:

CONTEMPORARY SOCIAL REALITIES - TRENDS AND PROBLEMS

SECTION 2:

SOCIAL INSTITUTIONS - CONTEMPORARY SOCIAL REALITIES

SECTION 3:

SOCIAL REALITIES - CHANGING PATTERNS OF ILL HEALTH

SECTION 4:

SOCIAL REALITIES - THE MANAGEMENT OF TECHNOLOGY

SECTION 5:

CLARIFYING VALUES IN AN AGE OF DEGENERATIVE AND MAN-MADE DISEASE

77
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THE CONCEPT OF SOCIAL REALITIES

Discussion of the Concept

As a global concept, 'social realities' has been defined in
chapter one as the commonalities of human life and experience shared by
all humanity though with varying emphases according to all the
characteristics of a society. But, as examination of the words 'social'
and 'reality' discloses, a more specific definition is possible, and
desirable.

'Social' refers to all that is imputed or attributed to the
mutual, interdependent, and communal relations of people. What might be
called the basic substance of human societies is the same all over the
world. Beliefs and values, lifestyles (work and leisure), individual
identity and group belonging, achievement and failure, making and
destroying, sharing and withholding, caring and being cared for, are

the essence of what moulds people together or separates them.
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From this essence, and the common physical and climatic
conditions that people must contend with, arise the factors which promote
or demote the wellbeing of people. As well, processes develop which affect
and motivate the behaviour of people; especially their behaviour in
social groups. Obviously an immense field to consider, and one,
therefore, that will be confined to those aspects which hold some
explicit or implicit relation to a society's need for nursing care.

'Reality', as defined by the OXFORD ENGLISH DICTIONARY, is the
nature of something or some object. The actual which underlines appear-
ances and is not distorted by extraneous or subjective factors, but has
defining characteristics and possesses consistency. To define 'reality'
is much simpler than to determine it, as a nurse attempting to define
nursing needs can affirm, but when the two concepts 'social' and 'reality'
are used in conjunction the meaning of both is extended and qualified.

'Social realities' implies, therefore, all the real or actual
conditions and happenings that exist in the shared human environment of
a society. As figure 2.2X demonstrates, the enviromment is perceived as
consisting of a number of interdependent components. Various linkages
between these components determine the nature of the social realities of
a society. Individuals both influence and are influenced by the environ-
ment in which they live, and interactions between the two establish the
socio-health status of individuals. Consequently, the social realities
are not a static, passive entity but a changing, evolving set of conditions
affecting a society and its members.

'Social realities' are more than just a listing of conditions
such as, employment figures, accidents associated with alcoholism, and
health and vital statistics. They refer to all conditions which affect
the organisation or ordering of a society, its unity, and its survival.

The whole range of psychosocial, cognitive, and physical adjustments

»* .20
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and/or maladjustments that a society and individuals may make in response
to existent conditions are inferred in the concept. Powerlessness,
alienation, job limitations, withdrawal of the right to work, socio-
economic factors which limit or promote health status and educational
opportunities, the authority power structure of a society, and contin-
uing changes in the enviromment are some of the current social realities

that confront people.

Redefining the Concept of 'Social Realities'

'Social Realities'

In the context of this thesis, 'social realities' are defined
as the actual conditions, pressures, disabilities and abilities,
limitations and resources that exist in the lifespace of people and form
the enviromment within which nursing functions.

'Contemporary Social Realities'

This term refers £o the most prevalent conditions, or state of
order and disorder found in a society. Figure 5.1. names some of the most
common and universal social realities and their outcomes, patterns of
reaction that may occur in response to them, and, finally, some of the
strategies of adaptation and adjustment that may be adopted to deal with
them.

Nursing care is applied, therefore, to people living in more or
less favourable environments according to the prevalent social realities
of their society. Johnson (1965) urges nurses to pay renewed attention
to the significance of nursing practice, not just for the application
of nursing knowledge, but also as its primary location. With slight
modification one can urge that the location of nursing practice, that is,

its social context, determine, not just the nature of nursing practice,
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but also act as the primary source of nursing knowledge.

SECTION 1

CONTEMPORARY SOCIAL REALITIES - TRENDS AND PROBLEMS

As the conditions or states listed under 'social realities'
in figure 5.1. (p 8l1) indicate, many of the factors which influence the
quality of contemporary life are associated with material resources and
man-made structures. The extent to which they exert control, however,
depends also upon the socio-cultural customs and mores of a society.

'Social beliefs! claimed Peters (1975) "father social realities".
Different cultures form their own views about the ends and purpose of
human existence, about what individuals may expect from significant and
generalized others, and about what is satisfying or frustrating. Just
how close individuals remain to the general tenor and state of being of
their society depends upon the characteristics of their culture. They
are also very much influenced by those who socialize them into the ways
of their society in their early years. Overall it can be said that the
manner in which a society negotiates the events of daily life for its
members reflects both its culture and the realities of its situation in
time and place.

It is equally true that a society is affected by realities
outside its own borders. Modern ease of travel and communications has
made it virtually impossible for a society to remain closed to outside
influences. Additionally, pathological and social disorders spread more
rapidly, and the experiences of individuals are less confined to the
social structure into which they were born. As a consequence there'is
less acceptance of the traditional roles of social institutions, and
internal and external pressures on a society are less easily handled.

Prominent amongst the complex problems associated with modern
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technology since the onset of the atomic age is the knowledge that the
extinction of the species is now a distinct possibility. How much this
knowledge, consciously or unconsciously, has fed the various problems that
have mushroomed since world war two is hard to evaluate. But it is less
difficult to form conclusions concerning the strains they have placed on
society and its institutions.

In broad terms the health of a society depends upon its stage
of development, available resources and attitudes towards them, and the
effectiveness of its social institutions. Development has been a feature
of societal life ever since human settlements first formed, but the
rapidity of present developments does have adverse effects on health.
Smith t196§) points out that stress is a marked feature of modern life
because social adaptation has not kept pace with technological develop-
ments.

Crises of security or social conflict are a feature of most
societies today. Lambo (1967) is adamant that any study of peoples
health must attend to the critical level of mental and behavioural dis-
orders which have an effect on the entire society. Violence, crime,
alcoholism, delinquency and inadequacy are,he notes, as important indices

of health as mortality and morbidity figures.

Patterns of Reaction

As a society faces its problems a certain pattern usually
emerges which characterizes the ways it seeks to solve them. Some
reactions common in contemporary societies are listed in figure 5.1f For
instance, the inadequacy of official services and resources is reflected
in the increasing number of voluntary, self-help, and pressure groups,

that are being formed. Moreover crises develop periodically in a

society and can be an opportunity for growth, retreat, or closure as

% -5l
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common patterns of reaction. One common hope or expectation of both
developed and developing societies is that education will help to solve
many of its problems. A panacea increasingly stressed as societies fail
to transmit a unifying belief for their members which gives meaning and
value to there activities and relationships.

In a crisis situation such as world war two, or when disorders
such as those listed above reach intolerable levels, a pattern of reaction
as depicted in figure 5.2? may develop. In the first stage of crisis,
initial reactions are oriented towards the maintenance or recovery of
unity. At the height of the crisis the greatest need is to protect the
survival and freedom of a society. Unity is therefore stressed to ensure
survival, and order is organised in the society towards that purpose.

Certain restraints on individual rights are accepted during
this period but disruptions of ordinary social structures can later be
dysfunctional for a society's wellbeing. Nevertheless, innovative and
creative responses during a crisis can lead to continuing developments
which benefit a society. For instance, a considerable amount of
beneficial medical and general technology began in this way.

Crisis is followed by a stage of post-crisis which is generally
a time of reconstruction and return to normality. The overriding goal
is to overcome imbalances between societal and individual rights formed
during the crisis. The goal is, therefore, a mixture of consolidating
the social structures of a society, rebuilding its resources, and the
recovery of individual freedoms and rewards. As the crisis recedes more
diversity is allowed, although this depends upon a society's stage of
development, and its socio-political character.

In the third stage of crisis-distancing social injustices and
discord become more evident. Subsequently, social disorders intensify

and seriously tax the resources and abilities of social institutions. At

o [’.gq
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present the social realities that predominate involve a serious disparity
between the resources available and the amount required to maintain the
wellbeing of all a society's members. The overriding goal is one of
establishing order based on justice which is more a matter of treating
adequately according to need than to treating all equally.

The fourth and final stage is that of seeking balance between
conservative and radical solutions for establishing societal and individ-
ual wellbeing. The three main issues for a society of unity, survival,
and order now need reviewing. All the components of the human environment
(shown in figure 2.&:) must be considered in reviewing a society's
priorities, and all social institutions must participate in this task.
Figure 5.;. displays how one social institution, nursing, using the crisis
construct of unity, survival, and order can participate and assist a
society and individuals to establish priorities for recovery and
enhancement of health. * ®ac * ©-%b

In a crisis or time of stress unity necessitates a pooling or
strengthening of energies to deal with the situation. For survival,
priorities must be established regarding the use of resources and the
environment, and the urgencies and basic needs of the situation must be
analysed and managed with care. Order is required and obtained by
planning and problem solving strategies. The decisions made must be
optimal for society if the crisis involves the community as a whole. Even
if the decisions relate primarily to an individual there must still be
study of all that is involved in the personal enviromnment of the person.

The role of nursing in the management of social disorders,
involves activities related to sharing knowledge and freeing individuals
by enhancement of self-care abilities. Another essential activity is

creating a healing environment, which facilitates reparation, by allowing

time for treating healing, and renewal of energies. Comforting and
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easing pressures relating to individual or environmental malaise is

always needed, and, for some, may be all that is possible.

Coping with Change

The present time is one of rapid and pervasive change with
widespread effects. It is associated with technological advances which
have been beneficial but at a price. Increased mobility, a hastening
move from rural to urban life, a 'knowledge explosion', and rapidly
increasing populations are accompanied by environmental and psycho-
social pollution. (WHO, 1966; Lambo, 1967; Baly, 1973; Folta & Deck,
1966; Boulding, 1965; Bennis, 1966).

Social institutions, and society in general, find it increasingly
difficult to adjust to the rapidity of changes in modern complex societies.
Swift and continuing change allows little time for the reactions,
interactions, and actions that occur, or need to occur, in response to it.
For instance, commitment to change is a prerequisite if it is to be coped
with effectively. But this requires an underlying understanding of the
need for it, which individuals often do not possess, or which they do not
accept.

wWhen change is imposed, generally by external pressures, it is
rarely successful or lasting. A more positive response is likely if
individuals are given an opportunity to participate in planned change.
Participation in making choices facilitates the integration of proposals
for change into an individual's mental constructs and patterns of
activities. That is, of course, if the changes proves to be necessary
and desirable.

Social change has led to a general demand for a more active role
in decisions which affect wellbeing. Folta & Deck (1966) comment on the

complexity of modern society and the development of forces of unrest and
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collective behaviour. The prominence of pressure groups and consumer
advocates in contemporary society is an instance of this development.

The growth and power of such groups has, of course, been helped by the
facilities provided by the mass media. Another factor is the trend towards
private medical insurance schemes as public services appear to be unable

to cope with the demands and expectations for extension and improvement

of available health services.

Although change is a natural part of the life process and occurs
in all matter over time there are, nevertheless, points of time in social
and environmental issues when choices can be made as to the desirability
and direction of planned change. As Mechanic (1969) points out it is
vital to achieve some balance between mastery of the environment and
individual comfort, not only for humanitarian reasons but also to
facilitate continuing performance and mastery.

In a study concerned with the dynamics of change Hirschowitz
(1977) discusses processes that ease the stress of transition and promote
mastery of tasks to be accomplished. What Hirschowitz calls the process
of 'interactive engagement' in the planning of change enables energies
to be utilized for dealing with changing reality. Realistic discussion is
seen as enabling 'anticipatory grief and worry work' to begin. Something
that Hirschowitz likens to Toffler's (1975) term for dealing with change
in communities, that is 'anticipatory democracy"'.

Hirschowitz (1977) finds that the processes which enable
adaptive mastery include these factors.

1. Understanding which provides realistic coping and assurance.

2. Involvement resulting from the process of information - sharing,
expands self-confidence and mastery of what is done.

3. Support and reassurance which are vital in a period of change and

uncertainty. People require assurance that those who activate change

recognize these needs
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4. Guidance, particularly 'anticipatory guidance' which provides and
prepares for new patterns of action and new roles.

5. Proximity of those who direct or lead change for ‘contact comfort'
and opportunities to express difficulties openly.

6. Interaction to hasten the 'restitution process'. Constructing the
new and disengaging from the old in other words.

7. Clarity about new responsibilities to be gained by repeated
discussion to clarify and reclarify in order to overcome the 'phenomenon
of role clinging' which interferes with the learning of new roles and tasks.
8. Selfrespect which needs rebuilding in a time of change when previous
competencies no longer suffice.

9. Hope which can be generated in team sharing of common difficulties
experienced in a time of change. Hope, states Hirschowitz (1977), is a
'sine qua non' for successfully managing change.

Figure 5.4. is used by Hirschowitz to show how an organisation
can move from uncertainty and restlessness to the implementation of an
effective strategy to manage change. This coping strategy can be
generalized to other situations in society. For instance, it can be
used in what Toffler (1975) terms 'anticipatory democracy' in the
community. It moves through five steps, which Hirschowitz (1977) states,
must be kept in sequence if adaptive stress is to be avoided. The five

steps in figure 5.4. are indicated by capital lettering (see page 91).
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Exchange of Facts
UNDERSTANDING
Exchange of Meanings
APPRECIATION
Exchange of Planning Perspectives
ACCEPTANCE
Negotiation of Needs
CONTRACTING
CDMM!%MENT

FIGURE 5.4. Linear representation of the movement from

awareness of unsettling cues to the

implementation of a corrective strategy.

Hirschowitz, 1977, p.l194)

It should be noted that Hirschowitz uses the term 'contracting'
in the way used by Levinson (1962),‘that is, as a 'psychological contract'.
Levinson et al. (1962) use the term in reference to the emotional health
of work organisations. When the needs for dependency, affection, and
coping support are contractually met, commitment oocurs. Hirschowitz
calls the model an ideal one but cautions against neglect of any one of
the five steps because it is thought to be time-consuming. This, he warns,
leads to an inability to cope and uses more time when the process has to
re-initiated to cover what was neglected.

A second study concerned primarily with the dynamics of change
in organisations, but which is generalizable to society at large is that
of Bennis (1966). Bennis refers to American society but the instances of
change given are also common to many other societies. For instance, he
notes that in 1960 half of all Americans were over 33 years but forecast
that by 1970 half of all Americans would be under 25. In education one

out of every eight Americans had been to high school, but by 1966 one out
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of five attended high school. Finally, referring to the momentum of the
scientific revolution Bennis noted that science will dominate even more
by 1980 when about $35 billion will be spent on research and development:
$10 billion on arms and arms control, $7 billion on basic research, and
$18 billion on vast civilian welfare pfograms and new technology.

After discussing bureaucracy as the dominant form of human
organisation currently prevailing, Bennis (1966) makes his main premise,
which is that bureaucracy is out of step with contemporary realities and
new social systems are needed. He provides two main reasons: (a) the
fact of the 'population' and 'knowledge explosion;' and (b) a less
easily defined reason - a general spirit of inquiry and analysis.
Consequently, there is a trend towards a change in values and outlooks
between those who make history and those who provide knowledge. This
development is termed 'organisational revitilization'. It is described
as a complex social process, involving self-examination of organisational
behaviour, and a collaborative relationship between those who manage
organisations and those who contribute scientific knowledge.

For Bennis, the steps outlined by Hirschowitz (1977) are
expressed by concepts such as collaboration, reciprocity, cooperation,
knowledge-sharing, and organisational revitilization.

Amongst the skills presently required by organisations and

individuals Bennis includes:

coping with swift, persistent change;

~ coming to terms with temporary work systems and requiring retraining
perhaps three times in a lifetime;

- engaging and disengaging.in meaningful relations due to current
mobility trends;

- learning how to live with ambigquity;

- being able to identify with the adaptive process; and



93

- managing contingencies constructively.

Coping with change is believed to demand such skills and to require more
flexible and responsive organisational and societal structures than a
bureaucracy can offer.

In figure 5.5. (p 94) an elaboration of a chart drawn by
Bennis (1966) to show the human problems confronting contemporary
organisations is presented. It specifies, in particular, how one social
institution, nursing, strives to manage these human problems, in a time
of change.

Mead (1970), aptly underscores the universality of the current
social problems confronting us, in depicting the world as a 'global
village'. Due to the rapidity of change Mead concludes that the
'intergenerational gap' is more significant than sociocultural or
demographic divisions. Describing cultures in three categories;

(a) 'postfigurative' in which children learn primarily from their
forebears; (b) ‘'cofigurative' in which children and adults learn from
their peers; and (c) 'prefigurative' in which adults also learn from
their children, Mead argues that it is the lattter culture that is
required by the world of today and tomorrow if man is to cope with the
business of living with meaning and purpose (1970).

An incident revealing the 'intergenerational gap' was recounted
by Gandhi at a United Nation Conference on the Human Environment (1972).
This told how the demands of tribal elders to have their culture left
undisturbed was acceded to but later had to be modified when the young
objected to being treated as 'museum pieces'. This incident also
illustrates the effects of rapid, universal communication systemson what
some may consider to be a more static society. The restless young are
not just a phenomenon of the west.

Mead's perceptions of socio-cultural developments and priorities
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are supported by a number of other social scientists. For example, both
Toffler (1970) and Dubos (1965) stress the universality of problems
associated with rapid change. Toffler (1970) is particularly concerned
with what happens to people when they are overwhelmed by change and with
how they adapt to the future. Dubos (1965) also attends to adaptation,
and warns that each adaptive reaction exacts its price.

In Mead's perception of a 'prefigurative culture' the old
learn from the young as well as transmit to them their culture and
knowledge. It is through education Toffler (1974) writes, that 'future
consciousness' is developed so that future events, individual and general,
can be anticipated and coped with more adequately.

SECTION 2

SOCIAL INSTITUTIONS - CONTEMPORARY SOCIAL REALITIES

Social institutions can be defined as structures developed
within society to carry out specific functions on its behalf. As
Folta & Deck (1966) point out, society has a number of essential functions
including familial, economic, political, religious, educational, and
socio-health to maintain. But as societies have become more complex
various institutions have evolved to mediate these functions (Morrish,
1976). In addition to the specific functions entrusted to each
institution there are also certain general societal goals. These include
the achievement of continuity, cohesion, sufficiency of resources, the
transmission of value and meaning systems, and social control.

'Institution" is used in this context to refer to a structure
which consists of a number of functionaries who act in prescribed ways
at certain points of need (Chinoy, 1968). Nursing, as already noted, has
evolved to assist a society to care for those members with some inability

to maintain self-care. Education is expected to act- for society by
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transmitting its culture. Yet, at the same time, it has also to act to
prevent 'cultural lag' (Morrish, 1976), to develop 'future consciousness’
(Toffler, 1970), and to mediate what Mead (1970) calls the 'intergenerat-
ional gap' and a developing 'cofigurative culture'.

Although all social institutions are caught up in the crises
caused by persistent and rapid change only one - the family - can be
considered further to see how it fares in contemporary society. The
strength and stability of the family is interdependent with that of society

and can, therefore, reflect in many ways -a society's wellbeing.

THE FAMILY

In all its different cultural forms the family can provide a
prime example of how current dissonance and unrest affects the integrity
of social institutions. A decision has been made to examine the family
because it is regarded as the basic social unity of society. As such it
is paramount in the initiation of stable and close relationships and a
secure environment. It is, therefore, a major determinant of a healthy
personality and physique and of a person in harmony with his or her
enviromment (Bowlby, 1969; Daniels & Smith, 1979; Etzioni, 1979; Begg,
1976; Hall & Weaver, 1974; Reinhardt & Quinn, 1973; Loring, 1979;
Mahler, 1975).

The current rate of social change has had a marked effect on
families. Recent New Zealand figures show that incidents of violence
have increased by 21% - from 12500 in 1978 to 15200 in 1979. More
incidents of violence are said to occur within the family than elsewhere
and this is reported to be a worldwide trend causing considerable concern.
Brockington (1975) reports that more deaths due to accidents occur to

children in the home than do on the roads.
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Hall & Weaver (1974) consider that most crises occur within a
family context and that it israre for an individual to experience a crisis
alone. They also note that recent studies indicate that it is change
rather than stress which precipitiates a crisis. BAmong recent New Zealand
studies on the family in contemporary society is one prepared by Begg
(1976) for the Plunket Society. Beggqg draws attention to the Plunket
Society's continuing concern about social change in the last decade.

And he commences his study with a quote from Miller et al (1974).

"Just as some children are born with physical

handicaps others are born with social handi-

caps and the greatest of these is an unsatis-

factory family ... the principal need (now),

is for more responsible standards of family

behaviour".

Begg stresses that particular concern is felt about the problems
arising, and on the increase, in the new housing areas; a trend which
has been confirmed by some of the findings of the Joint Survey on Maternal
and Infant Care in Wellington (Salmond, 1975). Two other studies Begg
mentions are (a) Crime in New Zealand, 1968, and (b) Child Abuse in
New Zealand, 1972. Both studies stress the preventive outcomes of good
family life which spills over into all aspects of individual growth -
physical, mental, moral, educational and social. The importance of
parent education, and motivating parents to use the information, is also
stressed.

In an assessment of children's needs Begg points out that mort-
ality and morbidity rates have lessened with control of infectious
diseases and more knowledge about nutrition, hygience, and metabolism.

The main issues of present concern now include a greater incidence of
accidents and injury, and psychosocial disorders. Further, while the

effects of gross poverty have eased those of affluence grow. Begg

believes that the chief problems now experienced by families are mainly
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An extensive American study (Kenniston, 1977) on the family
and its viability, also examines the anxieties, worries, and obstacles
that a changing society is creating for parents and their children.
Kenniston (1977) reports that the Commission that undertook the study
emphasised that 98% of children grow up in families and are likely to do
so even if the pattern of the family unit alters. Consequently, it was
agreed that, to support and understand the development of children,
demanded the support of the family and knowledge and understanding of the
lives of their parents. Moreover, it was urged that planners and policy-
makers focus on the broad ecological pressures affecting children and
their parents, if the policies are to do more than just repair the
damage that the environment is constantly reinflicting.

As a consequence, the study moved from an analysis of the needs
of individual children to broader issues about the organisation of the
economic, social, and technological setting of childhood. In fact, the
position adopted moved close to that of Harbison & Myers i1964) who stated
that the objectives of a 'human resources development' strategy is to
build the skills and knowledge required for economic, social, cultural,
and political growth and to provide avenues of participation in the
creation of a better society for all who seek them. One can go further
and suggest that the 'avenues of participation' be revealed to those whose
socio-economic status would preclude them from knowing about it let alone
desiring it.

Another study with a similar orientation to Begg's, though it
concentrates on the entire family and not only the children, reports the
results of a joint Anglo-American Conference on 'Health and the Family'.
The two issues primarily dealt with are related to (a) current erosion of

the traditional family and existent alternatives; and (b) the dramatic
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developments in medical technology.

The earlier chapters set out to increase awareness of the
importance of the family. In the first chapter, Daniels & Smith (1979)
look particularly at the changing functions of the family and their
interrelationships with health and illness. They believe that changes in
the 20TH century are qualitatively and quantitively different.

Some of the selected data they present to support this belief
of new realities in a maturing industrial society includes;

1) doubling of the divorce rate in the last 10 years which has increased
700% in this century;

2) households headed by women have more than doubled in 10 years;

3) 2 out of 5 children born this decade will live in single-parent homes
for at least part of their youth.

4) each year 20% of the population move (12 million families or 40
million people);

5) in the 1970 census one-half of the population lived at a different
address from five years earlier;

6) the suicide rate in children aged 10 to 14 has doubled and in
adolescents has tripled in the last 20 years. (A recent news release
reports that suicide attempts in the Wellington district were 9 per
1000 of population; and that most commonly attempts were made by the
young, unemployed, young women, those who lived in the inner city,
and the Maori).

Of the qualitative factors thought to underpin the quantitative
data the changing roles of women and men are believed to be critical.
Expected behaviours are viewed as more flexible and variable. Occupational
choices, especially for women, are greater and marriage occurs at different

ages with different overt and covert expectations than before.
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The discussion by Etzioni (1979) on the evolution of the family
is very clear and cogent as he presents the viewpoints of those who believe
the disintegration of the family is all to the good, as opposed to those
who regard it as catastrophic for society. Etzioni points out that the
consequences of disintegration may be viewed differently, but that there
is no disagreement about the phenomenon itself.

Etzioni (1979) makes apt use of Bale's description of group
behaviour to apply it to role differentiation in the family. 1In the
traditional family the mother was seen as the 'expressive' leader and the
father as the 'instrumental' leader. 1In effect, between them, they gave
the child the emotional security needed and, also, emphasised progress.
Whatever the complexity of role changes, Etzioni is affirming that family
health requires both expressive and instrumental role playing for
survival. This can be viewed as valid for all cultures, although the
expressive and instrumental roles are maintained by a variety of family
members, and are not necessarily sex-linked.

The interpretation and projection of data into family dynamics
is believed by Etzioni to be very complex and ambiguous. He cautions that
there are not really any neutral social scientists and places himself
firmly on the side of those who are for the family and against its
disintegration. His debate on recent theories about family dynamics and
counter-arguments to them is produced in table form in figure 5.6. (p10l).

What is really at stake, Etzioni claims, is a definition of
satisfaction and happiness. He identifies happiness as a joint enterprise.
One can accept this as accordant with the generally accepted belief that
human nature is a socially acquired and sustained entity. Etzioni also
finds that about half of the healing profession, including nurses, have a
tendency to communicate to clients that individual commitment to the family

is the true entity and that the full happiness they are entitled to should
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be sought. He believes this to be incompatible with marriage, however,
which, by definition, involves some deep confession to each other in order
to generate something more than the sum of the two of them.

The calculation of each activity in order to maximize
individual happiness is seen as self-destructive. Ultimately, he affirms,
the issue is related not just to the nuclear family but to the whole
psychological, sociological fabric of sociability. Irrespective of
philosophic views, and without being an ascetic, Etzioni comments the
consequences of the 'celebration of the self' can be seen in society. It
will commence by completing the disintegration of the family and proceed
to end by destroying civilization.

'Civilization' obviously means something different to Boulding
(1965) who states that be welcomes post-civilization and has little
affection for civilization. But an analysis of his paper on 'After
Civilization What?' indicates that the family is still an integral part of
the society he envisions, which, for survival, has to develop an almost
new form of learning in order to cope with learning in rapidly changing
systems.

Begg (1976) names a number of factors in the human environment,
specifically of New Zealand society, which are potentially disturbing
to family wellbeing. The factors named include:
- changing social attitudes, urban drift, new housing areas,
= immigration, industrialization, the motor car,
- confrontation and violence, and limited resources in the face of limit-

less demands.

Changing Social Attitudes

The family has probably never been quire the ideal entity it is

sometimes portrayed to be and its characteristics vary with the culture.
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But in one form or another it has been the basic social unit which
socializes the young into their society. Children need adults who are
attached to them because they have a profound sense of commitment and love
(Kenniston, 1977), and not simply from some contractual arrangement which
Etzioni (1970) finds quite impossible.

Changes that Begg (1976) considers affect cohesive family life
and the health of children include attitudes towards the durability of
marriage, the importance of children and family size, earlier marriages,
solo mothers, de facto marriages, and the desirability of both parents,
or solo parent, working away from home. In a report on nursing (WHO,
1966), it is pointed out that over half of married women already work, and,
in some instances, have already done so for many years. Nevertheless, in
a number of cultures where women traditionally work, children grow up in
extended families with a number of significant adults who exercise a
parental role. Moreover, in rural communities the infant has a secure
niche on the mother's back as she works and is breast fed on demand.

Clulow (1979) states that in a period of uncertainty and social
change it is difficult to know what is fundamental to the wellbeing of
individuals and their society. But, central to Begg's concern about the
desirability of the mother working, must be associated the alternatives
available in a society to provide children with a sustaining, caring
substitute. Kenniston (1977) urges that while parental responsibility
can, and should be, expected by a society, external barriers such as
unemployment or insufficient single wages, must be removed so that
parents are in a position to exercise their responsibility. Additionally,
families require access to all necessary resources.

The 'myth' of the self-sufficient family is also challenged:
by Kenniston (1977). He believes one cannot hope toisolve problems by

bringing about changes in the parents alone. For parents are also
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affected by broad social and economic forces over which they have little
control. As societies become more complex family functions alter, and
coping abilities become strained. The family role has shrunk as changing
social conditions, due to industrial and technological developments, has
taken work out of the home. Further, it has not only removed it from the
home, but it moves it, increasingly, into urban areas. The family has
become smaller and more mobile as a society becomes more industrial.

Changing social attitudes occur due to various group and
social pressures. It would be hard to determine what level of individual
choice is present in some of the changes that occur to the family and the
network of relationships to which it belongs. Kenniston (1977) describes
parents as the 'weakened executive'. Their role is seen to be one of
choosing, meeting, talking with, and coordinating the experts, the
technology, and the institutions that help to bring up their children.

It is a crucial role, he believes, for they are usually the world's
experts on the needs and reactions of their own particular children.

Baly (1973) also refers to changing social attitudes that have
developed as families have become more mobile, and more subject to changes
of occupation, as job choices alter with new industrial and technological
trends. Family responsibilities fall on a smaller group causing more
strain, and the unstable cost of living makes the family budget more
difficult to manage. Smaller homes, more married women working, the
disappearance of 'maiden aunts', and changes in longevity have made it
more difficult for the family to care for elderly relatives.

The adolescent member of the family tends to be a marked focus
of concern in most societies today. They are influenced earlier, and
more often, b:j outside adults, the peer group, the mass media, and they
spend more time out of home (Daniels & Smith, 1979; Reinhardt & Quinn,

1973). Some of the hostility and rebellion is most likely due to reduced
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employment opportunities, and to a feeling of powerlessness as adoles-
cence is prolonged (Goodman, 1965; Vellekoop, 1969). Smith (1979) finds
them a very vulnerable group and refers to their identification by Morton
(1969) , as the main 'at risk' group because of ignorance of the most basic
knowledge and common behaviour habits essential to healthy living. He
also refers to an analysis of their behaviour a decade later and concludes
that they do not appear to be any wiser.

A marked change in social attitudes is shown by the earlier
age at which the majority of the young leave the parental
home and set up homes with their peer groups. This causes a number of
problems for families. Folta & Deck (1966) state that it is not uncommon
for the mother to suffer from some form of psychosomatic illness or
depression as a result. They also refer to the increasing prevalence of
both sexually transmitted disease and teenage pregnancies. Alcoholism
and drugs are also problems that affect youth who adopt the values of

their peers and adult role models (Smith, 1979).

Urban Drift

Urban drift_is a factor which deprives the family of support
from kin and establised networks of friends and other primary groups. It
also creates service difficulties due to what Seymour (1977) calls a
'minority geographically isolated' in small centres and rural areas, and
a 'majority geographically mobile'. Hill (1965) identifies long-term
trends due to urbanisation such as changed ways of making a living,
decreased self-sufficiency of families, smaller households, increased
mobility of families, and changed authority patterns.

Many activities, once centred in the home, are seen to have

moved to external sources. For example, the production of food, the
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making of clothes, and recreational choices are given as instances of
this occurrence. But, it is noted, when conditions become generally
difficult for a society - as in a time of recession - and the family is
exhorted to be more self-reliant the coping strategies required to deal
with change are often lacking. And 'urban drift' makes it that much more
difficult when the larger family or established networks of friends and

other primary groups are not there to help out.

New Housing Areas

The separation of work and residential locations is one of the
components of isolation and psychological stress in 'instant' suburbs and
new towns. Aggregations of young families are found to experience feelings
of loneliness and isolation. Family problems are, therefore, intensified
because a strong, comforting network of family and/or friends is lacking.
Begg (1976) notes that families are aware of the need for support and
help, and cites the young Porirua parents' pleas for assistance (Salmond,
1975), as an instance ©Of this felt need. A later Porirua health care
survey (1976) confirms the earlier findings. It reports a striking
amount of mental stress and need for support, company, and practical and
economic help, largely due to isolation and transport problems. In
summarizing the findings of a research study on 'Health Awareness and
Health Actions of Parents' Pybus & Thomson (1979) also refer to parents'
awareness of threats to family health.

The avoidance of feelings of distress and frustration are
dependent on the degree of participation and personal effectiveness
people experience in their personal and overall environment. But in new
housing areas it is apparent that parents, and citizens in general, often
feel that important changes are beyond their control. This tends to

generate apathy, alienation, protest, or violence (Kennedy, 1979).
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Ritchie & Ritchie (1973) consider that the real issue involved in isolat-
ion is the sense of loneliness, of insecurity and no support that is
experienced.

In the new housing areas many important support services for
the family are lacking or rudimentary. Levin et al. (1977) direct attent-
ion to Pratt's warning that although popular sociological theory suggests
that many previous social functions of the family have been eliminated it
does not take account of the increasing number of chronically ill being
cared for by the family. If there is a child with special needs, or an
adult with a chronic, long-term illness such as multiple sclerosis,
rheumatoid arthritis or diabetes, the problems of isolation, loneliness

and inadequacy are potentially severe problems for the family to manage.

Immigration

The immigrant family is a very diverse entity and may choose to
immigrate for reasons of: occupation; or dissatisfaction with life
opportunities and a desire for change; in response to immigration
policies; or with the encouragement of other family members. A continuing
reason throughout history has been for physical, social, and economic
survival.

In the last 20 years or so there has been a massive inflow of
immigrants into many countries due to repressive policies in their own
societies. Almost half a million immigrants entered Britain in the decade
prior to 1976 from countries such as Uganda and Pakistan (Smith, 1979).
Recent immigrant families include refugees from Vietnam, Kampuchea and
Cuba, and a certain number of such families have come to New Zealand on a
controlled scale.

There are particular problems for immigrant families whatever
reason may have prompted them to immigrate. Unfamiliar socio-cultural

environments and possible language barriers require considerable adaptat-
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ion. But even for those from similar cultures there can be subtle
differences which affect adaptation to a new environment. For the young
psychosocial stress can occur as they try to cope with the deménds of

two cultures. Smith (1979) instances the intergenerational conflict
developing as young Asian women challange traditional beliefs about their
place in the family.

Socio-health problems that immigrant families are particularly
vulnerable to, include:- overcrowding, conflict, alienation and increasing
violence; tuberculosis, sexually transmitted diseases, and alcoholism.
These are perhaps the most 'visible' problems associated with socio-
economic factors; misery and deprivation, experienced when removed from
known and familiar supports, can affect interrelationships and interactions
with the enviromment in many ways.

Nurses must appreciate that they function in a multiracial
society and require knowledge and understanding of the religious, cultural
and social influences that bear on 'new citizens'. Attitudes to 'over-
crowding', for example, must be related to the cultural context and to

additional factors which can cause it to be a problem (Cassel, 1979).

Industrialization

Massive pollution resulting from industrial and technological
developments is a hazard to families in the land, water, and air that
surround them, particularly in the sprawling urban conglomerates of today
(Kennedy, 1979). And Walsh (1978) puts the public health hazards
associated with industry into four main categories:

- physical; noise, heat, vibration and radiation.
= chemical; dust, fumes, gases, toxic metals and chemicals, and
carcinogens which can affect the whole area.

- biological; bacteria, fungi, and insects.
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- stress; physical, chemical, ergonomic factors, and occupational
strains.

Baly (1973) notes that the search for affluence on a rapid and
large scale has brought with it the 'age of effluence'. While Cole (1971)
stresses that the development of nuclear energy and petrochemicals has
increased the possibility of envirommental contamination on an immense -
if not global - scale.

The very marked impact that technological innovations can have
on the family, and their 'ripple effect' is emphasised by Kenniston (1977).
For example, he points out that television now occupies more waking hours
of (ARmerican) children's lives than either their parents or schools.
Kenniston admits that the results can be beneficial, but points out that
a growing number of research studies show a connection between violent
programming and aggressive behaviour.

Moreover, according to the commercials, if there is a problem,
there is a solution to be bought. Kenniston's concern about the adverse
effects of television are shared by Daniels & Smith (1979) who write that
it has been implicated in causing or accentuating various problems. They
quote from Stubblefield (1977) to pose the question - 'How would you
like a stranger to babysit for your children?' - to emphasise the part

that television can play in the home.

Motor Cars

Begg names the motor car as one of the factors causing special
problems for families which may result in death or disability or social
disorder. And McGhee (1969) complains that private motor cars clog the
transport arteries of the city. Many hold ambivalent attitudes towards

the motor car finding it both beneficial and deadly. Figures supplied
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by the NZDH, Public Health Report, 1979 show that 36% of deaths from
accidents to 1 - 4 year olds involved motor cars; it is the major
cause of death among young adults; and the fourth main killer overall.

Illich (1975) suppiies some interesting points about the motor
car whilst discussing factors which have a marked impact on social
structures, freedom and health. As opposed to increasing autonomy,
locomotion, beyond a certain level, affects society when more time is
spent on it. For example, Illich notes, 25 to 50% of the total waking
time of people in developed countries is spent in driving cars, sitting
in cars, going to traffic courts, going to jail, to hospitals, and to jobs
to earn money to pay for the transportation. 42% of the energy used in
the US goes into making cars or building roads or operating them.

It has already been noted that isolation is a problem for
families in new housing areas because of loneliness, lack of support, and
difficulties with transport. Economically and socially the poor are most
disadvantaged by the motor car. Public transport services decrease as
private transport makes them a liability to maintain. Families in poor
circumstances become, therefore, more dependent and have very few choices

about where they can go.

Confrontation and Violence

The actions of militants adversly affect the environment for
all. Begg (1976) stresses that urban attacks, hijacking, the taking of
hostages, even wild cat strikes, new group aggressiveness, extreme
prejudice and profound selfishness (what Etzioni calls the 'celebration
of the self') creates an environment detrimental to the family and society.
Interpersonal conflict in the family and neighbourhood leaves a long-

lasting mark on children especially in the early years.
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Limited Resources

Resources in both developed and developing countries are not
equal to a limitless demand for social and health services. New,
sophisticated and expensive treatment for the severely ill, inflation,
economic recession, and changing priorities cause some rationing of
services. But Begg (1976) is emphatic that the less overt preventive
health measures must be given the priority needed even if they are less

obvious, politically compelling, or of less immediacy.

Available Resources

Parents are regarded as key figures in the development of
children, although the emphasis in this century has been to build public
services for the provision of health, educational, and social services
(Begg, 1976: Kenniston, 1977: Young, 1979: Levin et al., 1977). The
essential and primary contribution of parents is often forgotten Begg
commments, and he refers to a recent plea from Mead that some of the
functions of the family be restored to them.

"The welfare state tends to make people helpless...

and dependent on social services. And then we

professionalise those services ... and the

individual (becomes) dependent on the impersonal

organised services instead of the human relation-

ships we've had in the past .. We should const-

ruct the types of communities where the services

that now have to be given by the state can be

given by people to each other".

(Mead quoted by Begg, 1976)

But if parents, or significant adults who carry out parental
roles, are to have certain family functions restored to them, then the
existence or development of supportive resources must be considered.
Begg (1976) details some of the resources provided, or being developed,
by the Plunket Society, through the facilities and aims of Health Centres,

Extramural Hospitals, and the contributions of different members of the
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health team.

Adaptation by the Plunket Society to changing social and
family needs is shown in the development of Family Support Services, and
in the preparation of new educational programmes for Plunket and Karitane
nurses.

Parent education to increase and strengthen their capacity
to act on behalf of the family as both health advocates and health
caretakers (Kenniston, 1977) is of great importance. Begg (1976) points
out that from the inception of the Plunket Society mobilization and
motivation of parents to improve the health of children has been
emphasised. He also states that Truby used the social instrument of
participation in getting people to take action in their own families
and communities.

The resources now needed by families require an increasing
coordination of the services provided by society, and the family care
approach being adopted by nursing and allied health and social workers
is recognition of this need. The complexity of modern society and the
'knowledge explosion' has resulted in an ever-expanding team of people
who care for the wellbeing of the family. If fragmentation and imperson-
alization of care is to be avoided in the resources made available to the
family then the health team must really work together and not just
function as individuals carrying out a specific role.

At least a part of their educational preparation should be
shared, and, as is the case in health centres, consultation and collabor-
ation should be the essence of team work. Woolley et al. (1974) urge
that team members should focus all their activities on identification and
solution of the client's problems. They list three key points to

further this objective.
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1. The provision of integrative care and avoidance of the overuse of the
autonomy concept in nursing practice.
2. Clear display of data as a basis for synthesis of the patient's
problems so that logic used in determining problems can be followed
by others.
3. Auditing of records to assess the outcomes and benefits of this
approach.

If the resources in the family are to be strengthened then the
resources made available to them must be enabling and supportive, but not
supplant them. Young (1979) stresses the importance of obtaining a
'family profile' but also quotes Geyman & Carmichael (1976) who stated
'that caring for the patient in the context of the family.. is by no means
the same as turning the family into the object of care'.

Instruction in self-care is necessary, particularly because of
the formidable amount of illnesses due to or associated with social
behaviour. Many people have concluded that the costly efforts of the
health professions can meet only a small part of the total health care
needs of society (Mahler, 1977: Katz, 1977: Brockington, 1975). The
family, Brockington writes, is the first defence in caring for sickness
and in welfare. Education and sharing of knowledge is an important
resource that the professional must make available to the family.

Figure 5.3. (p 86) shows that information-sharing is thought to be an
important part of nursings role at a time of crisis. And, one can add,

at any time when the family, and its members, require help with self-care.
Mahler (1977) is most emphatic that the mystique of professional knowledge
must be removed if socio-health needs are to be met and the WHO target of

'Health for all by the year 2000' is to be approached.
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Nursing in Relation to the Contemporary Family Profile

Since nursing is increasingly oriented towards a holistic,
person-centred approach, which emphasises that optimal outcomes can only
be obtained within the total environment of the patient, family particip-
ation is essential when planning health measures and family care.

Application of the three components of TNM (triadic nursing
model) to the basic social unit of society, the family, can be stated
briefly to involve:

(1) the fulfilling of nursing's social purpose by helping with the
recovery or- - enhancement of family wellbeing and the alleviation of

ill health in the family;

(2) the fulfilling of this purpose requires:

(i) establishing of central or dominant factors in the family
situation including knowledge and understanding of the socio-
cultural orientation of the family, health habits and coping
abilities, and interpersonal relationships within the family
and with the community;

(ii) commitment to the value of freeing the family from disabilities
by providing information and understanding of the ways through
which they can establish enabling patterns of health behaviour;

and (iii) acting as a consultant and coordinator until the family has
adequate resources of knowledge, and economic means, and freeing
them from dependence as soon as this goal is achieved; and
(3) finally, the integrative process, operating as an evaluative,
problem-solving process, is the means by which the characteristics
of the family and the central or dominant issues of concern to the
family can be identified and optimal solutions obtained.

Figure 5.7. (p119 demonstrates some key points of concern for
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a family in relation to the contemporary social realities of an industrial,
or post-industrial society.

SECTION 3

SOCIAL REALITIES - CHANGING PATTERNS OF ILL-HEALTH

Altered disease patterns, apparent in most societies, are
closely linked to socio-economic considerations and to a society' stage
of development (Brockington, 1975; Omram, 1974; Abel-Smith, 1976;
Miller, 1972; Baly, 1973; Dreitzel, 1971; Smith, 1979; Wood, 1979;
Hinkle & Loring, 1979). Brockington points out that development affects
both health and disease to the advantage and disadvantage of a society.
Social and technological changes are seen to affect the total environment
of people: the machines they make, the chemicals they produce, the homes
they live in, the organisation of social life - urban or rural -, and the

lifestyles they adopt affect their wellbeing.

The Theory of Epidemiologic Transition

The changes that occur in health and disease as a country
develops are portrayed very clearly by Omram (1974) within a theory of
'epidemiologic transition'. He identifies three distinct phases: the
Age of Pestilence and Famine, the Age of Receding Pandemics, and the Age
of Degenerative and Man-Made Diseases. Omram also identifies three models
of the 'epidemiologic transition' process: the classical (Western) model,
the accelerated (Japanese) model, and the delayed (developing societies)
model.

Figure 5.9: is a condensation of four tables prepared by Omram
to show some of the changes that occur in health and disease during the
three phases of transition. The tables provide profiles of population,

socio-economic, mortality and disease, and community health changes in
¥ P o
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each phase of the classical (Western) model of the 'epidemiologic
transition’'.

In the mortality and disease profile changes are identified in
selected diseases only. Omram reports that tuberculosis is low but
persists in slums, especially in older, disadvantaged individuals, and
more sO0 in males. Smallpox is rare and now more a disease in adults.
Heart disease is high with a very low rheumatic to arteriosclerotic ratio;
starvation is rare; pellagra disappears; and rickets lessens.

In leading community health problems Omram notes that morbidity
problems now supersede mortality as an index of health. This is probably
related to changes in the population profile, and an increasing life
expectancy in developed societies. Degenerative, man-made and chronic
disease problems such as atheroma, chronic bronchitis, high blood press-
ure, mental illness, drug dependency, and pollution increase in this
phase. As many occupational hazards are controlled new electrical,
chemical, and radiation hazards develop. Transport accidents increase;
the cost of medical care becomes a serious problem (Widgery, 1979);
maternal and child problems become controlled, but geriatric problems
become more severe (Howell, 1979; Young, 1979).

A number of other studies support and add to Omram's analysis
of the 'epidemiologic transition'. For instance, Wadsworth et al. (1971)
also refer to the ageing trend, but mention the less well known change in
the balance between the young and middle aged. Although the 0 - 19 group
is larger than the 20 - 30 group it is still not as large as the 40 - 59
group. Reference is also made to the 'onion principle' described by

Morris (1967).

The Onion Principle

Morris points out that as infectious diseases and mortality
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rates decline other diseases become become more visible. Physical ills
lessen but widespread emotional impoverishment and social incompetence
become more obvious. As acute illness, such as lobar pneumonia and
mastoiditis, lessens the stresses of affluence increase, for example,
alcoholism, anxiety, mental disorders, obesity, bronchitis, and diabetes.

Wadsworth et al. (1971) also warn that although the incidence
of disease and the demand for care has increased, it must be related to
early detection measures which, in some conditions, show a much greater
reservoir of unrecognized ill health than is brought to medical attention.
For instance, it is reported that for every 8 persons presenting with
diabetes in one year a further 69 will have 'latent diabetes'; and for
5 presenting with ischaemic heart disease a further 15 may be detected on
survey.

In addition, emphasis is given to a main lesson of ecology and
of social science about the interrelatedness of factors causing ill
health. Figure 5.9. is a diagram prepared by Morris (1967) to illustrate

the multiple causation to be found in disease.

External- Causes in
Environmental Causes the Host

Personal Behaviour

Figure 5.9. The major elements in the causation
of disease. (Morris, 1967)
Recognition of the importance of the total life style is a
prominent feature of the present analysis of the changing patterns of

health and disease. The influence of changing concepts of health and
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illness is discussed, among others, by Mechanic, 1968; Dubos, 1960;
Parsons, 1965; and in the Ciba studies of 1967, 1971, and 1975. 1In
general, all agree with Morrish (1967), that 'needs have to be felt as

such, perceived; then expressed in demand'.

Chronic Illness - the Main Challenge of the 20TH Century

Strauss & Glaser (1975) regard chronic illness as the
challenge of - to use Omram's term - the Age of Degenerative and Man-Made
Disease. But the debilitating and socio-economic effects of the chronic
diarrhoeal, insect-borne, and parasitic diseases that occur in the
earlier phases of the 'epidemiologic transition' must also be seen as
an equally difficult challenge. The ramifications of chronic illness and
its effects on the family and society are of particular concern to
Strauss & Glaser (1975).

They emphasise the socio-psychological aspects of living with
a chronic illness, and single out for attention rheumatoid arthritis,
childhood diabetes, ulcerative colitis, getting around with emphysema,
chronic renal failure and the problem of funding. Stress, associated
with lessened social contact and considerable social isolation, is
perceived to be especially harmful.

A thorough coverage of all factors related to a society's
wellbeing is provided by the Ciba studies. The 1967 study 'Health of
Mankind' takes a broad look at issues concerning present health; major
factors aggravating world health problems; and at manpower and educat-
ion. Le Riche (1967) for instance, warns that in an ever-changing world
each era suffers due to failure to adapt to the new environment.

But this warning has to be heeded along with one given by
Illich (1975) who insists that ‘health is a process of adaptation' but

also, that it must result from individual or group coping and not as a
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result of management or engineering. Illich calls upon the support of
Dubos and quotes him as saying 'that nothing is more dangerous than man's
ability to adapt and now, to be adapted, and in his capacity to survive,
with increasingly more commodities, on unspeakably low levels of health,
on which he is maintained'.

Le Riche (1967) also notes that the most persistent of
infectious diseases are largely respiratory - coryza, influenza, pneumonia,
and bronchitis = and diarrhoel diseases. Various parasitic and insect-
borne disease such as malaria also remain problems.

Wolman (1967) writing about pollution of water, air, and food
points out that when a community is provided with clean and adequate
water, diseases, including non-water-borne diseases, fall markedly.

In another paper De Haas (1967) identifies cardiovascular diseases and
neoplasms as the major killing diseases in technologically developed
regions, accounting for two-thirds of total mortality in both sexes in
Western societies, and for 50% in Japan. At the same time, De Haas
notes that global epidemiology shows that about the same number die from
malaria and tuberculosis. Nearly half of the total deaths in the world
(60 million) per annum relate to newborn, infants, and toddlers in Asia,
Africa, and Latin America. Further, for young adults and children,
especially males, accidents, mainly traffic accidents, account for a
similar percentage as cardiovascular diseases and neoplasms do in middle
age and old age.

Lambo (1967) reports on the impact of mental and behavioural
disorders which he considers to be of critical proportions. Mahler
(1977) endorses this belief stating that it has been calculated that
two-fifths of all serious disability results from mental disorders, and
that at any one time there are more than 40 million people in the world

suffering from several functional mental illnesses. Twice as many again
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are seriously disabled by drug dependency, alcohol-related problems,

mental retardation and organic brain disorders.

The Inhuman City - a major problem of modern urban society

One of the highlights of the Ciba (1967) study is the
contribution from Doxiadis on the 'inhuman city'. Doxiadis believes
the main problem for health is the 'inhuman city', causing most of its
inhabitants to suffer with nervous disorders. Man is seen to be less
free to move; he may have gained large dimensions by high speed but is
less able to move in the micro-space around him, his children cannot
move freely, and many phobias and nervous disorders are probably due to
this factor. The inhuman city is not just a place of high density and
slums. Doxiadis points out that population density is actually less,
but large building complexes separate people and add distance to services;
new housing settlements deprive people of family and friends, increase
travel and costs, reduce free time and depersonalize.

Nevertheless, Doxiadis considers it impossible for the present =
day city, the large contemporary urban human settlements to be eliminated
or prevented from expanding. The real challenge is seen to be the
creation of human conditions within the inhuman frame of the city. This
involves conception of man as sense, mind and soul, as well as of body;
and a recognition of the interrelatedness of problems. Otherwise the
city will lead to catastrophe - some would say it has already begun - if
present trends continue. Doxiadis quotes from Dubos to support his
belief '.... eventually half the population would have to be doctors,
nurses, or psychiatrists tending to the physical ailments and neuroses
of the other half'.

In the latest Ciba study 'Health and Industrial Growth' (1975)

Mars presents a valuable perspective on the anthropology of health problems
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in developing countries. He is insistent that '... you do not tell
people what they want to do but what they need to know'. And Kissick
(1975) comments that he now regards 'health' and 'industrial growth' as
relative and not absolute concepts. The WHO not withstanding health alone
is not enough, Kissick believes, and there has to be a purpose beyond it
for which man can use his health.

It is not possible to do justice to the many other studies
which depict health and disease changes. But in brief, one can refer
to Kenniston (1977) and his citing of the most pressing child health
problems being behavioural and mental health problems, teen-age pregnancy,
and child abuse. And to Smith (1979) who focuses on the health problems
associated with demographic changes, smoking, alcohol, road accidents,
dental decay, mental health and the sexual revolution.

As well, there is Mahler (1977) and his concern with the
vicious circle of malnutrition, infection, and further malnutrition in
diarrhoeal disease of infants and young children in developing countries.
Brockington (1975) in a comprehensive study on 'World Health' provides
valuable information, statistics, and discussion about trends in health
and disease. And Widgery (1979) concerned particularly about the crisis
in health care due to socio-economic restraints. He is emphatic that
health and disease trends are aggravated by a system that closes hospitals,
places more care to be given at home and in the community, but fails to
ensure that the professional and other supports necessary to maintain care
are available.

Then thereis Abel-Smith (1976) occupied with a search for
priorities in health services and noting that they are failing to come
to grips with the major causes of ill-health. He believes these to lie
deep in the fabric of societies and to include pollution of air, food,

and water; over or under consumption of improperly balanced food or
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drink; accidents due to natural environment or man-made structures;
violence; disabilities which may be congenital, acquired, or due to
natural deterioration, ageing or lifestyle and behaviour such as smoking;
or climatic factors in the environment.

New Zealand studies dealing with some aspect of changing socio-
health needs and disease patterns include those of Begg, 1976; Salmond,
1975; Porirua Health Care Survey, 1976; The Newtown Health Project,
1975-6-7; NZHD, 1979; NERF Manpower Report & Background Papers, 1978;
NZCM, 1978; McLauchlon, 1976; Carr & Dodge, 1976; Beaven, 1974. 1In
general, they are concerned with the need to adapt health services to the
total context of New Zealand society's health requirements - psychosocial,
economic, and biophysical.

Begg (1976) is insistent that an excess proportion of the health
vote should not be spent on institutional health services and undue
financial restraints imposed on preventive and promotional health measures.
And McLauchlun (1976) draws attention to a reliable estimation that of all
the ill health treated in New Zealand around 50% stems from emotional or
mental problems. He quotes figures from the NSADD (National Society on
Alcohol & Drug Dependence) that on an average night in 1971:

- more than 100,000 took a hypnotic or tranquillizer or both;

-= and in 1972 106 million doses of tranquillizers at a cost of $3 million
were taken, and 52 million doses of antidepressants at a cost of
$1.5 million were consumed by New Zealanders;

- in 1974, 55 million doses of valium alone were taken, and the NSADD
now puts the figure at 80 million doses of valium a year.

McLauchlan also quotes the NSADD President, Johnston as saying
'... we live in a chemical society ... the New Zealander ... lives in a
state of suspended emotion, ... grappling with trivia, scared at the

prospect of commitment to others'.




124

The extent of voluntary and self-help groups formed in New
Zealand belies the exaggeration of this comment, but the figures quoted
above certainly indicate a marked degree of social incompetency and
inability to cope with the stress which is a feature of this phase of the

'epidemiologic transition' process.

Characteristics of the Changing Patterns of Ill-Health

Current literature about contemporary social realities and their
outcomes suggest an alarming increase in the extent of social disorders
related to behavioural practices. For instance, deaths associated with
alcohol have almost doubled in the 8 years from 1969 and rose by 12% from
1976 to 1977 (NZDH, 1979). Nearly one-third of male deaths were due to
accidents, poisoning, and violence, and the most vulnerable age group for
these deaths was 15 to 24 years. New cases of mental disorders have
increased from 400 per annum prior to 1974 to 1200 since 1978 at one New
Zealand hospital.

Bronfenbrunner (1975) has stated that the lifestyle of the next
generation will be determined by the physical and natural environment due
to its effect on the human, the family, and the child within the family.
As already noted, changes affecting the family include:

- more working mothers, fewer adults in families, and more single
parent families;

- most children living in single parent homes live alone with that parent
of whom more than 70% work;

- the greatest incidence of problems occur in young working families, in
new housing settlements, in the lowest income groups, and in immigrant
families;

- separation from kin and/or significant othersis viewed as damaging

as poverty and overcrowding (Bronfenbrunner, 1975; Howell, 1979;
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1979; Katz, 1971).
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Cassel (1979) has drawn up a classification table of the

psychological factors which are potentially related to the level of health

(figure 5.10.) and recommends their use as a conceptual frame for

measuring the relation of the urban environment to health.

LEVEL OF MEASUREMENT

SOCIAL - 'STRUCTURAL' PERCEPTUAL
Indices of Social Disorganizat- Perceived Degree of Control
DELETERI ion. over Environment with Special
Indices of Status or Role reference to Relations to
-0Us Discrepancy. Significant Social Groups
Degree to which Previous Exper- Degree to which Expectations
FACTORS | ience had adequately prepared of Significant other for
individual for Current Behaviour of Index Case are
Situation. Conflicting or Ambigquous.
PROTECT- Indices of Strength of Perception of Reliability of
Affiliative Networks Others to help in Times of
IVE
Trouble.
FACTORS

Figure 5.10. Psychological Factors Potentially Related

to Health Status.

Cassel, J. (1979, P. 138)

Disorganisation of the family is the real issue of concern

according to Bronfenbrunner (1975) for it causes confusion, instability,

and particular difficulties for the socialization of the young into their

culture, and the attainment of adult roles satisfying to the individual

and the society.

Auld (1979) also relates the family to the foremost

problem of contemporary society - chronic illness.

Auld (1979) stresses the need to ask who is at home to deal

with the chronically ill, and, as well, the deviant young, the children,

and the frail elderly.

Recent studies indicate that there is a marked

divergence between the ideal of the nurturing family and the reality of
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what is there. The family is there but it is far from intact. How to
help the family to restore its integrity and to deal with disabling
conditions is possibly the first priority for those living in the third
phase of the epidemiologic transition. Katz (1971) comments that although
the incidence of illness is largely a social problem the organisation of
health and social services is a political one.

This viewpoint gains credence when one considers the responses
to illness in different cultures (Skeet & Elliott, 1978; Abel-Smith, 1976;
Schaeffer, 1974; Newell, 1975). For the provision of care is provided
within a-political system and according to the priorities of a society
and its developmental phase.

Examination of present social disorders shows that they cut
across the boundaries of the social institutions through which the society
mediates its culture and ensures unity, survival, and order. For instance,
a list of the most common disorders in developed societies can include
escalating socio-medical conditions such as problems associated with
ageing, chronic illness, mental disorders, drug abuse, alcohol,
disorganisation of the family; or with those due to pollution or abuse
of the physical environment. The nature of these disorders suggests that
the solutions are in the orbit of the economist, the educationalist, the
religious, the law, technocrat, and social and health professionals.

White and associates (1976) believe health services develop in
ways which reflect social priorities since social values always accompany
health values. Mahler (1977) makes a similar point when discussing
inequalities in the provision of health throughout the world. While
drawing attention to the different connotations social relevance has in
different countries and regions Mahler stresses thatno society can be
complacent about its state of health; that medical affluence is not

synonymous with a satisfactory health level, and that double standards
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exist which link the malnourished ill of the developing world with the
chronically ill and disabled of the most developed countries.

In other words, deprivation is not only due to socio-economic
underdevelopment but also results from the inadequacy of society and a
faulty set of values and priorities. Mahler (1977) finds it regrettable
that many countries still allocate up to three-quarters of their health
budget to sophisticated, technical treatments in hospitals while about
70% of populations receive little if any primary health care to promote
healthier lifestyles and to control the chronic conditions that increas-
ingly prevail.

SECTION 4
SOCIAL REALITIES - THE MANAGEMENT OF TECHNOLOGY

A close study of contemporary social realities and the ills
consequent upon them reveal the futility of relying on science to provide
all the solutions required. Although the sciences and their technologies
have provided many solutions to society's ills they also appear to have
added to the anxieties and stresses that are prolific in modern society.
For example, the number of New Zealand children admitted to hospitals with
congenital malformations increased from 354 in 1939 to 3309 in 1974. But
perhaps it is more accurate to say that it is our uses and reactions to
science that cause problems. For instance, our uses and reactions to
disposable products is more an indictment of attitude than of availability.

Kenniston (1977) comments that the sophisticated technology of
this era offers benefits unthought of by previous generations - from
kidney dialysis machines to convenience foods. But along with recognition
of the benefits of technology there is an increasing awareness of the
harmful side effects it can produce. One has also to ask what are the
costs or the risks of continued innovation for future generations.
Technological change has already released a number of potentially

destructive elements - environmental, socio-health, and economic for
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society to manage.

The 'Technological Cradle'

Television is used by Kenniston (1977) to illustrate the mixed
blessings of technological change in (American) society for its children.
It is seen to offer great educational potential and enrichment as well as
entertainment: at the same time it is believed to desensitize by constant
exposure to violence, instant solutions, and to undermine family inter-
actions. How to strike a balance between beneficial and harmful effects
is one of the dilemmas presented by modern technology. Grossman (1979)
urges that in the place of the hysterical reactions to television effort
should be expended on improving its quality. He appreciates itsability
to effect change and finds one effect of note has been the elimination of
a relatively recent phenomenon - adolescence.

Kenniston (1977) also refers to other issues which reflect the
mixed blessings of technology such as the changing diet of children,
nuclear plants, industrial waste, X rays, and advertising on the mass
media. He stresses that bringing to attention the dilemmas associated
with technological innovations is not just to indicate the dangers they
present. The same technology, he points out, that produces DDT or nuclear
power also has the capacity to detect minute quantities of it in food,
water or air. Gandhi (1972) is emphatic that pollution is not a
technical problem but lies in the sense of values of the contemporary
world which ignores the rights of others and is oblivious of the longer
perspective.

It is the capacity of technology to assess a wide range of
environmental risks which, Kenniston believes (1977), is partly responsible
for the sense of danger seen to exist in continuing technological innovat-

ions. The benefits of modern technology have increased the aspirations
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of people for a better quality of life. But as knowledge of risks has
increased so too has the insistence that they be controlled. Additionally,
the social costs of production, although harder to assess must be consid-
ered. The discharge of waste into a river, for example, has social
consequences that must not be ignored. New drugs may destroy bacteria but
harm healthy cells. Additives may improve the taste of food but have
carcinogenic properties.

Kenniston (1977) states that the technological decisions made
now will determine, perhaps irrevocably, the kind of physical and social
world inherited by future generations. He considers it essential that
business and government organisations exercise social responsibility, and
that public vigilance is exerted to regulate and control short and long
term risks. Cole (1971) considers man is lucky to have existed for so
long when one examines the games he has played with 'biogeochemical'
cycles. He is very critical of a failure to recycle materials locally and
of industry's encouragement of planned obsolescence which further adds to
the accumulation of waste. The environment of man, Cole notes, has now
to assimilate synthetic pesticides, plastics, antibiotics, radioisotopes,
and detergents.

Advanced technology affects the social and physical environment
and Kennedy (1979) states that most people are harnessed to 'social mach-
ines' or, to use Galbraith's term, 'techno-structures'. Kennedy quotes
from Sapir who, as long ago as 1924, found that the great cultural fallacy
of industrialism is that in harnessing machines to our uses it has not
known how to avoid harnessing the majority of mankind to its machines. The
dominance of the social landscape by large business and government
organisations, and their effective control of the dominant values of post-

industrial society, is viewed by Kennedy as the central issue of today.
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Kennedy (1979) also discusses Etzioni's defining of the present
situation and his conclusion that the central characteristic of this era
has been a persistent increase in the efficacy of the technology of
production at the expense of the very values these means are supposed to
serve. Etzioni (1968) cautions that the post-modern period will either
see the threat to these values intensify by surging technologies or a
reassertion of their normative priority. An active society which is
master of itself will, in his view, ensure that the latter alternative
prevails.

Ziman (1978), writing of the present superior modern tendency
to think that the instruments provided by modern technology will give
good results which can be relied upon, points out that good science is
never that easy. Science is perceived as an industry grown out of control
as it expands beyond a man's comprehension. Etzioni (1968) also refers to
the potency of instruments now available and the growth of knowledge. But
Etzioni concludes that an active society which enhances man's ability to
transform social bonds rather than accept them passively, or simply
protest, will control both the instruments and the knowledge of the post-
modern period. It will be a society in charge of itself and not one
manipulated to suit the logic of the instruments of social patterns that
may be encountered.

Dickinson (1975) uses the term 'socially appropriate technology'
to refer to the development and use of technology that can be applied to
alternative situations with optimal results. A socially appropriate
technology would take into account social and economic factors as well
as technical. For a developing country Dickinson (1975) considers that a
socially appropriate technology should meet certain criteria, for example:
1) use readily available local materials and sources of power;

2) minimize the content of imported materials;
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3) use existing or easily transferable manual, technical and professional
skills and minimize costly, complicated and time-consuming retraining;

4) minimize the displacement of labour or in any other way adding to the
pool of unemployed and underemployed;

5) minimize social and cultural disruption........ ;

6) ensure that capital is used in a manner that is compatible with local,
regional and national development plans.

Illich (1975), speaking to the same issue, believes that the
relevant guestion must be what are the hygieniclimits of industrial growth
and the industrialization of all major sectors, including medicine, and
not how man can be programmed to survive in a world which gives priority
to industrial growth. In relation to a 'socially appropriate technology'
Leonard's comment (1966), that technologically induced changes in the
occupational structure eliminates whole sets of jobs leaving large gaps
of people unemployable, as the skills they possess are no longer in demand,
is also very pertinent. As work becomes more specialized the number of
those who become unemployable grows, and this is particularly so for those
whose education has been too narrow to help them to adapt to major shifts
in technology. It needs to be noted that unemployment is one of the basic
factors associated with a number of contemporary health disorders.

As Boulding (1965) points out a number of problems are less
those of physical or biologic systems but rather are essentially those of
social systems. For instance, he describes the flood as essentially a
problem of people and social institutions, of architecture and locating of
cities, and not of the river for which a flood is a normal part of its
action. That is a rather simplistic description for people traditionally
gravitate to such an area because of the fertility of the land. But
his point is well made for the technology that produce nuclear energy can

also devise ways of river use and flood control that are socially benefic-
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ial.

Medical Technology

Leonard (1966) considers that the hospital has become a place
to instal expensive diagnostic and treatment equipment that no doctor
could purchase by himself. He believes that it is this development
which is responsible for the 'care' functions becoming subordinated to
the medical diagnostic and treatment functions.

Advanced medical technology, especially from a long-term
perspective, raises some very perplexing problems. As Illich (1975)
expresses so strongly ... the pain, dysfunction, disability and anguish
resulting from technical medical intervention now rivals the morbidity
due to traffic and industrial accidents and even war-related activities,
and makes the impact of medicine one of the most rapidly spreading
epidemics of this era.

Abel-Smith (1976) is also concerned about the expansion of
medical knowledge; new pharmaceuticals and new treatment procedures,
from transplants to kidney machines, have greatly extended the range of
care which physicians can offer to the individual patient. They have,
in addition, greatly increased both the staff and equipment needed to
treat certain categories of patients. But how much of this increase
contributes to the treatment of the patient, Abel-Smith questions, and,
further, he adds that certain medical advances leave a progressively more
difficult number of problems to be faced.

In reference to changes in the population structure Baly (1973)
comments that they are closely linked with technological advances. But
like the industrial changes of the 19TH century the advantages they have
brought to society have been obtained at a price., Increased mobility has

added to the incidence of trauma induced chronic illness, for example,
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and Brockington (1975) notes that for all the benefits of technology each
problem solved has uncovered another - or as Morris (1967) would say the
'onion principle' becomes operative.

For Maxwell (1976) this is one of thedilemmas of medical

technology. The measures which have saved infant lives havealso increased

the threat of handicap. Renal dialysis changes a latent need into an
immediate and continuing demand. Stainton (1979) lists some of the
contradictions that arise with the use of technology and pose some very
vexing problems, ethical and clinical, for nurses:

- a 400 gram infant exists attached to life support systems;

- a 1000 gram foetus is aborted;

- a newborn infant is welcomed into a family after years of infertility;
- a child is battered and abused.

Stainton (1979) mentions the concern of Scandinavian nurses
about the loss of clinical skills with the unnecessary use of technical
aids in normal midwifery. But she believes the real issue for nurses in
maternal/child health care is the ability to predict and plan for new
trends in health care, and to respond in constructive ways to problems
associated with technology. The knowledge and skills needed in an era
of advanced technology must be determined so that it is used as intended,
that is, to help in the provision of care in new ways.

Widgery (1979) is as adamant as Illich about the need to
sharpen the focus of medical science and to take more seriously its
implications and application. Each time a new innovation is being
considered Widgery believes one should ask whether it enhances medical
science or the patient's wellbeing. They are by no means the same thing,
he states, and stresses, also, that medicine exists to save life and not
to prolong death.

Abdellah (1974) considers that the provision of quality health
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care for all who need it poses some very difficult socio-health problems
for planners and policy-makers. She finds that there is a wholly inad-
equate fit between the possession of fine medical technology and the
health needs of many people.

The NZDH 1979 report notes that, partly due to the size of
New Zealand population, and, in part, to central control of expenditure,
it is largely possible to avoid the proliferation of highly specialized
units and of sophisticated, expensive technological equipment. Neverthe-
less, there is a continuing debate in New Zealand on the priorities which
guide the use of the health vote. And there are some, like Begg (1976),
who would doubt that the objective of preventing undue spread of all that

is implied in medical technology is achieved.

SECTION 5
CLARIFYING VALUES IN AN 'AGE OF DEGENERATIVE AND MAN-MADE DISEASE' !

'The social future is largely now in man's own
hands. If he has only his technology to guide
him in how he shapes it, it could be a trivial
future - one in which he would skilfully but
gradually escape from being man. The hope must
be that his education can keep him in touch
with the true sources of authority both within
and outside himself ... The worthwhileness of
new posibilities men perceive is still depend-
ent upon the quality with which they see, feel,
and understand. Decision-making is not simply
an administrative act, requiring knowledge of
human societies and human nature and of how to [
'manage' them. For the knowledge that is of
most worth is never wholly external to the
knower'.

The above quote is taken from a book of considerable depth on
'The Sciences, The Humanities, and the Technological Threat' edited by
Niblett (1975). Much of what is written is pertinent to the issues of
value and judgement which confront nursing today. One must agree with
Niblett that a mutually reinforcing emphasis on both the sciences and the

humanities is essential as nursing faces the task of adapting its
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educational programmes and nursing practice to suit present requirements
for nursing care. Figure 5.11. is a simple diagram in which nursing, as
an applied science, is placed about midpoint on 'a continuum of knowledge'
that stretches from the humanities at one end to the natural sciences at

the other.

HUMANITIES ——§PPAPPLIED SCI ENCES——NATURAL SCIENCES

Nursing

Figure 5.11. A Continuum of Knowledge
(Idour, M. 1980)

It i; from the humanities that values and a philosophy for
action must be drawn to assist nurses to practice effectively; and to
cope with the complex issues related to advanced technology. The import-
ance of the knowledge and insights to be gained from the humanities is
that it can provide meaning for nursing action and for the priorities
selected in the provision of health care. The humanities, ideally, are
always relevant to the condition of people, and to their society.

One can only hope, with Niblett, that education can keep the
individual in touch with the true sources of authority both within and
outside himself. Whenone recapitulates: some of the comments, reported
in the lastsection, regarding the threats posed to the human environment
by the mismanagement of technology, it is clear that it is essential for
oncoming nurses to be able to do so. Comments such as those of Widgery
(1979) that medicine exists to save life and not to prolong death; or
Il1lich's insistence (1975) that the hygienic limits of industrial growth
must be calculated; or the remark made by Leonard (1966) that the 'care'

functions of a hospital must not be subordinated to technical care
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indicate some of the occasions when the oncoming nurse must have recourse
to sources of authority in order to clarify values and make decisions.

Clarification of values is essential as nurses are faced with
ethical issues on a dimension not previously experienced. As the values
related to health and wellbeing are the concern of the whole of society
the establishment of values to guide practice requires a collaborative
effort from public and professionals. This is endorsed by Camus (1961)
who emphasises the supreme value of increasing the amount of responsibil-
ity to be found in people everywhere. And in regard to the preparation
of oncoming nurses, and other health professionals, it is clear that the
clarification of values must start with helping students to explore their
attitudes towards human nature and society; towards the 'self' and
towards others.

Cornillot (1977) in a discussion of 'conflicts of ethics', that
is conflicts related to a collective or individual conception of the value
of life and the cost of health, includes all the arguments about the
right to life, the right to death, euthanasia, voluntary abortion, the
right of survival for the disabled, the infirm, the aged, and the mentally
sick, and about what is normal and what is pathological in the physical,
psychological and mental fields. Advanced medical, and for that matter
general, technology has introduced new elements into these arguments
because it has increased the alternatives available. But again one needs
to remember Niblett's comment that 'if man has only his technology to
guide him... he could only have a trivial future'. And Cornillot (1977)
notes that reference is made, concerning the conflicts listed above, to
the contributions of philosophy, religious morals, the right of survival
of minorities, and to the mores of a culture.

Priorities, according to Mechanic (1969) always depend on values,

and the two paramount values he nominates are (a) the humanistic value of
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need, and (b) the notion of gain. The first is founded on the idea that
the best services should be made available to those who need them in
spite of cost, difficulty in obtaining them, or the pressure on resources.
But the second notion of gain is based on the belief that the services
should be made available when the result is equal to the investment.
Conflict between the two, Mechanic notes, usually involves some marriage,
however uncomfortable, between the notions of need and gain.

Niblett (1975) warns that in decision-making a clear-cut,
measurable judgement isonly likely if covert, or apparently irrelevant
factors are ruled out. Moreover, he writes that a decision which has no
imagination of the larger social consequences that may result from its
implementation or nonimplementation, and does not employ the decision-
‘maker's human understanding or sense of life, is likely to be a bad
decision because it does not take account of all the evidence that is
available.

While there must be compromise, if a decision is ever to be
made, it is important not Jjust to preserve, Niblett (1975) states, but
to increase the human heritage into which man may enter. It is only in
this way that one can counter the essential technological threat: that
of going on and on or accelerating production with little regard for the
direction in which one goes. As Steele & Harmon (1979) note, advanced
medical technology can complicate rather than simplify (nursing)
situations. For instance, the prolongation of life with machines is the
result of progress in medical technology. But Gruenberg (1977), as
quoted by Steele & Harmon (1979), suggests that emphasis should be placed
on the prevention of illness by isolating the causes of health impairment
rather than on efforts to prevent death. Nevertheless, this is seen as a
dilemms requiring the collaboration of an entire society, and not one to

be left solely to health professionals.



138

In health care, William & William (1976) declare, almost any
decision will affect people in terms of benefits, rights, and just distrib-
ution, and it must, therefore, be subject to ethical reflection before
action is taken. Currently, health professionals are confronted with a
number of ethical decisions about the use of an increasing number of
machines and instruments.

Leininger (1974) presents a number of questions that arise in
relation to their use. For instance, what are the ethical implications
about using equipment which has not undergone testing under variant usage
conditions? How long should machines be used to prolong life? And what
of the use of technologic equipment in relation to diverse human or socio-
cultural values? How can one control technologies so that they do not
limit humanistic capabilities? One answer to the last question is to say
that the limit of value in technologies is attained when the likelihood of
a worthwhile outcome is too precarious to be grasped.

Leff (1978) commenting that 'value' is as hard to define as
'attitude', finds that the discussion of three social scientists helps to
clarify its meaning. Henotes that Kluckhon (1951), Wwilliams (1971), and
Rokeach (1973) all seem to reach agreement in conceiving of values as
conceptions of the desirable that help to guide decision making. 1In
relation to health and physical wellbeing a pro-life society would give
high priority to the health of all citizens. Health, Leff implies, is a
desirable value, and long-term health needs an ordering of priorities far
different from that of many societies' present listing of priorities.

Probably the most thorough study on clarifying values in nursing
is that of Steele & Harmon (1979). Values are said 'to represent a way of
life ... to give direction ... and to make a difference in living'. They
also believe that nursing has a responsibility to assist its members

select values through a deliberate decision-making process which allows
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for the humanistic qualities inherent in nursing. As the 'integrative
process', discussed in chapter 2, emphasises, the making of judgements
of value requires a process which allows optimal choices to be made in
the planning of health/nursing care.

Several highlights from Steele & Harmon (1979) can be used to
conclude this section on clarifying values in an era of technological
innovation. First, they note that the issue as to whether the practice
of medicine should be regarded as a technical activity with occasional
overtones of moral or social emphasis, or a moral and social activity with
a technical base is very important. If the former option is chosen then
the management of medicine (health care) can be left to the experts. But
if the latter alternative is chosen then there are questions of purpose
and value which cannot be resolved by the experts alone. A similar choice
must be made concerning the nature of nursing care.

Secondly, they refer to Levine's proposal (1977) that the basic
ethical challenge to the nursing profession includes the 'ethic of
competence and the ethic of compassion'. 1In an earlier discussion on the
nature of nursing care (see page 26) the two key qualities named as
central to nursing are 'compassion' and 'competence'. Competence is
believed to provide a framework of knowledge and skills through which
compassionate care is given effectively.

Steele & Harmon (1979), in their comments on biomedical ethics
and values, stress that the time arises when one must question, argue,
and challenge. Solving problems, they believe, comes from raising new
questions and not giving 'patterned answers' to old questions. To make
people think - to arouse essential thinking in oncoming nurses -
opportunities must be provided to question and explore problems. A list
of ethical rules is not adequate for present practice. The learner must

be helped to work through the problems of conflict that occur between
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personal and professional values. This is an essential basis for account-
able, autonomous practice in an 'Age of Degenerative and Man-Made Disease',
marked by a number of conflicts associated with technological innovations.

They also warn that unless nurses are helped to clarify values
the resultant conflicts may make a number of situations too emotionally
and physically exhausting to handle. For instance, the conflicts may
relate to:

- 1life and death issues;

- disputes between clients, families, and physicians;

- the rights of others;

- the value of technology and its costs relative to overall societal
and health needs; and

- attitudes towards research and the consequent developments and outcomes
of advanced medical technology. They note that Gruenberg (1977) has
summed up the situation well with his comment that life saving
technology of the past four decades has outnumbered attempts at
producing health preserving technology.

For nursing there is a clear need for an 'integrative process'
which, as noted in chapter 2, clearly displays vital relationships and
can be used in the many situations which involve ethical or value-laden
decisions. An apt ending to this section on the clarification of values
comes from a quote that Steele & Harmon (1979) have taken from Levine
(1977) .

'To be a nurse requires the willing assumption of

ethical responsibility in every dimension of

practice. The nurse enters a partnership of human

experience where sharing moments in time - some

trivial and some dramatic - leaves its mark

forever on each participant. The willingness to

enter with a patient that predicament which she

cannot face alone is an expression of moral

responsibility: the quality of the moral commitment
is a measure of the nurse's excellence'.
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SUMMARY

The defining of the social content in which nursing practises,
as a touchstone for evaluating the relevance of nursing education
programmes, has necessitated an extensive examination of the 'social
realities' confronting contemporary society. 'Social realities' has
been defined as the actual conditions, pressures, disabilities and
abilities, limitations and resources that exist in the lifespace of
people and form the environment within which nursing functions. As the
genesis of ill-health lies in the linkages between the various realities
that exist in the overall environment of people (see figures 2.2., 5.2.
and 5.1.) a study of some of the major issues which affect nurses,

personally and professionally, has included a consideration of:

current trends and problems associated with rapidly changing systems

and factors related to their management;

- the human problems confronting social institutions such as the family,
education, and nursing;

- changing patterns of disease in developed and developing societies,
using Omram's theory of 'epidemiologic transition' as a basis for
description;

- the characteristics and management of technological innovations, both
general and medical; and

- the clarification of values in an 'age of degenerative and man-made
disease' and technological innovations, since this is believed to be
an essential basis for accountable, autonomous practice, commitment
to that practice (Alstchul, 1979; Salmon, 1971), and professional
development.

The purpose of this review of 'contemporary social realities'
has been to define the social context in which nurses practice in order

to establish priorities in nursing education.
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Defining the social context in which nursing practices is done
at some length since nursing is believed to have originated and developed
through societal need. Nursing, as a socially prescribed service, carries
out on behalf of a society, those activities which individuals cannot do
with their own knowledge, strength, or will (Henderson, 1978). 1Its
purpose 1is directed towards assisting individuals to maintain, regain,
or enhance self-care abilities. Unless nursing engages in a thorough
appraisal of the social context in which it practices the preparation of

oncoming nurses has limited relevancy.
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CHAPTER 6
APPLICATION OF AN INFORMATION SYSTEM TO THE

SOCIAL REALITIES OF NEW ZEALAND (NZ) SOCIETY

A FOCUS ON THE SOCIAL CONTEXT IN WHICH NZ NURSES PRACTISE

PROBLEM

The problem formulated in chapter one is essentially that of
maintaining nursing curricula that are relevant to the social context in
which nursing is practised. The reduction or elimination of discrepancies
between the desired and actual outcomes of nursing curricula is seen as a

particularly difficult problem in a time of rapid and persistent change.

TOWARDS PROBLEM SOLUTION

In pursuit of a solution to the problem stated above one has
carried out the following steps.

1. Formulated a theoretical framework, TNM, to clarify the nature and
purpose of nursing and to underpin the approach and position taken
in this thesis.

2. Developed an educational tool with a system approach, CRP, as an
operational strategy to find answers to the questions posed in this
thesis (see page \471).

3. Further developed phase one of CRP to form an information system for
(nursing) education.

4. Defined the social context in which nursing practices by an extensive
review of contemporary social realities. This has been done to throw

into relief the socio-health and nursing needs and problems of
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societies, and subsequently, to establish priorities for nursing
education.
As a sequence to reviewing the social realities of contemporary
societies an information system has been used to focus on the social

context in which NZ nurses practice.

INFORMATION SYSTEM

The 'information system' or tool applied here to the social
context of NZ society has been evolved from phase one of CRP. CRP is an
educational tool with a system approach which has been defined already as
an information-seeking, problem-solving, and evaluative process. For pract-
ical reasons, only the first phase of CRP is activated in part answer to
the problem stated above. The information system is designed to provide
for (a) the information of a data base, and (b) an ongoing collection of
information to assist the making of relevant curricular choices.

Note

As the construction and use of an 'information system' has been
discussed in chapter four only brief additional comments, in this respect,
are made here.

The 'information system' (see figure 3.6., p50) consists of
six steps, wviz.:

1. statement of the goal;

IT. specification of the objectives;

III. selection of sources of information;

IV. management of the information;

Vs analysis and interpretation of the information; and

VI. application of the findings to curriculum choices in nursing

education.
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Step six (VI) of the information system merges, in fact, into
the second and third phase of CRP, and, therefore, is only dealt with to

a limited degree in the later chapters.

(I) STATEMENT OF THE GOAL

This is the acquisition of sufficient and pertinent information
about the social realities of contemporary NZ society in order to:
(a) identify the dominant socio-health disorders;
(b) select desirable nursing skills appropriate to the commonalities of
socio-health disorders; and

(c) select learning experiences that will produce the requisite skills.

(II) SPECIFICATION OF OBJECTIVES

The objectives set include:

(a) the collection and documentation of information about NZ society
during, in the main, 1979;

(b) analysis and classification of the information gathered about
contemporary social realities and resultant disorders;

(c) identification of the commonalities present in the socio-health
disorders; and

(d) determination of desirable nursing skills appropriate to contemporary
socio-health disorders.

Primarily, the objectives are set for the collection of informat-
ion from which the essence of contemporary nursing needs can be abstracted
and applied to the choices made in nursing education. Application of the
findings to curricular choices first requires, of course, that the problem-
solving and curricular activities of phases 2 and 3 of CRP are activated.

When CRP is fully activated, and the findings of the information system
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are applied to curricular choices, two additional objectives which need
to be set are:
(e) construction of assessment tool (s) to determine the relevance of
nursing curricula; and
(f) recommendation of educational strategies that are likely to maintain
ongoing relevance in nursing curricula.
But as noted, it is not possible to activate phases 2 and 3

within the limits of this thesis.

(III) SOURCES OF INFORMATION

A wide variety of sources has been selected since there are many
factors which can affect the wellbeing of individuals and their societies.
Since the perceptions of social order and disorder vary according to a
number of personal and social factors care has been taken to choose both
official (formal) and voluntary (informal) agencies (terms defined in
glossary).

Official sources, which include the national health information

system (NHIS), offer considerable material about met and unmet health
needs, and about some of the outcomes provided by the health services.
But this still leaves a number of gaps in the information needed to
identify NZ socio-health and nursing needs. For this reason, considerable
weight is given to the collection and documentation of information from
voluntary or informal community sources. For instance, a great deal of
material has been gathered from the mass media. Additionally, social
services directories (listed in Appendix B3) can also be seen to disclose
a considerable degree of unmet needs in NZ society.

Another point relating to the wide sources of information chosen,

and the weight given to information from voluntary sources, concerns the
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perspective of nursing held in this thesis. As a socially prescribed
service nursing is seen to be required whenever and wherever self-care
deficiencies exist. And not just as, primarily, the care of the ill,
especially the institutional ill. Any issue, therefore, which is
constantly reported as detrimental to the wellbeing of individuals has
been captured and fed into the information system.

The main sources of information selected are:

(a) the mass media (as defined on p.66);

(b) professional journals, periodicals, news releases, conference and
research reports, and social services directories;

(c) traditional (official) health service records such as hospital,
regional, and NHIS statistics; and

(d) miscellaneous, for example, studies from related disciplines or
voluntary agencies concerned with some aspect of socio-health
and nursing requirements.

An instance of the latter category is a study by Brown (1979),
'Planning for the Disabled', reviewed in the 1979 Planning Research Index
and published by the Ministry of Works and Development.

Further details and description of the sources of information

used is discussed below under 'collection of data’'.

(IV) MANAGEMENT OF INFORMATION

The provision of information and its documentation is an
essential part of curriculum development, and evaluation. The management
of information involves its (a) collection, (b) organisation, and

(c) dissemination.
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COLLECTION OF INFORMATION

Data has been collected by observation: either by the use of
a 'brokers service' and obtaining it on demand, or by extraction from
the mass media and other sources. Extraction of data from the mass
media has been favoured because it gives observation of societal and
individual behaviour on a continuing basis. This is seen to have a
decided advantage over recorded data which is studied retrospectively

and may lack pertinent facts.

Collection of Data by Extraction

This has involved:
(a) scrutiny and extraction of data from NZ newspapers for the period

of 1979;

(b) scrutiny of all issues of the NZ Listener for 1979 with the intention

of extracting relevant items broadcast or televised in 1979; and
(c) scrutiny and extraction of key items from publications such as the
WHO technical series, professional journals, social services

directories, and similar publications.

COLLECTION OF DATA FROM THE MASS MEDIA

Most items of information extracted from the mass media have
been listed and form Appendix A. In appendix A there are, in fact, four
collections of data extracted from the mass media.

Appendix Al contains items from appropriate files in the Dominion
newspaper reference library.
Appendix A2 contains items extracted from NZ major daily newspapers for

the period of 1979. These items were obtained from appropriate
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files in the NZBC reference library.

Appendix A3 contains a list of socio-health and nursing related programmes
broadcast over 2ZA in 1979. These items were obtained from the
file of the staff member responsible for planning and operating
the programmes.

Appendix A4 contains a list of socio-health and nursing related programmes
broadcast over the National 'YA's in 1979. These items were
extracted from the files of the daily report and documentary
programmes.

The object of this collection of data from the mass media has been
to gather items of information that, collectively, portray the dominant
social realities and resultant disorders at this point of time. Specifically,
it is an attempt to form an impression of what ills or disorders, as
reflected by the mass media, have been of most concern to NZ society
during 1979.

Some reference must be made here to the question of objectivity
and bias in the news items. Granted that issues and events are reported
as they occur one must allow for an element of selection in what is
considered newsworthy. For the degree to which news items provide an
adequate, accurate, and intelligible view of current issues is important.
Having said this, however, it must be noted that it is not the intention
to examine here how items are selected by the mass media. Rather the
intention is the collection from the mass media of a wide range of
perceptions about NZ society and its socio-health status in 19709.

It is considered that these viewpoints, expressed in articles,
reports, documentaries, and letters are closer to the grass-roots of
society than that of more formal sources of information.

An ongoing collection of information from the mass media and other

voluntary sources, in conjunction with data from official sources, is
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thought to provide an adequate data base to assist curricular choices.

Criterion. Only one criterion has been

applied to the extraction of information from

the mass media. The item had to contain some

explicit or implicit requirement for health

and nursing care. To some extent, however,

the choice of items had been predetermined

by those who filed items in the reference

libraries.

Information Collected from Newspapers

Three collections of information from newspapers have been
made. One collection consists of newspaper clippings taken from the
Dominion (Wellington's morning paper) and from Manawatu daily and weekly
papers (The Evening Standard, The Tribune, and the Guardian). These
clippings have been collected throughout 1979 and form the news-sheets
found on pages

Two more collections from (a) the Dominion Reference Library
and (b) the NZBC reference library form, as noted already, appendices

Al and A2.

The Dominion Reference Library Files

Since not all issues of the Dominion had been sighted for 1979 a
visit to the papers reference library made it possible to scan relevant
files and to extract items not obtained from the paper directly.

Covering the period of 1979 the files made available contained clippings

on the subjects of social welfare, health, and nursing. Item selection

for the above files had been made by the library staff, consisting of two

young women of about twenty years of age. Although they had had no
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particular training or directives supplied for the task their selection
does contribute a non-professional perception of what is relevant about

health and related issues.

Newspaper Files - NZBC Reference Library. Scanning of the 1979

Listner issues proved to be of little use as inadequate details of item
was supplied. As a consequence, a visit was made to Broadcasting
House with the hope of obtaining a record of relevant programmes broad-
cast or televised during 1979. No such record was obtainable, but
access was given to files containing clippings from the main national
newspapers of New Zealand.

Appropriate files made available for scrutiny included ones for

medical services, nursing, social life and customs, ‘and health. A

listing of the items contained in each of the above files is to be found
in Appendix AZ2.

Several headings taken from pertinent newspaper clippings are
shown below in order to illustrate just how varied in nature the informat-

ion collected from newspapers can be.

Age Trend Puts Pressure On Welfare

Average Kiwi Qlder

They're Young But They're Not Children

Home Saves Hospital Beds - For Frail And p.ged
Beds And Doctors Exceed Demands

Hospitals Face Higher D emands

Free Service (A&E) Pushes Up Hospital Uuse
New-look Plunket Stands Up

Midwife Study Begins

World Nurse N eed Shown (W0, 1979)
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Tb 'at risk' F olk Stay A way

Emergency S ervices A re Vital

Jintergrating T he Young Disabled

Craft A nd Care F or Stroke patients

Street G roups E nd Stifling Suburban ]solation
Social I1ls: Loneliness Is A Killer

Drug Education

Prevent Qverdoses, Doctors Advised

Police - Report Rise In Domestic V iolence

Concern At Incidence 0Of Excessive Drinking
Helping To Ease The Pain - Chronic [11lness
Injuries A W orry ( S porting I njuries)

Foster Care Under Scrutiny

Many Children At Risk

Family At Risk

Booze And Buns May Be New Zealand's H ealth Ruin

More To L ight Than Meets T he Eye ( Effect
on Health and D anger (033 Artificial Light)

Collection of Data From Radio and Television

Television. Although, as noted, scanning of the Listener for 1979
proved to be of little use, some data could, by implication, be extracted
from the programmes listed. For example, 'Eight is Enough', 'One Day at
a Time', and 'Medical Centre', though primarily of an entertainment nature,
are constructed around common issues. For instance, the above programmes
deal with issues such as the family, the intergenerational gap, and socio-
health disorders.

There are, also, certain documentary programmes that enhance

understanding of either people or the environment. Instances include
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'Friend of Men', 'Primitive Men', and 'Vision On' (an almost totally
visual programme designed expressly for children with impaired hearing.
Two other features related to societal and individual wellbeing are
educational and future oriented. One is 'Stubbing out the Smoking Image
smoking replaced by jogging'. And, secondly, 'Directions for the

Future' presented by the Commission for the Future.

Radio - 2ZA Community. An interview with the staff member

responsible for programmes dealing with health and social issues made it
possible to collect a list of relevant programmes. Two examples are

(a) 'Training for childcare: Family and Marriage Guidance Council' and
(b) Report of Conference on Alcohol and Drug Abuse'.

These programmes are listed and presented in Appendid A3.

National Radio YA Programmes. During 1979 a considerable number

of daily report programmes and documentaries dealt with the social
realities confronting New Zealanders. Issues discussed included a series
on handicapped children, one on cancer designed to educate and improve
understanding about the disease and its management, and other related to
the family and psychosocial stress. A list of socio-health and nursing

related programmed are presented in Appendix A4

COLLECTION OF DATA FROM JOURNALS, PERIODICALS AND DIRECTORIES

A collection of items from official and voluntary (excluding the
mass media), is contained in Appendix B. The purpose of this collection
is the gathering of information from professional and general community
sources to augment that provided by the mass media. In some cases the
data consist of research findings or the conclusions of experts that

supports, rejects, or takes a neutral stance about issues reported through
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the mass media.

Collection of Data from Journals

There are many nursing and health related professional journals.
Examples of professional journals found to contain a wide variety of
information related to dominant socio-health disorders and their actual
or potential effect on nursing requirements are listed below.

New Zealand Nurses Journal (NZNJ):

Nursing Outlook (NO):

Journal of Nursing Education (JNE) :

Journal of Continuing Education (JCE) :
Journal of Advanced Nursing (JAN):

Nursing Times (NT):

Nursing Research (JNR):

Nursing Forum (NF) :

American Journal of Nursing (AJN):

Journal of Health and Social Behaviour (JHSB):
New Zealand Medical Journal (NZMJ):
Sociological Review (SR):

Social Science & Medicine (SSM - and international journal):

International Nursing Review (INR).

In general, these journals provide a wide spectrum of articles
dealing with socio-health issues. Moreover, they contain information
needed for the making of optimal curricular choices.

The NZNJ, of course, provides, in particular, articles of direct
concern to NZ nurses: consequently, a list of relevant articles has been

extracted from the NZNJ only. This list forms Appendix Bl.

Collection of Data from Periodicals

There are numerous periodicals and amongst these can be included
news sheets, pamphlets, and special releases from such organisations as

the NZDH and WHO. One of the best sources about contemporary socio-health
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issues, in fact, is WHO. A list of periodicals forms Appendix B2.
Material from international organisations is included because it has

relevance for all contemporary societies, including NZ.

Collection of Data from Directories

Probably one of the clearest indications of the social and
health disorders affecting New Zealanders can be inferred from the
'Social Services Directories (SSD). These name and describe the purpose
and activities of all official and voluntary organisations that operate
in the regions they cover. A telling comment on 'unmet' health and social
needs can be inferred from SSD, when one notes the number and range of
voluntary groups that have been formed to fill in the gaps not covered
by official agencies, or to augment the services available.

A list of New Zealand SSD, and of some similar overseas
publications, forms Appendix B3. The inclusion of some overseas
directories is done to emphasise the universal character of contemporary
social disorders. Appendix B3 also includes a sample of the contents of

one of NZ (Dunedin) SSD.

COLLECTION OF DATA FROM OFFICIAL SOURCES

Information from official sources has been readily obtained on
request from official (government, central, regional or local governing
authorities, and professional organisations). This has been the case,
for instance, for most items listed in Appendix Cl. Some items of
information, however, have been obtained by extraction from primary sources.
Appendix C contains four collections of data collected from official

sources.




156

Data Collected from Socio-Health Publications

Information material which has been obtained on request from
official sources is presented in Appendix Cl. This lists the source of
the material, and the topic or subject matter it deals with. The nature
of the information contained in the various publications is indicated by

the title of each one.

Data Collected from a Hospital Board

One instance of statistics from the Otago Hospital Board is
given in Appendix C2. The statistics are for the department of geriatrics
and cover the period of 1978 (the most recent period available at the

time of collection).

Data Collected from a Hospital Department

The statistics of one class of clients attended to at Duneding
Hospital Accident & Emergency Centre during 1979 are presented in
Appendix C3. Clients were those who had suffered some incident of

poisoning.

Data Collected by Extraction from Official Publications

A selection of entries have been extracted from (a) the
Planning Research Index, 1979 and (b) the Department of Social Welfare
Library Catalogues, 1975 to 1979. The items chosen are of direct or
indirect relevance to the biopsychosocial needs of people. Recourse to
the publications listed in Appendix C4 can, therefore, provide a rich
source of data to assist the making of curricular choices.

This collection of items of information, or of the sources of

items of information, provides readily available statistical material.
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A good deal of the statistics, for example, that provided by the NHSC,
has been compiled from primary sources. It is such material, obtained
on request from a broker's service, that can be used to form a data base.
Its collection and use is economical of time and resources.

It can be said that official material is often received as of
right by health institutions. Having said so, however, it is also the
case that it is often blocked at some point in the organisational system.
Official or traditional information is best collected by a systematic
method and not left to chance.

Statistical material obtainable from the sources of data referred
to in Appendix C, provide a solid base for more interpretative or
conjectural material. Both types of data need to be collected in order
to have a supply of basic information about socio-health and nursing needs
and problems. The basis of selection has been to gather material that has
been reported on in statistical terms, or from professional studies
involving research and feasibility studies. This is needed to counter the
measure of interpretation and, consequently, the possible bias of some

items of information.

COLLECTION OF DATA FROM COMMUNITY SOCIO-HEALTH

AND NURSING AGENCIES

A list of some of the health care agencies examined by students
of a 'Health Care Systems' paper (Massey University Nursing Studies Unit)
in 1979 is presented in Appendix C.

The objective of this final collection of data is to illustrate
further the range and extent of voluntary agencies in the community. Not
infrequently one hears the viewpoint expressed that "people should do

more for themselves and not always rely on the government". But the
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majority of agencies listed in Appendix D (and B3) indicate a remarkable
degree of people organising themselves, voluntarily, to ease in some

way socio-health disorders in the community. 'Self-help' agencies in the
community are desirable. But they are already providing services which
support official institutions: Or they are covering the gaps where socio-
health needs are not met at all by officiﬁl agencies.

If nursing curricula are to be relevant to socio-health needs
information must be systematically collected from voluntary as well as
official sources of data. This enables the formation of profiles, such
as those described by Omram (1974), including:

- a population profile;

- a social and economic profile;

a disease and mortality profile; and

- a community health profile.

ORGANISATION OF DATA

Organisation of the considerable amount of data available for
an information system for nursing education needs to be considered from
two perspectives. First, it must be considered from the perspective of
operating and, if necessary, initiating an information system. - This
demands an operational strategy or process for analysis, classification,
coding, storage, retrieval, and availability of data for use. It is
important that the system used allows for the updating or removal of data
as requisite.

Figure 6.1. (page 159) demonstrates how an information system
can be operated.

As the diagram shows the information, after collection, requires

scrutiny and analysis. The need for the information must also be consid-
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ered in relation to a comparative study of material already available.
Rationale for data base usage must be specified, and, as figure 4.1.
(p 71) indicates, the procedures for updating or adding information must
be applied systematically. Pre-established admission criteria can be
used to aid decision-making for utilization or rejection of the data.

The second perspective relates to the classification of data.
An early assessment of data is essential in order to facilitate coding
the information into classes and subclasses. This produces a more
manageable arrangement of material for analysis, interpretation, and
decision-making. Two actions have been taken for this purpose. First,
news-sheets have been constructed, and, secondly, data has been coded for

placement according to library usage.

CONSTRUCTION OF NEWS SHEETS

From the large collection of newspaper clippings extracted from
(a) the Dominion, and (b) the Manawatu daily and weekly newspapers a
selection has been taken to form thirteen news sheets. This provides a
visual impact of some of the current issues troubling New Zealand society.
As a study of items in the newsheets (pages 161 to 173) indicates, social
determinants hold a central place in a number of the ills and issues
reported in the newspapers during 1979.

In addition, clippings have also been selected that point to
future developments and changing needs. For instance, a British survey
report (News sheet, page 173,0ld Age Dementing) warns that degeneration
of the brain in old age will become the most serious single health problem
of the future. And the conclusions of a book about future resources
'A small seed takes root' (see News sheet, p 173) finds that individuals

are not poor because of meagre natural and human resources, but because
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P SyC \wo\o
ahn

RESEARCH being done at
Massey University could
lead to a reduction In baby
an

Dr John Kirkland,
of the

Infant pyschologist
oniversity's edocation facul-

, who has been researching

e subject for some years,
i:k hﬂ:lt.uyin; m

ween
baby bashing.

e is hopeful that his
research pmt;:;u being car-
ried out ughoul the
world will mlble ]babju
‘who are potential prolonged
criers Lo be indentified as
soon as they are born.

Once this has been done
the parents could be coun-
selled and taught skills that
would h:n;;ebkl.hm to deal
with t m.

“Infanl erving is a major
area of social concern yet in
spite of the fact that mast
babies cry It has been
almost letely missed as
& worthwhile research invest-

tion,” Dr Kirkland says.

IIJ' about 40 people in the
world are researching the

Common

"It strock me that bere
was a very common infant
behaviour that mobody was
lookin at from a

ogical wiewpoint. I
decided to do something
about this and have been
working oo it for several

One of his 2 ches was
to look at the effects infant
ing had on listeners.

. In laboratory-based
stodies he has  found
evidence to support what
mothers already

“However few men, par-

ticularly falbers, are aware
of the problem because they
are too besy carrying out
areers to spend m‘m
wds of time with

ies.
To gather preliminary
Information oo the possible
relnuumm'm hl.fll:
mﬂ formulated a na-

st tinds L

baby

tional questionnarre that was
answered by about 500
people. All but two of the
respondents were women

e results showed that
almost 400 of these e
felt like bashing Lheir ﬁmu
because their infants cried
for prolonged periods and a
tnrtg:: 50 said they actually
hit their babies and eighty
said they have never felt like
hitting their children

From the answers of the
questionnaire it appears that
loneliness, fatigue and a
crying baby eccurring
together Irini about a situa-
tion primed for violence.

Many women who felt like
hitting their children said
they were extremely tired at
the time.

“Mothers need time awa
from their babies to be vmi
other adullts o regain a
sense of well being.” Dr
Kirkland comments.

“They need adequate

. Continually interrupt-
ed sleep night after night is
a living hell ™

Women who answered the

questionnaire said one solu-

Babyﬁt-:l‘ie‘s in

evening Police did not issue

neath il

8 — EVENING STANDARD, THURSDAY, JANUARY 31. 1980

Unhealth

y

A BABY died and three memben of ber family
when a railcar and car collided in Hamilton yesterday. The
child was: Gina Marnie Todd, 24, of Greta Street, Hamiltos.
The railcar hit the car at a level crossing on Kahikates Drive at
5.30 p.m. The early model car was flung 20 metres clear of the
track by the impact of the collision. In the car wers & woman
and her three children. The motor and seats were flung from
the car in the crash. No one on the north-bound rallcar was
injured. The woman and her children were rushed 10 Waikato |,
Hospital but the baby died from injuries received in the smash. ||

-NO

WOMEN should be encour- “there

to breastfeed their compl
i;ﬁa but should oot be of child bealth
to feel inferior if they im,

Fatally crushed by car

A TEENAGER died when the vehicle he was working under
collapsed at his Saddle Hill home near i y

mediately as his parents had not been |
happened shorily before 8 p.m. It was thought the jack

r\\& be.theen Cryng

bashing

3
Reperling
for The .
Deminiea .
i Contral .
Districts:. -

KARLUM LATTIMORE

tion to the problem was o
“get away from it all” if
only for a briel time.
are
baby try to find another
adult whom you could leave
the infant with for brief
periods,” Kirkland
advises,

“And If you want to help
a mother with a newborn
child' then go and baby-sit
for a short time Lo give Lhe

ing a

mother a break so she can
get  bersell together
ain.”

Dr Kirkland notés that
while some babies appear lo
be “born criers” par-

ticolarly low-birth-weight
boys, some baby crying can
relate to physical bealth.

sn;i!sh

VUi N

D(‘u\l’t \D

\‘1‘!&\
Medical research ha:
found that abnormal cries
can arise when a baby ha:
chromosomal irregularities,
as for example with Down's
syndrome. A recent United
States study showed there
was a considerable differ-
ence betweem a  pre-
col-death baby's cries and a
mormal baby's cries.

Dr Kirkland is tly
researching the difierence in
cries between colic-affected
and non-colic infants.

The resolts of this study
are not expected to be

baby

on parents
Kirkland says. He would like
anyone with views oo the
subject Lo wrile to him care
of Box 718 Palmerston

North.

Ultimately he would like
to publish the full results of
the jonnaire with lei-
ters from parents in booklet
form. He is considering “Try
Counting To Ten" as a title
ior the bookleL -

Many

children
at risk

NEW Zealand children are
three times more likely o dic
m motor car accidents than
their counterparts in
Sweden, according to the
inoual report of the
Jepartment of Health ta-
sed in Partiament

But four major areas of
wocer in relation to child
wcidents are accidental
sowsonings, burns, water and
oad aocadents. A 50 percent
duction i 3d mor

were inj

Dunedin early last

the dead youth's name im-

in .
ality by 1980 i ome of the
dms revealed in the report.

Concern is also directed at
he drinking drivers and
beir involvement in road
coidents.

“Special consideration
s ta e mieas s- sL

PLUNKKeT

pot do so, according to

d of the

d. The accid

supporting the vehicle collapsed while the youth was under-

lunket Society Dr David
dis.

Dr Geddis, who is also a

t all’

BobgBas\mg

Sit, —Your editorial head-
«d. Baby Bashing. Sep-
tember & drew my attention
1o a cause that i1s Lo me one
of the most distressing.
alarming and increasing
crimes to be allowed lo go,
so far, almost undetecled
here in New Zealand

To me, it is a sad state of
affairs for your paper to
slate, that, as this i1s indeed
the Year of The Child, nt
would seem an appropriate
time for “an all-out assault™
on this major barrier Lo

pr

;‘s{;nlhe Year of The
Child® Why not a daily "all
out assault” to help jog the
public conscience. What is
0ing to take the place of the
E’rar of The ild next
year?

1 was in the United
Kingdom in 1977, returning
tc New Zealand in 1978 —
in England at least they are
really try:nf to grapple with
this ghastly crime, New
Zealand lags far, far behind
other countries in their
efforts to stay this ever
growing borror.

FLEUR GILLESPIE
Paraparauma.

Children
poisoned

SEVEN children under the
age of three swallowed poi-
sonsin the Palmersion North
Health Distnct last month.

The poisons included
medicines, caustic soda,
turpentne and lighwer Nud

Alogether cight cases of
notufiable posonings were
reporied. Hepatiis A con-
tinues to be the most
frequently notified infec-
Bous disease in the distnct
and last month eight cases
were reporied

Three poeple fell il from
leplospirosis - all of these
had farm connections

12

is mo room for
lacency. Many ol

‘!l'd like to see the number
of women breastfeeding
their children go much
higher.

“There has been a world-

member of the Health wide decline in recent years
Board's child bealth com- |n the number of mothers

mittee, has

returned

from a World Heatlh Organi-

ears

WELLINGTON. - Only
about one in four young chil-
dren bave normal, healthy ear-
drums, sccording 10 a8 survey
in Northland.

The survey of 277 children,
carned oul 11!"! wl:uhh
Department staff in Whanga-
rei, is reporied in the latesi
edition of the New Zealand
Medical Journal.

It found that only 63 chil-
dren - or 23 percent of the
group - had clinically normal

ymp (car-
drums) in both cars
In children under two years
of age 67 percent had normal
drums. but this figure dropped
10 27 percent between two and

drums.
In 1974, one in 10 child

were suffering from 1||il:“"h

inful condition which
gw heanng loss “‘

five years and 10 19 percent in In 1978, a similar survey

those over five years of age.  found fewer than one in thret
The survey found a marked  hild had this di

reduction in the number of The bm-::lx;:_,qumll repor

children with chronic - sitributed this imp

uve otitis media - d rge 0 & mobile ear d;m

from an inflamed middle car.  Bearing conservatr

The rest had ruptured, po

programme.

and nutrition of

mothers and babies.

Dr Geddis said many of

relevant to New Zealand
hich, on a global scale, had
high standard of child

“However”, he said,

breastfeeding. In New
Zealand this reached its
Jowest ebb in 1967. There is
ward swing, but
there Is t?l?l long way to go
before the peak levels of
1940 are reached again.

To do so Information and

eafthe topics discussed were' educational material about

the advantages of breast-
feeding must be available.

“Women had a right to
information and education
that would enable them to

CO
i

D owjrianm
s 9y
their own health

t of their families.
Dr Geddis said i

advantages.

However, women should
not be forced to breastfeed
their children if they were

oing to feel uncomfortable
=oing s0.

“All we can do is advise
women of the advantages of
breastfeeding. We can't
force them Lo do it.”

Women who for some
reason did not wanlt to
breastfeed should nol be
made to feel inferior or
failures.

That would only make the
situation worse. Women
must feel comfortable in the
feeding process, be said.

medical
authorities in New Zealand
fully supporied breastfeed-
ing and were trying to let
women know of its distinct
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Foster care

The Tribune
Palmer un Nerth

§- -9

under scrutiny

A SEMINAR on foster
care will be held at
Massey University on
September 22

It will mark the begin-
ning of Foster Care Week
which runs until Sep-
tember 30.

The guesi speaker at the
seminar will be Mr Rajen
Prasad. a social work lec-

turersi Massey University. and S p.m.and willcover ®  Cross  cultura
Mr Prasad has considers-  (hese lopics:- fosiering.
ble experience in foster ® Planning for children @ Duscipline and moral
care and is anc of the few  in care. * development. *
people o reagarch the fs- @ Loss, grieving and @  Teenage fosier
tering scene i the coyntry.  termination. children.
@ Consumers of foster
care - the child and the
family.
Mr David Burrowes,
social worker with the
Palmersion North &m;} m‘\ﬂla
Welfare Department, said Tigem
Tr\B“m Foster Care Week had two  \aq9
\S-9-19 major roles - education
recruitment. 5
“We want to inform the
public about fostering. and

The seminar will be held
in the Social Sciences
Building between 9 am.

Foster care:
The children

who need homes:: ==

| The Minister of Health, Mr
i, the P

"“Tribune’ reporter

Rita is a Mongo!
Sheis only three years
old.

Although she is loveable,
theerful amd anxious 1o
slease. she has no family of
er own. Rita’s parents were
© distressed a1 her birth
hree years ago that they

family in their 24-hour a day
caring role. and arranging
any family contacts that may
be in the child's interest.

" @ Communication
@ Children with specia
needs

enlist their assistance. We
believe that children in
foster eare

sommunity’s child

- araim

lof

Wl WITH THE closing of Wek
hal bington's

Some foser homes home al
emergency or shorti-term  Foster parenis who un™®
care only. the imporance o

“Fostering is seldom a

ave more of kess aband
er,

Unless a foster or adoplive
home can be found, Rita will
wend her hife i nsttutions
f one sori or another.

She is one of many New
Lealand children who need
wew homes. Their needs will
e discussed on Saturday at
nall-dayseminarat Massey
Jniversity

The seminar marks the
url of Fosier Care Week
rhich runs from September
210 30.

Mr David Burrowes. a
ocial worker with the
depariment of Social Wel-
are in Palmersion North, is
wrticularly involved in fos-
*f care

His work includes finding

suitahic fusier home 1o

1¢el the specific needs of a

hild. sharing information
ecessary o develop an un-
erstanding of the child’s

Mr B es explained perm i % family must be encouraged in h, Mr Gill remarked to
that rn::-houhe;:r: s besaid. N mruurul reiurn hom E':R
erall in e - 10 be achi
dnlylmdy purgvidedclnror A successful return of the  ™*T* i . g
an extra child of any age child wohis /berown familys gy P ou

the most ble oulcome (hat the Depariment o o
“The addition of a new o any peniod of sepanation.  Social Welfare paid s weekls babies.
ber of the housebold This is sometimes difficult  board raie in respect of sachn| Short speeches were also

will require & period of ad-  for a fostering family 10 8- child, as well as & dothin

justment for both the child
and members of the foster-
ing family,” he said.

“It is usually some fime

cepl — particularly where
strong atiachments have
been ’arnnd or where the

before the new arrang:
sctiles down and, as the fos-
ter child may have had dis-
turbing experiences, some
adjusiment difficulties often
occur. These sometimes
continue and a high level of
caring and undersianding is
required of the foster family.

this agreed tha! contnuing-
conlact with the child's owsd

Throwing sway a prepared

P'Bociety had taken, praising

Te buwe
T

Festival
of

children
exciting

THE 1YC “Childrens Fes-
tival” was held last weekend
and, although it got off 10 a
slow start, by 5 p.m. on
Sunday many hundreds of
people had taken the op-
portunity to find out what
children were saying and
fecling about a large range of
topics

INew-1
lunket;:
stands

foung

up

The pew [amily centre, ae
¥el unmarked by a RN
board, sits 1n 2n anonymou:
row of fowr vellow, wooder
houses Ity two Soreys con
tain a living roorm and dining
room downstairs, and bed
roems upstairs with ome o
the rooms already containing
several pols.

The unit will open from §
am o 5 pm on weekdays,
and will ®erve as an informal
Place for families to visit a
8 back-up to the Plunket
nirse service.

Another feature will be the
bright red siation wagon

Karitane  Hospital
v three weeks away, the

centré in

s Creek, Porirua, at

Short informal ceremony on

law in front of the small
»t 217 Bediord Street

40 people present on the
direction the Plunket

allowance, pocket-mone

and paymen for special ex.g “'c!;pruidml Mrs J H
tras if pecded. ,,"umm" Karitane Hospits! will

he whole lamily and not just

of catering for which will tran peop
spart e Lo
end from the centre,

The Plhmkel Society aims
to extablish 49 family eentres
in all. with at least annther
two planned for the Welling
ton region.

When the closure of New

by Porirua mayor Mr
tiord J Brown and Phm-

' 1 | Zealands six Kari (it y

:;:‘"' s ::.hmh"aﬁm;, “In addition, the fuludose on July 21, and the I-nTs!:i; “.';n;""'m!ﬂ-;‘u:'r

*few ities.™ social work resources of the o nurses still completing  yh, year, sociely president

=X department are available & Lt trEining will be ‘based Mrs Joy ‘Reid said Phunke

Mr Burrowes said achild’s  (he foster family and 1o the ‘& new centre. hoped fo extend ifs serviee

emotional bonds to the pa-  child if req) “headded  The babies and info the community hy

renis were ofien of gresier children, mostly in the ¢ operating the centres, Theer

importance 1o the child than ~ People wanting 1o know 9 the Social Welfare Depart- would be establiched with

the comfor and security of mnbm[mium::"‘-“ﬂhm&d nrmrahadfmntham
whatcould be s more orderty e Mr Burrowes a of the bosoitals.

cnvironmen! in the fosier

67-099, Palmerston North.

Children running show

“THE Child in the World" exhibiti

which opens this Thursday in the Man-
awatu Art Gallery will be run enurely by
pupils from Intermediate Normal School.

The exhibition features historic and
contemporary photographs taken by
adults and children. expressing their view

M.Ps wili hear

Ve l

Plunket’s

TOP women in the Plunket Society will visit
Ommmll.hw&un_nomp
to tell them of the society’s changing role in

the community.

Panasiiiass =¥ o=

ot chil

view Lthe

warld,

w0y the way chil

The exhibition opens a1 7 p.m. %

An opening speech will be made by a
pupil from the school. This will be fol-ation
lowed by a play from Chaucer, a mmrdﬂ“w;
ensemble and a puppet play, presented by

" Ruode Fud Like
Tokes Off

become more difficult if we
don't do something now.”
The council is organising

mg tlogether, may take

different ages, through mix
fresh view of some of the tra

a -S1a9

case

The women, who represent Plunker
branches throughout New Zealand, will
M.Fs wo i

first-hand the

work of the society, and in particular the'
of the new Plunket-Karl

ane

[T A

Intermediate Numucmls_hudgg, basic
attitodes to support the fami-

group,”” Mr Bruee Stokell,
council's recreation pro-
ollicer, said yester-

‘;hal‘a Dot easy, bot it will

lheﬂraﬂueo{lyr_umoti::l
to encourage provision en
use of family recreation facil-
ities,

Mr Stokell said that the
word “fumily” was intended
In its widesi possible sense lo
include ol anly father,
motner and children. but also
grandparenis, aunts, uncles
and peighbours.

“The 4
e
for many years; it is a fac
on which there is

ditional values on which ou

society is based

Mr Stokell has begun ap
proachinz sport and recrea
lion clubs. companies, Jacn
bodies ard Government de
partments to enlis! their sup
part

In Deccrber the enmedl
will begin » campaign (o o
volve members of the public

The council was aiming to
stimulate the provision of
permanent facilities and did
not wanl the campaign o be

osophy =
tghmuﬂl‘;pmll received, and I
can't cope with all the
T've received” Mr
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THE FAMILY -CHANGES - NEEDS : PROBLEMS

DUMHILN. Now mise r )

R

qui\g at Rusk - Fears of rapd

change that people’s experience of
their own upbringing may be of
little use to them in rearing their

children. \

Does this mean the future of
the family is at risk?

What is the nature of the r' -
that face today’s family? Is it
partial or complete disintegrat
that we fear? Just what in

do we fear?

For the past five years the
Social Development Council h
been helping Government dew:
a family policy for New Zeala
and in this article its chairma
J L Robson, looks at threats
the family wnit.

il

: give way to

ex*ensaon,

ues of hlood

L ’
THREE or four penerations of people may
one day hve together in & pew form of
exiended lamily not necessanly based on

The s a futire aliernative o the two-

parent and wee- parent families which pow
preduminate, according 1o a booklet

“'SINCE we began our project, we have 1
expressed in society about families.
and its futire is uncertain. Since the f1

“Societies in Change. A Question of Scale™
prepared by the Commussion for the Future.

The tamily has undergone fundamental
“changes since the industnal revolution. In
Many Western countrics it & no longer an ex-
tended group of thre or four gencrations

cormerstone of our society, a threat ® thhuill around children, their parents.

sociaty and our way of kfe.

Is the family rea

happy.

Efﬂ an examination of history shows the
inaccuracy of thiz picture. For example, it
is lorgotten during the ecomomic depres-
sions of the nineteenth century, famil
breakup was wi‘sspread in New Zeala
through the country
looking for work. and children drifted away

Fathers travell-d

from bhome looki
to such an extent

for

at risk? Sometimes
this fear reflect- only a nostalgia for an
“ideal" family life which pever existed —
romanticised as stable, secure and

{ 1 our society began to
build industrial schools and other instite-

Uiy

prandparcnis and even uncles, auns and

Mo il s & twasgencrabon umil made up

‘stralonh of
can 'vhildren

parcnes and  ther

m
ider]
fam,

*fing|
the marncd women have no children
“N

in al
in g
or food — &

and

and|

dependent

frus{ Since Wordd War 11 even ths nuoclear
family has undergone remendous change
In developed swicties, as women have
ganed control vver their fertiliny. child
hearing has ceased 10 be primary fucus of
thewr hives Tiwday nearly 20 percent of

Technologreal innovations in the home
easily prepared fvods have allowed
greater freedom from ume-consuming
houne dutics but gt the same ume have
fuelled the demand for higherincomes. Like
Realmen. women have cume to depend on
outside emploament for finance and sclf

tions to provide :ome pervi- Dot [esicom and the number of women in the

sion of gr:ml& semrel. And Fing work -force has increased dramancally
concern heal Values, 1o, have changed, notes the
ul?uogem& as m:i‘l.?‘;l [;I:I-lu:? schd commission, Many people now beheve that
It reflects a very real anxiety about the of §there = pomoral bond ing & woman 1o
future of the faraily. The claim the family A i v B b
s &t risk Is of! made on the basis of two 40w men and wivmen have been unabie
i parjwo adapt w these changes in tamily rela
ﬁmﬂ'm — that fewer people are wonships and there has been a marked trend
ving children and that the t"d"m il towards single-parent families. By 1976,
of the family is changing. 47917 houscholds in New Zeland, or 7.5

structure

Mi
THE maternity services
committes of the
Board of Health is
reviewing New
Zealand's homs mid-
wife scheme, which
the New Zealand Homa
Birth Association con-
siders ineffective.

The commitise is to
make recommenda-
tions to the Minister of
Heatth, Mr Gair, deputy
director-general  of
health Mr Ron Barker
said.

He was commenting
on criticism from the
association that New
Zoaland's midwifery
training is inadequate
for the il

dwifery

* land and Christchurch

families,

. Further,
 owide.

starts

troduced with the

y

pervent of the wial. were mngle-parent

The commission believes that the comedt
figure could be nearer 20 percent as many

from the New Zealand of twent:
Increase(

need:
means society now har
expectations of parents

transfer of nurse train- I:qlmla.l.omli!thl_
ing from hospitals to bousework, and looking
technical institutes, Dr lsce on time and

Barker said. y, women have performed

At Wellington. mid-
wifery training has
been lengthened from
six months 10 a full

Waiksto and ot Auck-

next year.

“1 can’t say if the Is not flexible enough to allow
mew  training pro- there is litth
amme will take in Jor pari-time hours of work, othey
® midw " Dr which carry low pay and low
Barker said, but he felt
is was not too are also restricted by this
> xibility in em
“Midwives can work are three which all
where they plesse,” Dr likely to face. But certair
Barker said. “h would extra strains an(
appear most prefer to [ilities, due to (heir specia
work in  hospitals Jnces, and our society also need

Nuke ‘Fomilj may

one-parent families are
boarders among other house!

There are some cantionary § iy

Women lose theis jobs more

and in New Zealand wode

Plunket

To

BOG&+ Suppo# SEN{EQS

-“_f_-__ ‘QWPJ\Q!'\‘ SEP‘*C m\\e\“ ‘.0 i lq_ﬁ

Plunket's move into famlly support services

s ed f lea
2 :::phndn:t:tgem.p

By the end of the year, the
wciety claims it will be
Tﬂin] lz [T teams

cughout New Zealand
thm Plunket-Karitane fam-

support service has been
esigned to act as an extended -
“family™ for parents, offering
pful advice and practical
i to young parents finding
ifficulty in with

The statement describes the
e which operates on rwo
fired units staffed by
Plunket and Karitane
nurtes who provide help in

dly. home-like d

unemploved in the professiny, o mobile Karitanes who

collar categories are women
A Bnitish psychologist has

men in Britain tent 1o bebiev

visit mothers at home
PiLOT

should make an equal finan

won 0 the home and that me
with the child-reanng and hoWellington's - Porirua

With thewr supremacy n

“Pilot fized wunits n
and

lAuckland’'s Meadowbank

under challenge, many men have rrmeﬂ extremely suc-

second place in the home. Ueessfu
went loss of selbeing opened shortly. Follow-

with the

and similar units are

ofien leave orthodox family jing a nationwide survey of
Much woncern has been ed needs, six will be established

children’s future 1n the ch

scene, el lew aliernative ch Palmerston  North,

ties have heen found o repla

There are already signs thdin.
gements for children must §

jim Auckland West, Tauranga,
Upper
« Hutt, Christchurch and Dune-

“Mobile  Karitanes will
to operate in the Bay

rate of ofl

g bv voung §

Zealand has more than doyof 1slands, Tokoroa, Tlilh-pc.
1940 and 1976, and first .Knhmm, .n.g_ will be joined
psvehiatnie care for children § 2000 by additional Kantanes
19have nen hy more than xm“:ﬁ Wanganui and rurc]

same penod

One posuhie response 1o
seen by the commission i
action For example, there §
child care faciliues, better trd
responsible, and more sped
afier the physical, menial
health of children

hland.

“In the fixed units, parents
we taught many baunc skilly
like breast feeding, bottle
feeding. advice on behaviour

lems, weaning difficul.
tes, tired mother-upset baby
difficulties, family relation-

Another aliemative = 1o

return of the extended family A
a three or four generatiod

people that need not be ba

hicod  Friendship groups.

networks or common W'"““h'lp and sdvice an

be the focus for such family

COFE
“The service gives parents
to

‘cope better and is aimed a1

® Professionals and expety cyjing problems at family

bul they should not

lominate, beheves the commn

The commussion argues
(2]

Birthaahy
Midwife

THE Maternity Services
Committee is to call for
submissions on home
midwifery services in
New Zealand

The commitlee has al-
ready considered
preliminary papers on
the subject and it will be
4 major topic for con-
sideration by the commit-
tee at future meetings,
chairman Dr R A Barker,
deputy director.general
of bealth, said.

Some inlerested par-
ties have already made
submissions, and as soon
as the present project on
neanatal care 1s finished
attention will be centred
::l ubume midwifery, be

ho crisi point.
p between experts and thewr l:ﬁcollns
R e e A A R A S S A

s Gusrdian | Palmerdon Neetly

’nnd community level 10

t difficalties escalating

forward, according to

*The advice is friendly and
uncriticsl.

For some tired, over-burd
ened mothers. the chance to
catch up on lost sleep st the
unit or at home I':ik her

e-school children are cared
or by Plunket and Karitane
nurses is all the help they
need. Others need to spend
time with the nurses to work
through their problems —
time which the district nurses
or family doctor, may not be
able to spare because of their
work load

“The mobile Karitanes
have quickly established
themselves as one of the most
successful aspects of Plunket's

revitalised  community  ap-
proach to family health.
RANGE

“They call on families from
a broad range of socio-eco
nomic backgrounds, helping
mathers in particular to cope
with the everyday problems of
raising children and running a
house

“Families in  need are

nerally referred  to  the

aritane by a Plunket nirse
or family doctor who sense
mother s under pressure
Sometimes they will look afier
baby while mother is ill. Or

care for an  infant  while
mother manages the new
bahy.
PINPOINT

“By spending time with
parents. the Kantanes can
pinpoint  where & mothér
might  require advice, or

identify other family pressures
which might be asdvenely
affecting a mother's capacity
1o care fﬂr her child properly
“Now Plunket-Kan
lanes are moving out of
hospital swuations and into
the community as part of the
family support service. the
Plunket Society has decided
that different skills are needed
and a training programme for
future ‘commueity Kari-
tanes” is being sel up. the
statement concluded.

that

e,

aded In Falmerston North In 1959 there have beer

erm of

yoee's was consclous of the
s in family life and the
this was having on the
terests  of n. It

bas & scope for assistance to
thildren who lacked a parent.
laycee's undertook the task of
haugurating branches and
(here are pow some 36
hroughout New Zealand.

the hasi

ol

WAYS
There are many subsidiar
ways in which Birthright help:
ity families.
The majority are of limitec
means  and i or
Social We‘ll’mmlm

for the =
i ‘s nesds. Although t
ion has §

was

jocial  conditions made it
povious  that there were
amilies where the absence of
he it was  due to
preakdown of marriage.
DEMANDS

The annoal .-w shows
same of the ways in which
children are beiped. There are
bolidays and holiday camps
grants for food. clothing
tuition fees and the like They
are helfled with furniture,
e rivil i .- i

tional gnuu. firewood, help
with the section and othe:
forms of practical mssistance
A great many people help with
the supply and delivery o
such articles.

The principal help remains
ling. Many families

training s being in-  back-up services.” Joblems. For example, our societ)
— | number of migrant families
number, propomw all married including a s:'wln of Pac
women, are laki on L 2

et of optrates” Do Swioymest. T fuch famities are Waaly 0 xpetience
increasing, and there is a growing number  SLress in adjusting to our way of life, which
of solo parent families. le view in many respects will be different
those trends with alarm, t they  from the life they have left. t

are likely o lead Lo an unstab
for children and a greater incidence

ment
of child peglect.

environ-  [amilies have no close friends or kun in

and most '

scem to have decided that they
can help these families.
d:llmentou North  has

ays been to 1
such cases “;ﬂ::!__mm"
o note thet in the past %
the annual report di

TS —

come and go over a relatively
time and only a
proportion receive long-term
counselling. The people who
Birthright ask to become
counseliors offer sup and
advice to & parent. Branches
mever seem to have enough
counsellors and are always
looking for help in this area.
Birthright has constantly
locked #t its mims and
wn it ean fifil ire -
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HEALTH SERVICES

-TRENDS & FACTS

Nursing %
base gains
priority

-T
Awember 3. F}
[CRE! {
WELLINGTON  Hospital

Board members are plan-
ning a $75,000 community
nursing base for Miramar

A special meeting of the
board's community health
services committee has
decided lo ask the Health
l?emplrhmnl to fund the

Is are for a Lock-
e sited in Miramar
Central School grounds.
hlnat prassig for fende
a pi unds
for a Salvation Army hostel
in Upper Hutt. The commit-

Al yesterday's medtu.
board members
slow progress on utemons
to & mimilar communit

committee provided extra

space from the pext door
building, so social workers
and district nurses could

tee asked for for the

hostel last year. but was Board member for Kapiti,

turned down Mr D J Howard said: “It's a
Mrs Nan Caldwe!l, who disaster”

chairs the committee, said:
“We re-thought our
pnl?rmﬁ ed the b 1l
8 ase wi
mne for about 10
publlc health and ¢
ty nurses already servicing

“There seems to be a
breakdown in liason with the
works department. We're .
ooly talking about $3000 -
$4000 plete cost, and it
would save the bullding
sitting there wmnused,” Mr

Free service
===pushes up

| IS @ by LYNETTECOX Ty TRIBUNE

MNove mbser
g L L

“hospital use

MORE and more people are attending the Accident and Emergency department at Palmerston Nodh

Eﬂtﬂ-u\dmdﬂumshhhmlm Since 1969, tinnumhuroip.opu
treatment in the department has risen from 25,000 to 38,000 a year and hmplulammdic‘l
figures will continue to rise

Medical superintendent of the hospital, Dr
Tony Poynter, told the “Tribune” that the trend
was slowed for a time after the introduction of

mm‘row w‘n be the testing
for a Social Welfare Depart-
ment adolescent support unit.

The Minister o’ Social Welfare, Mr
Gair, last night said the unit
introduced a pev: concept of support
for young people leaving the direct

#et up at a cost of $110,000, oo a

| three-hectare property mext to am

dOCtOI’S e

léeds %

e"ﬁare wi

existing | family bome.

The aim is to belp former members
of the “family” to bridge the gap
hehmen ]uvmg the bome and Ilvmg

dently in the

The H.mmm family hornr “has
been operating for nine years,
catering for disturbed children
regarded as unsuitable for placement
h: e:tbq' foster homes or

Iircairuunmmdw'
face coosiderable

idens role

dﬂhnlshmﬂnlhwnthefmn'
bome environment, with its dos
ra:ul care and control, to
lbemtvs in a flat once

rt working
Pru-mru often de!'r.rm':d th
Wachmm younj
during their family bom
Mr
scheme will be carefully monitore
for appl.lnh roond b

Gair said the results of th 4

the Accident Compensation Act, but by 1977
another sharp increase was noticed.

This followed the opening of the new Accident and

Emergency department (A and E), which enabled the
W pve an d service

“Between 1969 and 1974, we had fewer doctors looking
after A and E, le bad long waits and condiuons were
often unpleasant.” {c said. “Now we have & bnght, modern
depanment, more dociors and an umproved service, and the
time has been reduced ™

factors

|
Dr Poynier attnbuted the increased attendance w three

futere

of the A and E department

these childres

eountry.

ECI(]

@ The improved efls
® The roster sysiem introduced by many city doclors, whuch
resulied in patients having o make appowntments i see their
own general practivoners.
@ Economy.

According to Dr Roger Ridley-Smith, the chairman of the

m co New Zealand General Practitioners Society, more and more
e ;:"ﬂ:;‘-.&'“m*, hlﬂlll l.hedm pwpkthmu;houtibewuujrmmmeofmnll)
hdsndmllmhu many E peychiatry arefor  The editor of the . Profes- udepnrunenu He said the “"overnding reason” was the free
z mncmm yester- ﬂ.
hmmﬁthm a surphus of doctors and, at Jeast in FEES CHEAP
i tbe New Zealand Medical Joursal L Fo i J i By ‘:m““m,,,‘,m | Spkingfrom gy s Welingon Dr Ry S
this modth. o e sonhospital by officers of the Health ey kwuldmmuew“memhywndlubn'
“The health resources of the preqtment and community health L ”-su: ,h“'“u ur-oll resources inwo a hospital
out of balance” it bave  been dramr of the Is YUH. PORL: - JORL
eountry bave got division, Dr R Dickie, the | building what can you expectT" be asked. He said people
H“ﬁtmswu\tmm “Better health management st exvess beds were hm.l:}{.h rural : ﬁmmm;o-m.m#wmm&?:cm
Bospital beds, Tanging from a 46 per’ pre-doctor and primary medical bospitals BHCI B o1 medical fees ch B - were still

Plunket’s e Hospldls
changing ** Face it

" °
A

number

Naturally many
accident and emerge

NOT SURPRISINGLY, ¢
New Zealanders are mj P
gomg totheir generalpt
ency depar
people aib
38,000, and prediclion injury is the first time, and we like 10 sec them again. But in

cheap by world standards.
Dr Ridley-Smith said his society had recently met with the
Minister of Health on this matier.

Dr Joan Mclniosh, head of the A and E department at
almerston North Hospital, is making attempts to reduce the
number of patients who return to the department after the
initial treatment.

“But we do bring some patients back.” she said. “With
cases like injured knees, we cannol always see how bad the

cases of wounds and bumns, which are slow 10 heal, the
patients will have 1o go back o their general practitioner

emphasis

PUBLIC confidence in the ideals and service of the Plunket Society has
always been unwavering.

Yetthere were genuine misgivings among some stafT, former paumhmd
well-wishers when the society decided last year to close its six Karitane
hospitals, and replace them with smaller family support units,

It was feared that the special needs of mothers and babies to which the
hospitals had catered so well over 71 years, would suffer as a result.
Doubters saw it as a withdrawal from the Karitane tradition, rather than a
renewal.

However, Auckland's pilot family support unit in Meadowbank is
claimed to be a great success. In its first year it has helped more than 900
mothers and well over 1000 children, which is more than used the old
Karitanchospitalinayear. A State housc isnow being prepared at New Lynn
for a second unit.

By March 1982, the society expects 1o have 46 units operating throughout
New Zealand.

Government disapproval of what it considered unwieldy financial
methods in the old Karitane operation, played an important part in the
Plunket decision to restyle it.

emonds

cases which cannot
justificable one — that
there because it COStS'  Onan nv:n;tMond.ny 170 people are examined by the A
«, Thechairman of the and E deparument of Palmension North Hospital, 20 of whom
Tudley-Smith, of Wellin are admitied. An average day shift is made up of one or two'
wver-riding reason ma| dociors; two regutered nurses; two student nurses and one

'Ewn er:eral ;;r:c;moru earolled nurse. NOTHING TO DO
vailability o 'm‘ hmtﬁymuﬂwnhtﬂﬂmlm

'I\l"e émt';‘l;rn mynue away, bul sometimes we do refer

Jnsp! al, he said. | the ress of the
Dr R'dle'.f Smith Dr Poynter it was difficult to p!edm the number of
Iundamenta! reason f ients who would p during the course of
+ “something for nothi a weekend. “A and E can have 50 or 60 people there one

service should be free,, Saturday afiernoon, lndu?lbcrme llmc ullhcuobnd)
\gt appear to be keep there - vm;oﬂ:cmenand are d with
nsiderable amount this will show ihat b sy
ations, forenmpll at wrfﬂlfhnm“n hn?':m:n lotd‘;u;ll :.nd
any people feel that | ll'lth.ldm1httnﬁ:rlh¢ duction of the Accid

, 4gessing put on a burn Compensation Act, the figure would have heen far higher. '
~a doctor, and pay mon Referring to his graph of attendances he said: *“The way the
The number of pﬁo&n rising we could have expected it 1o have reached
seen as an anti-G.P. sd 44 now . i)
"To some extent the use the people make of medical,

B O g o o] services relaies 1o what s availabic 1o them. As & population

(A1
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THE 20,0001k New
Zealander to gel & Medic
Alert Foundation bracelet,
Mrs Japette Cooper (right)
of Lower Huti, receives it
from the Minister of Health,
Mr Gair, in » special preses-
wation im iz effice
yesterday.

The Medic Alert Foands-
tion., which began im  the
Usited States io 1956, was

Mished in New Zealk
= 1962 It b spomsered by
the Upper Hutt Lions Qlab
and supported by Liens
Clabs  threugheut New
Zealand.

Its bracelets eoable peo-
ple with hidden medical
problems te have these
communicated Lo docters ia
emergency.

The bracelel ean alert 2
doctor o the special peeds
tof someose whe falis
snconscious.

It has the cooditiom en-

aved on it and gives the
vundation’s 24-boar tele-
phone mumber which the
doctor can rimg te get full
imiormation abowt the per-
sen, who has & cede mamber,
als engraved eon  the
bracelel.

The bracelets are nsed Lo
indicate more than 200
conditions, ameng them
diabeles, epilepey, bemo-
philia and asthma. Allergies

T all snete af thines sre bee

TOOMINIDN Novembes 11, 1919

Spotlight on
the disabled s

1N our midst

“would often have w sy

by JUDITH TUCKER

CRIPPLED Children
Week started ofTicially
yesterday - and loday we
start a series of stones on
the aims and activities of
the Crippled Children
Society, the programmes
it offers, and the people it
helps

Thas changing image of di-
sability paraliels the growth
and change of the Cnppled
Children ety

In 1935, Sar Alexander Gil-
lies, & noted surgeon, per-
suaded the Timaru Rotwary
Club 10 establish a Crippled
Children Society w help chil-
dren sufering from pobo.

In 44 yeary, the society has
expanded 10 32 branches and
cenlres throughout New
Zealand and the Cook lslands

In this Inier | Year of
the Child, Cnppled Children
week centres around the May
theme - “The Child in Work
mnd ¥ocanon ™

We will ook at bow dua-
bled people face the problems
of work vocation, and how the
socicty helps them

Not so long ago a “enppled
child” would have been
thought of as someone who
walked with 3 imp or had »
crooked spine

Today there s no common
image - people sulfering a
wide range of disabilives live

d memben of the

I works for children and
adults suffenng all rype of
disability - from enppling di-
scasen o emotional
dusturbances.

Ficld officers provide the
base service of the society
They | disabled people

Pre-schooling training.
specialist  care,  work
placement and assessment
schemes are all provided 1o
help the disabled child grow 10

independence

But it's pot all hard work
The society supports recrea-
tion progri €5 FANgIng

S(\"\Emhgr
al,
‘a9

socety and, where possible, in
the economic life of the
country

® To bnng both parenu
and child new hope and con-
fidence through understand
ing the facilities and services
available Al the same ume,
the sociely works o remove
llmud:t which often prevent

isabled people from entening

from lewsurely crafl work 1o
adventurous acuvities like
nding and skiing. These ea-
penences develop individual
skills and mnstil confidence
Adults. 1o, benefit from the
BOCicly's services. Assistance is
provided with such things as
car purchase loans or altera-
vons w make a home

and their families on medical
scrvices, schools, recreation.
vocational training and ali
aspects of daily living
A great pan of the society’s
funds s spent in transpor —
school. 10 medical centres,
camps, workshops and on
ays. Without this help »
drabled member of mily
-

CYSTIC fibrosis children Pall Walklin (left] and Phillip Jarmen., use the
respiratory machines donated to the Cystic Fibrosis Association by the Tinakori
Lions. The machines are used by the children three times a day. with distilled
water or @ dllunng nm to thin tM luucus in th-r hng.s Valved st over $100

each, the

ﬂmhwmm*“fm“ " _w

{holdlnu Pnll

. P

The society 1 conunually
changiog womeet new needs A
recent development s the first
Disabled Living Centre in
Lower Hutt Run by duabled
people for disabled people,
the centre provides socal and
practical services not within
the of the society

Similar centres are now be-
ing sponsored in other areas
and it i hoped that one day
every New Zealand com-
munity will boast one

Concerned with the care of
all crippled children, the
sociely nes.

® Tosee that every child has

the earliest possible treatment
d of his or her disability, by

providing ready access 1o
specialist [acilities and ensur-
ing the most effective. co-or-
dinated care.

[ ] 'l"o bdr ?I!“BJIM’ m:

the child’s special needs and
the physical, mental and
behavioural training neces-
sary 1o hus or her welfare. Pa-
rents sometumes want to sposl
a disabled child but without
training for normal behaviour
and rehabilitation, physical
care is incomplete.

® To ensure that every
crippled child has a sound
vocational education ld.l.pw-cl

the community and force
them into “disabled ghetios™

® Topromote an atttude
among employers which will
bring sunable work on a sound
economic basis within the
reach of every cnppled child

Emplovment for severely
disabled people 15 generally
oblained through sheliered
workshops and other schemes
Skilled p(orlc with walking
disabulivres find n difficuli w
actualh get to work and intoa
place ot work

The society hopes even-
twally w have work areas for
disabled people within facio-
ries, organisations and
deparimenits - instead of
scparate from normal life. of-
en n depressing
wurroundings .

® To rebabilitate phy-
sically handicapped people
and help them lrve within the
community

Developed countnies all o
often shut away their elderly
and their handicapped peo-
ple. These people are ciuzens
and have a nghtful place in the
community

The Crippled Children
Society 15 working 10 make

aces svailable for all disa-

ed New Zealanders

Children can and must
learn 1o cope with their di-
sabiliies and 1o become as
independent as possible. This
requires special teaching from
professional stafl and com-
munity understanding

The society believes there is
little point in encouraging
children 10 be independent if
the ounside world prevents
them from BCUng

1o individual req
This helps children 10 rise
above physical dusabality 10

take their nghuful places in

This hnppe{u N MAnY Ways
- lack of accessible public
transport, architectural bar-
riers thatl prevent access 1o
buildings. musundersianding
of various disabilines, and

ladance 1o hire dissbled
people.

if community supppon u
combined with specualist ser-
vices such as those provided by
the society, disabled children
will have the chance 1o take
partin the world around them

There are over B00O disa-
bled people regisiered with the
society - babies, teenagers,
r‘mq adulis — all of whom §

individual desires and
ambitons. #

Drisabled adulis are also the
society’s condern. Many
rehabilitation workers,
teachers. therapists and

counselion, as well as trammung

| faclines. workshops, pre-

mohmal Senimian menrradand U
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HEALTH PROBLEMS "CHRONIC DISABILITIES

Hea Wek

WIS WEEK (October 7-13) ks Heart Week end festures the theme
“he following extracts are from »

“THE major advance in the preven-
tion of b | beart d

talk
R Hay,

ienl &

the

ThE TRIBUNE . Nowembe, \\, =19

s, Crafh 4 Care

of the

by
n

Dunedin on Beptember 27.

DOMINION , Dckober O, 1909

“This results In a diel which bs

Pafents

P higher in content than the tive and some exercise |
FoEEL o aes rEmERAEE  Sf
unisa nst ru or countries. And because our when overstate the case -~ - L that * €
measles, which in -.m ture has become lesz wil talk i't:rqmmpk. of mnﬂ *RQTLHF‘T s ¥ac onky h‘;dc::? claims Elsic
preguancy ean came eongenl nisation and less physical runvers pever suffering coronary atients cannot lears 10 S0 o X o munit
defects in the child U ¥  activity, obesity Is a common Aattacks and having almost complete ing. one of the most dedica unity
this has led to a reduction in the preblem. 144 per cent of men aged from them. I believe that Volunteers in this city.
w.ﬂ with congenital 29 were 20 per cenl overweight the benefits of exercise are derived — -
disease and this has bees  and 5.3 per cent were 40 per cent  partly from the pleasure and F“mp.uwn:guth:,ﬂm run three
in surgical units in New  overweight. Women reached their rel which it induces, and and craft groups i’ ewburb‘.m%wo
Jaxhad e I am pol  peak obesi in the 50-64 because the person who takes Al sges, including the disabled, a range ©
gaggesting (hat rubella is pecessari.  group. of which 17 per cent were 20 pride In fitness also looks after A,
ly the mijor cause of congenilal per cent, and § per ceni were 40 per  otber aspects of his bealth. When the skills. e o ashes Ghem 1
dineaze, bot. for the present it cant L exercise ceases to be fun but * friendship, and
is the main preventable cause b more a punish and valve of friendship, and
“What this s s that then | doobt whether it fosters an atmosphere
our diet, like t of most other E’mm o . care and understanding
Disorder — == siw sum b =0 SRS amcag the peaple who s
more 30 — Is sort 2
which o a level of s - The pnn,hld';
fever and ts eardi y di and this Is what mggermg Taksro, Hokowhitu an
tions is another disorder in  we have. Ii is too high in calories zzodSmet_ for two-10
w progress has been made for our emergy expenditure, wvery -bour scasions.
§ mhht.cgl-ianl.w.-d *You may have seen President They are run in church

“The fact is that sal and hyperten-  alcobol Carter, already beset with populari- halls and communily
sion are closely linked and a ty problems, staggering to an centres, and include solo
reduction of intake appeals as a - - wndignified end in a community jog mothers, ~ bousewives,
preventive hypotbesis. s’cken’ng o ooty This sort of lhing widows &nd widowers

worries me becavse although the .

“Like many issues In cardiology President, | snderstand, does carry . "¢ snd for the disabled
we doo’t bave proof that interven- “We are a fat pation, we admire  Oul daily exercises, be was clearly > EVENING
tion will succeed, though trials on  fat babies and I you are pot Dot fit for what be was trying to do eS STRMDAR
the St redoction theory are ln  overweight you have lite chamce of 98 (he particular Gay. We ace e njuri Qre Wetarbns
salt to hall our usual quam.lnz for that matter l:.ﬁ'm community jogs in New Zealand and ARAPLEGICS are worried by the number of spinal injiines "M
would cause no adverse effects, rugby Leam. Someone should do a  €very time ooe s beld 1 feel sused at rughy and soccer games in the southern North Island. | :ome to
would be acceptable to most of us  follow-up of ex-All Black forwards ~ coocern that someone is going lo At the annual meeting in the city of the southern North
— much more 3o than a low fat diet,  and see they have fared with  come to grief because be or she sand region of the Federauon of Paraplegic and Physically |4 quite
and may belp to keep blood pressure  their bealth in later Bfe — I should pot haye attempted it hsabled. members said (Bey were concerned about the |atisfac-
at wouldn't mind betting that they umber of deaths and injunes in the region. sny

“Trials justify an a jve have had more than their fair share In the past year there have been four deaths and four people |
attitude toward dru mm of ©f arterial, diabetic and arthritic dmitted o the Burwood spinal unit. Chnsichurch, from the | time to
mild blood Ifu the lems. Our young people wallow Maor‘s suthern North laland. Most of these were younger than 25.  jrom 'hi:t

w 2 y“?:_ alcobol and our beer intake at 131 Congratulations were extended o Mr Michae! O'Bnen jme 1
e, lm?;kww Rires:or over 30 gallons per aumum Masterion), who was the recipient of the Harold O'Callaghan | ke tme
kyperiensive in the W&;ﬂ; for man, woman and child in ~Maorts smok kil e femorial Salver, awarded annually at the Wellingion lhlld-rtn

them country is sickeningly hi e yery ssociation’s dinner for achievement. -

o 9818 Frag s frestment, = = e In almost all age groups more Maori  Mr O'Brien became a paraplegic in 1974 after an iliness. At ﬂm:l
“We peed to condition ourselves ~ WOmen smoke men. OVer tWo ya1 suage he was a panner in 4 newly-formed building

c and our children, toless  thirds of Maori aged gnnershipand now with has built the joinery for his | dar un-

Oﬂ'ectlon ‘sweeiness’ in our diet at between 30 and 35 are smokers . home on a hillside secuon needs o

consumption must be and M;ﬁ“ is one of the highest During the carly a.,:,orhi; treatmeant at Palmersion P:orlh i

P s e s . S S oo S o i |
Hre ing a0d _case-fioding imals and excess _ “We are faced with some obvious A3 August 19, 1976, the Wairarapa branch of the
pobcy.mdfwtbemﬁdueam.“‘; fat should be trimmed off meat wm-mmmwﬁz‘ ".".'“?‘ Iy Dusabied A B e forsaed. Lt ik

WARE i women, those in v e
eorrection of food and salt excesses, bﬁmmmw mﬁ‘ gy e skilled occupations, but social .“";%I“nh'"ﬂ"mhr becoming s degic: KiF bind. ’hf.
e T o o V1ot b i s Slar B g 48 B T e oy o e Rt s
iy _tu ml:m "':_.“M“"l m‘d of ourfavour. ports gatherings and at his first aticmpt at competition Wok be more of
take first priority for the milder - “Life expectancy for those over S e Ssinars
case. “We agree 40 or over 60, that is, in the years

“New Zealanders eal too much Me:uhm‘?;; when beart disease takes its main 7 oomwion June 38, 1879
Their diet Is very high in fat which  starches, fruit and vegetables, and N’-i-m.nrdnhunlym
for most adults is the largest source nnppcdpunu-ctm over the last 80 years The gain for
of energy. Cholesterol intake isvery a lower ty to men aged 40 s oaly 2 years with no e ren
high, the medium intake for men in  mutton on mene, with inclasion change at all since 1955
their twenties is 670 mg per day, of more chicken and fish aged 80 can now expect to live
while women consume products. another 16.17 whereas in
e Vs o e eae: PUES pressure

have done

“To put these B z Botter, She
tive, the so-called ‘prudent’ diet in Pride being 16.54 years in 1900 and 10,55
the USA cootains about 300mg of years in 1977. Indeed, if we knew
Choleterl pe day 10 we are well | “The quesion o te sle ol fond by women were ingrer wod 1ot (f)f] WB a'l;e

It aets the heart info fop gear ...
) | DOMARDN MNovember o, 1914 SYDNEY urdimhmﬂ:?'“ww 1;“‘; ﬂ?
— surgeon Mr Douglas Baird yriher ™

pge age of the popu-
pacematiers culd rise from %8

patient .
pacemaker fitted to alter likely to be a kg
h‘umhmutowi'l_hgumhdua:m
sn instrument held N en with a 4.1 per.
ool e et s md =
Mr Baird recently fm- | St T e
planted  one such roup of 5-16 years.
pscemaker in one of his nan sald there were
patients. t effects on the
Similar devices ars ',Mmmﬂ-“h
stocked by medical BUP- oy cogts and de-
pliors in New Zealand, but . paith care and the
so far none has been; of rescurces within
implanted. ¢ health system.
The patient has &

choice of four speeds
from 80 to 110 beats =
minuts. After doina tests
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MS -DRUGS: ALCOHOLISM

THE DOMINION Concern af incidence of m&cesswe_ deirking - WNON 16 10 1]

Imsorpareting the NI Tiees
FRIDAY

JUNE 1, 1978

THERE b an alcobolic or
heavy drinker in pruuc;‘lz
every Palmerston

streel.

The demon

drink

PARLIAMENTARIANS could spend their time
more fruitfully examining the liquor outlet
trend rather than debating a call for a
return to 6 pm closing. That call for a retumn
to the pre.1967 days came from MP Mr Trevor
Young in a notice of motion to the House.
Mr Young, before entering Parliament in 1868,
was general superintendent of the prohibition-
ist New Zealand Alliance, of which he iz still

, a member of its education trust, and is a
patron of the Soclety for the Promotion of
Community Standards.

To support his call Mr Young referred
to a Health Department report which, he said,
showed that the proportion of patients ad-
mitted to psychiatric hospitals with alcohol-
ism or alcoholic psychosls had risen from
three per cent in 1966 to a current 7.6 per
cent. This had happened since the change
from 6 pm closing and through the extension
of liquor facilities in recent years, he said.

Mr Young's concern over what is a major
rocial problem is commendable; his logic
however appe rs suspect. To heap the blame
on the more liberal drinking hours intro-
duced in 1967 is surely over simplification.

The rising alcoholism figures cannot be
taken at face value. They reflect a greater —
awareness of the alcohol problem leading to
sufferers being detected earlier than in the
past; they are boosted by a growing ac-
ceptance by the medical profession that
alcoholism is a disease and that the sufferer
demands the same consideration and treat.
ment as would apply with any other illness.
Nor can it be denied that the stresses on the
individual of today are far greater than in
the past — there are Increasing victims, some
falling to alcohol, to drugs, others limp!y
drop out. Organisations such as Alcoholics'
Anonymous have extended their helping!
hands; the Liquor Advisory Council has em.'
barked on extensive education programmes.
The discovery rate of &, postical

This fact has emerged
from an ongoing research
rm)nc( of Dr Lewis Bieder,
ead of the Palmerston

North Hospital's de-
toxification and clinical as-
sessment unit.

The wnit in Ward § §s
staffed with three doclors, a
team of nurses, a
psychologist, a social worker
and other paramedical
stafl.

Since the ward was

in April 1976 the

{f have made a point of
noling* where each: patienl
lived in theecily.

A pin was placed on.a

mpofthedlymum

mg to each palient

address. Clusters of
appear round  boar ng-
bouses, workers' hostels and
in the older sections of Lhe
city.

“It has been estimated
there are between 50,000
and 55,000 alcoholics in New
Zealand and possibly a
further 100,000 heavy
drinkers,” Dr Bieder says.

The Incidence of beavy

drinking is of L concern
to those who with the
problem.

Last week the New

Zealand Medical Association
announced that it intended
to stress to the Government -
qurgency ' of - vthe, needs 10

'mtml excessive é.rmk:n; :

Dr Bieder is very much ia
favour of this move.

He agrees with the recent
comments by a Christchurch
researcher, Dr Morgan
Fahey. Dr Fabey crilicised
“booze barns” In an address
to the New Zealand Wine

accept | mnmenl. is half the
battle,” Dr Bieder says.
The questionnaire and
blood tests are now used as
a ruuunt procedure in as-

Institute and appealed for
more sensible  drinkin
habits like taking food
alcohol.

Dr Bieder would like to
see the English corner pub
introduced to New Zealand.
He decries the loud music
layed in New Zealand's
goou barns which prevent
people from talking o one
another.

“When they can't talk

there is mothing else to do
but d.n.nk. Iw saxl..

- .

*Z- Research '

As head of the detozifica-

THE DOMINION

ncorporating the HI Times

SATURDAY

JUNE 2, 1979

set our humanitarian sights too high.

who come o
Ward § for treatment.

Patients admitled Lo the
detoxification wunit spend
only a few days in the
bospital. There they are
“dried out” and the degree
of ther problem s
assessed

A beavy drinker is usually
able to stop drinking but
alcoholics may need profes
l.'m:_'\“a;:1 belp for a prolonged

period.

‘Dr Bieder Is studying e
incidence of colour blindness
in alcoholics 1o determine if.
this' could be a’' possible
indicator of hereditary fac-
tors in the disease

The

MROB‘BN

Costly pills,
potions

THE WELFARE state,
political parties subscribe, and which the
electorate regards as sacrosanct, is in real
danger of collapse. Nobody wants that to
happen. New Zealanders accept a social
responsibility and wish to go on doing so.
But the truth is that government welfare
services have reached a non-sustainable
level. It mightn't necessnrily mean that we

to which both major

measure is not whether our ambitions en-
compass socially desirable ends, but whether
we can afford them. The answer is that,
at the present rate of expenditure, we cannot.
The exercise to which the Government must
address itself is how to curb expenditure
without ruining social performance.

Mr Gair, the Minister of Health, is
obviously about to apply some surgery in
his domain. He has been dropping hints
These have provcked angry responses from
the Labour Opposition, charging the Govern-
ment with wanting to kill “free” medicine.
It isn't free at all, of course. Somebody
has to pay. As a principle it is right and
proper that health should not turn on an
individual's ability to afford it. The trouble

Prevent qver:
doctors Advi

mm\mm HM S \C\-ﬁ
DRUG overdoses
halved U doctors wfnud In

prescribe for
ﬂ""“‘rﬁumu‘”““m'"m'
A says the money
spent on some drugs in New
Zealand

People who paisoned
selves with this kind of
were also less likely
mifering from &
psychiatric Mness.

fs Increasing. Many wh EVENING gH NMRD ‘lh “,11

u-ud.-mu
vulnm. mogadon  and
Hbrium.

them-
drug

to be

particular
cdearcot. However

~me'rind, 1h8% aciues iessons on mow ¢
1o deal ml.h the initial contact on
arriving. restonng clam, discovering

paire honestly they can be
told that the blood test
s.huw: they are drinking

Geuin; to
admit the pmblem and

sed

that

cludin,
ipzepines) were pr‘-

l:rlhad.uvwdomwdd

Dumestic
cut by hal

Dr 1.-:-:: d the nrutﬂm Lessons fo-

with tranquillisers other than .
benzodiazepines was less “12. dl(!_ &
said it would be bard 10 find a detinite
patiern, “except that it grows less
common with increasing age”.

not have been identifiedrHE HIGH Recruits learn the likely forms vhnllhepmblm;.n&d the Domestic peobleats appear 1o be the
tistics. o domm,c vl ,, rcing of conflict they will face wheo atiend-  options open 1o deal with eac s - e ‘“...”ﬁ'h',‘l" T
o police to taken a new line of 8 "mhmr& divideal e il et Ao Sher memsitiet and police
ul'uﬂa mm{'gm:? ’“wh to-the problem. on possible causes of domestic  in the sessions. and referral options — "‘P"““":: are coping with the in-
BeAshec, b ) importance of mediation,  such as the family doctor, a minuster of TSNS T 1S e “""“: “hin th
education Police arrivingatthesccne o and the use of variows referral agencies.  religion, church or social services, A specia m: ¥ “"“k ety
R incident can now 1o Chiel Superiniendent J, Jamieson. Citizens Advice Bureau, Pd":; training direcorale i
Sir, — On October 10 be armed more effectively than before  girector, traning, at Police National  the National Society of Akoholismand ¥ ‘u"m“"“m""mh‘d‘“‘b’ borepnirie:
blished a reply from — not with firearms, bul with more  Headquanten, believes recruits should  Drug Dependence, the Socal welfare T2 1% J
E o Riter al i w‘g pehycology skills, and in- b awsre of the il De the Mai Grid law enl'ol'-ucu?em mgencies
“*&hhﬂ. training. of face once they are "in the field™, and  Council, the refuge centre for batiered u‘““:"‘;"“’ 'hz“'f:[“':“d ‘:l"‘hu“;
uwc & large proporuion mwup:ddibue wives and associsted support groups - BMOG SLEMeS herames 2
bmpottant violence reported to the police invol ol ile i mofe  are b Literature, nformation, innovations

domestic nolence, more ume is bein,
devoted 1o this aspect in police

programmes.
“:te . detailed bulido'n of

com rlr:hc nsive b«:t;ml ad l'rmu Mr

um.mcwrl lﬂm dm

are md: use of police
vention usually defuses violent

and experimentations being carmed
out by some of the larger police
&Plnmmuul that country.

*The better, more professional

amieson said while all these
inter-

n.:‘mmmm d Somiengic o police forces in the United States are
t fig ! D coutes. Tocruits are  ~There are will many people who

that drug education takes q@yum.ﬂapmum-m m‘:;‘_ e Braaets. o -hold basc mapect for anthariy, ad U advancod in this area und we are
lmnfvh } Cer- Y, is on the rise. From tion, bow sociefy ope-  therefore this kind of mediation inter- W"""""ﬂ“‘: reebiginty
rl.lnly the schools have a 1966 there has been & massive increase nm,udlhc o some of  vention - o bowa mdlnoknuﬁtawunwthemh:r:
muwy,wm-_-mmmvdm»““’ the likely causes of disputes. Role  should be handled — # very ofien the ;'r' i pung

ng Is to develop drugi lﬂmdﬂﬂ\ﬂ-‘n‘i between thes and  j,ying " and acting out violeat sortofcatalystneedediob to T Eeliovas N Zeatand pokite
n&w as. ! D:a_ﬂl P Shee e dommbgn:'mghphn the situation.” . iy ey “ﬁm)
a8 Sbeer :mpmg:;tu;; early trends this year she show that " LIPO p:'l;‘a__ﬁ TR m"m'“"m“"h' e Fui;  of those in use overseas But, he
now widely recognised, how- wzn:m:."m“m Mip D :dn‘.lw the different paru of .lmnm-dnhnh:u?‘: l:,’,f:::d “I think all of our training. whether it

u:dmu.mmnn

» domestic dispute, ofien
Irlththlmiephmhlqnd»upd

assist individuals to make .,r 3

B sothat

mhd”d

Most police

between IO&' .m.and | a.m —coincding
with hotel u
ahomnlfupﬂuxmheuﬂedbwkw

h*uw

be unit studies or at the college,
sreonly as good as it 8 reinforced by on

res. He notes that it s the job training - .h.d,..ulmgmul

dummh_hnund.u._‘ e iy
mm mid, mserviewed this lbe on  repeated “"I'heP;n!y ;“ :m P“'WE
He said wraining also invoives com- Mmaonmkmnhw ":Fnymwb)‘ nindrmwru\:-

and Ms 1§ hand experience.”

rteie b m—— =
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SOCIAL -HEALTH TRENDS IN N.Z.

Health, politics and a week«

suﬂdn‘j i Decerer 16 Arh |

by The Boffin
CANCER, heart disease and many birth defects
have environmental origins and are therefore
preventable. We often know the risk factors
and could eliminate them, or at least drastically
reduce them, by simple changes in human
behaviour.

Instead the opposite happens; cancer and heart
attacks have reached epidemic proportions in all
the developed countries,

Part of the reason is that we have almost
eliminated some of the competingcausesof death.
If your life has been saved by penicillin or a tmely
removal of your inflamed appendix, you may
succumb to cancer later, but thatis not the whole
story.

Dl‘:ring the long course of human evolution we
have learned to co-exist with most of the chemicals
in natural environments, but the industrial age has
changed all that. We now turn out thousands of
new syntheticchemicals, someofwhicharecapable
of changing the fundamental nature of the pro-

kyes on

O By

By SALLY FAULKNER

TRADE UNIONS are keep-
ing a close watch on the
part-time activities of Na-
Uonal Bank manager Mr
Spencer Russell

Mr Russell 15 also the
chairman of the Wellington
Health Services Advisory
Committee (Whelsac). a
nine-month old, 20-member
commitiee — made u
mostly of prominent beal
officials — which is working
on a total revamp of local
health orgamsation

Broadly speaking what
‘Whelsac aims to do is get nid
of the Wellington Hospital
Board and the Health

heaitn planners

teins controlling the growth of celis. Some of these
mutations sre cancerous.

Whydo wegoon produc;rc\g these things? Whydo
we smoke cigarettes, which are responsible for
about 20 percent of all cancers? Wiy do we
manutacture and distribute 2,4.5-T which has
been shown beyond all reasbnable doubt to cause
defectsin unbormn infants due toitsdioxn content?

Political considerations come into it. Govern-
ments collect a lot of revenue from cigarettes and
alcohol, which are potent health hazards. A recent
cost-benefit study in Britain showed that in the
long run the abolition of tobacco (if it was politically
feasible)woauld costmoney, T he productivity ot the

ple whose lives were saved and the saving in

ospital costs would exceed the loss of taxrevenue

in the short term, but after about 20 vears there

would be a net loss due to the greater number of old
.

.people in the welfare system.

Public concern can be allayed when manufac.
turers of chemical pollutants ridicule the evidence

He speaks instead of a appointed experts
“slow rationalisation” of fields like dentistry
jobs over years — and pediatrics
perhaps a breaking-in period
when the health rd co-
exists with hospital boards
and district health offices.

A tentalive date for the
establishment of the bealth
board s early 1983.

The board will aim at a
community-based and
:rewuuiive .approach (o

ealth: co-ordinating the
eflorts of existing voluntary.
service and  government
groups heard much about what

In line with this, 1t will
have wider control of how

Zealand,

Northland
The idea for the
experimental schemes

advisory commitiee
year,

meetings behind

the pipeline

against their products on the grounds that it has
been produced in laboratory experiments on rats.
using larger doses than humans are exposed too
What are they suggesting? Should we carry out
expenments on humans using lower dose-rates
and waitl 30 years for the results?

Action can be delayed by the long time interval
between exposure and the onset of disease. For
cigarettes this can be 20 to 30 years, and up to 50
years for asbestos. It is hardly surprising that
epidemiological studies are not good early warning
systems for new risk factors.

Industrial workers on production lines are more
at risk than their bosses who work in office
environments, as compansons of death rates for
ditferent causes have shown in many countries. In
reneral, workers arg not told what chemicals the
areexposed to, and in what concentrations. Diese
fumes, for example, are about as dangerous as
cigarette smoke, and asbestos workers have
abnormally high death rates from lung and bladder

_Plunket’s

and

Wellington's health board

will be the first in New
though a rural
equivalent is operating in

two
Was

born out of a government
last

Till today Whelsac beld its

closed

doors, 3o the public has nof ’
“the '80s
Bul Mr Russell reportt

MR RUSSELL . . . planming

money i3 spent
Existing bospital boards

“lively interest” among doc

tors and other health groupTHE Plunket Society 1+ 10 boost nurse in-service

Department’s district offices  poaith ice revamp  Are given funds for with representatives on tMeducation and vaining in 1980 with projects to-
for Wellington and the Hutt, o oo Specilic projects. bul_the commitiee. talling $55.000 from grants and beguests
and replace them with a wvery dilficull personnel bealth board will gel a edm mmln;;ltﬂwn;sh?:l-l
“bealth board" problems". single government grant lo sttt : The society has decided  from birth to five years
It s a daunting task, and  Bul he is adamant the spend as it sees fil Eroups Lo make SubmIsIont shat during the next decade  The socicty will also em-

in Mr ¢ tee won't be h

The board will have some on

ehe which raises,
Russell's own words. “some

al
health

oul redundancy polices.

-OvVer

elecied members, and some

RQ Pm"\' \‘)lli ans

.‘_T\t:\fel

centre

By BRIGITTE SPRENGIR, Meolth Roperter

HEALTH centre proposed for Newtown residents aims to offer all medi-
and paramedical services for -a low annual fee, regardless of the num-

r or nature of visits.
POMINION  Tuee V. 19779

[ e ; thusi to give the go-ahead for a community healthio ac-
"rban hea”h s ﬁu“mwﬁ" service in Newtown. [t has been, and re-‘:’i'ﬂ
m_ﬁe Wellington mains, a controversial issue. Part of ‘h"ridu:

e . 8" Board for its spproval” Mr| opposition stems from prejudice against

REORGANISED urban regiotal

reshuffle n

centre was detailed in Vasan ssid.
In his

In cases of hardshifr'a adtration woul

be accepted instead of the fee. And speci
family rates are proposed. '

long report by the
ean of the Wellington
linical Schoal, Profes-

bold a workshop in March.

major efforts will be made 10
keep nurses more informed
of advances in paediatric
and community nursing and
o see they are equipped w0
help families deal with the

ticular promise to place
many sirains on young
families and it is our inten-
uon to see that the Plunket
Society is geared to help
them cope with pareni-
hood.” says Mrs Jovce An-
drews. Plunket’s national
president.

“The nurses are our front
line and we owe it to them 1o
sec they receive the max-
imum encouragement and

arked 1n keen Plunkes

bark on a major rescarch
project Lo improve the ob-
Jective evaluation of family
needs by Plunket murses un

order 10 up-grade the
service

social pressures threatened Spread over three years,
. in the Eighues. the 530,000 } will be
DOMINION MRAR(H,S 79 “The carly 1980s in par-  based in Du . Contact

will be made with mothers
who will be monitored (rom

regnancy onward, After

irth, infans and their in-
dividual characterustics wall
be observed and the home
environment will also be
studied.

Says Plunket's medical
director. Dr Dawvid C. Ged-
dis: Al the moment we
know at the end of x-months
contact how much supporn a

Community health

m '
THE WELLINGTON Hospital Board is righinurse

change from within the medical establishment

There are, however, more defensible grounds®s o
for reservations. Still, the proposal amounts for
to no more than an experiment and muchy .-

mm mm-;-“u 200 u.l f‘-‘:-'g“ e Ralph Johnson. hi:"::."'ﬂ‘.l can be learned from it. unity
Wellington health services fices. . wa w o b asciatad Eosely Premises are now to be found The move %b
ﬁmﬁrm‘”’m;‘:ﬂ"“" A pilot scheme was smittee set wp mbout 13 w’;‘t‘l‘"“’d to take health services into the commun
ittee chairman and l?;gwn has bnl:nnh%mi?m ago. to provide a broad social] 11y can :dvapcc the‘ cause of preventive___
National Bank general man be a pllot for the |“‘§Wu. and medical service, medicine, particularly in an urban area such
ager Mr § T health services. udw;ém:; le commitiee had as Newtown with its mix of races. It l:la_nvm
N foek out all Al yesterday's openin ives  eariier © this specisl  condition g h| also relieve strain on existing hospital facili-jag
munity to their needs m&rm:ﬁ“mm«l great peed for a ties and ultimately ease demand for over-
el e task ahead. mﬁ basic mwdh T g e!aborateThandD hlEh-cosl rnedlc:;} ;_stablls:\- S,
i com-  As times and circumst it / ments. e Danks committee looking into 4]
mittee on health services bas changed it was “,m'_ﬁ :':'“‘l — :-hﬁh“m Sad Wellington's regional medical administration 1
. of_rethiok ways & ke ) sive health service which -lin-vltﬁh might be invited to_monitor the operation.
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SOCIAL - HEALTH  PROBLEM S

Thb ‘at risk’ folk stay

dachievements

Discrimination Go
hampers !N

By NIKITIN BALLEE
|uluﬁ1hmuulklhwtbullhlufl Sir, — Your editorial of

l.bcy are pc:i..“iﬁhu M:&rer

lheg may be weaker.”
Bul why do Polynesians get tuberculamedical support, and ex-

fear

MAORIS are eight times more likely than
to gel tuberculosis.

Islanders are 20 times as vulnerable
Yel some Polynesians may be missin

early detection — or even
tuberculosis

rarisl dineriming

because they feel special
treatment programmes for them smack of

acific

tion — o

LS

EBONEE RASMUSSEN,
aged 2%, suffers from a
condition known as axth-
is — a lack of
in ber arms.
She makes tri-weekly vis-
Hs to the Waiwhetu shel-
tered kinder lul;l.:l'lw et ktlz
the grounds aiw|
Primary School
The centre caters mainly
for children with cerebral
Isy, but others with spina
Kfni'.. congenital malforma-
tions, frail dispositions, emo-
tional problems, hydroce-
phalus (water on the brain),
club feet or those who do not
perform in larger groups,
are also visitors.
Kathy and Rodney Ras-
mussen, of Days Bay, Ebon-

| AT

m

SCOTT JABLIN

A B LLE

child and mnu ber for
ﬁm school. men-
special drawing

year-old mister, Meccedes,
accompanied ber during the
settling-in period.

field of healt

THE Minister of Health, Mr
Gair, writes to the editor of
The Dominion:

July 10 took the Government
is to task for pol getting on
peopl with bealth preventive mea-

The Dominion

further
1978/79

Most  hospital board
throughout the country hav
used part of this grant
improve home belp an
home nursing services

$1,464,000

A letter to

sures, building wp par-

Many other examples coul
be given

remainder of the $2
million was allocated 1t
such purposes as publi
health and occupationa
health nursing services
family bealth counsellin

I can list some of Lhe

HO\N -holnud l:mdornlrtem estab-
lished by the New Zsalend Crippled
Children Society are helping disabled
youngsters to Integrate into the

THE DOMINION

Insorporsting the MI Times

FRIDAY FEBRUARY 1, 1980

community is told in this Department of
Social Welfare release.

“When you look at other years old. Twenty months

“Ebonee realises she can't  handicapped le, Ebon- the youngest emiry age ar
mse her arms as well as her -e':hndlup: 30 bad,” some childres may till U
older sister, ‘who goes 10 My Rasmussen says age of six
JEastbourne  Kinlgrgarten,™

Mr Rasmussen says.

Improved nl!-ud*ldnr:z

The centre alms o pha
Is the greatest chy

them inlo a standard kinde

“Anotber advantage of the  gbserve ﬂ the children, - garien before six years i
sheliered kindergarten. be- secording to the Waiwhetu !elpmparﬂhecllfdrm!t
sides actively stimulating ceptre's seacher. Mrs
our daugiter's mind, s that  Jan Lamb. »

it ;wts me a little time in
marmn;s " Mrs Rasmus-

“Changes like bu'h'l[ the
confidence of lﬂ.l.l.n!

the same as at other kindel

ewartane I"IIH activitie

is

m!hnbunwlppedh amount of tolerance 1

allergic to the 20th
century. He is —
doctors say — one of
the first victims of
today's increasingly
polluted atmosphere.

A mere whitt ol ordinary
ar s to send
Jablin, 25, into conwul-
sions, As a result he has
had 10 take refuge in &
retreat 1800 melres up a
mountain in Califorra.

A jpoke? Not 1o Scoft
Jabhn. There is almos! noth-
mg that does nol bring him
oul in a sweal, or make il
ditficult for him 10 breathe.

breathe 1
water rom a tap

For most ot his ie Jabiin
has suflered
allergies. bul recently things
got s0 bad he
breathe bottied air lhmugh a
colion flace mask a
charcoal fiter. The
meals he could eat had 1o be
prepared from a
grown organic food

From JEFFREY BLYTH,
a British journalist
based In New York.

gisal
gee g
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Thmlhuam[-lruulnd
Barbara Small, of Ontanio,
who are also so aliergic 1o
modern ohemicals — inchud-
ing such everyday things as
Coce -Cole and coffee —
that they have had to buid
themseives, at a cost of over
$200,000, a polution-lres
home © ect them from
world. Their
home has an air puritying
sysiem in every room.

Beacause are

That was alter he
speni &8 month at the B
haven Medical Cent
Dallas, one of the two |
in the United Stales
specialsing iIn the st
maodern day aliergies

m
g

According
medical experts the dr
waming of Scott Je

peopk university graduates. In many cases a

Preparing
for life

JUSTICE Minister Mr McLay sees inappropriate

,e at Walwbetu is muc education as one of the contributors to the

frightening pool of unemployed youth. Education,
he told youth workers in Auckland, should be
oriented lowards the type of employment a youth
was likely to undertake. It should provide early
wort experience and continue into adult life.
Wasted and unused learning might be avoided by
such a system, be said. He pointed to what he said
was a Jarge number of unemployed and
Inappropriately employed university graduates as
examples of a greal many misused
ties.

It is to be hoped that the views his colleague

expressed are not shared by Minister of

1« Education, Mr Wellington. That is not to bhold up

the present system as the best that the country's
educators might devise. For all its shortcomings
bowever it might prove infinitely better than any
alternative that attemnpts to define at an earlier
stage a puplil's likely vocation and to provide an
education to cater more specifically toward that
end.

In an era in which technological developments
alter markedly employment roles, in which
computers and machines are forcing increasing
sumbers into retraining the peed is
to broaden the basis of learning rather than to
parrow it by a brand of earlier specialisation.

The need s for an education that provides a
sound base on which a student’s career —
whatever the field chosen in teenage or later years
— can be built. Only with such a basic preparation
can youth be expected to meet the demands of
later life and cope with the kinds of change that

i the workforce of the future will almost inevitably

encounter.

Minister’s reference to inappropriately

is employed pot to make use of
mz might have been scquired on

#i. bash b G e
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‘Economics Education An

Eveni ng

The Economy

‘New way for councils

the Scope of Terhiary Education

Extendin

NN, m%‘..d 3N, 1179

ant dnd then 1o grve -———
this was one of the main aims
of New Zealand's tirst Community College when
H was established on the outskirts of Napler four

TO discover whal"people
it to them . ..

years ego.

“E“Enir\g Stundard ;\“5;;-{_-%:% \am1g

The options

THE Commission for the Future has
launched the first of a series of
three booklets outlining options and
directions for the future. Entitled
Resources and Technology, it
country’s

. In today's article,
the first of six based on the
booklet, the ideal of resource
“sustainabiity” is examined.

are many

THE Commission for the Future has
wdentified three main points of out-

labour-intensive, land-based one,” the
COMMIson Lays
Outbning the fulure allocabon of land

standing i in New Zealand's
future, as far as the nation’s resources
are concerned

The country has substantial resources of
energy. and can be considered “nch in fosil
fuels

The commission’s two other central con-
dunions from an in-depth study of our
resource base are thai, because of these
substanual supplies of energy. forests, and
!r‘ond, there 8 2 wide range of opuons for the

« fulure

But these resources should be managed
carefully, with a view to atlsiming
s bility”, the iOn says.

“It would be unwise 1o rapadly explon
natiral gas and coal for our own use, and in
30 doing develop a level of energy d d

beiween compeling uses (food, energy,
wuram and 50 on). the commission again

Laged
iving in

By LEBLIE BENNETTS of the New
York Times

NEW YORK. — Jimmy Is in the
second grade and he¢ likes school.
He pays sttention In class and
does well. He has an above-ave-
rage LQ. and Is reading slightly
sbove grade level.

Bobby s asecond grader o Like Jimmy,
he is attentive in class, which be enjoys. Hu
1Q and reading skills are l‘ommubf:'uh
Jimmy's

Bui Bobby s the son of a successful lawyer
whose annual salary of more thn 535,000
puts him within the top percentages of
ncome distribution in this country. Jimmy's
father, on the other hand, works from ime
10 lime as 8 messenger of cusindial asustant
and earns $4.500 a year

In spite of the similarities in abiluy
between the two boys, the difference in the
circumsiances 1o which they were born
makes it 27 umes more likely that Bobby will
geta obwhich by the ime he @ in his late 405
will pay himn an income m the 1op tenth of sll
mcomes in this country. Jimmy has only
about one chance in exght of earning even a
median income And Bobby will probably
have a1 least four yearns more schooling than
hmmy

These ndds. according 10 & new repon. are
“the anthmetic of inequality in Amenca ™
In “Small Futures: Children, Inequality,
And The Limis Of Liberal Reform.” a
repon w the Car Council on Children,
Ruchard de Lone lenges the iraditional
Amencan view that a child’s future in our
society i determined by ability, early

derl the posubility of &
economic return 10 Lhe country and how that
mighi be achieved.

It emphasises diversity as the best pro-
wection against Muctuaung markets. and
believes this could be achieved by
developing new exporn dities, such
us deer, rabbin and goat products, and new
horticultural products

Interesungly, in discussing the future of
wourism, the commission notes that New
Zealand could make a feature of person-
alised accommodaton st the guesi-house
and farm-house level. thus providing em-
ployment for people i a decentralised
socety. )

Lnotm],n;l options for mon-renewable

which could not be sustained by renewable

noles that f New
Zealand chose 10 be less dependenion trade,
land could be used w grow trees or crops for
fuel. Coal could then be used as a

alone.” the says.
Emphasising the ——
the commission notes that the larger tbe
won. the larger the & d for fossil

fueks. Competition for energy resources -
and all resources - will inevitably mount as
the population increases

With these points in mind., the commis-
0N raies & senes of wsues and questions flor
New Zealanders i der when lookung at
thewr long-term siratege: values

For example, 10 wha! degree does New
Zealand wish to be inter-dependent with the
rest of the world. as (ar as trade and -
vesimeni are concerned?

Central 10 this question. the commission
comments. it the ssue of industrialisauon
Large-scale industnalisation, based on our
own resources, would make New Zealand
less dependent on world trade. But it warns
that this would probably increase our

dependency on overscas capial and
experise
A New Zealand wanis ind d

from trade and foreign invesiors. the best
goal might be 1w rely on the nation’s own
resources and wilor small-scale indusury 1o
them

“Compl dependence from
trade and i may oaly be ach d
i we change our life-style 10 a umpler, more

And what type of life-style do -: wan!?

source of matenab rather than an ene
mppl).ﬂmaﬂ.fﬂmpk.muh-x
from this fossil fuel.
On the sl of transport, the commuis-
mw“m\k:’::nfkwmﬁm:o
in s depend on in-
vestment and expertise, it may make sense
1o electrify much of our transport.” using the
rencwable hydro power we have. Another
option is 1o switch o aleohol foels.

d training, ed or drive. On
the contrary, says de Lone, a former poli
analyst for the Cum-;ic Council who s now
executive vice-president of the Corporation
for Public-Private Ventures in Philadelphia

Although being born poor does not gua-
raniee that one will remain poor, it makes it
far more hikely, de Lone says. In his view,
“claws, race and sex are the most important
facion in determining a child’s future *

Given the compounding penalties of
being born poor, or & member of & racial
munonty, of 1o parents with little education
wnd with inltrmll;lnl or dead-end em-

ent, or - a further disadvanuage -
m. a parucular child will be unhll.ltal_\- w
sdvance significantly above the socio-
economux siatus of his parents.

The report, published by Harcoun Brace .

Jovanovich, was T‘finnedbylhctmpe
Cﬂonun} u’m@ C: study established n
I megie
York ok gate the p of child
in American society and develop policy
recommendations for the future.

=Small Futures™ surveys the history of
social reform movements in this country and
brands them » failure, from the Jacksonian
era o the Great Society of the 1960s
Although the standard of living for all
Amencans, imcluding the poor. has nsen
durning '{* I-‘:I generation, de Looe charges

The third opuioa of producing synth
petrol from natural gas and /or coal is one
which may well entail Imn mvestment.
furtber industriahsauon | /or the export
of some of the energy.

Central 10 the whole issue of s sustainable
Muture is thas. =Are we willing 10 embrace the
concepl of sustmnability now, or will we
argue that s future generation must meet the
challenge when it anises™

Op Iy, the
that “New Zealand's is
much betier than New Zealanders have, in
the past, realsed”™,

What 1 crucial now is how we use those

observes

4

resources. And that, argues the commussion,
Zealanders

must be debated by all New
before such a vital issue as the future of the
country can be decded.

® Next: The quest for fuel.

sinAmencan
socicty - and hence the opponunites for
those al the bouwom of the scale - have
h d little th 3 i

roughoul A history.
*“People born in the 1830s faced about the
same ility possibilitics as people born in

the 1970s." be says. And so, cven with an
apu&q economy, dé Lone says, “when
distribution i fy unequal . .

B0 manier bow fasi the engane proceeds, the
cahoose mever calches up

In his view, one goncepwal flaw which
has helped perpetuate those inequities is the

phasis on progs predicaied on the
mulken meumpuon that helping children
mﬁ.,mqmmmmmmm

ture

Without equalify in the present, de Lone
H}!‘._'Ihl-l_'l mmply ot truc.

with P econ- *
crmuc and social inequalibes, we Amencans

tion of New |

a e AARARRA S

" Shandard
Wov. \D, '19 -

£

-~ articolate, more disadvan-

1 see four mamn

deprived areas of our
i lation women, thow

rural areas, ethni

Better
be born
rich th:
lucky?

have refllexively channelied our moral in cq
durmm into efforts to improve the mo- ths
rality, characier, skills and intelligence of P
children - especially those whio are poor thi
immigrant of non white ™ po

Such attempis not only demand that |
children carry a grossly unfaur burden de  pe
Lone believes. but they bave alw proved il
nelTecuve he

“The dynamucs of our social siructure are O

not likely to produce more equaluy of  Fd
opportunity unless there s more equaliy o mi
begin with,”™ he says dis

The report, which traces the wurces of  ma
wequality 0 8 “banc teasion between the 51,
democratc and capitalist sirands of our  pe
. argues that Americans have ™
» ¥ fuiled that the ul [ sul
penalty of poveriy s the pervasive influence  wt

ﬁa\:'l adult future of “emwine 1n un. wh
Eva Reich

sull the college b S.C\-\e me
L5n lamage in aon qives

' [tase &.q
better life

reporter
A NEW programme for
eople who want to
ome more effective
human beings was
launched at an inaugu-
ral lunch in the city
yesterday.
The Tauhara New Age
“ﬂtnhr Action programme, & sefies
, of seminars. workshops. re- |
‘0 “1'1 treats and lectures on key ©
! human concerns, will exiend
¥ (hroughout 1980 .
Ttis the joint responsibality
of two organisations, the .
Tauhara Trust and Hetra >
(Human Effectvéness ~
3 Traiming and Resource
Associales) .
i Tauhara is 8 charuble }
1 irust founded for the pursuit &
# of spritual and educauonal *
® growth, and their successful |
3 micgraton into everyday «
» life. y
T The trust s based at the,
', Tauhara Cenire in Taupo's
i Acacia Bay
Although most  of
1 Tauhara's members live
& away from Taupo. they iry 0
l get logether whenever pos-
L}

sibie al the centre
The cenire can accom-
- TuimnEn sunmicYEment
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Handicapped cenire

THE TRMBUNE | Deterber 9

An open Ie

by Andrew Boyle of the
Aged Peoples Service
Councll
IF ¥OU are neanng the
age of retirement you
are coming 1o an area of
major- change in your
life. Y our whole lifestyle
will change. You will
have more time and
Erobably less money.
or this reason reti-
rement needs a lot of
careful planning (which
we may be able o help
you \mlh}

You have already faced
and coped with many major
changes: leaving school or
university, getung a job,
marnage eic Why should
this change be any difTerent”

However if you have al-
ready reured you will know
that this change & different.
One day you are working
and are productive, then you
reure and suddenly sooety

U as unproductive
ter we retire we are ap-
parently worth nothing and
may even be seen as 2
Ialbuhcy 1s this fair or even
nght?

Advice Cen===

THE CURRDIAN | Se \ﬂl --\'::r S,

For Disabled?

LR

We think that this s
wrong Just because we re-

tire we should pot suddenly THE
be labelled "unproductiw".!:hndﬂ is geiling older

and hence “useless”™

Unfortunately modern They are k’ fertile than

mncl, is very producton-they were, and less Likely o
,mAarry early.
m are all bascd on how These are some of Lhe
valuable society sees us. The tuths
more we produce, the morea 300-page Health Depart-
income, status and worth we ment publication.

1t says children are more
Hkely to be born oul of

d. Status, i

are pven. Produce nothing
and we are

Combined
effort

?f;,\(_ uu

Avera

New

_—
By SALLY FAULKNER
—_—

beart disease (il took 32 per
cent of all who died in
1975).

And failing that, cancer,
cerebrovascular  disease,
respiratory  problems, in-
fMuenza and pneumonia, ac-
cidents, artery disease or

motor accidents in decreas-

average

uncovered in Trends,

noﬂ’ylhllle- M
_rely as machines.

This is an un onnnl:.ﬁlncl,ndsdomm are
of pettin

£ s ing uﬂcr of likelihood.
But after people do go

Cancer there is less chance of
doctors doing post
moving to mortems.
Trends says more
are going into

hesplul.s but ':,;’ “‘\-"""

Helpin

eo.se
PQ\r‘\

Communication, co-ordination and non-duplication are the
predominant aims of a proposed disabled information and
advice service to be set up in the city.

Initiator of this propos-
al, Mr Bill Wrightson, has
the backing of the

for the disabled. of which
he is a member. If“

‘Paraple

(FOURTEEN para pleﬂu

tmmﬁ 1 Du-
a y
'ahhd Association have re-
!wud from a

"holid-lydah.{eum
! The g A By

Il.flh Heath, of
Lower nn.ll.rllulblhn
acted as an escort for the
paraplegics, along with 10

e e

eaics eniov holiday

DoMUY, Negesmber 1T, 1979

mmmm
association.

He sald the holiday would

incentive to get up and do
lhiﬁgs for themselves.”

r Wrightson feels the
service would be  well
utilised because of the
hrge number of disabled

The service will initiall:
operate for omly thre
months in order

the needs of th
community. At the mo
ment they are still lookin,
for accommodation
will be approaching var-
ious organisations for

THE Occupational
Therapy Department of
Christchurch Hospital
has prepared & very
comprehensive collec-
tion of suggestions lo
he]ﬁ people afflicted
with arthritis remain
self-sufficient in the
book Mlmg,ing With

auncwit ror them. ity hard

help. Ana_p wlﬁﬂfo;n
Arthri

The lubm].: of the book.

was jdeal for s Mt W Aids And Advice for Coping

almost mpletelzum With the Activities of Daily

lehain Living reveals the motive

€ behind the gathenng of in-

i tion. As stated in the
mi

're

ber 1.

m;‘x“dﬁu' be a “dimh

chairs oo 0." we ook ™

to havh

LUT|
uppecﬂ—SD ST

DAMION Twee } 0000

ek uu'\\
ul\dlt’-&-\\.PtA Eﬁl‘*ﬂ?_

slay as long, and they are
more likely to be voluntary
patients

Poliomyelitis, tubercule-
sis and bydatids cause fewer
bealth worries than they

used to.

But alcoholism, asthma,
some forms of wvenereal
disease, and chronic bron-
chitis are on the increase.

New Zealanders are al-
tempting suicide more than
they wsed Lo — males by
stnn;ulauon firearms and
explosives, and [dmies with
sl inducing drugs

E‘ng average New
Zealander is drinking more
beer and wine. and ealing
Jess butter and meal but
more sugar and eggs.

to

E.

pretace, the book attempis i«
answer the question - “Hov
can | manage with rheuma
1id arthrius or other arthri-
tic conditions™”

The first section of the
book is devoted 10 general
information such as how ic
sit, stand, lic most comfor-
tably. care of hands, and
avording strain. Then begins
the key section, reducing
effort and work. This was
perhaps, the most ml.n;mn;
s the work simplificauon
ideas and principles of mo-
tion economy can be used
and adapied 10 almost any
situation even for non-arth-
nitis sufferers

The second section deals

+ with such problems as get-

ting in and out of cars,
climbing teps, eating.
bathing and dressing In this
ares the book is divided intn

tter to old |
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Page € — The Tribune, Sunday, September
1519

Emergency

services
are vital

CONTRARY lowidely held  welfare

opimion in thu country, civil “Civil defence authorit

defence s not an slternative o)y assume control im &+

1o the established emergency  gayier when the situste

semnces - the fire bngade. . becomes too big for t

ambulance and police CMmErgency servces 10 co
¢ Director of Civil with and whea the safety
nce. Majpor-General R yhe public s endangerex

*HY% Holloway, says the  pegaid
'{M}Iﬂ'mﬂ(li‘v ' ence
at component of effective “‘Lht'm ::nhr;c’l

ovll defence. and in some
parts of New Zealand their
representatives are closely
inyolved 18 local civil
defence planning
Major-General Holloway
waid cvil defence, largely the
responsihility of local and
regponal governmentin New
Zealand, was or should be, a
common sense way of di-
recting all the resources of a
community in a disasier si-
tuation. These resources in-
clude the emergescy services
and voluntary organiations
comcerned with community

sible for the co-ordinate
and control of the availat
resources, and have the 1
sponsibility for making f
use of these, be said.

vices and communily se
vice-orientated organis:
uons should be an r
part of civil defence
nm{ by all local authoritie
“In some paris of Ne
Zealand this is the case an
when tested, civil defens
has proved effective

Velunkeers \auded ... ..
Minister heaps on
Prntsti. SR
TRBONE 15:9.19  Lumhe Cox

LOCAL Community Volunteers were showered w
Health and Social Weliare, Mr George Gair, last '

Speaking at the annual meeting of the Comm
Gair said Palmerston North volunteers were held i
other centres. L

. He said it was refreshing to find a group of pet
L‘E’;ﬂn.m of community development that th
. mmunity Development Week".

“As Minister of Health and Sodal Welfare
| am continually heartened 1o see how people conunue |
assist and care for those in need, and do so without thoug|

JJor financial reward

! *ltis of course a mistake to advance the argument th:

fall social services should be operated or paid for by ¢

:Government. Voluntary agencies have a wide pool «

}Oﬂel'
iS &

A BOTTLE of pills, however

large or powerful, does not
offer much warmth, but to
most doctors it is the best
prescription for lonefiness.

Take, for instance, the woman
who rang psychologis! Yvonne
Alien, She was near hysteria as
she told how. leeling bewildered
and alone. wha wenl to her doclor
because she had a senous sexual
problem with her husband.

Her husband wanted her 1o do
“things"" she could not bring herseil 1o

do.

The doclor's answer to 1he
woman's desperation had been &
prescription ot 8 large botiole of
valum “so she could bear it

When, asks Miss Alen, 31, will
doclors learn 10 presciibe peopie not
pils? When wil they take fhew
medicing beyond science and starl
seeing themsehves as heakng
agents?

“Most sanply want & par of
ears but they feel f thev Einess does
not have physical mandesiations they
cannot gb 10 a doctor,” she sad

Miss Allen, who gradualed in
peychology from the University of New
South Wales in 1969 and later worked
85 a dstnct officer with the New South
¥Y'ales state service, has spent years
dealing in the busness ol communica-
fion — lonekness

People calied her crazy when, four
years ago. she sladed & prachce
whech incorporated an introdocion
sarvice — NOl a mamage bureau, st
a communication programme wiuch
ol peopie logether.

Protressor James Lunch, scienlific
owector ol he psychosomatic chnic at
the school of medicine, Universiy of
Maryland, James has -produced
volumes of daunting ewvidence 10
supporl hes theory that “the lack of
human comp hp, The
loss ol love and chworec human
lonehness are significant contributors
10 senous desesse and premalure
death”,

In other words you can ce ol a
broken heart

“Prolessor Lynch is acclaimed
throughout the United States and
Europe as an authorty not orly on
cardiovascular  disease bul the
medical consequences of lonehness, "
Miss Alen said.

\community resources, their flexibility can pr

And leadership in the social area which may otherwise |

neglected,” he said ;

v “ltis people such as these who will in the final analys

cﬁ as the catalyst which can shift the direction of
ependent. indifTerent community lowards one provi

!mg mutual support, caring and a sense of permon

wndependence. The word independence is one )

Ineeds 10 be stressed more and more often hese days.

' *The nature of our Health and Social Welfare "ﬂ

‘may haxe, for 100 long, encouraged some people 10

» the State, not so much as a means of short-ten
msistance in time of need, but rather as a Ionl-us

| Heart F
them 1o support his visit. Thay weren't
interested. | couldn't beleve it — |
explained he was being haded in the
United States as a genus and they
coming?

/ | sad in Apri,

4
§
3
3

people are obese?’
not

apport which can become addictive, 5o perp ']
Jependenve, rather than rehabilitative, and therek
weking t correct the problem.”
Mr Gair defined community developrment as
| and inunt

end stifling

bein_
s

eet groups

d in the cause, we're only
inlecested in the cure.’

suburban isolation

IT DOESN'T have to be Karori.
You find them In every street
dn every suburb.

with Tve nearby or thet your parents have
road.

fonefiness often leads to bigper
renhisme In Ko @t least. they

retired down the
And acute
aerrtionnl

SUICIDE Is mors common
among than married
people. Often the problem is
simply loneliness. And sccord-
ing to this report by LYNDALL
CRISP there should be better
cures for the lonely than a
course of pliis.

WE CANT'VISIT CHUCK
BECAVSE WERE TOO
YOUNE? RATS!

255

iller

DaMamION
[l

population slalislics on csuses of
ceath which show single. separaled,
widowed and owvorced people are
more kkely 1o de premalurely than

those >3 “ Stuck with
Momeo System -

* Bacheio
1 *
:‘:‘:‘: :h IT would not be my special
* The coro 'Mlention to put the cal
betwean 21 2mongst the Hokowhit
of ther m; Sanares (seven of them |
* Tg be g Dextyear
marginally It wouldn't happen in #
a non-smg Parliamentary electorate
*Incigents  WhY then in this city?
tor The essence of the
Ml.g 'i“l deceased cohesion socially
ed i that Dr Moody of the Policc
Association says is going U
m?le;rﬁ mevitably lead tosu;cr
e s't police, is decreased identity
having eve The natural outcome o
“i'g ghs SOmmunity councils in, say
has experi Westbrook, Milson
sored H‘.w:rsdlle etc., would b
probiem wi Community representation
time. Someonc answerable for
“What g 'IStance. witness the fiasco
hiled desqy LN1s Year relating to the
with that? | Ministry of Sports funds
cancer ol | half returned and no prowvi-
ang. addl sion for funding. nostimulus
thete't sen 02 local voluntary coninbu
wh Hon hecause no such com.
pr munity rep exists
ptoé‘:‘:‘:!: Cohesion lack: wdentiny
teel threali I.:r.‘l_ are the kev phrases
Unul suburban schowls.

1o ask for
be treate the medical profession

grammes wPubs.  sporung  bodies,
Miss Al hurches and the law come
marned [~ wgether, restruciure will
het chents 'emain unlikely
pumber of ¢ The establishment wil!
tive men CORUAUE 10 jusufy it exis-
y tence by simply saying. like
“They te! C:“Kw- “We are stuck with

they've eve’
--YJ,, may _(Dr) BRIAN BOOTH
broken m Falmerston North

they've worked hard 10 reach the 1op
be successtul and sudoenly they find
d's lonely on tha! pinnacle

“And this business of women being
over the hel at 40, good greel, they're
just entering their sexual pnme

“Why are people lonely? Society
too superlicial, mobie. maternalstic
and competitive. We must move back
to our lamily bondings

“It's easy 1o crowd your day with
things that don't satisfy your basic
needs — i you can admil that's what
you'rs, doing then half the battle’s
won. But people don't have an honest

agenda.
*A lot ol people go nio marnage

‘ because il's better than not having

anyone al all, others allow ther
relahonships 10 degenerate 1o Crisis
point batore they do anything about
. Too many people neglect the
fnendship side of a relationship, they
don’t communicale

“Marriage should be soil for mulual
growth. Because a woman wanis 10
develop her own potential it does not
mean she isa mad women's hbber
who wanls 10 feverse the lamiy
1ole.”

with their neight

To sel up a g
ng resources oth
and someone d
milial door knoc

The mushroon
groups s eviden
CAROL CROMIE Sue hopes the
m  other wes
Thursdays perhaps
When the wrt
come 1o realise
DOMINION | Octeber 10,1919 he groups lead
ot of pressure
rearing children
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WORLD-WIDE _ SOCIO- HEALTH
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they lack the opportunity (or knowledge) to fully utilize the resources.
This book has received the approval of the World Bank, so presumably, if
the 'gnomes of international banking' approve, the findings are based on
reality as well as ideals.

The themes selected for the news sheets include:

The Family - Children at Risk

The Family - Children's Needs

The Family - Changes: Needs: Problems

Health Services - Trends and Facts

Health Problems - Chronic Conditions

Health Problems - Chronic Disabilities

Health Problems - Drugs: Alcoholism

Socio-Health Trends in New Zealand

Socio-Health Problems

Socio-Economic Issues and Proposals

Socio-Health Problems and Solutions

Social Ills and Some Responses

World-Wide Socio-Health Issues

Construction of News Sheets

The method of content analysis used for the construction of the
news sheets required that the universe of content be analysed (Kerlinger,
1973) . 1In seeking a profile of the social realities and resultant socio-
health disorders experienced by New Zealand Society, a selection was made
from the newspaper clippings collected during 1979.

Items were selected for the news sheets by the criterion stated
on page 150, That is,the item had to relate to an explicit or implicit need

for nursing assistance. Again, it is necessary to note that the




175

perception of nursing held in this thesis influenced the choicesmade.

As one perceives nursing to be a socially prescribed service, initiated

to help a society to care for members with self-care deficiencies, the

universe of content is seen to cover anything in the environment which

reduces wellbeing and self-management.

CODING OF DATA

Health problems associated with the realities of life can be
grouped according to the six main effects they can have into death,
disease, disability, discomfort, dissatisfaction, and social disruption
(WHO, 1972).

But, apart from the first two, such statistics are not often
satisfactory, if, in fact, they exist at all. Hence reliance on
statistics, such as those provided by official sources is, a weak support
for the making of decisions, without the addition of data from wider and
more informal sources like the mass media. Emphasis has been given,
therefore, to the coding of data based on the themes which dominate the
informal sources of information.

The major themes chosen include:

0 B the family; II. the community-at-large;
III. specific health problems; and IV. the environment.

These themes form the major classes and, in turn, sub-classes or

categories are listed under them. Some of the sub-classes or categories

can be listed under more than one theme, but, in the main, they relate

primarily to the class they are placed in. The information sources display

a marked degree of unanimity in the socio-health issues they report on.
The items listed in the different categories portray the dominant socio-

health problems confronting New Zealand society presently.
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CLASS AND CATEGORY CLASSIFICATION

L FAMILY DISSONANCE AND DISCORD 100 - 110
Assaults within the family 100 - 101
Child and juvenile delinquency 101 - 102

Children-at-risk: handicapped, deprived,

neglected, abused 102 - 103
Family stress: chronic illness 103 - 104
Family stress: weakened kinship ties 104 - 105
Family stress: psycho-social-economic 105 - 106
Intergenerational communication gap 106 - 107
I1 COMMUNITY - AT - LARGE 110 - 120
Imbalance in age groups 110 - 111
Increasing suicide attempts and deaths 111 - 112

Individual and group alienation,
violence, terrorism, illness related
to own behaviour 112 = 113

Reduced social exchange between
generations 113 - 114

Socio-economic stress, unemployment 114 - 115

Socially reduced elders: loneliness
institutionalism 115 = .11&

Inadequate/inappropriate and/or changing
health/nursing services 117 - 118

III SPECIFIC HEALTH PROBLEMS 120 - 130

Drug addiction: criminally and
therapeutically induced 120 - 121

Alcoholism 121 - 122
Bio-psychosocial disorders associated

with chronic pathological disease and
genetic disorders 123 - 124
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CLASS AND CATEGORY CLASSIFICATION
III Genetic Disorders 124 - 125
(Cont'd)

Mental ill health associated with

modern life stresses 125 - 126

Increasing chronic diseases, especially
cardiovascular and malignant disease 126 - 128

Increased sexually transmitted disease 128 - 129

Inadequate health care knowledge and

self-care abilities 129 - 130
Iv ENVIRONMENTAL PROBLEMS 130 - 140
Exploitation of natural resources 130 - 131

Chemical disorders: radiation, air,
food and water pollution 131 - 132

Dehumanizing living and working

conditions 132 - 133
Industrial and technological hazards 133 - 134
Natural disasters, flood, drought .... 134 - 135
Traffic congestion and accidents 135 - 136

COMMENT

Collection of information about the social context in which
New Zealand nurses practise provides essential data for the making of
optimal curricular choices. An attempt has been made to collect from a wide
range of official and voluntary agencies. In some instances, it has only
been possible to refer to the sources from which the information can be
obtained. The listing of centres from the Planning Research Index, 1979,
and the Social Welfare Library Catalogues, 1975 to 1979 does not give full

bibliographical details. But sufficient details
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are given for easy location of the items listed.

There are, doubtless, many other sources from which data can be
collected. But what has been provided is believed to be an adequate
sample of the kinds of information needed to relate nursing curricula to
the social context of New Zealand society at this point in time.

The characteristics of the information collected will be

discussed in chapter 7.

DISSEMINATION OF INFORMATION

The dissemination of information has been discussed already in
chapter 4 (p. 74 to 75 ). In brief, the main points stressed there for
the successful application of an information system require:

1. the involvement of the users of the system in its (a) development,
and (b) in the specification of its objectives and usage;

2 integration of collections of information into logical, comprehensive
systems, such as the library system used above and/or data banks;

e the organisation of data so that it is easily retrievable, and that
regular access to it is possible;

4, that operation of the information system is the responsibility of
the curriculum development and advisory committee (CDAC);

5. that regular meetings are scheduled by the CDAC with all relevant
users so that incoming data or changes can be discussed;

6. that a member of the CDAC is made responsible for circulating, or
informing about, new inputs and any changes made to the data base
structure and content.

Dissemination of information about the social realities and
resultant disorders of contemporary New Zealand society can be prepared

for publication in appropriate journals in addition to being presented in
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this thesis. When, as one believes should be the case, the collection

of information about the social context in which nurses practise is an
ongoing activity in curriculum development and evaluation, systematic
exchange of information is important. This exchange of information should
occur between all components of the nursing education system in New
Zealand. Further, it should be a three-way exchange of information
between central, regional, and local (or institutional) health/nursing

authorities.

(v) ANALYSIS AND INTERPRETATION OF

THE INFORMATION COLLECTED

This fifth step of the information system is dealt with in chapter 7.
To some extent, a broad analysis of the data has been carried out in
organisation of the material into a logical, comprehensive system for

accession, retrieval, and ready availability for use.

(VI) APPLICATION OF THE FINDINGS TO CURRICULUM

CHOICES IN NURSING EDUCATION

As stated earlier, this step of the information system merges
into phase two and three of CRP which require a great deal more resources
than can be allotted to this thesis. Nevertheless, application of the

findings to curriculum choices is discussed in the final chapter.
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CHAPTER 7
CHARACTERISTICS OF THE INFORMATION COLLECTED

OBSERVATIONS AND CONCLUSIONS

This chapter considers the characteristics of the collections
of data detailed in chapter 6. The observations made here largely relate
to information about the social context in which New Zealand nurses
practise. But the collections of data contain some items from international
and overseas sources also. Since they reflect the near universal concern
for many of the socio;health disorders presented in the items of informat-
ion about New Zealand society.

An initial broad analysis of the information collected has been

necessary for construction of the news sheets (p. 161 to 173) and the‘
coding of data according to library usage (p. 175 to 177). This is
essential for its organisation into a logical, comprehensive system.
Further, it produces a more manageable arrangement of material for
observation and decision-making.

Content analysis has been the method used to identify the domin-
ant socio-health disorders experienced by New Zealanders. The universe of
content dealt with, that is, the social realities and resultant disorders,
requires analysis to determine the health and nursing needs and problems
of New Zealand society. This makes it possible to formulate broad
educational goals, appropriate to requirements for health and nursing care,

and to specify desirable nursing skills in oncoming nurses.

CHARACTERISTICS OF THE SAMPLE

The collections of data can be put into two main groups. The
first group includes all information collected from official sources, and

the second all data from voluntary sources. Prior to observing the
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characteristics of the sample, however, some regrouping of material, from
both official and voluntary agencies, is necessary.

First, data from offiecial sources includes reports, research
findings, and statistical data from govermmental and professional/expert
agencies. These items of information are detailed in
- Appendix Bl (professional sources), Appendix B2 (periodicals),

- Appendix Cl1 (official publications), Appendix C2 (hospital board
statistics),

- Appendix C3 (hospital department statistics), and

- Appendix C4 (list of selected entries from an official index and
catalogues). Only brief observations will be made about the material
referred to in Appendix C4.

Secondly, data from voluntary sources includes reports,
documentaries, news releases, and letters from newspapers, NZBC, and
various voluntary agencies publications.

These items of information are detailed in

- Appendix Al, A2, A3, A4 (newspaper and radio items),

- Appendix B3 (social services directories and similar publications),

- Appendix C4 (some entries selected from official publications refer to
studies or data from voluntary agencies), and

- Appendix D (socio-health and nursing agencies).

Observations about the characteristics of information collected
from voluntary agencies will be concentrated on data extracted from the mass
media. Only general observations will be made about the items of informat-
ion listed in appendeces B3, C4, and D. Moreover, items of information
from the news sheets, newspapers, and radio broadcasts are integrated prior
to observation. This involves, as shown below, matching the themes of the
news sheets with the classes and categories chosen for coding of data

previously (p. 175 to 177). 1In addition, the number of radio broadcasts
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CLASS CATEGORY NEWS SHEETS - THEMES RADIO
PROGRAMMES
I 1. Assaults The Family- Children
2. Delinquency at-Risk P.l6l
FAMILY 3. Children-at-risk-
abused, handicapped, =
BLEBOTNES deprived. The Family- Childrens | Broad-
4. Stress-chronic needs. P. 162 casts
illness
5. Stress-weakened kin- Ealaked
ship ties. The Family- Changes, to
6. Stress-psycho-social- |Needs, Problems. :
: family
economic. P. 163.
7. Intergenerational- issues.
communication gap.
II 1. Age imbalance Health Service -
2. Suicide attempts/ Trends and Facts
deaths P. 164 27
COMMUNITY- 3. Alienation -
individuals/groups Broad-
AL = RARCE 4. Intergenerational- Socio-health Trends casts
reduced social in New Zealand.
exchange P. 168 ralxted
5. Socio-economic stress: to
unemployment .
6. Socially reduced Socio-economic e
elders/loneliness, Issues and issues.
institutionalism. Proposals. P. 170
7. Inadequate/inapprop-
riate and/or changing
health needs and
services
TIX 1. Drug addiction |[Health Problems -
2. Alcoholism Chronic Conditions
3. Bio-psycho-social P. 165.
SPECIFIC disorders (chronic,
pathological, trau- 31
HEALTH i 2 AN |[Health Problems -
rothand genethe, 3o By o ie Disabilitien. |EF0R0~
PROBLEMS origin) " lcasts
4. Genetic disorders Py 166e
5. Mental illness/modern R
iife st;esses ; |Health Problems - @
6. Increasing chronic —
z Drugs. P. 167. specific
disease
7. Increasing sexually health
transmitted diseases :
8. Inadequate health care HeCawiieal En problans

knowledge and self-care

abilities

Problems. P. 169
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CLASS CATEGORY NEWS SHEETS - THEMES RADIO
PROGRAMMES
v 1. Exploitation- Socio-health
natural resources. problems and 18
ENVIRON- 2. Chemical pollution Solutions. P. 171
T d Broad-
SRR 3. Dehumanizing condit+ saks
ions = living and Social Ills and
PROBLEMS working Some Responses. related
4. Industrial/technol- P. 172
ogical hazards ke
5. Natural disasters - World-Wide Socio- environ-
flood, drought, Health Issues. mental
famine P. 173
6. Traffic congestion/ problsus
accidents

related to each class of data is indicated. Finally, in figure 7.1.
(p.184) the mean percent frequency of socio-health disorders, as

reported through the mass media during 1979 is shown.
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The items of information selected are issues of social concern
frequently reported in the mass media. They have been placed in the
various classes and categories according to the main theme emphasised in
the item. But, in a number of instances, they could fit into more than one
of the classes and/or categories of data.

The categories or themes, found in the four classes of data,
are indicative of the socio-health disorders, which are presently dominant
in New Zealand society. Reliability of the selection made can be inferred
from similarities in the content of the information obtained. It can be
said that consensus concerning the dominance of certain socio-health issues
is implicit in the frequency with which they have been reported by the mass
media. Further endorsement is provided by the nature of the voluntary

agencies servicing socio-health needs in New Zealand.

OBSERVATIONS OF THE DATA COLLECTED

I CHARACTERISTICS OF DATA FROM OFFICIAL (FORMAL) SOURCES.

1) Governmental Reports, Research Findings, and Statistical Data.

Th.e material listed in Appendix Cl, the statistics contained in
Appendix C2 and C3, and some of the items listed in Appendix B2 and C4 come
from governmental agencies. These include the New Zealand Department of
Health (NZDH), health related departments such as the Social Welfare
Department, and special sections of the health department, such as the
National Health Statistics Centre (NHSC).

Overall they provide data about the socio-health needs and problems
of New Zealand society. Some reports and/or studies provide a general
survey of the socio-health status of New Zealanders. The NZHD annual report,
'"The Public Health', for the year ended 31 March, 1979, and the NHSC report,

""Trends" in health and health services' 1979, are examples of reports which

present a general survey of health and health related conditions. Examples
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of studies which deal with specific issues are the NZDH study (NO. 251, 1979)
on 'The Use and Misuse of Drugs', and the NZDH (Management Services and
Research Unit) 1974 study on 'Aged Persons - Including Retirement-

Accommodation Needs of the Elderly’.

NZDH 1979 Public Health Report

An overview of present socio-health problems can be taken from
the NZDH 1979 report. In addition to the provision of statistics, the
report discusses the implications of present health trends. Stress is given
to the place that lifestyles can have on the causation of socio-health
disorders. For example, one of the most serious problems is stated to be
that of death and chronic disablement for the 15 to 24 age group due to
road accidents. And alcoholism is stated to be an important accessory
factor to accidents on the road.

The conflict between the use of resources for community medicine
and for costly medical technology is also pointed out. The development of
the New Zealand College of Community Medicine is seen to have considerable
potential wvalue for the evolution and organisation of future health services.
This is contrasted with the high cost of technologicaldevelopments such as
computerized tomography, renal dialysis, open-heart surgery, and organ
(kidney) transplants. These examples of costly medical technology are said
to be linked to medical care specialities which can be provided only on a
national or regional basis. The use of the health vote is under close
scrutiny. But measures to apportion it more evenly between visible,and
more dramatic, technological (surgical and medical intervention) treatments,
and the less obvious, but compelling, preventive and promotional socio-health
services needed in the community, are very complex. And the source of
considerable emotional and political debate. The obtaining of sufficient

resources to maintain and promote better health is seen as a major problem.
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Administrative and policy issues covered in the report deal

with:

the use and cost (about 60% of the money allocated to health benefits)
of pharmaceutical benefits;
- hospital board expenditure which continues to rise (over 70% going
on wages and salaries);
- the development of health centres; and
- changes in educational policies for health professionals.

Among the diseases singled out in the report are cardiovascular
illnesses, cancer (particularly of the lung), motor car accidents, alcohol
and drug-related illnesses (and deaths), respiratory disease (bronchitis,
tuberculosis), venereal disease, and viral hepatitis (now the most
frequently notified disease in New Zealand).

When the causes of death are examined it is clear that the
characteristics of present patterns of ill-health in New Zealand include an
increase in those related to behavioural practices. Deaths from alcohol
related diseases (1976-1977) rose 12%, one third of male deaths were due to
accidents, poisoning, and violence. Mental disorders have increased greatly,

and chronic, long-term illnesses continue to increase.

NHSC - 1979 Report on Health and Health Services

From the NHSC report on 'Trends'in health and Health services,
1979, the statistics on children, aged 0 to 4, admitted to hospital, showed
the most common causes to be:

4080 (336 in 1939) - Certain causes of perinatal morbidity.

3309 (354 in 1939) Congenital malformations (which can be questioned

as a disfavourable effect of technological

advances in medicine).
2361 - Other injury of external cause.

2206 - Pneumonia (still a marked problem).
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- Bronchitis

- Diseases of tonsils and adenoids.

- Effects of poisons.

- Gastro-enteritis and colitis.

- Hernia.

- Diseases of the skin and cellular tissue.
- Diseases of the ear and mastoid process.
- Asthma.

- Fractures and dislocations.

- Burns and scalds

- Meningitis, encephalitis and intracranial abscess.

This is not the full list of diseases for which children

(0 to 4 years) were admitted. For instance, the greater number were

admitted under 'other defined diseases' (5307). But if one adds certain

of the above figures together the profile obtained is that:

7389

6811

5124

3931

1231

children were admitted due to perinatal morbidity and

congenital malformations;

were admitted with pneumonia, bronchitis, diseases of tonsils

and adenoids, and asthma:

were admitted due to injury, poisons, fractures and dislocations,

burns and scalds;

children were admitted with gastro-enteritis and colitis,
diseases of the skin and cellular tissue, diseases of the ear
and mastoid process, and meningitis, encephalitis, and
intracranial abscess (of this group it would be reasonable to
consider that most would be associated with an infection of

some kind);

children were admitted with a hernia. It is possible that

the majority of these would be congenital in type.
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Otago Hospital Board Statistics = Department of Geriatrics (1978)

(see Appendix C2)

These statistics show that the most common diseases for which
the elderly were admitted included:

50 - with cerebrovascular disease (and if one adds 'old hemiplegia'

- 32 - patients the number is 82).
40 - with trauma.

32 - with old hemiplegia

18 - with other nervouse system/sense organ disorders.

16 - with arthritis and rheumatism.

15 - with Parkinson's disease.

13 - with heart disease.

11 - with other mental disorders (to which can be added senile

dementia - 3).
11 - with other circulatory diseases.
The profile drawn fromthe statistics is that common to
industrial societies where chronic illnesses increase and cerebro-

vascular conditions predominate.

Dunedin Hospital - Clients seen at the Accident and Emergency Centre

(see Appendix C3)
This contains the statistics of one class of clients attended
to at the centre. Particular note has been made of the numbers of children
attended to who were under 5 years. It has been noted already on p.188
that for 1979, 1652 children under 4 years suffered an incident of
poisoning. When incidents of poisoning are linked with cases of trauma
one must accept that the number of children-at-risk in New Zealand society

leaves a lot to be desired.
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2) Professional Reports and Studies

Observations of official data includes that obtained from
professional or expert sources. Some of this material may be the result
of studies done in conjunction with governmental agencies. Or it may be
the result of independent study and research. The weight or value of data
from professional/expert sources will be dependent on peer evaluation an&
the extent of the research.

Studies which have been published, particularly in professional
journals, will have passed criteria set by editorial review boards.
Information obtained from such studies is, therefore, of value in the

making of curricular choices.

Characteristics of Data in the NZNJ

For instance, the characteristics of the items of information
extracted from the NZNJ (January 1974 to January 1980) disclose the
socio-health and nursing needs and problems of concern to New Zealand
nurses.

Throughout 1974 and 1975 the dominant concern of wiwest articles
was related to the giving of care in the community. The importance of the
primary care role, of health centres, of public participation in the
nursing and health choices made available to them, and of sustained long-
term care for the elderly was stressed. Socio-health problems of particular
concern related to the elderly, the needs of the family, alcoholism, and
the effects of change.

During 1977 and 1978 the characteristics of the data extracted
still indicate a marked concern with the needs of the family and the need
for changes in nursing services. Another important characteristic is the
emphasis on nurse-client relationships, and the need to prepare oncoming

nurses to practise in contemporary society. This also includes a need to
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provide practising nurses with learning experiences to assist them to
adapt to contemporary New Zealand society and its needs. Socio-health
problems of particular concern related to stress in New Zealand society,
particularly in women and youth. Drug addiction, mental ill-health, the
needs of the disabled, inequalities in health care, a concern for the
relatives, and attention to values also received marked discussion during
this period.

Another issue of particular concern in 1978 related to the needs
of those attended to in accident departments. 'Loneliness' in general
and, specifically, in relation to pain was also discussed.

In 1979 the need and demand for community health services
continued to be a marked characteristic in articles concerned with socio-
health needs. The changing role and status of health professionals in the
delivery of health care was also an issue of concern. Socio-health problems
to which particular attention was paid included the needs of the intellect-
ually handicapped, the terminally ill, the sufferers of rheumatoid arthritis,
and the risks children experience. The rights of patients also received

attention and the need for nurses to act as patient advocates.

Characteristics of Data in Periodicals ....

Only a brief reference is made here to the characteristics of
the data listed in Appendix B2. Many of the studies referred to are from
international agencies. The marked characteristics of these items of
information relate to the need for primary health care, a reorganisation
of services, and a reordering of priorities in the use of resources.
Socio-health issues to which particular attention is paid include:
- the needs and problems of families;
- the occurrence and results of road accidents, with emphasis on accident

mortality in childhood;
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- environmental health, diarrhoeal infections, and the effects of

poverty;
- the needs of the handicapped; and

- the needs of the elderly.

Characteristics of Data in Appendix C4

This contains material from official and voluntary sources but
amongst the items listed are a number of professional reports and studies.
Of these, as examination of the items shows, socio-health issues of dominant
concern are those related to the needs of the disabled, the family, children,
the elderly, alcoholics and their families. The occurrence and result of
violence, delinquency, child abuse, drug dependency, mental ill-health,
environmental pollution, the costs of sophisticated general and medical
technology, and institutionalization of the elderly are issues of dominant
concern in the reports and research studies. Loneliness, social inadequacy,
and the needs and problems of special groups such as young families and

migrants are topics dealt with in many of the studies.

IL CHARACTERISTICS OF DATA FROM VOLUNTARY SOURCES

Observations of data from voluntary sources will be made, largely,
from items of information extracted from the 'mass media'. As a basis for
the observations, reference is made to the dominant characteristics of the
data shown.in figure 7.1. (p. 184). This demonstrates the mean per cent
frequency of socio-health disorders as reported in the mass media. This
includes data from all sections of the mass media.

Figure 7.1l. shows the mean percent frequency of the four
classes of socio-health disorders used for coding of the data. In addition,
shown in brackets is the mean percent frequency of the various categories

within each class.
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Class I - Socio-Health Issues Related to the Family

This includes data gathered from the newspapers, radio
broadcasts, and to a limited degree, from television. Socio-health issues
affecting the family are widely reported throughout the mass media. Data
related to the family was 26% of the total information gathered from the
mass media. Of the categories of data within this class the issues of
greatest concern, inferred by the frequency of reporting, can be seen to
be:

- 30% of items dealt with some aspect of child and juvenile delinquency;

- 30% of items dealt with some aspect of family psycho-social-economic
stress;

- 18% of items reported involved children-at-risk (accidents, poisoning,
abused, handicapped or susceptible to genetic and environmental hazards);

- 10% of items reported dealt with family stress associated with weakened
kinship ties (7%) and intergenerational communication problems (4%);

- 8% dealt with assaultswithin the family;

- 3% dealt with stress due to chronic illness in the family.

In general, the characteristics point to the strain induced by
rapidly changing social conditions in New Zealand society. This is assoc-
iated with increasing urbanisation, economic stress, industrial/technolog-
ical developments, mobile populations, and reduced family and friendship
networks to support young families. - or to sustain the psychosocial needs

of the elderly.

Class II - Characteristics of Socio-Health Issues Related to

Community Issues

The characteristics of socio-health issues affecting the

community-at-large show that:

- 52% of items reported dealt with some aspect of inadequate, inappropriate,

and/or changing socio-health and nursing services (with greatest stress
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being given to inadequate services in the community);

- 25% of items dealt with some aspect of socio-economic stress and
unemployment;

- 14% of items were concerned with individual and group alienation,
violence, terrorism, or illness related to own behaviour;

- 6% reported the loneliness and social distancing experienced by the
elderly; and

- 1% dealt with suicide.

As with the family, stress due to rapidly changing social
systems is a marked feature of all the categories of disorder affecting
the community at large. The interdependence of socio-health and economic
factors is marked. 33% of the items reported throughout the mass media

were in this class of data about community socio-health disorders.

Class III - Characteristics of Specific Health Problems

28%% of items of information extracted from the mass media dealt
with some aspect of specific health problems.
- 26% reported concern about some aspect of alcoholism;
- 17% dealt with mental ill-health associated with modern life stresses;
- 14% were occupied with inadequate health care knowledge;
- 12% reported issues related to drug addiction;
- 11% dealt with biopsychosocial stress associated with pathological/
genetic disorders;
- 9% were concerned with the increasing amount of chronic diseases;
- 5% dealt with genetic disorders; and
- 2% reported increasing sexually transmitted disease.
Once more, the dominant characteristic of all the categories of
disorders in this class of specific health problems is the stress

experienced by people in a time of rapid change. Another marked feature
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is the inadequacy of self-care abilities, and the recognition of a need
for more health knowledge and strategies to cope with change.
Alcoholism, drug addiction, and mental ill health (together
totalling 55% of reported health problems) all point to some failure of
individuals to cope and maintain self-care.
Disorders associated with pathological and genetic disease
also point to deficiences associated with industrial/technological

developments.

Class IV - Characteristics of Environmental Problems

12%% of items of information extracted from the mass media
related to environmental issues which affect socio-health and economic
conditions in New Zealand.

- 26% of items dealt with chemical pollution;

- 23% reported concern about the exploitation of natural resources;

- 23% were concerned with some aspect of traffic congestion and accidents;
- 20% dealt with industrial and technological hazards; and

- 8% reported some dehumanizing aspect of living and working conditions.

The dominant characteristic of environmental problems points
to a failure of social systems to keep pace with industrial and technolog-
ical developments. Or to a failure to order priorities advantageous to

a society's total needs.

Characteristics of Data in Directories and Similar Publications

The most marked characteristic of the social services
directories (SSD), p. 249to p. 251 is the number of voluntary agencies listed
to service socio-health needs. Most of the voluntary agencies named are
'self-help' in ethos and organisation. They are also initiated and managed
by affected individuals and/or their families, friends, and others in the

community. In addition to encouraging 'self-help' in their members they
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provide mutual support for each other. They also cover felt needs and
gaps in the services provided by official socio-health and related
organisations.

For example, among the voluntary agencies listed are those that
help individuals and their families to cope with the management of:
- epilepsy, asthma, diabetes, cystic fibrosis;
- physical or mental handicaps;
- alcoholism and drug addiction;
- chronic illnesses; and
- various social disabilities such as poverty (budgetary and welfare

services).

CONCLUSIONS

Having observed the characteristics of the information gathered,
from both official and voluntary sources, to identify the dominant socio-
health disorders of contemporary New Zealand society one can draw certain
conclusions about present needs and problems.

1) The disorders which predominate are largely those that occur in an
'age of degenerative and man-made disease' (Omram, 1974).

2) The problems of an ageing population are of increasing concern.

3) Inappropriate and/or inadequate socio-health services are not meeting
the needs of people in the community. Over 70% of ill-health or self-
care disabilities exists in those living at home, but over 70% of the
health vote is spent on the 30% cared for in hospitals.

4) Many contemporary socio-health disorders have their origin in the
conditions of life in an increasingly urban/industrial/technological
society. Ischaemic heart disease, dental decay, hypertension and its
effects, and increasing mental ill-health associated with stress, are

examples of such conditions.
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5) Increasing urbanisation, mobile populations, rapid and persistent
change are important factors in contemporary socio-health needs and
problems.

6) the basic social unit of society, the family, is under stress as is
evidenced by the degree of child and juvenile delinquency, increasing
assaults and violence within the family, and the increasing number
of children-at-risk.

7) Urban and industrial pollution is increasing and is the cause, or
suspected cause, of much ill-health.

8) Chronic illnesses requiring long-term sustained care predominate. In
the community the number of individuals and families who require
assistance increases steadily. Physically and intellectually
handicapped individuals through genetic, pathological or traumatic
incidents, require varying amounts of help with self-care.

2) Thére is a growing awareness that health services, the preparation of
health professionals, and the settings for the provision of health
care need reorganisation and a re-ordering of priorities.

10) The cost of health services outstrips resources, and emphasises the
need to provide health education and promote self-care abilities.
Health professionals need to assist individuals to take more
responsibility for their own health.

11) The socio-economic factors that influence lifestyles also needs
consideration. Communities must be given an effective part in the
planning of socio-economic and health services. It is, for example,
the responsibility of the whole community to consider and overcome the
road accidents, alcoholism, and drug addiction that are the cause of
so many deaths and morbidity.

12) The nursing requirements of New Zealand society must be based

(a) on the dominant socio-health needs and problems that exist, and
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(b) be adapted to changing needs and problems as identified by the

information seeking phase of CRP.

COMMONALITIES PRESENT IN SOCIO-HEALTH DISORDERS

There are a number of factors or commonalities associated with
contemporary socio-health disorders in New Zealand society. This is true
for most contemporary societies, although as Omram (1974) points out, it dep-
ends on the era of 'epidemiologic transition' that a society is experiencing.
The commonalities relate to:

1) the status of individual and societal interrelationships;

2) individual and institutional abilities to cope with change;

3) the ability of individuals and groups tao communicate with others;

4) the nature of individual, group, and societal values;

5) attitudes towards the environment and resources; and

6) technology and its management are closely interrelated with the problems
confronting New Zealand society.

The application of an information system to the social realities
and resultant disorders of New Zealand society led to the collection of items
of information from a wide range of observed data. This was followed by a
broad analysis for the purpose of classification of the data. It ends with
the conclusion that desirable nursing skills in oncoming nurses must be
relevant to the socio-health problems towards which nursing practice and
education should be oriented.

Figure 7.2. depicts the types of nursing skills that can be
considered most relevant to contemporary socio-health disorders in New
Zealand society. BAmong desirable nursing skills the following require
emphasis.

1) The capacity to solve problems.



2)

3)

4)
5)
6)
7)

8)

19°

The ability to manage change and to use strategies of adaptation,
flexibility, and innovation.

Ability to communicate - to listen, respond, and to interact well with
others.

The ability to make decisions relating to values and skills:

Technical proficiency.

The ability to function independently and in a team.

Careful, efficient use of resources.

Accountability for actions.
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CHAPTER 8

SUMMARY, CONCLUSIONS, IMPLICATIONS AND RECOMMENDATIONS

SUMMARY

The basic argument presented in this thesis is that nursing,
as a socially prescribed service, must continually identify and adapt to
changing socio-health and nursing needs and problems. To fulfil its
purpose nursing must appreciate the underlying causes of socio-health
malaise and not just its ouctomes. It must also determine the most
appropriate settings or location of nursing practice. Further, it must
make optimal curricular choices based on knowledge and understanding of the
social context in which nurses practise. The organisation, content, and
learning experiences chosen for nursing curricula must be relevant to the
foremost social realities and resultant disorders.

Nursing education is seen to have two major functions. One is
to prepare oncoming nurses capable of responding to societal and individual
need for nursing care. Hence the learning needs and capacitites of
individual students must be determined if learning outcomes are to be
successful. Secondly, curricular processes must be formulated to:

(a) identify, on a continuing basis, the foremost social realities and
resultant disorders of a society; and
(b) update the broad and specific educational goals of curricula.

In other words, there must be an ongoing assessment of what is
socially of the greatest value for society. And, more specifically, what
the nursing requirements of a society are to help attain optimal socio-
health goals for its members.

A particular approach has been taken in an attempt to answer
the questions discussed in this thesis. A conceptual framework, the

'triadic nursing model', was developed in order to delineate the key issues
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nursing has to deal with in contemporary society.

Acceptance of nursing as a socially prescribed institution is
the main tenet of the model. It holds that nursings purpose is essentially
a response to societal and individual need for nursing assistance.
Therefore, both the social and personal require study.

Since effective nursing care requires knowledge of the total
environment of those who may require it emphasis has been given to the
development of an educational tool with a system approach. Called the
'curriculum relevancy process' it provides for the ongoing identification
of the dominant social realities and resultant disorders. It then acts,
on the basis of the information obtained, as a problem-solving, evaluative
process. And, finally, it leads to actions to adapt nursing curricula to
the needs of society for nursing assistance, and maximize the outcomes for
students.

Within the limits of this thesis it was only possible to pursue
the information seeking phase of CRP. This led to elaboration of an
information system to assist in the development of nursing curricula.

To gain information about contemporary social realities and their
resultant outcomes two main activities were undertaken. First, an extensive
review of the social realities of contemporary societies ‘was made to define
the social context in which nursing practises. This involved review of:

- dominant trends and problems;

- the realities of social institutions (focussed on the family);

- changing patterns of ill-health;

- the management of technology; and

- classification of values in an age of degenerative and man-made disease.
'Social realities' has been defined as the actual conditions,

pressures, disabilities and abilities, limitations and resources that exist

in the lifespace of people and Tormthe environment within which nursing
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functions.

The major issues which dominate in the social realities of today
include:

- the problems of rapid persistent change and its effects on social
institutions and individuals;

- diseases associated with increasing urbanisation, industrial and
technological developments, mobile populations, and the hazards of
pollution;

- the rapidly escalating costs of health services and the need to clarify
values and make choices in the use of available resources; and

- the need to promote health education and promote the self-care
abilities of individuals and their societies.

The second, and more specific activity, has been to use the
information seeking phase of CRP to focus on the social context in which
New Zealand nurses practise.

To gain a comprehensive portrayal of New Zealand society's
socio~-health problems and nursing requirements, information has been sought
from both official and voluntary sources. As the Department of Health
1979 Report 'The Public Health' points out1 geven with all its expertise,
it did not consider that it could give all the information needed to strike
a balance between the health services provided and the needs that exist
for health care. Moreover, it stressed that alongside the information
collected about inpatients there is little corresponding information about
those seen at outpatients, dispensaries, or in their homes. ‘

The need for broader information about a society's socio-health
problems is important for nursing education. When the characteristics of
data extracted from the mass media is compared with that obtained by right,
or on request, from traditional sources it is clear that there can be

serious gaps in our understanding of socio-health and nursing needs.
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For example, how does one establish the criteria for allocat-
ing time and learning experiences in relation to institutional and
community nursing practice? Or how does one choose the locations where
learning experiences are best provided? What content should form the
basis of the various programmes and how can it be selected? What is
the relation of the learning experiences to the location where nursing is
to be practised? Data to answer such questions must come from official
and voluntary sources.

The number of voluntary and self-help agencies ¢ %“e found
in New Zealand also indicate the number of inadequacies in the services
provided. They do have, of course, a valuable role to play in their own
right but, as several of the news sheets show, there is a considerable
degree of need for help expressed through the mass media or literature
published by the agencies. Pleas for help from the disabled or the
chronically ill at home, for example, indicate a need for oncoming
nurses to be given more exposure to the community than is generally
provided. Focussing on community health problems helps to avoid confusion

between the role of the nurse in sickness and in health.

CONCLUSIONS

Interpretation of the information collected, classified, and
analysed leads to several conclusions. The over-riding impact made by the
data is the need for individuals and societies to be cared for in ways that
release their own self-care abilities and self-direction towards wholeness.

An examination of the overall profile of need formed by the
issues affecting the family, the community-at-large, specific health
problems, and the environment suggest that the following factors underly

socio-health malaise.
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1) A failure of interrelationships, inadequate coping strategies to
manage change, and a widespread failure of social institutions, such
as nursing and education, to include an orderly, adaptive process for
change which assists people to function adequately in a time of
continuous and rapid change.

2) A widespread inability of individuals and groups to communicate with
each other.

3) Ill-defined yalues about work, sexual relations, intergenerational
relations, shared responsibilities and rights related to the physical
and social environment, individual integrity, group belonging, and
healthy social exchange in primary and secondary groups.

4) A failure of responsible use and care of the physical environment
and resources.

5) A failure of communities to grasp that new plans, new places, new
strategies, and new machinery such as computers, cannot be better than
those who initiate or use them; that, in reality, no solution is ideal
for all time as the environment is constantly changing and individuals
change in response to it; in other words there is a need to recognize
the triviality of technology without responsive, sensitive human
management.

6) Community services for educating, providing, and caring can lack
relevance if they fail to take into account the causes of individual
and group needs and their relationships with social-cultural and
economic issues.

For consumers of the nursing education programmes - clients,

students, and society - one must also include that, as Camus (1961)

stresses, there is an urgent need to increase the amount of responsibility

to be found in people everywhere. There is also a need to help them to

acquire the coping strategies to deal with uncertainty and change, and,



206

where applicable, to bring about change. Educationalists, such as

Toffler (1974) emphasise that to function in quickly changing environments
learners must be provided with the opportunity to do more than receive and
store knowledge and acquire skills. One must conclude that the development
of the 'nurse person' (Simms & Lindberg, 1979) is the key to optimal
outcomes for nursing education programmes since so many of the skills imply

the use of the self in relating to and caring for others.

IMPLICATIONS FOR NURSING

There is a clear need for nursing to reorganise its services,
practice settings, and educational policies if nurses are to be able to
function in different situations. And if they are to function according to
the needs of different clients. As oncoming nurses are generally of an
age when interpersonal, moral, and reasoning skills are developing beyond
a conventional level (Kohlberg, 1971: Piaget, 1965) attention to the
development of the 'self' of the student must be seen as a vital and
integral part of the learning experiences chosen.

The commonalities of socio-health disorders, and the nursing
skills seen as desirable in relation to them, make it clear that the
interactions of the nurse with the client are as important as the nursing
care she administers.

Moreover, in a time when 'knowledge' and 'technological
explosions' present many dilemmas, criteria of value must be identified for
nurses, and learning experiences chosen to promote their acquisition.
Awareness that material and human resources must be used more responsibly
must also be promoted. In socio-health related services, as requirements
become limitless and resources shrink, priorities must be established.

In general, the preparation of nurses must include whatever gives them the

broadest possible understanding of humanity and the world in which they
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live (Henderson, 1978).

As defining the social context of contemporary societies in

chapter 5, and, specifically, of New Zealand society in chapters 6 and 7

indicates, nursing priorities include provision of care related to:

1)

2)

3)

4)

5)

6)

1)

2)

the degenerative disorders of industrial societies and the epidemic
and endemic conditions of developing ones;

behavioural and lifestyle disorders such as alcoholism, drug
dependency, smoking, faulty dietary habits, and accidents;

the care of the frail elderly;

care of the lonely and alienated;

care of the physically and mentally disabled, and the growing number
of chronically ill at home in the community; and

the changing social patterns of relationships and the increasing
demand for provision of a sustaining relationship by those who need
care. This is seen as a critical need in the 'global village' of

today.

IMPLICATIONS FOR NURSING EDUCATION

Nursing education must be planned around the activities that newly
qualified nurses must be skilled in. As an applied science, nursing
must use a variety of sogal and natural sciences to assist nurses to
develop the skills shown in figure 7.2. (p.20©). And the location
of need, over 70% in the community (Mahler, 1977 -M;_Lauchl,:) should
be the prime location of learning experiences.

One specific contribution that an alert nursing profession can make
for ongoing identification and evaluation of current social realities

is to (a) use educational processes; such as CRP, and

(b) to have flexible organisational structures which permit
* \a76e
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4)

5)

6)

7)

8)

9)
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ready adaptation as requisite. It follows that continuing education
programmes are vital.

As the realities of social life form the environment in which nursing
functions, nursing education at central, regional, and local or
institutional level must operate information systems to gather relevant
data.

The outcomes and commonalities of the social realities must form the
socio-health indicators upon which nursing policy at central, regional,
and local level is based.

The content of nursing curricula must be related to contemporary need.
For example, the care of the frail and elderly, the lonely and the
chronically ill needs psychosocial support expressed through good
interpersonal skills and ability to communicate. Hence content from
the behavioural sciences needs to be increased in nursing curricula,
and teaching/learning strategies employed that facilitate learning in
this area. The nature of socio-health problems is such that educational
activity must be regarded as an integral part of a nurses activities.
The provision of counselling techniques to assist oncoming nurses to
develop optimal coping abilities and to handle stressful situations -
professional and personal.

The climate in learning situations must be warm, accepting, and
stimulating, and learning experiences provided that help the student to
develop a similar climate in the client situation.

Criteria of value need to be set and maintained through all stages of
curriculum development, evaluation, and adaptation (criteria of value
are shown in figure 3.2. p. 40, and figure 3.3. p. 41).

Implicit in the study are implications about a society's need to know,
for example, about ecological interdependence and shared co-operative

planning.
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10) There is a great need for assessment tools to determine the readiness

of oncoming nurses to practise in the social context in which they

wull be employed.

RECOMMENDATIONS

Examination of the social realities and resultant disorders of
contemporary societies, including New Zealand, demonstrates that the
resilience of nursing to keep on providing relevant care, requires
oncoming nurses who can apply desirable skills to different clients and
situations.

The complexity of contemporary societies compels nursing to be:
- flexible, dynamic, and responsive to changing needs;

- develop and use ongoing evaluative strategies in order to identify the
socio-health needs of people who are coping with the realities of
rapidly changing systems; and

- structure nursing education programmes so that they can be readily
adapted to changing socio-health requirements.

This is emphasised in a number of recent studies, for example,
by Katz & Fii 1l6p, 1978: Hastings & Murray, 1976: Skeet & Elliott, 1978:

Conley, 1973: Jacobs, 1976: Clark, 1978: Graham, 1979: Abdellah et al.

1973: CERI, 1975, 1977: NERF Manpower Planning Report, 1977: and WHO,
1977.
Katz & Fu lop, for instance, stress that:
a) as health is increasingly considered a right not a privilege it
requires a corresponding change in the attitudes of health professionals;
b) there is still too often reliance on past educational experiences which
have proved to be inefficient, and, as a result, there are still too

many education programmes and processes which are irrelevant and
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inappropriate; and
c) innovations, alternatives, and strategies are developing which can lead
to the use of properly trained manpower.

Jacobs, 1976: Hastings & Murray, 1976: Clark, 1978: Simms
& Lindberg, 1979: and Steele & Harmon, 1979, in particular, provide some
very good material on recent trends and innovations.

Two points of note can be taken from the fourteen educational
programmes that Katz & Fi 1op refer to in their study. First, emphasis is
given to the need for effective coordination between professionals, and
between professionals and society, to ensure that the programme is relevant
to its role in improving the health status of the community of which they
are part. Secondly, the selection of students for optimum utilization of
learning opportunities is considered vital for successful outcomes.

Among current innovations and responses being made by nursing
certain ones referred to below, are seen to be especially important.

Person-Centred/Community-Focussed Nursing Education Programmes

As the broad or central goal of a nursing education programme
relates to the needs of a society for health and nursing care its members
can be considered as central people in the 'learning system'. This is
increasingly recognized and forms the basis of person-centred and community-
focussed curricula. Clark (1978), in defining 'learning system' as a
combination of interdependent factors - people, media, and materials -
that interact to achieve a goal, has not specified who is included in
'people'. But one can interpret it widely to include the potential and
actual clients of a society.

The place of clients in the learning system is seen to exist,
not only with the experiences provided in learning situation, but in their
participation with the task of identifying health and nursing needs.

There is a growing appreciation that the identification of socio-health and
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nur sing needs should form the basis of curricular construction rather than
an overriding concern with the maintenance of institutional health services.

Mussallem (1975) reports that health and social sciences are
finding that the care provided by health professionals may not be very
significant. Further, she refers to Illich's suggestion that health
professionals are only interested in illnesses which are treatment based.
Nor does he exclude nurses from this criticism as he points out that they
deny people the right to have an interest in their own care. This is now
a less legitimate criticism than previously, but, as Mussallem (1975)
notes, over 80% of nurses are still located in health service institutions
where they have not the opportunity to alter the course of events that
bring patients to the hospital. And only about 9% of registered nurses
work in settings where the primary concern is not illness.

In her description of the problems of the very old - the 80 to
90 year olds - Auld (1979) provides a ready example of the value of
including members of a society in the task of identifying their health and
nursing needs. Auld names the problems requiring examination and solution
as those of forgetfulness, of incontinency, or reduced immobility, and the
lack or absence of caring family members. Specifically, in this instance,
the people in the 'learning system' must include the client population,
those closest to them, and the wider society. Since the required solutions
are primarily those of care and companionship, independence should be
maintained in their own homes for as long as possible, and, when
institutional care is necessary, it should be providéd in homelike, not
hospital, institutions, and be run on a new nursing model and not the
traditional medical model.

It is not, in other words, an institutional problem, but a
problem of people and relevant others in their lifespace. Peters (1973)

notes that one of the main problems in planning the care of the elderly



212

is to 'respect their personalities whilst grouping their infirmities. To

the old, as to the young, choice is a precious prerogative'.

Oncoming nurses require considerably more exposure to the
community than is generally provided if the outcomes seen as desirable

by Auld (1979) are to be achieved. This is not to imply that institutional

health services can be ignored, nor a profitable use of technological

innovations, but that in the use of 'learning systems' the total learning
situation must be the basis for assessment of socio-health requirements.
The clustering of health professionals in disease treatment
settings for learning experiences focuses attention on the treatment of
illness rather its prevention, and on the illness rather than the person.

Moreover, the student nurse's learning needs tend to be secondary to

service needs. On the other hand, focussing on community nursing problems

helps to avoid confusion between the role of the nurse in sickness and in

health (O'Connell, 1978: Baly, 1973: Peplau, 1977: Mussallem, 1975:

Milio: Smith, 1979).

A curriculum, based on the priority of needs of contemporary
societies, will be related to:

(a) the degenerative disorders of an ageing population in industrial
societies, or the epidemic, endemic, and nutritional disorders of a
predominantly young population in developing societies;

(b) Dbehavioural disorders such as alcoholism, drug dependency, smoking,
obesity or wrong dietary habits, accidents or trauma associated with
behaviour and other 'life-style disease';

(c) the care of the frail elderly;

(d) the physically and mentally disabled, the many for whom medicine has
little to offer by way or cure (Clark, 1979 notes that after the
curable and preventable has been contended with there is still a good

deal left, and often ignored, and that what this requires is 'care');
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and

(e) the changing social patterns of relationships in, especially,
industrial societies. These place new demands on nurses, for example,
the provision of a sustaining relationship is, as Nakagawa (1974)
believes, a critical human need. Begg, 1976: McLauchlan, 1976:
Kennedy, 1979: Etzioni, 1979: and Illich, 1975 regard this as a
particularly critical need in the 'instant suburbs' of industrial
societies.

Henderson (1978) stresses that the most successful preparation
of nurses will always include whatever gives them the broadest possible
understanding of humanity and the world in which they live. Simms &
Lindberg, 1979: Steele & Harmon, 1979: and Clark, 1978 are particularly
concerned that the 'self' of the student is given adequate opportunity for
growth, clarification of values, and the acquisition of 'affective' as well
as cognitive and psychomotor skills. As Stenhouse (1976) points out, it is
the business of education to liberate and to stimulate creativity and not
just to inform. 1In relation to the acquisition of 'affective skills' for
oncoming nurses, it is the business of nursing education to promote the
growth of creative interactions and the making of judgements of value and
not just to supply a list of principles by which to act.

Certainly if the all round excellence required for a nurse to
be 'compassionate' and 'competent' - the two key qualities one believes to
be central to nursing - is to be achieved, the acquisition of ‘'affective’
skills must be actively and deliberately pursued in the educational

programme.

Continuing Education Programmes

Due, in part, to the 'knowledge explosion', and partly to new

insights about the nature of the learning process, it has become generally
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accepted that no basic course will ever provide a nurse with what she
will need to know for skilled performance throughout a lifetime career
(Leone, 1966: Michahelles, 1977: CERI, 1975: Popiel, 1973: NERF, 1977:
ANA, 1975: Bergman, 1978: Australian Report on Nursing Education &
Training, 1978: Simms & Lindberg, 1979: Toffler, 1974 ..... )

Steele & Harmon (1979) write that the nurse must assume the
stance of the continuing learner in order to be an effective practitioner.
Steele (1978) also emphasises the need for education to be regarded as a
process, and, consequently, for content and learning strategies to be
selected to show processes and to enable students to experience learning
as an ongoing continuous experience. The aim is to set students off on
a journey of discovery (Bruner, 1966), and not to confine them to the
products of established learning.

Acceptance of the need for continuing education is reflected
by the planning of continuing education programmes at national, regional,
and institutional levels in the majority of contemporary societies. The
amount of content in general and specialized nursing is so great that it
is virtually impossible for it to be dealt with in a specified period of

time.

Student-Centred Learning Strategies

Learning strategies which are increasingly favoured are those
which emphasise the importance of the learning climate for student
development and growth, the integration of theory and practice, the
acquisition of problem-saving and affective skills, place patient
participation high in learning experiences, and view the teacher as a
facilitator and role-model rather than as an instructor (Toffler, 1974:
Standeven, 1977: Hughes, 1979: Koonz, 1978: Wong, 1979: ICN, 1973:
Rogers, C, 1976: Bergman, 1977: Clark, 1978: Orem, 1971: Jacobs, 1976:

and Steele & Harmon, 1979 ....).
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Jacobs (1976) considers that the health professions have,
generally, neglected the uniqueness of individual students as learners
and made little attempt to match learning needs with modes of instruct-
ion. On the contrary, he notes, ini tial student differences become
exacerbated with two results: student attrition is considerable, and

there is a wide range of 'quality' among graduating health professionals.

Individualized Learning, Self-Instruction Programmes, Media Use

Self-direction and individualized learning is stressed by many
educationalists today. This, in part, is due to the 'knowledge explosion',
but, as Clark (1978) notes, individualized learning through tutors and
apprenticeship programmes is not new. What is new is the development,
for example, of simulation experiences, games, and programmed instructions
or learning packages. Additionally, as Jacob's remarks above make clear,
the adaptation of learning measures and instruction to the individual
student is of more recent origin.

Generally, a problem-solving approach is used in conjunction
with learning of this nature in order to find solutions for immediate
application. Richardson (1978) considers it reasonable to believe that
instilling, for example, basic and generalizable skills of self-observation
and self-assessment of progress or change, has considerable potential for
improving the quality and generalizability of learning in a number of
academic and skill training programmes.

Clark (1978) finds that one of the main advantages of
individualized and self-instructional approaches is that it allows students
to use a variety of perceptual structures and learning styles in order to
achieve desirable goals. A main disadvantage is unfamiliarity or lack of
commitment to this type of learning strategy by the teacher or faculty.

As Steele (1978) comments, changing the role of the teacher
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from an information-giver to a learning facilitator, alters interrelation-
ships and responsibilities. Consequently, adequate preparation and
clarification of the new strategies is essential for staff and students.
For faculty there are increased responsibilities for planning and collect-
ing material prior to the course commencing. But as the course proﬁeeds
the onus for learning rests with the student. Successful management of
these learning strategies also requires effective combining of the use of

educational technology with a humanistic, person-centred approach.

Changing Curricular Approaches

Over the last decade or so there has been considerable growth
in the quality and variety of curriculum approaches used by nursing
education. Brief mention is made of only two of these, that is, of a
'core curriculum' and an 'integrated curriculum’.

A 'core curriculum' is basically organised around the major

problems of significance to students, and subject matter is brought in
only as needed to manage these problems. Vars (1976) points out that,
although the term is sometimes applied to any type of interdisciplinary
programme, it is more accurately used in reference to block-time programmes
with a distinctive curricular emphasis.

Vars (1976) also notes that core curriculum is regarded by many
curriculum experts as one of the few genuinely differect approaches to
education this century. Additionally, he believes that present attempts
to 'humanize' and 'personalize' educational programmes can be seen as a
part of core philosophy, newly adopted under such labels as, for example,
'humanistic curriculum'.

A core curriculum is often found in association with a modular
system which allows for additional modules to follow the core curriculum.

These modules are added according to student motivation and competencies;
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and as may be required due to changing social realities (Michahelles,
1977: Steele, 1978: Briggs, 1972: Vars, 1976).

An 'integrated curriculum' is one which Graham (1979)

describes as being essentially of a spiral nature in which basic ideas
are repeatedly visited and built upon. This is considered to deepen
understanding and learning as the basic ideas are used in progressively
more complex forms.

Carney (1977) describes such curricula as integrating content
and skills and eliminating divisions of study according to specialities,
for instance, medicine or surgery. Instead, central themes are utilized
such as healthy growth and development, deviations from health, stress,
and adaptation.

Combining or replacing two or more subjects in a course helps
to avoid gaps and duplications. For example, the efficiency of dealing
with all aspects of a topic such as drug abuse instead of parcelling it
out between health, science, and social studies is stressed by Vars
(1976) . Cornillot (1977) makes a similar point when he refers to
programmes centred around the theme of health.

This study has raised many questions about the ways in which
nursing education relates its programmes and curricular choices to the
realities of social life. The need for educational processes, such as
CRP, to determine the relevancy of nursing education programmes is great.
Only the information-seeking phase of CRP has been fully pursued, but
utilization of the whole process is recommended if the findings of the
first phase are to be validated.

1) Since socio-health problems, actual and potential, must be determined
before nursing action and educational choices, can be made, a system-

atic approach to information system development is essential.
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5)

6)

7)

8)
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Since knowledge of the student's progress and of the measure to
which use of the 'self' is effective in professional and inter-
personal relationships must be assessed, the incoming behaviour
of the student must be known.

Since there is a constant need for adaptation to changing needs
there must be a willingness to take risks by trying new things
(Steele, 1978).

Since the use of conceptual frameworks help to delineate and
provide meaning for nursing actions they are seen as an integral
part of curriculum development.

Since many socio-health problems are complex, with multiple
causative factors, a team approach must be taught to oncoming
nurses.

Since action-learning programmes have good potentials which have
yet to be used to their fullest advantage their use is worth

exploring more fully. Further, one urges that the location of the

learning experiences for such programmes be primarily, and initially,

based in the community.

Problem-solving learning is recommended as the key technique to
use for action-learning programmes, and the nature of the problem
can set the nature of the learning required. Nursing knowledge
evolved from the humanities and the natural sciences provides the
cognitive base for such action.

Since the knowledge and technological 'explosions' are so great,
and change is constant, the most favoured method for organising
nursing education programmes is perceived to be a modular one.
This allows for the adaptation, amendment, extraction, or addition

of modules as may be necessary. It also facilitates reentry into
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nursing for those who have periods of interruption for any reason.

CONCLUSION

The organisation of socio-health services in the 1980's is
basic to the development of nursing curricula and the needs and problems
of nursing education. One can conclude that a greater amount of care is
needed for the chronically long-term ill at home in the community. One
can reduce the mentally ill in institutions and devise support systems
for them in the community. But while the majority of nursing roles are
in health institutions one must prepare them for such practice.

At the same time as socio-behavioural sciences are given more
emphasis in curricula, basic nursing skills technical and general, must be
reaffirmed as vital for nursing practice. The major dilemma is how to
prepare oncoming nurses for practise according to dominant socio-health
needs whilst they function within health systems which cannot or do not

adapt readily to changing needs.
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APPENDIX A

COLLECTION OF MATERIAL FROM THE 'MASS MEDIA'

APPENDIX Al

A list of items from appropriate files in the

DOMINION Newspaper reference library.

APPENDIX A2

A list of items obtained from the files of the
NZBC reference library. Items from NZ major

daily newspapers for the period of 1979.

Legend:

NZBC - New Zealand Broadcasting Corporation
NZH - New Zealand Herald

OoDT - Otago Daily Times

AS - Auckland Star

EP - Evening Post

DOM - Dominion

PR - Press Release

APPENDIX A3

A list of socio-health and nursing related programmes

broadcast over 2ZA, 1979

APPENDIX A4

A list of socio-health and nursing related programmes

broadcast over National 'YA's, 1979.
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APPENDIX Al

A list of items obtained from files in the
Dominion Newspaper Reference Library.

FILE DATE ITEM

Social Welfare 16.1.79 'Rowling calls for welfare spending rethink ..
need to apply strict priorities .. cost

effectiveness to these areas .....
" " 7.3.79 Social welfare review .. cutbacks

o 2 2.5.79 Social work survey draws big response ..
survey to discover the number of people in

social service work .....

o 2 30.5.79 Course will help those who help. Porirua
Hospitals training unit to train .. social

workers, psychiatrists and personnel managers.

" " 14.6.79 "Health workers find first job wage collect-
ion - initial grant from the Mental Health

Foundation pays first 6 months .....

v M 25.6.79 Department of Social Welfare family home ..

parents .. COStSeesss

" v 27.6.79 Beneficiaries treated like dirt .. gaps in

community services .. fewer training facilities.

. z 30.6.79 'Put pressure on welfare.. number of old people
will increase during next 25 years .. growing

pressure on health and community welfare .....
" " 11:7.79 Car costs cut care schemes.
- = 25.7.79 Welfare extends marriage support.
» " 20.8.79 Bleak job view for social workers

" " 7.9.79 Pregnancies top benefits followed closely by ..
mental disorders and circulatory, respiratory

or digestive complaints .....

" ” 3.10.79 'Cuts put girls on street .. only accommodation

costs calculated. Moving to poorer environments.
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FILE

Social Welfare

Health

L

DATE

10.10.79

26.10.79

30.10.79

24.11.79

29.11.79

14.12.79

22.12.79

13.1.79

25.1.79

31.1.79

6.2.79

6.2.79

13.2.79

7.2.79

16.2.79

23.2.79

27.2.79

28.2.79
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ITEM

'Home saves hospital beds' .. may keep elderly
people out of hospital .. provide intermediate
care for frail and aged people.

'Family poverty shocks agencies'... budget
advisory officer reports his office accepted

22 new families .....

'Capital avoids poverty' .. difficult to assess
poverty .. the poor aren't who you think they

Ar€.es e

'Workers seek fresh image...' Comunity workers

plan a new image.

'Welfare widens role' .. adolescent support

'They're young but they're not children' ..
delinquents .....

'Grants help liquor battle. Salvation Army -
$222,000 for Alcoholics Liquor Advisory Council
'Booze and Buns may be New Zealand's ruin'.
'Lice Boom Hits Capital's Children'.
'Schoolgirls receive inoculation'

'Medical expert reveals NZ Pill deaths'
'Dangerous Prawns on Sale'

'Eye loss brings neqgligence claim'

'Pill death reports alarm women'

'Health scholar - WHO Scholarship ...°'

'More to light than meets the eye .. effect on
health and danger of artificial light..'

'Boat hygiene flurry'

'Fishing boat health formula devised'
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FILE

Health

"

DATE

12.3.79

13.3.79

14.3.79

26.3.79

7.4.79

18.4.79
26.4.79

2.5.79

3.5.79

5.5.79
5.5.79

16.5.79

22.5.79

22.5.79

31.5.79

13.6.79

14.7.79

18.7.79

18.7.79

23.7.79

224

ITEM
'Equality promotes female baldness'
'Schoolgirls face baby health threat’

'Government approves grant for College of

Medicine .. of Community Medicine Wellington.

'Health Centre nears .. Newtown Health Centre
starts with a co-ordinating team of two people..

'Health booklet offers traveller advice'

'Public Health costs must be reduced'

'Less drug use in N.Z. poll (than in UK or USA)

'Unfit raise death risks ...'

'Promiscuous bacteria cause humans trouble

(antibiotic resistance).'

'Essential to control Health Service Costs'

'Reverend Befriends Addicts'
'Polynesians hit by Bronchitis'

'Health expenditure outstrips services'
'Wages take more extra health funds'

'Preventive Health - Money spent on community
health seems to encourage people to go to
hospital .. increases awareness of health
facilities ...."

'Farmer Denies Methyl Hazard'
'Non-hospital Care Not Always Cheap'

'Life shortens as more money spent on health'
... areas such as unemployment, housing, occup-
ational hazards .. treatment of children and

abuse of alcohol .. also crucial ..

Letter. Minister of Health - stating health

preventitive measures undertaken by government.

'Alcohol and Cigarette Abuse Campaign Use Wrong
Angle..'
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FILE

Health

Cont'd

DATE

26.7.79

z o 7 (Mg e

2.8.79

2.8.79

7.8.79

T.8.79

11.8.79

13.8.79

16.8.79

16.8.79

27.8.79

28.8.79

28.8.79

3.9.79

8.9.79

29.9.79

8.10.79

11.10.79
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ITEM
'Health Service Scrutiny Begins'.
'Overeaters unite to put stopper on Binges'.

'Figures on Health Services suspect - Hospital

Boards Association.

'Scope in Health Research' - a developing field
of community health may offer new scope for

skilled medical research.
'Auckland folk seem sickest'

'Gair launches savings study - 3 working parties
- one will study information systems to ensure

decisions are soundly based(pharmaceuticals)

'Emphasis on good health envisaged'. N.Z.

Planning Council.

'Disco Fans Risk Duck Walk'

'Sectional Interests Could Harm Health Planning'
‘Sensible Lifestyles for Better Health'

'Pills beat Counsel for Problems .. anticipated
consequences of materialist technology had

imposed additional anxieties'.
'Out Obesity'.
'N.Z. Diet Criticized'

'‘Maori Health Level Low says Doctor'. Maori
21 16
1000 =7 o 1000 for total

population .. accident rate twice that of non-

Infant Mortality rate

maori'.

'Problems - Fishing Boats increasing risk of

typhoid and other gastric diseases ...'
'Holistic Health'
Heart week Stresses Family'

'Heart Doctor Makes Excess Diet Target'
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APPENDIX Al Cont'd
FILE DATE ITEM

Health 15.10.79 'Computer Eye Effect Survey'
& 31.10.79 'Beds, doctors exceed demand'

Nursing 12.1.79 "World Nurse Need Shown' Dr H. Mahler WHO
i 7.2.79 'Plunket Extends Service'

L 23.2.79 'Nurses Fear Policy Causes Poor Service -

sinking lid policy of hospital boards'

n 7.4.79 'Unhappy nurses confront Gair' ... over

contraceptive counselling decisions...

= 17.5.79 'Nurses Pay Keeps Pace' .. Occupational health

nursing ..

" 15.6.79 'Jail Nurse Row goes to McLay'

" 20.6.79 'Uniforms Cost Fortune'

" 6.7.79 'Mp's Join Nurses Against Health Cuts'

i 13.7.79 'Hutt Hospital Nursing Conditions Sharply
Criticized'

" 22.7.79 'Nurses leave their homes' ... re Nurses Homes

" 23.7.79 'Staff loss effects worry Nurses'

a 4.8.79 'Hospital Cuts Plan Worries Nurses'

1t 15.8.79 'Step In, Nurses Told .. and get patients with
alcoholic problems treated .. about 80 reasons
related to alcohol which get patients admitted
to hospitals ...'

2 4.9.79 'Full right advocated ... Public Health Nurses..
May be allowed to give contraceptice advice
to under 16 year olds.

" 10.9.79 'Nurses Group Worries About Breakups'

" 13.9.79 'Measures Tackle Nursing Needs' ... nursing
education .. and spread the supply of nurses

more evenly .. Government plans ..
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Cont'd

DATE

24.9.79

26.9.79

10.10.79

11.10.79

29.10.79

3.11.79

18.12.79
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ITEM

'Nurses may be allowed to give contraceptive

counselling..'
'University Nursing Degree Considered' (Otago)

'Plan Backed By Nurses' .. nurses appear to
favour .. proposed to be trained at a Technical

Institute ...
'Shortages Denied'

'Survey' Public Health Nurses .. Lice

Infestation
'Nursing Base Gains Priority'

'Nurse Training Move Continues .. transfer &f
nursing education from Hospital Board control

to Technical Institutes is about 43% complete..
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APPENDIX A 2

A list of Items from Major Daily Newspapers

obtained from files of NZBC reference library

FILE & PAPER DATE ITEM

Medical Services 12.1.79 Service in the Sticks .. Rural area -
Ngatea - one of first rural community

medical centres in New Zealand.

NZH 26.1.79 Hospital has its Perils E%— admitted ...
get a hospital related infection.
oDT 17.2.79 'Community Health Services Expand ..

cover all ages of people ...

Press 22.2.79 'Lyttleton Council Support Centre/
Y 22.2.79 'High Suicide rate among Doctors'
ODT L.3.79 'Health Centre Site Found on Foreshaw

- Dunedin City Council
L 2+3.79 'Rehabilitation Units Required .. need
to be established in major general

hospitals throughout New Zealand.
Press ;e 'Patients Rights Code Overdue'

AS 4.3.79 'Your Time is Up Doc. A New Breed on
the Way ... an internationally known

nutritionist ....

oDT 15,379 'Community Care Uncoordinated ..
hospital intervention has been largely
unplanned .. a spate of projects develop-

ed and intitiated under pressure.

Press 17379 'Plea for Co-ordination in Rehabilitat-
ion ... increased training at under-
graduate and postgraduate ... also
needed’'.

AS 21.3.79 Professor blasts hospital standard ..
of A & E care ... totally unacceptable
.. need special training for Doctors

and Nurses working in A. & E. Departments.
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FILE & PAPER

EP

AS

oDT

obpT

EP

opT

Press

EP

EP

oDT

Press

EP

Cont'd

DATE

28.3.79

5.4.79

Fudad9

26.5.79

30.5.79

31.5.79

7.6.79

11.6.79

11.6.79

16.7.79

27.6.79

2:7.79

4.7.79
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ITEM

'Pharmacists role in the Healing Process..

Self medication survey by Chemists Guild.

'$1 million cold shoulder' ... health
centre being built at Wiri may not be
fully used because some groups in

community may not feel .. at home

'Integration an Essential' Health
Manpower Planning must be integrated
and not left to individual occupational
groups ... 1978 Dept. of Health Report.

The Health of N.Z. (editorial)

'Health Survey at Strathmore' ...
residents want to know more about their

medicines .... and more health education
'Health Service Planners Meet'

'New Mini-Computer takes the Embarrassment

out of doctor-patient relationship.
'Doctors are given Prescription’

'Crisis in P. Health System Marshall
warns .. health seen as a primary

responsibility for the whole of society ..

'Remarkable Drop in Spinal Injuries ...

up to date 13 only.

'More money maust be put into NZ medical
services... emphasising community
medicine rather than treatment in

hospitals will not save money ...
$50,000 Medical Centre Planned for Akaroa

'Attitudes Change to Surgical Use of

Human Spare Parts'
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FILE & PAPER
EP

EP

oDT
NZH

oDT

oDT

EP

AS

oDT

PR

PR

NURSING
oDT

opT

obpT

Cont'd
DATE
8.8.79

D.9.79

16.8.79
21.8.79

1.9.79

10,9.79

22.9.79

2.10.79

16.10.79

22.+11.78

22.11.79

7.1.79

12.1.79

6.2.79

230

ITEM
'Self-Help is Best Policy'

'A Chance to Practice it Patiently -
Health by Family Dr'.

'Sensible Lifestyles for Better Health'
'Cuts to Dr. Surplus planned'

'New Health Centre for Industrial

Area - Dunedin'

'Fresh Approach Needed in Patient
Treatment'

'Medicine Gone Outside Realm of Sick ...
health is now being defined so widely
that medicine is being drawn into areas

where it has little to offer!

'Locum Service Vital to Keep Pressure

off the Doctors'

"Health Care Linked with Social Policy.
Mr Gair ... in long run social policy
will be seen to be of far greater
significance than health .. in determin-
ing the ultimate wellbeing and good

health of the community'

'Midwife Shortage Cast for S.I. over

next 2 years'.

'Only 10% of Surgery, Psychiatric
Treatments needed (Prof. Cooper)'

'Grievances by Nurses'
'"Nursing Issues' (editorial)

'Karitane Nurse sent to South Dunedin

Area'
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FILE & PAPER

PA

NZH

NZH

AS

NZH

EP

EP

EP

AS

Press

NZH

Cont'd

DATE

21279

23.2.79

27.2.79

7.3.79

% S o

2.4.79

6.4.79

7.4.79

9.4.79

29.5.79

9.6.79

19.7.79

231

TIME

'Nurses Unhappy With Hospital Boards...
68% inefficient nursing management most

difficult part of their job'
'Nurses Fear Policy Causes Poor Service'

'"Nurses Support Course' .. a clinically
oriented Advanced Diploma of Nursing

course...

'North Says Hands off our MNurses ...
Northland Hospital Board of Community
College ... sound geographical, social
and educational reasons for keeping

training centre in the north ...

'Health in your Hands. Message for
Nurses' .. nurses urged to be health

teachers rather than just curers.

'Carrington turns away alcoholics

because of more shortage'

'Education goal set for nurses ... to
implement complete transfer of nursing
education from apprentice style system

to student-based system.
'"Tech-trained nurses best?

'Suggestion given racist tag' ... re.
Maoris and Polynesian being given
preferential treatment and allowed

entry into nursing schools...'
'Nursing Problems Under Scrutiny'

'"Training Plan for Nurses' Technical
Institutes may undertake training....

Karitane nurses ...

'Too few hospital nurses' (Middlemore

Hospital)
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FILE & PAPER

oDT

EP

EP

PR

opT

PR

Press

oDT

EP

AS

EP

EP

Cont'd

DATE

19.7.79

11.8.79

13.8.79

28.8.79

3.9.79

4.9.79

17.9.79

19.9.79

2.10.79

10.10.79

19:11.79

19.11.79

232

ITEM

'Nurses Speak for Patients' ... should
have an active voice as a patients

advocate in respect of patients needs.

'Hospital Crisis Warning as staff fly

out...'

'Nurses Fighting Move to Close Hospital
Ward'

'A Revolution Gone Wrong' .... hospitals
warned make no hasty nurse-training

changes'

'Plan to Retrain Former Registered
Nurses... a course to start for Dunedin

Nurses'

'Nurses want wider powers' ... re

counselling on contraceptice advice.

'More courses, more students for nursing

ee.s.' (Health Minister)
'"Nurses Need Critical Look at Profession'

'Threat to Nurses Seen' .. in times of
financial cutback it is nursing budget

that takes.... most cuts...
'Hospital training "stressful" '

'Senior Nurses Seek Promotion for Contin-
uing Education' 5th Canterburys H. Board
Nursing Supt.... very few social changes
that will not affect us in some way...
nurses must be involved in community
decisions and be represented on local and

national bodies...

'Waikato University lecturer .. students
committment drop sharply when went into

a ward.
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FILE & PAPER

EP

SOCIAL LIFE AND

CUSTOMS

NZH

EP

AS

NZH

EP

NZH

EP

HEALTH

Press

NZH

Cont'd

DATE

19.11.79

19.4.79

15:9:.79

¥1.6.79

28.6.79

12.9.79

26.10.79

4.12.79

16.1.79

14.2.79
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ITEM

'Men Entering Nursing seem headed for

Top'

'Services in Decline' ... social need

is never static.

'No use pushing people around' ...
malaise of world ... learn to use every
negativity creatively ... listen ... see

world as a global village...

'Two-faced drink rules irk expert ... 200
health experts view alcohol and alcohol
related accidents as a major medical

problem VS liquor advertisement on buses.
'Drinkers heavier by the Year'

'Social Gaps Wider' ... inadequate
nutrition and health care and increases

in child abuse and stress diseases..

'Suffocating under Protection' N.Z. is
over-protected, over-legislated and
over-licensed.... %- of all government
spending on health, education, social

welfare.

'Oouality of Life' ... N.Z.-gé in quality
of life survey. 2nd in world in area of

health and education.

'Alcohol - Overeating 2 Big Problems in
NCZO g
Call to Curb Spread of Disease in

Hospitals'
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APPENDIX A2 Cont'd
FILE & PAPER DATE ITEM

Press 1722579 'Health Risks ... a greater public
awareness of health hazards is an object-

ive of Health Department in Christchurch'

EP 3.3.79 '"The Ailing Condition of Health
Education'
PR 27.3.79 'Make Changes Slowly says expert' -

wise to experiment with different types
of health administration before setting

up a new system.

Press 27.4.79 'Prevention Will be Health Officers Job
S.I.'s First Health Education Officer.
Teaching of Heart-lung resucitation and

preventive medicine.

Press 27.4.79 'Knowledge of Health Care Inadequate'
Secrecy had no place in health care.

(Beaven, B.W.)
ODT 18.5.79 'Conqueroring Colds' Family Doctor
PRESS 29.5.79 'Try the Garden not the Drug Cabinet for

Your Daily Vitamin C'

EP 16.6.79 'Health Money ... often Poorly Spent'

WHO. %— of some health spending actually

impairs or frustrates health. Gair.

EP 6.7.79 'Survey links Health and Income'

(Porirua C.H. Project)
EP 16:7 .79 'Health Funds Need Care Too'

EP 17.7.79 'Workplace Health Teams' (Team - a nurse/

health inspector, and a clerical assistant)
NZH 25.7.79 'Immunizing Can Avoid Tragedies'

EP 13,7.79: 'Poised for Priority Punch' Family Doctor
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FILE & PAPER

Auckland Star

AS

NZH

EP

ODT

oDT

oDT

EP

EP

EP

DATE

15.9.79

17.9.79

19.9.79

24.9.79

28.9.79

131079

6.10.79

15.10.79

10.11.79

22.11.79

1.12.79
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ITEM

'Pain Poorly Controlled' ... cancer
patients are suffering unnecessarily ...
because their symptoms are being

inadequately controlled.

'Eat for Health and Slice Pill Bill, say
Visitor' (Dr Bourbour - an Iranian

nutritionist).

'Health not only Doctors Responsibility'
(Minister) Co-operative planning of a
cross-section of health agencies is vital
if major health problems are to be

successfully tackled.
'Allergy said to be Masquerader'

'Suicidal N.Z. Lifestyle kills at
Alarming Rate' .. obese N.Z'rs ...

lazy also...

'Physical Fitness Clinic in Dunedin

Popular'

'More Say for Volunteers' .. Voluntary
agencies to be given more say in planning

health system. (Gair- Health Minister)

'Bills Activities for Elderly Impractical'
(Health Amendment Bill)

'That Headache'

'Many Teenagers Prefer to Take a Chance'

'Emotions Ought to be Part of Health'
says G.P.
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DATE

29.1.79
1:2:79
19.2.79
21..2,79
22.2.79
27.2.79
1.3.79
6.3.79
28.5.79
30579
6.6.79
7.6.79

11.6.79
13.6.79
19.6.79
20.6.79
22.6.79
26.6.79
27.6.79
28.6.79
29.6.79

2.7.79

4.7.79

5.7573
25.7:79
26.7.79
23.8.79

5.9.79

5.9:79
10.0.79
11.9.79
12.9.79
Y7:9.79

List of programmes broadcast over 2ZA, 1979

PROGRAMME

"After School Child Care"

"Choosing to be Childless"

"Training for Childcare"

"Family & Marriage Guidance Council”
"Report on Conference on Alcohol & Drug Abuse"
"Growing Up - Foster Homes"

"Bunnythorpe React to Local Typhoid Case"
"Adoption"

"Contraception for under 16 year olds"
"Abortion Programme Talkback"

Talkback "Crossfire on Welfare State"

"Report on Year of Child Exhibits" - social work

projects

"NSAD pulling out of Manawatu"

"Human First Aid Being Taught at Vet School™
"Schizophrenia"

"Battered Wives"

"I.Y.C." International Year of the Child.
"Dental Health"

"Prisons and Prisoners"

"Pressures of School Poverty"
"Homosexualtiy'

"Accident Compensation"

"Creche at High Schools"

"School Pupils and Drugs"

"Education Cuts"

"Education Cuts"

"Report on Psychologist Conference"
"Psychosexual Medicine"

"Talkback on Marriage Guidance"

"Report on Mental Health Seminar"
"Nursing"

"Effect of T.V. on kids"

"A week of Cancer Programmes with Talkback and

Public Participation"

236
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DATE

26.9.79
2.10.79
3.10.79
9.10.79
o 11 .79
9.11.79
13.11.79

71.12.79
19.12.79

Cont'd

PROGRAMME

"Talkback on Exam Pressure"

"Pregnancy Help"

"Getting Fit"

"Child Psychology"

"Suicide Rate in Palmerston North" - Talkback

"Disposal of Nuclear Waste at Massey"

"Legal Help for Children" In Divorce Cases for
instance.

"Youthline"

"Educational Gains"

List of programmes broadcast over 2ZA, 1979

237
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THEME

Abortion

Accidents

Alcohol

Conference

Dairy and
Milk
Products

Drugs

238

List of Programmes Broadcast over National 'YA's

Network News and Current Affairs Programmes.

DATE

27.4.79
1:5.79

18.1.79
30.1.79

21.6.79
18.7.79
26.9.79
15,10.79

18.5.79

30.4.79

26.7.79
20.2.79

15.11.79

11.9.79
29:6.79

7+:5:79
18.5.79

3.4.79
2.2.79
28.5.79

11..1..79
15.1.79
31.1.79

PROGRAMME

'Abortions, anaesthetics and Parental consent'

Comment on abortion situation

MOT Campaign to cut down accidents

ACC advertising campaign to promote
mouthgards

ACC report on children who ride bikes
Results from use of seatbelts
Survey on cost of traffic accidents

Guidelines on compensatable injury published

Study on hotel drinking habits of ethnic
groups.

Problems associated with early diagnosis
of alcoholism

Gains in dealing with alcohol abuse

Alcohol cost to N.Z. Industry and workforce
adversely affected by it.

Alcoholism

Cancer Conference Starts Today

Teenage morals paper presented to demographers
conference

Save our Homes Convention ends in Hamilton

International conference on effects of
agriculture, industry and water quality.

N.Z. milk radioactive
Danger of lead pollution in sheepmeat

Commission for Environment's warning about
selling milk in cardboard containers.

Narconon starts drug survey in Auckland
Drug trafficking increasing

Police and Customs involved in seminar on
international drug problem
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THEME

Drugs
Cont'd

Ecology-
Conservation

Economy

Education

Handicapped

Health
and
Medicine

Cont'd

DATE

8.2:.79

3.4.79

1.6.79

26,2.79

26.3.79

5.6.79

29.6.79

24.7.79

9.4.79
6.6.79
19.4.79
29.3.79

9.5.79
9.2.79

21.6.79
6.7.79

14.9.79

12.9.79

16.10.79
9.7.79

13.8.79
28.8.79
17.9.79

239

PROGRAMME
NSAAD disagrees with suggestion that heroin
be introduced as a painkiller.

New self-help group for a particular kind of
addict.

Commission for Environment not happy with
planning of ammonia urea plant at Kapuni

Ven Young opens symposium on public involve-
ment in environmental planning

0il pollution of the sea

N.Z. Planning Council Study on 'social
policies'

Children and family costs

SPUC attacks human development course for
schools

Social Studies kitset at secondary schools
Rural education and urban drift
Family breakdown, threat to education

Suggestion that social science should be
included in health related university courses

NZEI Conference 'teacher stress'

C.P.S. Report criticizing standard of physical
education taught in schools

Plight of deaf children
Early detection of mental retardation

Alternative approach to mastectomy
Valium being investigated for addictiveness
Aluminium in water makes patients demented

New restrictions on why minor tranquillizers
are prescribed

Cot deaths and diet
What priority should be given to surgery
Talking about cancer starts today
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THEME

Health
and
Medicine
Continued

Racism

Statistics

Women

Welfare

Cont'd
DATE

1.11.79

17.7.79
13:8.79
11.6.79
26.6.79
28.6.79

4.7.79
17.4.79

11.4.79
26.1.79

16.5.79
30.3.79

6.3.79
12.3.79

15.3.79
20:2.79

T 12479

13,6,79

27.7.79

23.1.79
24.1.79
24.6.79

9.1.79
27.3.79

240

PROGRAMME
People will soon buy medicine over counter
instead of consulting doctor
Tranquillisers - good or bad
Survey on contraceptive use among N.Z. women
Use of medication in the home
Deficiencies in our intensive care service

Doctors call for more emphasis on general
practice in med. student courses.

N.Z. needs improved emergency services

Plunket report - N.Z. has highest record of
children involved in car accidents

Review committee set up by Minister Health
concerned about child poisoning and burns

Karitane nurses prove popular in their new
role

Child rearing

Standards of mental health care in N.Z. under
attack

Genetic manipulation

Multiple Sclerosis Society symposium in
Auckland

New regulations for cigarette advertisement

Christchurch specialist warns about risks
from occupational poisoning

Increase in rubella

Humans Right Commission to undertake inquiry
into race relations

Survey on elderly people in New Zealand

Battered wives booklet
Battered wives increase

Soc. Research on Women survey of immigrant
womern

Tired schoolchildren

Phone help service called 'Parents in Stress'
set up in Hamilton
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THEME

Welfare
Continued

United
Nations

Cont'd

DATE

18.5.79

15.10.79

20.4.79
25.5.79

241

PROGRAMME
Scheme to provide intensive foster care of
emotionally disturbed children

Search for foster parents for difficult and
disabled children

WHO survey on N.Z.'rs teeth
WHO calls for ban on tobacco advertising
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APPENDIX B

COLLECTION OF MATERIAL FROM RELEVANT

JOURNALS, PERIODICALS AND DIRECTORIES

Bl

APPENDIX

A list of items from NZNJ for the period of

January 1974 to January 1980.

B2

APPENDIX

A list of periodicals, news releases, conference
and research reports that deal with some aspect

of contemporary socio-health issues.

B3

A list of (a) NZ social services directories,

and of (b) several similar overseas publications.
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Items from New Zealand Nurses Journal January 1974

DATE
January 1974

April 1974

May 1974
July 1974
August 1974
January 1975
March 1975

April 1975

June 1975

July 1975

August 1975
October 1975
n n
November 1975
December 1975

January 1976

to January 1980

ARTICLE
'Growth and Development' (Part 2)
'Practice Nurse Scheme Extended'

'Community health nursing and change - are we
prepared?’'

'Health Centres'

'Nursing - the Departments View'
'Education in Health Sciences'

'The Primary Care Role'

'Occupational Health Nursing'
'Elderly Citizens and Long Term Care'
'Alcohol, Alcoholism and the Nurse'
'Change and the Plunket Nurse'
'Alcoholism’

'Change and the Plunket Nurse' A reply to the
April article

'Alcoholics and their Families'

'Mosgiel Health Centre'

'Public Participation in Nursing'

'Clinical Assessment' .. of Behavioural Skills
'On Nursing Standards' (Part 1)

'The Nurse Specialist’

'Theory and Practice Correlation'

'Nurse - Family Relationships'

'Inequality of Health Care'

243
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DATE

February 1976

March 1976

May 1976
September 1976
November 1976
March 1977

May 1977

July 1977

October 1977

January 1978

February 1978

March 1978

April 1978

July 1978

244

ARTICLE

'Nursing Standards' (Part 2 - see Dec '75)

'Good Health - the by product of an
untrammelled ethos'

'After 3 years' (Polytechnic Nursing Programmes)
'Planning Nursing Care'

'Implementing change in the Organisation of
Nursing Care'

'The Nurse in Contemporary Society'
'Curriculum Evaluation in Nursing'

'What about the relatives?'

'Reporting on Midwifery'

'The Mental Health Foundation'

'Drugs, Youth and Society'

'Beliefs and Values'

'Learning the Characteristics of Helping
Relationships: Nurse-Teacher Genuineness
and Student-Nurse Self-Disclosure’

'Women in Distress'

'Nurse Teachers are Role Models Whether They
Like It Or Not'

'Towards 2000: a community perspective'

'The Nurse's: role in the promotion of mental
health in obstetrics'

'The development of Nursing as a Profession in
New Zealand'

'Institutional Neurosis'
'The Disabled and the Community'

'"The Nurse in Crisis'
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DATE

August 1978
September 1978
August 1978

September 1978

November 1978

June 1979

July 1979

September 1979

November 1979

January 1980

245

ARTICLE

'Pain and the Hospitalised Patient' (Part 1)
'Pain and the Hospitalised Patient' (Part 2)
'Loneliness’'

'The nurse and the provision of primary care
in accident departments'

'The pain of loneliness - an aspect of "pain"
and its relief'

'Need and Demand in Community Health Services'
'Care of the Terminally I1l1l'

'Mental Handicap and the Nurses Role'

'"The Child at Risk in Play'

'But a Patient must Fight Back'

'Negotiating Ambiguity: An Aspect of the Nurse-
Doctor Relationship'

'A Role for the Nurse in Caring for the
Individual Suffering from Rheumatoid Arthritis'

'Changes in Health Care Delivery which have
Affected the "Role" and "Status" of Health
Professionals'
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PUBLICATION

No.251 'Health'

NZDH

Regional Office
- Western Pacific

WHO

WHO Magazine
World Health

WHO News
Release

WHO News
Release

WHO News
Release

WHO News
Release

WHO News
Release

WHO News
Release

WHO News
Release

Temple Smith

London
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A list of periodicals, news releases, conference and

research reports containing socio-health

and nursing related items.

DATE

1971

October
1973

July
1976

March
1977

August
1977

August
1977

September
1977

November
1977

September
1978

July
1979

1974

TOPIC

'The Use and Misuse of Drugs'

'Report of the Seminar on Family Life
Education' South Pacific

'WHO Priorities' Top Priorities

1. Strengthening of Health Services
2. Environmental Health

3. Health Manpower Development

4. Expanded Programme on Immunization
5. Research Leprosy : Cholera

'Accident Mortality in Childhood'

'Developing Countries Urged to Create
National Councils for Environment

'Primary Health Care' WHO Director-General
(Mahler)

'Human Factor Held Responsible for Most Road
Traffic Accidents’

'Harnessing the Resources of Traditional
Medicine'

International Conference on Primary Health Care
Alma Ata, USSR.

'Seeks Firm Commitments to Remedy Failures

of Existing System'

'Inter-regional Scientific Working Group On
Environmental Health and Diarrhoeal Diseases
Prevention' Kuala Lumpar

'Poverty Reports; a review of policies and
problems in the last year'
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PUBLICATION

Conference
Report,
New York

Management
Services and
Research Unit -
NZDH

Survey Report
MUNSU.

The Porirua
Health Care
Survey

"Ripple"
Community
Volunteers
Magazine No 14

Special
Advisory
Committee on
Health Service
Organisations

DATE

October
1971

1974

1977

1976

January-
February
1979

November
1979

247

TOPIC

'Multi Handicapped' Conference.
Introductory topic - 'International Patterns
of Residental Care'

'Aged Persons - Including Retirement -
Accommodation Needs of the Elderly'

'Health Awareness and Health Actions of People'

'Health in Porirua'

'A Community takes on A New Responsibility'
The Newtown Health Project

'Proposed Northland Pilot Scheme - Framework
for Discussion'
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(a) New Zealand 'Social Services Directories'

PUBLICATION

DATE

REGION

Contact: Directory of Auckland
Social Services

Directory of Auckland Social Services

'Help' The Guide to Social Services
and Community Activities

Social Services Directory

Register of Social Services

Directory of Social Services, Agencies
and Organisations

Social Services Directory

Directory of Services of the
Intellectually Handicapped in Auckland

Directory of Community and Social
Services

Directory of Organisations in Auckland
and Wellington with relevance to
Pacific Islanders

Directory of Social Services

'The Next Step' Facilities and Services
for the Intellectually Handicapped
Directory of Treatment Facilities for

Alcoholism in New Zealand. Alcoholic
Liquor Advisory Council

1978

1974

1973

1975

1976

1975

1975

1975

1977

1977

1977

1978

1978

Auckland City Council

South Auckland
Christchurch
Levin Index
(Manawatu)
Otago

Napier

Palmerston North

Auckland
Porirua Basin

Pacific Islanders
Educational Resource
Centre

Wellington and
Hutt Valley

North Cantebury

New Zealand
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DUNEDIN COUNCIL OF SOCIAL SERVICES INC. (1980)

SOCIAL SERVICES SECTION

TABLE OF CONTENTS

ACCOMODATION/HOUSING

Example - Nine sources of emergency
accomodation are listed.

COMMUNITY HEALTH GROUPS

Examples- 5 alcohol related organisations.
Arthritis & Rheumatism Foundation of N.Z.
Cancer Society of N.Z.

Clinical Special Educational Unit
Clinic for Special Physical Education
Coeliac Society

Cystic Fibrosis Society

Good Samaritans

Otago Asthma Society

Otago Diabetic Society

Otago Multiple Sclerosis Society
Parkinson's Disease Support

Plunket Society

Psoriasis Society

Schizophrenia Fellowship

COMMUNITY SERVICES

Examples - Budget Advisory Service
City Health Department
Housebound Service

COMMUNITY WELFARE GROUPS

Examples - Adoption Support Group
Youthline
Social Skills Unit
Community Counselling Service
Unemployed Drop-In Centre

Emergency & Citizens Advice Service
Family Care Centre

Gamblers Anonymous
Red Cross Society of N.Z.

A sample of One SSD (Otago) and the Services Listed

PAGE

10

249
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DISABLED

Examples = Access - Dunedin

Association of Deaf Children

Crippled Childrens Society Inc.

Royal NZ Foundation for the Blind

Dunedin Paraplegic & Physically
Disabled Association

Rehabilitation League NZ

Contact

EDUCATION AND RELATED SERVICES

Examples - Adult Literacy Centre
Concerned Parents Association
Learning Information
Speech Clinics
Schools for the Deaf

COMMUNITY AND SOCIAL ACTION GROUPS

Examples - Amnesty International
Human Rights Commission
S.P.UJ.C.
Refugee Action Camp

LEGAL ADVICE AND ASSISTANCE

Examples - Consumer Institute
Emergency & Citizens Advice Service
Legal Advice Centres - Free Service
Women's Refuge

FAMILY ASSISTANCE AND CHILD CARE

Examples - Birthright

Day Care Centres

Pied Piper Nanny Services

Contact

Parents Centre

Child Protection Co-ordinating
Committee

Plunket-Karitane Child Care and
Family Support Service

PREGNANCY ASSISTANCE

Examples - Family Planning Association
Parents Centre
Social Welfare Department
S.P.U.C.
Contraception Advice

250

15

18

20

20

21

24

A sample of One SSD (Otago) and the Services Listed (cont'd)
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HOSPITALS/HOMES 25

Examples - Otago Hospital Board Community
Services
Otago Hospital Board Home Help
Otago Hospital Board Meals-on-Wheels
Otago Hospital Board Assessment and
Rehabilitation Service

SENIOR CITIZENS AND BENEFICIARIES 28

Examples - Assessment & Rehabilitation for
Elderly
Otago Beneficiaries Association
Community Nursing
0ld Peoples Welfare Council
Sunshine Club (for lonely)

GENERAL WELFARE SERVICES 30

Examples - Accident Compensation Commission,

Dunedin Branch

Health Department

Education Department

Environmental Health Services

Probation Service

City Health Department

Ombud sman

Dunedin Council of Social Services,
Incorporated.

A sample of One SSD (Otago) and the Services Listed (cont'd)
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(b) Overseas 'Social Services Directories and Handbooks'

PUBLICATION DATE TOPIC

National Mental Health Foundation, 1974- 'A Selection of Pioneer-

London 1975 ing Community Mental
Health Services'

Report of a Special Committee of the 1979 'Alcohol and Alcoholism'

Royal College of Psychiatrists,

London

The Directory of Social Change, 1977 'Community Economic

Volume 2, London Development'
"Action Research'
'Social Audit'

Kings Fund Centre, London 1975 'Organisations Relating
to Health and Social
Services'

Voluntary Social Services, London 1978 'A Directory of National
Organisations. p.35
Compassionate Friends'

Self-Help and the Patient, Oxford,

Patients Association 1976 'A Directory of Organis-
ations concerned with
particular diseases and
handicaps'

United Nations Handbook 1979 -Economic and Social
Council (55-133)
-Special Bodies of the
U.N. (134-138)
-Intergovernmental
Agencies (149-200)
U.S. Department of Health, Education 1975 'Child Advocacy

and Welfare. DHEW Publ No.

76 - 30082

Programmes'
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PUBLICATION DATE TOPIC

Directory of Agencies U.S. National 1975 Voluntary, Internat-
Association of Social Workers, ional, Intergovernmen-
Washington. tal Agencies.

Source on Aging. lst Edition 1977 P. 34 Role and Status,

Part 2 - Chicago

Cult, Norms and Values
P.61-130 Part two -
'Health'
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APPENDIX C

COLLECTION OF MATERIAL FROM FORMAL OR OFFICIAL SOURCES

A list of socio-health and nursing related publications.

Time period ranging from 1973 to 1979.

The statistics of one department (geriatric) of the
Otago Hospital Board for 1978.

The statistics of one class of clients seen at the

Dunedin Hospital Emergency Centre, 1979.

APPENDIX Cl
APPENDIX C2
APPENDIX C3
APPENDIX C4

A sample of items from the

(a) 'Planning Research Index, 1979, and

(b) 'Department of Social Welfare Library Publications -
1975 to 1979.

Note: Items from these two sources give only the title
and the name of the author or organisation responsible
for the publications. Full bibliographical data can be
obtained from the publications under which the entries

are listed.
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Cl

DATE

SOURCE

TOPIC/SUBJECT MATTER

June 1973

January 1974

1976

1975

1978

1978

March 1979

1979

1979

November
1979

1976

Department of Health

Department of Health

N.Z. Plunket Society

Department of Health
Special Report No. 45

National Health
Statistics Centre.
Department of Health

National Health
Statistics Centre.
Department of Health

Department of Health

N.H.S.C. Department
of Health
Town and Country 1

Planning - Division of
the Ministry of Works
and Development

2
The Department of
Social Welfare
Library

The Department of
Social Welfare
Library

"Department of Health -
Function and Responsibilities"

"Occupational Health Services
In New Zealand"

"Changing Patterns of Child Care"

"Maternal and Infant Care in
Wellington. A Health Care
Consumer Study"

"N.Z. Health Statistics Report
Cancer Data, 1978 Edition"

N.Z. Health sStatistics Report
'Hospital Management Data'

'The Public Health' Report of
Department of Health For the
Year Ended, 31 March, 1979.

'"Trends' in health and health
services, 1979 Edition.

"Planning Research Index"

Catalogue of Publications held
by Social Welfare Library - a
reorganised and reclassified
listing of books inherited from
the former Social Security
Department and the Child Welfare
Division of the Department of
Education.

Catalogue of Library Recent
Publications, Volume 1. -
No. L1 2y 34 4.

A list of socio-health and nursing related publications

- 1973 to 1979 is provided in Appendix C4
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DATE SOURCE TOPIC/SUBJECT MATTER
1977 The Department of Volume 2. - No. 1, 2, 3.
Social Welfare
Library
1978 The Department of Volume 3. - No. 1, 2, 3.
Social Welfare
Library
1979 The Department of Volume 4. - No. 1, 2, 3.
Social Welfare
Library
1978 Statistics Statistics cover general
Calendar Department patients for the whole of 0.H.B.
Year Otago Hospital area classified by Department
Board and Diagnosis. WHO International
Classification of Diseases is
used for Diagnosis classificat-
ion. One sample (p of
statistics is given.
1979 Accident & Monthly Statistics of Poisoning
Calendar Emergency Centre Cases seen at Dunedin Hospital,
Year Files, Dunedin Accident & Emergency Centre.

Hospital

Number of cases of children
under 5 noted. (Details p

A list of socio-health and nursing related publications
- 1973 to 1979 is provided in Appendix
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OTAGO HOSPITAL BOARD =~ STATISTICS ANALYSIS OF PATIENTS DISCHARGED DURING 1978
DEPARTMENT - GERIATRIC
DIAGNOSES PIIAE  DUCRUGEE Thes tow Tem tay Gl beii
Malignant Neoplasm 8 8 361 45.13 1 5
Endocrine Nutritional & Metabolic 7 7 2508 358.29 2
Senile Dementia 3 3 426 142.00 1
Other Mental Disorders 11 12 633 52.75
Parkinson's Disease 15 16 2418 151.13 2
0ld Hemiplegia 32 32 4032 126.00 5
Other Nervous System/Sense Organs 18 20 10719 535.95 3
Heart Disease 13 13 449 34.54 3
Cerebrovascular Disease 50 50 4034 80.68 5
Other Circulatory Diseases 11 12 508 42.33
Pneumonia 7 7 209 29.86 1
Chronic Bronchitis 9 9 1524 169.33 3
Other Respiratory Diseases 1 1 18 18.00
Diseases Of Digestive System 3 3 55 18.33
Diseases of Genito-Urinary System 5 7 686 98.00 2
Arthritis & Rheumatism le6 16 5055 315.94 1
Other Musculoskeletal Diseases 5 5 169 33.80 1
Senility 1 1 36 36.00
Symptons & Ill-Defined Conditions 6 6 195 32,50
Trauma 40 45 2718 60.40 5
All Other Conditions 33 40 926 23.15 1

TOTAL 294 313 37679 120.38 1 40

LST
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DUNEDIN HOSPITAL =

ACCIDENT

& EMERGENCY CENTRE

Statistics for one category of clients treated at the

centre during 1979.

DISEASE ENTITY MONTH NUMBERS NUMBER OF CHILDREN
TREATED UNDER 5 YEARS

Poisoning January 23 4
! February 23 13
March * 26 5

April 19 7

May 22 6

June 25 5

July 26 6

August 17 3

September 28 11

October 19 4

November 18 3

December + 9 5

From 19th only

Till 19th only

The Files did not always indicate the type of

poisoning that occured.

that were named included:

Sedatives :

Petrol

Antibiotics

Alcohol

Foxglove :

Janola

But some poisons

Detergents :

Body Spray
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PLANNING RESEARCH INDEX, 1979

COMMISSION for the Environment 'Noise control: Which Direction?'

KENNEDY, Ava. 'Traffic noise on arterial roads: A case study of
Balmoral Road'.

FOOKES, T. Social and Economic Impact of the Huntly Power Station.
Second Year Progress Report.

URBAN Renewal Division, Department of Planning and Social Department.
'Grey Lynn Study'

i Ba M 7 -
TOWN & Country Planning Division, , & the Commission for the
Environment. "Symposium on Public Involvement in Environmental
Planning".

ROCHE, A. 'Public Participation and the Planner'.
YOUNG, B. 'Planning the Physical Environmment for the Young'.
DAVEY, J. 'Urban research requirements in New Zealand'.

WHITEHOUSE, C. 'Long range planning in New Zealand Education'. (Using
and OECD-CERI model.)

SOCIETY for Research on Women in New Zealand 'Parentcraft Education'.

RUSSELL, H. 'A Geography of Death from Ischaemic Heart Disease in
New Zealand'.

BROWN, S. 'Planning for the Disabled'.

NZ DEMOGRAPHIC Society 'Proceedings of the NZ Demographic Society Fourth
Annual Conference, Wellington, 1978.

HARLAND, P. & AUTON, L. 'An investigation into the needs of New
Communities.

TOWN & Country Planning Division - News Bulletins. (44 issues to date)
Example No. 31 (August, 1976). 'Population Growth of Urban Areas
and Large Towns, 1971-1976.

TOWN & Country Planning Division - Films. Examples 'The Water Cycle'
(theme - dangers of growing pollution), and 'Shadow of Progress'
(theme - technology, pollution, correction strategies)
DEPARTMENT OF SOCIAL WELFARE LIBRARY PUBLICATIONS

(i) Publications at hand - November, 1975

NEW Zealand Royal Commission of Inquiry into Hospital and related services:
'Proposed Institute of Psychiatry' Second Report, 1973.

NEW Zealand Royal Commission of Inquiry into Hospital and Related Services
'Services for the mentally handicapped', third report, 1973.

COHEN, P. et al. 'Casework with wives of alcoholics'.

DIMOCK, H. 'The child in hospital; a study of his emotional and social
wellbeing'

DONNISON, D. 'The neglected child and the social services'.
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FERGUSSON, D. (1) 'The correlates of severe child abuse' 1973
(2) 'Factors associated with serious ill-treatment of children'
1973.

SOCIETY for Research on Women in N.Z. 'Child care in Auckland: Interim
reports of two study groups (1973).

STIRLING, H. 'A study of foster care in Wellington, New Zealand, 1972.
SAUNDERS, E. 'A guide to adoption in New Zealand' 1971.

CAPES, M. 'Stress in youth: a five-year study of the psychiatric
treatment, schooling and care of 150 adolescents'. (London),
1971.

FAMILY Welfare Association. 'The family; patients or clients? 1961.

SOCIETY for Research on Women in New Zealand. The unmarried mother;
problems involved in keeping her child. 1970.

SCHLESINGER, B. 'The multi-problem family : a review and annotated
bibliography' 1963.

FINLAY, A. The problem of violence with specific reference to New
Zealand, 1973.

NEW Zealand Department of Social Welfare ‘'Juvenile crime in New Zealand,
19735

ROBERTS, J. 'Self-image and Delinquency; a study of New Zealand adolescent
girls, 1972.

DAVIES, M. An index of social environment: designed for use in social
work research, 1973.

NEW Zealand Department of Justice (1) 'Psychological research publication
No. 1 'Personality deterioration and imprisonment' (by)
Taylor, .AJ.W., 1958. (2) 'Psychotherapy; it forms their uses,
compiled by Patchett, R.F., 1960.

RITCHIE, J. 'Child rearing patterns in New Zealand' 1972.

NEW Zealand Committee on Drug Dependency and Drug Abuse in New Zealand
(1) First report, 1970 (2) Second Report, 1973.

QUAY, H. (ed) 'Psychopathological disorders of childhood' 1972.

WHITEHEAD, J. 'Psychiatric disorders in old age; a handbook for the
clinical team' 1974.

RAMSAY, B. Attitudes Palmerston North, City Corporation, 1972.

TRUAX, B. & CARKHUFF, R. 'Toward effective counselling and psychotherapy:
training and practice' 1969.

SATIR, V. 'Conjoint family therapy; a guide to theory and technique,
Rev. ed. 1967.

WEBB, S. (ed) 'N.Z. society; contemporary perspectives, 1973,

FORSTER, J. (ed) 'Social process in New Zealand; readings in sociology’
1972.

BELBIN, R. 'The discovery method; an international experiment in
retraining' (OECD), 1969.
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NEW Zealand Department of Internal Affairs. 'Royal Commissions and
Commissions of Inquiry' 1974.

TITMUSS, R. 'Committment to Welfare' 1968.

BRILL, N. 'Working with people, the helping process' 1973.

ROGERS, C.R. & STEVENS, B. 'Person to Person; the problem of being
human, a trend in psychology' 1967.

PRINGLE, M. 'The needs of children; a personal perspective prepared
for the Department of Health & Social Security' 1974.

ASSOCIATION for the Study of Childhood, Wellington, New Zealand.
"N.Z. Children yesterday, today and tomorrow' 1972 lectures
delivered to Association for the study of childhood.

TOWLE, C. 'Common human needs' New ed. (by) YOUNGHUSBAND, E.
(2nd edn) 1973.

(ii) Publications - Volume 7, No. 7. 1976

SEABROOK, J. 'Loneliness' 1973.
ROBINSON, D. 'Newtown, a community in the city' Wellington 1975.

STEINFELS, M. 'Who's minding the children? The history and politics of
day care in America' 1973.

WILLS, D. 'A place like home; a hostel for disturbed adolescents' 1970.

BENN, C. 'The family centre project; (2nd) & (3rd) progress reports;
1972, 1973.

SEMINAR on Migration and related social and health problems in New
Zealand and the Pacific, 1972.

BRANDES, N & GARDNER, M. (eds) Group therapy for the adolescent, 1974.

(iii) Publications - Volume 7, No. 2, 1976

BOWLBY, J. (Guest contributor) SPITTLE, B. et al (eds) 'Report on a
seminar on the family for good or ill' 1973.

FROHLICH, P. et al. 'The 1967 national survey of institutionalised
adults; residents of long-term medical care institutions'
(u.s.) 1974.

(iv) Recent Publications - Volume 1, No. 3, 1976

KOOPMAN-BOYDEN, P. 'A bibliography of the N.Z. family' 1975.
BRYANT, E. 'Old age', Wellington 1975.

KOOPMAN-BOYDEN, P. 'A proposal for future research on the elderly in
N.%." :1975.

BLACKHAM, H. (ed) 'Ethical standards in counselling; papers presented
by a working party to the Standing Conference for the
Advancement of Counselling' 1974.

HALLAS, C. et. al. 'The caring and training of the mentally handicapped;
a manual for the caring professions' 1974.

NEW Zealand Department of Health. 'Directory of homes and hospitals for
old people' 1975.
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(v) Recent Publications - Volume 1, No. 4, 1976

COLEMAN, J. 'Relationships in Adolescence' 1974.

AGE Concern. ‘'Emotional needs of the retired and the elderly' 1973.
ALLEN, V. (comp.) 'Psychological factors in poverty' 1970.
PERIMAN, R. 'Consumers and social services' 1975.

BOSWELL, D. & WINGROVE, J. 'The handicapped person in the community; a
reader and source book' 1974.

HADLEY, R. & WEBB, A. 'Loneliness, social isolation and old people:
some implications for social policy' 1974.
GARDEN, J. 'Mobility and the Elderly' 1974.

DAVIES, L. 'Nutritional needs of the elderly' 1974.

(vi) Recent Publications - Volume 2, No. 1, 1976

STEVENS, O. 'Awareness: exploring, experimenting, experiencing' 1973.

GIBSON, R. 'A survey of research services in the social sciences in
N.Z." 1973.

GILL, T. 'The Rural Women of N.Z.; a national survey' 1975.
KEARSLEY, M. 'The spatial behaviour of the elderly' 1975.

DERBYSHIRE, M. 'A comparison of five computerized information systems
in social service departments' 1974.

JOHNS, R. 'Alcoholism for nurses and community workers' 1976.

(vii) Recent Publications - Volume 2, No. 2, 1977

COTLER, S, & GUERRA, J. 'Assertion training; a humanistic-behavioural
guide to self dignity' 1976.

FREEMAN, C. et. al. 'Progress and Problems in social forecasting:
disciplinary contributions to an interdisciplinary task' 1976.

JOHNSON, 0. 'Living alone' Auckland, 1976.

FIELD, F. 'A social contract for families: memorandum to the Chancellor
of the Exchequer' 1975.

TRLIN, A. 'Social welfare and New Zealand Society' 1977.

LEES, D. & SHAW, S. (eds) 'Impairment, disability and handicap; a
multidisciplinary view' 1974.

BORLAND, M. (ed) 'Violence in the family' 1976.

TUTT, N. 'Violence' (for) Department of Health & Social Security: London
1976

ACCIDENT Compensation Commission (in) New Zealand, 1976
JOHNSTON, R. 'The New Zealanders; how they live and work' 1976.

(viii) Recent Publications - Volume 2, No. 3, 1977

GALLACHER, J. & HARRIS, H. 'Emotional problems of adolescents'
3rd edition, 1976.

BIRNBAUM, J. 'Cry anger: a cure for depression' 1973.
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INNES, W. 'Psychology in New Zealand: a critical comment on the way
psychology is being applied to the insane, criminals, and
children' 1976.

LAFRAMBOISE, J. 'A question of needs' ..... Ottawa, 1975.
BRILL, N. 'Teamwork: Working together in the human services' 1976.

DANISH, S. & HAUER, A. (i) 'Helping skills: a basic training program:
leaders manual, 1976. (2) 'Helping skills: a basic training
program: trainee's workbook, 1976.

SHERWOOD, S. (ed) 'Long-term care: a handbook for researchers, planners,
and providers' 1975.

POLANSKY, N. et. al. 'Child neglect: an annotated bibliography (U.S.
Department of Health, Education, and Welfare) 1975.

KING, D. 'Dossier on drugs: facts on dealing and drug abuse in New
Zealand: what every parent should know about the growing
dangerous drug scene' 1976.

(ix) Recent Publications - Volume 3, No. 1, 1978

McKINNEY, F. 'Understanding personality: cases in counselling' 1965.

NEW Zealand Board of Health. Report Series No. 24 'Children with
handicaps' 1975.

PERLIN, S. (ed) 'A handbook for the study of suicide' 1975.
NEW Zealand Department of Statistics 'Social trends in New Zealand' 1977.

NEW Zealand Council of Social Service ‘'Establishing district councils of
social service: a guide to organisations and individuals
interested in district councils of social service' 1976.

MORRICE, J. 'Crisis in intervention: studies in community care' 1976.

BRISCOE, C. & THOMAS, D. 'Community work: learning and supervision' 1977.

(x) Recent Publications - Volume 3, No. 2, 1978.

BLUMBERG, R. & GOLEMBIEWSKI, R. 'Learning and change in groups' 1976.
CARKHUFF, R. et al. 'The Art of Helping III' 1977.
CARKHUFF, R. et. al. 'Teaching as treatment' 1977.

LIBERMAN, R. 'Personal effectiveness: guiding people to assert them-
selves and improve their social skills' 1975.

GABRIEL, R. 'Program evaluation: a social science approach' 1975.
O'ROURKE, B & CLOUGH, J. 'Early childhood in New Zealand' 1978.

STRUMPEL, B. 'Economic means for human needs: social indicators of
well-being and discontent' 1976.

RAGG, N. 'People not cases: philosophical approach to social work' 1977.

SIEDER, V. 'Homemaker - home health aide services to the mentally ill
and emotionally disturbed' 1976,
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NATIONAL Civilian Rehabilitation Committee 'Rehabilitation services for
the disabled in New Zealand - seminar report' 1977.

NEW Zealand Council of Christian Social Services 'Child care handbook'
1977.

NEW Zealand Department of Education. Correspondence School 'Helping
the pregnant schoolgirl: a survey of students enrolled on
account of pregnancy' 1977.

CARKHUFF, R. & BERENSON, B. 'Beyond counselling and therapy’
2nd Edition, 1977.

HALEY, J. 'Problem-solving therapy: new strategies for effective family
therapy' 1976.

(xi) Recent Publications - Volume 3, No. 3, 1978

RAYNER, E. 'Human development: an introduction to the psychynamics of
growth, maturity and ageing' 2nd Edition, 1978.

KLAUS, M. 'Maternal-infant bonding: the impact of early separation or
loss on family development' 1976.

DEPARTMENT of Health and Social Security. 'Selected references on the
pyschological effects of stillbirth and abortion' 1977.

WELLINGTON Community Services Office 'Seminar on Youth at Risk:
whose responsibility?' 1977.

SHOUKSMITH, G. ‘'Assessment through interviewing' 2nd Edition, 1978.

(xii) Recent Publications - Volume 4, No. 1, 1979

CARKHUFF, R. et. al. 'The Art of Helping III: trainers guide' 1978.
RILEY, D. 'Parent-child communication' 1977.

METGE, J. & KINLOCH, P. 'Talking past each other: problems of cross-
cultural communication' 1978.

CARUANA, S. 'Social aspects of alcohol and alcoholism' 1976.
ELMER, E. 'Fragile families, troubled children, the aftermath of infant
trauma' 1977.

(xiii) Recent Publications - Volume 4, No. 2, 1979

ANDERSON, E. & SPAIN, B. 'The child with spina bifida' 1977.

EEKELAAR, J. & KATZ, S. 'Family violence: an international and
disciplinary study' 1978.

(xiv) Recent Publications - Volume 4, No. 3, 1979

WATZLAWICK, et.al. 'Change: principles of problem formation and problem
resolution' 1974.

WATZLAWICK, et. al. 'Pragmatics of human communication: a study of
interactional patterns, pathologies, and paradoxes' 1976.
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UNITED Nations, Department of Economics and Social Affairs 'International
Directory of Organisations concerned with the ageing’
1977, Supplement, 1978.

ROGERS, M. 'Paraplegia: a handbook of practical care and advice' 1978.

BLANTER, H. 'Acting in: practical applications of psychodramatic methods'
1973.
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COMMUNITY SOCIO-HEALTH AND NURSING AGENCIES

Appendix D contains a list of socio-health and

nursing agencies examined by MUNS 1979.



APPENDIX D

Health/Social Care Agency

A Private Nursing Bureau

A Psychiatric Clinic

Telephone Counselling Service

Hawkes Bay Addiction Centre

Mothers Helpers

Mt. Albert Centre for Mental
Health

Waikato Extramural Hospital
Auckland Extramural Hospital
Alcoholic Anonymous

Titoki Healing Centre

Newtown Health Project

Winstone Health Centre

"Hillview" Mental Health
Centre

Biochemistry Laboratory

267

Purpose

Met a need for nurse clients and
consumers who needed a more flexible
structure than health care institut-
ions supply.

For acute admissions - treatment of
psychiatric disorders for up to 30
days.

A support service of a general type.
'Coastline’.

Initially for alcoholics - now scope
includes care and rehabilitation of
both short and long-term patients
with problems of alcoholism, drug-
abuse, obesity, gambling.

Provide emergency help in the home,
generally on a short-term basis. |

In operation for about 1 year -
acting as a crisis centre.

Paramedical skills brought to assist
the family doctor in the care of clients
in their own homes.

A self-help organisation coping with
alcohol related problems

Offers medical care, counselling,
community service.

Initiated to deal with health-social
problems - high birth and mortality
rates - above average infant deaths ...

Winstone Limited - Occupational Health
Centre

An intermediate agency between
statutory and voluntary organisations -
gives crisis care: group therapy:
identifies individuals and families

at risk.

A '24 hour callback system and night
shifts'
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Health/Social Care Agnecy

Tiwan Smelter Health Centre

Nurse Maud Association

Family Health Counselling
Centre - Takaroa

268

Purpose

24 hours service - staffed by

1 fulltime, 2 parttime R.N.
Industrial Nurses - Preventative
and Worker Incentive Programme

Provides a district nursing service
for the community.

For people with health-related social
problems. A resource service for
General Practioners, Nurses, and
others.

A list of socio-health and nursing agencies examined

by *MUNS, 1979

* MUNS - Massey University Nursing Students
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