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OPSOMMING
Die tegnologiese en fisiese versorging van pasiënte in ’n intensiewe sorgeenheid is gewoonlik baie goed —  die sielkundige 
aspekte van intensiewe verpieegsorg word egter dikwels verwaarloos.

Om die nodige ondersteuning te kan bied, moet die verpleegkundige bewus wees van pasiënte se sielkundige be
hoeftes, die verdedigingsmeganismes wat gebruik word, die invloed van spanning en ook van die aspekte in die eenheid 
wat tot sielkundige probleme by pasiënte bydra.

Die aard van die werk en verhoudings met kollegas in die intensiewe sorgeenheid kan ook sielkundige probleme by 
die verpleegpersoneel veroorsaak.

Enige sielkundige probleme in ’n intensiewe sorgeenheid, hetsy van pasiënte of personeel moet deurlopend geidentifi- 
seer, geanaliseer en die oorsaak vasgestel word om sodoende die probleem te kan oplos.

INTRODUCTION
The technical and physical care of 
the critically ill p a tien t has been 
perfected , bu t the  psychological as
pects of intensive nursing care have 
to  a g rea te r or lesser ex ten t been 
neglected. The objective of this 
article is to  highlight the causes of 
psychological problem s in an in ten 
sive care un it, how to  recognise 
these problem s and  above all how 
to p reven t o r co rrect them .

Nursing involves being a com pe
ten t p rac titioner in the physical, 
social, and psychological care of the 
patien t in the preventive, p rom o
tive, curative and rehabilitative 
spheres. This also applies to  in ten 
sive nursing care. G iving physical 
care to  the p atien t is not enough, 
the nurse m ust also p rom ote  psy
chological w ell-being and prevent 
psychological factors which m ay in
fluence the patien t adversely. W hen 
c r i t i c a l l y  il l  p a t i e n t s  a r e  f i r s t  
brought to  the un it, they are too 
sick to  be affected psychologically 
by the significance of the unit. L ater 
em otional stress will be superim 
posed on the stress of the  illness and 
this can result in psychotic o r neu
rotic behaviour. T he staff in the 
unit is how ever also constantly  ex
posed to  psychological stresses.
HUMAN NEEDS
N eeds are basic requ irem en ts of the 
body and psyche which hum an 
beings require  for health  and sur
vival. A  need is a feeling of necess-
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ity to  rem ove, allay o r correct con
ditions which are experienced  as a 
disruption or deficiency of the self 
or environm ent. M aslow ’s h ier

archy of needs, the ir relevance in 
the intensive care unit and  their 
nursing im plications are  shown in 
table 1.

TABLE 1 MASLOW’S HIERARCHY OF NEEDS, THEIR RELEVANCE IN 
THE INTENSIVE CARE UNIT AND IMPLICATIONS FOR NURSING 
(Johnson & Davis (1975)

Needs

Physiological needs

Relevance to ICU Implications for nursing

Needs to be met are 
comfort, activity, nu
trition, elimination of 
wastes

Safety needs 

Need to belong

Need for recognition 

Need to create

Need to know and 
understand

Self actualisation

Threat of injury by 
person or machines

Security, means of 
communication

Esteem, dignity, re
spect

Expression of self, 
need to contribute

Need for knowledge 
and comprehension

Order, truth, privacy

Patients are often not able to 
fulfil these needs by them
selves, nursing function is then 
for example seeing to comfort 
despite his being in traction, 
determining intake and output 
together with blood chemistry 
to assess adequacy of intrave
nous nutrition, and so on
Medication must be checked. 
Machines must be in best 
working condition

Staff must communicate with 
the patient and patient must 
be a l l o w e d  to  r e s p o n d .  
Patients need constant re
assurance

Patients must be treated with 
respect and addressed cor
rectly
Patients must be involved in 
the choice and implementation 
of their treatment

An explanation of diagnosis 
and treatment on the 
patient’s level

Patients should have as much 
privacy as possible — pull 
screens or close doors. The 
patient has the right to be told 
the truth
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T he staff m ust assess the  needs of 
the p a tien t. A n a ttem p t m ust be 
m ade to  co rrect any distu rbance 
and  to  m ain tain  balance. T he staff 
m ust also be a le rt to  th e ir own 
needs and ensure  th a t they  are ad e 
quately  satisfied.

STRESS

Stress is the reaction  of the body to 
stim ulation  which is dangerous 
enough to  requ ire  the  body to  m ake 
an ad justm en t to  overcom e the 
danger. Stress affects the body by 
increasing the  pulse ra te  o r blood 
p ressure , causing profuse sw eating 
and could even result in stress 
ulcers.

Psychological m anifestations are 
ag ita tion , restlessness and  the  use 
o f defence m echanism s. Stress in 
any form  is due to  one o r m ore 
needs tha t are not satisfied.

DEFENCE MECHANISMS

The staff and patien ts uncon
sciously im plem ent various defence 
mechanisms to  p ro tec t them selves 
from  stress. T he tw o overt defences 
are fight and flight. G uilt and  anxi
ety are  con tro lled  by hostile ag
gressive behav iour, destroying the 
source of danger o r by running 
away from  it. T he critically ill 
p a tien t canno t im plem ent these 
m echanism s as they  involve physi
cal effort. T here  are  also in ternal 
defences such as repression 
w hereby inner conflicts are  not al
low ed to  reach  consciousness or 
substitution by which o n e ’s efforts 
are  d irected  to  a lternative  goals. 
F o r exam ple, the  sister w ho cannot 
handle a p a tien t will s tart shouting 
at nurses. Rationalisation is a defence 
m echanism  w hereby  the  person  ju s
tifies his deficiencies to  him self and 
o thers. In  projection the  person  re 
jects his ow n feelings and  a ttribu tes 
them  to  som eone else. T he de
pressed p a tien t will repea ted ly  tell 
his visitors th a t they  ap p ea r sad. 
Reaction formation is the denial of 
the conflict —  no  prob lem  exists. 
A n o th e r defence m echanism  often  
used is regression, which involves 
re tu rn ing  to  m ore prim itive form s 
of behav iour seen in patien ts  who 
lie in the foetal position . Displace
ment occurs w hen m inor discom 
forts assum e im portance . A  good 
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exam ple of this is w hen p atien ts  de
velop a headache in o rd e r to  receive 
a tten tion .

ICU PSYCHOSIS

T he term  IC U  psychosis  or IC U  
syndrom e  is slowly finding its way 
into nursing lite ra tu re . It develops 
after th ree  to  five days in the in ten 
sive care unit and according to 
Hackett et al (1968) 30 %  to 70 %  of 
pa tien ts in in tensive care units de
velop this syndrom e. T he p a tie n t’s 
p e r s o n a l i ty  a n d  p sy c h o lo g ic a l 
m ake-up are predisposing factors in 
developing an IC U  psychosis. A 
person  suffering from  depression 
p re-operatively  will, for exam ple, 
still be depressed  post-operatively  
and sim ilarly, an anxious person  
who has a m yocardial infarct will 
re ta in  his anxiety.

O th e r predisposing factors are 
the  length of tim e un d er an aesth e 
sia (8 to 10 hours) or on the cardio
pulm onary  bypass m achine. The 
type of illness can also play a role —  
it is easier to  cope w ith a chole
cystectom y o r an asthm a attack  
than  with a colostom y.

T he signs and sym ptom s of the 
syndrom e are m ild at first, p re sen t
ing w ith sleeplessness and restless
ness. T he pa tien t th en  becom es dis
o rien ta ted , frigh tened  and often 
starts in terfering  with his trea tm en t. 
This may be follow ed by percep tual 
d istortions and illusions —  seeing 
and hearing  things th a t are not 
there . P a tien t’s rem arks and  b e 
haviour becom e inapp ro p ria te  and 
they are unco-opera tive. T hese 
sym ptom s resolve a fte r fo u r to  five 
days. A ccording to  N oble (1979) 
there  is a higher m ortality  ra te  
am ong p atien ts  who develop an 
IC U  psychosis  than  am ong those 
w ho do not.

T he trea tm en t for this syndrom e 
is sedation  w ith pheno th iaz ines or 
discharge from  the unit.

CAUSES OF PSYCHOLOGI
CAL PROBLEMS IN 
PATIENTS
V arious factors in the  in tensive care 
un it itself can con tribu te  to  the psy
chological b reakdow n o f patien ts 
and staff.

Fear and anxiety

T he first fac to r w hich m ay cause the 
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IC U  syndrom e  is the  p a tie n t’s fear 
and anxiety. T hese tw o are re la ted  
and are  the  m ost frequen tly  occur
ring m anifestations of stress.

M ost p a tien ts  are  afraid  —  afraid 
of the new env ironm en t, new 
peop le , his illness and  its prognosis, 
in sho rt, afraid of the unknow n. 
T he fear and  anxiety could be ap 
p aren t o r n o t, bu t the  p a tie n t’s fears 
must be allayed. T he patien t must 
be to ld  clearly w hat his illness en 
tails, w hat surgery if any will be p e r
form ed and  w hat the  prognosis is. It 
is debatab le  w hether the know n or 
the unknow n produces m ore  fear, 
bu t the  p a tien t has the right to  be 
fully in form ed. A ny questions m ust 
be answ ered as honestly  as possible 
and  the fam ily should  also be in 
form ed to  p reven t any m isconcep
tions.

W here possib le, the  nurse and 
docto r from  the in tensive care unit 
should visit the  pa tien t in the w ard 
before  surgery , so tha t w hen the 
patien t w akes up in the  unit he sees 
a fam iliar face and is im m ediately  
reassured . T he pa tien t should also 
be show n a round  the  un it and  have 
the ap p ara tu s  explained  to  him. 
T hese little things will no t erad icate  
the p a tien t’s fea r to ta lly , bu t his 
anxiety will be reduced  and  thus not 
h inder his recovery  unnecessarily . 
This is o f course only possible with 
p lanned  surgery.

T hen  th ere  is thg p a tien t w ho a r
rives in an in tensive care un it w ith
out in itia tion , for exam ple, a fter an 
accident o r m yocardial infarct. The 
appara tus and  p rocedu res m ust 
none the less be explained  to  the 
p a tien t. O ne can o f course not go 
into as m uch detail as w ith cold 
cases, and add itional reassurance is 
thus necessary.

The unit

T he unit env iro n m en t, is unp lea
sant. T he lights are  usually on 24 
hours a day, th ere  is constan t noise 
and the patien ts lie fairly close to 
gether. This results in the  pa tien t 
getting very little rest and  sleep and 
becom ing exhausted . T he constan t 
light in the unit is necessary , al
though w hen possib le, the  lights 
should be d im m ed at night. O nce 
the p a tie n t’s condition  is stab le , 
nursing should  be m odified to  allow 
for sleep periods. Sleep is also es
sential fo r recovery .
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Staff should not lose sight of the 
im pact o f the unit on the patien t 
and should m ake an effort to  reduce 
the level o f noise by not talking so 
loud or dropping things. M onito r
ing equipm ent could be kep t o u t
side the p a tien t’s cubicle. Som e, 
how ever, like looking at the ir m oni
tors, and abou t 50 % are reassured 
by the m onitor, according to  Hack- 
e tt e t al (1968).

T here  is little privacy for the 
patien t in the intensive care unit. 
T here  are curtains and screens, 
which are often  no t used as 
frequently  as they should be. Even 
if they are draw n, they do not 
screen the area  off totally  and so 
participation in the o th e r p a tien ts’ 
care is inevitable.

T he patien ts feel exposed. They 
are never alone and th ere  are 
always people  w atching everything 
they do. The sexes are m ixed in the 
units and so p atien ts  lose the ir dig
nity. Staff should thus be as cur- 
teous and discreet as possible.

Communication

Patients in the intensive care unit 
are subm itted  to  both  sensory over
stim ulation and sensory deprivation
—  overstim ulation by noise, light 
and new things, bu t deprivation  
through the lack of touch , spoken 
w ord and reassurance.

A s m entioned  before , the level of 
noise is increased considerably by 
the voices of the staff. Invariably 
the staff talk  louder than is neces
sary to  overtone o th e r noises or to 
get rid of frustration . N oble (1979), 
breaks down the p a tte rn  of com 
m unication as follows:
—  65 % of all com m unication  is re 

lated  to  the p a tie n t’s trea tm en t 
and care. This usually occurs in 
m edical ja rgon , short uncon
nected sen tences o r com m ands

—  18 % of the  to ta l com m unication 
is about personal affairs o f the 
staff. This usually occurs during 
slack periods, bu t near the 
patien t and not in the tea  lounge 
w here it belongs. This is not 
only unprofessional but can dis
tu rb  the patien ts and even con
fuse them

—  only 14 % of the com m unication 
is d irected  at the p a tien t, con
sisting m ainly of short ex

changes of w ords o r non-verbal
com m unication.

To correct this situation the staff 
m ust contro l the  quality and con
ten t of th e ir conversation. They 
m ust direct m ore com m unication to 
the pa tien t and discuss personal af
fairs at regular coffee b reaks, away 
from the patien t.

T he doctors and  nurses think 
they are doing the pa tien t a favour 
by walking away from  his bed to 
discuss the p atien t fu rther. W hen 
reaching the next p a tie n t’s bed , he 
hears glim pses of conversation 
about the  first p a tien t, bu t assum es 
they perta in  to  him self. Q uite 
understandably  the second patient 
becom es concerned  abou t this new 
developm ent in his illness.

The patien t m ust be to ld  w hat he 
w ants to  know  and w hat the staff 
w ants him to know . A nything else 
must be discussed far away from  
anyone else.

The staff also often m ake careless 
rem arks, for exam ple, /  don 't know  
how  this w orks, le t’s hope this is 
right. Such rem arks are  fear p rovok
ing to  the patien t and certainly not 
encouraging.

Security

T he pa tien t is quite  defenceless —  
he is too  sick to  defend him self 
physically and can often not defend 
him self verbally  e ither. H e realises 
tha t he is totally  vulnerable and 
thus regresses to  childlike behav
iour in o rd er to  overcom e his feel
ings of helplessness. 50 %  of the 
patien ts becom e d iso rien ta ted  for 
tim e. This is due to  days of uncon
sciousness, a long anaesthetic  and 
constan t daylight. S tudies by Hack- 
e tt (1968) show tha t m ost patients 
w ant a calendar tha t they can read , 
while only a few w ant a visible 
clock. It would also help  the patien t 
to  regain his sense of tim e if the 
staff in conversation m entioned  the 
tim e and the full da te  as well as the 
num ber of days the pa tien t has been 
in the intensive care unit.

T he patien t becom es used to  the 
atten tion  and starts associating the 
close observation  with security. He 
even becom es used to  the noise and 
light. T he patien t realises th a t he 
will be discharged at som e stage but 
his feelings are am bivalent and this 
becom es a po in t of anxiety: will the

ward s ta ff be able to look  after him  
adequately?  H e will have to  re 
ad just to  new people  and su rro u n d 
ings. O n the o th e r hand , if all the 
o ther patien ts are discharged the 
one tha t stays beh ind  begins to  
w onder why he did not go and why 
is he not getting be tte r.

Visitors

Patients are allow ed to  have visitors 
for short periods. This is, how ever, 
a controversial po in t —  visitors are 
im portan t for the p a tie n t’s w ellbe
ing, but at the  sam e tim e they may 
have a negative influence. A l
though there  are  nurses around  
m ost o f the  tim e, the patien ts are 
lonely and visitors help to  prevent 
them  from  feeling isolated  in the 
strange place. T he visitors, m ostly 
close relatives, often  bring com fort
ing news. O n the o th e r hand  the 
patien t is rem inded  of hom e and 
may start worrying: is everything all 
right, are they managing?  and he 
begins to  feel guilty abou t being in 
hospital. The pa tien t may also try to 
im press the visitors by looking and 
acting health ier than  he really is. 
O th e r pa tien ts  may act a bit w orse 
to  get ex tra  sym pathy. V isitors ge
nerally tire the  p a tien t, adding to 
his fatigue and exhaustion . T h ere 
fore visitors should  be encouraged , 
bu t restricted  to  tw o or th ree  close 
relatives, visiting for short periods 
of five to  ten  m inutes only.

T hese are  only som e of the ap 
p aren t factors causing psychological 
problem s in patien ts.

FACTORS WHICH AFFECT 
THE STAFF

M ost nurses have at som e stage of 
the ir career felt s tagnan t, b itte r, 
disillusioned and have seen no 
fu ture . They have done th e ir w ork, 
but have put no feeling into it. This 
often happens when nurses even
tually realise th a t things are  not as 
they had expected  them  to be —  
their ideals are not congruent with 
the reality . This apathetic  sta te  of 
the staff is not only detrim enta l to 
the patien ts bu t also to  the person 
herself and o th e r staff. T o  reach a 
situation w here the w ork is m ore or 
less in line with the beliefs o f the 
staff, the  co-operation  of the  nurs
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ing service is necessary —  including 
adequate  and functioning equ ip 
m ent, enough staff and good pay. 
T he nurses w ant to  be tre a te d  with 
respect and th ere  m ust be m echa
nisms of discussing problem s of 
m edical incom petance w ith the  doc
tors.

T he nurses can do m uch to  help 
them selves from  becom ing resigned 
in th e ir w ork —  ou tside activities, 
small goals tha t can be realised , a 
good spirit and  as a final resort, 
change of job.

W hat factors in the intensive care 
unit m ake w orking there  so stress
ful?

Nature of the work

O ne of the first aspects is the  w ork
load. N ot only does the  heavy 
w orkload tire  the nursing staff 
physically but the responsibility , the 
vast array  of know ledge th a t has to 
be at the  fingertips, quick th inking 
and the need  for constan t alertness 
all con tribu te  to  m ental strain .

T he o th e r po in t w ith regards to 
w orkload is the shortage of p e rm a
nent staff. T here  are always new sis
ters and nurses who are frigh tened , 
but above all, do not know  the work 
and the significance of the o b se r
vations. This adds an ex tra  burden  
for the sister in the unit. She not 
only has to  care for a p a tien t, but 
has to  teach  and help  new  staff, 
supervise them  and an tic ipate  p ro b 
lem s.

N ot only m ust the nurse be a lert, 
she m ust be one step  ahead . The 
staff is continuously  doing p o ten ti
ally lifesaving tasks, one m istake 
could thus be fatal. This fact at the 
back o f the n u rse ’s m ind m akes her 
nervous. T h erefo re  nursing staff 
m ust have a very good tra in ing  and 
constantly  keep  up to  d a te , so that 
m istakes occur as in frequently  as 
possible.

T he nurse finds herself in a d i
lemma if she has made a mistake. To 
adm it it involves adm itting  igno
rance o r incom petance and  so d e 
creases her sta tus with her col
leagues. The m istake can how ever 
be co rrec ted . If she does not adm it 
her m istake, she will no t lose face 
with her colleagues, bu t she will feel 
quilty and the m istake canno t be

corrected . E ith e r way th ere  is psy
chological dam age and it w ould be 
ideal if in te rpersona l relationships 
in a unit w ere such tha t colleagues 
w ould not be hum ilia ted  for m aking 
m istakes, but ra th e r  help  p revent 
them  by m ore support and teach 
ing.

F u rth e rm o re , th e re  is the  con
stan t th rea t o f a crisis, which can 
happen  at any tim e. Intensive care 
units are  geared  to  crises. The staff 
has a good, if not perfect resusci
ta tion  technique and the necessary 
equ ipm ent is available so th a t the 
patien t has the best chance of sur
viving the crisis. R esuscitative 
m easures are no t always successful 
and the nurse m ust not blam e h e r
self if she has done everything to 
the  best of h er ability and know 
ledge.

Communication

G ood com m unication  is a fu rther 
factor in the nu rses’ w ell-being. 
O pen  com m unication  should exist
—  the staff needs to  ta lk  to  each 
o th e r to  alleviate anger and anxiety 
and thus resto re  inner equilibrium . 
This requ ires a sister-in-charge who 
is a leader and w ho can contro l the 
inevitable ups and dow ns of the 
staff.

T he nurses need  to  talk  to  som e
one abou t th e ir w ork —  their 
doubts, the ir problem s and their 
successes. T hey need  som eone to 
listen, w ho will understand  and who 
understands b e tte r  than  the sister- 
in-charge.

T he ideal s ituation  w ould be reg
ular g roup  m eetings w ith the sam e 
leader, so tha t d irect com m uni
cation can take place. The staff 
should be able to  tell each o th e r 
the ir faults and help  each o th e r to 
correct them . This is unfo rtunately  
very difficult as m isunderstanding  
and victim isation m ay develop in 
such groups.

N urses m ust help each o th e r and 
th erefo re  allow colleagues to  ex
press the ir fears and em otions. 
T im e m ust be taken  to  listen w ith
out being ju dgem en ta l, w ords of 
encouragem ent and positive re 
inforcem ent m ust be given.

N ot only does good com m uni
cation lead  to  sm ooth  w orking re la 
tionships am ongst nursing staff, 
good w orking relations m ust also

exist betw een  nurses and  doctors 
and all param edical staff. T he doc
tors and  nurses, in p articu lar, m ust 
understand  each o th e r, know  w hat 
is expected  of them  and be able to 
discuss problem s.

Group pressure

G ro u p  pressure  is also a force in the 
unit and  it is very difficult for one 
person to  go against the o thers. The 
individual m ust not be too  d ifferent 
from  the group. If a sister is p leas
ant to  a p a tien t, this is often  seen as 
unnecessary and  a w aste of tim e by 
the group. They will be uncom pli
m entary  abou t h er behav iour to  the 
patien t and she will eventually  stop 
being p leasant. If she does not 
com ply, a new sister can easily be 
ostracised  o r excluded from  the 
com pany of the o thers. U n fo rtu 
nately this p rovides an incentive for 
nurses to  conform  to  the  p a tte rn  of 
behaviour of colleagues.

A n o th e r aspect in this regard  is 
tha t the new com er m ust know  the 
rules and  regulations of the group 
to  be able to  conform . It is thus the 
duty of colleagues to  inform  the 
new person  of the  rou tine . G roup  
pressure can m ake a person  very 
anxious and  thus change behaviour.

Aspects of patient care

In dealing w ith the p atien ts  the 
nurse faces the dilem m a of being 
firm  and ob jective o r w arm  and 
sym pathetic . T he ideal is to  be em- 
pathetic  —  w arm  and  u n d e rs tan d 
ing, bu t firm , thus doing w hat is 
good for the p a tien t w ith the  least 
pain o r d iscom fort to  him . The 
patien t m ust also be allow ed to  be 
in d ependen t and to  do as m uch as 
possible for him self. It is easier to 
let the p a tien t becom e dep en d en t 
on the nurse , because she w orks 
qu icker, but the  p atien t m ust not 
lose his independence  to tally .

W ith p atien ts  in the intensive 
care unit being critically ill it is 
understandab le  th a t the death  rate 
is high and the staff faces death  fre 
quently . A ccording to  K oum ans 
(1968) the death  ra te  in intensive 
care units is 36 % . If the  staff is 
em otionally  involved with patien ts 
it becom es even m ore difficult to  
face d eath  so o ften . The staff must 
keep  this aspect in perspective by
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rem em bering tha t they are p e r
form ing a useful and productive 
function, w ithout which the death  
rate  would be even higher.

Is th ere  such a thing as a difficult 
pa tien t?  N ot really —  nurses m ake 
patien ts difficult. Patien ts are indi
viduals and have the ir own fads and 
fancies. N urses becom e irrita ted  
with patien ts who disagree with 
them  and try  to  erad icate  the 
p a tien t’s difficult behaviour. This 
upsets the p atien t and he will 
dem and ex tra  a tten tion  and becom e 
m ore difficult to  handle. Thus it is a 
clash of views and m oods betw een 
staff and patien ts which results in 
aw kw ard relationships leading to  a 
pa tien t being labelled as difficult.

Patien ts o ften  have a post-ope- 
rative period of complete apathy and 
fatigue, indifference to  fa te , and 
respond in m onosyllabi only. This 
disappears in a few days and is re 
placed by mild depression. T he staff 
m ust understand  this reaction  and 
support the  p atien t during this 
period , ra th e r than  believing that 
he is being difficult by just lying

there  and no t responding. T he staff 
can con tribu te  by doing things for 
the patien t before he asks for it or 
by com plying with his wishes.

Visitors

A  fu rth er po in t o f harassm ent to 
the staff are the visitors. R elatives 
are allow ed to  visit at any tim e and 
they dem and a tten tion  from  the 
nurse for reassurance abou t the 
p a tien t’s condition or for expla
nations. They requ ire  special a tten 
tion because it is the ir m o ther or 
son w ho is ill. Supporting  relatives 
becom es even m ore difficult when 
the p atien t has died and the nurse 
m ust divide her a tten tion  betw een 
the o th e r sick patien ts and the re la 
tives.

CONCLUSION
The quality of pa tien t care and the 
outcom e of illness depends on the 
people providing the care —  their 
efficiency, psychological sta te  and 
technical expertise. G ood w orking 
conditions and harm onious staff re 

lations no t only benefit the  patien t, 
but also the staff.

A ny problem s, no m atte r how 
m inor, m ust be identified , the facts 
analysed, the cause de term ined  and 
a plan of action decided upon. The 
problem  solving process is thus also 
applicable to  psychological aspects, 
w here it is very im portan t because 
the problem s are no t always clearly 
indentifiable.
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BOOK REVIEWS BOEK RESENSIES
PROFESSIONAL DISCIPLINE IN NURSING. 
THEORY AND PRACTICE.
R.H. Pyne 
Blackwell Scientific Publications, Oxford, 1981

The title o f the  book  is app rop ria te  for the con ten t it 
offers. T he au th o r —  D epu ty  R egistrar, G eneral C oun
cil for E ngland  and  W ales —  presen ts of his extensive 
know ledge of the  legal side of nursing practice in G reat 
Britain .

The book is published by a well know n publishing 
com pany. Its soft cover and size should ensure the 
lowest possible price and it is easy to  handle. The ge
neral layout of the  book  is a ttrac tive , it has a clear table 
of con ten ts, and although sho rt, an alphabetical index 
is given. H eadings and  sub-headings clearly outline the 
conten t o f the  book.

T he four illustrations are very useful, providing clear 
explanations and  understand ing  of the  abstract con
cepts of disciplinary m atters  and com m ittee  hearings. 
T he book is well docum ented  by the  m any case p resen
tations.

Professionalism , professional discipline, registration  
and regulations perta in ing  to  nursing are p resen ted  in a

logical sequence. T he guidelines on the practicalities of 
disciplinary m atters in the m iddle of the  book  are m ost 
useful.

T he chap ter dealing w ith N urses W elfare Service is. 
although U .K . o rien ta ted , though t provoking.

T he au th o r also po in ts ou t w hat m ay be learn t from  
the study of disciplinary m atters. A  look at the fu ture is 
also taken  in this regard .

Tw o annexures give case descrip tions and the deci
sions taken  regarding each. A n im provem ent on the 
book could perhaps have been if each case had been 
follow ed directly by the decisions tak en , i.e. com bined 
in one annexure.

The book  is very readable .

RECOMMENDATIONS

A lthough the  book  is based  on nursing in G rea t B ritain  
it p resen ts m any situations tha t are  sim ilar to  those in 
South A frica. N o lite ra tu re  o f this kind is to  my know 
ledge available on the South  A frican situation. This 
book  is highly recom m ended  for nursing studen ts, basic 
and post-reg istra tion , as a prescribed  book.
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