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This is the second book in the series ‘Social
Change and the Development of the Nursing
Profession’ and examines the history of nursing
since the coming of the National Health Service
in 1948. It is the first analysis of the effects of
macro policy on the nursing profession which
the author sees as opening out a new area of
study in social and political administration.
The book comprises a series of case studies
into a number of different areas including
reports on nursing, legislation, the nursing
institutions and clinical specialties. Nursing
lost its charisma after 1948, it has been de-
skilled by the NHS and nursing can no longer
be regarded and treated as a unitary profes-
sion. Given this finding, the author argues that
the present policy-making machinery is no
longer appropriate and acts as a brake on the
development of nursing.
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King’s Fund historical series

Rosemary White’s book forms the third in the King’s Fund histori-
cal series, following John Pater’s The Making of the National Health
Service and Lindsay Granshaw’s St Mark’s Hospital, London: a
social history of a specialist hospital. The purpose behind the series
is to document the development of health and social services, par-
ticularly (but not exclusively) in the United Kingdom.

I am delighted that this third title deals with nursing history,
specifically the effects of the National Health Service on the nursing
profession between the inception of the Service and 1961. The story
is, in Dr White’s opinion, not a very happy one from the viewpoint
of the profession. Some of the changes that were taking place,
involving some loss of professional cohesion, were independent of
the organisational framework of the NHS and of government policy.
Nevertheless, it is disturbing that nurses appear, during the period
covered by this book, to have had a quite inadequate input to the
shaping of health policy.

There are already signs that the nursing profession has begun to
absorb this lesson from Dr White’s study. We in the King’s Fund
have been glad to assist, through helping to set up a new unit at the
University of Warwick to study nursing policy — an enterprise that
Rosemary White herself did much to shape.

In the wake of the Griffiths report and the implementing of
general management in the NHS, nurses may find the message of
this book only too familiar. That does not for one moment mean
that the nursing input to national health policy should be defensive
or reactionary. In international terms, British nursing continues to
be very highly regarded. And within Britain no professional group
demands greater public sympathy, despite its low economic status.
As the political sophistication of the nursing profession increases, I
hope that the profession’s capacity to think first of those it serves
will be dominant in its shaping of the future.

Robert Maxwell
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Royal College of Nursing. In 1963 it became

Royal College of Nursing and National Council of
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Regional Hospital Board

Registered Mental Nurse

Royal Medico-Psychological Association, sometimes
used as qualifying initials for nurses trained under
the association’s syllabus

Royal Sanitary Institute. In 1955 it became

Royal Society for the Promotion of Health
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Introduction

This study is the second in a series called Social Change and the
Development of the Nursing Profession. The first one, A Study of the
Poor Law Nursing Service, 1848-1948," was originally undertaken
in a search for the reasons why nurses have apparently failed to gain
professional authority and an appropriate degree of power in health
service politics.

The first study was made in 1972-75, effectively before the
reorganisation of the NHS in 1974. This one was completed as the
second reorganisation took place in 1982. Both studies rested on the
assumption that nurses, in fact, do not have the political power that
a numerically large occupation might be expected to have in the
health service.

There are people who might dispute this assumption. Garrison?
has discussed the difficulties of measuring influence and also aspects
of the cost of influence. We make no pretentions to have measured
the degree of power which the nursing profession may have in the
health service. Our study demonstrates that whatever gains nursing
may have achieved during 194861 they were very slow to come and
cost the profession quite a lot in terms of schisms between the nurses
as well as within their professional representative association, the
Royal College of Nursing. It is probably true to say that nurses have
slowly gained managerial power in the health service, especially
since the implementation of the Salmon report® and, later, in the
1974 reorganisation of the health service. Whether or not it con-
tinues with this position after the 1982 reorganisation is a matter for
conjecture.

There is, however, the matter of professional authority which the
profession still lacks. This is observed in the unwillingness of the
media to invite nurses to discuss health matters, the image drawn by
the television series ‘The Angels’, the continuing dominance of the
medical profession in the health service and of the doctors and lay
administrators in the DHSS. Many other examples could be found.

This study finds that the Royal College of Nursing had to fight a
hard battle in order to establish itself as the officially recognised
representative body for nurses. In its struggle the College was
forced to compromise its own official objectives for the sake of what
was perceived as the public good. Our own conclusions are, how-
ever, that the perceived public good was a short-term goal which
generated longer-term problems.
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THE EFFECTS OF THE NHS ON THE NURSING PROFESSION 1948-1961

To the best of our knowledge, this is the first study of national
nursing policy to have been undertaken and it opens up a new field
for historians and social scientists of the future. There have, of
course, been a few other studies of nursing policy which were made
by social scientists, at least one of whom was also a nurse.*>

There are several important differences between this study and
the others. In the first place, this one deliberately avoided any pre-
emptive theoretical framework. We considered that that would have
directed the search unduly. Instead, it relied on insights gained from
the first study and predicated that three separate streams of nurses
with disparate ideologies and roots had come together in the new
National Health Service and that they would all thereafter be sub-
jected to common national policies (see page xiii). Furthermore,
other studies have discussed professionalising or work-control
strategies, thus taking for granted nurses’ objectives. We have
found that nurses’ objectives are various and may not be taken for
granted.

Indeed, this study concludes that nursing is a pluralist system with
several primary groups, each with its own value system. These
primary groups are bound together in a common nursing society by
a common ideology. If this finding has been satisfactorily demon-
strated, it must follow that any discussion of strategies should take
into consideration the pluralist nature of the nursing society: to
discuss nursing as a unitary system can no longer be productive.

Only a few studies of nursing policy have been made by nurses
and those are usually related to units, hospitals or one specialist
area. This study has covered most branches of nursing (excluding
midwifery) from a national perspective. It has been made by a nurse
whose career started in 1947 and therefore spanned the period
included in the study. In this respect the study is also unusual and
may be described as a form of internal history.

Macro-policy is a strangely neglected area of research in nursing.
There have been numerous publications which examined the
National Health Service, health care systems, the effects of social
policy on health care etc. Some of these included a brief over-view
of nursing and some have included nursing as a rather secondary
influence in the politics of the health service. None, so far, has
examined the influences of macro-policy on the nursing profession
nor the effects of nursing policy on the macro-system.

We have earlier referred to three streams of nursing which
entered the health service in 1948. These three streams were

described in our first study' and it may be helpful to discuss them
briefly here.
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INTRODUCTION

The voluntary hospitals were the charitable hospitals, and their
nurses worked within a Lady Bountiful ethos, almost entirely
bounded by acute medicine. Within this group were the teaching
hospitals, whose nurses were the €lite of the profession. Before our
first study of the Poor Law nurses, histories of British nurses were
invariably based on those of the voluntary hospitals. The image of
nursing in the nineteenth and twentieth centuries was therefore
largely of them.

The municipal hospitals were founded within the great public
health movement of the nineteenth century and their ideology was
consequently derived from that of the medical officers of health, the
arch proponents of preventive and environmental medicine.

The last of the three streams were the remnants of the Poor Law
nurses and those who worked in the public assistance institutions.
These institutions were founded on the less-eligibility principle and
the ideology of custodial care and constraint.

The hypothesis considered that the nurses of each of these types
of hospital would have been socialised in the institutional roots of
their respective foundations and that all would be, from 1948,
subjected to a common national policy. We proposed to study the
changes that the health service wrought on the profession in these
new circumstances. The starting date for the study, 1948, was
chosen because it was the end of the first study and, of course,
because it was when the NHS came into being.

The end of this study was rather arbitrarily set at 1961 because we
wished to avoid stepping into the period surrounding the Salmon
report.> This date was reasonably convenient, but historical
continuity has to be respected and 1961 was often passed for the
sake of following up or completing a theme.

The primary sources used for this project were official reports and
papers from the Public Records Office, the annual reports of the
Ministry of Health, On the State of the Public Health (the annual
reports of the Chief Medical Officer), the minutes of the General
Nursing Council, the Royal College of Nursing, the management
and staff sides of the Nurses and Midwives Whitley Council, the
Queen’s Nursing Institute (formerly the Queen’s Institute of
District Nursing) and the Council for the Education and Training of
Health Visitors (formerly the Council for the Training of Health
Visitors). Periodic papers published by voluntary organisations or
central organisations, such as the Central Health Services Council,
and a number of others that have now ceased to exist were
examined. A wealth of material was found in the archives of the
Royal College of Nursing and in the library of the DHSS.

xiii




THE EFFECTS OF THE NHS ON THE NURSING PROFESSION: 1948-1961

National newspapers, specifically The Times, proved to be
disappointing since, when items on nursing were published, they
were invariably reports rather than comment. There was very little
discussion on nursing and letters to the editor (usually from officials
of one of the nursing institutions) provoked no debate.

The nursing journals were obviously helpful. The study concen-
trates on policy issues and Nursing Times was the official outlet for
the Royal College of Nursing until 1966. We did observe that
Nursing Times often failed in its objective of keeping its readers
properly informed. It was, for some reason, selective as well as
inconsistent in its presentation of reports and memoranda. It gave a
great deal of coverage to the Wood report® but very little to the
Horder reports’ and hardly mentioned the Bradbeer report®.
Invariably, cover was characterised by a summary only: there was
most often no discussion or debate. Their readers were therefore
left to assess these reports on their own and, unless they obtained
copies for themselves, this assessment had to rely on the journal’s
précis.

Unfortunately, but not unexpectedly, Government papers in the
Public Records Office were only available to about 1951. What was
not expected, since the Ministry showed such obvious contempt for
nurses, was the closure of certain early files beyond the 30 years’
period. These files related to the appointment of nurses on to
committees of the health service. A number of other sources were
also found to be helpful. A full bibliography is provided, but one or
two that have contributed particularly to this work may be discussed
here.

The Acton Society Trust’ made a comprehensive study of the
health service between the years 1955-59. This study was concerned
to examine the effects of large scale organisations on the people who
worked in them and the people who were served by them. There
were six sections, the second of which was undertaken by Cyril
Sofer, a member of the Tavistock Institute.

Sofer’s study'® was made, as he explained, whilst changes were
still in progress. Since no pre-nationalisation study had been made,
he was not able to make a comparative one and, instead, the field
research developed into a study of staff relationships as they existed
in a changed and changing organisation. He used, as his base,
organisation theory, contrasting hospital characteristics with other
working organisations, and concluded that whilst the formal rules
had been changed there was not a corresponding adjustment in the
internal social structure nor in the ‘culture’ of the hospital.
He found, as an outstanding observation, ‘the manner in which
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INTRODUCTION

individuals or groups affected or threatened by changes give them
meanings quite foreign to those intended’.

This observation was supported by the findings of our study and
also supports the need for further studies such as this. Change is
often directed towards the achievement of certain goals or the
resolution of certain perceived problems. Too often the inadvertent
consequences of change are not perceived. Sometimes these may
undermine the unity of the whole or effect change directly contrary
to that planned.

The other sections of the Acton Society Trust were helpful
although comments on the nursing service (No 3) tended to be
rather general. The studies were perceptive of developing trends
and many of its observations have been borne out with the passing
of time.

The Acton Society’s study was particularly interesting as it
demonstrated the value of an analytical approach to policy making.
With the exception of Sofer’s study, it offered no theoretical
structure. It did, however, recommend further, similar studies. “The
marked absence of research and study in the organisation and pro-
vision of services is a gross lack closely related to the deficiency of
training for administration in the field of medical care. Systematic
research and experiment in medical care are as much needed as in
bacteriology or in surgery.” (No 1)

One of the earlier studies of nurses was made by Isabel
Menzies,!! also at the Tavistock Institute. Whether or not it is wise
to generalise her allegedly Freudian theory, derived from one large
hospital situated in London, is debatable. Unfortunately, her theory
was not tested, and we have already described nursing as a pluralist
society. But since, as we have also found, there is a binding common
ideology and since there is no better theory to use in those particular
circumstances, we have found it very helpful.

Another study of the health care system which included a chapter
on nurses was made by MacKenzie.'> He examined the concepts
of power and responsibility as they related to the health service.
Although he might have been expected to examine the health
service as a macro-economic organism, he did, in fact, deal with
issues at the unit level. MacKenzie preferred a model of interaction
to the traditional professional models, since he preferred to deal
with the occupational groups as parts of the whole system. His
approach to nursing was undermined as he used Abel-Smith’s"
work as his framework. Abel-Smith described mostly the London
teaching hospital nurses and therefore derived a rather specific and
narrow view. Certainly his picture of the matrons is incomplete, as
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our study demonstrates. MacKenzie’s comparison of the Briggs
report'* with the Salmon report’ was interesting, even if events have
failed to support him fully.

Bellaby and Oribabor? wrote two papers which were particularly
useful. They used a Marxist framework, equating specialised
knowledge and delegated authority with the means of production.
They polarised professionalism and unionism and considered that
three forces had tended to proletarianise nurses. These were loss of
control over the labour market; secondly, the development of
complex hierarchies and the division of labour; and, thirdly, the
fragmentation of the nursing task itself. They then considered the
strategies that nurses may have used to control the work situation.
Whilst we have agreed with their theory of the proletarianisation of
nurses, we have not agreed with all their reasons for this, nor do we
concur with their selection of strategies for reasons that we have
already given.

Barraclough!® offered a theory of contemporary history which
requires the student to distinguish the different patterns or trends by
reversing the usual perspective and working backwards. He sug-
gested that the contemporary historian should identify today’s
problems and trace their roots in the past.

One of the difficulties of following Barraclough’s method very
closely is that of recognising or defining our problems. Both Simon
and Audley'® found that assumptions are built into different
branches of social sciences and in decision making, which influence
both the way in which problems are perceived and in what terms
they are identified. Lindblom'® went further and found that
problems have to be formulated or, when new opportunities make
new goals possible, they have to be invented. He decided, there-
fore, that there is room for controversy over what the problem may
be and that analysis does not necessarily settle the controversy.

We did not follow Barraclough’s method precisely but in the
search for trends in the mass of data that was available, our present
day concerns and insight (augmented by the understanding given by
our earlier study) certainly helped in their identification. Probably
because of this ‘dialogue’ between the present and the past, some of
the issues which raised most concern when they first developed,
could be safely ignored. They had been dealt with by time or
administrative action. Conversely, some of the issues which did not
at the time appear to be of great significance, were recognised as
being of interest to us today. In this way, a study of contemporary
history, as Barraclough said, gives us a clearer perspective and
insight into present day problems.
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INTRODUCTION

We made much use of the works edited by Castles et al'® for the
discussion in our last chapter. Decision making theory served
largely to explain the inconsistencies which appeared in the events
described in the text. But decision making theory, whilst useful as a
key, did not serve to explain fully the way in which nursing was
affected by the NHS after 1948 and we had to turn to Shils!” for a
final synthesis.

Our study is, then, an historical one which uses social science
theories as keys to interpretation. The work has covered nursing in
most fields of work in England and Wales only.

Although the title includes the term ‘profession’, we have not
offered any definition in this context. Some discussion of themes
of professions is included in the text, but in a different context.
Nursing went into the National Health Service as a fragmented
occupation, and many would say that it remains so. On the other
hand, it is possible to demonstrate a broad movement along certain
paths by a core of nurses. To try to offer a concrete definition of the
term ‘nursing profession’ would have risked this possibility. It seems
more important to try to distil a core movement than to describe
events or developments relating to a number of groups.

In writing the text, one specific problem was identified: this relates
to the naming of people. We realised that many people, significantly
concerned with events and developments during the period, might
still be living. It was thought to be of some historical importance that
certain names should be identified. On the other hand, we also
considered that the use of names, especially if this might be within a
context of criticism, would be unfair and perhaps damaging. We
therefore took the decision that names only of public people and the
authors of published papers would be used. All other names remain
unidentified. In the interests of further historical studies, a reference
is invariably used which would help students in the future to identify
the person if they so wish. It is of passing interest to note that it is
already difficult to link names (such as those on the RCN or GNC
Councils) with posts and positions: tempus edax rerum.

In reading discussions recorded by the institutions and the nursing
journals, it has been interesting to realise how much time was spent
on items which can now be regarded as trifling, since they were
capable of resolution by administrative adjustments. On the other
hand, certain facts were glossed over or missed in debate which can
be seen today as deserving much greater consideration. Some of
them are still with us today; some have not, until now, been
recognised as being of significance. A study such as this becomes
important if it helps to decipher, unravel and explain them.
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The events that took place between 1948 and 1961, the discussions,
negotiations and developments, present themselves as a confusion
with little continuity. At the same time, certain themes identified
themselves and it was possible to distinguish many connecting links
and symbiotic relationships. It would have been confusing to use a
chronological form and we therefore decided to use the form of case-
studies. This treatment sacrifices continuity to some extent (although
each case-study is treated chronologically), but it does offer greater
depth to the topics, as well as more opportunity for discussion.

Eckstein'® wrote that ‘case-studies never prove anything; their
purpose is to illustrate generalisations which are established otherwise,
or to direct attention towards generalisations’. '

Whilst this may be true of a single case-study, we have found that a
collection of case-studies such as is now presented has, in fact, helped
to establish something more than a generalisation because it has
demonstrated the complexity of nursing together with the complexity
of its objectives and the strategies that may have been used towards
their fulfilment.

The use of the case-study technique for the analysis of social policy
or social change is a developing one. Hall et at'® used a series of case
studies of different issues to demonstrate a particular theory or
explanation of social policy changes. Each of the four authors was
responsible for at least one of the studies. They described one of the
major defects of this technique as being the difficulty of comparing
individual studies in one field with a similar study in another field,
undertaken by a different researcher.

In order to reduce this problem, Hall and her colleagues described
several safeguards: there should be a delimiting context, the collection
of cases should share a common framework, there should be a search
for regularities and, lastly, the case or cases should be set in the context
of what else was or was not happening so that they are related to a relev-
ant history and other concurrent, overlapping and competing events.

There is one important difference between the work of Hall et al and
ours. Whereas in their work six different and unrelated studies were
made by four people, in our work 12 related studies were made by one
person. This has allowed a common approach to all the studies and, we
believe, the application of all the safeguards stipulated by Hall et al.

The study has thrown up three major findings which it may be helpful
to describe briefly here.

We believe that nursing may not be treated as a single occupation
or unitary social system. We believe, now, that to continue to do so is
to over-simplify a very complex subject which has for far too long
defied explanation and understanding. Nursing is a pluralist system
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INTRODUCTION

with a series of groups with different objectives and values. Con-
sequently, each of the major groups has a different set of strategies.
This finding implies that a common general policy for the whole of
nursing is no longer functional. We do, however, seek to demonstrate
that all the groups have a core ideology which binds them together
and helps to maintain their adherence to the centre. This then implies
that a common policy may sometimes be helpful, so long as subsidiary
policies allow each of the major groups to develop their own goals.

Secondly, we have identified two major factions in nursing and
three separate major interest groups which function within the two
factions. The factions include the generalists and the specialists or, as
we have often described them, the proletarians and the professionalists.
We have preferred to use the second set of descriptive labels as the
terms ‘generalists’ and ‘specialists’ suffer from considerable ambiguity
and misunderstanding between nurses and social scientists. The
development of this ambiguity is discussed in the text.

The three major interest groups consist of the clinical nurses, the
nurse teachers and the managers. Each of these groups has evolved
its own prior set of values but also, within each of the groups, there
are nurses who tend more towards either the proletarians or the
professionalists. Whereas, therefore, the objectives of those in any
one of the interest groups are shared by the members of that group,
there may be some difference in the choice of strategies by which the
members seek to achieve them.

The third and last major finding is the demonstration of how the
first and second points affected the way in which decisions were taken
and, conversely, how decisions affected the groups.

Throughout the period studied, we found that the Royal College of
Nursing was a central factor in decision making. With hindsight, we
have found how little was the influence of the General Nursing
Council in the development of the profession. This is probably due to
two factors: the GNC was concerned only with establishing a mini-
mum standard of qualification for nurses and nurse tutors. Its potential
influence over the profession was aborted by the omissions of the
Nurses Act 1949. Secondly, the GNC was not a free agent and was
very much under the control of the Ministry of Health which, in its
turn, was considerably responsive to the established power groups,
the doctors and the administrators, including the employing authorities.

This study, then, represents the struggles of the nursing profession
to find its own identity in the new circumstances presented by the
National Health Service. Until it succeeded in that struggle it was in
no position to gain entry to the power bloc which determined the
policies of the health service.







Chapter 1/Nursing before 1948

The new National Health Service in 1948 was not so much a social
revolution as a reorganisation of the health services already existing
in the country. That medical provision formed the nucleus of the
NHS which, then, slowly re-formed and re-defined those services
into a national system. The process has been a slow one and the
evolution goes on: changes continue to be made. However, whereas
today changes can be made within the national system, the coming
of the NHS involved establishing new, comprehensive machinery to
nationalise a number of local systems which varied widely in both
the quality and quantity of provision.

Before 1948, hospitals were principally administered by the
voluntary agencies, the local authority public health committees and
the Poor Law or public assistance committees. Whilst it is doubtful
whether the voluntary hospitals were subject to any specific statu-
tory framework, each of the other types of hospitals was based on
the enactments of a different law. Their derivations were therefore
fundamentally different and the central values and beliefs which
governed their conduct were different.

The voluntary hospitals were derived from a pre-Victorian and
Victorian philanthropy, and they were funded by charitable dona-
tions from mainly upper class benefactors. The municipal hospitals
derived from the Public Health movement to protect the community
from health hazards and were therefore protective (or preventive)
in origin. The public assistance hospitals were the remnants of the
Poor Law infirmaries which had not been ‘municipalised’ under the
1929 Local Government Act. They were institutions for the aged
and infirm, the long stay and the chronic sick and their ethos was
still largely dominated by the less-eligibility philosophy of the Poor
Law and custodial care.

This description of the pre-1948 hospitals is a general summary of
the situation and its generalisation does not do credit to the particu-
lar situations. In the voluntary hospitals, many patients were en-
couraged to contribute towards the costs of their care and many
were partly supported by insurance funds of one sort or another
such as the Hospital Saturday Fund. Nonetheless, the ‘Lady Bounti-
ful’ ethos tended to linger. The municipal hospitals were often large
and fairly modern establishments which took in some general, acute
cases as well as others that did not qualify for admission to voluntary
hospitals. The public assistance hospitals, on the whole, were
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restricted to non-operative cases, geriatric or chronic patients and
those with little hope of cure or recovery.

The relationship between their respective nurses and patients was
coloured by their different origins as was the status of the nurses.
Until the implementation of the Rushcliffe Committee', salary
agreements and conditions of employment varied markedly between
the three streams. Similarly, the organisation of the nurses was
different. In the voluntary hospitals, the matron was the recognised
head of the nursing service and often reported directly to the board of
governors. In the other hospitals, the matron reported to the medical
superintendent who was the final authority and who reported only to
the health committee or the medical officer of health.

The voluntary hospitals were on the verge of financial bankruptcy
and were subsidised by central Government funds. They were,
however, steeped in a tradition which had been little affected by the
recent war and social changes. The other hospitals were largely
funded through the rates (but also with government subsidies) and
were therefore subject to political considerations. They had few
comparable traditions but were more often in newer buildings,
usually purpose-built for modern demands. Generally speaking, but
certainly in the later ones, the municipal hospitals were better
equipped, although this may have held truer in the wards than in the
departments.

Municipal hospital nurses were more often non-resident, or even
married, than were the voluntary hospital nurses, who had to resign
on marriage and were usually discouraged from being non-resident.

There were, therefore, three very disparate streams of nurses who
came into the National Health Service in 1948 and whose institu-
tions were all thereafter subjected to national policies relating to the
welfare state.

The Nurses Registration Act 1919 prescribed for the setting up of
the General Nursing Council and a register of nurses. In the course
of time, a mandatory syllabus and common examinations were
established for general nurses.

The general register contained the names only of female nurses,
and there was a supplementary part for the names of male nurses.
There were also supplementary parts for mental and mental defici-
ency nurses, sick children’s nurses as well as an open part for any
other prescribed training. Fever nurses were subsequently regis-
tered on this part, until 1967 when their register was closed. All the
registers had to do with primary, or basic, training. The GNC had
no powers to control post-basic training until 1943 when the Nurses
Act empowered them to register nurse tutors.
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There was a problem, however, in defining the term ‘basic training’
or, for that matter, ‘basic nurse’. Not everyone agreed with the GNC
who claimed that the general nurse was the basic nurse and that all
other hospital-based training should be post-basic, with the possible
exception of sick children’s, mental and mental deficiency nurses.

The Council for the Care of Cripples? and the British Tuberculosis
Association also trained their own ‘basic’ nurses for their particular
spheres of work. There were other special trainings including
ophthalmic and ear, nose and throat nursing. Although the Royal
College of Nursing and the GNC had both adopted a policy that all
nursing should be based on general training and special training only
given after registration, the reality was different.

In 1948, therefore, not only were there several very different

streams of nurses from the different hospital organisations, but
there were also many different trainings, not all of which were
controlled by the GNC who maintained five registers.? In addition
to the registers, the GNC also maintained a roll of nurses.
The NHS Act 1946 established 14 (later 15) regional hospital
i boards and 388 hospital management committees were set up. Each
management committee was responsible for a group of hospitals
consisting of several hospital units which were included in the group
for either functional or geographical reasons.

In addition to the RHBs and HMCs, the act allowed medical
teaching hospitals to retain their autonomy under their respective
boards of management which reported directly to the Minister of
Health.

Thus, only to a certain extent were the several streams of hospi-
tals joined together in the health service. The prestigious teaching
hospitals remained outside the regional hospital board organisation;
other voluntary hospitals were taken into the RHB structure but, if
they were big enough, the grouping arrangement might not have
affected them. Alternatively, they would have become the central
hospital within the group and so be able to dominate the other
hospitals in terms of administration, organisation, policy making
and planning. Seldom did the local authority hospital become domi-
nant over a voluntary hospital except where these had been small
cottage hospitals.

In many instances the public assistance institutions were taken
over by the local authorities to serve as residential homes under the
National Assistance Act 1948. In these cases, the nurses became
social service officers or attendants: they were therefore not con-
sidered to be part of the national hospital service and were not
subject to the Nurses and Midwives Whitley Council agreements.
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This functional council was part of the general Whitley Council for
the NHS and assumed, from the Rushcliffe committee (which was
disbanded in 1948), responsibility for negotiating salaries and con-
ditions of work for all nursing staffs in the health service.

The post-war shortage of nurses was described by the National
Advisory Council on Nurses and Midwives.* Their report was intro-
duced by the warning: ‘. . . the situation is extremely serious already.
It is likely to become critical unless thousands of new recruits can be
obtained quickly’. The study which this council made was in anticipation
of a nationalised health service and called for substantial improve-
ments in the treatment and training of nurses. Many of their recom-
mendations, such as the combination of a number of small training
schools into larger, more efficient and better equipped ones, were
subsequently adopted. Many were echoed in the Wood report® and
subsequently embodied in administrative or legislative changes.

Their report was supported by a mass of statistics which, since few
had previously been available, became the foundation for planning
the nursing service in the new NHS.

In June 1944, there had been over 30,000 vacancies for nurses and
midwives, including trainees. There were over 11,000 vacancies for
trained staff — 2,200 more than qualified each year for all parts of the
GNC register. The advisory council also supported the need to
recruit secondary school girls for nursing but conceded that more
elementary school leavers should be accepted in order to make up the
shortfall. K

The way in which the Ministry of Health was to regard nurses in the :

new NHS could be predicted by a Ministry circular in 1948 entitled
Nursing and Domestic Staff in Hospitals: notes for guidance of HMCs.
In this circular, nurses and domestic staff were treated together with
one or two hints as to those tasks which domestics, rather than nurses,
should undertake. The Ministry, clearly, did not have a high regard
for nurses and saw them more as pairs of hands or cover for the wards
than as skilled workers. This attitude was to colour the way in which
nurses were treated until the early 1960s.

The self-image of nurses, however, was sublime and was still sup-
ported by the mystique and ideology of the Nightingale era. If the
nurses even saw the 1948 Notes for Guidance, they gave little

appearance of perceiving any slight to their status. They entered the
NHS like crusaders or missionaries, full of zeal, high hopes, fervour
and good intentions:

In the last 30 years ... the country’s foremost brains have given
more and more thought to sick and helpless people — young and
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old ... Gradually the nursing profession has grown to be some-
thing of national importance, the Royal College of Nursing to be
its mouthpiece.®

However, it must also be said that the professional organisations,
as well as some nurses, were more taken up with discussions on the
Wood report and the legislation that ensued from it. In the organisa-
tions, the coming of the NHS also brought power struggles. If the
bulk of British nurses tended to be complacent, the RCN and its
kindred organisations had already learned that they had to fight for
every bit of power and every place in the new central policy making
institutions.

In 1942 and 1943, the Horder committee had published the first
three of its four reports.” In 1947, the Wood working party pub-
lished its report.® There had been, therefore, a considerable amount
of discussion about the need for changes in nursing (although it is
remarkable how little comment was published concerning the
Horder reports). If a small section of nurses and the nursing institu-
tions were concerned, the correspondence columns of the nursing
journals were more preoccupied with birdwatching, the profitable
use of off-duty, the design of uniforms and the spirit of service to the
patient.8

Nursing had been an institutional life since the Nightingale era, if
not even before that. Almost all nurses lived in residences provided
by the hospitals. Even the nurses working in the community — the
public health nurses — lived in district nurses’ homes. Only the
health visitors were sometimes exceptions to this rule.

Before the war, nurses had to resign on marriage, and their hours
of duty were so long that any life outside the hospital was difficult
to maintain.® Their meagre salaries did not encourage any social
activities and, certainly, did not allow them the luxury of non-
residence.

The Wood report® complained of the cloistered life that nurses
led and, particularly, pointed out the failure of nurses to respond to
social changes and new social attitudes. The ethos of nursing in
Britain was of dedication to their work. This precluded much con-
cern or interest in outside life and most nurses were unaware of the
changes taking place in the world surrounding them.

After the war, though, many nurses returned from the services or
other war work and brought with them an awareness of the life that
other workers led. Many had travelled, most had enjoyed better
salaries and the companionship of non-nursing colleagues. Many
service people entered nurse training after their demobilisation and
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were less amenable to the institutionalised life of student nurses.
They were older and more experienced and had learned to look after
themselves during the difficult and dangerous years of the war.

There was therefore a conscious, concerted, active and prolonged
policy by the Ministry of Health and the professional organisations to
drag nursing out of its nineteenth century institutionalism and plant it
in the post-war Britain of the twentieth century.

At the same time there was the need to recruit more nurses and
establish some machinery for nurse training for which the organisation
of the health service, as set out in the NHS Act, so far lacked. Nurse
education had to be grafted on to the health service, using, as far as
possible, the existing institutions.

In 1948 nursing was a series of small groups of people working in a
variety of local organisations such as hospitals and voluntary district nur-
sing organisations. It was not nationally organised and it could not be
recognised as a social system except within the hospital or local setting.

There was no observed need to adjust the nursing structure for the
health service. Each hospital had its matron and those other posts
that the Rushcliffe committee had defined remained. It was a simple,
flat structure designed to run the nursing service of a single hospital
unit. In the end, it proved to be entirely unsatisfactory, but this was
not anticipated and not recognised for many years.

Few people gave any thought to the consequences of nurses entering
a national health service except in terms of how to staff the empty beds.

Before the NHS, nurses had been the symbols of charity in the
voluntary hospital or servants of the municipal ones. With the coming
of the NHS, their status would be changed. Health care was to be the
right of every citizen in the country and was to be delivered freely
according to need. This was to change the status of nurses since
charity no longer figured in health care. Health care became one of
the cornerstones of the new welfare state and a new occupational
status had to be found for the nurses.

Whereas, previously, nurses had been employed in small groups by
a number of employers, with the NHS nurses became part of a
national system. The function of nurses was rather taken for granted
and nursing was assumed to be a unitary system requiring a common
policy. Events were to show that this assumption was mistaken.

The nursing service, therefore, had to make adjustments to meet
the needs of the new health service. These were understood to be
increased recruitment, the organisation of nurses within the national
negotiating machinery and the setting up of a modern nurse training
system which would fit nurses for the needs of modern medical
regimes and the new social climate.
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Chapter 2/The post-war
reconstruction of nursing

The post-war shortage of nurses could not be ignored as it
threatened the government’s plans for a national health service. At
the end of the war, conditions in nursing were still far from satis-
factory and there was much public anxiety about the need for
reform.

Public concern had surfaced before the war and had partly been
instrumental in the setting up of the Athlone committee in 1938.
This committee had published an interim report!' in 1939 but,
because of the war, had not completed its investigations. The period
1939 to 1949 is characterised by a series of reports and investigations
into nursing which were to have a profound effect over the next 20
or 30 years. Indeed, many of the proposals currently under discus-
sion are derived from the Athlone interim report, the Horder
reports®> and the Wood report.> An analysis of these is therefore
helpful in our study.

The Athlone interim report

The evidence given to Athlone and the other committees is of
interest not only for its content but also as a clue to the priorities and
attitudes of the various associations. It also has relevance to later
sections of this study and, for this reason, it is given in some detail.

The Association of Hospital Matrons commented on the supply of
recruits to nursing to meet the demand for nurses. It thought that
there was a need for some sort of national survey to establish the
numbers of nurses required annually for all branches of nursing.*

With regard to the student nurse, the matrons thought that there
was a need for a minimum educational standard. They also felt that
hours of duty were too long from the point of view both of the
health of the probationer and of putting off possible candidates, so
they recommended a 96-hour fortnight.

The matrons also felt that sister tutors should be certificated and
that every training school should appoint one of these. There was an
implied criticism of the quality of teaching of probationer nurses.
They thought that probationers should be offered a training grant as
were some other students, but were against giving them salaries.
However, they advocated better residential accommodation and
more relaxed discipline.
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With regard to registered nurses, the association thought that
their salaries, pensions and accommodation compared unfavourably
with those of other female professions and should be improved. A
progressive salary scale was needed for nurses in order to retain
them in the profession, and their pensions should be transferable
from one hospital to another.’

The matron of every hospital should have direct access to the
governing body and should be able to give her own report.®

Ward sisters and staff nurses must have better status as trained
nurses.

It is possible to detect here real concern for the nursing staff and
for the profession. There is no doubt that improved career pros-
pects, status and service conditions would help in the provision of
nursing services for their patients, but the memorandum gave the
impression that the welfare of the probationer and the registered
nurse was the primary concern of the matrons. This is interesting
because there is a gradual, but marked shift in the orientation of the
matrons later in the period under examination.

The Joint Consultative Committee of Institutions responsible for
the training of health visitors was composed of health visitor tutors,
medical officers of health, local authority health committees and
others. This joint committee felt that the general training of nurses
at the time was too narrow and too much oriented towards cure of
general medical diseases to be a suitable basis for training health
visitors. They recommended that the training should be broadened
to include aspects of sick children, infectious diseases, prevention of
illness and infection. They also complained that the poor educa-
tional background of many candidates, as well as the poor teaching
methods employed by sister tutors, gave rise to a sug)pression of
individual powers of thinking, initiative and reasoning.

Probationers should have student status and should be required to
pass part I of the preliminary state examination before they started
training.

Sister tutors should be qualified in teaching and should use
modern teaching methods.

The Voluntary Hospitals Committee comprised representatives
of the voluntary hospitals and could be described as employers of
about half of the hospital nurses.?

They were concerned to maintain a minimum age of 19 but to fill
the time between school leaving and training (known as ‘The Gap’)
by pre-nursing courses. They wanted better publicity for recruits
and a central recruitment and information centre. They were con- -
cerned at the rising popularity of the cooperative agencies, since
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those nurses received better salaries. Hospitals were often obliged
to employ ‘co-op nurses’ in order to maintain their cover of patients.
They wanted these agencies to be controlled.

They felt that training was too intensive and contained too much
theory; that there was a continuing need for candidates without any
educational qualifications, and that a simpler training was quite
adequate. They asked therefore that hospital management commit-
tees should be represented on the GNC. They also agreed that there
was a need to relax discipline and that there should be a 96-hour
fortnight, a greater use of ward orderlies to augment the nursing
staff and permission granted to nurses for non-residence.

We see here the employers’ and the managers’ concern for the
maintenance of the nursing service in the hospitals and their prior
economic considerations. There is no evidence of interest in nursing
as a profession nor of any long term foresight. This joint committee
memorandum highlights the little value placed on nursing qualifica-
tions and the attitude that untrained staff would be able to support
the bulk of routine nursing with the minimum provision of trained
nurses, who should supervise and control them. It was an attitude
inherited from the past, before the institution of nurse training in
the middle of the nineteenth century. It survived the formalisation
of nurse training and survives in the United Kingdom today. It is of
interest since it appears to enhance the evidence offered by White’
and others that most patients are nursed by untrained staff and that
trained nurses are used mostly for supervision or teaching.

The East Suffolk and Ipswich Hospital sent a memorandum very
similar to that of the Voluntary Hospitals Committee. It criticised
the syllabus of training for being too theoretical, proposed a
heavier lay representation on the GNC, and viewed any proposals
for enrolment of assistant nurses with alarm. This possibility, it said,
was a consequence of the GNC setting the examination level for
SRNs too high."

The Society of Male Nurses wanted better status and more train-
ing schools for themselves and proposed that male patients should
be nursed only by male nurses. It also proposed reduced training
periods for male nurses who, trained in one speciality, wished to
move to another speciality. They advocated the abolition of the
Royal Medico-Psychological Association (RMPA) certificate for
mental nursing since it was of a lower standard and outside the
control of the GNC. They wished to have just the GNC certificate
for registered mental nurses (RMN) which enjoyed a higher
status. "

The GNC memorandum was long. It complained of inadequate
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arrangements in some hospitals for teaching modern medical and
surgical treatments. It wanted a minimum standard of education and
a higher ratio of trained nurses to students. The hours of duty were
too long, and matrons and administrative nurses were overworked.
It reported that it had twice debated separating the preliminary state
examination into two parts (as earlier recommended by the Lancet
Commission in 1932) but that the council had on both occasions
rejected the proposal. It promised that the recently elected Council
would again debate the issue.'?

It reported that there were few arrangements for the systematic
teaching of students but, by then (1938), no hospitals were approved
that did not have ‘some sort of classroom and the necessary mini-
mum equipment’. It regretted that progress was slow but explained
that this was made necessary by the council’s unwillingness to upset
the hospital services. All sizes and shapes of hospitals took proba-
tioners and for many years very little inspection by the council had
been possible but, by then, no approval was given to training
schools without a visit. Withdrawal of approval could only be taken
after sufficient time had been given to the hospital to effect the
required improvement. There were 713 approved training schools.
Thirty-eight hospitals had been removed from the list of approved
training schools since the inception of the GNC.

The GNC described the conditions that were required for
approval of a training school: experience for students in four main
services — medical, surgical, gynaecological and children’s diseases;
there should be adequate staff for teaching the prescribed syllabus;
at least one resident medical officer; the training should be of at
least three years’ duration, divided between surgical and medical
experience. Other conditions included an appropriate number of
beds and daily occupancy, numbers of nursing staff, types of cases,
and so on.

In many ways this was rather a defensive memorandum and
seemed to admit that conditions and standards of training were not
as good as they could have been.

The Interdepartmental Committee on Nursing Services published
its interim report in 1939 and was subsequently disbanded at the
outbreak of war. The report was prefaced by a description of the
extremely urgent problem of the shortage of nurses which had been
manifested by the public through Parliament, the press and in
private communications.

During the course of their investigations the committee had been
hampered by the lack of reliable statistics for nurses and midwives
but they had been able to glean some from the General Nursing
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Council (GNC). These showed that in December 1937 there were
73,849 registered female nurses including 44,268 who had been
placed on the register by examination since 1919.

In addition to those on the general register, there were on the
supplementary parts of the register:

Including by

Total examination
Male nurses 315 168
Mental nurses 5,073 1,202

Nurses for the

mentally deficient 246 52
Sick children’s nurses 2,716 2.053
Fever nurses 7,007 5,724

All registered nurses 89,206 53,467 (59.93 per cent)

Approximately 32 per cent of these registered nurses were members
of the RCN.

The committee commented on the status of nursing as an occupa-
tion and said that it was time to recognise it as one of national
importance. The radical changes in the social and industrial struc-
ture of the country made recruitment on the basis of a ‘sense of
vocation’ unreliable and inadequate: in order to find enough recruits
it would be necessary to improve the nurses’ conditions of service
and to make their salaries competitive with those of teachers. They
recommended that salaries and pensions should be placed on a
national basis, negotiated by a national committee and grant-aided
by the government, since the hospitals were unable to afford a
proper level of remuneration.

The report found an acute shortage of nurses and probationers,
although there was no apparent falling off in the numbers of
recruits. There was an ‘astonishing wastage’ of first year proba-
tioners (said by the Lancet Commission in 1932 to be 25-30 per
cent)'® and a further weeding out of probationers as a result of the
state examinations.'* The report therefore deduced that the
demand for nurses had exceeded the supply. Nevertheless, in spite
of pressures, the report recommended that the minimum age of
entry should remain at 18, although this was not supported by
regulation.

Recruits were mainly drawn from the secondary and elementary
schools. The proportion between these was about half and half. The
committee felt that there was a need to draw as many as possible
from the secondary schools, the better educated recruits, but at the
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same time it was bound to acknowledge that they would not be able
to supply the numbers required, and recruits from the elementary
schools should not be turned away. On the other hand it was
thought that a possible cause of wastage in the first year of training
was due to a lack of an educational standard.

The committee commented that the quality of the teaching given
by nurse tutors to probationers was not always good enough. It
recommended therefore that the usual route of entry to training
should be through pre-nursing courses taken in secondary schools
or, in the case of elementary school leavers, in the evening insti-
tutes. These pre-nursing courses should take the candidates to the
level of part I of the preliminary state examination.!® The report
also proposed that all nurse training schools should have an intro-
ductory period for recruits, lasting about six weeks, in the form of a
preliminary training school (PTS).

Reporting on conditions of work, the committee found that these
‘were not always tolerable’. Up to 120 hours were worked per
fortnight. A 96-hour fortnight was proposed. Better living con-
ditions, a separate bedroom for each probationer, planned off-duty
and four weeks’ holiday per year were recommended. It was also
suggested that a relaxation of the requirement for residence would
be helpful. Discipline and rules, especially in off-duty hours, should
be relaxed.

The committee found very little involvement of nurses in policy-
making and proposed the setting up of nurses’ councils with ‘staff’
and ‘official’ representation in order to allow grievances to be aired.
It was thought that these local councils could be linked to a national
council charged with the consideration of conditions of service on a
broader basis.

The most significant section of the report came at the end when
it discussed the problems of the assistant nurses. These were
untrained and outside the control of any regulating body. They were
felt by registered nurses to be a threat to the profession and to the
public.'® Athlone therefore recommended that they should be given
a recognised status and placed under the control of the GNC who
would be empowered to set up a roll. It was recommended that they
should be given a short training of two years and required to take a
simple examination in order to qualify for enrolment. The
new enrolled nurses should always work under the supervision of
registered nurses. They should be called ‘assistant nurses’,
commonly ‘nurse’, and to distinguish them from the state registered
nurse, the latter should commonly be designated ‘sister’.

The four nurses on the committee signed a reservation against the
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title ‘assistant nurse’ and proposed ‘registered invalid attendant’ in
order to make the distinction clear and to reserve the title ‘nurse’.

The committee discussed the problems surrounding the protec-
tion of the title ‘nurse’ and the closure of the profession. It was
thought that only state registered nurses, assistant nurses on the roll
and nurses in training should habitually and for gain nurse the sick,
but the problems of legislating for this were recognised as being too
difficult to surmount.

The Athlone report is preeminent for its recognition of nursing as
a profession. A high proportion of its recommendations were put
into effect, probably because of wartime needs, which also brought
the activities of this committee to an end, and no final report was
published.!” The College of Nursing had provided both oral and
written evidence to the Athlone committee and in its subsequent
comments, it generally welcomed the interim report. ‘Altogether
the report embodies many of the ideals for which the College of
NursinF and all progressive nurses have been striving over many
years.” 819

It was a little anxious about two grades of nurse, as it felt that the
public would not be able to distinguish between them and that the
cheaper nurse would be preferred, especially in private nursing,
which then gave a more remunerative form of employment to a
significant number of nurses. On the other hand, the College recog-
nised that untrained assistant nurses were already being employed
as nurses in large numbers by the nursing agencies and in private
nursing homes and that enrolment under the GNC would help to
control this.

The College felt that not enough emphasis had been given in the
report to the better educated girl, since to take all intellectual levels
for registered nurse training would deter the more able and lead to
frustration and boredom during training. Whilst accepting the prin-
ciple of a roll, it resisted the proposed title of ‘assistant nurse’ and
the use of the term ‘nurse’ for this second grade.

It accepted the idea of some central machinery for negotiating
salaries but thought that the terms of reference should be widened
to include conditions of service as well. Salaries could not be
negotiated in isolation from conditions. It therefore preferred a
body more akin to the Whitley Council than the Burnham Com-
mittee. It felt that it was imperative to close the profession to nurses
on the register and roll.

In summary, therefore, there was general agreement that a single
grade of registered nurse could not provide the labour force re-
quired, that conditions of work and salaries had to be improved,
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that nurse training should be improved by better qualified tutors and
a wider training syllabus.

There was lack of consensus on the nature of the second level of
nurse; whether she should be a nurse under the control of the GNC
or an auxiliary; what training she should have; for how long it
should be and whether or not there should be some sort of qualify-
ing assessment or examination.

There was little discussion of the nature of the nursing that should
be undertaken by this second grade but general agreement that, in
hospitals, she should be supervised by the registered nurse. This
point, though, was not thought through by anyone since there was a
lack of consistent consideration as to which hospitals and which
patients the second level nurse should work for. Was she to work in
acute hospitals in which most registered nurses worked and almost
all of which employed student nurses, or was she to work only in the
chronic institutions which did not take student nurses and which had
difficulty in attracting registered nurses? At the time, these institu-
tions were almost entirely staffed by untrained assistant nurses.

The Horder report

The Royal College of Nursing was disappointed and worried by ,
the disbandment of the Athlone committee and decided that it must 3
take some initiative in reviving the enquiry into nursing. It therefore ]
determined to institute its own. In order to make it as impartial as
possible and to give it weight and status, the College decided to
invite half of the committee’s members from other organisations
which had an interest in nursing. Lord Horder accepted the chair-
manship of the Nursing Reconstruction Committee in 1941, and the
joint secretaries were Miss Frances Goodall (general secretary of
the RCN) and Mrs Hilary Blair-Fish (a long-time member and
officer of the RCN).

The terms of reference of the Horder committee were “To consider
ways and means of implementing the recommendations of the Interim
Report of the Inter-Departmental Committee on Nursing Services,
and to recommend such further adjustments to the nursing services
as the present situation and post-war reconstruction may demand’.*

Altogether the Horder committee issued four reports and a
number of supplements:

I 1942 The Assistant Nurse

II 1943 Education and Training

III 1943 Recruitment

IV 1949 The Social and Economic Conditions of the Nurse
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The Horder report was probably one of the most important so far
produced in nursing. The crux of the report was lost in the welter of
detail and recommendations and in the discussion that followed over
the years.

Briefly, Horder found that there was a hierarchy of skills in
nursing. These skills could be practised by a hierarchy nurses. There
should be an ‘officer’ level of nurses whose general education and
training should be at an advanced level. Their numbers should be
smaller than the next level of nurse, the enrolled assistant nurse, who
should be recruited from less educated girls and whose training
should be a two-year course of instruction. The assistant nurse,
Horder said, was ‘pivotal to the reconstruction of nursing’. The
committee saw her as ‘one of the most stable elements in our national
nursing service, an integral part of the profession and a person whose
status offers the key to the improved training and employment of her
senior partner, the State Registered Nurse’. Horder felt that only
when the services of the assistant nurse had been defined and
regulated could matters regarding the SRN be brought into line.

Horder wrote that the main target of the report was a complete
nursing service. This orientation was different from that of the
Athlone committee whose concern was to make recommendations
to alleviate the shortage of nurses. Horder therefore looked at a
nursing service as a structure and considered the parts of the whole
in relation to each other.

Briefly, Horder’s argument was as follows.

The supply of well-educated girls for registered nurse training was
obviously not sufficient to provide enough nurses for all needs.

The training of SRNs (assuming student status which the report
recommended) was very expensive and therefore it would be
economically unviable to attempt to have the bulk of nurses trained
to registration level.

The more routine tasks of nursing did not demand the intellectual
level of a well-educated nurse and, indeed, to expect such a nurse to
spend most of her time on these tasks would be to cause boredom
and wastage.

The more skilled tasks of nursing, increasing with the growth of
medical knowledge, would require more hours of the high grade
nurse as time went on.

There was therefore a need for a hierarchy of nursing skills — and
grades — to match the hierarchy of nursing tasks.

Horder therefore proposed a reversal of the proportionate
numbers of SRNs and assistant nurses — more ‘other ranks’ and
relatively fewer ‘officer’ nurses.
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THE EFFECTS OF THE NHS ON THE NURSING PROFESSION: 1948-1961

Whereas, at the time, most assistant nurses worked in the chronic
and long-stay hospitals (the public assistance hospitals and institu-
tions inherited from the Poor Law), Horder wanted them to be
given a training to enable them to work anywhere, a recognised
status and enrolment under the GNC. He wanted the assistant nurse
to be the regular grade of nurse and the SRN to be the advanced
grade.

For the SRN he wanted student status separate from the obliga-
tion to provide nursing services for hospital patients. He thought
that it was vital to indicate the position which the nurse should
occupy in schemes for any national health service. ‘Given a liberal
outlook and a careful, planned curriculum, the training of nurses in
this country could be developed into one of the great national
educational movements for women.’

Horder was critical of the training of nurses: ‘In no other profes-
sional training is there so little periodic inspection, in none is the
standard of entry so dependent on the demands for student labour,
in none have the requirements with regard to teaching staff been so
nebulous’. He thought that the demand for labour had led to the
multiplication of training schools and to the lowering of educational
standards for the entrants and the quality of the training.

He recommended that the future health service planned around
regional bodies should include institutions to ensure an improved
education for nurses.

He was severely critical of many attitudes regarding nurses.
Nurses, he said, should know ‘the why’ as well as ‘the how’. ‘As the
SRN responds to new requirements, so the Assistant Nurse should
come forward to relieve her in suitable spheres.” University courses
would be appropriate for post-registration training and, by in-
ference, for basic training once the new structure that he proposed
had been achieved. Until then ‘there can be no real reform in
nursing education till each school has an income independent of the
hospital to which it is attached’. In the last report, 1949, Horder
made an outright recommendation for a degree course in nursing.

Assistant nurses should have an apprenticeship training. SRNs
should have a combination of studentship and apprenticeship such
as the qualified engineers: studentship first, apprenticeship second.

Horder considered a number of alternatives to the two-stream
model and argued against a one portal system, saying that it would
deter the able candidate.

Other recommendations included the reconstitution of the GNC
to make it more educational and to give a wider representation of
teachers, both nursing and non-nursing; more frequent revision of
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THE POST-WAR RECONSTRUCTION OF NURSING

the nursing syllabuses; a minimum standard for approval of training
schools; better and more frequent inspection of training schools;
school certificate level for entry to registered nurse training, with a
later requirement for the higher school certificate so that the officer
level of nurse could take her place with other professions in evolving
a national health policy.

The Horder committee carried out a most comprehensive piece of
investigation for the nursing profession at a time of radical social
change. It reviewed demographic and educational changes and used
these in its considerations. It anticipated changes and developments
and its reports, as a consequence, were forward-looking. In contrast
to this, the Athlone report could be said to have tried to improve the
status quo.

The main recommendation of the Horder report — the reversal of
the proportional numbers of SRNs and enrolled assistant nurses —
has never been achieved. This can be explained to a large extent by
the reluctance of the Ministry of Health to reinstitute the minimum
educational level for nursing candidates which had been dropped for
the war and was not introduced again until 1962. When it was
reintroduced, it was set at a very low level, hardly comparable to the
pre-war School Certificate which had by then been superseded by
the General Certificate of Education. It was therefore possible for
candidates with minimum educational qualifications to take training
for the register and there was little incentive for candidates to opt
for a subsidiary grade with lower status.

In spite of continuing attempts by both the RCN and the GNC to
have fewer student nurse training schools and more pupil (assistant)
nurse training schools, this goal was never achieved. Student nurse
training was felt to have more appeal for recruits and hospitals
consistently refused to change so long as they could qualify for
approval by the GNC. The GNC found it very difficult to remove
their approval, mostly because they were not able to rely on the
support of the Minister. The numbers of SRNs have consistently
been something more than three times the numbers of SEANs
(SENs since 1961).

It is possible that Horder’s retention of the existing titles, state
registered nurse and assistant nurse, for greatly developed roles was
another contributory cause. Had the existing SRN level of training
been allowed to continue and a higher grade, possibly of a graduate
level, been superimposed, his objective could have been achieved.
As it was, legislation!” had to be passed in 1943 to require the GNC
to set up a roll of assistant nurses, thus ‘legitimising’ the second
grade, but this did nothing to control the employment of untrained
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THE EFFECTS OF THE NHS ON THE NURSING PROFESSION: 1948-1961

nurses. The enrolment of the assistant nurse created a vacuum which
was immediately filled by the nursing auxiliary, still untrained.

Horder also recommended the closure of the profession to all but
trained nurses but, once again, admitted the problems of drafting
appropriate legislation because of the time-honoured practice of the
use of the term in connection with nursery nurses, Christian Science
nurses and others.

The Horder enquiry into nursing was searching and wide and was
the first one instituted by the profession itself. It could be antici-
pated, therefore, that it would have provoked a great deal of discus-
sion and interest. This proved not to be the case. The four reports
came out over a period of years — 1942, 1943, 1949. On the occasion
of each publication, there was a comment in the nursing press. This
was usually, as was invariably so in those days, self-congratulatory
(of the profession, the RCN and of the respective journal which
claimed to have had many of its ideas reproduced) and uncritical.
There was usually a later item reporting a speech made by a nursing
or health dignitary on the report. There might have been one or two
short letters in the correspondence columns about a secondary
aspect of the report, normally about hours of work or salaries.
There was nothing else.

This is quite remarkable, especially in the light of the interest that
was provoked by the publication of the subsequent Wood report.
One reason that may be put forward was the restricted circulation of
the reports because of a wartime shortage of paper, but this might
also have applied to the Wood report, which, in fact, had a much
wider circulation. Possibly the Government made available supplies
of paper for the Wood report which was a Ministry publication.

Another reason may be put forward: the profession was still, in
1948, a service very much based on individual hospitals. White®
showed that nurses were regarded as ‘local’ and that they them-
selves reflected this in the orientation of their thinking. The focus of
nursing attention was the hospital in which they served: their
loyalties, ambitions and standards for comparison were parochial
and very few gave any regard to wider nursing issues.

This may have tended to lead nurses to discount a report
emanating from the profession itself. Athlone, Horder and Wood
all flattered the profession (whilst at the same time criticising it quite
severely) by acknowledging it as being of national importance. The
Athlone and Wood reports were, however, government inspired
and, as such, may have represented to the nurses, steeped as they
were in an authoritarian tradition, tablets of stone. It was possible to
regard the Horder reports more as pillars of salt.
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Another observation must be made. There were many strong
criticisms of the Wood report; nursing organisations and individual
nurses had a great deal to say about it. There were many letters in
the two weekly nursing journals and a number of memoranda from
the institutions. Opinion was divided and comments were not in-
hibited. This tends to weaken the description of nurses as parochial,
but Horder was concerned with a national service, and Wood was
predominantly seen to be concerned with nurse training. Whilst
Horder could, and possibly should, have been seen as proposing
fundamental changes to the fabric of nursing, the point was missed.
Wood, on the other hand, was clearly seen to be proposing changes
and criticising the ritualistic elements of nursing in the form of
routine procedures and ward organisation. Wood took the argu-
ment to the hospital level, even the ward level. Whilst Horder dealt
with a concept which the nurses could not grasp, Wood dealt with
practical issues which were within their experience.

The nursing profession was not yet used to having any say in its
affairs and found the variation of emphases in the Athlone and
Horder reports confusing. Both reports boosted the image of the
SRN as a profession; both criticised the profession for rigidity and
ritualistic practices. Both reports advocated a second grade of
nurse. Athlone wanted to inject this assistant nurse at a lower level,
whilst Horder preferred to lift the SRN to a higher plane in order to
find space for the assistant nurse. Both reports insisted on the
essential need to keep nursing at all levels on a practical base rather
than an academic one, although Horder understood the need for
theory.

It must be remembered that in the post-war years university
education was still for an élite and was directed towards the produc-
tion of graduates in the traditional professions. There was still then
an emphasis on the arts and the humanities: science courses were
of a secondary status. Social science courses had by then hardly
taken much shape. University education was considered to be highly
theoretical, to provide knowledge for the sake of knowledge rather
than for the purpose of vocational or technical application. The
Butler Education Act had been passed in 1944, but the Robbins
report was not produced until 1965.

If Horder was aware of a growing technology, most nurses were
not aware of any level between ‘practical’ and ‘academic’ and con-
sidered theory to be too remote from the everyday needs of the
patient to be relevant. The majority of nurses did not possess the
school certificate although those who did were more inclined to be
in the decision-making levels and in the London teaching hospitals.
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THE EFFECTS OF THE NHS ON THE NURSING PROFESSION: 1948-1961

Talk of a minimum educational standard was therefore threatening
to many nurses and talk of university courses or higher school cer-
tificates was too remote and threatening to be entertained by most.

Whilst Horder could look at and plan for a nursing structure, most
nurses saw only the need for four grades: staff nurse, ward sister,
administrative sister and matron. Hospitals were relatively small; the
few with more than 1,000 beds were unusual, and most had fewer
than 250. Therefore, where was the need for a more complex plan?

The Government was also undecided. There was a certain amount
of agreement that the assistant nurse should come under some
control. There was general agreement that the training of nurses
should be improved and more modern methods of teaching should be
introduced. Certainly, public pressure demanded improved con-
ditions and better salaries. But the Government had never before
been much involved in nursing and exchequer funds had not been
used for nursing salaries nor for nurse training until 1943 when the
Rushcliffe committee made its recommendations on nursing salaries.

The Wood report

There was, however, a nursing crisis, and the Ministry of Health
recognised that it would become responsible for the nursing service in
the new National Health Service. It decided, therefore, to set up a work-
ing party on the recruitment and training of nurses under the chairman-
ship of Sir Robert Wood, then chancellor of University College,
Southampton.® Other members of this small working party included
Miss (later Dame) Elizabeth Cockayne, matron of the Royal Free Hos-
pital and subsequently chief nursing officer to the Ministry of Health;
Miss Daisy Bridges, who later became executive secretary of the
International Council of Nurses; Dr John Cohen, a psychologist then
in the Cabinet Office, and Dr Inch of the Department of Health in
Scotland. There was a steering committee consisting of officials from
the departments concerned. The nursing organisations were not con-
sulted and the original intention, subsequently modified, was to review
the several published nursing reports and to make recommendations.

The working party report was published in 1947. A minority
report, written by Dr Cohen, was published in 1948. The main thrust
of the enquiry was directed towards five questions:

1 What is the proper task of the nurse?

2 What training is required to equip hér for that task?

3 What annual intake is needed and how can it be obtained?

4 From what groups of the population should recruitment be made?
5 How can wastage during training be minimised?
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The working party understood that it was required to take a long-
term view rather than to look at immediate needs.

Wood tried to make use of the burgeoning scientific methods of
social enquiry and ‘to reach conclusions not resting solely on opinion
but verifiable by reference to facts . . . not to form impressions but to
discover the facts and let the facts speak for themselves’. There was
therefore a mass of detail culled from statistics by previous reports
and existing hospital sources.

On wastage, the report proposed that student nurses should be
accorded full student status, and be more carefully selected on
personality traits rather than on educational grounds. It found that
senior nurses should be carefully selected and taught interpersonal
skills in order to improve relationships on the wards, and that a three-
shift system of duty should be introduced.

On training, it reported that the course should be based on the
needs of the students rather than on the needs of the service, that the
GNC should be reconstituted to give better regional representation
and a stronger educational bias, and that the several GNCs represent-
ing the four countries of Great Britain should be incorporated into
one council which might also absorb the Central Midwives Board
(CMB).

On the assistant nurse, it found that this grade should not be
perpetuated, that the roll established in 1943 should lapse, and that
the one remaining grade of nurse, the SRN, should be supported by
student nurses where practicable and, substantially, by a new grade
to be called nursing orderlies, who should have a short in-service
training for simple nursing duties.

The report is best known for its contentious finding that if student
nurses were relieved of repetitive and non-nursing duties, they could
be effectively trained in 18 months with a further six months, before
registration, of concentrated study in a chosen field. This would be a
single portal of entry for all who wished to train for nursing. The plan
of training should be broadened to include experience and teaching in
public health, obstetrics, psychiatric nursing and paediatric nursing.

This plan of training was for the first level nurse. Appendix VIII
extended their model: ‘We do not consider it unreasonable to
assume that before a nurse proceeds to a post carrying new func-
tions. . .. she should receive some training beyond that provided in
the basic course’. The working party thought that this need should
be met by an increasing number of university courses, as well as
others. No nurse should claim to be a specialist until she had under-
gone ‘post-graduate’ training. Unfortunately, this appendix was
overlooked in the ensuing debate.

21

X

14

ok
g
ol
1
Z

t
.
4
3
:1?-
BN
L
o
3
a
3
;
i

Ay e St e Dt i e Tl LRl AT S LT T daa

R

SN




THE EFFECTS OF THE NHS ON THE NURSING PROFESSION: 1948-1961

Finance for training should be drawn from public funds, indepen-
dent of hospital revenues. Students should be under the control of
the training establishment and not the matron or the hospital. They
should be given training grants.

The report was critical of the quality of teaching given to students
and recommended that there should be adequate numbers and
quality of teaching staff and that there should be composite and
independent training units covering all fields of nursing with their
own directors. Hospitals would be used for ward training purposes
only. There should be regional nurse training councils to plan and
coordinate training facilities, set entry qualifications and approve
supervisors for the internship period.

The working party also proposed inspection of the training
centres by the health departments, similar to. the general education
inspectorate.

In relation to the numbers of nurses required, the working party
found that to give effect to the three-shift system and full student
status there would have to be an additional 22,000-24,000 trained
nurses and some 14,000 nursing orderlies, without allowing for any
expansion of the health services.

The Ministry of Health invited comments on the report from the
institutions.

The King Edward’s Hospital Fund (KEHF) was an extremely
influential trust which had, for mahy years, taken an active interest
in hospitals in the London area and had, since 1944, run the Nursing
Recruitment Advisory Centre in London. It is of interest to note
that the secretary of the King’s Fund at that time was also the
secretary of the Voluntary Hospitals Committee. It published a
memorandum which was highly critical of the Wood report. It
attacked the proposal to broaden the training; it particularly dis-
liked the bias towards public health nursing since, it said, there was
considerable doubt that more public health activity would reduce
the demand for hospital beds. The proper task of the nurse, it said,
was to care for the sick and helpless under medical direction. Re-
forms in nurse training should tend towards greater skill in actual
bedsic%g: training. Nursing was a practical art and required practical
skills.

It attacked the emphasis given to wastage of student nurses
especially in relation to the working party’s plans to reduce the
shortage of nurses. It sought to demonstrate that it was the loss of
nurses after training that was critical in this matter. It placed its own
emphasis on the need to retain trained nurses and thought that
Wood’s proposal to make student nurses supernumerary on the
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wards would place extra pressure on an already inadequate number
of registered nurses.

It admitted the need for a subsidiary grade of nurse but thought
that these should be auxiliaries with a certificate given by the
regional authorities rather than the GNC.

The King’s Fund did not think that there was much wrong with
the idea of student status so long as it did not entail their being
supernumerary. It was ambivalent on the proposed selection tests
and wanted selection by the matron to remain. It attacked Wood’s
proposal for a shortened period of training of two years. It thought
that there was no evidence to show that this would increase the
number of candidates but that, on the contrary, it would cut back on
the quality of recruits by deterring the more highly educated girl.

A shortened course of training would only increase the output if
the input was adequate. The KEHF was sure that, in nursing, there
was the problem of an insufficient input.

Its comments and alternative proposals for nurse training were to
be of considerable significance later (see chapter 3). The KEHF was
concerned not to make sweeping changes in nurse training before
experiments had been made. This referred specifically to the sylla-
bus and to the proposal for independent training units with their
own directors. The King’s Fund did agree with, and had for some
years advocated, training grants for student nurses, with free
residential accommodation and tuition; a critical proviso of this idea
was the need for a grant machinery analogous to that already used in
the case of the universities. In addition, it insisted that the grant-
giving body should be educational and not concerned with the
provision of service for the hospitals.

Whilst the KEHF preferred the training school to remain in the
hospital, it thought that there was need for much greater freedom
and initiative than there had been. There was a place for pioneer
training units and each candidate should be free to choose the
school to match her own inclination and intellectual level.

Certainly the GNC should be reconstituted, but its powers,
responsibilities and methods of control should be more carefully
considered before this was done. There should be greater decentral-
isation. ‘

The KEHF was scornful of the Wood (and Cohen) preoccupation
with manpower planning. It felt this was irrelevant since ‘direc-
tion into nursing is undesirable and direction out of nursing is
unthinkable’.

It also attacked the premises underlying the statistical analyses in
the report: ‘Efforts to solve the nursing problem by reducing

23




THE EFFECTS OF THE NHS ON THE NURSING PROFESSION: 1948-1961

wastage during training and to secure more favourable conditions
for the student will not succeed if there is a failure to appreciate how
short is the period of hospital life of many trained nurses and how
wide is the gap between the numbers qualifying and the numbers
[subsequently] entering hospital service’. It made no comment
about Appendix VIII.

The RCN set up a subcommittee, comprising members of both
the Horder and the professional advisory committees, to study the
Wood report, and a draft memorandum was subsequently debated
by the RCN council before its publication.?* There was some cool-
ness in the tone of its comments since the memorandum could only
call the report ‘timely’, and the RCN council thought that its
criticisms of nursing might be harmful to recruitment.

The RCN memorandum had been influenced by the Ministry of
Labour’s paper, Recruitment of Nurses and Midwives to Training
Institutions®, which called for a national survey of patient
dependency needs. The RCN called for both an analysis in order to
establish the need for nurses and a review of non-nursing tasks
which an increased provision of domestics could take over. It
repeated one of the Horder themes that a hierarchy of nursing tasks
and skills should be determined in order to make more effective use
of the different grades of nurse.??

There was considerable and significant disagreement between the
subcommittee who drew up the memorandum and the RCN Council
(consisting mainly of matrons) over the term ‘student’. Whilst the
draft memorandum insisted that the student nurse should be a
student, in the same sense as that employed by Wood, working an
academic year and with supernumerary status on the wards, the
RCN Council could not accept this. Instead, it amended the draft
memorandum, used the term ‘student nurse’ instead of ‘student’ and
explained that the student nurse should not primarily be an
employee. This shifted the emphasis considerably and was an
important departure from the ideology put forward by Horder.

With regard to training, Council thought that the repetition of
tasks, criticised by Wood as being excessive and a waste of student
nurse time, was necessary for the development of skills. It was also
doubtful that the shorter training recommended by Wood would be
satisfactory.

The province of British Columbia had recently rescinded its
reciprocal agreement with the GNC and would no longer register
British SRNs automatically because, it explained, the standard of
education of the recruit to British nurse training and the standard of
the training itself were no longer considered satisfactory. This had
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been a real blow to the pride of British nurses who consistently
considered themselves to be superior to all others. The RCN was
therefore touchy on the subject and could not accept any adjust-
ment which might be seen as an erosion of the quality of training. It
therefore rejected the Wood proposal for 18 months’ training and
six months’ internship and proposed instead two years and one year.
The final examination should be taken at the end of the second year
and registration be given at the end of the third year.

Even in this there was no consensus. The public health committee
of the RCN thought that two years training was enough, especially
as nurses wishing to become health visitors had, anyway, to take a
further year’s training for a midwifery qualification before they were
eligible to undertake the health visitor training (increasingly becom-
ing a one year course). On the other hand, hospital nurses insisted
that three years was the minimum that they could consider. The
general secretary (Miss F Goodall) said that whilst the RCN Council
had supported the Horder proposals in principle, the needs of the
community for more nurses might necessitate the shortening of the
basic training and it was therefore necessary to make a compromise.

Council therefore agreed three years which was also to include
experience in public health (preventive) nursing and communicable
diseases. It did not include the Wood elective period. No mention
was made of the comments included in Appendix VIII of the Wood
report, which would, in fact, have given the RCN their ‘officer class’.

It is interesting to note that their opinion was dictated more by the
influence of the matrons who were responsible for maintaining a
nursing service, by an altruistic sense of responsibility and inter-
national political considerations than by any objective criteria
relating to the content of the training.

The subcommittee thought that clinical instruction of the student
should be the responsibility of the school of nursing. RCN council
wanted it under control of the ward sister.

The subcommittee and RCN Council both agreed that there
should be a minimum education level for candidates and the reinsti-
tution of the GNC test as an alternative. There was also agreement
on the need for a reconstituted GNC. The subcommittee agreed
with the proposal to have one nursing council for all the four
countries of the United Kingdom (England, Scotland, Wales and
Northern Ireland) whereas the RCN Council was afraid of over-
centralisation and preferred to retain the three existing organisa-
tions (England and Wales, Scotland, Northern Ireland). Everyone
liked the proposals for regional training bodies for the coordination
of training in the new NHS regional hospital board areas.
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One more significant disagreement is noted. The subcommittee,
under the guidance of the RCN director of education, Miss M
Carpenter, had drawn up a proposal for a scheme of training which
was appropriate to full student status and which would allow con-
siderable flexibility to the schools for experiment and to meet local
needs. It integrated prevention and curative aspects, theory and
practice, proposed modern techniques for teaching and for practice
such as case assignment and case reporting; it offered blocks of
experience in medicine, surgery and operating theatres, special
departments, psychiatry, paediatrics, obstetrics ahd gynaecology as
well as an elective period in which to study one area in greater
depth.

Council could not entertain this and rejected the entire scheme
out of hand. Instead it set up its own working party to draw up
another one. The scheme that it eventually agreed was not very
different from the then current one.

The published RCN memorandum incorporated, naturally
enough, Council’s views rather than those of the subcommittee. In
addition to those already discussed, it made the following points.

There should be only one register for men and women.

The GNC should be reconstituted to include more educational-
ists, but not until three to five years after the institution of the
NHS.

The matron must remain head of the school of nursing.

Assistant nurses should be retained, nursing orderlies were not
suitable.

The GNC memorandum was no less disapproving.>* It disagreed
with the causes of student nurse wastage put forward by the working
party. It felt that reinstatement of the minimum education require-
ments would ensure that recruits were suitable and able to cope with
the training and examinations.

It agreed with student status and thought that improved working
conditions and a 96-hour fortnight would help considerably.

It disagreed with the 18 months and six months training period. It
was most anxious that too much emphasis should not be placed on
the removal of repetitive tasks since, the GNC was sure, every
patient was different and repetition was necessary to develop skills.
The elimination of repetitive duties would only serve to rob the
student of her ultimate job satisfaction derived from confidence in
her skills.

Although it agreed with the content of the proposed training,
the period of training should remain at three years. (The GNC

26




\
THE POST-WAR RECONSTRUCTION OF NURSING

originally proposed four years but compromised. ) It also agreed that
the supplementary parts of the register should be closed but thought
that there should be a special part of the register for mental nurses.

The GNC had no comment on the independent financing of nurse
training as it considered that this was not within its sphere of
reference. It thought that student nurses could be supernumerary
for the early part of their training but should later be included on the
ward staff in order that they could learn to take responsibility. More
trained nurses were necessary on the wards.

The GNC (also predominantly composed of matrons but includ-
ing established sister tutors as well as Ministry of Health and Privy
Council nominees) did not like the proposal for nurse education
directors: the matron should remain head of the school of nursing.

The GNC did approve the proposal to establish regional nurse
training bodies but stoutly rejected the proposal for the Ministry of
Health to approve and inspect the training schools. Council was
determined to retain these functions.

Whilst it did not reject the proposal for its own reconstitution (it
was open to the Minister to appoint whomsoever he pleases’), it did
not think that this should be done until after the NHS had been in
operation for some years. It did reject the idea of one GNC for the
United Kingdom as being too unwieldy.

The GNC thought that it would be premature to close the roll of
assistant nurses and proposed that this should be re-examined in
three years. It thought that there was room for SRNs, SEANs and
an auxiliary grade, although it did not like the title ‘nursing orderly’.
Once again, the GNC had nothing to say about Appendix VIII.

There is an inescapable feeling of disapproval emanating from
this memorandum, a primness and a preference for the maintenance
of the status quo.

One last memorandum must be noted. This was one which was
privately printed and published and was produced by a group of ten
leading nurses, many of whom held official positions and felt that
they had to remain anonymous. They called themselves the Ten
Group.?

The Ten Group considered that the nurse was a member of a
team that provided the total needs of patients both in and out of
hospital. The nursing group, controlled by professional nurses,
should be prepared to assume the responsibility within the team for
every kind of nursing for every type of patient. This statement was a
reference to the resistance that many registered nurses felt towards
nursing the chronic sick and the elderly. The voluntary hospital
nurses were steeped in the ideology that acute cases only merited
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trained nursing skills and that the chronic sick should be looked
after by a lesser grade of nurse, or a nurse with less professional
status such as the former Poor Law nurses (White®).

The Ten Group proposed that the question posed but not
answered by the Wood working party, ‘What is the proper task of
the nurse?’ could best be discovered by the analysis of the many
needs of all patients and by the employment of different categories
of staff to meet those different needs. This was a reflection, of
course, of the Horder statement describing the hierarchy of skills
and the hierarchy of nursing tasks. It was an interesting precursor of
the nursing process propounded some 20 years later.

The Ten Group then described the changing needs of patients
arising out of medical developments. They suggested that with early
diagnosis many more patients in hospital were ambulant and could
look after themselves. Routine nursing tasks were, therefore, now
less important than some other considerations such as nutrition and
the composition of the health team therefore required reviewing, as
did its members’ training. They felt that the failure to differentiate
between the categories of service demanded by the patient had
blurred the line of demarcation between nursing service and
domestic service. They offered, as an example, the difference
between feeding the sick patient and taking meals to the ambulant
patient.

The total needs of the patient, they said, could only be met by a
team of nurses of different degrees of knowledge and skill. Since the
patients were being looked after by numbers of people, the nurse
had to be their point of reference and interpret to them what was
going on. The nurse therefore had to be an interpreter, a hostess, a
carer who provided the treatment ordered by the doctor, and some-
one who coped with emergencies until the doctor arrived to take
over. She was also a health teacher. The Ten Group did not feel that
there was a great deal of difference between the hospital nurse and
the public health nurse in their functions: the needs of the patient
would provide the foundation for the practice and the training of the
nurse.

They recommended, therefore, that the roll of assistant nurses
should be closed, that there should be a common basic training for
all nurses, a recognition of the nurse as an expert in her own right
and a distinction made between those duties that required her skills
and those that were more properly within the purview of someone
else.

The Ten Group thought that the working party had put too much
emphasis on student nurse wastage and not enough on the need to
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retain trained nurses. Recruits should have a grounding in the basic
sciences before they started training; there should be experimental
forms of training, and the continuing use of auxiliaries. Promotion
of nurses to more senior posts should be by virtue of further study as
well as experience. If a university degree in nursing were possible,
the two-year course for registration should be of a level acceptable
as the first year of university study on which the degree course could
be based. Alternatively, the basic course could be regarded as
experience in the ranks, a prerequisite for officer status.

Other points made by the Ten Group were that the final state
examination should be by assessment rather than by written
examination, that there should be training for senior posts, and that
there was an urgent need for good nurse teachers. Theirs was the
only memorandum that appeared to have recognised Wood’s
proposals for advanced training.

Three major reports—two of them from committees set up by the
Government whose primary concern must have been to achieve
enough nurses to man the hospitals and to reopen some of the
50,000 unstaffed beds (in 1948), the third report stemming from the
profession itself, concerned to improve the standard and the status
of the profession but also seeking to be rational and forward-
looking.

In response to these reports, we have noted the differing com-
ments and opinions—most of them dissecting the reports and
commenting on individual proposals or points. None of them
appeared to examine the whole model or structure incorporated in
any of the reports and the RCN Council, although it had accepted
the Horder reports, was already losing sight of the principles
adopted by him and beginning to erode them by slight shifts of
emphasis. Furthermore, we are able to note that since 1939, there
had been a considerable change of mood in the matrons. In 1939,
they had been concerned for the welfare of their nurses. The dif-
ficulties of the war and the need to keep their service going during
the emergency had changed this. By 1948 their primary concern was
the need for labour.

The prior interest of this chapter is the reconstruction of nursing
after the war, in preparation for the inauguration of the National
Health Service. It is possible from this point of view to distil from
this profusion of detail and comment three critical points: the
question of how many levels of nurse there should be, the level of
general education required as a minimum for recruits, and the
question of the training for the registered nurse.

Athlone wanted two levels of nurse only, the SRN and the enrolled
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nurse. He wanted a three year training to the level then current for
the SRN and a two year practical training for the SEAN. He stipu-
lated a secondary education or an augmented primary education for
the SRN. He was not specific about the enrolled nurse but thought
that aptitude and inclination were important criteria.

Horder wanted most nurses to be enrolled after a two year train-
ing. The SRN was to be highly educated and highly trained. She
should have first an academic training then an apprenticeship; he
did not depart from the three year period for these nurses.

Wood wanted only one grade of basic nurse, supported by a band
of auxiliaries with a short in-service training. The SRN should have
a broad two year training and should be an all-purpose nurse with a
mandatory supplementary training for advanced or specialist duties.

There is little doubt that the cost of training nurses has increased
considerably since 1948. Salaries for both nurse tutors and student
nurses have risen appreciably. Hours of work have been reduced by
stages from the 96-hour fortnight to a 36-hour week. The numbers
of learner nurses have increased from 49,055 students and 2,599
pupils in 1951 to 56,558 students and 22,258 pupils in 1979.?° The
syllabus of training for student nurses has been changed several
times since 1949, as has that for the pupil nurse who now receives a
training as comprehensive as the student nurse did in 1948. The
student nurse by now is required to have more classroom hours and
is no longer free to spend enough time on the wards to allow her to
be anything more than a short-term member of the staff. Whereas in
1948 it was cheaper to employ student nurses as labour than it was to
use auxiliaries, the position is now reversed and the auxiliary is the
basic nursing member.

The overall ratio of trained nurses to untrained nurses is slightly
higher now than it was in 1948, but a direct comparison is difficult to
make as the form of collection of numbers and the categories have
been substantially altered. It is quite clear, however, that the
hospital service could not be staffed only by SRNs nor even by
SRNs and SENS; it continues to rely on untrained nurses to a very
substantial degree.

The demand from both the profession and the service for further
post-registration training has increased substantially, to a point
where it was considered necessary in 1970 to establish the Joint
Board of Clinical Nursing Studies.

In 1962, the GNC was finally allowed to reinstitute a minimum
educational level for recruits. This was then set at two GCE ‘O’
levels—a very low level. In succeeding years, it began to tighten up
on its examination standards. Many hospitals imposed their own
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education requirements which were much higher than the GNC
minimum. Itis interesting to note that after 1962, over a broad period
of time, recruitment rates increased, wastage rates dropped and pass
rates for the GNC examinations improved. This applied to the
general student nurse. The GNC was not allowed to set a minimum
education level for student nurses in the psychiatric field until 1965,
and there was no commensurate improvement until that happened.
The many integrated training courses demanded a much higher
education level, indeed some of the courses which combined general
nurse training with health visitors’ training demanded two or three
GCE ‘A’ levels. These courses were all over-subscribed, and the
health visitors’ courses had four or five times more applicants than
they had places.?’

The position of the enrolled nurse has never been satisfactorily
settled. Where there is a registered nurse, the SEN is subordinate to
her, but where no registered nurse is available, the SEN may take
charge of a ward. There are very few career prospects for the SEN,
although she is the most permanent member of the nursing team.
Today, the SEN is a respected member of the nursing group in nearly
every area of nursing, but the demarcation between the SEN and the
SRN is not clear and some investigations have failed to distinguish
any dizgference in either the level or the quality of their respective
work.

The recruitment of pupil nurses for enrolment is still only about
one third that of student nurses for registration and, obviously, the
status of the registered nurse is more attractive. The registered nurse
also has better career prospects. But there is still a deficiency of
registered nurses with enough general education to provide a corps
that is able to take the profession forward in conceptual or analytical
skills. This deficiency was certainly felt in 1951 when the GNChad to
find candidates for the newly formed area nurse training committees.”
In the 1980s, there is still a problem in finding suitable and adequate
candidates for key posts, especially those that require nurses to be
capable of holding their own with other professionals and graduates.

The reactions of the profession during the negotiations for the
Nurses, Midwives and Health Visitors Act 1979 were not dissimilar
to the reactions manifested in 1948. Nurses are not educationally
minded on the whole and resent groups within the profession whose
level of education is higher than that of the general run of SRN.
They did not understand, and certainly did not admire, the fight put
up by the Council for the Education and Training of Health Visitors
to maintain its standard of education and to resist being absorbed by
those with a lower educational requirement.
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Throughout the period reviewed by this book, nurses consistently
confused skill for knowledge and common sense knowledge for
theory. This confusion probably persists in many quarters today.
This is a pity since it induces many nurses to persist in an inflexible
but superficial knowledge which is inappropriate to the current state
of scientific theory.

Athlone was satisfied with the level of the registered nurse and
put the enrolled nurse below that level. That did nothing to enhance
the status—or the recruitment—of either grade. Furthermore, as we
have already shown, he miscalculated the position with regard to
those workers who want to nurse on a more casual basis and who do
not want to take a formal training. He ignored the auxiliaries,
thinking that the problem would go away with the enrolment of the
assistant nurse.

Wood wanted all trained nurses to be registered and for them to
be supported by auxiliaries whom he wished to be called ‘nursing
orderlies’. He did not stress the need for an organisation or struc-
ture to support a national nursing service and therefore did not
include in the main body of his report provision for advanced
training for specialists and a nursing leadership. Although his remit
was for a long-term policy, his recommendations were not of that
order. He failed to anticipate the changing needs of the National
Health Service which were to demand a growing number of special-
ists and administrators. By relegating his recommendations for
further training for nurses to an appendix and by failing to work
through the financial and organisational implications of that
appendix, he gave undue emphasis to a shorter basic training. His
model was not clearly stated and was not therefore understood by
the institutions. Whereas it could be argued that his proposals were
not too dissimilar to those of the Horder reports, he appeared to be
down-grading nurse training and was seen by the profession to be
doing just that.

On the other hand, a basic nurse training is still considered
necessary as a starting point for further specialisation and the later
proposals made by the Committee on Nursing® were a develop-
ment on this Wood theme in which the nurse should receive blocks,
or modules, of training after her first 18 months. The Wood model
therefore was capable of development.

Horder wanted to improve the quality of the registered nurse, to
establish her on a higher plane in order to place the enrolled nurse
on a more realistic level. He accepted the increasing need for
developed skills that medical science and technology would con-
tinue to demand. He also accepted the need for nurse leaders and
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policy makers. He wanted a corps of nurses, of a level something
below the then registered nurse, to be the substantive body. He
realised the cost of training and proposed for the enrolled nurse,
who was to have a developed role, a two year in-service or appren-
ticeship type of training. This was the nurse who would staff the
wards. He did not reject the auxiliary but, on the contrary, saw a
real place for her in the support of the enrolled nurses. Whilst Wood
stressed the general nurse, Horder placed his emphasis more on
specialisation.

The relatively few registered nurses for whom Horder wanted a
higher education were to be leaders, educators and policy makers.
Briggs advised a corps of graduate nurses of about 2.5 per cent of
the total and considered those to be essential if the profession was to
develop and hold a place in the health service and amongst other
professions. It is probable that a rather higher proportion than that
is now needed.

With hindsight, we may detect that the arguments were about two
issues: whether all nurses should be regarded as generalist or semi-
skilled; or whether there should be a small élite group who would be
educationally qualified to be called specialists and, secondly, models
of care.

Athlone tended to regard the registered nurses as generalists but
introduced an even less skilled element to support them. Horder, on
the other hand, introduced the idea of an educational élite, leaving
the newly created enrolled nurses as the generalists.

Wood differed from Horder only in that he chose to retain the
SRNs as the generalists whilst selecting from them the better quali-
fied élite. The Horder model was a closed system and the Wood
model an open one.

This issue was not recognised and the arguments centred around
how many grades of qualified nurses there should be. In 1948 the
authorities had not yet come to understand the growing trend to-
wards the division of labour and the development of a specialist €lite
in occupations. Given this factor, it really matters very little how
many grades of statutorily qualified nurses there are since the
increasing complexity of health care will require both the basic
nurse and the nurse with advanced educational qualifications.

In the issue about models of care, all three reports discussed a
team of nurses with different levels of expertise. All three reports
appeared to consider only a ward team caring for all the patients as a
single group. It was not until the Goddard report’! that the proposal
was made for ward nurses to be formed into several small teams
each looking after its own group of patients (see chapter 10).
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Chapter 3/The Nurses Act 1949

This chapter discusses the Act' and the negotiations which preceded
it. For the first time, draft proposals are disclosed together with the
reactions of the RCN and GNC to them. No attempt is made in this
chapter to follow the Bill through the legislative procedure since
that has already been done by other authors. Instead, we deal with
the relationship of the Act to the nursing institutions and the major
nursing reports which preceded it.

In the wake of the Wood report’ and in preparation for the
National Health Service, the Minister of Health (Aneurin Bevan)
recognised that there was a need for changes in the organisation of
the training of nurses.

The National Health Service Act, 1946, provided a structure for
the administration of the hospitals and those health services dele-
gated to the local authorities. There was no provision in the Act for
the training of nurses and no organisation within the NHS was
charged with this responsibility.

Both the Horder reports* and the Wood report? had provoked a
wide variety of responses. Many people were concerned with condi-
tions of work and the need for improved salaries for nurses, but
these matters could be dealt with by the Whitley Council for Nurses
and Midwives set up under the NHS Act. The Minister’s immediate
concern in 1948 was to establish an improved system of training for
nurses, and he had to find a path through the conflicting advice
offered by the many institutions.

It is possible that the Government had not by then realised the
deterioration that had taken place in the quality of recruits to
nursing since the removal of the educational requirements. Both the
RCN and the GNC had repeatedly asked for its reinstitution, but
the Ministry was faced with an alarming shortage of nurses and was

being pressed by the employing authorities to resist the profession’s -

requests.

The BMA wanted more nurses of adequate skill and a capacity to
follow doctors’ orders; many doctors wanted the devoted assistant
and handmaiden that had been available before the war; some
doctors could foresee the increasing need for a higher grade of nurse
to support the growing complexity of medical technology. The
employing authorities were concerned only for cheap labour and
were not concerned about skill or professional development.

The GNC wanted to develop a general corps of competent bedside
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THE NURSES ACT 1949

nurses and to allay the criticisms made by the Wood report and
the national press. It showed little appreciation of future technical
demands that would be made on nurses, but it was concerned not to
provoke the hospital authorities through whom it had to work. Its
primary concern was for a minimum level of qualification.

The RCN was dominated by a Council of senior nurses who were
concerned to preserve the image of the voluntary hospital ideal
type: the dedicated, amenable gentlewoman. They were also con-
cerned to preserve their control of the student nurses who Wood
had proposed should be trained in independent nurse training
colleges. The shortage of labour and the nationalisation of hospitals
had made it very difficult to find enough staff to keep beds open and
to maintain the service.

At the same time, there were on the College’s staff a number of
more forward-looking women who had been influenced by the
advanced thinking incorporated into the Horder reports. Their
ambitions tended towards setting up an élite band of nurses sup-
ported by a larger group of second grade nurses.

The Public Health Section also wanted better training for nurses.
Many health visitors had received their training at centres of further
education and appreciated the benefits of this. Furthermore, the
tutors in the Public Health Section were aware of the difficulties
generated by the narrow, rigid training given to student nurses. They
appreciated that much of the general nurse training had to be
countered or overcome before a health visitor student could begin
to understand her new role. They had found that general nurse train-
ing was too narrow and hardly suitable as a base for their students,
and they were therefore also anxious for a broader training. They
considered that Wood’s proposals for a two-year course would be a
better start for their recruits: the shorter course followed by the one
year elective training (which the future health visitor students could
take in midwifery) would allow health visitors to qualify in four years
instead of five or six years as was then necessary.

In September 1948, both the GNC?> and the RCN® received invita-
tions to attend the Ministry of Health for discussions on the Wood
report and legislative proposals. Also invited were the National
Council of Nurses, the Association of Hospital Matrons and
the Society of Registered Male Nurses. At this meeting certain
proposals for legislation were put to the nursing organisations, and
these included the following notes:

1. Responsibility for nurse training currently rested with in-
dividual local units, the expenses of training were borne by the
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hospital authorities. The new RHBs and Hospital Manage-
ment Committees (HMC) were not appropriately designed as
bodies suitable to be responsible for organising or financing
nurse training and separate arrangements would be required.
. There was a proposal to guide Exchequer money for financing
training through a reconstituted GNC but the GNC should not
have to deal with the budgets of all the units. This, together
with the constitution of the training units, their grouping’ and
the supervision of their work might become the function of
new regional bodies (discussed in para. 4). The actual training
would continue to be done by the individual training schools
and approval would remain the responsibility of the GNC.

. The Principal Functions and Constitution of the Reconstituted

GNC

i. Distribution to regional training bodies, on the basis of
periodic budgets (say three to five years) of funds made
available by the Exchequer for nurse training.

ii. Prescribing the general curriculum for nurse training and
the conduct of examinations. Where it is satisfied that the
examinations and training of individual training units, or
the regional training council, is equal to or higher than
its prescribed standards, the GNC should have the power
to recognise these and give exemption from the State
examinations.

iii. Registration.

iv. Discipline.

Details of the suggested new constitution are given in

Appendix 1.

. Functions and Constitution of Regional Training Councils

i. Constitution, grouping, financing and supervision of
individual training schools. Items to be financed by the
Regional Council would include salaries of tutors and
buildings required solely for training purposes and, pos-
sibly, students’ training grants.

ii. Preparation and approval of schemes for training schools
in the region on the basis of the general curriculum pre-
scribed by the GNC.

iii. Power, at some future date, to conduct examinations
subject to the approval of the GNC.

iv. The general promotion of training efficiency within the
region.

The general type of constitution of the Regional Councils
would be prescribed by Statute. They would come into
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being on the initiative of the Minister after consultation
with the GNC.
Membership might include members nominated by the
GNC, RHBs, Boards of Governors [of the teaching hos-
pitals], local health authorities (LHA) and local education
authorities (LEA).
Constitution of Training Schools
The hospitals forming the new training schools might be
under one or more HMCs (in groups approved by the
GNC) on the recommendation of the Regional Training
Council, in association with the LEA and LHA.
5. The Roll of Assistant Nurses
The Roll to continue but the Minister to be empowered to
prescribe a date on which fresh admissions should cease, after
consultation with the GNC. Constitution of Assistant Nurses’
Committee [of the GNC] to remain as at present but to be
varied by Rule with the Minister’s approval.
6. The Supplementary Parts of the Register
The Minister to have power to prescribe a date on which
admission to any supplementary part of the Register should
cease, after consultation with the GNC. (It is not contem-
plated that admissions to the mental or mental defective parts
should cease before a considerable period.)
7. Aptgeals under Section 7 (2) 1919 Act and Section 5 (2) 1943
Ac
The appeal to be no longer to the Minister but an independent
arbitrator.
i 8. List of Nurses, Section 18, 1943 Act’
Nurses who are within the provisions of the Nurses Regula-
tions 1947 to be admitted to the List on application with a time
limit for ap{)lication.
9. Reciprocity'®
The GNC to have the power to register nurses trained abroad
whose training is of equal standard to our own whether or not
; reciprocal arrangements are in operation with the country
where the training was obtained.

The notes were dated August 1948.%°

There was also a letter to the GNC with proposals for a mental
nurses committee of the GNC.

These proposals, made by the Minister, were of considerable
significance. In effect it was proposed that there should be indepen-
dent training councils set up in each region to organise, supervise
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and fund the nurse training schools. The regional councils would
have authority to design training syllabuses and conduct their own
examinations and would be able to build their own nurse training
schools and be the grant-giving body suggested by the King
Edward’s Hospital Fund and the Nuffield Provincial Hospitals Trust
(see chapter 2).

This idea would have provided each region with an educational
organisation independent of the hospital authorities. The regional
councils would have had the freedom to design their own training
schemes within certain criteria laid down by the GNC. They would
have had the capacity to build their own training centres, staff them
with their own nurse teachers and conduct the training centres as
nursing colleges.

The GNC would have been set at a higher level, at a stage once
removed from the local training units. Instead of dealing directly
with each unit, it would have dealt with the several regional
councils. It would have set a broad curriculum for the guidance of
the regional councils, retained overall control of the councils by
virtue of its control of finances and retained the final sanction, that
of approval of the training units.

In many ways this plan was a reflection of the training of doctors,
where the University Grants Committee (UGC) is the grant-giving
institution and therefore oversees the courses. The GMC retains the
rights of licensing medical practitioners.

Both the RCN and GNC discussed these proposals and drew back
in some consternation. Neither appeared to have understood the
far-reaching possibilities of this scheme. Neither appeared to have
- understood the concept and the professional independence offered
faft by the plan. Both Councils nibbled at the separate paragraphs and

made counter-proposals in a piecemeal fashion.
It is apparent from the discussions reported in the minutes of the
) GNC’ and the RCN Council® that neither was familiar with the
organisation of university funding or the workings of the UGC.
Both Councils looked at these proposals and interpreted them from
their own points of view, rooted in their own interests and values.
In discussing the Minister’s proposals for legislation, therefore,
the GNC felt threatened. It did not like the prospect of the powerful
regional training councils and felt that these would undermine GNC !
powers and influence. They proposed that the RHBs should set up ;
special nurse training committees instead of the independent
training councils. They took strong exception to the proposal that
the examination of any training school should give exemption from
the Council’s examinations. They felt that the setting up of regional
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training councils was an unnecessary proliferation of administrative
machinery and that there would be enough difficulty in finding
suitable nurses to sit on the RHBs without having to find more for
the proposed training councils.'!

The GNC did not wish training schools to be supervised by an
intermediary body and insisted that these should remain under its
own jurisdiction. They were suspicious of the proposals to give
the regional training councils any say in the use of nurse training
budgets and preferred to retain control of these.

They also resisted the proposal to establish independent training
schools, separate from the need to provide labour for the hospitals.
There are not many details relating to the discussion of this point
and it must be deduced from the tone of the minutes, together with
subsequent reports, that the matrons on the council feared for their
power over their labour force if they lost control of training. They
talked in terms of selecting ‘suitable candidates’, ‘concern for
the patient’, ‘the need to maintain standards’, ‘the importance of
nursing being practical’, ‘the need to maintain a balance between
practical skills and theory’.

There was a considerable amount of cross-membership between
the GNC and the Council of the RCN. It is not surprising, there-
fore, that the discussion reported in the RCN minutes was similar.

The RCN Council was not in agreement with the proposed new
regional bodies as this would be administratively wasteful. It would
prefer that each RHB should have a nurse education committee. '

The RCN Council was against any major changes in the constitu-
tion of the GNC for at least five years after the start of the NHS, but
it did agree with funding for nurse training to be routed through
regional machinery. It did not agree that the examinations of train-
ing units should be accepted as an alternative to GNC examinations.

The RCN Council offered alternative plans for the regional
training councils:

a the financial arrangements should be dealt with via the RHB

finance committees;
b it accepted that regional plans for training schemes should be

possible, subject to GNC guidelines;
c it did not agree that the regional bodies should have power to

conduct their own examinations.

It rejected the proposal that the nurse education committees should

be set up by statute. .
Once again the service interests of the profession overruled the
interests of education. Indeed, on this occasion, it can safely be said
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that the matrons’ interests, which RCN Council adopted, were
directly antithetical to the development of the profession and pro-
fessional control.

It was only in 1919 that the profession had gained statutory
recognition and the authority to organise the training, examination
and registration of its members. Even by 1948 these powers were
illusory since every substantial decision taken by the GNC had to be
agreed by the Minister. Each time the GNC tried to withdraw
approval from a training school, the hospital management (often
backed by the doctors) could appeal to the Minister for a reversal of
the decision. On more than one occasion, the Minister had upheld
the appeal. Each time the GNC tried to alter the training syllabuses,
it had to obtain ministerial approval which was withheld or delayed
for years. The profession insisted that the lack of any minimum
educational requirement for recruits had a deleterious effect on the
recruitment of secondary school leavers and caused wastage of
student nurses who were unable to cope with training, but the
Government refused to allow the reintroduction of the minimum
standard and discouraged inspection of training schools. Every
advance that the GNC had been able to achieve had been in the face
of government discouragement, procrastination and opposition. It is
not surprising, therefore, that the GNC felt alarm at any prospect of
having its powers apparently reduced by legislative proposals. Its
defensiveness and suspicion of the Government unfortunately over-
whelmed any appreciation of the opportunities offered by these
proposals.

The meeting with the Ministry of Health took place on 5 October.
After the meeting a letter from the Ministry dated 11 October was
received by both the GNC and the RCN.® This letter summarised
those discussions which appeared to have centred around the posi-
tion of the state enrolled assistant nurse and the matter of the
reconstitution of the GNC. The Minister, the letter said, was com-
mitted to drafting a Bill before the end of the year.

With regard to the organisation of training, the civil servants
‘appeared surprised’ at the RCN proposals that the new bodies
should not be separate entities but should come under the authority
of the RHBs. In their view, the present position of the conflict
between service needs and nursing training would be perpetuated
under such an arrangement.

The Ministry was disappointed that the RCN did not wish the
GNC to handle training funds as the civil servants had wanted to
establish a position similar to the UGC for grant-making.

The Ministry wanted to give a reconstituted GNC fuller powers
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than it had at the time with regard to the curriculum, the conduct of
examinations and the nature of the examinations.

It appeared that all the nursing organisations were unanimous in
their desire to keep the assistant nurses roll. The Ministry was not
happy with the position at that time: there were not enough recruits
for training and most potential candidates appeared to prefer to
work as hospital orderlies (later re-styled nursing auxiliaries). There
was agreement that the training should be reviewed. There was
some discussion as to whether the present qualifications for enrol-
ment could be modified in order to allow existing auxiliaries to be
included or, alternatively, whether the auxiliaries should remain
outside the system of enrolment by the GNC. They could, for
instance, be given an in-service training. It was, however, feared
that this second option would result in the eventual disappearance
of the SEAN and her replacement by an unqualified grade who was
outside the control of the GNC.

The GNC held a special meeting on 16 October to discuss the
meeting with the Ministry. Representatives from the Scottish GNC
and the Northern Ireland council were invited to attend. The morn-
ing meeting was entirely taken up with discussion on the enrolled
nurse.

One member, a doctor, felt that it had to be accepted that there
had been a failure in the recruitment of pupil nurses. There were, at
that moment, only 1,000 pupil nurses, compared with over 12,000
auxiliaries. He thought that the reasons for this failure were three-
fold: the poor salaries offered to pupil nurses, the lack of any career
prospects for enrolled nurses and the GNC requirement that train-
ing for pupil nurses should be directed towards the nursing of the
chronic sick.

He felt that there were only two options available: to maintain the
two-year training for pupil nurses, in which case the roll would
probably die and the care of the sick would revert to untrained
people, or the reduction of pupil nurse training to a shorter period
and the relaxation of the requirement for a compulsory period of
training with the chronic sick. If this failed, the GNC would have to
advise the Minister that it could do no more.

A member of the assistant nurses committee agreed with the
reasons for the shortage of pupil nurse recruits but thought also that
there were too few nurse tutors for the pupil nurse courses. He
thought that potential recruits were put off by poor salaries and
preferred to take posts as nursing auxiliaries where the salaries were
higher without any need for training. The two-year training was too
long for these women, many of whom were married and most of
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whom did not wish to leave their homes in order to take training.
Every effort should be made to enrol the 12,000 auxiliaries by
assessment only; the theoretical examinations for enrolment should
be eliminated.

Dame Katherine Watt was the chief nursing adviser at the Ministry
of Health. She thought that the training could be reduced to one year.
She also felt that the supervision of pupil nurses in training was often
very meagre.

Other speakers held divergent views of the theoretical teaching
and the length of training. There was some agreement that the
inclusion of the term ‘assistant’ in the title was unpopular and that
there should be a prospect of promotion for enrolled nurses. Some
members thought that it should be possible to train pupil nurses in the
same wards as student nurses in the acute hospitals. Many members
thought that there would be a continuing need for the third grade of
worker, the auxiliary, who should receive some minimum training on
an in-service basis but who should not enrol under the aegis of the
GNC. Eventually, it was agreed that the roll should be continued.

There was then a resolution put to Council that pupil nurse training
should be shortened, that the training should have only a minimum of
theory and that it should be modified.

The voting was split — nine votes for and nine votes against. The
chairman declined to give her casting vote. It was necessary therefore
to advise the Minister that opinion was equally divided.

Several observations may be made about this meeting. One of the
members had been prevented from attending but had written to the
registrar giving her views. These were not reported, but it is possible
that if she had been able to attend, there would not have been a tied
vote.

It will have been noted that the resolution incorporated three
proposals. Many members could have voted differently if each pro-
posal had been put separately and if each had been more specific. As
it was, there was a stalemate and the GNC lost the initiative.

The afternoon was taken up by a discussion of the meeting at the
Ministry but only in relation to the proposed reconstitution of the
GNC. Council affirmed the need to confirm its powers to control
post-registration courses and the granting of specialist certificates
such as for paediatric nursing, the possible forms for redistributing
seats for the representation of specialties and geographical areas
and the formation of a statutory committee for mental nurses. There
was apparently no great disagreement about these matters and no
further discussion about regional training councils.

In December,' both organisations received new proposals from
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the Minister and met to discuss these. The proposals included the
following:

1.

8.

The training organisations should include (a) the GNC, (b)
nurse training committees for each RHB, (c) nurse training
schools.

. The GNC should retain its present functions and, in addition,

should be responsible for distributing funds for nurse training
and have powers to facilitate experimental training schemes.
The constitution of the GNC would be amended to include two
places for the representation of Sister Tutors.

. The Standing Nurse Training Committees should be respon-

sible to the GNC and should be constituted by regulation. The
members would be appointed by the RHB, GNC, Central
Midwives Board (CMB) and by the Minister from the local
health and education authorities and the university residing
within the region. Each Chairman was to be elected by the
committee members.

The Supplementary parts of the Register would at some time
in the future be closed, at the request of the GNC, by the
Minister.

Appeals from hospitals, approval of whose training schools
had been withdrawn, were to be heard by independent arbi-
trators appointed by the Lord Chancellor.

The list of nurses (Sect. 18 of Nurses Act, 1943) was to be
reopened for nurses who were within the provisions of the
Nurses Regulations 1947. [This was specifically for nurses who
had been prevented from applying for admission by virtue of
being prisoners of war.]

Provision for reciprocal registration with the Dominions was to
be repealed but the GNC was to have powers to register
overseas-trained nurses.

There was to be a Mental Nurses Committee of the GNC.

Thus, the nurse training bodies were to be tied to the service
organisations, the RHBs, and the status of these bodies had been
down-graded from councils to mere committees.

Both organisations wanted the GNC to have powers to set up a
register of sister tutors. Both organisations backtracked and com-
mented that the title of the training bodies, proposed as standing
nurse training committees, should be re-styled regional nurse train-
ing councils in order to avoid any assumption that they were under
the control of the RHBs. '

Both organisations wanted clarification of the details of membership
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of the training bodies. The RCN specifically wanted to ensure that
the local health authority representatives were health visitors rather
than medical officers who would have no familiarity with nurse
education.

Discussions with the Ministry continued and the Bill was intro-
duced in the House of Lords in April 1949 as an agreed non-party
measure. This did not, however, ensure its swift and uncontroversial
passage. Both the RCN and the GNC continued to lobby for
amendments in order to achieve as much as they could of what they
thought had been omitted.®

The RCN wanted to ensure a majority of nurses on the training
bodies and continued to press for a change of name. The GNC was
disappointed that there was to be no mention of post-registration
courses in the Bill. They had no powers to organise, examine or
grant certificates for these courses, including fever or tuberculosis
nursing, without first prescribing additional parts to the register and
then making additional rules. If the supplementary parts of the
register were to be closed, the GNC anticipated that there would be
difficulties in dealing with these nurses who had only specialised
training and were not on the general register. On the other hand,
the GNC was set against anyone qualifying only in one limited
branch of nursing and wanted to close the supplementary registers.
They had hoped to be able to institute post-registration certificates
for these specialties but needed powers to do this.

An amendment to give the GNC powers to recognise post-
registration qualifications was introduced in the House of Lords by
Lord Webb Johnson, but he was persuaded to withdraw it by Lord
Addison, on behalf of the Government. The Minister was against
this proposal because, in pursuit of the Wood policy, he was seeking
to achieve a broad training which would make this kind of special-
isation unnecessary. It was hoped that, in the future, nurses would
be judged on their post-registration experience alone. If statutory
recognition of additional training were allowed, it was feared that
the authorities would require further qualifications for higher
appointments. This would lead to ‘certificate hunting’ by nurses.!6

It had also been decided that the new training bodies were not,
after all, to be allowed to pay training allowances to the student
nurses. This decision had, it was said, been taken by the Ministry on
administrative grounds since there was already machinery available
for the payment of student nurses by the HMCs. Furthermore, if
training allowances, instead of salaries, were to be paid, there would
be problems with national insurance and superannuation payments.
With regard to the constitution of the training bodies, the Minister
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did not wish to lay down any firm arrangements in the Bill; he
preferred to make regulations on this matter in order to retain a
degree of flexibility.

There were continuing discussions and much in-fighting about
many points. The Government wanted to limit the number of
matrons who might be elected to the GNC. The GNC was not happy
to accept any restrictions for nominations or elections and retorted
that any registered nurse was eligible to stand and the choice of
members should be left to the electors.

There was a problem about how regional representatives could be
elected, and a working party was set up to consider the mechanics of
this.

In May, it was reported that an amendment had been carried to
provide for the administration of the training funds by a hospital
grants committee to be specially constituted, but this amendment
was later negated by the re-insertion of the original clause.

In June, the Bill passed to the House of Commons, and the
Minister’s brief included the following passage:

Undeniably in the past student nurses have suffered in their
training because it was too much subordinated to the staffing
needs of the hospitals . . . The new arrangements should ensure a
proper balance between the needs of training and staffing with a
proper opportunity for the student nurse to be properly trained.

He said that the finances for nurse training would be in the hands of
the profession. A sign that a profession has reached the adult stage
must be when it can be entrusted with the funds for its professional
training.

The content and standard of nurse training are professional
matters which should be settled by the professional bodies . . . the
Bill looks forward to a time when there may be a comprehensive
training with provision for specialisation which will make it
unnecessary to continue the present supplementary special
registers. !¢

However, in July 1949, the BMA sent a memorandum to the
Minister. It had seen the draft proposals in confidence and com-
plained that they did not meet with the association’s agreement.'

The BMA advised that whilst the finance of nurse training should
be separate from hospital administration budgets, the GNC should
not be responsible for distributing the funds; the training bodies
should be advisory only, without powers to dictate how the funds
should be used.
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The BMA did not agree that nurse training should be separate
from the staffing needs of the hospitals and the training bodies
should not be empowered to dictate the numbers of student intakes
to the RHBs or the hospital managements; nor should the GNC be
put into a position of being able to impose its demands in respect of
training in such a way as might dislocate the provision of hospital
services. It would therefore be preferable to have an ad hoc body for
the management of training funds such as that proposed by Lord
Webb Johnson during the committee stage in the House of Lords in
May.

The BMA also insisted that training allowances for student nurses
should be paid by the hospital authorities in order that the student
nurses were clearly recognised as employees and the hospitals
known to be the employers, with control over the student nurses
and responsibility for their actions. The Government should ensure
medical representation on the GNC and the training bodies.

At the second reading of the Bill in the House of Commons, the
title of the training bodies was finally settled as area nurse training
committee (ANTC), and the Act went on to the statute book in
November 1949. It was to be operative from 1 December 1951.

The final version of the Nurses Act 1949 contained, inter alia, the
following provisions:

Section 1 The reconstitution of the GNC.
17 elected members including 14 general nurses elected by
general nurses in the 14 health service regions of England and
Wales; two registered mental nurses elected by registered mental
nurses; one registered sick children’s nurse elected by registered
sick children’s nurses.
12 members appointed by the Minister of Health including

2 public health nurses

2 nurse tutors Ny

1 male nurse

1 ward sister

3 hospital administrators
3 members appointed by the Minister of Education
2 members appointed by the Privy Council, one of whom was to
represent universities in England and Wales.
Section 2 There was to be an area nurse training committee in
each RHB which should have regard to the methods of training
nurses, promote research and investigations in order to improve
methods of training and advise and assist the HMCs, boards of
governors and any other authority.
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The RHB was charged with the duty of providing services for the
committee.

Section 3 made provision for the GNC to authorise experimental
courses of training.

Section 4 provided for the expenditure on nurse training to be
defrayed by the ANTC.

Section 6 provided for the expenditure of the ANTCs to be
defrayed by the GNC.

[It should be noted that capital expenditure was excluded in the
Act.] .
Section 8 provided for the appointment of a finance committee by
the GNC.

Section 9 established a Mental Nurses Committee.

Section 10 provided for the registration of nurses trained
overseas.

Section 11 made provision for the register of male nurses to be
amalgamated with the general register and for the closure of
supplementary parts of the register.

Section 12 made provisions relating to the approval of training
institutions and the appeals procedure.

Section 14 made provision for admission to the register of people
included in the list (those trained before July 1925).

Section 16 made provision for copies of the register, roll and list to
be kept open.

Section 22 gave the GNC the duty to make an annual report to the
Minister. The report was to be laid before Parliament.

Each of the ANTCs was to include persons appointed by the
RHB, the board of governors of teaching hospitals, the GNC, the
CMB, the LHA, the LEA and the university situated in the area.

The profession and the Minister had openly claimed great hopes
for the Act, but events were to show that many of these hopes were
to be disappointed. It is open to question how either the Minister or
the profession could believe that nurse training could be separated
from service needs by the form of the Act. Training grants or
salaries were to be paid by the hospitals who would therefore
continue to be in the position of hiring and firing students. The
finances available to the ANTCs were restricted to funds for the
salaries of the tutors and clerical assistants. Some small sums were
available for teaching materials, but the original proposal for capital
funds was dropped.

The finances for training were reputedly in the hands of the
profession, but in fact were severely pruned by the Ministry each
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year to the point, in some years, where new schools could not be
opened and extra tutors could not be engaged.

The content and standard of nurse training had, for many years to
follow, to be approved by the Minister and there was considerable
difficulty and delay before the supplementary register for fever
nurses could be closed.

The GNC had many problems in finding suitable nurses to appoint
to the early ANTCs and many of the nominees were matrons whose
service requirements took precedence over the establishment of
nurse education. There was, for many years, a shortage of qualified
nurse tutors. In the following ten years, the ANTCs were obviously
dominated by the non-nurse members, and the GNC often found
itself in an isolated position.

Funds for research by the ANTCs were almost non-existent and,
after a few gallant efforts, even the more ambitious committees
appeared to abandon trying to set up projects.

Student and pupil nurses continued to be employees of the hospitals
and never achieved student status, nor even student nurse status.

Probably the single, most significant development achieved out of
the Act was the growth of experimental forms of training.

In studying the draft legislation which was so peremptorily
declined by the RCN and the GNC we can see clear signs of the
Wood report in its formulation.

Wood had advocated a reconstitution of the GNC in order to
underline its educational function as contrasted to its disciplinary
one. He had also recommended that there should be a United
Kingdom GNC but that had been quashed by the nursing institu-
tions. Nonetheless, the draft legislation (as well as the subsequent
Act) did propose changes in the GNC.

Wood had also proposed regional training bodies, independent of
the NHS, to coordinate the work of the new colleges of nursing,
which, also, were to be independent of the health service. Both
were included in the draft proposals.

Wood had proposed that the roll of nurses should be abandoned
and this had been included in paragraph 6. Wood advocated that the
cost of nurses’ training should come from outside the health service
and the draft had accepted that Exchequer money would be used for
these purposes.

In the Act, only the reconstitution of the GNC followed the
Wood report and then only partially. Apart from the provision for
experimental schemes of nurse training, the professional bodies had
successfully defeated the Wood report and, in so doing, they lost the
goodwill of the Minister and the civil servants.
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It may be seen that the changes introduced by the Act were
piecemeal and left much to the administrative and educational dis-
cretion of the reconstituted GNC. Whereas each of the three major
reports had offered an implicit or explicit model of restructuring for
the nursing service which their proposed training schemes would
support, the Act built on the existing structure and did very little to
improve it for the future. Both the Horder and the Wood reports
proposed a basic grade of nurse with a shortened course of training.
The Wood report offered an open system for progression: the
Horder report proposed a two-tier system with less (but some)
opportunity for movement from the basic to the advanced level. The
Act did not describe any movement from one level to another.
Subsequent administrative regulations permitted movement but did
not make that constructive in the sense that passage from the SEAN
grade to the SRN grade offered salary improvements rather than
specialist promotion.

The Act was a reflection of those changes which the nursing
establishment (particularly the matrons) and the employers had
permitted. It took no account of the critical recommendations made
by the post-war nursing reports.

Change and restructuring of nursing itself was therefore to be
more a matter of directives and relatively less for legislation. The
Ministry had not shown itself to be reluctant to issue instructions to
either the NHS authorities or the GNC; why then was the recon-
struction of nursing seen to be a matter for a Nurses Act? In fact, the
Nurses Act 1949 failed significantly to achieve any reconstruction.

Any answer to this question can only be a matter of conjecture.
There is no evidence to offer a substantial reason for the choice of
legislation as a single method of reconstruction. If the Act had been
supported by appropriate directives, the recommendations of one or
other of the reports (or some of both) could have been effected. As
it was, very little was achieved.

The only clue that presents itself in the search for Aneurin
Bevan’s actions lay in the letter dated 11 October 1948 from the
Ministry of Health to the GNC and the RCN.'* This letter outlined
the discussions which had taken place on 5 October between the
institutions and the Minister, relative to his draft proposals for the
new Bill. The Minister, the letter said, was committed to drafting a
Bill before the end of the year.

Aneurin Bevan had shown great goodwill towards nursing in the
form taken by his draft proposals; they were sweeping and extra-
ordinarily ambitious for a hitherto subsidiary occupation. The
proposals were in considerable contrast to the attitudes of the civil
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servants which had been manifested in the years before the White
Paper of 1946. Whereas, prior to that, the civil servants had felt no
inclination to discuss policy matters with the nurses and had not at
first considered a standing advisory committee for nursing, their
attitudes had shown contempt. Bevan must have had quite a
struggle to persuade them to draft his proposals as they appeared.

After the profession’s rejection of the draft proposals, the impres-
sion of contempt was once again evident in future developments. It
is possible that Bevan felt considerably disillusioned and let down by
the nurses. Having committed himself to a Bill, he followed it
through but omitted to support it with further directives.

Bevan left the Ministry of Health soon after the Bill went on the
statute book. It is not possible therefore to gauge his attitudes
towards nurses after that. His successors at the Ministry certainly
did nothing to further the restructuring of the nursing service:
subsequent sections of this study tend to show that much was done
to undermine it.

One of the most significant observations to arise during the pas-
sage of the Bill through Parliament was the Minister’s refusal to
allow the GNC to have powers to control post-registration training.
Aneurin Bevan was set firmly against this because the proposed
broad training would make it unnecessary. Bevan had noted Wood’s
comments about turning out a broadly based nurse, the generalist,
who would be able to nurse all types of cases in hospitals. It appears,
however, that he had misunderstood Wood’s meaning or, alter-
natively, had failed to understand the significance of Wood’s
Appendix VIII.

Wood had written his report in 1947, before the nationalisation
of the hospitals, whilst the three streams of nurses were still in
existence. At that time, the hospitals accepted different types of
cases: the voluntary hospitals dealt almost exclusively with acute
cases, the municipal hospitals mostly with long stay cases, or those
that the voluntary hospitals did not admit, and the public assistance
hospitals took the senile, chronic and geriatric cases. The nurses
trained in each category of hospital tended therefore to have ex-
perience only in these respective types of nursing. The voluntary
hospital nurses had no experience of chronic or geriatric nursing;
the municipal hospital nurses had little experience of acute nursing
and particularly of modern surgical nursing; the public assistance
hospital nurses had nothing but experience with the elderly, frail
and senile patients. SEANs were trained only in chronic and
geriatric nursing.

Wood’s proposals were aimed at offering a broader training for all
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nurses in basic nursing. He did not envisage that these nurses would
not need further training in highly specialised areas. On the con-
trary, his Appendix VIII specifically recommended that further
training in these areas would be necessary.

Soon after the nationalisation of hospitals, the extra funds that
became available to the former voluntary hospitals enabled them to
extend their specialist activities and to put into practice the tech-
nology developed during the war in the USA and the services, which
emergency conditions and lack of money had, until then, made
impossible.

Consultants, junior doctors, trained nurses and technicians
returned to the hospitals and introduced new techniques and
regimes. New departments and equipment were quickly introduced.
Specialisation in medicine and surgery became more pronounced;
the former general physicians and general surgeons found them-
selves being overtaken by colleagues who dealt only with a par-
ticular body system. These consultants demanded specialist nurses
who developed their own particular fields of narrow expertise.

In the same way, the municipal hospitals, brought under the RHB
system, broadened their fields and undertook work not too different
from that of the former voluntary hospitals.

Wood had anticipated this development and had, therefore,
recommended the more broadly trained basic nurse. He was
not against specialisation. Aneurin Bevan, on the other hand,
apparently failed to appreciate the basis for Wood’s wanting the
broadly trained nurse and understood that she was to be a generalist
without a need to specialise in the new fields that were appearing.

It was this policy, based on a lack of understanding, which made
Bevan turn against controlled post-registration courses. He saw the
nurse as a generalist and his civil servants shared this misunder-
standing. From then on, the Ministry of Health, under succeeding
Ministers, persisted in regarding nurses as general workers with
consequences which will become apparent later in this study. It was
not until 1970 that the DHSS agreed to a central system for post-
registration specialist training and, even then, they preferred to set
up a separate board, the Joint Board for Clinical Nursing Studies,
rather than to give it to the GNC. The United Kingdom Central
Council for Nursing, Midwifery and Health Visiting, set up in 1979,
is to take over post-registration training, as well as the several
statutory bodies, in 1983.
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Chapter 4/The matrons

This chapter examines the authority structures that resulted from
the inception of the National Health Service and how they affected
the role, function and status of the hospital matrons. In particular, it
discusses the contraction of the matron’s functions, her relationships
with the group hospital management committee and its other
officers, the nursing hierarchical structure and the Bradbeer com-
mittee’s! recommendations for the administration of the nursing
service.

The chapter first gives a brief description of the central policy-
making and advisory bodies and the policy-making and manage-
ment components of the NHS. After this, it describes the position of
the matrons in the hospitals prior to 1948, and the changes brought
about by the coming of the health service.

The chapter concludes that there was a considerable contraction
of the matron’s functions, which generated defensive anxiety
amongst these nurses. Whereas before the nationalisation of hospi-
tals they had been part of a team which was responsible for policy
decisions, under the new arrangements, they were distanced and
kept separated from the policy-making centres. The inappropriate-
ness of the flat hospital nursing structure added to the matron’s
difficulties, since she was not able to create new types of posts
required in response to the changing function of the hospitals, the
new NHS organisation and burgeoning medical technology. These
difficulties were exacerbated by the inflexibility bred into nurses by
the pattern of their training and selection.

The central policy-making and advisory bodies

The Central Health Services Council was constituted to advise the
Minister upon general matters relating to the services provided
under the Act and any matters referred to the council by the
Minister.

The machinery of the Central Health Services Council (CHSC)
also included a number of specialist standing advisory committees.
One of these was the Standing Nursing Advisory Committee on
which there was a number of nurses and whose chairman was also a
nurse. Not all the members of the standing advisory committees
were members of the Central Health Services Council and the com-
mittees were free to elect their own chairmen and regulate their own
procedures. The committees could be asked by the council to

52

T T T ———

i

1
1
&




T T T

THE MATRONS

investigate topics of interest but were also free to institute their own
investigations. All the members of the CHSC and the standing
advisory committees were appointed by the Minister.

Also at a central level was the NHS Whitley Council and its seven
functional councils, including one for nurses and midwives. The
Whitley Council was composed jointly of official and staff represen-
tatives and provided machinery for negotiation on conditions of
service affecting the several occupational groups in the National
Health Service. Negotiating machinery for separate sections of the
service was provided through the various staff associations which
the employees (including the nurses) were encouraged to join. The
staff side of the Nurses and Midwives Whitley Council was com-
posed of the professional organisations, including the Association of
Hospital Matrons and the Royal College of Nursing, and the trades
unions, including the National Association of Local Government
Officers (NALGO), the Confederation of Health Service
Employees (COHSE) and the National Union of Public Employees
(NUPE).

The management side was comprised of representatives from the
Ministry of Health, the Welsh Board of Health, the Department of
Health for Scotland, the employing bodies in the NHS and also the
local authorities.

After 1948, the Labour Government attempted to establish
locally based joint consultative committees in the hospital groups.
These were to provide means of consultation between the hospital
staff groups and the hospital management.

The hospital and specialist services were administered by 14 (later
15) regional hospital boards. The teaching hospitals were allowed to
keep their boards of governors who became directly responsible to
the Minister of Health. With the remaining hospitals, responsibility
for policy formation and planning passed into the hands of the
regional hospital boards, the management of each group of hospitals
being vested in a hospital management committee.

The total number of hospitals that passed into the National
Health Service was 2,835 with 388,000 staffed beds.? Over half these
hospitals had fewer than 200 beds, however, and the first major task
of the regional hospital boards (RHBs) was to form the hospitals
into groups under hospital management committees (HMCs). The
grouping of hospitals was originally designed to offer a coherent
service for all categories of hospital patients, but the geographical
distribution of the different types of hospitals — general, chronic,
infectious diseases, psychiatric, mentally handicapped, and so on -
was such that that plan was eventually compromised by considerations
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of convenience and accessibility for the officers and members
of the HMC.

The matrons

In order to understand the changes which the National Health
Service brought to the matrons, it is necessary to understand their
positions in the hospitals before 1948.

The title ‘matron’ was just as imprecise as the term ‘nurse’.
Looking at the hospital scene before nationalisation, we find many
grades of matrons who came from different types and sizes of
hospitals with an equally diverse number of authority systems.

The matrons of the former voluntary hospitals were responsible
to their boards of governors but, contrary to conventional opinion,
most reported through the house governor or secretary. The
matrons of the teaching hospitals more often reported directly to
their boards, and thus had greater authority and status.

The matrons of the former local authority hospitals, on the other
hand, had relatively less authority, since they were responsible to
the medical superintendent and had no contact with the health
committee of the local authority. These health committees were
responsible for the regulation of the local authority health services
and the medical officer of health was their chief officer. The hospi-
tal’s medical superintendent usually reported to the medical officer
of health. The chain of communication for the local authority hospi-
tals was, therefore, much longer than for the voluntary hospitals,
especially the teaching hospitals, and on this chain the matron
occupied a correspondingly lower place.

In the mental hospitals, frequently a chief male nurse was respon-
sible for the male nurses and patients, dividing the nursing authority
with the matron, who was responsible for the female nurses and
patients. The matron invariably took precedence over the chief
male nurse since she was also head of the nurse training school.

When, in 1951, the Bradbeer committee was set up to investigate
the internal administration of hospitals,' the King Edward’s Hospi-
tal Fund (King’s Fund) described the ‘traditional principles of hospi-
tal administration’ with considerable insight.? It pointed out how a
new concept of the place of the nurse in the voluntary hospital had
taken shape during the Nightingale era, having been grafted onto
the already well-defined partnership between the governing body
and the medical staff. The medical care of patients had originally
been entrusted to the visiting physicians and surgeons (and their
assistants), who acted as an advisory group to the governing body.
The governing body, primarily concerned with an ‘enlightened pursuit
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of economy’ without prejudice to the requirements of the sick,
delegated its function to the chairman, the house governor or other
officers acting in conjunction with a weekly or fortnightly executive
or house committee. Florence Nightingale’s reforms had admitted
the matron as a third party to the partnership between the governing
body and the medical staff. The nursing care, as well as the control of
the training school, was entrusted to her. She was also responsible for
all female staff which included those working as domestics, in the
catering departments and in the laundries. Where there were thera-
peutic or diagnostic departments (such as massage, physiotherapy
and X-ray), these female staff also came under her authority.

The hospital, therefore, came to be regarded as a tripartite organ-
isation: the governing body, the medical committee and the matron.
The King’s Fund was of the opinion that this was a sound organisa-
tion and that it had contributed very largely to the advances that had
taken place in the hospitals since the 1880s. The King’s Fund paper,
however, admitted that the principles of this organisation had been
variously interpreted and that the functions of the matron had
changed. With the increasing scale of some hospital departments it
was no longer either practicable or desirable for her to be head of all
the women employed, and with regard to the local authority hospi-
tals, many patterns of organisation seemed to have developed. The
respective local authority committees were de jure the governing
bodies of the hospitals, but they had little de facto control over the
financial expenditures, the buildings or the use of stores. As their
authority was exercised at a considerable distance, the medical
superintendent was very powerful in his domain, leaving the matron
with only day-to-day control of her nurses and the school of nursing.

After 1948 the position of the matrons was affected by a complex
series of developments, each reacting on the others, which may be
discussed under three headings:

1 Hospital groups and the position of the matrons in these.

2 Loss of territory over non-nursing staff, problems caused by
grouping schools of nursing and the rising specialism of nurse
tutors.

3 The nursing structure.

Hospital groups and the position of the matron

The far-reaching changes introduced by the National Health Service
Act of 1946 included basic alterations in the chain of command
which, in many cases, had the ultimate effect of diminishing the
authority of the matrons.
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Each hospital management committee had an administrator
called a group secretary, and each hospital within the group, a
hospital secretary or unit administrator. Each hospital also had a
matron, but there was no provision for any nurse equivalent to the
group secretary. The matron thus shared authority with the hospital
secretary, but both had to report to the HMC through the group
secretary. No formal provision gave the matrons routine access to
the HMC meetings and, in fact, most did not even receive the
papers for these meetings. '

Two other group officer posts were established, those of the
group finance officer and group supplies officer. No provision was
made for a group medical officer, but statutory provision had
already been made for medical representation on the RHBs and
HMC:s. The doctors set up medical staff committees at hospital level
and medical advisory committees at group level. Some committees
were already in being when the Bradbeer report was published and
others proliferated after that. The medical profession was therefore
well placed to influence policy and the respective chairmen of the
two medical committees were able to act as spokesmen for their
colleagues.

The management committees set up their own sub-committees
such as the finance and general purposes committee. Sometimes
they set up a nursing advisory committee, but Bradbeer reported
that these were usually constituted of lay people. The HMCs also
sometimes set up house committees for each hospital in the group.
These were responsible for local concerns, including nursing, but
had no executive functions and could not make policy. Where these
house committees existed, it was possible for the matron to meet or
work with their members but even that access was not routine.

The organisation of mental and mental deficiency hospitals was
similar to that of the general hospitals with the important exception
that the medical superintendent preserved his legal responsibility
for the patients and reported through the group secretary to the
HMC. After 1948, the medical officer of health was no longer
involved in running these hospitals, nor, indeed, was the local
authority. The HMCs did, however, often appoint a mental sub-
committee which frequently included representatives of the old
local authority mental committees who had valuable, specialised
knowledge and experience.

Whereas, therefore, some matrons had previously enjoyed close
contact with their governing bodies, the position of most matrons
after 1948 ‘was considerably weakened, particularly in the RHB
hospitals. Only the matrons of the teaching hospitals retained their
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direct link with their boards of governors as the structure of these
hospitals remained substantially intact. In these instances the
position of the matron remained strong.

The matrons recognised that they were cut off from policy-
making, but considered that this was due to their lack of representa-
tion on the RHBs and HMC:s. They did not recognise that the lack
of a nursing post at group level was significant until much later in the
period, towards the early 1960s. Their efforts at redressing this
situation. were, therefore, directed in the main towards obtaining
more nurse representation on those committees. It will be seen later
in this paper that the matrons were actually hostile towards any
proposal to establish group matron or principal matron posts.

The Royal College of Nursing and the trade unions pressed the
Minister to appoint nurses to these regional and hospital com-
mittees, but there was considerable resistance by both the Ministry
and the RHBs. Throughout the period 1948-61, there were frequent
comments in the RCN Council minutes about representations made
to the Minister on this matter, and the issue was frequently raised
at the RCN branches standing committee meetings. Most RHBs
did eventually have one nurse member appointed by the Minister.
It was, however, the responsibility of each RHB to appoint mem-
bers to their own HMCs, and the Minister had no power to direct
these.

The unions, too, strongly urged the Minister to appoint nurse
representatives to the RHBs and HMCs. In June 1948, C F Comer
(general secretary of COHSE) wrote to Aneurin Bevan, the
Minister of Health, complaining about the composition of RHBs
and HMCs which had ‘excluded junior members of nursing staffs’.
The private secretary replied that the Minister had no powers to
order the nature of the members appointed by the RHBs to their
HMCs; the Minister’s appointments to RHBs were made after con-
sultation with the various organisations.*

In September, COHSE wrote to the Minister to say that they were
not satisfied with his reply and that ‘great resentment’ was felt by the
trade union movement at the situation. This was followed in Novem-
ber 1950 by a letter from the general secretary of the TUC, Sir
Vincent Tewson, again complaining about the composition of the
RHBs and HMCs. There was particular concern after the publication
of circular RHB(50)150 which expressed the view that RHBs should
not appoint HMC officers as members even of other HMCs by which
they were not employed. Since senior doctors were employed by the
RHBs, they were not HMC officers, even though they worked in the
hospitals. The circular therefore effectively excluded them and
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appeared to be aimed at the nurses, debarring them from the
opportunity of serving on any HMC.

Sir Vincent reported that this had been discussed at the recent
TUC Congress at which a resolution had been passed regretting the
position and asking for the Minister to receive a deputation. He
pleaded with the Minister to relax these regulations. There followed
a minute from the private secretary to a senior Ministry official, Mr
John Pater:

As you know, the Minister holds decided views on this question of
the appointment of hospital staff as members of Hospital Man-
agement Committees. Such evidence as we have suggests that
they do not always make very satisfactory members and our
recent suggestion to Regional Boards in RHB(50)105 that they
‘should not appoint management committee officers as members
even of another committee unless there are exceptionally strong
reasons for doing so’ was made at the request of the Boards
themselves and with the personal concurrence of the Minister.*

The Minister, however, agreed to receive a deputation from the
TUC and, in preparation for this, asked for the numbers of doctors,
dentists and nurses in HMCs.

The information was not readily available, and a count had to be

made. In order to save time and effort, only two regions were
examined: the North East Metropolitan and Birmingham. No
reason was offered for this choice, and they did not claim that this
was a representative sample:

HMC:s of North East Metropolitan RHB: doctors 19%
dentists 2%
nurses 3%

HMC:s of Birmingham RHB: doctors 23%
dentists 1%
nurses 7%

It was also said that the Ministry staff may not have counted all the
nurses because their only means of identifying them was to look for
the initials SRN after the names.

In January 1951, there was a further minute from the private
secretary to Mr Pater, the Ministry official, saying that the main
objection to the appointment of hospital employees was ‘the general
objection of syndicalism’. The Minister had, however, advised the
boards to avoid an excessively large professional element in the
constitution of HMCs. The minute went on to admit ‘we have
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always ourselves opposed the appointment of nurses as members of
Management Committees . . ."*

Soon after this, the Minister met the TUC delegation and was
persuaded that employees should not be excluded from sitting on
other HMCs. He asked that the instructions should be appropriately
modified.

Before this could be done, there was a change of government, and
the Conservatives took office. Mr Iain Macleod became Minister of
Health in January 1951. There was some discussion at the Ministry
as to whether or not the new Minister would want the policy altered,
and it was known that the RHBs would not welcome any change
since they had ‘regretted appointing junior officers as members even
of other committees’. In the end, the civil servants decided that Mr
Bevan’s had been a clear commitment and must therefore be
honoured. This resulted in another circular, RHB(51)20, which
referred to RHB(50)105 and said:

... the Minister does not wish this to be interpreted as an absolute
ban on such appointments where officers who are suited for the
work by their personal qualities and experiences are recom-
mended to the board.

The nurses were effectively kept away from the governing bodies
by distancing them from the group administration, by denying them
positions on the HMCs and by the neglect to set up and give formal
voice to any form of nursing advisory committees.

Loss of territory

This separation of the matrons from policy making was not their
only loss in power and status: they had also lost part of their empire.
The grouping of hospitals had bureaucratised the administrative
structure and had brought about further divisions of labour. Lay
administrators and specialists were increasingly assuming responsi-
bility for the linen rooms, laundries, female domestics, catering and
other departments. The matrons found themselves left with re-
sponsibility only for the nurses and training schools.

Responsibility for these extra-nursing departments had taken the
matron into areas outside the wards and the nursing service. She
had had power over a large section of the hospital’s employees
besides the nurses. The matron had had control over the running of
the wards, departments and most services relative to total patient
management: she had had control over the patient’s environment.
Release from these responsibilities took that away and reduced her
field of influence to the nursing service alone. It diminished the
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matron’s power in the management of the hospital and increased the
power of the hospital secretary. As a consequence, the nurses’
stature and authority were also diminished, and the nursing service
had to rely more on the administrators. The nurses were responsible
for the patients, but the administrators had become responsible for
the environment in which the nurses had to function.

These factors generated a considerable amount of insecurity in
the matrons which was compounded by the lack of any form of job
description or terms of reference. The boundaries between the
functions of the matron and the hospital administrator were blurred
and shifting, and matron’s position in regard to her own nursing
service was also in question. Very often, a satisfactory negotiated
order was achieved between the lay administrator and the matron,
but there were numerous instances where this was not possible and
friction developed. In these cases, the group secretary was in a
position to present the problem to the HMC and, commonly, the
matron lacked the opportunity to defend her point of view.

In 1948, the Royal College of Nursing set up a labour relations
committee which received many complaints about the relationships
of matrons with administrators and hospital committees, as well as
the emgloyment of specialists to relieve the matrons of non-nursing
duties.” There were reports of matrons who had been sacked by
their HMCs and who, without references, were unable to obtain
other posts.

The RCN sought to reinforce the matrons’ position by setting out
a form of standing orders which, they proposed, should be adopted
by the management committees. They had little cooperation and
only a few authorities adopted them, or, indeed, any contract of
employment. The matrons were beset by difficulties and assaulted
from many quarters by opposing interests.

On the one hand, a series of enqumes such as the Nuffield
Provincial Hospltals Trust job analysis® and the Dan Mason re-
search reports’ criticised the frequency of non-nursing tasks under-
taken by nurses and complained of the misuse of nurses’ time; on
the other hand, there was a shortage of domestic staff and a reluc—
tance on the part of many authorities to employ more for the relief
of nurses. There had also been a change in the functions of hospitals
from being centres of treatment and recovery to being centres of
dlagn051s and more sophisticated forms of therapeutic inter-
vention.®

At the start of the NHS, most nurses had been trained for the care
of infectious diseases in which, failing an effective pharmacopoeia,
the need for bedside nursing care of the patient was paramount. The
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change in the use of hospitals, in the patterns of morbidity and
mortality and the use of new drugs and treatment routines rendered
this devoted bedside nursing obsolete. The nurses were not pre-
pared for this shift and found that their skills, which had once been
acclaimed, were being adversely criticised as unprofitable, repetitive
duties which less well-trained staff should take over. Furthermore,
the doctors were persistently relegating more technical tasks to
nurses who were not trained for them and who felt that, by accept-
ing them, they were neglecting their own duties.

Another difficulty facing the matrons was the shortage of recruits
for nurse training. There was no minimum education requirement
for recruits since this had been abandoned in 1939. The HMCs, who
relied on student nurses for labour, pressed the matrons to increase
their numbers of students. The matrons had no objective criteria for
the screening and selection of candidates and relied on their own
judgment.® The lack of an objective standard made it difficult for
the matrons to withstand pressure from their authorities, and their
aspirations to maintain ‘professional standards’ often succumbed to
bureaucratic priorities.

The combination of these opposing pressures, their removal from
policy-making in the HMC and their lack of settled terms of
reference made it difficult for the matrons to take a strong stand
although some did and paid the price. More often, however, the
political ingenuousness and social inexperience of the matron en-
abled the doctor or administrator to out-manoeuvre her too easily.
The dominant ideology of nurses, inherited from pre-war days,
made them adopt the dependence and pliant credulity of the gentle-
woman of the Victorian era. This ideology too often failed the
matrons in the new social environment which the coming of the
NHS had underlined - the difficulties were not overcome until they
began to learn more appropriate moves and a new generation of
senior nurses graduated through the ranks in the late 1950s and
early 1960s.%

The matrons had responsibilities but an indeterminate degree of
authority. This produced structural problems and affected the whole
nursing service in two critical areas: the lack of an official, recognis-
able nurse leader within the hospital group and the indeterminate
position of the matron with regard to her nurses. Each of these two
problems appeared to act upon and enhance the other.

In the grouping of hospitals, each constituent hospital had its own
matron, but there was no generally accepted method by which the
matrons could be represented at the HMC meetings — if indeed they
were invited to attend. There was, therefore, no coherent nursing
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voice and, often, the nursing voice was divided. Sometimes the
matrons formed themselves into a committee whose chairman might
attend management committee meetings. Sometimes the chair was
taken by each matron in turn, so that there was little continuity.
Sometimes the nursing committee spoke for the matrons even
though it consisted predominantly of lay people.!' The matrons had
inherited strong territorial feelings and defended their authority
within their respective hospitals a§ainst what they might consider to
be intrusions by their colleagues.'” It was not difficult, therefore, for
others to overwhelm the nursing voice by the system of divide and
rule.

The problems raised by this became especially evident where the
nurse training schools were also grouped. The General Nursing
Council (GNC) had a policy to encourage the closing down of
smaller schools and the establishment of larger ones on grounds of
economy in the use of trained tutors and more competition and
stimulation for the student nurses. These group schools were estab-
lished either by incorporating all the schools into a large one, in one
of the hospitals, or by maintaining most of the training schools
under the control of one senior tutor and a pooled tutorial staff. The
former method seemed to be the more common. In either case,
however, the hospitals continued to recruit their own student (and
pupil) nurses who received their tuition with those of the other
hospitals but worked on the wards of their parent hospital. It was,
though, often necessary to move the students to other hospitals for
specialised experience. The shortage of nurses often made the
student nurses’ stays on the wards very short. Menzies'® reported
that 30 per cent of the student nurses moved after less than three
weeks and 44 per cent after less than seven weeks. A study in 1957
by the South East Metropolitan Area Nurse Training Committee
showed a similar picture.'

The students of each hospital owed prime allegiance to their re-
spective matrons but also had to acknowledge the authority of an-
other when they were working on her wards. Thus their loyalties were
divided, and the corporate loyalty to one hospital and its matron was
diminished. Their adherence to the traditions, customs and particular
procedures of their own hospitals was similarly reduced.

From the matron’s point of view, this mixing of students brought
further problems since each matron had her own criteria for select-
ing suitable candidates.’ The students from another hospital would
not necessarily measure up to these. There was also an inevitable

rivalry between the matrons in the recruitment of candidates from a
common pool.
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Furthermore, by GNC regulations, one matron had to be nomin-
ated as head of the school of nursing. she became responsible for
the training of the students but had little control over their ward
teaching in the other hospitals. The other matrons lost their status as
head of the school of nursing, lost the salary differential and lost
control of the teaching of their own students. This made for much
ill-feeling and jealousy and further reduced the cohesion of the
matrons’ group.

The second important problem arising from the matron’s lack of
terms of reference was the indeterminacy of her own position with
regard to her nurses. The King’s Fund? described this very clearly.
There were too many people sitting as members on the HMCs who
did not sufficiently understand how the old pattern had worked.
Some were used to the pattern adopted by the voluntary hospitals,
some were used to the pattern used by the local authority hospitals.
Attempts to combine the two patterns in the HMC were liable to
lead to friction. Those with no previous experience of hospital
management, and they were many, knew no pattern. It was clear
that little thought was given to this matter, and the profession was
slow to identify the problems that had been thrown up uninten-
tionally by the nationalisation of the hospitals.

The King’s Fund identified two areas of responsibility inherent in
the administrative duties of the matron: first, she exercised a profes-
sional function as head of the nurse training school and the nursing
service. In this she was responsible for providing and maintaining
the nursing services for the hospital. Her authority was derived
primarily from responsibility delegated to her by the governing
body. In this sense she was a professional head rather than a depart-
mental head.

The extent to which the availability of skilled nursing care
throughout each 24 hours is a main reason for the existence of
hospitals serves to indicate the true professional status of the head
of the nursing service as contrasted with the somewhat superficial
claims for ‘status’ put forward on behalf of matrons by profes-
sional organisations.’

Secondly, in her professional function the matron might act in an
administrative capacity. The fact that she was quite often the chief
resident executive officer meant that she had to take decisions or
action outside her purely professional capacity.” In these non-
professional functions, the matron was acting not as the professional
head but as a third partner in a ‘firm combining administrative,
medical and nursing interests and that in matters of policy outside
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her own speciality she would of course recognise the authority of
other heads of the firm’.

These two separate aspects of the matron’s role were not clearly
distinguished by either the nurses or the authorities, and the con-
fusion created further problems. If the matron was part of the
tripartite management structure was she not a ‘head’? If so, why
should she have to report to a lay administrator? If she were not a
‘head’, how could she be responsible for the nursing service?

The matrons argued it one way and the administrators argued it
the other way. It was a circular argument and could be picked up at
whichever point best suited the case. The argument further under-
mined the matron’s position with her nurses since, if the matron
were not a head, the head of the nursing service, what powers of
hiring and firing did she have? Furthermore, was the matron the
spokeswoman of the nurses or was she a manager and a represent-
ative of the employing authority?

Traditionally, in the voluntary hospitals, the more powerful
matrons had had powers of both hiring and firing. The less powerful
matrons and those in the local authority hospitals had had powers
to hire only. They had to seek authority from the house governor or
medical superintendent for firing. Some had powers only to suspend.

Nursing Times'® in 1953 commented on the difficulties that
matrons were experiencing because of their lack of standing orders.
It reported the results of a survey of Scottish hospital matrons which
had been undertaken by the Scottish Board of the RCN. Of 163
responses, only 48 had standing orders. Of these 48, 33 pre-dated
the NHS and five were based on the RCN proforma. All the
matrons responding to the questionnaire reported that they had
some or complete responsibility for appointing nursing staff and
selecting student nurses. The majority reported responsibility for
appointing domestic staff. One hundred and thirty two appointed
auxiliary staff.*

Sixty six reported direct responsibility for dismissals of staff; 101
for various grades of nursing staff; 102 for various grades of
domestic staff; 79 for auxiliary staff.

Fifteen had power to suspend and report; 44 carried out dismis-
sals only in consultation with a medical consultant.

Forty two received written instructions regarding appointments
and dismissals; 109 had none.

Only 50 per cent of those who exercised responsibility for

*No amplification of this term was given. It is not clear whether it refers to medical
auxiliaries such as physiotherapists, or to nursing auxiliaries.
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dismissal of staff possessed the protection of written authority to
do so.

It is quite clear, therefore, that the position of the matrons with
regard to the ultimate sanction was ambiguous and insecure. The
matron may have been the head of the nursing service, but too often
she lacked final authority.

The matron had always been regarded by the authorities as
the spokeswoman for her nurses. Matrons had been elected or
nominated as representatives of nurses to all the principal institu-
tions set up after the 1946 Act: the staff side of the Whitley Council,
the Central Health Services Council, the Standing Nursing Advisory
Committee. They were on the Council of the RCN and they were
members of the GNC as nurses in their own right.

Often, as nurses themselves, it was reasonable that they should
represent their professional colleagues. On the other hand, the
matrons also had strong management and service commitments, and
their priorities could not fairly have been described as being rep-
resentative of nurses working on the wards or in the community."”
White'® described the absorption of bureaucratic values by nurse
managers and how this process affected their decision making. The
period after the coming of the NHS was one when this process
began to become evident.

The questioning of the matron’s right to represent her nurses was
received as a blasphemy that added further to her insecurity. If she
was not accepted as part of the policy-making group and was not, on
the other hand, considered capable of representing nurses, what was
her position? In fact, what was she doing? There was a very present
danger that the position of the matron was degenerating into a
merely administrative one, subordinate to the lay administrator and
isolated from the nurses. This was work for which the current
matrons had neither training nor taste.

The ambiguous position of the matrons and their changing status
with regard to their nurses was further reinforced by the setting up
of the joint consultative committees (see chapter 12). When a con-
stitution for these committees was laid down by the Ministry of
Health, the matrons were placed on the management side and their
nurses began to view them as employers rather than as their repre-
sentatives. The ‘us’ and ‘them’ division between the matrons and
their nurses was institutionalised.

Although the matrons did not generally recognise the need for a
post at group level, some hospital authorities found the lack of one
to be the cause of organisational difficulties. Early in 1949, the Mid-
Herts Group HMC advertised in the nursing press for a principal
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matron to be employed at group level as a coordinator of their unit
matrons. This advertisement was brought to the attention of the
RCN Council who discussed the title in particular.’® They did not
like it, as it had associations with the nursing services of the armed
forces and provoked ideas of compulsory drafting of nurses.

Direction of labour had been a reality during the war years, and
nurses were still apprehensive that a nationalised health service
might use this as a means of coping with the acute nursing staff -
shortages. The shortages were more acute in some regions than in
others; in some hospitals (particularly the teaching hospitals), there
were even waiting lists for candidates to take their training. The
question of compulsory drafting had been mentioned once or twice
and the Ministry of Health, with the RCN, had had to run a
publicity cam&)aign in 1948 to reassure nurses that this device would
not be used.”

The RCN Council, therefore, disliked the proposed title, prin-
cipal matron, but had little to say about the principle underlying the
advertisement.

The problems of the matrons were not the only organisational
ones that the National Health Service was experiencing and in 1951,
the Central Health Services Council, at the behest of the Minister,
set up a committee on the internal administration of hospitals under
the chairmanship of Alderman A F Bradbeer.'! The Bradbeer com-
mittee invited evidence from interested institutions, and the King’s
Fund was one which took this opportunity. Its evidence, published
in 1951, expressed the opinion that the position of the matron in the
HMC organisation often fell short of the part assigned to her in the
Nightingale pattern. This resulted from the grouping of hospitals.?

In respect of the question asked by the Bradbeer committee: ‘To
what extent should administrative duties be undertaken by nursing
staff?’, the King’s Fund found that there were two issues: firstly, to
what extent the matron was regarded as carrying a share of the
general administrative responsibility, or as a departmental head
responsible to the chief executive officer; secondly, to what extent
members of the nursing staff should undertake duties which did not
make full use of their nursing qualifications, for example, home
sisters, sister housekeepers or those working as receptionists, and so
on in hospital departments.

As far as the matron was concerned, the King’s Fund pointed out
the two areas of responsibility borne by her as a professional head
(and therefore a member of the tripartite management) and as a
resident executive officer. The King’s Fund pointed out that as the
matron was the professional head of the nursing service, the nursing
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committees set up by some hospitals (which, unlike the medical
committees, were not composed of members of the professional
staff concerned) should have acted in an advisory capacity rather
than that the matron should report to and receive instructions from
them. Where there was a medical superintendent (as in the mental
hospitals), the King’s Fund thought it might be natural for the
matron to accept guidance from him in her professional work but
that, on his part, he should accord her the courtesies due to a
professional colleague.

The Fund hoped that the forthcoming Bradbeer report might help
to clarify the confusion about these two aspects of the matron’s
responsibility which, it pointed out, had been a common cause of
friction between matrons and chief executive officers.

In the second issue, that relating to nursing staff and admin-
istrative duties, the King’s Fund considered inter alia that some
administrative posts were necessary to train nurses for higher posts,
but that suitable candidates should be selected and given appro-
priate training.

In all fields of work which were concerned with the environment
of patients and welfare of nurses, the King’s Fund thought that the
lay departmental head should be responsible directly to the matron
and only through her to the chief executive officer. The matron
should always be bound by the ‘old tradition, lost sight of in the
increasing complexity of hospital administration, that the matron is
“mistress of the household™’.

The Bradbeer committee did not publish its report until three
years later (1954), however, and in 1951 the Minister asked the
Standing Nursing Advisory Committee (SNAC) to advise him on
the general desirability of establishing posts for principal or group
matrons. He set out the problem in terms of rates of remuneration
rather than as a structural problem, and he described the existing
situation only as it related to nurse training schools. His memoran-
dum to the SNAC made very clear his own feelings on the matter.?!

The SNAC dutifully considered the matter as it was presented to
them and stuck closely to the form of the Minister’s memorandum.
They restricted their study to the problem of how to have one
matron, in a group, act as head of the nurse training school, and the
administrative adjustments that would be necessary. They made no
mention of other more important advantages that might have
accrued to a group nursing post and evidently failed to consider
these.

The SNAC drew up a draft reply which they sent to the RCN, the
Association of Hospital Matrons and the Royal College of Midwives.
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The RCN set up a sub-committee to consider this and Council
ultimately gave general approval to it. Council did also add a caveat
that the SNAC report should be advisory rather than directive.??
When the SNAC had received these replies, it sent an amended
draft to the Bradbeer committee for further comment and then once
again amended its report.

Ultimately the SNAC replied to the Minister™ in 1952. In
January 1954, before the Bradbeer report was published, the
Minister issued circular HM (54) 4, Hospital Matrons with Extended
Responsibilities.

The Bradbeer committee had been set up by the CHSC, of which
the SNAC was a standing committee. The members of both com-
mittees were appointed by the Minister. It has been shown that the
SNAC consulted the Bradbeer committee prior to finalising its
report. All the parties concerned, therefore, including the Minister,
had made up their minds in concert and the ministerial circular was
published before the Bradbeer committee had finalised its report.
As the SNAC had closely followed a line of deliberations set out and
circumscribed by the Minister, only what he had described had been
debated. This closely followed the circular method of policy making
described in the Acton Society report 1958.%*

In his memorandum to the SNAC?! entitled ‘Principal Matrons
and Group Matrons’, the Minister had written:

1 The Departments are asked from time to time to advise on
various questions connected with the appointment of ‘Principal
Matrons’ or ‘Group Matrons’ of a group of hospitals. The
question most often raised is the rate of remuneration. The
Whitley Council has not agreed any scale of salary for such
appointments and in any case the precise functions of the of-
ficers in question are not uniform nor are they always very
clearly defined.

2 The types of appointment seem to fall into the following four
main groups:

a) A single matron is appointed for several hospitals which,
although previously run as separate hospitals, are now to be
run as a single hospital made up of several units.

b) One matron among those employed by a Hospital Manage-
ment Committee is selected to advise the Committee on
general nursing questions.

c) One matron in charge of a hospital is given certain admin-
istrative responsibility for other hospitals which are under
their own matrons.

68

i

v i T




e g S

THE MATRONS

d) A matron with no hospital of her own is appointed to carry
out certain general duties for a group of hospitals.

It appears to the Minister that there can be no objection to

appointments falling in class (a) provided that:

i) the hospitals forming the group are so situated in relation to
each other that the day to day administration can be carried
out by a single matron — this will depend on the circum-
stances in each case and no fixed criteria would seem applic-
able — and

ii) one matron only is appointed for all the units which are to
form the new hospital, each separate unit being in the
charge of an assistant matron or sister-in-charge as the cir-
cumstances require.

Appointments failing in class (b) are probably an inevitable
development. It seems to the Minister that a Hospital Manage-
ment Committee may reasonably expect to be able to look to
one person for advice on general nursing questions and he does
not think that objection could reasonably be taken to such an
arrangement provided that the matron concerned has no ad-
ministrative responsibility for hospitals other than her own and
is in regular consultation with the other matrons of the group.

Appointments falling in class (c) and (d) seem to the Minister

to be much more open to doubt.

The issue is frequently complicated by the formation of group

training schools incorporating a number of hospitals which may

or may not cover a whole HMC group.

In its report to the Minister, the SNAC> advised that

As a general rule each hospital should have its own matron . ..
and the type of appointment referred to in paragraph 1(a)
above should accordingly be discouraged.

The report discouraged the inclusion of mental hospitals with other
types of hospital under the same group matron and continued:

The hospitals should be so situated in relation to each other that
the day to day administration can be carried out by a single
matron. This will depend on the circumstances in each case,
including the experience and qualifications of the matron con-
cerned, and no fixed criteria would seem applicable.

This referred to paragraph 3(i) of the Minister’s memorandum and
virtually reproduced it.

In respect of the complications introduced by the formation of
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group training schools, the SNAC advised that the matron of one of
the hospitals in the group should be made responsible; the matron
of each of the other hospitals should retain full administrative
responsibility for her own hospital; the . . .

Matron and Superintendent of the Nurse Training School should
be given full facilities for visiting the other hospitals in order to
satisfy herself of the standard of training given; she should be
consulted about the engagement of staff who would take part in
nurse training and there should be an education committee con-
sisting of all the matrons, the tutors and appropriate ward sisters.

The SNAC also recommended that the Whitley Council should be
asked to fix a suitable salary for the matron and superintendent of
the nurse training school.

The SNAC felt that no case could be made for the type of
appointment described in paragraph 1(c) of the Minister’s letter.

The Committee is unanimous that the creation of a ‘Principal
Matron’ grade is ‘unnecessary and undesirable. The type of
appointment visualised in paragraph 1(d) above appears particu-
larly undesirable.

They recommended that the matrons should nominate their own
representatives to attend HMC meetings as necessary.

When the Bradbeer report was published, it reinforced the
position of the group secretary as a coordinator, the head admin-
istrative officer and the person responsible for securing policy from
the governing body.

As far as nursing administration was concerned, Bradbeer’s
comments were selected from the advice given him by either the
King’s Fund or the SNAC. He commented that the functions of the
matron had been wider a generation previously than they were then.
The matron had been ‘the mistress of the household” who super-
vised virtually all aspects of the hospital. He observed that ‘recently’
numbers of specialist posts had been created to minimise the com-
plexity of hospital administration in areas such as cleaning, the
laundries and catering. Whilst agreeing with the rationale of this, he
felt that it should not allow the position of the nurse in the partner-
ship of officers to be minimised. The matron and her staff should
still be responsible for the establishment of the ‘atmosphere’,
comfort and contentment of the hospital (para 144).

Bradbeer found (para 146) that grouping hospitals had placed the
matron in an ‘obscure’ position, since she was much less in contact
with her governing body than previously in the voluntary hospital
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system. Her position had become more akin to that obtaining in the
old local authority system. He thought that as a member of the
tripartite administration she must be regarded as being directly
responsible to the governing body of her group, but then he con-
tinued to say that, in practice, this might be more easily achieved
through the house committee of her own hospital, although she
should have the right of access to the HMC.

Bradbeer agreed that each hospital should have its own matron
and that one of these should be responsible for the nurse training
school. He also agreed that a grade of principal matron with no
hospital of her own would be undesirable (paras 147, 150).

He accepted the idea that, for the matron, there was a dichotomy
of administrative responsibility and that for part of her executive
responsibility she should be responsible to the group secretary. He
listed the content of the matron’s responsibilities:

1 nursing and welfare of the patients
2 training the nurses
3 recruitment, interviewing, appointment, control, welfare of
the nursing and domestic staff
4 the nurses’ home
5 the health of nurses and domestic staff
6 general cleanliness of the hospital
7 linen room
8 supervision of the equipment and furniture of the nurses’
home
9 cooperation with the chaplaincy services
10 hospital chapel
11 relations and visitors
12 day to day administration of the wards
13 good order and conduct of the patients
14 spread of infection
15 obstetric flying squad

It will be noted that he did not discuss the problem of firing staff.
Although he had earlier accepted the employment of ‘specialists’,
he left many of these departments within the matron’s purview. He
proposed that the matron should continue to take an interest in
these areas and that the domestic superintendent should be respon-
sible to her, and emphasised the need for the matron to shape
nursing policy and for the governing body to seek advice from her.
He expressed shock at the discovery that this was not always the case.

In the mental hospitals, he observed that the matron was responsible
for the nurse training school as well as the female staff and patients.

71

bttt i - AR




THE EFFECTS OF THE NHS ON THE NURSING PROFESSION: 1948-1961

This gave a salary lead to the matron over the chief male nurse, but
as the training school usually catered for both female and male
student nurses, he wondered why this convention should persist. He
had ascertained that the GNC did not have any particular policy in
the matter so long as the nurse in charge of the training school was
appropriately qualified. He considered therefore that there was no
reason why the convention should not be varied.

He confirmed that both the Association of Hospital Matrons and
the RCN had proposed that there should be standing orders for
all senior hospital officers in order to reduce friction. Bradbeer
objected to this proposal and declined to recommend it although he
did not give his reasons for this decision.

Bradbeer also discussed the committee system. No officer, he
said, had the right to attend meetings of the governing body. The
group secretary and finance officer should normally attend, the
chairman of the Medical Advisory Committee should attend if he so
wished and so should the chairman of the Nursing Advisory
Committee. All officers should receive advance copies of the
papers. Unit heads, including the matrons, should attend if matters
affecting them were to be discussed and should receive all papers of
the house committee. Copies of Ministry circulars should be sent to
all officers.

He said that he did not believe that officers should be nominated
as members of their own, or any other, governing body (except for
the case of the doctors) as they were bound to suffer from divided
loyalties.

Bradbeer considered that every hospital should have a medical
staff committee which should include all doctors. This committee
should generate hospital medical policy and accept responsibility for
medical administration. He also proposed that there should be a
medical advisory committee at each group, such as had been pro-
posed in the Ministry’s circular RHB(53)91.%

Bradbeer criticised the constitution of nursing advisory com-
mittees as he had found that these were usually of lay people. He
proposed that they should be constituted from all the matrons in the
group, together with representatives of the ward sisters. There was,
he said, a need for the collective advice of nurses to be articulated to
the governing body, and nursing advisory committees should be
formed in all groups. One of the matrons, or some other nurse,
should be the committee’s chairman and spokesman and should
represent the senior nurses at group level. The governing body

should regard the chairman of the nursing advisory committee as the
spokesman of the nurses.
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Bradbeer also considered that there should be a nursing staff
committee at each hospital, similar to the medical staff committees.

A similar structure should be established in the mental hospitals
and, the report said, the supervision of the medical superintendent
over nursing should be ‘discreet and minimal’.

The Bradbeer committee was not sufficiently clear on how they
considered the two levels of professional committees should work.
They envisaged that the medical and nursing staff committees, at
hospital level, should be something of a representative committee
for local professional consultation, along the lines of the joint con-
sultative committees. They probably saw the advisory committees,
at group level, as bodies offering professional advice on wider policy
issues.

The Ministry also accepted this interpretation for the doctors and
issued RHB(53)91 recommending and encouraging the institution
of medical staff and medical advisory committees where they were
not already in being. The Ministry issued no similar circular for the
nurses.

The nursing profession had been in trouble since 1948 with their
representative councils at hospital level, and the RCN Council
thought that the proposed nursing advisory committees could very
well replace these as an avenue for professional discussion in such
matters as nursing procedures. The Ministry rejected the idea.?®
Council asked to meet representatives from the Ministry Nursing
Division to pursue this proposal, but its approach was ignored. The
Ministry thought that joint consultation was a Whitley Council
matter and any such proposal should be put through the staff side.

It appears, from the evidence available, that the Ministry adopted
a double standard for the doctors and the nurses but also that the
request made by the RCN to the Ministry was misleading in its
phraseology, since the letter seemed to emphasise joint consultation
rather than professional discussion.”’” The RCN labour relations
committee later reported that it had again met Dame Enid Russell
Smith, under-secretary at the Ministry, who had again repeated that
this was a matter for the Whitley Council.*®

From the nurses’ point of view, the Bradbeer report was some-
thing of a let-down. It described the major problems experienced by
the matron; it emphasised the need to establish her position in the
tripartite structure, and then it offered recommendations that left
her more or less where she had been before. It did not insist that she
should attend HMC meetings since it had proposed, as an alterna-
tive, that her contact might be through the subordinate house
committee. It did not confirm her loss of control of the domestic
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departments but offered an unsatisfactory compromise by giving her
responsibility without authority. It further emphasised her already
insecure position as spokesman for the nurses by proposing that the
chairman of the nursing advisory committee, who need not be a
matron, should be recognised as the representative of the nurses. It
failed to confirm her position as a manager, or head of the nursing
service, by offering her only a possible opening as chairman of that
same committee. Furthermore, the report failed to clarify her
boundaries by refusing to recommend terms of reference. The
unsatisfactory status quo had been reaffirmed.

The RCN working party to consider the Bradbeer report reported
in February 1955.%° In general it agreed with the content of the
report, especially its comment about the matron’s position in the
tripartite organisation and the recommendation against a principal
matron grade. It regretted that Bradbeer had advised against stand-
ing orders and therefore it considered that the matrons should have
power of suspension of student nurses and domestic staff only. In
order to safeguard her position, she should suspend other grades
only in consultation with the chairman of the appropriate com-
mittee. It had nothing to say about how these limitations on the
authority of the matron might affect her position.

The RCN Council made little attempt to analyse the report and
failed to perceive its weaknesses and ambiguities. Instead, they
concentrated on the blandishments which the report had offered to
the matrons, particularly its comments that the matron was an equal
partner in the tripartite system, that the matron’s position needed to
be upheld and that she must be directly responsible to the HMC.
They were gratified that the report accepted the need for the matron
to be able to shape nursing policy and for the governing body to
seek advice from her, but they failed to notice that the report had
done nothing to ensure these.

Council failed to recognise that what the report had said should
be, could not be supported by its reccommendations. How could the
matron shape nursing policy if her contact with the HMC was to be
through the impotent house committee only? How could she be an
equal partner if she alone of the tripartite organisation did not, of
right, attend HMC meetings? How could she be directly responsible
to the governing body if she had to report through the group
secretary?

Unfortunately, the report did little to resolve (or to diagnose) the
severe problems that were building up for the matrons and their
service.

There were persistent complaints after 1955 that matrons were
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excluded from, or, at best, not invited often enough to, HMC
meetings. It was reported from South Wales that many HMCs,
composed mainly of union members or officials, voted to exclude
the matrons from their meetings and took decisions on nursing
matters after discussion with the stewards, who usually represented
the unqualified staff, rather than the trained nurses.>°

In 1957, the RCN branches standing committee resolved that the
Minister should be advised that the matron’s attendance at HMC
meetings was essential to efficiency and effective working relation-
ships. It was also reported that Ministry circulars, which were sent
to the group secretaries en bloc for circulation to officers, were not
forwarded to the matrons.

Even the Ministry of Health began to appear to have lost control
of the situation. By 1960 it had sent out four circulars to the NHS
authorities® and a leader in Nursing Times* declared:

Ever since the Bradbeer Committee urged that the matron should
be directly responsible to the governing body of her group of
hospitals and should have direct access to it, the Ministry of
Health has several times reminded hospital authorities that mat-
rons should be kept informed about matters of policy, attend
house committees, Hospital Management Committees and
Boards of Governors and have an opportunity to comment on
developments and changes of policy . ... We in the nursing pro-
fession are fully aware that, up and down the country, many
matrons are still refused access to their governing bodies and,
indeed, in some instances, are only aware of changes in policy
when they read of them in their local papers.

In fact, the obstruction appeared to be the regional boards and
HMC administrators who were encouraging their authorities to
keep nurses off their committees and matrons out of their meetings.
By doing this, and by maintaining control of the nursing budgets and
most information (including papers circulated by the GNC), they
had effectively achieved power over the largest body of employees
in the NHS, the nurses.

In 1958, the situation began to come to a head. ‘Wrangler’ wrote
in her weekly column, Talking Point, in Nursing Times:>

The NHS has brought about a change of status to many within its
ranks. It is generally agreed that whereas the lay administration
has grown in stature, the matron and the doctor have lost status.
There are hospitals where the tripartite conception works extremely
well and there are hospitals where it leads to internecine warfare.
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On 13 June, ‘Wrangler’ returned to this theme and quoted a speech
made at the recent meeting of the Institute of Hospital Administra-
tors:

There should be no doubts in the minds of any of the staff as to
who is the Chief Administrative officer in the hospital and if the
hospital secretary does not enjoy that status then the problem of
staff management will be increased in number and magnitude.

‘Wrangler’ paraphrased the rest of the speaker’s message: he did not
like the tripartite system which envisaged three equal partners but
the hospital secretary had to be more equal than the other two.

These articles evoked much correspondence in the following
weeks. On 27 June (page 751), a letter from a matron, signed
‘Militant’, commented that she wholly agreed with ‘Wrangler’: the
administrator had ‘snatched’ power since the inception of the NHS
and the whole policy of the health service played into his hands. The
RHBs, she continued, communicated with the administrator about
nursing problems rather than with the matron. The administrators
talked about ‘My hospital’, and ‘My Matron’ and ‘My Doctors’.

Another letter from ‘Matron’ (page 783) said that the HMC often
failed to consult the matron. This was due to an ignorance on the
part of the members about the nature and scope of the matron’s
responsibilities which was fostered by the chairman of the HMC and
the group secretary. ‘Matron’ continued rather ingenuously:

It is hard to appreciate how any administrator can be so conceited
as to consider himself more important than the matron who is
responsible for the administration of considerably more than half
the staff ... Unless the nursing profession makes an effort to
maintain its position ... the public will consider them [the
Administrators] more important than they are.

By this time the changes brought about by the grouping of
hospitals and nurse training schools caused yet another encroach-
ment on the functions of the matron. As the schools became larger
and the numbers of sister tutors increased, it had become necessary
to establish a teaching hierarchy. More senior tutors, and even
principal tutors, were appointed in the larger group schools. The
training of these tutors had been changed to include more educa-
tional psychology and educational methods. The tutors were
becoming educationalists and looked for greater control over nurse
training in the hospitals. In doing this, they were challenging the
traditional authority of the matron over the nursing schools.

Many influential nurse tutors had visited the USA since 1948 and
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were clearly impressed by what they had seen in the American nurs-
ing schools. At the annual conference of the RCN Sister Tutor
Section in 1954**, Miss M M Springer, the principal tutor at Hull
Royal Infirmary, said that the American Society of Superintendents
of Training Schools stressed the importance of the development of
the nurse as a person. At the same meeting, Miss B N Fawkes, then
the principal tutor at the Middlesex Hospital, reported on some
aspects of American nurse training that she had noticed. These
included lectures in sociology, group work with ethnic minorities in
the community, case studies, discussion panels with teachers and
students and the involvement of students in curriculum development
committees.

Later that month, the RCN report on the Function, Status and
Training of Nurse Tutors® proposed posts for ‘directors of the nurse
education department’. There were evident difficulties being experi-
enced by tutors who complained that they were not allowed time for
preparation of their classes and lectures and lacked the support of
their clinical colleagues.

At the winter conference of the tutors section this report was dis-
cussed.*® Miss M G Lawson, the deputy nursing officer at the Ministry
of Health, considered that there should be adequate scope in the
tutor’s job. Miss D L Holland, principal tutor at Guy’s Hospital,
whilst agreeing that the matron had overall responsibility for nurse
training, also confirmed that the tutor planned the curriculum and al-
located the students to their wards for clinical work. She complained
of the way in which student nurses were selected and felt that the
tutor should have more responsibility in her own professional arena.

In defence of the matron’s position, Miss G Ceris-Jones, matron of
the London Hospital, said that the education of the nurse must be
more than mere preparation for examinations: it had to include the
development of practical skills. ‘It seems to me quite unpractical for
the principal tutor to take any part in the . . . allocation for practical
experience.” At her hospital, her office was responsible for that. The
principal tutor might be a very important person, but the matron
must be head of the training school.

One of the main principles of the Nightingale system is the pre-
eminence of the matron in the Nightingale School and her full
control of the nursing staff throughout the hospital. In my view this
is essential — it would be utterly damaging to British nursing and
prestige if this structure were changed. ~

She felt ‘quite unable to agree’ with the proposed new title of director
of the nurse education department.
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But in the large group schools, there was a committee of matrons,
and the principal tutor answered to the head of the school who was
only one of that committee. Once again, therefore, there was a
dangerous weakness in the matron’s position.

As the group schools grew progressively larger, the senior mem-
ber of the tutorial staff grew more authoritative within her own
sphere. The matrons were powerless to defend their position since
the furthet division of labour and the growing specialisation of nurse
training once again demonstrated the inability of the matron,
trained as a general nurse, to retain her professional authority in this
new department.

The nursing structure

In fact, the position of the matrons deteriorated yrogressively
until the institution of the Salmon grades after 1966.%” For a long
time they were substantially penalised, financially, from two points
of view: firstly, because the differentials between the matrons’ scales
and the lower scales were held down as a matter of economic
policy;*® secondly, the matron’s point in the scale range depended
on the number of beds in her hospital. As wartime emergency beds
were closed and new treatments and admission policies allowed an
increased turn-over of patients, bed numbers (particularly in mental
hospitals) could be reduced. Thus the matron’s salary was reduced,
notwithstanding the increased workload generated by the faster
turn-over of patients and the concurrent establishment of the day
hospital system. The latter did not qualify for any improvement in
the matron’s salary as there were no ‘beds’.

The invidious position in which the matrons found themselves,
the frequently ignominious treatment which they received and the
financial penalties imposed on them were not lost on the profession
at large. Candidates for promotion to the higher administrative
grades were insufficient to fill the deputy and assistant matron posts.
The increasing complexity of the bureaucracy and the changes in the
work of the hospitals were demanding more posts, but different
from the traditional ones.

The nursing hierarachy was characterised by descriptive posts
such as staff nurse, ward sister, home sister, assistant matron,
deputy matron and matron. These had been established during the
nineteenth century and had later become formalised by the Nurses
Salaries Committee (the Rushcliffe committee) from 1943 onwards.
The grades designated by that committee were taken over by the
Whitley Council in 1948. After this date, it had proved very difficult
to establish new nursing posts within the existing structure. As the
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hospital departments, such as the outpatient departments and the
operating theatres, proliferated and increased in importance, it had
become necessary to try to fit new posts, such as departmental sister
or theatre superintendent, into the established hierarchy. There
were also situations where the established posts had outgrown their
old capacity and enlarged posts had had to be set up, such as night
superintendent.® Since these posts were neither predominantly
clinical nor fully administrative, difficulties were encountered by the
authorities and the Whitley Council in defining them and in slotting
them into the structure.*

The traditional structure was a flat one and, increasingly, failed to
reflect the vertical bureaucratic organisation of the NHS. There was
therefore both an inhibition on the growth of administrative and
clinical nurse specialists and a corresponding failure of the nurses to
be able to respond to the new needs of the NHS.

The nursing structure became complex and untidy; salary grades
were too specific and restrictive to allow much flexibility and the nurs-
ing service could not grow or expand. The complexity of the salary
structure was not so much that there were innumerable different posts,
which there were not, but that there became too many sub-bands,
attached to each band or job-title, in the attempt to accommodate
these new jobs and, at the same time, to maintain differentials and
comparability, often with quite unrealistic expectations. The attempts
to keep the salaries of nursing auxiliaries at least comparable with
those of the ward orderlies (in the Ancillary Staffs Council), without
paying them more than the staff nurses, was a constant source of
difficulty.’® Another example of these problems, and at the other end
of the scale, was the difficulty of paying a reasonable differential to
the deputy matron of a student nurse training school without paying
her more than the matron of a pupil nurse training school.

The extraordinary contortions that were necessary to enable
recruitment of male mental nurses, who were paid a salary suitably
depressed for both females and nurses, was another example of the
inflexibility and complexity of the system.

In 1959 the position became worse, and both the RCN Council
and the Ministry were concerned.*! Council took the decision to
revive an earlier agreement to inaugurate an administrative section
in the College and to hold a conference in the autumn of 1959 (this
was later deferred to the spring of 1960) at which the problem could
be discussed. Pending this, it was decided to set up a working party
‘to study the present position in the field of nursing administration,
with particular reference to the shortage of suitable applicants’. The
Nurse Administrators Group was launched in March 1960.
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In March 1959 Council also decided to set up another working
party to examine the salary structure of nurses. Job descriptions,
drawn up by nurses themselves, were to be obtained as a basis for a
questionnaire. This questionnaire was to be used to try to evaluate
and rank the various jobs in a new hierarchy.

The concurrent working party on nursing administration was
pursuing its own line of enquiry and had enlisted the help of the
statistics department at the Ministry of Health. They planned a two-
part report including both a statistical survey and a descriptive
section incorporating quotations from the nurses’ expressed
opinions.

In March 1961 the Nurse Administrators Group was given section
status and re-styled Hospital Nurse Administrators Section. The
section celebrated this by the presentation of a report to Council
offering its opinions on the need for prerequisite experience and
qualifications for nurse administrators before appointment to senior
posts. They asked for a diploma course to be arranged in conjunc-
tion with a university, similar to the Diploma in Nursinzg which had
been established by the University of London in 1929.*

As this work continued, the BMA held its annual representative
meeting (December 1962) and passed a resolution to the effect that
the time had come for an impartial review of all matters relating to
nursing, recruitment, training, housing and remuneration.

The RCN did not disagree with the need for this. It already had
two major projects in hand: the review of the salar\B/ structure and its
review of basic and post-basic nursing education.*® It felt that there
was a need for an independent review body to consist of doctors,
nurses and lay people appointed on a personal basis. The College
hoped to be able to attract the sympathetic support of the Minister
of Health. It therefore proposed to send these background details,
with its proposals, to the BMA to see if they were interested to
proceed along those lines.

In February 1963 it was reported that the BMA council had
agreed to the proposals, and the terms of reference were settled —

... to review all matters relevant to the provision within Great
Britain of an adequate number of suitably prepared and qualified
nurses to meet the demands of the nursing service and to ensure a
high standard of care.

But, unknown to the profession, the Minister of Health had already
decided to set up his own committee to advise on the senior nursing
staff structure.®” A letter was received by Council advising the RCN
of this decision. In July 1963 Council decided to suspend any further
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action on the proposed independent review and the salary structure
whilst it waited for the Salmon committee to report. It would con-
tinue with its review of nurse education.

This account of the matrons and their difficulties during the
period 1948-61 helps to clarify the background to the Salmon
Committee on Senior Nursing Staff Structure.?” The committee was
set up by the Minister because both sides of the Whitley Council
agreed that the structure had become unwieldy and too complex.*
There were problems of assimilation, differentials, leads and short-
ages of certain categories of nurses. No standard job descriptions
were issued. There were particular difficulties with certain senior
grades, such as night superintendent, departmental sisters and as-
sistant matrons. Jobs had to be fitted to grades but the jobs, as they
arose in the hospitals, were all more or less ad hoc and great
confusion arose during salary negotiations.

The Noel Hall report* had been published in 1957 and had
recommended a more simple salary structure for the administrative
and clerical grades. All those involved in the negotiations of salaries
for nurses and midwives believed that something similar could be
done for them.

Until the public records become available it is possible only to
infer what other reasons there may have been for instigating a
committee to examine the nursing structure.

The shortage of senior nurses was a matter of common concern;
so were the difficulties with the ad hoc grades. The Ministry of
Health wanted a new structure but did not think that any alteration
of the hierarchy was required, nor, in fact, did they think that the
Staff Side was interested in structure or relativities. They thought
that the nursing organisations were interested only in rates of pay.*

The evidence on the Staff Side is more fragmented and it is
complicated by inter-organisational gamesmanship. Certainly, one
factor which influenced their agreement on the need for a structural
review was the problem of salaries for mental nurses who consisted
of a much larger proportion of males than was the case for the
general nurses. The male nurses could not keep their families on
their salaries and family allowances were not sufficient to bring their
incomes up to a satisfactory level. The Confederation of Health
Service Employees (COHSE) was especially aggressive in this
difﬁculty since the mental nurses were more usually members of that
union.*

The RCN also wanted a review of salaries and, as we have already
seen, a review of the structure and the introduction of job descrip-
tions. Their interest lay in the difficulties that the matrons were

81




THE EFFECTS OF THE NHS ON THE NURSING PROFESSION: 1948-1961

experiencing with the lay administrators and the shortages of
recruits for the senior posts.

The matron’s job had been changed by the coming of the NHS,
but there is little evidence that the profession was especially aware
of this. They were preoccupied more with the decline of her status
and authority in the hospital organisation. They were aware of the
reduction of her territorial boundaries and they were resentful of
the increased power of the administrators, but they failed to observe
the growing importance of the nurses in the health service as an
occupational group. They therefore failed to understand the com-
pensating power that the matron, as the professional head of the
hospital nurses, was beginning to have.

In 1950, a leader in Nursing Times*® observed that the matron’s
job was changing: whereas it used to be based on housekeeping
duties, it was becoming much more administrative: * ... within the
hospitals, nursing administration as a specialist’s task is developing
rapidly and being recognised as having an important part to play in
the future’. But the matrons, beset by problems of shortages of staff
and difficulties of recruitment, preferred to take a more pessimistic
view. They saw, mostly, the loss of their territorial authority and
their power in the hospitals; the apparent decline in the social
prestige of nursing as the numbers of nurses increased; and the
decline in their economic status compared with teachers in particu-
lar but also with other occupations opening up for women.

Mary Farnworth* wrote in Nursing Times that nursing was no
longer favourably considered by certain classes who preferred
teaching and secretarial work. With increasing specialisation in the
health field, she observed, nursing was being considered as rela-
tively unspecialised and the nurse a subservient member of the
health team.

The matrons had been used to being considered as highly know-
ledgeable nurses who were heads of their nursing staffs. They found
it difficult to come to terms with being administrators whose techni-
cal knowledge of nursing was of less than secondary importance. In
this, their lack of standing orders was particularly important. They
were used to a highly structured life and found the uncertainty and
ambiguity of their changing jobs difficult to handle.

At the same time, even those matrons who did perceive the
changes in their jobs and who wished to meet these, were hampered
by the grading structure of the nursing hierarchy.

The growth of the administrative role of the matron also had the
effect of distancing her from her nurses. She had been used to
working directly with them; she had dealt with them on a face to
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face basis. Each morning, the night sister had reported to the
matron on the patients; each day, the matron had made her rounds
of at least some of the wards. Each student nurse in trouble on the
ward had been reported to the matron and personally interviewed.
In many hospitals, it had been the custom for nurses to report to the
matron personally on their return from leave or sickness absence.
With increasing bureaucracy and administrative duties, these per-
sonal contacts could not be sustained. Deputy matrons and assistant
matrons were more frequently appointed and came between the
matron and her nurses. It was a change in the style of management
and, as Sofer '* found, required new personalities to meet that
change. ’ :

Even the matron’s position as head of the nurse training school
was affected by the grouping of schools and the appointment of
more senior tutors. The matron became more of a coordinator or
figurehead. It had become the function of the tutorial staff to inter-
view and select recruits, to allocate the students to wards and to
coordinate school work with ward teaching.>

These changes obscured the difficulties that were caused by the
flat structure of the nursing organisation within the vertical organis-
ation of the NHS bureaucracy. It did not appear that anyone anti-
cipated the need for the radical changes in the senior nursing posts
which the Salmon report recommended. Nor is there any evidence
to show that the Ministry might have consciously wished for checks
or balances on the power of the lay administrators. In fact, this was
one of the outcomes of the new Salmon organisation which not only
gave the nurses powerful posts at group level but also formalised the
changed role of the matron.

There are reasons for understanding that these factors were not
specifically considered before the Salmon committee was set up.

The responses of the RCN and the matrons to the possibility of
establishing principal matron posts were clearly hostile: they did not
want a post above that of the matron grade.*®

In 1959, the Ministry of Health provided a package of restruc-
tured salaries and grades which was put to the Staff Side.>® This
package provided for new salary scales for all existing grades, made
new proposals for grading matrons’ posts and attempted to deal with
differentials. The proposals eliminated some anomalies and im-
proved nurses’ salaries, but were not a new structure.

It must be considered that the Ministry was influenced by the
regional boards and HMCs. These clearly did not want, and did not
see the need for, any nursing influence in their policy deliberations.
They went out of their way to block any steps taken by the profession
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to enforce the nursing voice.’” It must, however, be asked why
the RCN and the matrons did not accept the idea of principal
matron posts which, to the outsider, would appear to have opened
up to the profession paths to greater influence.

When the Salmon structure was imposed in the later 1960s, one
chief nursing officer post was established at each group. In addition
there were principal and senior nursing officer posts at unit levels.
Some of the former matrons were promoted to CNO grade, some
were appointed to PNO and some to SNO grades. Clearly, the
matrons of many of the lesser hospitals were afraid that they would
lose their status, as in fact they did.

Another solution might have been that the matrons were not
sufficiently well educated to understand the power politics that had
taken over the administration of the health service. This was largely
s0, not so much because the matrons lacked a general education,
but because the education of women had been such as to lack the
development of these powers of perception and analysis. Until the
middle 1950s, matrons in posts were the product of the prewar
education for women which concentrated on the arts but avoided
the sciences. The matrons had also been subject to the prewar
requirement of the GNC for School Certificate qualifications for
student nurses and must, therefore, have had a certain level of
general education. Others would have gained entry to nursing via
the GNC education test. It was the succeeding generation of
matrons, after the middle 1950s, who entered nursing with no ed-
ucational qualifications. The matrons, at the time of the Bradbeer
enquiry, can be said, therefore, to have had a general education but
one which sought to develop ‘feminine’ qualities rather than ‘mascu-
line’ qualities geared to the pursuit of power.

The matrons in posts after nationalisation were nurses who had
been trained during the time when voluntary hospitals had to rely on
voluntary donations in an ethos of the ‘Lady Bountiful’. Nursing
then was part of the system that provided medical attention from
funds graciously given and graciously received. The donors received
in return a social status and privilege: the nurses were the gracious
supplicants on behalf of their charity patients. So strong was the
ideology of the voluntary hospital system and so powerful was the
status of the voluntary hospital doctors and nurses that the municipal
hospitals, funded from local authority budgets, sought to simulate
the same ethos. But this ethos was geared towards the feminine
values of caring, sacrifice and a subsidiary status. These qualities

were not appropriate to the new climate of managerialism and the
pursuit of power.
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Sofer’s'? theory seems to help in this question. He studied the
reactions to the administrative changes brought by the NHS and the
staff relationships in three hospitals.

He found a formal system of administration in the hospitals and an
informal code of behaviour which enveloped a variety of status groups,
sub-groups and informal groups. Each hospital had a rigid structure
and valued traditions which had accumulated over the past years.

There was little mobility between the separate occupational
groups, each of which had its own value system. There was a high
degree of formalisation in the relationship between the occupational
groups, with corresponding tensions.

The authority and status systems facilitated swift decision-taking
and unquestioned obedience. The institution was built around the
doctor’s skill, but this provoked resentment and envy in the other
staff. There was particular tension between the medical and lay
staff, and the distinctive lines of authority for the medical, lay and
nursing staffs led to a lack of a unity of control.

Under the NHS, Sofer found that the interaction between the
groups was still geared to the prior rules and was underpinned by
the old established values.

The new HMC was a superimposition of external authority, and
the old responsibilities of the hospital officers for advising on policy
had been taken over by the group organisation which included the
group medical advisory committee. In addition, there was further
centralised policy and salary decision-making deriving from the
Whitley Council.

The matron had lost more responsibility by the loss of authority
over the non-nursing departments and, later, the schools of nursing.
There was therefore competition for control over the patients’
environment and non-nursing staff. Whereas the staff had been used
to obeying the matron, they were now under the control of the
administrators. Habits and customs were slow to change, and the
decision was ultimately made by the individual. The complexity of
the new organisation had brought about the loss of a personal touch
and slow decision-taking.

Sofer found that there were changes in the formal rules without a
corresponding change in the internal social structure and culture of
the hospital: the informal relationships were out of gear with the
new formal relationships. The changes were resented and there was
a mutual antagonism felt towards the individuals (the lay admini-
strators) who were seen as the agents of change. The shift of power
to the administrators had been reinforced by their control of in-
formation, specifically that relating to policies.
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The changes were perceived as a reassessment of the social value
of the services of each occupational group. The matrons, perhaps
more than others, had much circumstantial evidence to feel that the
value of their services was being undermined.

Sofer described how specific ideologies were attached to roles
which bounded the obligation and responsibilities of the incumbent
and legitimised his behaviour. Specific and highly functional ideol-
ogies were also attached to social structures as a defence and in
order to unify the members of the group. When the key roles
changed, existing incumbents were often not able to adapt and
different personalities were needed.

Sofer also described how the world of the hospital remained
bounded by the traditions and customs of that hospital. With the
grouping of hospitals there was no compensating widening of its
horizons. The groups therefore remained a set of individual units
and did not become a corporate body.

In applying this theory to the matron, we can understand that
there was a strong value system in the nursing group and that the
ideology attached to her role included the belief that she was the
spokesman and representative, as well as the matriarch, not only of
the nurses but also of all the patients and female staff. After the
NHS, this ideology was attacked from many quarters: by the
removal of the female staff from her authority, by the superimposi-
tion of the group organisation and central committees and also by
the Bradbeer committee’s recommendations for the nursing ad-
visory and nurse education committees. These appeared to the
matron to compromise the unity of the nursing group and her role
position in that group. With her position in the nursing group
apparently undermined, there was a corresponding increase in the
tensions between the nurses and other occupational groups, speci-
fically the administrators.

Given this process and given the bounded horizons of the
hospitals, it is not surprising that the matron did not look beyond, to
the advantages she might have gained by accepting a principal
matron post at group level. The assaults on her position were
already so damaging that the idea of becoming subordinate to
another nurse manager was rejected.

Similarly, the ideology attached to her role, which related to her
position as spokesman of the nurses, was too strong for her to
change easily. She was not able to perceive her ambiguous position
and was not ready to abandon her professional orientation in order
to enhance her management status.

The RCN was strongly influenced by the same ideology and the

86




THE MATRONS

voice of the matrons was powerful on the Council. If the matrons
rejected the principal matron post, it was not surprising that the
Council would adopt the same line. It was only later, when many of
the original matrons had retired and a new generation had taken
over (Sofer’s different types of personalities), that there was a
change of heart demonstrated by the profession’s enthusiastic
acceptance of the Salmon proposals.>?

Menzies'? found that the insecurity identified in the matrons was
endemic in the nursing profession. Her research confirmed much of
Sofer’s in that she too described the formation of a social organisa-
tion as a defensive mechanism against the anxieties generated by the
nature of the nurse’s work.

She gave as examples of this social defence system, the stern
discipline and the attempt to eliminate decisions by ritualistic be-
haviour, the reduction of the weight of responsibility by checks and
counterchecks and the involvement of others in decision-making.
She elaborated this by describing the collusive social redistribution
of responsibility (usually to superiors) and a purposeful obscurity in
the formal distribution of responsibility.

Change was avoided in the operation of the social system of
the defence system. Anxiety inhibited constructive and realistic
planning and decision-taking. The rapid changes then taking
place needed greater flexibility but had been handled with increased
prescription and rigidity. She found that nurses had little capacity
to confront anxiety situations or to tolerate the objective reality;
they avoided the challenge of change and of devising successful
strategies for it. Menzies did not add, as she might well have, that
each successful attack on the matrons further exacerbated such
behaviour.

The traditional organisation of nursing was such as to make it
difficult for nurses to take effective decisions. Their social system
inhibited their capacity for creative or abstract thought and con-
ceptualisation; it interfered with judgment and provoked mistakes.
Menzies found that the proportion of more intelligent or better
educated girls was high amongst the student nurses, but the rates of
wastage amongst these were higher than amongst the less well
endowed. The system drove away the very people who might have
been likely to remedy the inadequacies of the system.

Many nurses have an acute and painful awareness that their
profession is in a serious state . .. there have been many changes
in the peripheral areas of nursing . . . one is astonished to find how
little basic and dynamic change has taken place. Nurses have
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tended to receive reports and recommendations with a sense of
outrage and to react to them by intensifying current attitudes and
reinforcing existing practice.

Needless to say, she also found that the system did nothing
towards enabling or encouraging the maturation of the individual.
The matrons were the product of their training and of the system
and therefore inherited its defects. If they had learned as students
and junior nurses to involve others in decision-taking and to del-
egate responsibility upwards, it can be anticipated that they would
look to the doctors and administrators: who better then than the
group secretary? If they had been taught discipline and if their
training had deterred constructive thinking, can it be wondered at if
they received their terms of reference from the Minister or the
HMC and obediently followed those directions? If the usual method
of coping with responsibility was the purposeful obscurity of its
distribution, how better to achieve that than by refusing the need of
a new post of group matron? It was not therefore only the tradi-
tional ideology of the gentlewoman that enforced pliancy and de-
pendence, it was the whole structure and system of nursing,
especially the methods of training, the lack of a minimum education
standard and the priority given to service needs to the detriment of
the students. Until the system could accept the thinking nurse
and adjust its social organisation to tolerate, or even use, non-
conformism, it would continue to breed ‘the matrons’. However, as
Maggs® showed, the matron was the person responsible for the
selection of recruits on a very subjective and uncertain basis and
directed towards the selection of like-minded individuals into the
occupation. The process of socialisation could be relied upon to
mould the trainee further into the ‘ideal type’. Shortage of recruits
made it necessary to admit ‘less suitable’ candidates but, as both
- Menzies and Maggs found, the system ensured the wastage of most
of those.

The lack of a minimum education requirement for nursing
recruits compounded the problems by denying the matrons an ob-
jective test of suitability and rendering them more vulnerable to the
pressures of the health service bureaucrats. It also deterred the
more able from entering the nursing service. Thus the circle was

completed, and its vicious effects on nursing were to be felt for
many years to come.




Chapter 5/The minimum education level

Before the 1939 war the GNC insisted on a minimum education
level for recruits to nurse training. The standard that had been set
was that of the School Certificate but, since many girls’ schools did
not prepare their students for this, the GNC offered an alternative
test education examination.’

In September 1939 the test education examination was sus-
pended, as was any other qualification: any girl could be accepted
for nurse training. The hospitals, however, were free to set their
own criteria for recruits and many did so. The teaching hospitals
continued to ask for some educational criteria, usually the School
Certificate standard, but sometimes matriculation level.? The levels
of candidates therefore began to differ widely between hospitals.
Some hospitals, short of recruits and heavily dependent on student
labour for their wards, swept in any candidate. Others, often with
waiting lists, were more selective.

This chapter examines the profession’s attempts to reimpose the
minimum education level for candidates for nurse training and the
consequence that their failure in this had on the development of
nursing.

By 1949 it was clear that the intelligence or educational levels of
student nurses had declined significantly and the profession was
anxious to rectify the situation.® The Horder report* considered that

... the education of student nurses will necessarily be governed
for some years to come by the standard of intellectual attainment
represented by the applicants which in some cases, it must be
admitted, is grievously low.

And the headmistress previously quoted' had to remind the profes-
sion that

... the girls now starting training at 18 years of age have had a
difficult upbringing. It is frequently forgotten that they were born
in 1935 and during the war they were in primary schools, if at
school at all.

During that period there had been shortages of routine, schools,
books, and teachers. Many had not mastered the three Rs, ‘the
effects of the war years will be felt for some time.’!

It would have been a relatively simple matter to reintroduce
the minimum education level by GNC rule but this required the
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acquiescence of the Minister. The shortage of nurses, however, was
a matter of considerable concern to the Minister, who was also very
much influenced by the hospital authorities. Their argument was
that the institution of an educational level would automatically
screen out many recruits and leave them short of student nurse
labour: this must be the ‘common sense’ consequence of imposing a
standard.

The profession, too, was divided. Whilst both the GNC and the
RCN officially claimed a policy for the restitution of the education
level, both organisations had members who did not wholeheartedly
support that policy.

The RCN Council was composed of a number of matrons whose
responsibility was to staff their wards with nurses. The GNC was in
a similar position. These matrons shared with their authorities the
‘common sense’ response.’

It is indeed possible that immediately after the war, given the
immense disruption to education between 1939-1945, there would
have been insufficient candidates with a School Certificate. There
would, however, have been more candidates who could successfully
have taken the GNC test.

The Ministry’s attitude was less straightforward, however, when it
is judged alongside its concurrent policy to recruit as many state
enrolled assistant nurses (SEAN) as possible. These pupil nurses
took a two-year practical training which culminated in a practical
test of proficiency. Their training included very little book work and
their educational requirements were fewer than those of the student
nurses studying for state registration.

Both the GNC and the RCN urged that candidates who failed the
minimum education requirements, if they were reimposed, should
be steered into pupil nurse training. It was, after all, policy that
there should be more SEANs and fewer SRNs.

The hospital authorities feared that their appeal to recruits would
be prejudiced if they opened pupil nurse training schools which
enjoyed less prestige than did student nurse training schools. The
matrons also preferred to retain student nurse training schools, not
only for the prestige, but also because they, as heads of these
schools, earned a greater salary than did their colleagues in charge
of pupil nurse schools and, furthermore, the three years’ training
was of more value on the wards than the two years of the pupil
nurses.

In 1945 the GNC asked the Minister to reinstate a test of educa-
tion. The Minister, advised by the National Advisory Council for
Nurses and Midwives, refused the request because of the shortages
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of nurses. The British Hospitals Association supported the Minister.
The GNC was, however, allowed to appoint their first two full time
inspectors of training schools. '

In 1946, the GNC proposed to enforce its conditions for the
approval of training schools. It wished to set a minimum number of
occupied beds, and was concerned that some training hospitals had
too few for the adequate provision of clinical experience for
students. It was reported that some ho%pitals had an average bed
occupancy rate of only 20-54 per cent.® In this the Minister also
thwarted them.

In 1947, the GNC used a letter from the Registered Nurses Associa-
tion of British Columbia to support a further request to the Minister
for an education test. The GNC had had, for many years, reciprocal
agreements with the British dominions through which the respective
trainings could be accepted by each country for registration. The
letter from British Columbia cancelled this arrangement with the
GNC on the grounds that nursing education in Britain had failed to
keep pace with British Columbia in respect of both the minimum
education qualifications and the quality of nurse education itself.

Council members who had visited North America could confirm
that British standards had slipped but qualified this by remarking
that the standards set by the GNC were only a minimum level and
better levels were available in some schools.

At this time Aneurin Bevan was considering the recently pub-
lished Wood report® and promised to bear in mind the Canadian
letter. He added that he would not mind if the GNC experimented
with a test examination, as well as a revised syllabus, on a voluntary
basis. The GNC had to remind him that they had no powers to
experiment with the syllabus.

The Wood report was something of a disappointment to the
nursing organisations since it did not recommend a minimum educa-
tion level. It was primarily concerned with the recruitment and
training of the basic nurse and considered that a two-year course
would be adequate so long as it was a training rather than a service
oriented course. Tucked away in Appendix VIII, however, it did
explain that the two year training was not intended for functions
over and above those normally carried out by a staff nurse in
hospital or for a first level public health post:

... consequently, we do not consider it unreasonable to assume
that before a nurse proceeds to a post carrying new functions . . .
she should receive some training beyond that provided in the
basic course.

’
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These further courses should, in many instances, be provided by
universities and no nurse, including ward sisters, should be entitled
to call herself a specialist until she had completed a ‘post graduate’
training. The Wood report therefore envisaged an open system of
progression with the better intellects rising through post-basic train-
ing. Mainly because of this, the working party felt able to recom-
mend the closure of the roll.

Statistics provided in the Wood report gave some indication of the
educational level of nurses up to 1945.

Table 1. The educational level of nurses up to 1945

Voluntary general Municipal general

hospitals hospitals
Candidates with matriculation
level or above 36% 15%
Candidates below matriculation
level 64% 85%

In intelligence levels, their tests had shown the following:

(A = highest level, E = lowest level)

Voluntary general Municipal general

hospitals hospitals

A 26.5% 19.2%

B 31.0% 27.9%

C 33.0% 33.9%

D 7.2% 14.6%

E 2.2% 4.4%
Wastage rates: 35% 43%

Total student intakes:

1937 7,950 3,800

1938 7,850 3,400

1939 8,500 4,700
1940 8,600 3,600

1941 8,800 3,600

1942 10,150 4,900

1943 10,300 5.100

1944 10,200 3,750

1945 10,050 4,050

The voluntary hospitals therefore had the edge over the municipal
hospitals in the upper two grades of intelligence and a considerable
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margin in educational standards.” From the statistics it might have
been argued that the lower wastage from the voluntary hospitals was
due to these two factors. Instead, the working party argued that
educational levels did not equate with intelligence levels and neither
of these factors were critical in the making of a nurse. They con-
sidered that wastage was a reflection of the interpersonal relation-
ships within hospitals and the abundance of repetitive duties de-
manded from the students.

The profession’s demands for a return of the minimum education
level was therefore deflected and, instead, the main thrust from all
quarters in the next ten years was aimed at improving interpersonal
relationships, reducing discipline and removing non-nursing duties,
as they came to be known after the Goddard job analysis.’

The question of training was further complicated because, in the
eyes of the profession, the length of training was a measure of the
social status of the nurse. In this matter nurses had a confused and
equivocal sensation that the NHS was depressing the prestige or
socio-economic status of their occupation.

The social status of nurses had, before 1948, been signalled more
by the hospital in which they trained or worked than by any recog-
nised ranking of the occupation. Thus, the nurse training or working
at a London teaching hospital could feel secure that she was working
in a profession. In contrast, the nurse working in a provincial non-
teaching hospital often felt that her status was inferior to that of her
colleagues in London. This had something to do with the educa-
tional standards demanded by the different hospitals as well as the
quality of training. It must be said, however, that the training of the
more prestigious hospitals was not always better and, sometimes,
was not as good as the ‘smaller’ (that is, in status, if not in size)
hospitals.

Although the Wood report did not find any significant difference
in socio-economic levels between the students in voluntary hospitals
and those in municipal hospitals, the fact was that the London
teaching hospitals could be far more selective in their recruitment
than could the other hospitals, either voluntary or municipal.

The social status of nurses was therefore a matter of ascription, a
reflection of the prestige of the hospital in which they trained or
worked.

The NHS, with its policy of regionalisation and hospital grouping,
had quickly removed the honorary status of former voluntary
hospitals. Each hospital would henceforward have to earn its status
in the eyes of the public by a more realistic set of values related to
quality of care and the way in which it could engage the respect and
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affection of the community. Nurses working in these hospitals could
no longer feel separate from, and therefore superior to, nurses
working in former municipal hospitals.

The exception to this trend of equalisation was the teaching
hospitals who remained outside the regional hospital board struc-
ture until 1974. Nurses working in these institutions continued
for many years to feel apart from their colleagues. Indeed, in
many instances, their working conditions were better, there was a
higher nurse/patient ratio and they were often treated with greater
courtesy by other disciplines. Since their hospitals could be more
selective, recruits could continue to be from the same social or
educational strata: there was greater cohesion.

The equalisation of the RHB hospitals, however, did appear to
many nurses to have the effect of reducing the social status of the
occupation. There was a strong feeling that the professional status
of nursing was diminished. Added to this, the loss of the minimum
educational level had indeed brought into nursing a greater number
of girls from the lower socio-economic classes.'!

There was therefore some justification for the nurses’ fears that
their occupational status was being depressed. In 1948, in pressing
for improved salaries for nurses, the RCN had compared these
rather unfavourably with wages paid to ward maids. There was an
immediate outcry from nurses that the College should have put the
two occupations alongside each other, for whatever purpose.'?

In 1952, Mary Farnworth, a graduate nurse, published a report of
a survey she had made in The Social Prestige of Nursing."® In this
she found that nursing was no longer favoured as a career for their
daughters by certain classes. The public appeared to be more biased
against nursing when it was compared with teaching and secretarial
work. This was a surprising reversal of attitudes compared with the
report of Box and Croft-White.®

In fearing for their diminishing social status, the nurses sought to
maintain the length of their training as well as to press for the return
of a minimum education level. The battle to retain a three-year
training was not hard to win since it accorded with the economic
priorities of the service. After the Nurses Act 1949 had been passed,
the GNC was able to revise the syllabus of training which, in 1952,
confirmed the three-year course. The nurses continued to fight for a
minimum standard of entry but two factors militated against their
efforts, in addition to the continuing opposition of the Ministry and
the hospital authorities.

In the first place, by 1949 there was a majority of nurses without a
secondary education. These nurses were defensive about raising the
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educational standard and, not unnaturally, did not support it as a
policy. They argued that they had successfully completed their train-
ing and passed their examinations and asked why a GNC test was
necessary when they had demonstrated that they could manage
without.'* These nurses failed to observe that the national standard
of education was rising as a consequence of the Education Act 1944
and that nursing was being left behind. They also failed to note the
growing professionalisation of occupations, all of which were de-
manding additional educational qualifications.

In the second place, most nurses were complaisant about the
standard of British nursing. Their counter to the letter from the
Registered Nurses Association of British Columbia and to the rising
academic ambitions of the American nurses was that British nursing
was rooted in practical skills and should remain so:

. . . skill comes to the craftsman by constant practise. Is our young
nurse only learning to pass examinations? ... Let us beware
of the example of those countries that, in former years, over-
developed the student aspect of the nurses’ training, almost to the
exclusion of the art of bedside nursing and the gain of a daily
increasing sense of responsibility.’

And, some years later;

Unfortunately ... the really brilliant girls have the wrong tem-
perament for the work. Their alert, quick, intense minds ac-
company impatient and intolerant natures, and being rather
excitable and erratic people they are the types prone to panic.'®

Years later, Crow!” was to demonstrate that undergraduate nurses
were able to develop a wider understanding of patients’ problems
and, potentially, a greater armamentarium for use in problem solving.

The professional organisations were pressing for a better educa-
tional level for inappropriate reasons. They were seeking a better
status for nurses rather than better nurses; they wanted a minimum
education standard because they wanted ‘aptitude’ which would
serve to help nurses pass their qualifying examinations and so in-
crease the available numbers of nurses.

This extraordinarily equivocal attitude was present when the
GNC approached the National Institute of Industrial Psychology to
design a test of candidates for training. Their wish was for a tool
which would eliminate those who were totally untrainable, rather
than to select those who were most trainable. They chose this
approach because they were concerned that any test should not
screen out candidates wastefully.'®
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It was only after they had started their discussions with the
National Institute that they discovered, to their intense annoyance,
that a small office committee at the Ministry of Health had also
begun to investigate possible tests. )

The Minister was able to smooth the ruffled feathers of the GNC
by telling them that he had not known about the office committee’s
activities. He invited the GNC to meet the office committee who
proposed to undertake a study of selection procedures. Three hos-
pitals were to be chosen, an ex-voluntary hospital, an ex-local
authority hospital and a teaching hospital. A psychologist and the
respective matrons were each to interview and select candidates for
a ‘batch follow-up’ for comparison of the results. The office com-
mittee sought also to discover causes of failure rather than to search
for suitable qualities but, during the experiment, both approaches
would be used. As with the GNC, the office committee was con-
cerned lest screening out candidates might result in the loss of too
many potentially suitable candidates. It was agreed that both the
GNC and the Ministry would continue with their separate projects.

In November 1948, the GNC and Aneurin Bevan agreed that the
SEAN training should be shortened from two years to one, with a
second year of supervised practice before enrolment. It was also
agreed that their training should not be restricted to the chronic sick
but could be given at any approved hospital. This was a manoeuvre
to try to increase recruitment which up to then had been minimal.
The GNC continued to be most anxious to retain the roll.

The years 1948 and 1949 were very much taken up with considera-
tions of the forthcoming legislation. The GNC badly wanted some
control over post-registration training: if the supplementary parts of
the register were to be closed — and it was envisaged that those for
fever and tuberculosis nurses would be — there would be a problem
with those nurses who had only their specialised training. As it was,
the GNC had no power to organise, examine or give certificates

except by first prescribing additional parts of the register and then
making new rules. The Council was against anyone qualifying in a
limited branch of nursing and would have preferred a system by
which nurses could take their general training first and then move on
to a special training.

The Ministry wrote to them in February 1949 confirming that it
did not intend to deal with that problem in the Bill. During the
passage of the Bill, an amendment was introduced in the House of
Lords, to allow the GNC to authorize post-registration qualifica-
tions, but it was later withdrawn at the request of the Government.

Later in 1949, the GNC began discussions about what level and
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what subjects taken for the new General Certificate of Education
(GCE) should be accepted as a minimum, if and when this might be re-
instated. The GCE examination was about to replace the School Cer-
tificate. There were two levels of GCE examination, the ordinary level
(‘O’ level) and the advanced level (‘A’ level). The former was a school-
leaving qualification and the latter was the university entrance level.

The GNC members and staff were obviously not completely
familiar with the ramifications of the new examinations and sought
the advice of the Association of Headmistresses. They asked two
specific questions: could certain GCE subjects exempt candidates
from part I of the preliminary examination and, secondly, what
GCE subjects should be accepted as a requisite standard of educa-
tion for entry to nursing in place of the School Certificate.

During these discussions, a curious misunderstanding occurred.
The GNC failed to realise that the GCE subjects could be taken
serially, unlike the School Certificate which was taken as a con-
solidated examination. It is not clear whether the headmistresses
explained this to the Education and Examination Committee with-
out making the significance clear, or whether they were so familiar
with the arrangements that they took them for granted. It may have
been that they did not understand this arrangement themselves.

With regard to the first question posed by the GNC, many girls’
schools had been giving pre-nursing courses to their students and
preparing them for part I of the preliminary examination which
could be taken at school. It was agreed between the GNC and the
headmistresses that this practice could continue and that anatomy,
physiology and hygiene would cover part I requirements.

In the second question, the headmistresses explained that they
considered that the GCE would be of a higher standard than the
School Certificate. They were anxious that the GNC should not
demand more than two subjects, including English. The GNC
wanted three subjects, including arithmetic. The headmistresses
countered that it was unlikely that arithmetic would be available as a
separate paper and, anyway, the standard would be higher than the
GNC needed. Besides, even if the girls only took two papers, they
would have been prepared to GCE level in at least five subjects.
This later proved to be untrue. Eventually it was agreed, on that
basis, that the GNC should require a minimum of two passes from
history, geography, religious knowledge and, compulsorily, English
literature or English language.

The matter was again raised with the Association of Head-
mistresses in 1952. During the interim period the GNC had been
asked to widen the list of subjects which they would accept. As a
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result the GNC and headmistresses jointly agreed that two ‘O’ levels
would be required, one of which should be English (or Welsh)
language and that a certificate should be furnished by the headmistress
that the candidate had satisfactorily completed a five year grammar
(later changed to secondary) school course during which she had
reached a satisfactory standard in at least five other subjects.

When it eventually turned out that not all school leavers would be
prepared to take five subjects and that each subject could be ex-
amined serially, the GNC found that they had accepted a much
lower level of entry qualification than they had intended.

In 1950, the GNC received an interim report from the National
Institute of Industrial Psychology. They had tried out a test of
general intelligence and educational attainment on 2,376 student
nurses, including some 128 overseas nurses and 155 males. The test
had been followed up between six and fifteen months later by a
verbal report from the respective matrons which was based on the
subjects’ ward reports, marks obtained at the preliminary training
school and other observations. Reports for 93 students had not been
obtained: it was thought that some of the subjects might have
discontinued training but the Institute warned that there might be a
possible distortion of results as a consequence.

The matrons’ reports posed the problem of assessing subjective
judgments since no common standard was used. The comments
tended to be contradictory and unreliable: a student described as
‘brilliant’ at one stage had subsequently left ‘because she could not
make the grade in theory’. Very few of the subjects had yet sat for
the preliminary examination, normally taken at twelve months.

The reasons reported for the students’ leaving were intellectual
inferiority, unsuitability, health or vague and extraneous reasons.
The scoring distribution was as follows:

Score Number of students
200-215 5
180-199 39
160-179 106
140-159 195
120-139 364
100-119 425

80- 99 398

60- 79 334

40- 59 230

20— 19 112

0- 39 _ 40
Total 2248
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The Institute had felt it necessary to treat the foreign students
separately.
Taking 40 as the critical score,

5 per cent of candidates would have been eliminated,

10.9 per cent of candidates who left between 6-15 months would
have been eliminated,

5.8 per cent of candidates who had remained would have been
excluded.

The percentage of each score who had discontinued was as follows:

Percentage

Score discontinued  Original total
0-9 75 12
10-19 51.4 23
20-29 39.8 48
30-39 33.3 61
4049 30.6 85
50-59 29.7 118
6069 27.9 133
70-79 25.6 187
80-89 25.6 193
90-99 24.9 178
100 and over 21.7 1084

The results were still indeterminate and a further report was
promised.?®
It was received in June and reported that:

2,221 tests and reports had been made (excluding foreigners)
1,041 subjects had taken the preliminary examination.

There was no further news, on this account, of 610 students.

570 (21 per cent) of the total 2,221 had discontinued,
1,541 (74.3 per cent) continued in training.

The Institute had decided not to use the matrons’ reports in their
main analysis as they were not sufficiently reliable although they had
been useful in augmenting the data on those who might have been
rejected as a consequence of the screening.

On the whole, the value of the screening tool showed a slight
correlation between continuity of training and success in the pre-
liminary examination: less so for continuance, more so for success in
the examination. No detailed examination of the top 60 per cent of
candidates had been made.
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Taking 40 as the critical score, after screening there would have
been a 3.5 per cent loss of candidates who had passed part I of the
examination or 3.4 per cent of those who had passed both parts of
the examination. On the other hand, the Institute reported, screen-
ing would have eliminated 20.9 per cent of the examination failures
and 12.6 per cent of those who discontinued.

Naturally, the higher the critical score was set, the greater would
be the number of candidates who were successful in the examina-
tions and who continued their training.

In the graph which accompanied the report, the critical score
appeared to be 45-50 where the success rate made a marked upward
curve. The Institute evidently considered that 40 would be an
economic and satisfactory point but the GNC decided to set it at 35.
Council also agreed with the Institute that the tool would make a
satisfactory test for recruits and proposed to recommend it for
universal use.

When this was discussed at the meeting of the General Council the
Ministry representative, Mr Milne, raised strong objections to the
proposal that the test should be instituted on a national level and
suggested that it should be offered to authorities on a voluntary basis.

The Institute was concerned that its haphazard use might make
the test unreliable. In the end, it was agreed that it should be made
compulsory for all candidates without formal qualifications but that
it should also be phased in over the period of a year. The Minister,
though, continued to refuse to allow its mandatory use until he had
seen the Institute’s final report.?°

The Minister received this in May 1951 but it was not until
February 1952 that he got around to writing to the GNC to say that
his study of the results had demonstrated that he still could not

agree to the return of the minimum education level. He asked that
any discussion on the matter should be deferred for at least a year.
In the light of this the Education and Examination Committee asked
the National Institute to make a further analysis of the data incor-
porating that which had been collected since June 1950.%'

The last report was received from the Institute in the autumn of

1953. They had analysed the results through to the state finals and
provided an up to date record of discontinuance:

48.3 per cent had continued to the final examination,
13.7 per cent were still in training,

38.0 per cent had discontinued, and of these,

25.8 per cent before the preliminary examination,
12.2 per cent after.
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The Institute confirmed that the relationship between the test score
was significantly positive: the higher the score, the higher was the
percentage of successful nurses and the smaller was the proportion
of failures.

If the critical point was taken as 30, this would reject 10 per cent
of the failures; the test would help to eliminate the majority of those
candidates who, for one reason or another, would be unable to
compete satisfactorily.

The Education and Examination Committee recommended to
Council that the Minister should be asked to allow the test to be
adopted experimentally for two years. Council wondered if it would
be worth all the time needed to use the test for each candidate if the
pass mark were set only at 30. But the Education and Examination
Committee was supported by the Mental Nurses Committee who
also hoped to use it, and the Minister was again approached. Again,
the Minister refused; this time on the grounds that the test would
not be suitable for general use by the hospital authorities.”” The
Minister’s letter was dated in December.

The timing of Iain Macleod’s refusal is rather strange since he had
received, in November, a report from the National Advisory
Council on the Recruitment of Nurses and Midwives. This council,
it will be remembered, had published quite a comprehensive set of
reports in 1945, backed by a range of statistics unusual at the time
since there was no central collation of data. For the purposes of this
report, it had continued its survey of nurses, concentrating on
student nurse wastage between 1948-1953.%

The GNC had allowed the council to use its student index and the
study had included 18,000 entrants of all categories. The report
. showed that:

46.3 per cent (8,350) had passed the final examination,
38.2 per cent (6,900) had terminated,
15.5 per cent (2,800) were still in training.

Of those who had terminated

3,800 left in their first year
1,800 left in their second year
1,000 left in their third year
300 left in their fourth year

Approximately 15 per cent had left for educational reasons.

The wastage rate was lower than the figure given by the Wood
report in 1947,
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The highest number of leavers were under 18 years;
the lowest number of leavers were over 26 years.

The report concluded that the best age of entry was 18 years of age
and found that a substantial number of candidates had left after four
years, having either failed the final examination or failed to sit it.

The figures showed that about 31 per cent of students left by their
second year during which time they should have taken their pre-
liminary examination. Assuming that those remaining after the
second year stayed to take the final examination, 10.48 per cent of
the remnant failed or failed to take the final examination.

The Minister was evidently not impressed by this evidence; or
success in completing their training was not his prior interest. His
comments on the matter were few and not very revealing. All he
had to say was that whilst the work in hospitals was increasing, there
was also a ‘notable increase’ in the numbers of nurses and the
number of staffed beds. But there was a shortage of student nurses
and the numbers had declined since 1951.2* His ‘notable increase’ in
the numbers of nurses related only to untrained nursing staff: the
numbers of trained nurses were being more and more diluted.

In fact, the Royal College of Nursing was complaining that un-
trained nurses were being employed as staff nurses and were giving
out drugs. The College was also convinced that the Ministry and
NHS authorities were more concerned with recruitment of student
nurses for labour than they were with the training and final qualifi-
cation of these young recruits.® Many of the recruits to nurse
training were so educationally unfit that they were reported as being
unable to calculate drug dosages and lotion dilutions.?® The College
had vigorously supported the GNC in its efforts to reinstitute the
entrance test but had been equally rebuffed:

. the Minister admitted that there was some apprehension
among Boards of Governors and HMC:s in the effect on staffing if
such a test were introduced.?’

The College was consequently very supporting when the Florence
Nightingale Memorial Committee funded a research project, in
collaboration with the Dan Mason Research Fund, to investigate
basic nurse education, methods -of training and nursing
techniques.?®

In 1954 the GNC again decided to approach Iain Macleod about
the use of the test devised by the National Institute of Industrial
Psychology. At the meeting the Minister confirmed that his primary
concern was staffing the hospitals and that the standard of training
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was only a secondary consideration. He did not consider the In-
stitute’s test suitable and reported that its use was meeting with the
greatest opposition from the hospital authorities who were re-
sponsible for staffing their wards.?

The College Council received reports, at the same time, that
many matrons were under considerable pressure by their HMCs to
recruit even unsuitable candidates; included amongst these were
overseas recruits who were barely literate and could hardly speak
English.3¢

In the meantime, there was a desperate shortage of nurse tutors
and a committee set up by the GNC, the Ministry of Health and the
Department of Health for Scotland had found that whilst there was
no real shortage of recruits for tutor training, many of them were
educationally unfit and others were put off by the poor quality of
students whom they would have to struggle to teach. Conditions for
tutors were also considered to be poor and they were allowed little
scope in their work since the attitudes of the hospital authorities
were hostile to nurse training.?! In desperation the GNC deter-
mined to disseminate the test to hospitals for their voluntary use.?
In 1956 they raised the pass mark from 35 to 40.

No one, except possibly the GNC, even bothered to deny that the
practical training of student nurses was poor in the hospitals. There
was so much evidence to substantiate this, and the lack of involve-
ment shown by most hospital authorities — as well as the Ministers as
they came and went — was so manifest, that it became an accepted
fact in the NHS.

The Wood report had criticised nurse training in 1947. The
several reports of the Horder Committee had been equally critical.
In 1953 the Goddard report ** found that work allocation in hospital
wards depended very much on the number of student nurses and
domestics available to do the jobs. It concluded that theoretical
considerations about what practical work student nurses should be
doing in each year of training had to be abandoned when the
balance of the various grades and types of staff altered. It found that
there was little formal teaching on the wards for the students who
learned more from each other than from the trained staff. They
seldom had an opportunity to study the patients’ case notes. There
were many complaints from students about the inadequacy of their
ward experience, although they formed the bulk of the labour
available for the work. They were students in name only and train-
ing was subordinated to service needs.

At the time, the GNC defended the position by affirming that
student nurses needed to perform repetitive duties in order to
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develop their skills. In addition, the GNC claimed, students had to
be given time to do the more mundane tasks in order slowly to
develop a sense of responsibility.

But in 1957 another report, also produced by H A Goddard, was
published under the auspices of the area nurse training committee of
the South East Metropolitan RHB.?* The later report found that
there was a wide variety of patterns and policies in the several
hospitals that it had studied for the allocation of nurses for ward
experience: it could find no common factor by which to measure the
quality of nurse training except, in the end, by examination results.
Although there was a tendency to build up the student’s experience
from ‘basic nursing’ to ‘technical nursing’ over the three years of
training, the major factor was the day-to-day staffing situation.

The GNC did not lay down minimum requirements of practical
instruction and experience but published schedules of techniques or
activities. Some students had not received instruction in more than
half of these prior to taking their preliminary examination, or in
more than one third of those required before taking their final
examination. Practical instruction on the wards was almost non
existent and there were unequal periods of experience in the
different specialties. Only 13 per cent of the students’ time was
given to theoretical teaching which the tutors and students all con-
sidered inadequate.

The report concluded that, without doubt, the training arrange-
ment for students was subordinated to service convenience. The
report also published a number of comments by student nurses
which were almost universally unfavourable and sometimes quite
bitter.

The GNC then felt obliged to agree that some changes should be
made, specifically to the way in which records of practical ex-
perience were kept. They again defended the use of student nurses
for repetitive duties and considered that some of the tasks which
Goddard had described as non-nursing did have a nursing
component.

Council also agreed that some thought should be given to evalua-
tion of the training received by the students, and that some way of
combining theory and practice should be found.

In ten years, since the Wood report, the findings and criticisms
had not changed much, nor had the syllabus.

It may be of some interest, at this point, to review the published
views on nurse education made by members of the profession.
Nurses were not notably vocal in their professional journals until the
late 1950s; the published views cannot be taken as representative,
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therefore, but they do offer opinions which may be contrasted with
those of the nursing institutions.

In 1955 Joyce Akester wrote a paper which discussed the educa-
tion of the nurse. She complained that nurses were losing status
compared with other professions and quoted the World Health
Organization’s third report of the Expert Committee on Nursing.
This had said that nurse education should be established on a sound
basis which, in Britain, would require a university education on the
same lines as other professions. Akester considered that there
would not be enough secondary school girls available for all nurses
to receive this level of training. There was, she said, an anti-
education prejudice in the profession and an over-emphasis on
practical training. Consequently, she proposed a two-tier system for
the practical nurse and for the advanced nurse. For the latter, she
argued a case for a four-year integrated form of training but feared
that there would be difficulties in funding these courses.>*

In the following weeks, there was a commendable amount of
response to Akester’s paper. At first there was support for her
views, specifically her proposals for university based courses. But on
23 September Lilian M Darnell complained of Akester’s use of the
doctors and social workers as comparisons. She cited the Inter-
national Council of Nurses’ paper The Basic Education of the Nurse
which had described nursing as ‘a separate profession with its more
distinct functions and organisation’. She thought that nursing’s pre-
occupation with status was dysfunctional and that a university
degree or a School Certificate would not impose prestige where it
had not been earned by the individual.

Darnell did, however, agree that there should be two groups of
nurses, the leaders and the basic nurses but emphasised that there
should be an open system. Only the potential leaders should have a
university education but whatever changes might be made should be
designed for the improvement of the service rather than for status
reasons.>®

A few weeks later Akester returned to the attack at a public
health section meeting when she complained that nursing leaders
were insufficiently educated. She considered that the basic training
of nurses was defective and that there were too many chiefs [SRNs]
but not enough Indians [SEANSs], the basic workers. Her message
was that the basic nursing course should provide the all-purpose
nurse who did not require supplementary training and that training
was confused with experience, hence the unnecessarily long three-
year course.’ Other nurses appeared to agree that they lacked

prestige compared with their colleagues in the hospital team.>®4
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At the joint conference of the Association of Hospital Matrons
and the RCN Sister Tutor Section, the views expressed by matrons
and tutors remained rather bland and non-specific. Most comments
generalised the needs of all nurses although they accepted that a
wide range of skills and abilities was required. The exception to
these conservative views was Miss M Houghton, the education
officer of the GNC. She anticipated the need to revise nurse educa-
tion in the light of rapid developments, new nursing functions and
new responsibilities. She considered that all forms of nursing would
require specialised preparation.’’

This was, perhaps, the first official intimation of a change of
philosophy which moved from the all purpose nurse to the basic-
plus-specialised training concept. It will be noted, however, that
these views were not reflected in the proposals made by the ad hoc
committee in 1957 (see page 108).

In October 1956 the RCN published a major policy document,
Observations and Objectives, which sought to build on the Horder
report now some ten years old. The preamble explained that the
policies set out aimed to be realistic rather than idealistic. It called
for both horizontal and vertical expansion: it described a team of
nurses led by a “fully qualified leader’. The SRN was to be the leader
and the enrolled nurse was to be ‘the stable element in the team’.
Learner nurses (the term included both pupil and student nurses)
were to be part of the team only in so far as their training required.
The vertical expansion would demand increased educational
opportunities including university qualifications in teaching and
administration.

Part III of the RCN publication reiterated the need to reduce the
numbers of registered nurses and increase the pupil intake. The two
trainings would need distinct standards of admission and methods of
recruitment. The return of educational qualifications would be
necessary, as would post-registration training, for specialists and
leaders.®®

At a conference to discuss Observations and Objectives RCN
speakers explained, again, the ideas underlying the model and Miss
Houghton discussed international trends in nursing. She seemed to
be introducing what has since become known as ‘situation learning’
and suggested that classroom teaching should be subordinated. She
reminded the audience that the 1953 WHO conference in nursing
education (Technical report series No 60) had worked out a graded
pattern to afford a progressive series of learning situations which
were calculated to teach the student how to meet the needs of a par-
ticular patient. She also repeated the Wood report’s recommendation
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for independent schools of nursing so as to separate education from
service needs.>

Other correspondents in the nursing journals were complaining,
at this time, of poor bedside nursing, too much ‘technical nursing’
and too many specialised techniques.

The doctors, too, became embroiled in the debate. The British
Medical Journal was against degrees in nursing unless it was for
clinical nurses to advance the practice of nursing. It was fearful that
an élite of teachers and administrators would be out of touch with
the ordinary working nurse.*’

Dr Ritchie Russell wanted only one grade of nurse, that of the
enrolled nurse.*!

Dr Thomas Anderson was concerned that an élite of nurses would
result in patients being nursed by aides and auxiliaries. He con-
sidered that much of the training of student nurses was more appro-
priate to junior doctors. He was particularly incensed because he
and his medical colleagues had recently been displaced by nurses as
lecturers in the school of nursing. He called for another Lancet
commission to ‘allow the medical profession to redefine in the terms
of the 1950s the kind of nurse this country requires’.*?

Dr Ronald Macbeth observed that the academically oriented
American nurses spent most of their time at their desks:

Many of us have noticed with concern a growing lack of accept-
ance by senior members of the nursing profession that they
belong to an auxiliary service which must be subordinate to the
doctors and which cannot have an independent existence.*

There were other letters, many of them very sarcastic, about
higher educational standards for nurses. Some, taking their perspec-
tive from the other side of the Atlantic, anticipated that patients in
Britain would be abandoned by a nursing élite to the care of
untrained staff.

Nursing Times commended the fair, constructive and encouraging
editorials from both medical journals but regretted that the corres-
pondents had not, apparently, first studied Observations and
Objectives. The editor asked these critics if they would disagree with
the WHO report that the kind of nurse needed was

one who is prepared through general and professional
education to share as a member of the health team in the care (if
the sick, the prevention of disease and the promotion of health.

It will be observed that there were two principal groups of
opinions and a major misunderstanding about the term ‘leader’. The
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RCN used the term to mean leader of the ward team, the ward sister
or staff nurse type of figure who would direct and supervise the care
of patients given by their nursing team made up of basic nurses.
Other critics took the term to mean administrators and teachers, or
nurses removed from the patient care setting.

Opinion was generally divided between those people (including
doctors and nurses) who wanted a single level of qualified nurse who
was broadly competent and skilled in basic nursing techniques, and
others who recognised the increasing complexity of medical regimes
and technology and realised the need for nurses with intellectual
attainments that would allow them to support doctors in these, or to
assume some of the established medical routines.

There was a very small third group of people who recognised, but
could not specifically describe, the growing complexity of nursing as
an occupation in its own right. Social changes and the patients’
enhanced expectations, as well as a better understanding of
psychology and sociology, were making the work of nurses more
demanding and more complex. But this trend, although it was felt
by some people, had not been articulated. It was not until the
nursing process was described in the 1970s that the change in nurs-
ing could be specifically identified. (see chapter 11)

There was therefore confusion about the role of nurses and about
how the basic nurse and the more highly trained nurse should
function. The nursing process has offered greater clarity and has
allowed us to understand that the advanced nurse, or nurse leader,
should diagnose patient needs and plan nursing care whilst the basic
nurse may carry out the nursing care plans. This provides for a
highly trained nurse to have a valuable function in patient care: it
also provides for fewer of these nurses but a greater number of basic
nurses. Surely a more effective and economical use of all levels of
staff.

Late in 1957 an ad hoc committee including the GNC’s Education
and Examination Committee, the Association of Hospital Matrons
and the RCN Sister Tutor Section made proposals for revised con-
ditions of approval of hospitals for nurse training purposes. Two
papers (A and B) were drafted.

Paper A included a lengthy discussion on the current problems of
nurse training and the solutions which the ad hoc committee con-
sidered to be desirable. It set out a fresh basis for training registered
and enrolled nurses and proposed a reversal of the relative numbers
of these two grades.

It recapitulated all the difficulties that nurse training had ex-
perienced over the past years, the difficulties of some hospitals in
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providing enough clinical experience of the right sort, the lack of
recruits with a satisfactory educational standard and the paucity of
recruits for nurse tutor training. It reiterated the need to reintro-
duce a minimum education standard and repeated the findings of
reports that many nurses were academically unfit for student nurse
training. It made the point that only Britain, Luxembourg and
Northern Rhodesia did not require a minimum level for nurses.

In discussing the preliminary examination it reported that many
students had no hope of passing this; it was a waste of time and
money (as well as disconcerting for the tutors) to try to push these
people through. Most of these students would be much better taking
pupil nurse training and would make much better nurses at that
level. Many people considered that the examination was out of date
as it militated against patient centred teaching. They thought that a
system of continuous assessment followed by a more comprehensive
final examination would be preferable.

Some people still felt, as the Wood working party had, that a
single portal of entry was preferable and that training should last
two years with a third year of supervised practice before registra-
tion. Against this opinion was the problem of mixed abilities and the
probable frustration of the more able students. Many of the best
training hospitals would resist this model and, in addition, there was
the problem of winning international recognition for British nurse
training.

The ad hoc committee considered that a two-tier system would be
preferable with more pupil nurses and fewer student nurses.

For the future, the committee wanted to see a raised standard for
both registered and enrolled nurses, better selection and guidance
into the two forms of training and better preparation for service in
any field. In order to achieve these, the committee proposed to
revise the existing conditions of approval of hospitals, raise the
minimum standard of entry, effect a reduction in the number (but
an increase in the size) of schools, make better educational use of
the first eight weeks of preliminary training, look at the possible
elimination of the preliminary examination and try to have more
pupil nurse schools. Given these aspirations, they set out their
minimum conditions for approval of training hospitals in their
second paper.

Paper B set the minimum number of beds at 300 in addition to
provision of necessary departments. There should be adequate
clinical experience, which the paper described; there should be an
approved curriculum of training and clinical instruction; there
should be at least one registered nurse tutor who should have
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enough assistant tutors and clinical instructors. The ratio of tutors to
students should not be below 1:50. Amongst the other provisions,
the committee stipulated that the school should have no fewer than
100 students with an annual intake of 35-40.

The GNC approved the report and sent it to the Association of
HMCs, the RCN, Ministry of Health and area nurse training com-
mittees.>

The tone of this paper was remarkably firm and gave opinions and
clear indications which had not been evident in previous GNC
reports.

The paper put forward a model for training which was to shape
nurse education for many years to come, possibly until the new
model put out by the United Kingdom Central Council for Nursing,
Midwifery and Health Visiting during 1982. It is doubtful, however,
if the GNC ever fully understood or appreciated the full implica-
tions of the changes it was proposing. It is fairly clear, too, that
neither the professional organisations nor most of the nurses them-
selves understood what the model would effect. They saw only the
explicit changes that the ad hoc committee proposed and failed to
perceive the implicit changes in their implications. Once again, too,
the profession took each separate proposal and debated it as a
discrete matter: they failed to treat the proposals as a rational,
integrated package. This was, and appears still to be, the only way
in which nurses were able to deal with policy making.

Taken as a model for the future, the paper proposed a two-tier (or
three-tier if nursing auxiliaries were included) system of nursing.
The SRNs would be the leaders of a team — the ‘officers’ suggested
by the Horder report — and the SEANs would be the ‘other ranks’.
This would have restructured the nursing service as well as nurse
education. If it had been implemented, it would have been a more
economical use of nursing and educational resources and would
have opened out a career structure for clinical nurses, which was
lacking at the time. It could also have developed a leadership for the
profession which did not become available until the implementation
of the Salmon report.*

The paper depended heavily on the reintroduction of a minimum
educational standard for student nurses. Whilst this was missing,
there was no reason for recruits to elect for pupil nurse training
which lacked prestige, since they could just as well take student
nurse training. SEANs had a very limited career structure but SRNs
could progress through the hierarchy if they so wished.

The paper also had four major deficiencies. There was no clear
distinction in the training standards between pupil nurses and
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student nurses. Even given the return of an educational test, the
theoretical (or academic) training of student nurses was considered
to be necessary only in so far as might be required for them to learn
procedures. The profession persisted in its anti-education senti-
ments and in its insistence that nurse training had to be practically
based.

There was no clear differentiation between the role and function
of the SRN and the SEAN. Since the ad hoc committee had failed to
perceive the implications of its proposals, they failed to make this
distinction and to work through the significance of their ideas.

The paper implied a new service structure but this was not made
explicit. If there were to be officers and other ranks, there would
have to be some form of team nursing and the hospital authorities
would have to be involved in the reorganisation of their nursing
structure. Failing this, SRNs and SEANs would lack recognisable
roles and hospital authorities could employ either level as they
preferred. In fact this happened and later investigations into nursing
were unable to determine any difference between the work or skills
of SRNs and SEANs. 46

Lastly, the paper described two distinct levels of nurses (which
already existed) but failed to discuss the possibilities of the SEAN
moving up to the SRN level. It also failed to deal with the profes-
sional development of SRNs for specialist work or, even, with
building on their basic training. The nursing organisations were still
stuck in the groove which believed that the SRN qualification pro-
vided the basis for all nursing with one or two notable exceptions. In
other words, there was an element of stasis in the model for both the
SEAN and the SRN; instead of visualising these qualifications as the
starting point for further training and development, the ad hoc
committee saw them as the final goal.

There was general approval for the proposals: the ANTCs
seemed to like them as did the RCN. The College would have
preferred a higher educational requirement than the two ‘O’ levels
specified by the paper.

The Ministry agreed with the plans to cut down on student nurse
schools and increase those for pupil nurses; they also agreed with a
revision of the system of training but they would not agree to a
minimum educational level until the conditions of approval (Paper
B) had been completed.

The GNC and the RCN pointed out that the whole scheme
depended on the educational entry requirements and could not
work without it. The Ministry would not budge.

The Education and Examination Committee therefore proposed
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that the test should be applied from 1 January 1959 but that, for two
years after, schools need not reject candidates purely on the results
of the test. Hospitals and schools were notified of this. The com-
mittee also proposed that the revised conditions of approval should
be effective from 1 January 1962 for existing schools. It wrote to the
Minister, quite firmly, advising him that the GNC ‘intended’ to
enforce the test (as an alternative to two ‘O’ level results) and hoped
that he would “assist’ them by circulating hospital authorities at the
same time as the GNC published its plans.*’

In December, the Council heard that the Minister had agreed to
the GNC intentions but wished first to discuss them with the hospital
authorities.*®

The Ministry and regional authorities met together to discuss the
training proposals in January 1959 but no report of their discussions
is yet available. There had been a report from the National Con-
suitative Council on Recruitment of Nurses and Midwives late in
1959 which confirmed that an important factor in student wastage
was the educational unsuitability of the candidates.** This report
may well have helped the Minister in these discussions. There was
no further movement until June. In July, the Minister finally con-
firmed that he would allow the test to be reintroduced with effect
from 1 July 1962. In September, Council received a post scriptum
from the Ministry to say that the educational standard would only
apply to general students: no standard would be applicable to
mental nursing students. There is some evidence in Council’s
records to make it seem possible that the Minister had reneged
on the as%reement which the GNC had always intended for ail
students.

The statutory instrument was laid before Parliament in April 1960
and in spite of a complaint that it did not include mental nurses, it
was successfully carried.

Some late findings of the voluntary use of the test were reported
to the GNC in July 1960:

Grade Score % completing % discontinuing
A 113-167 67.9 259
B 92-112 64.2 31.0
C 61- 91 59.4 33.7
D 41- 60 38.6 50.3
E 40 or less 33.3 59.5

The Education and Examination Committee wanted to set the
critical score as high as possible but feared that by being too
ambitious they might risk the compulsory implementation of the test
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which could still not be imposed until 1962. They agreed to make a
middle D (a score of 50) the cut-off point on the understanding that
this minimum could be raised later and that hospitals would be free
to make their own levels higher if they so chose.

Another consideration swayed them: all nursing groups were very
disappointed that the mental nurses could not be included in this
new rule. They felt that their status would once again be depressed,
that the level of their training must suffer and that a minimum
entrance level would stimulate recruitment in both numbers and
quality: all the studies had demonstrated this in the general field. It
was remarkable that the hospitals who set the higher selection
criteria had the least trouble in recruitment. If, therefore, the GNC
criteria were not too high, the mental hospital authorities might be
more easily persuaded to adopt them in the future.’!

In fact, some mental hospitals were already using the test volun-
tarily and in 1961 the GNC made a survey of their results. A
questionnaire was sent to 119 hospitals recruiting female staff and
117 returns were received. Eighty hospitals used the test and some
others used it partially. Nine others used another type of test, most
requiring a higher level than that of the GNC.

One hundred and twenty hospitals recruiting male staff were also
surveyed and 116 replies were received. Seventy-five used the test;
many others used another type of test or used the test as a part of
the selection procedure. Most required a higher score than the GNC
minimum. A similar picture was presented by hospitals for the
mentally deficient. On the basis of this information, the GNC
decided to make another approach to the Minister.>

The Minister was adamant that he could not allow any educa-
tional standard in the mental field until an alternative training was
available for enrolled nurses. It was not until 1964 that the GNC was
finally permitted to widen training for the roll to include pupil nurse
schools in mental hospitals. In the same year the minimum educa-
tional standard for mental nurse recruits was promulgated to take
effect from 1 January 1966.

There remained the matter of examinations. In some years there
had been complaints about these in terms of their content and their
marking. Their questions had been criticised as being too medically
oriented. ‘Give the signs and symptoms of a peptic ulcer’, or ‘Out-
line the treatment that might be prescribed for a patient suffering
from a peptic ulcer’. Doctors who helped to mark the papers con-
sidered that a nurse’s understanding in these matters must be too
superficial to be of any use. Nurses marking the papers were some-
times criticised as being out of date in their knowledge. Other
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nurses considered that examinations should test nursing rather than
medical knowledge. A further problem had arisen because of the
time that was needed to mark the essay-type answers and the dis-
parity between the many examiners’ standards.

Miss Houghton, the GNC education officer, retired at the end of
1959 and was asked to stay on to undertake a study into the method
of examining student nurses and the syllabus of training.

In September 1960, an experimental use of objective tests, with
some additional conditions, was discussed and in 1962 changes in
the final general examination were introduced.

The new syllabus was prepared during 1960 and 1961. It antici-
pated the forthcoming changes in conditions of approval of training
schools and the reinstitution of a minimum educational standard
and was introduced experimentally in 1962.%

In the meantime, many nurses, including the RCN, were thinking
that nurse education was in a mess and needed a fundamental
change. The new syllabus and examinations could only make minor
improvements but would not resolve the growing problem of the
respective roles of the SRN and SEN.>* In 1959, the College set up a
working party on nurse education to prepare a fresh policy for nurse
training.

The College had reviewed existing training schemes in all their
diversity and found it difficult to give precise meanings to terms such
as ‘basic training’, ‘integrated training’, and ‘comprehensive train-
ing’ as these varied from one school to another. They thought that
there was a need for a better level of registration in all parts of the
register and for a more discriminating selection of candidates. They
also considered that there would be a need for one common first
level training with further specialist training, but they felt that other
options should be considered.

The current system of specialist training was not sufficiently
flexible to allow a response to rapid advances in medical and scien-
tific knowledge or changing patterns of disease and need.>
The form taken by current specialist training did not allow much
mobility and overlap between areas; much of it was not under
professional control and, often, the several trainings seemed to
duplicate or repeat elements already included in the basic training.
The College considered that a system should be devised in which
blocks of training could be built on each other.

There must also, the College thought, be a better understanding
of how the SEN and SRN could work together as a team rather than
as alternative forms of nurses.

After a certain amount of work by the working party, Council

114




THE MINIMUM EDUCATION LEVEL

decided that the College should set up a prestigious, multi-
disciplinary committee along the lines of the Horder committee. In
1961 they were able to announce that Sir Harry Platt, emeritus
professor of orthopaedic surgery at the University of Manchester
had agreed to be the chairman of the committee on nurse education.
The first meeting of the Platt committee was in February 1962 and
the Platt report was published in 1964.

For thirty years the Ministry of Health blocked the profession’s
attempts to revive a minimum education standard for nurse
recruits. In the early days one might have sympathised with the
common sense view that it would depress recruitment. But the
strength of this opinion was diminished and exposed by research
findings and we need to ask what other reasons there may have been
for the Government’s intransigence.

It will have been noticed that the problem was interwoven with
other considerations. After the period covered by this study, it
became clear to some people that a resolution of the problem of
educational standards would dispel the other factors: they were not
so much interwoven as dependent. With hindsight, we may under-
stand that the educational standard was the single most influential
factor in the history of nursing after the second world war.

Between 1948-1961 there were six Ministers of Health.>® From
1948 to 1950 the Labour Party was in power; for the remainder of
the period the Conservative Party was in power. Their policies for
the NHS differed but the nurse staffing situation was always difficult
and their treatment of the problem was consistent.

There seem to be four areas that may usefully be discussed: the
value attached to nurses, the lack of differentiation between the
functions of the SEAN and the SRN, the insistence of the profession
that nursing must be rooted in a practical training and the concom-
mitant anti-education ethos expressed by the profession.>”

Prior to 1948, whilst the form and structure of the new health
service were being widely discussed, the nurses were not considered
as significant and they were not included in early consultations. It is
true that several nursing organisations insisted on offering their
opinions but there is little evidence that much notice was taken of
them. The 1944 White Paper which set out the Government’s plans
for the NHS gave a single sentence to nurses: it said that a district
nursing service should be available freely to all patients in the
community.

In 1948, Aneurin Bevan showed a surprising degree of goodwill
towards nurses when he drew up draft proposals for the forthcoming
Nurses Bill. He offered them independence for nurse training and
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suggested a system which would have allowed them control over
their own educational affairs. The negative reactions of the profes-
sion must have astonished and dismayed him and, after that
episode, there was no further sign of the same respect or willing-
ness to give them much rein.>®

The attitudes of the civil servants are difficult to estimate. What
evidence there is shows that they had little respect for nurses and
viewed them very much as ward labour. Their possible contribution
towards policy making was almost totally discounted.>® Nurses were
not welcome on HMCs and no plans to appoint regional nurses were
made in the original RHB staff structure.®® During the drafting of
the 1949 Bill there was an exchange of information between the
Ministry and the Treasury. If full student status were to be given —as
it was then intended — there would be financial implications.

T J Bligh, a senior officer at the Treasury, wrote:

.. . the effect would be that the hospital domestic staff would have
to be increased, and that the cost per bed (the over-all cost) would
by the amount of the wages for the extra staff be increased . ..
This seems to be rather a luxury in these days. Instead of learning
as they work, the student nurses will merely learn and somebody
else will have to do the work which was done by the student
nurses before they became students ... I regard the Bill with
misgivings.®!

At one point there was a chance that the Chancellor, on the advice
of his senior civil servants, might have vetoed the Bill because of the
difficulties of funding more domestic staff and the probable need to
pay more trained nurses if the wastage of student nurses were
reduced.

Another minute from L L H Thompson, in the Treasury, asked
what are the students going to do all day if they are not going to be
allowed to do domestic duties?

Will it be possible for any‘ student nurse to refuse to flick a duster
at the bedside table on the ground that this is domestic work from
which, by Act of Parliament, she is entirely free?®'

Aneurin Bevan had a hard fight before he could draw up his draft
legislation. When the profession rebuffed him he could under-
?tanﬁably have felt rather sore: the civil servants had had the last

augh.

The attitude of the regional and hospital authorities was similar to
that of the civil servants.”® They had the responsibility to staff their
wards and the nurses had always been their ward labour. If they saw

116




SN

THE MINIMUM EDUCATION LEVEL

nurses as being solely the carriers of bedpans and the flickers of
dusters, what need was there for an educational standard? If they
were willing to recruit students with minimal intelligence, why
bother to try for the better educated candidates? The Ministry
circular Nursing and Domestic Staff In Hospitals (1948) had set
the tone and had established the level for nurses. Given enough
repetitive training, an imbecile could give out a bedpan as well as a
grammar school girl and would probably be more amenable to
discipline and poor salaries.

The insistence of nurses that their training must be practical,
and their anti-education sentiments, only helped to emphasise the
attitudes of the authorities. Whilst the College and the GNC
declared the need for a better training, they were at the same time
saying that there should not be too much theory. There was little
appreciation amongst nurses that theory should form the basis of
practical skills: nurses were there to do what they were told, they
were not there to think. Nurse training was founded on procedures
which could be learned by rote: there was little attempt to teach by
principles. When some nurses began to campaign for better
educational standards their aim was to achieve a better social status
for nurses rather than a better understanding of nursing or higher
standards of patient care. For many people, education was for the
nurse administrators and teachers rather than the clinical nurses.
Whilst nurses talked about practical skills they remained unaware of
what these were: skills were for performing tasks rather than for
caring for the person of the patient, managing patient care or for
communicating. »

Given this anti-education sentiment, the emphasis on practical
training and the completion of tasks, there was very little that the
SRN could do which the SEAN could not do as well. The lack of
differentiation between the two grades further emphasised the
official attitude that nurses did not need to be educated. If you could
teach an uneducated girl in two years what it took three years to
teach a better educated girl why bother with School Certificates and
‘O’ levels? The only reason why student nurses were more sought
after than pupil nurses was that the former gave three years of
service whilst the latter gave only two years or, later, only one year.

The RCN was perfectly justified in saying that there was lack of
definition in terms such as ‘basic training’ or ‘basic nurse’. We have
seen earlier that there were many different understandings of the
term. Both Wood and Horder used similar expressions to mean first

level training for the general nurse. In addition, there was the .

SEAN who was a basic nurse and also the specialist fever nurses,
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cripple or orthopaedic nurses, tuberculosis nurses and so on. These
were basic nurses without general training, as were the mental
nurses. The Briggs report®* recommended a common core of first
level training for all nurses on which could be built modules of
further, specialised training. Not all nurses might take the further
modules and these would, presumably, constitute the basic nurses.
The point to be demonstrated is that the term ‘basic nurse’ has
become clarified as has the term ‘specialised training’. This has been
possible since the recognition that nursing is more than giving bed-
pans and flicking dusters and since the understanding that the
general nurse must be as much of a specialist (in medical, surgical
nursing, and so on) as are the mental, paediatric, district nurses or
health visitors.

Once the education test was returned, there was the beginning of
a differentiation, at least for selection of recruits.

The profession’s insistence that education or intelligence levels
were not totally the right objective criteria for selection further
muddied the waters. These feelings were obviously influenced
largely by Florence Nightingale’s antipathy towards examinations
for registration and further supported by their anti-education
emotions. The matrons wanted to retain control over their recruits
and preferred to rely on their own intuition.> They overlooked or
ignored evidence of their fallibility. Furthermore, many were under
considerable pressure from their management committees to fill the
available student places. An objective test would have undermined
their own positions in all these areas. In fact, even after the imposi-
tion of the minimum education level, many nurses continued to
complain that education and intelligence were not the critical attri-
butes and that reliability, kindness and motivation were more
important. It seemed to them, apparently, that intelligence pre-
cluded the more desirable factors or that these more desirable
factors were not compatible with education.

It was not until Scott-Wright®> and Pomeranz® reported the
results of their research that the profession appeared to abandon
subjective criteria and adopt educational criteria as a major
measure.

It may be of interest, finally, to show that the employing authori-
ties and the Ministry were mistaken in thinking that an educational
standard would deter recruitment. Apart from their contempt of
nurses and their lack of interest in the standard of care for patients
they ignored the psychology of potential recruits. The minimum
education level, when it was finally introduced, offered a certain
status to nurse training even though the level was set very low.
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The evidence shows that the Government was influenced by the
employing authorities and the doctors more than by the nursing
profession and research studies. It is quite probable that the poli-
ticians were influenced by their civil servants who had consistently
tried to restrain any attempts by nurses to develop the profession or
to improve working conditions. None of these parties demonstrated
any interest in the standard of care received by the patients: their
primary concerns were to achieve greater efficiency in the use of
financial resources and to nurse their patients as cheaply as possible.

After the introduction of the test more students were recruited
and there were fewer withdrawals. The GNC annual report for 1963
reported ‘a surge of applicants’ and the intakes were only limited by
the amount of money available for training. The same reaction was
evident after the reintroduction of the education test for mental
nurses.® The numbers of pupil and enrolled nurses also increased
but the ratio of SRN to SEN has not yet been reversed.

There were complaints after 1962 that the education level
required of student nurse candidates was not sufficiently high. An
increasing number of girls stayed on at school to take ‘A’ level GCE
examinations and many training schools set their criteria much
higher than the GNC minimum without prejudicing their intakes.

After 1948 the profession took 14 years to regain any entry
standard. The lack of an educational test did untold harm to
the occupation and its effects linger on. Many nurses in posts of
authority today were the recruits of the days of free entry. There
remains an anti-education ethos and graduate nurses are still
regarded with suspicion and considered to be more suitable for
administration or education in spite of much evidence to the con-
trary. The status of nursing was also depressed, particularly when
nurses were compared with other similar occupations such as
teachers and social workers whose vocational training was situated
in mainstream education institutions.

Probably, the most serious casualty of the post-war free entry
years was the development of nursing itself. Nursing techniques,’
procedures and regimes continued with very little change even into
the 1970s. Whilst other occupations were analysing their own work
and premises, nurses were locked into rituals. It is only recently that
nurses, too, have been able, and academically prepared, to chal-
lenge their own beliefs and sacred cows and to try to introduce much
needed changes.




Chapter 6/The mental and
mental deficiency nurses

Until 1948 the mental institutions were maintained by local
authorities under the central authority of the Board of Control. The
hospitals were subject to the control of medical superintendents
who were responsible for the business side as well as the medical
and nursing regimes. Unlike the general hospitals, the medical
superintendent had a hierarchical authority over his medical staff
who reported to him for their clinical work. The medical super-
intendent, then, was a very powerful person.

After 1948 the mental institutions were incorporated into the
National Health Service and became part of the general health
service of the country for the first time. Although the erstwhile
stewards of the mental hospitals became known as hospital secretar-
ies and reported to the group secretary, the medical superintendents
retained their clinical control and, in most instances, their adminis-
trative authority as well.

The first experiment in a mental nursing curriculum is cited by
Walk' as being in 1854. This was a course of thirty lectures,
primarily for officers and attendants, given by W AF Brown at the
Crichton Royal Asylum. ‘In these lectures’, Brown wrote,

mental disease was viewed in various aspects; the relation of the
insane to the community, to their friends and to their custodians
were described; treatment, so far as it depends upon external
impressions and the influence of sound mind, was discussed; and
it was attempted to impart attraction by illustration and narrative
and by examples from the actual inmates.

Walk pointed out that this curriculum was chiefly concerned with
human relations, and the methods of teaching included visual aids
and clinical demonstrations.

This was followed in 1870 by a letter, signed ‘Asylum Chaplain’,
in the Journal of Mental Science advocating the systematic training
of attendants. The suggestion was that the Medico-Psychological
Association® should issue a simple catechism embodying what was
required of an efficient attendant. Novices were to be tested and,
until they passed that test, they were to be known as probationers.

The Medico-Psychological Association published a handbook for
mental nurses in 1855. In 1822 Cambell Clark of the District
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Asylum, Bothwell, started classes for his nurses and was impressed
at the enthusiasm and self-teaching that these generated. In 1886,
Shuttleworth, at the Royal Albert Institution, reported that he was
giving his staff some elementary training. By 1888 classes were being-
held at Haywards Heath, Dundee, York and Morpeth.

In 1889, at their annual meeting, the association appointed a
committee to consider systematic training, examination and certifi-
cation of mental nurses. The committee decided that training should
extend over two years, to include ‘exercises’ under head nurses and
clinical instruction in the wards by the medical staff, as well as
lectures, of which only twelve were compulsory. Examination
papers were to be set centrally but their marking and the conduct of
the practical examination were left to the medical superintendent
and an assessor from another hospital.! The scheme was adopted in
1890.

In 1908 the curriculum was extended to three years and it, as well
as the fifth edition of the handbook also published in that year, was
‘arranged on speciously logical lines’. The syllabus and book both
began with anatomy and physiology and progressed through bodily
diseases (second year) to psychiatry and mental nursin% (third year)
‘after almost every other subject had been exhausted’.

Walk pointed out that this ‘unusual arrangement’ derived from
the imitation of the medical students’ course in general hospitals at
the time when there was considerable enthusiasm for approximating
the methods of the asylum to those of the general hospital.?

At this period, general trained nurses were brought in as matrons
of asylums or, in preparation for promotion, as assistant matrons. In
many instances, especially in Scotland, they were given charge of
both male and female patients. Female nurses also began to take
over the nursing of male patients.

The shortage of male staff during the 1914-18 war led to a still
wider use of female nurses and by 1925 there were few hospitals in
which females were not nursing some male patients.

The RMPA was closely associated with the nurse registration
movement and at the select committee* Professor White and Dr
Shuttleworth described the nature and scope of its training and
examinations. The committee recommended that state registration
should be instituted and that the Medico-Psychological Associa-
tion’s examinations should be recognised as qualifying for
registration.

When, in 1919, the Registration of Nurses Act was finally passed,
a supplementary part of the register was formed of nurses trained in
the nursing and care of persons suffering from mental disease.
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Nurses of mental defectives were to have a separate division in the
mental nurses register, and a special standing committee was set up
to consider their registration. It was agreed that the certificate of the
Medico-Psychological Association should be accepted for admission
to the mental register.

The General Nursing Council was concerned, however, that
mental nurses should have the same treatment as their general nurse
colleagues and that all registered nurses should share the same
standard. It was embarrassing that there should be both a training
and a certificate which admitted nurses to the register but over
which the council had no control. In 1925 it was announced that the
GNC would no longer recognise the RMPA certificate for the pur-
poses of registration but the RMPA announced that it would con-
tinue with its training and its own certification.” In this way two
streams grew up for mental nurses, with those undertaking the GNC
training sitting the same preliminary examination and a similar final
examination as the general nurses.

The two streams of training were based on different principles
and opinions as to their respective merits were divided. On the one
hand, there were those who considered that the RMPA was a
medical body, dominated by the powerful medical superintendents
of the mental institutions. The RMPA training was therefore con-
trolled by the doctors under whom the trained nurses would con-
tinue to work.

On the other hand, there were those who argued that the GNC
was dominated by general nurses who had little understanding of
mental nursing and who were seeking to raise the status of mental
nurses by moulding them into a general nursing or physical illness
model.

The issue was rather more complicated than this. Under GNC
regulations, student nurse training had to be under the control of
the matron who was nominated head of the nurse training school.
Furthermore, examiners for GNC students had to include nurses,
whilst the practical tests had to be examined by nurses alone. Under
the RMPA regulations, the examiners were medical super-
intendents and the school of nursing did not need to be controlled
by a trained nurse.

Furthermore, the GNC set provisions for approval of hospitals as
training schools which were not matched by the RMPA. Until 1939
the GNC laid down minimum education standards whereas the
RMPA did not. Recruitment of student nurses to mental hospitals,

under GNC regulations, was therefore more stringent than it was
under RMPA regulations.
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In 1944 the GNC set up a sub-committee to revise the examina-
tion of mental and mental deficiency nurses. In 1945 the GNC and
the RMPA met again to discuss the unification of mental nurse
training. In 1946 the Athlone sub-committee published its report on
mental nursing and recommended the amalgamation of the two
training systems.

The RMPA was prepared for the GNC to take over all examina-
tion of mental nurses providing there were representatives of these
nurses on the Council and providing a section on normal psychology
was included in the syllabus. As the preliminary examination incor-
porated questions relating to bedside nursing which were not suit-
able for mental nurses, the RMPA asked that alternative questions,
open to all candidates, should be included in the future.® These
proposals were submitted to the Minister of Health.

The Athlone mental sub-committee report proposed one
accepted qualifying examination for the mental nurse, the establish-
ment of a mental nurses sub-committee of the GNC and a higher
diploma to be established for more advanced training for some
mental nurses.

There was considerable agreement between all the institutions on
these proposals and in August 1946 the RMPA announced that no
further candidates would be accepted for training after
31 December 1946. Those holding the RMPA final certificates
would be entered on the appropriate parts of the GNC register, and
the GNC would, in future, be responsible for approving those
schools of nursing previously approved by the Association. The final
date for applications from holders of the RMPA certificate to be
placed on the GNC register was eventually set as 31 March 1952. In
over eighty years the RMPA had issued some 48,000 certificates in
mental nursing and some 47,000 in mental deficiency nursing.

The Athlone mental sub-committee had proposed, also, that the
GNC register should be in three parallel parts for general, mental
and mental deficiency nurses and that all registered nurses should be
designated SRN with appropriate letters of their specialty in
brackets. The sub-committee pronounced itself to be strongly
against the introduction of an assistant nurse grade to mental
nursing.

This last item is of some interest for two reasons. In the first place,
the parent Athlone committee had been responsible for the estab-
lishment of the roll of nurses in 1943. The sub-committee went
against this idea, not so much because it was opposed to assistant
nurses in the general field, but because it considered that the stan-
dard of mental nursing at the time was not high enough to allow a
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second grade below the registered mental nurse. In this it was
influenced by the medical superintendents. The sub- commlttee in
1946, appeared to have agreed with the Horder reports’ which had
recommended that advanced levels of training should be given to
registered nurses to fit them for leadership roles. Hence their
recommendation of a training at diploma level for mental nurses.

In the second place, their disfavour of enrolled nurses in the
mental field reinforced the mental hospitals’ refusal to admit those
nurses until the Nurses Act 1964. The sub-committee went further;
it proposed that mental hospitals should be staffed only by trained
and student nurses.

In its comments on the sub-committee’s report the Royal College
of Nursing wrote that this last proposal was ‘so unlikely of fulfilment
as to be beyond the realm of practical politics’. The College con-
sidered that all the circumstances which the Athlone sub-committee
feared as a result of recognising assistant mental nurses were already
present: the need was to regulate the position by recognising assis-
tant nurses in mental hospitals and by restricting recrultment to
mental nurse training schools to suitable candidates.?

The Nurses Act 1949 made provision for the establishment of a
Mental Nurses Committee of the GNC which was to be responsible
for their training and registration. It was to consist of twelve per-
sons: six appointed by council, two elected by registered mental
nurses, four appointed by the Minister. The Council itself was also
reconstituted and the first schedule of the Act made provision for
two places to be reserved for mental nurses (one male and one
female) elected by registered mental nurses.

Post-war developments in nursing were substantially delayed
pending the passage of the Nurses Act 1949, and the RMPA felt
obliged to write to the GNC, in August of that year, to express its
concern at the situation in mental nursing. Recruitment was almost
at a standstill and most nursing fell to untrained personnel; there
was a serious shortage of mental nurses qualified to take senior posts
and the association anticipated a dangerous position developing in
the future.® There was an estimated shortage of 25 per cent to 50 per
cent of trained mental nurses and at times orderlies had to take over
from them. The association felt that there was, by then, a need for
some sort of ‘sub-nurse’ who could receive a form of training with-
out the need to sit examinations. Training for mental nurses needed
to be improved, as did their salaries. They recommended that

mental nurses should be encouraged to accept a secondment for
general training and that general nurses should be persuaded to take
mental nurse training.
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The GNC responded by agreeing that there was a grave shortage
of mental nurses as well as suitable candidates for promotion.
Council also agreed that a second grade was needed in mental
nursing but explained that mental hospital authorities had vetoed
the grade of assistant nurse: if the authorities had changed their
minds they should say so. Council could not accept the association’s
ideas for a ‘sub-nurse’ as, according to statutory restrictions, some-
one was either a nurse or not a nurse. Council confirmed that every
effort was being made to encourage the hospital authorities to
improve their training standards in order to attract and keep student
nurses and that the GNC requirement for the establishment of
preliminary training schools was to come into effect in January 1950.
They disclaimed any capacity to influence salary matters which were
the province of the Whitley Council and were currently under dis-
cussion; they did, they said, encourage secondments, and general
nurses were allowed a reduction of one year if they undertook
mental nurse training. The GNC felt that the most effective means
of encouraging recruitment was to raise the standards of mental
nursing. '

In fact, the Ministry of Health was concerned at the shortage of
mental nurses as well as all other categories of nurses. It reported
gross overcrowding in the mental hospitals and, paradoxically,
many beds which could not be used for the lack of nurses. Bed space
of a recognised standard in 1948 was for 55,590 male and 69,121
female patients but the number of patients actually in residence was
56,372 males and 75,097 females. This represented overcrowding to
the extent of 8.1 per cent on the male side and 17.1 per cent on the
female side.!' This picture, together with the shortage of nurses
continued until about 1957 when recruitment of mental nurses
began to pick up.

The shortage of nurses was exacerbated by compulsory national
service for all males, including male nurses. Most male student
nurses were eligible for deferment of their call-up until they had
completed their training but many enjoyed the better pay and work-
ing conditions which they experienced in the services and were
reluctant to return to mental nursing. The salaries of male nurses
were augmented by family allowances but, even so, these were too
low for most males to be able to keep their families at anything
much above subsistence level. At the end of their national service
many male nurses preferred to find alternative work, usually at
better rates of pay and, certainly, with shorter hours. There was,
therefore, a particular shortage of trained male nurses.

By 1950-51 the approval given by the GNC to former RMPA
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training schools was coming to an end. Many of these hospitals
declined to accept the conditions set by Council for re-approval and
their schools were faced with closure. In some instances conditional
approval for one year was given whilst negotiations continued.

The shortage of mental nurses and of students for mental training
became critical. The slow rise of student nurses and trained staffs in
other fields was not reflected in the mental field where over-
crowding of patients continued and sometimes increased. In 1953 it
became 11.6 per cent on the male side and 19.1 per cent on the
female side. The patient/nurse ratio in the mental hospitals was
6.7:1 and in the mental deficiency hospitals it was 6.9:1."!

The Ministry of Health urged a speediér discharge rate for
patients but found that this policy was blocked by the large numbers
of psychogeriatric cases and mental defectives. The Ministry had
also become aware of the mismatch between the training of mental
nurses (which was geared to custodial care) and the more progres-
sive, therapeutic regimes quickly introduced to the mental hospitals
after the war. Although more nurses and students were urgently
needed, the poor physical conditions in the hospitals were a deter-
rent. The Ministry earmarked an extra one million pounds for these
hospitals'' and asked the Standing Mental Health Advisory Com-
mittee to investigate the training of mental nurses.

The standing committee’s report'? found that the need for a
double qualification for promotion to senior posts detracted from
the career prospects of many nurses, especially males, and gave the
appearance that mental nursing suffered from an inferior status.
There was no need for a complete revision of the training syllabus
but they recommended that the course should be broadened by the
inclusion of three months’ secondment of all students to a general
hospital. The Standing Nursing Advisory Committee agreed with
the report but went further and recommended more facilities for
secondment of general nurses to mental hospitals, the provision of
administrative courses for mental nurses who might wish to take
senior posts and the institution of experimental schemes of training
which would combine both general and mental nurse training.'®

The Royal College of Nursing was clearly dismayed by the report.
Council concluded that it was more directed towards the recruit-
ment of labour than the improvement of training. They considered
that the report was out of date in its concepts and understanding of
modern needs and that it had neglected to take account of trends in
psychiatric medicine. Council complained of the poor buildings and
amenities available to mental institutions and reiterated the obser-
vations made by the Horder committee, relative to mental nursing
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staff and matrons, who lacked ‘the professional strength and
solidarity which have been developed in other branches of
nursing’.'* Council considered that many problems in nursing could
be laid at the feet of the autocratic medical superintendents: too
much emphasis was placed on economy, the training of nurses was
poor and there was too little professional development of the staff.
Too many uneducated recruits had been imported from Ireland who
were untrainable and they thought that the 80 per cent wastage rate
of students was a consequence of this policy.

The College therefore reiterated its policy for mental nurses
which included the need for better selection of student nurses, a
revised curriculum of training, the recruitment and training of assis-
tant nurses, a better use made of registered mental nurses by the
employment of more domestic staff and better working conditions.
The College also considered that the long-stay cases should be
separately accommodated, away from the acute cases.'

After receiving the standing committee’s report the Minister
issued circular RHB(53)4 without any consultation with the nursing
organisations. In this circular he asked hospital authorities to con-
sider the immediate need to recruit more nursing assistants who
should have a ‘systematic training’. There should be more careful
selection of student nurses in order to reduce wastage and con-
sideration should be given to removing the requirement for double
qualifications before promotion.

In its overall review of mental nursing the Ministry also examined
what part salaries played in the shortage. It soon decided that the
current salary claim for mental nurses should be dealt with in such a
way as ‘to make improvements as economically as possible at the
points where improvements are likely to do most good’. These
included rises for nursing assistants and student nurses. In the case
of the latter, the Ministry proposed to the Whitley Council that the
basic allowances should be left unchanged but that proficiency
allowances, payable after successful completion of both the pre-
liminary and final examinations, should be enhanced.'®

The Ministry considered that no case could be made to improve
the pay of qualified staff and that there was no evidence that the
current salaries were a cause of loss of staff after they had qualified.
They had found that the ratio of trained nurses to untrained nurses
was higher in the mental than in the general field. They therefore
advised that the mental hospital authorities should take the same
action as had been taken in the general field: to engage ‘pairs of
hands’ to relieve the nurses and enable students to be properly
trained. They further emphasised that there was a need for a
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considerable number of staff trained to a lower standard than that of
the registered nurse.®

In the end, the salary claim for mental nurses went to arbitration.
In putting its case to the industrial court, the Management Side
pleaded that there was no advantage in giving a general rise to the
students since this would precipitate a flood of unsuitable
applicants. The Management Side considered that there was no
case, either, for an increase in the pay of trained nurses. If the Staff
Side claim for a lead in pay for all mental nurses were allowed, this
would give a lead to senior nurses for the first time. The Manage-
ment Side did not consider that increased salaries would profit the
service nor would it help in maintaining the levels of trained nurses.
Salaries for senior nurses had reached parity with their equivalents
in the general field but their superannuation conditions were more
favourable since mental nurses could retire at an earlier age.

The industrial court eventually awarded increases in salaries to all
grades of trained nurses.

The GNC was also concerned at the staffing situation in the
mental hospitals and was most aggrieved by the lack of consultation
before publication of RHB(53)4. The shortage of recruits and the
indifferent training was, the GNC felt, exacerbated by a shortage of
qualified tutors. One of the problems in this respect was that mental
nurses could not return to the field as tutors after their tutor training
without losing out in their superannuation benefits and earlier
retirement age since they were no longer classified as mental nurses
or mental health officers.

The GNC asked the Minister, in 1950, to rectify this position in
order to encourage an improved supply of trained tutors.

The GNC had also taken steps to encourage the secondment of
student nurses to mental hospitals and the establishment of both
post-registration and combined training schemes.

When they protested to the Minister, Tain MacLeod, about the
publication of the circular in 1953, they were advised that he did not
see that it had anything to do with them.

The GNC, however, was anxious that the increased use of un-
trained staff would dilute the ratios of trained nurses and, in this
way, make approval of hospitals for training purposes that much
more difficult. Needless to say, a reduced proportion of trained
nurses would also deleteriously affect the training and supervision of
student nurses.

Another clause in the circular also concerned the GNC. In seeking
to make the selection of student nurses more stringent, the circular
had made no mention of steering the less acceptable candidates into
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an alternative training. The GNC would have liked to set up enrol-
led nurse courses in the mental field but the hospital authorities
remained adamantly opposed to this. As a consolation, the GNC
forwarded a suggested scheme of training for the nursing assistants.!’

There was little doubt that the anxiety felt by the GNC and the
RCN for the quality of training was substantiated. In 1952 the
Oxford Area Nurse Training Committee had made a study of the
recruitment and training of mental nurses in their region and
reported ‘that student nurse training in the majority of mental
hospitals had been merely a token affair’.’® The Mental Nurses
committee (of the GNC) considered that one of the chief reasons for
the wastage of student nurses in the mental field was the unsuitable
level of candidates and, until a minimum educational standard for
entry could be re-established, the wastage would continue.'®

Indeed, the situation continued to deteriorate and the numbers of
students declined.®

Numbers Mental Mental deficiency
in training at: hospitals hospitals
31.3.51 5,083 1,225
31.3.52 4,614 1,161
31.3.53 4,439 1,080
31.3.54 4,299 1,040
31.3.55 4,103 916

A Statement by the Relatives and Visitors Association of Menston
Hospital, a mental hospital near Leeds, was published in 1953.%°
This article described the poor conditions in which the patients
lived. In one ward of 103 patients there were five lavatories. In some
wards there were five rows of beds, and mattresses were laid on the
floors at nights. Whereas the hospital was approved for under 1,900
patients, there were currently 2,500; one ward designed for 30
patients housed 112, with beds less than twelve inches apart. On
wards in which there should be six nurses, there were only two.

The article continued: the total patient population had increased
by 50 in each year since the war; there were growing numbers of
mentally ill people requiring admission but a continuing shortage of
nurses. Whereas the hospital nursing establishment was 250, there
were in post only 94 whole-time and 95 part-time nurses.

A debate in the House of Commons discussed the failure of
recruitment of mental nurses. Mr Mellish (Bermondsey) declared
that their hours of work and salaries had not kept up with those of
other occupations since the war: the salary scales were t0o long and
it took seven years to reach the maximum of a grade. Trained nurses
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could not afford to keep their families. The nursing profession had
to realise that it had to compete with conditions in industry and the
rest of the labour market. Advances in the field of mental health
could not be exploited because of the shortage of nurses.

Mr Shepherd (Cheadle) found that at one trained nurse for seven-
teen or eighteen patients staffing levels were extraordinarily poor. He
considered that the status of mental nurses had never been raised and
a better appreciation of their work might be achieved if more general
nurses were made to work for a period in the mental hospitals.

The Parliamentary secretary to the Ministry of Health, Miss Pat
Hornsby Smith, explained that the problem had been exacerbated
by the rise in the number of patients. Whereas in 1949 there had
been 47,040 (with a waiting list of 5,316), in 1953 there were 53,066
patients and 9,300 on waiting lists. It was hoped that the additional
£1 million allocated to the mental side would provide an extra 1,200
mental deficiency and 800 mental illness beds. Two other schemes in
train would provide a further 800 beds.

She felt that apart from accommodation the main problem was
the shortage of beds. In addition to the steps that the GNC was
taking, the Ministry of Health had appointed two mental nursing
officers and the Whitle?r Council would have to make nursing
salaries more attractive.?

Early in 1954 the RCN held one of their nation’s nurses con-
ferences, this time in mental nursing. Rather surprisingly, one of the
country’s more progressive mental nursing matrons, Miss P Loe, of
St James’ Hospital in Portsmouth, praised RHB(53)4 as both
realistic and refreshing. Mr Milne, assistant secretary at the Ministry
of Health (who also sat on the GNC) confirmed that policy was
against the introduction of assistant nurses in mental hospitals since
experience in the general field had shown that there were in-
sufficient candidates.

Dr Sawle Thomas, the regional psychiatrist on the North Eastern
Metropolitan Regional Hospital Board, considered that well
educated nurses were not required in mental nursing, particularly
with the chronic patients. He preferred understanding, sympathetic
people to the scientific approach. He, therefore, found the need for
an enrolled nurse in preference to the nursing assistant.

Another matron, Miss W Davison, of Moorhaven Hospital, was
at pains to demonstrate that the mental nurse was achieving the
same status and functions as the general nurse. She described the
training as including tasks similar to those of general students, such
as recording urinary output, temperature, pulse and respiration,
giving daily enemata, tepid sponging etc.
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A chief male nurse, Mr PM Lloyd of Rainhill Hospital, evidently
did not agree with Miss Davison and thought that mental nurses
should not be cast in the same mould as general nurses, nor that the
GNC syllabus was suitable for mental nurses. He also thought that
enrolled nurses should be trained in the mental field.

Other speakers also complained of the training. Miss BAC
Michell of St John’s Hospital, Stone, felt that the needs of the
service should not over-ride the needs of training. Older staff also
needed professional development and, she agreed, the mental nurse
was a psychiatric nurse rather than a ‘half-way general nurse’.

Mr Keith Newstead, principal tutor at Bracebridge Heath
Hospital, Lincoln, asked how anyone could teach students who
were forbidden to see their patients’ case notes. He, too, com-
plained about the organisation of training which did not allow time
for formal classes. He thought that the GNC should be stronger in
its control over student training: it made recommendations but did
not ensure that these were implemented.*

The conference demonstrated a division of opinion. There were
those who wanted mental nursing to remain as it was and who
seemed to wish to take it nearer to general nursing in function,
training and status. On the other hand, others were dissatisfied with
the state of things and wished to develop mental nursing into a more
up-to-date system of psychiatric nursing, with its own ethos, syllabus
of training and identity.?

In the meantime, although one matron may have found circular
RHB(53)4 refreshing and helpful, nationally it was beginning to
backfire. The last salary agreement for mental nurses had produced
anomalies which were difficult to remove without producing more
discrepancies. The policy, set out in the circular, to employ ‘pairs of
hands’ had succeeded to such an extent that student nurses were
leaving to take up positions as nursing assistants at a better salary.
Other students were beginning to refuse to do non-nursing duties
which they considered were the province of the better paid nursing
assistants. The hospitals found it cheaper to employ students than
nursing assistants and had, consequently, further lowered their
selection standards. In the case of the trained staff, ward sisters
were now able to earn more than unqualified tutors, assistant
matrons and deputy matrons. The management side was beset with
complaints and considered that there should be an immediate
review of salaries in order to adjust the anomalies. To add to their
difficulties, the Staff Side was demanding enhanced overtime rates
of one and a quarter time for the first two hours and, thereafter, one
and a half time.?*
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Tain MacLeod wanted more time to experiment with his new
policy and did not allow the Management Side’s request for a salary
review. But, in the meantime, a further problem arose regarding the
salaries of senior nurses (matrons and chief male nurses) which were
linked with the number of occupied beds in their hospitals. In many
progressive hospitals, patients were discharged more quickly to
receive care as day patients or in outpatient clinics. This new regime
allowed a reduction in the number of occupied beds even though the
patients continued to receive treatment from the hospital. Thus, the
senior nurses were being financially penalised. One HMC
(Mapperley) had written to complain about this anomaly and had
proposed that the senior nurses’ salaries should more fairly be based
on the total number of patients. This proposal was resisted by the
RHB (Sheffield).?

Shortly after this, the management side received data, collected
from hospitals through the country, about nurse leavers. This
showed that many students discontinued their training because of
educational unsuitability. It also confirmed that the payment of
proficiency allowances on which the Minister had pinned his hopes,
was not working as he had planned. The Department was still
unwilling to increase student nurse, and other, salaries. They pro-
posed, instead, to offer enhanced dependants’ allowances (which
mostly would have affected the male students) or, alternatively, to
give to employing authorities the option of paying third year student
nurse rates to all students. The civil servants thought that the advan-
tage of this alternative was that the option could be withdrawn when
the emergency had abated. Also, those authorities who might not be
suffering from an acute shortage of students need not take up the
option.

During the discussion, the chairman (H A Goddard) voiced his
opinion that dependants’ allowances were a separate issue and
should not be treated as part of a salary. Other points that were
raised included a discussion on the chances of winning a favourable
decision if the matter went to arbitration, the fact that many
regional and hospital authorities were urging an increase of salaries,
and that a large proportion of senior nurses were due to retire and
would have to be replaced. There was also evidence to show no
shortage of recruits in those larger hospitals where nurse training
was well organised. It was said that nothing less than an extra £100
would enable mental hospitals to compete with industrial wages.
Some members thought that the Minister’s proposals to give hos-
pital authorities an option to pay all students at the third year rate
would remove control from the Whitley Council. The Management
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F Side thought that the picture drawn by the Staff Side was exag-
gerated but that ‘the present critical situation in the mental field
could not be ignored’. Some of the Management Side thought that
they should take the Staff Side into their confidence and try to find
I the right solution without worrying about tactics. Others considered
that the only logical solution was to allow an increase in training
allowances which would give all mental nurses the same lead over
general nurses.”®
L) The last opinion was accepted. Although the Management Side
' persisted in trying to justify their previous stance, that of paying
proficiency allowances to students in order to try to encourage them
to complete their training, this new decision effectively annulled
circular RHB(53)4. The problem of the matrons’ and chief male
nurses’ salaries was not resolved however and dogged the NHS until
h the implementation of the Salmon structure.

Although the circular may have been nullified as far as the
Minister’s pay policy was concerned, the policy put forward con-
i cerning the training of nursing assistants continued. There was dis-
agreement between the Standing Advisory Committee for Mental
Health (in which the medical superintendents had control) and the
' Standing Advisory Committee for Nurses (SNAC). By 1954 the
u SNAC changed its mind about the need for enrolled nurses (pos-
. sibly because its advice in 1953 had been so severely criticised by the
i nursing organisations) and now advised the Minister that enrolled

nurses, trained in the mental field, would be helpful. The Mental
Health Committee (SACMH), on the other hand, continued to veto
the idea. The Minister therefore asked the Central Health Services
Council (CHSC) to investigate the matter. The CHSC found that
state enrolled assistant nurses (mental) would have a useful place,
but that they could not help in the immediate difficulties since their
institution would require legislation,”” the drawing up of a syllabus
of training examinations, and the approval of hospitals for pupil
nurse training. The CHSC also repeated the point that the number
of pupil nurse recruits in the general field was too small to allow
hopes of adequate recruitment in the mental field. The CHSC
therefore recommended that nursing auxiliaries (nursing assistants)
should receive training under government control for not less than
six months. No examination should be set but a certificate of pro-
ficiency should be awarded by the HMC and the matron.?®

The Ministry drew up circular HM(55)49, Courses for Instruction
for Nursing Assistants, and sent copies to the GNC and the RCN
three days before it was due to be published.

This circular had been drawn up by an advisory group of medical
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and nursing experts under the chairmanship of Dr Sawle Thomas.
The training for nursing assistants, which the group proposed, was
to be simple and practical and should take not less than six months.
No nursing assistant should be compelled to undertake the training
and there should be no examination although a certificate might be
awarded.

The group proposed that the matron or chief male nurse should
organise the training and that nurse tutors and doctors might give
the teaching. The course should offer instruction on the simple care
of patients, and ward sisters should give clinical training in their
wards.

The Mental Nurses Committee of the GNC agreed that some
training would be useful but did not like the idea of awarding
certificates. They were anxious that these might encourage some
abuse of the title ‘nurse’ by the nursing assistants and employing
authorities and thought that the project might detract from the
training of nurses since there was already a shortage of nurse tutors.
They anticipated that certificated nursing assistants might be used in
responsible positions in the wards.

Whilst the nurse members of the GNC were alarmed at the
proposals, the non-nurse members, who had been appointed by the
Ministry or Privy Council, took a cooler view of the affair. They
reminded their nurse colleagues that there was a staffing crisis, that
the medical superintendents wanted a lower grade of nurse as long
as they were not enrolled nurses. They felt that there was a need
for a complete review of mental nurse training to take it away from
the general nursing model and make it more oriented to the real
needs of mental nursing. They considered that in the short term, a
programme of training for the numerous nursing assistants would be
helpful and serve a valuable purpose. They considered that the
Mental Nurses Committee (and the Enrolled Nurses Committee
who had also reacted negatively) had been too emotional in
their response.?

At a later meeting with the Minister, the GNC told him that the
circular had abused the title ‘nurse’ and that this would mislead the
public. In response, the Minister said that he had not meant to
mislead anyone but that the employing authorities felt strongly that
mental nurses were being too highly trained. The proposed training
of assistants would enable student nurse training to be improved.

Further discussion took place and the GNC complained at the
lack of consultation before the circular was framed. The Minister
said that he had had a great deal of conflicting advice from a number
of people: if he had consulted the GNC he might not have been able
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to take their advice and would have run the risk of upsetting them.
The GNC representatives replied, rather sourly, that they were used
to his not accepting their advice.?

The GNC had, in fact, been working on a new syllabus for mental
nurses and, in September 1956, sent a draft to the RCN as well as
other interested bodies.

The RCN were mostly in favour of the new approach incor-
porated in the syllabus. They felt, too, that it would be a suitable
base for a shortened general training for mental nurses.*

The Minister, Robert Turton, gave his approval to the new
syllabus in 1957, on the basis that it was an experimental scheme to
last for five years. The documents were circulated in March 1957. A
similar review of the mental deficiency syllabus took place later in
the same year.

The new syllabus embodied the concept of the mental hospital as
a therapeutic community and emphasised the educational principle
that learning was most effectively carried out if it was directly
related to the practical situation. This required closer liaison
between the school and the wards and the formulation of a nursing
education committee.

The subsequent success of this syllabus led the way for the
revision of the general nursing syllabus in 1962.

In his report the chief medical officer discussed the uncertainty
about the role of the mental nurse which had been shown up by the
Liverpool RHB study (and one published in 1959 by the Manchester
RHB). The new syllabus would include aspects of community health
and visits by students to the homes of their patients.”’

Changes were also being made in the mental hospitals and some
improvements could be reported even if over-crowding continued.
The Ministry’s chief medical officer could begin to boast that there
was increasing recognition of the patient as a member of society:
that lockers and clothes hangers were being provided for them.
Male and female patients were no longer strictly segregated and
could meet each other in the day wards and de?artments; male and
female nurses looked after the patients jointly. !

In 1958, St Crispin Hospital HMC published a review of their
hospital during the first ten years of the National Health Service.*

Like many beneficiaries, these committees were at first more than
doubtful about their inheritance ... their authority would be
curtailed, their place in the service bound by legislation, their
pathway paved with ministerial memoranda.

However, time had allowed changes.
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... old buildings have been modernised, and old fashioned prac-
tices have given place to newer methods. The goal we seek no
longer seems so far away.

The physician superintendent’s report demonstrated an impres-
sive increase in both admissions and discharges:

Admissions % Non-certificated Discharges
1948 280 66 320
1950 282 66 350
1952 417 87 480
1954 579 88 570
1956 672 93 640
1957 824 96 870

In 1953 he reported an epidemic of typhoid and three carriers were
discovered amongst the patients. In the same year there had also
been a problem with pulmonary tuberculosis to such an extent that a
sanatorium had had to be built in 1957.

In 1954 and 1955 there had been outbreaks of Sonne dysentery
and 31 female patients had been affected; 1957 had produced an
outbreak of scabies in two female wards.

Since 1956, when the allowances had been increased for mental
patients’ meals, they had been able to improve the diet.

He discussed the progressive extension in the range and variety of
treatments which allowed a higher turnover of patients. Improved
diagnosis meant that earlier diagnosis and treatment was possible,
more treatment could be given and there was better recognition of
emotional factors in mental illness and the problems of ageing, all of
which increased the work for doctors and nurses. Treatments that
were current at St Crispins included psychological and psycho-
therapeutic sessions, electro-convulsive therapy, insulin coma,
electroplexy, tranquillising drugs and a few pre-frontal leucotomies.
Malarial and penicillin treatments were used for syphilitic infections
of the nervous system. Prolonged narcosis, abreactive techniques
and narco-analysis were also used.

The NHS had enabled the hospital to acquire a hairdressing salon
for their female patients, a psychiatric social worker, a pathology
laboratory, X-Ray department, dental surgery, hospital pharmacy
and a chiropody service. Occupational therapy included a library
(for patients and staff) as well as art classes, a music group and a
patients’ social club.

Outpatients’ facilities were increased and clinics were also held in
neighbouring hospitals.
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Retirements and the lack of recruits had made the nursing
position increasingly difficult. More nursing assistants had had to be
employed and many part-time nursing staff were now in post.

The financial report was also interesting.

Item 1949-50 1951-52 1953-54 1955-56  1957-58

Average number of

patients 1411 1360 1231 1230 1132
Total weekly cost

per patient £2.2.9 £3.5.9 £4.12.3 £5.5.9 £7.1.1
National average = — £3.19.1 £4.10.5 £5.6.6 —
Central

administration  £252 £336 £416 £414 £444
Salaries and wages £116,548 £127,764 £159,239 £182,544 b237,136
Provisions £33,509 £46,142 £56,177 £56,298 £63,067

Drugs, dressings
and equipment  £3,430 £5,537 £6,325 £7,830 £11,987
Maintenance £4,597 £9,003 £18,747 £26,147 £32,297

Day hospital facilities had been developed in many units quite
quickly after the setting up of the NHS. In 1951 there was an early
report of one which had been set up because of shortcomings in
hospital facilities and in orthodox psychoanalytic treatment. In this
particular experiment, a wide variety of patients were accepted for
therapeutic treatment oriented towards social psychiatry.>

By 1958 it was clear that treatment of mental illness had pro-
gressed beyond the provisions of existing mental health laws and the
recommendations of the Royal Commission>* very quickly resulted
in the Mental Health Act 1959. The Ministry of Health annual
report for 1959 called it

... a major event in the history of the health services in England
and Wales. It completes the revision of the mental health laws
which was started by the National Health Service Act 1946.%

The 1946 Act had repealed the Lunacy and Mental Treatments
Acts 1890-1930 and the Mental Deficiency Acts 1913-38 relating to
the administration of hospital and community services for mental
patients. Since 1948 these services had been part of the NHS. The
new Act completed the process by repealing the remainder of the
two early Acts, the parts which dealt with certification and com-
pulsory detention and other special provisions that applied only to
mental patients over and above the NHS Acts.> In particular the
new Act coincided with important developments in the general
pattern of hospital and local authority services, particularly the shift
of emphasis to services for patients living outside hospital.
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The movement to community care, which had taken place since
1948, mirrored the growing acceptance by doctors that, for many
patients, treatment was likely to be more effective if their links with
their own home environment could be kept intact. There was an
increasing trend to providing treatment on a domiciliary basis, or
through day hospitals and outpatient departments. There were,
therefore, more discharges and a consequential need for an expan-
sion of all forms of community services, residential homes, training
and occupational services, and so on.

In future, the Minister anticipated that general hospitals would
provide facilities for screening all types of mental illness and for the
active treatment of short-stay patients. Hospitals for the medium
stay and psychogeriatric patients would have more contact with the
general hospitals and the community; the elderly might be rehabili-
tated preparatory to returning to the community, including local
authority residential homes.

The new Act also dissolved the Board of Control whose duties
were assumed by the NHS.

The new direction in mental health, given statutory recognition
by the 1959 Act, made it all the more important that both the
standards and numbers of mental nurses should be enhanced. In
spite of all the rhetoric and national recruitment drives for these
nurses, the numbers of trained nurses in 1959 were not much more
than they had been in 1949.%® There had, however, been an increase
in the number of student nurses which brought the figures up to
something only just above the 1949 statistics but which represented
a significant rise over those of the intervening years. In 1959 the
Minister finally gave in to the professional institutions and
authorised the re-institution of a minimum education standard for
general nurses only. He excluded mental nurse recruits from this
concession in spite of strong protests from both the GNC and the
RCN.

After the re-introduction of the education standard, figures for
general student nurses and pass rates for the final examinations
made a steady climb upwards. The figures for mental nurses did not
show an equivalent improvement until after 1964 when the Minister
authorised the imposition of the minimum education standard for
mental nurses.

The lack of a minimum education level for mental nurses (they
became more generally known as psychiatric nurses after the 1959
Act which altered the designation of mentally ill patients) made the
success of any scheme to train enrolled nurses problematic. It was
not until the Nurses Act 1964 that the GNC was empowered ‘to
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make Rules for the Enrolment of persons experienced in psychiatric
nursing ...~

The shortage of psychiatric nurses persisted therefore as did the
anomalies in their salary structure. The mental nurses were very
dissatisfied with the way they thought their problems were dealt
with by the Nurses and Midwives Whitley Council. It was their view
that the Whitley Council did not have enough expertise on the
Management Side to be able to understand the needs of the mental
nursing service. On the Staff Side, a mental nurses staff committee
had been set up which tended to formulate and negotiate salary
claims and working conditions on behalf of the whole staff com-
mittee. There was a preponderance of union officials on the mental
nurses staff committee although the professional organisations had a
majority on the Staff Side. Relationships between the union and
professional representatives were strained and it sometimes seemed
that more time was spent in inter-organisation rivalry and politics
than on discussion of salaries.

In 1955 it had been agreed that mental nurses with a single
qualification should be allowed to take senior posts. The RCN
wanted to level up the salaries of female nurses with those of the
male nurses and achieved this in 1955. At the same time the mental
nurses staff committee was pressing for a complete review of salaries
because of the anomalies and problems of overtime rates.

The discontent felt by the mental nurses was so serious that they
demanded a separate functional council. There were those on the
Management Side who were reported to have some sympathy with
these views.*’

A complete review of the nurses’ salary structure was considered
by both sides to be needed; the general nurses’ salary structure was
also in disarray. But whereas the unions wanted a simple review of
salary ranges and some reorganisation of grades, the RCN was
anxious to have a more profound revision in order to restructure the
nursing service. The College had started work on this but the pro-
ject took longer than they had anticipated. The RCN representa-
tives had, therefore, to stall on the Staff Side and in doing this they
generated considerable exasperation from the union representatives.

The changes in the Management Side that were made after the
Guillebaud report®® helped to delay any further negotiation on a
separate mental nurses functional committee for the time being.

Whilst the RCN was pursuing its enquiry into staff structures, the
Ministry of Health , unknown to the Staff Side, was also working on
a similar scheme. Salary negotiations for all nurses between 1957
and the early 1960s became something of a game: each side sought
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to achieve some sort of satisfactory settlement which would not be
so fundamental as to compromise any possible outcome from their
several reviews. The mental nurses were not alone in being trapped
in their anomalies during the intervening period and the problems
were not resolved until the implementation of the Salmon report.

Although the mental nurses were the first to have a revised
syllabus of training, the lack of a minimum education requirement
mitigated the benefits that could have been anticipated from it.

When the Bradbeer committee on the internal administration of
hospitals reported in 1954%° it found that the control of the medical
superintendents of nursing was still pervasive. It recommended that
this should be relaxed to become ‘discreet and minimal’.

Sofer*! found a rigid structure with a high degree of formalisation
in the relations between the medical, nursing and administrative
groups. In the mental hospital he found that the coming of a hospital
management committee had made relatively little change in the
conduct of authority except that the hospital secretary, as well as the
medical superintendent, had become responsible to the HMC. He
diagnosed that the old relationships had not changed very much and
were out of gear with the new structure: the old roles persisted. He
considered that this would continue until new personalities took
over the key posts and changed their roles. _

For these historical reasons, the matrons and chief male nurses
remained under the authority of the powerful medical super-
intendents, as, in many instances, did control of nurse training.

Mental nurses continued to suffer from a second class status, and
the findings of the working party set up by the RCN in 1958 con-
firmed this. The working party report** discussed the lack of pro-
fessional development for ward sisters and charge nurses and the
need to develop a better therapeutic climate. It considered that
mental nurses were falling behind general nurses in the adoption of
modern methods both in the clinical areas and in administration.

The medical superintendents still held sway in mental hospitals,
and matrons and chief male nurses continued to defer to their
authority. Medical and service priorities suppressed the needs of the
nurses and students until the introduction of the Salmon hierarchy,
when a chief nursing officer was appointed to each hospital group
and could manage the mental nurses as part of the total nursing
service.

The influence of the medical superintendents in mental nursing
and training persisted until after 1946 when the two streams of
training were joined under the control of the GNC. The training
given under the auspices of the RMPA was criticised as being
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medically oriented which, to many people, meant that the nurses
were prepared for work as assistants to the doctors. The educational
standard of the nurses so prepared was never as high as those who
took their training under the GNC.

This factor, combined with the isolation of mental hospitals (even
after 1948) and the stigma previously attached to mental illness, did
much to give mental nurses a second class status.

The mental hospitals had suffered in status from being local
authority institutions, and even those nurses who were registered
with the GNC were not on the main register but on a supplementary
part.

As the hospitals were absorbed into the health services of the
country, and as nurse training was slowly freed from medical
dominance, mental nurses still failed to win an identity. This was
because they veered away from their old roots and fell into the
general nursing mould. Their fall from the frying pan into the fire
was further enhanced by the requirement for a double qualification
as a prerequisite to promotion. Furthermore, the hospital
authorities’ refusal to allow enrolled nurse training and the critical
shortage of nurses in the mental field tended to encourage them to
seek relief by secondments to and from the general area. This, too,
tended to emphasise their attempts to gain a better status by
modelling themselves on the state registered nurses.

The shortage of trained nurses and the authorities’ policy of
recruiting ‘pairs of hands’ in the form of nursing assistants led to a
continuance of custodial care. Although medical treatment of
mental illness had veered towards therapeutic care, the nurses were
not able to respond to this change because of staffing and educa-
tional policies.

The mental nurses were the first to have a new training syllabus
but were not able to exploit this until they were subjected to the
minimum education standard. It was only after this that they were
able, in any way, to compete with their general nurse colleagues.

The treatment afforded to them by the Ministry of Health — and
mirrored by the Management Side of the Whitley Council — was not
any different from the treatment given to other nurses. All nurses
were seen by the Ministry as ‘pairs of hands’ with few skills of any
importance. The need for nurses was never seen as being of any
relevance to the standard of care or the treatment of patients: it was
simply a matter of work to be done and cover for the wards.

The mental nurses were, however, important in Whitley Counpil
affairs because of the large numbers of males in the nursing service
and because, conventionally, male nurses cared for male patients in
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the mental hospitals. Whereas female nurses could be paid the
lowest possible salary and be relied upon to live in, male nurses had
to be paid something near a living wage in order that they could
support their families. It was this factor, and the later equal pay
policy, that helped to raise salary levels for all nurses at the end of
the 1950s.

The mental nurses had traditionally belonged to trade unions and
were not so professionally oriented as their female colleagues. Their
opportunities for promotion into the higher echelons of the hier-
archy were also poor. They were therefore more inclined than most
female nurses, or nurses in the general field, to be militant and to
look to the industrial world for peer group comparisons in con-
ditions of work and pay. The mental nurses had traditionally been
paid for overtime whereas the general nurses had not. If industrial
workers received enhanced rates for overtime, the mental nurses
could be expected to demand the same treatment. Their expressed
dissatisfaction with the workings of the Whitley Council and with
their rates of pay was a major factor in achieving salary rises for all
nurses at the end of the 1950s. Their receipt of overtime payments
was to lead to changes in payments for the general nurses in the mid
1960s.

Bellaby and Oribabor*® have pointed out that there are two
methods of fighting proletarianisation: unionism and professional-
isation. The general nurses chose professionalisation but prevented
the mental nurses from taking the same option by keeping them out
of the professional organisation until 1960 and ascribing to them a
second class status. It was not until they were received as members
into the RCN that they had an opportunity to acquire a more equal
status and to take an active part in the professional affairs of nurs-
ing. Even then, however, many mental nurses preferred not to join
the association that had for so long spurned them. Those that did
join often took with them their militancy and played an active part
in unionising the College.




Chapter 7/The district nurses

The 1944 White Paper outlining proposals for a National Health
Service' mentioned only one section of nurses, the district nurses.
The health service was to be a comprehensive one for all, based on
the personal relationship between the patient and the doctor. The
general practitioner service was to be designed around the concept
of group practices and ‘a full home nursing service must be one of
the aims of the new organisation . . . all who need nursing attention
in their own homes will be able to obtain it without charge’.

District nursing has a long and honourable history. The first
recorded venture was in 1863 when William Rathbone employed a
nurse to visit women in their homes in Liverpool. When the Liver-
pool Royal Infirmary set up its nurse training school, Rathbone
helped with funding on condition that half the nurses should work in
the district, supervised by lady superintendents. In the years to
come, these lay workers were superseded by ‘district matrons’, but
the ladies continued their work on ‘social and reform aspects’.?
Most of the work of the nurses was described as ‘relief’ rather than
nursing, since it included guidance and provision for debility, mal-
nutrition, destitution, drunkenness, housing problems and bad
sanitation.

In 1889, the Queen’s Jubilee Fund endowed the Queen Victoria
Jubilee Institute for Nurses which later became the Queen’s Insti-
tute for District Nurses. The institute designed a specific training for
district nurses which lasted six months.

During the early part of the twentieth century, the district nurses
became more involved with public health which was the respon-
sibility of the local authorities. Many voluntary agencies organised
district nursing services and, after 1929, some county authorities
also began to establish their own services for infectious diseases.
Until 1936 they had no power to provide a comprehensive service
although they could provide some financial help for the voluntary
societies.

In 1948, therefore, there was a variety of organisations for district
nursing: some counties employed their own nurses, some relied on
voluntary agencies, some used the Queen’s Institute as their agent.
Most of the voluntary agencies were affiliated to the Queen’s
Institute.

Under the National Insurance Act 1911, only workers were
eligible for medical assistance; their families could not get financial
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help for the payment of medical fees or expenses. The district nurses
were therefore more heavily concerned with non-workers: the old,
women and children. Their work involved the care of infectious
diseases, the chronically ill, terminal cases and, often, the daily
administration of insulin.

After 1948, every man, woman and child was eligible to register
with a general practitioner and to receive his care and treatment
‘free’ under the National Health Service.

Provision of community nursing services, including the domi-
ciliary midwives and the health visitors as well as the district nurses,
became the responsibility of the local health authority, under the
control of the medical officer of health. At first, the local health
authorities tended to leave the organisation of the district nurses as
it had been, but they quickly put forward proposals for the expan-
sion of home nursing services which the Ministry readily approved.
Sixty local health authorities (LHA) provided their own nursing
service, 56 LHAs used voluntary agencies (including the Queen’s
Institute) and 13 LHAs used a mixed system. As time went on,
however, more local authorities took over provision of their own
arrangements and many of the voluntary agencies ceased function-
ing. Half of the district nurses had no district training and there was
no express duty for the LHA to employ district trained nurses.’

Training, in the main, was obtained through the auspices of the
Queen’s Institute. The institute did not, itself, train but provided
supervised courses through the affiliated associations or through
local authorities which had joined the institute as member organisa-
tions. Generally, the duration of training was six months, but a
shorter course of four months was allowed to health visitors, mid-
wives or district nurses with 18 months’ experience. '

The Queen’s Institute inspected and approved the training
courses and examined the candidates, of whom the successful ones
were allowed to have their names placed on the roll of the QIDN.

On the other hand, some local authorities preferred to arrange their
own training and certification. There was, therefore, no national
syllabus and no standard examination and qualification. Not every-
one was convinced of the need for special training and some con-
sidered that a general nurse training should be sufficient for the
work.?

During the run-up to nationalisation, the Queen’s Institute was
very anxious to gain overall control of training and inspection in the
new NHS. The Ministry was not in agreement with this because too
many other organisations were also involved and they proposed to

give the local authorities a statutory responsibility for home nursing

144




THE DISTRICT NURSES

services. The Ministry hoped to put district nurse training under
some form of central control and inspection.*

In 1944, further discussions about district nursing involved the
Queen’s Institute, the Ranyard Mission and the Royal College of
Nursing. It was agreed that a common standard of training was
necessary and that a central council of some sort would be helpful.
Agreement on training was deferred.*

Other matters discussed at this time included the question of
payment for the district nursing services. The nursing organisations
asked for a national agreement on salaries and conditions of service.
This was subsequently settled by the Rushcliffe Committee on
Nurses Salaries.

The Queen’s Institute continued to press for responsibility for
training and stimulated a considerable campaign to lobby the
Minister and Members of Parliament.®> There were, however,
enough letters putting forward different views to persuade the
Minister to postpone any decision.

The policy of the Queen’s Institute was, unfortunately, not con-
sonant with that of the RCN. The College had, in 1944, confirmed
its policy that there should be a statutory qualification for district
nurses. It also believed that all post-registration qualifications
should be controlled by the profession, preferably the General
Nursing Council. Council was not happy, therefore, at the decision
to establish another central council for district nurses and refused to
ratify it.%

In 1947, the Minister of Health wrote to inform the organisations
that any decision on district nursing would have to wait for the
Report of the Working Party on Recruitment and Training of
Nurses.”

The Wood report’ resulted in the Nurses Act 1949 which legis-
lated for a reconstruction of the GNC which was given certain
additional functions. As these did not include post-registration
training, the GNC could no longer be considered a suitable body for
the training and control of district nurses and the RCN had to
reconsider its policy in this matter.

In the meantime, the Queen’s Institute was very anxious to find some
place for itself in the new central machinery which was being set up
for the NHS. They wrote in 1948 to the management side of the Nurses
and Midwives Whitley Council asking for representation. This was
refused. They wrote again in 1949 but were once again denied a
place.® Following this, the institute wrote to the Staff Side and
claimed a place as representatives of district nurses.’ This was refused
on the grounds that the institute had not been a negotiating body.
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When the Central Health Services Council was set up, the general
superintendent of the QIDN, Miss E J Merry, was appointed one of
the two nurse members.'? Other Queen’s officers were appointed
from time to time on the Standing Nursing Advisory Committee.

In the years after 1948, there was a significant change in the work
of the hospitals and an increase in the turnover of patients. This
meant that patients were discharged to their homes more quickly
and returned to the care of their own doctors. The general prac-
titioners were able to recruit families to their lists and their work
changed too. More women and children could seek the help of the
GPs who were able to refer their patients more easily to hospitals
for clinical tests and specialist opinion. These changes allowed
patients to be diagnosed and to receive treatment initiated by hos-
pital consultants who then sent them back to their doctors for follow
up supervision. Earlier discharge from hospital meant that more
acutely ill patients had to be cared for at home by the district staff.
The work of the district nurses was, consequently, radically changed
and increased.

The local authorities were not able to recruit enough district
nurses for a variety of reasons. There was a housing shortage which
prevented nurses from moving easily either from one district to
another or from hospital work into district nursing. Part-time nurses
were increasingly recruited but these were not available in sufficient
numbers and often did not live where the posts were available. The
hours which the nurses were required to work involved being on call
for 24 hours each day, including their nominal day off. Many nurses
lacked transport facilities and time was wasted as they waited for
public transport or bicycled to their patients. Few had telephones.

In order to meet the shortage of staff and the increasing case
loads, LHAs resorted to employing state enrolled assistant nurses
(SEANs).

A further cause of the shortage of district nurses was the problem
of living on their salary. Nurses’ salaries had been based on the
assumption that they lived in hospitals. There was slow progress in
agreeing the value of the so-called emoluments (board, lodging,
uniform and so on) which was eventually set at an artificially low
level. Non-resident nurses were paid a gross salary, including the
cost of emoluments as a living out allowance.

Since the salaries were low and the non-residence allowance
nominal, the total income of district nurses was such that those who
did not live in the district nurses’ homes could hardly afford to keep
themselves. Furthermore, although the hospital nurses had received
some increase in their salaries in 194849, there had been undue
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delay in settling those for the community nurses. The Ministry
representatives on the Whitley Council had asked the Management
Side not to pursue the matter in the face of the Government’s wage
stabilisation policy. Most of the Management Side was considerably
discomfited and concerned about the resultant anomalies and reper-
cussions on recruitment.'! The local authority representatives, how-
ever, supported the Ministry as they were anxious about a following
claim from the teachers.

By 1953, some element of stability was becoming apparent in the
district nursing services. A slow improvement in housing and
salaries encouraged a small rise in the numbers of district nurses.
This allowed the Ministry’s annual report for 1953 to discuss the
general practitioner’s function as ‘the clinical leader of a domiciliary
team’. The report also discussed the need for a growth of preventive
and after-care services as an essential part of this new team which
would help to reduce the demand for institutional treatment.

The numbers of visits paid by district nurses had increased in 1952
by over 3.5 per cent and in 1953 by over 3.7 per cent compared with
1949; the number of patients visited increased by 8.6 per cent and
9.46 per cent respectively; more children were nursed at home and
because of the increasing use of antibiotics, the number of visits for
injections had also risen. Some LHAs had started surgeries at the
district nurses’ homes for ambulant patients, but there was also a
complaint that some doctors were taking advantage of the nurses by
requiring them to attend at their own surgeries in order to do
dressings and other treatments which they would otherwise have
done themselves. !?

The report also disclosed that fewer nurses were willing to live in
the district nurses’ homes. Local authorities were having to supply
accommodation for their staffs, especially the married ones and the
male nurses recently introduced to domiciliary work.

The question of training was once again raised. Local authorities
had to pay for training courses and some were wondering if this was
a worthwhile cost. Where the Queen’s Institute functioned as
agents, they refused to use nurses without district training. Other
local authorities, employing nurses directly, could manage to recruit
staff without that financial burden. The Minister, Iain MacLeod,
therefore decided to set up a working party to consider the matter.
The chairman was Sir Frederick Armer, deputy secretary at the
Ministry.

The Queen’s Institute gave evidence to the Armer Committee
and described its system of training. There were 55 training centres
in Great Britain, served by 18 lecture centres. Between 600 and 700
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SRN trained every year and 25 more were trained by the Ranyard
Mission, a district nursing association in London. There was a total
capacity for 913 students but not all those places were filled owing to
the shortage of candidates.

The shortage was due, the institute thought, to the reluctance of
nurses to undertake the hard work, long hours and travel in all
weather. Furthermore, trained nurses had to take a drop in their
salaries during their training, as they received only a training allow-
ance. Once qualified, the district nurse received £35 per annum less
than domiciliary midwives or health visitors.

After giving details of the length of training, the institute said that
their courses prepared nurses to work ‘under the direction of the
patient’s own doctor’. They took care of sick children, the aged sick,
advanced carcinoma patients, incontinent and crippled patients and
tubercular patients. They performed skilled nursing procedures
such as the irrigation of sinuses and wounds and changed pessaries,
in-dwelling catheters and drainage tubes. The district nurse also had
to deal with social problems. The institute urged six months’ train-
ing in order to give the hospital nurse time to learn these skills and
to reorient her attitudes from task assignment to dealing with the
whole patient.

The cost of training a district nurse was approximately £90, and
this was paid by the LHA to the institute.

The institute considered that a national central body was needed
for training, examination, certification and control of district nurs-
ing. The Queen’s Institute should be that body.

They thought also that SEANs should receive district training and
could be allowed to work as members of home nursing teams, under
the supervision of a Queen’s nurse.

The Royal College of Nursing evidence took into consideration
the recently broadened syllabus of training for student nurses which
included some public health and social medicine content. They did
not entirely agree that hospital nurses were still task oriented, as
they felt that case assignment, a current favourite topic of dis-
cussion, helped the student nurse to view the patient more as a
‘whole patient’,

Under the new syllabus, district nurses would need less, rather
than more, training in future, and the College did not support the
institute in its stand for a six months’ course.

They recommended that there should be experimentation in inte-
grated nurse training and that there should be a central body for
district nurse training. There should be fewer but bigger training
centres located in universities where better teachers and fieldwork
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could be made available. The course should be educational rather
than instructional and fieldwork training should be controlled by the
training centre.

Students should be supernumerary to service needs; courses
should be evaluated and the training centres, rather than the local
authorities, should select students.

Better educational methods should be employed in the courses
which should aim to integrate theory with practice. There was a
need for a national examination standard.!*

There was therefore a clash of opinion between the institute and
the College, essentially about the length of the training.

Miss EJ Merry. general superintendent of the institute, and Dr
Struthers, a member of one of the institute’s committees, were the
representatives on the working party. They were given a free hand
by the institute to voice their own opinions but, in fact, they worked
very closely with the institute’s ad hoc committee which had been
set up to deal with the working party. The institute started by
wanting one representative body to standardise the training, ex-
amining and certificating procedures. Naturally it would have liked
to be that body, but it did not think that it would press the point too
strongly.

The institute was already concerned that some LHAs would ask
for a reduced period of training. They had previous experience of
authorities who did not accept the need for specialised training in
the work. Furthermore, the LHAs had until then been subsidised by
the voluntary associations in the training of district nurses. It was
only then, when they were required to meet the full cost of training,
that LHAs were demanding a shortened course. The primary goal
for the institute was to preserve the standard of district nursing as it
had sought to do since its inception."

It became clear that the working party was going to recommend
a shorter training of four months, or three months for health visi-
tors and nurses with additional qualifications or a minimum
of 18 months’ experience in district nursing.* The general execu-
tive committee of the Queen’s Institute therefore reviewed its
policy on training in the light of the growing opinion against
them.

The majority of nurses who took their training actually only took
the four months’ course since most of the district nurse students had
extra qualifications. The Queen’s training consisted of one part

* This will be referred to as ‘four + three months’ training’. The institute’s
training, on a comparable basis, will be referred to as ‘six + four training’.
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theoretical and two parts practical. Out of a total of 747 hours on the
course, 249 hours were spent as a student and the rest involved
working with selected cases (selected for a breadth of experience)
under supervision.

The lectures were designed to widen the nurse’s knowledge and
general nurse training and included lectures on public health and
social legislation (12), district nursing (8), environmental hygiene
(2), special diseases (5) (these included tuberculosis, infectious
diseases and other conditions with which student nurses were not
familiar), nutrition and diatetics (3), prevention of accidents (1) and
one lecture each on health visiting, geriatric nursing, occupational
health, occupational therapy and physiotherapy.

The general executive committee did not consider that the newly
introduced GNC syllabus would provide an adequate foundation for
district nurses without the addition of all those topics. In any case,
the nurses trained under the new syllabus would not be coming
forward for district nurse training until 1957 or 1958. They did not
feel able to change their general policy on the length of training but
did agree to a small amount of flexibility.'S

The following month, they heard that the working party was
indeed to come down on a four + three training. Sir Frederick
Armer asked the chairman, Mr A HM Wedderburn, to meet him to
discuss the possibility of a compromise. Mr Wedderburn was told at
this meeting that the working party was probably going to recom-
mend a central executive body which would take over all the insti-
tute’s functions regarding training. Sir Frederick hoped that the
institute could find a compromise.

Mr Wedderburn replied that the institute would be prepared to
accept a four months’ training and that they would be prepared to
provide those courses. Registered nurses without further qualifica-
tions would be given their district nurses’ certificate but if they
wished to be placed on the Queen’s roll they would be required to
take an additional month’s training before beginning the course. Sir
Frederick rejected the proposal.’

Miss Merry had reported to the general executive committee that
only six of the 18 bodies represented on the working party had
wanted a shorter period of training and that there had been a
considerable amount of ‘direction’ from the representatives of the
Ministry that the training should be reduced. She also reported that
she had been put under considerable pressure.

The working party did not want a minority report which Miss
Merry and Dr Struthers were on the point of writing. The Ministry
officials made it clear that the institute would suffer if they refused
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to concede the shortened course, but that if they did agree to the
four + three formula the LHAs would continue to use them for
training.

Miss Merry thought that the working party might agree to an
experimental period of three or four years for the four + three
course. If the institute agreed this, they had been promised two
places on the advisory body. If there was a minority report, the
institute would be left out of the central body.

The institute noticed that the working party had conjured the
four + three training period out of the air, without a syllabus. They
therefore told the Ministry that they would review the four + three
formula if it was accompanied by a syllabus.

They also decided to obtain expert opinion on their own syllabus
to see if it could be taken in threé months without lowering the
standard. If it could, the institute would accept a shortened period
of training. Mr Wedderburn had asked Sir Frederick why the work-
ing party were insisting on a shortened period of training but had
not been given a reply.

Three professors of education were consulted from centres spread
about the country. Each of them examined the institute’s syllabus
and each pronounced that it needed more than six + four months to
cover properly. One of the academics, Professor Lauwerys, pro-
fessor of comparative education at the University of London, wrote
that the field to be covered was extensive, the skills to be developed
were complex and there was a need for a subtle adjustment of
attitudes. He did not believe that anything could be left out of the
Queen’s syllabus and thought that an additional two or three
months would be beneficial. He said that there was need to empha-
sise the psychological and sociological aspect and for time to digest
the content of the course. He thought that the working party’s
proposals to cut the period of practical training and supervised work
was wrong.

It is surprising to me that a proposal to shorten the period of
training for district nursing should be seriously considered at a
time when the general tendency in all professions is to extend the
length of training in view of [the] growing complexity and tech-
nicality of the knowledge and skills to be applied. The pity of it is
that this is being proposed at a time when the extremely high cost
of hospitalisation makes it increasingly desirable to extend the
amount of home treatment.

To shorten the period of training required for a profession lowers
its general social status and prestige. Thereby it adversely affects
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recruitment . . . it will be taken as an evident straw showing that
the establishment of the National Health Service leads to a lower-
ing of professional standards.

The general executive committee thought that they should stick to
their policy as it was now backed by these experts’ views. Un-
fortunately, their ground was a little bit cut away from them by the
London superintendents who, in 1954, had agreed with their
London County Council masters that five months was an adequate
period for training.'8

They advised Miss Merry and Dr Struthers to prepare their
minority report just in case and agreed that the expert reports
should be attached.

In June, Miss Merry told the general executive committee that the
working party had refused to allow the attachment of the three
expert reports and that there had been some unpleasantness. The
working party members had accused the institute’s representatives
of breach of confidence in showing the report to the academics.!*!?
In fact, Mr Wedderburn had earlier received clearance for this, in a
general sort of way, from Sir Frederick.

Negotiations continued between the institute and the Ministry all
through the summer of 1956. In April, the RCN asked to meet with
representatives of the institute to see if the latter would accept a
compromise of four + five (which the institute had already proposed
to Sir Frederick and had had rejected). The institute felt that it
could not very well enter into discussions with a third party whilst it
was negotiating with the Ministry and felt obliged to decline.?®

During the summer months, the institute prepared a new syllabus
to cover five months, still hoping that the Minister would accept a
compromise. It had four fewer lectures than the Queen’s syllabus
and three more than the Armer majority report proposed. Super-
vised practice and practical demonstrations were also slightly re-
duced. This syllabus was subsequently rejected by the institute’s
education sub-committee which reverted to a hard position on the
six months’ course.?!

In October, the Minister asked to see representatives of the
institute in order that he could announce his decision to the insti-
tute’s annual meeting, which he was to address, at the end of the
month.

He told the Queen’s nurses and members on 30 October that he
had decided to accept the majority report. The four + three model
would be laid down as a minimum standard and authorities could
opt for longer training if they wished.
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Mr Wedderburn had to give the vote of thanks, which he did
politely but very coldly. He told the Minister that

... he has indeed sounded the death knell of one of the most
cherished ideals of the Queen’s Institute ... Our earnest hope
was that as in all other branches of the Public Health Service,
there should be officially recognised a single and high national
qualification for the district nurse.

He considered that there would, from then on, be a grade two
certificated district nurse, ‘a semi-processed article’.??

The majority report® discussed whether or not a district nurse
needed further training and concluded that she did. The trained
district nurse gained an acceptable degree of efficiency more quickly
and required less supervision. Nurses needed to learn to adapt
hospital techniques to home nursing where, in addition, they were
likely to encounter different kinds of illnesses. District nurses
needed to have some knowledge of their different and additional
responsibilities since they worked on their own; they also needed to
know about the various social services that might be available to
their patients.

The pattern of training for these nurses would be affected by the
new GNC syllabus for student nurses which became compulsory in
1954 and which widened the scope of general nurse training by the
inclusion of some aspects of social and public health. The district
nurse trainee would, additionally, have to be given some experience
in nursing the chronic sick and the elderly, lacking in her general
training.

The majority of the working party considered that four months
would be a suitable period of training (three months for health
visitors) and that there should be a national standard for the
examination.

The report also considered that there was no need for a statutory
body to control the training. The Queen’s Institute and the LHAs
should continue to be responsible. A central committee should be
set up to issue a syllabus and set examinations. Schemes of training
should be sent by the LHAs to the Minister for vetting and the
central committee should advise him on these. A national certificate
should be issued.

There was, however, disagreement about the length of training,
and a minority report was published. The Queen’s Institute and the
Ranyard nurses were not able to agree to what was, by their stan-
dards, a shortened training. They considered that four months was
not long enough. Nurses needed an adequate period of supervised
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experience in order to make certain that the advice they might give
to their patients was sound. They needed more time to adjust to
working in people’s homes, alongside other community workers.
The new GNC syllabus was not generous in the amount of public
health content (four lectures) — work in hospital was task oriented,
they argued, and in the district nursing field was patient orientated.
Furthermore, in people’s homes there would not always be facilities
such as running water, lavatories and drainage that hospital nurses
took for granted.??

The minority report did not accept the assumption that a shorter
training would attract more recruits or that untrained district nurses
would more readily take the shorter training. They argued that the
shortened training would prejudice the prestige of district nurses in
the eyes of their professional colleagues and patients, and the pro
forma syllabus, provided in the main report, lacked essential details.

The working party consisted of five Ministry officials (including
three nurses), four LHA representatives, five medical officers of
health (one was the chairman of the training sub-committee of the
Queen’s Institute) and three nurses (one RCN, one QIDN, one
Ranyard nurse). Of the 17 organisations submitting evidence, nine
wanted a one year training, four wanted the candidates to be very
experienced SRNs. Details of the 17 organisations wanting a long
training are not known. It would be difficult to identify 17 different
organisations who were all interested in district nursing. On the
evidence that was available for the QIDN campaign organised in
1946 it may be considered possible that these were voluntary
agencies in membership with the institute. These agencies would
have tended to concur with the actively promulgated advice given to
them by their parent institute.

The Ministry and the LHAs had a responsibility for both the
financial implications of their recommendations and the manage-
ment and provision of a service. It is not surprising therefore that
they preferred a shorter training on purely service grounds.

The Queen’s Institute and the Ranyard nurses, on the other hand,
did not have this direct responsibility. Their priorities, therefore,
were unmitigated by political considerations and were for the pre-
servation of a standard of nursing. Many of their arguments were
sound and in later years the training was fixed at six months. At the
time, however, the general trend for all nurse training was to cut it
as short as possible.*

The district nursing organisations had good reason to be sus-
picious of another move to cut nurse training, especially in the face
of the expert opinion which supported their stand.
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In the main, the other nursing organisations and the BMA wanted
no change in the training period; the College of General Prac-
titioners wanted a longer period; the Society of Medical Officers of
Health, the Association of Hospital Matrons and the employing
authorities all wanted a shortened training.

The Public Health Section of the RCN considered that the timing
of the report had been unfortunately premature since little account
could yet be taken of the new GNC syllabus for general training or
of the various experimental courses which had been started for a
combined general and district training.

They were also dissatisfied with the composition of the working
party which had included too many doctors and only two ex-
perienced district nurses. Furthermore, they wanted the member-
ship of the proposed central committee to be more detailed so as to
ensure that there would be an adequate number of experienced
district nurses. Any SEAN working on the district should be super-
vised by a state registered nurse and should not be given an area of
her own.?

Augusta Black, education officer at the Queen’s Institute, wrote
in Nursing Times*® that the recommendations of the majority report
would produce a lower standard of district nurse. The working party
had ignored much evidence and she believed that the decision to
have a shorter training had been taken prior to examining the
evidence rather than as a result of it. The minority group, she
claimed, had offered to discuss a compromise period of training but
this had not been taken up.

Both reports, she wrote, agreed a syllabus which was similar to
that of the Queen’s Institute but the shorter period would allow less
supervision of the nurse and make the Queen’s system of case
assignment impossible.

A proposed central body with a four months’ course would result
in two standards: the Queen’s six months’ course and the local
authorities’ four months’ courses. She promised that the institute
would continue its longer training.

Her article was taken up in the correspondence columns. One
writer felt that, under the majority recommendations, nurses would
get at least four months’ training: most were not getting even that at
the time. Nurses, she thought, should not argue about the difference
in course length when the patients were so many and the district
nurses so few: ‘Our first duty is to our patients’.

Another correspondent, JM Akester, thought that Miss Black
was confusing training and experience and, because of that, nurses
had for too long made their training too lengthy: ‘training or
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education should be the preparation for experience but should not
attempt to include it’.?”

Another article also discussed the question of training time. This
writer, Mary Witting, considered that no profession showed such a
wide range of ability as did nursing. The range spanned from the 15-
year-old school leaver to the School Certificate or GCE girl. Both
the four months’ and six months’ courses were therefore needed.
She criticised the Queen’s Institute syllabus for having too much
repetition: there were doctors and nurses lecturing on the same
subject and much overlap with the basic SRN course. She was
doubtful if district nurses needed to know anything about public
health or social legislation, or about the work of the health visitor,
or about the normal infant.?®

Apart from these few articles and letters, the district nurses were
remarkably mute about their own affairs. In the field of the general
nurses, it was more usually the sister tutors and matrons who were
vocal about their problems. The same grades verbalised for the
mental nurses. In the field of health visitors, it was most often the
lecturers and tutors, or the medical officers, who spoke out and
discussed the future. In the field of the district nurses, there was
very little public airing of their problems. There was some discus-
sion in the Public Health Section of the RCN but the tutors and
nurses had nothing much to say for themselves.

By this time the Guillebaud report had been published.? It
hardly mentioned the nursing services but discussed the pros and
cons of reorganising the NHS so as to integrate the community
services with those of the hospitals. Some people recommended the
appointment of statutory ad hoc health authorities to ensure that the
hospital, family practitioner and home health services were organ-
ised in a more efficient and economical way; others considered that
this manoeuvre would create another division between the com-
munity medical services and the other local authority social services.
They considered that this might be as unfortunate as the current
divisions in the NHS since it would ‘drive a wedge’ between the
home health services, provided by the LHA, and their welfare
services, provided under the National Assistance Act. They pro-
posed, instead, active steps to ensure better cooperation between all
services.

The Guillebaud report discussed the LHA services but, again, did
not review the community nurses. It did consider that the slow
progress in building health centres ‘may perhaps be fortunate’ since
the committee considered that more experimental schemes should
be evaluated before further capital investment was made. The
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report generally found the NHS to be working well and recom-
mended that it should be given more funds in the future.

A minority report signed by EJ Maude, discussed the divorce
between curative and preventive medicine and considered that the
dominant prestige of hospital medicine would lead to the preventive
and social aspects ‘falling into the background’. He preferred that
responsibility for the hospital as well as the community services
should be taken by the local authorities who would need to be
reorganised beforehand.

This report did nothing for the nurses but did focus more atten-
tion on, amongst other things, the community services.

The annual report of the Ministry of Health for 1958%° celebrated
ten years of nationalisation with a review of the health service. In its
review of the home nursing service (page 156) it described the
changes in the duties of the district nurses and commented that
more types of illness were recognised as suitable for nursing at
home. More visits were made for giving injections; pre- and post-
operative care and preparations for x-ray examinations were given
at home. More patients could be discharged earlier, more children
could be nursed at home and the care of the aged was more often
left to the district nurses.

The nurses more usually preferred to live in their own homes, and
local authorities had been able to provide accommodation for them.

Training was mostly afforded through the Queen’s Institute, but a
few local authorities ran their own schemes. Some authorities still
did not recognise any need for special training.

The annual report for 1958 also mentioned that an integrated
course for general, district and health visitor training had started at
the University of Manchester for candidates possessing the usual
university entrance requirements (page 175f).

The recruitment of home nurses had been fairly steady, but many
still did not have special training. By 1958, almost all LHAs had
taken over responsibility for running their home nursing service
which still, largely, gave care to the chronic sick, elderly and
children. State enrolled assistant nurses were sometimes employed
and had been found very useful. The report made no mention of
male nurses, but there was, in fact, a rather slow growth in numbers
of these t00.>!

During the previous ten years, the report claimed, there had been
an improvement in personal transport facilities, the provision of
telephones and of comfortable living accommodation for district
nurses. However, there was still a lack of sterilising facilities, and
lack of storage space for equipment and record-keeping by district
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nurses needed further attention. There was almost no provision for
the central sterilisation of syringes and dressings.

The Ministry of Health was probably prompted by the Guillebaud
report to set up another advisory committee to study the training of
district nurses.” The chairman was to be D H Ingall and out of 12
members there were to be five nurses, four of whom were district
nurses.

The Ingall committee recommended that the model syllabus for
four months’ training put forward by the Armer committee should
be adopted; schemes of training under this syllabus should be sub-
mitted for approval to the Minister. There was to be a national
committee for district nursing and a panel of assessors set up to
examine these schemes and to advise the Minister. Ministry nursing
officers should make periodic inspections of the training courses;
there were to be both oral and written examinations and a national
certificate would be awarded. There was also to be a panel of
examiners set up for the use of the training authorities.

In 1960, the RCN heard that the Minister had decided to accept
the Ingall committee’s recommendations for the training of district
nurses. He was planning to set up a panel of advisors and had
already appointed a number of members to the National Council for
District Nursing. The Public Health Section of the RCN agreed with
the proposals.>

There was very little change in district nursing after this time until
the report of the workin§ party to advise on senior nursing posts in
the community, in 1969.%*

During the period under review, there was evidence that the local
authorities were not, generally, either constructive or even very fair
with their nursing staffs.

Although salaries were regulated by the Whitley Council, their
terms of employment were inferior to those for other local authority
officials. The nurses therefore suffered a loss of status compared
with welfare workers and teachers. There was little opportunity
for the nurses to attend professional conferences, refresher courses
or study days; often nurses who were very keen to join these were
obliged to take annual or unpaid leave. Few local authorities would
second their nurses for administrative or tutor training courses, with
the result that trained district nurse tutors were rare. In the same
vein, district nurses, who had to pay into local authority super-
annuation schemes, also suffered. Transfer from one scheme to
another was sometimes actually blocked by an LHA so that move-
ment to another authority was either very difficult or involved the
need to terminate one scheme and start anew with another. Some
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authorities who accepted transfers refused to credit the nurse with
the full years of service that she had worked.

There were even cases where some LHAs refused to implement
Whitley scales of salary and conditions of work. In rare instances,
the nurses were paid more, in order to attract staff and to bring their
salaries up to the level of staff of equivalent standing. Often the
LHAs delayed giving their nurses the improved salaries recently
agreed.®

The district nurses always felt that they were unfavourably com-
pared with both ward sisters and health visitors; indeed, there was
some substance to this as their salaries were less and their training
was clearly inferior in length and depth when compared with that of
the HV. There was invariably a greater shortage of health visitors
than there was of district nurses and LHAs were much more willing
to give HVs equal status with social workers.?

The local authority nurses were responsible to the medical officer
of health who frequently delegated the organisation of the nursing
services to an assistant medical officer. In 1959, of 39 local health
authorities only 23 had appointed superintendents of district
nurses.?® The nurses had to work through intermediaries therefore
and their problems and needs were often interpreted by an officer of
another discipline. There was little professional support available to
them.

Certainly the nature of their work was perceived as being of less
value than that of other nurses: they were considered as generalists
performing rather routine tasks in the patients’ homes. Many
authorities continued to reject the need for special training.

Whereas nursing had, after the Nightingale era, grown up with
ladies in charge, by 1948 the district nurses were the only ones who
remained subordinate to these voluntary workers. Even after 1948
the ethos of the ladies was retained by the Queen’s Institute whose
dominant values were the care of the patient and the social bearing
of the Queen’s nurse. All other nurses had become responsible to
senior colleagues or, in fewer cases, to doctors.*’

In the face of the rationalisation and centralisation which the
NHS had introduced to all areas of health care, the Queen’s Insti-
tute stood out as a voluntary organisation, a paradox in the heyday
of nationalisation, and an irritant to the central planners.

The RCN Council accepted the shortened course of training al-
though its own Public Health Section was opposed to it. It accepted
a central body for the training and examination of district nurses in
contradiction to its own policy of seeking professional control over
post-registration training. It accepted the idea that district nurses
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would require less rather than more training in the future — the
sentence of generalism rather than specialism for district nurses. In
doing this, it went along with the Ministry of Health and continued
to establish its position as the accepted representative body of
nurses, the bo‘dy accepted by the civil servants and the government.

The Queen’s Institute opposed the Ministry with rational argu-
ments, supported by expert opinion, insisting on the preservation of
standards of training and long-term objectives. It failed to come to
terms with the process of centralisation and nationalisation and
precipitated its own death knell as a training institution, eventually
withdrawing from all training in 1967.%8

Eventually the district nurses suffered too, since their training fell
into the hands of the local authorities who were responsible for
organising the service and for whom training was of only secondary
importance. Over half of all district nurses lacked specialist training
and their generalist status persisted until the Nurses, Midwives and
Health Visitors Act 1979 made provision for mandatory training in
the future. It will not be until that comes into effect that district
nurses can begin to recover their position alongside other branches
of nursing.




Chapter 8/The health visitors

Health visiting is concerned with the principles of healthy living, the
prevention and detection of ill health and building up families’ and
individuals’ personal resources so that they can better cope with the
normal crises of life.! Its history is better documented than many
other branches of nursing even though there was no statutory body
for education and training until 1962.

In fact, the roots of health visiting were not primarily in nursing,
since the first recorded visitor in 1862 was ‘a respectable working
woman’ employed by the Salford Ladies Sanitary Reform Associa-
tion.> Later, health visitors were drawn from women doctors,
sanitary inspectors, midwives and teachers, as well as nurses, all of
whom were considered to have an appropriate background of train-
ing for the work.

Although the early health visitors were primarily concerned with
sanitation, they became more involved with the maternity and
child welfare movement by the 1914-18 war. The London County
Council legislated for professional qualifications for their health
visitors in 1909, and ten years later, the Ministry of Health pre-
scribed their general professional requirements.

By 1907, there were several alternative training schemes designed
both for those with a medical or nursing background and for those
without. The Royal Sanitary Institute (later the Royal Society for
the Promotion of Health) offered a short course for the former
candidates, and both Bedford College for Women and Battersea
College ran longer courses of two years for the second type of
recruits. The Ministry of Health and Board of Education also ran
one year and two year courses after 1919. The longer courses lapsed
in 1944.

In 1943, the duties of health visitors were outlined by their train-
ing institutions in order to facilitate the formulation of a syllabus.
These included maternity and child welfare (M & CW), school
medical duties, tuberculosis visiting, control of infectious diseases,
social work and caring for the family as a unit.’

If the list had not changed noticeably from their earlier duties, the
empbhasis had. The health visitor was part of the nineteenth century
public health movement which, with the improvement of social
conditions and the control of infections, was already on the wane.

After 1928, there were two methods of funding the training of
health visitors. Some authorities advanced the student’s salary for a
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six months’ training. This was repaid during a further six months’
service after qualification. Other authorities appointed students as
probationary health visitors and paid them 75 per cent of the quali-
fied visitor’s salary during a course covering not less than three
academic terms. The health visitor was subsequently required to
work for the authority for a contractual period of time.?

The training of health visitors was different from that of other
nurses in two important aspects. Firstly, she was educated in social
health and social policy, building upon scientific principles. In con-
trast to this, other nurses were trained in curative medicine by
didactic methods which concentrated on procedures rather than
principles.

In the second place, from the earliest days, health visitor educa-
tion was given in local authority or educational establishments
rather than in schools of nursing. Their training therefore had roots
in mainstream education. _

In 1945, the Royal College of Nursing started a one year full-time
course for HV tutors which included educational psychology and
teaching methods as well as training school management and profes-
sional development. By 1950, practically all HV tutors were quali-
fied and eligible for the roll of HV tutors which the College set up in
1952. This preparation enabled the tutors to take over for them-
selves the management and planning of their courses, and the teach-
ing of health visitors quickly improved.'

In 1948, new regulations made qualifications for all health visitors
mandatory, including part-time workers and those employed by
voluntary agencies who had previously been exempted.® Some
exemptions were made for those working in triple duty posts
(district nursing, midwifery and health visiting).

The National Health Service Act 1946 gave local health authori-
ties (LHAs) responsibility for providing health visiting services ‘for
the purpose of giving advice as to the care of young children,
persons suffering from illness and expectant or nursing mothers, and
as to the measures necessary to prevent the spread of infection’.*

In 1948, the Children Act removed from health visitors their
responsibility for child life protection and transferred it to social
workers.

The work of the health visitor was, therefore, only loosely defined
by the NHS Act which was seen to have substantially broadened her
sphere of activities. The amalgamation of the mental health services
in the main body of the NHS and the creation of care and after-care
powers were thought to have further extended her work. The trend
of health and welfare activities towards the well-being of the family
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as a whole, brought the health visitor into contact and, sometimes,
conflict with other workers in these fields. These other workers,
such as the school attendance officers and the social workers, did
not usually have medical backgrounds and, indeed, commonly
lacked any form of training.’> Often their work was as ill-defined as
the health visitor’s, and there was bound to be some competition.

The health visitor had always formed part of the staff of the
medical officer of health and the NHS did not change this traditional
organisation. However, whereas previously she had worked almost
exclusively with medical officers and had very little contact with
general practitioners, the new health service brought a reversal of
this pattern.

Prior to 1948, few women and children could afford doctors’ bills
and relied on advice from the voluntary agencies or local authority
services. After 1948, 95 per cent of the population registered with a
general practitioner and were able to receive medical care freely.
This slowly drew clients away from local authority clinics and made
it necessary for health visitors to have more contact with the GPs.

The free availability of GP services also encouraged people to ask
advice from their doctors on a host of minor health problems which
they had previously taken to their HV. Whereas the doctors were
still not much concerned with, nor yet very skilled at, preventive
health work, the health visitor lost a convenient opening for the
pursuit of her other work.

In half the counties and more than half the county boroughs,
some health visitors undertook specialist duties, such as visiting
tubercular patients, the aged, chronic sick, mentally ill people or
premature babies. Some health visitors specialised in visiting dia-
betic people, unmarried mothers or children who were attending
paediatric clinics.

All HVs were involved in M & CW duties (except the specialists);
most did school health and tuberculosis visits. Many counties,
especially the rural ones, had combined posts which included
midwifery and/or home nursing duties. In the county boroughs, the
HVs were more usually involved in infectious diseases, control of
venereal diseases, care of aged and infirm persons and after-care. In
some counties, the HV visited mentally ill patients, and in most
authorities they were involved in providing health education to
groups of people and the promotion of immunisation and vacci-
nation programmes. Medical officers of health who were interested
in epidemiological studies or other research often used their health
visitors as data collectors.

There was obviously a great diversity in the work and role of the
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health visitor but little evidence of the development of successful
working relationships with the general practitioners who did
not respond to the approaches of authorities or individual health
visitors.5

After the war, the social security and housing measures greatly
mitigated the living conditions of the poor. The National Insurance
Act and the supplementary benefits scheme helped to alleviate the
extreme poverty that had characterised the 1930s. The housing
programme helped to obliterate many of the slum dwellings and
bring more modern amenities to many people living in overcrowded
and unsanitary conditions. Infectious diseases had almost been con-
trolled and the newly labelled behavioural diseases were coming to
the fore.

But the new social climate, whilst it had wiped out many adverse
conditions, brought new problems. The removal of the younger
generation to their new homes separated them from their parents
and deprived them of parental support. The break-up of com-
munities in the redevelopment areas could not be quickly compen-
sated for by the building of new housing estates. The alienation of
the young nuclear families was accompanied by the isolation of the
older generation.

Needs in the 1950s became more related to mental health. These
new developments were perceived as social problems which health
visitors were not trained to cope with. The consequences of unre-
solved social problems were usually manifested as mental illnesses
which the health visitors were not trained to handle. Their clients
were better educated and came from a wider social spectrum than
hitherto and the new social climate was helping to raise the expec-
tations of the populace.

Health visitors were already fully occupied with mothers and
young children, and it is not surprising therefore if they did not go
out of their way to confront the new challenges.

It was clear to many, however, that if the new generation of
health visitors were not equipped to handle the needs of modern
society, their future would be short. Already GPs were taking more
interest in mothers and young children. It was not outside the
bounds of possibility that health visitors might be squeezed out of a
viable function.

Some health visitors could see further significant shifts in the
emphasis of their work and many thought that the syllabus of
training needed to be broadened. The integration of the mental
health services into the NHS and the already visible trend towards
more care for these patients in the community would require some
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psychiatric training.” Furthermore, the shift from environmental
conditions to concern for the general health of all age groups in the
family unit would have to be reflected in a new syllabus.

But whilst the health visitors might have foreseen the need for
radical changes in their function and training, they were still under
the control of the powerful medical officers of health whose roots
were deeply planted in public health. The MOsH were not willing
for the health visitors to divorce themselves so entirely from their
old role: it had, after all, been the health visitors who had given
the personal services whilst the sanitary inspectors had given the
environmental service — the twin pillars of the public health move-
ment. If the health visitors moved over to medico-social work, they
would be undermining the power base of the medical officers of
health.

This consciousness of change was more evident in the health
visitors than in other fields of nursing. They responded more quickly
to the new social climate but they had little support from their
colleagues in nursing and the public health field.

The majority of nurses were hospital based and steeped in the
glamour of caring for sick patients. They were inclined, therefore,
to discount the work and skills of the health visitors. They were, in
any case, preoccupied with restructuring nurse education in hos-
pitals. Since the basic nurse training was the foundation on which
health visitor education had to build, this was also of concern to the
public health nurses, but the small numbers of health visitors were
not sufficiently important to the hospital nurses to encourage them
to give any weight to the needs of health visitor training.

The health visitor had always been on the staff of the medical
officers of health, rooted in the public health mould. The medical
officers of health were primarily concerned with the environment
and, therefore, the physical aspects of disease. They were slow to
convert to social aspects of health and many failed to recognise the
changing function of the health visitor.

Consciousness of change was mostly felt by health visitor tutors,
many of whom were employed in educational institutions. Service
health visitors were dominated by the medical officers of health and
most shared their environmental values. Although health visitors
acquired superintendents to manage their service more quickly than
district nurses, the superintendents often retained their public
health roots. In any case, the superintendents were answerable to
the medical officers of health and did not attend the local authority
health committee meetings.

Before health visitors could reorientate their functions and training,
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therefore, they had to free themselves from the dominance of the
medical officers of health.

The problems of the health visitors fell into several categories.
First, there was the question of what was the job of the health
visitor. What direction should she take in the future? Next, there
was the need to revise the training syllabus in order to meet the
needs of her job. Thirdly, there was the problem of recruitment.

With regard to the work of the health visitor, there appeared to
be three camps. One camp wanted her to be a general-purpose
visitor, much as she had always been. She should continue to care
for mothers and young children, do health education and advise on
home safety, and help mothers to optimise their home conditions
and raise their young children. These were the traditional environ-
mentalists and the main proponents were the medical officers of
health and the Royal Sanitary Institute.

Secondly, there were those who wanted the health visitors to turn
more towards social medicine: to provide a follow-up service for
patients newly discharged from hospital and a care and after-care
service as loosely described by the NHS Act, and to continue to be
responsible for building or encouraging positive health.’

Thirdly, there were the more ambitious people who wanted one
general-purpose worker, a medico-social worker who should com-
bine the work of the health visitor and the social worker.

The proponents of this new concept were principally the health
visitor tutors, especially those working with university-based
courses.

At a conference of the Royal Sanitary Institute, Patricia
O’Connell, tutor to the HV course at Southampton University,
advocated that the medico-social needs of people should be met by
one basic medico-social worker, a new-style health visitor.® She
anticipated that this worker would take an integrated general
nurse/health visitor course based at a university.

Mary Davies, tutor to the health visitor course at the Welsh
National School of Medicine, also wanted a medico-social type of
health visitor to deal with complex social problems. She saw the
need for a two-tier structure with general purpose health visitors
and specially prepared people working at an advanced level. She
found that the medical orientation of the health visitor’s training
was not an appropriate base for social case work and that existing

case loads were too heavy to allow enough time for dealing with
family social problems.

The advanced worker should function as a consultant to the
general worker in dealing with complex problems. This arrangement
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could also help to offer some sort of promotion to health
visitors which did not take them out of field work. There would have
to be a suitable course for the advanced worker which would be
academically approximate to the graduate social worker.’

Both O’Connell and Davies wanted a specialist level of health
visitor with an academic education to compete with the graduate
social workers. There was so much overlap between these two
occupations that many nurses feared a take-over of their work.

Although social workers had relatively few graduates in their
numbers, they derived a prestige from them which the health
visitors lacked. Professor Crew, speaking to the conference of the
Royal Sanitary Institute, voiced the feelings of some health visitors
when he said that HVs, who could not claim the cachet of a uni-
versity education, had become disadvantaged when compared with
kindred workers in the social services who could.!® However,
whereas O’Connell and Davies both wanted a specialist grade for
health visitors, Professor Crew did not. He considered that they
should avoid specialisation and remain as generalists. All these
speakers, however, realised the need for a new arrangement in the
training and certification of health visitors.

The Royal Sanitary Institute was the body which organised the
training and examination of these workers and it was very much
dominated by the medical officers of health. Whilst the training
schools had been able to introduce a new syllabus in 1950, they had
not been able to influence the form of examination. The new sylla-
bus included more social medicine and social policy but the
examination remained environmentally oriented.. There was there-
fore a gap between the training and the examination. Furthermore,
whilst the nurses, specifically the Royal College of Nursing, wanted
all nurse training to be controlled by nurses and all specialist train-
ing to be taken after basic nurse training, that of the health visitors
remained under the control of the Institute.

In the meantime, recruitment of health visitors was poor and they
were not, apparently, extending their role to take up the functions
described for them in the NHS Act."

It seemed to many that they were performing too many duties
which less skilled people could adequately cope with and that they
were spending more time in clinics. There was little agreement on
the size of the work-load that health visitors should have and, with
the agreement of the College, the Ministry asked the Nuffield Pro-
vincial Hospital Trust to undertake a job analysis on the work of
public health nurses. This was completed in 1954 and covered
district nurses as well as health visitors."?
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About 40 per cent of all nurses worked in the public health field
and they came out very well from the study: there was ‘a wealth of
good-will and expert knowledge whose potential in the organisation
of the NHS ... is clear’. The GPs were criticised for a lack of
cooperation with the health visitors with whom they had difficulty in
forming links.

The study concluded that caseloads were still geared to the his-
torical use of HVs and made no allowance for their extended duties.
In any case, they were still based on the recommendation made in
1944 by the Ministry of Health for wartime conditions. The average
case load was 980 children aged 0-5 years against a recommendation
of 400 from the Department of Health for Scotland, the RCN and
the Women Public Health Officers Association. The Standing Con-
ference of Training Centres for Health Visitors, ‘the only body
known to have given detailed consideration to the matter’ since the
inception of the NHS, had recommended in 1950 a caseload of 665,
not allowing for any extended duties, or 400 allowing for two-fifths
of time to be spent on extended duties.

The report also proposed better organisation of clinics and a
delegation of the HV’s duties to other nurses and voluntary helpers.

In discussing the shortage of health visitors, the report agreed
with Dr Fraser Brockington (West Yorkshire MOH at the time) that
specialist HVs should not be encouraged, and that HVs should
extend the range of their general duties. It also found that a three
years’ general nurse training in curative nursing could be excessive
as a base for health visitor training. The integrated training schemes
were commended.

School health duties should be given to school nurses, and ante-
and post-natal care should be taken over by midwives in order to
reduce the load on health visitors.!3

The report commented on the wide variation of times given for
clerical duties but did not provide a breakdown of these. The
researchers probably did not appreciate the inclusion under this
heading of liaison calls to other social service departments, the GP,
teachers etc. The range given was one hour to 194 hours per week.
The researchers criticised the old-fashioned method of recording
visits and commented that the use of prescribed headings misrepre-
sented the health visitor’s work and workload. A specific heading,
for example, ‘First Visit’, might conceal a discussion of multiple
problems simply because of the original intention of the visit.

This report may be compared with one done in 1948, Before the
Appointed Day, by BM Langton.'* She was superintendent in
Salford and had been concerned about a possible misuse of her
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health visitors’ time. Unfortunately, her headings differed from
those of the NPHT, but from her study she reasoned that a reason-
able caseload was generally thought to be 500 children under the age
of five years (allowing 10-12 minutes per visit). She contrasted this
with the national average of something like 1,000 children aged
under five years.

Both Langton and the NPHT had reported very high caseloads of
0-5 years. Their recommendations for a reasonable caseload were
also similar, although both studies acknowledged a range of opinion.
Clearly, however, with caseloads based only on under-fives and
double the recommended numbers, health visitors had little chance
of accepting the wider duties offered them by the NHS Act. There
was an additional factor in the constraints experienced by the health
visitors. The local authorities had a statutory duty to visit all new-
born babies within one month of birth. They had delegated this duty
to the HV whose priority it became. Thus any wider selection of
work by the health visitor was virtually pre-empted since once a
mother and baby had been visited, they would be on the HV’s list
and would have to be followed up. It was in this way that policy
helped to prevent health visitors from extending their duties.

Recruitment, too, was less than satisfactory. Recruits had to
come from the hospitals who selected them for clinical nursing.
Hospitals had little regard for preventive work and did nothing to
encourage their newly-trained nurses to leave for health visitor
training. In any case, recruits had first to take some midwifery
training before they were acceptable. There was therefore a further
hurdle to overcome. Altogether a health visitor had to complete
nearly five years’ training before she could qualify.

There was very little opportunity for promotion once a nurse
became a health visitor. The few superintendent or tutor posts that
there were did not offer the able health visitor much opportunity for
promotion and the job came to be seen as a dead-end one.

Most health visitor schools had high educational criteria which
made many nurses unsuitable for acceptance. As the standard of
recruit to nurse training deteriorated after the war, the health visitor
schools experienced greater difficulties in filling their places.

In 1957, the first integrated course for nurse/health visitor training
at a university was announced jointly by St Thomas’ Hospital and
Southampton University. Students spent their first year in the
Department of Social Studies with other students, their second to
fourth years in hospital where they received a general training and a
special three months’ obstetrics course, and then returned to univer-
sity for their last six months’ training as health visitors before taking

169




THE EFFECTS OF THE NHS ON THE NURSING PROFESSION: 19481961

the HV examination.'> The numbers were small with only 39 stu-
dents over five years, and the course was long, but the success rate
was high, and the total wastage was only 8 per cent.

Almost at the same time, a second experimental integrated course
was announced by the Hammersmith Hospital, Queens Institute of
District Nursing and Battersea Polytechnic. This course was plan-
ned to train students for general and district nursing, Part I mid-
wifery and health visiting.

The Ministry reported ‘a flow of candidates with suitable
educational qualifications’ to be coming forward for these experi-
mental courses.

But the 1950 syllabus and the problems of the examinations were
continuing to cause anxiety in the profession.

The Public Health Section of the RCN wanted to place responsi-
bility for training on the universities in order to ensure a sound
educational background for new health visitors. They wanted to
remove the training from the control of the medical officers of
health and to make the GNC the registering and supervising body,
rather than the medically dominated Royal Society of Health,16-3

Prompted by these proposals, Council agreed to ask the Ministry
for an enquiry into health visiting. The Ministry decided to await the
results of the NPHT job analysis and did not go ahead until 1954,
when it announced that it was to set up ‘An Inquiry into Health
Visiting’.!” This was to be undertaken by a working party under the
chairmanship of Sir Wilson Jameson, a former chief medical officer
at the Ministry. Other members were to be a Birmingham general
practitioner, the chairman of a local health authority, a county
nursing officer (Scotland), a county nursing officer (England, county
borough) and a medical officer of health. No tutors were included.

There was also to be a powerful steering committee whose func-
tion was to act as an advisory body. The members of this were
largely civil servants, local authority representatives, members of
the RSH and the Standing Conference of HV Training Centres.
Professor Titmuss and Miss Eileen Younghusband were also
included. The former was an eminent social administrator who had
been very influential on the Guillebaud committee.!® The latter was
an equally well-known lecturer in social work who was later
appointed chairman of the twin working party on social workers.’

During the time when the Jameson working party was sitting,
difficulties in health visiting seemed to become more pressing.

The RCN estimated that the shortfall in 1952 was 2,345. The Public
Health Section reported that there was no likelihood of the extended
duties being taken up until the acute shortage was dealt with.
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The problem of overlapping duties between health visitors and
social workers was more marked. Some authorities complained of
too many professions visiting the same family; others seemed to find
that families in need slipped between the professions and were
missed altogether.

Relationships with general practitioners were not improving and
some doctors were recommending that health visitors should be
replaced or made redundant. At the same time, a few GPs who had
taken the trouble to learn to work with HVs were apologising for
their colleagues and asking for more.

The Public Health Section adopted Mary Davies’s plan® for the
establishment of a consultant grade of health visitor and asked
Council to recommend it to the Ministry. Council referred the
matter to its education committee since the consultant health visitor
would need a new advanced course. Whilst this committee thought
that the University of London could set up an appropriate course, as
they had diplomas in nursing and nurse education, they considered
that ‘at the present time such a course would be premature’, and the
scheme collapsed.

The College believed that where there was an overlap of work
between the health visitor and social worker the former was better
qualified to take over. They believed in a two-tier social worker
system with graduates and aides, but did not welcome the idea of a
general social worker.’

The College also wanted more psychiatric social workers who,
they thought, should be responsible for following up mentally ill
people in the community. They believed that health visitors could
continue to look after mental defectives living in the community.

Until then, health visitors and moral welfare workers (who were
employed by the voluntary agencies) had looked after unmarried
mothers, and the College saw no reason for social workers to enter
this field; nor did they see a place for them as duly authorised
officers and home help organisers. Responsibility for the disabled
was also claimed by the College for health visitors who should be the
key workers in the field.

Clearly, the College was protecting the health visitors’ territory.
The health visitors had earned a well accepted and respected role in
the community during the inter-war years when the public health
movement was still strong, but there was little evidence that they
had done much work in many of the areas which the College was
now claiming, such as among blind, deaf, and disabled people.

On the other hand, the social workers were rather disorganised
and fragmented. The Younghusband report’ found that 89 per cent
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of social workers in local authority services were untrained and
described it as an unrecognised career. Whilst there were some
graduates in social work, they were not all vocationally qualified:
social science qualifications were academic rather than professional
qualifications.

The health visitors had a good case when they argued that their
nursing background gave them greater maturity and professionalism,
but their case was not so sound when they argued that it also gave
them greater experience in dealing with people and human problems.
The general nurse training of the day was still grounded in hierarchical
authority and was strongly oriented towards tasks and nursing pro-
cedures. Nurses in the community continued to be deficient in skills
of inter-personal relationships. Nor did the general trained nurse have
any knowledge, training or understanding of mental illness. Few student
nurses had experience in nursing chronic illness, geriatric, blind or
deaf people, and rehabilitation was not included in their syllabus.

Many health visitors accepted the idea of a combined worker;
others proposed that health visiting should hive off from its medical
ties and become more pronounced in its social orientation. The
strained relationships between health visitors and the GPs probably
tended to fuel this.

Lobbying by the health visitors continued: they were more vocal
and articulate than most other nurses. Mary Davies provided an-
other paper for Nursing Times' in which she said that the shortage
of funds and recruits made development of health visitor training
unlikely. ‘There are indications that in the official view the health
visitor is not a wholly satisfactory and self sufficient person in the
field of social work.” She cited the Ministry of Health Circular 27/54
and the Minister’s address in May 1954 to the County Councils
Association and, in February 1955, to their welfare conference. It
seemed that the official view was that health visitors had too wide a
range of functions to be expert in every branch of their work and
that they were not seen to be equipped for social case work.

Most health visitors agreed that they were held back by, and
suffered from, the superficial and poor training given to nurses.
JM Akester considered that basic nurse education was defective
and that nursing was a profession by courtesy only. The lack of any
university education for nurses caused nursing opinion to be dis-
counted and undermined the comparative prestige of health visitors.
The nurse was not recognised as a specialist in her own sphere.?

At a later conference, Ilse Windmuller”?! complained that the
authoritarian and didactic attitudes developed during nurse training
were not an asset to casework or health visiting. If health visitors did
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not enter new fields of activity, others would; almoners and other
social workers were ready to enter health departments and the
health visitors would have lost a great opportunity.

The following week the Jameson report was published.

The working party had taken evidence from a wide range of
organisations. They collected local professional views, used much
data provided in the NPHT study and from government statistics;
they analysed diaries specially kept by health visitors in six selected
areas and obtained observations on the work of HVs which were
made by three independent people — a lecturer in education, an:
almoner working in a university department and the headmistress of
a girls’ high school. Their observations had been steered towards the
possibility of the health visitor being a general purpose family
visitor; otherwise, what should she do?

The working party recognised the need to talk in generalities
whilst admitting wide variations. Their terms of reference had con-
fined their considerations to the health visitor’s role, but they did
not feel able to anticipate new needs which would require new
methods of working or new types of worker (Chapter IX).

This apologia appears to demonstrate that they felt confined to
the discussion of a current worker in a current role. They were
discussing the status quo and, presumably, trying to optimise it.
Similarly, it appears that they felt unable to consider a different and
amplified role which might meet future needs. Their review and
recommendations appear to support this deduction.

The Jameson report recommended that the health visitor should
be a generalist ‘teaching and guiding individuals and families to
become physically and mentally healthier by their own efforts, to
accept the family responsibilities and to fit into the community of
which they are a part’ (Chapter I).

In order to accomplish this, the working party made recom-
mendations for the recruitment and training of health visitors,
accepting as a base the registered nurse’s training with the addition
of some obstetric training. Candidates should have at least a School
Certificate, but this was realised as being less than students required
for a university based social science course.

The training itself should be linked with, or based at, a university
and should have more intensive studies in aspects of social and
mental health, child development and supervised field work ex-
perience. The Royal Society of Health was proposed as the central
body for training and registration for the United Kingdom, and the
local authorities were given responsibility for professional develop-
ment and further training.
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In the matter of the respective roles of health visitors and social
workers, the report considered that the former should be the case
finders and the latter the caseworkers. The health visitors should
make routine visits for this purpose and it was anticipated that the
social workers would make selective visits.

The health visitor should become the family visitor, whilst
retaining her interest in mothers and young children and health
education.?? To these ends her caseload should be geared to a total
population of some 4,300. This would require an addition of 10,300
trained staff to be reached in ten years, representing an additional
400 students each year.

The social scientists in the working party were most vocal and
their evidence appeared to carry much weight. Instead of being a
medico-social worker, the health visitor was to be biased towards
health care. In the discussion on how much socially oriented work
the new breed of health visitor could undertake, the agreed
boundaries went very close to those proposed by the almoners’ and
psychiatric social workers’ evidence.

Three independent observers had studied the work of a selection
of health visitors. Two of these were academic social workers whose
comments reflected the trend then developing in social policy: the
absolute rights of the individual, casework, the divorce of psycho-
social work from the domination of the medical model and the
development of specialist fields. Social theorists disliked authority
roles which health visitors represented and preferred counselling
techniques to advice-giving in almost all situations.

They criticised the superficial level of work by health visitors and
their failure to follow up cases; they criticised the tendency of health
visitors to see problems as stemming from health or environmental
causes rather than from personality or emotional roots; they dis-
liked the tendency of health visitors to distance themselves from
their clients rather than to reach out to their levels.

The report also recommended a new post of group adviser, who
would remain in the field to train and advise her younger or newer
colleagues and help with teaching students. This was a post rather

similar to one later proposed for social workers and rather broader
than that proposed by Mary Davies.

The report should be compared with the later Younghusband
report for social workers (see page 176). It based many of its
recommendations on the assumption that general nurse training
would sooner or later be changed according to the model put for-
ward by the Wood report.?® But that did not occur. It optimised the
status quo rather than foreseeing future social needs. It anticipated
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a structured social worker service composed of qualified candidates,
and that failed to materialise. It proposed implicitly, rather than
explicitly, a two-tiered health visiting service: there would be
the general worker and the advance worker, but that did not
materialise. It failed to ensure either continuing education
or advanced training, as it left these in the hands of the local
authorities who had already been shown to be recalcitrant. It failed
satisfactorily to determine the boundaries of the health visitor’s
work.

Its proposals to make the Royal Society for the Promotion of
Health the central training and registering body were extraordinary.
The idea suggests that the working party had not thought through
this recommendation since the RSH was not a training body and, as
a voluntary agency, could not have maintained a statutory roll, nor
could it have satisfactorily dispensed central or local authority funds
for training purposes since it could not be properly responsible for
public moneys.

Many of these weaknesses were rectified in the 1962 legisla-
tion. Many of the remaining weaknesses were neutralised by the
Council for the Training of Health Visitors which that legislation
embodied.**

The RCN produced two reports in response to the Jameson
report, both of which were sent to the Ministry.”>*® They were
universally suspicious of the proposal to use the RSH as the central
training body: the society had no experience of training and educa-
tion and had not shown itself to be sufficiently forward-looking or
flexible since 1948.

Both papers criticised the recommended content of the group
adviser’s post and wanted to keep education, supervision and field
work training in separate compartments with a specialised training
for each.

Nursing Times®’ called it an ‘admirable report’ but observed that
since all HV students first had to take nurse training, the matrons
would remain responsible for selecting the health visitors of the
future. Of course, this was substantially true.

It also anticipated that some disappointment would be felt in the
report’s recommendations for training. This also was subsequently
proved to be true.?8

At the RCN Scottish conference, Miss EW Himsworth, a
member of the working party and chief nursing officer of Midlothian
and Peebles, told her audience that she did not agree with the idea
that group advisers should have to rely on compulsory further train-
ing (for the diploma) before being considered eligible for promotion.
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Although she thought that the diploma would be useful for group
advisers, tutors and administrators, she knew of no other profession
that 1ns1sted on further training for promotion. The acceptance of
such a condition would impair the prestige of health visitors.>

Dr I A G MacQueen, medical officer at Aberdeen, thought that
the special courses for group advisers would depress the status of
general health visitors. He considered that there was still the danger
that social workers might displace health v1s1tors Miss SM McGaw
of Stirlingshire also supported this view.?

In the following weeks, there was a flurry of correspondence
discussing whether or not health visiting included casework. This
was started by a letter from Evelyn Davison (lecturer in social work,
University of Southampton) who considered that health visiting was
an advisory service and social work was casework (26 October).
Miss I Windmuller (Salford) described a scheme in her authority
which included integrated policies of casework, consultation and
selective visiting (2 November). Other letters took exception to
Davison’s discrimination and considered that she was accusing
health visitors of having only a superficial contact with their clients.
Phyllis M Scott (tutor in social studies course, University of the
Gold Coast), in a well argued letter, supported Windmuller against
Davison. Using the latter’s points and definitions, she refuted her
arguments and pointed out that casework principles and skills were
not the prerogative of social workers (page 1179).

At the health visitors conference in 1957, the deputy chief nursing
officer at the Ministry of Health (Edna Jackson) gave the presi-
dential address. She was looking forward to a revision of the HV
syllabus: ‘I hope we shall cease to refer to the course as training and
consider it as education’. She thought that there was a strong case
for university courses for senior grades of staff in which nurses could
learn with other students so as to bring to the profession ‘the kind of
people we need’ and help to develop better working relationships
with other disciplines.3°

The Ministry of Health waited for the Younghusband report to be
published before it made any public moves in response to the
Jameson report.

The Younghusband working party was set up in very much the
same way as was the Jameson working party: they both had the
backing of a steering committee and both were multidisciplinary.
There was, however, one significant difference, that of the
chairmen.

Sir Wilson Jameson was by training a medical officer of health, a
former chief medical officer and a retired civil servant. He had all
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the attributes of those roles as well as all their biases. He was not a
health visitor. Eileen Younghusband, on the other hand, was an
experienced social worker, a former lecturer at the London School
of Economics, adviser to the National Institute for Social Work
Training and the principal officer for education and training to the
National Association of Girls Clubs. She was very much a social
worker.

Whilst the Jameson working party had included social workers
and had invited evidence from them, the Younghusband working
party did not feel the same way about nurses. They refused, at first,
to see the RCN who wanted to give oral evidence and had to be
persuaded by the Ministry to receive their written memorandum.

The Younghusband report found that social science qualifica-
tions, such as degrees, diplomas and certificates, were not quali-
fications for the practice of social work. Eighty-nine per cent of
social workers in the employment of the local authorities were not
trained. Although some practical work was included in social
science training, this was not recognised as vocational training and
many candidates went straight into a social worker post without
further preparation. Of the welfare officers, 60 per cent had no
qualifications, nor did 93 per cent of social workers. Over 50 per
cent of social workers were males.

The report found that the twentieth century had brought about a
change in the understanding of the causal factors of disease from the
mechanistic approach, in which every disease process had a cellular
pathology due to some causal factor, to the reactive approach, in
which disease is seen to be a reaction of the individual to some
causal factor which might be pathological, social or multifactorial
(para 182). The social work element in some services had altered
during the preceding years owing to changes in medical treatment,
better facilities for rehabilitation or shorter periods of incapacity.
There had been changes in understanding and new attitudes (para
550). Social work orientation had shifted from relief of human
suffering to the prevention of suffering, the promotion of healthy
living and the maintenance of independence.

Social services were provided under sections 28 and 29 of the
NHS Act 1946 and also under the National Assistance Act 1948.
Under the NHS Act, thejy were subject to the direction of the
medical officer of health;>! the 1948 Act also included domicili-
ary and residential services for elderly people, and services and
residential accommodation for handicapped persons, all of which
were subject to the general oversight and responsibility of the
medical officer of health. Seventy-five per cent of local authorities
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had separate welfare committees: the others had a special welfare
sub-committee of the health committee.

The working party considered that this sectionalisation of services
was no longer sensible and that there should be a more general
approach with the social worker meeting the needs of clients. Most
of those needs were probably common to all or many of the clients.

They described the functions of the social worker as being to
assess the disturbance of equilibrium and to give help to clients
in adjusting, to support clients in emotional, psychological and
material disequilibrium, to study the situation, assess the need and
plan how to meet the need (para 615).

There were three levels of need and the working party proposed
three levels of worker. There should be a welfare assistant (with in-
service training), a general purpose social worker (with a two-year
training) for the middle level of need and a professionally trained
and experienced worker (who should have a social science or other
qualification and vocational training) to take the highest level of
cases (such as those requiring casework), to advise and supervise
other social workers, to make initial assessments and to provide in-
service training for the welfare assistants and social workers. The
function of this third level worker was similar to that proposed for
the group adviser in the Jameson report. They considered that the
social worker with two years of training would be the general
worker and take the main range of work (para 24).

The professional worker was to have university based courses; the
general worker should have a general course of training outside
universities; the welfare assistant would receive some in-service
training only. There should be a national council of training, a
national vocational certificate and a national staff college. This
college should act as a forum for research, pioneer new types of
specialist courses (group work for instance), offer intensive training
in casework and supervisory skills and be a forum for discussion.

The working party found that social workers in hospitals, who
were subject to Whitley Council scales of salary, had lower rates
than did their colleagues in the local authorities, under the national
joint committee arrangements (para 756). They recommended that

salaries should be commensurate with the training received and the
degree of skill and responsibility demanded of the workers: “Those
who chose this way of serving their fellow men should not be at a
disadvantage compared with those who chose other opportunities
for service, for example in education or administration’ (para 756).

Grant aid should be available to students undertaking social work
training. This should be derived from local education authorities,
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state scholarships via the Ministry of Education, awards from the
Home Office and exchequer bursaries awarded by the Ministry of
Health.

The report also discussed social worker relationships with related
workers. The shortage of social workers had tended to extend the
work of health visitors beyond their original functions. Health
visitors and social workers should provide a complementary service:
proper delimitation of functions should be worked out (part IV).

The working party considered that some of the claims made for
health visitors in the Jameson report were over-statements; for
example, they cited the expressed need for a nursing qualification in
order to gain the confidence of families, admission to homes and an
intimate knowledge of all families in the district.

The working party discussed the need for referral of some cases
by the health visitors to the social worker. This was always in terms
of referral to the professional social worker, the case worker: they
viewed the general social worker as the equal partner of the health
visitor, and they disliked Jameson’s use of the term, referring to
health visitors, of ‘general family visitor’.

Both Younghusband and Jameson laid claims to work with
mental care and after-care, with care and after-care of the sick,
problem families, unmarried and unsupported mothers, the home
help service, and domiciliary care of elderly and physically handi-
capped people.

Neither report made any specific differentiation in the work that
their respective workers would do. There was therefore consider-
able potential for continuing overlap, particularly between the
general social worker and the health visitor. This became more
important as Jameson’s recommendations for a higher level of
health visitor, to match Younghusband’s professional worker, failed
to be implemented.

Whilst the social worker could progress from the general grade
into the professional ranks, because her certificate had educational
currency, there was no equivalent progression for the health
visitor because nursing qualifications lacked educational merit,
even though a number of HVs took their vocational training in
universities.

Problems of territory and overlap continued to stem from the ill-
defined and general nature of the work of both the social worker
and the health visitor and also because the shortage of workers of
both categories demanded that each had to fill in as need arose.
Later there was the problem of returning the client to the other
worker, sharing the work or withdrawing.
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The function of the health visitor was confined within a statutory
service and a vocational certificate required by regulation. The
social worker operated in a service with no such well-defined
boundaries and no previous training had been established. Whereas
the health visitor was restricted by law and her own professional
boundaries, the social worker lacked these restraints and was able to
enjoy greater flexibility.?

The social workers started with the distinct advantage of already
having graduates in recognised positions. Graduates were therefore
accepted as a recognised grade and all further grades fell into ranks
below them. In contrast, there were few graduates amongst the
health visitors and the SRN qualification was the accepted level. No
higher grade was achieved and there was therefore no higher level
of functioning recognised for health visiting.

Another observation may be made: social work was based on an
accepted theoretical framework including social policy, sociology
and psychology. Theoretical understanding and discussion was very
evident in the Younghusband investigations as well as in the report;
no similar base was evident in the Jameson report which was framed
by a medical officer and a civil servant whose attitudes towards a
nursing service were recognised as conventional. Health visitors
were described as ‘willing horses’ by the Jameson report; social
workers were described by Younghusband as ‘providing a statutory
service of great intricacy . . . which frequently involves much mental
and emotional strain in the worker’.

There were no reports in the RCN Council minutes of negotia-
tions or discussions with the Ministry of Health concerning legisla-
tion for health visiting. In 1960, the Ministry’s annual report
announced that two training councils were to be set up for
health visitors and social workers: they were to be separate but
associated.*® There was to be one chairman for both councils, some
common membership and a shared administration and premises.
The councils would function independently and would cover the
United Kingdom.3* '

The Public Health Section was not happy about the proposal for a
joint chairman but would agree if he were neutral and well-known.
They were also unhappy at the coupling of the health visitor with the
general purpose social worker. They considered that the long,
three-part training of the HV merited a higher ranking alongside
that of the professional social worker.>*

When the legislative proposals were published, the Public Health
Section’s comments showed an extraordinarily reactionary frame of
mind. They did not consider that the time was ripe for fundamental
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changes in the organisation of HV training: there had been a change
in the examination procedure and a new syllabus was under con-
sideration. These should be given a chance to develop, and the
Royal Society for the Promotion of Health should not be rejected as
the controlling body. The recent interest shown by the GNC in new
forms of nurse training and integrated training, indicated the need
for links between the GNC and the HV training body. They reiter-
ated their doubts about linking the HV training body with that of
the social workers who would only have a two-year training. They
therefore recommended to the RCN Council that legislation should
be deferred for five years.

In an annexe to their paper they wrote that they had subsequently
discovered that the Women Public Health Officers’ Association
(WPHO) did not agree with their observations and asked Council to
delay asking for a deferment of the legislation until the following
January (1961) by which time they hoped that they would have
reached some agreement between themselves.

The Ministry proposed to appoint all the members of the two new
councils. The Public Health Section was most suspicious of the ulti-
mate composition of the health visitors’ council and sought reas-
surances from the Ministry that it would include at least 50 per
cent of HVs. They continued to resist a joint chairman and the
twin councils. They considered that if two chairmen were to be
appointed, it would be unlikely that the more eminent would be
given to the health visitors’ council which would consequently suffer
a secondary position. Council asked the section to be ‘less cate-
gorical’ in its discussions with the Ministry and WPHO.

In March, the section reported to Council that the Ministry had
not been able to promise an equal membership of health visitors on
the new council but had promised to consider the inclusion of a
GNC representative.> The public health tutors’ group told Council
that they felt very strongly about this point and intended to take
private action by lobbying their Members of Parliament.

In May, the Public Health Section reported that the Ministry had
included a representative from the GNC but had, at the same time,
increased the numbers of local authority representatives by two. The
health visitor tutors had always questioned the need for any employer
representatives on a training council and were dismayed at this
action. There were also problems of representation for Scotland,
since only names from the Scottish Health Visitors’ Association had
been considered. No RCN members were to be included.® They had
come to the conclusion, however, that further lobbying would be
counter-productive and did not propose to fight the matter further.
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The Health Visiting and Social Work (Training) Act 1962 even-
tually went on the statute book in the autumn. Twelve members of
the Health Visitors’ Training Council were health visitors; seven
RCN nominations had been appointed. The first chairman of the
Council for Training of Health Visitors (CTHV) was Sir John
Wolfenden CBE, Vice Chancellor of Reading University. The first
meeting of Council was in October 1962, and the first chief profes-
sional adviser was Miss Elaine Wilkie, who had been lecturer to the
integrated nurse/health visitor course and diploma course in com-
munity nursing at Manchester University.

It was noted by RCN Council that whereas the Ministry of Health
had appointed one of their civil servants to the Council for Training
Social Workers, no similar provision was made for the CTHV.?’

Training, examinations and registration of health visitors were
therefore removed from the Royal Society of Health.® The CTHV
was responsible for determining training and professional develop-
ment courses for health visitors but had no say in relation to the
practice of HVs, nor was it given any disciplinary powers. It was the
only statutory nursing body with responsibility for all four countries
of the United Kingdom until 1981.

In 1962, when the CTHV was set up, there were 27 health visitor
schools, 19 of which were organised by the employing authorities. In
some cases, these schools were linked to universities or technical
colleges but staffed by local authority personnel. There was no
system of regular inspection of the schools. Most candidates were
sponsored by local authorities, and in many cases, training was
related to local service needs.*” Recruitment was mostly from
nurses trained in hospitals who had been selected for clinical needs
and trained in the medical model.

Whilst the Jameson and Younghusband working parties were
making their investigations, events in the field had provoked some
innovations aimed at coping with the changing nature of health care.

Oxford County Borough and Hampshire County Council had set
up experimental arrangements for placing health visitors to work
with groups of family doctors. Other authorities were also planning
to extend this experiment in their localities.?®

Early discharges from hospitals were producing many families in
need of help and support, but continuity of care was endangered by
the lack of communication between hospitals and the community
nurses, including the health visitors. This had given rise to the
attachment of health visitors to some hospitals to facilitate a better
flow of information.

The 1958 annual report of the Ministry of Health made a ten-year
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survey of the NHS.*° It described the three-fold effects of the health
service on health visiting:

1 The local health authorities had been given a duty to provide a
health visiting service.

2 Regulations had laid down the need for a specific qualification.

3 The range of HV services had been extended to provide advice
to all persons ‘suffering from illness . .. and as to the measures
necessary to prevent the spread of infection’.

There was still a shortage of health visitors and, although the
Jameson committee was not in favour of it, specialties had appeared
to deal with groups such as elderly persons and physically or mentally
handicapped people. Prevention of physical illness in children
had become a less overriding factor and problems associated with
poverty had become less acute. The content of health visiting had
changed to become more social and less to do with simple health
teaching.

Selective visiting was replacing routine visiting; more health
education was given to groups, in schools and to mothers’ clubs.

Having made a nostalgic review of the health service in 1948, the
next year’s annual report was directed towards the future ten
years. It hoped for a period of improvement and development with
increasing emphasis on prevention of ill-health. There was a trend
towards more community care, more early discharges and, con-
sequently, the need for further developments and expansion of the
domiciliary services.*!

There was some reorientation of work in the child welfare
services ‘to meet modern needs’: more GPs were attending the
centres (instead of local authority medical officers) or holding clinics
in their own surgeries with health visitors in attendance; clinic staff
were advising mothers about child development for the 1-5 age
group, as well as the 0-1 age group, and were monitoring the
children’s progress.

These last observations represented significant movements.
Before this change had taken place, the M & CW movement had
involved a close working relationship, in the mothers’ and children’s
clinics, between the medical officers and the health visitors. Once
the medical officers dropped out of these clinics, the health visitors
tended to lose contact with them and worked instead with GPs, ‘in
attendance on them’. The change marked the growing interest of
GPs in well babies.

The Cranbrook report** had recommended greater involvement
and additional payments for general practitioners in the maternity
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services. The recommendations of this committee not only partly
displaced the midwives and tended to medicalise childbirth, but also
had repercussions on the health visiting services. They confirmed
the movement of doctors into areas that impinged on the territory of
health visitors, such as the replacement of local authority doctors by
GPs in ante-natal and post-natal clinics.

The annual report*’ also discussed the rising number of home
visits and clinic sessions and proposed that local authorities
should review their staffing needs in order to get more realistic
establishments.

In 1963, the CTHV decided that only registered general nurses
with five or more ‘O’ level grades and obstetric training would be
accepted for health visitor training. In doing this they eliminated all
other candidates from the supplementary registers, as well as non-
nurses, and health visiting became firmly rooted in nursing.

The CTHV was soon to change the health visitor training syllabus
and to include much more theoretical content. Health visitors were
the first nurses to receive a training in centres of higher education
and became the best educated section. Their entry into the centres
of higher education paved the way for future courses for other
nurses and eventually opened up a route to nursing degrees.

In the community, the health visitors were the only nurses who
had not been supervised or organised by voluntary workers — the
lady superintendents or the voluntary agencies. After 1948, they
soon came* under the control of health visitor superintendents
but remained within the MOH empire. This development should
be contrasted with the lingering influence of the county nursing
associations and the Queen’s Institute over district nurses.

Whereas the Queen’s district nurses failed to make concessions
for the changing social climate and the centralisation of health care
after 1948, the health visitors recognised their problems quite
quickly and tried to take firm steps to meet them, both through their
training and their organisation, but were thwarted by the insti-
tutions. In this they had to contend with the power and interests of
their medical officers of health who remained environmentalists.
They had also to contend with the anti-education ethos of general
nurses who had no interest in social medicine and little respect for
nurses working in preventive health.

The education committee of the RCN refused to set up courses in
medico-social work or casework techniques for health visitors, and
the grade of group adviser never became established.

The transition of health visitors from the paradigm of infectious
diseases to behavioural or social diseases was a path fought on the
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one hand against the medical officers of health and on the other
against the nursing establishment. In this they were never entirely
successful. As they clung to their traditional role, looking after
mothers and young children, the GPs edged them out. They became
family visitors but were never really able to accept their potential
role of caring for the elderly (a growing age group with many needs)
and the family, partly because of policy decisions made by the
Jameson working party and partly because the organisation of their
work and their heavy caseloads did not permit this.

In a period of growing specialisation, the Jameson report con-
firmed the broad, general nature of their work. They remained ‘the
willing horses’. '
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However else they differed, the several reports on nursing all
appeared to agree ihat the quality of nurse training was poor. The
Athlone interim report! had said that the quality of the teaching
‘was not always good enough’; the Wood report? complained of the
extravagant wastage of student nurses, their failure in examinations,
the harsh discipline and the poverty of relationships. Horder®
commented rather stringently:

In no other professional training is there so little periodic
inspection, in none is the standard of entry so dependent on the
demands for student labour, in none have the requirements with
regard to teaching staff been so nebulous.

The RCN report® made extensive recommendations for the educa-
tion of nurses, including a tutor:student ratio of 1:50, and that tutors
should be regarded as specialists.

Courses for tutors had been started in the late 1920s at various
colleges who awarded certificates to candidates that had successfully
completed their studies. By 1943 the GNC recognised courses run
by the Royal College of Nursing, King’s College, Battersea Poly-
technic, Bedford College, and Leeds and London universities. The
Nurses Act 1943 allowed the GNC to make rules to grant or approve
certificates, prescribe training and approve courses. After this,
London University agreed to set up a diploma course for sister
tutors.

The rules made by the GNC for candidates laid down that they
had to be registered nurses, have had four years post-registration
experience, (two of which had to be as a ward sister in an approved
nurse training school), and to have completed a two-year sister tutor
course at an approved institution (temporarily, a one year’s course
was deemed to be acceptable). Successful candidates were granted a
GNC certificate.

After approval had been given to the sister tutor diploma course
at the London University, the GNC gave similar approval to the
universities of Birmingham, Manchester, Hull and Leeds.*

In spite of these measures, there was no absolute requirement that
schools of nursing should employ qualified tutors. In fact, many did
not and some employed only one as the head of the school. This
deficiency in the terms of approval of nurse training schools was
probably at the root of the complaints by the various nursing reports.
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In October 1948, Miss A Russell-Smith, a senior civil servant at
the Ministry of Health, wrote to the GNC. The Minister, she said,
had been thinking about the training of sister tutors, the content and
length of the course and wanted to set up a small expert committee
to discuss these matters. She invited the GNC to join and asked for
their cooperation.’

When the meeting took place in December, Miss Russell-Smith
asked the GNC to discuss with London University and the other
training colleges the content of the course and whether it should be
purely a teaching course. She asked to know how much longer the
" university felt that they had to supplement the basic scientific
knowledge of the tutor students as she wanted to reduce the period
of training. The GNC agreed to put these points to the university
and to draft proposals for a shortened course.

In March 1949 these proposals were sent to the Ministry and a
further meeting with them took place a couple of months later. It
was then agreed to convene a meeting with the universities, the
RCN, the Ministries of Health and Education, the local education
authorities and representatives of training hospitals.®

In September 1949, the University of London submitted proposals
for their two-year course. The GNC agreed that all parts of the
course put forward by the university were essential since students
had to receive training in both content and methods of teaching.

The Ministry was put out by the GNC’s proposal to agree the two-
year course at the university as they considered that the whole topic
should first be discussed by the ad hoc group. The GNC replied that
they had taken advice from other bodies and had subsequently
made their decision. The Ministry wrote back to say that the GNC
should have convened the meeting of the ad hoc group before taking
a decision. They were concerned, as the Wood report had recom-
mended, that the shortage of tutors should be overcome; therefore
they wanted first to seek the best type of training. Since hospitals
had to second students for training, the Ministry felt that they
should ensure that the period of secondment was as short as
possible.

Another meeting with the Ministry took place at which no
decision as to who was to convene the ad hoc meeting was reached.
They did talk around the subject of tutor fraining and opinions were
expressed about the need for wide terms of reference. They also
decided that the group should investigate the function of the sister
tutors, their training, relationships with other teachers (such as
doctors and ward sisters), the organisation of nurse teaching and the
probable numbers of tutors that might be needed in the future.
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The GNC later decided that the terms of reference were so wide
as to take the matter out of their hands. They therefore decided that
the Ministry should organise the ad hoc group.® There was no
further mention in the minutes of either the GNC or the RCN about
this matter until 1953.

In the meantimie, in 1950, the Staff Side of the Whitley Council
wrote to the Management Side. The letter was from Frances
Goodall, the chairman who also happened to be the general
secretary of the RCN. She was evidently seeking to follow up the
proposals made by the Horder committee, since she described the
current difficulties in recruiting suitable candidates for tutor posts
and proposed that tutors should be removed from the hierarchy of
hospital staff and included in a separate educational branch of
nursing. She described the need to render tutors comparable with
other professional teachers. The drift of tutors away from teaching
into administrative posts because of their poor career prospects was,
she said, wasteful of their training and unsettling for the schools of
nursing and students.

The Staff Side had earlier asked for tutors to be graded as assis-
tant matrons and Frances Goodall again asked the Management
Side to consider that. There was, at the time, a discrepancy of about
£100 between the Staff Side claim for tutors and the decision of the
Management Side.” The Management Side was not sympathetic to
these proposals and nothing came of this letter.

In September 1952 the GNC received a confidential copy of the
ad hoc 8group’s report, The Function Status and Training of Nurse
Tutors.® It was published in the following year. PartlI of the report
was a general survey which described the growth of the need for
tutors and the current shortage. This was due not so much to a fall-
off of candidates as the unsuitability of many of those who would
have liked to take the training (due to poor education), the
lengthening of the tutor training, the wastage of tutors from the
teaching field and the poor use made of them in the hospitals.

In 194647, 140 tutors had qualified; 94 had responded to the
questionnaire sent out by the ad hoc group. Of these 81 were still
teaching and 72 of these were with the NHS. Eight of the NHS
group were contemplating leaving and the report considered that
the non-respondents had probably also left the NHS.

Most of the respondents felt dissatisfied with their jobs because
the hospital authorities did not understand their function and status,
or they were not allowed enough time for non-teaching duties such
as preparation of lectures, marking, reading and studying and
contact with patients.
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The report commented that tutors should have more scope in
their work and that there should be a better career structure for
them. Tutors should have more opportunity to use their skills more
effectively; wastage should be reduced by better cooperation from
the ward sisters so as to allow more teaching on the wards, better
status in the hospitals and opportunities for promotion.

Part Il related to the function and status of tutors. They should be
regarded as educators rather than as people who pushed student
nurses through examinations. They should be encouraged to make
contact with the general field of education and to integrate theory
with practice.

The principal tutor should have more influence in the allocation
of students for ward experience, should be regarded as an expert in
her field and should be involved in all policy decisions relative to
nurse training. The group thought that, as the title principal tutor
had been degraded, there should be a new title, director of the nurse
education department.

Part- III discussed the schools of nursing. Grouping of schools
would help to make better use of tutors, raise the standard of
training, possibly reduce the numbers of tutors needed but, also,
offer an avenue of promotion.

Whilst the general responsibility for nurse training should remain
with the matrons, the group thought that the director of nurse
education in a large hospital could cooperate with her in planning
and organising it. Where there was a group of hospitals, one of the
matrons should be designated head of the joint schools of nursing.
Where there was a single group training school formed from several
hospitals a committee of matrons should be established to work with
the director.

Small groups or individual units would not be of sufficient size to
warrant a director of nurse education. In these cases there could be
a principal tutor, or tutor in sole charge, who should be responsible
to the matron.

Group schools should be staffed by qualified tutors; there should
be a nurse education centre in a separate building and the ward
sisters should be used as clinical instructors in the wards. Tutors
should have more opportunity to specialise in a particular field.

Part IV discussed statistics. In England and Wales there were
about 54,000 student and pupil nurses. In 1952 there were 854 full-
time and 50 part-time qualified tutors; there were 390 full-time and
97 part-time unqualified tutors. This gave a total teaching staff of
1,244 full-time and 147 part-time. The ad hoc committee estimated
that there was need for 1,455 qualified tutors. At the time, about 33
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per cent of tutors were unqualified. The current ratio of tutors to
students was within a wide range of 1:21 to 1:184. The committee
thought that a desirable ratio would be 1:40 or 50.

Part VII considered the training for tutors, candidates for which
were already mature and experienced. They thought that courses
should be associated with a university and whilst one year’s training
was too short, two years was probably too long and would only
exacerbate the shortage. They therefore proposed a course of five
academic terms, 20-22 months, which would produce a basic grade
of tutor rather than a specialist. The ad hoc group thought that
tutors in mental hospitals would continue to waste unless the
educational standard of student and pupil nurses improved.

Selection of candidates for tutor training should be the respon-
sibility of the training institutions; no obstacle should be placed in
the way of suitable candidates and the GNC should register tutors
only after three months of experience in teaching.

Two academic educationalists in the ad hoc group were unable to
agree to the five term training. They considered that two full years
were necessary if nurse tutors were to take their places alongside
other trained teachers. They added a rider to the report:

(It is} so important that nursing teachers whose training will put
them alongside other branches of education, that we should like to
see the Departments of Health approach the Education Depart-
ments of British universities to see if at least one of them would not
offer a full-time internal course to academically qualified students,
as an alternative to the London extra-mural diploma.

They added that the proposals of the report for shortening the
training were educationally retrograde.

The GNC commented, on the report, that they welcomed the
‘schools of nursing’ proposals although they did not like the new
title of director of nurse education: they preferred the title principal
tutor. They did not consider that it would be feasible to give ward
sisters special training in ward teaching as the report had suggested
and they doubted if the London university would consent to a five-
term course. Although they thought that the proposal of three
months’ supervised teaching before tutor registration was sound,
they did not think that it was practical.®

There was very little further discussion about the report and the
GNC decided to make no further alterations in the prerequisites
demanded of tutor student candidates for the time being. When the

Aitken report was published, Nursing Times reported it but made no
comment.
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In 1955 the College’s Sister Tutor Section held a conference with
the report as its main topic. Dr Janet Aitken and Miss M G Lawson,
deputy chief nursing officer at the Ministry of Health, both spoke.
They had nothing much fresh to say but the ensuing discussion was
revealing.

Miss Holland, principal tutor at Guy’s Hospital and a member of
the Aitken committee, talked about the lack of influence allowed to
tutors in hospitals. She said that many hospitals had no nurse
education committees, some nursing committees had no nurses in
them and some had only the matron as the nursing representative.
Tutors often had a difficult, unrewarding job because the training of
the student was given such a low priority and so many students were
so poorly educated. She asked for much greater influence for the
tutors in education and training policy making.

Miss Ceris Jones, matron of The London Hospital, had also been
on the committee. She absolutely rejected any idea that tutors
should have any part in student selection or allocation. She insisted
that the matron should retain a dominant role in the school of
nursing. There were differences of opinion on other issues too,
including the role of the ward sister as the clinical teacher.

Miss Houghton, education officer at the GNC, offered the
opinion that the ward sister was the key person in clinical teaching.
But Miss Le Quesne Mitchell, ward sister at St Thomas’ Hospital,
did not think that many ward sisters had the knowledge to pass on to
the students.'®

In 1955 the nurse teaching unit at Edinburgh University was
announced. The unit was to offer a tutor’s certificate only as they
did not foresee enough suitably qualified candidates for a diploma
course. The certificate course was to be 18 months.

The RCN Sister Tutor Section’s comments on the Aitken report,
published later that year (1955), were rather lukewarm as, evidently,
the section thought that too many poorly educated candidates were
being pushed through.'!

An educationalist writing in Nursing Times evidently agreed with
the section since he lamented that ‘these women are not required to
have wide education or academic qualifications and their talents are
not always equal to their opportunities’. Neither did he have much
of an opinion of the GNC syllabus which, he wrote,

. includes no general subjects, but a recent addition called
‘Psychology in Nursing’ provides a quasi-scientific formulation for
the homely explanations about what it feels like to be il.*?

In 1956, the GNC, prompted by the College, successfully sought
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approval from the Minister to require four years’ post-registration
experience, including two years as a ward sister, as a condition of
tutor training. Time had shown that some candidates lacked nursing
experience. The more stringent conditions were to take effect in
1958. In the same year the GNC reported that tutor courses at the
Universities of London and Hull were of two years’ duration, but
they had the discretion to approve shorter courses.'® The following
year, a two year diploma course was set up at the Edinburgh
University. The Hull course ended in 1959 because of a lack of
applicants.

All was not well and the tutors themselves continued to grumble.
Since the hospitals had to second candidates they were in the
position of screening applicants, even if the selection of student
tutors was ultimately left to the training institutions. Clearly, they
preferred to retain the services of competent ward sisters but might
welcome the opportunity to rid themselves of unpopular staff.
‘Junius’, writing in Nursing Times, thought that ‘all those who have
not quite the physical strength or mental equilibrium to support
the strain of a modern general ward’ were found suitable for second-
ment'* and ‘Vigilante’ agreed that there was cause for concern with
the educational standard of tutors; ‘the ... calibre of nurse tutors
shocks and worries me . . . Many of these men and women are really
nice people but because of obvious educational handicaps are quite
unsuitable to teach our future nurses’.!® Her letter was attacked the
following week as a ‘foolish and wounding letter’ which did not
present a true picture. Another correspondent wrote to say that
there would be a greater shortage than ever if the educational level
for tutor students was raised. A third writer thought that ‘Vigilante’
was a snob. The editor defended ‘Vigilante’s’ qualifications for
giving such an opinion and described her as ‘an experienced and
informed member of the nursing profession’.

The discussion continued and Nursing Times organised a
‘symposium’ of anonymous contributors seeking their views: . .. as
far as we know all these contributors are unknown to each other;
yet there seems to be a common theme running through all their
replies’.

A ward sister thought that tutors lived in an ivory tower, away
from the wards. If she were asked to undertake a two-year course
‘learning physics and chemistry’ she would refuse, but she would not
mind taking a short course to be a clinical instructor.

‘Sister tutor I' would have liked to be able to teach her students
on the wards. ‘Administrative sister’ wondered what the real prob-
lem was. She asked if the tutors missed contact with the patients.
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‘Ex-teacher’, now SRN, thought that nurse training failed to extend
the nurses’ minds, that there was a deep-rooted uncertainty in the
nursing profession with no sense of direction. She, too, thought that
her sister tutors would have liked to give up teaching and return to
the wards. A principal tutor thought that tutors should be able to
specialise in a subject. ‘Sister tutor II’ thought that candidates with a
teaching certificate should be allowed to teach nurses without
having to re-qualify as a registered nurse teacher.®

Nursing Times failed to offer their ideas of the common
theme which they detected in these comments, but it seems that the
contributors were unanimously dissatisfied with the system of
training, whilst several of them wanted to have greater contact with
patients.

The Ministry of Health, during this period, had nothing much to
say about the problem of tutors except to report their shortage.
Nonetheless there was growing concern and the Management Side
of the Whitley Council discussed the problem in 1961. They ap-
peared to centre their discussion around the question of tutors’
career development. One member thought that there should be a
career ladder but that the matron should continue to be head of the
nurse training school. Another member disagreed and thought that
the tutor should be head: they should encourage a small select band
of highly prestigious tutors. The chief nursing officer disagreed with
this: it was not wise to follow the American ideas on this question;
the matron had to be in charge.

The Management Side recognised that teachers had much better
salaries than nurse tutors and some tutors preferred to work in
educational establishments. Unfortunately, if the tutors were given
enhanced salaries they would start to overlap the salary scales of the
deputy matrons and create further anomalies."’

At this point, the College published its own paper, The Nurse
Tutor: a new assessment.”® It bemoaned the low level of the
recently-introduced minimum educational level for student nurse
recruits which would not go far enough towards making the tutor’s
job more satisfying. One of the causes of dissatisfaction expressed
by tutors was the ineducability of some students. Other causes were
described as the failure of the hospital authorities to give enough
consideration and emphasis to the training of students, the paucity
of opportunities for tutors to further their own professional develop-
ment, the attitude of the GNC towards the tutors (the GNC insisted
on communicating with the group secretary and the matron),
inadequate career prospects, poor salaries and the need for better
selection of tutor candidates.
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The College proposed a hierarchy for tutors ranging through
three levels, separate from the administrative hierarchy, and recom-
mended that there should be a reduction in the continuing employ-
ment of unqualified tutorial staff.

They thought that many authorities still regarded the function of
the tutor as pushing students through qualifying examinations.
Instead, the tutor should be allocated to a group in order to give
them a sense of belonging and continuity, especially in group
schools where the student was moved from hospital to hospital.
Students should be required to spend less time at formal classes and
be given more time for reading and studying on their own. There
should be greater use of discussion methods and the tutor:student
ratio should be reduced to 1:30 or, in mental hospitals, to 1:20. The
tutor student should be required to have a minimum of three ‘O’
levels.

When the Management Side discussed this report, they came to
the conclusion that it was too biased and that it presented only the
tutors’ point of view. They decided against the proposal to have
senior posts as director of nurse education and they had been
advised that the College did not immediately intend to press that
point. They did not agree that tutors should be placed on the
Burnham scales and Mr Willis, of the Ministry of Health, thought
that nurse tutors should take their place in the nursing structure
rather than be separated from it.'

Recruits to the tutor courses continued to decline in numbers.
The GNC and London University became concerned at the lack of
applications to the three London courses at the RCN, Queen
Elizabeth College and the Battersea College of Technology. They
talked to several of the nursing organisations and concluded that
most of the reasons already put forward still held good. They also
thought that the first year of study was proving very heavy for nurses
who were not used to studying. The Ministry of Health refused to
pay London weighting to candidates from other areas because they
had not worked in London prior to starting their tutor training. The
GNC appealed to the Whitley Council who, for once, disagreed
with the Ministry and reversed their ruling.?

In 1963 the Tutor Section of the RCN reported that the drift of
tutors into administrative posts or technical colleges (where the
salaries and conditions were much better) was accelerating. They
offered no figures for this assertion but a study made by the GNC in
1975-76*' showed that 28 per cent of the respondents (registered
nurse tutors) had moved out of schools of nursing and a further 15
per cent planned to move out of their current posts (seven per cent
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planned to move to colleges of further education). There remained
a feeling of instability within the schools of nursing, where morale
was low.

The problem of nurse teachers has not yet been resolved. The
Salmon structure failed to offer them a separate educational career
avenue and their salaries are still tied to the general nursing
structure.

The GNC report in 1975-76 found that nurse teachers were still
contending with a conflict between nurse education and service, that
they still lacked control over student education and that there was
still conflict between the teaching of students in the schools and
ward practice. Nurse teachers continued to feel that ward staff failed
to cooperate with them or to afford them enough status as experts in
their own field; few teachers of nurses were encouraged to specialise
in a particular field. Bendall (1975)* reported a continuing anti-
education feeling which believed in ‘an inverse relationship’
between academic and practical ability.

The Aitken report should be seen in the light of the negotiations
that preceded the publication of the Armer report on the training of
district nurses® and the later Ingall report on the training of district
nurses.”* All these reports were dominated by the Ministry of
Health and all flew in the face of expert advice from educationalists.
All sought to reduce the period of training of the nurses concerned,
not for educational reasons but to produce a ‘semi-processed article’
to meet a current shortage.

The Ministry of Health, during the 1950s at least, was consider-
ably influenced by its civil servants in its attitude to nurses and nurse
training. It refused to acknowledge the need for an adequate prepa-
ration and was concerned only with quantity, never quality. As
with all the other special areas of nursing and, indeed, with the
general nurses themselves, every effort that the profession made to
raise the level of training was denied and the generalist nature of
their work was emphasised.




Chapter 10/The Goddard report’

When the Wood working party was set up in 1946, it was asked to
look into five specific questions:

a What is the proper task of the nurse?

b What training is required to equip her for her task?

¢ What annual intake is needed and how can it be obtained?

d From what groups of the populatlon should recruitment be made?
e How can wastage during training be minimised??

Its report was published in 1947 and a mmonty report, written by
Professor John Cohen, was published in 1948.%> The main report
complained about the total lack of reliable statistical data necessary
to give background information showing the composition and struc-
ture of the existing nursing profession.

It recommended a two year training for the first level nurse and
commented that this period of time would be quite enough if stu-
dent nurses were relieved of domestic work and repetitive nursing
duties. The working party was not able to answer the first question
and also found it difficult to give a good answer to question (c)
without better understanding of the nation’s manpower resources.

The minority report was more emphatic about planning the future
needs of nurses and considered that further research was required.
There was, it said, an absence of any objective method of assessing
optimum staffing standards, and it proposed for this purpose a study
of patient stay as a test for nursing efficiency. Cohen adapted the
industrial model and defined the function of the nurse as ‘to reduce
the incidence and duration of sickness’. He offered a provisional
formula using numbers of nurses agamst length of patient stay to
reach a satisfactory standard of staffing.?

One of the first goals of the Ministry of Health, after 1948, was to
tighten up management efficiency in the hospitals and to achieve a
better use of beds by speedier turn-over of patients. The use of an
industrial concept for increasing efficiency in nursing was therefore
welcomed and by 1949-50 the Minister was able to announce that
the Nuffield Provincial Hospitals Trust (NPHT) had set up a job
analysis under the direction of HA Goddard.*

H A Goddard was a director of a management consultancy firm;
he was also chairman of the Management Side of the Nurses and
Midwives Whitley Council and was consequently well placed to
undertake such a study.
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It was perhaps opportune that the Royal College of Nursing was
already interested in job analysis as a new tool for administration®
and that the superintendent health visitor of Essex County Council
had recently analysed the work of her staff. This survey had shown
her that they were spending too much time doing clerical and
unskilled work at clinics.® The RCN was therefore very happy to ask
the Ministry for a second study to be made by the NPHT team, on
the work of public health nurses.”

The Goddard report on the work of nurses in hospital wards was
published in 1953 and immediately set up reverberations throughout
the nursing world. For some reason, possibly because most nurses
knew about it only at second hand, it is the most misunderstood and
misread study of any that was made during the period 1948-61, with
the possible exception of the Wood report itself. It is interesting that
in its misunderstood form, it survived and had more influence than
most others. Its misrepresentation was even perpetuated in the
Royal Commission on the National Health Service, 1979.8

The report is commonly held to have proposed that nursing work
should be divided into three groups in rank order: technical tasks,
basic nursing and non-nursing duties. Furthermore, Goddard is
purported to have proposed that these tasks should be performed by
senior nurses, junior nurses and untrained staff respectively. This
misunderstanding caused a storm of protest at the time and has
coloured much subsequent research and organisation since.

In fact, Goddard wrote that it was observed by the research team
that nurses had themselves already divided their work into basic and
technical tasks and that they were already allocating these tasks to
junior and senior nurses (chapter 5).

Goddard continued by saying that this presented a danger to the
patient since both kinds of tasks arose out of each other and reacted
upon one another. Moreover, he said, nurses admitted that it was
not possible to treat these needs in isolation. He observed that
little time was given to dealing with emotional needs by talking to
patients:

... the idea of unity of nursing [the whole individual rather than
tasks] as a service for patients should not be sacrificed until the
alternative [patient assignment] has been tried.

Goddard felt very strongly that bedside nursing was the task of
the state registered nurse. Thus, he said, the respective spheres of
the nurse and other grades would be determined by bedside and
non-bedside functions. The SRN should see to the patient and leave
others to look after the non-nursing functions.
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Goddard defined non-nursing functions as being, inter alia, ward
administration, maintenance of equipment and supplies. He had
found the reverse in his job-analysis. Nursing tasks took 59.8 per
cent of the total nursing hours (including physical, medical and
social needs); ward administration took 23.5 per cent of time and
domestic work 16.7 per cent. In these proportions, basic nursing
took two-thirds of all nursing time. ‘

He identified a difference in dependency needs for different
patients, a difference in staff/bed ratios in different sized wards, the
effects of the number of staff on time given to basic nursing, and the
effects of equipment and ward design on basic nursing. In some
wards there were no bedpan sterilizers, trolleys or sterilizers: nurses
had to burn methylated spirits in bowls in order to sterilize them;
often nurses had to go from one ward to another in order to borrow
equipment. Technical nursing took less than one-third of nursing
time and was less influenced by the patient dependency factor.

Between 16-34 per cent of total time observed was taken up by
ward administration. Some relationship with the size of the ward
was evident. Giving and receiving reports consumed 2 per cent of
this time, ward organisation took 11 per cent. Between two and
three hours were spent in writing and giving reports but on only six
of the 24 wards observed did all the day staff receive a report.

He also found a wide variation in the composition of staff: all but
two wards had a full time ward sister on day duty; all but seven
wards had one or more full time staff nurses on day duty; only five
wards had more than one full time staff nurse on day duty. Seven
wards were without a staff nurse and in these a student nurse acted
as sister’s deputy. Student nurses were left in charge of their wards
for 22 per cent of their time on day duty. Student nurses formed
48-78 per cent of the ward staff; on only one ward did he find a state
enrolled assistant nurse. Of the other staff, the nursing orderlies
were mostly ex-service people, and most of the others had no
certificates at all; 14.8 per cent of the nurses were SRNs; 60.8 per
cent were student nurses; 2.4 per cent were other nursing staff; 21.9
per cent of the total staff were domestics; 0.1 per cent were volun-
tary workers. These figures gave a ratio of one SRN per four student
nurses. For every 100 beds there were seven SRNG, 31 students, one
other nursing staff member and 11 domestic staff.

He found, surprisingly, that student nurses did relatively little
domestic work: at most, 35 minutes per day. But they did 18.7 per
cent of all recorded domestic work. The patients also did a lot of
domestic work but they were not recorded.

Goddard observed a lack of distinction between the work of
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doctors and nurses: lines of demarcation were drawn mostly by
policy decision. Often nurses prepared and cleared up for doctors.

The distinction in the work of nurses and domestics was also
vague and subject to local policy. Some orderlies did more domestic
work and others did more nursing work. The picture was no dif-
ferent for ‘medical auxiliaries’. Allocation of work to the several
grades depended on the numbers of student nurses and their
seniority; therefore all theoretical considerations about what
practical work the students should be doing in each year of training
must be abandoned when the balance of the staff was radically
altered.

Only two of the wards used the system of case assignment; all the
others used task assignment. There was little teaching given in the
wards and neither the sisters nor the staff nurses spent much time
with the students. Student nurses learned more from working with
one another, but they seldom studied case notes, except on night
duty.

Responsibility for allocating students to wards rested with an
administrative sister, not the tutors. There were many complaints
from students about the inadequacy of their ward experience and it
was evident that service needs took priority over teaching needs.

Goddard reported that the complex administrative system of
hospitals (since 1948) and developments in medical science had
made new and increased demands on nursing time. These were
further emphasised by a rise in the general standard of living and a
change in the social class of many patients in the wards. He found a
‘gulf’ between the ‘present’ and the ‘proper’ task of the nurse. The
traditional view of nursing was derived from Florence Nightingale’s
perceptions and was based on bedside care of the patient. The
present tasks of nurses had become more technical.

In fact, this was an important observation and highlighted the
change in the functions of hospitals since the 1939—45 war, and the
move from the old domination of health care by infectious diseases
to the newer paradigm of behavioural diseases. Before the advent of
a scientific pharmacopoeia there were few remedies for infectious
diseases and the recovery of patients depended heavily on good
nursing. It was during this period that British nursing had developed
and nursing techniques, procedures and traditions were, con-
sequently, keyed to these needs. The change from infectious
diseases to behavioural diseases, as the major factor in morbidity
statistics, had not been recognised in nurse training nor in the
nursing function. British nurses were therefore trying to ride two
horses: they were trying to maintain their old traditions of bedside
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care whilst, at the same time, being pushed by the new practices in
hospitals into more responsibility for technical procedures.

Shryock® described these changes: in 1860 the main tasks of
nurses were to see to the ventilation of sick rooms, to provide the
correct diet, clean rooms, maintain the patient’s hygiene and give
thoughtful care. In 1948, he found nurses were taking blood pres-
sure readings, performing lavages, helping with blood transfusions,
applying suction to surgical wounds, maintaining tracheostomies
and chest cavities. They performed tidal irrigation, irrigated eyes,
drained wounds, cleaned colostomies, applied sterile compresses,
painted lesions, catheterised patients and gave injections. They
tested urine, gave out drugs and medicines, helped with lumbar
punctures and packed cavities.

Nurses needed to know each instrument and procedure, to detect
toxic reactions and undesirable developments and to take appro-
priate action or modify their treatment.

Nurses were having to abandon their former skills, which had
made British nurses famous and in which they had been taught to
take such pride, to untrained staff. They had to learn new skills in
which they received no training and for which many of the experi-
enced nurses had little inclination.

Goddard found that basic nursing took up to 75 per cent of
nursing time and dictated the framework of the ward routine. It
was, he said, mostly repetitive. Technical nursing absorbed 30 per
cent of nursing time and took priority over (and often interrupted)
basic nursing. He reasoned that this set of values, which reflected
those of the other hospital departments, caused a division of labour,
with senior nurses doing the higher status tasks and junior nurses
doing the lower status ones.

This system was one that the Horder report'® had more or less
advocated and was similar to the trend in the USA. It was seen to be
more economical in the use of skilled workers, made a better use of
all levels of recruits and offered greater prospects for better nurse
training (since it appeared to increase the professional status of
nurses) and the chance of full student status for learner nurses.

Shryock (1959) came to a similar conclusion and described the
growing demands for improved educational programmes in the US,
increased specialisation, standardisation and university education
for higher status nurses.

Goddard offered arguments against the system. He considered
that a nurse’s usefulness was based on observing and reporting to
the doctor. This required her to spend more time, not less, at the
bedside. He did not think that technical tasks could be the basis of
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nursing and was very anxious that the patient should be nursed as an
individual. He more or less implored nurses to maintain the unity of
nursing until, at least, the alternative (patient assignment) had been
evaluated. If this were to be so, the division of nursing labour should
be made between bedside and non-bedside nursing functions, which
have already been described as administrative duties and mainten-
ance of supplies and equipment etc.

Goddard found that the student nurse was ‘the nurse’ and that,
once qualified, the staff nurse’s aim was to gain promotion. The
ward sister, he found, had three functions: care of patients, ward
administration and teaching the students. He did not believe that
she could do all these. If she were to manage the ward, the other
two functions had to be delegated. He therefore proposed a new
model for the organisation of patient care and training.

He proposed that this should be done in units of about 50 beds
(subject to further studies). Each unit should be in the charge of a
ward sister. The patients should be divided into groups, with a staff
nurse in charge of each and a small team of nursing staff to help her.
The team should consist of ‘nursing auxiliaries’ (including enrolled
nurses) supplemented, from time to time, by student nurses. He
quoted the Horder report (Section 1V, 1949):

... where there is a choice of two tasks, the student nurse should
be given the task which builds up her knowledge and skill rather
than the one which is unnecessary to her learning but is necessary
to the service needs of the hospital.

The staff nurse should give personal care to her patients and the
nursing auxiliaries should work under her supervision. Nursing care
by the teams should be independent of students who should be able
to supplement it, working in conjunction with the trained staff; but
this must be planned in accordance with their training needs. In
other words, the student was to be supernumerary. In this way,
Goddard proposed that all nursing should be in the hands of trained
nurses who might get advice and guidance from the ward sister.

The ward sister should have a personal assistant of an appropriate
calibre. Goddard insisted that this would be a secretarial post and
should not be a clerical assistant or errand boy.

The ward sister would be in a key position at the hub of the unit.
She would be responsible for domestic staff, supervise the practical
training of student nurses, be responsible for the management of the
unit (assisted by her personal assistant) and monitor the nursing
teams:
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The advisory panel, appointed to support the study, approved his
recommendations and confirmed that nursing care of patients
should be given by trained nurses.

The GNC was not obviously impressed with the report and did
not take up its criticisms or recommendations. They set up a sub-
committee to study the report but the only comment that is available
was that ‘the very generalised conclusions that were drawn from the
survey’ could not be sustained because the sample was too small.
They refused to accept that the student nurse’s time in wards was
dominated by needless repetitive tasks.!!

The RCN received the report in February 1953, arranged a con-
ference to discuss it for May (when HA Goddard took the chair)
and subsequently set up a working party to deal with matters relat-
ing to the report.

Goddard told the RCN annual conference in July that the job
analysis did not claim to provide a solution to the many problems of
the nursing profession; it was ‘an essential foundation of long-term
policy’. It was the end of a fact-finding stage, but the beginning of
the policy-forming stage.

He believed that the nursing profession should have the preroga-
tive to determine what its functions should be and he had therefore
‘stoutly resisted the pressure which was put on me from certain
quarters to provide a blue-print’. He emphasised that there should
be no segregation of nursing activities into basic and technical ‘since
the prime reason for nursing care lies in the satisfaction of the total
needs of the patient’. It followed therefore that the nursing of the
patient should be in the hands of the trained nurse and that the

group assignment system, which he had recommended in his report,
would most contribute to that end.
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Goddard spent some time in discussing the training of student
nurses: ‘... it would appear that the end result of nurse training is
not nursing but administration’. He told the meeting that at the May
conference the question of the purpose of nurse training had pro-
duced many lively discussions.

The organisation of wards was a critical factor in the pattern of
care and the matron should take an active part in reviewing this, if
necessary by changing the routine of other departments and hospital
staff. Too much of the ward organisation revolved around doctors;
was it desirable that nurses should take on medical procedures?

What is now needed is action research by nurses themselves . . .
reinforced by experimental work designed to test and evaluate the
effectiveness of the research. Then with the whole weight of the
profession behind them the results can be published and steps
taken to apply them. Unless this is done, all that has gone before
will be but a waste of time, energy and money.'?

When the RCN comments came out in October, they immediately
demonstrated that the central theme of Goddard’s message, the
preservation of the unity of nursing, had been misunderstood. The
College accepted the distinction reported by Goddard between basic
and technical tasks but could not accept that this distinction could be
maintained at all stages of a patient’s disease career. What might be
basic for one patient could become technical for another patient. This
was a tragic misunderstanding of Goddard’s thesis, as a result of
which patient care continued to be more and more fragmented and
nursing became more and more divided by a hierarchy of tasks.

The College then continued, as it had invariably done since 1947,
by shredding the remaining parts of the Goddard report and com-
menting on its separate recommendations. They did not agree that
administration could be separated from the nursing duties of the
ward sister; they remembered that Nightingale nurses had been
trained for supervisory duties rather than bedside nursing; they
considered that Goddard’s prescription for a nursing unit of about
50 beds was far too large to handle. They went into a paroxysm of
propaganda aimed at furthering the Horder proposals, making
nursing more competitive and reducing student nurse wastage.
There was a need, they said, to be realistic and to accept the fact of
economic constraints; a need to reconcile the patient’s needs with
the available resources. It was not practicable to have trained nurses
do bedside nursing nor was it economically possible: she should be
the team leader. Non-nursing tasks should be reallocated to
domestic, laboratory and clerical staffs.
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They agreed that there was a preoccupation with medical needs
and customs and that more equipment and work rationalisation was
needed. They disputed that ward sisters did not give much teaching
time to students but thought that sisters might give more if they
were not so overworked.'?

The College completely missed the point of Goddard’s model and
went for the peripheral points. It was significant that the nurses had
permitted and encouraged the study and that they were open to
discussions on the different mixes of skills in the nursing organisa-
tion, but they could not separate their thinking from the traditional
ward organisation and, clearly, failed to grasp the different concept
of a nursing unit worked by small nursing teams.

The College had latched onto the Horder model: they were too
preoccupied with the ‘pivotal’ nature of the SEAN and the ‘officer’
type of SRN propounded by Horder to look coolly at a slightly
different format. They were too concerned to be ‘responsible’ and
‘realistic’ in the face of manpower and economic constraints and
with the need to reduce student wastage, to be able to understand
the long-term implications of Goddard’s proposals. They saw the
SRN as the administrative leader of a ward team rather than as the
clinical leader of a smaller team caring for a group of patients. They
were too concerned with quantitative aspects and forgot about
Horder’s qualitative emphasis. They wanted a managerial status for
the SRN rather than a clinical status.

If the College had agreed with the Goddard precept that the place
of the nurse was at the patient’s bedside, it would have enhanced the
professional power and status of the SRN and it could have been
woven into the Horder model. Goddard’s ideas were not funda-
mentally irreconcilable with those of Horder. Acceptance of group
assignment and all that went with it would have offered greater
development of clinical skills and, possibly, have led more quickly
to better professional training at universities. There is little doubt
that it would have progressed to clinical specialisation and an im-
proved clinical career structure. It might also have provided greater
professional autonomy more quickly.

Implementation of the Horder model hinged on a reversal of the
proportionate numbers of SRNs and SEANS. In spite of a great deal
of rhetoric this had not been achieved and recruitment of pupil
nurses was not successful.

The College, as well as the other nursing institutions, were trying
to strengthen the position of enrolled nurses who had not been
accepted by the profession. They were therefore inclined to defend
enrolled nurses against suggestions that they were a second grade or
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that they gave second class care. By doing this they further confused
the continuing problem of the respective roles of the SRN and
SEAN, usually to the detriment of the former. The confusion of
roles and the authorities’ defence of SEANs tended to encourage
SRNs to assume more administrative functions and to leave patient
care to what SEANs were available. They did this partly to distance
themselves from the SEANS and to bolster their own self-image. If
the RCN considered that the skills of the trained nurse were more
appropriate to an ‘officer’ role, how better to demonstrate her
officer status than by allowing the SEAN to do the repetitive,
routine nursing care?

Table 2 Nursing staff employed in hospitals 1949, 1957

1949 ' 1957

Trained nurses:

Whole-time 41,318 50,525

Part-time 6,283 12,407
Student nurses:

Whole-time 46,182 52,831
Enrolled assistant nurses:

Whole-time 12,177 9,614

Part-time 4,383 5,983
Pupil assistant nurses:

Whole-time 1,658 4,443

Part-time 23

When the Sister Tutor Section held their conference on the NPHT
report, their guest speaker was Miss MG Lawson, deputy chief
nursing officer at the Ministry of Health. In her address she
emphatically insisted that the SEAN

. is not a person who is trained to perform nursing duties to a
lower level of skill than her colleague for registration. She is a
person whose skill is essentially practical and who is trained in the
duties proper to her grade, to no less high a standard than 1is
demanded of the re%istered nurse. Naturally, the scope of her
duties is more limited.’

Miss Lawson went on to ask why the NPHT report had discovered
that 40 per cent of those interviewed by the Goddard team wished to
leave to take further training? Why did trained nurses spend so
much time in administrative duties and technical procedures?

Does this not point to the fact that the tasks now considered
proper to the trained nurse (that is technical nursing and ward
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management) no longer have the same appeal to the nurse — that
she misses the actual contact with patients with whom she no
longer has the time to spend?'

Thus spoke the traditionalist, but she did not offer the whole
Goddard package: she did not propose that there should be patient
assignment and nursing teams which might help to keep the trained
nurse at the bedside.

A letter from a ward sister put a different perspective on admin-
istrative chores. She complained that from five to eight forms were
now needed when a patient died, whereas previously only two had
been necessary. She did not ask for the Goddard package either;
instead she wanted only clerical help and a domestic supervisor.'®

In December 1953 the RCN held a further conference to discuss
the College’s comments on the NPHT report. This arrangement
meant that the College’s misunderstanding of the report was the
main thrust of the discussion and it is possible that this reinforced
the general misinterpretation of Goddard’s model.

Miss M Houghton, education officer at the GNC (who had also
been a member of the RCN working party which formulated the
comments) complained that a 50-bed ward would be too large for
one ward sister to handle; it would take her away from the patients.
The increasingly elaborate procedures in patient care devolved
mainly on the ward sister. She needed to be relieved of some of the
burden. Staff nurses were ‘shrinking’ from the responsibility of ward
sister posts and so left to take further training; there was the need to
develop a clinical career for the ward sister and so to effect an
improved status for her.!”

Miss C Bentley (a ward sister at the time) agreed with the need
for case assignment. She considered that ward sisters were acquies-
cent in taking on extra responsibilities and were hostile to parting
with their present ones, but it was within their power to make any
organisational changes in their wards."”

Miss M Powell discussed plans for case assignment at her hospital
(St George’s Hospital, London) but the Nightingale ward was not
conducive to this system. There was, she agreed, the need for extra
equipment as well as more student nurses or auxiliaries in order to
turn over to case assignment. There had been no need for extra
trained nurses at her hospital. The scheme had been in operation for
five years and was well liked by the nurses.!’

The arguments rumbled on; the College persisted in arguing that
there were not enough trained nurses to nurse patients by assign-
ment and that it would not be economical anyway.!® The GNC
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continued to complain that ward sisters did not sufficiently accept
their responsibility for teaching students.®

The Ministry of Health had referred the NPHT report to the
Standing Nursing Advisory Committee (SNAC) and encouraged a
few experiments in case assignment to test the system. In 1954 the
SNAC issued a report on The Position of the Enrolled Assistant
Nurse within the NHS.? In this they reported that the SEAN had a
role in most fields of nursing so long as she worked under the
supervision of a registered nurse. They considered that their duties
should be restricted to basic nursing duties as described in the
NPHT report, including

... care required in the interests of comfort and the well-being of
the patient, for the maintenance of health and the prevention of
infection, irrespective of the disease from which he is suffering.

The SEAN, they thought, had a place in the nursing'team for
patient assignment.

Their report on the NPHT report emphasised the need for trials
of patient assignment. They proposed that these should be in four
non-teaching hospitals which were ‘not too favourably placed for
staff’. The trial was to be assessed by a team of experienced nurses
and a review of patients’ comments. The report of this trial became
very complex and was subjected to considerable amendments. First
expected in 1954, it was not available until 1958. Even then it was
inconclusive and called for further studies in the composition of the
teams, flexibility between teams and the use of lay help in the wards.
The sub-committee studying the scheme appeared to think that the
system was sound. They could not yet say if it would need more
nurses to work it but recommended that it should be introduced into
hospitals as soon as possible.?!

No details of the SNAC comments have been found and the only
evidence available from the Central Health Services Council are
sketchy. It can be inferred from these that there were considerable
organisational problems in the introduction of case assignment,
some of which must have been caused by difficulties of maintaining
nursing cover by the team during off-duty periods (flexibility
between teams). It can also be inferred that some form of assistance
was given to the ward sister (use of lay assistance in wards) although
the quality of this is not described.

In 1958 the King’s Fund published a paper, Noise Control In
Hospitals, which drew attention to ‘the unnecessary noise’ in hos-
pitals.>*> The CHSC had previously published a paper, The Recep-
tion and Welfare of In-Patients in Hospitals.>® It was thought by the
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CHSC that both these reports linked with the NPHT report, and the
sub-committee investigating case assignment was asked to include
them in their work (CHSC, 1958). These tasks, specifically the in-
patient’s day, snowballed and when the SNAC was asked to con-
sider a third report, published by the RCN** on the nursing services,
work on the case assignment trials was overtaken. The investigation
of the in-patient’s day became very complex, involving hospital
routines, hours of work, hospital services and medical routines. No
final comments on the NPHT report appear to have been com-
pleted. It is possible that reorganisation of the in-patient’s day may
have been seen as a structural problem which should be resolved
before ward organisation could appropriately be tackled.

No further comments were made by the Ministry about the NPHT
report but they continued to discuss the need to make better use of
trained nurses and to use SEANs more efficiently, and exhorted
hospital authorities to transfer non-nursing duties to other grades of
staff.?> As medical technology gathered greater momentum, there
was more discussion of the technical aspects of nursing and the need
to look critically at the duties of nurses.?® As the Ministry grew
more and more keen on efficiency and method study, work study
officers were appointed to hospitals, often to study the organisation
of nurses in wards and staffing standards.”” The emphasis was quan-
titative rather than %ualitative and the turnover of patients in-
creased dramatically.”® But the organisation of the care of the
patient remained the same: nurses still worked by task assignment
and the division of work into basic or technical ranking continued.
The difference was that as more technical tasks accumulated, the
division between them shifted: basic nursing included more compli-
cated procedures so that untrained nursing staff did more for their
patients than previously.

In a leader article, Nursing Times discussed the situation that
ward sisters had to contend with.?’ The ward sisters were faced with
changing demands not only from the doctors but also from the
patients. How was the sister to ensure that nursing did not disinte-
grate into a series of technical tasks? The medical profession was
handing over tasks in order to lighten their increasing burden but
medical science was also creating new demands for nursing. In one
30-bed ward there were 20 patients on quarter-hourly blood pres-
sure recordings at one time. What was the proper task of the nurse?
Was it to comfort, succour and support the patient? Or was it to
assist, relieve and inform the doctor? If it had to be both, some

services must be delegated to others and it must be the nurses who
make that decision:
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One of the essential characteristics of any profession is that it
examines constantly its own standards and accepts responsibility
for the service its members give.

A few months later the journal returned to the same theme.3° It
discussed the ‘exacting task’ of the ward sister to whom everybody
turned. She had, it claimed, 40 or more patients in her care and their
relatives to deal with. She might have 12 or more physicians or
surgeons visiting the ward daily, a minimum of staff which was
constantly changing. She might not have any other trained nurse on
duty with her. There was a constant stream of people calling at the
ward: administrative staff, ministers, family doctors, HMC mem-
bers. Between 8 am and 11 am she would have spoken to 50 people,
either personally or over the telephone. It was hard to measure the
mental, emotional and physical drain on her, and this was a possible
cause of the loss of trained nurses from the service.

It was impossible for one person to be the administrator, nurse,
teacher, leader, adviser, friend, employee and manager, the pig in
the middle of patients, students and doctors. One thing that would
be helpful would be to start group assignment of patient care.

The College evidently accepted that something needed to be done
and published a new statement on nursing policy, Observations and
Objectives.*' This paper, they said, built on the Horder report and
updated it; the objectives were said to be realistic, not idealistic, and
proposed a horizontal and a vertical expansion for nursing.

Horizontal expansion involved the growth of nursing teams
composed of SEANSs, student nurses (with priority given to their
learning needs) and nursing auxiliaries. The team leader was to be a
SRN.

Vertical expansion involved the development of advanced courses
for specialist nurses in leadership positions. These included clinical
nurse specialists.

The paper discussed the need for an improved standard of nursing
for patients and better training for nurses. Training should
emphasise total patient care, rather than nursing procedures. The
paper illustrated the difference in the two approaches by contrasting
the giving of a bed bath with bathing a patient. The College blamed
service pressures for the deterioration in the standards of nursing.

If the paper had not clearly stated that this was the Horder model,
it might have been talking about the Goddard model. There were
many similar features in the two. Both recommended teams of
nurses led by the SRN, both recommended further training for the
ward sister or SRN; Horder had described a hierarchy of nursing
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tasks and Goddard had recognised these although he preferred to
retain the unity of nursing. The main difference between the reports
was that Horder had not looked at ward organisation and patient
care in making up his model whereas Goddard had. Goddard
worked through the local implications of his recommendations and
described a system by which they could be implemented.

If the RCN had really analysed both models they could have
grafted Goddard’s on to Horder’s to the great benefit of both nurses
and patients. Horder’s model left the ward sister with all the
problems that have already been described. Goddard’s relieved her
of most of them.

Nursing teams were already developing: if there are three grades
of nursing staff and two of them are subordinate to the first, there
has to be some sort of a hierarchy or team. It was just a question of
whether the entire ward staff comprised the team (Horder) or
whether there were several mini-teams working under the ward
sister (Goddard). The former method did not require reorganisation
of ward routine and could perpetuate task allocation. The latter
method did need the ward to be reorganised but also promoted
patient assignment. The Horder model won over the Goddard
model in the end.

It is probable that the serious shortage of trained nurses might
have made the implementation of patient assignment impracticable
at the time. The speedier turnover of patients meant that they were
being discharged earlier than was the case ten years previously. The
whole cycle of patient care had changed in the wards. In 1948
patients could roughly be divided into three groups. The first com-
prised those almost ready to be discharged, who were ambulant and
able to help the nurses with many simple tasks such as giving out
cups of tea in the early morning, fetching and carrying wash-
ing bowls and doing small services for other patients. The middle
group of patients were those half way in their treatment who
were sitting up in bed, possibly going out to the lavatories (with an
escort) but who were able to feed themselves, wash in bed and
get up for an hour or so during the day. These patients needed
only a little care and some treatment. The third group were the
very ill, highly dependent patients who needed much more nursing
time.

By 1958 the first group had disappeared, the second group had
been considerably reduced and the third group predominated.
Patients in hospital were much more acutely ill and needed more
nursing.

Although there had not been a decline in the numbers of trained
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nurses, the small increase hardly made up for these added demands
which were exacerbated by the reduction in working hours from 96
to 88 per fortnight. :

The shortage of trained and student nurses had been partly made
up by an increase in untrained staff.!*

1949 1957
Other nursing staff:
whole-time 16,060 21,264
part-time 11,465 18,370

Whereas whole-time trained nurses had increased by 22.3 per cent,
whole-time auxiliaries had increased by 32.4 per cent.

The team nursing system had been introduced to some wards at St
George’s Hospital, London, in 1953. After five years, the experi-
ment was written up by Vivien M Jenkinson.>? Her account claimed
more satisfaction for the staff nurse team leaders who liked having
their own patients. They could plan and set their own patterns of
nursing care, they had to explain and defend their decisions, they
had more time for basic nursing and for supervising and teaching
their juniors. Their work was at a higher and deeper level and there
was friendly rivalry between team leaders who could compare their
patterns of nursing with their peers.

The student nurses in the teams also preferred the system. They
had fewer patients to get to know (9-13) and were able to establish
better relationships. They were required to use a wider range of
nursing procedures than under the task assignment method and they
had better opportunities to observe the effects of their care and
treatments. All learning was patient centred and included more
understanding of social and domestic implications of the patient’s
illness. They were allowed to follow up the patient at home with a
district nurse, and were able to present case histories to their peers.
The patients’ duration of stay appeared to be shorter (although
Jenkinson acknowledged that other factors may have been
involved) and the relatives were able to get to know the nurses more
easily.

Team nursing was constrained by the design of wards: where a
defined area was used for the patient group, the team was more able
to confine their attentions to their own patients. This was not so easy
in a Nightingale ward where the other patients made demands of the
team.

Jenkinson concluded that team nursing did not save time but it
did help to improve the quality of nursing and student training. The
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students involved in teams were more likely to stay on as staff nurses
but, in the early days, they needed help to adjust to the different
style of nursing used in the other wards.

Team nursing helped with experiments in nursing and different
methods of problem solving. It exposed the inadequate nurse and
spotlighted deficiencies. Nursing administrators had to learn not to
move members of the teams for relief duties on other wards. If the
team was depleted it had to fall back on task assignment.

It was not so easy to meet crises on wards with teams as the extra
load fell more heavily on the smaller number of nurses in the team.
However, it did give the ward sister more time to spend with the
students.

The crux of the system was to have small teams led by trained
nurses. If there was a shortage of trained nurses the teams became
larger. Evidently they had not tried the team system without trained
nurses, and Jenkinson did not describe any other changes in ward
organisation such as the Goddard package had proposed. The idea
of teams was not wholly liked by the profession. One criticism was
that it introduced more untrained nurses into the wards and that it
further diluted the mix of skills. This argument was not a good
one. It has already been shown that more auxiliaries were being
employed irrespective of what system of nursing was used.

Some nurses wanted to get away from bedside nursing and prefer-
red technical tasks. It therefore suited them to perpetuate the task
assignment model. They were probably used to that way of nursing
and had not had an opportunity of experiencing a more holistic
approach — a bed bath was therefore a bed bath, not bathing the
patient. Some preferred the stimulus of the new technical tasks.
They liked working alongside doctors and enjoyed the new or extra
knowledge and skills. For some it was simply a matter of status:

If nurses persist in finding their only satisfaction in blanket baths,
tepid sponges, poultices and the performing of techniques then
they will be ousted in prestige by an army of social workers.>?

There was also a school of thought that there was not a real
shortage of trained nurses. These people believed that there was
either a mal-distribution or a shortage of money to pay for trained
nurses. There is little doubt that the teaching hospitals could recruit
all the nurses they wanted. Non-teaching and non-training hospitals
were less fortunate. The London hospitals had waiting lists for
student nurses who often remained after registration to work as staff
nurses. The provincial hospitals were more inclined to have dif-
ficulties in recruiting.
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In Nursing Times, ‘Wrangler’, an iconoclastic writer, asked
whether there was a shortage of nurses or a problem of establish-
ments. She cited hospitals where there were staff available for
recruitment but where the budgets did not permit their employ-
ment.>* This point had strength. Nursing establishments had not, on
the whole, been reviewed or changed since 1948. Regional hospital
boards exerted considerable control over hospital budgets and were
slow to respond to changing needs or new patterns of treatment.

Whilst the ratio of doctors to nurses and nurses to patients treated
remained roughly the same between 1948 and 1958, the amount of
treatment given to each patient had increased as medical science
had developed. Patients were more acutely ill and the nursing
establishments had not been increased to compensate for the reduc-
tion in working hours.?* Furthermore, hospitals had been exhorted
to restrict recruitment of domestic staffs as an economy measure
and more work fell on the nurses as a consequence of this.*® The
shortage of trained nurses was therefore to some extent artificial or
imposed.

Reaction to the Goddard report was confused and influenced by
current preoccupations. Depreciation in the status of nursing, since
the advent of the National Health Service, had caused the RCN to
try to bolster the profession by turning to a managerial model
propounded by Horder. The tenor of the Horder report had been
one of acceptance of economic realities and the need to use fewer
SRNs and more other grades. The RCN took on this argument and
tended to let it overwhelm other perspectives. They sought to
preserve the ward sister’s role as the ward manager without allowing
for any form of delegation.

At first, they failed to respond to Goddard’s thesis of the unity of
nursing because they, like many nurses, considered that basic care
of patients was at the root of the loss of nursing’s prestige. This was
seen as having been de-skilled by modern medical science. In an age
of specialisation, general nursing was falling in value. This could be
partially redressed by giving greater empbhasis to the skills required
by technical tasks. In the choice between the traditional form of
Nightingale nursing and the modern form of technical nursing, there
was more visible prestige to be derived from the latter. Trained
nurses should therefore be managers and technicians.

There were, too, considerable architectural problems attached
to reorganising ward care into patient assignment. The open,
Nightingale ward helped patients to see the nurses and to call for
any one of them as she passed by. It was very hard for a nurse to say
“You are not my patient’ and to restrict her responses to her own
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patient group. Furthermore, without the cooperation of the doctors,
patient assignment was almost impossible. Used as they were to
being escorted around the ward by the ward sister, they would not
accept the need to discuss patient care with each of the team
leaders; it was not good enough to be relegated to conversations
with staff nurses.

It was also exceedingly difficult to reorganise staffing patterns and
ward organisation to allow the formation of teams. Off-duty periods
and student nurses’ absence from the wards for lectures depleted the
teams, often during hours of peak demands. The peaks and troughs
of business were caused by routines outside the control of the ward:
in the department, the operating theatres, meal hours, visiting hours
and the doctors’ routines. Jenkinson described the problems of
responding to moments of crisis, when the team organisation tended
to break down and nurses reverted to the task pattern.

The Ministry of Health probably kept an open mind on the
subject and would have allowed team organisation if the profession
had wanted it. They were, however, most concerned about the
economical use of staff and would have jibbed if it had ever been
proved that teams demanded more nurses. They did respond to the
findings by Wood and Goddard that there was a need for more
studies in patient dependency. In future years the principal direction
of their manpower studies was towards seeking for a formula by
which staff time could be assessed by patient dependency. These
have so far not been successful because a central formula has little
bearing on the local measurement of need; the studies have usually
been sited in acute wards and there are too many variations between
regions and units. Furthermore, they have usually been based on
the division of nursing into basic, technical and administrative tasks.

By the time that the RCN published its Observations and
Objectives® there was a shift of opinion. The position of the ward
sister had become over-burdened, and early promotion of trained
nurses had meant that the grade of staff nurse was rapidly becoming
extinct. Young, inexperienced ward sisters, promoted too quickly to
positions of considerable stress, were demonstrating their in-
adequacies. The loss of more experienced nurses made people
realize that an improved clinical career had to be developed. There
were more older patients who needed more nursing apart from
technical care. Patients were more demanding and required a higher
level of care in terms of their basic needs. The RCN paper accepted
the need for clinical nurse specialists as well as policy makers and
managers. The structure of nursing was beginning to lengthen and
generate greater distance between the ward sister and the matron:
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the position of the clinical nurse had therefore to be strengthened.
Furthermore, there was a fairly clear feeling (if there was no proof)
that standards of nursing were falling. Observations and Objectives
therefore set out the need for ‘total patient care’ and set in train a
new direction for nursing which reflected Goddard’s unity of nursing
and the current recognition of patients’ rights.’

This new direction was not a return to the Nightingale tradition
and went beyond the idea of the nurse as a technician. It became a
third concept of nursing which took time to develop, since it lacked
theoretical understanding until Henderson was able to describe it in
more detail (see chapter 11).%

Whilst Goddard discussed the unity of nursing, he was unable to
give it greater substance than by reminding nurses of the links
between physical, mental and emotional nursing and of the need to
nurse the whole patient. Henderson was able to take this further
and to describe the unique function of the nurse which she initiates
and controls:

... to assist the individual, sick or well, in the performance of
those activities contributing to health or its recovery (or to a
peaceful death) that he would perform unaided if he had the
necessary strength, will or knowledge. It is likewise her function
to help the individual gain independence as rapidly as possible.

Thus Goddard’s unity of nursing became the caring role of the
nurse. The nursing process later offered a theoretical framework for
the caring role.




Chapter 11/University education
and nursing research

The first Horder report® discussed the relative levels of the assistant
and state registered nurses. It recommended that the level of
functioning of the registered nurse (SRN) should be raised in order
to make room below her for the assistant nurse grade who should be
given a recognised qualification under the control of the GNC.
There should be a new roll for assistant nurses.>

Section II of the report!® discussed the training of SRNs and
considered it in the light of the general education for girls obtaining
at that time. Girls’ schools rarely offered science subjects and
the syllabus was restricted to the arts, humanities and household
sciences. Horder considered that nurse training could help to extend
the nature of education of girls and, with improvements, it ‘could be
developed into one of the great national educational movements for
women’. It would offer a system of further education, lacking for
most women at the time.

He considered that there should be an honours level in basic
nurse training to which the brighter candidates could aspire.

The Horder report also anticipated the need for nurse leaders and
expected that the honours system would help to attract the more
intelligent girls. It recommended that:

... every effort should be made to recruit girls whose education
had continued to age 18 years and that the value of the Higher
School Certificate and other academic qualifications be stressed.!®

By 1949 the last report of the series'? had been influenced by the
1944 Education Act which set up a system for secondary education
for all children.

Section IV anticipated that the ‘highly trained SRN and her
specialist colleagues in other professions would be comparable’ so
long as the profession could develop an elite or officer grade. In
Horder’s terms, these were to be a relatively few selected candidates
who took student nurse training. All other candidates would take
pupil nurse training for enrolment:

... if all engaged in nursing service are to be considered as one
group, then the relationship between nursing and its sister profes-
sions cannot be maintained.
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This section also considered that ward management, as well as
teaching and administration, should be regarded as specialist areas,
‘equally important branches of the same tree, each with its own
prospects of promotion and financial reward’.

Nurses should be prepared by further education for these
specialist branches and should be able to contribute to public affairs
and policy making. These qualifications should be of a higher and
broader academic type, and the training should be paid from public
moneys. In addition to these advanced qualifications, the report
highlighted certain other post-basic trainings, such as that of the
tutor or health visitor, which should be taken from a university.

Thus there was a gradual climb in the aspirations proposed for the
profession and by 1949, for the first time in the series of reports, this
section actually came out and stated the need for a degree in nurs-
ing. It described the opportunities for a degree at both post-basic
and at undergraduate level.

The former would be directed towards achieving a higher
standard of nursing whilst the latter, which should be either a
science or an arts degree, would be combined with general nurse
training. In addition, there should be diploma level courses, pos-
sibly at the then technical colleges.

In 1947, before publication of section I'V of the Horder report, the
Wood report had been published.? This recommended a shortened
course of training for first level nurses and provoked a storm of
disapproval from the profession. However, tucked away in appendix
VIII was an extension to that recommendation which clarified the
overall model set up by the working party but which was not explicitly
described. Appendix VIII explained that the basic training set out in
the main body of the report was not intended to prepare nurses for
functions over and above those normally carried out by a staff nurse
in a hospital:

.. . consequently we do not consider it unreasonable to assume that
before a nurse proceeds to a post carrying new functions . .. she
should receive some training beyond that provided in the basic
course. ‘

The working party thought these courses should be met by an
increasing number of university courses.

No nurse should claim to be a specialist (they also explicitly
included ward sisters) until she had undergone further experience
and ‘post-graduate training’. Such training should be a pre-condition
of promotion in any field. )

The Wood report did not go so far as to recommend a degree in
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nursing nor even post-registration degrees, but it did consider that
the student nurse should be a full student, working and studying
through academic terms, with long vacations for self-study and
gaining more experience of life outside a hospital.

By 1949, therefore, the seeds of the idea had been sown; that
nurses should have opportunities for some university education and,
more important, that there should be a degree course in nursing or a
combined course leading to a degree and state registration. Both of
these remarkable reports had identified that there was a need for the
development of leaders in nursing, both had identified a specialist
component in the ward sister’s job, and both had included clinical
nurses within their term ‘leaders’. What was just as important in an
age of specialisation, both reports offered a route for the general
nurse to become a specialist.

There is no evidence that any nursing institution other than the
Royal College of Nursing was at all interested in pursuing the matter
of degree courses for nurses. With regard to post-registration train-
ing, there were already several universities and technical colleges
which ran courses for health visitors. The first course for a diploma in
nursing was started in 1921 at the University of Leeds; the universities
of London, Birmingham, Manchester and Hull also had diploma
courses. The precedent of holding second level or specialist courses
for nurses in higher education centres was, therefore, established.

There were a few graduates in nursing: those who had first taken
degrees and then their nurse training, and nurses who had graduated
after their training. In 1953, GB Carter, a nurse and the Boots
research fellow at Edinburgh University, wrote to Nursing Times to
ask graduate nurses to contact her. She was setting up a list of nurses
with degrees and had so far located 73 names.*

In 1956, Carter reported that her survey had produced 65 names
including 39 with honours degrees in 15 different subjects ranging
from mathematics to theology, 11 ordinary degrees and 15 higher
degrees. There were other nurses who were currently studying for
degrees. Many of the graduates felt that they had to hide their
academic qualifications in nursing; they complained that they had no
opportunities to use their critical faculties and that their additional
qualifications offered no opportunities for quicker promotion nor
extra salary.’

Since nurses insisted that their training and work should be practi-
cal, there was already an anti-education bias.® This bias was possibly
inherited from Florence Nightingale’s aversion to state registration
and examinations, but was also probably confirmed by the open entry
to nursing which was brought about in 1939 when the minimum
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education test was dropped. After that date, the number of can-
didates with secondary education declined and the majority of nurses
soon became those with little formal education.

In 1947, after the publication of the first three sections of the
Horder report, the general secretary of the RCN had unofficial
conversations with two members of London University (Mr Clow
Ford and Mr Knowles) about the possibilities of setting up a degree
course for nurses. At first the RCN considered the possibility that its
education department could be admitted as a college of the univer-
sity. For this to happen, the staff of the department would have to be
graduates and the level of the course would have to be acceptable to
the university. Nothing came of this idea.

There seemed to be some agreement that an undergraduate
school of nursing should be set up before a post-graduate school.
The university representatives appeared to think that the timing of
this innovation was appropriate and were encouraging in their
responses.

In reporting these conversations to Council, the general secretary
(Miss Frances Goodall) reminded them that if no nursing degree
course were available, competition from other women’s occupations
would probably rob nursing of the better educated candidates.
Council had adopted the Horder report as policy and they were
therefore committed to setting up such a degree course.

Another reason given for the institution of undergraduate courses
was that other countries had already achieved this breakthrough and
Britain was slipping behind. If British nurses wanted to take their
places in international nursing affairs, they would have to compete
on equal terms. Already several influential posts with the Inter-
national Council of Nurses had been lost to American and Canadian
nurses because they had academic qualifications. Frances Goodall
admitted that the idea of degrees for nurses was not popular with
nurse leaders in the United Kingdom but believed that attitudes
were beginning to soften.

Council set up a sub-committee from the Advisory Board in
Nursing Education to investigate the ways and means, and Mr Clow
Ford was appointed to it.” The sub-committee set about drafting a
syllabus which should cover 5% to 6 years and agreed to approach the
General Nursing Council and the university to discover their reac-
tions to the proposal. They also set out their arguments for a degree
course which they felt to be:

a To widen the education and outlook of the nurse.
b To give the nurse a better status.
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¢ To provide nursing leaders comparable to those from abroad.
d To enable nurses to tap a wider source of recruits.
e To provide suitable nurse leaders.

The course should provide three years in hospital, in order to cover
reglstration requirements, and three further years for academic
work.”

These discussions continued with little progress and not enough
agreement to get the course started. In 1954 the Advisory Board in
Nurse Education reported that there had been consultations about
which faculty would be the most appropriate as a host for the degree
course. Apparently their thinking was that a socwloglcal base would
be more suitable for nursing than medicine.®

In the meantime, the general secretary was investigating the
possibilities of instituting some form of machinery for nurses to
undertake nursing research on their own behalf, rather than to rely
on other bodies. At the previous meeting of the Branches Standing
Committee, Lincoln branch had put forward a resolution urging the
RCN to take some action in this direction. Frances Goodall
reminded Council that a small sum of money was available. An
advisory committee was therefore set up.’

The idea for research into nursing had been put forward in 1947

| by the Wood report which had found that few statistics were avail-
able for manpower planning and no evaluation of nurse education
had been undertaken. The working party had set out to make their
investigations on a scientific basis and used a series of field studies
and surveys. The minority report written by Professor John Cohen
had complained of

Committees composed of doctors, nurses, administrators and dis-
tinguished members of the public following the traditional pro-
cedure of compiling a report, namely, by an exchange of views
supplemented perhaps by written oral evidence. '

One of the aspects that the working party had been asked to
examine, but had failed to resolve, was the proper task of the nurse.
They had therefore proposed a study of the work of the nurse. The
Nuffield Provincial Hospitals Trust had undertaken to make job
analyses of the work of hospital and public health nurses.!! These
studies were welcomed by most nurses who had deeply resented an
earlier study undertaken by the Standing Nursing Advisory Com-
mittee in Nursing Techniques.'?

Some of the profession, after 1948, were caught up by the exciting
prospect of research into their activities but other nurses thought
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that outside bodies might lack understanding of nursing values and
pressures. These, therefore, wanted nurses to be involved.

In June 1952, the RCN Scottish Board reported to Council that
Boots the Chemists had funded a fellowship in nursing for seven
years. The fund was to be administered by Edinburgh University
and would be open to all graduates.'® Later that year, the Florence
Nightingale Memorial Committee announced the setting up of the
Dan Mason Research Trust. This was to investigate basic nursing
education, methods of training and nursing techniques. It was
originally funded at £2,000 per annum for two years but this was
subsequently extended.'® Other moneys were received from the
estate of the Dowager Countess of Peel and were earmarked for the
College’s research fund.'?

In December, Council heard that Eileen Skellern’s Investigation
into the Practical Application to Ward Administration of Modern
Methods in the Instruction and Handling of Staff and Student Nurses
was to be published.'® The report had been completed earlier that
year and the costs of publication were to be paid by the Ward
and Departmental Sisters’ Section, of which Eileen Skellern was a
member.

Early next year the appointment of the first Boots research fellow
was announced. It was to be Miss G B Carter, BSc. She was a well-
known sister tutor and was to examine the possibilities of converting
the existing sister tutor certificate, at Edinburgh, to a degree
course. '

The advisory group on research came to the decision that a
research council should be set up and was asked to prepare a paper
outlining its constitution, functions and methods of financing its
activities. The group had approached the Medical Research Council
for their expert advice. They had jointly concluded that the research
council should consist of about twelve members of whom half
should be nurses: the others should be scientists, doctors and
university members.!”

When the advisory group reported again in July, they presented
their proposals for the functions of the research council. It should
examine problems peculiar to nursing, sponsor such operational
research as it thought appropriate, and test the application of
research findings by experimental programmes. They considered
that the research council could build up a body of scientific know-
ledge and help to formulate policy by the production of facts. They
proposed that Mr (later Sir) John F Wolfenden, vice-chancellor of
Reading University, should be chairman.

The obijectives of the research council were given as follows:
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1 To examine problems of the nursing profession.

2 To initiate research.

3 To examine findings of research activity.

4 To initiate controlled experiments to test findings.
5 To publish reports of research.

6 To become an information and resource centre.

7 To hold research conferences.

In November, Frances Goodall reported to Council that Mr
Wolfenden had declined to accept the chair of the proposed
research council. She was engaged in making informal approaches
to other people and, for that reason, no further action was being
taken on the constitution.

During these developments, the Scottish Board received a letter
from Professor FAE Crew, Department of Public Health and
Social Medicine, intimating the possibility of setting up a depart-
ment of nursing within Edinburgh University. Discussions were
current between the university and the Rockefeller Foundation
regarding an initial five-year grant. The development of this possi-
bility would depend on what kind of a degree could be agreed and
how much control would be exercised by the Scottish Board.!8

When the Scottish Board met Professor Crew in October, he
urged the College to give immediate and active support to the
proposals. This was given. Council thought that the College would
be able to fund one lecturer post and proposed to write letters of
appreciation to Professor Crew and the Rockefeller Foundation.'®

The College was still not successful in finding a willing chairman
for the research council but they went on with their search. The
Advisory Board on Nurse Education continued to experience dif-
ficulties in establishing a degree course in London. But the Scottish
Board was triumphantly able to announce that the Rockefeller
Foundation had agreed £30,000 funding for a nurse teaching unit at
the university. '

In 1956 the College published a new statement on nursing policy,
Observations and Objectives, which was designed to up-date the
Horder report. This document confirmed the need for graduate
nurses to take leadership posts, and for research into nursing.?’
College policy was to seek for a nursing team of different grades,
with a highly qualified nurse as leader.

A nursing degree was needed to produce these leaders for the
ward team, as well as administrators, teachers and others who might
represent British nurses at international organisations and in
‘academic circles’. There was also a need for higher education at the
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post-registration level in order to develop specialists. The paper
recapitulated the need for a research body and repeated the five
functions previously identified for the research council.

In July of the same year (1956) the RCN was able to announce
that Miss HM Simpson was to undertake part-time research into
‘The Development of Nursing as a Profession’ at the London
School of Economics.

Negotiations obviously did not proceed very easily between the
College and Edinburgh University in the planning of the nursing
teaching unit. The College did not understand the strength of
feeling in universities for their academic freedom and wanted too
much control over the arrangements. The university resented this
apparent officiousness. The Scottish Board of the RCN became the
pig-in-the-middle: it was tied to RCN policy and dependent on
Council’s continuing goodwill but, on the other hand, it did not
want to lose the opportunity of a department in the university.

Eventually the RCN went over the heads of the faculty repre-
sentatives and wrote to the principal, Sir Edward Appleton, to ask
about the policy of the unit and the content of the courses. Sir
Edward replied asking the RCN to appoint two representatives to
sit on the advisory committee. He also indicated that it would be
wise to let the advisory committee get on with its task without too
much detailed supervision. The chairman of the Scottish Board
(Miss IG McInroy) and Miss Mary Carpenter (head of the RCN
education department) were nominated as College representatives
on the advisory committee.?'

Later it was decided that the unit should be called the Nursing
Studies Unit. The university nurse tutors’ course was to be ex-
tended to two years and would start in October 1957. It would be a
certificate course for non-graduates but a diploma course for
graduates.??

At the same time, the appointment of the director of the new unit
was announced. She was Miss Elsie Stephenson who had been the
county nursing officer in Newcastle. Her appointment was warmly
greeted but the selection procedure nearly brought about a serious
breach in relationships which had anyway remained precarious.

The RCN did not understand the ways of universities and were
affronted when they were not invited to be members of the selection
committee. On the other hand, the university was obviously within
its rights to want to appoint its own staff. A compromise was worked
out: College representatives were invited to act as assessors and
were therefore able to receive copies of the candidates’ application
details. The nurses took part in the interviews and were able to ask
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questions, but had to withdraw during the subsequent discussions
when a decision was made.

Letters passed backwards and forwards between the College and
the Principal who tried hard to keep the peace, but it was clear that
the university members were doing their best to manoeuvre the
College out of any part in the final selection.

At the same time, the second Boots research fellowship, follow-
ing the completion of MISS Carter’s term, was awarded to Miss
Margaret Scott-Wright.?>

Unfortunately, negotiations with London University did not
progress as successfully. The university felt unwilling to set up either
a new internal degree course or an external one. The College had to
decide, therefore, whether they would try to negotiate an mtegrated
scheme in sociology or some other subject already being taught.**

Such was the ingenuousness of Council that they sought, instead,
to set up a degree course under their own administration. They also
started discussions with University College Hospital, London, to
explore the feasibility of establishing an integrated course for state
registration with an external degree in sociology. They agreed to
prepare a scheme for submlssmn to the GNC and to investigate
sources of financial support.?

Whilst these machinations were going on, the Edinburgh Uni-
versity scheme was progressing well. They drew up a plan for a five-
year course offering registration and an MA degree. This was sub-
mitted to the Scottish GNC for approval.?® They also prepared a
scheme for a nursing degree but the University Grants Committee
tumed thxs down on the grounds that it was not appropriate for a
grant.?’ The integrated scheme started in October 1960 with four
students.

By this time, a small group of nurses in London, who were
involved in research on their own account, had formed a self-help
association in order to support each other in their work. Doreen
Norton, a ward sister, had successfully applied to the National
Corporation for the Care of Old People for a grant and was awarded
£5,000 to make a study into nursing problems associated with the
care of geriatric patients. 28

Whilst the College continued trying to get a nursing degree
course, it began to accumulate funds for a chair of nursing and, from
time to time, they were able to report small amounts of money
which had been donated.

The College continued in its sad efforts to set up a research
council; permission had been received to style it The Countess
Mountbatten of Burma Memorial Council for Nursing Research.?
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A ‘large number of eminent people had been approached [to take
the chair] but none had accepted’.

In 1961 the Edinburgh Nursing Studies Unit was confirmed by the
university and the advisory committee was disbanded. In its place a
board of studies was set up and three nurses were invited to serve in
their individual capacity.

The College in London never did manage to get their degree
course, probably because they persisted in trying to control the
nursing part of it and the university would not allow this. It was not
until 1974 that a nursing degree course was set up at London uni-
versity’s Chelsea College. The moneys so carefully saved for a chair
in nursing were finally put to use.

In 1960 Marjorie Simpson was appointed research officer, full
time, at the College and in 1961 Mrs Winifred Raphael was
appointed part-time research worker. It was not until 1981 that the
RCN was able to set up its own research unit, but a nursing research
council remains a dream.

There is little evidence that the profession at large was aware of
these wheelings and dealings. Certainly, there was no discussion or
comment about them in the nursing journals. The outcry against the
main proposals in the Wood report had obscured the proposals for
advanced training in appendix VIII and the total scheme implicit in
the report was not, apparently, recognised. It is curious that discus-
sion after publication of the report did not clarify the misunder-
standing. The comments on the report that the RCN and the GNC
published, never mentioned Wood’s proposals for further specialist
courses. The reactions of the profession were directed against the
proposals for independent nurse training schools, repetitive duties,
and the proposals for a curtailed basic nurse training.

Miss Cockayne, a member of the working party and, sub-
sequently, the chief nursing officer at the Ministry, gave talks up and
down the country but did not mention the implicit model, nor the
scheme for advanced training.*

The main direction for change after the Wood report was to try to
improve social relationships within hospitals, to make nurses more
aware of their place in the community and the changes that were
taking place in society around them. This thrust introduced nurses
to elements of psychology and sociology and brought out manifesta-
tions of the anti-education feelings:

Britain’s reputation for producing first class bedside nurses is
being imperilled by the amount of theory crowded into the three
year training.>!
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people still considered that British nurses were the best in the world
and the complacency of the profession reinforced this image. Nor
was status for the sake of status of much interest to anyone but the
College. Nurses did feel that they were not suitably appreciated by
their fellow workers but they blamed their poor working conditions
and salaries for this.

The difficulties in setting up a nursing research council were of the
same order. It is significant that the main direction considered for
nursing research was in operational studies. Few people could see
anything in nursing procedures that merited study. Most of the
research carried out after 1948 was on nurses and their organisation.
The first suggestion that anyone was interested in nursing pro-
cedures was in 1956 in a leader article in Nursing Times, “To Reason
Why’.*3 This was, in turn, a response to a letter to The Lancet dated
21 January in which C Langdon Smith discussed the dangers of
raising the foot of a bed, a routine nursing response to shock.
Nursing Times leader considered the need for nursing to keep up to
date with advances in medical knowledge and the need for other
procedures to be examined. Doreen Norton’s subsequent research
was therefore of particular interest since it was a study which
focused on the care of geriatric patients (of low medical and nursing
status) and nursing problems attached to their care. It succeeded in
exploding a time-honoured ritual, that of rubbing pressure areas,
and demonstrated the merit of research into procedures. These
entrenched positions were very hard to change as the many skills
involved in nursing a patient had still not been identified. Although
nursing was becoming more complex, it was difficult to explain why.
Medical techniques were visibly more complex and, certainly, some
of their routines were passed to nurses in order to relieve the
doctors. But most nurses could sense that nursing was also becom-
ing more demanding. Training focused on procedures rather than
people, so it was the skills needed for procedures that were the point
of attention, rather than the skills needed for the caring of people. It
was not until the late 1960s that the skills needed for nursing were
described.

The Goddard report'’® found that nurses had themselves
separated basic nursing from technical tasks. Nurses allocated basic
tasks to the junior nurses and, later, to the nursing auxiliaries. The
technical tasks were taken by the more senior nurses. It seemed
common sense. If a nurse did half a dozen bed baths in a morning, it
was bound to become a routine and rather boring; it did not require
many skills. Until about 1958, the fundamental skill demanded of
nurses was accurate observation and reporting.
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In 1958, Virginia Henderson prepared a paper for the Inter-
national Council of Nurses, The Basic Principles of Nursing.** She
wrote: ‘. . . analysis of what any nurse does for any patient must rest
upon a concept of the nurse’s function’. She found that the nurse
had a unique function:

... to assist the individual, sick or well, in the performance of
those activities contributing to health or its recovery (or to a
peaceful death) that he would perform unaided if he had the
necessary strength, will or knowledge. It is likewise her function
to help the individual gain independence as rapidly as possible.

This part of her work, of her function, Henderson wrote, the nurse
initiates and controls; in this she is master. Additionally, she helps
the patient to carry out the therapeutic plan as initiated by the
physician. In cooperation with other members of the medical team,
she helps to plan and carry out the total programme of care.

The more Henderson considered this concept of the nurse,
the more complex did she find the nurse’s function. Many of the
activities, she argued, were simple until their adjustment to the
particular demands of the patient made them complex. The primary
responsibility of the nurse was that of helping the patient with his
daily pattern of living, or with those activities that he ordinarily
performs without assistance: breathing, eating, eliminating, resting,
sleeping, moving, cleaning the body, keeping warm and properly
clothed, social intercourse, learning, occupations that are recrea-
tional and those that are productive in some way.

But in fulfilling her primary responsibility, the nurse has to recog-
nise and respect the patient’s cultural pattern of living, his age and
his values.

Where the Wood report had failed to find the answer to the
question ‘What is the proper task of the nurse?’ Henderson had
supplied it and had clarified the role of the nurse at the same time.

In Henderson’s terms, the nurse needed extensive theoretical
understanding of biological and social theories. If each patient
was nursed according to his individual needs, principles had to be
learned and applied at each occasion. Routine procedures were no
longer appropriate. Here was the breakthrough.

Anyone could be taught procedures but only certain people could
learn theoretical principles. At last there was the beginning of
understanding of what had been intuitively known for so many
years. There should be a level of nurse, Horder’s ‘officer’, who
would be the team leader and who would plan the care of the patient
according to his needs. There would be a second level of nurse who
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would carry out the care plan with the team leader: the nursing
team.

For this care planning, the conventional SRN was not enough.
Her training lacked theoretical depth; this was where the graduate
nurse was needed. But, although academic training taught people to
think and to analyse, not all courses gave the mixture of biological
and social sciences that a team leader needed. This was the unique
raison d’étre of a nursing degree: a blending of the two disciplines.

It was in 1974 that the first department of nursing was established
in England. It was set up in Manchester University, with a post-
graduate unit. After that date, degree courses for nurses
proliferated.

In 1966 a working group of doctors, nurses, sociologists and civil
servants were called together at the Department of Health. From
this emerged a research project eventually called “The Study of
Nursing Care’. This was the first structured nursing research enter-
prise but, with the support of the DHSS, nursing research became
established quite quickly thereafter.




Chapter 12/Getting the nurses organised

At the start of the National Health Service, the nurses formed the
largest body of workers; they were, however, not organised as an
occupation and lacked national standards of salary, conditions of
work, superannuation and consultative machinery.

The Rushcliffe committee' had made a start on setting a national
salary but their reports were advisory rather than executive. This
committee also made recommendations to establish a national form
of superannuation and conditions of work which were not imple-
mented before the start of the NHS.

At the onset of the NHS, the Whitley Council took over all
negotiations for health service employees and the Rushcliffe com-
mittee was disbanded, handing over to the Nurses and Midwives
Council.

Prior to the Rushcliffe committee, the Royal College of Nursing
had picked up from the Athlone report” the need for local com-
mittees for consultation, but whereas the Athlone report had
proposed a Burnham committee type of machinery which included
hospital-based committees for consultation, the RCN had more
ambitious plans. These included national, regional and local com-
mittees which would serve as a joint consultative structure as well as
a salary negotiating machinery.> By 1941, the College appears to
have changed its mind with regard to machinery for salary negotia-
tions and advised the Ministry that they would prefer a Whitley
Council form to that of the Burnham Committee.* In 1942, they
acceded to the Ministry’s proposals for a special nurses’ salaries
committee and appointed College representatives to it. This was
their first experience of joint salary discussions with other oganisa-
tions and employers and it provided them with some preliminary
experience before the Nurses and Midwives Whitley Council was set
up.
Neither the Rushcliffe committee nor the Whitley Council
provided for local consultation, however, and the College was
determined to pursue the setting up of hospital committees, hope-
fully with a regional and national superstructure.

In 1945, the Ministry sent out a circular, Staffing The Hospitals,5
setting out conditions of service, salaries and related conditions as
the Rushcliffe committee had proposed. The circular also requested
that nurses representative councils should be organised with a
balanced representation of the different grades of staff. There
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should be free discussion of any matter affecting work and the
efficiency of the nursing staff as well as their general welfare. The
representative councils should reach a conclusion on an issue and be
responsible for putting this to the matron and governing body in the
form of a recommendation. The circular also requested that no
obstacle should be placed in the way of nurses joining professional
organisations or trade unions.

The RCN, in its new capacity as a negotiating body for nurses,
was anxious that nurses should elect to join the College rather than
a trade union. They set about trying to persuade matrons, medical
superintendents and medical officers of health to encourage their
nursing staffs to take out RCN membership.

The Labour Government had repealed the Trades Disputes Act
1927 in the previous year (1945) in order to strengthen the affiliation
between the party and the unions. The Labour Party had had a
landslide victory and many local governments were also controlled
by its supporters. The College anticipated a growth of trade
unionism amongst nurses on the inauguration of the NHS. Only a
minority of trained nurses belonged to the RCN but it was already
becoming clear that seats on the new Whitley Council would be
allocated according to the numerical strength of nurse membership
of the various representative organisations.®

There was a corresponding pressure by the unions for nurses to
join them. They were often assisted in this by local authorities who
were controlled by the labour faction. Willesden health authority
required all their nurses to join a trade union and subsequently sent
dismissal notices to those who had not done so. The RCN wrote to
The Times (5 December 1946) reminding the public that the College
had been recognised as a negotiating body and deprecating the
actions of the Willesden authorities. They also appealed to the
Ministers of Health and Labour. As a result of the outcry, Willesden
council suspended its action and withdrew its notices of dismissal.”
Similar occurrences, however, were repeated up and down the
country during the next few years.

The RCN and other representative organisations were asked to con-
sider the Minister’s draft proposals for setting up the Whitley Councils.
The College chose its representatives, including two Queen’s Institute
nurses. They rejected a request from the Institute to support its
application for a seat as a negotiating body in its own right and
concluded that too many sections would weaken the position of the
nurses’ side. Council wanted fewer, larger staff organisations with
experience of negotiating, and had already arranged for the affiliation of
several smaller organisations in order to strengthen its own position.
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The Queen’s Institute countered this rejection by the College by
accusing it of discounting the views of the district nurses. The
Institute subsequently made an application to the Management Side
for a seat as an employer of district nurses but, once again, it was
rejected as it did not qualify as a negotiating body.®

The College fought hard to gain a majority on the Staff Side and
instructed their representatives to claim over 50 per cent of the
seats, no matter at what cost, in order to ensure that the profes-
sional organisations were dominant. They also determined that their
general secretary should be the honorary secretary of the Staff Side
and agreed that Colin Roberts, the NALGO representative and
former chairman of the nurses’ panel on the Rushcliffe committee,
should be asked to take the chair.

The employees’ organisations set up a representative committee
to determine the composition of the Staff Side. Seats on the repre-
sentative committee were allocated on the same numerical basis as
had obtained on the Rushcliffe and Guthrie committees. As there
were no representatives of midwives and health visitors on the
Scottish Guthrie committee, it was agreed that two additional mem-
bers should be appointed to the representative committee to cover
those specialties. Twelve Council members were selected to attend
the meeting of the representative committee on 7 January 1948 and
it was thought that the cost of each seat on the staff side in terms of
servicing and representatives’ expenses, might come to £250-300 a
year.

The Staff Side set up a provisional advisory committee which met
on 1 February 1948. Six unions and six professional associations
were represented at the first meeting (one representative from
each), and the member for the National Association of Local
Government Officers (NALGO) was elected chairman. At this
meeting it was agreed that applicants for seats on any of the Whitley
Council’s committees should be asked to submit evidence of nurse
membership to support their claims.’

This was an important decision since many organisations were
seeking to gain representation on the Whitley Council, on one or
other of the sides, although not all could be justifiably recognised as
being negotiating bodies. Some of the organisations did not restrict
their membership to trained nurses, midwives and health visitors
and represented other occupations besides nurses.

The Royal British Nurses Association had claimed to be a salary
negotiating body and had asked for a seat on the council but had
refused to submit evidence of its membership or activities. Its applica-
tion was deferred until it agreed to furnish the required documents.
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The provisional advisory committee (PAC) also agreed that no
NHS worker would be required to belong to a trade union or a
professional association, although it was hoped that they would.
The PAC also set up an interim executive committee which sub-
sequently set up four specialist committees for nurses, midwives,
public health nurses and mental nurses. On the first two the profes-
sional organisations had a majority of seats and on the last two, the
unions had the majority.'® The executive committee was later kept
as a permanent body which was responsible for administration and
finance of the Staff Side.

One of the first items to be dealt with was to put in a claim for an
increase of salary for student nurses, pupil midwives and pupil
nurses. The executive committee also agreed that the matter was
extremely urgent and that the learners’ salaries should be dealt with,
as distinct from other nurses and without regard to any possible
repercussions on the other grades. The committee agreed to retain
the principle of student status.!?

During the remaining months of 1948, the executive committee
discussed requests from many different organisations for seats on
the Staff Side. Some were given a place on the specialist com-
mittees, including the Society of Registered Male Nurses (on the
Nurses Standing Committee) and the National Association of State
Enrolled Assistant Nurses (on any specialist sub-committee that
might be set up for SEANs). Others were turned down on the
grounds that they were not representative or had not supported
their claims with sufficient evidence. These organisations included
the Association of Nursery Training Colleges, the Queens League
of Public Health Nurses, the Royal British Nurses Association, the
National Federation of Hospital Officers, the Transport and
General Workers Union, the National Association of Nursery
Matrons, the British College of Nurses, the National Association for
Prevention of Tuberculosis (sanatorium matrons section) and the
London County Council Staff Association.'?

In the meantime, there had been a full meeting of each of the
sides of the Nurses and Midwives Whitley Council. On the Staff
Side, they elected a NALGO representative to be their chairman,
the Royal College of Midwives’ representative to be vice-chairman
and the general secretary of the RCN to be their secretary. All
these, and a representative from the Association of Hospital
Matrons, were elected to the Central (3General) Council of the
Whitley Council as staff representatives. !

In the understanding that the Whitley Council would pre-empt
the RCN’s attempts to set up a national and regional organisation of
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representative councils, Council agreed to abandon this project.
Instead, they set up a labour relations committee which would be
responsible for terms and conditions of service and for relationships
between nurses and employers. !4

There were some difficulties of procedure in nominating RCN
representatives to the Whitley Council. The sections were asked to
send forward names but not all the eventual nominations came from
these. In the end, one each of the main sections was included: sister
tutor, matron, ward sister, district nurse, local authority hospital
matron, Society of Registered Male Nurses. Two Council members
and the vice-chairman of Council were also nominated, together
with the general secretary, secretary of the Scottish Board and
secretary of the Public Health Section."

In 1949, the General Council proposed that nursing auxiliaries,
dental attendants and venereal disease orderlies should be allocated
to the Nurses and Midwives Council. The College Council debated
this and, influenced by the labour relations committee, decided that
the proposal should be accepted.

The matter was not straightforward. As well as nursing assistants
in the mental hospitals and nursing auxiliaries in some general
hospitals, there were also orderlies. In some hospitals, these were
styled ‘ward orderlies’ and their duties were more of a domestic
nature; in other hospitals, they were called ‘nursing orderlies’ and
their work was mainly simple nursing duties. If the nursing
auxiliaries were to come under the aegis of the Nurses and Midwives
Whitley Council, some of the orderlies would have to be re-styled as
nursing staff and the others would remain with the Ancillaries
Whitley Council as domestics.

On the Management Side, the chief nursing officer did not have
any advice to offer on the question of the nursing auxiliaries but did
advise against the inclusion of dental nurses because of their ex-
clusion from the title ‘nurse’ under the Nurses Act 1943. The
Management Side was, on the whole, in favour of accepting nursing
auxiliaries, since they would then be in a position to control their
salaries and ensure ome comparability with those of the nurses."®
The Staff Side also agreed to accept nursing auxiliaries.

During the early days of the Whitley Council, it became clear to
both sides that the Management Side did not have the free hand
which it might have hoped for. In 1949, the Government published a
White Paper on the need to restrict personal incomes and put a
pause on most nationally negotiated salary rises. Nurses were
accepted as constituting ‘a shortage field’ but, in spite of this, the
Minister asked the Management Side to delay a settlement for the
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public health nurses.'” The Minister explained that the Management
Side should act as a ‘shock absorber’ and protect him from coming
into direct conflict with the workers. He also indicated that he did
not like retrospective settlements. This demonstrated that the
Minister would have the final say in all settlements irrespective of
what might have been agreed by the two sides. There was, in fact,
an over-representation of the Ministry on the Management Side and
a remarkable lack of representation by hospital management
committees.!® In 1952, the number of seats was increased from 26 to
27 in order to include one member of the Association of Hospital
Management Committees,'® but the dead hand of the Minister
continued to be felt. This could work in either direction: if the
Minister received too many complaints from authorities, he could,
and did, encourage the Management Side to take corrective action.

Apart from salary negotiations and the nursing auxiliaries, the
Whitley Council at this time also discussed the formation of staff
consultative councils and the position of regional nursing officers. It
may be helpful if each of these topics is considered in turn.

Nursing auxiliaries

Once agreement had been reached in principle, the Staff Side set
about trying to draw up some description of their duties as a pre-
liminary to agreeing salary scales. Unfortunately, there was some
difficulty in separating their duties from those of the ward orderlies
and, by 1952, they had still not succeeded in producing a job
definition.?® There was evidently some change of heart about giving
nursing auxiliaries ‘official recognition’ and the secretary of the Staff
Side wrote to her counterpart, describing the problem and propos-
ing that auxiliaries should be graded as ward orderlies and trans-
ferred to the Ancillary Staffs Council. She also asked that their
designation should be changed in order to remove the word ‘nurse’
or ‘nursing’.?!

This change of heart had the hallmark of the RCN on it. Nurses
did not like associating with untrained staff and disliked very much
the decision that the auxiliaries should be included with them on the
Nurses and Midwives Whitley Council. They were already smarting
from the obvious lack of respect of the Ministry for their profession
and some wished that the nurses had withdrawn from the Whitley
machinery when the doctors and dentists had. On the other hand,
absorption into the Nurses Council was not an unmitigated boon for
the auxiliaries. Nurses did not receive overtime payments and ex-
pected to work many extra hours as a necessary part of their pro-
fessional ethic. Ward orderlies, on the Ancillary Staffs Council, did
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receive overtime so that they were often much better off than their
erstwhile colleagues.

The Management Side decided to resist the proposal to return
nursing auxiliaries to the Ancillary Staffs Council and took excep-
tion to the idea of changing their title.

In the meantime, a standing committee had been set up for the
auxiliaries on the Staff Side. This, in itself, provoked a considerable
amount of aggravation between the unions and associations. The
executive committee had recommended 13 seats, with the unions
having eight of them. Some of the unions rejected this as they could
not agree to the associations, who had no auxiliaries as members,
being represented.?? These inter-organisational rows appeared to
take precedence over official business. It may be partly because of
this that the matter of the nursing auxiliaries rumbled on for so long.

In 1953, the Staff Side agreed to keep the auxiliaries on the
Nurses Council, offering the excuse that they thought that the
auxiliaries should be free to become enrolled nurses if they so
wished.??

The next hurdle was that of salary scales. The Staff Side put in a
claim for the auxiliaries which was £20 pa less than the SEAN scale
and higher than that of the pupil nurses. It was also, necessarily, less
than the scale for ward orderlies.

Management Side were most upset by the level of the claim: ... it
would kill the enrolled assistant nurse grade’. Other members
thought that ‘the pay of the nursing auxiliary grade should be a
living wage and too much regard should not be paid to the rate of
the students’ allowances’. But if theZ did that, the students would
quit and become nursing auxiliaries.** As was the technique at the
time, the Management Side tried to resolve the conundrum by
juggling with board and lodging charges in order to favour the
auxiliaries without giving them a higher scale.

As the negotiations went on, it became more clear to the Manage-
ment Side that the other side wanted the auxiliaries to be treated as
SEANs. Management would not negotiate on this basis and wished
to maintain a clear differential between the two grades. The Staff
Side considered that, in this case, the difference should be marked
by salaries rather than by juggling with charges.

There were problems, too, with nursing assistants in the mental
hospitals. The Minister had issued RHB (53) 4% which set a policy
‘intended to make improvements as economically as possible at the
point where improvements are likely to do most good’. These
‘improvements’ raised the salaries of the nursing assistants whilst
holding down those of the mental nurse students and the trained
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staff. The policy backfired because, with overtime, the attendants
could earn more than the students, who started to refuse to do non-
nursing duties. Some quit their training and took assistants’ jobs.26
Recruitment of student mental nurses, already poor, further
declined. The Ministry received complaints from the regional
hospital boards, and the Staff Side put in a claim for overtime
payment for mental nurses at time and a quarter for the first two
hours and time and a half for all additional hours.?’

In 1955, complaints were sent to the Management Side by several
regional authorities that salaries of nursing auxiliaries had fallen
behind those of ward orderlies. It was, by then, difficult for the
hospitals to recruit auxiliaries, even though their salaries were more
than those of pupil nurses and overlapped those of the SEANSs.
Thus, it was equally hard to recruit or keep pupils or enrolled
nurses.?®

Complaints about salaries continued. By 1956, both auxiliaries
and charge nurses were earning less than ward orderlies. If the
salaries of the auxiliaries were equated with those of the ward
orderlies, they would be earning more than the trained nurses.”
Feeling in the profession was becoming noticeably warmer too. The
RCN branches raised the issue of auxiliaries’ salaries at their
January 1950 meeting and Sheffield branch put a resolution to the
effect that differentials should reflect the training, work and
responsibilities of trained nurses. 30 To this the College replied that
the maximum of one grade could not always be kept lower than the
minimum of the next grade.>!

The nurses were not mollified by this. Letters to the editors of the
nursing journals complained that factory workers enjoyed better
salaries and conditions of work.*? Others continued to complain
about the inclusion of nursing auxiliaries on the Nurses Council: ‘the
nursing profession was presented with a fait accompli in the recog-
nition as part of the “nursing establishment” of the large number of
untrained women and men ... to be called nursing auxiliaries’.
There had been no preparation for this influx, no chance to define
the duties of the various grades. The writer continued by observing
that most of the auxiliaries belonged to unions and thus had upset
the balance on the Staff Side. Auxiliaries were already sending
representatives to joint staff consultative committees (and pre-
sumably upsetting the balance on those). She considered that the
move had been a matter of expediency rather than of consideration
for the care of the gatlent ‘... it s strange that our College was not
more informative’.

Indeed, the correspondent had some justification in being anxious
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about the balance of representation, since admission of the auxil-
iaries (there were 21,264 whole-time and 18,370 part-time in 1957)
had considerably strengthened the hands of the unions on the Staff
Side.

In 1958, COHSE representatives proposed overtime payments
for all nursing staff, but the association representatives were able to
stave off this proposal for the time being.

The problem of the nursing auxiliaries subsided slowly: nurses
had to accept the fait accompli and shortage of staff soon enabled
them to be thankful for any help, trained or untrained. In the late
1950s, the shortage of senior staff became so acute that preference
was given to them in salary considerations. By the end of the 1950s,
all involved in the nursing service agreed that a complete restructur-
ing of nurses was necessary. This was eventually achieved by the
implementation of the Salmon structure.

The nursing auxiliaries were important, though. They had a very
real effect by helping further to depress recruitment of pupil nurses
and thus the growth of the ‘pivotal’ grade of SEAN. Their inclusion
in the Nurses and Midwives Whitley Council also tipped the balance
on the Staff Side. Although the associations retained their majority
for some time, there was a change in the style of negotiation, the
priorities for their claims and their attitudes. It became more dif-
ficult for the RCN to win their points on the Staff Side, and the
College had to take on board union goals in order to maintain their
position in other areas. The admission of the nursing auxiliaries to
the Nurses and Midwives Whitley Council was agreed by the
College, partly because of union pressure and partly in order to
allow the matrons to retain control of them, but it was the first step
towards the unionisation of the major professional association.

Staff consultative councils

The image of nursing had for years been one of severe (if not
repressive) discipline, long hours, poor salary and dedicated sub-
mission. Box and Croft-White3* portrayed this vividly and described
the attitudes of the public as well as those of student nurses. This
portrait of institutionalism was supgorted by the National Advisory
Council on Nurses and Midwives®> and, more explicitly, by the
Wood report®® which made recommendations to improve inter-
personal relationships in hospitals, for the relaxation of discipline
and the removal of nurse training from the institutionalism of hos-
pitals. In 1939, the Athlone interim report®” had recommended that
nurses should take a more active part in hospital policy decisions via
local consultative committees. The RCN Memorandum to the

239




THE EFFECTS OF THE NHS ON THE NURSING PROFESSION: 1948-1961

Athlone Committee,>® as well as evidence given by other organisa-
tions, had commented on recent hostile press reports of nursing
conditions, and the College had subsequently warmly supported
Athlone’s proposals for joint consultation.

The Ministry was concerned to improve the image of nursing in
order to aid recruitment. The Labour Government was also com-
mitted to giving workers more power in their work-places. Aneurin
Bevan and the RCN both understood the need to make the profes-
sion more aware of the world and society outside hospitals. Friends
of the profession thought that nurses had a contribution to make to
the community if only they would come out from the sheltered life
of their hospitals. Friends and relatives realised that patient care
would be more sympathetic if the nursing staff left their cloisters and
learned about normal people and their problems.

After publication of the Wood report, E E P MacManus wrote of
the break-up of homes, the shortage of domestics, housing shortage,
food shortages and other difficulties facing British society, and the
need for nurses to take account of these in dealing with recruitment
and training problems.>® This was followed by a concerted campaign
to make nurses more aware of societal attitudes and social policy.

Dr E Sherwood Jones wrote of the need for nurses to be more
active in hospital politics.** The RCN held a third conference in the
series ‘The Nation’s Nurses’ and devoted it to human relations, the
use of selection techniques, training within industry methods,
negotiating machinery and personal problems. Nursing Times pub-
lished a leading article on the need to review attitudes to patients’
visitors.*! The Queen’s Institute for District Nursing set up a course
on human relations and industrial sociology.** The RCN introduced
‘a new technique’ for its conferences called ‘organised participation’
and sought to develop more dialogue between speakers and audience.*?

Stanley Mayne, assistant secretary at the Ministry of Health,
spoke to an RCN conference of the need to inculcate in the nurse a
realisation of the part she could play in running her hospital.** At
the same time, the RCN arranged a series of meetings around the
country to explain the Whitley Council system.*> Miss Florence
Horsbrugh, MP, talked about the nurse as a citizen,*® and Aneurin
Bevan spoke of the part nurses would have in how the NHS was
run.*” At the annual conference of the RCN, Mrs G Williams,

author of section IV of the Horder report, gave a paper entitled
“The Nurse In The Social Order’.*8

Later, the nursing journals started publishing articles with a social
science approach,* and in 1952, the GNC introduced to the syllabus
some simple aspects of sociology and psychology.
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In 1948, Aneurin Bevan proposed the formation of joint con-
sultative committees (JCC) as an important issue and set up discus-
sions to provide a model constitution. He foresaw these committees
as a route for consultation between the hospital authority and the
staff.® By 1949, Hillary Marquand, the new Minister of Health, was
able to claim that JCCs representing every grade of staff, as well as
the management, were being set up.>® This was certainly an
optimistic view, since Stanley Mayne had earlier told an audience
that on}y a few hospitals had followed this path since the Athlone
report.

The Whitley Council, in circulars GC13 and GC20, agreed the
constitution for JCCs early in March 1950 and also stipulated that
representatives need not yet be members of a staff organisation.
They made this provision in spite of pressure from the unions
on the Staff Side, which were anxious to enforce organisational
representation.

According to the constitution, there was to be a central com-
mittee composed of representatives of all categories of staff and sub-
committees for each category. Representatives from the sub-
committees would form the membership of the main committee.
Management would also be represented by nominees.

The RCN was anxious that its members should be active in these
JCCs and that they should be elected as representatives. They
therefore published information via their branch and section
organisation in order to brief nurses about the function of the
committees. Council was adamant that as the JCCs were for
employees, student nurses should be excluded in order to safeguard
their tenuous claim to student status.>* This unilateral decision did
not meet with general agreement. By July, Council heard that some
HMCs were including student nurses in the election procedures.
The RCN re-affirmed its policy and proposed, instead, that there
should be student councils for all students undergoing training in
hospitals. ‘

Some hospitals accepted the RCN policy and excluded students;
others ignored it. Some referred to the Minister for advice. Many
committees were not sure of the machinery, the procedures or the
purpose of JCCs, and the doctors opted to exclude themselves.

By November, there seemed to be general confusion and
considerable dissatisfaction in the hospitals. Council began to think
that it was a pity to be associated with a project which was showing
itself to be unsatisfactory, but the general secretary bolstered their
flagging enthusiasm by reminding them that it had been College
policy for years to establish local consultative machinery. She
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thought that the present difficulties were due to the haste with which
the scheme had been introduced and the paucity of preparation.
Some members thought that there was already enough contact
between nurses and their matron and did not think that JCCs would
help an already satisfactory system. Some thought the scheme to be
pointless if the doctors were not in it and others did not welcome the
prospect of discussing nursing matters in front of domestic and
artisan staff.’® Clearly, many senior nurses were rather cool about
the new system which would come between the matron and her
nurses.

At a special meeting arranged in January 1951, Sir Frederick
Leggett, chairman of the labour relations committee, advised
Council not to withdraw from the scheme. The meeting agreed that
participation should be voluntary and that the organisation should
be flexible in order to suit different hospitals. The Whitley Council
had stipulated that organisational representation should be
mandatory after the two-year run-in, and Council was concerned
that that might develop into a closed shop situation.>*

The Management Side subsequently agreed that student nurses
should be allowed to take part and supported the statement of the
General Council to that effect.>

Council voted to complain about this to the Minister and, at the
annual general meeting later in the year, they received unanimous
support from the membership who re-affirmed the student status of
student nurses and deplored the attitude of the General Council >
The College received little support from the Minister, who could not
see how membership of JCCs would affect student nurses’ status.>’

Progress with the JCCs certainly did not go smoothly. There were
complaints about excessive constitutionalism and rigidity and that
neither management nor staff understood the principles of joint
consultation. RCN members were anxious about the introduction in
January 1952 of organisational representation, and the College
seriously discussed the prospect of re-establishing the nurses repre-
sentative councils as a channel of discussion for domestic profes-
sional affairs.

In 1953, the Society of Registered Male Nurses approached the
Ministry to see if they could qualify for nomination as representa-
tives on the staff consultative committees. The Ministry advised
them that as an affiliated member association of the RCN, they
could. This ruling upset some members of the Staff Side who were
seci:kisr;g a strict interpretation of the organisational representation
rule.

In fact, the College and its members did not need to be concerned.
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Students at the King’s Fund Hospital Administrative Staff College
made a study of joint consultation in hospitals in 1953. They reported
that many of the JCCs set up in 1950 and 1951 had already died and
others ‘cling tenuously to life on a meagre diet of complaints and
grievances’.

The study found hospital staffs generally to be apathetic and
unenthusiastic. The JCCs had considered only minor matters, had
made little contribution to the better working of the hospital and
feedback to complainants was poor.

The ready-made framework set out in RHB (50) 47 and HMC
(50) 46 was criticised: divisions of status and work places within the
hospital groups militated against collective consultative committees.
The meetings had not been used as a means of communication by
the management but, instead, the agendas were filled by com-
plaints, administrative items and discussion of staff amenities. The
JCCs had little effect on relationships or on involving the staff in
running the hospitals. Many hospitals considered the JCCs as a
safety valve for the ventilation of differences between staff and
management. There was too little reciprocal consultation, and
the restrictive clause in HM (50) 47 relating to membership had
generated ‘a good deal of feeling’.>®

Some of these findings were supported by Sofer.®® He also found
that only a minority of staff either elected their representatives or
took any other interest in the consultative committees. But, para-
doxically, the new influence afforded to ‘the rank and file’ by this
machinery had aroused unrealistic expectations. There was a clash
of ideologies between staff and management who were made to feel
that the committee was a way of by-passing them. These factors
limited the degree of effective consultation that could be achieved.
Meetings became a stage for acting out tensions generated by the
hierarchical hospital system: responsibility for the problems gener-
ated by the system was cast on to management who had no solution
and were as much prisoners of the system as were the staff.

Joint consultative committees slowly died, as had the nurses
representative councils. When the College tried to set up nursing
staff committees along the lines of the medical staff committees
after the Bradbeer committee reported in 1954, the Minister
rejected the idea. The nurses were left with no form of local profes-
sional consultation and when they eventually got professional
advisory committees in 1975, they did not know what to do with
them.

The drive to take nurses out into society contributed to the break-
down of the relationship between the matron and her nurses. The
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JCCs put the matron on the management side of the table and the
nurses on the staff side along with the ‘domestic and artisan staffs’.
The old reference groups of the nurses were broken down and they
had to look elsewhere. They were pitched out of their secluded,
enclosed hospital environment into the post-war world in which the
labour movement was being given more power than it had ever had
before. Unionised workers were winning greater wage settlements,
shorter hours and better working conditions. The RCN was fighting
for its place on the Staff Side and was compared rather unfavourably
with the unions. College negotiators had to learn the aggressive
tactics of the union negotiators. The unions were actively recruiting
nurses to their ranks. There was a growth of bureaucracy and new
paramedical groups over which nurses had no control and whose
values were different. Nursing needs were subordinated to the
needs of the service as a whole and the prestige of nursing subsided
under the weight of the bureaucrats. There was a loss of vocational-
ism as the nurses perceived their growing deprivation. Open recruit-
ment to nursing further emphasised their perception of themselves
as hired labour only half a scale above that of the nursing auxiliaries.
A process of proletarianisation was taking place: professionalism
was visibly failing the nurses and they started to turn outwards, to
the unions, for their new reference group.

The regional nursing officers

Nursing posts at the regional headquarters were really an after-
thought. In 1945, when the general administrative structure was
under discussion, there was no suggestion of a nursing presence at
the regions (nor in the areas then under consideration), group or
hospital level. In fact there was no suggestion either of a nursing
advisory committee for the Central Health Services Council, or of a
designated place for a nurse on the council itself, although one
might have been included amongst the ‘others’.*!

A very lengthy letter in 1946 from Dr H Macauley, medical officer
of health, Middlesex County Council, described in detail the
administrative machinery of his medical and hospital services, the
number of staff and their functions. He used the Middlesex County
Council as a homologue for the proposed regional hospital boards
and related the work of the MOH organisation to the future RHB.
He described no nursing post at his headquarters and proposed
none.®? This is hardly surprising since, at that time, many local
authority services had no senior nurse and the nursing staff were
under the control of a medical officer.

Later, in 1947, headquarters staff were again discussed, and it was
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thought that senior staff should be appointed with some urgency.
Three salary bands were agreed for regional medical officers and
three subordinate medical posts were listed, but still no nursing post
was described.5?

The Ministry published HMC (48) 1 which discussed the appoint-
ment of hospital staff. The general scope of the work of hospital
management committees and their relationship to regional hospital
boards were set out. Hospital management committees (HMC)
were seen as agencies of the RHB and would be responsible for the
control and management of their hospitals. In this circular the
Ministry advised HMCs to appoint professional advisory commit-
tees to act as an advisory body to the group.®* No details of the
composition of the advisory committee for nursing were set out and,
ultimately, those HMCs that had one invariably packed it with lay
people. It is clear therefore that nurses were perceived as function-
ing purely with patients and, exceptionally, teaching or organising
the nursing service. There was, as yet, no acceptance of nursing
advisers for the authorities, or of nursing administrators in the
same sense as the chief medical officer of RHBs or MOsH of local
authorities.

There were people who foresaw the need for a structured nursing
administration however. Professor Mackintosh, dean of public
health at the London School of Hygiene, looked forward to an
‘active nursing division’ in the hospital organisation and the
development of a new nursing administration system.®® After 1948,
the local authorities did appoint more nursing and health visitor
superintendents who still, often, reported to a medical officer, and
the RCN set up a new training course for public health adminis-
trators. But nurses were more concerned with gaining seats on the
RHBs and HMCs than with developing a nursing structure.®

Recruitment to the regional nursing officer posts, when they were
established, was slow. Not all regions had succeeded in filling their
posts by 1951, reportedly because the salary level was too low.
There were already complaints about the salaries in July 1948. The
Ministry had described the duties of these posts in RHB (48) 24:
they were mainly to be those of recruiting nurses for the regional
hospitals, liaison with voluntary nursing agencies (St. John’s
Ambulance Brigade, British Red Cross Society and Women’s
Voluntary Service), setting up nursing exhibitions and advising
boards of governors and HMCs on nurse training. After the incep-
tion of the area nurse training committees, the RNOs represented
their boards on those. Their salaries were based, in 1948, on those
of the hospital matrons to whom they would act in an advisory
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capacity. Thus, compared with other regional headquarters’ staff,
the RNO had a very lowly status and this affected the value ascribed
to her advice.

When the Staff Side asked for an increase in the RNOs’ salaries in
1951, they were supported by the knowledge that at least one RHB
had felt obliged to increase the salary in re-advertising the post after
they had had no success in filling it with a suitable candidate.
Nursing salaries had been raised since 1948 but not those of the
RNOs, whose range was £650-800. A Ministry of Health nursing
officer’s range was £620-843, matrons of small hospitals (under
1,000 beds) received £825-1,005, those in charge of hospitals with
between 1,000 and 1,500 beds received £930-1,110 and those in
charge of hospitals with over 1,500 beds received £1,000-1,499.%

The Staff Side claim for RNOs was £1,200-1,500, but manage-
ment proposed a scale £700-800. The Staff Side wrote to say that
RNOs were ‘of senior administrative status and are called upon to
advise RHBs on all matters relating to nursing’. They considered
that it was ‘essential that the posts shall be regarded with the same
respect that is shown towards other senior advisory posts under the
jurisdiction of the Regional Boards’ and that it was ‘vital that the
RNOs should enjoy conditions of service no less favourable than
those of other senior administrative staff, including, for example,
the expenses of first class travel and subsistence’.%®

This last item was a real thorn in the nurses’ flesh. Their status on
the boards was measured by their salary rather than by their rank.
Since medical and administrative salaries were much higher, the
RNOs were equated with those of more junior officers. Other
regional officers of equivalent rank travelled first class and received
more generous allowances for both subsistence and leave. When the
RNOs travelled with their regional colleagues, they had to pay the
excess over their third class tickets or travel separately. Similarly, at
overnight stays their subsistence allowances did not cover the cost of
the hotels used by their colleagues.

During their discussion of RNO salaries, the Management Side
was clearly flummoxed. ‘What do these people do?’ ‘Do we need
them at all?” They were not used in Scotland, why were they needed
in England and Wales? The more knowledgeable members recalled
that they did quite a lot with the area nurse training committees. A
sub-committee was set up to discuss the matter, and the Ministry’s
chief nursing officer was invited to join them.®

The matter drifted on into 1953, when there was a joint meeting
to discuss the problem. Management proposed three bands based
on the relative size of the regions: they offered £680-860, £750-930
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and £800-1,000. The Staff Side agreed the bands but would not
accept the salary ranges. Management offered slightly higher scales
and new job designations. The Staff Side said that the lowest scale
would still not allow first class travel: this would be even more
demeaning for the RNO as her nursing colleagues on the other two
scales would have that advantage over her.”’

Later, the Management Side wrote to the Staff Side to say that
whilst they could not improve their offer, they would undertake to
ask the Minister to relax the conditions entitling officers to first class
travel so as to take in the only two RNOs in band C (Oxford and
Cambridge RHBs).”!

By the end of 1953, most of the negotiators had become confused
over the issue. The Staff Side made a new proposal for one common
grade with a salary range similar to their 1951 claim, £1,200-1,500.
Failing any agreement on this, they proposed to take the matter to
arbitration. Management did not welcome the idea of having only
one grade as it departed from the arrangements made for other
senior regional grades.”” The Staff Side gave in. After further cor-
respondence they agreed to the proposals for three bands, on condi-
tion that all should be entitled to first class travel and subsistence.”

The RNOs kept a very low profile and there was no further
evidence to show how they developed their jobs. They were the
regional authorities’ representatives on the ANTCs and were
responsible for preparing the budgets to be forwarded to the GNC.
There were difficulties with the ANTCs because their priorities
appeared to be oriented towards service needs. The GNC once or
twice had to remind these committees that they were responsible for
providing a training for student nurses rather than for recruiting
labour for the hospitals.”* On the other hand, the RNOs were
responsible for recruitment and probably were chivvied by their
own authorities when there was a shortage of candidates.

Another cause of complaint was that the ANTCs frequently
prepared estimates for the schools of nursing without reference to
the tutors. Alternatively, they altered estimates prepared by the
tutors without prior consultation.

There is not much doubt that the RNOs adopted the values of
their authorites and became the first nurse bureaucrats. Equally,
they must have had quite a struggle in their early days to win
acceptance for themselves. It took many years for the authorities to
accept nurse administrators in the same way as they had the medical
administrators.

In 1957, the National Advisory Council on Recruitment of Nurses
and Midwives had been transferred from the Ministry of Labour to
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the Ministry of Health. In the change-over, the council was demoted
and re-styled National Consultative Committee. The Minister
anticipated that the assumption of responsibility by the Ministry
for publicity and recruitment campaigns for nurses would entail
extra responsibilities for the RNOs, and he therefore authorised
additional posts for regional nurses. These new posts came under
the authority of the RNO, thus establishing a regional nursing
hierarchy. Since the status of the regional nurse was already equi-
vocal, her assistants’ positions were even more uncertain, both in
respect of their regional colleagues and of the regional matrons.

Later in the year, Oxford RHB asked the Management Side to re-
assess the RNO’s position. They asked that she should be taken out
of the nursing structure altogether and be given a status equivalent
to that of the regional assistant secretary with whose duties and
responsibilities she could more reasonably be compared. After
some discussion of the proposal, the Management Side decided to
take no-action in the matter.”®

Recruitment of senior nurses from the assistant matron grade to
RNO became more difficult owing to the flat nature of the nursing
structure and the poor salary levels given to these nurses. Both sides
had separately started to design a new hierarchy and all agreed
that a new salary structure was urgently needed. Furthermore, the
Ministry anticipated that the Hospital Plan (1961) would have a
considerable effect on nursing grades, with many possible changes
in hospitals.

There were further discussions about the RNO salaries and their
work. The chief nursing officer thought that she was an adminis-
trator for 60 per cent of her time and a nurse for 40 per cent. Other
management side members thought that she was an administrator,
but in the nursing field. Her salary was pitched at that of the matron
in a low to middle sized hospital: some members thought that it
should, perhaps, be more nearly that of the higher reaches of the
matrons’ scales, or even more.”” They thought that there was a need
to bolster her position as the adviser to matrons of all hospitals,
including the largest. They realised that the RNO’s job was growing
in responsibility and now included planning new hospital construc-
tion with other technical experts. On the Staff Side, the College
representatives proposed that their salaries should be treated
separately from those of other nursing staff. They wanted to widen
the differential in order to attract the most senior and able nurses.
The union representatives, who were more interested in the rates of’
the junior nurses, did not accept the College’s proposal. In the end,
the College was defeated and the RNO salaries remained with those
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of all other nurses.”® They did, however, claim a salary for RNOs that
was above the maximum for all matrons. This the Management Side
rejected on the grounds that advisers should not be paid more than
those they had to advise.”

The Staff Side salary claim became caught up with the Govern-
ment’s pay pause (1961) and the Ministry’s concern with establishing
a review of the nursing services at the higher levels. The Ministry
therefore asked the Management Side to take its time over consider-
ing the claim.%° The Minister, Enoch Powell, explained to the several
functional Whitley Councils that he had to sustain the doctrine of
responsibility by giving final approval, or otherwise, to their settle-
ments and that he would not hesitate to withhold agreement for a pay
settlement if necessary.?! When the Staff Side pressed for a reply to
their claim, Enoch Powell asked the Management Side to dela;/ until
the publication of Cmnd 1626, Incomes policy: the next step B

The pay claim went to arbitration in 1962, and again in 1963. At
the second occasion, the industrial court was advised by the Minister
that an independent committee was to examine the senior nursing
staff structure.®

The position of the RNOs was not successfully established until
the Salmon structure was implemented after 1966. Under this
arrangement they were given the highest grade 10, the equivalent of
the chief nursing officers in the hospital groups.

As well as being the first purely administrative posts (in contrast
to matrons who organised or administered a nursing service), the
RNOs were probably the first nurses in the hospital service with a
non-executive, advisory position. They had the task of demonstrat-
ing the need for a nurse to understand the complexities of the
occupation, one who could give sound advice to the regional
authorities. They had to fight for their status, both professional and
bureaucratic, in order that their advice would be respected. The
rather ludicrous reactions of the Management Side to their salary
claims are evidence of the attitudes of the authorities to these first
appointments. The development of a nursing authority structure (in
contrast to a nursing presence at the RHBs) probably owes much to
these first regional nursing officers.

At first sight, it seems strange that the authorities (including the
civil servants and the Management Side) experienced so many dif-
ficulties in understanding the need for and functions of administrative
nurses with no responsibility for the day to day management of a
service. The posts of medical officers of health and regional medical
officers produced no equivalent problems. Why then should a nurs-
ing adviser find the authorities so confused?
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The problem probably lies in the attitudes of lay people and the
authorities to nursing. Nurses had traditionally been seen as provid-
ing a service to patients. Nurses were seen as implementing the
doctors’ orders within an environment ordered by a lay administrator.
Since all the tools and services required for nursing were provided,
not much further organisation was required except that needed to
provide the requisite number of staff at more or less the right
moment. The flat structure of nursing tended to reinforce this view.

The bureaucratisation of the health service after 1948 and the
growing division of labour, both in health care and in nursing,
generated the need for a more vertical structure. The increasing
complexities of health care brought about a need for more coordina-
tion between nursing and other health workers. After 1949, the
structure of nurse education became more complex and needed to
be tied into the provision of nursing services. In the meantime, the
grouping of hospitals meant that further coordination between
individual units and the many hospital groups had to be achieved
satisfactorily at HMC and regional levels. It became noticed, slowly,
that changes in one occupational group affected other occupational
groups: this required some expert advice before changes were made
in order to avoid dislocation. There began to be felt a need for
expert nursing advice and it no longer served to consult doctors
about nursing problems.

Hospital groups lacked a single nurse figure-head, and the weak
nursing advisory committees could not provide the leadership that
management committees might look for. Each hospital matron
fought her own corner and looked after her own interests: how were
management authorities to distinguish between their narrow
interests? It needed a nursing adviser to weave a path through these
and find what might be for the general interest.

One of the preoccupations of the 1960s was the question of
staffing standards. There were none but historical establishments
and no objective criteria: those who argued loudest often obtained
the most nurses. When resources were spread thinly between
groups, this often made for ill-feeling and inefficiency: the matron
with the most nurses could claim greater status. Once again it was
the nurse adviser at regional headquarters who might provide
guidance and see to fair play.

Before 1948, there were fewer consultants and each had his
whims more or less provided for. With the National Health Service
came standardisation: this required a standardisation of nursing
practice and procedures. Doctors might still try to assess quality of -
care, but it required a nursing adviser to speak with some assurance.
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The division of labour and the increasing complexity of the health
service, therefore, removed from non-nurses their former capacity
to interpret and coordinate nursing needs, and generated the need
for a nursing adviser who was removed from the local pressures
and politics, who was a disinterested party and whose values and
priorities were those of the policy makers rather than those of the
practitioners. These were new posts, with new funciions removed
from patient care or the day to day provision of a service.

There may have been a further trigger in the growth of the RNO
position. There was, and is, an informal channel of consultation and
communication on a professional and scientific basis between
Ministry officials and the medical Royal Colleges. There was no
similar channel for the nurses since the Royal College of Nursing
was not able to fulfil this function. In the first place, it was usually
preoccupied with its negotiating functions and anxious to uphold or
improve the status of the nurse. In the second place, it was a single
body which tried to represent a host of different levels and, more
significantly, a host of specialist interests, which were often irrecon-
cilable. It was not a learned society and had no scientific expertise.

At one time there were hopes that the Standing Nursing Advisory
Committee might have functioned as a central reference for nursing,
but this hope was not fulfilled because, in political terms, the SNAC
was a ministerial lapdog and, in professional terms, it spoke too
much with the voice of the matrons and not enough with the voice of
the practitioners.

In the end, it became the RNOs who were used as references for
nurses since they could pick up opinions and discuss matters with
them in their regions. That their values differed did not seem to
matter, and it is true that many were fair in their presentation of
opinion. They have continued in this informal function and the
RNO Group, as it later became, is probably the most powerful
section in the nursing profession today.
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Chapter 13/Concluding discussion

Nationalisation and the nurses

. Before the introduction of the NHS, nurses were employees of

their separate hospital authorities. The local authority hospital
nurses were the employees of the larger councils through the health
committees, and the voluntary hospital nurses were employed by
their boards of governors.

Nationalisation of the hospitals meant nationalisation of the
nursing services and the nurses became the employees of the new
group hospital management committees. Only the teaching hos-
pitals were left out of this arrangement and their nurses remained
under the boards of governors.

Although Sofer! looked at the staff relationships in the three hos-
pitals (one voluntary, one local authority general and one local authority
mental) he made no reference to the changed employment status of
the staff, all of whom came under the authority of the new NHS. This
had an unseen but dramatic effect on the nurses, in particular.

White? contrasted the social image of the voluntary hospital
nurses with those of the poor law nurses. She argued that the nurses
in the great teaching hospitals shared the charisma which attached
to their establishments and that this charisma overflowed to the
other voluntary hospital nurses. On the other hand, the poor law
hospitals were tainted with the odium generally felt for the poor law
authorities and the image of the nurses within those institutions was
similarly coloured. Later, when the municipal hospitals grew up,
their nurses were often regarded in a somewhat similar vein - as
agents of social control.

After the regionalisation of the hospitals, the voluntary, munici-
pal and mental hospitals were grouped together and the voluntary
hospitals quickly lost their vicarious charisma. So did their nurses.
The teaching hospitals which had stayed outside the regional struc-
ture, retained, for a while, both their character and their charisma,
until 1974 when they too were regionalised.

The voluntary hospital nurses, then, lost their former prestige and
became mere employees with none of their traditional charisma.
This being so, their occupational status had to be re-established.

The doctors had a ready made status underpinned by their profes-
sional training and firmly legitimised by the agreements made
between the Royal Colleges and the British Medical Association on
the one hand and Aneurin Bevan on the other.
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The administrators’ status was ensured by the position of the
group secretary, who had considerable power as the chief executive
officer of the HMC, and by their access to information.

The nurses, coming between the doctors and the administrative
staff, had to find a new image. The professional status of many of
them was diluted by the loss of their charisma and they refused to
acknowledge their ‘hired hands’ status, even though many of their
colleagues were already used to it from their former employment by
the local authorities. There was therefore a rift between the nurses
who had been able to consider themselves as ‘ladies’ in the volun-
tary hospitals and those who were more used to being mere nurses
employed by the local authorities.

We have seen in chapter 4 that the members of the new HMCs
had mixed backgrounds. Some were used to the old voluntary
hospital ways of administration and also regarded the nurses as
‘ladies’; others were from the former municipal hospitals and
regarded their nurses as employees, often as ‘hands’.

The Ministry had little regard for nurses and never appeared to
see them as anything other than labour. Their Notes for the
Guidance of HMCs® clearly placed the nurses only one jump away
from the domestic staff. The minutes exchanged between Whitehall
departments during the preparation of the Nurses Bill in 1948 con-
firmed this attitude.* In the terms used by social scientists, when
discussing the division of labour, the nurses were seen as generalists
or semi-skilled workers.’

Whereas the entry requirements set by the General Nursing
Council until 1939 had been a School Certificate or the equivalent,
the majority of nurses had come from secondary education. The
enrolment of assistant nurses in 1943 and the open entry policy since
the war diluted the educational standards of nurses. The delay in re-
introducing the minimum entry qualifications until 1962 and the
imposition then of a low standard, two ‘O’ levels, further reduced
the educational level of the majority. We saw in chapter 5 how these
factors affected the training of nurses and in chapter 9 how they
affected the numbers and quality of the nurse teachers themselves.
The admission of the nursing auxiliaries to the Nurses and Midwives
Whitley Council further proletarianised the nurses in the eyes of the
Ministry and the employing authorities.

The better educated nurses and the more intellectually gifted ones
found their training and their work lacking in stimulation. Many of
them sought greater satisfaction by taking post-basic courses but
were accused by the authorities and some of their colleagues of
‘certificate hunting’. The rift between the ‘ladies’ and the ‘nurses’
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changed over the years as one section of nurses sought for an
improved social status through specialisation and the other section
settled down under the imposed generalist ethic.

The race, after 1948, to recruit and train as many nurses as
quickly as possible in order to staff the half million empty beds
meant that the emphasis on numbers had to predominate over
quality. Whilst Ministry officials and the employing authorities
valued nurses only as ‘pairs of hands’, there was little reason
for them to concern themselves with their social status. Material
rewards, in so far as they could be reconciled with the need to run an
economical health service, were thought to be the most important
factor in recruiting more staff. But how could anyone determine a
fair salary for the nurses?

The RCN claimed a salary commensurate with the professional
responsibilities which they maintained the nurses carried. The
Ministry, regarding nurses as semi-skilled workers, looked to other
semi-skilled occupations for comparisons. The nurses, fed on the
propaganda put out by the competing unions and College, began to
feel more and more deprived.

The generalists amongst the nurses looked to material rewards to
sustain themselves. They compared themselves to industrial
workers who were receiving higher payments. The specialists,
wanting greater professional status, looked to better educational
standards to sustain their needs. They compared themselves to
other specialists in the NHS and to the administrators who received
better salaries but also had more power deriving from their
managerial posts.

For many years, nurses taking further training had to revert to the
salaries of third year students and, later, to those of first year staff
nurses. They worked on the wards as learners but functioned as
trained staff, which they were. This represented good value for
the employing authorities, and post-basic training in midwifery,
tuberculosis nursing, mental nursing and district nursing helped to
keep the work moving on the cheap. These were courses with
formal, structured training.

Other clinical areas, however, had no such structured courses.
Fields such as operating theatres, medical or surgical wards,
geriatric or casualty departments, were lumped together as ‘general
nursing’ which required nothing more than the three years of basic
preparation, particularly as these were not shortage areas.

The medical specialties, however, were quickly becoming more
refined and narrower. Surgeons began to restrict their fields to a
particular body system such as genito-urinary, respiratory, gastro-
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intestinal. Their techniques developed and became more complex
and they needed nurses to know more about the work. Nurses who
worked with specialists often did learn a great deal more about their
areas. They learned from the medical students whom they were
teaching, from the resident medical staff and from the consultants
themselves. Some nurses studied on their own and many accumu-
lated a considerable theoretical understanding. These nurses were
willing to accept heavy responsibilities of decision-making and pro-
fessional judgment. Many of them became clinical specialists in all
but name and official recognition. Other nurses were not so willing
or able to improve their knowledge or understanding of the work.
Whilst they might be ward sisters, because the shortage of trained
staff was such that anyone could find a sister’s post, they worked out
the rest of their careers resting on their basic training and taking no
more responsibility than they absolutely had to.

There were, therefore, many difficulties in rewarding the more
professionally minded nurses or in distinguishing them from the
semi-skilled generalists. Ward sisters were ward sisters and the
common grading and salary structure failed to encourage the pro-
fessionally minded and did not allow them any higher status. Often
these nurses migrated to the teaching hospitals where they felt that
their qualities and knowledge were more highly regarded. Others
sought administrative posts in order to enhance their status and
salaries.

During the 1950s, the hospitals became more bureaucratised.
More administrators were appointed, more specialists were
employed. After the Guillebaud committee reported in 1956° the
Ministry of Health published HM(56)32 announcing a national
training scheme for administrators. Administration in the health
service became professionalised and graduates received speedy
promotion. Managerialism entered the health service and bureau-
cratic values became more pronounced than ever.

The matrons, who had been slowly losing ground since the incep-
tion of the health service, observed the power of the administrators.
They had few answers to the actuarial questions put to them by the
budget-conscious hospital and group secretaries, and many found it
more convenient to begin to take notice of the ways in which these
people functioned. They began to absorb the bureaucratic values
which seemed to give the administrators so much authority at com-
mittee meetings. They began to learn new forms of behaviour which
rubbed off on to their subordinates. _

If nursing was devalued and administration seen to be so prized, it
is not surprising that the College rejected the Goddard proposals for
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a return to unitary forms of nursing (chapter 10). Since the Whitley
Council had absorbed the auxiliaries into the nursing structure and
since the authorities were trying to recruit more enrolled nurses, it
seemed reasonable for a mini form of hierarchy to be exploited on
the wards. The registered nurses were to be the administrators of
those teams and the other nurses could do the bedside work. We
may guess that this, substantially, was the attitude of the RCN in its
response to the Goddard report.

The ward sisters, therefore, became more and more concerned
with the administrative task on the wards. The bureaucracy of the
NHS, with its increasing volume of forms, encouraged this transfor-
mation. But still the nurses found that the professional authority,
for which many of them continued to search, evaded them.

Sociological criteria for professionalism in 1948 rested largely on
organisation, service and altruism. Tawney’ considered that profes-
sionals were a ‘body of men who carry on their work in accordance
with rules designed to enforce certain standards both for the protec-
tion of its members and for the better service of the public . . . [its]
essence is that though men enter it for the sake of a livelihood, the
measure of their success is the service which they perform, not the
gain which they amass’. Carr-Saunders and Wilson® wrote that ‘the
attitude of the professional man to his client or his employers is
painstaking and is characterised by an admirable sense of responsi-
bility; it is one of pride in service given rather than of interest in
opportunity for personal profit.” Cole® offered three characteristics:
technical efficiency and examination, a code of ethics which
included service and a closed structure.

Later, sociologists began to concentrate more on the application
of an intellectual technique, higher education and specialisation.
Merton et al.' specified both theoretical knowledge and higher
education, whilst retaining the characteristics of altruism and
service. In the next decade, less emphasis was placed on altruism
and this was often displaced by considerations of power, organisa-
tion and life-style derived from specialisation and monopoly
(Jackson'! and Johnson'?).

In the 1950s, therefore, there was still the emphasis on altruism
and service but the educational theme was gaining in strength.

Nurses had plenty of altruism and service but their training, taken
outside the education system, lacked legitimacy and its educational
or training standard could not be measured.!> It was no use nurses
thumping their chests and boasting of being registered: it meant
nothing. Their training was tied to the minimum entry standard set
by the Ministry of Health and GNC, and accepted by the RCN.
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Although many hospitals required more than the two ‘O’ levels for
their recruits, indeed some required university entrance qualifi-
cations, the final state examination had to be set to the entry
minimum.

In the years after 1944, and certainly by 1962, the Education Act
had enabled many more girls and boys to leave school with good
General Certificate of Education levels, and the numbers of school
leavers going into further and higher education were increasing
rapidly. Whilst nurse training stood still, the standard of education
generally was improving. Nursing was being de-skilled, at least in
relative terms if not in real terms.

The Ministry of Health had no interest in improving the quality of
nurse training. Indeed, it may be argued that they were more
concerned to maintain the semi-skilled or generalist nature of
nursing. Mr Wedderburn’s prediction in 1956 (Chapter 7) that dis-
trict nurses would become a ‘semi-processed article’ was becoming
true of all nurses. The Ministry had reduced the training of enrolled
nurses in 1949, abbreviated the training of nurse tutors in 1954, and
shortened district nurse training in 1956. The Jameson report'*
confirmed the health visitor as a general family visitor. All the
combined courses for multiple training effected a shortened period
of preparation for those nurses and the Ministry delayed the return
of the minimum education standard until 1962.

It was little wonder that so many nurses perceived a significant
loss of status. Nursing lacked professional authority and, in compen-
sation, many began to look elsewhere for an improved status.

The generalists, noting the growing affluence of industrial
workers during the 1950s and 1960s, adopted more instrumental
values and sought to improve their social standing in the hospitals by
means of better material rewards and working conditions. Many
preferred to belong to trade unions but those who were members of
the RCN encouraged it to adopt a more union-like approach in
its negotiations with the Whitley Council. Lacking much in the way
of recognised educational qualifications, they assumed an anti-
education ethic and insisted that nursing must be a practically based
occupation, with their training emphasising practical skills rather
than theoretical learning.

The specialists, recognising their lack of professional authority,
sought to improve this by means of higher entry criteria, a more
demanding training and post-basic courses in further and higher
education centres. They insisted that there was a more intellectual
meaning to nursing than was generally recognised. Whilst they
welcomed higher salaries as a means of improving their lifestyle,
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their emphasis was on establishing professional authority through
legitimate educational means.

The nurse administrators sought for greater authority in policy-
making. Their search for status turned towards bureaucratic values
in competition with the administrators and civil servants. If they
were to win any arguments with bureaucrats, they had to be able to
play the same game. Altruism, they noticed, meant little in the fight
for resources, or power in policy-making.

Nursing, then, became a pluralist social system. Whereas before
1948 altruism had been the dominant ethic, the NHS drove it out
and replaced it with the search for status. But status meant some-
thing different to each of the three main groups. For the generalists

it meant a social or functional status within the hospital, based on

instrumental and material values. For the specialists it meant profes-
sional authority supported by a legitimate education and a know-
ledge base. For the nurse administrators it meant power in decision-
making and control of their own staff.

The pursuit of these three separate goals by means of separate
strategies was severely hampered by the unitary policy structure
imposed on the nurses.

There was only one system for training nurses. Whereas the 1949
Nurses Act had allowed the GNC to authorise experimental forms
of training, it was slow to exploit this, particularly where nurse
training could be taken outside the health service schools. The GNC
was reluctant to let go of its control of nurse training or to allow
outside examining bodies to hold their own examinations, even
within a general policy framework set by the Council. This was one
of the main reasons why the degree course negotiations with
London University foundered in the early 1950s (chapter 11).

There was only one salary and grading structure for nurses. We
saw in chapter 4 how, in the days before the Salmon report, this
inhibited the growth of clinical specialties and made it virtually
impossible for the nurses to respond to the growing needs of bureau-
cratic structure of the NHS. The Whitley Council, shackled by
the Ministry of Health and heavily influenced by the employing
authorities, could only react to immediate needs. There was no
means of encouraging clinical expertise, no way of rewarding excel-
lence. Salary levels were determined by the need to maintain
differentials between the ancillary staff and the lowest grade on the
nursing structure, the auxiliaries. Leads were given to nurses
working in shortage areas rather than to nurses with additional
training and qualifications or those accepting exceptional responsi-
bilities. Indeed, further training was not encouraged except in those
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areas where there was a statutory requirement such as in the mental,
midwifery and health visiting fields.

The salary structure reinforced the de-skilling process. The
Whitley Council never accepted the need to allow separate struc-
tures for clinical specialists or the nurse teachers. The unitary
structure always reinforced the use of student nurses as cheap
labour on the wards. By regarding them as employees, the structure
continued to maintain the matron’s control over them.

Since the nurse administrators were compelled to bow to bureau-
cratic pressures and to adopt bureaucratic values, they became more
conscious of the need for labour in their wards and the constraints of
their nursing budgets. It was cheaper to employ student nurses and
auxiliaries than to use trained staff. Since the generalists did not
demand specialist courses, it was cheaper to use them than the more
highly trained nurses. Except where there were statutory require-
ments, posts were not designated according to their requirements
for specialised knowledge and the cheapest staff could be employed
as the authorities wished. It was more convenient to employ
generalists who subscribed to a class system and therefore to the
authority of the nurse administrators, and did not challenge the
status quo: the specialists were more inclined to subscribe to a status
system and to question tradition and ritual.’> The nurse adminis-
trators therefore slowly became more aligned with the Ministry and
the employing authorities in their values and strategies and, without
realising it, furthered the de-skilling process.

The unitary structure was able to support and satisfy the nurse
administrators especially after the implementation of the Salmon
structure. After this they became the nurse managers and adopted
frankly bureaucratic values. As Froebe and Bain'® pointed out, in a
continuum between clinical values and management values, the
further up the hierarchy a nurse gets, the further away from clinical
values does she move. The unitary structure was also able to deal
with the objectives of the generalists since it was designed for that
kind of employee. It dealt with salaries and conditions of work
rather than with professional values and needs.

The specialist nurses, therefore, were the group who were least
satisfied by the system which had little to offer them. The system
neither catered for their educational goals nor helped them with
their search for authority. Indeed, the unitary system seemed almost
designed to suppress this group.

During the period that we have examined, the specialists, or
professionalists, were a relatively small group and, although articu-
late and vocal, they were not sufficiently well organised to compete
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either with the more numerous generalists or with the more powerful
managers. Since 1961, however, they have increased in numbers.
Whilst the level of general education has improved, the numbers of
courses in further and higher education centres available to the
professionalist nurses have also increased. Furthermore, the num-
bers of nurses who have graduated through university based training
schemes, the Open University or the research fellowship scheme set
up by the DHSS, have produced a steady trickle of nurses with
graduate status. With the general nurse, training remained more or
less static, the gap between the specialists and the generalists has
grown and the difference between their objectives has become more
marked; the lack of satisfaction felt by the specialists with the unitary
policy system has become more pronounced.

The Royal College of Nursing and the decision-making process

In chapter 12 we saw that the College was determined, at any cost,
to be recognised as the dominant partner with the Ministry of
Health in policy making. Eckstein'” described the determinants of
pressure group politics, the most important of which he considered
to be the structure of the government decision-making process
itself. This was supported by Nettl'8, who also predicated that to be
accepted as the official representative body, the interest group had
to demonstrate certain characteristics. These included the adoption
of government terminology and methods and the demonstration of
concern for ‘the common good’ as defined by the civil service
administrators.

Olson'® agreed that interest groups existed ‘to fulfil purposes
which a group of men have in common’ but also proposed that these
groups are primarily organised for some other purpose, such as
influencing policy decisions. He considered that these organisations
could only have the strength and support to achieve power in a
political direction if they managed to satisfy their members.

The official objectives of the College are set out in their charter
and bye-laws and include the promotion of the science and art of
nursing, the better education and training of nurses and their
efficiency in the profession. It was only in 1978 that a new aim was
included, ‘to promote the professional standing and interests of
members of the nursing profession’ (my emphasis).

From the point of view of the College, the official goals must
reflect the common interests of the membership but, as Olson
pointed out, official goals are supplemented by ‘by-product’ goals,
those of influencing policy. From 1948 onwards, the by-product
goals almost displaced the official ones.
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For some time it was possible to argue, and to believe, that the
pursuit of legitimacy in the eyes of the Ministry was an acceptable
means of gaining greater professionalisation. Similarly, it could be
argued that negotiating for better salaries was commensurate with
the College’s official objectives. The latter was certainly popular
with the membership, and that was very necessary.

Until the admission of the nursing auxiliaries to the Whitley
Council, the professional organisations had the largest number of
seats on the Staff Side and could sway both the nurses’ demands and
the negotiated settlements. After 1955, however, the trade unions
gained the ascendency as the auxiliaries tipped the proportion of
seats in their favour. Places on the Staff Side were allocated accord-
ing to the size of membership of the several organisations and it
became necessary for the College to recruit more nurses if its
influence was not to be lost.

Since the foundation of the College in 1916, membership had
been limited to women and only those whose names were on the
general register. The Nurses Act 1957 did away with the general and
supplementary registers and substituted one register with various
parts. In 1960, the decision was taken at an extraordinary general
meeting to permit all individuals whose names appeared on the
register of a statutory body to join the College. In 1963, the College
amalgamated with the National Council of Nurses and could fairly
claim to have become the largest nursing organisation in the
country. These moves also helped to strengthen the College’s posi-
tion on the Staff Side.

In opening its doors to all trained nurses, the College necessarily
admitted to membership many who had not previously belonged to
any organisation, as well as many who had been or remained
members of trade unions. Dual membership was common, as these
people thought that the unions were not only better negotiators at
the Whitley Council and less restrained in their salary demands, but
also gave stronger support to the staff at their places of work.
Membership of the College enabled them to enjoy colleague sup-
port and exchange.

But this influx of new members diluted the strength of profes-
sional values which established College members (who had mostly
come from the teaching and other voluntary hospitals) had, adding
more instrumental and generalist sentiments. It also imported a
more strongly anti-education element.

The College found itself in the position of having to legitimise
itself with the Ministry and civil servants, strengthen its position on
the Staff Side by less discriminating recruitment, satisfy a membership
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which was becoming increasingly activist in demanding better salaries,
accommodate the matrons in their need for more labour and placate
the professionalists who found their needs less and less well served.

In demanding more pay for the nurses the College risked upset-
ting the Ministry who could remind them of the need to be
‘responsible’. It also upset the matrons, who were mindful of their
own budgets and the need to maintain cover. On the other hand, a
better salary level would please the generalists and, if it eased the
supply position, would help the matrons’ search for labour.

In demanding a return of the minimum education level, the
College upset the generalists who did not think that it was neces-
sary, as well as the civil servants who did not like the idea because
they believed that it would hinder recruitment. In then compromis-
ing its own considered policy of three ‘O’ levels and meekly accept-
ing two ‘O’ levels in 1962, the College upset the specialists but not
the generalists or matrons. If the College negotiated aggressively,
this too upset the nurse managers and the professionalists, even if it
did please the generalists. Its concern to retain or revive the profes-
sional status of nurses by encouraging specialisation, ran counter to
the de-skilling policy of the Ministry and appeared to be depressing
the status of the generalists. Its concern with being ‘responsible’, to
maintain the common good and be mindful of service needs ran
counter to its search for professionalism. The paradoxical nature of
the College’s objectives was the cause of a considerable degree of
conflict and stasis. The College was forced to attenuate its search for
its official policy and put greater stress on its more popularist goals.
It had to sacrifice its long term goals for short term gains.

Studying the minutes of most of the institutions suggests an
apparent break in about 1956. This break is difficult to demonstrate
but seemed to represent a change of tactics. There was a lull in
major activity but the College had earlier set up a number of
working parties and was obviously taking stock. It had appointed a
new general secretary designate (who took office in 1957), 0published
a major policy statement, Observations and Objectives’’ and was
forcing through its paper on The Duties and Position of the Nurse*!
against the opposition of the BMA and with little help from the
Ministry. The specialist sections of the College were becoming more
numerous as well as more vocal.?? The new generation of nurses,
recruited after the war, brought up under wartime difficulties, many
of them having served in the forces, was maturing in the profession
and assuming leadership roles. Other nurses who had benefited
from the Butler Education Act 1944 were coming forward. The
climate in nursing took a turn.
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The College grew in complexity as it had to handle more complex
problems. It set up new departments and recruited more specialists
to service the sections. In 1959 a firm of consultants was invited in
and the organisation of the College was consequently changed. Ten
years after the start of the NHS, the College too had become a
bureaucratic organisation.

As the sections increased, the specialists tended to use them as
their platform whilst the generalists met together at branch
meetings. RCN Council increasingly forwarded papers to the
sections for their interpretation, advice and reports. The sections
became more authoritative and influential in policy decisions
so that, from having been an elitist organisation, the College
developed a more pluralistic system.

There was, however, still no recognisable framework for decision-
making. Decisions rested largely on the majority interests of the
current Council and were sometimes overturned as the composition
of the Council changed or as the relative power of the sections
shifted. ‘

Council was largely held together by the general secretary but as
Jones® said, ‘the leader is as much the prisoner of the image of his
party as the other candidates . . . the Prime Minister is only as strong
as his colleagues let him be’. The affairs of the College have so
increased and involve so many technical and complex factors that no
one person is able to survey the whole field. Policy initiatives come
from many sources, from the government and from administrative
necessity. They come from pressure of events in the health service,
from international affairs, from the demands of public opinion and
from the membership. Nor is the general secretary’s control over
the agenda as absolute as may sometimes be supposed. She has to
carry her colleagues and the members of Council with her. In doing
this, she must woo and coax them to support her; there is necessarily
a process of negotiation if not bargaining.

Without a clear reference framework, on what were decisions to
be based? It is clear that during the years 1948-61, the central
reference for decisions rested on the search for ‘status’. The centre
of the College managed to preserve its official objectives only
because the periphery also wanted ‘status’. The balance was main-
tained only because each gave ‘status’ a different meaning and this
ambiguity could be exploited.

Observations and Objectives te-stated the College’s official
policies and gave great emphasis to specialisation and specialist
education. It was a counter to the process of generalism and pro-
letarianisation which had started with the health service. It encour-
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aged even general hospital nurses to consider themselves as
potential specialists and talked about the needs of the patient being
best served by the establishment of a strong profession. Instead of
subordinating nurses to the service ethic, for the first time a College
document spelt out the needs of the profession as being equal to and
supportive of the needs of the patient.

From that period on, the College voice became more confident
and assertive.

Davies® has described the Florence Nightingale reforms of the
1860s as ‘a_very conscious selection of an occupational strategy’.
Elsewhere,* she contrasts Nightingale’s strategy with that of Mrs
Bedford Fenwick. Ethel Bedford Fenwick was convinced that the
trained nurse should be distinguished from the untrained nurse by a
strictly controlled education process, similar to that of the doctors.
Whereas Nightingale saw the nurse as a generalist, Mrs Bedford
Fenwick saw her as a specialist. Florence Nightingale wanted nurses
to be controlled by a nursing hierarchy; Mrs Bedford Fenwick
wanted nurses within a professional monopoly.

It may not therefore be too far-fetched to describe the years after
1956 as the period when the College changed its strategy from that
of Nightingale to that of Bedford Fenwick. It had been forced to go
along with the Ministry’s attempts to generalise nurses because of its
prior needs to gain acceptance as the representative body in policy-
making. By 1956, it became opportune to revert to the primacy of its
official goal of furthering the profession of nursing and it was pos-
sible to take a stronger line in that direction using specialisation as a
strategy.

It used the Salmon recommendations to gain greater policy-
making powers in the health service and to develop manager
specialists from the nursing ranks. Despite the common belief that
the Salmon structure was managerial in orientation (which it was),
we have shown in chapter 4 that by opening up grades and fitting
these to posts (in contrast to the earlier need to fit posts to grades),
it was possible to develop more clinical as well as non-clinical posts.
The numbers and types of clinical posts proliferated after the
implementation of the new structure. But the College, in this
pluralist system, had to act as referee to the three interest groups
now established in their membership. There is no evidence to show
that either the College or the nurses themselves understood the
division of goals nor the ambiguity in their collective search for
‘status’. Whilst the centre called for harmony and consensus, it
labelled the dissenters ‘disloyal’, ‘rebels’ or ‘trouble makers’ and
sought to suppress their opinions and demands. The most influential
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group during the 1950s and 1960s, the public health section,
declined in authority and the newly organised group, the nurse
administrators section, became dominant.

After the implementation of the Salmon structure in the late
1960s, nursing became more managerialist and shaped the nursing
ethic, driving the professionalists to the periphery.

The General Nursing Council for England and Wales

In so far as the thrust of this study has been towards examining the
development of the nursing profession, and since the GNC was
concerned only with training nurses to a minimum statutory qualifi-
cation, it could be argued that its influence on nursing was minimal
or, perhaps, negative. This statement needs to be examined more
carefully.

The GNC first started agitating for the return of the entry test in
1944 and was very active in its search for new entry criteria. It was
also concerned, at an early date, with the low standard of clinical
experience available to many student nurses in the numerous small
hospitals with training schools. Some of these could report no more
than 20-54 occupied beds.?¢ Its proposals to implement new criteria
were repeatedly deflected by the Ministry.

On the other hand, the GNC did appear to take a very narrow
view of its terms of reference. Since it repeatedly alleged that
student nurses had to be taught clinical skills by ward sisters, why
did it not consider that the qualifications and selection of ward
sisters came within the GNC’s purview??” Certainly, at the time of
the Wood report, the GNC was very much on the side of the
matrons and resisted an independent status for either the nurse
training schools or the student nurses. It was also vehemently
opposed to losing any vestige of control over nurse training and
strongly resisted Wood’s proposals to give the Government health
departments responsibility for inspecting and approving schools.
For the same reasons, it opposed the draft proposals for the new
Nurses Bill in 1948, which would have taken the schools and the
directors of nurse training right out of its control.

The GNC subscribed to the two tier system of registered and
enrolled nurses but had nothing to say about Wood’s proposals for
mandatory advanced training for ward sisters.

Its reactions to the draft proposals and its subsequent skirmishing
around the Nurses Bill showed that it had failed to gain a broader
picture of nursing as it would or could be within a national service
and, instead, continued to fight over details on a narrow basis, as if
it were still negotiating with separate hospital authorities.
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The concern of the GNC to keep the roll of nurses was more
geared towards preventing the care of the chronic sick falling back
into the hands of untrained staff rather than because it saw much
intrinsic value in a second grade. It failed to recognise that the
Nurses Act 1949 and the NHS would produce, for the first time, a
nurse trained in both chronic and acute fields.?® Half the Council
thought that the SEAN training could be shortened in 1948 and the
other half disagreed with this — mainly, it seemed, on the grounds of
keeping up the numbers of pupil nurses in the long stay wards. In
the end, Council agreed a compromise, to the pleasure of the
Minister, including one year’s training and a second year’s super-
vised experience.

In 194849 the GNC did put up a very strong fight to gain control
of post-basic training but failed, except for the roll of tutors, and lost
control over the professionalisation of nurses. With the passage of
time, especially in the light of the College’s declared policy to
professionalise nurses through post-basic training, the basic course
could only be a preparation for generalists. When the GNC elected
to make two ‘O’ levels the minimum entry level, it unwittingly
subscribed to the Ministry’s de-skilling policy and helped to insti-
tutionalise it. The differentials between the SEAN/SEN and the
SRN became more and more difficult to defend and when the
National Board for Prices and Incomes reported on nurses, they
could find no difference between the two grades.?

In the case of the nurse tutors, the GNC agreed in 1950 that the
length of training, taken with the London University course, should
be two years. When then in 1954 did it go along with the Ministry
in shortening the course? Two academic educationalists on the
working party publicly disagreed with the decision and said that the
proposals were educationally retrograde. The GNC made no com-
ment on the shorter course nor did it explain its change of heart.
The report, Function, Status and Training of Nurse Tutors,*® used
frankly economic and service arguments for this alteration and the
GNC did not offer any evidence of resistance.

The membership of the GNC in 1944-50, which first set out the
arguments for a return of the test and supported a two-year course
for nurse tutors, was substantially different from the composition of
the Council voted into office in 1950. Both the earlier council and
the later one had a predominance of matrons but those on the
earlier Council were still, largely, the pre-war ones who had quali-
fied for training by taking the School Certificate, had been trained in
the great teaching hospitals and who came, usually, from upper
middle class families. Whilst education for girls, before the war, was
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poor and the curriculum thin, the women accepted for training in
these hospitals generally came from educated families and were
brought up in a cultured environment with strong ideals of service to
the patients.

The nurses on the council of 1945-50 brought to their work the
values and goals of their hospitals but, more important, the values
and goals of hospitals before their nationalisation.

It is not surprising, therefore, that this Council started early
negotiations with the Ministry for the return of the entry qualifica-
tion in order to achieve, once again, a more stringent selection of
recruits.

The later Council, that of 1950-55, inherited that policy and had
to continue to pursue it. But this Council was of a different composi-
tion. Only five of the old Council were re-elected and nine were new
faces. The most important change, however, was the change that
had taken place in the hospitals themselves and the values and goals
of their senior nurses. Whereas the dominant ethic of the pre-war
and pre-nationalisation hospitals had been to do with the standards
of nursing care, even by 1950, this had changed and the prior
concern of senior nurses was recruitment and ward cover.

Therefore, whilst the earlier GNC called for a return of the entry
test and based their arguments on the need for careful selection of
students, the later Councilecontinued this policy but based their
arguments on the need to recruit more enrolled nurses and to make
nursing more attractive for recruits. In fact, they searched for the
minimum standard and, as their minutes said in 1956, some hos-
pitals had no choice but to accept anyone who applied. Even those
who failed the final examination had given three years of service.

The values of the 1950-55 Council were very different, therefore,
from those of their predecessors: they were more interested in
recruitment than in education. Certainly, there appeared to be a
strong service orientation. On the other hand, the Ministry of
Health treated the GNC with scant courtesy or respect and, until the
middle 1960s, gave very little appearance of taking much notice of
their advice. The Ministry spokesmen on the GNC were often able
to sway the debate (as far as one can tell from the minutes and the
curtailed accounts) and the medical appointees also appeared able
to influence the voting. Furthermore, the nurses elected to the
Council were put there by the nurses on the electoral role who had
been able to study the manifestos printed in the nursing journals.

In the early days of this study, nurses still tended to regard their
matrons as their natural representatives. There was little sign that
the rank and file had discerned any plurality or conflict of values. It
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was not until the later part of the study period that the nurses began
to show much consciousness of different views. By then, of course,
the generalists were in a dominant position.

The GNC made a serious error in proposing that the area nurse
training committees should be serviced by the regional health
boards. It is not clear why they did not wish to have an independent
organisation, and their stated fears of a proliferation of committees
are not convincing, even if the RCN also shared these sentiments.
The GNC quickly learned that they had made a mistake but by then
it was too late. From then onward, the GNC had to spend an
excessive amount of time struggling against the system, but they
never succeeded in removing the service domination from these
committees. The GNC also made a critical mistake in accepting the
advice of the headmistresses regarding the new GCE examinations.
Their confusion over the issue displayed their ignorance of the
general education system which they considered, in so many ways,
to be irrelevant to nurse training.

Over recruitment and wastage, the GNC took a convinced,
commonsense line and closed its mind to any other possibilities.
They had decided, for instance, that wastage in mental nursing was
due only to the recruitment of unsuitable candidates. They knew
that the return of the minimum education level would rectify the
position.?' They therefore refused to consider other factors and
frequently rejected research based findings because these could not
be reconciled with what they knew. The service orientation of the
GNC members caused considerable dissatisfaction among the nurse
tutors who should have been able to look for support and under-
standing from the Council. Instead, the GNC continued to support
the position of the matron as head of the nurse training school and
it was not until after the Aitken report® that the training staff were
considered to have any part in selecting students. Even then, the
GNC disliked the proposed title of ‘director of nurse education’ and
preferred the watered down one of ‘principal tutor’.

In the matter of nurse training, and in examining the activities
of the GNC, we need to remember that there was a gulf between
the ambitions of the RCN and the statutory responsibilities of the
GNC. Whereas the College hoped to professionalise nursing, the
GNC were concerned only with setting a minimum standard for
the registration or enrolment of nurses. It is not clear that either
of the institutions recognised this gap, although there was overlap-
ping membership of the RCN and the GNC councils and much
consultation between them. Furthermore, whilst no-one acknow-
ledged the plurality of nursing objectives and the existence of
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several interest groups, everyone assumed a unity of interest and
goals. This increased the confusion which enveloped their respective
policies and strategies.

No-one had tried to describe what a minimum standard for regis-
tration should be. There was general acceptance that the nursing
\ force should include a wide range of skills from the untrained
| auxiliaries through the SEAN/SEN grade to the registered nurses.
3 Most patient care was given by untrained staff and the SRNs were

commonly used only to supervise their work. What then were nurses
] being trained to do? If it was not to give nursing care, was it for
j administration? The GNC resolutely refused to answer this question

and, as we have seen in chapter11, there was no answer until
I Henderson’s work became available.®> Once again, therefore, we
see that the GNC was making policy decisions (when it was allowed
to) without any guiding frame of reference.

The role of nurses was always taken for granted: everyone
knew what nurses did, didn’t they? Although this matter became
a topic for several pieces of research in the 1970s, no-one seemed to
understand that a nurse’s role could, and should, be whatever a
statement of policy objectives made it. Since her role needed to be
determined by policy, but never was, the confusion was bound to
persist.

It was not until 1957 that the GNC appeared to take a firmer grip
on matters and produced their policy document, Conditions under
which hospitals are approved as training schools.*® Even this,
though, was rooted in the GNC’s belief that a better entry standard
would resolve most of their problems. There was still no recognition
that nurse training lacked legitimacy and their proposals continued
to be service orientated, hedged about, as the GNC was, by the
ANTCs.

The GNC worked under considerable difficulties over the years
and often gave the appearance of being the government’s tool. It
tried, repeatedly, to achieve the return of the entry test until, at last,
in 1959 it succeeded. Even then, its preoccupation with screening-in
candidates rather than screening them out persuaded it to set a level
which seemed only to institutionalise the de-skilling process.

Its confused view of its functions and the need to work so closely
with the Ministry of Health as well as the employing authorities,
ensured that it worked as a recruitment bureaucracy rather than as
an educational institution. Its statutory responsibilities were inter-
preted narrowly and its need to gain Ministry approval for all its
major decisions ensured that government policy rather than the
needs of nurse training were uppermost.
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Concluding comments

The NHS introduced a number of new institutions to deal with the
nurses in hospital and the community and also provoked the growth
and development of several nursing institutions which already
existed. These institutions had to reflect the health service
bureaucracy and, therefore, became bureaucratised themselves.

The three former streams of nursing were absorbed into the NHS
as a single force under the aegis of the Whitley Council. From
having been a fragmented occupation, nursing was slowly brought
under the control of the GNC, more by changes in morbidity pat-
terns than by deliberate policy. But this unified control of nurses
related only to basic training, and the GNC never did gain control of
post-basic education. Under the influence of the bureaucratisation
of the NHS and the growth of medical technology, nursing slowly
separated into new groups, those of the generalists, the specialists
and the managers.

The coming of the NHS removed the charisma enjoyed by the
élite nurses employed in the voluntary hospitals and proletarianised
nursing as an occupation. De-skilling of nurses was institutionalised
in spite of the increasing demands of medical technology which
assisted the growth of a small number of specialists or profes-
sionalists. The growth of the labour force as well as the bureau-
cratisation of the health service generated more nurse managers and
made nursing into a pluralist structure.

The proletarianisation of nursing helped to drive out altruism and
generated the greater unionistic tendencies which had been present
in the former local authority hospitals but absent in the old
voluntary ones. This unionism is only partly countered by the slow
growth of the specialist/professionalist section.

Nursing was dominated by the Ministry of Health, and this
required all other nursing institutions to suppress what professional
goals they had to the over-riding needs of the common good.
Common good values were short term ones with little regard to the
long term and no-one questioned their rightness or the ways in
which they should be achieved.

I have suggested, in the introduction, that an examination of
macro nursing policy is strangely neglected. Indeed, to the best of
my knowledge, this is the first study of that subject. The disdain felt
by the civil servants for nursing was accepted by other disciplines in
the health service, by other government departments, as well as,

apparently, by most social scientists studying the health service.
Nurses, themselves, failed to recognise the need for an evaluation of
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nursing policy or the constraints imposed by it upon their structure,
training and function.

This study ends at about 1961 and it is possible that a later
finishing date or a further study of the next period might alleviate
the findings. Certainly, there has been much movement in nursing
since 1961. The institution of the Salmon structure, the setting up of
the DHSS research fellowships, the growth of nursing under-
graduate and postgraduate courses and the establishment of a
nursing research unit at the DHSS, all might indicate a change of
heart at the centre. In chapter 4 I suggested that the Ministry of
Health might have come to perceive the need for a balancing of
power by the development of specialist nurse managers. It is pos-
sible that the escalation of the costs of medical care and the recogni-
tion of the demands made by an ageing population, as well as the
long-term needs of the so far incurable behavioural diseases, will
alter the priorities of the DHSS. As economic pressures grow, the
policy of the Ministry of Health to de-skill nurses may be mitigated
and the DHSS may find it necessary to encourage the growth of
specialists who can take over responsibility for the care of certain
groups such as the old and frail, the mentally handicapped and the
long-term psychiatric patients.

The unitary policy making structure is no longer appropriate or
helpful in a pluralistic nursing society and serves only to continue
‘ the de-skilling process. If the specialist group is to be encouraged, or
i even merely recognised, a new, separate policy structure will be

needed. This is recognised in other occupations such as the civil
K service, the police, the armed services and the fire-brigade: why
then have the nurses not been similarly treated? Why should the
Salaries Review Board have to consider the salaries of the nursing
auxiliaries together with those of the specialists and the managers?

One of the reasons, of course, is that senior nurses who are the
managers (with, naturally, a vested interest) continue to be used as
representatives of all nurses on the policy-making bodies. It is time
that generalists, specialists and managers were allowed to speak for
themselves and put forward their separate interests. If nursing were
recognised as a pluralist system and if the respective representatives
were encouraged to voice their needs, it is possible that the institu-
tions would be able to perform their separate functions more fully
and that nurses would be less ‘apathetic’ both in policy and political
matters. Separate salary structures, designated posts for the special-
ists and a system for their training would not only prove more
economical but would permit manpower planning more effectively.

In discussing the several nursing institutions, as well as the
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Ministry of Health and the civil servants, I have not yet made clear
that here, too, there were interest groups. The many reports and
minutes which I studied failed to describe adequately the in-fighting
and variety of opinion. I could not substantiate my understanding
that there were many voices trying to halt or reverse the de-skilling
process but I have every reason to believe this. The nursing officers
at the Ministry were a small group and were advisory rather than
executive: if the civil servant administrators felt a disdain for nurses,
they probably tended to disregard the advice given by these nurses.
If the RCN and the GNC majority felt the need to subscribe to the
dictates of the Ministry, there were still other voices whose opinions
were overwhelmed. Whilst many nurses absorbed the values of the
bureaucrats, obviously there were also many who risked much and
tried hard to reverse their decisions. Since there was no discernible
point of reference, except the common good, by which to assess
decisions, their opinions were not accepted and an unscripted
definition of the common good prevailed.

The unitary system, as well as the insistence on harmony and
consensus, served to repress dissenting voices and masked the
growth of pluralism. In this way the different values emerging in the
three groups were not distinguished, and provoked many people to
regret that nurses did not know what they wanted. Where consensus
was achieved it was at the cost of the minority group. Where con-
sensus was not achieved, there was confusion and conflict. Both
courses tended to inhibit constructive change.

If nurses do not appear to know what they want, how is anyone to
judge what is good for them? It is only by accepting the pluralist
nature of nursing and by understanding that nursing needs all these
groups with their different goals, that we shall be able to develop a
workable frame of reference.

We have accepted the need for a wide range of nursing skills and
graded levels. We need the generalists, the specialists and the
managers. So long as we accept this, we can come to terms with
their separate goals. Satisfying the generalists should not be at the
cost of the specialists. The encouragement of the specialists need
not be at the expense of the managers or generalists. Both the
generalists and the specialists want nurses to manage their service.
By identifying these groups and their special goals, nurses can adopt
a framework which will allow their separate needs to be fulfilled. It
is only by insisting on a unitary form of policy-making that we
perpetuate conflict of a destructive nature and inhibit the develop-
ment of nursing.

An acknowledgement of the need for specialists, and a policy
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designed to develop and satisfy this minority group, would permit
the identification of a suitable framework for decision-making. We
should then be able satisfactorily to answer the question of the
minimum entry standard: there should be one for the generalists
and another for the specialists. We should be able to resolve the
future of the SENs who are needed as the generalists. We should be
able to resolve the thorny question of student status: the specialists
need it and the generalists do not. We should be able to achieve
educational legitimacy for the specialists even though this may
not be necessary for the generalists. By designating posts for the
specialists, we should be able to count them and open up a way to
plan our manpower needs for this group.

Our present unitary framework not only is dysfunctional in that it
prevents the development of specialists and continues the deskilling
process. It is also uneconomical in that it prohibits adequate man-
power planning and enforces excessive training, in a rather random
way, for many of our nurses: training which is becoming more
expensive and less effective.

The RCN’s ambitions to professionalise nursing is manifestly
unattainable so long as their goals include all nurses. Many do not
wish to assume the demands and responsibilities of a professional
role. Others are influenced more by instrumental values. Only some
nurses are motivated by professional values. It is these, the
minority, who will seek to achieve specialist status and should
be encouraged. To try to professionalise all nurses is both too
expensive and runs against their preferred goals. Nursing, as a
generic occupation, cannot be professionalised. It is only the
specialist who will form a profession of nursing. We must learn from
history and use the lessons it teaches us to shape our future.
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1939
1941
1942

1943
1944

1945

1946

1947

1948

Chronology of relevant events

Athlone interim report.
Rushcliffe committee set up.
Horder report on Assistant Nurses.
Beveridge report.
Nurses Act sets up GNC roll of nurses, two years’ training.
Horder report on the Education and Training of the Nurse.
Butler Education Act stipulates that all school nurses should
hold health visitor’s certificate.
White Paper, A National Health Service, Cmd 6502.
National Advisory Council on Nurses and Midwives, Recruit-
ment of Nurses and Midwives to Training Institutes.
Horder report on Recruitment of Nurses.
GNC appoints two full time inspectors.
RCN and QIDN organise combined training for health
visitors and district nurses.
NHS Act passed, 14 RHBs in England and Wales, 377 HMCs
(388 by 1957) set up.
National recruitment drive for part-time nurses.
Athlone sub-committee Report on mental nursing.
Wood working party set up.
National Insurance Act.
Wood report.
RN Association of British Columbia cancel reciprocal agree-
ment with GNC.
GNC get sanction to appoint education officer.
QIDN offer to train male nurses.
5 July, vesting day for NHS.
CHSC and standing advisory committees set up, Statutory
Instrument No 575.
Qualifications for HVs and TB visitors mandatory in com-
bined posts, SI No 1415.
Cohen minority report.
RCN memo on setting up training courses for HV tutors.
Ministry of Health circular: notes for guidance of HMCs,
Nursing and Domestic Staff in Hospitals.
Whitley Council set up with functional councils.
GNC conference on minimum educational standards for
student nurses.
Ministry of Health proposals for nursing legislation.
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1949

1950

i 1951

1953

1954

CHRONOLOGY OF RELEVANT EVENTS

National Assistance Act.

Nurses Act, reconstructs GNC, Mental Nurses Committee
set up, ANTCs to be set up, experimental courses of train-
ing permitted.

Registration of nurse tutors by GNC, SI No 1104.

SEAN training reduced to one year plus one year supervised
practice, SI No 1986.

Horder report on the Social and Economic Conditions of the
Nurse.

Admission of male nurses to general register, SI No 386.
New HYV syllabus.

Whitley Council, Hospital Staff Consultative Committees,
GC 13, GC 20.

RHB (50) 47, Joint Consultation.
GNC receives interim report re test for students.

Miss ME Davis appointed assistant secretary, Staff Side,
Nurses and Midwives Whitley Council.

The Nurses Order, Constitution of ANTCs. SI No 478.

The Nurses Rules and Consolidation of Nurses Rules, SI No
1372. Holders of RMPA transferred to mental register,
Education and Examination Committee enlarged from 12
to 17; title of sister tutor changed to nurse tutor.

National Institute of Industrial Psychology report on experi-
mental procedure for selection of student nurses.

Nurses representative councils disbanded, GC(S) 149.

Hospital Matrons with Extended Responsibilities, SAC(N)
(52)9.

CHSC, Reception and Welfare of In-patients to hospitals.

NPHT, The Work of Nurses in Hospital Wards.

First Boots research fellow, University of Edinburgh.

Royal Commission on Mental Laws set up.

Jameson working party set up.

Medical staffs committees set up, RHB (53)91.

Ministry of Health confidential report on The Function and
Status of Nurse Tutors.

GNC receive final report from National Institute of
Industrial Psychology on entrance test.

National Advisory Council on Recruitment of Nurses and
Midwives report on Wastage of Student Nurses.

CHSC report, The Place of the SEAN in the NHS.

Bradbeer report.

Ministry of Health et al, joint committee on the Function,
Status and Training of Nurse Tutors, report.
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HM (54)4, Hospital Matrons with Extended Responsibilities.
SNAC report, The Position of the SEAN within the NHS.
1955 Armer report on Training of District Nurses.

NPHT report on the Work of the Public Health Nurse.

University of Edinburgh set up nurse teaching unit.

Royal Sanitary Institute becomes Royal Society for the
Promotion of Health.

Staff Side of Whitley Council decide to base future claims on
responsibility rather than retail prices index. Salaries to be
compared with other professions not necessarily in the
NHS.

Staff Side first mention need to review salary structure to
keep nurses in line with other grades in the NHS and
outside.

1956 Guillebaud report, Cmd 9663.

Jameson report.

Oxford ANTC report, Survey of training of nurses at general
hospitals.

RCN, Observations and Objectives.

Younghusband working party set up.

University of Edinburgh, post-registration courses, studies
unit set up.

1957 Nurses Act, does away with supplementary registers.

The Nurses Rules, SI No 1476, set minimum age of entry
at 18, prescribes qualifications for entry to nurse tutor
training.

Nursing Mirror, Overtaxed Nurses.

South Eastern Metropolitan ANTC report, The Work of
Student Nurses and Pupil Assistant Nurses.

Manchester RHB report Standards of Nursing Staff.

South Eastern Metropolitan ANTC report, The affects of the
pattern of the hospital on the work and training of the
student nurse.

Oxford ANTC second report, Training of nurses in general
hospitals.

Dan Mason report, Work of Recently Qualified Nurses.

GNC introduces experimental syllabus for training mental
nurses.

1958 RCN set up working party on salary structure of nurses.

National Council on Recruitment of Nurses and Midwives
changed to National Committee on Recruitment of Nurses
and Midwives under control of Ministry of Health.

1959 Mental Health Act.
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1960

1961

1962

1963

CHRONOLOGY OF RELEVANT EVENTS

Younghusband report.

Ingall committee report, The Training of district nurses.

Henderson, Virginia: The Basic Principles of Nursing Care.

University of Manchester award diploma in community
nursing (SRN, HV, DN).

Doreen Norton research into geriatric nursing.

RCN working party to investigate shortage of recruits to
nursing administration posts.

RCN working party on nurse education set up.

GNC syllabus revised, including five days’ community
observation.

The Nurses (Amendment) Rules, SI No 409, minimum
education qualifications for general student nurses (two
‘O’ levels) with effect 1962.

Edinburgh University sets up degree course for nurses (MA
or BSc plus RGN)

Menzies, I: Anxiety in Nurses.

Dan Mason report, Work of the Staff Nurse.

RCN opens membership to all nurses on the general register.

RCN, The Nurse tutor: a new assessment.

RCN, Nursing Administrators Group set up.

Nurses (Amendment) Act, SEANs re-styled SENs.

Health Visitors and Social Workers Training Act.

CHSC, The Pattern of the In-patients’ Day.

RCN/BMA The Duties and Position of the Nurse.

RCN reform working party on nurse education into Platt
committee.

Ministry of Health, A Hospital Plan for England and Wales,
Cmd 1604.

Council for Training Health Visitors set up.

Fever register closed, SI No 2139.

GNC new syllabus and minimum education standard
introduced.

RCN and National Council for Nurses amalgamate.

Salmon committee set up.

QIDN experimental course of instruction for SENs in district
nursing.

Robbins report on higher education.



References and notes

INTRODUCTION

1 White, Rosemary. Social change and the development of the nursing profes-
sion: a study of the Poor Law nursing service, 1848-1948. London, Henry
Kimpton, 1978.

2 Garrison W A.. Influence in use. In: Castles FG, Murray DJ, Potter D C (eds).
Decisions, organisations and society. London, Open University/Penguin, 1971.
Ch9.

3 Ministry of Health and Scottish Home and Health Department. Report of the
Committee on Senior Nursing Staff Structure. (Chairman Brian Salmon).
London, HMSO, 1966.

4 Bellaby, Paul and Oribabor, Patrick.

The growth of trade union consciousness among general hospital nurses. Socio-
logical Review, 1977, vol 25, no 4, new series, November, 801-22.
Determinants of occupational strategies of British hospital nurses. International
Journal of Health Services, 1980, vol 10, no2, 291-309.

5 Davies, Celia.

Experience of dependency and: control in work: the case of nurses. Journal of
Advanced Nursing, 1976, vol 1, 273-282.

Professionalising strategies as time and culture bound: American and British
nursing circa 1893. In: Lagemann, Ellen Condliffe (ed). Nursing history: new
perspectives, new possibilities. New York, Teachers College Press, 1983.

6 Ministry of Health and others. Report of the Working Party on Recruitment
and Training of Nurses. (Chairman Sir Robert Wood). London, HMSO, 1947.

7 Reports of the Royal College of Nursing Reconstruction Committee. (Chair-
man Lord Horder). London, RCN, 194249,

8 Ministry of Health, Central Health Services Council. Report of the Com-
mittee on the Internal Administration of Hospitals. (Chairman Alderman AF
Bradbeer). London, HMSO, 1954.

9 Acton Society Trust. Hospitals and the State. (Director of research, TE
Chester). London, Acton Society Trust.

1955 Background and blueprint

1956 The impact of change

1957 Groups, regions and committees
1957 The regional hospital boards

1958 The central control of the service
1959 Creative leadership in a state service

10 Sofer, Cyril. Reactions to administrative change: a study of staff relationships
in three British hospitals. Human Relations, 1955, vol 8, 291-316.

11 Menzies, Isabel. A case study in the functioning of social systems as a defence
against anxiety. Human Relations, 1960, vol 13, no 2.

The criticism offered of her study, that it was too Freudian in orientation,
cannot be upheld since Menzies based her work on that of Melanie Klein who,
of course, was a notable critic of the Freudian school.

12 MacKenzie WIM. Power and responsibility in health care. Oxford, Oxford
University Press for Nuffield Provincial Hospital Trust, 1979.

278

AOGRN.

[

™
o




REFERENCES AND NOTES

13 Abel-Smith B. A history of the nursing profession. London, Heinemann, 1960.

14 Report of the Committee on Nursing. (Chairman Professor (later Lord) Asa
Briggs). Cmnd 5115. London, HMSO, 1972.

15 Barraclough, Geoffrey. An introduction to contemporary history. London,
Penguin, 1969 (reprinted 1976).

16 Castles F G, Murray D J, Potter D C (eds). Decisions, organisations and society.
London, Open University/Penguin, 1971.

Simon HA. 1959, Ch4
Audley RJ. 1967, ChS
Lindblom CE. 1963, Ch2

17 Shils Edward. Center and periphery. Chicago, University of Chicago Press,
1975.

18 Eckstein H. Pressure group politics: the case of the British Medical Association.
In: Castles FG, Murray DJ, Potter D C (eds). Decisions, organisations and
society. London, Open University/Penguin, 1971.

19 Hall, Phoebe, and others. Change, choice and conflict in social policy. London,
Heinemann, 1975.

CHAPTER 1

1 The Nurses Salaries Committee (Chairman Lord Rushcliffe) was set up in 1943
to look at salaries and emoluments for nurses in hospitals and public health. Its
terms of reference were later extended to include tuberculosis and enrolled
assistant nurses. The committee was told not to examine salaries of mental
nurses. Subsequently two panels were set up for the nurses’ organisations and the
employers’ organisations.

One of their first recommendations was that the GNC should review and regula-
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CHAPTER 2

Ministry of Health and Board of Education. Interdepartmental Committee on
Nursing Services: interim report. (Chairman the Earl of Athlone). London,
HMSO, 1939.

2 Royal College of Nursing. Nursing Reconstruction Committee. (Chairman
Lord Horder). London, Royal College of Nursing.

1942 The assistant nurse, Section |

1943 Education and training, Section II

1943 Recruitment, Section III

1944 The social and economic conditions of the nurse, Section IV

3 Ministry of Health and others. Report of the Working Party on the Recruitment
and Training of Nurses. (Chairman Sir Robert Wood). London, HMSO, 1947.

4 The Association of Hospital Matrons. Memorandum of evidence to the
Athlone committee. Rcn archives, 1938.

5 Superannuation arrangements for voluntary hospitals were not always transfer-
able from one hospital to another. Arrangements for municipal hospital nurses
were made under local authority superannuation provisions and could be trans-
ferred between local authorities but not to voluntary hospital schemes.

6 Not all voluntary hospital matrons had direct access to their governing boards.
Municipal hospital matrons reported to their medical superintendents.

7 The Joint Consultative Committee of Institutions Responsible for the Training
of Health Visitors. Memorandum of evidence given to the Athlone committee.
Rcn archives, 1938.

8 The Voluntary Hospitals Committee. Memorandum of evidence given to the
Athlone committee. Rcn archives, 1938.

9 White, Rosemary. Social change and the development of the nursing profes-
sion: the history of the Poor Law nursing service, 1848-1948. London, Henry
Kimpton, 1978.

10 The East Suffolk and Ipswich Hospital. Memorandum of reactions to the

Athlone report. Rcn archives, 1939.

11 The Society of Male Nurses. Memorandum of evidence to the Athlone com-

mittee. Rcn archives, 1938.

12 GNC. Memorandum of evidence to Athlone committee. Rcn archives, 1938.

13 The Lancet Commission on Nursing. London, The Lancet Ltd, 1932.

280




REFERENCES AND NOTES

14 This referred to the Preliminary State Examination usually taken after the first
year of training and the Final State Examination taken after completion of the
full training period.

15 Since education for girls was not then as broad as that available for boys,
Athlone thought that this innovation would have a profound effect on general
education by introducing science subjects to the curricula in girls’ schools.

16 The problem lay particularly with the nursing cooperatives or agencies. They
were sometimes apt to provide private patients or nursing homes with assistant
nurses either masquerading as registered nurses or allowing the clients to
believe that they were trained nurses. Student nurses, Athlone found, were
prone to leave their training after a short period and work for the agencies,
sometimes returning to their own training schools, at much higher rates of pay
than their erstwhile colleagues.

17 The Nurses Act, 1943, 6 & 7 Geo6, Ch 1, provided for the establishment of a
roll of nurses by the GNC and for the control of agencies. It also gave the GNC
power to prescribe qualifications of teachers of nurses.

18 The College of Nursing. Memorandum of evidence to the Athlone committee.
Rcn archives, 1938.

19 Nursing Times, 4 February 1939.

20 RCN Council minutes, April 1939.

21 King Edward’s Hospital Fund for London. Comments on the report of the
working party. London, King Edward’s Hospital Fund for London, 1947.

22 RCN Council minutes, 1947, September, 225.

23 RCN. Memorandum on the report of the working party on the recruitment and
training of nurses. London, RCN, 1948.

24 GNC. Memorandum to the Ministry of Health on the report of the working
party on the recruitment and training of nurses. London, GNC, 1948.

25 The Ten Group proposals to the Minister of Health in commenting on the
Wood report. Croydon, HR Grubb Ltd, 1948. Reprinted by Nursing Mirror, 10
April, 1948, 25. Comments on the paper, p 17.

26 GNC Annual Reports, 1951, 1979.

27 O’Connell P. Health Visitors Education at University. London, RCN, 1978.

28 a) National Board for Prices and Incomes. Report No 60. Pay of nurses and
midwives in the NHS. Cmnd 3585. London, HMSO, 1968.

b) DHSS. Job evaluation: NHS nurses and midwives. London, DHSS, 1977.

29 GNC minutes, 1951.

30 Report of the Committee on Nursing. (Chairman Professor (later Lord) Asa
Briggs). Cmnd 5115. London, HMSO, 1972.

31 Nuffield Provincial Hospitals Trust. The work of nurses in hospital wards.
(Director of research, HA Goddard). London, Nuffield Provincial Hospitals
Trust, 1953.

CHAPTER 3

1 The Nurses Act, 1949. 12 & 13 Geo 6. Ch73. )

2 Ministry of Health and others. Report of the Working Party on the Recruitment
and Training of Nurses. (Chairman Sir Robert Wood). London, HMSO, 1947.

3 The National Health Service Act, 1946. 9 & 10 Geo 6, Ch81. )

4 Royal College of Nursing. Nursing Reconstruction Committee. (Chairman
Lord Horder). London, Royal College of Nursing.
1942 The assistant nurse, Section I

281




THE EFFECTS OF THE NHS ON THE NURSING PROFESSION: 1948-1961

1943 Education and training, Section II
1943 Recruitment, Section IIT
1949 The social and economic conditions of the nurse, Section IV

5 GNC minutes, 1948, September. 108.

6 RCN Council minutes, 1948, September. 252.

7 The NHS Act provided for hospitals to be grouped into more or less functional
units under a single HMC. The GNC also had a policy to combine training
schools into a single, larger unit in order to increase the numbers of students,
economise on sister tutors and to provide wider clinical experience for the
students.

8 Appeal against the refusal of the GNC to approve any institution for the
purposes of training. After 1948, the Minister of Health was considered to be an
interested party.

9 List of nurses not registered or enrolled who held certificates issued by institu-
tions which appeared to the GNC to be satisfactory, stating that they had
completed a course of training before the beginning of July 1925.

10 Until the 1949 Act, the GNC had powers to establish reciprocal certification
with the Dominions but not with other countries.

11 GNC minutes, 1948, September. 108.

12 RCN Council minutes, 1948, September. 268.

13 RCN Council minutes, 1948, November. 314.

14 The GNC did not have powers to approve other than its own syllabuses and
examinations.

15 GNC minutes, 1948, 22 December. RCN Council minutes, 1948, December.
363, 3717.

16 Government papers. MH 80/44. Public Records Office.

CHAPTER 4

1 Ministry of Health, Central Health Services Council. Report of the Committee
on the Internal Administration of Hospitals. (Chairman Alderman AF
Bradbeer). London, HMSO, 1954.

2 Ministry of Health. Annual Report 1948-49.

3 King Edward’s Hospital Fund for London. Evidence submitted to the Com-
mittee on Internal Administration of Hospitals. London, King Edward’s Hos-
pital Fund for London, 1951.

4 Government Papers MH 92/4 PRO London. Other files relating to the atten-
dance of matrons at HMC meetings and general correspondence are still closed.

5 RCN Council minutes 1952.

6 Nuffield Provincial Hospitals Trust. The work of nurses in hospital wards:
report of a job analysis. (Director HA Goddard). London, Nuffield Provincial
Hospitals Trust, 1953.

7 Dan Mason Research Committee. The work of recently qualified nurses. (G A
Ramsden). London, National Florence Nightingale Memorial Committee,
1956.

The work, responsibilities and status of the staff nurse. (G A Ramsden).
London, National Florence Nightingale Memorial Committee, 1960.

8 These changes have been well documented. See, for example, GE Godber.
Health services, past, present and future, The Lancet, 1958, 5 July. 1-6.

9 Maggs, Christopher. Nurse recruitment to four provincial hospitals, 1881-1921.
In: Re-writing nursing history. Celia Davies (ed). London, Croom Helm, 1980.

282

S g




10

11

12
13

14

15

16
17

18

19
20

2
23

REFERENCES AND NOTES

See, for example, a running discussion in the Nursing Times about the power of
the administrators:

‘I think we Matrons are much to blame for allowing this to happen. We have not
fought to defend our status, we have allowed ourselves to be pushed aside and
to be placated with soft words and blandishments. Too many of us feel it is infra
dig. to fight back and, in truth, we are sometimes afraid, because we feei we are
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allow their matrons to live in or out, as they like, and to ensure that they are
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discussed by the Whitley Council until 1955 (NC (M) 596) and not finalised until
1957 (NC (M) 862) when it was agreed that the Minister should authorise ad hoc
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39 Whitley Council Minutes.
Night superintendents NC (M) 782, 913, 986, 991
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CHAPTER 5

Before the 1939 War, and indeed until sometime after the Butler Educqtion Apt
1944, there were very few grammar schools that included the natural sciences in
their curricula for girls. Many middle-class girls were educated privately and
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were prepared for marriage rather than a working career. As late as 1953, a
headmistress was able to declare, ‘It is a woman’s task to create an environment
for other people and the schools try to give reality to this idea. . .. In educating
a girl, we are educating a family.” Nursing Times, 1953, 19 September. 940.

It was because of the narrow and meagre education available to girls that the
Horder report, Section I1 1943, offered the progressive training, incorporated in
its recommendations, as a means of improving the curriculum: ‘. .. the training
of nurses in this country could be developed into one of the great national
educational movements for women.’

The School Certificate required a pass level in.five subjects taken at the same
time. Matriculation level required passes at credit or distinction levels according
to the requirements of the respective university boards. Matriculation level
offered exemption from the university entrance examinations.

See Chapter 3.

Royal College of Nursing. Reports of the Nursing Reconstruction Committee.
(Chairman Lord Horder). London, RCN, 1942-49.

See Chapter 4.
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Ministry of Health and others. Report of the Working Party on the Recruitment
and Training of Nurses. (Chairman Sir Robert Wood). London, HMSO, 1947.
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cent preferred it and 43 per cent required 7th standard elementary education or
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per cent of municipal hospitals required secondary education. All their sample
of student nurses had come from non-manual worker classes who could afford
to keep their daughters at home until the minimum starting age, 18 years, of
nurse training. In the voluntary hospitals there were more daughters of pro-
fessional classes than in the municipal hospitals; 65 per cent of all the student
nurses had fathers in social classes 1, 2 or 3.

Nuffield Provincial Hospitals Trust. The work of nurses in hospital wards.
(Director of research HA Goddard). London, Nuffield Provincial Hospitals
Trust, 1953. See Chapter 9.
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obtained secondary education. Until the Education Act 1944 the vast majority
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of the population between 15-18 years were receiving full-time education. Prior
to the establishment of a public secondary education system in 1944, the
chances of a boy (much less a girl) proceeding from a state elementary school to
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predominantly restricted to people whose families could afford to pay for it.
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1871-1961. London, Routledge & Kegan Paul, 1977.
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into nursing training the simple, compassionate bedside nursing skills: the real
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