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The British Association of Critical Care Nurses aims to promote the art and science of
critical care nursing by providing representation for its members, by responding to politica
and professional change; and by producing and publishing position statements. The
position statement that followsthis articleis intended to demonstrate the organisations
commitment to contribute to policy debates and to inform and influence the nationa
agenda on issues that are important to the critical care nursing community.

Summary

Intensive care has developed as a speciality since the 1950’s, during this time there have
been maj or technologica advances in health care provision leading to arapid expansion of
all areas of critical care

The on going problem in recruiting quaified nurses in general has affected and continues
to beaproblem for all aspects of critical care areas

During the last decade nursing practice has evolved as qualified nurses have expanded
their own scope of practice to devel op a more responsive approach to the complex care
needs of the critically ill patient

Theaim of this paper isto present the BACCN position statement on the role of health care
assistants involved in direct patient care activities, and addresses some of the key work
used to inform the devel opment of the paosition statement
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British Association of Critical
Care Nurses

Position Statement on therole of health care
assistants who areinvolved in direct patient care
activitieswithin critical care areas

BACCN Position:

e Hedlth care assistant roles within critical care settings must only be introduced for the
benefit of patient care

e To ensure a systematic approach to the development of the health care assistant roles
units should ensure there is a designated co-ordinator who is responsible for their
overdl role development and training

e It must remain the responsibility of the registered nurse to assess, plan, and evaluate
direct patient care activities

e Hedlth care assistants must only undertake direct patient care activities for which they
have received training and have been assessed as competent by an appropriatdy
qualified practitioner.

e Hedth care assistants must only take on direct patient care activities under the
supervision of aregistered practitioner.

e All critica care units where hedth care assistants are employed to undertake direct
patient care activities must ensure that these activities are linked explicitly to a
competency framework. With this competency framework being linked to an identified
educational programme, such as a National Vocationa Qualification level 3 or
equivalent, appropriate to their area of practice.

e Work should be undertaken to devel op national core competencies for health care
assistants involved in direct patient care activitiesin critical care areas

e A national database of education and training should be developed in order to providea
basis for regulation of health care assistants

Background and | ntroduction

Intensive care has developed as a speciality since the 1950’s, during this time there have
been major technological advances in health care provision, leading to rapid expansion of
all areas of critical care (Audit Commission 1999, Hind et a 1999). The ongoing problem

in recruiting qualified nurses in general, has affected, and continues to be a problem for all

BACCN Working Party 2002 3



aspects of critical care areas. In reviewing guideines on qualified staffing for critical care
it is suggested that there must be a 1:1 nurse-patient ratio to provide safe, research based
and individuaised patient care when nursing those who are unconscious, criticaly ill and
requiring mechanical ventilation. (Department of Health 1996, ICS 1997, BACCN 2001)
However, the continued problems affecting most parts of the United Kingdom in recruiting
and retaining qualified and experienced critica care nurses, (Naish 1995, Scott 1998) has
led to an increased use of non-registered staff, working in these areas (Hind et a 2000,
Thornley 2000, Mcleod 2001, Roberts and Cleary 2000). It has been suggested in recent
reports and policy documents that critical care needs to question it’s strict adherence to the
1:1 nurse patient ratio, adopt a more flexible approach to staffing units, including the
delegation of some skilled and non-clinical tasks to support staff. (Audit Commission

1999, Department of Health 2000, Ball 2001)

During the last decade nursing practice has evolved as qudified nurses have expanded
their own scope of practice, undertaking roles and tasks once performed by medical staff.
This blurring of professional boundaries continues to be endorsed and encouraged through
subsequent policy documentation. (Department of Health 2000, 2001). Therefore the
workload of qualified nurses has increased, with little expansion in the workforce,
consequently qualified nurses have found that they have had to delegate to others, care
they traditionally provided. The increasing use of such support staff has led some qualified
nurses to believe that the dilution of skill mix, could threaten the quality of care ddivered
to the critically ill patient. This perspective is supported with the notion that the increased
use of unqualified nursing staff is a cost cutting exercise by heath service managers,
(Thornley 2000), as the high nurse patient ratios in critical care aress is the most costly
resource in these specialist areas (Audit Commission 1999, Metcalfe and M cPherson 1994,

Besttie and Ca pin-Davies 1999)
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Increasingly, BACCN members have been voicing their concern over the use of non-
registered staff in critical care areas, and the subsequent roles and tasks they may be
undertaking. This was evident by the number of individuals contacting the BACCN
through the website, and subsequently identifying this area as one of the biggest chalenges
currently effecting critical care nurses. The BACCN as one of the main nationa
organisations for critica care nurses in the United Kingdom, with over 3,700 members,
perceive that it is their responsibility to provide support to the membership through the
formulation of position statements. A group of critical care nurses were brought together to
form the working party. This group was formed by nominations from regional BACCN
groups, through representation from the National Board of the BACCN, and by seeking
expert opinion from individuals who had been identified as being particularly interested in

this subject area.

M ethodology

To gather the relevant evidence and develop this position statement a number of databases
were searched these included:

e Medine

o CINAHL

e The Cochrane database

e The Department of Health database

e TheENB database

e TheNatioanl Research Register
The literature was then reviewed through the following categories:

e Roales, tasks, identity and supervision and responsibilities

e Accountability, definition, registration
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o Competence/competencies
e DOH. Policy and other professional documents
e Lega aspects

e Ethical aspects

To provide a contemporary account of the use of health care assistants and the role and
tasks they undertake within critical care areas, a questionnaire was constructed and sent to
all senior nurses of critical care units in the UK. In total 670 questionnaires were sent out,
and 376 were returned (a 58% responserate). Respondents were asked about the number of
unqualified staff they employed, their titles, training and if this training was co-ordinated
in any way. They were also asked to rate the importance of direct and indirect tasks related
to patient care, inrelation to whether non-registered staff currently undertook certain tasks,
and if these tasks should be considered for unqualified staff given appropriate training, or
if they would not be considered at al. The number of questionnaires returned and the
complexity of the data collected meant that the investigators decided that the full results of
this questionnaire should be detailed through a separate paper, and therefore just the
demographic distribution of returned questionnaires, as well as the units sampled is utilised

within this paper, (please see appendix A).

The Modernisation Agenda

The need to modernise and reconstruct fundamental issues in relation to the planning,
management and delivery of health care services is a recurrent theme in many policy
documents (Audit Commission 1999, Department of Health 1998, 1999, 2000, 2001). A
fundamental concept central to this process is the need to develop a more flexible and
strategic approach to workforce planning. This requirement has been made explicit within

a number of documents, which have been published by the Department of Hedth
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(Department of Health 1998, 1999a. 1999b, 2000, 2001). These documents have
consistently supported the notion of the creation of support workers, which could function

across traditiona boundaries to support the work of health care professionals.

Specificdly, in reation to critical care service management and delivery, Comprehensive
Critica Care (2000) continued the theme of supporting the need for developing new ways
of working. This document also recommended that there should be an appropriatdy
baanced team of staff, including support workers to ensure the effective delivery of critical
care services, and these support workers should be available on a similar basis to

professional staff according to workload and patient need.

In 2001 the Department of Health published further recommendations concerning the role
and development of critical care services (Department of Health 2001). This document was
specifically designed to explore the nursing contribution to the effective delivery of critical
care services. A recurrent theme within this document was the need to explore creative
approaches to workforce planning, which included the development of health care assistant
roles educated to NVQ level 3, to support the critical care team. They also recommended
that a central component of this process was the development of specific competencies to

ensure effective care delivery under the supervision of registered practitioners.

The Professional Agenda

There is a perception by some registered nurses within critical care, that health care
assistants are being introduced as a method of overcoming the nursing shortages (Chang
1995, Roberts and Cleary 2000), rather than addressing the fundamental issue of needing
to increase the overall numbers of registered nurses practising in this country, and the

numbers of students into nurse training. McKenna (1995) acknowledges that a high skill
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mix of registered nursing staff is costly to the NHS, but argues that it is highly probable
that substitution of registered nurse posts with health care assistants, could lead to low
moral amongst registered nurses, which in turn could result in higher costs and lower
guality of care. Asit is perceived that a vicious cycle could develop where staff cuts and
substitution could result in more work for the remaining staff which would cause them to
feel dissatisfied. This would in turn lead to more absenteeism, and would cause an increase
in cost to replace them, as wdl as a reduction quality of care (McKenna 1995). Savage
(1997) argues that core nursing activities should not be allocated to health care assistants,
as these require high levels of dinical knowledge and expertise. Neenan (1997) expressed
concerns about nurses concentration on medico - technical skills within critical care and
that delegation of core nursing care to health care assistants may result in them becoming

distanced from this care and losing their essential nursing skills.

The reluctance of nursing staff to delegate core nursing care tasks to health care assistants,
is evident through a number of research studies that have addressed this area (Hurst and
Ball 1990, Ormandy et al 2001). Goldman (1999) identified that although registered nurses
supported the use of health care assistants to undertake tasks such as cleaning and
preparing bed aresas, lifting turning and mobilising patients, and assisting in basic nursing
care. This study identified that registered nurses perceived that activities conducted by
health care assistants should only be done under the direct supervision of a registered
nurse. Chang et a (1998) found that although health care assistants did contribute to the
work of the registered nurse, that the benefits had to be weighed against the potentia for
increasing the work of the registered nurse in delegation and supervision of these staff.
This perspective is supported by the work of MacKinnon et a (1998), this wide-scae

Audtrdian review of critical care nursing practice revealed that the use of hedth care
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assistants could actually increase the work of the registered nurse due to the increased need

to provide supervision.

As identified there are a number of debates within the literature about the exact nature and
boundaries of the role of the health care assistant. However, the literature review also
revealed a number of studies, which supported the integration of health care assistants into
the critical care workforce (Powers et a 1990, Elliot 1995, Hind e a 2000). In an
American study undertaken by Powers et a (1990), they reported that registered nurses
were actualy able to spend more time with their critically ill patients when there were
health care assistants present. McKenna (1995) reports on numerous studies from across
the world where it has been demonstrated that non - nursing duties take up a significant
amount of time for the registered nurse in any working day. Elliot (1995) reports that
nurses freely alocate basic nursing care to health care assistants once they are in post,
despite having previous concerns about the role being introduced. Both Hind et a (2000)
and Wainwright (2002) found that the majority of respondents in their study agreed with
the introduction of hedth care assistants. Hind et a (2000) did note however that before
any such introduction could take place, staff needed to be educated about the exact nature
and boundaries of each others roles. Also evident in Hind et al’s (2000) study was the
expressed concerns by some respondents that the introduction of health care assistant roles
may lead to registered nurses losing too much of their skills and competence with specific

nursing tasks (Hind et a 2000).

Roles and Supervision

Recognition of the developing roles of nursesin critical care (Audit Commission 1999) has
meant reorganisation of roles and a more innovative gpproach to workforce planning

(Hind et a 2000). In the past health care support workers have taken on housekeeping roles
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(unpacking stores, cleaning bed areas), however more recently they have taken on more
direct patient care activities. Training for these new roles is offered at NVQ level 2 and 3.
Hogan et a (2000) argues that appropriate delegation of patient care not considered

essentia for qualified nursesto undertake, is more cost effective.

Therole of the support worker in critical careis not clearly defined, all hospitals have their
own definition of what duties these group of staff can undertake, and what level of training
they provide for them to be able to undetake these duties. However the literature
surrounding the use of health care workers in critical care is growing with some units
developing the NVQ leve 3 training to allow a greater input to patient care ddivery (Pratt
1999). The NHS plan (Department of Health 2000) identifies the potential for expanding
the role of the health care assistant, with investment into training using individual learning
accounts and NVQ training. Whilst such training schemes allow for more flexibility in the
use of support workers, who can now work alongside qualified nurses to provide quality
nursing care, other hospitas are still using these staff to maintain the housekeeping roles.
The expanding role of these unregulated group of staff is widdly debated, and often
controversial, with a reluctance by qualified nurses to accept their part in the delivery of

health care (Murray 2001).

The identity of the health care support worker is also not clearly defined with different
titles and pay structures throughout the country. None of the literature reviewed provided
explanations for different titles or the salary scales involved, especidly following extensive
training. Most specified that health care assistants taking on extra training and
responsibility may be able to enter nurse training, however it would appear that this was

not a cost effective exercise as training incurred some expense, then staff left. It would be
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beneficial to provide a generic title for this group of individuals so that they are universally

identifiable.

With regards to supervision of these staff, there was a strong collective view that any roles
taken on by support workers should be under the direct supervision of qualified
nurses.(Mdoad 2001, Hind et a 2000). With Mcload (2001) identifying that supervision

should only be provided by experienced critical care nurses.

The Notion of Competence

In relaion to the developing role of hedth care assistants, the notion of competence is
central to this process. Competence and competency are often used interchangeably,
however competency is defined as © the quality of being competent’ © whilst competence is
defined ‘having the necessary skills and knowledge to do something successfully’ (Soars

2002).

Critica care is a dynamic environment and levels of competency both within and across
the grades of all clinical staff can vary greatly. The assessment of competence is open to
much criticism and when exploring the current literature it is evident that most models and
tools designed to assess competence have proved difficult to validate (Cutler, 2000). Much
of the work undertaken to address this issue in relation to competence, pertans to
assessment of nurses’ registering with the UKCC, yet it is argued that fundamental
principles in relation to this process are transferable to the non-registered hedth care

practitioner (Queensland Nursing Council 2001, Pratt 1999)

Although the issues of assessing competence is a contentious issue, there are also complex

issues in relation to maintaining competence, which also need to be navigated when
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analysing this area in reation to the non registered health care practitioner. For example,
Jeffrey (2000) identifies that competencies necessitate regular review and should be
regarded as a framework that is receptive to innovation and change. Black and Wolf (1990)
emphasise the need for competence to include the ability to perform effectively in different
circumstances and subsequently assessment must include the ability to identify potential
risk to the patient and acknowledgement of the practitioners’ limitations, ultimately

ensuring continued patient safety.

The unique individuality of practitioners will also contribute to the level of competence
attained and in some instances may cause failure of a practitioner to reach a satisfactory
level. Dimond (1992) suggests that registered nurses who are assessing practitioners must
not be afraid to deem someone not competent, and should aso be aware of their own duty
of care. In light of the above, assessors must themselves be competent practitioners and
fully aware of their accountability and responsibility in assessment. Moreover, assessment
of competence is seen as subjective, hence documentation used in the assessment needs to

be explicit.

Based upon the notion that competence is assumed as an adequate criteria of proficiency to
register as a qualified nurse (NMC 2002), the working group makes recommendation that
the attainment of competence in the non-registered practitioner will ensure the ddlivery of
the prescribed standard of care to the critically ill adult. Of equal importance in this
process, is the need for organisations, and individuals to ensure that the employee’s
organisation must also accept vicarious liability, providing health care assistants work
within the predetermined boundaries and has the ability to acknowledge their own

[imitations.
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Accountability and Registration

Integra to the introduction of any new or enhanced role within a workforce is to ensure
that the definition of that workforce, their accountability, and the lines of responsibility are
clearly defined within their role. Within the United Kingdom (UK) currently, there is
varying terminology utilised to describe these roles, which adds to the confusion. (support
workers, health care assistants, senior health care support workers.) Therefore, a clear
structured approach to titles, posts, and career progression supported by a defined training
and development pathway would add clarity to titles and enable an understanding of roles

to be defined at both a national and local leve.

When addressing the issues of accountability there are two clear components that need
defining in relation to this concept, what does accountability mean for the professiona i.e.
the registered nurse, and the workforce for whom they are accountable and what part does
the delegation aspect of the roles contribute towards this. If the identified “nursing
activity” is to be appropriately delegated then the practitioner needs to understand what
being accountable actually means, and what the difference is between being accountable
and being responsible in reation to patient care and management. Dimond (1995)
identifies that responsibility relates to being liable to be called for account, and answerable,
whereas Batey et a (1982), defines accountability in relation to the fulfilment of a formal
obligation to disclose to others the purpose, principles, procedures, relationships, results,

income and expenditure for which one has authority.

The lines of responsibility is usually identified clearly within any job description, in
relation to who or what the health care worker is responsible for and to whom. It is this
identification of responsibility and the definition and application of accountability that

becomes difficult when registered practitioners undertake the process of delegation of roles
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and tasks. (Ormandy et a 2001). To navigate through these complex issues it is therefore
necessary to define the distinction between legal and professional accountability. Clarke
(2000) suggests that legal accountability relates to the obligation of every citizen, including
nurses to obey the laws of the country, and to be able to defend his or her actions through
the court. Wheresas, professional accountability relates to the additional obligation of the
professions, not to abuse the trust, and to be able to justify their professional actions even

when it is not against the law. (Clark 2000)

In relation to accountability there are a number of pre-conditions which are perceived to be
essentia to this process. To be able to justify your actions, this can only be achieved if the
aternatives, the reasons and the consequences for taking that action are understood.
Therefore to understand why you are accountable and to achieve accountability it is
important that the three eements of knowledge, ability and authority are identified. An
exampl e of these concepts and how they may relate to the work of the health care assistant

isidentified in appendix B

If all these three components are present, then the health care assistant is accountable for
the task that they undertake, the registered nurse accountability rests upon the notion that
that task has been appropriately delegated. The hedlth care assistant is aso responsible for
that task, because they are adequately prepared and are working within Trust guideines

and protocols, and have the authority delegated by the registered nurse. (Storey 2002)

When delegating any roleit isimportant that the reason for del egation serves theinterest of

the patient. This can be achieved by:

e Ddegationis appropriate
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e Thelevel of experience, competence, role of the person to whom the task is delegated
is appropriate.

e Ddegationto junior colleagues of tasks and responsibilities is not beyond their level of
skill and experience.

e There is appropriate assessment, planning and implementation and evaluation of the
delegated role.

e Communication related to the delegated role is in a manner understandable to the
person to whom therole is being delegated.

e Thelevel of supervision and feedback is appropriate to the task being del egated.

Therefore the person who delegates is accountable for the decision to delegate and must
ensure that the person is competent in relation to the task to be undertaken. National
Vocational Qudification (NVQ) training is utilised as a competency framework. The
introduction of NVQ's is seen to provide professionals with a framework, which facilitates
an assessment of competence of staff, and then to use our judgment to determine the most
appropriate person to ddiver care. (Dimond 1995) The acquisition of an NVQ is not a
permit to practice, but merdy identifies the holder as competent to undertake a range of
duties in a care environment. Decisions as to who should do what remain with the manager
(nurse). It is therefore essential that the professional is involved in monitoring and
evaluating the quality of care, and that the assessment and training of the care team is an

integral component the professional role. (Storey 1991)

The Nursing and Midwifery Council (NMC) Code of Professiona Conduct (2002) is

explicit ontheissue of delegation and accountability;
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4.6 "You may be expected to delegate care delivery to others who are not
registered nurses or midwives. Such delegation must not compromise existing
care but must be directed to meeting the needs and serving the interests of
patients and clients. You remain accountable for the appropriateness of the
delegation, for ensuring that the person who does the work is ableto do it and
that adequate supervision or support is provided."
Therefore, it is important that professionals understand the issues of accountability, and
delegation and where the responsibility for undertaking a role commences and where it
ends. The development of support roles across all professional groupings is increasing, and
nurses should be involved in these developments so that the support role can be designed
to ensure that professiond skills are used appropriately for the benefit of the patient. The
NMC code of professiona conduct (NMC 2002) also recognises that registered nurses are
not donein ddivering "nursing” care, they state that as aregistered nurse;
e You are expected to work cooperatively within teams and to respect the skills,
expertise and contribution of your colleagues. (4.2)
e You must communicate effectively and share your knowledge, skill and expertise
with other members of the team as required for the benefit of patients and clients.
(4.3)
At present health care assistants are not subject to professiona registration and are
therefore not professionaly accountable. Although carers in nursing homes and registered
care homes are being regulated under the Care and Standards Act (Department of Health
2001). This does not apply to those working within the acute sector, and as such thisis an
areathat both the Department of Health and the profession needs to address. Therefore, as
nurses it is important that a clear understanding exists surrounding the complex issues of
accountability and the accountability of other disciplines. Centra to this process istherole

that nursing as a profession plays in the preparation, supervision and performance of health

care assistants.
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Ethical and L egal Consider ations

To ensure a robust framework for the development of health care assistant roles within
critical care areas, it is important that this is underpinned by explicit integration with
ethical and legal principles. The ethical principles which have been utilised to develop this
framework, are those of respect and trust, beneficence and utilitarianism. The current
confusion surrounding the roles, tasks and titles used to describe health care assistants
provides unique challenges in itsdf, as without coherence within these processes, it is
difficult to define the exact nature and boundaries of these roles, which can lead to
confusion surrounding appropriate delegation. According to Blegen et a (1992), health
care assistants need to be adequately trained for the roles they undertake and nurses need
the appropriate knowledge and skills to delegate effectively. Without these skills, Erlen et
al (1996) suggest that there will be role confusion, which in turn will lead to mistrust, and a
lack of respect within the team. Respect means having regard for another and seeing them
as unigue with the ability to make a contribution, which is valued (Davis and Aroskar,
1983). The code of professional conduct (NMC 2002), clearly identifies the professional
responsibility of the nurseisto work co-operatively within teams, and a key component of

this work is respecting the skills, expertise and contribution of colleagues.

Trust and respect go hand in hand with creating a good working reationship and
promoting quality patient care. Beauchamp and Childress (1994) suggest that concepts of
trust crystallises around having confidence in one another, and an individuals ability to
perform in a particular manner. Individuals being able to demonstrate their capabilities and
others being aware of those capabilities is seen to earn trust and respect. The onus then is
on both qualified and unqualified staff to get to know each other’s abilities and work

collaboratively to maintain the quality of patient care.
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From the patients’ point of view, trust relates to the particular knowledge a professional
has. The patient depends on the “professional” and “trusts” them to carry out the functions
of that profession. Staff need to be open with patients and clearly identify their status so
that patients autonomy, freedom and privacy are not compromised through unwitting
deception. Promoting the welfare of patients is a central goal of heath care and is
intrinsicaly linked with the ethical principle of beneficence, or any form of action to
benefit others (Beauchamp & Childress, 1994). Nurses must carefully examine the benefits
and potential harm when allocating patient care to other health care workers. The NMC
(2002) are explicit in relation to this aspect of the nurses’ role, when they identify that they
are ‘personally accountable for ensuring that they promote and protect the interests and

dignity of patients’ (NMC 2002).

The principle of utility, asserts that nurses ought always to produce the greatest possible
baance of value over disvalue (Beauchamp and Childress 1994). Nurses have a
responsibility to utilise scarce resources, in today’s health care system, “nurses” are that
scarce resource. It is the nurse’s responsibility to attempt to distribute the best available
resources to the people with the most need, by knowing the ability of the staff; health care
assistants and qualified nurses can be alocated to carefor patientsin a safe and appropriate

manner.

In the analysis of theliterature surrounding the lega ramifications of developing therole of
the health care assistant, there were no reported incidents pertaining to role of health care
assistants within the United Kingdom (UK) critical care environment. However, there were
severa articles from the United States and Australia. Although, it is difficult to identify the

significance of these articles in view of the different social, health and legd systems
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operating in these countries. There are key principles and themes which arise from this

literature, which can be translated to the UK hedlth care system.

Currently hedth care assistants are currently unregulated and therefore when undertaking
nursing tasks, they should be supervised by an appropriately qualified practitioner. Within
this process the delegation of tasks to the health care assistant needs to be made explicit
through an appropriate education and competency based training programme. This is
perceived to be pivotal to the protection of the generd public, so that if an untoward
incident did occur, both the registered nurse and the employing health care institution can
clearly demonstrate that arigorous system was in place to support the health care assistants
ddivery of care Nazarko (1999) suggests that if registered practitioners fal to delegate
care appropriatdy this would result in the registered practitioner jeopardising their
registration status. In reviewing the uniformity of training hours, federal and community
standards in relation to unliscensed assistant personnd Zimmerman (2000) discovered that
there were no standards for training, and 55% of respondents indicated that their
employing institutions provided three weeks or less of job training. With half of the
registered practitioners who responded stated that they beieved that there was inadequate
training and preparation for these roles. Without nationally agreed standards for training
this can place both registered practitioners and health care institutions at risk if care

ddivery is suboptimal

Conclusion

The aim of this paper has been to explore the complex issues surrounding the devel opment
of the role hedth care assistant within critical care aress. It is clear from a policy
perspective that there is support for these devel opments, as a central concept in the creation

of a more flexible and responsive agpproach to workforce planning and development

BACCN Working Party 2002 19



(Department of Hedth 2000a, 2000b, 2001). However, the professional perspective
appears to be more sceptical in reation to the potential for this role and its devel opment
within critica care areas (Savage 1997, Neenan 1997, McKenna 1995, Chang 1995).
Although many of these authors identify that health care assistants could offer a valuable
contribution to the health care team. There are very real concerns about the creation of

these roles to undertake direct patient care activities.

Neverthdess, in undertaking a critical anaysis of the literature which surrounds this
important aspect of patient care and management, what emerges is the perspective that
these role devel opments shoul d only be innovated when appropriate education and training
is provided, with the developments of core competencies to ensure the continued delivery
of high quality patient centred care (McLoad 2001, Hind et a 2000, Pratt 1999). In
undertaking this work the BACCN aims to provide a robust framework which can be
trandated into different critical care environments in order to provide practitioners,
educators and managers with key infrastructural requirements if these roles are to be
developed. The main recommendations developed by the working party are imbedded
within the position statement, further issues which require clarification in order to support

these role devel opments include:

= Further work needs to be undertaking to clarify the professional and legal

responsibility and accountability for care ddivery, when health care assistant roles

are devel oped to undertake direct patient care activities

= There should be nationally agreed titles to describe the role of the hedth care

assistant in order for meaningful comparisons of roles to be undertaken
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= Each employing institution should accept vicarious liability for the hedth care
assistant, provided they are working within defined boundaries and has the ability

to acknowledge their own limitations

= Further research is required to fully understand the complexities of these role
developments, and the potential impact they may have on patient care and

management

= Thegenera public should be fully informed about thelevel of care that they should
expect to receive within critical care environments, and the different roles and

responsibilities of personnd in delivering that care.

= Health care assistants themsd ves should be invol ved in these systems to ensure that

are developed in such a way that will support their overdl career and work role

satisfaction
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Glossary of Terms

Accountability: Taking responsibility for an action whilst ensuring you have the authority,
knowledge, skills and understanding to inform and act upon that action

Authority: Having the delegated power/permission to act or enforce, based upon the
recognised knowledge or level of expertise

Critical Care Environment: An environment specificaly staffed and equipped for the
continuous monitoring, observation and care of individuals with a critical illness

Direct Care: Direct care relates to care which directly involves the patient

Indirect Care: Indirect care relates to care which may be related to the care and
management of the patient, but does not involve directly touching the patient.

Competence: Competence is defined as an individual is deemed competent when they
demonstrate that they possess the knowledge and skill to carry out a given task

Competent: Being competent is identified as having the requisite ability to carry out a
given task

Competency: Competency is the quality of being competent
Responsibility: Refersto the state of having control or authority over an area or task

Acknowledgements

The BACCN would like to acknowledge the contribution and comments of all the agencies
involved in the development of this position statement. Specifically the Senior Hedth Care
Support Workers project Implementation Group; Greater Manchester Workforce
Development Confederation for sharing their questionnaire design with the Working Party

BACCN Working Party 2002 22



Refer ences

Audit Commission, (1999), Critical to Success ; the place of efficient and effective
critical care serviceswithin the acute hospital, London, Audit Commission

Ball C (2001) Patient:nurseratiosin critical care— time for some radical thinking
Intensive and Critical Care Nursing 17:125 — 127

Batey MV, Lewis FM (1982) Clarifying autonomy and accountability in nursing services.
Parts 1 & 2 Journal of Nursing Administration 12 (9): 13— 18 and 12 (10): 10— 15

Beattie J Calpin Davies PJ (1999) Workforce dilemmas: a comparison of staffingina
generaist and a specidist intensive care unit. | ntensive and Critical Care Nursing 15:52
-57

Beauchamp TL, and Childress, JF, (1994), Principles of Biomedical Ethics, 4™ Edition,
Oxford, Oxford University Press

Black, H. and Waolf, Initials (1990) K nowledge and Competence: Current Issuesin
Training and Education: Careers and Occupational Information Centre. HM SO, London.

Blegen, MA, Gardner, DL, McCloskey, JC, (1992), Who helps you with your work,
American Journal of Nursing, 92, (1), 26-31

British Association of Critical Care Nurses, (2001), Position Statement On Nurse-Patient
Ratios In Critical Care, Nursing in Critical Care, 6, 2, 59-63

Bostrum J & Zimmerman J, (1993), Restructuring nursing for a competitive health care
environment, Nursing Economics, 11(1) : 35-41

Canadian Association of Critical Care Nurses, (1999), Position Statement. The Use of

Chang AM (1995), Percel ved functions and usefulness of health service support workers,
Journal of Advanced Nursing, 21 : 67 -74

Chang AM, Lam L, Lam LW, (1998), Nursing activities following the introduction of
health care assistants, Jour nal of Nursing M anagement, 6 : 155 - 163

Clark J (2000) Accountability in Nursing draft document for the World Health
Organisation Regional Office for Europe

Cutler, L. (2000) Competencein context. Nursing I n Critical Care; 5: (6) 294 — 299.

Daily Telegraph, (2000), Elu outbreak leaves only 11 bedsfor intensive care
6™ January

Department of Hedth, (1989), A Survey of Nursesin High Technology Care. The
Report of the Survey Commissioned by the NHS M anagement Board, London
The Stationary Office

BACCN Working Party 2002 23


www.caccn.ca

Department of Hedth , (1996), Report of the Working Group on Guidelines on
admission to and dischar ge from | ntensive care and High Dependency Units
London, The Stationary Office

Department of Hedth, (1998) The NHS Plan, HSM O, London

Department of Health (1999a), Agenda for Change, HSMO, London

Department of Hedth, (1999b), M aking a Difference: Strengthening the nursing,
midwifery and health visiting contribution to health and healthcare, HM SO, L ondon.

Department of Hedlth, (2000a) The NHS plan: a plan for investment, a plan for reform,
London. The stationary office.

Department of Health, (2000b) Comprehensive Critical Care: A Review of Adult
Critical Care Services. London: The Stationery Office.

Department of Hedlth, (2001a), The Nursing Contribution to the provision of
Comprehensive Critical Carefor Adults: A Strategic Programme of Action
London , Department of Hedlth

Department of Hedth (2001b), Care and Standards Act, London, The Stationary Office

Dimond, B, (1992) The nurse educator and the legal implications. Nur se Education
Today, 12: 279 — 282.

Dimond, B. (1995) L egal Aspects of Nursing. Prentice Hall: London

Elliot D, (1995), Therole and use of support personnel, | nternational Nursing Review,
42, 56-60

Erlen JA, Méllors, MP, Koren, AM, (1996), Ethical issues and the new staff mix,
Orthopaedic Nursing, 15, (2), 73-77

Fritz DJ, Cheeseman, (1994), Blueprint for integrating nurse extendersin critical care
Nursing Economics, 12(6), 326-331

Goldmann HG, (1999), Role Expansion in intensive care : survey of nurses’ views,
Intensveand Critical CareNursing, 15, 313-323

Headford N, (1991), Training for health care assistants, Nursing Standard, 5(20), 35 - 37

Hind, M, Jackson, D, Anderson, C, Fulbrook, P, Galvin, K, Frost, S. (1999), Exploring the
expanded role of nursesin critical care, |ntensive and Critical Care Nursing, 15, 147-
153

Hind M, Jackson D, Andrews C, Fulbrook P, Galvin K, Frost S, (2000), Health care
support workersin the critical care setting, Nursingin Critical Care, 5(1) : 31- 39

BACCN Working Party 2002 24



Hogan J, Playle JF, (2000), The utilization of the healthcare assistant role in intensive care,
British Journal of Nursing, 8(12) : 794 — 801

Hurst K, Bal J, (1990), A tailor made workforce for 2000, Nursing Standard, 4(35) : 35
36

Intensive Care Society, (1997), Standards for | ntensive Car e Units, Intensive Care
Society

Jeffery, Y, (2000) Using competencies to promote a learning environment in intensive
care. Nursing in Critical Care; 5: (4) 194 — 198.

London Evening Standard, (2000), The NHS in intensive care (editorial comment)
London, London Evening Standard, 6™ January

Mason P, (1995), Critical Condition...intensive care bed shortages, Nursing Times, 91:14-
15

McKenna HP, (1995), Nursing skill mix substitutions and quality of care : an exploration
of assumptions form theresearch literature, Jour nal of Advanced Nursing , 21 : 452 -
459

McKinnon E, Clarke T, England K, Burr G, Fowler S, Fairservice (1998), | ntensive Care
Nursing staffing Reviews, Sydney, Australia, Central Sydney Area Health Service

McLeod A. (2001) Support role spreads the workload in intensive care Nursing Times
97:29:40 - 41

Metcafe A McPherson (1994) A study of the provision of Intensive Carein England
Revised report for the Department of Health. London. School of Hygiene and Tropical
Medicine

Murry.K.(2001) Invaluable Assistance, Nursing Standard, 16, (7) 12

Naish J(1995), Recruitment crisis returns, Nursing M anagement, 1: 6 - 7

Nazarko, L, (1999), Questions of confidence, Nursing Standard, 14, (12),

Neenan TC, (1997), Advanced practitioners : the hidden agenda?, | ntensive and Critical
Care Nursing, 13 : 80 -86

Nursing and Midwifery Council, (2002), Code of Professional Conduct NMC London

Ormandy P, Long A, Johnson M, Hulme C (2001) Evaluation of Wor kfor ce
Development in Critical Carelnterim Report (2) Health Care Practice Research and
Development Unit Saford University

Powers PH, Dickey CA, Ford A, (1990), Evaluating a RN / Co-worker model
Journal of Nursing Administration, 20, 11-15

BACCN Working Party 2002 25



Pratt, P, (1999), Assodiate Practitionersin Critical Care Units, Nursing Times Learning
Curve, 3,4-5

Pratt P, Cutler, L (2001) Should health care assistants be working in critical care? Nursing
Times 97:27

Queensland Nursing Council, (2001) An I ntegrative Systematic Review of indicator s of
Competence for Practice and Protocol for Validation of | ndicators of Competence
Brisbane, Queensland.

Roberts S, Cleary V, (2000), Sustaining care delivery - team nursing with intensive care
assistants, Nursingin Critical Care, 5(2) : 68 - 71

Scott H (1998) Government launches new recruitment campaign British Journal of
Nursing 7:304

Soars, C (2002) Oxford Paperback Dictionary. Oxford University Press.

Storey L (1991) Points of View. Nursing Standard, 6, 5, 43

Storey L (2002) The “Crackerjack” model of nursing and its relationship to
accountability. (awaiting publication) Faculty of Health, University of Central Lancashire

Thornley C (2000) A question of competence? Re-eva uating the roles of the nursing
auxiliary and hedth care assistant in the NHS Journal of Clinical Nursing 9:3:451 - 458

United Kingdom Central Council. (1999) Fitness for Practice: The UKCC Commission
for Nursing and Midwifery Education. London: UK CC.

Wainwright, T. A (2002), The perceived function of Health Care Assistants in Intensive
Care: nurses views, | ntensive and Critical Care Nursing, 18, 171-180

Zimmerman, P, G, (2000), Clinical Articles. The use of unlicensed assistive personnel: An
update and sceptical 100k at arolethat may present more problems than sol ution, Jour nal
of Emergency Nursing, 26, (4),

BACCN Working Party 2002 26



Number of Units

140

120 A

100 A

80

60

40 -

20 1

Distribution of Types of Critical Care Units

Classification of Unit

645 Questionnaires were sent out to units as follows:

Cardiothoracic Units 62
Coronary Care/cardiology 234
Intensive Care Units 237
Neurological Units 30
Paediatric Units 39
Mixed CC/ITU/HDU 43

Responserate therefore of 58%
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Appendix B

Pre-conditions for Accountability

Ability Having the knowledge, skills and val ues to decide when to act
on theissues in question

Responsibility Having achieved the ability, you can now carry out the action

Authority Having the responsibility to carry out the action

Example

For a hedth care assistant to be accountability for the hygiene of a patient they would have
to demonstrate the following:

Ability Knowledge of the patients hygiene needs, skills to carry it out,
the val ues associated with the ability such as comfort, dignity nd
thefeelings of the patient

Responsibility Identified in relation to delivering the hygiene needs of the
patient through the job description of the health care assistant

Authority To undertake this rol e through the delegation from the registered
nurse
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