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The invisible work of the district nursing
team: methodological problems associated
with exploring skills
Jean McIntosh Department of Nursing and Community Health, Glasgow Caledonian University, Glasgow, UK

This paper begins by identifying the context and extent of grade-mix changes in the
district nursing service, drawing attention to significant dilution in grade mix at a time
of considerable organizational change. The paper goes on to argue that there is no
easy formula for providing sound evidence on which policy and management
decisions about grade mix can be based. It suggests that the focus on tasks in much
of the research on district nursing does not offer a sufficient basis for making grade-
mix decisions, because nursing skills are not made explicit. The paper then makes
reference to one ethnographic research study in order to illustrate and explore some
of the methodological difficulties associated with trying to provide evidence of the
use of district nursing skills, focusing in particular on the invisible work undertaken
by team members. The paper concludes that if differences in the use of skills by differ-
ent grades of nurse can be identified, then further increases in grade dilution will have
consequences for patient care and must therefore address issues of quality in order
to comply with the principles of clinical governance.
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Introduction

Over the last 10 years, changes to the grade and
skill mix within the nursing service have generated
considerable debate (Hancock, 1992; Lightfoot,
1994; McKenna, 1995; Rapport and Maggs, 1997).
Arguments in favour of grade mix include cost-
effectiveness in the use of scarce resources, match-
ing skills to patients’ needs, flexibility in meeting
increased demand for nursing care and, in the case
of community nursing, a release of the specialist
district nursing sister for care planning and team
management (NHS Management Board, 1986; Ball
et al., 1989; Gibbset al., 1991). However, what is
lacking is a rationale for the changes in grade mix
which have occurred (Lightfootet al., 1992). This
paper aims to highlight the difficulties in providing
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the evidence for such a rationale, and it will
explore the methodological difficulties encountered
in one research study which attempted to provide
evidence of the use of district nursing skills. The
central focus of the research was the ‘invisible
work’ undertaken by district nursing team mem-
bers. The term ‘invisible’ refers to the cognitive,
interpersonal and managerial processes within
nursing care.

Background

The nursing care of patients in the community
requires a wide range of skills as well as the ability
to work alone and unsupervised for considerable
periods of time (Bramadatet al., 1996). The chal-
lenge of ensuring that patients’ needs are met and
that appropriate and high-quality care is given in
a diverse range of domestic circumstances is the
responsibility of the G-grade district nursing sister
(i.e. a nurse with the specialist qualification), who
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has at her disposal a nursing team of qualified and
unqualified nurses. Her team may consist of nurses
with up to four distinct levels of professional prep-
aration, occupying posts graded at five levels which
reflect different responsibilities and, of course, dif-
ferent levels of remuneration.

Over the past 10 years the balance of grades has
changed, and in Scotland, for example, between
1990 and 1996 there has been a reduction in the
proportion of G-grade district nursing sisters in the
work-force from 55% to 45%, and a rise in the
proportion of nursing auxiliaries from 19% to 24%
(Information Statistics Division, 1996). Grade-mix
changes in England and Wales are more difficult to
establish, but the Audit Commission Report (Audit
Commission, 1999) states that evidence from its
study sites shows that the proportion of staff at G
and H grades declined from 38% to 35% of total
staffing, while the proportion of staff at grades D,
E and F increased from 41% to 45% of the work-
force. District nursing sisters have therefore had to
adapt to leading teams which contain more nurses
without specialist qualifications and more unquali-
fied staff.

These grade-mix developments have occurred in
parallel with organizational change, policy initiat-
ives and technological developments which
together have radically altered the circumstances
in which patients are treated and cared for (Rapport
and Maggs, 1997; Jenkins-Clarkeet al., 1998). The
average length of patient stay in hospital is at an
all time low, more complex technology is being
introduced into the home in support of care,
emphasis has been placed upon a primary care-led
NHS, and social care of the elderly infirm has bur-
geoned (Department of Health, 1997; Latimer and
Ashburner, 1997; Scottish Office Department of
Health, 1998). There has been little acknow-
ledgement of the potential consequences of these
grade-mix changes for the current context of
patient care.

The question of what constitutes an appropriate
range of skills within the district nursing team is
therefore of central importance. However, provid-
ing the evidence for how skills link to grades and
what the consequences are for grade-mix decisions
is not easy (Davison and Pearson, 1994). One of
the central problems has been the focus on tasks
and workload, rather than on skills, in the majority
of district nursing research studies (Hockey, 1966;
McIntosh and Richardson, 1974; Dunnell and
Primary Health Care Research and Development2000; 1: 103–112

Dobbs, 1982; NHS Management Executive, 1992;
Cartlidge and Harrison, 1995; Jenkins-Clarkeet
al., 1998). These studies have used predominantly
survey methods, including work diaries, activity
sampling and structured observation. The Value for
Money Unit report on skill mix, in particular, dem-
onstrated how activity sampling with a focus on
tasks fails to account for the range of skills which
are used in district nursing (NHS Management
Executive, 1992). The report provoked a consider-
able debate which drew attention to the complexity
and range of skills used in district nursing, the need
to match skill with patient need, the holistic nature
of care given to patients, and the fact that the
observable task represents only one constituent of
nursing activity (Cowley and Mackenzie, 1993;
Royal College of Nursing, 1993; Goodman, 1996).

In summary, increasing grade dilution in the dis-
trict nursing service has occurred at a time of
increasing demand for patient care in the com-
munity, and the impact of such changes on the
quality of patient care is unknown. It has been
argued that a focus on tasks alone fails to capture
the skills which district nurses use, and therefore
it is difficult, if not impossible, to provide evidence
of what constitutes an appropriate skill mix for the
nursing team. This lack of evidence for the use of
skills formed the rationale for a study of the use
of skills within the district nursing team. Hence the
primary research questions were as follows.

1) What is the nature and range of skills used by
members of the district nursing team?

2) Do different grades of nurse use the same or
a different range of skills?

3) How is the use of different skills related to the
meeting of patient need?

Understanding the meaning of the term
‘skill’

The first challenge in a research study focusing on
the use of skill is, of course, to define the meaning
of the term ‘skill’. It is surprising that, in nursing,
a skill-based profession, the professional and aca-
demic discourse reveals a lack of clarity in the use
of the term. There are a number of ways in which
this occurs. For example, the notion that particular
nursing ‘tasks’ require particular nursing skills is
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widespread in the literature on skill mix, as Gibbs
et al. (1991) explain:

the issue at the heart of skill mix from a
managerial or pragmatist point of view is the
need to identify those nursing tasks which
require a professional qualification (usually
for the more technical aspects of nursing) and
to allow less or unqualified people to under-
take other more basic tasks. (Gibbset al.,
1991: 247)

The notion of a ‘hierarchy of tasks’ which needs
to be matched with an associated ‘hierarchy of
skills’ is also in evidence:

staffing the task system requires a hierarchy
of skills provided by those with specialist
training and a formal qualification (registered
and enrolled nurses) and those not in pos-
session of nursing qualifications (auxiliaries).

(Carr-Hill et al., 1992: 7)

The perception that certain nursing tasks require
specific levels of skill is very common, particularly
among non-nurses and managers. However, for a
number of reasons this perception is not helpful
for elucidating the complexity and range of nursing
skills required in community nursing.

First, it is rarely possible to disaggregate nursing
care in the home into individual nursing inter-
ventions. A patient’s care often requires a number
of different nursing interventions, each of different
complexity. Thus during the course of a visit by a
member of the district nursing team the patient will
need to be cared for by the nurse who has sufficient
skill not simply for one nursing intervention but
for all the care which has to be given (Luker and
Kenrick, 1992; Cowley and Mackenzie, 1993; Bra-
madatet al., 1996).

Secondly, to use the terminology of the litera-
ture, the nursing ‘task’ may reflect one aspect of
patient need (e.g. to receive insulin), but it gives
absolutely no indication of the other patient needs,
such as the need for information, advice or coun-
selling, or perhaps carer support. Thus the notion
of linking a skill level to a task overlooks a number
of additional skills which are required to fulfil
these other activities, so denying the possibility
that several skills can be used simultaneously, and
that they may be used together in an integrated
way.

Thirdly, the notion of a hierarchy of tasks and
Primary Health Care Research and Development2000;1: 103–112

skills completely disregards the hidden or invisible
skills such as risk assessment, judgement and
decision-making which are required, at least for a
proportion of the time, in order to enable care to
be planned, delegated safely and subsequently
evaluated (Goodman, 1996).

Given this lack of clarity about the use of the
term ‘skill’, it was decided, for the purposes of the
study, to adopt a framework of different ‘skill
domains’ which were referred to intermittently in
the literature and which were confirmed within the
personal community nursing experience of the
research team (Burnard, 1989; Royal College of
Nursing, 1992; Cowley and Mackenzie, 1993;
Goodman, 1996). The proposed domains outlined
below formed the first building block of the
study design.

Suggested domains of nursing skills

These were as follows:

• practical skills – any actions which require psy-
chomotor ability;

• interpersonal skills – actions that involve listen-
ing, talking and body language;

• observation skills – actions that involve noticing,
watching, hearing, smelling and feeling;

• cognitive skills – a complex group of thinking
processes including selection, discrimination,
interpreting, predicting, risk assessment, plan-
ning, evaluating, making judgements and mak-
ing decisions;

• managerial skills – actions involving liaison,
care planning, recording, ordering, teaching and
supervision, teamworking, delegating, motivat-
ing and allocating resources.

Although such a framework is a useful start, it
presents a considerable challenge in terms of
developing the overall research design and
methods. The research team identified the follow-
ing problems which needed to be addressed.

Problems in exploring skills in practice

First, as explained above, it is difficult to conceive
of a single skill being used on its own. The chal-
lenge for the research team, therefore, was how to
capture skills from different domains which were
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being used in combination. A related point is that
certain interpersonal skills are highly complex in
themselves and could be described as skills within
skills (Burnard, 1989). For example, negotiating
skills may involve listening, giving and seeking
information, advising, explaining and persuading.
Thus the research methods need to accommodate
the use of multiple skills, of which one constant
strand will be interpersonal skills. Moreover, the
means of identifying the more complex interper-
sonal skills such as negotiation present greater
challenges methodologically, due to the fact that
interaction may be differentially interpreted both
by the participants and by the researcher
(Swanick, 1994).

Secondly, there is the challenge of exploring
cognitive processes, which constitute one of the
key aspects of nursing practice which may be more
highly developed as a consequence of specialist
professional preparation (VanLehn, 1996). It is
crucial to try to find ways of providing evidence
of the use and value of cognitive skills, because
this may hold one of the keys to differentiating
between different groups of nurses and providing
a basis on which a more informed approach to
grade mix can be developed. The challenge is well
exemplified in Luker and Kenrick’s (1992) work
on decision-making in district nursing.

Thirdly, there may be a problem in identifying
the temporal aspects of care, namely those inter-
ventions where there is an intent to achieve some
goal over a period of time, but at such a slow pace
as to be unidentifiable in the course of a few visits
(Carr, 1999).

In summary, the challenges confronting the
research team included the use of multiple skills,
the possibility that interaction is subject to different
interpretations, the fact that skills transcend grade
boundaries, and finally the fact that skills include
invisible cognitive processes and an element of
temporality. A qualitative approach to data collec-
tion was indicated due to the complexity of prac-
tice to be explored. However, it needs to be asked
what particular qualitative approach would be best
suited to the study aim, and what methods would
meet the challenges outlined.

Meeting the challenges: an
ethnographic approach?

It was clear that the research questions outlined
above required a range of data sources and that
Primary Health Care Research and Development2000; 1: 103–112

there had to be a clear focus on the identified skill
domains. This would require the researchers to
enter the ‘world’ of the district nursing team, to
watch what they did, listen to what was said and
ask questions about what was seen and heard.
However, while understanding ‘culture’ is said to
be the principal goal of ethnography, it has to be
acknowledged that the ‘cultural focus’ in this study
was limited to the central concerns relating to the
use of skills (Hammersley and Atkinson, 1995).
Such a focus has also been noted in other studies
of district nursing work which have used an ethno-
graphic method, namely the focus on patient and
client ‘need’ in the study by Ong (1991), and the
response of primary health care professionals to
change in the community reported by Rapport and
Maggs (1997).

Consistent with an ethnographic approach,
observation of nurses working in the ‘natural set-
ting’ of the home was regarded as central (May,
1997). As other studies of district nursing have
shown, observation of the home visit offers one of
the best opportunities to explore the use of a wide
range of skills employed by district nurses (Kratz,
1978; Coombs, 1984; Smithet al., 1993; Baillie,
1995). However, it was acknowledged at the outset
that, in order to maximize the capacity of the study
to provide insight into the skills used by members
of the district nursing team, the research would
have to embrace different grades of nurse, different
configurations of nursing team and also different
Health Board/Health Authority settings. Each of
these may or may not influence the everyday rou-
tine use of skill (Hammersley and Atkinson, 1995).
The study would therefore involve a very consider-
able amount of data collection, and more than one
researcher would be required to manage the data
collection and analysis. A team of three researchers
was available to undertake the study, and the bene-
fits of team research include researcher ‘triangu-
lation’, whereby data collected and interpreted by
different researchers can be compared. Such com-
parison, where it yields either commonalities or
differences in findings and interpretation, helps to
highlight the credibility and transferability of the
research (Sandelowski, 1986; May, 1997).

Observation: strengths and limitations

The limitations of observation include the fact that
nurses might try to present their practice in the best
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possible light, as well as the possibility that the
presence of an observer changes the interaction
between nurses and patients in such a way as to
reduce the opportunities for nurses to use certain
interpersonal skills (Endacott, 1994). In addition,
during the observation period there is likely to be
a restriction on the number and range of patients’
nursing care problems which it is possible to
observe, and therefore a potentially narrow pro-
vision of opportunities for demonstrating skill.

However, it is now generally recognized that
observation does not necessarily lead to a distor-
tion of practice. A number of researchers who have
used observation confirm that research participants
very quickly become accustomed to the presence
of the observer and appear to act normally (Field
and Morse, 1987; Swanick, 1994). Although it is
unlikely that the direct care which is given will be
affected by an observer, it must be acknowledged
that patients may choose not to raise problems of
an intimate nature in the presence of a third party.
Thus opportunities for noting how nurses respond
to such problems may be missed. It is also the case
that the research observer may be intermittently
drawn into the conversation, and that this may alter
the course of any interaction (Mason, 1996). It was
therefore decided that the team would adopt non-
participant observation, and attempt to place them-
selves in as unobtrusive a position as possible in
order to minimize involvement in and direct influ-
ence on interaction between nurse and patient. It
was also agreed that nurses would be asked
whether they thought that the presence of the
observer had changed the nature of the routine visit
and, if this was the case, in what way it had done
so. These data could be used together with the
researchers’ fieldnotes on their own reactions and
developing understanding of nursing work, in order
to remain attuned to the reflexive character of eth-
nography (Hammersley and Atkinson, 1995).

Combining interviews with observation

Observation alone cannot capture cognitive pro-
cesses, but it does provide the researcher with
important cues relating to such processes which
can be pursued by other means. A combination of
observation and interview was the solution to
exploring this difficult area, by seeking parti-
cipants’ views on the use of skills which had been
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observed and how these related to patient needs.
This could be achieved by asking participants to
explain their thoughts, actions and interactions in
relation to the care given to patients, and by engag-
ing them in a reflective dialogue in order to explore
the thinking activity behind nursing practice. It was
hoped that the use of real examples of care which
had been observed would help to overcome some
of the difficulties experienced by other researchers
in encouraging nurses to unravel their cognitive
processes (Luker and Kenrick, 1992; Meerabeau,
1992).

However, there is also an inherent problem in
using interviews in which reliance is placed on
self-report of cognitive activity. It has to be
acknowledged that perceptions of actions and the
thinking that underpin them may reflect an exag-
gerated or biased account of what actually occurred
in the mind of the nurse. While it is difficult to
provide evidence which incontestably identifies
these invisible processes, the use of both obser-
vation and interview combined should guard
against serious distortion. Any account of mental
activity would have to correspond closely to the
context of care and the actions taken within it, both
of which have been observed, albeit for a limited
period of time.

The decisions about the balance between obser-
vation and interview were determined by the need
to try to capture the nurses’ cognitive processes
relative to the patients’ needs and problems. In
other words, the researchers needed to share the
nurses’ knowledge, perceptions, judgements,
uncertainties and decisions relating to the patients
whose visits were going to be observed. In order
to enhance the capacity of the study to yield
insights into these complex processes, it was
decided to seek to interview the nurses both before
and after each observation session. This is consist-
ent with the ethnographic approach in the sense
that the researchers could check out their own
understanding of what had occurred during the
home visit (May, 1997). This understanding and
insight was further developed and refined through
the medium of research notes which were made
during regular meetings between research team
members. Together with fieldnotes made during
the time spent with the teams, this constituted a
reflexive account of the research as it progressed.

There is a further issue which requires consider-
ation. Certain patients who are seriously ill, or who
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require complex care, may be visited exclusively
by the senior members of the nursing team, while
those patients who are in a more stable state and
require care of a more personal nature, may be vis-
ited predominantly by more junior or unqualified
members of the team. This may of course represent
important evidence about the use of skill, but it
could also lead to an interpretation of the use of
skill which reflects delegation practice rather than
the intrinsic skill level of individual nurses. While
it is important for the study to capture these differ-
ent patterns of team visiting, it is equally important
to provide a valid way of identifying differences
between different grades in order to address
research question (2) above. What is required,
therefore, is a ‘level playing field’ in the sense of
an equality of opportunity for demonstrating the
use of skills. Some means had to be found of tar-
geting observations to provide this ‘equality of
opportunity’ to use nursing skills.

The solution to this methodological problem was
to ensure that some of the observation was
arranged in such a way as to include visits to
patients who were cared for by all or several mem-
bers of the team. This would allow the research
team to observe nurses working in situations where
the patient care needs, and the nursing care given,
offered an identical opportunity for skill use, irres-
pective of grade. The limited number of such visits
was regarded as the only means of validating any
differences between the different grades of nurse
which may be uncovered during the course of the
other observation sessions.

Study design

Having selected the research approach and
methods, the final challenge was to decide on the
precise research design. How could the two
methods be used to address the research aims? The
final research design evolved as the research team
engaged in three different types of exploratory
pilot work. These included the use of a group of
practitioners representing all grades within the
team to review and comment on the proposed
methods, observation sessions and semi-struc-
tured interviews.

A central concern at this exploratory stage was
how to record data during the course of the obser-
vation sessions. Such recording may range from
Primary Health Care Research and Development2000; 1: 103–112

the use of a highly structured schedule to a much
less structured or even unstructured account or
fieldnotes. The research team attempted structured
observation of visits in order to try to capture the
full richness of the nurse–patient encounters, but
this proved to be too taxing. Therefore the ethno-
graphic approach of fieldnotes consisting of ‘rela-
tively concrete descriptions of social processes and
their contexts’ was adopted (Hammersley and
Atkinson, 1995: 175).

Following a trial of this approach, it was found
to be possible to identify the use of multiple skills
and to capture some of the more elusive skills such
as observation, as nurses will articulate these and
discuss them with patients during the course of
giving care. This was possible because the use of
practical nursing skills (e.g. doing a dressing) usu-
ally occupies a longer time span than the topics of
discussion which take place between the nurse and
the patient during the course of giving care.

Despite a degree of optimism that this combi-
nation of methods would provide sufficient scope
for identifying a wide range of skills in use, doubts
about the possibility of capturing data on interper-
sonal, cognitive and managerial skills remained,
due to the complexity of visits and the twin focus
on action and interaction. Moreover, the precise
means of targeting patients who were cared for by
all team members had yet to be resolved. In short,
there was a need to increase the capacity of
observed visits to yield insights into cognitive and
interpersonal skills, as well as the potential differ-
ences in the use of skills by nurses working at dif-
ferent grades.

In an attempt to overcome these challenges, two
further features of research design were incorpor-
ated into the study. First, it was decided that the
research team would record fieldnotes in a general
way for all patients visited, but that special atten-
tion would be given to one patient who would be
pre-selected by the researcher before the obser-
vation began. It was hoped that more intensive rec-
ording of action and interaction could be achieved
if this was undertaken for a time-limited part of
the observation period. The selected patient was
termed the ‘focus’ patient, and selection was made
on the basis that the patient had complex needs and
that they were visited by all members of the district
nursing team. Deliberate selection of a patient with
complex needs was made in order to provide an
opportunity to identify how the different members
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of the team would respond to the challenges posed
by such a patient. For example, the patient might
require psychological support, their condition
might be prone to occasional deterioration, and
there would be a potential requirement to address
carers’ needs. ‘Focus’ patient visits therefore pro-
vided the twin advantages of intensive recording
by the research team and the opportunity to gain
insight into the differential use of the skill domains
by nurses working at different grades.

After having finalized the approach to obser-
vation and undertaken exploratory pilot work, it
was decided that each observation session with a
member of the team should last for a full morning.
The morning’s work encompassed both routine
visits and visits to patients who were more seri-
ously ill, and it therefore offered sufficient scope
for observing a range of skills in use. Longer per-
iods of observation with the nurses were ruled out
because it was considered that an observation ses-
sion together with intensive questioning already
constituted a significant burden on practitioners.

As mentioned above, the interviewing took place
both before and after the morning’s observation
session in order to provide opportunities for
detailed probing of the care given to patients in
general and to the ‘focus’ patient in particular. A
pre-observation interview might, for example,
reveal a nurse’s concern that a carer was not fully
coping with the care of their relative. The
researcher would then attend carefully to any
exchanges relating to this problem, observing the
interaction between nurse, patient and carer in
order to identify the strategies which the nurse
used, and the carer’s response to these. The post-
observation interview provided an opportunity for
discussion and interpretation of events or interac-
tions that occurred during the visit. It was clear
that interview and observation sessions needed to
be arranged as close together as possible in order to
maximize recall. Accordingly, the pre-observation
interview was undertaken during the late afternoon
prior to the observation session the following day,
while the post-observation interview took place
immediately after the morning’s visits. The post-
observation interview was also followed, where
possible, by researcher observation of the team
meeting and administration time in order to pro-
vide an opportunity to collect data on managerial
skills.

The advantage of pre- and post-observation
Primary Health Care Research and Development2000;1: 103–112

interviews was that they provided the opportunity
to collect data on nurses’ perceptions of the context
of care, the temporal aspects of care, the circum-
stances of each individual patient and the nursing
team dynamics. Moreover, the researcher would
have the opportunity to check the nurse’s views of
her intended actions against the actual process of
the visit, as well as researcher interpretation of
what had occurred. It was hoped that this combi-
nation of two interviews and observation would
address most of the anticipated difficulties, filter
out misinterpretation and reduce the likelihood of
a failure to note the skills used. Thus both ‘method’
or ‘technique’ triangulation and researcher triangu-
lation were used in order to provide access to invis-
ible cognitive processes and to enhance the validity
of the study (Hammersley and Atkinson, 1995).

One final problem associated with the obser-
vation and discussion of the use of skills was ident-
ified during the early stages of the pilot work.
Although the researchers observed multiple skills
in use, some nurses either did not always identify
them in the same degree of detail, or else they
tended to couch them in terms of the care given –
for example, ‘general nursing care’. To circumvent
this problem, a ‘skills diagram’ was developed
using the work of Coomberet al. (1992) in Newc-
astle. Essentially, a range of skills from the five
domains were included in the diagram, and at the
end of the post-observation interview, after having
an unprompted opportunity to discuss the skills
used, the nurse was invited to use the diagram as
a basis for identifying any other skills which she
considered had been used during a particular visit,
supporting her comments with examples from the
visit. There is a risk that research participants
might select all the skills which they believe should
have been employed, but the researcher’s presence
would act as a check, and queries could be raised
if the nurse’s selection of skills from the diagram
represented an over-generous picture of what the
researcher had observed.

Decisions about sampling need to be both sys-
tematic and transparent (Reedet al., 1996).
Accordingly, a number of factors influenced the
sample selection. First, it was necessary to include
several members of each grade of nurse. However,
rather than inviting equal numbers of each grade
to participate, it was considered more important to
reflect the real world of community nursing teams
and to include whole teams within the study so
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that the team approach to the use of skills could
be explored. Furthermore, it was considered essen-
tial to ensure that different patterns of grade mix
within teams were included, so that the effects of
a narrow or broad mix of grades could be high-
lighted. Finally, the decision was taken to observe
nurses working in different Health Board settings
in order to identify whether there were important
organizational factors influencing the use of skills.
The team of three researchers offered a unique
opportunity to incorporate all of these consider-
ations into the sample selection, which finally con-
sisted of 76 members of 21 district nursing teams
from two different Health Board areas in Scotland.

In order to gain access to district nursing teams,
a letter outlining the study and inviting partici-
pation was sent to all members of each team. The
letter explained the background to the interest in
nursing skills, and informed the recipients that
managerial permission to approach them had been
given and also that approval had been obtained
from the Ethical Committee. Once interest in the
study had been expressed by the team, a meeting
was held between the team and the researcher in
order to discuss the study in more detail and to
explain the study methods. The response to these
invitations was good, and the majority of the
nurses regarded the study as an opportunity to
demonstrate their skills. Only two out of 23 teams
that were approached declined to take part.

Discussion

This paper has detailed a methodological approach
to the study of nursing skills which is very differ-
ent from that traditionally undertaken by
researchers in this field (Carr-Hillet al., 1992;
NHS Management Executive, 1992; Jenkins-
Clarke et al., 1998). Previous studies have used
predominantly quantitative methods, possibly
driven by the need to provide generalizable results
for managers and policy-makers. The limitations
of such studies include a tendency to focus on tasks
or activities rather than on skills, and a failure to
capture the use of multiple skills being used in an
integrated way. Such studies also pay little or no
attention to cognitive skills and the majority of
interpersonal skills. Moreover, they ignore the tem-
poral and team aspects of skill use. This limited or
partial view of skills runs the risk of diminishing
Primary Health Care Research and Development2000; 1: 103–112

the contribution of the specialist nurse, and may
unintentionally promote an uncritical move
towards further grade dilution.

However, the extent to which managers and pol-
icy makers can be persuaded to listen to and act
upon qualitative research findings on the use of
nursing skills is a moot point. As Meerabeau
(1996: 635) has argued, if research findings appear
‘complex and difficult to interpret’, if they are
directed at developing understanding rather than
providing readily identifiable conclusions, then
policy-makers might not be convinced of their util-
ity. Moreover, if the message conveyed by the fin-
dings does not fit with current policy concerns or
support the drive for cost containment, then it is
likely to be ignored (Meerabeau, 1996). For
example, it has to be acknowledged that simply
making skills ‘visible’ does not in itself provide
evidence of the value of the work of district nurs-
ing team members or the importance of their skills
to patient outcomes. However, if the study can
show that a broader range and more complex types
of skills are used by certain members of the team,
then it is argued that the consequences of reducing
the capacity of the nursing team to use such skills
must have consequences for patient care. This
potential finding would then place the burden of
proof for further skill dilution firmly on managers.

It is hoped that this paper has identified how
difficult this burden of proof could be. In out-
lining the scope and complexity of the nursing
skills used within the district nursing team, and in
defining some of the methodological problems
associated with exploring them, it is hoped that
there will now be a healthy scepticism about the
more simplistic approaches to the study of skill and
grade-mix. The district nursing team has experi-
enced grade dilution to a much greater extent than
other professionals in primary health care. The fact
that they absorb a considerable proportion of a
Community/Primary Care Trust’s budget has un-
doubtedly played a role in this, because grade
dilution can achieve significant savings, as the
Value for Money Report recommendations showed
(NHS Management Executive, 1992). However, in
the current climate of clinical governance it could
be argued that incremental grade dilution is no
longer acceptable unless it is based on sound evi-
dence that there are no negative consequences for
patient care (Department of Health, 1997; Scottish
Office Department of Health, 1998). It will
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undoubtedly be as problematic and difficult to pro-
duce evidence to support grade dilution as it has
been to challenge it.
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