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ABSTRACT

TITLE: The Development and Diffusion of Wound Healing Theory and
Practice: A Sociological Case-Study

AUTHOR: Olga Ivetic

The initial aim of this study was to tap the knowledge and experience of
doctors and nurses caring for patients with fungating and ulcerating
malignant lesions, and in recognition of the scant information available
on the nature and treatment of this condition, to make this information
available to the wider medical and nursing communities.

The discovery that experimental studies conducted in the 1960's on the
physiological processes of wound healing contradicted the previously
held dominant view that a 'dry' environment promoted healing, resulted
in the researcher widening the remit of the study. This enabled its
original focus on the management of patients with malignant lesions to
be extended to encompass the extent and sources of clinicians' knowledge
about wound healing matters in general and innovations in the wound care

field in particular.

It became apparent that, in order to understand the factors which
influence clinicians' adoption of innovations, it is not sufficient just
to focus on the ‘'adopters' of new practices; one must also investigate
the role which the 'suppliers' of new kncwledge and technologies play in
affecting the rate of adoption.

Investigation of these issues led to a wide-ranging study based on
in-depth’ interviews with samples of nurses and doctors, research
scientists and commercial personnel. The findings from this study
indicate that various parts of the body can be a potential site for the
development of malignant lesions, which may affect both sexes of all
ages, although lesions in certain areas are particularly common, and sex
and age-specific. Various conventional and unconventional treatments are
used on these lesions, although there was little evidence that doctors
and nurses operated on the basis of some clinical consensus when
assessing wounds and deciding on the management regimes to employ. The
finding that the choice of treatment for malignant and non-malignant
wounds is governed by a whole host of social, institutional,
psychological and economic factors dispels the myth that wound
management is based on objective clinical criteria alone.

The education and socialisation of scientists and the settings in which
they work were found to influence their practice,  in much the same way
as these factors influence clinicians' practice. Moreover, scientists
and people working in the commercial world, like clinicians, often
employ tacit and experientially based knowledge to inform their
practice, frequently informally and often haphazardly acquired, as
opposed to via formal learning.

The findings also indicate that the development, diffusion and adoption
of medical innovations are influenced by various socio-economic,
institutional, individual and political factors. Moreover, that as
radical as an innovation may appear, it more often represents a
continuation of that which 1t supercedes than a totally radical
departure from it.
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INTRODUCTION

The initial aim of this study was to investigate the extent and sources
of nursing knowledge about the nature and management of cancer patients
with fungating (1) and ulcerating (2) lesions. The impetus for this
investigation arose from a preliminary study conducted in the Health
Studies Department at the Sheffield City Polytechnic, of the nursing
care of patients with such lesions. This area had been considered worthy
of stndy because little information seemed to be available regarding the
nature and treatment of this distressing but not uncommon condition. The
care of the physical symptoms and the associated psychological problems
presented by such patients have become mainly a nursing responsibility,
vet nurses have to rely largely on intuitive or experientially acquired
knowledge to deal with them. Even where the experience on which this
knowledge is Dbased is extensive, this situation was seen as
unsatisfactory by many practitioners in the field. This situation

provided the original impetus for the study.

This study developed out of an investigation which was originally
directed towards a practical outcome. fhat of formalising the informal
knowledge that currently exists about this condition and. its management.
It was hoped that by providing carers with a resource on how this
condition is dealt with by 'other' health care professionals effective
and consistent management of such patients may develop. However, as the
study progressed interest was generated in certain theoretical areas
which will be discussed shortly. Thus a process of evolution from the

initial empirical investigation took place.

1. Fungating malignant lesions are those which form a raised nodular

mass, which ultimately becomes necrotic.

2. Ulcerating malignant lesions are those where there is a breakdown

of tissue and the development of a 'crater-like' wound.
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The author became involved with this study as research assistant in
1985. It could be argued that the researcher's social science as opposed
to medical or nursing background, affected not only the course of the
research but also its nature. The direction in which she took the
research, the questions she regarded as important to ask and the
interpretations she gave of the answers, clearly reflected the conceptual
frameworks of her discipline. Had she come from a medical or nursing

background the resulting research may have been of a totally different

order.

It could be claimed that the researcher's background made her
'objective', in terms of the initial research project, because unlike a
researcher from a medical or nursing background she neither possessed,
nor operated within, pre-set assumptions about issues relating to wound
healing theories and wound care practice. However, as far as the
researcher is concerned, claims to ‘objectivity' on such accounts have
been of infinitely less significance in shaping the resultant research

than the points discussed immediately above.

The researcher's first task was to undertake a review of the literature
on malignant lesions. This led her  to an azawareness that although
malignant lesions represent a specific type of wound, they are
nevertheless wounds, and as with any form of wound management, it is
generally considered desirable that nurses should base their treatment on
a sound understanding of the normal physiological processes of wound
healing. This recognition led to the introduction of a second element to
the study, namely an exploration of firstly, the extent and sources of
nurses' knowledge about the general principles of wound healing, and
secondly, how far their management of malignant lesions is based on an

understanding of these processes.

Two factors, then, influenced the direction of the study. Firstly, a

review of the literature on wound healing revealed that experimental
studies conducted in the 1960's on the physiological processes of wound
healing appeared to run counter to previous thinking about how wounds
heal. A senior technician, by the name of George D. Winter, working in

the Institute of Orthopaedics at the Royal Natioral Orthopaedic Hospital
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at Stanmore, discovered that a moist rather than a dry environment
provided the optimum conditions for healing to take place. This
innovation in wound healing has become generally known as the moist

wound healing theory (MWHT).

Secondly, the search for a theoretical framework for the study led the
researcher to trace the development of the nursing profession. In so
doing she became aware of the historical relationship between doctors
and nurses, and particularly the medical profession's involvement in
nurse education. Several writers consider that nursing knowledge in the
19th century was controlled by the medical profession in a bid to
monopolise all aspects of medical knowledge, thereby consolidating their
monopoly over medical practice. It was this apparent monopolisation of
medical knowledge which the researcher thought. worthy of further

investigation - particularly as it related to'nﬁrsing knowledge about

wound management matters.

Additional literature searches were then conducted in the areas of the
historical development of the medical and nursing professions and nurse
education. Many of the arguments proposed in this literature appeared to
relate to the significance of social influences in the development of
medicine and nursing. A review of the literature relating to the
sociology of medicine and nursing then followed. This confirmed the
researcher's growing awareness of the important influences which
socio-political, cultural and economic factors bring to bear on health

care practice and the constitution of medical knowledge.

Tracing the historical antecedents of the MWHT and the synthetic
dressings which laterkbecame associated with it, through the scientific
and medical literature and into nursing literature, revealed a complex
picture. It became apparent that socio-economic and political factors,
such as the experiences of war and the shifting industrial base of
certain European countries, played a significant part in these

developments.

It was at this point that the researcher decided to locate the empirical

data provided by the development of the MWHT and associated dressings in

3



the context of a wider theoretical framework relating to medical
knowledge and practice, provided by medical and nursing sociologists.

This raised the following issues for analysis.

1. How far those involved in wound management, principally nurses
and physicians,
a) are aware of recent changes in wound healing theories and
techniques;

and

b) adopt innovations in the field of wound care.

2. How do those health care professionals routinely involved in
wound management keep abreast of innovations in the wound

care field.

Investigation of the above issues led to a wide-ranging study based on
interviews with samples of nurses drawn from the total population of
those employed in three units of one Health Authority. These areas were
chosen because nurses with appropriaée experience (3) were likely to be

concentrated there.

A further dimension was added to the study in order to reflect its
refined theoretical focus. The researcher decided that selected members
of the medical staff from the above areas should also be included in the
study. It was hoped that this would provide insights into the individual
and collective roles which these doctors and nurses play in treating
patients with malignant lesions, and enable the processes of knowledge

dissemination between medical and nursing domains to be explored.

This is not the first time that a study of the nature and management of
patients with malignant lesions or that of the development, diffusion

and adoption of medical innovations has been undertaken. It must

3. 'Experience' is taken here to mean nurses who are qualified in

oncology and/or have cared for patients with malignant lesions.



however, be said that these two areas have been unequally investigated

and reported upon.

The nature of malignant lesions, the causes of them and of their
associated symptoms, such as bleeding, pain and malodour, and their
prevention, have received scant attention from either the scientific or
the medical world. This may be due to the way in which certain areas of
medical knowledge are considered worthy of scientific enquiry while
others are not. For example, the physiological processes of wound healing
are amenable to controlled experimental studies and, as such, they appear
to be acceptable as an area of interest within the domain of 'scientific’
medicine. The nature and treatment of malignant lesions, in contrast, are
very difficult areas to study. They are not amenable to controlled
scientific investigation given their non-uniformity. Thus they appear to
fall outside the scientific medical domain and have come to be considered
the province of nurses (who may be regarded as a relatively
'non-scientific' group by their medical colleagués, in terms of the

knowledge base which informs their practice).

The reason for the lack of research into the cauées of this condition has
perhaps less to do with its rarity (indeed we do not know the incidence
of this condition precisely because of this lack of research; certain
conditions have attracted to them much research despite the fact that
they may only affect a relatively small proportion of the
population), and more to do with various socio-political and economic

factors, as the following discussion will hopefully demonstrate.

The development of fungating and ulcerating malignant 1lesions are
inextricably linked with the underlying malignant condition, although the
relationship between them is not a simple one. Cancer is now regarded as
a major cause of death in Britain and its total mortality rate is
increasing. The disease kills about one in five of all people dying in
Britain. It is the major cause of death among men and women of all ages

and according to Doyal et al (1983):

" twenty percent of people now alive in Britain can expect to

die from cancer" (p8).



So what do we currently understand to be the causes of cancer more
generally? The causes of cancer are increasingly being seen by those
propounding the 'radical' approach as social in origin, from exposure to
carcinogens in the workplace, in consumer products and the environment
more generally. However, the relationship between the onset of cancer and
exposure to certain carcinogens is usually not a simple one, according to

Doyal et al (op.cit.):

", .most cases are related to several different elements in a

victim's physical, social and economic environment which interact

with his/her own genetic make-up to produce a cancer" (pl-2).
Nevertheless, the fact that the majority of cancers are largely
environmental in origin is evidenced by the marked differences found in
cancer rates between different social groups, particularly different
social classes. In Britain, for example, most of the major cancers are
more common among semi-skilled and unskilled workers than among the
skilled and professional classes (Occupational Mortality: Registrar
General's Decennial Supplement (1982-83). These class differences are
important because they serve to demonstrate that the causes of cancer

cannot be explained simply in natural or genetic terms.

Many forms of cancer are thought to be preventable but that changes in
the way we live are an essential first step towards prevention. However,
there appears to be considerable disagreement about what these changes
should be and how they can be brought about, although there is a general
recognition that they depend in large part on political will and the

allocation of necessary funds with which to institute them.

Thus 1if some cancers are preventable so too, one could argue, are
malignant lesions. Moreover, that the medical and scientific professions'
lack of interest in the causes and prevention of this condition may be
due to various social and political factors. One reason could be related
to the type of patients generally affected by this condition, namely
women, especially older women. One could argue that many of the diseases
which affect women tend not to attract to them as much research interest
or resources as other conditions. Moreover, malignant lesions tend to be

managed by nurses through palliative care. One could cynically argue
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that if this was a condition which fell predominantly within the
doctors' domain and was affected by curative treatments then the picture

presented would be somewhat different.

If the causes and prevention of this condition have been
under-researched, the management of these lesions, as a specific area of
investigation, has fared little better. Indeed, the link between the two
areas seems particularly pertinent to nurses, for after all, how
effective can their management of the symptoms be if they do not know or
understand their causes? Even when studies have been conducted into the
management of these lesions, perhaps not surprisingly, they have emanated
from those with the major responsibility for caring from them, namely the
nurses, and not from those within the scientific or medical community.
However, these studies tend, on the whole, to be anecdotal, deéling with
specific cases and presenting lists of local and topical therapies
employed on these lesions and on occasion, the systemic treatments that
are used to treat the general malignant condition and directly or

indirectly to stem the spread of the lesiqn$ or heal it.

As far as those supporting the quantitative approach to research are
concerned, such single case-studies or those using small samples of
patients, are inadequate as they do not allow for wider generalisations
to be made from the findings and suffer from the additional problems of
reliability and validity. However, this researcher does not share such
views. Bs far as she is concerned, previous studies of this condition
are deficient for many reasons but they are wunrelated to ~ the
methodologies employed, for she holds the view that single-case studies
and small sampled studies can produce extremely rich and valuable data.
The researcher believes that in the first place there are too few
studies dealing with this condition, and in the second place, the scope
of their investigations is often far too limited. For example, by
focusing on those sites of the bcdy where these lesions most frequently
develop, such as the female breast, a distorted picture of their
presentation is offered with little indication that they can develop on
virtually any part of the body. Moreover, by reporting mainly on the

development of these lesions on the female breast, which are thought to



present as the 'classic' type of fungating lesion - a nodular
protruberance - there is little indication of the variability of their

appearance, which may lead to mis-diagnosis.

The task-orientated nature of nursing, which tends to stress what is used
and how it is used, is reflected in the studies conducted on these
lesions. They tend to focus on the management of these lesions, in terms
of what local and topical agents are employed, with little attention
being given to the psychological aspects associated with this condition,
such as the tendency for such patients to conceal the existence of these
lesions. However, even in terms of discussing the practical management of
these lesions many of the studies are deficient, for apart from reporting
the general actions of certain agents used on these lesions, for example,
that they clean, debride or deal with infection, they fail to address the
underlying rationales for their usage. The underlying assumption, of
course, is that patient care represents ,the_ application of clinical
criteria, if not scientific knowledge. This whole idea conforms to the
principles of the dominant bio-medical model of health and illness.
Critics of this model, hoﬁever, claim that the treatments given to
patients in general are not based on the level of scientific knowledge
and doctor expertise (Mishler, 1981) or clinical criteria (Ehrenreich and
English, 1973; Ilza, 1965), but on doctors' values and social attitudes
(Zola, 1972), their integration or isolation from professional and social
networks (Coleman et al, 1966), commercial influences (Kerr, 1980) or
the social worth (Sudnow, 1984) and socio-economic position of the

patient (Myers and Schaffer, 1954).

Many of these studies, however, focus on the various sociological factors
which influence and shape medical practice; little research has been
conducted on what influences and what constitutes nursing practice.
Previous studies of the care of patients with malignant lesions certainly
do not address themselves to these issues. The role of the medical
profession vis-a-vis nursing practice and nursing knowledge is not
investigated, despite the fact that this subject has been (Darbyshire,
1987; Davies, 1980; Prince, 1984) and indeed continues to be (Akinsanva,
1984) at the centre of much debate. Moreover, the cquestion of whether

nurses should be seen primarily in terms of their mastery of practical
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skills (Bendall, 1973; Holford, 1981) or their theoretical knowledge and
understanding (UKCC, 1986; Wilson, 1975) is not addressed. The
management-orientated nature of many of the studies of malignant lesions

by implication gives primacy to practice as opposed to theory.

The implicit view arising from the studies of fungating and ulcerating
malignant lesions is that this is a relatively rare condition. Indeed,
the paucity of information on it does little to dispute this view. In
order for us to be able to judge just how 'rare' it is we need to have
more information on its incidence than is currently available. Moreover,
the studies currently available tell us very 1little about the
epidemiology of this condition, apart from the fact that post-menopausal
women, particularly those over 60 years of age, are the group most
commonly affected. If more large-scale statistically based studies were
conducted they may well show this to be true. However, such studies may
also demonstrate more surprising facts that spch lesions also develop in
younger women. The discovery of such facts.may serve as a warning to
younger women should they be lulled into a false sense of security,
believing this to be an 'old woman's' condition. Such studies would also
hopefully demonstrate that although this condition is apparently more

common in women it is also to be found in men.

Furthermore, there 1is nothing in the current studies about the
occupational and class status of the people affected. Information such
as this has important implications in terms of allowing future
researchers to study the possible links between the development of these
lesions and the occupation or class position of those affected. It could
be that people from certain classes, perhaps because of the type of Jjob
they do or area they live in, makes them more prone to the development
of these lesions than people from other classes. The link between social
factors such as these and illness is a well researched area (Black,
1980; Osmond, Baker and Slattery, 1990; Paffenbarger and Hale, 1975) and
certainly the association between the development of various cancers and
the variables discussed above has received much attention in recent
years (Doyal et al, 1983; Robinson, 1981). Linking social factors with
illness in this way clearly conflicts with the dominant bio-medical

model of health and illness, which assumes both states to be fully
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accounted for by deviations from or conformance to certain biological
norms (Doyal, 1979; Ehrenreich, 1978) without recognising that health
and illness are social as well as biolocgical facts (Wright and Treacher,

1982).

Thus from the above discussion it is obvious that the care of patients
with malignant lesions is an area which has been seriously neglected as a
focus of inquiry, and that as a result, there are major gaps in current
understanding of this condition and its management, and much scope for

future research.

Innovation is one of the major mechanisms of social and technical change
and economic growth. The necessity to keep on investing and innovating in
the form of launching new products is an example of this technological
regeneration and is evident in a number of fields, particularly medicine.
Interest in this subject of change has inéréased over the years. One
aspect in particular which has receiﬁed considerable attention is the
diffusion process, by which a new iaea spreads "from its source of

invention or creation to its ultimate adopters or users" (Rogers, 1962).

The traditional and most completely developed approach to the study of
the diffusion of innovations, and one which has dominated academic
thinking, is the 'adoption' perspective (Rogers and Shoemaker, 1971).
This perspective focuses on the factors which influence the rate of
adoption, particularly emphasising the role of social 'inter-personal'
networks, information flows and psychological variables such' as
innovativeness and resistance to adoption. Innovators, opinion leaders
" and gate keepers of information receive particular attention, as they
are seen to be of prime importance to the functioning of the
inter-personal network and thus are influential in persuading others to
adopt a given innovation. However, it 1is not true to say that the
adoption perspective only focuses on the adopter unit's characteristics
in order to indentify the factors which affect the diffusion and
adoption of innovations. It also looks at the innovation itself, in the
belief that the characteristics of certain innovations can in themselves

affect their adoption.
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Because the above paradigm tends to be concerned with the adoption side
of the diffusion process it tends to be referred to as the 'demahd‘
perspective. There are, however, alternative perspectives which deal with
the 'supply' side of the diffusion process, focussing as they do on the
point of production and distribution of an innovation. They have not,
however, received much attention, nor do they represent a coherent
school of thought (Brown, 1981). According to one of these perspectives,
the 'market-infrastructure’ perspective, supply and access
considerations account for an extremely high percentage of differences
in the rate and patterns of diffusion. This perspective is mainly
concerned with the way innovations are made available to potential
adopters. It argues that the organisation diffusing the innovation
determines in many ways the potential adopters' ability to adopt, thus
shifting the responsibility for adoption away from the adoption unit and
onto the diffusion agency itself. More specifically, the price of the
innovation, promotional and marketing campaigns and the market selection
and segmentation are all thought to influence in very important ways the

speed of adoption.

Another perspective utilising the 'supply side' argument is to be found
in the economic historical school of thought. Whereas the
market-infrastructure perspective looks at the problem of logistics,
distribution and promotion, it says virtually nothing about the
innovation itself. It is precisely this feature which occupies one
school of economic historical thought. It is concerned with the impact
that changes in the innovation itself have on adoption. More
specifically, it examines the way in which the innovation is continually
being perfected and adapted to new uses and new markets, thereby
increasing its adoption rates. Many innovations are relatively crude and
inefficient at the time they are first launched and are not suited to
many of the uses to which they will eventually be put. As such they may
offer relatively little advantage over existing products and so adoption
may be slow. Moreover, the need to learn new skills and adopt different
frames of reference to deal with the new innovation may also take time,
which may account for slow adoption. In order to understand the rate of
adoption of any innovation this school of thought also regards it as

important to look at the complimentaries, that is the other innovations
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which need to be developed before the first innovation can be
successfully adopted, and the products which this innovation is

replacing, in terms of any improvements which are made to them.

Research into the development and diffusion of innovations has been
conducted in numerous fields (see section 4.1). However, research into
what constitutes nursing knowledge and practice has received scant
attention from academics and clinicans alike. Much has been written on
medical knowledge and practice and the influences on the development and
diffusion of drugs, but the whole area of the diffusion and adoption of

innovations by nurses and the sources of their knowledge has hardly been

addressed.

The MWHT and its associated dressings are still regarded by many
clinicians as new even though the theory was developed in the 1960's and
the first dressing associated with it, named OpSite, was developed in
the 13970's by Smith and Nephew Ltd. Apart from studies conducted to
compare the effectiveness of the various synthetic and semi-synthetic
dressings based on the MWHT with traditional wound management practices,
little work has been done to ascertain nurses' and doctors' awareness,
and the extent of their knowledge and understanding of this theory and
its associated dressings. How clinicians learn about innovatory research
findings and practices pertinent to their every-day work and the factors

which influence whether or not they adopt them, have been neglected.

Conversations inkclinical circles and discussions in many studies tend to
raise the point that it is not research per se which nursing is lacking,
but that nurses appear to be particularly bad at applying research
findings, even those which may improve their management of certain types
of patients or conditions. The continued existence of pressure sores is,
for example, constantly bemoaned, yet many clinicians feel that they
could be prevented from developing and indeed a great deal of research
has been focused on precisely this issue. Is the problem therefore one of
availability and accessability, ih that nurses are not aware of the
existence of such studies, or are the reasons for nurses not applying

research recommendations to be found in the nature of nursing itself?
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Despite the well-acknowledged contrédiction between the existence of
nursing research and nurses' application of its findings, very little
work has been done on researching this phenomenon - namely why nurses
appear not to adopt research findings. Thus before nurses or others
engage in research aimed at affecting nursing practice, and to prevent it
becoming absorbed into the existing stockpile of research which remains
unknown to the majority of nurses, more research needs to be done on
identifying and understanding the factors which determine why nurses do
or do not adopt innovations in clinical practice. Then, perhaps, more
effective use could be made of future research, it could be more

rationalised, and scarce resources be put to better use.

As the methodology chapter will discuss in more detail, a qualitative as
opposed to a quantitative methodological approach was adopted by the
researcher to investigate the various areas -related to wound healing
theory and practice. The samples of respondents used in this study were
relatively small and issues surrounding the MWHT and associated
dressings, in terms of their development, diffusion and adoption, were
investigated using the case-study approach. In this respect, this study
has much in common with those which have previously dealt with these
areas (see section 4.1), although it is hoped that the material is

richer in both breadth and depth.

Previous studies of malignant lesions and wound healing theory and wound
management have, in the main, been conducted by clinicians with highly
pragmatic concerns. It is hoped that one of the contributions of this
study is to demonstrate that social scientists can and should penetrate
scientific and medical specialisms. Indeed, that they have a valuable
contribution to make to understanding modern scientific medicine. Their
neutrality, in terms of a lack of vested interest within the arena of
professional health care between competing occupational groups, enables

them to be dispassionate and informed, detached observers and analysts.

Another distinctive aspect of this study is that, although it is hoped
that some of the findings will have a practical outcome and, for example,
can help inform the management of both malignant and non-malignant wounds

by increasing clinicians' awareness of what treatments are used and why,
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it has another dimension. Its aim is to develop theoretical understanding
of firstly, the various sociolcgical factors which influence the
production, diffusion and adoption of innovations in the health care
field; and secondly, the types of knowledge possessed by health care

professionals and the sources of their knowledge.

In investigating the development, diffusion and adoption of the MWHT and
its associated dressings the researcher has sought to tackle an area
which has been under-researched, namely the adoption of innovations by
the nursing profession. Research into the development and diffusion of
innovations in general has tended in the past, to focus on the ‘'demand'
and 'adopter' side of this process. However, this study, in moving the
research away from the ‘'adopters' of new practices and onto the
'suppliers' of new knowledge and technologies, has in effect followed the
recent trend towards investigating the ‘supply-side‘l of innovation
development and diffusion. More specifically, it is the intention of this
study to analyse the ways in which the 'demand' and 'supply' side of the
diffusion process interact and influence the adoption of innovations in
health care practice. In practical tetms, this means that both the nurses
and the doctors, at whom this new theory and associated dressings have
been directed, the research scientists who were involved in the
development of the MWHT, and the company who pioneered the first dressing
based on this theory, are the focus of this study. Thus it is hoped that
this study will make the case for studying the adoption of innovations by
nurses to the level of importance that it deserves, and will demonstrate

the extent to which the nursing profession has been neglected in this

respect.

The findings from this study on the nature and management of fungating
and ulcerating malignant lesions, the nurses' and doctors' knowledge and
understanding of the general principles of wound healing and, in
particular, that of the MWHT and associated dressings, forms part of what
may be termed the ‘'demand' side of the study. This term, as mentioned
above, is used in innovation literature to denote the 'adoption' stage of
the diffusion process. In this sense, the findings mentioned above
represent the ‘adoption' by practitioners of various Kknowledge and

techniques. The final part of this study forms part of what may be termed
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the 'supply' side of the study. It investigates the origins of the
innovations under study, and the knowledge and techniques emanating from
the scientific and commercial communities responsible for the development

of the MWHT and the dressing first associated with it.

With respect to the nature and management of malignant lesions, this
study aimed to investigate the doctors' and nurses' perceptions of the
causes of these lesions and their associated symptoms. Their different
sites of presentation and different types of presentation, in terms of
the characteristics they present, and possible methods of prevention are
also investigated. However, not all the emphasis of this study is on the
respondents' knowledge about the lesions per se. The researcher thought
it appropriate to also ingquire from the respondents about the types of
patients affected by this condition, in terms of their age and sex, so as
to make a tentative start at filling some of the gaps identified in
previous research in this area. It would not have been possible to obtain
any accurate information about such patiénts' social class and
occupational status from the clinicians interviewed in this study. This
would have only been possible if the researcher had had direct access to
a sample of such patients themselves or their records, which certain
ethical considerations and the limited remit of the study precluded her

from doing. This is certainly an area for future research.

Studying the nature and management of malignant lesions as well as the
development, diffusion and adoption of innovations into nursing practice
may sound incongruous. However, in many respects they are highly
complimentary, for through them the researcher hopes to discover whether
differences in the way scientific knowledge (in terms of the MWHT and
associated dressings) and non-scientific knowledge (with respect to
malignant lesions) is acquired by clinicians and whether they are able to

understand and make use of any one of them better than the other.

However, there are limitations to this study. The methodological approach
adopted, in terms of the case-study and small sample size, does not allow
for wide generalisations to be made from the findings. What it is able
to do, however, is to generate ideas and explore many issues which can

subsequently be investigated in more breadth and depth.
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The very nature of the researcher's educational background precluded her
from directing the study into more scientific and clinical areas, such as
investigating the nature of malignant lesions histologically or assessing
the effectiveness of the local and general treatments used on them. The
researcher also fully recognised the value of presenting the patients'
perspective, but for reasons discussed elsewhere was not able to pursue
this area of inquiry. Thus in discussing the case of malignant lesions
it is only the clinicians' side of the story which is presentéd. There
are a number of reasons for this. Firstly, because health care
professionals provide a crucial role in the care and treatment of such
cancer patients, and because their knowledge and understanding can make
a difference to the quality of life of individual patients, it was
regarded as important to direct this study towards them as a first step.
Moreover, apart from the general implications arising from existing
studies in this area virtually no research has sought to establish the
level and extent of knowledge which those involved in caring for such
patients possess and which, one may suppose, informs their day-to-day

management of them.

A second reason for studying clinicians, namely nurses, with regard to
malignant lesions, is because of the very nature of the type of care that
they provide to such patients. When one reads literature on the care of
cancer patients a great deal of emphasis is placed on the improved
ability of present day medicine to cure them. However, there is much

evidence to support the claim made by Doyal et al (1983):

" that western medicine has so far proved remarkably ineffective in

helping cancer patients - survival rates for most of the common

cancers have improved very little over the past 30 years" (pl).
Indeed, cancer treatments are increasingly coming under attack for
reducing the quality of life of many cancer patients as well as failing
to provide a cure. Many people can live with cancer for many years and
through appropriate and sensitive palliative care can have qualitatively
rich lives, but very little research has formally been conducted on the
role and importance of palliative care. Indeed, in the action plan
adopted by 'The Council of the European Communities and the

Representatives of the Governments of the Member States Meeting within
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the Council' in their 1990 programme "Europe against Cancer", it is

clearly stated that:

"Whereas it is the view of the World Health Organisation that
palliative care can provide extremely valuable support both for
patients for whom all treatment has failed and for their families
...such care should therefore be given recognition and assistance"

(p31).
The care of patients with malignant lesions is an area where palliative
care can perform such an important role. It is therefore certainly of
importance to study not only the type of palliative care given to such
patients, but also to investigate the rationales underlying its use,

which this study attempts to do.

The limited resources and narrow initial scope of the study meant that
the investigation of the diffusion and adoption of the MWHT and
associated dressings was not treated in the manner of other diffusion
studies. Thus the factors identified in the literature on this area as
significant in affectingAthe diffusion and adoption process were not
tested, nor were the various models and diffusion networks explored in
great depth, although the whole study of the MWHT and associated
dressings has enormous potential as a wide-ranging and interesting
diffusion study. Although this study may have its limitations, they are
not in terms of ideas. Indeed, it seems abundant with ideas which can be

developed at a later date.

The natural evolution of the study and the theoretical ideas which
underpinned it determined the rationale for the architecture of the
thesis. The first chapter presents a detailed discussion of the wvarious
methodological approaches employed to obtain data from the relevant
clinical, scientific and commercial personnel. The data collection
techniques used are described and the methods by which they were
operationalised to suit each particular area and group of respondents

are also discussed in detail.

Chapter Two begins that part of the thesis devoted to a presentation of
the various findings. It begins with a literature review (as do the

subsequent two chapters) on the nature and management of fungating and
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ulcerating malignant lesions, before proceeding with a discussion of the
findings from the nurses and doctors on their knowledge and understanding
of this condition, and the sources of their knowledge. At the end of
this, as with all the chapters, a detailed conclusion will be presented
containing an analysis of the preceeding data and its relationship with

the overall theoretical framework of the thesis.

Taking the issue of wounds from the specific to the general, Chapter
Three is devoted to presenting the data from the clinicians about their
knowledge and understanding of the general principles of wound healing,
expecially the MWHT and associated dressings. As with the previous
chapter, the sources of the respondents' knowledge are investigated, as
this has important implications for the manner in which knowledge of

innovations in the health care field is diffused.

Much of the evidence presented in Chapters Two and Three demonstrate the
empiricism of modern medicine, where theie appeafs at times to be no more
to wound healing than what is 'visible' and 'observable'. Yet there is
much to suggest that the nurses' 'gaze' is not trained to give them the
meaning with which to inform their clinical practice. What this emphasis
on the 'gaze' does, however, do 1is bestow primacy to perception and
experience while subordinating theory, with the result that theory
occupies either a marginal position vis-a-vis clinical practice or is
totally alienated from it. Moreover, while this tacit and experientially
based knowledge appears to be taken for granted and often considered
unquestionable, knowledge theoretically and scientifically constituted is

regarded with suspicion until it has been proved to work in practice.

The findings from this part of the study also demonstrate that nurses'
and doctors' experiences, both social and occupational, determine what
they see and the meanings they attach to their observations, and that
their 'knowledge' base is in large part thus constituted. This is
particularly the case where formal knowledge does not exist, as in the
case of fungating and ulcerating malignant lesions, but it is also
evident where formal knowledge does exist, as in the case of wound
healing theory and general wound care practice. What this finding does is

dispel the myth that doctors, and more particularly nurses, operate on
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some clinical consensus when asseééing wounds, whether malignant or
non-malignant, and deciding on the management regime to employ. The
finding that the choice of treatment for malignant and non-malignant
wounds is governed by a whole host of social, institutional,
psychological and economic factors and not on objective clinical criteria
alone, dispels yet another myth concerning clinicians' assessments of
wounds. This is in contrast to the bio-medical model of health and
illness which regards patient care and medical practice as the

application of clinical and scientific principles.

The data sugggst that numerous misconceptions abound between health care
professionals concerning the doctor - nurse relationship, the knowledge
that doctors and nurses possess, and the ways in which knowledge is
diffused into practice. For example, despite the fact that wound
management is generally viewed as nursing territory there is much in this
study which suggests that doctors often 'indirectly’ séill maintain power
and control over nurses' wound management practiceé, although less so
over nurses' knowledge about wound matters,'even though this control is
not always consciously acknqwledged or overﬁly practiced. Furthermore,
doctors were found to be as pragmatic as their nursing colleagues, and
much less innovative or interested in matters theoretical than nurses,

and those in the commercial world assume.

Chapter Four begins that part of the study which focuses on the
'supply-side' of the innovation process. In other words, it looks at the
origins and development of the MWHT and OpSite and the mechanisms by
which they were diffused into health care practice. In particular, it
examines the socio-economic, institutional, individual and political
factors which influenced their development and acceptance by those in the

scientific and clinical communities.

One of the fundamental questions existing in the innovation theory
literature is whether innovations arise as a result of 'science' and
‘technology push' or ‘demand pull'. The accounts presented of the MWHT
and OpSite do not allow for such clear distinctions to be made. One
perspective, for example, portrays OpSite as developing in response to a

market need, while another judges it to have arisen from 'technology
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push', in that it arose partially, if not totally, albeit not in any
mechanistic way, from existing technology. What the findings in this
final chapter indicate is that the determinants of innovative activity
are complex and that there is rarely a single factor causality.
Moreover, that as radical as an innovation may appear, it more often
represents a continuation of that which it supercedes than a totally

radical departure from it.

This final chapter will also demonstrate that the speed of adoption of
new technology is a similarly complex matter. The importance of supply
factors to the adoption of innovations can be seen in the way that the
marketing strategy adopted by a given company promoting the innovation,
and changes in the actual product itself, can significantly affect

adoption of it.

Through the case of the MWHT and OpSite the researcher will attempt to
show that scientific and medical knowledge are both' influenced by the
social context in which they are produced, rep£esenting one possible
version of reality and not the uitimate truth of how things are. The MWHT
may be regarded in the scientific community, and to some extent in the
clinical community, as the 'true' way by which wounds heal. However, the
development of this theory and its ultimate diffusion and adoption by the
scientific and clinical communities has . been influenced by numerous

socio-economic, political and institutional variables.

Some of the findings in this final chapter concur with those discussed in
previous chapters. For example, the education and socialisation of
scientists and the settings in which they work influence their practice
in much the same way as they do clinicians' practice. RAlso, that
scientists and people working in the commercial world, like clinicianms,
employ every-day common-sense types of knowledge, frequently informally
and often haphazardly acquired, as opposed to formally, to inform their
practice. This is in contrast to the often 'idealised' way in which each

of these groups believe such things occur or indeed ought to occur.
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CHAPTER ONE: METHODOLOGY

1.1 THE SELECTION OF APPROPRIATE RESEARCH INSTRUMENTS

INTRODUCTION

This section introduces the chapter on methodological issues, which will
both describe the various data collecting instruments which were used in
the study and explain, by way of reference to the social research
literature, the rationales for their use. The nature and structures of
the instruments employed are discussed and justified, as is the choice
of method for recording the data and choosing the samples of respondents

from the scientific, clinical and commercial fields who were to take

part in the study.

1.1.1 The Interview Versus the Questionnaire-

The researcher was interested in obtaining individual self-reports from
the respondents about wound healing.and innovation matters. According to
Selltiz et al (1976) this can be aone via either a questionnaire or an
interview, or both. The person-to-person interview as opposed to the
self-completion questionnaire was chosen as the most appropriate tool
for collecting the substantive data for this study. The interview was
preferred for many reasons. The areas under question were extensive and
technically complex, which would make a questionnaire long ‘and
complicated to complete. Interviews are also considered by Selltiz et al
(1976) to be the more appropriate technique for revealing information
about "emotionally laden subjects" than are questionnaires. This is
clearly important in relation to the possibly distressing nature of one
of the research areas, that of eliciting information from doctors and

nurses about their care of terminally ill patients.

Sudman and Bradburn (1982) believe that when researchers are attempting
to determine respondents' level of knowledge, which was the case with
respect to the «clinicians in the study, personal interviews are

preferable to self-administered forms such as mail surveys or



questionnaires, as the latter allow respondents to look things up or to

consult with others.

For Benney and Hughes (1977) the interview is the art of sociological
sociability. Interviews are viewed as social interaction and as such are
more than Jjust about obtaining verbal reports. The interview is
potentially a much more sensitive tool for recording the non-verbal
communication of interﬁiewees and indeed spatial considerations, than is
possible if using a questionnaire. This point is endorsed by Selltiz et

al (1976):

"The interviewer has the opportunity to observe both the subject

and the total situation to which he or she is responding." (p294)
The interviewer is in a position to pick up non-verbal signals from the
respondents, such as uneasiness, boredom, embarrassment and impatience,
and to identify points which seem to cause resistance or difficulty in
answering. At the same time he or she is in a prime position to act on
the situation, either by preventing misunderstandings or offering
clarification of questions (Open University, B4, P2) and verbal or
non-verbal signs of assurance, encouragement and interest in what they
are saying. Such advantages reinforced the researcher's resolve to

employ this data collection tool.

The other advantages of the interview over the questionnaire also relate
to the wvalidity of data collected by this method. As Selltiz et al
(1976) cormment:

"In a questionnaire the information one obtains is limited to the
written responses of subjects to pre-arranged questions. In an
interview, since the interviewer and the person being interviewed
are both present as the questions are asked and answered, there is
opportunity for greater care in communicating questions and in
eliciting information." (p294)

In addition, interviews allow the interviewer to maintain control over

the order and sequence of questions asked (Open University, B4, P2),

unlike questionnaires, where no such control can be exercised, nor

collusion or the skipping of questions prevented (Hyman, 1975).
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The researcher did recognise that one of the most frequently cited
disadvantages of the interview method is interviewer bias, related to
his or her general appearance, attitude, behaviour, sex or age (Hyman,
1975; Open University, B4, P2; Selltiz et al, 1976). However, there
seems to be no consensus of opinion regarding this matter nor indeed on
the effects that the presence of an interviewer may have (Hyman, 13875;
Open University, B4, P2). Authors such as Fay and Middleton (1931),
Kelly (1938) and Hyman (1975) appear not to be convinced of the

interviewer bias accusation. As Hyman stated:

"We do know that subjects filling out questionnaires take account
of the prospective readers of their replies. Thus qualitative data
support the notion that there may be present an interviewer effect
even when there is no interviewer." (pl39)

A similar point has been made more graphically elsewhere:

"In a sense a somewhat ghostly interviewer is still present because
the respondent may conjure up an image or a stereotype of the kind
of person who might be asking these questions, complete with manner
and intonation... in other words, the respondent will interact with
the questionnaire and may project some kind of person 'behind' the
questions." (Open University, B4, P2; pg 53).

Finally, there is a higher response rate for interviews than

questionnaires (Orenstein and Phillips, 1978; Open University, B4, P2;

Selltiz et al, 1976). This was an important consideration for this study

given the relatively small samples that were chosen.

Most of this section has been devoted to a justification of the use of
interviews as the main data collecting instrument for the study.
However, it was considered appropriate that a questionnaire be used to
collect factual information about the respondents, with respect to their
qualifications and career histories, for reasons which are discussed in

detail in 1.2.3, 1.2.6 and 1.3.5.

As already touched upon, one of the most serious problems of using
questionnaires is the low response rate. This problem was anticipated
and steps were taken in an attempt to achieve as high a rate of response
as possible. For example, the questionnaires were made short, clear and
easy to complete and simple methods for their return were devised (see
sections 1.2.3, 1.2.6, 1.3.5). However, despite all these precautions
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and the provision of deadlines for the return of all the questionnaires,
and the sending of reminders in some cases, several respondents did not
return them (see sections 1.2.3 and 1.3.5), which bears out the point

made by Selltiz et al (1976) that:

"Even under the best of circumstances a sizeable proportion of
respondents do not return questionnaires". (p297)

1.1.2 The Use of the Semi-Structured Interview Schedule

It was envisaged that the data collected from the clinical settings
would be amenable to both qualitative and quantitative analysis. Thus it
was decided that the interviews conducted with the nurses and the
doctors be of a semi-structured type, combining both closed and
open-ended questions. This method is considered an efficient way of
investigating complex issues (Selltiz et al, '1976), allowing both
researcher and respondent a degree of freedom (in asking and responding
to questions) not possible under the constraints of a structured
interview. The closed questions were ‘used essentially for securing
specific and factual information and -for eliciting expressions of
opinion about issues which it was believed respondents held clear
opinions (Selltiz et al, 1976). Probes were necessary for certain closed
questions in order to ascertain the respondents' thoughts when answering
them, to identify their frames of reference and determine if their
interpretation of the question was what was anticipated by the

researcher (Selltiz et al, 1974).

Fixed alternative questions were not generally used because they force
respondents to choose from given alternatives, which may not actually
reflect their particular point of view. They were, however, used on one
occasion to ascertain which of the two methods used to elicit knowledge
about the healing process, the standard open-ended interview questions
or the use of a projective technique the nurses found most useful. In
this instance, the fixed alternative question was used for eliciting
agreement or disagreement on this particular issue, a situation which
Nachmias and Nachmias (1976) consider appropriate to this style of
question. In retrospect, fixed alternative questions could have been

employed on another occasion. For example, the difficulty which some
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respondents experienced in estimating the number of patients with
fungating and ulcerating malignant 1lesions they had cared for was
resolved to a certain extent through probes, but the provision of
alternative replies may have made the meaning of the questions clearer

and the answers more usable.

Open-ended questions were used in the interview schedules and with the
projective technique because they lend themselves to deeper probing of
complex issues. They are also useful when the relevant dimensions of
responses are not known, or when explanations or descriptions of

behaviour are sought.

A relatively structured interview schedule was chosen for the sample of
clinicians, as opposed to a less structured type, such as the focused
interview, because the flexibility of the latter does not allow for
comparability between interviews, which the researcher desired, and
makes analysis more complex. The researcher wanted the questions to be
asked of the clinicians to be phrased in standardised terminology and
follow a set order so that the resultant data would be comparable and to
some extent quantifiable, as differences in wording and question order
can influence the meaning and implications of a given gquestion or

subsequent questions (Selltiz et al, 1976).

In contrast, a relatively unstructured, focused type of interview
schedule wés devised for the sample of research scientists and
commercial personnel. The decision to adopt this method of data
collection arose because of the complexity and exploratory nature of the
subject areas under consideration, and because the researcher did not
wish to generate comparative data but allow the respondents to tell
their 'own story' about the development and diffusion of the innovations

under study.

There are, of course, both advantages and disadvantages to using
unstructured interviews (Brenner et al, 1985; Selltiz et al, 1976). One
of the advantages is that lines of questioning may emerge which have not
been anticipated by the researcher but which may be relevant to the

study. Some of the disadvantages concern the lack of control that the
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interviewer can exert over the encounter and the problems of analysing
large amounts of diffuse information. The unstructured interview thus
requires particular skills and expertise from the interviewer both in
its operationalisation, to balance the advantages and disadvantages of
using this kind of data collecting device, and in the analysis of the
resultant data. The researcher's choice of a more focused type of
interview allowed her some degree of control over the interviews, in
that she could ensure that topics pertinent to the study were covered as
far as possible, while the relatively unstructured nature of the

interviews allowed the respondents the freedom to tell their ‘'own

story'.

The opinions and attitudes of the respondents were sought on a variety
of issues. A range of approaches could have been used, for example,
fixed alternative questions or vérious scaling techniques such as
ranking or rating. Instead, open-ended questions were used for a number
of reasons. Selltiz et al (1976) believe that through giving respondents
freedom of self-expression, the use of open-ended questions provides a
much better indication of whether respondents have any information about
a particular issue, and indeed, whether they have a clearly formulated
opinion about it. The other types of questions and techniques cited
above may force a statement of opinion onto a respondent which is not
his or her own or try and fit it into pre-determined categories (Open
University, B4, P2) which do not adequately represent it. Moreover, such
structured questions do not allow for probing in the context of the

answer (Selltiz et al, 1976).

Furthermore, many authors question the validity of wusing scaling
techniques. As far as Hoinville -et al (1983) 4is concerned, such

techniques do not actually tell you anything:

"A rating scale is not an absolute measurement of attitude but a
way of placing people in relative positions on a dimension." (p35)

Similarly:
"Rating is often applied to muddled dimensions with intervals of
unknown size and... uncertain meanings." (Open University, B4, P2;
pg 68).
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Hoinville et al also believe that scaling techniques can actually hide
and/or lose information because people are not asked why they hold the

views that they do.

The number of questions incorporated into the clinicians' interview
schedules, in order to ascertain their level of knowledge about wound
healing theories and wound management practices, led the researcher to
consider the most appropriate way of eliciting the necessary
information, particularly as Sudman and Bradburn (1982) feel that

knowledge questions raise:

"jssues of social presentation...... as the respondent does
not wish to appear foolish or ill informed by giving
obviously incorrect answers or admitting to not knowing."

(p112)
Such potentially threatening situations can be avoided, say Sudman and
Bradburn (1982), by using introductory phrases or presenting 'knowledge
questions' as opinions. The psychological, as opposed to the merely
logical, ordering of questions was also taken into account by the
researcher, particularly in respect to the 'knowledge questions'.
Selltiz et al (1976) are of the opinion that it is more appropriate to
start with objective (factual) questions, which people are more willing
to answer, before going onto ask more subjective ones. Thus questions on
knowledge were asked before questions on attitudes. Sudman and Bradburn

(1982) believe this approach to be appropriate because:

"Respondents will be less likely to over-claim knowledge and more

likely to state that they do not know or are undecided in their

attitudes, if knowledge questions are asked first." (pl08)
Funnel and inverted funnel questions were also employed in the various
interview schedules. The funnel sequence of questions was considered
appropriate in instances where the interviewer assumed the respondent to
have some idea about the particular topic under question (Kahn and
Cannell, 1957). Thus the most general questions were asked first,
followed by more restricted questions. In this way the focus of the
series of questions was gradually narrowed to the precise objectives
(Nachmias and Nachmias, 1976). In contrast, when respondents were

thought not to have clearly formulated opinions about certain issues and
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thus perhaps could not answer general gquestions first, an inverted
funnel sequence was used (Kahn and Cannell, 1957; Nachmias and Nachmias,

1976).

1.1.3 The Use of Projective Techniques

It was decided that certain types of questions could be éddressed using
projective techniques, which are a range of methods designed to
encourage respondents to express their views indirectly (Hoinville et
al, 1983). Two projective methods were employed, using both stimulus
material in the form of pictures and indirect questioning (Selltiz et
al, '1976). The pictorial projective method was used in an attempt to
deal with the problems encountered in eliciting respondents' knowledge
about the physiological processes of wound healing (see the more
detailed discussion in 1.2.1). Apart from the.considerations discussed
above for using such a method, it was théught that the presentation of
such visual images would induce respondents to discuss matters about
which they may feel awkward and embarrassed, or to help them depict

things which are difficult to describe or perhaps remember.

There are, however, disadvantages to using such methods regarding
reliability and wvalidity, which is why a series of standardised
questions accompanied these pictures, both of an open and closed type.
According to Sudman and Bradburn (1982), this is the appropriate way to

use such techniques:

"The use of non-verbal apparatus (eg pictures) should always be

considered along with standard questions". (pllé6)
A further reason for using this projective technique was that it allowed
the issue of wound healing to be approached from two dimensions, thereby
producing an interesting comparative element. Comparing the
effectiveness of pictorial projective techniques to that of the
standardised question/answer format of the interview schedule has been
tried by other authors, such as Collier (1957). The use of pictures was
also considered in order to change the pace of the interviews from the
routine question/answer format. It was thought that both respondents and

interviewer may appreciate and enjoy this (Sudman and Bradburn, 1982).
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This projective technique, unlike some (Selltiz et al, 1976), was not
intended to deceive the respondents. On the contrary, an explanation of
their purpose was clearly stated via a written statement which was

memorised and repeated by the researcher to each respondent (see

Appendix 1).

The other projective technique used in the interviews was that of
indirect questioning. This took the form of asking about other people's
views. The assumption here was that respondents may hesitate to express
their own lack of knowledge or opinion on a certain subject, but may
find it easier to express them if they can be attributable to other
people (Hoinville et al, 1983; Selltiz et al, 1976). Thus respondents
were not asked to, for example, say directly whether they felt they were
up-to-date on advances in wound healing theories and wound care
techniques; instead they were asked whether they thought nurses in
general were. It was hoped that this may pfovide them with a certain
measure of security in not having to say in so many words that this is
how they +themselves think (Selltiz et al, 1976). However, their
responses were taken as reflecting their'barticular attitudes because,

according to Hoinville et al (1983):

"they probably have 1little concrete information about other
people's feelings, they are likely to arrive at an answer mainly
from their own attitudes'. (pi4)

1.1.4 The Data Recording Instrument

All but one of the 62 interviews conducted with the various clinical,
commercial and scientific personnel were tape-recorded. Legal
considerations were cited by the one respondent for not wishing to be
tape-recorded. There were a number of reasons for employing this method
of recording the interviews. The interviewer is able to obtain a full
record of the interview in the respondents' own words which can be
analysed in detail at a later date. It also gives the interviewer more
opportunity to concentrate on the respondent and what she or he is
saying, as well as maintaining eye-contact and other forms of positive
verbal and non-verbal signals. As far as Hoinville et al (1983) are
concerned, making eye contact is an important aspect of attempting to

make the respondent feel at ease:
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"Tt is helpful if the interviewer looks at the respondent often,
especially just after asking a question, to pick up and deal with
signs of worry and bewilderment immediately and to take simple
steps to promote informality and co-operation. Too little eye
contact may make the interviewer appear uninterested and withdrawn:
too much, however, can be embarrassing for the respondent." (p98)
Tape-recording interviews also reduces recording time as compared to
writing down verbatim what people say, which is particularly tiring and
difficult when recording answers to open-ended questions such as the
ones included in the various interview schedules used in this study. It
is also a much more accurate data recording system than, for example,
taking notes (Hoinville et al, 1983). Manually recording semi-structured
or relatively unstructured interviews is not satisfactory as it has the
tendency to impose artificial constraints on the speed of the interview,
which can affect the res?ondents‘ spontaneity and flow, and limit the

breadth and depth of the topics covered.

1.1.5 Ethical Considerations

Ethical considerations, such as confidentiality and anonymity, were
taken into account by the researcher when conducting the interviews. The
clinicians who took part in the study were assured that in the reports
and documents ultimately released, their identities and those of the
three settings would not be revealed. However, their anonymity was not
total as far as the interviewer was concerned. It was considered
necessary for the interviewer to know the identities of the respondents
in order to ascertain who had not returned their completed
questionnaires so that she could follow them up with reminders and so

increase the overall response rate.

Assurances of confidentiality and anonymity were also offered to the
respondents from the scientific and commercial settings, and while the
company and the product under investigation are named in the thesis the
identities of the personnel who agreed to be interviewed remain
anonymous. This is in contrast to the research scientists who agreed to

be named.
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The respondents' voluntary involvement in the study and their permission
for the tape recorder to be used in the interviews formed part of these
ethical considerations, as indeed did the fulfilment of gertain
obligations following the interviews. The researcher has, for example,
followed through the commitments made +to the participants when
soliciting their co-operation that the results of the study would be
available to those who took part and to any other interested parties,

and that they were welcome to contact the researcher regarding any

aspect of the research.

1.1.6 The Sampling Framework

In deciding on the sampling framework to use for the study, cluster
sampling and systematic sampling were considered and rejected because
the study was essentially dealing with small and spatially concentrated
populations. The researcher decided therefore to employ two types of

sampling frameworks with the clinicians -~ stratified and simple random

sampling.

The researcher found it difficult to operationalise certain criteria,
such as clinical experience (as is discussed in more detail in section
1.2.2) or to control or match for some others, such as sex and age. The
numbers involved were not large enough to make any generalisations from
the strata selected. Thus it was thought appropriate to stratify the
nursing sampling frames according to staff grades, in order to
investigate whether differences in knowledge base and practice exist
between different grades of nurse. A simple random sample was then used
in order to select subjects for inclusion in the study. This method was
employed because each subject has an equal chance of being included in

the sample (Orenstein and Phillips, 1978; Selltiz et al, 1976).

The method for randomly selecting the clinicians was conducted through
picking numbers out of a well shaken box. The appropriateness of using
this and similar types of techniques have been discussed by a number of
authors including Orenstein and Phillips (1978) and Rose (1982). This
method was used because of the small numbers involved and because it is

a quick and uncomplicated procedure. Random sampling without replacement
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was used, where a number once chbsen from the box was not put back into
the population. This seemed more appropriate than sampling with
replacement where there is a chance that numbers may be re-selected

(Open University, B3b, P4).

With respect to some of the participants, practical considerations such
as the actual size of the populations and sampling frames determined the
number of respondents that were to take part in the study. For example,
the entire population of doctors in two settings was chosen because the
numbers were small. This was similarly true of the research scientists,
as only three people had been directly involved in working with George
Winter at the time of his discovery of the MWHT. The researcher's choice
of participants from Smith and Nephew Ltd was also somewhat constrained.
She was only able to interview those considered by certain staff at the
company as appropriate, in terms of their knowledge of the development
and marketing of OpSite, and those willing to take‘part in the study -

thus a 'purposive' sampling method was employed in this instance.

1.1.7 BRAnalysis of the Data

Different methods exist for analysing qualitative data (Buss, Monk and
Ogborn, 1983; Silvermén, 1985; Taylor and Bogdan, 1982). However, the
desire to apply a rigorous approach to the raw material, thus giving it
more meaning and usefulness, persuaded the researcher to employ
qualitative content analysis (Holsti, 1969; Krippendorff, 1980; Mostyn,
1985). Accordiqg to Mostyn (1985):

"Content analysis is the "diagnostic tool"™ of qualitative
researchers, which they use when faced with a mass of open-ended
material to make sense of." (pll7)

The researcher subjects the raw material to scrutiny in order to:

Weeee, see if any regularities occur in terms of single words,
themes or concepts. He/she then attempts to set up conceptual
categories; this process then leads to hypothesis testing or
reformulation due to the discovery of new relationships among the

data." (Mostyn, 1985, pli8).

The nature of qualitative data analysis, being an essentially creative

process (Jones, 1985) involving intuition and interpretation, makes it,
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at times, a difficult one to identify and make explicit. Nevertheless,
it is important that gqualitative researchers attempt to identify and
describe these processes in order to de-mystify them, at least for the

benefit of future researchers (Hyatt, 1986).

Due to various practical difficulties, principally cost and time, full
transcription of the sixty two tapes was not possible. This was only
done for approximately a third of them. Preliminary analysis of the data
was carried out during the course of the field work. These tentative

'results' were progressively revised in the course of the data analysis.

Analysis of the data was carried out through careful reading of each
transcript or 1listening to each interview on tape and initially
organising the data according to the various topics under study. The
semi-structured nature of the clinicians' interviews made this a less
problematic activity than was the case with the largely unstructured

interviews conducted with members of the scientific and commercial

community.

Each topic covered in the interviews with the clinicians was broken down
into sections. Thus, separate sections @ealing with, for example, the
characteristics, types and management of malignant lesions were created.
Each clinician was given a number (eg. R1,R2,R3..... ) and their comments
logged alongside their allotted number according to each section
heading. On completing this essentially organising exercise for all the
respondents in each of the settings, the responses were then grouped
together so that the comments from all the clinicians in all three units
were catalogued collectively. Thus the researcher was able to analyse
not only the comments made by individual respondents on each topic, she
was also able to compare the responses inter-institutionally and
intra-institutionally. The data was then subjected to further refinement
and organisation according to, for example, certain words, themes and
concepts. This somewhat over-simplified account of the analytical
process belies the time and effort expended in what was on occasion an

extremely laborious and complex process.
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The analysis of the unstructured interviews conducted with the
scientific and commercial personnel was particularly complicated,
although the researcher was able to organise the data around specific
topics, issues, concepts and themes. Full transcription of these
interviews was made to assist in their analysis. The Smith and Nephew
data was organised according to the specialist area of the respondent
being interviewed. Thus issues concerning the development of OpSite were
discussed with respondents from the Research and Development and
Technical departments, while those dealing with the marketing of OpSite
were covered with the Marketing and Sales staff. As with the responses
elicited from the research scientists, most of the researcher's time and
effort was expended in trying to piece together and develop a clear and
logical account of the development of the MWHT and OpSite and the
marketing of the latter innovation. This was by no means a simple
proposition because of the amount of information generated and the lack

of consensus that existed between some of the informants' accounts.

Throughout the analysis of the empirical data special notice was taken
of data which did not fit the general findings. The researcher was also
conscious of the need to critically evaluate the content of the
interviews and not merely report what was said by the interviewees. As
the researcher read through the transcripts or listened to the tapes,
quotes which she considered interesting, typical or atypical were
recorded on index cards, catalogued according to subject headings and

stored for use when writing up the results.

It is hoped that this section has demonstrated that the researcher's
awareness of social research metheds was sufficient as to enable her to
make a critical and informed selection of appropriate research
instruments and techniques to use to elicit the necessary information.
This section also aimed to show that careful consideration was given,
not only to the choice of instruments to employ in the study, but also
to the kind of recording instrument, sampling frames and analytical

methods judged most appropriate.

The four sections that follow in this chapter on methodology present

more detailed accounts of how these instruments and techniques were
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operationalised with the various respondents involved in the study. The
first two sections focus on the methodological approaches used for the
clinicians, while the final two sections concentrate on those employed

for members of the scientific and commercial personnel respectively.
1.2 METHODOLOGICAL APPROACHES EMPLOYED FOR THE CLINICIANS' STUDY

The previous section introduced and justified, on a general level, the
research instruments which were employed in the study. This section
discusses in a more detailed and specific way, the instruments which
were employed to elicit information from the nurses and doctors who took
part in the study and the manner in which they were operationalised. It
begins with a discussion of the methods employed to elicit information

from the nurses before going on to examine those used for the doctors.

This section is divided into five parts. The first two parts examine the
reasons for and outcomes of the pre-pilot and ﬁilot interviews which
were conducted with the nurses. The respondents who took part in these
interviews are described and the processes by which the interview
schedules were developed and refined are examined in detail. The lessons
which the researcher learned dﬁring this period are described and
presented in a manner which shows how they, together with the issues
raised by the pilot studies, helped inform the development of the

research instruments.

The second part of this section discusses the rationale underlying the
introduction and use of stimulus material and its method of application.
The third part examines in detail the different stages involved in the
development and refinement of the final interview schedule which was
used in the study and the factors which influenced this process. The
fourth and final part of this section discusses the criteria which were
employed in choosing the samples of nurses who took part in the study

and the processes by which selection was made.
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1.2.1 Development of the Nurses' Interview Schedule

Pre-Pilot Interviews

A decision was taken that a series of pre-pilot interviews be conducted
with qualified nurses (State Registered Nurses, now referred to as
Registered General Nurses) who had some relevant knowledge or experience
of caring for patients with malignant lesions. There were essentially
three reasons for conducting a pre-pilot study. Firstly, the pre-pilot
work was to be a learning exercise for the researcher. There was a need
for the researcher, who came from a non-nursing background, to acquire
an understanding of and familiarity with the relevant subject areas -
namely the theories of wound healing and wound care practice and the
nature and management of fungating and ulcerating malignant lesions -
and to learn about nurses and the nursing; profession from personal

contact with individual nurses themselves and not just from literature

about them.

Although the researcher had a basic grasp 6f the theory of social
research methods,‘she had no previous research experience. There was,
therefore, much for her to learn regarding the application of the
theories of social research to the practical situation of conducting
social research, such as defining your role as an interviewer, mastering

the techniques of asking questions and the mechanics of tape-recording.

Secondly, the pre-pilot study aimed to investigate the nature and
management of malignant lesions and determine the boundaries of the
areas to be studied; the range of probable responses; the issues
considered relevant by the nurses to their day-to-day management of
patients; the terminology used by the respondents and their

conceptualisation of the topic(s) under discussion. Thirdly, the
pre-pilot aimed to test the appropriateness of the chosen research

method.

The interview schedule for the pre-pilot study was of an unstructured,
albeit focussed type, where neither the exact questions nor the range of

responses were predetermined. However, the focussed nature of the
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schedule allowed the researcher to cover the relevant issues while at
the same time giving the respondents the opportunity to express

themselves in their own frames of reference and language.

Many issues were raised by the pre-pilot interviews which led to the
refinement and improvement of the data collecting instrument. The first
issue concerned the respondents' reactions to the interview situation -
both on an interpersonal level (to do with the researcher) and personal
level (the experience of being interviewed and tape-recorded). Several
respondents wanted to know more about the researcher - how and why she
had become involved in this study - a particularly intriguing matter, it
seemed, given the incongruity between the spécialist nature of fungating
malignant lesions and the researcher's non-medical/nursing background.
Several respondents appeared uneasy about being tape-recorded and about
what was going to be done with the tape once the interview had finished.
Although the researcher had spoken briefly about her background and that
of the research before commencing the interviews, these issues convinced
her of the need to prepare a more formal statement which gave amongst
other things: a clear rationale fo: undertaking the study; a brief
exposition of the general paraméters of the study; background
information about the . researcher; an explanation of why the
tape-recorder was being used and reassurances on the confidentiality of
the taped interview; and a statement that the respondent's knowledge and

experience was not being judged by the researcher.

The second issue which arose out of the pre-pilot study was the
researcher's own reaction to the interview situation. She gained
insights into both the practicalities of conducting interviews and the
psychological aspects of interpersonal dynamics. The researcher
recognised that there was a need to create (via both verbal and
non-verbal means) a relaxed and informal atmosphere so as to make the
occasion more conversational than interrogational; to keep the dialogue
flowing as naturally as possible; and to maintain eye contact with the
respondent so as to be aware of his or her non-verbal signs of
communication and to convey the interviewer's interest in their
responses. Such observations led the researcher, almost subconsciously

to begin with, but later intentionally, to memorise many of the
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questions and their sequence so as to reduce the number of times she had
to read directly from the schedule, thereby breaking eye contact and the
flow of the dialogue.

Furthermore, the researcher learned to recognise and react according to
the different ways in which people react to the interview situation and

to being asked questions. For example,

a) the "ramblers" - how and when to control their verbal flow
without damaging rapport.

b) to strike a balance between giving respondents sufficient time
to think out their thoughts and perpetuating embarrassing
silences.

c) to recognise the 'conformists' amongst the respondents, who
adhere to the orthodox hierarchical view of the situation by
always waiting for and taking cues from the interviewer.

d) to identify those who interpreted the researcher's
non-medical/nursing background as implying that she knew
little or nothing about the particular subject areas, and so
avoided answering the questions by either blinding the
researcher with medical jargon (often said in a mechanical
'shopping list' manner) or expressing an inability to explain
certain things in the simplistic, non-medical manner thought

necessary for lay people such as the researcher.

Finally, the researcher recorded her own observations concerning, for
example, which points seemed to cause embarrassment, resistance or
difficulty in answering, whether the order or sequence of questions was

satisfactory and whether the respondents became bored or impatient.

Tape recording the pre-pilot interviews (and indeed the subsequent pilot
interviews) was important in introducing and familiarising the
interviewer with the instrument which was to be used in the field. Thus
any potential operating problems could be ironed out beforehand.
Additionally, the quality of the recording and the range of pick-up
could be ascertained and problems such as extraneous noise could be

foreseen and forestalled.
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Furthermore, tape recording these interviews ensured that all the verbal
information elicited was available to the interviewer to replay at a
time and place removed from the actual interview situation. It also
allowed her to note, amongst other things, how she asked the questions,
how she prompted or probed or gave verbal utterings of encouragement or
interest (and what they were), whether the respondents had difficulty in
comprehending or responding to the questions and what language and

conceptual frameworks they used.
Pilot Interviews and Use of Projective Techniques

Following the refinement of the research topic described in the
introduction, in the direction of the sociology of medical knowledge
(taking the MWHT as a case study through which to analyse the
sociological, processes and factors involved in the dissemination of
medical knowledge), it was thought advisable for another pilot study to
be conducted. Seven pilot interviews were conducted with qualified

nurses who had previously worked in one of the three units under study.

The aims of the pilot interviews were as follows. Firstly, to
incorporate the second area of interest into the main structure of the
study and to explore the related issues. Secondly, to discover whether
similar or different issues were raised in the pilot interviews (with
nurses chosen because of their previous work in one of the three units
under study) as compared to the pre-pilot interviews (with nurses chosen
because they had cared for patients with fungating malignant lesions
albeit in settings other than the ones under study). Thirdly, to refine
the wording, order and layout of the interview schedule and to prune it

to a manageable length.

The issues raised by the pre-pilot and pilot work were used to inform
the construction of the final interview schedule and the substance of
the subject areas. For example, questions were eliminated if the answers
given repeated those given to earlier or other questions. Questions were
added either to take account of comments made by respondents which were
interesting and/or relevant, or to help focus respondents' attention

more closely on a particular issue or ‘trigger off' certain thought
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processes. Finally, certain questions were re-phrased or individual
words altered in order to clarify the question, to simplify or
medicalise the terminology used, or to prevent respondents going off on

different tangents.

The structure and sequence of questions about wound healing and
fungating malignant lesions were revised essentially for psychological
reasons, vis-a-vis the respondent and the interview situation. In the
pre-pilot, the questions concerning the general principles of wound
healing were at the beginning of the interview schedule, reflecting the
researcher's Jjudgement at that time of linking the two areas of wound
healing and fungating malignant lesions by moving from the general to
the specific. However, the pre-pilot demonstrated the inappropriateness
of this structure, which was reversed for the pilot and the final
interview schedule with the questions about wouna healing following on
from those about fungating malignant lésions. This change occurred
because the researcher observed that the respondents appeared
embarrassed and uncomfortable at héving to admit, especially to a
non-nurse, that their knqwledge about wound healing was not what it
perhaps ought to be. Such a situation set a negative tone for the rest
of the interview in some instances and erected psychological barriers
between the researcher and the respondent, causing the latter to feel

that his/her knowledge and competence as a nurse was being tested.

Therefore it was thought more appropriate to begin the interview by
asking the nurses questions on a subject they would know something about
and on which they could talk with confidence, namely caring for patients
with fungating malignant lesions. It was felt that this approach would
set a positive tone to the interview situation and perhaps enable the
respondents to admit to lack of knowledge on another subject later on

without feeling overly threatened in doing so.

The researcher also noted that when nurses talked about their knowledge
of wound healing, it was frequently in the context of what they had been
taught in their basic training. Therefore, it was thought appropriate to
actually build this into the interview schedule as a starting point, in

the hope that asking them to recall what they were taught in their basic
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training would trigger off some thought processes on what they actually

knew.

In addition to the realisation that changes had to be made to the
sequencing of subject sections, the researcher also came to the
conclusion that the method adopted to elicit answers to certain
questions had to also be reappraised. Her experiences in the pre-pilot
and pilot interviews demonstrated to her the difficulty which many
nurses had in explaining the physiclogical aspects of the wound healing
process. The reasons given by many respondents for this seemed to imply
that the knowledge was there but the recall (ie. memory) was somewhat
faulty. The dilemma confronting the researcher was to decide whether the
questions on wound healing were addressing the respondents' actual

knowledge on this subject or merely testing their memory.

Moreover, the researcher wondered whether asking respondents to describe
the physiological processes of wound healing (which is a highly complex
process) in an interview situation (which.is an essentially artificially
induced situation) in a fairly short space of time was perhaps testing
more their familiarity or ability to cope in éuch situations, or their
ability to articulate their thoughts or think quickly, rather than their

actual knowledge.

It was with such concerns in mind that the researcher decided to change
the data collecting instrument for eliciting information from the nurses
about the physiological processes of wound healing. The questionnaire
was the alternative method initially chosen by the researcher. The idea
to use a questionnaire first arose from a comment made by one respondent
in the pre-pilot who thought it would be easier to write down what she
knew about the wound healing process than to articulate her thoughts in

an interview situation.

However, the researcher experienced several problems in her attempt to
operationalise the questionnaire approach. The first problem concerned
the actual adminisfration of the questionnaires. How and where were the
respondents to complete the questionnaires? Secondly, sitting down and

answering questions about wound healing in this manner may, it was
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thought, remind the nurses of their student days, with tests and
examinations on anatomy and physiology, and as such, may arouse negative
feelings in them, which may prove counter-productive for the study in
the long run. Thirdly, the manner in which the questionnaire was to be
constructed (with detailed and multi-choice questions) may provide
unreliable data, given that it would be difficult to discern whether the
answers given reflected the respondents' actual knowledge and

understanding of the wound healing process or were merely educated

guesses.

Finally, it was decided that an alternative method be used - that of a
projective technique using pictures. The idea for using such a technique
arose following the pre-pilot but was shelved in favour of the more
conventional method of using the questionnaire. The inappropriateness of
the questionnaire and the appeal of the projective technique eventually
led to the adoption of the latter. The'iﬁea to use pictures originally
developed in the early stages of the study when the researcher herself
was learning about the wound healing process. Of all the literature she
read, it was a particular set of pictures which she came across in a
nursing journal which helped her the most to understand this complex
process. Also, many nurses spoke of having drawn pictures of the
subcutaneous layers of wounds as students or having seen them while
reading the nursing press. Therefore presenting such pictures to them
would not, it was thought, be too unfamiliar or threatening. This was a
point which the researcher took into careful consideration before

deciding to use this method of data collection.

This projective technique was employed with essentially two aims in
mind. Firstly, it was designed to investigate nurses' knowledge and
understanding of the wound healing process through presenting them with
colourful, visual images of the various stages of healing. It was hoped
that these pictures would act as cues to help the respondents remember
(especially those who ratiocnalised lack of knowledge in terms of bad
recall) and describe the various features of the wound healing process.
Secondly, it was intended to investigate the manner in which knowledge
about wound healing is disseminated to nurses, by exploring their
familiarity or otherwise with such pictures, taken as they were from a

popular nursing journal.
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There were a number of reasons for choosing to use the particular set of
pictures (see fig.l) for the task in hand. Firstly, they were in colour,
and therefore more stimulating to the eye than black and white pictures.
Secondly, significant details of the wound healing process were
presented in a clear and sequential way; and finally, they were of an
appropriate size - neither too big to be understood by the respondents
in a relatively short space of +time nor too small as to be

incomprehensible.

The four pictures which the researcher decided to use were cut out and
pasted onto small white square pieces of card, so as to accentuate the
colours of the pictures. The labels on the pictures, which served to
identify the different features of the healing process, were either
removed or retained, depending on their significance to the questions
that were to be asked. A series of questions were developed to elicit
the respondents' understanding of each of these pictures. As each series
of questions were asked the relevant picture was put on to a larger
white card until all four were in place in front of the respondent. A
final few questions were then askea which focussed on the pictures
collectively. The reason why the pictures were presented in this manner
was because the researcher wanted to focus the respondents' attention on
one picture at a time and then collectively, rather than confusing and
distracting them by presenting them all at once. It was decided that the
pictures should be introduced at the end of the interview rather than at
any other Jjuncture, in order to prevent the possible disruption or shift
in focus of the interview as well as to provide a bit of 1light relief to

conclude the interview.

At the end of both the pre-pilot and the pilot interviews, the
interviewer sought the opinion of the respondents on a whole range of
issues, including, what difficulties (if any) they had in understanding
or responding to any of the questions; whether there were any questions
which they considered important but were not asked; whether they were
happy with the way the interview had been conducted and if they were,
what particularly pleased them, and if they were not, what did they

consider to be the problem.
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Fig. 1. The Pictorial Prnjechive Technigue Used for the Nurses
in the Studv
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The Interview Schedule

The final interview schedule underwent many changes. At different stages
of its preparation it was tested and appropriate adjustments made.
However, before the researcher began refining the instrument she
considered it necessary to prioritise general areas and specific
questions. During this process those sections and questions considered
most relevant were retained while others were modified or eliminated.
Certain sections and questions were eliminated, for example, if, in the
light of experience, they appeared to be inappropriate, or failed to add
anything to the substance of the interview, or were considered too

important to be dealt with as a sub-category of the study.

There were occasions when sections were added to the schedule to
introduce new and relevant issues. A number of nurses distinguished
between fungating and ulcerating malignant lesions. However, Just as
many failed to recognise or to acknowledge such a distinction. To take
account of such a variance of opinion and experience a separate section
on ulcerating malignant lesions was introduced, replacing the earlier
method of combining the two issues, which focussed on both the

similarities and differences of these two types of wounds.

Conversely, issues which began as separate sections were later subsumed
within other sections. For example, the sex and age of patients
suffering from fungating or ulcerating malignant lesions were initially
taken as separate variables to be investigated. However, the discovery
that nurses tend to relate their experiences in terms of individual
patients they had cared for and not in terms of their collective ages or
sex led the researcher to incorporate the section on types of malignant
lesions with questions on the sex and age of patients suffering from

them.

New questions were also introduced into the schedule if, for example,
the researcher thought that several questions were needed to explore
certain important and/or interesting issues and in order to turn
prompts, which were frequently used with certain questions, into

standard questions so as to introduce some degree of structure and
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consistency to the stimulus given to each respondent. The most frequent
source of new questions came from comments made by the nurses in the
pilot studies but on a few occasions, their omissions were considered
important enough to warrant inclusion in the schedule. This was the case
with respect to the role that doctors play in the management of patients

with malignant lesions.

Apart from the alterations to the schedule outlined above, there were
others which sought to link certain sections and questions so that they
would flow more naturally from one to another, not just in terms of

logical but also psychological sequence, from the standpoint of the

respondent. Does a nurse, for example, remember the malignant lesion
before she remembers the sex of the patient affected by it or

vice-versa?

Questions were restructured if they were éonsidered repetitive, too
detailed or verbose, and re-worded in order to medicalise the
terminology or to simplify it; to incorporate the ideas and conceptual
frameworks of the nurses being interviewed and to eliminate ambiguity,
bias or emotionally loaded terms. There were instances when the language
used in the questions was 'altered to introduce precision and structure
into respondents' answers. There were other times when word changes
aimed to do the exact opposite, for example, when structure and
precision appeared too constraining and perhaps inhibited the
réspondents from expanding dn their comments or expressing themselves

more fully.

To avoid confusion and a shift in the respondents' train of thought,
topics were changed only when all the questions about an earlier topic
had been asked. Furthermore, an introductory phrase was used to alert

the respondents to each change of topic.

1.2.2 Criteria Used for Selecting the Sample of Nurses

It was decided that 12 nurses be chosen from each of the three health
care settings selected for study, namely a terminal care unit (Unit T),

a specialist cancer hospital (Unit S) and the community (Unit C). A
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sample of this size was considered sufficiently large for a qualitative
in—depth study to be conducted, which aimed to describe and analyse
individuals' experiences and not to make wider generalisations from the
data. Permission to involve nurses in the study was requested from the
service managers of the above three units, in writing from two of them
and verballv in the case of Unit T. This permission was granted in all

three cases.

Preliminary findings from the two pilot studies revealed experience and
level of training to be important variables as far as nurses' knowledge
was concerned. However, the researcher experienced difficulties in
matching the groups of nurses for these variables; in controlling for
them given the relatively small sample size; and in operationalising a
term such as ‘experience'. The researcher therefore decided to employ
the stratified and simple random sample methods for selecting the

participants, for the reasons discussed in section 1.1.6.

The names of nurses currently employed in these units were received from
the directors of all three units. Only in Unit. T were part-time and
unqualified nurses (nursing auxiliaries) selected to take part in the
study; the rest of the nurses were qualified and employed full-time. The
nursing auxiliaries frcm Unit T were chosen to take part in the study
because one of the supervisory team, who had worked closely with them,
considered their involvement in managing patients with malignant lesions

to be almost as significant as that of their qualified counterparts.

The names of the nurses received from the three units were listed in
alphabetical and staff grade categories. In order to give every nurse on
each of the five lists an equal probability of being chosen to take part
in the study, each one was given a number which was randomly picked out
of a box by the researcher. Once each nurse had been allocated a number,
the same process was used to pick twelve nurses for the study. The names
of the twelve nurses having been selected, the 'staff in charge of the
units where the nurses worked were informed and arrangements made for
the nurses concerned to be contacted. Only in the case of one of the
units was the researcher not able to speak personally to the nurses

concerned. The purpose of this contact was for the researcher to
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introduce herself and the research and seek their permission to take

part in the study.

The 36 nurses who took part in the study were chosen from a total of 182
nurses. Broken down into each unit, 12 were chosen from each unit, from
a total of 53 from Unit T, 46 from Unit S and 83 from Unit C. The staff
grades of the 36 nurses chosen were: Sister (5), Senior Nurse (1), State
Registered Nurse (21), Liaison Nurse (1), State Enrolled Nurse (3) and
Nursing Auxilary (5). The characteristics of the nurses in the study are

presented in Tables 1-2e (see Appendix 10).

1.2.3 Administration of the Data Collection Instruments

A strategy adopted by the researcher in both the pre-pilot and the pilot
interviews was to begin the interview with a few introductory remarks
from both the researcher, about herself and the research, and from the
respondent about his/her nursing background and education. Although the
researcher continued to believe that, in principle, such introductions
were worthwhile, in practice two problems arose. Firstly, they tended to
take up more time than was anticipated, inevitably leaving less time for
the actual interview. This was particularly pertinent given the time
constraints within which the researcher had to work in interviewing
nurses during their work time. Secondly, the researcher recognised that
to ask such personal questions at the onset of the interview may be

construed as too intrusive and thus may set a negative tone for the rest

of the interview.

In order to deal with this dilemma, it was decided that the background
information about the research and researcher be separated from the
collection of background information about the respondent and treated in
totally different ways. To take the former issue first: it was decided
that a typed letter (see Appendix 2), providing information about the
research and the researcher, be given to the nurses at the beginning of
the interview. However, it was thought that the impersonal (ie. the
letter) should not wholly replace the personal touch of the researcher
in providing a verbal account of her background and that of the

research. Thus the aim of the letter, as it contained fairly detailed
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information, was to enable the researcher to be brief with her

introductory comments.

The letter was typed on ‘'Sheffield City Polytechnic' letter-headed
paper. The researcher's telephone extension was included in the letter
and each respondent was informed that they were welcome to ring her,
should they wish to discuss anything about the research. The aim of this
was to allow the respondent to follow the progress of the research and
not to feel that the researcher's responsibility to them ended once the
relevant information had been elicited (an accusation which a few nurses

had levelled at previous studies in which they had taken part).

Another statement was prepared (which was memorised and verbalised by
the researcher) which sought not only to explain the rationale for the
proposed use of the tape recorder and to ask'the nurses' permission to
use it, but also to emphasise the confidential nature of comments made.

However, the researcher noticed (both in the pilo£s and in some of the
early interviews) that a few respondents appeared somewhat uneasy about
the tape recorder being used, while others tentatively expressed their
misgivings. The researcher's instinctive offers of reassurance were
later formalised into an introductory covering statement, in order to
pre-empt such situations in the future, which both acknowledged their

uneasiness and attempted to allay their fears.

No respondent objected outright to the tape recorder being used,
although the researcher was always prepared for such an eventuality with
pen and paper at the ready. The researcher nevertheless felt that her
explanations for using the tape recorder could be improved by stating
that other methods of recording the interviews had been tried, but that
problems had been experienced. It was thought that using such concepts
as ‘'experience' and 'trial and error' more closely reflected the nurses'
pragmatic approach to their work and so made the researcher's reasons

for using the tape recorder fit into their frames of reference.

The researcher not only attempted to take into account the social and
psychological aspects of the interview situation, she also regarded it

as important that spatial considerations be taken into account. Each
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interview was conducted with one respondent at a time and lasted
approximately one to one-and-a-half hours. No other person was present
in the room apart from +the interviewer and respondent (unless
interrupted) so as to eliminate any embarrassment or intimidation that
the presence of colleagues may engender. If any person entered the room
while the interview was in progress, the tape recorder was switched off
and the interview temporarily suspended until the person(s) left. This
was to ensure that the confidentiality promised to the respondent was
seen to be adhered to and respected. It was hoped that such a response
from the interviewer would also allow her to take control of the
situation, by making the person(s) interrupting aware of the situation

and in their desire not to delay proceedings further, to leave swiftly.

A further point taken into account by the researcher was the
psychological effect of the seating arrangements for the interviewer and
interviewee. Whenever possible (unless the interview room was the
respondent's personal office in which case s/he would determine the
seating arrangements), the interviewer sat away from the door so that
the intgrviewee was actually the one nearest the door. This was done in
order to make the respondent feel that if s/he should wish to conclude
the interview (for whatever reason), then s/he could. The interviewer
would neither be physically nor psychologically blocking his or her

exit.

The issue of how to investigate the respondents' nursing backgrounds
cited earlier was finally resolved with the decision to use a
questionnaire. Much of the information about the respondents' education
and career history was of a factual kind which could be collected via a
self-administering questionnaire (see Appendix 3). The information
collected in the pilots was used to inform the construction of this
questionnaire. A combination of closed (for factual information) and
open-ended gquestions (for opinions and attitudes) was employed. The
questionnaire underwent a number of changes, for example, its structure
and sequence of questions were altered in order to establish some
logical continuity, and the wording of questions was changed to refine
and clarify meanings and to use language and concepts familiar to

nurses.
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The design and construction of the nurses' questionnaire provided
valuable 1lessons to the researcher which she later applied when
constructing the doctors' questionnaire. The two examples which follow
are evidence of this. In order to avoid any omissions on the nurses'
part (acciaental or otherwise) of writing their name and date of birth
on the questionnaire, the researcher wrote in those details at the
beginning of the interview. However, when the questionnaires were
returned, it was noticed that two respondents had deleted their date of
birth from the questionnaires. No other respondents had tampered with
their questionnaires. The fact that two respondents felt sufficiently
sensitive and uneasy about revealing their ages convinced the researcher
of the inappropriateness of using such a device. Thus it was decided
that the whole issue of identifying respondents through the
questionnaires be reappraised when constructing the doctors’

questionnaires.

The final question on the questionnaire was intended to find out what
the respondents thought about the questionnare itself - their opinion of
its format, the appropriateness df ~the questions asked, and so on.
However, a number of respondents interpreted this as an invitation to
comment on the actual interview and promptly expressed their opinion of
it. Had the researcher foreseen the possibility of this happening then
she would have taken steps to extend the scope of the question. This

change was instituted when the doctors' questionnaire was constructed.

It was initially thought that the questionnaire could be sent to the
respondents before the interview and then collected on the day of the
interview. However, this idea was rejected because of administrative
problems and because the researcher did not wish the participants to
know of their involvement in the study too far in advance, thereby
avoiding the possibility of respondents 'reading up' on the subject
areas under question or consulting others. Indeed, some respondents
admitted that they would have done, had they had the time, which
supported the appropriateness of the researcher's action in this regard.
It was therefore decided that the questionnaires be given personally to
each respondent at the beginning of each interview, accompanied by an

attached note (see Appendix 4) explaining why they were being asked to
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complete the questionnaire and what to do with it once completed. In
handing these two items to the respondent the researcher took the

opportunity of explaining her actions.

There were essentially three reasons why such a note was used. Firstly,
it was intended to save time by releasing the researcher from having to
give detailed verbal instructions about the questionnaire. Secondly, it
was thought that as many of the nurses were unfamiliar with being
interviewed, even if verbal instructions were given, the anxiety felt at
the beginning of such an encounter could result in the respondent
forgetting such instructions. This note was something which they could
read in their own time and keep as a reminder of what they had to do.
Finally, the note served as a vehicle for stipulating a return by date
for the questionnaires (the approximate time given was between 2 and 3
weeks). It was hoped that this strategy would increase the rate of

return.

A box was left in a prominent and convenient position in each of the
units, one which the respondents were most likely to visit or pass, such
as the sister's office, into which to place the completed
questionnaires. The box was clearly marked 'SHEFFIELD CITY POLYTECHNIC -
Research Project'. As each respondent was interviewed s/he was informed
of the location of the box and the date when the box was to be
collected, which‘was another way of ensuring the deadline dates were
heeded. Provisions were made for the questionnaires to be collected by
the researcher. This was designed to avoid inconvenience for the
respondents associated with having to remember to post them outside
their working time, and to ensure their return by the researcher's
visits to the units concerned to collect them and to remind any
respondents who had not yet returned the completed questionnaires to do
so. It was also convenient for +the researcher to collect the
questionnaires in this way, as she was returning regularly to interview

other respondents and so could combine both tasks.

In order to ensure confidentiality of the questionnaires each respondent
was provided with a clearly labelled 'sSheffield City Polytechnic!'

envelope, with both the name of the project and the researcher marked on.
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it. A 'Sheffield City Polytechnic' envelope was used to guard against
envelope substitution should there be any tampering with any of the
questionnaires. As each nurse was interviewed, the researcher made a
note of the completion date assigned to that individual, the setting and
date of box collection. This was in order firstly, to know when to

collect the box and secondly, to see whether the strategy of deadlines

was taken heed of or not.

Dates of when the questionnaires were received were documented by the
researcher, as indeed were details regarding the need for reminders, to
whom and by what method - in person, via letter(s) or telephone. It
transpired that all the respondents from Unit T handed them in before or
on the dates given. Only five from Unit C were collected on the dates
given, the rest being collected between two weeks and two months later.
In total, six trips were made to the three settings of Unit C in order
to collect the questionnares. In Unit S, six respondents handed them in
by the date given. Three followed two .to three weeks later, while two
were never received, despite five visits to the Unit concerned and four
occasions when the researcher spoke to the individuals concerned. One
could interpret such actions either as demonstrations of indifference to
the research or begrudging involvement, even though the respondents'

participation was of a voluntary nature.

Fieldnotes were taken following each interview in order to record the
general circumstances of the encounter, such as whether and what the
interviewees knew about the research, in order to ascertain whether any
of the senior nurses had communicated information to the nurses about
the study; the length of time taken to conduct the interview; if any
interruptions occurred - how many, by whom and why; what points seemed

to cause resistance or problems in answering; and any comments made by

the respondents.

This section has described the various data collection instruments which
were used in the study to elicit information from the selected nurses on
a wide range of issues. It is hoped that it has demonstrated the
sensitivity and care with which the researcher chose the instruments and

meticulously refined them over time. The manner in which each successive
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stage of the research project helped inform the development and
refinement of the research instruments, the problems that were
encountered and the mistakes that were made, have all been documented
and discussed. It is hoped that implicit, if not explicit, in this
section is evidence of the researcher's concern both with the objective
of collecting rich material for the study and with the subjective
experiences of interviewing and being interviewed. The researcher wished
to approach a social encounter such as interviewing in a responsible and
sensitive manner. Thus much consideration was given to spatial,

linguistic and psychological factors.

1.2.4 Development of the Doctors' Interview Schedule

The preceding section gave a detailed account of the various stages
involved in the selection and development of the research instruments
used to elicit information from the nurses in the study. This section
looks at the processes and factors involved in the development of the
instruments used for the doctors. It is divided into three parts. The
first part explains how the data collection instruments used for the
nurses were adapted and used to elicit information from the doctors. It
also chronicles the specific changes which were made in order to refine
the doctors' instruments and make them more appropriate to their
particular levels of knowledge and experience. Part two of this section
describes how the involvement of the doctors was secured and the samples
chosen. The final part explains how the knowledge and experience gained
in developing and administering the nurses' questionnaire was used to

help improve the construction of the doctors' questionnaire.

The Interview Schedule

Pilot studies were not conducted with the doctors as time constraints
and the unavailability of appropriate participants surplus to the needs
of the study made it impracticable. However, the developed interview
schedule was pre-tested for clarity and length with research colleagues,
and changes to the instrument would have been instituted if the first

few interviews had shown this to be necessary.
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The design and construction of the doctors' interview schedule was
informed by the development of the nurses' instrument, although some
changes were made to make it more appropriate to the doctors' particular
level of knowledge and experience. Thus certain questions and sections
found in the nurses' schedule were eliminated when designing the
doctors' schedule, while others were added in order, for example, to
investigate certain issues at greater depth or to establish doctors'
level of knowledge or experience, instead of taking it for granted. The
language used in certain questions was also altered in order to
medicalise the terminology used in accordance with the doctors' frames
of reference. Indirect gquestioning was used to elicit the doctors'
knowledge and understanding of <certain issues, by ostensibly

investigating the knowledge and understanding they thought nurses had or

should have. This technique also proved useful in exploring their roles

vis-a-vis the nurses as sources and disseminators of medical/nursing

knowledge and techniques.

1.2.5 Selection of the Research Sample of Doctors

The doctors were chosen from the éame three units as the nurses. Three
doctors, who comprised the total population of doctors in the terminal
care unit (Unit T) took part in the study. Their involvement was secured
through the interest and support of the matron and follow-up meetings

with the Unit (medical) Manager and individual doctors concerned.

Permission to involve doctors from the specialist cancer hospital (Unit
S) was gained from the Unit Manager and via verbal confirmation from the
Director of Nursing Services and subsequent consent from each individual
doctor. A list of 6 doctors was received, all of whom agreed to take
part in the study. They included: 2 senior registrars (female), 3
registrars (male) and 1 house officer (male). A letter was sent to each
of the doctors for the purpose of providing them and the researcher with
a written record of their meeting and its outé:ome, and reiterating the

purpose of the study and their involvement in it.

Before access to the doctors in the community (Unit C) could be secured,

negotiations with the appropriate Family Practitioner Committee and

56



Medical Committee had to be conducted. The small numbers of doctors in
the other two settings essentially dictated the size of the sampling

frames, whereas the large number of doctors in Unit C and their
geographical diffuseness demanded that the researcher select a sampling
frame in order to choose a sample of general practitioners. The
researcher decided to employ the random sample technique to select eight
general practitioners from the three hundred and seven listed in the
November 1985 issue of the appropriate Family Practitioners Committee
medical list. The sample was chosen by marking numbers 0-9 on three sets
of paper, so that at any one time three numbers would be picked out with
the first doctor listed (001) having as much chance of being chosen as
the last (307). The only exemption was that only one doctor would be

chosen from a group practice because of the possibility of them

reporting on the same patient.

A letter of introduction was sent to each doctor chosen (see Appendix
5). Four of the eight doctors chose not to take part in the study. The
reasons given varied from not having any patients with malignant lesions
registered in their practice (2 doctors said this), to not being
interested in taking part in the study (2) or lacking the time to take
part (1). A further four doctors were then randomly selected and the
procedure outlined above was repeated. Only two of these doctors chose
to be involved. Time precluded any further doctors being chosen.
Therefore the final number of general practitioners taking part in the
study was six. The busy working schedules of many of thése doctors meant
that the interviews had to be short. Indeed, many of them only agreed to

be involved because the researcher was able to assure them of this.

1.2.6 Administration of the Data Collection Instruments

The method of introducing the researcher and the research (both verbally
and in writing) used with the nurses was adapted for the doctors, with
an appropriate change in content and style of the letter (see Appendix
©). The introductory letter was given to the doctors at the start of the
interview, as with the nurses, and for the same reasons as previously

outlined.

57



The knowledge and experience gained in developing the nurses' instrument
was used to inform the development of the doctors'. However, the
learning process was not uni-directional. 1In retrospect, the two
elements of the study - the nature and management of fungating malignant
lesions and knowledge and understanding of the wound healing process -
should have been mentioned in the introductory letter to the nurses
(instead of only being mentioned to them verbally) as it was clearly

emphasised in the letter to the doctors.

The questionnaire was once again used as a tool with which to collect
personal, career and educational details. The first questionnaire
developed for the doctors (adapted from the nurses) was discarded (see
Appendix 7). A more refined version (see Appendix 8) was introduced in
its place which incorporated the lessons learned from the development of
and responses given in the nurses' questionnaire és well as changes in
terminology aimed to fit more appropriately'into a doctor's frame of
reference. As with the nurses, a note was enclosed with the
questionnaire which briefly explained its purpose and method of
collection (see Appendix 9). Deadline dates were used, as with the
nurses, and for the same reasons. A stamped, self-addressed envelope was
given to each doctor in order for them to post the completed
questionnaire. This method of collection was chosen as it seemed the
most appropriate, given the small number of doctors involved (15)
and their varied locations. The tape recorder was used to record the
interviews and the reasons given for its use were the same as those used
for the nurses. Fieldnotes were taken at the end of each interview for

the same reasons as outlined for the nurses.

This section has explained how access to the doctors was negotiated and
the samples chosen. It has described the processes by which the nurses'
interview schedules and questionnaires and their method of
administration were modified and used to elicit information from the
doctors in the study. It has also detailed the changes which were made
to the structures of the doctors' interview schedules and
questionnaires. The experience and the lessons learned by the researcher
in developing the nurses' data collection instruments and conducting

interviews with them were invaluable and helped to inform her encounters
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with the doctors. However, various instances have been cited in this
section which hopefully demonstrated that the learning process was not
uni-directional and that the researcher's encounters with the nurses
could have been enriched as a result of the experiences gained in

developing, for example, the questionnaires used to elicit information

from the doctors.

1.3 METHODOLOGICAL APPROACHES EMPLOYED FOR THE COMMERCIAL AND
SCIENTIFIC PARTICIPANTS IN THE STUDY

The preceding section concludes the two sections detailing the
methodological approaches used for the clinicians taking part in this
study. The following two sections focus on the techniques employed to
gather data from the commercial and scientific participants. A
discussion of the methods employed to elicit information from the staff
at Smith and Nephew Ltd is presented, before going on to examine those
used for the research scientists at . the Department of Research in
Plastic Surgery at the Mount Vernon Hospital Middlesex. Several new
interview schedules were developed from the clinicians' stage of the
study, to reflect the different areas of expertise of the various

personnel - both between the commercial and scientific communities as

well as within them.

1.3.1 Negotiation of Access to Smith and Nephew Ltd

Following the decision described in the introduction to extend the study
to investigate the development and diffusion of an innovation in “the
health care field, namely OpSite, access to Smith and Nephew Ltd had to
first be negotiated. A letter was sent in the first instance (March
1987) to the Secretary to the Trustees of the Smith and Nephew
Foundation. It gave a brief outline of the research study and the
findings arising from it which were thought likely to be of interest to
them. The proposed extension of the study was discussed and their
collaboration in this regard was sought. A reply to the above letter was
received several months later from the medical advisor to Smith and
Nephew Ltd, requesting a meeting with the researcher to discuss in more

detail her research and the precise nature of the requested
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collaboration. This meeting took place in May 1987 and although he
was interested in and supportive of the study in principle, he envisaged
problems in trying to convince the company's senior management of the

value of such involvement.

Subsequent telephone conversations with the medical advisor demonstrated
that gaining access to Smith and Nephew Ltd was indeed going to be
problematic. The company's general inexperience in collaborative
research of this kind made their senior management nervous of
involvement. They voiced economic and political concerns with respect to
the cost to the company of such an exercise and in particular the
researcher's nationality and background. They were highly suspicious of
her motives for wishing to investigate the development and marketing of
their product OpSite. Her East-European name had alerted certain members
of Smith and Nephew's senior management to the possibility of industrial
espionage. They appeared afraid of her uncovering information which she
could pass on to the communist bloc. They even went so far as suggesting
that her role as a PhD student at the Sheffield City Polytechnic was a
fabrication, despite the fact that they,had telephoned her there and had
received 'Sheffield City Polytechnic; headed letters from her.

‘Reassurances from the researcher regarding her motivations and a
discussion of her family background failed to allay their fears. The
matter was finally resolved (from the researcher's point of view) by two
letters, one from one of her supervisory team which essentially
confirmed her status. in the Department of Health Studies at - the
Sheffield City Polytechnic and the background to her research “and
proposed area of work with Smith and Nephew Ltd. The second letter was
sent a few days later by the researcher herself essentially reiterating

her earlier comments made to the medical advisor.

A letter from the company's medical advisor to the researcher and their
subsequent meeting, where the study was discussed in more detail and
departments and individuals who could help were identified, led the
researcher to believe that access had finally been granted. It was clear
that the medical advisor had been given the role of 'contact man' and

the responsibility of keeping a close eye on the researcher and her
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activities within the company. The researcher was introduced to a number
of staff members during her initial visits to the company, contacts
which were to prove vital to the continuation of the study as subsequent

events unfolded.

Further introductions and visits had to, however, be postponed with the
sudden and unexpected departure from the company of the medical advisor.
For a time it seemed that this part of the project was in jeopardy. His
departure had come at a very crucial and sensitive Jjuncture in the
negotiation process. The medical advisor had been the researcher's main
contact within the company and certainly the only one who was familiar
with and supportive of the project. Fortunately, instructions had been
issued (the researcher never found out from whom) for certain other
individuals to now act as the researcher's contact points. A meeting was
arranged between these individuals and the researcher in March 1988
where it was agreed that a memo be circulated to all those identified as
possible participants in the study. Its aim was to introduce both the
researcher and her work to the individuals concerned and explain that
she would be contacting them shortly. However, before this process could
begin the researcher was informed of the need for her to sign a secrecy
agreement which would prevent her from discussing in public any issues
deemed sensitive by Smith and Nephew Ltd for the next four to five years
and to prevent anyone from the company reproducing any part of her work
without her permission. This latter point arose from an incident where a
member of Smith and Nephew's marketing team circulated an internal memo
suggesting that certain parts of a report sent by the researcher to
Smith and Nephew Ltd for information only should be reproduced for use

in one of their OpSite promotional campaigns.

A number of other important issues were also discussed at this meeting,
including ethical issues such as anonymity. Did they, for example, wish
OpSite to be named or given anonymity through the use of a pseudonym?
They tended to be against anonymity because they wanted, as they put it,
"the OpSite story to be known". They also maintained that certain facts
are so specific to OpSite that anyone working in the field, particularly
their competitors, would know which company, and therefore which

dressing, was being discussing, even without it being mentioned by name.
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The initial position of the individuals the researcher was in contact
with concerning the research was that they wanted to have the right of
veto over any written work prepared by the researcher. However, when
she challenged them on this matter, they modified their stand and a
compromise was reached. It was decided that they could comment on the
researcher's work and offer suggestions but they could not control what

she could or could not say.

Their apprehension over what the researcher may uncover and thus report,
led them to request that an embargo of two to three years be placed on
her completed PhD thesis. A meeting between the individuals concerned
and the researcher and her supervisory team was subsequently held, but
the issues of anonymity and embargoment of the completed PhD thesis were
not formalised but left open for future discussions. The issue of
anonymity has now been resolved. It has been agreed that the researcher
may cite the company and product under investigation by name, although
none of the respondents are to be identified. However, the matter
concerning the embargoment of the researcher's completed PhD thesis

has yet to be finally resolved, although the researcher is of the

opinion that it will not be enforced.

Thus, after what had been a long and rather protracted and often
uncertain period of negotiation of access to Smith and Nephew Ltd, the
researcher was in April 1988 finally allowed to make contact with the

key individuals who were to take part in the study.

1.3.2 Pilot Study

It was fairly obvious to the researcher at the outset that it would not
be possible to conduct a large number of pilot interviews with Smith and
Nephew personnel, given the small sample of potential interviewees and
the need to take up as little of the staff's time as possible. However,
informal conversations with a number of staff members provided the
researcher with some background information regarding the origins and

subsequent development of OpSite.
A wide range of archival material from a variety of sources, internal
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and external to the company, were used to provide a profile of the
company and épecifically_, informaticn on the development and diffusion
of OpSite. This material included in-house literature, such as clinical
papers, numbering over three hundred at the time of this study,
published nationally and internationally and dating from the 1940's to
the present day on the MWHT and OpSite; promotional material on OpSite,
from its €first launch as an incise drape (see section 4.5.1 page
217, 219) for a definition of an incise drape) in the early 1970's to
its use on various indications in the 1980's; and in-house joui'nals
dating from the early 1950's and literature sent to their stock-holders.
Various books and journal articles written on the MWHT and OpSite by
various authors, including Smith and Nephew staff, were also reviewed
and visits to the local library were made for the specific files and
documentation held there on Smith and Nephew to be perused. However, the
researcher did not restrict herself to merely reviewing the promotional
literature pertaining to OpSite, but widened her focus of inguiry to
inclucée that used for earlier Smith and Nerhew products. The aim of this
was to provide the researcher with an understanding of the ccmpany's
history in the drassing fielé ané so enazble her to trace, on a general
le?;'el, the extent to which the development of OpSite represented a

technical continuum or a sharp departure from Smith and Nephew's earlier

dressing range.

These verpal and written sources of information contributed to the
development of the data collection instruments, by helping to inform and
familiarise the researcher with the subject areas under inquiry and the

different linguistic styles used by those in the commercial world.

1.3.3 The Interview Schedules

Staff from four different departments were approached to take part in
the study: those from Research and Development; Technical; Marketing;
and Sales. The researcher prepared essentially four distinct interview
schedules, although there were similarities in the topics covered and
questions asked of staff in the Research and Development and Technical
departments, and the Marketing and Sales personnel because of the

overlap in knowledge and expertise found between staff in these
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different departments. Thus, for example, many of the topics relating to
the origins of the concept of OpSite and its operationalisation to end
product were covered in the interview schedules used for staff in both
the Research and Development and Technical departments. In the same way,
questions concerning the different marketing strategies used to promote
OpSite and the factors which have influenced its adoption were covered

with both Marketing and Sales personnel.

The variability in the questions asked of staff from the different
departments reflected their different specialisms, varying lengths of
service with the company, and their possession of specific knowledge and
experience of OpSite. Thus more emphasis was put on the technical and
engineering side of producing a product such as OpSite and the problems

encountered, in interviews with staff from the Technical department.

The interview schedules were of a relatively unstructured, albeit
focused type, where neither the precise wording of the questions nor the
range of responses were predetermined.‘However, the focused nature of
the schedules allowed the reéearcher to cover the relevant issues and
ask specific questions considered important to the study. There was no
specific order in which the questions were asked apart from the
researcher beginning the interviews with questions about the antecedents
of OpSite. From there on in, if the respondent took the interview into a
particular direction the researcher followed with related questions.
Thus the researcher allowed the respondent to guide the direction of the
interview while ensuring that the topics she wished to see covered or

specific questions she wished to ask were adequately dealt with.

1.3.4 Selection of the Research Sample for Smith and Nephew's

Personnel

In consultation with various Smith and Nephew staff, the researcher was
able to identify individuals who were thought able to provide the
information necessary to the study. Thus a 'purposive' sampling method
was used to choose the interviewees. The aim was to interview as many
people from the different departments as was both necessary, in terms of

the remit of the study, and possible in terms of what the company would
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allow and what was practical. For example, the number of people who
could provide the researcher with information about the early
development work on OpSite, which was conducted in the 1960's, and the
early marketing of the product, was by definition limited as few of the
people who knew of or had been directly involved with the product at

that time were still employed by Smith and Nephew Ltd.

The very nature of the organisation made the sample of respondents
almost self-selecting as did the nature of the project itself, as
discussed above. The complexity and diffuseness of Smith and Nephew's
operation means that no one person or group of people possess specific
knowledge or expertise on one particular product, rather they tend to
know a 'little bit about a lot of them'. The existence of this kind of
situation further added to the researcher's problems concerning sample
selection. The researcher was, of course, aware of the threats to
validity and possible bias, that allowing staff within the company to

choose the sample may introduce. This awareness led the researcher to
try and minimise the biasing elements in a number of ways, such as
critically evaluating what the respondents said rather than accepting
their comments uncritically; minimising the company's control over the
research findings and guarding again.st the possibility of respondents

manipulating the interview situation.

The informal nature of the sample selection process can be illustrated
by the occasions when the researcher was called upon, often at very
short notice, to interview substitute personnel, because the particular
interviewee was unavailable, or to interview additional individuals
until the scheduled interviewee was free. The consideration shown by
Smith and Nephew's personnel, and desire to help in these instances was
greatly appreciated. These particular individuals did in fact make
useful and interesting contributions to the study, although there were
occasions when the perceptions of certain staff members, vis-a-vis their
colleaques' knowledge and expertise in certain fields, did not in
reality prove to be as substantial or useful to the researcher as was

anticipated.
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Only one person from each of the Research and Development and Technical
departments was interviewed for reasons already discussed in the above
paragraphs. Both of the respondents concerned were described by other
Smith and Nephew staff members as having intimate knowledge of the early
development of OpSite. The researcher later discovered the existence of
other individuals who could have also provided her with such information
but who she had been unable to see - either because they were said to be
too busy to see her or because they would have furnished her with
material already provided by others. The remaining respondents who took
part in the study came from the Marketing and Sales departments. The
final number of Smith and Nephew personnel interviewed was twelve, three
of whom were only interviewed informally and in an exploratory way. Nine

respondents’ interviews were actually used for the main study.

1.3.5 Administration of the Data Collection Instruments

The researcher intended to tape-record all the interviews using a small
hand-sized tape recorder. The size of the machine was important given
that she did not anticipate being in a position to choose the setting
for the interview or have the time to set up any cumbersome or complex
equipment. She recognised the need to be as flexible and inconspicuous
as possible in this regaid. Given the relatively unstructured nature of
the interviews, the complexity of the subject matter and the
researcher's unfamiliarity with it, it was important that the researcher
be able to concentrate fully on the conversation between herself and the
respondent and nbt to be distracted by having to write down - the
responses. Time was also of the essence in many of the interviews and so
in order to cover the areas relevant to the research as quickly as
possible it was important that the technique adopted to record the
interviews did not impose artificial constraints on the speed at which

they were conducted.

The researcher contacted and spoke to each individual selected to take
part in the study. In addition to using this occasion to seek their
permission to be involved in the study, the researcher also used it to
provide them with some background information about herself and the

research. This was in addition to an internal memo which had already
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been circulated to all the individuals concerned, about the researcher
and her research, and the various correspondence and reports (exchanged
between the researcher and various people within Smith and Nephew Ltd
from first contact), to which they had access. However, despite all
this, the researcher still considered it important to speak for a few
minutes about her background and that of the research at the beginning
of each interview. She also recognised the importance of being honest
and willing to answer any questions put to her by the respondents,
particularly given the company's general suspicion towards this
'outsider' and their fear of her revealing company secrets to outside

sources.

All but one of the respondents interviewed agreed to be tape-recorded.
Many did not even wait for an explanation to be given before agreeing,
apparently recognising the appropriateness nof( recording such an
encounter in this way. The reluctance of the one respondent to be
tape-recorded (said to be because of .certain legal considerations) was,
however, unfortunate because the person concerned was a senior staff
member and well informed about the development of OpSite. The need to
take notes not only slowed down the pace of the interview; more
importantly, it limited the range of areas and questions which the
researcher was able to cover. On a more positive level, this incident
provided the researcher with valuable experience in learning how to cope

with the situation of having to record interviews by hand.

For a number of logical as well as strategic reasons the researcher
chose to interview the respondent from the Research and Development
department first. Firstly, his knowledge and expertise relating to the
early development of OpSite made him a natural choice as far as tracing
the evolution of the product was concerned. Moreover, the researcher
also considered the possibility that certain issues may arise in
conversation with this person which may be important and interesting to

pursue with others in later interviews.

Secondly, the researcher calculated that she could use this person's
senior position in the company to 'open other doors'. In other words, if

it became known that this person had agreed to be interviewed by the
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researcher then others may feel less inhibited about being involved. The
researcher's hunch proved to be accurate. Many respondents asked the
researcher at the begining of their interview who she had already
interviewed and it was particularly gratifying that she was able to cite
this particular person, at which point all resistance seemed to melt
away. Had they perhaps probed deeper and discovered that this person had
not agreed to his interview being tape recorded, then the researcher

felt that many of them may have followed suit!

The interviews with staff from Smith and Nephew Ltd took place between
mid May and the end of June 1988. The length of the interviews varied
from one to two hours, depending on the time that the interviewee had
allocated to the researcher. The majority of them lasted approximately
one and a half hours. Some of the interviewees were extremely attentive
and the interviews were completed without interruption. However, with
others, the researcher had to 'fit' the interview into their busy
working schedules, 'snatching' moments with them while spending long

periods of time waiting around.

At the end of each interview each respondent was asked if s/he would
oblige by completing a questionnaire (see Appendix 11). A stamped and
self-addressed envelope was attached to each questionnaire, in order for
the respondent to post the completed form. The aims of the questionnaire
were twofold. Firstly, to obtain a personal profile of the respondents
holding certain positions within the company, in terms of their ages and
educational levels. Secondly, to discover the extent of mobility (within
and between the different departments) and in-service training to Kkeep
the staff's specialist knowledge and expertise up-to-date. The
characteristics of the respondents from Smith and Nephew Ltd who took

part in the study are presented in Appendix 12.

Literature reviews conducted on the characteristics of innovating firms
and the individual's working within them, as well as experience
previously gained in constructing questionnaires (for the doctors and
nurses), helped inform the development of the questionnaire in this
particular instance. Of the seven questionnaires handed out (two of the

respondents were not given questionnaires as they were introduced to the
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interviewer at the last minute as substitutes and conversations with
them were very brief), only four were returned. The researcher sent a
letter to each person who had taken part in the study thanking them for
their contribution. This letter also served as a vehicle to remind those

who had not, as yet, returned their questionnaires, to do so.

1.3.6 Interviews with the Research Scientists Associated with

Winter and the MWHT

The preceding section géve a detailed account of the processes by which
access to Smith and Nephew Ltd was negotiated; the sample of respondents
chosen and the data collecting instruments developed and
operationalised. This section provides a similar sequential account of
how the researcher interviewed the research scientists associated with

George Winter, the scientist accredited with developing the MWHT.

1.3.7 Negotiation of Access to the Research>Scientists '

Dr George Winter, the research scientist éccredited with the discovery
that faster and more effective wound healing takes place in a moist as
opposed to a dry wound environment, died in 1981. Fortunately, his
colleague and superior during the 1960's and 1970's, when he was
conducting experiments on the wound healing process in the Institute of
Orthopaedics at the Royal National Orthopaedic Hospital at Stanmore, Dr
J.T. Scales (now known as Professor Scales), is still alive. However,
much investigative work had to be conducted before their relationship
was established, more sfill to locate this person's present whereabouts.
The researcher finally discovered his address and a letter was
dispatched to him in the Department of Research in Plastic Surgery at
the Mount Vernon Hospital Middlesex providing information on the

research and the researcher and requesting a meeting.

A reply to the researcher's letter was received and a date for an
interview fixed for the middle of June 1988. An interview with such a
key person would, the researcher believed, enrich the study in terms of

providing the final chapter to the supply side of the MWHT case-study.
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Prior to commencing the interview the respondent introduced the
researcher to Mrs S.E. Barnett and Ms S.J. Varley, both of whom had
worked with George Winter. Indeed, Mrs S.E. Barnett had been intimately
involved with his wound healing work. Both of them were very interested
in the researcher's work and agreed to be interviewed. Prior to
commencement of the interviews, the researcher gave a preamble to the

study and her own particular involvement with it.

1.3.8 The Interview Schedule

The researcher used the literaturé reviews she had conducted on the MWHT
and George Winter, as well as the verbal accounts and archival material
obtained from staff at Smith and Nephew Ltd, to develop the data
collection instruments to be used for these respondents. As with the
Smith and Nephew interviews, an unstructured interview technique was
used, albeit focused on specific issues and questidhs pertinent to the

study.

1.3.9 Administration of the Data Collection Instruments

The interviews lasted approximately one and a half hours. The
researcher's preparedness, flexibility of mind and ability to cope with
being suddenly thrust into certain situations (where on arrival to
interview one of the.fespondents, she was told she could also interview
two other people) was once again tested. This situation also
demonstrated the appropriateness of wusing an unstructured data

collection instrument.

The interview with Mrs S.E. Barnett and Ms S.J. Varley was conducted
with them both together. This was the first occasion that the researcher
had interviewed more than one person at a time. She found the encounter
challenging and the information arising from it both interesting and
informative - perhaps more so than if two separate interviews had been
conducted, as each respondent tended, on occasion, to remind the other
of certain events and incidents. However, there were also disadvantages
to this arrangement. The researcher discovered that skill was needed to

prevent one of the respondents dominating the entire conversation. The
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degree of concentration and raised awareness needed to keep such an
encounter going was also found to be more acute and heightened than in a
one to one situation. Note taking in such a situation would have been
fraught with difficulties. Thus it was much to the researcher's relief

that the respondents agreed for the interview to be tape-recorded.

Part of the skill in conducting such interviews is the researcher's
ability to think ahead, not just in terms of minutes and what the next
question is going to be, but in terms of days, perhaps weeks and months,
to fhe time when she is transcribing the tape(s). Thus she had to ensure
that whenever possible only one person spoke at any one time, so as to
avoid an indecipherable babble of too many people speaking at once being
recorded. When such a situation seemed almost unavoidable (as in many
ordinary conversations), the researcher made sure that the tape-recorder
was in a good position to pick up all the voices and if a particularly
salient point was made by one or both of the respondents she asked them

to either repeat it or expand on it in a little more depth.

As a matter of courtesy (as with all the interviéws the researcher
conducted), a letter of thanks and abpreciation for taking part in the

study was sent to the above individuals.

1.4 CONCLUSION

This section concludes a comprehensive and detailed discussion of the
various methodological approaches used to collect data from ° the
clinical, commercial and scientific personnel involved in the study. The
rationales underlying their employment and their operationalisation was

presented.

The chapter that follows opens the part of the thesis devoted to the
presentation of the findings from the study. It will be divided into
various sections concerning the nature and management of patients with

fungating and ulcerating malignant lesions.
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CHAPTER TWO: THE STARTING PCINT - THE NATURE AND MANAGEMENT OF
FUNGATING AND ULCERATING MALIGNANT LESTIONS

2.1 FUNGATING AND ULCERATING MALIGNANT LESIONS - A REVIEW OF THE
LITERATURE

INTRODUCTION

This section begins the chapter on the nature and management of
malignant lesjions with a literature review which investigates the nature
and incidence of these lesions, as well as their most common sites of
presentation, their prognosis and the different therapeutic modalities
employed. The characteristics of the patients typically affected are

also discussed.

2.1.1 The Nature of Fungating and Ulcerating Malignant Lesions

The care of patients with intractable wouﬁds; such as fungating and
ulcerating malignant lesions, has incieaéingly become a nursing
province, yet little information is available in the nursing literature
regarding their nature and management. This has been noted by Foltz
(1980), Sims and Fitzgerald (1985) and Wells (1986) who, in his review

of Westaby's (1985) definitive work on wound care says:

"The book gquestions a great number of current practices and
examines the management of the majority of wounds seen in
hospitals. Sadly, there is a notable exception, malignant
wounds are hardly mentioned." (p 15)
This lack of information about malignant lesions leaves nurses reliant
on their intuition and experience, however varied that may be, to care
for such patients. This situation is regarded as highly unsatisfactory,
given the seriousness and acutely distressing nature of this condition

(Ashford et al, 1980; Bennett, 1985; Foltz, 1980; Sims and Fitzgerald,
1985) which is graphically described by Doyle (1980):

"Can we begin to imagine what it must feel like for a patient to
see part of his body rotting and to have to live with the
offensive smell from it, see the reaction of his visitors
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(including doctors and nurses) and know that it signifies lingering
death." (p 310)
One possible reason for the scarcity of published work on this condition
may be due to the fact that it is regarded as uncommon (Rosen, 1980).
However, the exact incidence is unknown, and the same author suggests

that these lesions do not always figure in a patient's records.

The Incidence of Malignant Lesions

There appear to be conflicting reports regarding the incidence of these
lesions and the extent to which their prevalence has declined in recent
years. Any accurate measurement of their incidence may be further
confounded by the fact that many people delay seeking medical treatment
(Bell, 1983; Bloom et al, 1962; Sims and Fitzgerald, 1985). Such
concealment may be due to physical reasons, because the lesion causes no
pain to the patient (Bennett, 1985) or to psychological reasons
highlighted by Sims and Fitzgerald (1985). Bloom et al (1962),
investigating cases of untreated breast cancer, write of one woman who

had delayed seeking help for sixteen years:

"by which time the whole breast was replaced by a fungating tumour
with satellite nodules in the surrounding skin. Ulceration had been

present for twelve years." (p 217)

The Nature of these Lesions

Malignant 1lesions are products of cancerous infiltration of. the
epithelium (Foltz, 1980; Sims and Fitzgerald, 1985) which develop as a
fungating mass or ulceration with subéequent local infection, offensive
(malodorous) exudate and capillary bleeding (Charles-Edwards, 1983).
There appears to be some confusion in the literature over the
definitions of the terms fungating and ulcerating malignant lesions.
Some authors use the two terms interchangeably (Bale and Harding, 1987;
Bell, 1983; Foltz, 1980; Sims and Fitzgerald, 1985) to describe a
fungating mass and an open, crater-type wound. Petrek et al (1983)
however, appear to distinguish between these two types of lesions when

they say:
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"It is unclear why in one patient the breast cancer mass can grow
to a large size and merely elevate the overlying uninvolved skin,
while in another patient a mass of equal size will invade and
destroy the skin causing ulceration." (p 187)
Most authors regard fungating skin lesions as being most commonly
associated with carcinoma of the female breast (Charles-Edwards, 1983;
Foltz, 1980; Rosenberg, 1977; Saunders, 1978; Sims and Fitzgerald,
1985), although Rosen (1980) considers that vitually any internal
malignancy can give rise to cutaneous metastases. The range of sites
from which they can arise includes: the oral cavity, lung, colon,
kidney, ovary, stomach (Rosen, 1980; Rosenberg, 1977) head and neck,
uterus, bladder, (Foltz, 1980) cervix, vagina, vulva, (Charles-Edwards,

1983; Saunders, 1978), and thumbs (Panebianco and Kaupp, 1968).

Ulcerating and fungating lesions may develop at the site of the primary
neoplasm (Bell, 1983; Bennett, 1985) or away from it at a secondary site
due to metastases (McCorkle, 1973; Petrek et al, 1983; Rosenberg, 1977).
Such lesions may be the first manifestation of an unsuspected neoplasm
(Rosen, 1980; Sims and Fitzgerald, 1985) or a secondary sign (McCorkle,
1973; Rosen, 1980; Rosenberg, 1977).

There appears to be a general consensus that patients with fungating or
ulcerating malignant lesions invariably have a poor medical prognosis
(McGovern et al, 1982; Rosen 1980; Rosenberg, 1977; Wood, 1980),
particularly if they'have delayed seeking medical treatment (Wilcox et
al, 1982). Whilst Foltz (1980) and Rosen (1980) share this general
perspective, they feel that no hard and fast rules can be appliéd to
survival time. Sims and Fitzgerald (1985) note that some patienfé in
their study survived for longer than two vyears, despite extensive
lesions. There ére also documented cases, such as the one previously

described by Bloom et al, where patients have survived for many years.

2.1.2 The Treatment of Fungating and Ulcerating Malignant Lesions

A variety of treatments have been reported for either localised or
disseminated disease, in isolation or as part of a combination therapy

programme. For example, surgical extirpation (Rosenberg, 1977; Saunders,
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1978; Wood, 1980), chemotherapy (Foltz, 1980; Sims and Fitzgerald,
1985), radiotherapy (Bell, 1983; Gribbons and Aliapoulios, 1972; Lyon,
1982), hormonal manipulation (Bell, 1983; McCorkle, 1973; Petrek et al,
1983; Saunders, 1978) and immuno-therapy (Sims and Fitzgerald, 1985).

However, when medical treatment is no longer appropriate or has proved
to be ineffective, then management becomes increasingly a nursing
province and palliative rather than curative treatments are employed.
These are directed at alleviating the distressing symptoms associated
with the lesions such as minimisation of pain, infection, bleeding and
discharge (Bale and Harding, 1987; Foltz, 1980; Gribbons and
Aliapoulios, 1972; Petrek et al, 1983; Sims and Fitzgerald, 1985) and
particularly the more noticeable and personally and socially
objectionable malodour (Ashford et al, 1980; Bennett, 1985; Butcher et
al, 1976; Welch, 1982).

Topical Agents

An analysis of the treatments cur;ently used by nurses on fungating and
ulcerating malignant lesions (Foltz, 1980; ©Pugh 1983; Sims and
Fitzgerald, 1985) reveals the use of a number of agents and solutions
which have in recent years received much criticism. This relates

particularly to the physiological effects of the use of topical

antiseptics.

The offensive smell of some fungating tumours is thought to be caused by
the invasion'of bacteria (Ashford et al; 1980; Gribbons and Aliapoulios,
1972; Sims and Fitzgerald, 1985). Cleaning the wound with appropriate
antiseptics, it is Dbelieved, will inhibit  further bacterial
proliferation. Therefore cleansing agents such as hypochlorites
({eg. Eusol, Milton), aqueous antiseptics (eg Povidone-Iodine,
Chlorhexidine and Cetrimide) and hydrogen peroxide are used. However,
the wisdom of using agents such as these on wounds in general has been
the subject of much recent debate. Povidone-Iodine and Chlorhexidine
have been found to be effective antibacterial agents but, 1like
hypochlorites, are inactivated by body fluids, blood, pus and slough
(Butler, 1985; Leaper, 1986) although not as rapidly as hypochlorites
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are (Leaper et al, 1987). This review of the literature has not yielded
any references to the effectiveness or otherwise of these agents on the
wounds being studied, but since they are noted for the amount of
discharge present it is reasonable to assume that these cleansing agents
will be rapidly inactivated in the same way as has been found for wounds

in general.

More seriously, some of these commonly used agents have been found to
inhibit wound healing in general. This inhibition is due to damage to
new tissue (Brennan and Leaper, 1985; Leaper, 1986) and suppression of
the normal Ilymphocytic response (Ninneman and Stein, 1981). Wider
systemic effects may be produced. Eusol has been shown to cause
irreversible damage to the microcirculation and can produce a range of
side effects from mild uraemic toxaemia to acute renal failure (Johnson,
1987) as can Povidone-Iodine (Barton and Barton, 1981). Cetrimide is
thought to be toxic to wound tissues at low concentrations (Leaper et al
1987). Sleigh and Linter (1985) present two case reports illustrating
the hazards of using hydrogen peroxide in certéin circumstances. Such
evidence suggests that the practice of using topical antiseptics should
be reappraised. The implications of -this are as pertinent to the

management of malignant lesions as they are to other types of wounds.

Non-Conventional Topical Agents.

Non-conventional treatments such as natural live yoghurt and buttermilk
(used systemically or topically) are used on fungating and ulcerating
malignant lesions (Barckley, 1964; Gribbons and Aliapoulios, 1972;
Welch, 1981 and 1982), as is baking soda (Foltz, 1980) as anti-bacterial
agents for reducing odour (Bennett, 1985; Sims and Fitzgerald, 1985),
and icing sugar as a debriding agent (Sims and Fitzgerald, 1985).
However, little information abéut their mode of action or effectiveness

is available.
Dressings

There is now a large body of literature relating to the general

principles of wound dressing but again very little reference is made to
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the specific needs of the patient with a funQating or ulcerating
malignant lesion, although a few authors discuss the various types of
dressings used on such lesions, particularly fungating breast lesions
(Bale and Harding, 1987; Foltz, 1980; Sims and Fitzgerald, 1985;
Warrender, 1982).

It is clear that local care of the wound will not heal the underlying
disease. Nevertheless, many authors are of the opinion (Doyle, 1980;
Foltz, 1980; Sims and Fitzgerald, 1985) that appropriate nursing
intervention can help improve the quality of life of such patients and
the lives of their families (Wood, 1980).

2.1.3 Psycho-Social Factors Associated with this Condition

Caring for patients with fungating and ulcerating malignant lesions is,
of course, not solely a matter of controlling physical symptoms. It
includes awareness of and ability to cope with the psychological
problems such patients may present such aé embarrassment, shame and
guilt. This is an issue which -a few authors have addressed
(Bennett, 1985; Charles-Edwards, 1983; Petrek et al, 1983; Saunders,
1978; Sims and Fitzgerald, 1985), but their prevailing tenor can be
illustrated by the following quote from Charles-Edwards:

"Much can be done to keep the lesions comfortable and odourless,

but the attitude with which the dressing is performed will do

more to alleviate the patient's feelings of shame, disgust and

alienation, than any of the many potions." (p 148) ’
This highlights the need to treat not only the malignant lesion but the

patient as a whole.

Little is known about the characteristics of the patients who suffer
from this complication of their malignant disease, other than the range
of their ages and, here again, there is lack of consensus. Some authors
consider that fungating and ulcerating malignant breast lesions appear
mainly in women over 40 years of age, with those between the ages of 60
and 70 most affected (Petrek et al, 1983; Sims and Fitzgerald, 1985).
However Townell (1983) considers‘ulcerated breast lesions to be less

common in the elderly patient.
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Apart from data relating to the age of patients with breast lesions
there is little information about the characteristics of patients
affected by this condition, such as their sex, occupational status and
social class. Information such as this could lead to a deeper
understanding, socioclogically and medically, of this condition and the
people it affects and may also shed some light on the reasons for their

occasional tendency to conceal their wounds from others.

This review of the literature confirms that there is a lack of published
information and research which deals specifically with fungating and
ulcerating malignant lesions. Accurate data on the incidence and
prevalence of this condition is lacking, although it is seen as being
uncommon. The reports which are available give little indication of the
knowledge base and raticnale on which nursing management is founded.
Indeed, there is much to suggest that a poor knowledge base underpins
nurses' and doctors' clinical practice. Critical appraisal of the
treatments used on these lesions had to be soughf in the literature on
wound healing in general. However, it can be said that an informed and
considered choice regarding the use of conventional and non-conventional
topical agents and dressings is as pertinent to the nursing management
of malignant lesions as it 1is to other wouﬁd types. Moreover, that
awareness of and sensitivity to the psychological problems that such
patients often present, is as important as controlling the physical

symptoms of this condition.

The findings of the present study on aspects of the nature and
management of fungating and ulcerating malignant lesions are presented

in the following sections.

2.2 THE CAUSES AND INCIDENCE OF FUNGATING AND ULCERATING MALIGNANT
LESIONS

This section begins the presentation of the findings from the clinical
part of the study. The data presented summarise the comments which the
sample of 36 nurses and 15 doctors made about the nature and management
of patients with fungating and wulcerating malignant 1lesions. The

preceding literature review on this condition clearly demonstrated that
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little is, as yet, known about the causes of this condition. Even less
information is available to answer the question why certain cancer
patients develop these lesions while others do not, and why some of
these lesions fungate while others ulcerate. The doctors in this study
were asked for their opinions on these issues so that a medical
perspective could be obtained. The nurses in the study were not
questioned on this matter because the findings from the pilot studies
convinced the researcher that any discussions with them, concerning the

medical causes of this condition, would vield no useful data.

It was evident from the responses given by the doctors in this study
that there is much uncertainty concerning the causes of this condition.
There was also a lack of consensus over whether certain types of cancers
are more prone to the development of these lesions than others. A third
of the doctors believed that the longer a tumour is left undetected, the
more chance there is for fungation or ulceration to develop. However,
others felt that this may have more to do with the histology of the
tumour and its superficiality (its proximity to the skin's surface) (9
doctors), than the length of time it goes undetected. In contrast, other
doctors argued that theoretically all cancers have the potential to
fungate or ulcerate given the right conditions, often in spite of their

specific histologies, rather than because of them.

However, it was not just the disease process which was held responsible
-for the development of these lesions; human intervention was also cited.
The treatment given to arrest the spread of the malignant condition or
to control its associated symptoms were frequently held responsible”for
the development of a fungating or ulcerating lesion. For example, some
doctors thought that fungating lesions can result from recurrence
following treatment (2 doctors), either from "insufficient surgery"
(where not enough of the tumour has been removed) or from the
implantation of cancerous cells in the scar. According to one doctor,
cancer of the bowel and bladder are well recognised for developing
lesions on the surgical site because of the tendency for the track of
the needle used to suture the wound to move the tumour cells from inside

the body to the skin surface.
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One of the reasons for undertaking a study of these lesions was to shed
some light on their frequency of occurrence. Are they very rare or
fairly common? There are no reliable figures to provide answers to this
question. Some people think they are less common than they used to be;
others think they may be on the increase. In order to get some indirect
evidence about their incidence the respondents were asked for their
opinions on this issue in general and specifically, the numbers of

patients they had cared for.

Many of the respondents found it difficult to recall exactly or even to
estimate how many such patients <they had cared for. There was
considerable variation in the figures given by the nurses, ranging from
those who reported having cared for between 1 and 3 patients a month (10
nurses) to 10-12 a month (2 nurses) and 16 per month (1 nurse). Some
nurses, although finding it difficult to be specific, wished to convey
that their experience of caring for patients with fungating lesions was
extensive, through using terms such as "a lot" (3 nurses), "loads" (1
nurse) and "many" (1 nurse). This was in" contrast to the doctors, for
whom patients with malignant lesions  appear to constitute a less

frequent feature of their practice.

There was 1little consensus amongst the doctors as to whether the
incidence of malignant lesions has increased or decreased over the
years, although the collective evidence from the doctors' and nurses'
comments suggests that fungating lesions occur more regularly in normal
practice than may be supposed and certainly more frequently ‘than

ulcerating lesions.

It would, of course, be entirely inappropriate to rely on such
self-reported estimates as evidence of the incidence of these lesions
and whether it is increasing or decreasing. The most that they can do is
provide an overview of these clinicians' highly subjective perceptions
and experiences of caring for @patients of this kind. The
generalisability of these findings is limited for a number of reasons.
Firstly, such self-reported estimates may be subject to under-reporting
or over-reporting. Some respondents may have answered these questions in

terms of their own selected criteria, for example, counting perhaps only
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the "very bad ones", "fatal ones" or specific types which they remember
for whatever reason. Secondly, there are problems of reliability with
the figures given because of the uncertain and often speculative nature
of some of the responses and problems of recall. Finally, there are
problems with the definitions of fungating and ulcerating lesions which

the respondents used and the distincticns they made between them.
2.3 THE CHARACTERISTICS OF FUNGATING AND ULCERATING MALIGNANT LESIONS

The aim of this section of the study is to describe the characteristics
of these lesions. It thus represents a move from a general discussion of
the incidence of this condition and its causes, to a more detailed
examination of its symptomology. Questions were asked about the visual
appearance of the lesions and other noticeable features, such as odour,
which appears to be a major problem for some patients and their carers.
Analysis of the responses shows how 'variable the characteristics of

these lesions and the nurses' and doctors' knowledge and experience of

them can be.

2.3.1 An Irregqular Shaped Protruberance or an Infiltrative Concavity?

It appears from the comments made by the nurses and doctors interviewed
that fungating malighantvlesions aré not easy things to describe or
categorise. However, the extensive and often contradictory range of
terms used by the respondents may be more of a reflection of the
clinicians' different perceptions and experiences of these lesions than
evidence of their highly variable form of presentation. There appears to
be no commonly shared understanding of the term 'fungating'. Indeed the
actual meanings given to this term seem to differ from person to person.
For example, just under half of the nurses and a third of the doctors
believed that fungating malignant lesions were best described in terms
of an "overgrowth" or "mass" growiné in excess of the skin. Just over
one third of the nurses described the characteristics in terms of the

"nodular", "bubbly" effect they have on the skin.

Sixteen nurses and eight doctors used metaphors either to illustrate

their comments or as the main descriptive tool. Five respondents thought
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these lesions resembled "fungus", with one doctor and one nurse more
precisely likening it to "fungus on a tree", which, according to this
nurse, is probably how these lesions get their name. However, of all the
different types of metaphors that were used, the food metaphor was by
far the most popular, particularly amongst the nurses. Over one third of
the nurses likened fungating malignant lesjions to a "cauliflower", while
only two doctors used this term. Other nurses thought they resembled a

"mushroom" (as did one doctor), "lump of bad liver" and a "bunch of

grapes".

However, just under a half of the nurses and a third of the doctors
defined a fungating lesion not in terms of a mass growing out from the
skin but one where the tumour infiltrates through the skin "breaching",
it and "eating" the flesh, creating a "crater" or "volcano" type wound.
A third of the nurses and almost a third of the doctors said that
fungating malignant lesions can have areas which are both masses and
cavities, at one and the same time. What 1is clear from all these
examples is that there is a problem of definition, more evident amongst
the nurses than the doctors, as more doctors than nurses differentiated
between the two types of lesion. A quote from one nurse in Unit $§
illustrates the institutional influences on the- use of terminology. She
suggests that the way these lesions are described may depend on the

convention which exists in a particular Unit:

"I wouldn't know what the difference was between them, to be
honest. I mean they Jjust call them fungating lesions here, whereas
where I trained...... they called them ulcerating....you get hard,
dry and crusty ones....here they call them fungatlng, (where 1
trained)....they called them ulcerating."
There was an implicit recognition in some responses, made more explicit
in others, that the existence of such contrasting characteristics
implied that there are two different types of fungating malignant
lesions. However, rather than presenting fungating malignant lesions
simply as polymorphic entities, one could argue that what is actually
being demonstrated is the existence of two different types of malignant
lesions - one which fungates and one which ulcerates. It must be said
that some respondents clearly recognised this distinction, and in other

sections of the study certainly made it explicit. Nevertheless, there
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were many who did not and for whom such a distinction represented
neither a theoretical nor a practical reality and thus they tended to

use the two terms synonymously and interchangeably.

2.3.2 Symptoms Associated With This Condition and Their Causes

It seems that not only do these lesions vary in their appearance, there
are also physiological differences between them, or is this perhaps once

again a reflection of the differences between fungating and ulcerating

malignant lesions? For example, three quarters of the nurses and two
thirds of the doctors believed that fungating malignant lesions have a
tendency to bleed, although there were doctors and nurses who said that
it was not common for them to bleed or that this varied, in that "some
do" (5 nurses) and "sometimes"(6 nurses) or "occasionally"(l doctor, 2
nurses) they do. There were similar disagreements over the extent to
which these lesions discharge. A third of the nurses and a half of the
doctors said that they did discharge. The remainder indicated that this
was not common to all lesions nor persistent in all cases or indeed,

according to one doctor, the major feature of this condition.

The disagreements encountered over the tendency and extent to which
malignant lesions bleed or discharge were not evident when discussing
the malodour of these lesions, for no respondent denied that these
lesions were malodourous, although their comments did suggest its
variablity. The malodour was regarded by most of the respondents as one
of the most distressing charécteristics of these lesions for both the

patient to live with and their families and carers to deal with.

When asked whether or not these lesions are painful to the patients and
by what criteria clinicians judge them to be so, the respondents gave a
number of varied and conflicting answers. The majority of respondents
felt that it is not usual for these lesions to be painful but recognised
that there are occasions when some of them are. Some of the respondents
also thought that the lesions often look more painful than they actually

are (6 nurses,l doctor).
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The characteristics of these lesions discussed above can be detected
using three of our senses, those of sight, touch and smell, whereas the
detection of pain relies as much on the development of communication
skills as it does on observation. Observing whether a patient is or is
not in pain requires the carer to interpret the body language used by
the patient. A third of the nurses cited observing patients' reactions
and bedy language as important indicators of whether they are in pain,
although no doctor did. A high proportion of both doctors and nurses
relied on patients "complaining" if they are in pain or on how much
medication they are receiving. It was evident from the comments made by
some of the respondents that the medication given is not necessarily
governed by the patient's expression of pain but by the nurses' or
medical staff's judgement of the amount of pain they think the patient

is experiencing.

Pain is, of course, a highly problematic issue. Carers need to be aware
that patients with such conditions may be too ill or distressed to
explain that they are in pain. Moreover, thefe are certain social and
cultural factors which influence whether and how individuals publicly
express pain, which may have 1little to do with the biologically implied
'pain threshold' (Zborowski, 1952). Furthermore, judgement of the level
of pain that another person is experiencing may have more to do with a
carer's sensitivity and awareness of the psycho-social and cultural
factors influencing patients' experiences and less to do with a
biological measure of the degree of pain a patient is suffering. Thus,
relying on the level of medication a patient is receiving or on the
perceptions of others as determinants of the extent of pain a patieni is
experiencing, is not only inappropriate, as it serves to alienate the
patient from the effects of the disease process affecting him/her; it
also subordinates his/her subjective experiences of it to the
perceptions of others of their own bodily state. Employing such
indicators may also produce incorrect diagnoses, particularly if the
carer is ignorant of or insensitive to the patient's non-verbal patterns

of communication.

Caring'for patients with such a condition has become predominantly a

nursing matter, yet many of the nurses interviewed had little idea about
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the causes of the various symptoms associated with it. This is despite
the fact that such knowledge has important nursing management
implications. Their comments suggest that some of them have never
actually thought about the causes and have been reluctant to inquire
about them from medical or nursing colleagues. Many of the comments made
by the respondents appear to have arisen from observations in clinical
practice and informed guesswork rather than from any theoretically
grounded knowledge base. A range of highly variable and at times
contradictory opinions were given, which can be taken to indicate either
the multi-causal nature of these symptoms or the lack of consensus that

exists both between and within the medical and -nursing professions

concerning this matter.

By far the most common reason given to account for the bleeding of these
lesions was the erosion of blood vessels, either by the tumour (7
doctors, 9 nurses) or the lesion (2 doctors). The extreme vascularity of
certain areas of the body (5 nurses) or the malignant area (2 nurses)
and tumour (2 doctors) more specifically, and traumatisation of the

lesion (5 doctors, 16 nurses) were also blamed.

The majority of doctors and a quarter of the nurses believed that one of
the main causes of the malodour associated with these lesions was
infection, although -there was 1little agreement, even amongst the
doctors, as to the strain of bacteria thought particularly responsible.
The importance of isolating the offending micro-organism is important
when we go onto consider the various management regimes employed to deal
with the smell, as some of the topical or systemic antibiotics comménly
used may be inadvisable or ineffective. Some of the nurses held nursing
management techniques partially responsible for the malodour, in that
dressings (soaked with exudate) are not changed as regularly as they

ought to be.

Nearly half of the nurses and a couple of doctors attributed the pain of
these lesions to the involvement of nerve endings, either because they
are exposed (6 nurses,l doctor), as with superficial wounds, or due to
the tumour pressing on them (2 nurses). In contrast, a number of

respondents thought that these lesions were not painful because the
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nerve endings have been destroyed by the tumour (6 doctors). Pain was
also thought likely to arise if the tumour spreads into “confined" areas
causing pressure (3 nurses) or involving other structures (3 nurses).

Some of the nurses blamed nurses' lack of care in dressing these lesions
and their choice of agents for the pain experienced by patients

with malignant lesions.

2.4 TYPES OF FUNGATING AND ULCERATING MALIGNANT LESIONS CARED FOR
AND THE CHARACTERISTICS OF THE PATIENTS AFFECTED

This section moves us on from the general characteristics associated
with these lesions to a more specific investigation of their reported
sites of presentation and the types of patients typically affected. The
aim of this part of the study is to ascertain whether certain types of
cancer are more frequently associated with the development of these
lesions than others, whether there are certain areas of the body,
certain sexes and particular age groups which appear more likely to be

affected by this condition than others.

Most of the doctors and nurses regarded fungating breast lesions as the
major and most common kind of lesion, and for some, the classic type of
fungating lesion in terms of the characteristics it presents. The face
(24 nurses,8 doctors), genitalia (25 nurses,8 doctors), anal region (6
nurses,7 doctors) and rectum (5 nurses) were other major areas where
.fungating and'ulcerating lesions develop, although they have also been

known to aevelop on, for example, the finger-tips, perineum and legs.

Nurses from Units T and S appear to have cared for a larger number and
greater variety of fungating and ulcerating malignant lesions than
nurses from Unit C. This is not particularly surprising given the
varying types of patients that they have to care for and the specialist
nature of both units S and T. The extent of the respondents' experiences
with different types of lesions invariably influenced their perceptions

of the general incidence of these lesions.
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2.4.1 Sex of the Patients with Fungating and Ulcerating Malignant

Lesions

The responses indicate that both sexes are 1likely to develop these
lesions. However, the sex-specific nature of certain cancers means that
fungating or ulcerating lesions in the genitalia will develop in the
vagina and vulva in women and the penis and scrotum in men, although
overall, men appear to develop malignant lesions in the genitalia less
frequently than women. Women are also more likely to develop fungating
bfeast lesions than men, although men are on occasion affected, albeit
less extensively and severely. However, based on respondents'
observations men appear more likely to develop malignant lesions of the

face and the anal/rectal region than women, at a ratio of 2:1 in the

latter case.

The reasons given for the prevalence of such lesions in men and women
were varied and at times ambiguous and confusing. A number of
respondents admitted to not knowing why women seem to be more prone to
develop breast lesions. Many nurses and a number of doctors in fact
addressed the question of why women, as opposed to men, are more prone
to develop breast cancer, as opposed to tackling the specific issue of

why they then go on to develop fungating breast lesions.

The comments made by the respondents to explain the predominance of
breaét lesions in women can be located on a biologically-

deterministic and a socio-psychological level. BAmongst the various
anatomical and physiological features specific to the female, which-were
blamed for the development of these lesions, were the ubiquitous female
hormones. The oestrogen in women's bodies was held responsible by some
respondents for the development of breast cancer, and by implication
breast lesions, because of the tendency of this hormone to stimulate the
growth of the hormone-dependent breast tumour. Thus the very nature of
women's bodies seems to make them more prone to the development of this
condition. In contrast, when men become affected the cause is located at
some hormonal dysfunction, as the following quote from a nurse

illustrates:
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"...male hormones usually are not in the category that would cause
a breast tumour. It's usually when there's something wrong with
the.... male hormones.... that the male would get a breast lesion.
That's as much as I understand."
The above example is illustrative of the general tendency in the medical
world (adopted by other health care professionals and indeed the lay
public) to blame women's hormones or their reproductive organs or
menstrual cycle for many physical ailments (Ehrenreich and English,
1973; 1979), in other words anything which is intrinsic to the female
sex. This is notwithstanding the tendency in the medical profession to
label what are essentially ©physical problems as psychological
disturbances when they affect women (Barrett and Roberts, 1979). The
researcher does not wish to dismiss the important role which the female
reproductive function plays in the health and ill health of women, but

what she does condemn is the misplaced preoccupation of the medical

profession with it.

The tendency by many in the medical profession to frequently look to,
for example, women's hormones as the cause of women's ill health belies
the ignorance which exists about what are euphemistically called,
'women's problems'. The reason for this ignorance, one could argue, is
due to the 1little interest which is shown by the male-dominated
scientific and medical community in issues concerning many aspects of
women's health. The lack of research conducted into the nature and
management of malignant lesions, in otheq words, the very topic of this
research project, is a clear example of the ignorance which exists in
the medical world about a’condition which predominantly affects wamen,
and older women in particular, whose complaints appear to attract even

less research interest than other women's health preblems.

But is the scientific and medical world per se to blame for this state
of affairs or is the reason more socially derived? If more financial
resources were given to researching the causes of many of the problems
pertaining to women's ill health it may well be found that the causes
are more social than purely biological (Barrett and Roberts, 1979).

However, by medicalising what are ostensibly social problems the medical
profession are not only providing medical solutions in the short term,
they are preserving the status-quo in the long term (Kennedy, 1983;
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Zola, 1972). To recognise women's 'physical’ complaints as
manifestations of their dissatisfaction with their status and position

would thus call for major social changes.

Concealing the existence of a cancer, and thus delaying its treatment,
was also given as a reason for women being more affected by malignant
lesions of the breast, although concealment did not appear to be
something peculiar to women, as some doctors also cited this as a
possible reason for the development of malignant lesions of the penis.
There was little criticism of factors such as the lack of primary health
care and screening facilities to explain delays in women seeking medical
help for suspected breast lumps. Instead, we can observe more cf a
tendency to apportion blame, albeit indirectly, to the individuals
affected by these lesions and in particular to their psycho-social state
which leads them to delay seeking medical help.

Several respondents speculated as to the reasons for the
disproportionately high incidence of malignant facial lesions amongst
men. Three nurses believed that men are more prone to develop such
lesions because of the higher incidence of head, mouth and neck cancers
in men than in women. What these respondents did not explain, but which
others did, was that men are more likely to develop cancers of the face
and oral cavity because they are smoking- and drinking-related and men
have, on the whole, tended to smoke and drink more than women ({General
Household Survey, 1988). However, two doctors from Unit S intimated that
this trend may be changing as an increasing number of women are now
adopting these habits. What these kinds of arguments do is to shift the
emphasis from essentially biologically-deterministic arguments of

sex-specific cancers to the social habits of individuals.

2.4.2 BRAges of the Patients with Fungating and Ulcerating Malignant

Lesions

It appears that people from all adult age groups can develop fungating
and ulcerating malignant lesions on any site of their bodies, although
those between the ages of 50 and 70, particularly those in their 60's,

appear especially prone. It could of course be argued that such findings
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are not particularly remarkable as increasing age is associated with
increasing cancer rates of all kinds (Frank-Stromberg, 1986). However,
such an argument supposes a direct link between the development of
cancer and the development of these lesions, whereas in fact, such a
relationship has yet to be clearly established. Indeed, the question of
whether the development of such lesions is linked to certain types of
peocple (genetically) or certain types of cancers (histologically) or
certain types of life-styles (socially) or results from a complex

interaction of all three, awaits the work of future researchers to

answer.

2.5 THE TREATMENT OF FUNGATING AND ULCERATING MALIGNANT LESIONS

It is hoped that the preceding sections have enabled the reader to gain
an understanding of this condition and its typical sites of
presentation. The sections that follow will hopefully further increase
this understanding by examining the various treatments used on these
lesions and the reasons for their use. This particular section deals
both with the general and the palliative treatments frequently employed
on them. Palliative treatments are those used to control local symptoms
when the other more general treatments have failed or are inappropriate.
This section also examines the types of agents and dressings used by the
nurses in the sample and the rationales underlying their usage, and
demonstrates the conflicting opinions which exist concerning the

appropriateness and effectiveness of some of them.

2.5.1 General and Systemic Treatments

By far the most popular form of treatment reported by the doctors for
fungating and ulcerating malignant lesions is radiotherapy (14 doctors),
often in conjunction with chemotherapy (9 doctors). Hormonal drugs are
also used (6 doctors) to reduce the speed of growth of hormone-dependent

tumours, and surgery (4 doctors) is employed to remove the malignant

tumour.

The choice of treatments depend on a number of things, such as the

primary site of the tumour (2 doctors), its pathology (2 doctors), the
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extent of the disease (2 doctors) and the condition of the patient (2
doctors), in terms of their age and general health (1 doctor). However,
when the disease fails to respond to such treatments, and fungation or
ulceration develops or recurs, then palliative treatment is needed to

control such local symptoms as odour, discharge and pain.

2.5.2 Palliative Treatments

A whole gamut of agents were used to clean malignant lesions, but by far
the most frequently used were normal saline (34 nurses), eusol and
paraffin (20 nurses) and hydrogen peroxide (28 nurses). Despite the fact
that hydrogen peroxide and eusol and paraffin were popular forms of
treatment, their usage received much criticism, not only in terms of
their frequent ineffectiveness, but alsc because of their unpleasant and
often harmful side effects, such as destroying healthy skin (7 nurses)
and causing pain to the patient (7 nurses). Literature on wound healing
suggests (see section 2.1) that these agents not only hinder healing,
but that they also cause systemic damage to the patient. It is therefore
necessary to ask if their use as cleansers is’ sufficiently effective to

outweigh their damage to healthy tissue.

Charcoal pads (31 nurses) and live yoghurt (23 nurses) were the
treatments most frequently used to deal with the malodour of fungating
and ulcerating malignant lesions, both separately and at times together.
Metronidazole (or Flagyl, as some nurses referred to it) was also a
popular form of treatment for the malodour of these lesions, used both
orally (6 nurses) and/or in the form of a gel or solution applied
topically (8 nurses). Fourteen nurses reported using artificial
deodorisers, such as air fresheners, deoderising machines and perfumes

in order to mask the smell.

An extensive range of dressings were used by the nurses on these lesions
and, as with the various agents discussed above, some were more popular
in certain units than others. Various non-adherent dressings such as
Jelonet (20 nurses) and Melolin (11 nurses) were used, as were dressings
impregnated with various medicaments, such as Sofratulle (8 nurses),

and Bactigras (4 nurses). More ‘'modern' style dressings were also cited
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by nurses from Unit S, such as Lyofoam (2 nurses), Scherisorb (2 nurses)
and Seaweed dressings (1 nurse). By far the most favoured type of
dressing was gauze. Twenty nine nurses spoke of using it - either in a
dry state or soaked in certain solutions such as eusol and Paraffin (15
nurses), Metronidazole/Flagyl (3 nurses), hydrogen peroxide (1 nurse)

and saline (1 nurse).

There were many differences of opinion regarding the effectiveness of
the various agents and dressings used on these lesions, and a general
vagueness and lack of consensus regarding their mode of action and
rationales for their use. It could, of course, be that 1little is
actually known about the mode of action of certain agents, yoghurt being
a particular case in point. Hence, the uncertainty, discordant and at
times confused nature of many of the comments, as respondents attempted
to formulate their own theories based on their personal observations and

experiences in clinical practice.

2.6 THE RATIONALES UNDERLYING THE MANAGEMENT OF FUNGATING AND
ULCERATING MALIGNANT LESIONS

Having looked at the various therapiés used to treat malignant lesions,
this section will investigate the factors which influence the way they
are treated. It will also discuss whether and to what extent nurses

involved in the care of such patients understand the reasons for their

actions.

The findings indicate that the nursing management of fungating "and
ulcerating malignant lesions is not based on a sound understanding of
the physiological processes of wouhd healing. Indeed, when the nurses
were asked what informs a nurse's decision to deal with a fungating or
ulcerating lesion in a particular way, a whole range of factors were
cited (see Table 1), but no mention was made of the relationship between
the treatments used and the healing process. This is despite the fact
that the majority of the nurses interviewed thought it important that
nurses caring for such patients should have an understanding of the
general principles of wound healing and a third of them thought they

ought to know everything about the healing process. (A fuller discussion
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of their understanding of the wound healing process and related issues

will be presented in 3.2, 3.3 and 3.4).

FACTORS DETERMINING THE NURSING MANAGEMENT OF MALTGNANT LESIONS

TABLE 1

Factors described by respondents Number of nurses
mentioning each
factor (N=36)

Characteristics of the patient (age,
lifestyle, comfort) 11
Previous treatment 11
State of the wound (size, odour,extent of
discharge and bleeding) 1
Experience

Trial and error

Advice from other nurses

Effectiveness

Favourite and personal preferences

Availability (e.g. from pharmacists)

Consultants' preferences

Cost

Information from literature

Ease or difficulty of application

Don't know

No response

NP R P RNNDNNDWWDS O

The responses given by the nurses indicate that the choice of treatment -
is influenced by a complex interaction of various factors, many deriving
from psycho-social, institutional and ‘economic considerations as opgosed
to purely scientific and clinical ones. For example, the issue of
availability (on wards and in the community) and low cost (as certain
expensive forms of treatment may not be available in all settings), may
be extremely important factors in helping us understand why certain

agents and dressings are used more than others.

Yoghurt was more frequently used by nurses from Unit T than nurses from

the other two units. This may be because it is relatively cheap and has

no known deleterious side effects to add to a terminal patient's already

distressed condition. On the other hand, its somewhat 'folk-medicine’

image and non-scientific nature may be a reason why it is not very

popular in the technologically-orientated Unit S. Thus the ethos and
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philosophy of a given unit can significantly influence clinicians'
perceptions of certain treatments and, in turn, their usage of them,
which may have very little to do with the actual agents' properties or

effectiveness.

Nurses from Unit C tended to use artificial deodorisers such as perfumes
and deodorants more frequently than nurses from the other units to mask
the malodour. This may be significant in that the patients cared for by
these nurses live in their own homes and so in order to mitigate the
distress the malodour may cause to immediate family members sharing the
house with the patient, or visiting friends, its elimination becomes

more pressing.

Personal experience and the opinions of experienced others appear as
important determinants of the treatments used on these lesions. However,
experience can mean different things to different people. According to
one nurse from Unit C, it is not the number of years that a nurse has
been qualified which constitutes experience but in which setting she has

actually worked. To quote:

" ... nurses at specialist institutions ..... are far more
experienced than I am, in as much as somebody perhaps who's only
been qualified for a year, I would consider to be more experienced,
although I've been qualified for a lot longer than that."
Personal preferences and favourites also seem to play a part in
influencing the treatments to be employed on these lesions. For example,
hydrogen peroxide and eusol and paraffin appear to be used because they

are "old favourites", treatments which have been "tried and trusted".

However, when the nurses were asked to describe the various stages of
wound management and asked which factors specifically influenced their
choice of treatment, factors previously not mentioned were cited. Four
nurses spoke of the patient influencing what is used, in the sense that
nurses decide to use agents and dressings which ensure patient comfort,
are "pleasing as well as effective" and do not alter the patient's

physical appearance and thus possibly their psychological self-image.
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Following the dictate of others did not feature in the responses given
to the general question about why certain management regimes are
employed on these lesions, although this factor featured quite highly in
this section of the interviews which focused the respondents' attention
on specific instances when they had dealt with such wounds. Issues
regarding the alienation that many nurses feel to their job were also
raised. Some of the responses provided valuable insights into the
freedom individual nurses felt they possessed in terms of choosing how
to manage these lesions. Over half of the nurses said that the choice of
treatment was determined by senior medical and/or nursing staff members
based on varying levels of liaison and consultation with the nurses
directly involved in the care of these patients. Some nurses
accepted that they had little if any input into such decisions and
simply followed orders, doing "what others tell you ". The above
discussion illustrates the general lack of communication between nurses
and their medical and nursing colleagues .regardingA fundamental

management concerns and is an indictment of the present state of

affairs.

However, some nurses seem to exert significant influence over the
management of these patients, even with respect to the traditional
prescribing role of the doctor, as the following quote from one doctor

illustrates:

"... if it starts smelling then I am the one that prescribes the

antibiotics and the nurses will know which antibiotic they'll want
me to prescribe."
This view was supported by comments made by another doctor, suggesting
that the prescribing role of doctors is at times little more than a
'rubber stamping' exercise, as opposed to one in which medical Jjudgement
and expertise is employed in assessing the appropriateness of certain

therapies.

However, the nurses' influential role in determining the management of
these lesions, suggested by the comments made by some of the doctors and
nurses, is often mediated in the practical situation by adherence to the

'hidden' rules of the doctor-nurse game. The comments made by a number
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of nurses illustrated the implicit rules by which doctor-nurse
encounters are governed. These are that nurses can make suggestions
regarding, for example, the types of cleansers they may think
appropriate to use, but they do not undermine the doctor's authority by

taking charge of the situation and asserting what they want.

" We don't decide anything. What we use as far as cleaning wounds,
in....a bad case like that, we....talk with our GPs....and discuss
that patient's care....and he might sort of say, ‘'well, what would
you suggest'....but you don't say, 'well, I want this' or 'I want
that,' it's not the done thing, you know."
Thus despite the doctors' 1limited role in the management of these
wounds, the authority invested in their medical status at times means
that nurses directly involved in the care of these patients have to
follow their orders without always fully understanding the reasons for

their decisions.

The descriptions given of the various stages of the nursing management
of malignant lesions revealed much more clearly the often conflicting
institutional influences on the choice of treatment. According to
several nurses and doctors, the decision to use certain agents and
dressings is influenced by routihe and custom and practice, namely, what
individuals and institutions have been used to using, and what has been
used in the past on similar lesions or what has worked in the past. It
was evident from some of the responses given that ward policy and the
authority of certain doctors and senior nurses éan at times be used to
dissipate any challenge to traditional practices and thus prevent
disruption of the status-quo and any possible change. One nurse from
Unit S, critical of the way tradition binds current nursing practices,

when challenging the use of eusol and paraffin, was told:

"We've done it this way for a long time so we'll carry on doing it
this way."
An institutional ethos which encourages innovative practices can
significantly affect what is used on these lesions. A number of nurses
from Unit S said that choice of treatment may depend on what is the "in
thing" at any particular time. This was one of the few occasions when

mention was made of ¢the willingness of nurses to move away from
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