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OBZORNIK ZDRAVSTVENE NEGE
NAMEN IN CILJI

Obzornik zdravstvene nege (Obzor Zdrav Neg) objavlja izvirne in pregledne znanstvene ¢lanke na podro¢jih
zdravstvene in babigke nege ter interdisciplinarnih tem v zdravstvenih vedah. Cilj revije je, da ¢lanki v svojih
znanstvenih, teoreti¢nih in filozofskih izhodis¢ih kot eksperimentalne, neeksperimentalne in kvalitativne
raziskave ter pregledi literature prispevajo k razvoju znanstvene discipline, ustvarjanju novega znanja ter
redefiniciji obstojecega znanja. Revija sprejema ¢lanke, ki so znotraj omenjenih strokovnih podro¢ij usmerjeni
v klju¢ne dimenzije razvoja, kot so teoreti¢ni koncepti in modeli, etika, filozofija, klini¢no delo, krepitev zdravja,
razvoj prakse in zahtevnejsih oblik dela, izobrazevanje, raziskovanje, na dokazih podprto delo, medpoklicno
sodelovanje, menedzment, kakovost in varnost v zdravstvu, zdravstvena politika idr.

Revija pomembno prispeva k profesionalizaciji zdravstvene nege in babistva ter drugih zdravstvenih ved v
Sloveniji in mednarodnem okviru, zlasti v drzavah Balkana ter $irSe centralne in vzhodnoevropske regije, ki jih
povezujejo skupne znacilnosti razvoja zdravstvene in babiske nege v postsocialisti¢nih drzavah.

Revija ima vzpostavljene mednarodne standarde na podrocju publiciranja, mednarodni uredniski odbor, $irok
nabor recenzentov in je prosto dostopna v e-obliki. Clanki v Obzorniku zdravstvene nege so recenzirani s tremi
zunanjimi anonimnimi recenzijami. Revija objavlja ¢lanke v slovens¢ini in angles¢ini in izhaja $tirikrat letno.

Zgodovina revije kaZe na njeno pomembnost za razvoj zdravstvene in babiske nege na podroc¢ju Balkana, saj
izhaja od leta 1967, ko je iz8la prva $tevilka Zdravstvenega obzornika (ISSN 0350-9516), strokovnega glasila
medicinskih sester in zdravstvenih tehnikov, ki se je leta 1994 preimenovalo v Obzornik zdravstvene nege.
Kot predhodnica Zdravstvenega obzornika je od leta 1954 do 1961 izhajalo strokovnoinformacijsko glasilo
Medicinska sestra na terenu (ISSN 2232-5654) v izdaji Centralnega higienskega zavoda v Ljubljani.

Obzornik zdravstvene nege indeksirajo: CINAHL (Cumulative Index to Nursing and Allied Health Literature),
ProQuest (ProQuest Online Information Service), Crossref (Digital Object Identifier (DOI) Registration Agency),
COBIB.SI (Vzajemna bibliografsko-katalozna baza podatkov), Biomedicina Slovenica, dLib.si (Digitalna knjiznica
Slovenije), ERTH PLUS (European Reference Index for the Humanities and the Social Sciences).

SLOVENIAN NURSING REVIEW
AIMS AND SCOPE

Published in the Slovenian Nursing Review (Slov Nurs Rev) are the original and review scientific and professional
articles in the field of nursing, midwifery and other interdisciplinary health sciences. The articles published aim
to explore the developmental paradigms of the relevant fields in accordance with their scientific, theoretical and
philosophical bases, which are reflected in the experimental and non-experimental research, qualitative studies and
reviews. These publications contribute to the development of the scientific discipline, create new knowledge and
redefine the current knowledge bases. The review publishes the articles which focus on key developmental dimensions
oftheabove disciplines, such as theoretical concepts, models, ethics and philosophy; clinical practice, health promotion,
the development of practice and more demanding modes of health care delivery, education, research, evidence-based
practice, interdisciplinary cooperation, management, quality and safety, health policy and others.

The Slovenian Nursing Review significantly contributes towards the professional development of nursing, midwifery
and other health sciences in Slovenia and worldwide, especially in the Balkans and the countries of the Central and Eastern
Europe, which share common characteristics of nursing and midwifery development of post-socialist countries.

The Slovenian Nursing Review follows the international standards in the field of publishing and is managed
by the international editorial board and a critical selection of reviewers. All published articles are available also
in the electronic form. Before publication, the articles in this quarterly periodical are triple-blind peer reviewed.
Some original scientific articles are published in the English language.

The history of the magazine clearly demonstrates its impact on the development of nursing and midwifery in
the Balkan area. In 1967 the first issue of the professional periodical of the nurses and nursing technicians Health
Review (Slovenian title: Zdravstveni obzornik, ISSN 0350-9516) was published. From 1994 it bears the title
The Slovenian Nursing Review. As a precursor to Zdravstveni obzornik, professional-informational periodical
entitled a Community Nurse (Slovenian title: Medicinska sestra na terenu, ISSN 2232-5654) was published by
the Central Institute of Hygiene in Ljubljana, in the years 1954 to 1961.

The Slovenian Nursing Review isindexed in CINAHL (Cumulative Index to Nursing and Allied Health Literature),
ProQuest (ProQuest Online Information Service), Crossref (Digital Object Identifier (DOI) Registration Agency),
COBIB.SI (Slovenian union bibliographic/catalogue database), Biomedicina Slovenica, dLib.si (The Digital Library
of Slovenia), ERIH PLUS (European Reference Index for the Humanities and the Social Sciences).
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Leading article/Uvodnik

Professionalization of nursing in Slovenia: challenges and responsibilities for nurses

with a higher education degree

Profesionalizacija zdravstvene nege v Sloveniji: izzivi in odgovornosti za visokoSolsko

izobrazene medicinske sestre in zdravstvenike

Brigita Skela-Savic

Fast-paced development of society and increasing
needs for healthcare services call for a discussion on
knowledge in nursing which could help meet these new
demands. This leading article further develops some
topics previously touched on in the leading article
Professionalism in nursing: what is its current level in
Slovenia (Skela-Savi¢, 2016a), adding new evidence
from the project Nursing as a scientific discipline in
Slovenia (Skela-Savic, et al., 2017a).

Based on my previous research work, I would
describe the process of nursing professionalization
as an organized system of formal higher education
for an occupation with a strongly defined work
ethic, responsibilities and code of conduct where its
practitioners are members of a professional association.
The work in performed on the basis of clearly defined
guidelines and standards for monitoring work quality,
self-monitoring, and evidence-based practice. The latter
calls for a system of scientific research which provides
new knowledge, assesses the appropriateness of existing
practices, successfully addresses professional issues and
needs of the society, and poses challenges for a new
paradigm—in our case, the paradigm of nursing as a
socially responsible scientific discipline and profession.

Who is responsible for professionalization of nursing
in Slovenia?

A profession develops as the end result of the process
of professionalization which is not a one-time event,
but rather a series of development activities dependent
primarily on the competencies of the highest-level
decision makers, on their ability to strategically plan
the implementation of changes and to clearly articulate

the need for improvements in clinical practice to
meet the needs of the healthy and ill populations.
So—who is responsible for that? The answer lies in
representative studies conducted in Slovenia (Skela-
Savi¢, 2017; Skela-Savic, et al., 2016a, 2017a, 2017b).
Nursing managers in healthcare institutions and long-
term care facilities, managers in higher education
institutions offering nursing programs, and managers
of the national nursing association are the ones who
should assume responsibility for the development of
nursing at present and in the future.

The conditions for making the shift from an
occupation to a profession include formally acquired
knowledge, competencies, abilities, and values for
development work in nursing as these can generate
the understanding of development competencies
and the implementation of evidence-based practice
(Skela-Savi¢, et al., 2017b). In their employees,
nursing managers must encourage the development
of knowledge in research and evidence-based nursing
care (Skela-Savig, et al,, 2016a). By doing so, they will
overcome the mentality identified in qualitative group
interviews of experts in nursing which included, for
example, understanding research and development as
nurses' leisure activities, low self-awareness, a lack of
interest for obtaining knowledge needed to establish
research and development, and a lack of respect for
research knowledge (Skela-Savi¢, 2017).

Current healthcare managers (including nurse leaders)
must have obtained postgraduate-level managing and
leadership skills as well as knowledge and competencies
in the following areas: communication and relationship
building, knowledge of the healthcare environment,
modern approaches to leadership, establishment of
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professionalism at all levels, efficient system management,
development of employees' knowledge and abilities
needed to appropriately meet the needs in their
environment, demographic trends, public health issues,
establishment of values that support evidence-based
practice, responsibility, quality and safety, intersectoral
collaboration, implementation of the policy of constant
quality monitoring and improvement, implementation
of quality principles, and introduction of information
technology solutions in healthcare, also in terms
of improving work processes and ensuring active
involvement of service users (American College of
Healthcare Executives, 2014; Skela-Savi¢, 2016b).
According to the American College of Healthcare
Executives (2014), a specialization in nursing
management is required for top nursing positions,
yet no such requirement exists in Slovenia. With this
in mind, it is easier to understand research findings
that reveal successful professionalization of nursing
in Slovenia. Skela-Savi¢ and colleagues (2016a) have
found that managers need a clear vision of development
in research and evidence-based practice which is an
integral part of the hospital's operations. To achieve
that, they must develop nurse leaders whose job is to
foster a culture of research and evidence-based practice
in the clinical settings.

Also, we must reconsider the currently established
practice in Slovenia that, when nurses with a higher
education get promoted to head nurses, they stop being
involved in direct patient care. Does that truly benefit
the development of the profession? A comparison
with physicians reveals that, when they get promoted
to directors, medical directors or heads of major
departments, they always retain some of their work in
the clinical setting. Therefore, they do not face difficulties
when it comes to understanding the clinical setting,
being a part of it and returning to the clinical setting
after the leadership position term ends. The practice
common among nursing managers—that after assuming
a leadership position they cut their ties with the clinical
setting—is actually debilitating for the profession,
possibly deterring the formation of a competitive arena
for leadership and development positions, discouraging
education at the second and third cycles, and neglecting
those with a postgraduate degree who are not given an
opportunity to transfer their knowledge into practice.
This policy can be destructive and is detrimental for
nursing as a profession. Actually, nursing managers
should stay involved in clinical work, applying the tools
of matrix organizational structure and transformational
leadership in nursing and increasing the competencies
of lower-level managers.

Knowledge and competencies in nursing
Extant research (Skela-Savi¢, et al., 2016b; 2016¢;

2017a) clearly shows that nursing professionals in
Slovenia have difficulties when it comes to the basic

understanding and implementation of the first phase
of professionalization, namely "the formation of
profession”, as termed by Watkins (2011), because they
do not understand nursing competencies according
to educational levels. Although competencies from
secondary school nursing programs are not repeated
in higher education nursing programs, the reality of
clinical practice reveals a different picture. In fact,
competencies for specialist work and for advanced
practicein clinical settings, as outlined by the European
Federation of Nurses Associations (EFN Workforce
Committee, 2014), do not yet exist in Slovenia.

Moreover, research (Skela-Savic, et al., 2016b; 2016¢;
2017a) conducted as part of a two-year project has
indicated a host of issues, such as education-related
differences and mistrust among secondary schools
and higher education institutions, or the still prevalent
belief that a secondary school degree in health care is
required for enrollment into higher education nursing
programs, despite the fact that a European Directive
(Directive 2013/55/EU of the European Parliament
and of the Council, 2013) unambiguously defines the
requirement for enrollment as having completed 12
years of general education. Such attitudes are hindering
the development of university programs which earn
graduates the professional title registered nurse (RN).
After all, all European Union (EU) member countries
and most former Yugoslavian countries committed
to developing these programs. A four-year education
at the university level would better equip graduates
with the knowledge necessary for understanding and
implementing nursing professionalization.

Finally, the system of continuous professional
education—a condition for obtaining a nursing
license—is in need of reform. It has been shown that
Slovenian nurses holding a higher education degree
receive very little education in applied research,
development work and evidence-based practice
(Skela-Savi¢, et al.,, 2016a). The obligatory programs
for a nursing license have to be expanded to include
the understanding of ethics not only in terms of
responsibility towards the patients and long-term care
residents, but also in terms of responsibility for the
development of the profession—that is what nursing
care should be like, but it is sadly not. Obligatory
educational programs should also include evidence-
based practice.

Patient needs and human resource requirements

It has to be carefully considered which knowledge
and skills nurses need to meet current patient needs
and how human resource requirements should be set to
ensure enough patient time and an acceptable quality
and safety of patient work. For the past decade, higher
education system has produced masters in nursing, but
advanced practice positions in healthcare institutions
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have yet to be systematized although the needs for
these positions already exist. Good examples are family
medicine reference clinics (FMRCs). Nurses with a
higher education degree employed at these clinics are
included in postgraduate education modules planned
by family physicians. However, these modules are not
accredited and therefore do not earn them a higher
level of education. According to the ICN guidelines,
nurses working in advanced practice should have a
master's degree. When we come across the fruits of
labor by RNs employed at FMRCs published by family
physicians in international and Slovenian journals,
these nurses are rarely credited as co-authors and
their position is stated as advance nurse practitioner.
That is the case in articles, but a master's degree is not
a requirement for their position in practice. What is
more, few community health centers support RNs
working in FMRCs in their efforts to obtain a master's
degree in nursing of health promotion.

Evidence-based results must be presented to
underline the need for more nursing professionals
with a higher education degree. As part of nursing
development nursing, nurses should go on strike as a
unified occupational group and demand that human
resource requirements be increased, that European
directives be followed in practice, and that the level
of education in nursing be raised, as these measures
would lead to a decrease in complications which come
with a price. There is more than enough evidence to
support these demands. The most recent study by
Aiken and colleagues (2017) revealed that, if a nursing
team consists of four nurses with a higher education
degree and two nurses with alower education and cares
for 25 surgical patients, substituting one nurse with a
higher education for a nurse with a lower education
increased the patients' odds of dying by 21 %. The
study was conducted in Belgium, England, Spain,
Switzerland and Finland. And how many nurses with
a higher education degree care for 25 surgical patients
in Slovenia? After considering this question, we can
no longer claim that Slovenian nurses will never go
on strike, but we should rather say that they must
strike—by doing so, we take the right ethical stance
for the provision of high-quality, safe nursing care. A
strike would let patients know that they could receive
better care if our conditions were similar to those in
other countries and if work standards for nurses were
comparable to those of physicians.

Slovenia is at the bottom of EU member countries
in the percentage of nurses with a higher education
degree (OECD, 2013). It is not enough that only a few
members of the higher education arena are drawing
attention to the fact that although Slovenia's educational
system is in line with the European directive for
regulated professions, this is not reflected in human
resource requirements only in the field of nursing,
unlike in medicine, dentistry, midwifery, pharmacy,
veterinary medicine, and architecture. After 90 years

of existence, RNs are still not the predominant nursing
care providers in Slovenian clinical settings. Most
nursing care is still conducted by assistant nurses who
lack the necessary level of education and professional
competencies for the scope and level of difficulty of
the work they conduct. In reality, nursing managers
drive assistant nurses into exceeding their professional
competencies on a daily basis (Skela-Savi¢, etal., 2016¢)
by failing to employ enough RNs. Who is responsible
for this situation? The answer is provided in a research
report by Skela-Savi¢ and colleagues (2017a)—the fact
that assistant nurses are exceeding their competencies
due to a lack of nurses with a higher education degree
was created within the nursing profession itself. An
interesting research question therefore emerges: what
would the study by Aiken and colleagues (2017) reveal
if it was conducted in Slovenia?

The study conducted by Albreht (2005) projects the need
for more higher education nursing programs by taking
into account only the demographic data for nurses with
a higher education degree without considering patient
needs. When Sloveniaacceded to the EU and the Directive
for regulated professions was implemented, nursing
managers, higher education managers and the Nurses
and Midwives Association of Slovenia (NMAS) failed to
explain, based on international research evidence, that
the number of higher education nursing programs must
be increased and the number of secondary school nursing
programs decreased as even then many assistant nurses
faced unemployment. Moreover, a divergence began to be
seen between nurses with a secondary school degree and
a higher education degree when Slovenia entered the EU,
and that divergence continues to be felt and is hindering
the development of nursing as a profession. We continue
to focus on the fifth and seventh levels according to the
Slovenian Qualifications Framework, while patient needs
call for specialist nurses, masters in nursing, and doctors
of nursing practice. Today, Slovenia no longer faces a
lack of nurses with a higher education degree; the issue
today is that there are not enough systematized positions
for these nurses. Systematization of four categories of
practitioners (EFN Workforce Committee, 2014) with
clearly defined competencies is sorely needed.

Professional title after completed formal education

Another issue related to professionalization of
nursing in Slovenia concerns the professional title
of this occupational group. The project Nursing
as a scientific discipline (Skela-Savi¢, et al., 2016c¢)
revealed that the term caregiver has low social status,
being perceived as less worthy and as such being
inappropriate for a nursing care practitioner. In
addition, the representatives of secondary healthcare
schools did not embrace some new areas of nursing
work, such as long-term care. Since 2007, there has
been an ongoing debate about the professional title for
nurses with a higher education degree which would
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clearly illustrate the nature of work they conduct. In
the last decade, the Slovenian Board for Nursing (SBN)
has adopted a different title for this occupational group
twice, most recently in 2014 when the adopted title was
'health care practitioner'. This represents only a minor
change since this title (‘zdravstvenik’) has been in use
for male nurses since 2004. The Ministry of Health has
not yet implemented this proposal by placing it on the
list of healthcare professions.

Discussions on the need to rename the professional
title have sparked and continue to spark objections.
A frequently heard reasoning is that the existing
title, ‘'medical nurse' (‘medicinska sestra’), is accepted
in Slovenia and there is no need to change it. These
arguments show a lack of understanding for the concept
of professionalization. After all, even Angela Boskin—
the first Slovenian nurse with a higher education
degree—had the title 'care nurse' and not 'medical nurse'.
As the occupation of nursing undergoes the process of
professionalization, we should think about whether the
professional title of Slovenian nurses is appropriate for
usage of today and tomorrow. Decades ago, medical
schools in Slovenia were renamed into healthcare
schools, while the professional title of female nurses still
holds the word 'medical'. No matter how we try to find
evidence in an effort to understand why the professional
title cannot be changed, one conclusion can be drawn:
caring as the essence of the nursing profession has not
been researched enough to withstand expert judgment,
in nursing and outside of it, that it is also science. And
that is the key problem with nursing as a scientific
discipline, if compared to medicine. Both nursing theory
and practice have to be developed and compared. We
have to stop with the division of theoretical discourse in
schools and practical knowledge in the clinical setting.

According to Carvalho (2014), healthcare professions
differ from each other primarily in knowledge obtained
through research work. Some nurses perceive this
new knowledge as a deviation from nursing care and
rather opt to support the local context of knowledge
in practice. Horton and colleagues (2007) claim that,
from a historical perspective, nursing entails the basic
tasks of caring for and helping the ill and their families.
At the moment, the profession is caught between the
provision of care which was historically practiced
by less educated 'caregivers' or those who acquired
the knowledge, and nursing as a science which
is—or should be—practiced by nurses with a higher
education degree. Why is the proposed professional
title 'graduated nursing practitioner' unacceptable if
the occupation is termed nursing care?

Challenges for the future

Several years of research work went into defining,
at the strategic level, the national responsibility for the
development of nursing as a scientific discipline and
the indicators of whether national responsibility is

being fulfilled (Skela-Savi¢, 2017), and the results are
published in this issue of the Slovenian Nursing Review.
Fulfilling the national responsibility for achieving
progress in professionalization of nursing is of utmost
importance and must become the priority in the
national strategy of nursing development in Slovenia.
The defined national responsibility can be fulfilled by
responsible managers who possess the knowledge and
skills needed to recognize resources and opportunities
for meeting the indicators for fulfilling the national
responsibility. The goal is professionalization of nursing
for high-quality, safe and efficient health care provision.
The tools for reaching this goal include systematic
research, expert judgment, development of critical
thinking, and evidence-based decision making.

The efforts to make research work in nursing
established can only be realized through a national
institute for research work in nursing which must be
founded by the NMAS. It is not reasonable to wait
that nursing receives support from other institutions
on this issue, especially regarding the current state of
healthcare policy in Slovenia. The institute should be
funded from membership fees of NMAS members and
from calls for application. Such a national research
institute will have an 'evidence-based' influence on
politics; once it becomes scientifically established,
it can obtain public funding for its operations.
The institute should follow the maxim expressed
in the previously mentioned study: "The center of
development and research work must be the patient"
(Skela-Savic, 2017).

Our professional association is celebrating 90 years
of its existence. The national professional association
(NMAS) is facing a special challenge: it has to formulate
an ambitious and modern vision of development and
set down its goals and the strategy for achieving them.
A clear vision of development which supports social
responsibility and responds to the needs of society
calls for a systematic division of funding, a reflection
on the current structure, and allocation of funding
for research and development. It is crucial to demand
a transparency of operations both at the level of the
Association and at the level of regional societies.
Professional associations must become the engine
of professionalization, advocating evidence-based
practice and research work. At the level of the national
association, a clear distinction between the profession
and politics must exist because only nonpartisanism
will enable it to function in an evidence-based manner
regardless of the political party in power. This is not to
say that political activation of nursing professionals is
undesired—on the contrary—, but it should take the
form of candidacy in national and regional elections.

Final thoughts

As an expert and researcher in nursing and health care,
I wish to convey the following message: the development
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of nursing as a profession and a scientific discipline
is becoming increasingly dependent on how it is
perceived within the occupational group. There are two
distinct dimensions of perceiving nursing which have
to coincide—the scientific dimension of nursing care
provision and the dimension of reflection on nursing
practice. The first provides nurses with a higher education
degree with new knowledge to be tested in practice, while
the second must serve as an imperative to researchers for
scientific investigation and be categorized either in the
field of nursing knowledge or, conversely, in the field of
non-evidence-based practice. To achieve the latter, every
RN must possess the necessary knowledge to understand
the importance of research resulting in scientific findings.
RNs should support development work in nursing and
contribute to the exchange of evidence and findings
from practice. That is how nursing will be able to retain
the values which have historically shaped its relation to
the healthy and the ill, and add the values of scientific
knowledge on nursing care, professional development
and evidence-based practice. Such a compromise is
beneficial, enabling theory and practice to merge into
one. A combination of these two dimensions will solidify
the position of nursing as a profession and a scientific
discipline providing care based on scientific evidence.
If nurses with a higher education degree will fail to
undertake this task, nursing will become a peripheral
supporting service of the healthcare system and getlost in
a myriad of those who, in the increasing needs for health
and health care provision, will seize the opportunity and
become advocates for the needs of the healthy and ill
populations. Therefore, we cannot afford to waste time
on unproductive squabbles and reproaches on excessive
ambitiousness of individuals proposing changes. Instead,
we should come together and scientifically substantiate
our work—nursing care provision—as was done
previously by our forerunners, Florence Nightingale and
Angela Boskin, according to the level and understanding
of the occupation at the time.

Slovenian translation/Prevod v slovenséino

Dinamicen druzbeni razvoj in vecanje zahtev po
zdravstvenih storitvah zahtevata razpravo o znanju v
zdravstveni negi, kakr$no bi bilo tem novim zahtevam
kos. Pri¢ujo¢i uvodnik nadaljuje teme, zacete Ze v
uvodniku Professionalism in nursing: what is its current
level in Slovenia (Skela-Savi¢, 2016a), in dodaja nova
spoznanja iz projekta Zdravstvena nega kot znanstvena
disciplina v Sloveniji (Skela-Savic, et al., 2017a).

Na osnovi dosedanjega lastnega raziskovalnega
dela bi pot profesionalizacije stroke zdravstvene nege
opisala kot urejen sistem formalnega visokosolskega
izobrazevanja za poklic, ki ima opredeljeno poklicno
etiko in odgovornost ter kodeks delovanja, izvajalce
dolocene stroke pa povezuje profesionalno zdruzenje.
Podlage za poklicno delo so izdelane smernice in

standardi za spremljanje kakovosti dela, vzpostavljen
nadzor lastnega dela in z dokazi podprto strokovno
delo. Delo, podprto z dokazi, zahteva tak sistem
znanstvenega raziskovanja, ki prinasa nova znanja,
potrjuje ustreznost ali neustreznost obstojeega
delovanja v stroki, odgovarja na probleme v stroki
in na druzbene potrebe ter postavlja izzive za novo
razvojno paradigmo, v nasem primeru za paradigmo
zdravstvene nege kot druzbeno odgovorne znanstvene
discipline in profesije.

Odfovorm’ za profesionalizacijo zdravstvene nege
v Sloveniji

Profesija se razvije v procesu profesionalizacije, ki ni
enkratno dejanje, temvec je niz razvojnih aktivnosti, ki
so odvisne predvsem od usposobljenosti odgovornih
na najvisjih pozicijah odlo¢anja, od njihove sposobnosti
strateskega nacrtovanja sprememb in argumentiranega
izrazanja zahtev za izboljsave pri delu, s katerimi lahko
odgovorimo na potrebe zdravih in bolnih. Kdo so torej
odgovorni? Odgovor temelji na v Sloveniji izvedenih
reprezentativnih raziskavah (Skela-Savi¢, 2017; Skela-
Savi¢, et al., 2016a, 2017a, 2017b). Menedzment
zdravstvene nege zdravstvenih in socialnih zavodov,
menedzment visokoSolskih zavodov s Studijskimi
programi zdravstvene nege in menedZzment
nacionalnega zdruZzenja v zdravstveni negi so tisti, ki
morajo prevzeti odgovornost za razvoj zdravstvene
nege danes in v prihodnosti.

Zapremik, da se stroka razvije v profesijo, so potrebni
formalno pridobljeno znanje, kompetence, sposobnosti
in vrednote za razvojno delo v zdravstveni negi, ki
lahko generirajo razumevanje razvojnih kompetenc in
uresnicevanje z dokazi podprtega dela (Skela-Savic, et
al., 2017b). Menedzment zdravstvene nege mora pri
zaposlenih podpreti razvoj znanj iz raziskovanja in
znanj z dokazi podprte zdravstvene nege (Skela-Savic,
et al., 2016a). S tem bo preseZzena miselnost, ki smo
jo prepoznali v kvalitativnih skupinskih intervjujih
strokovnjakov zdravstvene nege, npr. opredeljevanje
raziskovanja in razvoja kot prostocasnih aktivnosti
medicinskih sester, nizko lastno zavedanje in
nizek interes za pridobivanje znanj za vzpostavitev
raziskovanja in razvoja, nizko spo$tovanje znanja o
raziskovanju (Skela-Savi¢, 2017).

Menedzerji v zdravstvu (mednje sodijo tudi
vodilni v zdravstveni negi) morajo dandanes imeti na
podiplomskih izobrazevanjih pridobljene sposobnosti
za upravljanje in vodenje ter znanja in kompetence
za naslednja podro¢ja: komunikacija in gradnja
odnosov, znanje o zdravstvu in okolju, sodobni
pristopi v vodenju, izgradnja profesionalizma na vseh
ravneh, ucinkovito upravljanje sistema, razvoj znanj
in sposobnosti pri zaposlenih za ustrezen odziv na
potrebe okolja, demografski trendi, javnozdravstveni
problemi, izgradnja vrednot, ki podpirajo z dokazi
podprto delo, odgovornost, kakovost in varnost,
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medsektorsko povezovanje, udejanjanje politike
nenehnega spremljanja in izboljsevanja kakovosti ter
udejanjanje nacel kakovosti, uvajanje informacijske
tehnologije v zdravstvu tudi z vidika izboljSevanja
procesov dela in aktivne vklju¢enosti uporabnikov
storitev (American College of Healthcare Executives,
2014; Skela-Savi¢, 2016b). Amerisko zdruZzenje
izvr$nih direktorjev v zdravstveni negi (American
College of Healthcare Executives, 2014) pravi, da
mora biti specializacija iz menedZmenta zdravstvene
nege obvezna za prevzem vodilnih delovnih nalog,
vendar v Sloveniji teh pogojev nimamo. Zato je lazje
razumeti tudi nekatera spoznanja raziskav, ki kazejo
na uspes$nost profesionalizacije zdravstvene nege v
Sloveniji. Skela-Savi¢ in sodelavci (2016a) ugotavljajo,
da mora menedzment prispevati jasno razvojno vizijo
raziskovanja in z dokazi podprto delo v zdravstveni
negi, ki je umescena v delovanje celotne bolni$nice. V
ta namen morajo razvijati vodilne medicinske sestre/
zdravstvenike, katerih naloga je oblikovanje kulture
raziskovanja in z dokazi podprtega dela v klini¢nih
okoljih.

Zamisliti se je treba tudi nad uveljavljeno prakso v
Sloveniji, da ko visokosolsko izobrazena medicinska
sestra/zdravstvenik postane glavna medicinska sestra/
zdravstvenik, izgubi stik z neposrednim delom pri
pacientu. Ali je to v korist razvoja profesije? Naj to
primerjamo z zdravniki, le-ti, ko postanejo generalni
ali strokovni direktorji ali predstojniki ve¢jih klinik,
vedno ohranijo del svojega strokovnega dela v
kliniécnem okolju. Zato nikoli nimajo problemov,
da klini¢nega okolja ne bi razumeli, da ne bi bili del
njega in da se po kon¢anem mandatu ne bi vrnili
v klini¢no okolje, iz katerega so prisli na vodilno
delovno mesto. Praksa menedZmenta zdravstvene
nege, da po prevzemu vodilne funkcije posameznik ne
deluje ve¢ v klini¢nem okolju, slabi profesionalizacijo,
saj lahko pride do zavor pri ustvarjanju konkuren¢ne
arene za vodilna in razvojna delovna mesta, zaviranja
izobrazevanj na drugi in tretji bolonjski stopnji in
spregleda tistih, ki koncajo $tudij na drugi ali tretji
bolonjski stopnji in ne dobijo priloZnosti za prenos
znanj v prakso. Taka politika je lahko destruktivna
in zdravstveni negi skodi. MenedZment zdravstvene
nege naj ostane vkljucen v strokovno delo, pri tem naj
uporabi orodja matri¢ne organizacijske strukture in
transformacijskega vodenja zdravstvene nege, poveca
naj pooblas¢anje vodilnih na nizjih nivojih vodenja.

Znanje in kompetence v zdravstveni negi

Raziskave (Skela-Savié, et al., 2016b, 2016¢, 2017a)
zelo jasno pokazejo, da imamo v slovenski zdravstveni
negi probleme v temeljih razumevanja in uresnicevanja
prve faze profesionalizacije, torej pri »oblikovanju
profesije«, kot je fazo poimenovala Watkins (2011),
saj imamo tezave pri razumevanju kompetenc v
zdravstveni negi glede na ravni izobrazevanja za

poklic. Res je, da se kompetence srednjesolske
ravni izobraZevanja ne podvajajo na visoko$olskem
izobrazevanju iz zdravstvene nege, realnost v praksi pa
je popolnoma druga¢na. Kompetenc za specialisti¢no
delo in za napredne oblike dela v klini¢nih okoljih po
zgledu evropskega zdruZzenja v zdravstveni negi (EFN
Workforce Committee, 2014) v Sloveniji namre¢ $e ni.

Tudi raziskave (Skela-Savi¢, et al., 2016b, 2016c,
2017a) v okviru dvoletnega projekta opozarjajo na
$tevilne probleme, od tega, da med srednjimi Solami
in visokosolskimi zavodi prihaja do razhajanj in
nezaupanja glede izobrazevanja, do tega, da je Se
vedno prisotna miselnost, da je za vstop v visoko$olsko
izobrazevanje potrebna srednjeSolska izobrazba
zdravstvene smeri, kljub temu da evropska direktiva
(Directive 2013/55/EU of the European Parliament
and of the Council, 2013) jasno opisuje pogoje za
vstop v izobrazevanje, to je zaklju¢eno dvanajstletno
splo$no izobraZevanje. Taksna staliS¢a onemogocajo
razvoj univerzitetnih (UN) S$tudijskih programov
za pridobitev strokovnega naslova diplomirana
medicinska sestra/zdravstvenik (UN), h katerim so
pristopile vse evropske drzave in tudi velina drzav
biv§e Jugoslavije. Univerzitetno izobrazevanje, ki bi
trajalo $tiri leta, bi diplomante bolje opremilo z znanji
za razumevanje in uresniCevanje profesionalizacije
zdravstvene nege.

Potrebna je tudi prenova kontinuiranega profesionalnega
izobrazevanja, ki je pogoj za pridobitev licence. Vemo,
da se visokoSolsko izobrazene medicinske sestre/
zdravstveniki zelo malo izobrazujejo iz aplikativnega
raziskovanja, razvojnega dela in z dokazi podprtega
dela (Skela-Savi¢, et al, 2016a). V obveznem
izobrazevanju za licence je potrebna nadgradnja
vsebin, kot je razumevanje etike ne samo v dimenziji
odgovornosti do pacienta in varovanca, temve¢ tudi
v dimenziji odgovornosti za razvoj stroke - tak$na bi
zdravstvena nega namre¢ morala biti, pa Zal ni. Del
vsebin obveznega izobrazevanja mora postati tudi z
dokazi podprta zdravstvena nega.

Potrebe pacientov in kadrovski normativi

Razmisliti je treba, kaksno bi moralo biti nase znanje
glede na potrebe, ki jih imajo pacienti danes, in kaks$ni
bi morali biti kadrovski normativi, da bi bilo delo s
pacientom humano in na sprejemljivi ravni kakovosti
in varnosti. VisokoSolski sistem Ze 10 let izobrazuje
magistrice in magistre zdravstvene nege, pa delovna
mesta za napredne oblike dela v zdravstvenih zavodih
$e danes niso sistematizirana, potrebe po njih paso. Lep
primer so referenéne ambulante druzinske medicine
(RADM). Visoko$olsko izobrazene medicinske sestre/
zdravstveniki, ki delajo v RADM, imajo podiplomsko
izobrazevanje, ki so ga pripravili zdravniki druzinske
medicine. Toda to podiplomsko izobrazevanje ni
akreditirano in jim ne prinese dviga stopnje izobrazbe.
Usmeritev Mednarodnega sveta medicinskih sester
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(International Council of Nurses - ICN) pa je, da je
za napredne oblike dela potreben strokovni magisterij.
Ko danes prebiramo rezultate dela diplomiranih
medicinskih sester/zdravstvenikov v RADM, ki jih v
¢lankih objavljajo specialisti druzinske medicine, in
to v mednarodnih in domacih revijah, je soavtorstvo
diplomiranih  medicinskih  sester/zdravstvenikov
prisotno le izjemoma, njihovo delo pa je opisano kot
advance nurse practitioner. Tako v ¢lankih, realno
pa za zasedbo delovnega mesta strokovni magisterij
ni pogoj. Se ve¢, redki so zdravstveni domovi, ki
diplomirane medicinske sestre/zdravstvenike vRADM
podprejo pri magistrskem $tudiju zdravstvene nege ali
promocije zdravja.

Z dokazi podprto je treba povedati, da potrebujemo
ve¢ visokoSolsko izobrazenega kadra. V okviru
procesa razvoja profesije bi danes medicinske sestre/
zdravstveniki morali stavkati kot enovito poklicno telo
in to za dvig kadrovskih normativov, za upostevanje
evropskih direktiv v praksi in dvig stopnje izobrazbe v
zdravstveni negi, saj navedeno pomeni manj zapletov
v zdravstveni obravnavi, vsak zaplet pa ima svojo
ceno. Za taksno drzo imamo dovolj dokazov. Zadnja
raziskava Aiken in sodelavcev (2017) kaze, da ¢e v timu
zdravstvene nege, ki skrbi za 25 kirurskih pacientov in
ga sestavljajo $tiri visoko$olsko izobrazene medicinske
sestre/zdravstveniki in dva manj izobrazena izvajalca
zdravstvene nege, nadomestimo eno visoko$olsko
medicinsko sestro/zdravstvenika z manj izobrazenim
izvajalcem zdravstvene nege, verjetnost za smrtnost
pacientov povecamo kar za 21 %. Raziskava je
potekala v Belgiji, Angliji, Spaniji, Svici in na Finskem.
Koliko visokos$olsko izobrazenih medicinskih sester/
zdravstvenikov na 25 kirurskih pacientov pa imamo
mi? Po takSnem premisleku ne bomo ve¢ izjavljali,
da medicinske sestre/zdravstveniki ne bodo nikoli
stavkali, ampak bomo rekli, da medicinske sestre/
zdravstveniki morajo stavkati, ker s tem zavzamemo
pravilno eti¢no drzo za izvajanje kakovostne in varne
zdravstvene nege. Stavka bi paciente opozorila, da
bi zanje lahko bolje skrbeli, ¢e bi imeli vzpostavljene
mednarodno primerljive pogoje in take standarde
dela, kot jih zahtevajo tudi zdravniki.

Slovenija je na repu drzav Evropske unije (EU) po
delezu visokoSolsko izobrazenih medicinskih sester/
zdravstvenikov (OECD, 2013). Zato ni dovolj, da le
redki predstavniki visoko$olskega prostora opozarjajo
na dejstvo, da drzava Slovenija sicer izobrazuje
po evropski direktivi za regulirane poklice, da pa
izklju¢no za podrocje zdravstvene nege zapisanega
ne prevede v kadrovske normative, medtem ko to
uposteva pri zdravnikih, zobozdravnikih, babicah,
farmacevtih, veterinarjih in arhitektih. Dejstvo po 90
letih delovanja je, da diplomirane medicinske sestre/
zdravstveniki niso vecinski izvajalci zdravstvene
nege v klini¢nih okoljih. Najvecji del zdravstvene
nege izvajajo srednjeSolsko izobrazeni tehniki/-ice
zdravstvene nege, ki pa za izveden obseg in zahtevnost

dela nimajo ustrezne stopnje izobrazbe in poklicnih
kompetenc. Situacija je namre¢ taka, da menedzment
zdravstvene nege tehnike/-ice zdravstvene nege sili
v dnevno preseganje poklicnih kompetenc (Skela-
Savig, et al., 2016¢), saj ne zaposli dovolj diplomiranih
medicinskih sester/zdravstvenikov. Odgovornost za
tak$no situacijo lahko razberemo iz raziskovalnega
porocila Skele-Savi¢ in sodelavcev (2017a), saj smo si
stanje preseganja kompetenc tehnikov/-ic zdravstvene
nege zaradi pomanjkanja visoko$olsko izobrazenih
medicinskih sester/zdravstvenikov, ustvarili znotraj
stroke sami. Postavi se raziskovalno vprasanje, kaj bi
pokazala raziskava Aiken in sodelavcev (2017), ¢e bi
jo izvedli v Sloveniji?

Albreht (2005) jasno napoveduje potrebo po
povecanju izobrazevanja na visokoSolski ravni,
kjer uposteva le demografske podatke o populaciji
visokosolsko izobrazenih medicinskih sester in ne
potreb pacientov. MenedZzment zdravstvene nege
in visoko$olski menedzment ter Zbornica — Zveza v
trenutkih vstopa v EU in pri implementaciji evropske
direktive za regulirane poklice niso bili dovolj uspesni,
da bi na osnovi spoznanj tujih raziskav pojasnili, da
je ob vstopu v EU treba povecati obseg izobrazevanja
na visokosolski ravni in zmanjsati obseg izobrazevanja
na srednjeSolski ravni, saj je ze takrat bila ocitna
brezposelnost tehnikov/-ic zdravstvene nege. Se ved,
po vstopu v EU je prislo do razhajanj med skupinama
srednje$olsko in visoko$olsko izobrazenih medicinskih
sester/zdravstvenikov, ki jih ¢utimo $e danes. Le-ta
ovirajo razvoj zdravstvene nege kot profesije in Se
danes se ukvarjamo izklju¢no s peto in sedmo ravnjo
izobrazevanja glede na slovensko ogrodje kvalifikacij,
potrebe pacientov pa so taksne, da v klini¢nem
delu potrebujemo specialiste/-ke, magistre/-ice in
doktorje/-ice zdravstvene nege. Danes v Sloveniji
ni problem pomanjkanja visokosolsko izobrazenih
medicinskih sester/zdravstvenikov, temve¢ premajhno
$tevilo sistematiziranih delovnih mest za visokos$olsko
izobrazene medicinske sestre/zdravstvenike. Potrebna
je sistematizacija $tirih kategorij izvajalcev (EFN
Workforce Committee, 2014), ki imajo jasno
opredeljene kompetence.

Strokovni naslov po zakljucenem formalnem
izobrazevanju

Tezave pri profesionalizaciji zdravstvene nege v
Sloveniji se kazejo tudi v strokovnem naslovu za poklic.
Projekt Zdravstvena nega kot znanstvena disciplina
(Skela-Savi¢, et al., 2016¢) pokaze, da izobrazbeni
naslov negovalec/negovalka nima statusa in se ga
$teje kot manj vredno in neprimerno poimenovanje
za izvajalce zdravstvene nege. Tudi prepoznavanje
novih podrocij delovanja, kot je dolgotrajna oskrba, ni
sprejeto s strani predstavnikov srednjesolskega sektorja.
O visokosSolskem strokovnem naslovu, ki bi jasno
poimenoval vsebino dela pri opravljanju tega poklica,



Skela-Savi¢, B., 2017. / Obzornik zdravstvene nege, 51(4), pp. 264-273.

271

razprave potekajo Ze od leta 2007. V zadnjih desetih
letih je Razsirjeni strokovni kolegij za zdravstveno nego
(RSKZN) ze dvakrat potrdil spremembo strokovnega
naslova, nazadnje leta 2014, ko je bil sprejet strokovni
naslov diplomirana zdravstvenica/zdravstvenik, ki je
blaga oblika preimenovanja, saj je le-ta za moski spol v
uporabi Ze od leta 2004 naprej. Do realizacije predloga
na strani Ministrstva za zdravje, ki mora predlog
RSKZN umestiti v seznam poklicev v zdravstvu, $e ni
prislo.

Ob razpravah o spremembi strokovnega naslova je
bilo in je $e veliko nasprotovanj, tudi z utemeljevanjem,
da je naslov medicinska sestra v Sloveniji sprejet in da
ga ni treba spreminjati. To kaZe na nerazumevanje
profesionalizacije. Nenazadnje si je Ze Angela Boskin
pridobila strokovni naslov skrbstvena sestra in ne
medicinska sestra. V fazi profesionalizacije mora stroka
premisljevati tudi o tem, ali je strokovni naslov poklica
ustrezen za rabo danes in v prihodnosti. Ze desetletja
nazaj so se medicinske $ole preimenovale v zdravstvene
$ole, naslov poklica pa za Zensko poimenovanje Se
vedno v sebi nosi »medicino«. Kakorkoli i$¢emo
dokaze za razumevanje, zakaj spremembe strokovnega
naslova ni mogoce izvesti, lahko zaklju¢imo, da
negovanje kot osrednja esenca profesije $e ni raziskano
dovolj, da bi prestalo profesionalno presojo znotraj
in izven zdravstvene nege, da gre tudi pri negovanju
za znanost. To je klju¢ni problem zdravstvene nege
kot znanstvene discipline, ¢e le-to primerjamo z
medicino. Potrebni sta izoblikovanje in primerjava
teorije in prakse zdravstvene nege. Treba je prenehati
z diskurzom teoreti¢nega znanja v $oli in prakti¢nega
znanja v klini¢nem okolju.

Carvalho (2014) ugotavlja, da profesije v zdravstvu
med seboj najbolj lo¢i znanje, pridobljeno =z
raziskovalnim delom. Nekatere medicinske sestre/
zdravstveniki to novo znanje zaznavajo kot odmik od
negovanjain podpirajolokalni kontekst znanja v praksi.
Horton in sodelavci (2007) pravijo, da zdravstvena
nega zgodovinsko gledano vklju¢uje temeljne naloge
negovanja in pomoci bolnim in svojcem. Profesija
se tako nahaja med izvajanjem nege in skrbi, ki so
jo zgodovinsko izvajale manj izobrazene ali priucene
»sestre«, in negovanjem kot znanostjo, ki jo izvajajo
oz. bi jo morale izvajati visokosolsko in akademsko
izobrazene medicinske sestre/zdravstveniki. Zakaj se
ne strinjamo s predlogom diplomirana zdravstvena
negovalka/negovalec, ¢e se stroka imenuje zdravstvena
nega?

Izzivi za prihodnost

Z vecletnim raziskovalnim delom smo na strateski
ravni opredelili nacionalno odgovornost za razvoj
zdravstvene nege kot znanstvene discipline in
kazalnike uresni¢evanja nacionalne odgovornosti
(Skela-Savi¢, 2017), kar je objavljeno v tej stevilki
Obzornika zdravstvene nege. Uresnicevanje nacionalne

odgovornosti za doseganje napredka v profesionalizaciji
zdravstvene nege je klju¢nega pomena in mora postati
prioriteta v nacionalni strategiji razvoja zdravstvene
nege v Sloveniji. Opredeljeno nacionalno odgovornost
lahko uresnici odgovoren menedzment, ki ima znanja
in sposobnostiza prepoznavanjeresursovin priloznosti
za doseganje kazalnikov uresni¢evanja nacionalne
odgovornosti. Cilj je profesionalizacija zdravstvene
nege za kakovostno, varno in ucinkovito zdravstveno
obravnavo. Orodja za doseganje cilja so sistemati¢no
raziskovanje, strokovna presoja, razvoj kriticnega
razmisljanja in odloc¢anje na osnovi dokazov.

Prizadevanja in uveljavljanje raziskovalnega dela v
zdravstveni negi se lahko uresnicijo le skozi nacionalni
indtitut za raziskave v zdravstveni negi, katerega
ustanoviteljica naj bo Zbornica - Zveza. Cakanje, da
bi zdravstveno nego pri tem podprle druge institucije,
glede na stanje zdravstvene politike v Sloveniji namre¢
ni smiselno. Institut naj se financira iz ¢lanarin ¢lanov
Zbornice - Zveze in iz prijav na razpise. Skozi tak
nacionalni raziskovalni institut bo dosezen »z dokazi
podprt« vpliv na politiko, ¢emur v prihodnosti, ko
bo institut znanstveno uveljavljen, lahko sledi tudi
pridobitev javnih sredstev za delovanje instituta.
Institut naj sledi povedanemu v omenjeni raziskavi:
»Sredi§¢e razvojno-raziskovalnega dela naj bo pacient«
(Skela-Savi¢, 2017).

Stanovska organizacija praznuje 90 let. Nacionalno
strokovno zdruzenje Zbornica - Zveza ima pred
seboj poseben izziv. Oblikovati mora ambiciozno in
sodobno vizijo razvoja, zapisati cilje in strategijo za
doseganje le-teh. Jasna vizija razvoja, ki je druzbeno
odgovorna in je odziv na potrebe druzbe, zahteva
nacrtno razdeljevanje sredstev, premislek o obstojeci
organiziranosti in usmeritvi sredstev v raziskovanje in
razvoj. Nujne so zahteve po transparentnem delovanju
na ravni organizacije in regijskih drustev. Strokovne
sekcije morajo postati motor profesionalizacije,
spodbujati z dokazi podprto stroko in raziskovalno
delo. Na ravni nacionalne organizacije mora biti stroka
lo¢ena od politike, ker ji le nestrankarsko delovanje
omogoca z dokazi podprto delovanje ne glede na
politi¢no opcijo, ki vodi drzavo. Na drugi strani pa
je politi¢na aktivacija zaposlenih v zdravstveni negi
zazelena, vendar naj se le-ta izkazuje preko kandidatur
za drzavne in lokalne volitve.

Zakljucna misel

Na ravni strokovnjakinje in raziskovalke v
zdravstveni negi in zdravstvu Zelim sporociti sledece:
za razvoj zdravstvene nege kot profesije in znanosti
postaja pomembno dojemanje zdravstvene nege
znotraj poklicne skupine. Obstajata dve dimenziji
pogleda nanjo, ki se morata »ujeti«. S tem mislim
na znanstveno dimenzijo negovanja in dimenzijo
refleksivne prakse nege in skrbi. Znanstvena dimenzija
daje visokoSolsko izobrazenim medicinskim sestram/
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zdravstvenikom nova znanja, ki naj jih preizkusijo v
praksi. Refleksija na delo v zdravstveni negi pa naj bo
raziskovalcem imperativ, da ga znanstveno preverijo
in tako uvrstijo ali na podrocje znanja o negovanju
ali nasprotno v polje z dokazi nepodprtega delovanja.
Pri tem mora vsaka diplomirana medicinska sestra/
zdravstvenik imeti znanja, da lahko razvije sposobnost
razumevanja pomena raziskav, rezultat katerih so
znanstvena spoznanja, zato naj podpira razvojno
delo v zdravstveni negi in naj prispeva pri soocenju
dokazov in spoznanj iz prakse. Tako bo zdravstvena
nega ohranila vrednote, ki so jo skozi zgodovino
oblikovale v odnosu do zdravega in bolnega ¢loveka, in
dodala vrednote znanstvenega spoznanja o negovanju,
strokovnega razvoja in z dokazi podprtega dela. Le-
to je dober kompromis, da se teorija in praksa zlijeta
v eno. Preplet teh dveh dimenzij bo zdravstveno
nego potrdil kot profesijo in znanstveno disciplino,
ki »neguje« na osnovi znanstvenih spoznanj. Ce tega
koraka v profesionalizaciji visokoSolsko izobrazene
medicinske sestre/zdravstveniki ne bodo naredili, bo
zdravstvena nega postala obrobna podporna sluzba
zdravstvenega sistema, ki se bo izgubila v mnozici
tistih, ki bodo v vse bolj naras¢ajo¢ih potrebah po
zdravju in obravnavi bolezni, izrabili priloznost postati
zagovorniki potreb sodobnega zdravega in bolnega
¢loveka. Zato nimamo c¢asa za neplodne prepire
in ocitke o pretirani ambicioznosti posameznikov,
ki predlagajo spremembe, temve¢ je treba stopiti
skupaj in na znanstveni ravni utemeljiti nase delo,
tj. negovanje, kot sta na takratni ravni zahtevnosti
in razumevanja stroke to znali Ze nasi predhodnici
Florence Nightingale in Angela Boskin.
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ABSTRACT

Introduction: An occupation becomes a profession once it uses a systematic approach to generate new
knowledge and transfer it directly into professional work. The aim of this paper is to show the attitudes of
nursing care professionals towards the professionalization of nursing care and make a contribution by means
of identifying the factors that are important for the development of the professionalization of nursing in
Slovenia.

Methods: The group interview technique was used with two rounds. Participants responded to 15 open
premises/questions. Purposive sampling was used and groups were comprised of professionals from all levels
of clinical environments, secondary and higher education teachers and master's and doctoral degree students
(n =48).

Results: The results of the first round produced 3 themes, while the second round generated findings
related to 4 themes. The synthesis of the findings from both rounds resulted in two overarching themes.
The first is "National responsibility" which includes the responsibility of the nursing care management and
the management of higher education institutions as well as the responsibility of the Nurses and Midwives
Association of Slovenia for developing nursing care as a scientific discipline. The second theme is "National
indicators for the realization of national responsibility" which includes (1) Classification of jobs in nursing care
to reflect the 4 levels of nursing care competencies, (2) research and development as work tools in nursing
care, and (3) the national institute for nursing care research.

Discussion and conclusion: The responsibility for the development of professionalization lies with several
sectors. A clear and ambitious vision, and a strategy for the development of nursing care that should include
responsibility for setting a new paradigm for the development of nursing care as a response to the needs of
the society, occupation and science, are needed. The strategy should be supported by means of a planned

distribution of means to facilitate its realisation.

I1ZVLECEK

Uvod: Stroka postane profesija, kadar s sistemati¢nim pristopom ustvarja novo znanje in ga prenasa
v neposredno delo. Namen raziskave je bil preveriti stalif¢a in razumevanje nekaterih elementov
profesionalizacije med strokovnjaki ter prispevati k prepoznavanju dejavnikov pomembnih za razvoj
profesionalizacije zdravstvene nege v Sloveniji.

Metode: Uporabljena je bila tehnika skupinskega intervjuja. V dveh sekvencah so bili izvedeni stirje skupinski
intervjuji, oblikovanih je bilo 15 odprtih izhodi¢/vprasanj. Uporabljen je bil sistemati¢ni namenski vzorec,
skupine so sestavljali strokovnjaki iz klini¢nih okolij vseh ravni, ucitelji srednjesolskega in visokosolskega
izobrazevanja in $tudenti magistrskega in doktorskega $tudija (n = 48).

Rezultati: Rezultati prve sekvence dajo tri tematske ugotovitve, rezultati druge sekvence nadaljnje $tiri. Sinteza
spoznanj obeh sekvenc je podala dve nadtemi. Prva je nacionalna odgovornost, le-ta vklju¢uje odgovornost
menedZmenta zdravstvene nege, visoko$olskih zavodov in Zbornice — Zveze za razvoj zdravstvene nege kot
znanstvene discipline. Druga nadtema so nacionalni kazalniki uresni¢evanja nacionalne odgovornosti, le-ti
vkljucujejo (1) sistematizacijo delovnih mest za $tiri ravni kompetenc, (2) raziskovanje in razvoj kot orodje
dela in (3) nacionalni institut za raziskave v zdravstveni negi.

Diskusija in zaklju¢ek: Odgovornosti za razvoj profesionalizacije so medsektorske. Potrebni sta jasna in
ambiciozna vizija ter strategija razvoja zdravstvene nege, ki naj vklju¢uje odgovornost za postavitev nove
paradigme razvoja zdravstvene nege, ki bo odziv na potrebe druzbe, stroke in znanosti. Strategija naj bo

podprta z nacrtno razdelitvijo sredstev za njeno uresnicevanje.

https://doi.org/10.14528/snr.2017.51.4.199
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Introduction

Many of those in Slovenia who are involved in the
research and development of nursing feel that the
professionalization of nursing has been developing
too slowly. Therefore, the issue is how well do we
understand the concepts related to professionalization
and the related factors? Carvalho (2014) states that
nursing is often referred to as a ‘half profession' or
a 'virtual' profession in the discourse related to the
professionalization of healthcare occupations.

Definitions

The concept of professionalization is an issue in
many occupational groups and has a long history and
social context. Consequently, several interpretations
and definitions of this concept developed related to
different use and needs (Demirkasimoglu, 2010). An
often-cited definition of professionalization states that
professionalization is a social process that involves
an institutionalised manner of preparing individuals
for conducting professional tasks. During the process
of professionalization, norms and qualifications for
the representatives of the profession are established,
and there is also responsibility for obtaining and
transferring knowledge, certifying competencies,
looking after relations among the members of the
profession on the inside and on the outside (Wilensky
& Harold, 1994). The Slovenian author Svetlik (1999)
thinks that the process of professionalization of a
certain occupation depends on several factors such as
the area of work, the reasons for work, the resources
that an occupation has available, as well as self-
awareness and self-regulation of the occupation. That
is why professionalization of various professions also
differs amongst each other themselves.

Defining professionalization and professionalism
in nursing

Many researchers have studied the professionalism
of nursing through the years, so there are many
definitions and descriptions of characteristics (Adams
& Mikker, 2001; Manojlovich & Ketefian, 2002)
and researchers use different methods and tools for
evaluating it (Ghadirian, et al., 2014).

Professionalization is a multi-dimensional concept that
ensures nurses develop personally and professionally.
This process requires knowledge, skills, development of
the characteristics of a professional identity related to
a particular profession and internationalization of the
values and norms of the professional group (Alidina,
2013). Professionalism is assessed according to
individual characteristics and behaviour, relations with
other individuals and the context of operation, as well as
social dimensions such as social responsibility, morals,
and political and economic responsibility. In addition,

professionalism also includes following standards
and competencies (Keeling & Templeman, 2013;
Fantahun, et al., 2014). The concept of professionalism
itself demonstrates dedication to the profession, so
nurses are expected to educate themselves, publish
their research, improve the practical and theoretical
concepts of nursing and work independently (Celik &
Hisar, 2012). Their own professional perception and
understanding of the concept of nursing, as well as their
implementation in the social context, are of the utmost
importance. Both their own professional perception and
the understanding of the significance of nursing, affect
the development and growth of nursing as a scientific
discipline (Viitanen, 2007).

Watkins (2011) describes professionalism as
a concept by means of three variables. The first
one is the formation of profession, that involves a
professional group, defined knowledge of the area of
operation, established self-regulation and a continuing
development of professional knowledge and skills
for continuous improvement of the quality of work.
The second variable of professionalism is recognition
of profession, that includes core components such
as knowledge, independence, responsibility of a
professional judgement and their joined effect on
the effectiveness of clinical work. The third variable
is success of the profession, that can only be achieved
by means of formal education and must include
knowledge obtained by systematic research and
professional review that is formed through critical
thinking and decisions based on evidence. Watkins
(2011) states that education on the master's level is a
key element that uses the findings of research studies
on professionalization in order to reach it. The reason
for thisis that research increases trustin graduates' own
work, so that it is meaningful: the abilities of graduates
to make decisions and their other cognitive abilities
contribute to the implementation of evidence-based
practice, thus achieving professionalism. Carvalho
(2014) has found that professions in healthcare differ
the most in terms of research-obtained knowledge.
However, some nurses understand new knowledge as
moving away from nursing care and support the local
context of knowledge in practice.

Researching professionalization in Slovenia

Professionalization of nursing has been researched
by Slovenian authors in original scientific works such
as a dissertation, scientific or professional monograph
or original scientific article (Pahor, 1998; Cvetek, 1999;
Starc; Starc, 2009, 2016). An important contribution
to understanding the professionalization of nursing
in Slovenia is the scientific monograph Medicinske
sestre in univerza (Pahor, 2006) (‘'Nurses and the
University' transl.) in which the author summarises
and reflects on the development of nursing education
since 1990, thus demonstrating an important part of
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professionalization that, according to Watkins (2011),
belongs to forming the profession. An important
contribution to understanding the professionalization
is a monograph by Starc (2014) that finds three main
characteristics of nursing professionalization in
Slovenia, which are knowledge, power and ethics. In
a quantitative analysis, Starc defines the concept of
professionalization as nursing independence, which
participants understand as knowledge, education,
training, competencies and life-long learning.

The research conducted by Skela-Savi¢ and colleagues
(2016a; 2017a) focuses on professionalization from
the aspect of professional values, competencies and
evidence-based practice. The research has shown that
the established values in nursing can only be understood
as (1) values of nursing care, trust and fairness, and (2)
values of development, professionalism and activism.
The research has shown that the values of development,
professionalism and activism are less important, which
explains the success of the implementation of evidence-
based practice. Nurses with a higher education degree in
Slovenian hospitals understand competencies as "expected
competencies for practical work" and as "competencies
of development and professionalism”. Knowledge and
beliefs of evidence-based practice are present, but those
included in the study are not convinced that they know
evidence-based work well enough to incorporate it in
practice. That is why evidence-based practice is rarely
conducted . The causal non-experimental model shows
that the beliefs and implementation of evidence-based
practice may be explained by (1) values of development,
professionalism and activism, (2) competencies of
development and professionalism, (3) knowledge of
research work, (4) knowledge of evidence-based practice,
(5) education or training on evidence-based practice and
(6) access to databases.

Aims and objectives

The purpose of the study was to verify the
attitudes and understanding of certain elements
of professionalization among experts of nursing in
Slovenia. The aim of the study was to make a contribution
towards recognising the factors that are important for
the development of the professionalization of nursing
care and that can contribute to the strategic planning
of its development.

The research question:

— Which strategic factors are necessary in order to
develop elements of professionalization in nursing
in Slovenia, in the areas of education, professional
competencies, and research related to the development
of the occupation and nursing science?

Methods

A quantitative research paradigm was used and data
was collected using a group interview technique and

processed using a thematic analysis method, which is
one of the approaches of analysing the content of a text
(Gomm, 2008). A group interview is used when we
wish to obtain data for strategic planning, whereby we
are interested in opinions and answers to pre-prepared
open questions. The group interview might be more
successful if the participants know each other as the
interaction between them and the host improves.
The discussion is managed by the host who knows
the topic of the discussion well (Kumar, 2011). Since
the participants of the group interview also know
the topic, Green and Thorogood (2004) refer to such
a group as a natural group - a researcher can detect
cultural dynamics on topics of interest and responses
from practice, which forms the course of the group
interviews and data processing.

Description of the research instrument

A group interview was conducted in two rounds.
The first one, entitled "Development of a competence
model for all levels of education in nursing", was
conducted in October 2016, while the second round,
entitled "The national model of development and
consolidating nursing as a scientific discipline”, was
conducted in March 2017. Seven days before both
meetings, the participants were sent questions/
premises. The first round contained 5, while the second
round was composed of 10 open questions/premises.

A sample of open questions from the first round:

— What is your attitude towards accepting the
competence model in nursing for Slovenia?

— What kind of changes do you propose with reference
to updating the standard of secondary education in
nursing?

— What is your opinion about the aim of achieving a
high level of organisation across all levels of nursing
education, to enhance the sustainability of the
healthcare system?

An example of open questions from the second
round:

— What do you see as the key problem that should be
solved, so that nursing could develop as a scientific
discipline?

— What kind of knowledge do you miss at your work
or the lack of what kind of knowledge hinders you
in the development of the occupation that you are
involved in?

— Generally, higher education teachers also work in
clinical settings, which means that such a teacher
has two jobs within full-time 100% employment.
What would a healthcare institution gain from such
cooperation and vice versa, what would the faculty
gain?

On the day of the study the participants were placed
in two groups in order to secure better conditions for
active participation. We ensured that each group was
equally comprised of the different professional groups
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attending. The discussion was held simultaneously
in separate rooms, according to the schedule, for five
hours with two breaks, alongside an introductory
presentation of the starting points for the discussion,
that were related to findings of previous parts of the
research project (Skela-Savi¢, et al., 2017b) whose
part is also formed by this study. Before starting, we
notified all the participants about the anonymity of
the data processing and the voluntary participation
in the study. The participants gave a written consent
alongside the recording of the discussion. The groups
of the first and second round were hosted by higher
education teachers that are involved in the scientific
research of nursing care in Slovenia. They had a
uniform previously designed protocol of managing an
interview with defined open questions. The discussion
in both rounds was conducted according to the same
protocol.

Description of the research sample

Kumar (2011) states that the selection of the sample
in a group interview is the researcher's responsibility
and that they should follow the purpose, which is
addressing strategic themes. It is important that the
professionals who are involved know the field and cover
a wide spectrum of content that is related to the field
of the discussion. In order to satisfy the conditions, we
used a systematic purposeful sample of professionals
(n = 48) that Green and Thorogood (2004) define as
a prerequisite for obtaining representative data. The
systematic feature of the sample was understood to
mean ensuring an appropriate involvement of various
sectors and other participants in the development
of professionalization of nursing care. We included
professionals from the following fields: secondary
education (n = 8) and higher education in nursing
(n = 15), healthcare institutions on all three levels of
healthcare and other institutions (n = 17), students
of master's and doctoral studies programmes that
work in nursing (n = 3), and members of various
professional bodies on the national level (n = 5). Those
invited had operated at various levels of responsibility,
from a professional leader of a certain area to a leader
on the highest level of organisational management. 42
women and 6 men participated and all the participants
had at least a higher education professional study degree; 9
(19 %) participants cooperated in both rounds of the study.

Description of the research procedure and data
analysis

In data analysis we followed the thematic text
analysis approach according to Gomm (2008), and
Green and Thorogood (2004), which means that the
researcher searches for common characteristics in the
entire set of interview data and forms themes based
on a comparison between similarities and differences

in the respondents' responses in the interviews. A
researcher decides what will count as evidence in
order to design themes. The final themes may also
be inspired by the ideas of the researcher; most often
originating from the previous research of the research
problem in question. In doing so, a researcher should
be capable of reflection.

Based on the described guidelines we excluded the
content that was unclear and could not be understood.
We put all the forms in the female grammatical gender
form as there were more women in both groups. We
deleted all place names, names of institutions, bodies
and communication fillers. In this way we secured
anonymity of the respondent. The unit of coding was
an uttered thought or opinion of a respondent about a
specific topic. If a speaker talked about several themes,
the uttered items were coded in several individual
themes. In coding, the Thematic coding technique
was used (Gomm, 2008), so we formed the codes with
several words in order to describe the gist of what was
said, which is called open descriptive coding. This
enabled us to design categories such as hypernyms
of the codes also in terms of content and to therefore
come up with key findings based on the interviews that
we presented in the form of themes. We conducted a
secondary analysis of results and added some content
and terminology in accordance with the research
report by Skela-Savi¢ and colleagues (2017b). In the
data analysis we followed the processing guidelines
according to Green (2004), as we wished to understand
the connections between the attitude, behaviour
and experience of the respondents in the field of the
discussed themes. We also wished to understand the
phenomenon of some elements of professionalization
which the respondents used in their descriptions
and, as a result of the study, we aimed at forming
new ideas and a theoretical construct of findings for
future research. The synthesis of findings from both
rounds gave us the opportunity to better define the
responsibility for the development of professionalism
in nursing on a strategic level, which is also the purpose
of the group interview technique.

Results

Round 1: Development of the competence model
for all levels of education in healthcare

As part of the analysis we formed 49 codes that
were supported by 150 quotations by the respondents.
Each quotation was used only once. From 47 codes we
developed 14 hypernymic categories that form 3 final
themes (Table 1), while two codes were not listed under
any category. A few examples of the development of
codes are presented below. The development of all
codes is shown in the research report with reference
to the project Nursing as a scientific discipline (Skela-
Savi¢, et al.,, 2017b).
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As an example, the code "It is necessary to define
the competencies depending on the level of education”
was developed with three quotations:

Quotation 14: I think that it is time that we agree on
things, that this applies to the whole of Slovenia; that we do
not ask ourselves who does what and what they should not
be doing; that it is clear what the competencies of those with
completed secondary school education are and of those who
have completed the higher education programme.

Quotations 15:/.../ that it has been clarified what the
master's study entails. And of course, the first students
have now enrolled in doctorate studies. I think that all
of this has not yet been clarified or defined. And now
that we are here, we have the chance to talk about these
things.

Quotation 16: I think that we have now reached the
point when we need to precisely define the competencies

of individual contractors. Otherwise, I feel that the levels
have been well designed, so I don't see any issues here.
As another example, the code "An awareness of
exceeding competencies of healthcare assistants is
present” was developed considering four quotations.
Quotation 117: We educate at level V, but what
happens at the employers' is no longer our concern.
Quotation 118: When secondary school students
attend work placement, they tell us what they have
done and we worry because work placement seems not
to be well designed. /.../ I'm not saying that we never
learnt about this. I think this is where the difference is,
namely what students learn at level V and what is then
happening at work when these students start it.
Quotation 119: Employees with secondary school
qualifications exceed their competencies, which is a
matter for the employer.

Table 1: Results of the discussion on education and competencies in nursing care (Round 1)
Tabela 1: Rezultati razprave o izobraZevanju in kompetencah v zdravstveni negi (sekvenca 1)

Codes/Kode

Categories/Kategorije

Themes/Teme

Better involvement in the discussion on education
and competencies is necessary.

Agreement between those actively involved in
education and their users is necessary.

Fear of competencies being taken away is present.

There are differences in opinion

There are ongoing opposing views regarding the
education in nursing care.

Levels of education are badly connected on the
system level.

Education is not systematically organised.

The occupation is not uniform, neither
systematically nor historically.

between representatives of
secondary and higher education
regarding education.

Secondary education is training to work in the
profession, not to study.

Most students come from secondary school for
healthcare.

A continuous vertical transition of secondary school
students is expected.

Training to work in the occupation should start in
secondary school.

Secondary schools promote the entire vertical system.

A dilemma exists whether the
vertical system in education for
the development of science should
include secondary education.

Social responsibility of
higher education to organise
education on all levels and
for the argumentation of the
development of nursing as a
scientific discipline.

The European directive assist in solving the issues in
education.

The university study programme of nursing is
needed.

The term nurse requires a higher education
qualification.

The occupation of a nurse regulated
by the European Union requires

at least a higher professional study
qualification.

Study programmes should be comparable
developments in the European Union.

Interference of other occupations in the autonomy of
education in nursing care must be stopped.

European comparability safeguards
the development of nursing care.

Higher professional education programmes must be
changed to university programmes.

To enter higher education study programmes, sound
general knowledge is needed.

The higher education sector should respond to the
lack of knowledge.

Sound general knowledge is needed
to study nursing care.

Continues/Se nadaljuje
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Codes/Kode

Categories/Kategorije

Themes/Teme

The title of healthcare assistant is not acceptable.

Healthcare assistant is an independent worker in
health care, and is more than an assistant.

It is expected that a healthcare
assistant works independently.

Nurses with a higher education degree have to do
too much administrative work.

Delegation and management performed by a nurse
is not accepted.

A nurse with a higher education
degree is not accepted as a
responsible healthcare worker.

Awareness exists that the competencies of healthcare
assistants are often exceeded.

There is no exceeding of competencies in secondary
schools.

Clinical environments the competencies of
healthcare assistants to be exceeded.

Exceeding of competencies is a professional self-
approval for healthcare assistants.

Exceeding the competencies of healthcare assistants
is a complex problem.

All the involved parties are aware
of the fact that competencies of
healthcare assistants are being
exceeded in clinical environments.

The informing of employees is insufficient.

Competencies should be determined based on the
level of education.

Changes of the collective agreement, systematisation
and levels of competence are needed.

A uniform understanding of the role of a master of
healthcare is necessary.

Interests of the profession should be balanced with
the interests of employers.

Exceeding the competencies of healthcare assistants
is a serious problem.

Responsibility of the management for exceeding the
competencies of healthcare assistants.

Nursing management has a
significant responsibility for

classifying the levels of competencies
and stop exceeding the competencies

of healthcare assistants.

Systemic responsibility of

the nursing management

and national professional
association to stop exceeding
the competencies of healthcare
assistants and to ensure
placement of the required levels
of competences in nursing into
the healthcare system.

Vertical terms caregiver.

The term 'nurse' is traditional.

The professional term 'caregiver'
does not have good social standing.

Cooperation of several stakeholders is necessary for
the development of a professional standard.

Unawareness of real professional titles through the
course of changes in education is present.

No distinction between professional titles and names
for the level of qualification is also present.

The design of secondary school
programmes is poorly understood.

The name of the occupation does not include care
and welfare.

The needs for social competencies of healthcare
assistants are expressed.

The identity of the occupation of

a healthcare assistant is lacking in
terms of the competencies of social
care.

The open curriculum must be unified.

Changes on the open curriculum are not enough.

Secondary schools do not show that
they are ready for changes in the
curriculum.

Assistive workers should be part of the vertical
system.

There is a danger of overlapping the competencies of an
assistive healthcare worker and healthcare assistant.

There is a danger of overlapping
competencies of a healthcare
assistant and an assistive healthcare
worker.

Defining a healthcare assistant
as a co-worker on the team

of nursing care on all levels of
healthcare system and as a key
performer in healthcare and
social care in the community
and long-term care.

279

Round 2: The national model of development and
consolidating nursing as a scientific discipline

As part of text analysis we designed 20 codes that
are justified with 101 quotations by respondents.
Every quotation is used only once. We developed 7
hypernym categories that form 4 completed themes
(Table 2). Below we present a few examples of code

development, which is shown in great detail in the
research report of the project Nursing as a scientific
discipline (Skela-Savic, et al., 2017b).

As a further example, we developed the code "The
interest in research skills is questionable” in reference
to four quotations:

Quotation 25: There is 30 min allocated to nurses with a
higher education degree intended for reading just like doctors.
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Table 2: Results of the discussion on the development and consolidation of healthcare as a scientific discipline

(round 2)

Tabela 2: Rezultati razprave o razvoju in krepitvi zdravstvene nege kot znanstvene discipline (sekvenca 2)

Codes/Kode Categories/Kategorije Themes/Teme
The management must be considerate of the employees'
professional qualifications.
Research and development must be supported by a systemization of
job positions. Management of healthlc)?re
e - oot institutions is responsible o
With institutionalised organisation of research and development for the development of The responsibility of

there are several issues.

Movement of employees between a higher education and healthcare
institution as part of 100 % employment is necessary.

Management does not take on sufficient responsibility for research
and development.

nursing as a scientific
discipline.

Cooperation between the higher education and healthcare
institutions is necessary.

A research entity should be established between the higher
education and healthcare institutions.

Research groups should
be organised between
healthcare and higher
education institutions.

nursing management and
management of faculties
for the development of a
scientific discipline at the
level of each institution.

Professional work and research
must be connected.

The centre of the research and development work should be the
patient.

The point of research is

the development of the

occupation and benefits
for the patient.

Interest in knowledge of research is questionable.

Understanding of research and development as leisure time
activities conducted by nurses.

Nurses are not willing to do research.

Research is seen as
optional and not as a
priority of nurses.

Research and development
of the field as a work
commitment of nurses
with higher education
qualifications.

To build a scientific discipline, knowledge is necessary.

There is not enough training for research and development in the
workplace.

Opinions vary on the scope of training in research and
development which is necessary for the profession of a nurse.

An opinion that knowledge of research might be necessary in
quality control was expressed.

Disagree on the scope
and type of knowledge
for development of
occupation and science.

Implementation of
Europian comparable
knowledge and
competencies for the
development of the
occupation and scientific
discipline in Slovenia.

A national research institute is necessary.

The National Research Institute should be under the auspices of the
national professional association.

The National research institute should have other development
tasks.

The responsibility for the
national research and
development institute
should be taken by the
National Nurses and
Midwives Association.

The National Research
Institute as a formal
connecting form for the
development and research

An influence on the policy makers should be exerted The National Research in nursing care in Slovenia.
through a National Research Institute. Institute should influence
the policy makers.

Quotation 26: It is up to an individual how much they
will then educate themselves about a certain topic and
whether they will look out for additional knowledge.

Quotation 29: I think the main problem is that we do
not know about the opportunity or wish for additional
knowledge.

Quotation 79: The management will decide, but she
also has to venerate and be aware of the knowledge that
she needs.

The code "Nurses are not prepared to conduct
research" was developed with five quotations:

Quotation 3: A lot of knowledge, experience, but
they don't know how to put this into words and write it
down, which is a problem.

Quotation 8: Because of all that, the majority of those
who enrol in nursing are people who are practical and

who like working with people etc.

Quotation 30: And if you come with that idea to a
clinical environment you get beaten.

Quotation 119: The problem lies in us as a professional
group in the first place and then in our colleagues, especially
doctors who won't allow us to develop. But, my personal
opinion is that the problem is in our professional group,
in our heads and our way of thinking. We say: "We are
independent, we are autonomous,” but if we take a look
around at what goes on....subordination of nursing is...

Quotation 120: I strongly agree with my colleague
and I think that the key problem is in us and in the fact
that we underestimate intellectual work. That we should
really identify what is necessary.

Table 3, which shows a synthesis of content of
the seven themes obtained in both rounds, points
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Table 3: Synthesis of rounds 1 and 2
Tabela 3: Sinteza tem sekvenc 1 in 2

Themes/Teme

Themes synthesis/Sinteza tem

The responsibility of the nursing management and the management of faculties
for the development of a scientific discipline on the level of each institution.

NATIONAL RESPONSIBILITY - responsible
for the implementation of a competence

Social responsibility of higher education for organisation of education on all
levels and for argumentation of the development of nursing as a scientific

discipline.

model in practice and for the development of
nursing as a scientific discipline:
(1) nursing management,

Implementation of European comparable knowledge and competencies for the
development of the occupation and scientific discipline in Slovenia.

(2) management of higher education and
(3) the national association of nursing

Research and development of the occupation as a work commitment of nurses

with a higher education degree.

Systemic responsibility of the nursing management and the national professional
association to end the exceeding competencies of healthcare assistants and
introduction of levels of competences in nursing into the healthcare system.

INDICATORS OF IMPLEMENTATION OF
NATIONAL RESPONSIBILITY:
(1) systematization of job position on four

Defining a healthcare assistant as a co-worker on the team of nursing care on all
levels of healthcare system and as a key performer in healthcare and social care

in the community and long-term care.

levels of competences in nursing,

(2) research and development as a tool for
working in nursing,

(3) establishment of a national institute for

The National Research Institute as a formal connection for the development

and research of nursing care in Slovenia.

research in nursing

at factors that have, in the study, been found as
important in constructing a national approach to the
development of nursing as a scientific discipline in
Slovenia. We have found two main themes that refer to
national responsibility. The first one focuses on those
responsible for the implementation of a competence
model in practice and for the implementation of the
development of nursing as a scientific discipline, while
the second one refers to the indicators which we will
use to follow the development of nursing as a scientific
discipline.

Discussion

The results of group interviews conducted in two
rounds bring our attention to the seven themes and
two umbrella themes. The responsibility of healthcare
management and higher education institutions and the
professional association that is the Nurses and Midwives
Association of Slovenia is of major importance for
the development of nursing as a scientific discipline.
These responsibilities have been defined on the level
of national responsibility for the development of
professionalization of nursing in Slovenia. We have also
defined three national indicators of the implementation
of this national responsibility: systematization of job
positions on four levels of competencies in nursing,
research and development as a tool for working in
nursing and the establishment of the national institute
for research in nursing.

The study has shown that we will only be able to
talk about the real development of nursing care as a
profession and scientific discipline when the key holders
of responsibility, especially the nursing management
in healthcare institutions, begin with systematization
of job positions for four levels of competencies in
nursing care and follow the internationally comparable

conditions of qualifications for implementing
competencies at a certain level. Two previous studies
conducted by Skela-Savi¢ and colleagues (2016b,
2016¢) have shown that experts agree on the achieved
adjustments of competencies as recommended by the
European Federation of Nurses Associations — EFN,
however, realistically speaking, there is no model
outlining the competencies and activities of nursing
care for the four levels of providers of nursing care
despite the fact that a professional master's degree has
been offered for ten years.

This study has shown that content and terminological
implementation of the categories of providers of
nursing care according to the EFN model (EFN
Workforce Committee, 2014) into our education
system, the system of national competencies and
activities of nursing care is sensible, and its transfer
into descriptions and systematization of job positions.
Under the auspices of the project Nursing as a scientific
discipline, matrix of the levels of competencies in
nursing according to the model EFN (Skela-Savic, et
al., 2017b) with the use of a quantitative and qualitative
approach was verified. For the purposes of the article
this matrix has been terminologically upgraded and
conditions of qualifications were set and comparisons
with the frameworks of qualifications have been made.
The proposed model for Slovenia will be explained
in detail in the future publications relating to this
project.

The proposed competence model of the level of
providers of nursing care in Slovenia:

— Level 1: an employee on the nursing team and the
healthcare team - healthcare assistant (‘tehnik/
tehnica zdravstvene nege’), education - secondary
vocational school for nursing (5th level of the
Slovenian framework of qualifications or 4th level of
the European framework of qualifications);
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— Level 2: provider of nursing care on the team of
nursing or healthcare team - general care nurse
(diplomirani zdravstvenik/diplomirana medicinska
sestra’; dipl. zn./dipl. m. s.), education - higher
education professional study programme nursing
cycle 1 of the Bologna study programme that
has been harmonised with the current European
directive for regulated professions (Level 7 of the
Slovenian framework of qualifications and Level 6
of the European framework of qualifications);

— Level 3: a specialist of a certain field in nursing —
specialist nurse (diplomirani zdravstvenik/diplomirana
medicinska sestra specialist/-ka’; dipl. zn. spec./dipl.
m. s. spec.), education - postgraduate specialist
education or postgraduate education 2nd cycle
Bologna study programme (Level 7-8 of the
Slovenian framework of qualifications and Level
6—7 of the European framework of qualifications);

— Level 4: an expert for advanced forms of work in
nursing and healthcare proceedings - Master of
Nursing ('magister/magistrica zdravstvene nege’;
mag. zdr. nege), Doctor of Nursing or Healthcare
Sciences — Advance Nurse Practitioner, education
- postgraduate education of 2nd and 3rd cycle of
the Bologna study programme (Level 8-10 of the
Slovenian framework of qualifications and level 7-8
of the European framework of qualifications).

In reference to the proposal of the presented
competence model it should be emphasised that Level
3 and 4 cannot be reached if Level 2 has not been
reached, while Level 1 is not a pre-condition to achieve
Level 2, which is in accordance with the conditions
to enter the education programme for a regulated
profession (Directive 2013/55/EU of the European
Parliament and of the Council, 2013).

The next significant step is to include all levels of
competence into national human resource norms
and into appropriate salary brackets. The study
brings attention to the fact that developmental
and research work in nursing is a tool for reaching
evidence-based work. The respondents think that
the implementation of research work in nursing
may only eventuate through a national institute
for research in nursing care whose founder is the
Nurses and Midwives Association of Slovenia. The
institute should be funded from membership fees
and applications to tenders. The author of the article
believes that waiting for other institutions to support
nursing care considering the general current state of
the healthcare policies in Slovenia is not sensible, but
that rather the Nurses and Midwives Association of
Slovenia should invest. Namely, the study has shown
that a national research institute should implement an
effect on healthcare policies. The following finding is
that studies conducted by the new institute should be
directed especially towards the needs of the patients. In
this way, researchers of nursing care would contribute
to forming new policies on the state level and broader,

and would be more successful in obtaining research
funding, which was mentioned by Biischer and
colleagues (2009) in one of the studies.

A thorough analysis of the research results shows an
important emphasis on higher education management
from the perspective of social responsibility for the
argumentation of the development of nursing as a
scientific discipline and organisation of education on
all levels. This is a logical expectation as accumulation
of knowledge from research is the highest at faculties
since research work must be conducted in order for
the faculty to offer and further develop high quality
programmes, which is possible only if there is research
on the occupation for which the faculty educates and,
if it is connected with the occupation, also in direct
contact work with the patients. It is highly significant
to also involve the clinical setting into research work,
which the study has confirmed by the obtained codes
such as "Higher education and healthcare institutions
must cooperate”, "There should exista common research
entity between the higher education and healthcare
institution” and "Professional and research work must
be connected". More emphasis on these themes is
recommended in nursing study programmes to provide
better integration of research culture and paradigms
of conducting research in clinical settings (Kelly, et
al., 2013; Loke, et al., 2014). Our study has brought
attention to the above-mentioned, especially from the
perspective that in Slovenia building a research culture
is challenging, as the respondents are indecisive about
the type and scope of knowledge for the development of
the professional field and science. There is also an issue
referring to the fact that research does not belong to
standard work commitments of nurses and that nurses
themselves do not see it as a big enough priority.

The present state that has been found in this study will
improve when the nursing management support the
development of knowledge of research and knowledge
of evidence-based work with their employees
(Skela-Savi¢, et al.,, 2016a). In this way, despite the
present belief that research and development are not
compulsory nor are they a priority; motivation for
developmental work will increase - the study has
shown a low awareness of the needs of developmental
work; interest in obtaining knowledge to conduct
research and development will increase and awareness
on the relevance of research for high quality work will
increase. Kelly and colleagues (2013) and Loke and
colleagues (2014) state that research is simply not yet
a part of the professional identity of nurses, so it often
happens that nurses do not apply research findings
in their everyday practical work, which has also been
shown by this and other studies conducted in Slovenia
(Skela-Savi¢, et al., 2016a; Skela-Savic, et al. 2017a).
The established present situation also supports the
established concept of values and competencies that
would support the development of nursing as the
value system of the nurses’ work in Slovenian hospitals
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is directed especially at completing daily professional
tasks rather than developmental tasks (Skela-Savic,
et al., 2017). The latter can also be confirmed with an
existing study when we define the issue of exceeding
the level of professional competence by healthcare
assistants and thus bring attention to the lack of
systematised job positions for nurses with a higher
education study degree who are the only ones to
carry the responsibility for development tasks in
nursing and that are listed as competence level 4. The
International Council of Nurses (2008) states that
to perform development tasks a master's degree in
nursing is a requirement, however, in Slovenia these
job positions have not yet been systematized. That is
why the defined responsibility of nursing management
in this and previous research is justified.

A review of competencies written in the European
Directive (Directive 2013/EU of the European
Parliament and of the Council, 2013) clearly shows
that the competence ability to analyse the quality of
nursing care and consequently improvement of the
professional work of nurses for general healthcare (listed
under group H in the Directive) cannot be realised if
the provider does not possess the basic knowledge on
research and development and if they do not work
according to the evidence-based concept. The fact that
research and development should be included in the
regular workload of nurses with a higher education
study programme degree is logically a condition for
realising the listed competences and consolidates the
topic "implementation of knowledge and competencies
for the development of the profession and science in
Slovenia comparable to the European Union". Here
it should be continuously explained that levels of
competence should be implemented as our research
has shown that there is indecisiveness present among
the participants regarding the scope and levels of
education, which means that the professional public
does not yet understand the levels of education well
and has difficulties trying to transfer them to a real
clinical setting. It is also important to be aware of the
fact that in developmental work in nursing we can
come across many problems such as the time intended
for research, a lack of research skills, insufficient
support from the management and doctors, work
processes and organisational culture that do not
support research (Kelly, et al., 2013; Loke, et al., 2014;
Yoder, et al., 2014). As regards nurses with a higher
education study programme degree in Slovenian
hospitals, it can be unfortunately said that there is a
lack of knowledge and education and poor accessibility
to professional and scientific literature (Skela-Savic, et
al., 20164, 2017a). All these findings make us consider
the compulsory training courses to obtain a licence
for work and whether this content is up to date in
terms of knowledge necessary for the development
of nursing in Slovenia and the qualifications of the
nursing management, whose research has shown

to be one of the key factors of the development of
professionalization.

The research also draws attention to the discrepancies
between secondary and higher education, as the
expectations of secondary education, in the sense of
uninterrupted vertical promotion for pupils of secondary
schools for healthcare without the general school-
leaving exam 'Matura', hinder ambitions of faculties to
develop university study programmes of nursing. In this
way the expected vertical schooling system in nursing
in secondary school might be an obstacle for university
education of nursing, which is also the starting point
of the academic studies of nursing as this is how the
majority of the providers for the professionalization of
nursing obtain their professionalization.

The finding that competencies of healthcare assistants
in clinical settingss are regularly being exceeded on a
conscious level, which formally means that clinical
setting disregards the fact that education for the
occupation of a healthcare assistant in the education
system does not compare with the competencies of
nurses with a higher education degree. Namely, on
a conscious level, healthcare assistants are expected
to exceed their level of competencies. Similarly,
participants of the secondary sector are bothered
by a nurse who delegates and controls the work of a
healthcare assistant because healthcare assistants are
expected to be independent, which is the next obstacle
in the professionalization of nursing in Slovenia. The
established exceeding of competencies draws attention
to the fact that employment of nurses should increase
and that those healthcare assistants whose work
interferes with the competencies of nurses with a higher
education degree should be given an opportunity to
train further. The nursing management is responsible
for exceeding the levels of competencies of healthcare
assistants because they fail to employ enough staff with
a higher education degree. This is irresponsible towards
patients and the occupation of nursing as it was also
established by a study completed this year in Belgium,
England, Spain and Finland by Linde Aiken (2017). The
findings of this research state very clearly that if, in the
nursing team who looks after 25 surgery patients and is
composed of four nurses with a higher education degree
and two caregivers with lower qualifications, we replace
one nurse with a caregiver with lower qualifications, the
probability for a patients’ death increase by as much as
21 %. Melnyk and colleagues (2012) state that research
studies enable practice which is evidence-based. These
studies increase the quality and reliability of healthcare
treatment, improve the outcomes of the treatment and
decrease the variations in the treatment and costs. That
is why in Slovenia systematic research in relation to the
connections between the level of education and the
number of healthcare employees and the outcomes of
the treatment of patients is needed on a national level.

We can conclude that in nursing professionalization
there are issues also in naming the occupation in
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Slovenia, as the research has shown that "Professional
name of a caregiver" is generally not very respected
in the society and is considered as less valued or an
inappropriate name for providers of nursing care.
In addition, recognising new areas of operation
of healthcare assistants such as social and care
competencies by the representatives of the secondary
school sector has not been accepted, which puts
forward challenges for nursing as an occupation and
scientific discipline.

The limitations of the research relate to the selection
of the paradigm as high quality research in the field
of validity and reliability has several restrictions.
Validity and reliability was ensured with the method
of a hermeneutic circle (Mesec, 1998), as the data was
obtained based on broadening the findings of previous
research and sequential research was conducted. The
respondents of the study were always informed with
previous findings on which our questions for the group
interviews were based. Therefore, in the first round
the respondents were sent a report on the conducted
quantitative research among secondary school students,
students, healthcare employees, secondary and higher
education on the competence model in nursing and the
attitude towards research and development in nursing
(Skela-Savi¢, et al., 2016b, 2016d). These results were
presented orally before the beginning of the first round.
In the second round the respondents were sent and
orally presented the results of the first round (Skela-
Savi¢, et al., 2016c). Our research and the developed
open questions are based on a research project that was
previously conducted in Slovenian hospitals on a large
sample (Skela-Savi¢, et al., 2016a; Skela-Savic, et al.,
2017b), which might be understood as legitimising the
research, that is evidenced by long-term observation,
triangulation of various research methods for
researching nursing professionalization in Slovenia
and by informing the respondents about previous
findings of our research on this topic. As a final step in
legitimising the validity of the conducted research we
conducted a "scientific café" in 2017 to which we invited
experts in nursing, higher education and research. At
the meeting we presented the obtained themes of the
research and discussed them with the invited guests
from a strategic point of view and also from the point
of view of planning the necessary changes. Green and
Thorogood (2004) name this a consensual conference.
It should also be noted that the author of this article is
an advocate for the need for accelerated development
of nursing professionalization in Slovenia and that she
is also a higher education lecturer of research methods,
evidence-based work and healthcare management,
which may be reflected in the interpretation of the
results that the author managed with a reflective stance
and by informing the participants of the research with
previous findings of research (Mesec, 1998) that formed
the course of the group interview. For the purposes of the
article, the author reviewed the obtained results for the

second time with the secondary analysis technique with
an aim to achieve clarity, transparency and precision.

An inductive approach to research was used to
identify some responsibilities for the development
of the elements of nursing professionalization in
Slovenia, which could be a challenge for researchers
to verify the findings using a deductive approach to
research. The research offers the basis for planning
strategic guidelines for the development of nursing
professionalization in the future, which was also the
purpose of this study.

Conclusion

Research with a qualitative approach brings attention
to the factors that will play an important role in
the development of nursing professionalization in
Slovenia and its breakthrough in scientific research
and placement of the level of competencies in clinical
work. An occupation becomes a profession once it
creates its own knowledge with a systematic approach
and transfers it directly into professional work and
when experts generate research problems that they
resolve together with those who have the competencies
for thorough scientific work. The tools of operation
include systematic research, professional judgement,
development of critical thinking and decision-making
on the basis of evidence. That is why nurses with a
higher education degree in Slovenia must be given
access to knowledge for the development of values of
activism and development, research skills and evidence-
based work, as in this way they will have a significant
influence on the development of professionalization
and nursing as a scientific discipline. Healthcare
managers in key positions in various sectors must
be trained to understand professionalization and for
their responsibility in this area. A clear and ambitious
vision is needed, as well as a development strategy
for nursing that should include national guidelines
for life-long professional training for healthcare
institutions, professional sections, regional professional
associations and management at all levels of nursing.
The national professional association should assume the
responsibility for the presentation of the new paradigm
of the development of nursing that will be a response to
the needs of the society, occupation and science, and to
conduct a precise allocation of financial means in order
to realise it.

Slovenian translation/Prevod v slovenscéino
Uvod

V Sloveniji imajo mnogi, ki se ukvarjajo z
raziskovanjem in razvojem zdravstvene nege, obcutek,
da se profesionalizacija zdravstvene nege razvija
prepocasi. Upraviceno se postavlja vprasanje, kako
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dobro razumemo pojme, povezane s profesionalizacijo,
in dejavnike, ki so z njo povezani? Carvalho (2014)
navaja, da se zdravstvena nega v razpravah o
profesionalizaciji zdravstvenih poklicev pogosto
navaja kot »polprofesija« ali »navidezna« profesija.

Opredelitev pojmov

Koncept profesionalizacije se pojasnjuje v Stevilnih
poklicnih skupinah in ima dolgo zgodovino ter
druzbeno-socialni kontekst. Posledi¢no so za razli¢no
rabo in razli¢ne potrebe nastale Stevilne interpretacije
in definicije tega koncepta (Demirkasimoglu, 2010).
Zelo pogosto citirana definicija profesionalizacije
pravi, da je profesionalizacija druzbeni proces,
ki poteka kot institucionaliziran nacin priprave
posameznikov na opravljanje poklicno usmerjenih
nalog. V procesu profesionalizacije se vzpostavljajo
norme in kvalifikacije za predstavnike profesije, skrbi
se za vzpostavljanje in prenasanje znanj, potrjevanje
sposobnosti, urejanje odnosov med ¢lani profesije in
le-teh navzven (Wilensky & Harold, 1994). Slovenski
avtor Svetlik (1999) meni, da je proces profesionalizacije
dolocenega poklica odvisen od stevilnih dejavnikov,
kot so podroéje delovanja, potrebnosti delovanja,
virov, s katerimi poklic upravlja, pomembna sta tudi
samozavedanje in samoregulacija poklica. Tako se
poti profesionalizacije razlicnih profesij med seboj
razlikujejo.

Opredelitev profesionalizacije oz. profesionalizma
v zdravstveni negi

Skozi leta je profesionalizacijo v zdravstveni negi
raziskovalo veliko raziskovalcev, nastalo je veliko
definicij in opisov znacilnosti (Adams & Mikker,
2001; Manojlovich & Ketefian, 2002), raziskovalci
uporabljajo razlicne metode in orodja za oceno in
evalvacijo le-te (Ghadirian, et al., 2014).

Profesionalizem je veddimenzionalni koncept,
ki medicinskim sestram zagotavlja priloznosti za
osebnostno in profesionalno rast. Ta proces zahteva
znanje, ve$cine, razvoj znacilnosti poklicne identitete
profesije in internacionalizacijo vrednot in norm
profesionalne skupine (Alidina, 2013). Profesionalizem
se ocenjuje po individualnih znacilnostih in obnasanju,
odnosih z drugimi posamezniki in konteksti
delovanja ter po socialnih dimenzijah, kot so
druzbena odgovornost, morala, politicna in
ekonomska odgovornost, profesionalizem vklju¢uje
tudi spostovanje standardov in kompetenc (Keeling
& Templeman, 2013; Fantahun, et al., 2014). Koncept
profesionalizma sam po sebi pokaze na pripadnost
profesiji, tako se od medicinskih sester pricakuje, da se
izobrazujejo, publicirajo svoje raziskave, izboljsujejo
prakso in teorije zdravstvene nege ter da delujejo
avtonomno (Celik & Hisar, 2012). Pri tem je izjemnega
pomena lastna poklicna percepcija in razumevanje

pomena zdravstvene nege ter umestitev obojega v
socialni kontekst. Oboje, lastna poklicna percepcija
in razumevanje pomena zdravstvene nege, vpliva
na razvoj in rast zdravstvene nege kot znanstvene
discipline (Viitanen, 2007).

Watkins (2011) profesionalizem kot koncept opise v
obliki treh spremenljivk. Prva je oblikovanje profesije,
ki vklju¢uje poklicno skupino, definirana znanja na
podro¢ju delovanja, vzpostavljeno samoregulacijo
ter kontinuiran razvoj profesionalnega znanja in
vesc¢in za nenehno izbolj$evanje kakovosti dela. Druga
spremenljivka profesionalizma je priznavanje profesije,
ki vkljucuje temeljne komponente, kot so znanje,
avtonomija, odgovornost za profesionalno presojo
in njihov skupni ucinek na ucinkovitost klini¢nega
dela. Tretja spremenljivka je uspesnost profesije, ki je
lahko dosezena samo s formalnim izobrazevanjem, ki
mora vkljucevati znanje, pridobljeno s sistemati¢nim
raziskovanjem, in strokovno presojo, ki se oblikuje
z razvojem kriticnega razmisljanja in odloc¢anja
na osnovi dokazov. Watkins (2011) definira, da je
izobrazevanje na magistrski ravni kljucni element,
ki spoznanja raziskav o profesionalizaciji postavi v
kontekst akcije za doseganje le-te. Pri diplomantih
namre¢ poveca zaupanje v lastno delo, tako da le-to
dobi smisel; sposobnosti diplomantov za odloc¢anje in
njihove druge kognitivne sposobnosti pa pripomorejo
k uresnicevanju na dokazih podprte prakse in s tem k
doseganju profesionalizma. Carvalho (2014) ugotavlja,
da profesije v zdravstvu med seboj najbolj lo¢i prav
znanje, pridobljeno z raziskovalnim delom. Toda
nekatere medicinske sestre to novo znanje zaznavajo
kot odmik od negovanja in podpirajo lokalni kontekst
znanja v praksi.

Raziskovanje profesionalizacije v Sloveniji

Profesionalizacijo v zdravstveni negi so na ravni
izvirnega znanstvenega dela, tj. z izdelavo disertacije,
objavo znanstvene ali strokovne monografije ali
izvirnega znanstvenega ¢lanka, raziskovali tudi
slovenski avtorji (Pahor, 1998; Cvetek, 1999; Starc,
2009, 2016). Pomemben prispevek k razumevanju
profesionalizacije zdravstvene nege v Sloveniji
predstavlja znanstvena monografija Medicinske sestre
in univerza (Pahor, 2006), v kateri avtorica povzema
in reflektira razvoj izobrazevanja v zdravstveni negi od
leta 1990 napre;j ter tako prikaze pomemben segment
profesionalizacije, ki po Watkins (2011) sodi v
oblikovanje profesije. Naslednji pomembni prispevek k
razumevanju profesionalizacije je monografija avtorja
Starca (2014), ki ugotovi tri temeljne znacilnosti
profesionalizacije zdravstvene nege v Sloveniji, to
so znanje, mo¢ in etika. Koncept profesionalizacije
Starc v kvalitativni analizi opredeli kot samostojnost
zdravstvene nege, ki jo udelezenci raziskave razumejo
kot znanje, izobrazbo, izobrazevanje, kompetence in
vsezivljenjsko ucenje.
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Raziskava Skele-Savi¢ in sodelavcev (2016a, 2017a)
se osredoto¢a na profesionalizacijo z vidika
profesionalnih vrednot, kompetenc in na dokazih
podprtega dela. Raziskava pokaze, da je ugotovljene
vrednote v zdravstveni negi mogoce razumeti kot
(1) vrednote negovanja, zaupanja in pravi¢nosti
ter kot (2) vrednote razvoja, profesionalizma in
aktivizma. Raziskava je pokazala, da se vrednote
razvoja, profesionalizma in aktivizma izkazejo kot
manj pomembne, kar pomembno pojasni uspe$nost
implementacije na dokazih podprtega dela v
praksi. Visokosolsko izobrazene medicinske sestre
v slovenskih bolni$nicah kompetence dojemajo kot
»pricakovane kompetence za delo v praksi« in kot
»kompetence razvoja in profesionalizma«. Znanja in
prepri¢anja o na dokazih podprtem delu so prisotna,
vendar vkljuceni v raziskavo niso prepri¢ani, da na
dokazih podprto delo poznajo dovolj dobro, da bi ga
implementirali v svoje delo. Tako je implementacija
na dokazih podprtega dela izjemno majhna in se
izvaja le izjemoma. Vzro¢ni neeksperimentalni
model pokaze, da je prepricanja in implementacijo
na dokazih podprtega dela mogoce pojasniti (1) z
vrednotami razvoja, profesionalizma in aktivizma,
(2) s kompetencami razvoja in profesionalizma,
(3) z znanjem o raziskovanju (4) z znanjem o na
dokazih podprtem delu, (5) z izobraZzevanjem oz.
usposabljanjem o na dokazih podprtem delu in (6) z
dostopom do podatkovnih baz.

Namen in cilji

Namen raziskave je bil preveriti stali§¢a in razumevanje
nekaterih elementov profesionalizacije med strokovnjaki
zdravstvene nege v Sloveniji. Cilj raziskave je bil
prispevati k prepoznavanju dejavnikov, ki so pomembni
za razvoj profesionalizacije zdravstvene nege in ki
lahko pripomorejo pri strateSkem nacrtovanju njenega
razvoja.

Raziskovalno vprasanje:

— Kateri so strateski dejavniki za razvoj elementov
profesionalizacije v zdravstveni negi v Sloveniji na
podrodju izobrazevanja oz. kompetenc za poklic ter
na podro¢ju raziskovanja za razvoj stroke in znanosti
zdravstvene nege?

Metode

Uporabili smo kvalitativno raziskovalno paradigmo,
podatke smo zbirali s tehniko skupinskega intervjuja
in jih obdelali po metodi tematske analize, ki je
eden od pristopov analize vsebine besedila (Gomm,
2008). Skupinski intervju uporabimo, ko Zelimo
pridobiti podatke za stratesko nacrtovanje; pri tem
nas zanimajo mnenja in odgovori na Ze vnaprej
pripravljena izhodi§¢na vprasanja. K uspesnosti
skupinskega intervjuja pripomore, ¢e se udelezenci
med seboj poznajo, saj se tako poveca interakcija med

njimi in moderatorjem. Razpravo vodi moderator, ki
temo razprave dobro pozna (Kumar, 2011). Ker temo
poznajo tudi udelezenci skupinskega intervjuja — tako
skupino Green in Thorogood (2004) poimenujeta
naravna skupina - raziskovalec lahko zazna kulturno
dinamiko o obravnavanih temah in odzive iz prakse,
kar oblikuje tudi potek skupinskega intervjuja in
obdelavo podatkov.

Opis instrumenta in poteka raziskave

Skupinski intervju je potekal v dveh sekvencah,
prva z naslovom »Razvoj kompeten¢nega modela za
vse ravni izobrazevanja v zdravstveni negi« je bila
izvedena oktobra 2016, druga sekvenca »Nacionalni
model razvoja in krepitve zdravstvene nege kot
znanstvene discipline« marca 2017. Sedem dni
pred obema srecanjema smo udelezencem poslali
izhodis¢na vprasanja oz. stalis¢a. Za prvo sekvenco
smo pripravili 5 in za drugo 10 odprtih izhodis¢nih
vprasganj oz. staliS¢.

Primer izhodi$¢nih vprasanj v prvi sekvenci:

— Kaksno je vase stalisce do sprejema kompetencnega
modela v zdravstveni negi za Slovenijo?

— Kaksne spremembe predlagate v okviru prenove
poklicnega standarda srednje$olskega izobrazevanja
v zdravstveni negi?

—Kak$no je vase staliS¢e do doseganja urejenosti
vseh posameznih ravni izobraZevanja v zdravstveni
negi za pozitiven vpliv na vzdrznost zdravstvenega
sistema?

Primer izhodi$¢nih vprasanj v drugi sekvenci:

— Kaj ocenjujete kot klju¢ni problem, ki ga je treba
resiti, da bi se zdravstvena nega lahko razvila kot
znanstvena disciplina?

— Katera znanja pogreSate pri svojem delu in vas
njihov primanjkljaj ovira pri uveljavljanju stroke, ki
jo vodite ali kjer delujete?

— Praksa fakultet v tujini je, da visokoSolski ucitelji
delajo tudi v klini¢nih okoljih, to pomeni, da ima tak
uditelj dve zaposlitvi v okviru 100 % zaposlitve. Kaj
bi zdravstveni zavod v Sloveniji pridobil od takega
sodelovanja in obratno, kaj bi pridobila fakulteta?
Na dan raziskave smo udeleZence zaradi omogocanja

boljsih pogojev za aktivho sodelovanje razvrstili v

dve skupini, pri ¢emer smo v vsaki skupini zagotovili

enakomerno zastopanost vseh podrocij, na katerih
delujejo povabljeni strokovnjaki. Razprava je potekala
po skupinah prostorsko lo¢eno in socasno po
nacértovanem urniku, pet polnih ur zdvema odmoroma
in uvodno predstavitvijo izhodi$¢ za razpravo, ki so bila
povezana s spoznanji predhodnih delov raziskovalnega
projekta (Skela-Savi¢, et al., 2017b), katerega del je
tudi ta raziskava. Pred pric¢etkom dela smo sodelujoce
seznanili z anonimnostjo pri obdelavi podatkov in
prostovoljno vklju¢enostjo v raziskavo. Sodelujoci
so podali pisno strinjanje s snemanjem razprave.
Skupine prve in druge sekvence so moderirali
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visokosolski ucitelji, ki se znanstveno ukvarjajo z
razvojem zdravstvene nege v Sloveniji. Imeli so enoten
predhodno izdelan protokol vodenja intervjuja z
opredeljenimi izhodi$¢nimi vprasanji. Razprava je v
obeh sekvencah potekala po enakem protokolu.

Opis vzorca

Kumar (2011) pravi, da je izbor vzorca pri skupinskem
intervjuju odgovornost raziskovalca, ki naj sledi
namentu, to je obravnava strateskih tem. Pomembno
je, da vkljuceni strokovnjaki podrocje poznajo in da
pokrivajo Sirok spekter vsebin, ki so s podrocjem
razprave povezane. Da bi tem pogojem zadostili, smo
uporabili sistemati¢ni namenski vzorec strokovnjakov
(n=48), ki ga Green in Thorogood (2004) utemeljujeta
kot pogoj za pridobivanje reprezentativnih podatkov.
Sistemati¢nost vzorca smo razumeli predvsem z
ustrezno zastopanostjo razli¢nih sektorjev in drugih
akterjev pri razvoju profesionalizacije v zdravstveni
negi. Vkljucili smo predstavnike z naslednjih podrocij:
srednjeSolsko izobrazevanje (n = 8) in visokosolsko
izobrazevanje v zdravstveni negi (n = 15), zdravstveni
zavodi na vseh treh nivojih zdravstva in drugi zavodi
(n = 17), studenti magistrskega in doktorskega $tudija,
ki delajo v zdravstveni negi (n = 3), ter ¢lani razli¢nih
strokovnih teles na nacionalni ravni (n = 5). Povabljeni
so delovali na razli¢nih nivojih odgovornosti, od
strokovnega vodje dolocenega podroéja do vodje
na najvi§jem nivoju menedZzmenta v organizaciji.
Sodelovalo je 42 Zensk in 6 moskih, vsi udelezenci so
imeli najmanj visoko$olsko strokovno izobrazbo; 9
(19 %) udelezencev je sodelovalo v obeh sekvencah
raziskave.

Opis obdelave podatkov

Pri obdelavi podatkov smo sledili pristopu tematske
analize besedila po avtorjih Gomm (2008) ter Green
in Thorogood (2004). Pri tem pristopu obdelave
raziskovalec i$¢e skupne vsebine v celotnem setu
podatkov intervjujev in teme oblikuje na osnovi
primerjav in nasprotij v povedanem s strani
intervjuvancev. Raziskovalec se odlo¢i, kaj bo stelo
kot dokaz za oblikovanje tem. Koncne teme so
lahko inspirirane tudi z idejami raziskovalca, ki
najpogosteje izhajajo iz predhodnega raziskovalnega
dela obravnavanega raziskovalnega problema. Pri tem
je potrebna reflektivna drza raziskovalca.

Na osnovi opisanih usmeritev smo pri prepisovanju
posnetega intervjuja izlo¢ili vsebinsko nerazumljivo
izre¢eno besedilo. Zapis smo poenotili v Zensko
slovni¢no obliko, ker je bilo razmerje spolov v obeh
skupinah v korist zensk. Izbrisali smo vse navedbe krajev
in ustanov, razli¢nih organov, za posameznikov govor
znacilna masila ipd. S tem smo zagotovili anonimnost
pri neposredni rabi izrecenega. Enota kodiranja je
bila izre¢ena misel ali izreceno stalis¢e posameznega

govorca na dolo¢eno temo. Ce je govorec govoril o
ve¢ temah, smo izre¢eno kodirali pri ve¢ posameznih
temah. Pri kodiranju smo uporabili tehniko
tematskega kodiranja (Gomm, 2008), zato smo kode
oblikovali vecbesedno, s ciljem opisa klju¢ne vsebine
povedanega, kar imenujemo odprto opisno kodiranje.
Le-to nam je omogocilo, da smo lahko kategorije, kot
nadpomenke kod, ravno tako oblikovali na vsebinski
ravni in iz njih razvili klju¢ne ugotovitve intervjujev,
ki smo jih podali v obliki tem. Pri pripravi ¢lanka smo
izvedli sekundarno analizo dobljenih rezultatov in
naredili nekaj vsebinskih in terminoloskih dopolnitev
glede na analizo v raziskovalnem porocilu Skela-Savic
in sodelavci (2017b). Pri analizi podatkov smo sledili
usmeritvam obdelave po avtorici Green (2004), saj smo
zeleli razumeti povezave med odnosom, vedenji in
izku$njami intervjuvancev na podrocju obravnavanih
tem, prav tako smo Zeleli razumeti fenomen nekaterih
elementov profesionalizacije, s katerimi so jo opisali
intervjuvanci, kot rezultat raziskave pa smo Zeleli
izoblikovati nove ideje in teoreticni konstrukt
spoznanj za nadaljnje raziskave. Sinteza spoznanj tem
obeh sekvenc nam je dala moznost bolj$e opredelitve
odgovornosti za razvoj profesionalizacije zdravstvene
nege na strateski ravni, kar je tudi namen uporabe
tehnike skupinskih intervjujev.

Rezultati

Sekvenca 1: Razvoj kompetencnega modela za
vse ravni izobraZevanja v zdravstveni negi

V okviru analize besedila smo oblikovali 49 kod,
ki so utemeljene s 150 citati udelezencev. Vsak citat
je uporabljen samo enkrat. Iz 47 kod smo razvili
14 nadpomenskih kategorij, ki tvorijo 3 zakljucene
teme (Tabela 1), dve kodi se nista uvrstili v nobeno
kategorijo. V nadaljevanju predstavljamo nekaj
primerov razvoja kod. Razvoj vseh kod je natanc¢no
prikazan v raziskovalnem porocilu projekta
Zdravstvena nega kot znanstvena disciplina (Skela-
Savi¢, et al., 2017b).

Primer razvoja kode »Treba je doloc¢iti kompetence
glede na ravni izobrazevanja, ki smo jo razvili s tremi
citati:

Citat 14: Jaz mislim, da je cas, da dogovorimo stvari,
da jeto enotno za celotno Slovenijo; da se ne sprasujemo,
kaj kdo dela in kaj naj ne bi delali; da se tocno ve,
kaksne so kompetence tistih, ki konlajo srednjesolsko
izobrazZevanje, ter kaksne so kompetence tistih, ki
koncajo visokostrokovni program.

Citat 15: /.../ da so razciscene stvari, kako je na
magistrskem Studiju. In seveda, zdaj Ze imamo tudi
vpise na doktorat. Jaz mislim, da te stvari res niso
razciscene in doreCene. In zdaj imamo moZnost, ko smo
tukaj skupaj, da se o teh stvareh pogovorimo.

Citat 16: Mislim, da smo zdaj prisli do tiste tocke, da
moramo samo opredeliti natancno, kaj so kompetence
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Tabela 1: Rezultati razprave o izobraZevanju in kompetencah v zdravstveni negi (sekvenca 1)
Table 1: Results of the discussion on education and competencies in nursing care (Round 1)

Kode/Codes

Kategorije/Categories

Teme/Themes

Potrebna je Sir$a vklju¢enost v razpravo o izobraZevanju in
kompetencah.

Potrebna je uskladitev med akterji izobrazevanja in le-teh z
njihovimi uporabniki.

Prisoten je strah pred odvzemom kompetenc.

Glede izobrazevanja v zdravstveni negi obstajajo stalna
nasprotja.

Nivoji izobrazevanja so sistemsko slabo povezani.

IzobraZevanje ni sistemsko urejeno.

Stroka je neenotna, tako sistemsko kot tudi zgodovinsko.

Med srednjim in visokim
$olstvom so razhajanja in
nezaupanje glede izobrazevanja.

Srednjestrokovno izobrazevanje je usposabljanje za poklic
in ne za $tudij.

Vedina §tudentov je iz srednjih zdravstvenih $ol.

Pricakuje se neprekinjena vertikalna prehodnost dijakov
srednjih zdravstvenih $ol.

Izobrazevanje za poklic naj se za¢ne na srednji strokovni
stopnji.

Srednje Sole delajo promocijo za celotno vertikalo.

Obstaja dilema, ali naj vertikala v
izobrazevanju za razvoj znanosti
vklju¢uje srednjestrokovno
izobraZevanje.

Evropska direktiva pomaga resevati probleme
izobraZevanja.

Potreben je univerzitetni $tudij zdravstvene nege.

Poimenovanje medicinska sestra je pogojeno z visokosolsko
izobrazbo.

Evropsko reguliran poklic
medicinska sestra zahteva
najmanj visokostrokovno
izobrazbo.

Studijski programi naj bodo primerljivi razvoju v Evropski
uniji.

Poseganje drugih poklicev v avtonomijo izobrazevanja v
zdravstveni negi je treba preseci.

Evropska primerljivost varuje
razvoj zdravstvene nege.

Visokostrokovne programe je treba preoblikovati v
univerzitetne.

Za vstop v visoko$olsko izobraZevanje je potrebno dobro
splo$no znanje.

Na primanjkljaj znanj naj se odziva visoko$olski sektor.

Za visokogolski $tudij
zdravstvene nege je potrebno
dobro splo$no znanje.

Druzbena odgovornost
visokega $olstva za ureditev
izobrazevanja na vseh
nivojih in za argumentacijo
razvoja zdravstvene nege
kot znanstvene

discipline

Naziv zdravstveni asistent ni sprejemljiv.

TZN je samostojni izvajalec zdravstvene nege, je vec kot
asistent.

Pri¢akovana je samostojna vloga
poklica TZN.

Diplomirane medicinske sestre opravljajo prevec¢
administrativnega dela.

Delegiranje in nadzor diplomirane medicinske sestre se ne
sprejema.

Diplomirana medicinska sestra/
zdravstvenik ni sprejet kot
odgovorna nosilka zdravstvene
nege.

Prisotno je zavedanje o preseganju kompetenc TZN.

Prekoracitve kompetenc v srednjih $olah ni.

Klini¢na okolja dopuscajo prekoracitev kompetenc TZN.

Preseganje kompetenc je za TZN poklicna samopotrditev.

Preseganje kompetenc TZN je kompleksen problem.

Preseganja kompetenc TZN v
klini¢nih okoljih se zavedajo vsi
akterji.

Informiranje zaposlenih je pomanjkljivo.

Treba je dolo¢iti kompetence glede na ravni izobrazevanja.

Potrebne so spremembe kolektivne pogodbe, sistemizacije
in nivojev kompetenc.

Potrebno je enotno razumevanje vloge magistra zdravstvene
nege.

UravnoteZiti je treba interese stroke in interese delodajalcev.

Preseganje kompetenc TZN je kompleksen problem.

Odgovornost menedzmenta za preseganje kompetenc TZN.

Veliko odgovornost za
razmejevanje kompetenc in
ustavitev preseganja kompetenc
TZN nosi menedzmentu
zdravstvene nege.

Sistemska odgovornost
menedZmenta zdravstvene
nege in nacionalnega
strokovnega zdruzenja

za ustavitev preseganja
kompetenc TZN in
umestitev ravni kompetenc
v zdravstveni negi v sistem
zdravstvenega varstva

Se nadaljuje/Continues
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Kode/Codes

Kategorije/Categories Teme/Themes

Vertikalno poimenovanje negovalec, negovalka.

Poimenovanja »sestra« ima tradicijo.

Poklicno poimenovanje
»negovalec, negovalka« nima
druzbenega ugleda.

Za razvoj poklicnega standarda je potrebno sodelovanje
razli¢nih deleZnikov.

Prisotno je nepoznavanje dejanskih strokovnih naslovov
skozi spremembe izobrazevanja.

Prisotno je nelo¢evanje med strokovnimi nazivi in
poimenovanji stopnje doseZene izobrazbe.

Nastajanje srednjeSolskih

programov je slabo razumljeno. Definiranje TZN kot

sodelavca v timu zdravstvene
nege na vseh nivojih
zdravstva in kot kljucnega

Oskrbe in sociale ime poklica ne zajame.

IzraZene se potrebe po socialnih kompetencah TZN.

izvajalca zdravstveno-
socialne obravnave v
skupnosti in v dolgotrajni

Identiteta poklica TZN je v
dimenziji socialno oskrbovalnih
kompetenc pomanjkljiva.

Odprti kurikulum je treba poenotiti.

Spremembe v odprtem kurikulumu ne zadostujejo.

Srednje $ole ne kazejo oskrbi

pripravljenosti za spremembe v
kurikulumu.

Bolni¢ar naj bo del vertikale.

Kaze se nevarnost prekrivanja kompetenc bolnicarja in
TZN.

Obstaja nevarnost prekrivanja
kompetenc TZN in bolnicarja.

Legenda/Legend: TZN - tehnik/tehnica zdravstvene nege/healthcare assistant

posameznih izvajalcev. Drugace pa se mi zdi, da nivoje
imamo kar dobro Ze zalrtane, se mi zdi, da veljih tezav
tu ne vidim.

Primer razvoja kode »Prisotno je zavedanje o
preseganju kompetenc tehnika zdravstvene nege
(TZN)«, ki smo jo razvili s §tirimi citati:

Citat 117: Mi izobraZujemo na peti stopnji, tisto, kar
pa se dogaja pri delodajalcih, ni ve¢ nasa zadeva.

Citat 118: Ko dijaki hodijo na prakti¢no usposabljanje
z delom (PUD), povedo, kaj so delali. Nas je kar malo
strah, da ta PUD nekako ni dobro zasnovan. /.../ Ne
recem, da mi tega nismo nikoli ucili. Mislim, da je tu ta
razlika, kaj se uci na 5. stopnji in kaj se potem dogaja,
ko dijaki po 5. stopnji gredo v sluzbo.

Citat 119: Srednjesolsko izobraZen kader posega,
prevzema kompetence, kar je stvar delodajalca.

Sekvenca 2: Nacionalni model razvoja in krepitve
zdravstvene nege kot znanstvene discipline

V okviru analize besedila smo oblikovali 20 kod, ki
so utemeljene s 101 citatom udelezencev. Vsak citat je
uporabljen samo enkrat. Razvili smo 7 nadpomenskih
kategorij, ki tvorijo 4 zaklju¢ene teme (Tabela 2). V
nadaljevanju predstavljamo nekaj primerov razvoja
kod. Razvoj kod je natan¢no prikazan v raziskovalnem
porocilu projekta Zdravstvena nega kot znanstvena
disciplina (Skela-Savic, et al., 2017b).

Primer razvojakode »Interes za znanje o raziskovanju
je vprasljive, ki smo jo razvili s $tirimi citati:

Citat 25: Mi imamo v kolektivni pogodbi pol ure za
diplomirane medicinske sestre, da je namenjeno branju,
tako kot imajo zdravniki.

Citat 26: To je potem na strani posameznika, koliko se
bodo sami o neki stvari izobrazili in pac neko dodatno
znanje iskali.

Citat 29: Jaz vidim kljucni problem v tem, da mi

ne poznamo priloznosti oziroma Zelje po dodatnih
znanjih.

Citat 79: MenedZment se bo odlocal, pa tudi ona mora
generirati, se zavedati tega znanja, ki ga potrebuje.

Primer razvoja kode »Pri medicinskih sestrah ni
pripravljenosti za raziskovanje«, ki smo jo razvili s
petimi citati:

Citat 3: Veliko znanja, izkusenj, ne znajo pa to potem
ubesediti in zapisati, to je problem.

Citat 8: Zaradi tega, ker vsi, ki se, velika vecina/tistih/,
ki se vpisuje/jo/ v zdravstveno nego, so to eni ljudje, ki so
praktiki, radi imajo delo z ljudmi itd.

Citat 30: In potem prides s tisto idejo v klinicno okolje
in te povozijo.

Citat 119: Problem je v nas, v poklicni skupini, v
prvi vrsti; pa drugi nasi sodelavci, predvsem zdravniki
nas ne pustijo k razvoju. Ampak moje osebno mnenje,
problem je v nasi poklicni skupini, v nasih glavah, v
nasem razmisljanju. Govorimo: »Smo samostojni, smo
avtonomni«, ampak Ce gledas okoli, kaj se dogaja, ...
podrejenost zdravstvene nege je ...

Citat 120: Jaz se mocno strinjam s kolegico in se mi
zdi, da je kljucni problem v nas samih, podcenjevanje
dela z glavo. To, da bi mi sami zares prepoznali, da je
sploh potrebno.

V Tabeli 3 prikazana vsebinska sinteza sedmih tem,
dobljenih v obeh sekvencah, pokaze na dejavnike, ki
so v raziskavi ugotovljeni kot pomembni pri izgradnji
nacionalnega pristopa razvoja zdravstvene nege kot
znanstvene discipline za slovenski prostor. Ugotovili
smo dve krovni temi, ki govorita o nacionalni
odgovornosti. Prva govori o odgovornih za uveljavitev
kompetenénega modela v praksi in za uveljavitev
razvoja zdravstvene nege kot znanstvene discipline,
druga pa o kazalnikih, s katerimi bomo spremljali
uresnicevanje razvoja zdravstvene nege kot znanstvene
discipline.
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Tabela 2: Rezultati razprave o razvoju in krepitvi zdravstvene nege kot znanstvene discipline (sekvenca 2)
Table 2: Results of the discussion on the development and consolidation of healthcare as a scientific discipline

(round 2)
Kode/Codes Kategorije/Categories Teme/Themes
Menedzment mora biti orientiran v strokovno usposobljenost
kadra.
Raziskovanje in razvoj je treba podpreti s sistematizacijo delovnih
mest. Za razvoj zdravstvene nege
Pri institucionalnem organiziranju raziskovanja in razvoja prihaja kot znanstvene discipline OngVQr”OSt
do tezav. je odgovoren menedzment njjenedzmenta )
Potrebno je prehajanje zaposlenih med visoko$olskim in zdravstvenih zavodov. zdravsiyene nege in
menedZmenta fakultet

zdravstvenim zavodom, in sicer v okviru 100-% zaposlitve.

Menedzment ne prevzema zadostne odgovornosti za raziskovanje
in razvoj.

Nujno je sodelovanje med visoko$olskim in zdravstvenim
zavodom.

Med visokosolskim in zdravstvenim zavodom naj se vzpostavi
skupna raziskovalna entiteta.

Na ravni med zdravstvenim
in visoko$olskim zavodom je
treba zasnovati raziskovalna
jedra.

za razvoj znanstvene
discipline na ravni
posameznega zavoda

Strokovno delo in raziskovanje morata biti povezana.

Sredi$ce razvojno-raziskovalnega dela naj bo pacient.

Smisel raziskovanja je razvoj
stroke za koristi pacienta.

Interes za znanje o raziskovanju je vprasljiv.

Prisotno je razumevanje raziskovanja in razvoja kot prosto¢asnih
aktivnosti medicinskih sester.

Pri medicinskih sestrah ni pripravljenosti za raziskovanje.

Raziskovanje je videno
kot neobvezna, in ne
kot prioritetna aktivnost
medicinskih sester.

Raziskovanje in razvoj
stroke kot delovna
obveza visokosolsko
izobraZenih
medicinskih sester

Za izgradnjo znanstvene discipline je potrebno znanje.

Izobrazevanja za raziskovanje in razvoj na delovnem mestu je premalo.

Mnenja o tem, kaksen obseg izobrazevanja o raziskovanju in razvoju
je potreben za poklic medicinske sestre, so razli¢na.

Izrazeno je stali$ce, da je znanje o raziskovanju morda potrebno pri

spremljanju kakovosti.

Glede obsega in vrste znanj
za razvoj stroke in znanosti
njeni pripadniki niso enotno
odloceni.

Uveljavitev evropsko
primerljivih znanj in
kompetenc za razvoj
stroke in znanosti v
Sloveniji

Potreben je nacionalni raziskovalni institut.

Nacionalni raziskovalni institut naj bo pod okriljem Zbornice -
Zveze.

Nacionalni raziskovalni institut naj ima tudi druge razvojne naloge.

Odgovornost za nacionalni
raziskovalni in razvojni institut
naj prevzeme Zbornica —
Zveza.

Preko nacionalnega raziskovalnega instituta naj se izvaja vpliv na
politiko.

Nacionalni raziskovalni institut
naj izvaja tudi vpliv na politiko.

Nacionalni
raziskovalni institut
kot formalna
povezovalna oblika za
razvoj in raziskovanje
v zdravstveni negi v
Sloveniji

Tabela 3: Sinteza tem sekvenc 1 in 2
Table 3: Synthesis of rounds 1 and 2

Teme/Themes

Sinteza tem/Themes synthesis

Odgovornost menedzmenta zdravstvene nege in menedZmenta fakultet za

razvoj znanstvene discipline na ravni posameznega zavoda

Druzbena odgovornost visokega Solstva za ureditev izobraZevanja na
vseh nivojih in za argumentacijo razvoja zdravstvene nege kot znanstvene

discipline

NACIONALNA ODGOVORNOST - odgovorni za
uveljavitev kompetencnega modela v praksi in za

uveljavitev razvoja zdravstvene nege kot znanstvene

discipline:

(1) menedzment zdravstvene nege,

Uveljavitev evropsko primerljivih znanj in kompetenc za razvoj stroke in

znanosti v Sloveniji

(2) menedzment visokega Solstva v zdravstveni negi in
(3) nacionalno zdruzenje v zdravstveni negi

Raziskovanje in razvoj stroke kot delovna obveza visokosolsko
izobrazenih medicinskih sester

Sistemska odgovornost menedZzmenta zdravstvene nege in nacionalnega
strokovnega zdruZenja za ustavitev preseganja kompetenc TZN in umestitev

ravni kompetenc v zdravstveni negi v sistem zdravstvenega varstva

ODGOVORNOSTI:

Definiranje TZN kot sodelavca v timu zdravstvene nege na vseh nivojih
zdravstva in kot klju¢nega izvajalca zdravstveno-socialne obravnave v

skupnosti in v dolgotrajni oskrbi

zdravstveni negi,

KAZALNIKI URESNICEVANJA NACIONALNE

(1) sistematizacija delovnih mest za 4 ravni
kompetenc v zdravstveni negi,
(2) raziskovanje in razvoj kot orodje dela v

(3) ustanovitev nacionalnega instituta za raziskave

Nacionalni raziskovalni institut kot formalna povezovalna oblika za razvoj

in raziskovanje v zdravstveni negi v Sloveniji

v zdravstveni negi

Legenda: TZN - tehnik/tehnica zdravstvene nege/healthcare assistant
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Diskusija

Rezultati skupinskih intervjujev, izvedenih v dveh
sekvencah, nas opozorijo na sedem vsebinskih tem
in dve krovni temi. Kljuénega pomena za razvoj
zdravstvene nege kot znanstvene discipline se izkaze
odgovornost menedzmenta zdravstvene nege in
visokosolskih zavodov ter strokovnega zdruZenja
Zbornice - Zveze, le-te smo tako opredelili na ravni
nacionalne odgovornosti za razvoj profesionalizacije
v zdravstveni negi v Sloveniji. Opredelili smo tudi
tri nacionalne kazalnike uresnicevanja te nacionalne
odgovornosti, le-ti so: sistemizacija delovnih mest za
$tiri ravni kompetenc v zdravstveni negi, raziskovanje
in razvoj kot orodje dela v zdravstveni negi in
ustanovitev nacionalnega instituta za raziskave v
zdravstveni negi.

Raziskava pokaze, da bomo o uresnic¢evanju
razvoja zdravstvene nege kot profesije in znanstvene
discipline lahko govorili Sele takrat, ko bodo klju¢ni
nosilci odgovornosti, zlasti menedzment zdravstvene
nege v zdravstvenih zavodih, priceli s sistematizacijo
delovnih mest za $tiri ravni kompetenc v zdravstveni
negi in upostevali mednarodno primerljive pogoje
usposobljenosti za izvajanje kompetenc dolo¢ene ravni.
Dve predhodni raziskavi Skele-Savi¢ in sodelavcev
(2016b, 2016¢) namrec pokazeta, da je med strokovnjaki
dosezeno strinjanje s prilagoditvami kompetenc, ki jih
je priporocila Evropska federacija zdruzenj medicinskih
sester (European Federation of Nurses Associations —
EFN) (EFN, 2014), vendar realno gledano, v Sloveniji
modela kompetenc ali aktivnosti zdravstvene nege za
$tiri ravni izvajalcev zdravstvene nege Se nimamo, in
sicer ob dejstvu, da na ravni strokovnega magisterija
izobrazujemo Ze deset let.

Pri¢ujoca raziskava pokaze, da so smiselni vsebinska
in terminoloska implementacija kategorij izvajalcev
zdravstvene nege po modelu EFN (EFN Workforce
Committee, 2014) v na$ izobraZevalni sistem, sistem
nacionalnih kompetenc in aktivnosti zdravstvene
nege in prevedba le-tega v opise in sistematizacijo
delovnih mest. V okviru projekta Zdravstvena
nega kot znanstvena disciplina je bila z uporabo
kvantitativnega in kvalitativnega pristopa preverjena
matrika ravni kompetenc v zdravstveni negi po
modelu EFN (Skela-Savi¢, et al., 2017b), ki smo jo za
namen tega ¢lanka terminolosko dopolnili, oblikovali
pogoje usposobljenosti in naredili primerjave z
ogrodji kvalifikacij. Predlagani model za Slovenijo bo
vsebinsko natanéneje pojasnjen v naslednjih objavah
omenjenega projekta.

Predlagani kompetenéni model ravni izvajalcev v
zdravstveni negi v Sloveniji:

— Raven 1: sodelavec/sodelavka v timu zdravstvene
nege in zdravstvenem timu - tehnik/tehnica
zdravstvene nege (TZN) (ang. healthcare assistant),
izobrazba - srednjesolsko strokovno izobrazevanje
smeri zdravstvena nega (5. raven slovenskega

ogrodja kvalifikacij (SOK) ali 4. raven evropskega

ogrodja kvalifikacij (EOK));

— Raven 2: nosilec/nosilka zdravstvene nege v timu
zdravstvenenegeinzdravstvenem timu - diplomirani
zdravstvenik/medicinska sestra (dipl. zn./dipl. m. s.)
(ang. general care nurse), izobrazba - visokosolsko
strokovno izobraZevanje smeri zdravstvena nega 1.
bolonjske stopnje, ki je usklajeno z aktualno veljavno
evropsko direktivo za regulirane poklice (7. raven
SOK ali 6. raven EOK);

— Raven 3: specialist/specialistka dolo¢enega podro¢ja
v zdravstveni negi - diplomirani zdravstvenik/
medicinska sestra specialist/-ka (dipl. zn. spec./
dipl. m. s. spec.). (ang. specialist nurse), izobrazba
- podiplomsko specialisticno izobrazevanje ali
podiplomsko izobrazevanje 2. bolonjske stopnje
(7.-8. raven SOK ali 6.-7. raven EOK);

— Raven 4: strokovnjak/strokovnjakinja za napredne
oblike dela vzdravstveninegiin zdravstveni obravnavi—
magister/magistrica zdravstvene nege (mag. zdr. nege),
doktor/doktorica zdravstvene nege ali zdravstvenih
ved (ang. advance nurse practitioner), izobrazba —
podiplomsko izobraZevanje 2. in 3. bolonjske stopnje
(8.-10. raven SOK ali 7.-8. raven EOK).

Pri predlogu prikazanega kompeten¢nega modela
je treba poudariti, da ravni 3 in 4 ni mogoce doseci,
¢e ni doseZena raven 2, medtem ko raven 1 ni pogoj
za doseganje ravni 2, kar je skladno s pogoji za vstop v
izobrazevanje za reguliran poklic (Directive 2013/55/EU
of the European Parliament and of the Council , 2013).

Naslednji pomemben korak je vkljucitev vseh ravni
kompetenc v nacionalne kadrovske normative in na
pla¢ni ravni v ustrezne tarifne skupine. Raziskava
opozori, da naj bo razvojno delo in raziskovanje v
zdravstveni negi orodje za uresni¢evanje na dokazih
podprtega dela. Intervjuvanci menijo, da se prizadevanja
in uveljavljanje raziskovalnega dela v zdravstveni negi
lahko uresnic¢i skozi nacionalni intitut za raziskave
v zdravstveni negi, katerega ustanoviteljica naj bo
Zbornica — Zveza. Institut naj se financira iz ¢lanarin
¢lanov in iz prijav na razpise. Avtorica ¢lanka meni,
da cakanje, da bi zdravstveno nego pri tem podprle
druge institucije, glede na trenutno stanje zdravstvene
politike v Sloveniji ni smiselno. Potrebna je investicija
virov Zbornice - Zveze. Raziskava namre¢ pokaze, da
je vpliv na zdravstveno politiko mozno pricakovati
preko nacionalnega raziskovalnega instituta. Naslednja
ugotovitev je, da morajo biti raziskave novega instituta
usmerjene predvsem v potrebe pacientov. Na ta nacin bi
raziskovalke zdravstvene nege prispevale k oblikovanju
politik na nivoju drzave in $ir$e in bi bile bolj uspesne
pri pridobivanju raziskovalnih sredstev, na kar v eni od
raziskav opozori tudi Biischer s sodelavci (2009).

Poglobljena analiza rezultatov raziskave pokaze
pomemben poudarek na visoko$olskem menedzmentu
z vidika druzbene odgovornosti visokega Solstva
za argumentacijo razvoja zdravstvene nege kot
znanstvene discipline in ureditev izobraZevanja na
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vseh nivojih. Le-to je logi¢no pricakovanje, saj je
akumulacija znanja o raziskovanju na fakultetah
najvecja, tam mora biti prisotno raziskovalno delo,
saj fakulteta lahko kakovostno izvaja in posodablja
$tudijske programe le, ¢e stroko, o kateri izobrazuje,
raziskuje in e je s stroko povezana pri neposrednem
delu s pacienti. Pomembno je vklju¢evanje klini¢nega
okolja v raziskovalno delo, kar v raziskavi potrdimo
tudi z dobljenimi kodami, kot so »Nujno je sodelovanje
med visokoSolskim in zdravstvenim zavodome,
»Med visokosolskim in zdravstvenim zavodom naj se
vzpostavi skupna raziskovalna entiteta«, »Strokovno
delo in raziskovanje morata biti povezana«. Za
vedjo integracijo raziskovalne kulture ter paradigem
raziskovanja v klini¢nih okoljih se priporoca vedja
pozornost na teh vsebinah v $tudijskih programih
zdravstvene nege (Kelly, et al., 2013; Loke, et al., 2014).
Na slednje opozori tudi nasa raziskava, predvsem z
vidika, da je v Sloveniji izgradnja raziskovalne kulture
zahtevna, saj intervjuvanci izrazajo neodlocenost
glede vrste in obsega znanja za razvoj stroke in
znanosti, prav tako se izkaze problem, da raziskovanje
ne sodi v delovno obvezo medicinskih sester in da mu
same medicinske sestre ne pripisujejo dovolj velike
prioritete.

V tej raziskavi ugotovljeno stanje se bo izboljsalo,
ko bo menedzment zdravstvene nege pri zaposlenih
podprl razvoj znanj iz raziskovanja in znanj iz na
dokazih podprtega dela (Skela-Savi¢, et al., 2016a).
S tem se bo presegla ugotovljena miselnost, da sta
raziskovanje in razvoj zgolj neobvezni, in ne prioritetni
aktivnosti medicinskih sester; povecala se bo
motivacija za razvojno delo — v tej raziskavi se namre¢
kaze nizko lastno zavedanje o potrebah po razvojnem
delu; povecal se bo interes za pridobivanje znanj za
vzpostavitev raziskovanja in razvoja ter nenazadnje,
vzpostavilo se bo zavedanje o pomenu raziskav za
kakovostno delo. Kelly in sodelavci (2013) ter Loke in
sodelavci (2014) opozarjajo, da raziskovanje preprosto
$e ni del profesionalne identitete medicinskih sester,
zato se pogosto zgodi, da medicinske sestre tudi
ne aplicirajo raziskovalnih izsledkov v vsakdanje
prakti¢no delo, kar pokaze tudi ta raziskava in druge v
slovenskem prostoru zeizvedene raziskave (Skela-Savi¢
et al., 2016a, Skela-Savi¢, et al., 2017a). Ugotovljeno
stanje podpira tudi ugotovljeni koncept vrednot
in kompetenc, ki bi podpirale razvoj zdravstvene
nege, saj je vrednostni sistem delovanja diplomirane
medicinske sestre v slovenskih bolni$nicah usmerjen
predvsem v uresni¢evanje dnevnih strokovnih nalog
in ne razvojnih nalog (Skela-Savi¢, et al., 2017). Slednje
potrdimo tudi z obstoje¢o raziskavo, ko opredelimo
problematiko preseganja poklicnih kompetenc
na strani TZN in s tem posledi¢no opozorimo na
pomanjkanje sistematiziranih delovnih mest za
visokosolsko izobrazene medicinske sestre, ki so edine
lahko nosilke razvojnih nalog v zdravstveni negi, ki
sodijo na Cetrto raven kompetenc. Mednarodni svet

medicinskih sester (International Council of Nurses,
2008) opredeli, da je za razvojne naloge treba imeti
izobrazbo magistra zdravstvene nege, v Sloveniji pa
teh delovnih mest $e niti nismo sistematizirali. Zato je
opredeljena odgovornost menedzmenta zdravstvene
nege v tej in predhodnih raziskavah utemeljena.

Ze samo vpogled v kompetence, zapisane v direktivi
za regulirane poklice Evropske unije (Directive
2013/55/EU of the European Parliament and of the
Council, 2013), jasno kaze, da kompetence sposobnost
za analizo kakovosti zdravstvene nege in posledicno
izboljSevanje lastnega strokovnega dela medicinskih
sester za splosno zdravstveno nego (v direktivi zapisano
v skupini H) ni mogoce uresniciti, ¢e izvajalec nima
bazi¢nih znanj o raziskovanju in razvoju in ¢e v praksi
ne uporablja na dokazih podprtega koncepta dela.
Dejstvo, da morata raziskovanje in razvoj postati
del delovne obremenitve diplomiranih medicinskih
sester, se logi¢no postavi kot pogoj za uresnicevanje
navedene kompetence in utrdi v raziskavi dobljeno
temo »uveljavitev evropsko primerljivih znanj in
kompetenc za razvoj stroke in znanosti v Sloveniji«.
Ob tem je treba nenehno pojasnjevati, zakaj je treba
uvesti ravni kompetenc, saj nasa raziskava pokaze, da
je med udelezenci prisotna neodlocenost o obsegu
in ravneh izobrazevanja, kar pomeni, da strokovna
javnost ravni izobrazevanj e ne razume najbolje ali
jih tezko preslika na realno klini¢no okolje. V mislih
je treba imeti tudi spoznanja, da lahko pri razvojnem
delu v zdravstveni negi naletimo na $tevilne tezave, kot
so ¢as namenjen raziskovanju, pomanjkljivo znanje za
izvajanje raziskovanja, nezadostna podpora s strani
vodilnih in zdravnikov, procesi dela in organizacijska
kultura, ki ne podpirajo raziskovanja (Kelly, et al., 2013;
Loke, et al., 2014; Yoder, et al.,, 2014). Za diplomirane
medicinske sestre v slovenskih bolniSnicah Zal
namre¢ lahko potrdimo tudi pomanjkljivo znanje
in izobrazevanje ter slabo dostopnost do strokovne
in znanstvene literature (Skela-Savi¢, et al., 2016a;
2017a). Vsa ta spoznanja nas vodijo v premislek, kaj so
obvezne vsebine izobrazevanj za pridobitev licenc za
delo in ali so te vsebine aktualizirane glede na znanja,
potrebna za razvoj zdravstvene nege v Sloveniji, in
kaksna je usposobljenost menedzmenta zdravstvene
nege, katerega raziskava pokaze kot enega klju¢nih
dejavnikov razvoja profesionalizacije.

Raziskava opozori tudi na razhajanja med srednjim
in visokim Solstvom, saj pricakovanja srednjega Solstva
v smislu neprekinjene vertikalne prehodnosti za dijake
zdravstvenih $ol brez splo$ne mature ovirajo ambicije
fakultet za razvoj univerzitetnega Studija zdravstvene
nege. Tako selahko pri¢akovana vertikala v zdravstveni
negi na strani srednjih zdravstvenih ol izkaze kot ovira
za univerzitetno izobrazevanje v zdravstveni negi, s
katerim se tudi za¢ne akademizacija zdravstvene nege,
saj z njo dosezemo vecinsko usposobljenost izvajalcev
za profesionalizacijo zdravstvene nege.

Poseben problem predstavlja ugotovitev, da je preseganje
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kompetenc TZN v klini¢nih okoljih na zavedni ravni,
kar pomeni, da po formalni plati izobraZevanje za
poklic TZN v izobrazevalnem programu ne daje
kompetenc diplomiranih medicinskih sester, vendar
tega klini¢no okolje ne uposteva. Na zavedni ravni
od TZN namre¢ pric¢akujejo preseganje kompetenc.
Prav tako je za udeleZence iz srednjeSolskega sektorja
motece delegiranje in nadzor diplomirane medicinske
sestre nad delom TZN, pricakujejo namreé
samostojno vlogo poklica TZN v zdravstvenem
sistemu, kar je naslednja ovira v profesionalizaciji
zdravstvene nege v Sloveniji. Ugotovljeno preseganje
kompetenc opozarja na dejstvo, da je potrebno
povecano zaposlovanje diplomiranih medicinskih
sester in omogocanje $olanja tistim TZN, katerih
delo posega v kompetence diplomiranih medicinskih
sester. Za preseganje kompetenc TZN je odgovoren
menedzment zdravstvene nege, ki ne zaposli dovolj
visoko$olsko izobrazenega kadra. To je neodgovorno
ravnanje do pacientov in stroke, na kar je opozorila
tudi v Belgiji, Angliji, Spaniji, Svici in na Finskem letos
zakljuena raziskava Linde Aiken (2017), ki zelo jasno
pove, da ¢e v timu zdravstvene nege, ki skrbi za 25
kirurskih pacientov in ga sestavljajo $tiri diplomirane
medicinske sestre in dva niZje izobraZena izvajalca
zdravstvene nege, nadomestimo eno diplomirano
medicinsko sestro z nizje izobrazenim izvajalcem
zdravstvene nege, poveamo verjetnost za smrtnost
pacientov za kar 21 %. Melnyk in sodelavci (2012)
pravijo, da so raziskave tiste, ki omogocajo izvajanje na
dokazih podprte prakse. Le-te povecujejo kakovost in
zanesljivost zdravstvene obravnave, izbolj$ujejo izide
zdravstvene obravnave in zmanjsujejo variiranje v
zdravstveni obravnavi in stroskih. Zato je v slovenskem
prostoru treba na nacionalni ravni pristopiti k
sistemati¢nim raziskavam o povezavah med stopnjo
izobrazbe in $tevilom zaposlenih v zdravstveni negi
ter izidi zdravstvene obravnave pri pacientih.

Zaklju¢imo lahko, da imamo pri profesionalizaciji
zdravstvene nege v Sloveniji tezave tudi s
poimenovanjem poklica, saj raziskava pokaze, da
»Poklicno poimenovanje »negovalec, negovalka« nima
druzbenega ugleda« in se ga $teje kot manj vredno in
neprimerno poimenovanje za izvajalce zdravstvene
nege. Tudi prepoznavanje novih podrocij delovanja
TZN, kot so socialno-oskrbovalne kompetence, s strani
predstavnikov srednjesolskega sektorja ni sprejeto, kar
zdravstveni negi kot stroki in znanosti nalaga izzive,
kako v prihodnosti razumeti in odgovoriti na nove
potrebe druzbe.

Omejitve raziskave so v izboru paradigme, saj ima
kvalitativno raziskovanje na podrocju veljavnosti in
zanesljivosti ve¢ omejitev. Veljavnost in zanesljivost
smo zagotavljali z metodo hermenevti¢nega kroga
(Mesec, 1998), saj smo podatke pridobivali na
osnovi S§iritve spoznanj predhodnih raziskav in
izvedli sekven¢no raziskovanje. Udelezence raziskave
smo vedno seznanili s predhodnimi spoznanji,

na katerih so temeljila nasa izhodi$¢na vprasanja
za skupinski intervju. Tako smo v prvi sekvenci
intervjuvancem poslali pisno porocilo o izvedeni
kvantitativni raziskavi med dijaki, $tudenti in
zaposlenimi v zdravstvu, srednjem in visokem $olstvu
o kompetenécnem modelu v zdravstveni negi in
odnosu do raziskovanja in razvoja v zdravstveni negi
(Skela-Savi¢, et al., 2016b, 2016d). Te rezultate smo
pred zacetkom prve sekvence tudi ustno predstavili.
V drugi sekvenci smo intervjuvancem poslali in ustno
predstavili rezultate prve sekvence (Skela-Savi¢, et
al., 2016c). Nase raziskovanje in razvita izhodi$¢na
vprasanja temeljijo na raziskovalnem projektu,
predhodno izvedenem v slovenskih bolni$nicah na
velikem vzorcu (Skela-Savié, et al., 2016a; Skela-Savic
et al., 2017b), kar lahko razumemo kot utemeljevanje
veljavnosti raziskovanja, ki se kaze z dolgotrajnimi
opazovanji, s triangulacijo razliénih raziskovalnih
metod za raziskovanje profesionalizacije zdravstvene
nege v Sloveniji in s seznanjanjem udelezencev
s predhodnimi spoznanji nasega raziskovanja te
tematike. Kot zaklju¢ni korak pri utemeljevanju
veljavnosti izvedene raziskave smo septembra 2017
izvedli »znanstveno kavarno«, na katero smo povabili
strokovnjake v zdravstveni negi, vodilne v zdravstveni
negi, v visokem Solstvu in na podroc¢ju raziskovanja. Na
tem srecanju smo predstavili dobljene teme raziskave
in o njih s povabljenimi razpravljali s strateskega vidika
in z vidika nacrtovanja potrebnih sprememb. Green
in Thorogood (2004) to poimenujeta konsenzualna
konferenca. Pomembno je tudi povedati, da je
avtorica ¢lanka zagovornica potreb po pospeSenem
razvoju profesionalizacije zdravstvene nege Vv
Sloveniji in da je visoko$olska uciteljica raziskovalnih
metod, na dokazih podprtega dela in zdravstvenega
menedzmenta, kar se lahko odraza v interpretaciji
rezultatov, ki jo je avtorica obvladovala z reflektivno
drzo in seznanjanjem udelezencev raziskave s
predhodnimi spoznanji raziskav (Mesec, 1998), ki
so oblikovala tok skupinskega intervjuja. Avtorica je
za potrebe objave ¢lanka ponovno preverila dobljene
rezultate s tehniko sekundarne analize s ciljem
razumljivosti, transparentnosti in natan¢nosti.

Z induktivnim raziskovalnim pristopom smo
prepoznali nekatere odgovornosti za razvoj elementov
profesionalizacije v zdravstveni negi v Sloveniji, ki
so lahko izziv raziskovalcem, da spoznanja preverijo
po deduktivni poti raziskovanja. Raziskava daje
izhodis¢a za nacrtovanje strateskih usmeritev razvoja
profesionalizacije zdravstvene nege v prihodnosti, kar
je bil tudi cilj nase raziskave.

Zakljucek

Raziskava s pomocjo kvalitativnega pristopa
opozori na dejavnike, ki bodo odigrali pomembno
vlogo pri razvoju profesionalizacije zdravstvene
nege v Sloveniji in pri njenem preboju na podrocju
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znanstvenoraziskovalnega dela in umes¢anja ravni
kompetenc v klini¢no delo. Stroka postane profesija
takrat, kadar s sistemati¢nim pristopom ustvarja svoje
lastno znanje in ga prenasa v neposredno strokovno
delo in ko strokovnjaki generirajo raziskovalne
probleme, ki jih reSujejo skupaj s tistimi, ki imajo
kompetence za temeljno raziskovalno delo. Orodje
delovanja so sistemati¢no raziskovanje, strokovna
presoja, razvoj kriti¢nega razmisljanja in odloc¢anje
na osnovi dokazov. Zato je visokosolsko izobrazene
medicinske sestre v Sloveniji treba opolnomociti z
znanji za razvoj vrednot aktivizma in razvoja, z znanji
oraziskovanju in o na dokazih podprtem delu, saj bodo
s tem pomembno vplivale na razvoj profesionalizacije
in razvoj zdravstvene nege kot znanosti. MenedzZerji na
klju¢nih polozajih zdravstvene nege v vseh sektorjih
delovanja morajo biti usposobljeni za razumevanje
profesionalizacije in za svojo odgovornost na tem
podrocju. Potrebni sta jasna in ambiciozna vizija ter
strategija razvoja zdravstvene nege, ki naj vkljucuje
nacionalne usmeritve za vsezivljenjsko profesionalno
izobrazevanje za zdravstvene zavode, strokovne
sekcije, regijska strokovna drustva in menedzment na
vseh nivojih zdravstvene nege. Nacionalno strokovno
zdruzenje mora prevzeti odgovornost za predstavitev
nove paradigme razvoja zdravstvene nege, ki bo
odziv na potrebe druzbe, stroke in znanosti ter izvesti
nadrtno razdelitev sredstev za uresnicevanje le-te.
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ABSTRACT

Introduction: Satisfaction is a complex concept, which we often come across when evaluating the childbirth
experience. The purpose of the research was to find out the childbirth experiences of women in Slovenia with
regard to their level of satisfaction with the provided perinatal care.

Methods: The Slovenian version of the Birth Satisfaction Scale — Revised was used in a non-experimental
quantitative descriptive research (Cronbach o = 0.81). The data were collected through an online questionnaire
in February 2017. Convenience sampling was used and 301 women, who gave birth in 2016 in Slovenia,
participated. Data were analysed with descriptive statistics, the Mann-Whitney U test and Spearman's
correlation coefficient.

Results: The results of the study have shown that the number of births (U = 6802, p = 0.150), education
(U=7493, p =0.317), age (U = 5142, p = 0.061) and presence of birth partner (U = 2841, p = 0.730) are not
statistically significantly correlated with the assessment of childbirth satisfaction. A lower level of satisfaction
was also found in cases of caesarean sections of primiparous, in comparison with multiparous, women
(U=430,p=0.001). A statistically significant difference was established in the correlation between satisfaction
and respondents' residential environment (U = 7029, p = 0.039), professional communication, and level of
anxiousness of birthing mothers (r, = 0.397, p = 0,000).

Discussion and conclusion: The results have shown that healthcare professionals who are present in childbirth
are the key factor in contributing to a positive birth experience. The obtained results open up an opportunity
for further research on the communication and attitude of health professionals towards birthing mothers.

IZVLECEK

Uvod: Zadovoljstvo je kompleksen pojem, ki ga velikokrat zasledimo pri ocenjevanju porodne izkusnje.
Namen raziskave je bil ugotoviti, kak$ne so izkus$nje Zzensk v Sloveniji z vidika zadovoljstva z nudeno
obporodno obravnavo.

Metode: V neeksperimentalni kvantitativni raziskavi je bila uporabljena slovenska verzija anketnega
vprasalnika Birth Satisfaction Scale — Revised (Cronbach a = 0,81). Zbiranje podatkov je potekalo s pomocjo
spletnega anketnega vprasalnika v februarju 2017. V prilozZnostnem vzorcu je bila zajeta 301 Zenska, ki je v
letu 2016 rodila v Sloveniji. Podatki so bili analizirani z deskriptivno statistiko, Mann-Whitneyevim U-testom
in Spearmanovim korelacijskim koeficientom.

Rezultati: Ugotovitve kazejo, da $tevilo porodov (U = 6802, p = 0,150), izobrazba (U = 7493, p = 0,317) in
starost (U = 5142, p = 0,061) ter prisotnost obporodnega partnerja (U = 2841, p = 0,730) niso statisti¢no
pomembno povezani z ocenjevanjem zadovoljstva. Vpliv $tevila porodov je bil ugotovljen le v povezavi z
izvedenim carskim rezom, pri tem je bila ugotovljena niZja stopnja zadovoljstva pri prvorodnicah v primerjavi
zmnogorodnicami (U =430, p = 0,001). Statisticno pomembne razlike na ravni celotnega vzorca smo ugotovili
v povezavi zadovoljstva in kraja bivanja, bolj zadovoljne so bile Zenske, ki Zivijo na podezelju (U = 7029,
P =0,039). Medsebojno zmerno statisti¢cno povezanost smo ugotovili tudi za profesionalno komunikacijo in
manjgo zaskrbljenost porodnice (r, = 0,397, p = 0,000).

Diskusija in zakljucek: Ugotovitve kaZzejo, da so zdravstveni delavci, prisotni pri porodu, klju¢ni dejavnik za
dosego pozitivne porodne izkusnje. Pridobljeni rezultati odpirajo priloznost za nadaljnje raziskave v smeri

komunikacije in odnosa zdravstvenih delavcev s porodnico.

https://doi.org/10.14528/snr.2017.51.4.189
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Introduction

Satisfaction with childbirth is a complex issue, as has
been demonstrated by several studies (Hodnett, 2002;
De Orange, et al., 2011; Spaich, et. al., 2013; Hollins
Martin, 2014; Hinic, 2015; Macpherson, et al.,, 2016),
whose results are often diametrically opposed to each
other. The complexity of satisfaction with childbirth
is often affected by subjectivity in evaluating perinatal
care. Satisfaction depends on various criteria including
lifestyle, past experiences, expectations, values,
personality and the society in which the individual
lives (Drglin, 2007). Birth is an intimate life event, of
which every woman wishes to have pleasant memories.
Every woman has her own expectations about the
course of childbirth and if her expectations and wishes
are considered, then the satisfaction associated with
childbirth increases (Hollins Martin, 2014). Hinic
(2015) has found that the following parameters affect
childbirth satisfaction: quality of healthcare, including
the support and communication style of healthcare
professionals, participation in the decision-making
process, stress (due to unexpected complications and
medical interventions), as well as the gap between
expectations and real or realised course of childbirth. A
particularly negative impact on childbirth is the result
of feeling powerless, not having enough social support,
unmet expectations, an emergency caesarean section
and other operative vaginal procedures performed at
childbirth, as well as past traumatic experiences with
childbirth and sexual experiences (Hinic, 2015). Hollins
Martin (2014) has demonstrated that the following
factors affect women's satisfaction with childbirth:
being comfortable, being heard, receiving the requested
pain relief therapies, cooperating well with the staff
during childbirth, a feeling of independence, being well
prepared, receiving minimal childbirth injuries and
selecting a birth method of her own choice. Levels of
satisfaction also change with the time that has passed
from childbirth as birthing mothers evaluate their
satisfaction differently immediately after childbirth
compared to one year afterwards (Mivsek, 2007).

Nilsson and colleagues (2013) emphasise that a few
years ago healthcare was more focused on complications
and risks related to infants and birthing mothers,
but was neglecting to consider the experiences felt
by women. Childbirth is one of the most important
events in a woman's life and its experience is severely
individually conditioned. In order to secure a
positive experience, healthcare professionals should
focus more on the mental and social aspect without
neglecting healthcare safety (Nilsson, et al., 2013). The
psychological aspect of the childbirth experience is
the focus of increasingly more research in obstetrics
and midwifery. Feelings of the birthing mother and
their views of the childbirth experience are essential
for evaluating the success of the care. Research
shows that a negative childbirth experience may have

psychological consequences such as feeling stressed
and powerless, suffering from postnatal depression and
posttraumatic stress syndrome (Prosen, 2016, pp. 216,
263). All these factors may also have a negative effect
on the mother-child bonding and the next pregnancy,
or on the decision whether to have another pregnancy
(Carquillat, et al., 2016). The research conducted by
Waldenstrom (2006) found that every tenth woman
sought professional help due to her fear of childbirth.
Fear is mostly the result of stories related to childbirth
that women have heard or read on the internet, as well
as previous traumatic childbirth experiences. Before
childbirth, women are most often worried for their and
their baby's health, actions of healthcare professionals,
future family life and the potential need for a caesarean
section or complications that might occur during this
procedure (Waldenstrém, 2006; Nilsson, et al., 2013).

Factors of satisfaction with childbirth

Satisfaction with childbirth is therefore the result
of several factors. The findings of authors of various
research works do not match, thus proving how
individual satisfaction with childbirth is. The research
conducted by Spaich and colleagues (2013) showed
that women's satisfaction was most affected by the
possibility to participate in deciding on the course
of childbirth, getting support from a person that the
birthing mother trusts and appropriate pain-relief
therapy. Macpherson and colleagues (2016) have found
that the most important indicator of satisfaction with
childbirth is a professional approach and attitude of
healthcare professionals toward the birthing mother.
The other significant factor was their partner's
participation in the childbirth process. According to
the data by the National Institute of Public Health,
the share of partners who are present at childbirth in
Slovenia has been on the increase. In 2002, 60.7 % of
partners were present at childbirth, but by 2015 this
number had increased to 77.9 % (National Institute
for Public Health, 2017). Drglin and Simnovec (2009)
have found that the support women receive from their
birth partner strongly affects their level of satisfaction.
Women can be accompanied by their partner, family
member, a birth companion (a doula) and others. It has
been demonstrated that continuing support decreases
the need for analgesics, anaesthesia and procedures
such as forceps or vacuum birth and caesarean section
(Drglin & Simnovec, 2009).

The research conducted by Macpherson and colleagues
(2016) has shown that feeling pain or absence
of analgesia only exert a negligible influence on
childbirth satisfaction. On the other hand, some other
authors (Hodnett, 2002; De Orange, et al., 2011) have
found the contrary; that the level of satisfaction is
significantly related to pain and pain relief methods.
Unsatisfactory and a highly negative experience results
in women being afraid, angry and in pain, which may
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affect them for several years after childbirth (Hodnett,
2002; De Orange, et al., 2011), including their decision
of whether or not to conceive again (Prosen, 2016).

Other authors (Nilsson, et al., 2013; Prosen, 2016)
have also found that one of the major factors of
childbirth experience and the created image of it
being positive or negative is the support given by
healthcare professionals participating in perinatal
care. This support most affects how women experience
childbirth, and consequently the perceived satisfaction
in primiparas (Nilsson, et al., 2013; Prosen, 2016).
Macpherson and colleagues (2016) have also found
that the most important factors that affect the
satisfaction with childbirth are individual care and
continuing care. Some authors (Srsen, 2007; Bryanton,
et al., 2008; Prosen, 2016) have found that the type of
birth is strongly related to the childbirth experience.
Bryanton and colleagues (2008) even claim this to be
the decisive factor related to childbirth satisfaction.

Dimensions of satisfaction with childbirth or
childbirth experience are varied and complex, which
demonstrateshow unique the perception of satisfaction
with the childbirth experience is and how various
factors affect it. Rare publications on this issue such
as the research conducted by Drglin and colleagues
(2007) point to the fact that measurement of women's
satisfaction with childbirth in Slovenia has thus far not
been sufficiently researched.

Aims and objectives

The aim of the study was to find out what kind of
childbirth experiences women in Slovenia have with
regard to their satisfaction with the provided perinatal
care. The goal of the study was to use a validated
questionnaire to study or identify the factors related
to women's satisfaction with childbirth. To reach the
goals the following hypotheses were set:

H1: Primiparas are less satisfied with the childbirth

experience than multiparas.

H2: Evaluations of satisfaction with the childbirth

experience statistically significantly differ between

demographic groups in terms of the level of education,
age or place of residence (urban vs. rural).

H3: Professional communication between healthcare

professionals and the birthing mother not only

decreases her level of anxiousness, but also increases
her level of satisfaction.

H4: Amongbirthing mothers who have had a caesarean

section, primiparas are less satisfied than multiparas.

H5: Women who had a birth partner present at

childbirth are more satisfied with childbirth than

those who had no one present.

Methods

A descriptive and exploratory non-experimental
method of empirical research was used.

Description of the research instrument

An online questionnaire composed of three sets
was used in the study. The first set that included 12
open and closed type questions referred to social and
demographic data on childbirth. The second section
included the Birth Satisfaction Scale — Revised (BSS-R)
questionnaire, in Slovenian 'Lestvica zadovoljstva s
porodom 2',thathasbeen verified (Cronbach coefficient
alfa was 0.79 in the original version) and used in
some similar studies (Hollins Martin, 2014; Hollins
Martin & Martin, 2015). The BSS-R questionnaire is
composed of 10 questions, whereby 1 is the lowest
and 5 is the highest level of agreement. It is directed
at the quality of healthcare (4 questions), personal
characteristics of women (2 questions) and stress that
women experienced during childbirth (4 questions).
The last set of the questionnaire was an open question
where the respondents could express their opinions or
talk about their childbirth experience.

The BSS-R questionnaire was translated from
English by the first author and to verify the translation
corresponded with the original, it was also translated
by the second author (World Health Organization,
2017) and finally both authors adjusted the Slovene text
to the Slovene cultural context. The questionnaire was
designed using the 1KA survey tool. Before publishing
the questionnaire, we conducted a pilot study, in which
10 women participated, which was conducted to
evaluate the clarity and legibility of the questionnaire.
According to these results, two corrections of the
text were made. The Cronbach coefficient alpha was
0.81 for the entire sample of the study for the Slovene
version of the BSS-R questionnaire, which points to
a high level of reliability (Takavol & Dennick, 2011).
The author of the questionnaire, who also supplied
instructions for using it and the analysis of results, gave
written permission to use the BSS-R questionnaire
(Hollins Martin, 2014).

Description of the research sample

A convenience sample of women (n = 301) who gave
birth in Slovene maternity hospitals, was used. The
average age of respondents was 29 years (s = 4.660).
The majority (n = 126, 41.9 %) had secondary school
qualifications. More than one half of the respondents
(n = 161, 53.5 %) lived in rural setting. Table 1 gives
demographic information in great detail.

Description of the research procedure and data
analysis

After the conducted pilot study the questionnaire
was published in social media and some of the more
popular Slovene web forums (www.medover.net and
www.ringaraja.net) between 5 and 23 February 2017.
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Table 1: Demographic data of respondents
Tabela 1: Demografski podatki o anketirankah

Demographic data/ " %
Demografski podatki ’
Respondents' age (years)
16-20 7 2.3
21-25 51 16.9
26-30 137 45.5
31-35 56 18.6
36-40 27 9.0
41-45 2 0.7
46-50 1 0.3
No answer 20 6.6
Level of qualifications
Primary school 2 0.7
Secondary school 126 41.9
Short-cycle college 34 11.3
Professional study programmes 56 18.6
Academic study programmes 63 20.9
Masters 18 6.0
PhD 2 0.7
Place of residence
Urban 139 46.2
Rural 161 53.5
No answer 1 0.3

Legend/Legenda: n - number/stevilo; % — percentage/odstotek

The respondents were presented with the purpose
and aim of the study. They were also assured that
participation was voluntary and anonymous.

Data were analysed using the SPSS version 22.0
(SPSS Inc., Chicago, IL, USA). In addition to the basic
descriptive statistics (frequency, minimum, maximum,
median value, average and standard deviation) the
Mann-Whitney U-test and Spearman correlation
coefficient were also used. The considered level of
statistical significance was 0.05.

Results

Table 2 shows data on pregnancy and the course of
childbirth as given by the respondents. In terms of the
reasons for their choice of hospital, the respondents
could select several answers. They most often chose a
maternity hospital that was close to their home (n =
219, 72.8 %), multiparas also because they had already
given birth there (n = 62, 20.6 %). A few women (n =
26, 8.6 %) opted for a certain maternity hospital based
on other reasons: the most frequent ones were a better
response in the case of complications, more qualified
and professional staff, previous hospitalisation due to
problems during pregnancy in that hospital, advice
from a gynaecologist or previously known hospital
staff and the fact that they themselves were born there.
One respondent gave birth at home at her own wish.

Most respondents (1 = 180, 59.8 %) were primiparas
followed by women who gave birth the second time
(n =93, 30.9 %) while for 6.6 % (n = 20) this was the
third or more birth. With most (n = 211, 70.2 %)
pregnancy lasted between 36 and 40 gestation weeks.

Methods and techniques of childbirth pain relief
varied among the respondents: the majority (n = 166,
55 %) selected pharmacological pain relief; others
(n=69,22.8 %) that answered the questions chose non-
pharmacological pain relief. Most (n = 226, 75.1 %)
birthing mothers had a partner present at birth, while
0.7 % (n =2) of women had a birth companion (doula)
present. According to the respondents, childbirth took
4 hours on average (s = 6.472); with 54.8 % (n = 165)
of respondents childbirth lasted less than 5 hours,

Table 2: Data related to pregnancy and childbirth
Tabela 2: Podatki o nosecnosti in poteku poroda

Childbirth and pregnancy data/

0,
Podatki o nosecnosti in porodu n %
Selection of maternity hospital
Proximity of home 219 7.8
Recommendations by others 46 15.3
Birth options 25 8.3
Own childbirth experience 62 20.6
Good attitude by staff 31 10.3
Other 26 8.6
No answer 6 2.0
Consecutive childbirth
First 180 59.8
Second 93 30.9
Third or more 20 6.6
No answer 8 2.7
Duration of pregnancy (gestation weeks)
Less than 36 20 6.6
36-40 weeks 211 70.1
More than 40 62 20.6
No answer 8 2.7
Place of birth
Maternity hospital 275 91.3
Outside the hospital 2 0.7
No answer 24 8.0
Pain relief methods
Pharmacological 166 55.2
Non-pharmacological 69 229
No answer 66 21.9
Birth companion
Partner 226 75.0
Doula 2 0.7
Other 37 12.3
No answer 36 12.0
Duration of childbirth (hours)
Less than 5 165 54.8
6-10 59 19.6
11-15 16 5.3
16-20 6 2.0
21-25 2 0.7
More than 26 7 2.3
No answer 46 15.3
Type of birth
Spontaneous vaginal 132 43.9
Episiotomy 36 12.0
Vacuum extraction 4 1.4
Planned caesarean section 36 12.0
Emergency caesarean section 54 17.8
Other 11 3.7
No answer 28 9.2

Legend/Legenda: n — number/stevilo; % - percentage/odstotek
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followed by 19.6 % (n = 59) of respondents with whom
childbirth took 6 to10 hours. The most women (n =
132, 43.9 %) had a spontaneous, vaginal birth; 17.9 %
(n = 54) of respondents had an emergency caesarean
section; 12 % (n = 36) of women had a planned
caesarean section; 12 % (n = 36) of women had an
episiotomy performed during vaginal birth.

The results related to women's satisfaction with
childbirth and various situations related to it are
depicted in Table 3. Women agreed with the statement
"I came through childbirth virtually unscathed" since
most(n=94,31.2 %) agreed with it completely (mark4),
followed by 20.9 % (1 = 63) of those that awarded mark
1. The statement "I thought my labour was excessively
long" was evaluated with the lowest mark (1) by
46.2 % (n = 139). Women agreed with the statement
that healthcare professionals encouraged them towards
independent decision-making, whereby the most (n =
93, 30.9 %) awarded this statement with the highest
mark (5). Women did not agree with the statement
that they were not anxious during childbirth: the most
(n = 86, 28.6 %) awarded mark 1, followed by 20.9 %
(n=63) ofthose who awarded mark 2. The biggest share
of respondents (n = 135, 44.9 %) completely agreed
(mark 5) that healthcare professionals provided strong
mental and physical support. Also, women agreed
that healthcare professionals communicated well with
them during childbirth as most women (n = 148,
49.2 %) awarded this statement with mark 5. Women
did not agree with the statement "I found giving
birth a distressing experience": most women (n = 84,
27.9 %) awarded this statement mark 1, followed by
those (n = 66, 21.9 %), who awarded this statement
mark 2. They also did not agree with the statement
"T felt out of control during my birth experience":
25.9 % (n = 78) of respondents did not agree with
this at all. The statement "I was not distressed at all
during labour" was awarded with the lowest mark (1):
452 % (n = 136) of respondents did not agree with
this at all. Most women completely agreed with the
last statement that the birth room was clean and

Table 3: Women's satisfaction with childbirth
Tabela 3: Zadovoljstvo Zensk s porodom

hygienic as most women (n = 190, 63.1 %) awarded
this statement mark 5.

In verifying the first hypothesis that primiparas
are less satisfied with the childbirth experience than
multiparas, we used the Mann-Whitney U-test to
establish that there is no statistically significant
difference between the two average values (U = 6802,
p = 0.150), so the hypothesis cannot be confirmed.

The second hypothesis finding out whether the
selected demographic data (level of education, age,
place of residence urban/rural) are linked to the level
of satisfaction was tested with the Mann-Whitney
U-test. The results do not show a statistically significant
correlation between the variables of education and
the level of satisfaction (U = 7493, p = 0.317), so the
hypothesis that women with lower qualifications
were more satisfied during childbirth than those
with higher qualifications, has been rejected. We also
checked whether older women were any less satisfied
with childbirth than younger ones. The results of
the Whitney U-test do not show any statistically
significant differences (U = 5142, p = 0.061), so the
hypothesis on the correlation between age and the
level of satisfaction has also been rejected. However,
statistically significant difference was confirmed in
regard to place of residence and childbirth satisfaction.
Women that live in the rural areas are more satisfied
with childbirth than those living in urban areas (U =
7029, p = 0.039).

The third hypothesis related to the fact that good
communication of healthcare professionals with the
birthing mother results in the birthing mother being
less anxious, and was tested with a Spearman's rank
correlation coefficient. We have found that there
is a statistically significant correlation between the
variables (rs = 0.397, p = 0.000), so the hypothesis
has been confirmed. For the analysis of the fourth
hypothesis which tested whether primiparas who had
a caesarean section were less satisfied than multiparas,
the Mann-Whitney U-test was used. The results
showed statistically significant differences between

BSS-R scale/Lestvica zadovoljstva s porodom 2 X s

I came through childbirth virtually unscathed. 3.32 1.614
I thought my labour was excessively long. 2.10 1.428
The delivery room staff encouraged me to make decisions about how I wanted my birth to progress. 3.51 1.456
I felt very anxious during my labour and birth. 2.61 1.504
I felt well supported by staff during my labour and birth. 4.06 1.226
The staff communicated well with me during labour. 4.19 1.176
I found giving birth a distressing experience. 2.65 1.551
I felt out of control during my birth experience. 2.77 1.548
I was not distressed at all during labour. 2.16 1.501
The delivery room was clean and hygienic. 4.63 0.772

Legend/Legenda: X - average/povprecje; s — standard deviation/standardni odklon
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the variables (U = 430, p = 0.001), so this hypothesis
can be confirmed. The last hypothesis tested whether
women who had a birth partner present at childbirth
are more satisfied with childbirth than those who had
no one present. The Mann-Whitney U-test showed
no statistically significant differences (U = 2841, p =
0.730), so this hypothesis can be rejected.

Discussion

The subject of the study was factors that are related
to the satisfaction of women with childbirth. Previous
research has shown that women's satisfaction is
particularly related to the quality of care including
the support and communication of healthcare
professionals, followed by participation in the
decision-making process, level of stress (due to
unexpected complications or medical interventions)
and discrepancies between the expected and actual
course of childbirth (Hinic, 2015).

The study verified how the selected demographic
characteristics (age, education, place of residence)
and the number and type of childbirth are linked
to women's satisfaction with childbirth. Previous
research has shown that the number of births is in
some cases related to women's satisfaction with the
birthing experience and that multiparas are more
satisfied (Ferrer, et al., 2016). In our case satisfaction
proved not to be the decisive factor as the results of
the analysis did not show any connection between
the number of births and the level of satisfaction with
the childbirth experience. In the research conducted
by Hollins Martin and Martin (2015) with the same
measuring instrument (BSS-R) this connection was
demonstrated. 228 women who had given birth no
longer than 10 days ago were included in the study.
It was found that multiparas who had an experience
with childbirth were more satisfied than primiparas
(Hollins Martin & Martin, 2015). Nilsson and
colleagues (2013) think that it is very important that
the experience of the first childbirth is a positive one as
it affects women's self-image, positive feelings towards
the child, easier adjustment to the role of the mother
and the future childbirth experience.

Satisfaction with childbirth may also be connected
to certain personal characteristics of a woman such
as age, qualifications and place of residence. In our
research the level of satisfaction is only influenced
by the place of residence as women coming from the
rural areas expressed a higher level of satisfaction
that those that come from the urban areas. It has
not been demonstrated that the respondents' level
of education and age affect their level of satisfaction.
Moreover, studies conducted with the same measuring
instrument conducted by Hollins Martin (2014), and
Hollins Martin and Martin (2015) showed that age had
no effect on the level of satisfaction with childbirth.

Our research has found a strong connection between

the level of satisfaction with the childbirth experience
and the attitude and communication of the healthcare
professionals with the birthing woman. Some
women were satisfied with the attitude of healthcare
professionals, while others had negative experiences
related to this. Some were so marked by the attitude
of healthcare professionals and a negative childbirth
experience to the extent that they were reconsidering
whether or not to have another child. On the contrary,
those with whom healthcare professionals established
good communication, were more satisfied than others.

Communication is highly significant as women wish
to know what is happening to them, which interventions
will be performed and want to be thoroughly informed.
Communication of healthcare professionals with the
birthing woman is important also in making decisions
related to pain relief therapy. Birthing mothers wish
to be involved and it is important for them to receive
support and advice from healthcare professionals
(Nilsson, et al., 2013). In the research that included
559 Slovene birthing mothers, Mivsek (2007) found
that more than one half of the respondents were not
satisfied with how they were being informed about
pain relief therapies. Professional communication
should be established at the first contact with the
birthing woman as this is the only way to successfully
support her through the childbirth (Nilsson, et al.,
2013). Women included in the Slovene study (Mivsek,
2007) thought that the communication of healthcare
professionals was inefficient and lacking as only one
half of the birthing mothers were informed about the
procedures during childbirth. Many also received pain
relief therapies unknowingly.

Satisfaction with childbirth in our research was also
affected by the type of childbirth. We have demonstrated
that primiparas who have had a caesarean section were
generally less satisfied, especially those who wanted to
give birth naturally. Caesarean section in multiparas is
not as closely related to their levels of satisfaction since
they had either had a caesarean section, which did not
surprise them to a great extent, or they had given birth
naturally and had experienced what most primiparas
wish to experience.

A caesarean section may have a negative effect
on the childbirth experience with primiparas and
multiparas (Hinic, 2015). In the research conducted
by Carquillat and colleagues (2016), which included
291 respondents, it was found that women who had
an emergency caesarean section had many problems
later. They felt as if they had failed and regretted that
they had to give birth in that way. They also regretted
that they had not experienced such first contact
with their child that they wanted (Carquillat, et al.,
2016). A similar study (Hollins Martin, 2014) where
the same measuring instrument was used (BSS-R)
compared the level of satisfaction between those that
gave birth vaginally and those that gave birth with
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a caesarean section. It was found that there were
statistically significant differences between these two
groups in terms of satisfaction with childbirth only
in evaluating the level of anxiousness (those who
gave birth vaginally were less anxious). The study
conducted on birthing mothers in Scotland (also
with the BSS-R questionnaire) showed that women
who had a spontaneous vaginal birth were a lot more
satisfied with childbirth as those who gave birth with a
caesarean section (Hollins Martin & Martin, 2015).
The literature (Drglin & Simnovec, 2009; Holloway
& Kurniawan, 2010; Yuenyong, et al., 2011) mentions
many positive effects of perinatal support on the
birthing woman, which however, was not confirmed
by our study. Also, women without the support listed
in the literature as being suitable perinatal support,
were satisfied with the childbirth. In addition, some
birthing mothers that had such support were actually
a little less satisfied with the experience of childbirth,
as in some cases, the person who was present at birth
proved not be supportive. We did not predict such
results since many studies show a great influence of
perinatal support. Holloway and Kurniawan (2010)
found in their research that nearly all respondents had
the continuous support of the birth partner during
childbirth. Mostly, it was their partners who were
present, but some also had their parents, siblings or
a grandmother present, while others were without
a birth partner. Women with a birth partner used
pharmacological pain relief less often and had a higher
level of satisfaction with the childbirth experience
(Holloway & Kurniawan, 2010). Also, Yuenyong and
colleagues (2011) showed that women with additional
support provided by an accompanying female person
(motbher, sister or female friend) reported on a shorter
active labour stage, less anxiety and childbirth pain,
and related higher levels of satisfaction with childbirth
in general. Due to such deviations from most
other studies, a more detailed study and analysis on
accompanying person at childbirth would be needed.
The limitations of the present study are especially
the size and random structure of the sample. Partially
a limitation is also some questions, which are not
precise enough, however, the questionnaire is still
highly standardised and reliable. Despite these
limitations, the study gives an important insight into
women's satisfaction with childbirth and the childbirth
experience in Slovenia. There are possibilities for
further qualitative and quantitative research of
this topic, such as testing and validation of various
measuring instruments for measuring satisfaction.
Moreover, additional research studies in certain areas
of our study (e.g. communication, perinatal support,
independent decision-making, detailed analysis of
differences between the birthing mothers from the
rural and urban settings) based on which relevant
strategies related to the education of employees,
including employee training, and the implementation

of new practices that have proven inappropriate, would
be needed.

Conclusion

Women's satisfaction with childbirth is difficult to
measure due to its complex nature. Most scales for
measuring satisfaction differ significantly. Some focus
on the attitude of healthcare professionals towards the
birthing woman, while others emphasise the perinatal
support, the presence of pain, the environment or the
first contact with the infant. To be able to measure
the holistic satisfaction with childbirth, several of the
mentioned parameters should be joined together. The
BSS-R questionnaire used in our study emphasises the
attitude of healthcare professionals towards the birthing
woman, women's personalities and stress that women
experienced during childbirth. The results have shown
that women in Slovenia are relatively satisfied with the
overall experience of childbirth in all the mentioned
areas. They were most satisfied with their relationship
with healthcare professionals, the possibility of making
decisions and receiving information, which should
also be addressed in clinical practice as satisfaction
with childbirth significantly influences motherhood
and consequently also the image of childbirth for
other women.

Slovenian translation/Prevod v slovenscéino
Uvod

Zadovoljstvo s porodom je kompleksen pojem,
na kar kazejo razlicne raziskave (Hodnett, 2002;
De Orange, et al.,, 2011; Spaich, et. al., 2013; Hollins
Martin, 2014; Hinic, 2015; Macpherson, et al., 2016),
katerih rezultati so si med seboj pogosto diametralno
nasprotni. Prav tako na njegovo kompleksnost vpliva
subjektivnost pri ocenjevanju obporodnega varstva.
Zadovoljstvo je odvisno od razli¢nih dejavnikov, med
katere spada posameznikov Zivljenjski stil, njegove
pretekle izkusnje, pricakovanja, vrednote in osebnost
ter druzba, v kateri zivi (Drglin, 2007). Porod je intimni,
zivljenjski dogodek, na katerega vsaka Zenska Zeli imeti
lepe spomine. Vsaka si izoblikuje lastna pri¢akovanja
o poteku poroda. Ce so njihova pri¢akovanja in
Zelje upostevane, se zadovoljstvo s porodom zvisuje
(Hollins Martin, 2014). Hinic (2015) ugotavlja, da na
zadovoljstvo s porodom vplivajo: kakovost obravnave,
vkljuéno s podporo in komunikacijo zdravstvenih
delavcev, moznost soodloc¢anja, dozivljen stres
(zaradi nepric¢akovanih zapletov oz. medicinskih
intervencij) ter neskladje med pri¢akovanji in realnim
oz. uresni¢enim potekom poroda. Negativni vpliv na
porodno izkus$njo imajo predvsem obcutja nemoci,
premalo socialne podpore, neizpolnjenost pri¢akovanj,
urgentni carski rez in ostale izhodne porodniske
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operacije ter pretekle travmati¢ne izkusnje s porodom
in spolnostjo (Hinic, 2015). Hollins Martin (2014)
je dokazala, da na zadovoljstvo s porodom vplivajo
naslednji elementi: uzivati udobje, biti usliSana, prejeti
zahtevana protiboledinska sredstva, dobro sodelovati
z osebjem med porodom, imeti stvari v svojih rokah,
biti dobro pripravljena, prejeti minimalne obporodne
poskodbe in dosedi Zeleno vrsto poroda. Obcutek
zadovoljstva se spreminja tudi s ¢asom, ki je minil
od poroda, saj porodnice svoje zadovoljstvo drugace
vrednotijo takoj po porodu kot eno leto za tem
(Mivéek, 2007).

Nilsson in sodelavci (2013) poudarjajo, da so se pred
leti v zdravstvu veliko osredotocali na komplikacije in
tveganja za novorojenca in porodnico, pozabljali pa
so na izkusnjo, ki jo dozivlja Zenska. Porod je eden
izmed najpomembnejsih dogodkov v Zivljenju Zenske,
njegova izku$nja pa je mo¢no individualno pogojena.
Da bi zagotovili kar se da pozitivno izkusnjo, se
morajo zdravstveni delavci posvetiti psihosocialnemu
vidiku, pri tem pa seveda ne smejo zanemariti
zdravstvene varnosti (Nilsson, et al., 2013). Psiholoski
vidik porodne izku$nje vedno ve¢ obravnavajo tudi
raziskovalci v porodnistvu in babistvu. Bistvenega
pomena za ocenjevanje uspe$nosti obravnave so
tudi obcutki porodnice in njihov pogled na porodno
izkusnjo. Raziskave kazejo, da so ob negativni porodni
izku$nji pri Zenskah zaznane psiholoske posledice, kot
so obcutki stiske in nemoci, poporodna depresija in
posttravmatski stresni sindrom (Prosen, 2016, pp. 216,
263). Vse to lahko negativno vpliva na navezovanje
matere na otroka ter posledi¢no na razvoj dojencka,
prav tako lahko vpliva tudi na naslednjo nose¢nost oz.
predvsem na odlocitev zanjo (Carquillat, et al., 2016).
V raziskavi, ki jo je opravila Waldenstrom (2006), je
bilo ugotovljeno, da je strokovno pomo¢ zaradi strahu
pred porodom poiskala vsaka deseta Zenska. Strah
se vecinoma pojavi zaradi porodnih zgodb, ki jih
nosecnice slisijo od drugih ali preberejo na internetu,
nanj pa lahko vplivajo tudi predhodne travmati¢ne
izku$nje s porodom. Pred porodom se najbolj bojijo
za svoje zdravje in zdravje otroka, dejanj zdravstvenih
delavcev, kasnejsega druzinskega zivljenja in potrebe
po izvedbi carskega reza oz. komplikacij, ki se ob
njegovi izvedbi lahko pojavijo (Waldenstrom, 2006;
Nilsson, et al., 2013).

Dejavniki zadovoljstva s porodom

Zadovoljstvo s porodom torej sooblikujejo razli¢ni
dejavniki, pri ¢emer se ugotovitve avtorjev razli¢nih
raziskav med seboj ne ujemajo, kar dokazuje, kako
individualno je dozivljanje zadovoljstva s porodno
izkusnjo. V raziskavi, ki so jo izvedli Spaich in sodelavci
(2013), so z anketiranjem Zensk po porodu ugotovili,
da je na njihovo zadovoljstvo najbolj vplivala moZnost
odlocanja o poteku poroda, podpora s strani nekoga,
ki mu Zenska zaupa, in ustrezno lajSanje bolecin.

Macpherson in sodelavci (2016) ugotavljajo, da je
najpomembnejsi kazalnik zadovoljstva s porodno
izkus$njo profesionalni pristop in odnos zdravstvenih
delavcev do porodnice. Kot drugo bistveno postavko
zadovoljstva navajajo vkljucitev partnerja v proces
poroda. Po podatkih Nacionalnega instituta za javno
zdravje se delez pri porodu prisotnih partnerjev v
Sloveniji z leti zvi$uje. Leta 2002 jih je bilo pri porodu
prisotnih 60,7 %, leta 2015 je ta $tevilka narasla na 77,9 %
(Nacionalni institut za javno zdravje, 2017). Drglin in
Simnovec (2009) ugotavljata mo&an vpliv podpore,
ki jo zenske prejmejo od izbranega spremljevalca,
na njihovo zadovoljstvo. Spremlja jih lahko partner/
partnerka, druzinski ¢lan, porodna spremljevalka
(doula) ali drugi. Dokazano je, da kontinuirana
podpora zmanj$uje potrebo po analgeti¢nih sredstvih,
anesteziji in posegih, kot so kle$¢ni in vakuumski
porod ter carski rez (Drglin & Simnovec, 2009).

Raziskava, ki so jo izvedli Macpherson in sodelavci
(2016), dokazuje, da imata na zaznano zadovoljstvo
s porodom bolec¢ina in neprejemanje analgeti¢nih
sredstev le manjsi vpliv. V primerjavi z njimi nekateri
drugi avtorji (Hodnett, 2002; De Orange, et al,
2011) ugotavljajo nasprotno, in sicer, da je stopnja
zadovoljstva mo¢no povezana z obcutenjem bolecine
in metodami lajsanja bole¢in. Nezadovoljiva in zelo
negativna izkusnja pri Zenskah izzove obcutke strahu,
jeze in bolecine, kar vpliva nanje Se ve¢ let po porodu
(Hodnett, 2002; De Orange, et al., 2011), pri ¢emer
lahko utrpijo drasti¢ne posledice, tudi taksne, ki
vplivajo na odlocitev o naslednji nose¢nosti (Prosen,
2016).

Drugi avtorji (Nilsson, et al.,, 2013; Prosen, 2016)
ugotavljajo tudi, da je eden izmed klju¢nih dejavnikov,
ki vplivajo na dozivljanje poroda in ustvarjeno podobo
pozitivne oz. negativne porodne izkusnje, podpora
zdravstvenih delavcev, ki sodelujejo v obporodni
obravnavi. Ta podpora najbolj zaznamuje dozivljanje
poroda in posledi¢no zaznano zadovoljstvo pri
prvorodnicah (Nilsson, et al., 2013; Prosen, 2016).
Macpherson in sodelavci (2016) so ugotovili, da sta
bila najpomembnej$a dejavnika, ki sta vplivala na
zadovoljstvo s porodno izku$njo, prav individualna
obravnava in kontinuirana skrb. Nekateri avtorji
(Srsen, 2007; Bryanton, et al., 2008; Prosen, 2016)
ugotavljajo, da je tudi vrsta poroda moc¢no povezana
z zaznano porodno izkusnjo. Bryanton in sodelavci
(2008) celo pravijo, da naj bi bil to najbolj ustrezen
napovedovalec zadovoljstva s porodom.

Dimenzije zadovoljstva s porodom oz. porodno
izku$njo so ocitno raznovrstne in zapletene, kar
dokazuje, kako edinstveno je zaznavanje zadovoljstva s
porodno izkusnjo in delovanje razli¢nih dejavnikov na
le-to. Podro¢je merjenja zadovoljstva zensk s porodno
izkusnjo v Sloveniji ni dovolj raziskano, na kar kazejo
do sedaj le redke objave, npr. objava raziskave Drglin
in sodelavcev (2007).
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Namen in cilji

Namen raziskave je bil ugotoviti, kak$ne so porodne
izku$nje Zensk v Sloveniji z vidika zadovoljstva z
nudeno obporodno obravnavo. Cilj raziskave je
bil s pomoéjo validiranega vprasalnika preuciti oz.
identificirati dejavnike, ki so povezani z zadovoljstvom
Zensk s porodom. Za dosego tako zastavljenih ciljev so
bile postavljene naslednje hipoteze:

H1: Prvorodnice so s porodno izku$njo manj zadovoljne

kot mnogorodnice.

H2: Ocene zaznanega zadovoljstva s porodno izkusnjo

se med posameznimi demografskimi skupinami glede

na stopnjo izobrazbe, starost oz. kraj bivanja (mesto
ali podezelje) statisticno pomembno razlikujejo.

H3: Profesionalna komunikacija zdravstvenih delavcev

v interakciji s porodnico zmanjsuje njeno zaskrbljenost

in povecuje njeno zadovoljstvo.

H4: Med porodnicami, prikaterih je porod dokon¢an

s carskim rezom, so prvorodnice manj zadovoljne

kot mnogorodnice.

H5: Zenske, pri katerih je bil med porodom prisoten

spremljevalec/spremljevalka, sos porodnoizkusnjobolj

zadovoljne kot tiste brez spremljevalca/spremljevalke.

Metode

Uporabljena je bila opisna in eksplorativna
neeksperimentalna metoda empiri¢nega raziskovanja.

Opis instrumenta

V raziskavi je bil uporabljen spletni anketni vprasalnik,
sestavljen iz treh sklopov. Prvi sklop, ki je vkljuceval
12 vprasanj odprtega in zaprtega tipa, se je nanasal na
socialnodemografske podatke in podatke o porodu.
Drugi sklop je vkljuceval vprasalnik Birth Satisfaction
Scale - Revised (BSS-R), v slovenskem prevodu Lestvica
zadovoljstva s porodom 2, ki je preverjen (Cronbachov
koeficient alfa je v originalni verziji vprasalnika dosegel
vrednost 0,79) in Ze uporabljen v podobnih raziskavah
(Hollins Martin, 2014; Hollins Martin & Martin, 2015).
Vprasalnik BSS-R je sestavljen iz 10 vprasanj, pri katerih
je za vrednotenje zadovoljstva uporabljena petstopenjska
lestvica strinjanja, kjer 1 pomeni najnizjo in 5 najvisjo
stopnjo strinjanja. Usmerjen je na kakovost zdravstvene
oskrbe (4 vprasanja), osebne znacilnosti Zensk (2
vpra$anji) in stres, ki so ga Zenske dozivele med porodom
(4 vprasanja). Zadnji sklop vprasalnika je predstavljalo
odprto vprasanje, kjer so anketiranke lahko izrazile svoje
mnenje oz. zaupale svojo porodno izku$njo.

Vprasalnik BSS-R je prva avtorica iz angles¢ine
prevedla v slovens¢ino, za namen preverjanja skladnosti
z izvirnikom ga je nato drugi avtor ponovno prevedel v
anglesc¢ino (World Health Organization, 2017), kon¢no
slovensko besedilo sta avtorja prilagodila slovenskemu
kulturnemu kontekstu. Pred objavo vprasalnika,
oblikovanega s pomoc¢jo orodja 1KA, sta na podlagi

ugotovitev pilotne $tudije, v kateri je sodelovalo 10
zensk in je bila izvedena z namenom oceniti jasnost
in razumljivost vprasalnika, narejena dva popravka
besedila. Cronbachov koeficient alfa je za slovensko
verzijo vprasalnika BSS-R pri celotnem vzorcu raziskave
znasal 0,81, kar kaZe na visoko stopnjo zanesljivosti
(Takavol & Dennick, 2011). Uporabo vprasalnika BSS-R
je pisno dovolila avtorica vprasalnika (Hollins Martin,
2014), ki je posredovala tudi navodila za njegovo
uporabo in analizo rezultatov.

Opis vzorca

V raziskavi je bil uporabljen priloznostni vzorec
zensk (n = 301), ki so v letu 2016 rodile v slovenskih
porodni$nicah. Povpre¢na starost anketirank je
bila 29 let (s = 4,660). Najve¢ (n = 126, 41,9 %) jih je
zakljudilo srednjeSolsko izobrazevanje. Ve¢ kot polovica
anketirank (n = 161, 53,5 %) je prihajala s podezelja.
Podrobnej$e demografske podatke prikazuje Tabela 1.

Tabela 1: Demografski podatki o anketirankah
Table 1: Respondents demographic data

Demografski podatki/ . %
Demographic data ?
Starost anketiranih (v letih)
16-20 7 2,3
21-25 51 16,9
26-30 137 45,5
31-35 56 18,6
36-40 27 9,0
41-45 2 0,7
46-50 1 0,3
ni odgovora 20 6,6
Stopnja doseZzene izobrazbe
osnovna $ola 2 0,7
srednja Sola 126 41,9
vi§ja $ola 34 11,3
visoka Sola 56 18,6
univerzitetna izobrazba 63 20,9
magisterij 18 6,0
doktorat 2 0,7
Kraj bivanja
mesto 139 46,2
podezelje 161 53,5
ni odgovora 1 0,3

Legenda/Legend: n - Stevilo/number, % - odstotek/percentage

Opis poteka raziskave in obdelave podatkov

Po izvedeni pilotni Studiji je bil vprasalnik med 5. in
23. februarjem 2017 objavljen na druzbenih omrezjih,
tudi na nekaterih bolj obiskanih slovenskih spletnih
forumih (www.medover.net in www.ringaraja.net).
Sodelujo¢im v raziskavi so bili predstavljeni namen in
cilji raziskave ter poudarjena prostovoljnost sodelovanja
z zagotovljeno anonimnostjo izpolnjevanja.

Podatki so bili analizirani s programom SPSS
verzija 22.0 (SPSS Inc., Chicago, IL, USA). Poleg
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osnovne deskriptivne statistike (frekvenca, minimum,
maksimum, srednja vrednost, povprecje in standardni
odklon) sta bila v analizi uporabljena tudi Mann-
Whitneyev U-test in Spearmanov koeficient korelacije.
Upostevana stopnja statisti¢ne znacilnosti je bila 0,05.

Rezultati
Tabela 2 prikazuje podatke o nose¢nosti in poteku

poroda, ki so jih podale anketirane. Pri razlogih za

Tabela 2: Podatki o nosecnosti in poteku poroda
Table 2: Data related to pregnancy and labour

Podatki o nosecnosti in porodu/

0,
Labour and pregnancy data " %
Izbira porodnisnice
blizina doma 219 72,8
priporocila drugih 46 15,3
moznosti rojevanja 25 83
tamkaj$nja lastna porodna izkusnja 62 20,6
dober odnos osebja 31 10,3
drugo 26 8,6
ni odgovora 6 2,0
Zaporedni porod
prvi 180 59,8
drugi 93 30,9
tretji ali ve¢ 20 6,6
ni odgovora 8 2,7
Trajanje nose¢nosti (v tednih gestacije)
manj kot 36 20 6,6
36-40 211 70,1
vec kot 40 62 20,6
ni odgovora 8 2,7
Kraj poroda
porodnisnica 275 91,3
izven porodnisnice 2 0,7
ni odgovora 24 8,0
Metode laj$anja bole¢in
farmakolosko 166 55,2
nefarmakolosko 69 229
ni odgovora 66 21,9
Porodni spremljevalec/-ka
partner 226 75,0
doula 2 0,7
drugo 37 12,3
ni odgovora 36 12,0
Trajanje poroda (v urah)
manj kot 5 165 54,8
6-10 59 19,6
11-15 16 53
16-20 6 2,0
21-25 2 0,7
vec kot 26 7 2,3
ni odgovora 46 15,3
Tip poroda
spontani vaginalni 132 43,9
epiziotomija 36 12,0
vakuumski porod 4 1,4
nacrtovani carski rez 36 12,0
urgentni carski rez 54 17,8
drugo 11 3,7
ni odgovora 28 9,2

Legenda/Legend: n - stevilo/number, % - odstotek/percentage

izbiro porodnisnice so anketiranke lahko izbrale vec
ponujenih odgovorov. Porodni$nico so najpogosteje
izbrale zaradi blizine doma (n = 219, 72,8 %),
mnogorodnice tudi zaradi dejstva, da so tam Ze rodile
(n = 62, 20,6 %). Nekaj zensk (n = 26, 8,6 %) se je za
porodni$nico odlo¢ilo na podlagi drugih razlogov;
med najpogostej$§imi so navedle boljSe ukrepanje
ob pojavu zapletov, bolj usposobljeno in strokovno
osebje, tamkajsnjo predhodno hospitalizacijo zaradi
tezav v nosecnosti, nasvet ginekologa ali poznanega
zdravstvenega osebja in razlog, da so se tam rodile
tudi same. Ena izmed anketirank je na svojo Zeljo
rodila doma.

Najve¢ anketirank (n = 180, 59,8 %) je bilo
prvorodnic, sledijo drugorodnice (n = 93, 30,9 %), za
6,6 % (n = 20) zensk je bil to tretji porod ali ve¢. Pri
vedini (n = 211, 70,2 %) je nose¢nost trajala med 36 in
40 tednov gestacije. Metode in tehnike lajsanja porodne
bolecine so bile med anketirankami raznolike: najve¢
(n = 166, 55 %) jih je izbralo farmakolosko lajSanje
bolecin; preostale (n = 69, 22,8 %), ki so odgovorile
na vprasanje, so izbrale nefarmakoloske oblike lajsanja
bolecin. Pri porodu je bil pri vecini (n = 226, 75,1 %)
porodnic prisoten partner, porodno spremljevalko
(doulo) je imelo le 0,7 % (n = 2) zensk. Povpre¢no je
porod, po oceni anketirank, trajal 4 ure (s = 6,472);
pri 54,8 % (n = 165) anketirankah je porod trajal manj
kot 5 ur; sledi 19,6 % (n = 59) anketirank, pri katerih
je porod trajal 6 dol0 ur. Najve¢ (n = 132, 43,9 %)
zensk je rodilo spontano, vaginalno; pri 17,9 % (n =
54) anketiranih je bil opravljen urgentni carski rez; pri
12 % (n = 36) zensk nalrtovani carski rez; pri 12 %
(n=36) zensk je bila pri vaginalnem porodu opravljena
epiziotomija.

Rezultati zadovoljstva Zensk s porodom in razli¢nimi
situacijami, ki ga spremljajo, so prikazani v Tabeli 3.
S trditvijo »Rodila sem prakticno brez kakr$nihkoli
porodnih poskodb« so se Zenske strinjale, saj se jih
je najve¢ (n = 94, 31,2 %) s tem popolnoma strinjalo
(ocena 5), sledi pa jim 20,9 % (n = 63) tistih, ki so
podale oceno 1. Trditev »Menim, da je porod absolutno
predolgo potekal« je 46,2 % (n = 139) Zensk ocenilo
z najnizjo oceno (1). Zenske so se strinjale s trditvijo,
da so jih zdravstveni delavci med porodom spodbujali
k samostojnemu odlocanju, pri cemer jih je najvec
(n =93, 30,9 %) to trditev ocenilo z najvisjo oceno (5).
S trditvijo, da so bile med porodom zelo zaskrbljene,
se Zenske niso strinjale: najve¢ (n = 86, 28,6 %) jih je
podalo ocena 1, sledi pa jim 20,9 % (n = 63) tistih, ki
so podale oceno 2. Najve¢ji delez anketirank (n = 135,
44,9 %) se je popolnoma strinjal (ocena 5) s tem, da so
jim zdravstveni delavci v ¢asu poroda nudili mo¢no
psihofizi¢no podporo. Prav tako so se Zenske strinjale
s tem, da so zdravstveni delavci med porodom z njimi
vzpostavili dobro komunikacijo, saj je njihov najvecji
del (n =148, 49,2 %) tej trditvi namenil oceno 5. Zenske
se niso strinjale s trditvijo »Porod je bil zame stresna
izku$nja«: najve¢ (n = 84, 27,9 %) Zensk je tej trditvi
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Tabela 3: Zadovoljstvo Zensk s porodom
Table 3: Women's satisfaction with childbirth

Lestvica zadovoljstva s porodom 2/BSS-R scale X s

Rodila sem prakti¢no brez kakr$nihkoli porodnih poskodb. 3,32 1,614
Menim, da je porod absolutno predolgo potekal. 2,10 1,428
Zdravstveni delavci so me med porodom spodbujali k samostojnemu odlo¢anju. 3,51 1,456
Med porodom sem bila zelo zaskrbljena. 2,61 1,504
Cutila sem, da so me zdravstveni delavci v ¢asu poroda mo¢no podpirali. 4,06 1,226
Med porodom so zdravstveni delavci z mano vzpostavili dobro komunikacijo. 4,19 1,176
Porod je bil zame stresna izkusnja. 2,65 1,551
Med porodom sem imela ob¢utek, da nimam nadzora nad dogajanjem. 2,77 1,548
Med porodom nisem ¢utila nobenih bole¢in. 2,16 1,501
Porodna soba je bila Cista in urejena. 4,63 0,772

Legenda/Legend: x - povprecje/average; s - standardni odklon/standard deviation

pripisala oceno 1, sledijo jim tiste (n = 66, 21,9 %), ki
so trditev ocenile z oceno 2. Prav tako se niso strinjale s
trditvijo »Med porodom sem imela ob¢utek, da nimam
nadzora nad dogajanjem«: s tem se nikakor ni strinjalo
(ocena 1) 25,9 % (n = 78) anketirank. Najslabse so
anketiranke ocenile trditev »Med porodom nisem ¢utila
nobenih bolecin«: s tem se nikakor ni strinjalo (ocena
1) 45,2 % (n = 136) anketirank. Z zadnjo trditvijo, da
je bila porodna soba ¢ista in urejena, pa so se Zenske
popolnoma strinjale, saj jih je vec¢ina (n = 190, 63,1 %)
trditev ocenila z oceno 5.

Pri testiranju prve hipoteze, ki pravi, da so
prvorodnice s porodno izku$njo manj zadovoljne kot
mnogorodnice, smo z uporabo Mann-Whitneyevega
U-testa ugotovili, da med povpre¢nima vrednostma ni
statisticno pomembne razlike (U = 6802, p = 0,150),
zato hipoteze ne moremo sprejeti.

Tudi drugo hipotezo, pri kateri smo ugotavljali,
kako so izbrani demografski podatki (stopnja
izobrazbe, starost, kraj bivanja mesto/podezelje)
povezani z zadovoljstvom, smo testirali s pomocjo
Mann-Whitneyevega U-testa. Statisticno pomembne
povezanosti med spremenljivkama izobrazba in
stopnja zadovoljstva rezultati ne kazejo (U = 7493,
p = 0,317), zato predpostavke, da so Zenske z nizjo
izobrazbo s porodom bolj zadovoljne kot tiste z visjo
izobrazbo, ne sprejmemo. Preverjali smo tudi, ali so
starejSe Zenske s porodom manj zadovoljne kot mlajse.
Rezultati Mann-Whitneyevega U-testa statisticno
pomembnih razlik med spremenljivkama ne kazejo
(U = 5142, p = 0,061), zato predpostavke o povezavi
starosti in stopnje zadovoljstva, ne sprejmemo. S
statisticno znadilno povezavo pa smo potrdili, da
so Zenske, ki Zivijo na podezZelju, s porodom bolj
zadovoljne kot tiste, ki prihajajo iz mesta (U = 7029,
p =0,039), zato lahko ta del hipoteze sprejmemo.

Tretjo hipotezo o tem, da dobra komunikacija
zdravstvenih delavcev s porodnico zmanj$uje njeno
zaskrbljenost, smo testirali s pomocjo Spearmanovega
koeficienta korelacije ranga. Ugotovili smo, da med
spremenljivkama obstaja zmerna statisti¢cna povezanost

(r, = 0,397, p = 0,000), zato smo hipotezo sprejeli. Za
analizo Cetrte hipoteze, kjer smo ugotavljali, ali so med
porodnicami z izku$njo carskega reza prvorodnice
manj zadovoljne kot mnogorodnice, smo uporabili
Mann-Whitneyev U-test. Rezultati so pokazali obstoj
statisticno pomembnih razlik med spremenljivkama
(U = 430, p = 0,001), zato hipotezo lahko sprejmemo.
Zadnja hipoteza pravi, da so Zenske, ki so med porodom
imele spremljevalca, s porodno izkus$njo bolj zadovoljne
kot tiste brez spremljevalca. Mann-Whitneyev U-test
pri tem ni pokazal statisticno pomembnih razlik (U =
2841, p = 0,730), zato hipotezo lahko zavrnemo.

Diskusija

V raziskavi smo se ukvarjali s preu¢evanjem dejavnikov,
ki so povezani z zadovoljstvom Zensk s porodom.
Predhodne raziskave kazejo, da je z zadovoljstvom Zensk
povezana predvsem kakovost obravnave, vklju¢no s
podporo in komunikacijo zdravstvenih delavcey, sledijo
moznost soodloc¢anja, stopnja dozivljenega stresa (zaradi
nepri¢akovanih zapletov oz. medicinskih intervencij) ter
neskladje med pri¢akovanim in realnim oz. uresnicenim
potekom poroda (Hinic, 2015).

V raziskavi smo preverjali, kako so izbrane
demografske znacilnosti (starost, izobrazba, kraj
bivanja) ter S$tevilo in vrsta poroda povezani z
zadovoljstvom Zensk s porodno izkus$njo. Predhodne
raziskave ugotavljajo, da je $tevilo porodov v nekaterih
primerih povezano z zadovoljstvom s porodno
izku$njo, zadovoljnejse so mnogorodnice (Ferrer,
et al,, 2016). V nasem primeru se je izkazalo, da za
zadovoljstvo to ni bil odlodilen dejavnik, saj rezultati
analize niso pokazali povezanosti med S$tevilom
porodov in stopnjo zadovoljstva s porodno izkus$njo.
V raziskavi, ki sta jo z istim merskim in§trumentom
(BSS-R) opravila Hollins Martin in Martin (2015), je
bila ta povezava dokazana. V njihovo raziskavo je bilo
vkljuéenih 228 Zensk, pri katerih od poroda ni minilo
ve¢ kot 10 dni. Ugotovili so, da so mnogorodnice s
porodno izkusnjo bile bolj zadovoljne kot prvorodnice
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(Hollins Martin & Martin, 2015). Nilsson in sodelavci
(2013) pravijo, da je zelo pomembno, da je izku$nja
prvega poroda za Zensko pozitivna, saj to vpliva na
samopodobo Zensk po porodu, pozitivne obcutke
do otroka, lazjo prilagoditev na vlogo matere in na
naslednjo porodno izkusnjo.

Zadovoljstvo s porodom je lahko povezano tudi
z dolo¢enimi osebnimi znacilnostmi Zensk, kot so
starost, izobrazba in kraj bivanja. Izmed teh treh
dejavnikov je s stopnjo zadovoljstva s porodom v nasi
raziskavi povezan le kraj bivanja, in sicer so zenske,
ki prihajajo s podezelja, navajale vi§je zadovoljstvo
kot tiste, ki prihajajo iz mesta. Pri stopnji izobrazbe
in starosti anketirank povezava s stopnjo njihovega
zadovoljstva ni bila dokazana. Ravno tako vraziskavah,
izvedenih z istim merskim in$trumentom, ki so jih
opravili Hollins Martin (2014) ter Hollins Martin in
Martin (2015), ugotavljajo, da starost ne vpliva na
stopnjo zadovoljstva s porodom.

V na$i raziskavi smo pri anketirankah ugotovili
moc¢no povezavo med stopnjo zadovoljstva s porodno
izku$njo ter odnosom in komunikacijo zdravstvenih
delavcev s porodnico. Nekatere so bile z odnosom
zdravstvenih delavcev zadovoljne, spet druge pa prav
glede tega navajajo negativne izku$nje. Nekatere je
njihov odnos in negativna porodna izkusnja celo tako
zaznamovala, da razmisljajo o tem, e si sploh $e Zelijo
$e kaks$nega otroka. Tiste, s katerimi so zdravstveni
delavci vzpostavili dobro komunikacijo, so bile s
porodom bolj zadovoljne kot ostale.

Komunikacija je zelo pomembna, saj si Zenske Zelijo
vedeti, kaj se z njimi dogaja in katere intervencije bodo
izvedene, skratka Zelijo biti obves¢ene. Komunikacija
zdravstvenih delavcev s porodnico je pomembna tudi
pri odlocanju o prejetih protibole¢inskih sredstvih.
Porodnice pri tem vsekakor Zelijo sodelovati,
pomembno pa je tudi, da dobijo vso podporo in
nasvete zdravstvenih delavcev (Nilsson, et al., 2013).
Mivsek (2007) je v raziskavi, v katero je bilo vklju¢enih
559 slovenskih porodnic, ugotovila, da ve¢ kot
polovica anketiranih ni bila zadovoljna z obves¢anjem
o razlicnih moznostih lajsanja bole¢in. Dobro
komunikacijo je treba vzpostaviti ze ob prvem stiku
s porodnico, saj le-to samo tako lahko nadaljujemo in
porodnico uspe$no spremljamo skozi porod (Nilsson,
et al., 2013). Zenske, vkljucene v slovensko raziskavo
(Mivsek, 2007), so bile mnenja, da je bila komunikacija
zdravstvenih delavcev neucinkovita in pomanjkljiva,
saj je bila s postopki med porodom seznanjena le
polovica porodnic. Veliko jih je tudi brez lastne
vednosti prejelo protibolecinska sredstva.

Zadovoljstvo s porodom je v nasi raziskavi sooblikovala
tudi vrsta poroda. Dokazali smo, da so prvorodnice z
izvedbo carskega reza naceloma manj zadovoljne, sploh
tiste, ki so si mo¢no Zelele roditi na naraven nadin.
Izvedba carskega reza pri mnogorodnicah z njihovim
zadovoljstvom ni toliko povezana, saj so bodisi Ze imele
kaksen carski rez in jih ta ni toliko presenetil ali pa so

ze rodile na naraven nacin in so Ze dozivele tisto, kar si
vecina prvorodnic Zeli.

Carski rez ima lahko na porodno izkusnjo, tako za
prvorodnice kot tudi mnogorodnice, negativen vpliv
(Hinic, 2015). V raziskavi, ki so jo opravili Carquillat
in sodelavci (2016) z 291 anketirankami, so ugotovili,
da so imele Zenske, ki so rodile z urgentnim carskim
rezom veliko tezav tudi kasneje. Pocutile so se, kot
da jim je spodletelo, in so obzalovale, da so morale
roditi na ta nacin. Zal jim je bilo tudi, da niso dozivele
tak$nega prvega stika z otrokom, kot so si ga Zelele
(Carquillat, et al., 2016). V podobni raziskavi (Hollins
Martin, 2014) so z istim merskim in$trumentom
(BSS-R) ugotavljali, kako se ocenjevanje zadovoljstva
razlikuje med tistimi, ki so rodile normalno vaginalno,
in tistimi, ki so rodile s carskim rezom. Ugotovili so,
da so med tema dvema skupinama glede zadovoljstva
s porodom statisticno pomembne razlike samo pri
ocenjevanju zaskrbljenosti (tiste, ki so rodile normalno
vaginalno, so bile zaradi poroda manj zaskrbljene).
Raziskava, opravljena pri porodnicah na Skotskem
(prav tako z vprasalnikom BSS-R), pa je pokazala,
da so bile Zenske, ki so rodile spontano vaginalno, s
porodom mnogo bolj zadovoljne, kot tiste, ki so rodile
s carskim rezom (Hollins Martin & Martin, 2015).

Literatura (Drglin & Simnovec, 2009; Holloway &
Kurniawan, 2010; Yuenyong, et al., 2011) navaja mnogo
pozitivnih u¢inkov obporodne podpore na porodnico,
kar pa v nasi raziskavi ni bilo potrjeno. S porodom so
bile zadovoljne tudi porodnice brez podpore, ki je sicer
v literaturi navajana kot primerna obporodna podpora.
Prav tako so bile tudi nekatere med porodnicami,
ki so tako podporo sicer imele, z izku$njo poroda le
manj zadovoljne - v nekaterih primerih se ob porodu
prisotna oseba namre¢ ne izkaze v podporo. Takih
rezultatov nismo predvidevali, saj za obporodno
podporo veliko raziskav dokazuje velik vpliv. Holloway
in Kurniawan (2010) sta v svoji raziskavi ugotovila,
da so skoraj vse anketiranke med porodom imele
konstantno oporo spremljevalca. Ve¢inoma so bili
prisotni njihovi partnerji, nekatere so ob sebi imele
svoje starSe, sorojence, prijatelje ali babico, nekaj pa jih
je bilo tudi brez spremljevalca. Zenske s spremljevalcem
so veliko manj posegale po farmakoloskem lajSanju
bolecin, navedle pa so tudi vi$je zadovoljstvo s porodno
izku$njo kot ostale (Holloway & Kurniawan, 2010). Tudi
Yuenyong in sodelavci (2011) so dokazali, da so Zenske
z oporo spremljevalke (mama, sestra ali prijateljica)
navedle krajso fazo aktivnega poroda, manj tesnobe in
porodnih bolecin ter s tem povezano visje zadovoljstvo
s porodom. Zaradi taks$nih odstopanj od vedine tujih
raziskav, bi bilo treba narediti bolj podrobno raziskavo
in analizo o spremljevalcih pri porodu v nasem okolju.

Izpostaviti moramo tudi omejitve raziskave, ki se
kazejo predvsem zaradi uporabljenega vzorca, tako
njegove velikosti kot tudi priloznostne strukture. Deloma
omejitev predstavljajo tudi posamezna ne zelo podrobno
zastavljena vprasanja uporabljenega vprasalnika,
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vendar gre kljub vsemu za standardiziran in visoko
zanesljiv vpragalnik. Kljub tem omejitvam raziskava daje
pomemben vpogled v zadovoljstvo Zensk s porodom in
porodno izkusnjo v Sloveniji. Odprte so moznosti za
nadaljnje kvalitativne ali kvantitativne raziskave omenjene
tematike, tudi npr. za preizkusanje in validacijo razli¢nih
merskih in§trumentov merjenja zadovoljstva. Potrebne
bi bile tudi dodatne raziskave za posamezna podrocja v
nasi raziskavi (npr. komunikacija, obporodna podpora,
avtonomija odlo¢anja, podrobnej$a analiza razlik med
porodnicami s podezelja oz. mesta), na podlagi katerih
bi lahko izoblikovali ustrezne strategije, usmerjene bodisi
v izobrazevanje in usposabljanje zaposlenih bodisi v
spreminjanje nekaterih praks, ki bi se ali so se morda ze
izkazale kot neustrezne.

Zakljucek

Zadovoljstvo s porodom je zaradi svoje kompleksnosti
tezko merljivo. Vecina lestvic za merjenje zadovoljstva
se med seboj pomembno razlikuje. Nekatere se
osredotocajo na odnos zdravstvenih delavcev
do porodnice, spet drugi v ospredje postavljajo
obporodno podporo, bolec¢ino, okolje ali prvi stik z
novorojenckom. Ce Zelimo vsaj do neke mere izmeriti
celostno zadovoljstvo s porodom, moramo skupaj
zdruziti ve¢ izmed nastetih parametrov zadovoljstva.
Vprasalnik BSS-R, ki smo ga uporabili v nasi raziskavi,
izpostavlja predvsem odnos zdravstvenih delavcev do
porodnice, osebne lastnosti Zensk in stres, ki so ga
Zenske dozivele med porodom. Ugotovitve kazejo, daso
na vseh omenjenih podro¢jih Zenske v Sloveniji s svojo
porodno izku$njo relativno zadovoljne. V ospredju so
bili njihovi medosebni odnosi z zdravstvenimi delavci,
moznost odloc¢anja, profesionalna komunikacija
in posredovanje informacij, kar bi veljajo ustrezno
nasloviti tudi v klini¢ni praksi, saj zadovoljstvo s
porodno izku$njo pomembno oblikuje prehod v
materinstvo in posledi¢no vpliva na predstavo o
porodu in porodni izku$nji pri drugih Zenskah.
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1ZVLECEK

Uvod: Starizem izhaja iz predsodkov in stereotipov o lastnostih, ki jih na podlagi kronoloske starosti
pripisujemo starostnikom. Namen raziskave je bil ugotoviti, ali starostniki v kliniénem okolju dozivljajo
starizem in v kolik$ni meri jih le-ta prizadene.

Metode: Opisna kvantitativna raziskava je bila izvedena v zdravstveni ustanovi na priloznostnem vzorcu 132
starostnikov, starih od 65 do 90 let. Uporabljen je bil na podlagi pregleda literature zasnovan vprasalnik z 11
vprasanji zaprtega tipa. Prisotnost starizma in stopnja prizadetosti je bila merjena s tristopenjsko Stevilsko
lestvico. Za opis vzorca in sistematicen prikaz odgovorov na raziskovalna vprasanja je bila uporabljena
deskriptivna univariatna in bivariatna (hi-kvadrat test za neodvisne vzorce) analiza.

Rezultati: Skupno je bilo zaznanih 319 diskriminatornih dogodkov. Od 132 anketiranih je najmanj en
diskriminatorni dogodek dozivelo 91 (69,0 %) starostnikov. Med slednjimi se je 40 (44,0 %) starostnikov
pocutilo vsaj enkrat prizadeto in 23 (25,2 %) vsaj enkrat zelo prizadeto. Pri zaznavanju prizadetosti statisticno
pomembne razlike med skupinami glede na spol (x* = 13,554, p = 0,825), izobrazbo (y* = 20,807, p = 0,409) in
starost (y* =19,328, p = 0,501) nismo ugotovili.

Diskusija in zaklju¢ek: Raziskava potrdi prisotnost starizma v klinicnem okolju. Ker ima starizem negativen
vpliv na odnos do starostnika in kakovost njegove oskrbe, je profesionalno komunikacijo s starostniki treba

uvesti v izobrazevanje vseh profilov zdravstvenih delavcev.

ABSTRACT

Introduction: Ageism is discrimination and prejudice against the elderly based on stereotypes related to their
chronological age. The purpose of the study was to establish whether the elderly can feel ageism in a clinical
setting and how it affects them.

Methods: A descriptive quantitative study was conducted in a healthcare institution on a convenience sample
of 132 elderly aged 65 to 90 years. A questionnaire based on the literature review with 11 closed-type questions
was used. The presence of ageism and the degree of affectedness was measured with a three-digit number
scale. A descriptive univariate and bivariate (hi-square test for independent samples) analysis was used for the
description of the sample and a systematic representation of the answers to the research questions.

Results: In total, 319 discriminatory events were detected. From 132 respondents, at least one discriminatory
event was experienced by 91 (69.0 %) elderly people. Of these, 40 (44.0 %) elderly persons felt ageism at least
once and 23 (25.2 %) were severely affected at least once. There was no statistically significant difference in
affectedness between groups regarding gender (y* = 13.554, p = 0.825), education (y* = 20.807, p = 0.409) and
age (y = 19.328, p = 0.501).

Discussion and conclusion: The study has demonstrated a significant presence of ageism in a clinical
setting. Since ageism has a negative impact on the relationship towards the elderly and the quality of care,
it is necessary to implement basic methods of communication with the elderly in education programs of all

healthcare professionals.

https://doi.org/10.14528/snr.2017.51.4.166
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Uvod

Starizem (v slovenski literaturi tudi ageizem,
staromrzni$tvo, starostizem) je proces sistematicnega
diskriminiranja, stereotipiziranja in podcenjevanja
starostnikov zgolj zaradi njihove starosti (Kydd
& Fleming, 2015). Temelji na kronoloski starosti
posameznika, je precej razirjen in se s procesom
globalnega staranja prebivalstva samo S$e krepi.
Kaze se v stigmatizaciji starostnikov zaradi njihovih
spremenjenih  fizicnih, psihi¢nih  in  socialnih
sposobnosti (Phillips, et al, 2010). Starizem je
prodorna, nekriticna sila, ki posega na vsa podro¢ja
druzbenega in socialnega Zivljenja. Nanj lahko
naletimo povsod, v medosebnih odnosih, na podro¢ju
izobrazevanja, kulture, politike, sociale in zdravstva
(Goriup, 2015). Najdemo ga tudi v strokovni
literaturi, vkljuéno z medicinskimi in gerontoloskimi
ucbeniki (Robinson, et al., 2012). Lipi¢ in Ovsenik
(2015) menita, da je starizem odsev razslojenosti
druzbe, v kateri so konkretne miselne fikcije rezultat
vzgoje in zgledov iz okolja, v katerem so starostniki
predstavljeni zgolj z negativnimi stereotipnimi
znacilnostmi. Pri oblikovanju odnosa in interakcije
med ljudmi pa imajo stereotipi pomembno vlogo,
saj vplivajo na posameznikovo obnasanje do drugih
(Kornadt & Rothermund, 2015). Pogosto starostniki,
ki so izpostavljeni stereotipom, le-te ponotranjijo, kar
vodi v samoizpolnitev pripisanih oblik obnasanja,
znizuje samospostovanje (Stewart, et al., 2012) in
povzroca stres, ki iz¢rpava psiholoske vire, potrebne
za sodelovanje v samooskrbi ter procesu zdravstvene
obravnave starostnika (Rivera & Paredez, 2014).
Zaradi tega so starostniki pogosteje hospitalizirani in
bolj negativno ocenjujejo lastno zdravje (Ramirez &
Palacios-Espinosa, 2016).

Ljudje si pogosto prizadevamo, da bi se razlikovali
od drugih, da bi izstopali in bili vidni. Razlikovanje
pa postane druzbeno nesprejemljivo, ko brez razloga
temelji na posameznikovi osebni okoli§¢ini. Takrat
razlikovanje postane diskriminacija, ki se pojavlja
v obliki individualne, strukturne in institucionalne
diskriminacije (Kogov$ek Salamon & Petkovi¢, 2007).
Diskriminacija starostnikov ni novodoben pojav,
vendar se je v zadnjih letih stopnjevala, in sicer tudi
v slovenski druzbi, kjer se ob zaostrenih ekonomskih
razmerah in nara$¢anju Stevila starostnikov ter
posledi¢no zmanjSevanju aktivne populacije krepi
diskriminatorni odnos do starostnikov in poglablja
prepad med generacijami (Goriup, 2015). Danes mnogi
v ospredje potiskajo razmisljanja o ekonomski plati
problematike staranja, kar nas vodi v medgeneracijski
konflikt, ki v blagi obliki Ze poteka (Lesnik & Ferencina,
2015).

Povecano zanimanje za starizem v zadnjih treh
desetletjih sovpada s procesom staranja prebivalstva
in Zzeljo po oblikovanju novih druzbenih vrednot,
kjer kronoloska starost ne bo ve¢ ustrezen kazalec za

druzbeno konstrukcijo neizogibnih norm obnasanja,
Zivljenjskih stilov ter vlog posameznika glede na
starost (Sadl, 2007). Ceprav se v zadnjih letih nekoliko
ve¢ govori o starizmu in raziskave kaZejo na obstoj
starizma v klinicnem okolju (Rodgers & Gilmour,
2011), je njegov obseg $e vedno neznanka, saj starostniki
redko izrazijo svoje obcutke, ki bi okolici dali vedeti,
katera ravnanja nanje ucinkujejo diskriminatorno.
Starostniki se starizma pogosto niti ne zavedajo, saj
se pojavlja manj ocitno oz. bolj subtilno. Od starosti
pacienta je na primer odvisna odloditev o poteku
in intenzivnosti zdravstvene oskrbe. Zdravstveni
sistem kot druzbena institucija ohranja stereotipne
predpostavke o starosti, ki so podlaga za drugacno
oz. manj kakovostno obravnavanje starostnika ter
strpnost do zlorabe na podlagi starosti (Caslanti, 2007;
Kydd & Fleming, 2015).

Namen in cilji

Namen raziskave je bil prouciti pojav starizma v
klini¢nem okolju, tj. prouditi vse pogostejsi problem
starostnikov, da so le zaradi svoje starosti delezni
stereotipnih predsodkov. Cilj raziskave je bil ugotoviti,
koliks$na je prisotnost starizma v izbrani zdravstveni
ustanovi. Glede na namen in cilj smo si zastavili
naslednji raziskovalni vpraganji:

— Koliko starostnikov zaznava starizem v klini¢nem
okolju in v kolik$ni meri ga zaznavajo?

— Koliko se starostniki ob zaznanem starizmu v
klini¢nem okolju pocutijo prizadeti?

Metode

Uporabljena je bila opisna kvantitativna metoda
raziskovanja.

Opis instrumenta

Instrument raziskave je bil vprasalnik z 11 vprasanji
zaprtega tipa, ki posnemajo posamezne primere
negativnih stereotipov, obnasanj in osebne diskriminacije.
V vprasalniku so anketiranci odgovarjali, kolikokrat
so v komunikaciji z zdravstvenimi delavci doziveli
posamezen dogodek (»nikoli«, »enkrat« in »ve¢ kot
enkrat«) ter koliko jih je posamezen dogodek prizadel
(»ni me prizadelo«, »prizadelo me je« in »zelo me je
prizadelo«). Na koncu vprasalnika so odgovorili na
tri splosna demografska vprasanja. Vprasalnik smo
oblikovali po zgledu vprasalnika The Ageism Survey,
ki ga je za merjenje razsirjenosti diskriminacije
starostnikov razvil Palmore (2001). Iz originalnega
vprasalnika smo odstranili devet vprasanj, ki se ne
nanasajo na starizem v zdravstvu, vsem preostalim
vprasanjem pa smo dodali $e podvprasanje o stopnji
prizadetosti ob dozivetem diskriminatornem dogodku.
Po odstranitvi za naSo raziskavo nerelevantnih
vprasanj smo preverili zanesljivost vprasalnika,
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izmerjena vrednost Cronbachovega koeficienta alfa je
bila 0,916.

Opis vzorca

Vzorec je bil nenakljucen, priloznosten in je zajemal
132 uporabnikov zdravstvenih storitev v klini¢nem
okolju iz severovzhodne Slovenije, starih od 65 do
90 let. Poleg starostne omejitve preiskovancev je bila
vkljucitveni kriterij tudi njihova zmoznost razlo¢ne
komunikacije. Povpre¢na starost anketiranih je bila
74,4 (s = 6,6) let. Med njimi je bilo 76 (57,6 %) zensk,
njihova povpre¢na starost je bila 75 (s = 6,7) let, in
56 (42,4 %) moskih, njihova povprecna starost je bila
73,7 (s = 6,4) let. Izobrazbena struktura anketiranih je
bila naslednja: 29 (22,0 %) anketiranih z dokonc¢ano
osnovno ali poklicno $olo, 59 (44,7 %) z opravljeno
srednjo $olo, 29 (22,0 %) z visjo ali visoko strokovno
$olo, 12 (9,1 %) z univerzitetno izobrazbo in 3 (2,3 %)
z magisterijem ali doktoratom.

Opis poteka raziskave in obdelave podatkov

Raziskava je potekala v klini¢cnem okolju od zacetka
januarja do konca februarja 2016. Pri izvedbi raziskave
smo upostevali eti¢na nacela raziskovanja. Anketirane
smo prosili, da odgovorijo na zastavljena vprasanja in
z obkroZevanjem ponujenih odgovorov izrazijo, kako
pogosto so doziveli posamezne opisane dogodke in
koliko so jih posamezni dogodki prizadeli. Izpolnjene
vprasalnike so anketirani oddali v posebno za to
pripravljeno zapecateno skrinjo, s ¢imer smo Zzeleli
zagotoviti anonimnost.

Zvprasalniki pridobljene podatke smo kvantitativno
obdelali s pomocjo racunalniSkega programa
SPSS verzija 20 (SPSS Inc., Chicago, IL, USA). Za
opis vzorca in sistemati¢en prikaz odgovorov na
raziskovalna vprasanja smo uporabili deskriptivno

statistiko (frekvence in pripadajoce odstotke).
Nadalje smo z bivariatno analizo primerjali razlike v
odgovorih med posameznimi skupinami. Anketirane
starostnike smo razdelili v parne skupine glede
na spol, izobrazbo (prva skupina: osnovnosolska,
poklicna in srednjesolska izobrazba (os, sr); druga
skupina: ve¢ kot srednjeSolska izobrazba (> sr)) in
starost (dve skupini: 65-75 let in 76-90 let). Glede
na tip in porazdelitev podatkov smo uporabili hi-
kvadrat test za neodvisne vzorce in preverjali, ali so
med povpre¢nimi vrednostmi izbranih spremenljivk
statisticno pomembne razlike. Za mejo statisti¢ne
znacilnosti smo upostevali 0,05.

Rezultati

Samo enega od v vprasalniku opisanih diskriminatornih
dogodkov je dozivelo 27 (20,5 %) anketiranih
starostnikov, ve¢ kot enega 64 (48,5 %) anketiranih
starostnikov in nobenega 41 (31,0 %) anketiranih
starostnikov. Pri diskriminatornih dogodkih so najbolj
izstopale trditve o $alah na racun starostnikov (n = 63,
47,7 %), ignoranca zaradi starosti (n = 41, 31,0 %) in
neresen odnos (n = 36, 27,3 %). Analiza rezultatov
pokaze, da je vsaj en diskriminatorni dogodek dozivelo
44 (48,4 %) zensk in 47 (51,6 %) moskih. Glede $tevila
dozivetih diskriminatornih dogodkov razlika med
spoloma statisti¢no ni znacilna (y*= 13,837, p = 0,611).
Tudi pri primerjavi dveh oblikovanih izobrazbenih
skupin statisticno pomembne razlike glede stevila
dozivetih diskriminatornih dogodkov nismo zaznali
(n__ =88, 66,66 %, n_ =44, 33,33 %; y = 19,437, p
= 0,247). Statisticno pomembne razlike glede $tevila
dozivetih diskriminatornih dogodkov prav tako ni
med oblikovanima starostnima skupinama (65-75 let:
n =58, 43,9 %; 76-90 let: n = 33, 25,0 %; x* = 16,783,
p = 0,400). Tabela 1 prikazuje frekvence odgovorov
anketiranih starostnikov na posamezna vprasanja o

Tabela 1: Diskriminatorni dogodki pri starostnikih v komunikaciji z zdravstvenimi delavci (n = 132)
Table 1: Discriminatory events of elderly in communication with the medical staff (n = 132)

Diskriminatorni dogodek/

Stevilo dogodkov n (%)

Discriminatory events 1 2 3

Sale na ra¢un starostnikov 69 (52,3) 12 (9,1) 51 (38,6)
Neupostevanje starostnikovega mnenja 96 (72,7) 19 (14,4) 17 (12,9)
Zaljivke na ra¢un starosti 116 (87,9) 6 (4,5) 10 (7,6)
Pomanjkanje spostovanja 114 (86,4) 9(6,8) 9(6,8)
Ignoranca zaradi starosti 91 (68,9) 16 (12,1) 25 (18,9)
Predvidevanje naglu$nosti 99 (75,0) 14 (10,6) 19 (14,4)
Pokroviteljski odnos 117 (88,6) 7 (5,3) 8(6,1)
Slabsa zavzetost 111 (84,1) 13 (9,8) 8(6,1)
Slabsa obravnava 111 (84,1) 13 (9,8) 8 (6,1)
Previsoka starost za dolo¢eno obliko zdravljenja 113 (85,6) 13 (9,8) 6 (4,5)

Legenda/Legend: 1 — nikoli/never; 2 — enkrat/once; 3 — vec kot enkrat/more than once; n — Stevilo/number; % — odstotek/percentage
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Tabela 2: Prizadetost starostnikov v komunikaciji z zdravstvenimi delavci (n = 91)
Table 2: Elderly affected in communication with the medical staff (n = 91)

Diskriminatorni dogodek/

Prizadetost n (%)

Discriminatory events 1 2 3

Sale na ra¢un starostnikov 73 (80,2) 12 (13,2) 6 (6,6)
Niso me vzeli resno 65 (71,4) 17 (18,7) 9(9,9)
Zaljivke na racun starosti 81 (89,0) 5(5,5) 5(5,5)
Pomanjkanje spostovanja 75 (82,4) 10 (11,0) 6 (6,6)
Ignoranca zaradi starosti 62 (68,1) 17 (18,7) 12 (13,2)
Predvidevanje naglusnosti 75 (82,4) 13 (14,3) 3(3,3)
Pokroviteljski odnos 70 (76,9) 18 (19,8) 3(3,3)
Slabsa zavzetost 84 (92,3) 4 (4,4) 3(3,3)
Slabsa obravnava 73 (80,2) 11 (12,1) 7(7,7)
Previsoka starost za doloceno obliko zdravljenja 71 (78,0) 14 (15,4) 6 (6,6)

Legenda/Legend: 1 — ni me prizadelo/I was not affected, 2 — prizadelo me je/I was affected, 3 — zelo me je prizadelo/I was very affected;

n — Stevilo/number; % — odstotek/percentage

dozivetih diskriminatornih dogodkih v komunikaciji
z zdravstvenimi delavci.

Tabela 2 prikazuje frekvence ocen posameznih trditev
glede stopnje prizadetosti anketiranih starostnikov v
komunikaciji z zdravstvenimi delavci. Upostevane so
ocene tistih anketiranih starostnikov, ki so navedli,
da so doziveli vsaj en diskriminatorni dogodek.
Od 91 (68,9 %) anketiranih starostnikov, ki so
doziveli vsaj en diskriminatorni dogodek, se jih 28
(30,8 %) ob tem ni pocutilo prizadeto, 23 (25,2 %) se jih
je vsaj enkrat pocutilo prizadeto, 40 (44,0 %) pa sejih je
vsaj enkrat pocutilo zelo prizadeto. Najvec starostnikov
(n =29, 31,9 %) se je pocutilo prizadeto ob doZiveti
ignoranci zaradi starosti, med njimi je bilo 17 (18,7 %)
starostnikov prizadetih in 12 (13,2 %) zelo prizadetih.
Sledita obcutek, da starostnika niso vzeli resno (n = 26,
28,6 %), pri ¢emer je bilo 17 (18,7 %) starostnikov
prizadetih in 9 (9,9 %) zelo prizadetih, in obcutek
pokroviteljskega odnosa zdravstvenih delavcev, ki je
prizadel 21 (23,1 %) starostnikov, od katerih so se 3
(3,3 %) pocutili zelo prizadeto.

Stopnje obc¢utka prizadetosti ob diskriminatornih
dogodkih smo opredelili s tristopenjsko lestvico, kjer je
1 pomenilo »ni me prizadelo«; 2 »prizadelo me je«in 3
»zelo me je prizadelo«. Pri oceni ob¢utka prizadetosti
za posamezno trditev smo upostevali povprecje
stopenj prizadetosti. Najvi$ja stopnja prizadetosti se
je pokazala pri trditvi o problemati¢nosti previsoke
starosti za doloceno obliko zdravljenja (povprecna
ocena obcutka prizadetosti: X = 2,24, s =0,539) in pri
trditvi o pomanjkanju spostovanja (povpre¢na ocena
obcutka prizadetosti: X = 2,22, s = 0,647).

Analiza rezultatov kaze, da glede stopnje obcutka
prizadetosti med zenskami (n = 44, 48,4 %) in moskimi
(n=47,51,6 %), kiso doziveli vsaj eden diskriminatorni
dogodek, ni statisticno pomembne razlike (y* =
13,554, p = 0,825). Statisti¢cno pomembne razlike pri

stopnji ob¢utka prizadetosti prav tako nismo zaznali
med oblikovanima izobrazbenima skupinama (n =
88, 66,7 %, n__ = 44, 33,3 %; y* = 20,807, p = 0,409)
niti med oblikovanima starostnima skupinama
(65-75 let: n = 58, 43,9 %; 76-90 let: n = 33, 25,0 %;
¥* = 19,328, p = 0,501).

Diskusija

Ugotovitve raziskave kazejo na pomembno prisotnost
starizma v klini¢nem okolju. Vsaj en diskriminatorni
dogodek sta v klini¢cnem okolju doziveli ve¢ kot dve
tretjini anketiranih starostnikov. Rezultat raziskave je
primerljiv z rezultati Palmorove raziskave (2001), ki prav
tako poroca o nekaj ve¢ kot dveh tretjinah anketiranih,
ki so doziveli enega ali ve¢ diskriminatornih dogodkov
(Palmore, 2001), in nekoliko nizji kot v raziskavi, ki so
jo z enakim vprasalnikom sedem let kasneje opravili
McGuire in sodelavci (2008) v Zdruzenih drzavah
Amerike. Vzdusje, ki ga je pogosto Cutiti v danasnjem
Casu, je do starosti prezirljivo in preZeto s stereotipi
(Kornadt & Rothermund, 2015), zato v raziskavi
ugotovljena pogostost diskriminatornih dogodkov ni
presenetljiva.

Visoka pogostost diskriminatornih dogodkov je
zaskrbljujoca najprej zaradi vpliva na obnasanje
starostnikov, raziskave namre¢ potrjujejo, da
starostniki, ki so delezni ve¢ diskriminacije, nizje
ocenjujejo svoje fizi¢no in psihi¢no pocutje (Coudin
& Alexopoulos, 2010; Kornadt & Rothermund, 2015).
Diskriminacija ima negativen vpliv tudi na kakovost
oskrbe, saj je le-ta neposredno povezana z odnosom
zdravstvenega osebja do starostnikov (Celik, et al.,
2009; Lu, et al., 2010). Zaradi negativnih stereotipov o
starostnikih zdravstveni delavci to skupino pacientov
obravnavajo manj zavzeto (Wenger, 2012; Travis, et al.,
2012; Sabik, 2013; Ramirez & Palacios-Espinosa, 2016).
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Stevilni zdravstveni delavci priznavajo, da raje
delajo z mlajsimi kot s starej$imi pacienti (Helton &
Pathman, 2008; Liu, et al., 2012; Meisner, 2012), saj
je pri starej$ih pacientih dostikrat prisoten zaletek
demence ali strah pred smrtjo, kar vpliva na otezeno
pridobivanje klini¢nih podatkov, ve¢jo porabo casa
za posameznika in s tem v povezavi lahko vodi k
»drugatnemu« odnosu zdravstvenih delavcev do
starostnikov. Tisti, ki verjamejo, da sta starost in
bolezen trdno povezani, lahko dolocene simptome
bolezni pripiSejo zgolj starosti (Stewart, et al., 2012) in
se zato redkeje odloc¢ajo za dolocene diagnosti¢ne in
terapevtske postopke kot pri mlajsih.

Ceprav smo pric¢akovali, da bodo zenske, ki so
pogosto diskriminirane tudi glede na spol (seksizem)
(Chrisler, et al, 2016) in v druzbenem okolju
prikazovane bolj negativno od moskih (Lemish &
Muhlbauer, 2012), pogosteje porocale o starostni
diskriminaciji, primerjava zenske — moski pokaze le
minimalno razliko. Podobno velja tudi za medsebojno
primerjanje glede na stopnjo izobrazbe ali glede
na starost starostnikov, tudi tu so namre¢ razlike v
Stevilu dozivetih diskriminatornih dogodkov in v
stopnji prizadetosti ob dozivetem dogodku statisti¢no
neznacilne.

Kadar za¢nemo govoriti o starosti, se hitro znajdemo
na tankem ledu med prijetno $alo, bistroumno ironijo
in zaljivim cinizmom. Humor v obliki $ale, ¢e je
uporabljen ob pravem trenutku in s pravim namenom,
se lahko uporablja za lajsanje napetosti okoli obéutljive
teme. Lahko pa je tudi pomenljiv, posmehljiv ali
zaljiv (Phillips, et al., 2010). Rezultati nase raziskave
kazejo, da je skoraj polovica anketiranih starostnikov
v zdravstveni ustanovi vsaj enkrat sliSalo Salo na
racun starosti. Nekaj anketiranih se je ob tem pocutilo
prizadeto, saj gre pri $aljenju za blago obliko starizma,
ki ga posamezniki podzavestno uporabijo v okviru
nekega odnosa.

Vsak si Zeli biti razumljen in sprejet taksen, kot je,
zato hitro opazi, kadar ga sogovornik na podlagi videza
vstavi v predal¢ek za »tak$ne« in ga zaradi starosti
jemlje manj resno. Vsako kategoriziranje namrec
vklju¢uje tudi seznam znacilnih lastnosti pripadnikov
kategorije, zato so starostniki pogosto nagovorjeni v
skladu s predpostavljenim stereotipom skupine, ki
naj bi ji pripadali (Praprotnik, 2012). Da starostnika
zaradi njegove starosti niso vzeli resno, je vsaj enkrat
imela obc¢utek nekaj manj kot tretjina anketiranih
starostnikov.

Pogosto se starostnike v zdravstvenih ustanovah
nepravilno ali celo Zzaljivo naziva, kot na primer:
puncka, decko, mlada dama, mladeni¢, dedek, babica
ali o¢ka in mamica (Cruikshank, 2008; Heintz et al,,
2013). Ceprav s tak$nimi nazivi zaposleni v zdravstvu
pogosto Zelijo ustvariti vzdusje domacnosti, lahko
takSno poimenovanje marsikoga prizadene in
marsikdo taks$no naslavljanje razume kot Zaljivko na
ratun njegove starosti. Nekaj manj kot ena petina

anketiranih starostnikov je imela obcutek, da so jih
zdravstveni delavci poimenovali z zaljivko na rac¢un
starosti. Upostevati je namre¢ treba, da se s staranjem
ne spreminjajo samo razumske funkcije, temvec
tudi custva, kar potencira prizadetost, kadar imajo
starostniki obcutek, da se jim zaradi njihove starosti
izkazuje manj spostovanja (Pecjak, 2007). Taksen
obcutek je imel le majhen delez anketiranih, vendar
so se ob tem skoraj vsi pocutili prizadeto ali zelo
prizadeto.

Prav tako starostnike prizadene, kadar jih sogovorniki
ignorirajo in se ob njih in o njih pogovarjajo in
odlocajo, kakor da jih ni zraven (depersonalizacija), Se
posebej, kadar sogovornik domneva, da ima starostnik
kognitivni primanjkljaj (Higashi, et al., 2012). Taks$no
obnasanje je dozivela skoraj ena tretjina anketiranih
starostnikov. Taks$ni pogovori so med zdravstvenimi
delavci pogosto lahko posledica prepricanja, da jih
starostniki tako ali tako ne slisijo, ker so zaradi starosti
naglus$ni. Zaradi taksnega prepri¢anja jih pogosto tudi
nagovarjajo zelo glasno. Zelo glasno govorjenje pa
mnogi povezujejo s strogostjo ali prepirom, zato bi
morali zdravstveni delavci glasno govorico uporabiti
Sele po odzivu, ki kaze, da jih starostnik ni slisal.
Obcutek, da so zdravstveni delavci predvidevali, da ne
sli$ijo dobro, je imela ve¢ kot tretjina anketiranih.

Ker se staranje kot proces razlikuje od posameznika
do posameznika, stereotipno predvidevanje, da
starostnik zaradi svoje visoke starosti ¢esa ne razume
dobro in da je zaradi starosti tudi slabSega zdravja,
depresiven in anksiozen, ni samoumevno ustrezno
(North & Fiske, 2012). Obcutek, da je zdravstveni
delavec predvideval, da starostnik ¢esa ne razume,
je imela nekaj manj kot Cetrtina anketiranih. Zaradi
tak$nega razmisljanja imajo zdravstveni delavci
tudi preve¢ za$c¢itniski in pokroviteljski odnos do
starostnikov. Z njimi govorijo na prav poseben nacin, ki
naj bi odseval dejstvo, da komunicirajo s starostnikom
(Praprotnik, 2015). Postanejo vljudni, govorijo glasneje
in tvorijo preproste stavke, kakor da bi se pogovarjali
z otroki (Heintz, et al., 2013). Tak$no komunikacijsko
prilagajanje je pogosto neprimerno in nepotrebno, saj
je bistvenega pomena, da v resnici vemo in razumemo,
kaj starostnik v resnici Zeli in potrebuje. Ce tega ne
vemo in ne razumemo, se pojavljajo Stevilne tezave in
nevsecnosti, katerih Zrtev so najpogosteje starostniki,
pogosto pa tudi zaposleni v zdravstveni ustanovi.
Pretirano za$citniski odnos starostnike postavlja na
nivo subjektov, ki ne odgovarjajo zase ter so nemoc¢ni
in odvisni od drugih. Tak$en odnos se pogosto
stopnjuje v kratenje avtonomije in osebnih pravic,
kjer se odlo¢a v imenu starostnika. Taks$no ravnanje
pa vpliva na starostnikovo dojemanje kakovosti
zdravstvene obravnave, saj starostnik opise odnos kot
dober le, kadar je obravnavan spostljivo (Chan, et al.,
2012).

Da so bili zaradi svoje starosti obravnavani manj
zavzeto kot drugi oz. mlajsi, je menila ve¢ kot tretjina
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anketiranih. Obnasanja, ki dajejo starostniku obc¢utek,
da je bil slabse obravnavan in da se je to zgodilo zaradi
njegovega videza, starosti ali druge osebne okolis¢ine,
so nedopustna. Ker je visoka starost pogosto
izkljucitveni dejavnik za mnoge klini¢ne raziskave
(Wenger, 2012; Chrisler, et al., 2016), kar posledi¢no
povzro¢i tudi pomanjkanje podatkov o primernosti
in ucinkovitosti razlicnih metod zdravljenja, so
starostniki lahko veckrat delezni poenostavljenih
pojasnil, da so prestari za »to in to«. Ceprav se pravica
do kompleksnejsega zdravljenja in najboljse mozne
oskrbe s starostjo ne zmanjsuje, se torej v zdravstvu
pogosto postavljajo starostne omejitve. Pri dolocenih
zahtevnih posegih je visoka starost res lahko ovira,
najpogosteje pa starostniki zaradi neustrezne
komunikacije dolo¢ene ovire, pravila in pojasnila
tudi napaéno razumejo. Spostljiva komunikacija
in razumljivo pojasnilo, ki upos$teva starostnikov
zivljenjski slog, njegove Zzelje in pric¢akovanja, je za
zmanj$evanje obcutka diskriminiranja na podlagi
starosti bistvenega pomena.

Proti starizmu se je treba boriti z znanjem in
pripravljenostjo, da se priblizamo vsaki osebi ne glede
na starost. Pomembna elementa pri preprecevanju
starizma in stigmatizacije starostnikov sta izobrazevanje
in ozave$Canje o starosti in starostnikih ter razvoj
komunikacijskih sposobnosti (Pfeifer, 2014). Siritev
znanja s podrodja gerontologije je pomembna
strategija za izbolj$anje odnosa zdravstvenih delavcev
do starostnikov (Hvali¢ Touzery, et al., 2013). Potreben
je poseben poudarek na izobraZevanju in razvoju
specialnih znanj na podrocju gerontologije, geriatrije
in drugih ved (Skela Savi¢, et al; 2010, Stewart, et
al., 2012; Sabik, 2013), saj so spremembe v dinamiki
staranja populacije v zadnjih desetletjih pripeljale do
potrebe za bolj$e razumevanje dejavnikov, ki vplivajo
na druzbeni odnos do staranja in starosti.

Raziskava ima nekaj pomembnih omejitev. Omejena
je geografsko, saj so bili vanjo vkljuceni le starostniki
severovzhodne Slovenije. Anketiranje je bilo izvedeno
samo v eni zdravstveni instituciji, zato rezultatov ne
moremo posplositi na druge zdravstvene institucije.
Kot omejitev je treba upostevati tudi omejeno velikost
vzorca. Toda kljub omenjenim omejitvam je raziskava
lahko podlaga za nadaljnje, morda bolj poglobljene
raziskave starizma v slovenskem klini¢nem okolju, kjer
se bomo ob izrazitem staranju populacije s starizmom
verjetno vse pogosteje srecevali.

Zakljucek

Raziskava potrjuje prisotnost starizma v klini¢nem
okolju, saj je vsaj en diskriminatorni dogodek dozivela
vec kot polovica vseh anketiranih. Najbolj so izstopale
trditve o $alah na racun starostnikov, ignoranci in
neresnem odnosu. Z najvi§jo stopnjo prizadetosti
pa so starostniki ocenili trditve o previsoki starosti
za doloceno obliko zdravljenja. Zdravstvene delavce

je treba osvestiti, da nekatere njihove odlocitve in
obna$anja predstavljajo diskriminacijo starostnikov.
Naj se morda zdijo Se tako nedolzna, ogovorjenega
lahko prizadenejo. Ker uspesna in profesionalna
komunikacija zal Se vedno ni v zadostni meri del
zdravstvene izobrazbe, se lahko znajdemo v situaciji,
da sogovornika prizadenemo, ne da bi se tega zavedali.
Proti starizmu in diskriminaciji se lahko borimo Sele
potem, ko ju poznamo in prepoznamo. Izobrazevanje
o starosti in starostnikih in o profesionalni komunikaciji
s to populacijo je treba uvesti v izobraZevanje vseh
profilov zdravstvenih delavcey, saj je le skozi izobrazevanje
mogoce stereotipe o starosti in starostnikih presedi.
Ozavescanje je treba usmeriti v promoviranje nacela
enakosti in v prepreCevanje vseh negativnih proti
starostnikom usmerjenih dejanj.
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1ZVLECEK

Uvod: Z nenacrtovanim ocenjevanjem na podlagi pomanjkljivo opredeljenih kriterijev lahko spregledamo
neuspesnega Studenta in tako prispevamo k njegovemu nevarnemu delovanju v klini¢cnem okolju. Namen
raziskave je bil ugotoviti, kak$na so stali§¢a in mnenja klini¢nih mentorjev ter $tudentov zdravstvene nege
glede ocenjevanja klini¢nega usposabljanja.

Metode: Uporabljena je bila kvantitativna deskriptivna metoda dela. Spletno anketo je izpolnilo 84
dodiplomskih Studentov zdravstvene nege, njeno tiskano razli¢ico pa 37 kliniénih mentorjev. Zbiranje
podatkov je potekalo od oktobra do novembra 2015. V analizi je bila uporabljena osnovna opisna statistika,
hi-kvadrat test, Mann-Whitneyev U-test in Pearsonov koeficient korelacije.

Rezultati: Klini¢ni mentorji so v ve¢ji meri kot Studenti mnenja, da bi se morali na klini¢no usposabljanje
nacrtno pripraviti (U = 790, p < 0,001). S Pearsonovim koeficientom korelacije (r = 0,215, p = 0,024) smo
ugotovili, da je zadovoljstvo z ocenjevanjem vseh anketiranih ve¢je, Ce je ocenjevanje sprotno in ne le kon¢no.
Hi-kvadrat test je pokazal, da anketiranci ocenjevalni list ocenjujejo kot samo zadovoljiv (n = 47, 43,5 %;
¥ =43, p=0,229).

Diskusija in zakljucek: Ve¢ina anketirancev ni zadovoljnih z na¢inom ocenjevanja klini¢nega usposabljanja.
Zavedajo se pomanjkljivosti ocenjevalnega lista, opozarjajo tudi na pomanjkanje ¢asa pri mentoriranju
$tudentov. Raziskava prispeva k boljemu razumevanju razmer v procesu ocenjevanja klini¢nega
usposabljanja.

ABSTRACT

Introduction: Unplanned assessment based on criteria that have not been precisely defined may result in
overlooking an unsuccessful student, thus contributing to hazardous work in a clinical setting. The purpose of
the research was to determine the views and opinions of clinical mentors and student nurses on the assessment
of clinical practice.

Methods: A quantitative descriptive method was used. 84 undergraduate nursing students participated in the
online survey and 37 clinical mentors completed the printed version of the survey. Data collection took place
from October to November 2015. Descriptive statistics, Chi-square test, Mann-Whitney U test and Pearson
correlation coefficient were used in the analysis.

Results: More clinical mentors than students believe that they should be thoroughly prepared for clinical
practice (U = 790, p < 0.001). Pearson's coeflicient of correlation (r = —0.215, p = 0.024) has shown that
satisfaction with the assessment of all respondents is greater if the assessment is formative and not only
summative. The hi-square test has shown that the respondents rated the assessment tool as satisfactory
(n=47,43.5 %; * = 4.3, p = 0.229).

Discussion and conclusion: Most respondents are not satisfied with the methods of clinical practice
assessment. They are aware of the weaknesses of the assessment tool. They also pointed out the time pressure
component in mentoring students. The research contributes to a better understanding of the clinical practice

assessment process.

https://doi.org/10.14528/snr.2017.51.4.157
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Uvod

Klini¢ni mentorji naj bi nacrtovali in organizirali
potek Kklini¢nega usposabljanja $tudentov skupaj
s koordinatorjem oz. mentorjem na fakulteti in
tako pripravili vse potrebno za prihod $tudentov na
mesto izvajanja klini¢nega usposabljanja. Studentom
naj bi zagotovili vse ustrezne pogoje za klini¢no
usposabljanje. Prav tako naj bi jih predstavili delovni
sredini, kjer bodo opravljali klinicno usposabljanje,
jih vodili, jim svetovali, jih nadzirali in na koncu tudi
ocenili (Kristl, et al., 2007).

V raziskavi, ki so jo izvedli Dale in sodelavci (2013)
na Norveskem, so Studenti zdravstvene nege izpostavili
svoje negativne izkusnje, saj naj bi jih klini¢ni mentorji
in drugi sprejeli nepri¢akovano, nepripravljeno in z
negativnimi reakcijami. Nekateri kliniéni mentorji so
odgovarjali, ¢e$ da niso bili seznanjeni s celotnimi navodili
za organizacijo in izvajanje klini¢nega usposabljanja ter
z drugimi dokumenti, ki jih je pripravila fakulteta. Ista
raziskava je pokazala, da klini¢ni mentorji vedno dobijo
dokumentacijo s strani fakultete z vsemi informacijami
o klini¢énem usposabljanju. Kljub temu pa so studenti
prepricani, da to dokumentacijo resni¢no pregleda in
se na klini¢no usposabljanje pripravi manj kot cetrtina
klini¢nih mentorjev. Pravijo, da klini¢ni mentorji za to
niso motivirani in da si ne Zelijo nalagati dela. Studenti
dodajajo, da klini¢ni mentorji niso poznali ne imen
$tudentov, ki so prihajali na klini¢no usposabljanje,
ne njihove stopnje znanja. Vse to kaze na potrebo po
boljsem sodelovanju fakultete z u¢nimi bazami, kjer se
izvaja klini¢no usposabljanje (Dale, et al., 2013).

Zaksek in sodelavci (2008) ter Butler in sodelavci
(2011) ugotavljajo, da je proces ocenjevanja zahteven
in da si klinicni mentorji za ocenjevanje Studentov
vzamejo zelo malo ¢asa. Tudi klini¢éni mentorji
priznavajo, da bi potrebovali ve¢ ur za usposabljanje
$tudentov (Jokelainen, et al., 2011). Raziskava, ki je
potekala v Veliki Britaniji na 27 univerzah, je pokazala,
da je na kliniénem usposabljanju neuspes$nih le majhen
delez $tudentov, kar potrjuje, da klini¢ni mentorji
neradi ocenijo $tudenta kot neuspe$nega (Hunt, et
al., 2012). Tudi Dufty in Hardicre (2007) sta v svoji
raziskavi ugotovili, da klini¢ni mentorji $tudente tezko
ocenijo kot neuspesne, ker se ustrasijo njihovih pritozb
in reakcij. Hunt in sodelavci (2012) ugotavljajo, da ni
jasnih kriterijev, s katerimi bi lahko bolj objektivno
ocenili napredovanje ali nenapredovanje $tudenta na
kliniénem usposabljanju. Strokovni svet zdravstvene
nege in babistva (Nursing and Midwifery Council
— NMC) v Veliki Britaniji se je glede nenatan¢nega
ocenjevanja in napredovanja $tudentov (kljub $ibkemu
oz. nezadovoljivemu znanju) zaskrbljujoce odzval.
NMC tako klini¢ne mentorje opozarja, da naj studente
naklini¢nem usposabljanju ocenjujejo strogo in kriticno
ter naj jih ozavesc¢ajo o njihovi vlogi, spostovanju pravil,
odgovornosti in dolznosti (Nursing and Midwifery
Council, 2008). Pomembno je, da se klini¢ni mentor

zaveda razlik med formativnhim ocenjevanjem in
kon¢no presojo ali sumativnim ocenjevanjem.
Priporocljiva so najmanj tri uradna srecanja (na
zacetku, sredi in na koncu klini¢nega usposabljanja),
na katerih bi klini¢ni mentor ocenjeval $tudenta (Dufty
& Hardicre, 2007). Na zacetku vsakega klini¢nega
usposabljanja bi klini¢ni mentor moral organizirati
zaetno ocenjevanje oz. orientacijsko srecanje. To
je organizirano srecanje, kjer se klini¢ni mentor in
$tudent dogovorita o poteku klini¢nega usposabljanja
ter o pri¢akovanjih in obveznostih, ki naj bi jih student
izpolnil v ¢asu klini¢nega usposabljanja. Srecanje naj
bi temeljilo na podlagi $tudentove samoocene, ki naj
bi bila predstavljena z analizo SWOT (S (strengths) —
prednosti, W (weaknesses) — slabosti, O (opportunities)
— priloznosti, T (threats) — nevarnosti) (University of
Surrey, 2013). Klini¢ni mentor bi glede na smernice
univerze pripravil akcijski na¢rt (Duffy & Hardicre,
2007). Pri vmesnem ocenjevanju ali ocenjevanju na
sredini klini¢nega usposabljanja bi klini¢ni mentor
$tudentu podal povratne informacije o njegovem
trenutnem znanju glede na dolo¢ene kriterije. Klini¢ni
mentor bi nato pripravil akcijski nacrt za $tudentovo
nadgrajevanje znanja in spretnosti. Tako poteka
formativno ocenjevanje in spremljanje $tudentovega
napredka (Dufty & Hardicre, 2007). Kon¢no oz.
sumativno ocenjevanje pa temelji na pregledu
pricakovanj in obveznosti, ki naj bi jih $tudent izpolnil
na klini¢nem usposabljanju (University of Surrey, 2013).
Student naj bi tako izpolnil vso dokumentacijo, ki je
potrebna za klini¢no usposabljanje. Pri ocenjevanju naj
bi se natan¢no upostevali vnaprej postavljeni kriteriji ter
vlozen ¢as in trud $tudenta (Dufty & Hardicre, 2007).

Namen in cilji

Namen raziskave je bil ugotoviti, kaksna so stalis¢a
in mnenja klini¢nih mentorjev ter $tudentov glede
ocenjevanja klini¢nega usposabljanja. Cilj je bil
ugotoviti, kako so anketirancizadovoljniz ocenjevanjem
klini¢nega usposabljanja in z obstoje¢im ocenjevalnim
listom, ter predlagati mozne izbolj$ave. Zastavili smo si
naslednji raziskovalni vprasanji:

mentorjev glede ocenjevanja klini¢nega usposabljanja?
— Kaks$no je mnenje studentov in klini¢nih mentorjev

o0 obstoje¢em ocenjevalnem listu?

Metode

Uporabljena je bila kvantitativna deskriptivna metoda
dela. Podatke smo zbirali s tehniko anketiranja.

Opis instrumenta
Uporabljen je bil strukturirani vpragalnik, ki je

bil oblikovan na podlagi izku$enj in pogovorov
s Studenti in klini¢nimi mentorji ter na podlagi
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pregleda znanstvene in strokovne literature (Levett-
Jones, 2007; Ramsak Pajk, 2007; Myall, et al, 2008;
Hunt, et al., 2012). Vprasalnik smo pilotno testirali
na desetih klini¢nih mentorjih in desetih $tudentih.
Pilotna raziskava je pokazala, da so bila anketirancem
navodila in vprasanja jasna. Mestoma smo vprasalnik
dopolnili.

Kliniécnim mentorjem smo anketni vprasalnik
posredovali v tiskani obliki, anketiranje $tudentov pa
smo po istem vprasalniku izvedli s pomocjo spletne
aplikacije za izvedbo anketiranja 1KA. Vprasalnik je bil
sestavljen iz treh sklopov. Prvi sklop je meril dejstva in je
bil razdeljen na $tiri dimenzije: organizacijo klini¢nega
usposabljanja (10 trditev), vlogo in obveznosti
$tudentov in kliniénih mentorjev (6 trditev), nacdin
ocenjevanja $tudentov na kliniénem usposabljanju
(16 trditev) in sodelovanje med klini¢nimi mentorji,
$tudenti in drugimi zdravstvenimi delavci (4 trditve).
Drugi sklop je meril staliS¢a do trditev (9 trditev),
ki so se nanasale na §tiri pravkar nastete dimenzije.
Tretji sklop so sestavljali demografski podatki (spol,
starost, delovna doba v zdravstvu). V prvem sklopu so
anketiranci ocenjevali pogostost v trditvah zapisanih
lastnosti, pri tem so se opredeljevali po petstopenjski
Likertovi lestvici (1 - nikoli, 2 — redko, 3 - obcasno, 4
- pogosto, 5 — vedno). V drugem sklopu pa so izrazali
stopnjo strinjanja z zapisanimi trditvami, in sicer prav
tako po petstopenjski Likertovi lestvici (1 je pomenilo
najnizjo in 5 najvi$jo stopnjo strinjanja).

Zanesljivost vprasalnika smo preverili po posameznih
sklopih trditev oz. njihovih dimenzijah ali Se
natan¢neje po elementih teh dimenzij. Izrac¢unane
vrednosti Cronbachovega koeficienta alfa za prvi sklop
so naslednje: organizacija klini¢nega usposabljanja
0,800; vloga in obveznosti studentov 0,520 ter klini¢nih
mentorjev 0,710; sodelovanje med klini¢nimi mentorji,
$tudenti in drugimi zdravstvenimi delavci 0,819;
elementi dimenzije na¢in ocenjevanja Studentov na
klini¢cnem usposabljanju: informiranje Studentov o
ocenjevanju 0,851; vsebina ocenjevanja 0,728; sprotno
ocenjevanje 0,717 in subjektivnost ocenjevanja 0,494.
Cronbachov koeficient alfa za drugi sklop trditev, ki
je meril stali§¢a do ocenjevanja, je znasal 0,678. Sibka
zanesljivost se je torej pokazala pri vrednotenju trditev
o subjektivnosti ocenjevanja in vlogah ter obveznostih
pri $tudentih, saj vrednosti pod 0,60 kazejo na $ibko
zanesljivost instrumenta, medtem ko so vrednosti
Cronbachovega koeficienta alfa nad 0,70 ustrezne
(Wallin Andreassen & Lindestad, 1998).

Opis vzorca

V priloznostni vzorec smo vkljud¢ili Studente
zdravstvene nege, ki so bili v tretji letnik prvi¢ vpisani
v Studijskem letu 2013/2014 ali 2014/2015, in klini¢ne
mentorje (diplomirane medicinske sestre/diplomirane
zdravstvenike) zdravstvene ustanove v ljubljanski regiji,
ki so bili vklju¢eni v klini¢no usposabljanje v obdobju

od 2011 do 2015. V raziskavo je bilo povabljenih vseh
295 $tudentov (112 izrednih in 183 rednih Studentov).
Anketo je izpolnilo 84 $tudentov (28,5 %), med njimi
je bilo 13 % moskih in 87 % zensk. V raziskavo je bilo
priloznostno povabljenih tudi 68 klini¢nih mentorjev,
odzvalo se jih je 37 (54 %). Povpre¢na delovna doba
izrednih Studentov je 3,78 let (s = 5,302); klini¢nih
mentorjev pa 21,29 let (s = 8,837).

Potek raziskave in obdelava podatkov

Vloga za izvedbo raziskave je bila odobrena s strani
strokovnega sveta za podrodje zdravstvene in babiske
negebolnisnice, kjer smoraziskavoizvedli. Sodelovanje
je bilo anonimno in prostovoljno. Studentom smo
posredovali povezavo do spletne ankete 1KA po
elektronski posti, klinicnim mentorjem pa smo
vprasalnik razdelili osebno. Ob razdelitvi vprasalnikov
smo anketiranim pojasnili namen in cilje raziskave ter
ravnanje s pridobljenimi podatki in njihovo uporabo.
Podatke smo zbirali oktobra in novembra 2015.

Podatki popolno izpolnjenih vprasalnikov so bili
obdelani s pomocjo racunalniskega programa SPSS
verzija22.0 (SPSS Inc., Chicago, IL, USA). Uporabljena
sta bili opisna in bivariatna statistika. Razlike med
klini¢nimi mentorji in $tudenti smo v spremenljivkah,
merjenih na ordinalni lestvici, preverjali z Mann-
Whitneyevim U-testom. Asociacijo med pripadnostjo
skupini ($tudenti, klini¢ni mentorji) ter percepcijo
ocenjevalnega lista smo preverili s hi-kvadrat testom.
Povezanost med sestavljenimi spremenljivkami, ki jih
obravnavamo kot merjene na intervalnem merskem
nivoju, smo preverjali s Pearsonovim koeficientom
korelacije. Za analizo in vejo preglednost smo
odgovore s ocenami strinjanja od 1 do 3 zdruzili v
skupno kategorijo »nizZje strinjanje« in odgovore z
ocenama 4 ali 5 v skupno kategorijo »visje strinjanje«.
Statisticna znacilnost je bila postavljena na ravni
tveganja 0,05.

Rezultati

V sklopu trditev, ki se je nanasal na stali§¢a in mnenja
klini¢nih mentorjev in $tudentov glede ocenjevanja
klini¢nega usposabljanja, so anketirani ocenili stopnjo
strinjanja z devetimi trditvami. Na prvo raziskovalno
vprasanje odgovorimo s pomocjo rezultatov v Tabeli
1, ki prikazuje, da se $tudenti in klini¢ni mentorji med
seboj statisticno znacilno razlikujejo v dveh stalis¢ih
do ocenjevanja Studentov na klini¢cnem usposabljanju.
Klini¢ni mentorji so v ve¢ji meri kot studenti mnenja,
da bi se moral klini¢ni mentor na ocenjevanje nacrtno
pripraviti (U = 790, p < 0,001). Studenti pa so v ve¢ji
meri kot kliniéni mentorji mnenja, da je pisanje
refleksij, dokumentacije in zbirne mape odve¢na
naloga $tudenta (U =633, p <0,001). V ostalih stali§¢ih
med kliniénimi mentorji in Studenti ni statisticno
znadilnih razlik.
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Tabela 1: Stalis¢a o ocenjevanju klinicnega usposabljanja
Table 1: Opinions on clinical practice assessment
Stalisce/ Skupina/  NiZje strinjanje/ Visje strinjanje/ .
View Group Low agreement (%) High agreement (%) Min  Maks Me " v p
Refleksije (kriticno . .
misljenje) studentoy  Studenti 55,1 44,9 1 5 3 78
bi pri ocenjevanju . 1147,50 0,107
morale imeti Veéji KllnlCn.l. 41,7 58,3 1 5 4 36
pomen. mentorji
Klini¢ni mentorji “ .
bi se morali na Studenti 28,6 71,4 1 5 4 77
ocenjevanje . 790,00 < 0,001
StudentovnaKU  Klinicni g 5 91,7 1 5 5 36
nacrtno pripraviti. mentorji
Klini¢ni mentorji “ .
bi morali dtudente  Studenti 36,8 63,2 1 5. 476
predhodno seznaniti . 1071,50 0,054
z datumom Kliniéni 54 ) 63,9 1 5 5 36
ocenjevanja. mentorji
Klini¢ni mentorji “ .
bi morali Studenti 13,2 86,8 1 5 5 76
$tudentom na — 1182,50 0,201
KU posvetiti ve¢  Klinicni 55 o 69,4 1 5 5 36
casa. mentor)l
Ocenjevanje « .
Studentov bi Studenti 6,6 93,4 1 5 5 76
moralo biti tako — 1358,00 0,940
sprotno kot Klinicni =y 88,9 2 5 5 36
konéno. mentorji ’ ?
Zadovoljen/-na - .
sem z Studenti 55,3 44,7 1 5 3 76
nac¢inom . 1046,00 0,063
ocenjevanja Klinini = 0 ¢ 31,4 1 5 3 35
KU studentov. mentorji
Znanje, ki ga N .
pridobim na KU, Studenti 14,5 85,5 1 5 4 76
je v veliki meri . 1253,00 0,437
odvisno od moje  Klinicni =), 75,0 2 5 4 36
motiviranosti. mentorji
Znanje, ki ga < .
pridobim na Studenti 34,2 65,8 2 5 4 76
KU, je v veliki — 1227,00 0,351
meri odvisnood ~ Kliniéni =55 50,0 2 5 4 36
klini¢nih mentorjev. mentorji
Pisanje refleksij, < .
dokumentacije Studenti 59,2 40,8 1 5 3 76
in zbirne mape je . 633,00 < 0,001
?dveéna naloga KllnlCn.l. 91)7 8,3 1 5 2 36
$tudenta. mentorji

Legenda/Legend: KU — klini¢no usposabljanje/clinical practice; Min — najnizja vrednost/minimum value; Maks - najvisja vrednost/
maximum value; Me — mediana/median; n — Stevilo/number; % - odstotek/percentage; U - vrednost Mann-Whitneyevega U-testa/
Mann-Whitney statistics U value; p - statisticna znacilnost/statistical significance

Klini¢ni mentorji (91,7 %) se strinjajo, da bi morali
kriterije za ocenjevanje bolj natan¢no opredeliti, da
bi ocenjevanje moralo biti tako sprotno kot kon¢no
(88,9 %) ter da bi klini¢ni mentorji morali tudentom
na klini¢nem usposabljanju posvetiti ve¢ ¢asa (69, 4 %).
Razkorak v stali$¢ih med anketiranimi S$tudenti
(44,9 %) in klini¢nimi mentorji (58,3 %) je viden
pri razmisljanju, da bi moralo biti kriti¢cno misljenje
$tudenta pri ocenjevanju bolj upostevano (p = 0,107).
Vecina klini¢nih mentorjev (69,4 %) in S$tudentov

(86,8 %) pa se strinja, da bi morali klini¢ni mentorji
s Studenti preziveti ve¢ casa (p = 0,201). Ve¢ kot
polovica anketirancev, tako $tudentov (55,3 %) kot
tudi klinicnih mentorjev (68,6 %), z ocenjevanjem
klini¢nega usposabljanja ni zadovoljna (p = 0,063).

S pomodjo Pearsonovega koeficienta korelacije smo
zeleli ugotoviti, ali je nezadovoljstvo z ocenjevanjem
povezano s sprotnim ocenjevanjem, informiranjem
$tudenta o ocenjevanju ali z vsebino ocenjevanja.
Rezultati v Tabeli 2 prikazujejo, da je nezadovoljstvo
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Tabela 2: Pearsonov koeficient korelacije med sestavljenimi spremenljivkami, ki merijo dololeno znacilnost

ocenjevanja, in nezadovoljstvom z ocenjevanjem

Table 2: Pearson correlation coefficient between the variables measuring assessment method and evaluation of

dissatisfaction

Znacilnost ocenjevanja/
Characteristics of assessment

Nezadovoljstvo z ocenjevanjem/
Dissatisfaction with the assessment

Informiranje $tudenta o ocenjevanju

-0,030
0,793
111

Rl ESH R

Vsebina ocenjevanja

0,020
0,799
112

S [o =

Sprotno ocenjevanje

-0,215
P 0,024
n 110

<

Legenda/Legend: r — Pearsonov koeficient korelacije/Pearson correlation coefficient; p — statisticna znacilnost/statistical significance;

n - Stevilo/number

Tabela 3: Mnenje Studentov in klinicnih mentorjev o ocenjevalnem listu
Table 3: Students' and clinical mentors' opinion about the assessment sheet

. . Skupina/Group
Ocena ocenjevalnega lista/ = ; — " Skupai/ »
The evaluation of assessment tool Studenti/ Klinicni mentorji/ upaj X 4
Students Clinical mentors Total
6 4 2
Zelo dober ali odli¢en (4 ali 5)
% 8,1 11,8 1,9
n 21 9 30
Dober (3)
% 28,4 26,5 27,8
B n 36 11 47
Zadovoljiv (2) 4,3 0,229
% 48,6 32,4 43,5
- n 11 10 21
Nezadovoljiv (1)
% 14,9 29,4 19,4
n 74 34 108
Skupaj
% 100,0 100,0 100,0

Legenda/Legend: n - Stevilo/number; % — odstotek/percentage; y* - hi-kvadrat test /chi square test: p — statisticna znacilnost/statistical

significance

z ocenjevanjem negativno, $ibko, vendar statisticno
znacdilno povezano s sprotnim ocenjevanjem (r =
-0,215, p = 0,024).

Na drugo raziskovalno vprasanje lahko odgovorimo s
testom hi-kvadrat, ki kaze, da klini¢ni mentorji in $tudenti
ocenjevalni list ocenjujejo podobno. Ve¢ina anketirancev
meni, da je obstoje¢i ocenjevalni list samo zadovoljiv
(Tabela 3). Razlika v porazdelitvi odgovorov pri studentih
in klini¢nih mentorjih ni statisticno znacilna.

Diskusija

Ocenjevanje Studentov na klini¢nem usposabljanju
je zahtevno, saj zahteva veliko s Studentom prezZivetega
¢asa, veliko ustreznega usmerjanja in ¢im  bolj
objektivno ocenjevanje, kar pa lahko dosezemo le z
natanc¢no oblikovanimi kriteriji. V nasi raziskavi smo

ugotovili, da bi bili tako Studenti kot klini¢ni mentorji
bolj zadovoljni, ¢e bi bilo ocenjevanje sprotno in ne le
kon¢no. Sprotno ocenjevanje mora biti prisotno, ker
omogoca spremljanje $tudenta skozi celotno klini¢no
usposabljanje in ga hkrati motivira. Student skupaj s
klini¢nim mentorjem ugotovi, katera podro¢ja mora
$e razvijati in katere kompetence mora $e usvojiti. Na
podlagi tega klini¢ni mentor pripravi akcijski nacrt
(Gopee, 2015; Houghton, 2016).

Rezultati nase raziskave so pokazali, da bi se klini¢ni
mentorji Studentom morali bolje predstaviti, bolj bi jim
morali predstaviti delovno okolje in zdravstveni tim, s
katerim bodo sodelovali. Dale in sodelavci (2013) prav
tako ugotavljajo, da bi klini¢ni mentorji morali biti
vnaprej seznanjeni z imeni Studentov, stopnjo znanja
in namenom Kklini¢nega usposabljanja. Vse to bi
prispevalo k boljsemu pocutju in k obéutku sprejetosti
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$tudentov na klinicnem usposabljanju. Ugotovili
smo tudi, da bi $tudenti, preden vstopijo v klini¢no
okolje, morali imeti dobro teoreti¢no podlago, prav
tako bi se klini¢ni mentorji na klini¢no usposabljanje
morali na¢rtno pripraviti. Klini¢ni mentorji bi znanje
$tudentov morali preveriti preden le-ti pri¢nejo s
prakticnim delom (Academic Quality Assurance
Office, 2011). Poleg tega bi klini¢ni mentorji s $tudenti
morali preziveti ve¢ Casa. Nasa raziskava je pokazala,
da so klini¢ni mentorji redko organizirali srecanja, na
katerih bi skupaj s $tudenti razpravljali o dogodkih v
klini¢nem okolju. NMC (2008) npr. dolo¢a, da mora
mentor oz. nadomestni mentor voditi in nadzorovati
$tudenta 40 % casa, ki ga $tudent prezivi na klini¢cnem
usposabljanju. Zaradi velikega obsega dela klini¢ni
mentorji tezko najdejo ¢as za mentorstvo $tudentu.
Toda kljub temu bi klini¢ni mentorji morali imeti
¢as, da bi se na mentorstvo dobro pripravili, Studenta
na kliniénem usposabljanju vodili ter da ga naértno
ocenili (Teatheredge, 2010).

Studenti se zavedajo, da je uspeh pridobivanja znanja
na klinicnem usposabljanju odvisen od njihove Zelje,
pripravljenosti, motiviranosti, radovednosti in iskanja
novih priloznosti za ucenje (Dale et al., 2013). Nasa
raziskava potrjuje, da je znanje, ki ga $tudenti pridobijo
na klini¢nem usposabljanju, v veliki meri odvisno od
njihove motiviranosti. Ugotovili smo, da bina ocenjevanje
morala bolj vplivati tudi $tudentova refleksija. Dokazano
je namre¢, da razpravljanje udinkovito pripomore k
izbolj$anju profesionalnega razvoja studenta, njegovih
zmoznosti reflektiranja in ocenjevanja usvojenih
kompetenc ter k odkrivanju moc¢nih ter $ibkih tock
$tudenta na klini¢nem usposabljanju. Razpravljanje
je pomembna priloznost za pridobivanje znanja in
spretnosti na klinicnem usposabljanju ter za razkrivanje
prakse zdravstvene nege, predvsem situacij, ki pogosto
ostanejo neopazene (Levett-Jones, 2007).

Rezultatiraziskave so pokazali, dabiklini¢ni mentorji
vec¢ji poudarek morali nameniti ocenjevanju in
prepoznavanju neuspesnih $tudentov, saj le-ti pogosto
kljub neznanju napredujejo in tako predstavljajo
nevarnost v klini¢cnem okolju. Pomembno je preveriti
kazalce, ki kaZzejo na neuspeh S$tudenta, ga tako
pravocasno prepoznati in ukrepati. Dufty in Hardicre
(2007) sta ugotovili, da klinicni mentorji $tudente
tezko ocenijo kot neuspesne, ker se najveckrat ustrasijo
njihovih reakcij in moznih pritozb. Ugotovitve kazejo,
da bi kriteriji ocenjevanja morali biti bolj natan¢no
opredeljeni in da bi se klini¢ni mentorji na ocenjevanje
morali naértno pripraviti. Hunt in sodelavci (2012)
prav tako ugotavljajo, da ni jasnih kriterijev, na podlagi
katerih bi napredovanje ali nenapredovanje Studenta
na klini¢nem usposabljanju lahko objektivno ocenili.

Rezultati so pokazali potrebo po izboljsanju
ocenjevalnega lista, ki ga uporablja fakulteta, iz katere
izhajajo anketirani Studenti, saj ga razmeroma velik
delez studentov in klini¢nih mentorjev ni ocenil kot
dobrega, temve¢ samo kot zadovoljivega (na lestvici od

1do5lezoceno2). Sklepamolahkole, daje ocenjevalni
list grobo sestavljen in da kriteriji niso dovolj natan¢no
oblikovani, da bi predstavljali zanesljivo, pravi¢no,
realno in objektivno oceno $tudentovega usvojenega
znanja. Oblikovanje natan¢nejsih kriterijev, ki bi bili
upostevani v ocenjevalnem listu, predstavlja velik izziv
za $tudente, klinicne mentorje, mentorje na fakulteti
in mentorje v u¢nih bazah, s katerimi je povezana
fakulteta, toda spremembe so pomembne in nujne,
zato jih je treba dobro preuciti in nato vpeljati v sistem
klini¢nega usposabljanja.

Omejitev v nasi raziskavi je omejeno Stevilo
anketiranih in slabsa zanesljivost enega podsklopa
vprasanj. Posamezni anketiranci so sodelovanje mogoce
odklonili zaradi obcutljivosti obravnavane tematike.
Rezultati veljajo samo za omenjeni vzorec, zato jih ne
moremo posplositi na celotno populacijo Studentov
zdravstvene nege v Sloveniji niti na vse klinicne
mentorje. V prihodnje bi bilo smiselno vprasalnik
izboljsati in raziskavo z uveljavljenimi spremembami
ponoviti ter jo razsiriti na vse visokoSolske strokovne
S$tudijske programe zdravstvene nege v Sloveniji
Raziskava bi morala biti usmerjena v iskanje takih
kriterijev ocenjevanja, s katerim bi dosegli ve¢jo
medsebojno primerljivost diplomantov glede osvojenih
kompetenc, in sicer ne le omejeno na Slovenijo,
temve¢ upostevaje tudi Studente primerljivih $tudijskih
programov zdravstvene nege drugod po Evropi.

Zakljucek

Ugotovitve v raziskavi so pokazale, da je kakovostno
kliniéno usposabljanje odvisno od medsebojnega
sodelovanja vseh akterjev klini¢nega usposabljanja,
organizacije in vodenja ter usmerjanja $tudentov na
kliniécnem usposabljanju. Velik pomen pripisujemo
tudi nadrtni pripravi klini¢nih mentorjev in $tudentov
na klini¢no usposabljanje. Klini¢no usposabljanje je
klju¢nega pomena za ugotavljanje usposobljenosti
$tudentov, zavedanje odgovornosti in vloge, ki jo le-ti
imajo na klini¢nem usposabljanju. Le z na¢rtovanim
ocenjevanjem na podlagi natan¢no oblikovanih
kriterijev lahko namre¢ zagotovimo kompetentnost
diplomiranih medicinskih sester in diplomiranih
zdravstvenikov in s tem poskrbimo za kakovost in
varnost v kliniénem okolju.
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1ZVLECEK

Uvod: Novoiz$olanim medicinskim sestram in babicam je mnogo $ol po svetu podeljevalo znacko za nosenje
na njihovi uniformi. Znacke so razli¢no poimenovane: Solske, sestrske, babiske ali diplomske znacke. Cilj
zgodovinske raziskave, katere namen je ohraniti védenje o tej nasi kulturni dedis¢ini, je bil ugotoviti, katere
slovenske zdravstvene $ole so znacke podeljevale in kaksne so le-te bile.

Metode: Pisnih virov o tej temi skoraj ni, zato je bilo opravljenih 346 intervjujev z upokojenimi in aktivnimi
medicinskimi sestrami, babicami, otroskimi negovalkami ali njihovimi svojci. Znacke, ki jih $e hranijo, so bile
dokumentirane s fotografiranjem. Zbranih je bilo tudi nekaj arhivskih fotografij, na katerih je no$enje znack
na uniformah dobro vidno. Raziskava je potekala od junija 2013 do decembra 2016.

Rezultati: V Sloveniji so vse nekdanje $ole za medicinske sestre, babice in otroske negovalke vsem ob uspesno
zaklju¢enem $olanju poleg listine podelile tudi znacko $ole. Prve znacke so bile podeljene leta 1925. Po reformi
srednjega $olstva (1981/82) znack niso ve¢ podeljevali. Dokumentiranih je pet znack z razli¢nimi simbolnimi
motivi in njihove §tevilne variante zaradi preimenovanja Sol. Nekaj manj kot petina (19 %) intervjuvanih svojo
znacko e hrani.

Diskusija in zakljucek: Znacke so dokaz nastanka in razvoja zdravstvenih $ol in so del slovenske zgodovine
zdravstvene nege. Svoje mesto bi morale najti v muzeju, morda tudi v samostojnem muzeju zdravstvene nege,

v kakr$nih so hranjene drugod po svetu.

ABSTRACT

Introduction: Around the world schools of nursing and midwifery awarded their graduates with badges or
pins. The pins are referred to with different names: school, nurse/midwives or graduation pins. The goal of this
historical research was, in addition to preserving knowledge on this cultural tradition, also to establish which
Slovenian schools presented these pins and what they looked like.

Methods: There are almost no written sources related to this topic, so 346 interviews with currently employed
nurses and midwives as well as retired nurses and midwives or their relatives were conducted. Photographs
exhibiting pins on nurses or midwives uniforms were also collected. The research was conducted from June
2013 to December 2016.

Results: It has been established that all graduates of Slovenian nursing and midwifery schools were presented
with graduation pins. The earliest pins were awarded in 1925. After the educational reform of secondary
schools in 1981/82 the pins were no longer presented. Five types of pins with different symbolic motifs were
documented. Less than a fifth (19 %) of the interviewees still have the pins in their possession.

Discussion and conclusion: The pins provide evidence of the foundation and development of healthcare
schools and present a part of Slovenian nursing history. They should be put in a museum or maybe even in an

independent museum of healthcare as it is customary elsewhere around the world.

https://doi.org/10.14528/snr.2017.51.4.174
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Uvod

V zadnji Cetrtini 19. stol. je nekaj Sol v svetu, ki
so izobrazevale medicinske sestre, pricelo svojim
diplomantkam poleg diplomske listine podeljevati
tudi diplomsko znacko, imenovano tudi kar sestrska
znacka, na kateri je bil obi¢ajno napisan naziv $ole ali
pa naziv bolnisnice, pri kateri je bila $ola organizirana.
V anglesko govorecih dezelah te znacke imenujejo
$olska, bolni$ni¢na ali diplomska znacka (badge). V
Zdruzenih drzavah Amerike znacko imenujejo pin,
slovesno podelitev znacke pa pinning ceremony. V
nemsko govorecih dezelah jih imenujejo diplomska
broska (Diplombrosche). V Sloveniji so te znacke
imenovali kar sestrska znacka.

O tem, katera zdravstvena Sola in kdaj je podeljevanje
znack izSolanim medicinskim sestram uvedla prva,
ni zanesljivih podatkov. Nekateri (Rode, 1989;
Sutherland, 1997) menijo, da imajo diplomske znacke
svoje predhodnike. To naj bi bilo znamenje kriza,
kasneje poimenovanega malteski kriz, ki so ga Ze v 12.
stol. na svojih oblacilih imeli krizarski vitezi in bratje
bolni$ni¢no-viteskega reda sv. Janeza v Jeruzalemu.
Predhodnice diplomskih znack so tudi medalje, ki jih
je svojim najboljsim ucenkam na Soli Bolni$nice sv.
Tomaza v Londonu podeljevala Florence Nightingale
(Ericksen, 2016).

Brown (1952) opisuje znacke, ki so jih nekatere
prve $ole za medicinske sestre v Zdruzenih drzavah
Amerike v 80. in 90. letih 19. stol. podeljevale vsem
svojim diplomantkam. V Avstro-Ogrski so prvi
generaciji diplomantk na Drzavni $oli za negovalke
bolnikov pri Splo$ni bolnisnici na Dunaju znacke
podelili leta 1915. Uredba o njihovi sluzbeni uniformi
iz leta 1914 je predpisovala, da morajo na svojem
delovnem mestu prejemnice diplomskih znack le-te
tudi nositi pripete na svoji uniformi (Kozon, 2006).
Separovi¢ (1989) omenja, da Mednarodni kodeks etike
medicinskih sester iz leta 1965 medicinskim sestram
nalaga, da na uniformi obvezno nosijo svoje znacke.
O prvih znackah slovenskih medicinskih sester piSe
Jarnovi¢ (1978): prvo tako slovensko znacko, delo
akademskega kiparja Lojzeta Dolinarja, je je v obdobju
pred letom 1934 svojim diplomantkam podeljevala
Sola za zas¢itne sestre v Ljubljani, drugo znacko, ki jo
je ustvaril akademski kipar France Gorge, je ista $ola
podeljevala od leta 1934 dalje.

Oznaka diplomirani je nekdaj imela pri nas in v
svetu drugacen pomen, kot ga ima danes, ko oznacuje
visokoSolsko stopnjo izobrazbe. Do sredine preteklega
stoletja so vse zdravstvene $ole ne glede na dolzino $olanja
za uspeSen zakljucek izobraZevanja podeljevale diplomo
in znacko Sole. Diplomsko listino so tako podeljevali tudi
izolanim bolniskim streznicam. Otroskim negovalkam
so tako listino skupaj z znacko podeljevali do ukinitve
Sole za otroske negovalke leta 1960.

V Sloveniji zdravstvene $ole Ze desetletja znack vec
ne podeljujejo. V Zdruzenih drzavah Amerike in v

drzavah Britanske skupnosti narodov (Commonwealth)
ter tudi v Avstriji nekatere Sole znacke Se vedno
podeljujejo in jih posamezne prejemnice poleg obvezne
sluzbene identifikacijske priponke na uniformo Se
vedno pripenjajo. V Sloveniji se je védenje o tem, da
so slovenske zdravstvene $ole podeljevale diplomske
znacke in da so te znacke mnoge zdravstvene delavke
na uniformi tudi nosile, Ze skoraj povsem izgubilo.

Podeljevanje diplomskih znack jeimelo ve¢ namenov.
Prejem znacke, ki jo je $ola diplomantkam podelila kot
nagrado za uspesno zaklju¢eno $olanje in kot ¢astno
dekoracijo ter viden znak dosezene izobrazbe, je
pomenil tudi simbolno iniciacijo oz. sprejem v stroko.
Ohranjal je obcutek pripadnosti Soli in povezanosti
z ostalimi diplomantkami iste Sole. Z znackami, ki
so jih nosile na uniformah oz. delovni obleki, so se
diplomantke tako jasno razlikovale od pomoznega,
nesolanega osebja v podobnih uniformah; znacke
so jim dajale tudi obcutek samozavesti in jim pri
delu povedevale avtoriteto. Pripeta znac¢ka z imenom
zdravstvene $ole je Solo tudi promovirala. Vsem,
ki so opravljale patronazno delo, je znacka, pripeta
na uniformi, predstavljala tudi zagotovilo dolocene
osebne zascite, saj so morale delati tudi v socialno
neurejenem, nemalokrat nevarnem okolju. Znacke so
bile izkaz uradne osebe, ki pri delu ne sme biti ovirana,
pac pa je treba z njo sodelovati.

Danes te znacke pomagajo pri proucevanju
fotografskega arhivskega gradiva, na katerem ni
nobenih podatkov. Znacke, vidne na uniformah, lahko
pomagajo pri pojasnitvi, kateri profil zdravstvene
delavke oz. delavca fotografija prikazuje. V primerih,
ko v zapuscini medicinske sestre, negovalke ali
babice spricevalo $ole ni ohranjeno, ohranila pa se je
diplomska znacka, le-ta pomaga okvirno ugotoviti, na
kateri $oli in kdaj se je oseba $Solala.

Znacke so pomembni dokazi nastanka, razvoja in
sprememb zdravstvenega Solstva tudi pri nas, so del
zgodovine zdravstvene nege in tudi del slovenske
kulturne dedis¢ine. V svetu so zato diplomske znacke
praviloma tudi sestavni del razstavljenega gradiva
muzejev zdravstvene nege.

Namen in cilji

Namen raziskave je bil ohraniti zanamcem védenje
o znackah, ki so price zgodovine in razvoja sestrskega
in babigkega Solstva v Sloveniji. Cilj raziskave je bil
ugotoviti, katere slovenske zdravstvene Sole so v 20.
stoletju hkrati z listino o doseZeni izobrazbi svojim
diplomantkam in diplomantom podeljevale tudi
znacko $ole, na kateri so se izobrazevali, in kaksne so
bile te znacke.

Metode

Uporabljena je bila interpretativna zgodovinska
metoda raziskovanja.
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Opis zbiranja zgodovinskih virov

Nasa osnovna Zelja ni bila oblikovati katalog znack,
zato podatkov o znackah nismo zbirali in zapisovali
po pravilih faleristike, tj. umetnostnozgodovinske
vede, ki proucuje odlikovanja. O razvoju slovenskih
zdravstvenih  Sol smo uporabljali podatke iz
¢lanka 50 let zdravstvenega strokovnega Solstva na
Slovenskem (Gradisek, 1974) in razstavnega kataloga
Sola za sestre: zdravstveno Solstvo na Slovenskem
(Sustar, 1992). Podatke o znackah, ki so jih nekdaj v
Sloveniji medicinske sestre, vi$je medicinske sestre,
otroske sestre negovalke, otroske negovalke, babice
in medicinske sestre babice skupaj z diplomo oz.
zaklju¢nim spric¢evalom prejele ob zakljucku Solanja,
smo najprej iskali v bibliografskih bazah podatkov
COBIB.SI, PubMed, Biomedicina Slovenica, dLib.si,
Digitalni arhiv Obzornika zdravstvene nege in Se
v literaturi, ki bi potencialno utegnila vsebovati
kakrsnekoli podatke o znackah zdravstvenih $ol
(strokovne revije, glasila in knjige, jubilejni zborniki
zdravstvenih Sol, porocila in katalogi, izdani ob
razstavah o zgodovini zdravstvenega $olstva na
Slovenskem, diplomske naloge, ¢asopisi), v arhivskem
gradivu in v zakonskih normativih, vendar v teh virih
kakrsnihkoli uporabnih podatkov nismo uspeli najti.
Iskanje smo razsirili $e na tuje podatkovne baze, saj
smo hoteli tudi primerjati podeljevanje diplomskih
znack zdravstvenih $ol v tujini in pri nas.

Za podatke o znackah smo pisno zaprosili vodstva
naslednic nekdanjih zdravstvenih $ol, pregledali
smo tudi spletne strani o zgodovini posameznih
zdravstvenih Sol. Za podatke smo prosili tudi na
Zbornici zdravstvene in babiske nege — Zvezi drustev
medicinskih sester, babic in zdravstvenih tehnikov
Slovenije ter predsednice ali <¢lanice regijskih
strokovnih drustev in ¢lanice Delovne skupine za
ohranjanje zgodovine zdravstvene in babiske nege. Vec
posameznic iz teh ustanov je zal lahko prispevalo le
malo ali samo nepopolne podatke ter le nekaj slikovnih
virov, $e najve¢ podatkov smo prejeli o znackah
Srednje zdravstvene Sole Celje. Podatke smo iskali
tudi v Zgodovinskem arhivu Ljubljane, v Slovenskem
$olskem muzeju, v Mestnem in v Narodnem muzeju,
v Muzeju novejSe zgodovine ter v umetnostnih
galerijah. Kljub pripravljenosti predstavnikov ustanov
za sodelovanje nam s podrobnimi podatki niso mogli
pomagati. Na nade pisne prosnje za sodelovanje nam
ena srednja zdravstvena $ola niti ni odgovorila, ena
pa nam, zaradi varovanja tajnosti osebnih podatkov,
spiskov svojih diplomantov ni posredovala.

Zaradi moznosti, da so kje diplomske znacke samo
omenjene ali na kaksni fotografiji na uniformi dobro
vidne, smo prelistali tudi vse $tevilke strokovnih revij
Medicinska sestra na terenu in Babiski vestnik, prebrali
smo raziskovalne naloge in diplomska dela na tematiko
zgodovine sestrstva in babistva. Pregledali smo
¢asopisje, ki je januarja 1925 porocalo o diplomiranju

prve generacije zas¢itnih sester in negovalk dojenckov
Sole za sestre v Zavodu za socialno-higiensko zastito
dece v Ljubljani. Clanki podeljevanja znack niso
omenjali. Ker za naso raziskavo tako nismo mogli
zbrati dovolj Ze objavljenih podatkov, smo se odlo¢ili,
da podatke pridobimo neposredno od prejemnic
diplomskih znack.

Izvedba odprtih intervjujev

S pilotskim intervjuvanjem smo ugotovili, da
slovenske zdravstvene $ole vsem, ki so $olanje priceli
po reformi leta 1981, znack niso ve¢ podeljevale. Pri
intervjujih se je bilo tako treba usmeriti v pretezno
ze upokojene civilne in redovne medicinske sestre,
babice in otroske negovalke ali sorodnike Ze pokojnih
prejemnic znac¢k. Da bi pri pretezno starejsi populaciji
dosegli kar najvecjo odzivnost, se nismo odlocili za
metodo razposiljanja vprasalnika po posti, temve¢ za
neposredno, osebno intervjuvanje ali intervjuvanje po
telefonu ali po e-posti.

Po osebni predstavitvi in pojasnilu, kaj raziskujemo,
smo prosili za intervju. Na Zeljo smo zagotovili
tudi anonimnost. Zastavili smo naslednja okvirna
vprasanja: »Kdaj ste $olanje zakljucili?«, »Ali ste ob
zakljucku Solanja skupaj z diplomo oz. spricevalom
prejeli tudi znacko z nazivom $ole?«, »Kaj je na znacki
upodobljeno?«, »Na kaksen nacin vam je bila znacka
izro¢ena?«, »Zakaj ste jo oz. je niste pri delu nosili na
uniformi?«, »Ali znacko $e hranite?«, »Kje in kako jo
hranite?«.

Opis vzorca intervjuvanih

Ob osebnih obiskih smo intervjuvali e aktivne
medicinske sestre na ve¢ oddelkih Univerzitetnega
klinicnega centra v Ljubljani in na Onkoloskem
institutu v Ljubljani. Medicinske sestre in babice
razli¢cnih oddelkov bolni$nic in zdravstvenih domov
po Sloveniji smo intervjuvali ve¢inoma po telefonu,
redkeje osebno ali po e-posti. Kontakte z upokojenimi
zdravstvenimi delavkami smo uspeli vzpostaviti
na osnovi spiskov diplomantk zdravstvenih $ol z
vna$anjem njihovih priimkov in imen v elektronski
telefonski imenik Slovenije. Z nekaterimi smo uspeli
vzpostaviti stik in jih intervjuvati, nekatere so nam tudi
posredovale telefonske Stevilke so$olk. Zanesljivost
podatkov smo povecali tako, da smo, kadar je bilo le
mogoce, intervjuvali ve¢ diplomantk istega letnika
iste izobraZevalne ustanove. Pri iskanju potencialnih
intervjuvank smo si pomagali Se s ¢lanki ob upokojitvah
medicinskih sester, objavljenih v internih glasilih
slovenskih bolni$nic in zdravstvenih domov. Kontakte
smo vzpostavljali tudi s pomodjo Zivljenjepisov
prejemnic in prejemnikov srebrnih in zlatih znakov
ter drugih priznanj v glasilu Utrip. Uspeli smo Se
intervjuvati nekaj nekdanjih ravnateljic, uditeljic in
instruktoric zdravstvenih $ol. Za obdobje od zacetka
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podeljevanja diplomskih znack, tj. od leta 1925 do leta
1944 nismo uspeli intervjuvati nobene od prejemnic
znack, intervjuvali pa smo nekaj njihovih svojcev, ki
diplomske znacke in diplome pokojnih medicinskih
sester ali otroskih sester negovalk $e hranijo. Za
pridobitev podatkov o primerih podeljevanja znack
babicam Ze pred ali med 2. svetovno vojno nismo
uspeli najti nobene intervjuvanke ali intervjuvanca.

V sklopu raziskave smo iskali in zbirali tudi fotografije
generacij ali posameznih diplomantk zdravstvenih $ol
ob zaklju¢ku $olanja, na katerih je vidno, da imajo na
civilni obleki ali uniformi pripeto znacko $ole, in slike
medicinskih sester, otroskih sester negovalk, otroskih
negovalk in babic, ki imajo pri delu na svoji uniformi
pripeto tudi znacko $ole.

V zaletnem obdobju raziskave smo po Sloveniji
obiskovali tiste prejemnice znack, ki le-te $e hranijo.
Se ohranjene znacke smo fotografirali. Kasneje smo
fotografirali tudi znacke, ki smo jih uspeli kupiti na
trgu s starinami. Znacke, ki so nam jih nekatere
intervjuvanke med razgovorom hotele podariti, smo,
razen v enem primeru, vedno odklonili.

Vseh intervjuvank in intervjuvancev je bilo 346,
nekatere smo intervjuvali tudi veckrat. Na kar nekaj
intervjujev smo morali ¢akati od nekaj tednov do vec
mesecev. Intervju so odklonile samo 4 osebe (1,2 %),
31 osebam (8,9 %) smo morali zagotoviti anonimnost.
Najmlajsa intervjuvanka je bila stara 48 let, najstarejsa
97 let. Med intervjuvanci je bilo 9 moskih (2,6 %).
Raziskava je potekala v obdobju od junija 2013 do
decembra 2016.

Rezultati

O znackah slovenskih medicinskih sester smo nasli
samo en ¢lanek (Jarnovi¢, 1978). Samo omembo, samo
sliko ali omembo s sliko diplomskih znack slovenskih
zdravstvenih Sol smo nasli v nekaj virih (Ambrozic,
1927; Dragas, 1930; Pirc, 1938; Organizacija otroskih
sester negovalk, 1941; Upravni odbor, 1953; Svajncer,
1983; Sustar, 1992; Borisov, 1995; Dobrajc, 2005; Kersic,
et al., 2011; Salobir & Vengust, 2013). Leta 2015 smo v
razstavni vitrini Ginekoloske klinike Univerzitetnega
klinicnega centra v Ljubljani (LeoniS¢e) odkrili
znacko in plaketo Babiske Sole, v vitrini Srednje
zdravstvene Sole v Ljubljani pa fotografijo diplomske
znacke predhodnice te $ole, tj. Sole za medicinske sestre
v Ljubljani.

Vse znacke zdravstvenih $ol, ki smo jih v raziskavi
odkrili, opisujemo v ¢asovnem zaporedju, kot so Sole
nastajale in delovale v Sloveniji. Izbor evidentiranih,
neocisc¢enih znack prikazuje Slika 1.

Ljubljana
Sola za sestre pri Zavodu za socialno-higiensko zascito

dece v Ljubljani je leta 1925 prvi generaciji diplomantk
podelila posrebreno znacko pokonéne ovalne oblike

z reliefno upodobitvijo majhnega golega otroka. Na
znalki je napis: SOLA ZA SESTRE V ZAVODU ZA
SOC. HIG. ZASCITO DECE V LJUBLJANI (Slika
1, Ljubljana 1). Zadaj je vtisnjeno ime graverja L.
PRAMER in kraj izdelave znacke WIEN IX. Slika 2
prikazuje nosenje te znacke na uniformi.

Omenjena Sola je bila leta 1931 preoblikovana v
$olo polivalentnega tipa in poimenovana Sola za
zascitne sestre v Ljubljani. Vodstvo $ole je gojenkam
zaklju¢nega letnika predstavilo osnutka za novo
diplomsko znacko, deli akademskih kiparjev Franceta
Gorseta in Antona Severja. Gojenke so v pismu
(Horvat, et al., 1935) prosile, da bi bila znacka, ki jo
bodo kupile in nosile, izdelana po Severjevem osnutku,
na katerem je simbolno predstavljeno delo zas¢itne
sestre. Pro$nje niso upostevali, $ola je diplomantkam
pricela podeljevati posrebreno znacko po Gorsetovi
predlogi, tj. znacko v obliki enakostrani¢nega trapeza
z reliefnim likom Zenske, ki v dvignjeni desnici drzi
svetilko. Skoraj polovica intervjuvank je to svojo
znacko glede na vsebovano simboliko imenovala
kar »Florence Nightingale znacka« (v nadaljevanju
standardna znacka). Na tej znacki pise: SOLA ZA
ZASCITNE SESTRE V LJUBLJANI (Slika 1, Ljubljana
2). Zadaj je vtisnjeno ime graverja in kraj izdelave J.
STIRN LJUBLJANA. Podeljevanje take znacke smo
lahko dokazali Se za leto 1947.

Omenjena ola je bila leta 1949 preimenovana v Solo
za medicinske sestre v Ljiubljani in generacija diplomantk
1950 in naslednje tri so prejele znacko s pravopisno
napako v napisu: SOLA ZA MEDECINSKE SESTRE
V SLOVENIJI (Slika 1, Slovenija 1 (Ljubljana)).
Graver in kraj izdelave nista bila ve¢ vtisnjena. Napis
na znacki ni bil skladen z nazivom $ole.

a) Visja Sola za medicinske sestre v Ljubljani

Sola za medicinske sestre v Ljubljani je leta 1954
prerasla v Visjo Solo za medicinske sestre v Ljubljani,
tako srednje $ole za medicinske sestre v Ljubljani ni
bilo ve¢. Vija $ola za medicinske sestre v Ljubljani je
ze prvim generacijam diplomantk pricela podeljevati
standardni tip znacke z napisom VISJA SOLA ZA
MEDICINSKE SESTRE V LJUBLJANI (Slika 1,
Ljubljana 3).

Po preoblikovanju in preimenovanju v Visjo Solo
za zdravstvene delavce (VSZD v Ljubljani) leta 1962
je Sola vi§jim medicinskim sestram podeljevala
standardni tip znacke z napisom VSZD V LJUBLJANI
ODDELEK ZA MEDICINSKE SESTRE (Slika 1,
Ljubljana 4). Slika 3 prikazuje noSenje te znacke na
uniformi. Pet intervjuvank je potrdilo prejem znacke
skupaj z diplomo $e v letu 1979, dve od teh jo Se
hranita. Nobena intervjuvana diplomiranka iz leta
1980 prejema znacke ni potrdila. VSZD v Ljubljani
fizioterapevtom in rentgenskim pomoc¢nikom, ki so se

T



332 Fischinger, ]. & Fischinger, D., 2017. / Obzornik zdravstvene nege, 51(4), pp. 328-339.

Liubljana | Liubljana 2 Slovenifa 1 Ljubljana 3 Ljubljana 4

Sloventja 2
{Ljubljana)

Slovenifa 4 lesenice | Jesenice 2 Jesenice 3 Novo mesto Sloven] Gradec

Slika 1: Izbor diplomskih znack nekdanjih slovenskih Sol za medicinske sestre, otroske sestre negovalke in babice v
Sloveniji, podeljenih v obdobju 1925—1984, v naravni velikosti (Vir: Zasebna zbirka Fischinger, Foto: ]. Fischinger)
Figure 1: Selection of graduation badges/pins of former nursing and midwifery schools in Slovenia, 1925-1984,
depicted in actual sizes (Source: Fischinger private collection, Photo: . Fischinger)
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Slika 2: Antonija Schiffrer, diplomantka sestrske Sole
v Ljubljani, generacija diplomantk 1925, z diplomsko
znacko na uniformi (glej Slika 1, Ljubljana 1) (Vir:
Neja, 1969, p. 136)

Figure 2: Antonija Schiffrer, graduate of Liubljana nursing
school, class of 1925, wearing her graduation badge (see
Figure 1, Ljiubljana 1) (Source: Neja, 1969, p. 136)

b) Sola za otroske sestre negovalke v Ljubljani

V okviru Zavoda za zdravstveno za$¢ito mater in
otrok v Ljubljani se je leta 1929 pricelo $olanje otroskih
sester negovalk najprej v Sestmese¢nih tecajih, od
sredine 30. let pa v enoletni $oli, ki je bila leta 1938
uradno poimenovana Sola za otroske sestre negovalke
v Ljubljani. Sola je diplomantkam poleg diplome
podeljevala tudi okroglo posrebreno znacko z likom
zene (otroske sestre negovalke) z majhnim otrokom
v narodju in napisom SOLA ZA OTROSKE SESTRE
NEGOVALKE V LJUBLJANI (Slika 1, Ljubljana
5). Na hrbtni strani te znacke je vtisnjeno J. STIRN
LJUBLJANA. Kateri umetnik je znacko oblikoval,
nismo uspeli izvedeti.

Po 2. svetovni vojni je bila $ola preimenovana v Solo
za otroske negovalke v Ljubljani. Diplomantke so leta
1951 prejele diplomsko listino z novim nazivom $ole in
ponikljano diplomsko znac¢ko, na kateri pa je bil $e stari
naziv Sole in kratica L.R.S. za ime Ljudska republika
Slovenija — na znacki je bil napis: SOLA ZA OTROSKE
SESTRE NEGOVALKE L.R.S. (Slika 1, Slovenija 2
(Ljubljana)), kar torej ni bilo skladno z uradnim nazivom
Sole. Slika 4 iz zacetka 50. let 20. stol. prikazuje to znacko
na uniformi otroske negovalke. Po 2. svetovni vojni na
zadnji strani znacke ni ve¢ oznake izdelovalca.

V naslednjih letih je bil napis na znacki enak uradnemu
nazivu $ole: SOLA ZA OTROSKE NEGOVALKE V
LJUBLJANI (Slika 1, Ljubljana 6).

Evidentirali smo $e manj$o, delno emajlirano znacko
z enakim motivom in napisom SOLA ZA OTROSKE
NEGOVALKE SLOVENIJE (Slika 1, Slovenija 3
(Ljubljana)), za katero pa nismo ugotovili, kdaj so jo
podeljevali niti ali so jo podeljevali samo v Ljubljani
ali morda tudi na $olah za otroske negovalke v Celju
in Mariboru.

Sola za otroske negovalke v Ljubljani je s Solsko
reformo leta 1960 postala Stiriletna Sola z novim
nazivom Sola za zdravstvene delavce za otrosko
zdravstvo, v letu 1963 je bila preimenovana v Solo za
otroske sestre. Ta tiriletna $ola znack ni podeljevala.

¢) Sola za medicinske sestre Ljubljana
Sola za medicinske sestre Ljubljana je leta 1967 nastala

iz Sole za otroske sestre. Imela je tri izobraZevalne
programe. Ta $ola je novoizsolanim sestram podeljevala

Slika 3: Anica Paulus, vis. med. ses., Klinika za
porodnistvo in ginekologijo Ljubljana, z diplomsko
znacko, fotografirano okoli leta 1970 (glej Slika 1,
Ljubljana 4) (Vir: Zasebni arhiv H. Skraban, Foto:
neznani fotograf)

Figure 3: Anica Paulus, RN, University Medical Centre
Ljubljana, Department of Obstetrics and Gynecology,
around 1970 wearing a graduation badge (see Figure
1, Ljubljana 4) (Source: H. Skraban private archive,
Photo: unknown photographer)



334

Fischinger, ]. & Fischinger, D., 2017. / Obzornik zdravstvene nege, 51(4), pp. 328-339.

Shka 4: Otroska negovalka Lo]zka Roser z dzplomsko
znacko, Otroske jasli Ljubljana zgodnja 50. leta 20.
stol. (glej Slika 1, Slovenija 2 (Ljubljana)) (Vir: Zasebni
arhiv A. Bele, Foto: neznani fotograf)

Figure 4: Nurse Lojzka Roser wearing her graduation
badge, Nursery Ljubljana in the early 50s of 20th century
(see Figure 1, Slovenija 2 (Ljubljana)) (Source: A. Bele
private archive, Photo: unknown photographer)

standardno znacko, in sicer z napisom SOLA ZA
MEDICINSKE SESTRE V LJUBLJANI (Slika 1,
Ljubljana 7). To znacko so diplomantkam podeljevali
vse do vklju¢no leta 1984, ko je Solanje zakljucila $e
zadnja generacija, izSolana po starem programu.

d) Babiska sola v Ljubljani

Svojim diplomantkam je znacke podeljevala tudi
Babiska Sola v Ljubljani. Kdaj in kaks$na znacka je
bila babicam prvi¢ podeljena, nismo uspeli ugotoviti.
Evidentirali pa smo podelitev pravokotne znacke iz
verjetno srebrne plocevine z reliefno upodobitvijo
babice z novorojen¢kom v narocju. Na znacki je napis
BABISKA SOLA LJUBLJANA (Slika 1, Ljubljana 8), Na
hrbtni strani je vtisnjeno J. STIRN LJUBLJANA. Tudi
za to znacko nismo uspeli ugotoviti, kateri umetnik jo
je oblikoval. Podeljevali so jo v 50. in v zgodnjih 60.
letih 20. stoletja.

Leta 1960 je Babiska Sola v Ljubljani postala Stiriletna.
Na $olo so zaradi do$olanja prihajale babice prej$njih
generacij. Ena od teh babic nam je med intervjujem
pokazala okroglo plaketo, ki jo je prejela po zakljucku
dodatnega Solanja. Na okrogli bakreni plaketi je
reliefni lik babice z novorojen¢kom v naro¢ju in napis

BABISKA SOLA LJUBLJANA (Slika 1, Ljubljana 9).
Sustar (1992) to plaketo omenja kot znacko.

Leta 1971 se je Babiska Sola v Ljubljani preimenovala
v Solo za medicinske sestre-babice, ki je podeljevala
okroglo posrebreno znacko zreliefnim likom zdravnika
Gerarda van Swietna (1700-1772), ustanovitelja
ljubljanske babiske $ole leta 1753. Na znacki je napis
LJUBLJANSKA BABISKA SOLA VAN SWIETEN
1753 (Slika 1, Ljubljana 10). Kdo jo je umetnisko
oblikoval, nismo ugotovili. Verjetno je oblikovana
po srebrni medalji z likom van Swietna, ki jo hrani
npr. Numizmati¢ni kabinet Umetnostnozgodovinskega
muzeja na Dunaju. Na znacki Sole ni oznake izdelovalca.
Znacko so prejele tudi dijakinje, ki so $e po starem
programu Solanje zakljucile leta 1984.

Maribor

Ve intervjuvank, ki so diplomirale na Soli za medicinske
sestre v Mariboru v letih 1949, 1950 in 1951, je potrdilo,
da so ob zaklju¢ku Solanja prejele tudi znacko $ole.
Danes nobena od njih te znacke nima vec¢. Po opisu je
to bila sestrska znacka standardnega tipa, torej povsem
enaka znacki (Slika 1, Slovenija 1 (Ljubljana)), kakr$no
so v zgodnjih 50. letih prejele diplomantke na Soli za
medicinske sestre v Ljubljani. Nekaj intervjuvank, ki so
diplomirale v letih 1953-1959, je potrdilo prejem take
znacke, nobena pa je ni uspela ohraniti.

Po reformi Solstvaleta 1960 je bila $ola preimenovana
v Medicinsko srednjo Solo Maribor, ki je podeljevala
standardno znacko, izdelano iz medeninaste plocevine
in z napisom MEDICINSKA SREDNJA SOLA MARIBOR
(Slika 1, Maribor 1). Ceprav je bilo po letu 1960 na 3oli
postopno uvedenoizobrazevanjerazli¢nih smeri, sovse
diplomantke te mariborske $ole, npr. tudi porodnisko-
ginekoloske sestre, prejele enako standardno sestrsko
znacko.

Leta 1971 se je Sola preimenovala v Zdravstveno Solo
Maribor, kar se je odrazilo tudi v napisu na diplomskih
znackah - ZDRAVSTVENA SOLA MARIBOR (Slika
1, Maribor 2). Mariborska zdravstvena $ola je imela
dislocirani oddelek na Ptuju, tudi diplomantkam
tega oddelka so podeljevali enako znacko. Po
preimenovanju mariborske zdravstvene $oleleta 1977 v
Zdravstveno $olo »Juge Polak« Maribor je znacka ostala
nespremenjena. Leta 1983 je bila $ola preimenovana
v Srednjo zdravstveno Solo Juge Polak Maribor, ki je
tega leta diplomsko znacko (Slika 1, Maribor 3) Se
podeljevala.

Zdravstvena Sola Maribor je v 70. letih 20. stoletja
posebno znacko z motivom zoba, okrog katerega se
ovija kaca, podeljevala vsem, ki so uspes$no zakljucili
$olanje zobozdravstvene smeri.

Celje

Ze prva generacija gojenk Sole za medicinske
sestre v Celju je leta 1958 pri zaklju¢ni slovesnosti
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podelitve diplom prejela tudi znacko $ole. Nobena od
intervjuvank znacke ni uspela ohraniti.

Leta 1960 je bila 3ola preimenovana v Solo za
zdravstvene delavce Celje, le-ta je podeljevala
posrebreno standardno zna¢ko z napisom SOLA ZA
ZDRAVSTVENE DELAVCE V CELJU. Izdelovalec
na znacki ni naveden. Nobene od omenjenih znack
nismo uspeli pridobiti za zbirko, niti ju nismo imeli na
razpolago za fotografiranje.

V Solskem letu 1977/78 se je Sola preimenovala v
Zdravstveni Solski center Celje, ki je podeljeval posrebreno
standardno znacko z napisom ZDRAVSTVENI SOLSKI
CENTER CELJE (Slika 1, Celje). Podeljevanje znacke
smo lahko ugotovili $e za leto 1981.

V Celju so leta 1948 organizirali enoletno Solo za
otroske negovalke, ki je delovala samo tri leta. Ali
je tudi ta Sola podeljevala diplomske znacke, nismo
ugotovili.

Murska Sobota

Sola za zdravstvene delavce je e prvi generaciji, ki
je zakljucila Solanje leta 1964, podelila standardno
znacko iz tanke bakrene plocevine. Evidentirana
znacka $e kaze znake posrebritve. Na znacki je napis
SOLA ZA ZDRAVSTVENE DELAVCE MURSKA
SOBOTA (Slika 1, Murska Sobota).

Po preimenovanju $ole v Zdravstveno Solo Murska
Sobota se je podeljevala posrebrena standardna
znacka, izdelana iz debelejse kovine. Na tej znacki je
napis SOLA ZA MEDICINSKE SESTRE MURSKA
SOBOTA, napis torej ni skladen s takratnim uradnim
nazivom Sole. Ve intervjuvank je prejem znacke
potrdilo $e za leto 1977.

Sempeter pri Gorici in Gorica

Prva generacija, ki je zakljucila Solanje leta 1965 na
Soli za zdravstvene delavce druge stopnje Antona Marka
Plencica — Sempeter pri Gorici, je prejela posrebreno
standardno znacko z napisom ZDRAVSTVENA
SREDNJA SOLA SEMPETER. Napis ni skladen s
takratnim uradnim nazivom Sole.

Po preimenovanju Sole v Solskem letu 1974/75
v Zdravstveno Solo Gorica so priceli podeljevati
standardno, posrebreno diplomsko znacko z napisom
ZDRAVSTVENA SOLA GORICA (Slika 1, Nova Gorica).
Take znacke je $ola podeljevala vsaj Se leta 1978.

Piran

Dijaki, ki so koncali Solanje na Srednji Soli za
zdravstvene delavce Piran, so leta 1965 prejeli
posrebreno standardno znacko z napisom SOLA
ZA MEDICINSKE SESTRE V SLOVENIJI (Slika
1, Slovenija 4 (Piran)). Kraj, kjer je $ola delovala, ni
naveden. Tudi po preimenovanju $ole leta 1971 v
Srednjo Solo Piran in leta 1978 v Zdravstveni center

- zdravstveni Solski center Piran je $ola $e naprej
podeljevala enake znacke kot prvi generaciji. Tako
znacko so podeljevali vsaj $e v letu 1979.

Jesenice

Sola za zdravstvene delavce Jesenice je v drugi polovici
60. let prejsnjega stoletja novoiz$olanim sestram
podeljevala standardno znacko iz tanke bakrene
plocevine z napisom SOLA ZA ZDRAVSTVENE
DELAVCE JESENICE (Slika 1, Jesenice 1). Znacko s
takim napisom, vendar posrebreno in masivnejso, je
prejela $e generacija, ki je Solanje koncala leta 1970.

Po preimenovanju $ole v drugi polovici 70. let
v Zdravstveno Solo Jesenice je $ola podeljevala
posrebreno standardno diplomsko znacko z napisom
ZDRAVSTVENA SOLA JESENICE (Slika 1, Jesenice
2). Katerega leta je bila znacka zadnji¢ podeljena,
nismo ugotovili.

Slika 5 prikazuje skupino novoizsolanih medicinskih
sester leta 1978, ki jih je ob delu za potrebe Univerzitetnega
klini¢nega centra v Ljubljani izobrazevala Zdravstvena
Sola Jesenice in imajo na uniformah znacko Sole (Slika
1, Jesenice 2).

Center srednjega usmerjenega izobraZevanja (CSUI)
na Jesenicah, ki je zdruZeval metalurske, kovinske,
druzboslovne in zdravstvene programe, je edina
$ola v Sloveniji, za katero smo lahko ugotovili, da je
novoiz$olanim zdravstvenim tehnicam in tehnikom,
ki so se $olali Ze po u¢nih programih usmerjenega
izobrazevanja, poleg diplome, kot je pisalo na listini
o dokonc¢anem $olanju, podeljevala tudi $e znacko.
Na tej posrebreni standardni znacki je bil napis
CSUI JESENICE ZDRAVSTVENO VARSTVO (Slika
1, Jesenice 3). Generacija, iz§olana leta 1985, je to
znacko $e prejela. Po sicer manj zanesljivih podatkih
je bila taka znacka podeljena $e generaciji, ki je Solanje
zakljucila leta 1987.

Novo mesto

Sola za zdravstvene delavce Novo mesto je prvi
standardno znacko iz tanke bakrene plocevine z napisom,
ki se razlikuje od uradnega naziva Sole: MEDICINSKA
SREDNJA SOLA NOVO MESTO. Zna&ko te $ole nismo
uspeli pridobiti, smo pa jo fotodokumentirali.

Leta 1971 je bila $ola, kot je razvidno na spricevalih
intervjuvank, preimenovana v Zdravstveno solo Novo
mesto, ki je podeljevala posrebrene standardne znacke
z napisom ZDRAVSTVENA SOLA NOVO MESTO
(Slika 1, Novo mesto). Intervjuvanke so prejem znacke
potrdile $e za leto 1980.

Slovenj Gradec

Zdravstvena Sola Slovenj Gradec je prvi generaciji
po uspes$no zaklju¢enem $olanju leta 1978 podelila
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Slika 5: Skupina novoiz$olanih medicinskih sester Zdravstvene Sole Jesenice s soavtorico tega clanka z diplomskimi

znackami pred Univerzitetnim klinicnim centrom v Ljubljani leta 1978 (glej Slika 1, Jesenice 2) (Vir: Zasebni arhiv

Fischinger, Foto: N. Kos)

Figure 5: Photograph of a group of newly educated nurses of Jesenice School of Nursing with the co-author in front
of University medical Centre Ljubljana in 1978 with their graduation badges/pins (see Figurel, Jesenice 2) (Source:

Fischinger private archive, Photo: N. Kos)

posrebreno standardno znacko z napisom ZDRAVSTVENA
SOLA SLOVEN] GRADEC (Slika 1, Slovenj Gradec).
Generacija, ki je zaklju¢ila Solanje leta 1983, je znacko Se
prejela.

Splosne ugotovitve o diplomskih znackah slovenskih
zdravstvenih Sol

Glede na pregledane vire lahko zaklju¢imo:

— Vse zdravstvene Sole Slovenije, razen Sole za otroske
sestre v Ljubljani in bolnicarskih $ol, so za uspe$no
zaklju¢eno Solanje podeljevale tudi znacke.

— Od leta 1935 do zacetka 80. let so vse srednje Sole za
medicinske sestrein VSZD v Ljubljani diplomantkam
podeljevale po obliki in motivu enake standardne
znacke. Razlikovale so se le glede na ime in kraj $ole
ter po materialu, iz katerega so bile izdelane.

— Vec kot Cetrtina intervjuvank se podelitve in prejema
znack, ¢eprav so le-to njihove so$olke potrdile, ne
spominja.

— Nobenaznacka nahrbtnistrani niimela vgraviranega
imena in priimka prejemnice (niti vsaj zacetnic) ali
zaporedne $tevilke ali datuma diplomiranja.

— Nadin izro¢itve znac¢k ni bil enoten, prav tako ne
nacin no$enja na uniformi.

— Sestre so znacke nosile predvsem zaradi ponosa na
$olo in na doseZeno izobrazbo, nekatere pa tudi le
zato, ker jim je bilo tako receno ali ker so jih pac
nosile tudi kolegice.

— Pravilnik Sole za zaicitne sestre v Ljubljani, ki ga je
napisal dr. Matija AmbroZi¢ in z odlokom odobril
minister za narodno zdravje 25. novembra 1926, v 22.
¢lenu sestram predpisuje vidno nosenje znacke na prsih
(Ambrozi¢, 1927). NoSenje znack potrjujejo tudi pisni
viri (Organizacija otroskih sester negovalk in vzgojiteljic,
1941) in fotografije (Dragas, 1930; Pirc, 1938).

— Po 2. svetovni vojni so srednje in vi$je medicinske
sestre ter otroske negovalke znacko vse manj nosile;
nosenje znacke so potrdile samo tri intervjuvane
babice.

— Kot razlog, zakaj znacke niso nosile, so intervjuvanke
navajale strah pred izgubo ali tatvino znacke, mozno
poskodovanje uniforme, hitro izgubo pri pranju
uniforme ali selitvah.

— V 70. letih je bilo nosenje znacke Ze opuséeno, nosile
so jo le Se redke posameznice.
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— Manj kot ¢etrtina intervjuvank diplomsko znacko se
ima, devet pa jih $e hrani tako znacko srednje kot
tudi znacko vije Sole.

— Prejemnice znacke hranijo pri zlatnini, pri dokumentih
ali nekje v stanovanju, kleti ali podstresju.

— Vecina znack je danes potemnelih, veliko jih je
zaradi no$enja obrabljenih ali poskodovanih.

Diskusija

Poimenovanje znack, ki so jih medicinske sestre
prejele skupaj z diplomo oz. spricevalom, z izrazom
sestrske znacke ni najustreznejSe. V kategorijo
sestrskih znack namrec uvrs¢amo tudi znacke regijskih
strokovnih drustev, znacke strokovnih srecanj in tudi
zlato znacko oz. zlati znak. Bolj ustrezen je izraz
diplomska znacka, saj natan¢no oznacuje, za katero
vrsto znacke gre.

V tuji literaturi najdemo ve¢ ¢lankov in knjig,
ki obravnavajo sestrske znacke, med njimi tudi
diplomske (Meglaughlin, 1990; Meixner Reed, 2009;
Kozon, 2011; Dugac & Horvat, 2013; Brbora, 2015). V
slovenski literaturi (Jarnovi¢, 1978) je najti samo en in
zato toliko bolj dragocen ¢lanek z opisom sicer samo
dveh znack $ole za medicinske sestre, ki je bil Ze pred
skoraj $tirimi desetletji, napisan v skrbi, da znacke
medicinskih sester ne bi bile pozabljene.

Da tako malo intervjuvank $e hrani svojo znacko, so
gotovo Se drugi vzroki, ne le tisti, ki so jih same navedle.
V tujini so bile znacke opremljene s podatki o prejemnici
in z datumom diplomiranja. Ker slovenske znacke
niso bile tako individualizirane, se morda prejemnice
nanje niso tako custveno navezale ter so jih manj
skrbno hranile, ¢eprav so sicer bile na znacko ponosne.
Slovenske znacke tudi niso bile iz dragih kovin.

Nekatere intervjuvanke se podelitve znack ne
spominjajo. Morda $ole kateri od generacij iz razli¢nih
vzrokov znack sploh niso uspele podeliti. VSZD v
Ljubljani je v 70. letih, kot je razvidno iz knjige diplom
(Knjiga diplom zdravstvene nege VSZD Ljubljana,
1978), iz razli¢nih vzrokov medicinskim sestram
(samo) diplomsko listino posiljala kar po posti.

Manjsa navezanost na znacko je verjetno tudi
posledica tega, da ob podelitvi znac¢k ni bil dovolj
pojasnjen in poudarjen njihov pomen in da tudi njihova
podelitev ni bila tako svecana, kot je bila ali je $e danes
v nekaterih drzavah po svetu. Svecanost ob zaklju¢ku
$olanja medicinskih sester sicer v novej$em casu tudi
v Sloveniji postaja vse slovesnej$a. Leta 2011 je bila na
Visoki Soli za zdravstveno nego Jesenice, danes Fakulteti
za zdravstvo Angele Boskin, uvedena svecana poklicna
prisega Angele Boskin, ki jo diplomanti $tudijskega
programa prve stopnje zdravstvene nege izrecejo ob
prizgani oljni svetilki (Romih, et al., 2012).

V svetu je precej zdravstvenih $ol znacke prenehalo
podeljevati, ker naj bi bile zastarele oz. ker jih nadomes¢a
identifikacijska priponka. Vendar v svetu diplomske
znacke podeljujejo nekatere novoustanovljene $ole.

Obcasno se pojavi tudi predlog, da bi Sole, ki so
podeljevanje znack ze opustile, le-tega ponovno uvedle
(Grypma, 2011). Verjetno bi bili znacke ali plakete
z imenom in priimkom ter datumom zakljuc¢enega
$olanja veseli tudi nas$i maturanti oz. diplomanti
zdravstvenih $ol.

Prenehanju podeljevanja znack pri nas je gotovo
botrovalo ve¢ vzrokov. Z zdruzevanjem zdravstvenih
in nezdravstvenih $ol so Sole dobile nova imena, ki
niso bila ve¢ primerna za zapis na sestrske znacke.
Kateri so bili vzroki, da je VSZD v Ljubljani svojim
diplomantkam na Oddelku za medicinske sestre
diplomske znacke prenehal podeljevati, ni ugotovljeno.
Zal danasnja identifikacijska priponka ne sporoca,
tako kot so nekdaj znacke, na kateri $oli se je oseba
izSolala. Toda danes je vse bolj pomembno, na kateri
$oli se je kdo izobrazeval, zato v nekaterih zdravstvenih
ustanovah v tujini posamezne medicinske sestre in
babice poleg priponke nosijo tudi znacko svoje Sole.
Callander-Grant (2001) ugotavlja, da je nabava znack
za Sole prevelik stroSek. Problem stro$kov za znacke
vecina zdravstvenih $ol v Zdruzenih drzavah Amerike
re$uje tako, kot so ga Ze reSevale tudi posamezne $ole
pri nas, namre¢ da morajo tisti, ki znacko Zzelijo prejeti,
le-to prej naroditi in placati.

Medtem ko je v tujini zbiranje vseh vrst sestrskih
znack precej razSirjeno, pri nas ni tako. Podatki,
ki smo jih zbrali o diplomskih znackah, vsekakor
niso popolni, $e zlasti, ker metoda raziskave temelji
pretezno na ustni zgodovini, ki ni vedno zanesljiva.
Obstaja tudi nevarnost napa¢nih zaklju¢kov. Nekatere
intervjuvanke imajo namre¢ po ve¢ znack zdravstvenih
$ol iz razli¢nih obdobij, saj hranijo tudi podarjene
znacke starej$ih sodelavk. Nekaterim so izgubljeno
znacko kasneje nadomestili z novejso. Babice so novo
znacko lahko kupile tudi $e leta po zakljucku svojega
$olanja (Anon, 1953). Vse to povzroca tezave Se zlasti
pri datiranju podeljevanja znack. Omejitev raziskave
predstavlja tudi dejstvo, da so diplomantke iz obdobja
pred 2. svetovno vojno pokojne in da smo intervjuvati
uspeli le malo njihovih svojcev. Raziskava je bila torej
opravljena nekaj desetletij prepozno.

Nekaterih podatkov res da ne bo ve¢ mogoce zbrati
v celoti, vendar bi bilo vseeno vredno raziskovati Se
naprej. Marsikateri podatek bi lahko $e posredovala
katera izmed C¢lanic sekcij upokojenih medicinskih
sester in babic. V tujini ponekod organizirajo t. i.
bring a badge day, ko na svoja srecanja medicinske
sestre prinesejo na ogled svoje diplomske znacke.
Taka srecanja bi bilo dobro organizirati tudi pri nas.
Za zbiranje podatkov o znackah bi bilo smiselno
motivirati tudi mlajse generacije medicinskih sester in
babic, marsikatera pozna kaksno starej$o medicinsko
sestro ali babico, nekatere pa so njihove héerke ali
vnukinje. Z zbranimi podatki bi zapolnili vrzeli in
popravili morebitne pomanjkljive ali celo napaéne
podatke pricujoce raziskave. Vsak nov podatek,
popravek ali predlog za izpopolnitev bo dragocen.
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Zakljucek

Znacke nasih medicinskih sester, otroskih negovalk
in babic so dokaz nastanka, razvoja in sprememb
zdravstvenega Solstva v Sloveniji in jih vsekakor
moramo obvarovati pred pozabo. Zelimo si, da bodo
kot pomemben del zgodovine slovenske zdravstvene
nege in naSe kulturne dedi$¢ine neko¢ svoje mesto
nasle tudi v muzeju zdravstvene nege.
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NAVODILA AVTORJEM
Splos$na navodila

Clanek naj bo napisan v slovenskem ali angleskem
knjiznem jeziku, razumljivo in jedrnato, dolg naj bo
najve¢ 5000 besed za kvantitativno in do 6000 besed za
kvalitativno zasnovane raziskave. Stevilo besed se nanasa
na besedilo ¢lanka in ne vklju¢uje naslova, izvlecka,
tabel, slik in seznama literature. Avtorji naj uporabijo
Microsoft Wordovo predlogo, ki je dostopna na spletni
strani urednistva. Vsi ¢lanki, ki so uvrséeni v uredniski
postopek, so recenzirani s tremianonimnimi recenzijami.
Revija objavlja le izvirna, $e neobjavljena znanstvena
dela. Za trditve v ¢lanku odgovarja avtor oziroma avtorji,
¢e jih je ve¢ (v nadaljevanju avtor), zato mora le-ta biti
podpisan s celotnim imenom in priimkom, treba je
navesti strokovne naslove, akademske nazive avtorja in
izvolitev v pedagoski ali raziskovalni naziv, v kolikor ga
avtorima. Ceje &lanek napisan vangleskem jeziku, morajo
biti v angleskem jeziku zapisani tudi strokovni naslovi,
akademski nazivi in izvolitev v pedagoski ali raziskovalni
naziv. Avtor mora pri oddaji ¢lanka dosledno upostevati
navodila glede standardizirane znanstvene opreme,
videza in tipologije dokumentov ter navodila v zvezi z
oddajo ¢lanka. Clanek bo uvri¢en v nadaljnjo obravnavo,
ko bo pripravljen v skladu z navodili urednistva.

Ce ¢&lanek objavlja raziskavo na ljudeh, naj bo v
podpoglavju metod Opis poteka raziskave in obdelave
podatkov razvidno, da je bila raziskava opravljena
skladno z naceli Helsinsko-Tokijske deklaracije, opisan
naj bo postopek pridobivanja dovoljenj za izvedbo
raziskave. Eksperimentalne raziskave, opravljene na
ljudeh, morajo imeti soglasje komisije za etiko bodisi
na ravni ustanove ali ve¢ ustanov, kjer se raziskava
izvaja, bodisi na nacionalni ravni.

Naslov ¢lanka, izvlecek, klju¢ne besede, tabele (opisni
naslov in legenda) ter slike (opisni naslov oz. podpis
in legenda) morajo biti v slovens¢ini in angles¢ini, le-
to velja tudi za anglesko pisane ¢lanke, le da so v tem
primeru nastete enote navedene najprej v angle$c¢ini in
nato v slovenscini. Skupno Stevilo slik in tabel naj bo
najve¢ pet. Tabele in slike naj bodo v besedilu ¢lanka na
ustreznem mestu. Za prikaz rezultatov v tabelah, slikah
in besedilu je treba uporabljati statisti¢cne simbole, ki jih
avtor najde na spletni stranirevije, poglavje Navodila. Na
vsako tabelo in sliko se mora avtor v besedilu sklicevati.
Uporaba sprotnih opomb pod ¢rto ni dovoljena.

Opredelitev tipologije

Uredni$tvo razvrsti posamezni ¢lanek po veljavni
tipologiji za vodenje bibliografij v sistemu COBISS
(Kooperativni online bibliografski sistem in servisi)
(dostopno na: http://home.izum.si/COBISS/bibliografije/
Tipologija_slv.pdf). Tipologijo lahko predlagata avtor in
recenzent, kon¢no odlocitev sprejme glavni in odgovorni
urednik.

Metodoloska struktura ¢lanka

Naslov, izvlecek in klju¢ne besede naj bodo v
slovens¢ini in angle$¢ini. Naslov naj bo skladen z
vsebino ¢lanka in dolg najve¢ 120 znakov. Oblikovan
naj bo tako, da je iz njega razviden uporabljeni
raziskovalni dizajn. Ce naslovu sledi podnaslov, naj
bosta locena s podpi¢jem. Navedenih naj bo od tri
do Sest klju¢nih besed, ki natan¢neje opredeljujejo
vsebino ¢lanka in ne nastopajo v naslovu. Izvlecek naj
bo strukturiran, vsebuje naj 150-220 besed. Napisan
naj bo v tretji osebi. V izvlecku se ne citira.

Strukturirani izvleCek naj vsebuje naslednje
strukturne dele:

Uvod (Introduction): Navesti je treba klju¢na
spoznanja dosedanjih raziskav, opis raziskovalnega
problema, namen raziskave, v katerem so opredeljene
klju¢ne spremenljivke raziskave.

Metode (Methods): Navesti je treba uporabljeni
raziskovalni dizajn, opisati glavne znacilnosti vzorca,
instrument raziskave, zanesljivost instrumenta,
kje, kako in kdaj so se zbirali podatki in s katerimi
metodami so bili obdelani in analizirani.

Rezultati (Results): Opisatije treba najpomembnejse
rezultate raziskave, ki odgovarjajo na raziskovalni
problem in namen raziskave. Pri kvantitativnih
raziskavah je treba navesti vrednost rezultata in raven
statisti¢ne znacilnosti.

Diskusija in zaklju¢ek (Discussion and conclusion):
Razpravljati je treba o ugotovitvah raziskave, navesti se
smejo le zakljucki, ki izhajajo iz podatkov, pridobljenih
pri raziskavi. Navesti je treba tudi uporabnost
ugotovitev in izpostaviti pomen nadaljnjih raziskav
za boljSe razumevanje raziskovalnega problema.
Enakovredno je treba navesti tako pozitivne kot tudi
negativne ugotovitve.

Struktura izvirnega znanstvenega
¢lanka (1.01)

Izvirni znanstveni c¢lanek je samo prva objava
originalnih raziskovalnih rezultatov v taksni obliki,
da se raziskava lahko ponovi ter ugotovitve preverijo.
Revija objavlja znanstvene raziskave, za katere zbrani
podatki niso starejsi od pet let ob objavi ¢lanka v reviji.

Uvod: V uvodu opredelimo raziskovalni problem,
in sicer v kontekstu znanja in znanstvenih dokazov, v
katerem smo ga razvili. Pregled obstojece znanstvene
literature mora utemeljiti potrebo po nasi raziskavi in
je osnova za oblikovanje namena in ciljev raziskave,
raziskovalnih vprasanj oz. hipotez in izbranega dizajna
raziskave. Uporabimo znanstvena spoznanja in
koncepte aktualnih mednarodnih in domacih raziskav,
ki so objavljenakot primarnivir in niso starej$a od deset
oziroma pet let. Obvezno je citiranje in povzemanje
spoznanj raziskav in ne mnenj avtorjev. Na koncu
opredelimo namen in cilje raziskave. Priporo¢amo
zapis raziskovalnih vprasanj (kvalitativna raziskava)
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oz. hipotez (kvantitativna raziskava).

Metode: V uvodu metod navedemo izbrano
raziskovalno paradigmo (kvantitativna, kvalitativna)
in uporabljeni dizajn izbrane paradigme. Podpoglavja
metod so: opis instrumenta, opis vzorca, opis poteka
raziskave in obdelave podatkov.

Pri opisu instrumenta navedemo: opis sestave
instrumenta, kako smo oblikovali instrument,
spremenljivke v instrumentu, merske znacilnosti
(veljavnost, zanesljivost, objektivnost, obcutljivost).
Navedemo avtorje, po katerih smo instrument povzeli,
ali navedemo literaturo, po kateri smo ga razvili.
Pri kvalitativni raziskavi opiSemo tehniko zbiranja
podatkov, izhodi$¢na vprasanja, morebitno strukturo
poteka zbiranja podatkov, kriterije veljavnosti in
zanesljivosti tehnike zbiranja podatkov.

Pri opisu vzorca navedemo: opis populacije, iz
katere smo oblikovali vzorec, vrsto vzorca, koliksen
je bil odziv vklju¢enih v raziskavo, opis vzorca po
demografskih podatkih (spol, izobrazba, delovna
doba, delovno mesto ipd.). Pri kvalitativni raziskavi
opredelimo $e moznosti vklju¢itve in izbrani nacin
vkljucitve v raziskavo, vrsto vzorca, velikost vzorca in
pojasnimo zasicenost vzorca.

Pri opisu poteka raziskave in obdelave podatkov
navedemo etina dovoljenja za izvedbo raziskave,
dovoljenja za izvedbo raziskave v organizaciji,
predstavimo potek izvedbe raziskave, zagotovila
za anonimnost vkljucenih ter prostovoljnost pri
vkljucitvi v raziskavo, navedeno obdobje, kraj in
nacin zbiranja podatkov, uporabljene metode analize
podatkov, pri slednjem natan¢no navedemo statisti¢ne
metode, program in verzijo programa statisticne
obdelave, meje statisti¢ne znacilnosti. Pri kvalitativni
raziskavi natan¢no opiSemo celoten potek raziskave,
nacin zapisovanja, zbiranja podatkov, $tevilo izvedb
(opazovanj, intervjujev ipd.), trajanje izvedb, sekvence,
transkripcijo podatkov, korake analize obdelave,
tehnike obdelave in interpretacije podatkov ter
receptivnost raziskovalca.

Rezultati: Rezultate prikazemo besedno oz. v
tabelah in slikah ter pazimo, da izberemo le en prikaz
za posamezen rezultat in da se vsebina ne podvaja.
V razlagi rezultatov se osredoto¢amo na statisticno
znacilne rezultate in tiste, ki so nas presenetili. Rezultate
prikazujemo glede na stopnjo zahtevnosti statisti¢ne
obdelave. Pri prikazu rezultatov v tabelah in slikah je
za vse uporabljene kratice potrebna pojasnitev v legendi
pod tabelo ali sliko. Rezultate prikazemo po postavljenih
spremenljivkah, odgovorimo na raziskovalna vprasanja
oz. hipoteze. Pri kvalitativnih raziskavah prikazemo
potek oblikovanja kod in kategorij, za vsako kodo
predstavimo eno do dve reprezentativniizjavi vklju¢enih
v raziskavo, ki najbolje predstavita oblikovano kodo.
Naredimo shemati¢ni prikaz dobljenih kod in iz njih
razvitih kategorij ter sodbo.

Diskusija: V diskusiji ugotovitve raziskave navajamo
na besedni nacin ($tevil¢nih rezultatov ne navajamo).

Nizamo jih po posameznih spremenljivkah in z vidika
postavljenih raziskovalnih vprasanj oz. hipotez, ki jih
ne ponavljamo, temve¢ nanje besedno odgovarjamo.
Rezultate v razpravi pojasnimo z vidika razumevanja,
kaj lahko iz njih razberemo, razumemo in kako je to
primerljivo z rezultati drugih raziskav in kaj to pomeni
za uporabnost nase raziskave. Pri tem smo odgovorni in
eti¢ni ter rezultate pojasnjujemo z vidika spoznanj nase
raziskave in z vidika spoznanj, ki so preverljiva, splosno
znana in primerljiva z vidika drugih raziskav. Pazimo
na posploSevanje rezultatov in se pri tem zavedamo
omejitev raziskave z vidika instrumenta, vzorca in
poteka raziskave. Upostevamo nacelo preverljivosti
in primerljivosti. Oblikujemo rdeco nit razprave
kot smiselne celote, komentiramo pri¢akovana in
nepric¢akovana spoznanja raziskave. Na koncu razprave
navedemo priporocila, ki so plod nase raziskave, in
podrogja, ki jih nismo raziskali, pa bi jih bilo treba, ali
pa smo jih, vendar nasi rezultati ne dajejo ustreznih
pojasnil. Navedemo omejitve raziskave.

Zakljucek: Nakratko povzamemo klju¢ne ugotovitve
izvedene raziskave, povzamemo predloge za prakso,
predlagamo moznosti nadaljnjega raziskovanja
obravnavanega problema. V zaklju¢ku ne citiramo ali
povzemamo.

Clanek naj se zaklju¢i s seznamom literature, ki je
bila citirana ali povzeta v ¢lanku.

Struktura preglednega znanstvenega
¢lanka (1.02)

V kategorijo preglednih znanstvenih raziskav sodijo:
sistemati¢ni pregled literature, pregled literature,
analiza koncepta, razpravni ¢lanek (v nadaljevanju
pregledniznanstveni ¢lanek). Revija objavlja pregledne
znanstvene raziskave, za katere je bilo zbiranje
podatkov koncano najvec tri leta pred objavo ¢lanka
Vv reviji.

Pregledni znanstveni ¢lanek je pregled najnovejsih
raziskav o dolocenem predmetnem podrocju z
namenom povzemati, analizirati, evalvirati ali
sintetizirati informacije, ki so Ze bile publicirane.
V preglednem znanstvenem c¢lanku znanstvena
spoznanja niso le navedena, ampak tudi razloZena,
interpretirana, analizirana, kriti¢cno ovrednotena in
predstavljena na znanstvenoraziskovalen nacin. Na
osnovi kvantitativne obdelave podatkov predhodnih
raziskav (metaanaliza) ali kvalitativne sinteze
(metasinteza) rezultatov predhodnih raziskav prinasa
nova spoznanja in koncepte za nadaljnje raziskovalno
delo. Struktura preglednega znanstvenega ¢lanka je
enaka kot pri izvirnem znanstvenem ¢lanku.

V uvodu predstavimo znanstveno, konceptualno
ali teoreti¢no izhodi$¢e kot vodilo pregleda literature.
Kon¢amo z utemeljitvijo, zakaj je pregled potreben,
zapiSemo namen, cilje in raziskovalno vprasanje.

V metodah natan¢no opiSemo uporabljeni raziskovalni
dizajn pregledaliterature. Podpoglavja metod so: metode
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pregleda, rezultati pregleda, ocena kakovosti pregleda in
opis obdelave podatkov. Metode pregleda vkljucujejo
razvoj, testiranje in izbor iskalne strategije, vkljucitvene
in izkljuditvene kriterije za uvrstitev v pregled, raziskane
podatkovne baze, ¢asovno obdobje iskanja objav, vrste
objav z vidika hierarhije dokazov, klju¢ne besede, jezik
pregledanih objav. Rezultati pregleda vkljucujejo stevilo
dobljenih zadetkov, stevilo pregledanih raziskav, $tevilo
vkljucenih raziskav in S$tevilo izkljucenih raziskav.
Uporabimo diagram poteka raziskave skozi faze
pregleda, pri izdelavi si pomagamo z mednarodnimi
standardi za prikaz rezultatov pregleda literature (npr.
PRISMA-Preferred Reporting Items for Systematic
Review and Meta-Analysis). Ocena kakovosti pregleda
in opis obdelave podatkov vklju¢uje oceno uporabljene
iskalne strategije in kriterijev za dokon¢ni nabor
uporabljenih zadetkov, kakovost vkljucenih raziskav z
vidika hierarhije dokazov ter na¢in obdelave podatkov.

Rezultate prikazemo tabelaricno kot analizo
kakovosti vklju¢enih raziskav. Tabela naj vkljucuje
avtorje raziskave, leto objave raziskave, drzavo, kjer je
bila raziskava izvedena, namen raziskave, raziskovalni
dizajn, proucevane spremenljivke, instrument, velikost
vzorca, klju¢ne ugotovitve idr. Jasno naj bo razvidno,
katere vrste raziskav glede na hierarhijo dokazov so
vklju¢ene v pregled literature. Rezultate prikazemo
besedno, v tabelah in slikah, navedemo klju¢na
spoznanja glede na raziskovalni dizajn. Pri kvalitativni
sintezi uporabimo kode in kategorije kot rezultat
pregleda kvalitativne sinteze. Pri kvantitativni analizi
opiSemo uporabljene statisti‘ne metode obdelave
podatkov iz vklju¢enih znanstvenih del.

V diskusiji v prvem delu odgovorimo na
raziskovalno vprasanje, nato komentiramo ugotovitve
pregleda literature, kakovost vkljucenih raziskav, svoje
ugotovitve primerjamo z rezultati drugih primerljivih
raziskav, razvijemo nova spoznanja, ki jih je doprinesel
pregled literature, njihovo teoreti¢no, znanstveno in
prakti¢no uporabnost, navedemo omejitve raziskave,
uporabnost v praksi in priloznosti za nadaljnje
raziskovanje.

V zakljucku poudarimo doprinos izvedenega
pregleda, opozorimo na morebitne pomanjkljivosti
v splo$no uveljavljenjem znanju in razumevanju,
izpostavimo pomen bodocih raziskav, uporabnost
pridobljenih spoznanj in priporocila za prakso,
raziskovanje, izobrazevanje, menedZment, pri ¢emer
upos$tevamo omejitve raziskave. Izpostavimo
teoreti¢ni koncept, ki bi lahko usmerjal raziskovalce v
prihodnosti. V zakljucku ne citiramo ali povzemamo.

Navajanje literature

Vsako trditev, teorijo, uporabljeno metodologijo,
koncept je treba potrditi s citiranjem. Avtorji naj
uporabljajo harvardski sistem (npr. Anglia 2008) za
navajanje avtorjev v besedilu in seznamu literature
na koncu c¢lanka. Za navajanje avtorjev v besedilu

uporabljamo npr.: (Pahor, 2006) ali Pahor (2006), kadar
priimek vklju¢imo v poved. Ce gre za dva soavtorja,
priimka lo¢imo z »&«: (Stare & Pahor, 2010). V besedilu
navajamo do dva avtorja, ¢e je avtorjev ve¢ navedemo
le prvega in dopiSemo »et al.«: (Chen, et al., 2007). Ce
navajamo ve¢ citiranih del, jih lo¢imo s podpi¢ji in jih
navedemo po kronoloskem zaporedju, od najstarejsega
do najnovejsega, ¢e je med njimi v istem letu ve¢
citiranih del, jih razvrstimo po abecednem vrstnem
redu: (Bratuz, 2012; Pajntar, 2013; Wong, et al., 2014).
Kadar citiramo ve¢ del istega avtorja, izdanih v istem
letu, je treba za letnico dodati malo ¢rko po abecednem
redu: (Baker, 2002a, 2002b).

Kadar navajamo sekundarne vire, uporabimo »cited
in«: (Luki&, 2000 cited in Korosec, 2014). Ce pisec
¢lanka ni bil imenovan oz. je delo anonimno, v besedilu
navedemo naslov, v oklepaju pa zapiSemo »Anon.«
ter letnico objave: The past is the past (Anon., 2008).
Kadar je avtor organizacija oz. gre za korporativnega
avtorja, zapiemo ime korporacije (Royal College of
Nursing, 2010). Ce ni leta objave, to ozna¢imo z »n. d.«
(angl. no date): (Smith, n. d.). Pri objavi fotografij
navedemo avtorja (Foto: Marn, 2009; vir: Cramer,
2012). Za objavo fotografij, kjer je prepoznavna
identiteta posameznika, moramo pridobiti dovoljenje
te osebe ali star$ev, ¢e gre za otroka.

V seznamu literature na koncu ¢lanka navedemo
bibliografske podatke/reference za vsa v besedilu
citirana ali povzeta dela) (in samo ta!), in sicer po
abecednem redu avtorjev. Sklicujemo se le na objavljena
dela. Kadar je avtorjev ve¢ in smo v besedilu navedli
le prvega ter pripisali »et al.«, v seznamu navedemo
prvih Sest avtorjev in pripisemo »et al.«, Ce je avtorjev
vec¢ kot Sest. Za oblikovanje seznama literature velja
velikost ¢rk 12 tock, enojni razmik, leva poravnava ter
12 tock prostora za referencami (razmik med odstavki,
angl. paragraph spacing).

Pri citiranju, tj. dobesednem navajanju, citirane
strani zapiSemo tako v navedbi citirane publikacije
v besedilu: (Plo¢, 2013, p. 56); kot tudi pri ustrezni
referenci v seznamu (glej primere v nadaljevanju).
Ce citiramo ve¢ strani iz istega dela, strani navajamo
lo¢ene z vejico (npr.: pp. 15-23, 29, 33, 84-86). Ce
je citirani prispevek dostopen na spletu, na koncu
bibliografskega zapisa navedemo »Available at:« ter
zapiSemo URL- ali URN-naslov ter v oglatem oklepaju
dodamo datum dostopa (glej primere).

Primeri navajanja literature v seznamu
Citiranje knjige:

Hoffmann Wold, G., 2012. Basic geriatric nursing. 5th ed. St.
Louis: Elsevier/Mosby, pp. 350-356.

Pahor, M., 2006. Medicinske sestre in univerza. Domzale: Izolit,
pp. 73-80.
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Ricci Scott, S., 2007. Essentials of maternity, newborn and
women's health nursing. 2nd ed. Philadelphia: Lippincott
Williams & Wilkins, pp. 32-36.

Citiranje poglavja oz. prispevka iz knjige, ki jo je
uredilo vec avtorjev:

Berryman, J., 2010. Statewide nursing simulation program.
In: WM. Nehring & ER. Lashley, eds. High-fidelity patient
simulation in nursing education. Sadbury (Massachusetts):
Jones and Bartlett, pp. 115-131.

Girard, N.J., 2004. Preoperative care. In: S.M. Lewis, et al., eds.
Medical-surgical nursing: assessment and management of clinical
problems. 6th ed. St. Louis: Mosby, pp. 360-375.

Kani¢, V., 2007. Mozganski dogodki in sréno-Zilne bolezni. In:
E. Tetickovic¢ & B. Zvan, eds. Mozganska kap - do kdaj? Maribor:
Kapital, pp. 33-42.

Citiranje knjige, ki jo je uredil en ali ve¢ avtorjev:

Borko, E., Taka¢, 1., But, I, Gorisek, B. & Kralj, B. eds., 2006.
Ginekologija. 2. dopolnjena izd. Maribor: Visoka zdravstvena
$ola, pp. 269-276.

Robida, A. ed., 2006. Nacionalne usmeritve za razvoj kakovosti v
zdravstvu. Ljubljana: Ministrstvo za zdravje, pp. 10-72.

Citiranje clanka iz revij (v drugem primeru
dostopnega tudi na spletu):

Cronenwett, L., Sherwood, G., Barnsteiner, J., Disch, J., Johnson,
J., Mitchell, P, et al.,, 2007. Quality and safety education for
nurses. Nursing Outlook, 55(3), pp. 122-131.

Papke, K. & Plock, P, 2004. The role of fundal pressure.
Perinatal Newsletters, 20(1), pp. 1-2. Available at: http://www.
idph.state.ia.us/hpcdp/common/pdf/perinatal newsletters/
progeny may2004.pdf 5. 12. 2012].

Pillay, R., 2010. Towards a competency-based framework
for nursing management education. International Journal of
Nursing Practice, 16(6), pp. 545-554.
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Citiranje anonimnega dela (avtor ni naveden):
Anon., 2008. The past is the past: wasting competent,
experienced nurses based on fear. Journal of Emergency Nursing,
34(1), pp. 6-7.

Citiranje dela korporativnega avtorja:

United Nations, 2011. Competencies for the future. New York:
United Nations, p. 6.

Citiranje clanka iz suplementa revije oz.
suplementa stevilke revije:

Hu, A., Shewokis, P.A., Ting, K. & Fung, K., 2016. Motivation
in computer-assisted instruction. Laryngoscope, 126(Suppl 6),
pp. S5-S13.
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Rudel, D., 2007. Informacijsko-komunikacijske tehnologije
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pp. 94-100.

Citiranje prispevka iz zbornika referatov:

Skela-Savi¢ B., 2008. Teorija, raziskovanje in praksa v
zdravstveni negi - vidik odgovornosti menedZmenta v
zdravstvu in menedzmenta v visokem Solstvu. In: B. Skela-
Savi¢, et al,, eds. Teorija, raziskovanje in praksa - trije stebri,
na katerih temelji sodobna zdravstvena nega: zbornik predavanj
z recenzijo. 1. mednarodna znanstvena konferenca, Bled 25. in
26. september 2008. Jesenice: Visoka $ola za zdravstveno nego,
pp. 38-46.

§temberger Kolnik, T. & Babnik, K. 2012. Oblikovanje
instrumenta zdravstvene pismenosti za slovensko populacijo:
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Inovativnost v koraku s éasom in primeri dobrih praks: zbornik
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Primorskem, Znanstveno-raziskovalno sredi$¢e, ZaloZzba
Annales, Zgodovinsko drustvo za juzno Primorsko, pp. 17-30.

Citiranje  diplomskega, dela,

magistrskega
doktorske disertacije:

Ajlec, A., 2010. Komunikacija in zadovoljstvo na delovnem
mestu kot del kakovostne zdravstvene nege: diplomsko delo
univerzitetnega Studija. Kranj: Univerza v Mariboru, Fakulteta
za organizacijske vede, pp. 15-20.

Rebec, D., 2011. Samoocenjevanje Studentov zdravstvene nege s
pomocjo video posnetkov pri poucevanju negovalnih intervencij
v specialni ucilnici: magistrsko delo. Maribor: Univerza v
Mariboru, Fakulteta za zdravstvene vede, pp. 77-79.
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Citiranje zakonov, kodeksov, pravilnikov:

Zakon o pacientovih pravicah (ZPacP), 2008. Uradni list
Republike Slovenije st. 15.

Zakon o preprecevanju nasilja v druzini (ZPND), 2008a. Uradni
list Republike Slovenije §t. 16.

Zakon o varstvu osebnih podatkov (uradno pretis¢eno besedilo)
(ZVOP-1-UPB1), 2007. Uradni list Republike Slovenije t. 94.
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Citiranje zgoscenk (CD-ROM):
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International classification for nursing practice. [CD-ROM].
Geneva: International Council of Nurses.

Sima, . & Pozun, P, 2013. Zakonodaja s podroéja zdravstva.
[CD-ROM]. Ljubljana: Drustvo medicinskih sester, babic in
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NAVODILA ZA PREDLOZITEV
CLANKA

Clanek je treba oddati v e-obliki preko spletne strani
revije. Revija uporablja Open Journal System (OJS),
dostopno na: http://obzornik.zbornica-zveza.si. Avtor
mora natan¢no slediti navodilom za oddajo ¢lanka in
izpolniti vse zahtevane rubrike. Pred oddajo ¢lanka
naj avtor ¢lanek pripravi v naslednjih dveh lo¢enih
dokumentih.

1. Naslovna stran, ki vkljucuje:

— naslov ¢lanka;

— avtorje v vrstnem redu, kot morajo biti navedeni v
¢lanku;

— popolne podatke o vseh avtorjih (ime, priimek,
dosezena stopnja izobrazbe, habilitacijski naziv,
zaposlitev, e-naslov) in podatek o tem, kdo je
koresponden¢ni avtor; e je clanek napisan v
angle$c¢ini, morajo biti tako zapisani tudi vsi podatki
o avtorjih; v sistem je vkljucena e-izjava o avtorstvu;

— informacijo, ali ¢lanek vklju¢uje del rezultatov vecje
raziskave oz. ali je nastal v okviru diplomskega,
magistrskega ali doktorskega dela (v tem primeru je
prvi avtor vedno $tudent);

— izjave (statements): avtorji morajo ob oddaji rokopisa
podati sledece izjave (pri slovensko pisanem ¢lanku
so vse izjave tako v slovenscini kot tudi v angle$¢ini),
ki bodo po zaklju¢enem recenzentskem postopku in
odlocitvi za sprejem ¢lanka v objavo prikazane na
koncu ¢lanka pred poglavjem Literatura.

Zahvala/Acknowledgements

Avtorji se lahko zahvalijo posameznikom, skupinam ali
sodelujo¢im vraziskavi za sodelovanje vraziskavi (izbirno).

Nasprotje interesov/Conflict of interest

Avtorji so dolzni predstaviti kakr$nokoli nasprotje
interesov pri oddaji ¢lanka. V kolikor avtorji nimajo
nobenih nasprotujocih interesov naj zapisejo naslednjo
izjavo: » Avtorji izjavljajo, da ni nasprotja interesov.«

Financiranje/Funding

Avtorji so dolzni opredeliti kakr$nokoli finan¢no
pomo¢ pri nastajanju ¢lanka. Ta informacija je lahko
podana z imenom organizacije, ki je financirala
ali sofinancirala raziskavo, ter v primeru projekta
z imenom in $tevilko projekta. V kolikor ni bilo
nobenega financiranja, naj avtorji zapiSejo naslednjo
izjavo: »Raziskava ni bila finan¢no podprta.«

Etika raziskovanja/Ethical approval

Avtorji so dolzni podati informacije o eti¢nih vidikih
raziskave. V primeru odobritve raziskave s strani komisije
za etiko zapi$ejo ime komisije za etiko in Stevilko odlocbe.
V kolikor raziskava ni potrebovala posebnega dovoljenja
komisije za etiko, so avtorji to dolzni pojasniti. Glede na
posamezen tip raziskave lahko avtorji na primer zapisejo
tudi naslednjo izjavo: »Raziskava je pripravljena v skladu
z naceli Helsingko-Tokijske deklaracije (World Medical
Association, 2013) in v skladu s Kodeksom etike v
zdravstveni negi in oskrbi Slovenije (ali) Kodeksom etike
za babice Slovenije (2014),« v skladu s katero je treba v
seznamu literature navajati oba vira.

Prispevek avtorjev/Author contributions

V primeru ¢clanka dveh ali vec avtorjev so avtorji dolzni
opredeliti prispevek posameznega avtorja pri nastanku
¢lanka, kot to doloc¢ajo priporodila International
Committee of Medical Journal Editors (ICMJE),
dostopno na: http://www.icmje.org/recommendations.
Vsak soavtor ¢lanka mora sodelovati v najmanj dveh
strukturnih delih ¢lanka (Uvod/Introduction, Metode/
Methods, Rezultati/Results, Diskusija in zakljucek/
Discussion and conclusion). Za vsakega avtorja je treba
napisati, v katerih delih priprave ¢lanka je sodeloval in
kaj je bil njegov prispevek v posameznem delu.

2. Glavnidokument,kijeanonimiziraninvkljucuje
naslov ¢lanka (obvezno brez avtorjev in kontaktnih
podatkov), izvlecek, klju¢ne besede, besedilo ¢lanka v
predpisani strukturi, tabele, slike in literaturo. Avtorji
lahko v ¢lanku uporabijo najvec 5 tabel/slik.

Obseg clanka: ¢lanek naj vsebuje najvec 5000 besed
za kvantitativno in do 6000 besed za kvalitativno
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zasnovane raziskave. V ta obseg se ne $tejejo izvlecek,
tabele, slike in seznam literature. Stevilo besed ¢lanka
je treba navesti v dokumentu »Naslovna stran.

Za oblikovanje besedila ¢lanka naj velja naslednje:
velikost strani A4, dvojni razmik med vrsticami,
pisava Times New Roman, velikost ¢rk 12 tock in
$irina robov 25 mm. Obvezna je uporaba oblikovne
predloge za ¢lanek (Word), dostopne na spletni strani
Obzornika zdravstvene nege.

Tabele naj bodo oznacene z arabskimi zaporednimi
Stevilkami. Imeti morajo vsaj dva stolpca ter opisni
naslov (nad tabelo), naslovno vrstico, morebitni zbirni
stolpec in zbirno vrstico ter legendo uporabljenih
znakov. V tabeli morajo biti izpolnjena vsa polja,
obsegajo lahko najvec 57 vrstic. Za njihovo oblikovanje
naj velja naslednje: velikost ¢rk 11 tock, pisava Times
New Roman, enojni razmik, pred in za vrstico 0,5
toc¢ke prostora, v prvem stolpcu in vseh stolpcih z
besedilom leva poravnava, v stolpcih s statisticnimi
podatki leva poravnava, vmesne pokonc¢ne Crte pri
prikazu neizpisane. Urednistvo si pridruzuje pravico,
da preobsezne tabele, v sodelovanju z avtorjem,
preoblikuje.

Slike naj bodo ostevil¢ene z arabskimi zaporednimi
$tevilkami. Podpisi k slikam (pod sliko) in legende naj
bodo v slovens¢ini in angle$¢ini, pisava Times New
Roman, velikost 11 tock. Izraz slika uporabimo za grafe,
sheme in fotografije. Uporabimo le dvodimenzionalne
graficne ¢rno-bele prikaze (lahko tudi $rafure) ter
resolucijo vsaj 300 dpi (dot per inch). Ce so slike v
dvorazseznem koordinatnem sistemu, morata obe osi (x
in Y) vsebovati oznacbe, katere enote/mere vsebujeta.

Clanki niso honorirani. Besedil in slikovnega gradiva
ne vra¢amo, kontaktni avtor prejme objavljeni ¢lanek
v formatu PDF (Portable Document Format).

Sodelovanje avtorjev z urednistvom

Clanek mora biti pripravljen v skladu z navodili in
oddan prek spletne strani revije na http://obzornik.
zbornica-zvezassi, to je pogoj, da se clanek uvrsti v
uredniski postopek. Ce urednistvo presodi, da ¢lanek
izpolnjuje kriterije za objavo v Obzorniku zdravstvene
nege, bo poslan v zunanjo strokovno (anonimno)
recenzijo. Recenzenti prejmejo besedilo ¢lanka brez
avtorjevih osebnih podatkov, ¢lanek pregledajo glede
na postavljene kazalnike in predlagajo izboljsave.
Avtor je dolzan izboljSave pregledati in jih v najvedji
meri upostevati ter ¢lanek dopolniti v roku, ki ga
dolo¢i urednistvo. V kolikor avtor ¢lanka ne vrne
v roku, se ¢lanek zavrne. V kolikor avtor katere od
predlaganih izboljsav ne upos$teva, mora to pisno
pojasniti. Po zaklju¢enem recenzijskem postopku
urednistvo c¢lanek vrne avtorju, da popravke odobri,
jih uposteva in pripravi &istopis. Cistopis urednistvo
poslje v jezikovni pregled.

Avtor prejme prvi natis v korekturo s pro$njo, da
na njem oznaci vse morebitne tiskovne napake, ki jih

oznaci v PDF-ju prvega natisa. Spreminjanje besedila
v tej fazi ni sprejemljivo. Korekture je treba vrniti v
treh delovnih dneh, sicer uredni$tvo meni, da se avtor
s prvim natisom strinja.

NAVODILA ZA DELO RECENZENTOV

Recenzentovo delo je odgovorno in zahtevno. S
svojimi predlogi in ocenami recenzenti prispevajo k vecji
kakovosti ¢lankov, objavljenih v Obzorniku zdravstvene
nege. Od recenzenta, ki ga uredni$tvo neodvisno
izbere, se pric¢akuje, da bo odgovoril na vprasanja, ki so
postavljena v obrazcu OJS, in ugotovil, ali so trditve in
mnenja, zapisani v ¢lanku, verodostojni in ali je avtor
uposteval navodila za objavljanje. Recenzent mora poleg
znanstvenosti, strokovnosti in primernosti vsebine za
objavo v Obzorniku zdravstvene nege clanek oceniti
metodologko ter urednistvo opozoriti na pomanjkljivosti.
Ni treba, da se recenzent ukvarja z lektoriranjem, vendar
lahko opozori tudi na jezikovne pomanjkljivosti. Pozoren
naj bo na pravilno rabo strokovne terminologije. Posebej
mora biti recenzent pozoren, ali je naslov ¢lanka jasen,
ali ustreza vsebini; ali izvleCek povzema bistvo ¢lanka; ali
avtor citira (naj)novejso literaturo in ali citira znanstvene
raziskave avtorjev, ki so pisali o isti temi v domacih revijah;
ali se avtor izogiba avtorjem, ki zagovarjajo druga¢na
mnenja, kot so njegova; ali navaja tuje misli brez citiranja;
alijecitiranjeliterature ustrezno, alise vbesedilu navedena
literatura ujema s seznamom literature na koncu ¢lanka.
Dostopno literaturo je treba preveriti. Oceniti je treba
ustreznost slik ter tabel, preveriti, ¢e se v njih ne ponavlja
tisto, kar je v besedilu Ze navedeno. Recenzentova
dolznost je opozoriti na morebitne nerazvezane kratice.
Recenzent mora biti $e posebej pozoren na morebitno
plagiatorstvo in krajo intelektualne lastnine.

Ssprejetjem recenzije se recenzent zaveZe, dajobo oddal
v predpisanem roku. Ce to ni mogoce, mora takoj obvestiti
uredni$tvo. Recenzent se obveze, da vsebine ¢lanka ne bo
nedovoljeno razmnozeval ali drugace zlorabil. Recenzije
so anonimne: recenzent je avtorju neznan in obratno.
Recenzent bo v pregled prek sistema OJS prejel le vsebino
¢lanka brez imena avtorja. V sistemu OJS recenzent
poda svoje strokovno mnenje v recenzijskem obrazcu.
Ce ima recenzent ve&je pripombe, jih kot utemeljitev
za sprejem ali morebitno zavrnitev ¢lanka na kratko
opie oz. avtorju predlaga nadaljnje delo, pri cemer
uposteva njegovo integriteto. Zaradi vecje preglednosti
in lazjih dopolnitev s strani avtorja lahko recenzent svoje
pripombe in morebitne predloge vnese v besedilo ¢lanka,
pri tem uporabi moznost, ki jo ponuja Microsoft Word -
sledi spremembam (Track changes). Recenzent mora biti
pozoren, da pred uporabo omenjene moznosti prikrije
svojo identiteto (sledi spremembam, spremeni ime/
Track changes, change user name). Recenzentsko verzijo
besedila ¢lanka z vklju¢enimi anonimiziranimi predlogi
nato recenzent nalozi v sistem OJS in omogo¢i avtorju,
da predloge dopolnitev vidi. Kon¢no odlocitev o objavi
¢lanka sprejme uredniski odbor.
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MANUSCRIPT SUBMISSION
GUIDELINES

General policies

The manuscript should be written clearly and
succinctly in a standard Slovene or English language
and conform to acceptable language usage. Its length
must not exceed 5000 words for quantitative and 6000
for qualitative research articles, excluding the title,
abstract, tables, pictures and literature. The authors
should use the Microsoft Word template, accessible
at the editorial website. All articles considered for
publication in the Slovenian Nursing Review will
have been subjected to an external, triple-blind peer
review. Manuscripts are accepted for consideration by
the journal with the understanding that they represent
original material, have not been published previously
and are not being considered for publication
elsewhere. Individual authors bear full responsibility
for the content and accuracy of their submissions. The
statement of responsibility and publication approval
must be signed by the authors' full name. The author's
(or authors') professional, academic titles and possible
appointments to pedagogical or research title must
be included. If the article is written in English, all the
titles must be translated into the English language. In
submitting a manuscript, the authors must observe
the standard scientific research paper components, the
format and typology of documents, and submission
guidelines. The manuscript must be accompanied by
the authorship statement, a copy of which is available
on the journal website. The statement must be
undersigned by the author and all co-authors in the
order in which each is listed in the authorship of the
article. The manuscript will not be submitted to editing
process before the statement has been received by the
editorial office. The latter should also be notified of the
designated corresponding author (with their complete
home and e-mailing address, telephone number), who
is responsible for communicating with the editorial
office and other authors about revisions and final
approval of the proofs. The title page should include
the manuscript title and the full names of the authors,
their highest earned academic degrees, and their
institutional affiliations and status. The manuscript
is eligible for editorial and reviewing process if it is
prepared according to the uniform requirements set
forth by the editorial committee of the Slovenian
Nursing Review.

If the article publishes human subject research, it
should be evident from the methodology chapter
that the study was conducted in accordance with the
Declaration of Helsinki and Tokyo. All human subject
research including patients or vulnerable groups, health
professionals and students requires review and approval
by the ethical committee on institutional or national
level prior to subject recruitment and data collection.

The title of the article, abstract and key words,
tables (descriptive subtitle and legend), illustrations
(descriptive subtitle or signature and legend) must be
submitted in Slovene and English. The same applies to
the articles written in English, where the above units
must be given first in the English language, followed
by the Slovene translation. The total of five data
supplements per manuscript is allowed.

Tables and other data supplements should adequately
accompany the text. The results presented in tables
and other data supplements should be presented in
symbols as required by the journal, available at the
journal website, chapter Guidelines. The authors
should refer to each of these supplements in the text.
The use of footnotes and endnotes is not allowed.

Typology of articles

The editors reserve the right to re-classify the article
in a topic category that may be more suitable than
originally submitted. The classification follows the
adopted typology of documents/works for bibliography
management in COBISS (Cooperative Online
Bibliographic System and Services) accessible at: http://
home.izum.si/COBISS/bibliografije/Tipologija slv.
pdf). Reclassification can be suggested by the author or
reviewer, the final decision rests with the editor-in-chief
and the executive editor.

Methodological structure of an article

The title, the abstract and the key words should be
written in the Slovene and English language. A concise
but informative title should convey the nature, content
and research design of the paper. It must not exceed
120 characters. If the title is followed by a subtitle, a
semicolon should be placed in between. Up to six key
words separated by a semicolon and not included in the
title, define the article content and reflect the article's
core topic or message. Articles must be accompanied
by an abstract of no more than 150-220 words written
in the third person. Abstracts accompanying articles
must be structured and should not include references.

A structured abstract is an abstract with distinct,
labelled sections for rapid comprehension. It is
structured under the following headings:

Introduction: This section states the main question
to be answered, and indicates the exact objective of the
paper and the major variables of the study.

Methods: This section provides an overview of
the research or experimental design, the research
instrument, the reliability of the instrument, methods
of data collection, and analysis indicating where, how
and when the data were collected.

Results: This section briefly summarizes and
discusses the major findings. The information
indicated in this section should be directly connected
to the research question and purpose of the study. In



352

Manuscript ..., 2017. / Obzornik zdravstvene nege, 51(4), pp. 351-358.

quantitative studies it is necessary to state the statistical
validity and statistical significance of the results.

Discussion and conclusion: This section states the
conclusions and discusses the research findings drawn
from the results obtained. Presented in this section are
also limitations of the study and the implications of
the results for practice and relevant further research.
Both, the positive and the negative research findings
should be adequately presented.

Structure of an Original Scientific
Article (1.01)

An original scientific article is only the first-time
publication of original research results in a way that
allows the research to be repeated, and the findings
checked. The research should be based on the primary
sources which are not older than five years at the time
of the publication of the article.

Introduction: In the introductory part the research
problem is defined within the context of knowledge
and scientific evidence it was developed. The review
of scientific literature on the topic provides a rationale
behind the work and identifies a problem highlighted
by the gap in the literature. It frames a purpose and aims
for a study, research questions or hypotheses as well as
the method of investigation (a research design, sample
size and characteristics of the proposed sample, data
collection and data analysis procedures). The research
should be based on the primary sources of the recent
national and international research which are not
older than ten or five years respectively, if the topic
has been widely researched. Citation of sources and
references to previous research findings is obligatory,
while the authors' personal views are not given. Finally,
the research intentions and purposes are stated.
Recommended is also the framing of research questions
(qualitative research) and hypotheses (qualitative
research) to investigate or guide the study.

Method: This section states the chosen paradigm
(qualitative, quantitative) and outlines the research
design. It usually includes sections on research design;
sample size and characteristics of the proposed sample;
description of research process; and data collection
and data analysis procedures.

The description of the research instrument includes
information about the construction of the instrument,
the mode of instrument development, instrument
variables and measurement properties (validity,
reliability, objectivity, sensitivity). Appropriate citations
of the literature used in research development should
be included. In qualitative research, a technique of data
collection should be given along with the preliminary
research questions, a possible format or structure of
data collection and process, the criteria of validity and
reliability of data collection.

The description of a sample defines the population
from which the sample has been drawn, the type of

the sample, the response rate of the participants, the
respondents' demographics (gender, educational level,
length of work experience, post currently held, and the
like). In qualitative research, the category of sampling
technique and the inclusion criteria are also defined
and the sample size saturation is explained.

The description of the research procedure and data
analysis includes ethical approvals to conduct a
research, permission to conduct a research in an
institution, description of the research process,
guarantee of anonymity and voluntariness of the
research participants, period and place of data
collection, method of data collection and analysis,
including statistical methods, statistical analysis
software and programme version, limits of statistical
significance. A qualitative research should include a
detailed description of modes of data collection and
recording, number and duration of observations,
interviews and surveys, sequences, transcription of
data, steps in the data analysis and interpretation, and
receptiveness of a researcher.

Results: This section presents the research results
descriptively or in numbers and figures. A table
is included only if it presents new information.
Each finding is presented only once so as to avoid
repetition and duplication of the content. Explanation
of the results is focused on statistically significant
or unexpected findings. The results are presented
according to the level of statistical complexity. All
abbreviations used in figures and tables should be
provided with explanatory captions in the legend
below the table or figure. The results are presented
according to the variables, answering all the research
questions or hypotheses. In qualitative research, the
development of codes and categories should also
be presented, including one or two representative
statements of participants. A schematic presentation
of the codes and ensuing categories are given.

Discussion: The discussion section analyses the data
descriptively (numerical data should be avoided) in
relation to specific variables from the study. The results
are analysed and evaluated in relation to the original
research questions or hypotheses. The discussion
part integrates and explains the results obtained and
relates them with those of previous studies in order
to determine their significance and applicative value.
Ethical interpretation and communication of research
results is essential to ensure the validity, comparability
and accessibility of new knowledge. The validity of
generalisations from results is often questioned due
to the limitations of qualitative research (sample
representativeness, research instrument, research
proceedings). The principles of reliability and
comparability should be observed. The discussion
includes comments on the expected and unexpected
findings and the areas requiring further or in-
depth research as indicated by the study results. The
limitations of the research should be clearly stated.
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Conclusion: Summarised in this section are
the author's principal points and transfer of new
findings into practice. The section may conclude with
specific further research proposals grounded on the
substantive content, conclusions and contributions of
the study, albeit limitations cited. Citations of quotes,
paraphrases or abridgements should not be included
in the conclusion.

The article concludes with a list of all the published
works cited or referred to in the text of the paper.

Structure of a Review Article (1.02)

Included in the category of review scientific research
are: literature review, concept analyses, discussion
based articles (also referred to as a review article).
The Slovenian Nursing Review publishes review
scientific research, the data collection of which has
been concluded maximum three years before the
publication of an article.

A review article is an overview of the latest works
in a specific subject area, the works of an individual
researcher or a group of researchers with the purpose
of summarising, analysing, evaluating or synthesising
the information that has already been published.
Research findings are not only described but
explained, interpreted, analysed, critically evaluated
and presented in a scientific research manner. A
review article brings either qualitative data processing
of the previous research findings (meta-analyses) or
qualitative syntheses of the previous research findings
(meta-syntheses) and thus provides new knowledge
and concepts for further research. The organizational
pattern of a review article is similar to that of the
original scientific article.

The introduction section defines the scientific,
conceptual or theoretical basis for the literature review.
It also states the necessity for the review along with the
aims, objectives and the research question.

The method section accurately defines the research
methods by which the literature search was conducted.
It is further subdivided into: review methods, the
results of the review, the quality assessment of the
review and the description of data processing.

Review methods include the development, testing
and search strategy, predetermined criteria for the
inclusion in the review, the researched data bases,
limited time period of published literature, types of
publications according to hierarchy of evidence, key
words and the language of reviewed publications.

The results of the review include the number of hits,
the number of reviewed research works, the number of
included and excluded sources consulted. The results
are presented in the form of a diagram of all the research
stages of the review. The international standards for the
presentation of the literature review results may be used
for this purpose (e.g. PRISMA - Preferred Reporting
Items for Systematic Review and Meta-Analysis.

The quality assessment of the review and the
description of data processing include the assessment
of the research approach and the data obtained as well
as the quality of included research works according
to the hierarchy of evidence, and the data processing
method.

The results should be presented in the form of a table
and include a quality analysis of the sources consulted.
The table should include the author's research, the
year of publication, the country where the research
was conducted, the research purpose and design, the
variables studies, the research instrument, sample size,
the key findings, etc.

It should be evident which studies are included in
the review according to hierarchy of evidence. The
results are presented verbally and visually (tables and
pictures), the main findings concerning the research
design should also be included. In qualitative synthesis
the codes and categories are used as a result of the
qualitative synthesis review. In quantitative analysis,
the statistical methods of data processing of the used
scientific works are described.

The first section of the discussion answers the
research question which is followed by the author's
observations on literature review findings, the quality
of the research works included. The author evaluates
the review findings in relation to the results from other
comparable studies. The discussion chapter identifies
new perspectives and contributions of the literature
review, their theoretical, scientific and practical
applicability. It also defines research limitations and
points the way forward for applicability of the review
findings and further research.

The conclusion section emphasises the contribution
of the literature review conducted, it sheds light on any
gaps in previous research, it identifies the significance
of further research, the translation of new knowledge
and recommendations into practice, research,
education, management by taking into consideration
the research limitations. It also pinpoints theoretical
concept which may guide or direct further research.
Citations of quotes, paraphrases or abridgements
should not be included in the conclusion.

Literature Citation

In academic writing the authors are required to
acknowledge the sources from which they draw their
information, including all statements, theories or
methodologies applied. The authors should follow
the Harvard referencing system (Anglia 2008) for in-
text citations and in the reference list at the end of the
paper. In-text citations or parenthetical citations are
identified by the authors' surname and the publication
year positioned within parenthesis immediately after
the relevant word and before the punctuation mark:
(Pahor, 2006). If a citation functions as a sentence
element, the author's surname is followed by the year
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of publication within parenthesis: Pahor (2006). In
case of two authors, their surnames are separated
by a "&" (Stare & Pahor, 2010). If there are more
than two authors, only the first author's last name is
noted followed by "et al.": (Chen, et al., 2007). Several
references are listed in the chronological sequence
of publication, from the most recent to the oldest. If
several references were published in the same year,
they are listed in alphabetical order: (Bratuz, 2012;
Pajntar, 2013; Wong, et al., 2014).

In citing works by the same author published in
the same year, a lower case letter after the date must
be used to differentiate between the works: (Baker,
2002a, 2002b).

In citing secondary sources they are introduced
by “cited in" (Luki¢, 2000 cited in Korosec, 2014).
In citing a piece of work which does not have an
obvious author or the author is unknown, the in-
text citation includes the title followed by "Anon." in
parenthesis, and the year of publication: The past is the
past (Anon., 2008). In citing a piece of work whose
authorship is an organization or corporate author, the
name of the organization is given, followed by the year
of publication (Royal College of Nursing, 2010). If no
date of publication is given, it is notified by a "n. d."
(no date): (Smith, n. d.). An in-text citation and
a full reference must be provided for any images,
illustrations, photographs, diagrams, tables or figures
reproduced in the paper as with any other type of work:
(Photo: Marn, 2009; source: Cramer, 2012). If a subject
on a photo is recognisable, a prior informed consent
for publication should be gained from the subject or
from a portrayed child's parent or guardian.

Allin-text citations should be listed in the reference
list at the end of the document. Only the citations used
are listed in the reference list, which is arranged in the
alphabetical order according to authors'last name. In-
text citations should not refer to unpublished sources.
If there are several authors, the in-text citation includes
only the last name of the first author followed by the
phrase et al. and the publication date. When authors
number more than six, the reference list includes the
first six authors' names followed by et al. The list of
references should be in alphabetical order according
to the first author's last name, character size 12pt with
single spaced lines, aligned left and with 12pt spacing
after references (paragraph spacing).

Cited pages are included in the in-text citation if
the original segment of the text is cited (Ploc, 2013, p.
56) and in the reference list (see examples). If several
pages are cited from the same source, the pages are
separated by a comma (e.g. pp. 15-23, 29, 33, 84-86).
If a source cited is accessible also on the World Wide
Web, the bibliographic information concludes with
"Available at", followed by URL- or URN-address and
a date of access in square brackets (See examples).

Citation Examples by Type of
Reference

Citing books:

Hoffmann Wold, G., 2012. Basic geriatric nursing. 5th ed. St.
Louis: Elsevier/Mosby, pp. 350-356.

Pahor, M., 2006. Medicinske sestre in univerza. Domzale: Izolit,
pp. 73-80.

Ricci Scott, S., 2007. Essentials of maternity, newborn and
women's health nursing. 2nd ed. Philadelphia: Lippincott
Williams & Wilkins, pp. 32-36.

Citing a chapter/essay in a book edited by
multiple authors:

Berryman, J., 2010. Statewide nursing simulation program.
In: WM. Nehring & ER. Lashley, eds. High-fidelity patient
simulation in nursing education. Sadbury (Massachusetts):
Jones and Bartlett, pp. 115-131.

Girard, N.J., 2004. Preoperative care. In: S.M. Lewis, et al.,
eds. Medical - surgical nursing: assessment and management of
clinical problems. 6th ed. St. Louis: Mosby, pp. 360-375.

Kani¢, V., 2007. Mozganski dogodki in sréno-Zilne bolezni.
In: E. Teti¢ckovi¢ & B. Zvan, eds. Mozganska kap - do kdaj?
Maribor: Kapital, pp. 33-42.

Citing a book edited by one or multiple authors:

Borko, E., Takac, 1., But, I., GoriSek, B. & Kralj, B. eds., 2006.
Ginekologija. 2. dopolnjena izd. Maribor: Visoka zdravstvena
$ola, pp. 269-276.

Robida, A. ed., 2006. Nacionalne usmeritve za razvoj kakovosti
v zdravstvu. Ljubljana: Ministrstvo za zdravje, pp. 10-72.

Citing a journal article (the second example
refers to citing from the source available online):

Cronenwett, L., Sherwood, G., Barnsteiner, J., Disch, J., Johnson,
J.» Mitchell, P, et al,, 2007. Quality and safety education for
nurses. Nursing Outlook, 55(3), pp. 122-131.

Papke, K. & Plock, P, 2004. The role of fundal pressure.
Perinatal Newsletters, 20(1), pp. 1-2. Available at: http://www.
idph.state.ia.us/hpcdp/common/pdf/perinatal newsletters/
progeny may2004.pdf [5.12.2012].

Pillay, R., 2010. Towards a competency-based framework
for nursing management education. International Journal of
Nursing Practice, 16(6), pp. 545-554.

Snow, T., 2008. Is nursing research catching up with other
disciplines? Nursing Standard, 22(19), pp. 12-13.
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Citing anonymous works (author is not given):

Anon., 2008. The past is the past: wasting competent, experienced
nurses based on fear. Journal of Emergency Nursing, 34(1), pp. 6-7.

Citing works with society, association, or
institution as author and publisher:

United Nations, 2011. Competencies for the future. New York:
United Nations, p. 6.

Citing an article from a journal supplement or
issue supplement:

Hu, A., Shewokis, P.A., Ting, K. & Fung, K., 2016. Motivation
in computer-assisted instruction. Laryngoscope, 126(Suppl 6),
pp. S5-S13.

Regehr, G. & Mylopoulos, M., 2008. Maintaining competence in
the field: learning about practice, through practice, in practice.
The Journal of Continuing Education in the Health Professions,
28(Suppl 1), pp. S19-S23.

Rudel, D., 2007. Informacijsko-komunikacijske tehnologije za
oskrbo bolnika na daljavo. Rehabilitacija, 6(Suppl 1), pp. 94-100.

Citing from published conference proceedings:

Skela-Savi¢ B.,2008. Teorija, raziskovanje in praksa v zdravstveni
negi - vidik odgovornosti menedZmenta v zdravstvu in
menedZmenta v visokem Solstvu. In: B. Skela-Savi¢, et al., eds.
Teorija, raziskovanje in praksa - trije stebri, na katerih temelji
sodobna zdravstvena nega: zbornik predavanj z recenzijo. I.
mednarodna znanstvena konferenca, Bled 25. in 26. september
2008. Jesenice: Visoka $ola za zdravstveno nego, pp. 38-46.

Stemberger Kolnik, T. & Babnik, K., 2012. Oblikovanje
instrumenta zdravstvene pismenosti za slovensko populacijo:
rezultati pilotske raziskave. In: D. Zeleznik, et al., eds.
Inovativnost v koraku s casom in primeri dobrih praks: zbornik
predavanj z recenzijo. 2. znanstvena konferenca z mednarodno
udelezbo s podrolja zdravstvenih ved, 18. september 2012.
Slovenj Gradec: Visoka $ola za zdravstvene vede, pp. 248-255.

Wagner, M., 2007. Evolucija k Zensko osredi$¢eni obporodni
skrbi. In: Z. Drglin, ed. Rojstna masinerija: sodobne obporodne
vednosti in prakse na Slovenskem. Koper: Univerza na
Primorskem, Zalozba
Annales, Zgodovinsko drustvo za juzno Primorsko, pp. 17-30.

Znanstveno-raziskovalno sredisce,

Citing diploma theses or master's theses and
doctoral dissertations:

Ajlec, A., 2010. Komunikacija in zadovoljstvo na delovnem
mestu kot del kakovostne zdravstvene nege: diplomsko delo
univerzitetnega Studija. Kranj: Univerza v Mariboru, Fakulteta
za organizacijske vede, pp. 15-20.

Rebec, D., 2011. Samoocenjevanje Studentov zdravstvene nege s
pomocjo video posnetkov pri poucevanju negovalnih intervencij
v specialni ucilnici: magistrsko delo. Maribor: Univerza v
Mariboru, Fakulteta za zdravstvene vede, pp. 77-79.

Kolenc, L., 2010. Vpliv sodobne tehnologije na profesionalizacijo
poklica medicinske sestre: doktorska disertacija. Ljubljana:
Univerza v Ljubljani, Fakulteta za druzbene vede, pp. 250-258.

Citing laws, codes and regulations:

Zakon o pacientovih pravicah (ZPacP), 2008. Uradni list
Republike Slovenije §t. 15.

Zakon o preprecevanju nasilja v druZini (ZPND), 2008a. Uradni
list Republike Slovenije $t. 16.

Zakon o varstvu osebnih podatkov (uradno precisceno besedilo)
(ZVOP-1-UPBI), 2007. Uradni list Republike Slovenije $t. 94.

Kodeks etike medicinskih sester in zdravstvenih tehnikov
Slovenije, 2010. Uradni list Republike Slovenije §t. 40.

Pravilnik o licencah izvajalcev v dejavnosti zdravstvene in babiske
nege Slovenije, 2007. Uradni list Republike Slovenije §t. 24.

Citing compact disk material (CD-ROM):

International Council of Nurses, 2005. ICNP version 1.0:
International classification for nursing practice. [CD-ROM].
Geneva: International Council of Nurses.

Sima, D. & Pozun, P, 2013. Zakonodaja s podrolja zdravstva.
[CD-ROM]. Ljubljana: Drustvo medicinskih sester, babic in
zdravstvenih tehnikov.

ARTICLE SUBMISSION
GUIDELINES

The corresponding author must submit the
manuscript electronically using the Open Journal
System (OJS) available at: http://obzornik.zbornica-
zveza.si/. The authors should adhere to the accepted
guidelines and fill in all the sections given. Prior to
submission the authors should prepare the manuscript
in the following separate documents.

1. The title page includes:

— the title of the article;

— the full names of the author/s in the sequence as that
in the article;

—the data about the authors (name, surname, their
highest academic degree, habilitation qualifications and
their institutional affiliations and status, their mailing
address), and the name of the corresponding author. If
the article is written in the English language, the data
about the authors should also be given in English. The
authorship statement is included in the system;
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—the information whether the article includes the
results of some other larger research or whether the
article is based on a diploma, master or doctoral
thesis (in which case the first author is always the
student) and the acknowledgements;

—authors' statements: Along with the manuscript,
the authors have the obligation to submit the
following statements (in the articles written in
the Slovene language, the English version of the
statements must be included. The statements will
be included before the "Reference list" section after
the manuscript has been reviewed and accepted for
publication.
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The manuscript should include a statement that
the study obtained ethical approval (or a statement
that it was not required), the name of the ethics
committee(s) and the number/ID of the approval. If
the research required no ethics approval, the ethical
and moral basis of the work should be justified.
Depending on the nature of the research, the authors
can write the following statement: "The study was
conducted in accordance with the Helsinki-Tokyo
Declaration (World Medical Association, 2013) and
the Code of Ethics for Nurses and Nurse Assistants
of Slovenia, (or) the Code of Ethics for Midwives of
Slovenia (2014)." Both sources should be included in
the reference list.

Author contributions

In case of more than one author, the contribution
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the writing of an article).

2. The main document should be anonymized and
includes the title (obligatorily without the authors and
contact data), the abstract, the keywords, the text in
the agreed format, the tables, the figures, pictures and
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the article.

Length of the manuscript: Itslength must not exceed
5000 words for quantitative and 6000 for qualitative
research articles, excluding the title, abstract, tables,
pictures and literature. The number of words should
be given in the document "The title page".

The following manuscript format for submissions
should be used: the text of the manuscript should be
formatted for A4 size paper, double spacing, written
in Times New Roman font, font size 12pt with 25 mm
wide margins. Obligatory is the use of Microsoft Word
template available at the Slovenian Nursing Review
website.
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a descriptive, but succinct title (above the table),
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summarizing the data in respective rows and columns,
and, if necessary, the notes and legends. There are no
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exceed 57 lines. Tables must conform to the following
type: All tabular material should be 11pt font, Times
New Roman font, single spacing, 0.5 pt spacing, left
alignment in the first column and in all columns with
the text, left alignment in the columns with statistical
data, with no intersecting vertical lines. The editors,
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reduce the size of tables.

Figures are numbered consecutively in the order
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hatching) with a resolution of at least 300 dpi (dot per
inch) are accepted. If the figures are in 2-dimensional
coordinate system, both axis (x and y) should include
the units or measures used.

The author will receive no payment from the
publishers for the use of their article. Manuscripts and
visual material will not be returned to the authors. The
corresponding author will receive a PDF copy of the
published article.

The editorial board - author/s
relationship

The manuscript is sent via web page to: http://
obzornik.zbornica-zveza.si/. The Slovenian Nursing
Review will consider only the manuscripts prepared
according to the guidelines adopted. Initially all
papers are assessed by an editorial committee which
determines whether they meet basic standards and
editorial criteria for publication. All articles considered
for publication will have been subjected to a formal
blind peer review by three external reviewers in order
to satisfy the criteria of objectivity and of knowledge.
Occasionally a paper will be returned to the author
with the invitation to revise their manuscript in view
of specific concerns and suggestions of reviewers and
to return it within the agreed time period set by the
editorial board. If the manuscript is not received by
the given deadline, it will not be published. If authors
disagree with the reviewers' claims and/or suggestions,
they should provide written reasoned arguments,
supported by existing evidence. Upon acceptance, the
edited manuscript is sent back to the corresponding
author forapproval and resubmission of the manuscript
final version. All manuscripts are proofread to improve
the grammar and language presentation. The authors
are also requested to read the first printed version of
their work for printing mistakes and correct them in
the PDE. Any other changes to the manuscript are not
possible at this stage of publication process. If authors
do not reply in three days, the first printed version is
accepted.

GUIDE TO REVIWERS

Reviewers play an essential part in science and in
scholarly publishing. They uphold and safeguard the
scientific quality and validity of individual articles
and also the overall integrity of the Slovenian Nursing
Review. Reviewers are selected independently by
the editorial board on account of their content or
methodological expertise. For each article, reviewers
must complete a review form on a OJS format including
criteria for evaluation. The manuscripts under review
are assessed in light of the journal's guidelines for
authors, the scientific and professional validity and
relevance of the topic, and methodology applied.
Reviewers may add language suggestions, but they are

not responsible for grammar or language mistakes.
The title should be succinct and clear and should
accurately reflect the topic of the article. The abstract
should be concise and self-contained, providing
information on the objectives of the study, the applied
methodology, the summary and significance of
principal findings, and major conclusions. Reviewers
are obliged to inform the editorial board of any
inconsistencies. The review focuses also on proper use
of the conventional citation style and accuracy and
consistency of references (concordance of in-text and
and-of-text reference), evaluation of sources (recency
of publication, reference to domestic sources on the
same or similar subjects, acknowledgement of other
publications, possible avoidance of the works which
contradict or disaccord with the author's claims and
conclusions, failure to include quotations or give the
appropriate citation). All available sources need to
be verified. The figures and tables must not duplicate
the material in the text. They are assessed in view of
their relevance, presentation and reference to the text.
Special attention is to be paid to the use of abbreviations
and acronyms. One of the functions of reviewers is to
prevent any form of plagiarism and theft of another's
intellectual property.

The reviewers should complete their review within
the agreed time period, or else immediately notify
the editorial board of the delay. Reviewers are not
allowed to copy, distribute or misuse the content of
the articles. The reviews are subjected to an external,
blind, peer review process. Through the OJS system
prospective reviewer will receive a manuscript with
the authors' names removed from the document. For
each article, reviewers must complete a review form
in the OJS system with the evaluation criteria laid out
therein. The reviewer may accept the manuscript for
publication as it is or may require revision, remaking
and resubmission if significant changes to the paper
are necessary. The manuscript is rejected if it fails to
meet the required criteria for publication or if it is not
suitable for this type of journal. The reviewer should,
however, respect the author's integrity. All comments
and suggestions to the author are outlined in detail
within the text by using the MS Word function
Track changes. The reviewed manuscript, including
anonymised suggestions, are loaded in the OJS system
and made accessible to the author. The reviewer should
be careful to mask their identity before applying
this function. The final acceptance and publication
decision rests with the editorial board.
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