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Gnadhom kif gnaddew 1-0limpjadi u wiened seta' jara x-xognol Ii gnamlu dawn 1-atleti matul 
ii-names snin precedenti. Tnarrig, kontra tnarrig sabiex matul 1-0limpjadi setgnu jagntu 
performance tajba. Gnalkemm wiened jammira 1-wirja finali, wiened japprezza u jfannar it­
tnarrig ta' qabel. B'hekk biss jista' wiened jasal Ii jidher quddiem il-pubbliku u jkun jista' ignid 
Ii gnamel dak kollu Ii seta'. 

t=tsibt ftit, gnax wara kollox biex nikteb hekk ikolli nagnmel, u qabbilt din is-sitwazzjoni ma' 
1-lsptar Mater Dei. Dan mhux names snin kellu tnejjija, imma nsomma ... Pero nibi:a' Ii ma 
nistgnux nidhru quddiem il-pubbliku u ngnidu Ii gnamilna dak kollu Ii stajna. ln-nuqqas 
ta' nsieb ta' kif kellu jitmexxa dan 1-isptar, hekk imsejjan 'state of the art', gnalija huwa tal­
mistnija. Forsi hemm min ignid Ii qed innawwad, jew ma nafx x'qed ngnid, pero il-verita 
titkellem wanida. Kif jista' wiened jispjega Ii wara dawk is-snin kollha sabiex nibdew nandmu 
f'Mater Dei, nadd ma beda janseb bis-serjeta biex isir reklutagg ta' Nurses u Midwives, biex 
ikollok naddiema bizzejjed biex tmexxi. Ma jistax wiened ignolli 1-immagini ta' 1-isptar u ta' 
kemm ser ikun qed joffri servizzi, jekk m'gnandekx b'min tandem. Huwa kollu gnalxejn Ii 
jkollok il-magni jekk m'gnandekx min juzahom. 

X'qed jigri..? Bnal ma jigri dejjem, insewwu 1-pannu bil-qargna anmar, u takkess izjed Iii 
dawk Ii diga msallbin biex ilannqu max-xognol Ii gnandhom. Mentalita Ii sfortunatament 
garrejnieha magnna mill-isptar San Luqa u don nu nadd minn dawk fil-poter ma jrid ifarfarha ... 
gnax komda. Wara kollox ftit Ii xejn tolqot lilhom. 

Mentalita kattiva onra hija Ii, dawk Ii qed imexxu jansbu Ii jistgnu jilagnbu kif iridu bin-nies Ii 
jiddependu minnhom. jansbu Ii n-Nurses u I-Midwives huma pupazzi Ii tigbdilhom 1-ispaga 
u jagnmlu dak Ii jigi ordant lilhom. Kemm kienu jitmassnnu huma stess meta kienu fi gradi 
inqas ... pero sewwa jgnid il-Malti Ii biex tkun taf bniedem x'inhu, agntih pozizzjoni. Pero 
sfortunatament dan it-tip ta' management insejjanlu bla sinsla. Kulnadd irid jidher nelu ma' 
ta' fuqu. lbda min dik jew dak in-Nursing Officer Ii t/irid t/jakkwista xi tlett dipartimenti tant 
idejha/idejh ... u dan gnaliex? Sempliciment biex ikollna izjed poter, u ftit Ii xejn nirrispettaw 
1-identita ta' naddienor. L-iskrivan/a Ii j/trid i/tmexxi d-dipartiment hu/hi, u j/sseffsef, u 
j/tkun emmnut/a ... u dan gnaliex? Sempliciment biex mingnalina tlajna xi skaluna onra. U 
d-deCizjonijiet jittiendu fuq dawn il-kriterji. .. u r-rota tkompli ddur sakemm jitqaccat il-fus. U 
1-izjed Ii jbatu jkunu 1-pazjenti, gnax dawk Ii jkunu fil-poter hemm jibqgnu ... imexxu kif kienu 
jagnmlu dejjem. 

La bdejna fuq il-lognob, inkomplu hekk. Min ma jafx kemm hi ta' nsieb il-lognba tac-cess? 
Hekk gnandha tkun it-tmexxija ta' 1-isptar. Hekk kif waqt il-lognba toqgnod attent kif tilgnab 
biex tliares lir-re u lir-regina, hekk gnandna nmexxu biex innarsu d-drittijiet tal-pazjenti 
tagnna, biex wara kollox nagntuhom dak kollu Ii jinntiegu bi dritt. Ma tistax tilgnab bl-addocc 
gnax, apparti Ii titlef il-naddiema, tkun qed tpoggi lill-pazjenti fil-periklu. 11-naddiem mhux 
pupu ... ma jista' nadd jippretendi Ii n-nurses u I-midwives jagnmlu 1-mirakli. Diga humc 
nafna dawk Ii qed inossuhom imkissra gnax nadd ma jismagnhom, gnax nadd ma jidher I 
qed jipprova jagnmel xi naga ... kemm ser indumu sejrin hekk? t=taddiem imdejjaq ma jista, 
jaglitik xognol tajjeb ... u ma nistgnux nibqgnu ngnidu gnax 1-ambjent ta' 1-isptar huw 
isban u mingnalina Ii b'hekk qed insolvu xi liaga. Ma nistgnux nibqgnu Ii ma kull problem 
Ii tinqala', insolvuha billi nsallbu jew nagnmlu 1-najja infern gnal xi nurses u midwives. M, 
nistgnux insolvu 1-problema ta' dipartiment billi nkissru nurses u midwives onrajn. L-ewwel, 
gnax kellek bi:onn, jintbagntu nies f'dipartiment, tgnallmu u bdew jandmu, wara ftit zmie 1 

jibda paroli ta' caqliq biex jigu akkomodati talbiet ta' xi wnud Ii huma aktar influwenti. ['in 
mhix etika ... din hija farsa ... din hija lognba tal-poter ... il-ligi tal-gungla donnha qed tirre;:ir*i 
f'Mater Dei. .. 
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Diskors tal-President ta' 1-MUMN fl-okkaijoni 
• tal-ftufl ta' 1-Ufficcju Centrali ta' I-Union 

nhar il-5 ta' Settembru, 2008 

E.T. President ta' Malta, Onor. Ministri u Deputati Parlamentari, mistiedna distinti, kollegi u libieb. 
F'isem in-Nurses u I-Midwives f'pajjiZ:na, nixtieq nirringrazzjakhom talli lqajtu 1-istedina taglina 

gliall-ftuli ta' dawn ii-premises godda. Mill-ewwel ngliid grazzi lill-Membri tal-Kunsill tal-MUMN Ii 
gliamlu din il-liolma realta. 

Premises blial dawn jirriflettu t-tkabbir u d-diversita Ii din I-Union qeda tgliaddi minnhom biex 
tlaliliaq mhux biss ma' 1-att trejdunjonistiku, imma wkoll ma' 1-aspett akkademiku u dak socjali; it­
tlett sisien Ii fuqhom tinsab mibnija din I-Union. 

Kif liafna minnkom jafu, 1-MUMN twaqqfet fl-1996. Minn dak iz-zmien sa llum qatt ma liarisna 
lura. 11-liidma u s-servizzi Ii 1-MUMN qed toffri lill-membri tagliha huma xiedha tad-diversita u t­
tkabbir Ii 1-MUMN gliaddejja minnhom. 

Fil-bidu tat-twaqqif tagliha, 1-iskop tal-liidma ta' din I-Union kien liafna jffukat biex insaliliu u 
nigbru n-Nurses u I-Midwives taglina go gliaqda trejdunjonista walida. Ridna noffru Iii kull Nurse 
u Midwife vuci Ii twassal mhux biss il-problemi tal-professjoni, imma tkun f'pozizzjoni Ii tizviluppa 
1-professjoni tagliha biex taggorna mal-litigijiet tal-lum. Dan ix-xogliol, fl-1996 kien beda jsir gewwa 
garaxx zgliir, Ii kien mikri lill-MUMN fil-Fgura. 

Meta fis-sena 2000, 1-MUMN liadet fi lidana r-rwol ta' assocjazzjoni, barra 1-aspett 
trejdunjonistiku, bdejna naraw sfidi godda. L-MUMN saret ukoll assocjazzjoni ta' Nurses biex b'hekk 
stajna nirrapprezentaw lill-istess Nurses u Midwives Maltin fuq aspetti edukattivi u professjonali. 
Stajna wkoll nippartecipaw f'diversi fora internazzjonali biex inkunu f'sitwazzjoni Ii nikkontribwixxu 
fuq standards u policies marbuta maz-zewg professjonijiet. 

Ilium 1-MUMN hija affiljata ma' numru konsiderevoli ta' organizzazzjonijiet internazzjonali. 
Dawn 1-affiljazzjonijiet irriZ:ultaw f'numru ta' sfidi u opportunitajiet blial meta I-European Federation of 
Nurses Associations Z:ammet il-laqglia tagliha f'pajjizna, u kif ukoll 1-European Midwives Association fejn 
ix-xahar id-dieliel ser izuru Malta sabiex jorganizzaw il-laqglia annwali taglihom. Affiljazzjoni olira 
importanti hija dik ta' I-International Council of Nurses fejn ser torganizza f'pajjizna, 1-ikbar kungress 
tan-Nurses bejn il-5 u s-7 ta' Mejju, 2011. Dan il-Kungress Ii glialih jattendu ma' I- 4000 Nurse minn 
madwar id-dinja kollha ser joffri sfidi, mhux biss gliall-MUMN imma saliansitra gliall-Gvern, u kif 
ukoll gliall-intraprizi privati. Dan kollu ser jikkontribwixxi gliall-ekonomija ta' pajjiZ:na. lrnexxielna 
nxandru isem pajjizna u ta' 1-MUMN fuq 1-livell internazzjonali, u dan bis-salilia tan-Nurses. Fi kliem 
ielior bl-lngliz - We are making History. 

Glialhekk, bil-koperazzjoni tal-Ministru tas-Salilia u Politika Socjali twaqqaf kumitat biex naraw 
Ii pajjiZ:na jisfrutta din 1-opportunita u fl-istess waqt isir riklam glial Malta. lrridu nassiguraw Ii nliallu 
mpressjoni mhux biss tajba, izda Ii tisboq f'kull aspett glialiex konvinti Ii, kif jigri wara kull Kungress, 
in-Nurses Ii gejjin minn 1 31 pajjiz madwar id-dinja, ser imorru lura f'pajjizhom u jitkellmu fuq 1-
esperjenza taglihom f'pajjiZ:na. 

Glialhekk din I-Union trid tipprepara wkoll glial din 1-isfida u premises blial dawn ser ikunu 
denji biex in-Nurses Ii jkunu hawn Malta ser jaraw, Ii n-Nurses u I-Midwives ta' Malta u Gliawdex, 
gliandhom premises Ii tixraq id-dinjita tal-professjoni taglihom. Premises blial dawn iliabbtuha ma' 
premises ta' liafna organizzazzjonijiet tan-Nurses u I-Midwives f'pajjizi ferm ikbar mill-popolazzjoni 
taglina. Glialhekk b'wiccna bil-quddiem, nawguraw Ii 1-futur tal-MUMN u x-xogliol Ii twettaq fil­
qasam tas-salilia jkun dejjem ta' fejda, kemm gliall-liaddiema Ii jalidmu f'dan is-settur imma wkoll 
gliall-pazjenti u ommijiet taglina Ii jixraqilhom kull servizz ta' 1-oglila kwalita. 

Filwaqt Ii nirringrazzjakom Ii lqajtu 1-istedina taglina u ngliaqqadtu maglina f'din il-gurnata 
memorabbli glialina, nistieden lill-E.T. Dott. Edward Fenech Adami sabiex jaglimel 1-indirizz tiegliu 
u wara jiddikjara dawn ii-premises miftulia. 

0 mumn@maltanet.net 

Paul Pace 
President 
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One of the main pastoral issues that I habitually come across 
in my pastoral ministry at Mater Dei Hospital is undoubtedly 
forgiveness. By listening to other people's stories I came to 
realize that everyone has something to forgive to someone or 

other people. Since forgiveness is so prevalent in the experience of being human, I slowly started to 
comprehend that forgiveness is the bread and butter of being a human person created in the likeness 
and image of God. Without forgiveness there is no human life. As josh McDowell said: "Forgiviness is the 
oil of relationships". 
The more I pondered on the various experiences I heard during my ward rounds, the more I became 

aware that it is in fact difficult, if not impossible, to define exactly what forgiveness is all about. Does it mean 
a "letting go of the past", as the American psychiatrist Gerald jampolsky suggested? Or is it forgetting what 
has happened to us as if it did not occur at all? Thanks to my theological reflection on my pastoral ministry 
I came to acknowledge that it would be paslorally wise lo 1ef1 ai11 my~elf fr om yivi11y a wrK.be definilion of 
the term. Rather I consider it appropriate to humbly present the conclusions that I was able to gather from 
the experiences I was privileged to attend to. 

To forgive does not mean to forget. It is practically impossible to completely obliterate negative 
experiences that we underwent. Even if the experience per se can be forgotten, its effects remain there to 
remind us of what we have been undergoing. The Hungarian psychiatrist Thomas S. Szasz used to say: "The 
stupid neither forgive nor forget; the naive forgive and forget; the wise forgive but do not forget." Having 
said that, we need to acknowledge the fact that although the pain inflicted upon us was great indeed, yet 
that very pain can be a potentially powerful resource for our lifelong learning. In that matter, pain acts as 
both an astute and unkind teacher. 

When we forgive those who hurt us we never condone of what happened to us. If we were abused, 
maltreated, or neglected we never say that it was right. We call spade a spade. We never hold acceptable 
what is in itself unacceptable. 

Furthermore, forgiveness does not mean not holding responsible those who hurt us. Those who acted 
irresponsibly still have to deal with the consequences of their irresponsible actions. If not they keep abusing 
and maltreating other people as they did to us. 

Forgiveness does not impede us from talking over those feelings which are troubling our minds and hearts. 
Real forgiveness has nothing to do with playing the martyr by swallowing what we are feeling. We need to 
debrief with someone whom we trust in order that we can start our way of healing. Respecting ourselves by 
honestly acknowledging what we feel is the basis for an authentic forgiveness. 

Many people have the wrong impression that forgiveness means a one time decision. Everyday life shows 
that this is a pure myth. The human mind keeps recalling that it was unjustly injured. In a certain sense it is futile 
to set a day to forgive. Forgiveness is a painful, arduous, and scary process in which painful past experiences 
need to be confronted and as a result of that uncomfortable revisiting old wounds are slowly healed. 

In the aforementioned reflections what comes to the fore is the realization that by not forgiving we are 
not reaching out. We choose to become the prisoners of our own anger, frustration, resentment etc. Lewis 
B. Smedes said: "To forgive is to set a prisoner free and discover that the prisoner was you." If we undertake 
the journey of forgiveness we start noticing that our internal healing is taking place. josh Loth Liebman 
observes: "We achieve inner health only through forgiveness - the forgiveness not only of others but also 
of ourselves". Since in jesmond Tutu's view, "without forgiveness there is no future," let us undertake with 
courage and determination the forgiveness journey fully conscious with Paul Boese that although forgiveness 
does not change our past it has the power to enlarge our future. And if it does so it renders prophetic the 
exhortation given to us by the Russian moral thinker, novelist and philosopher, Leo Nikolaevich Tolstoy: "Let 
us forgive each 
other - only 
then will we 
live in peace". 

Fr Mario Attard OFM Cap 
0 koinonia@waldonet.net.mt 
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F'dawn 1-annar ftit xhur, mill-annar narga tal-Musbieh Iii hawn, sennew numru ta' 
eventwalitajiet, unud minnhom poi:ittivi onrajn ta' xejra pjuttost negattiva. 

Barra 1-ftun ta' premises godda, kien ta' sodisfazzjon kbir Ii lnaqna ftehim mal-Ministru Dalli 
sabiex in-Nurses u I-Midwives kollha Ii jandmu roster DDNRO ma jkunx hemm differenza 
bejnithom f'dawk Ii huma extra duties tal-46.6hrs. Mill-1 ta' jannar 2009 kulnadd ser ikun 
1-istess, I-extra duties ser jispiccaw. 

Bqajt skantat mhux ftit meta gejt infurmat Ii Nurse sabet ras ta' gurdien fil-platt bejn 
il-naxix meta marret tiekol fil-canteen ta' 1-istaff fl-lsptar Mater Dei. Din ii-Union nadet il­
prekawzjonijiet mill-ewwel kemm fuq in-Nurse partikolari u wara wkoll fl-interess tal-membri 
kollha Ii jandmu f'dan 1-isptar. t=tdimna flimkien, ii-Unions kollha fuq din il-materja. Kulnadd 
kien ta' 1-istess principju. Issa qed innarrsu 1-quddiem sabiex jerga jibda s-servizz ta' 1-ikel. 
Mhux faCli gnalina Ii nonorgu nixtru minn barra gnaliex tanli I-break kollu sakemm tmur 
u tigi. 

Lanqu n-Nurses il-godda (madwar 50) u gew registrati 20 Nurse barrani. Ragg ta' tama 
imma malajr jintilfu bin-nuqqas Ii hawn. Jinntieg Ii jsir aktar sforz mill-Gvern sabiex jingiebu 
100 Nurse barrani ienor u fl-istess waqt inbiddlu r-regolamenti ta' 1-Universita sabiex nnajru 
aktar i:agni:agn Maltin. Ma nistgnux inkomplu aktar nandmu x-xognol ta' tnejn u tlieta. 
Qed nitfarrku u numru ta' Nurses qed jitilqu biex isibu xognol postijiet onra fosthom anki 
barra minn Malta. Ma nistgnux nistennew aktar. Kull gurnata qed tnixxi d-demm fil-work 
force. Sur Gvern ejja ha niccaqalqu fuqha aktar din! 

llna ftit xhur nandmu mal-Gvern fuq il-partimers sabiex dawn ukoll jibdew igawdu mill­
career progression u wara anki mill-process tal-Bridging. Nistqarr Ii hemm koperazzjoni bejn 
kulnadd u tidher Ii nstabet il-formola addatata u gusta. Mhux process faCli imma konvint 
Ii nasslu wkoll. 

Gnaddiet sena u nofs minn meta lanaq Gvern gdid bil-wegnda Ii senn riforma fil-Kura 
Primarja. S'issa, wara tmintax-il xahar gnadu ma senn xejn bis-sugu u fl-istess waqt gnandna 
1-lsptar Mater Dei qed iffur bil-pazjenti. Ma nistawx inkomplu nipposponu aktar. Din hija 
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THEATRE NURSES 
®ill 

OPERATING 
DEPARTMENT 

PRACTITIONERS? 
Keith Vassallo, Anaesthetic Nurse. 

Member of the MUMN - MDH Group Committee. 
o keith.vassallo@gov.mt 

Theatre Nursing is viewed by most nurses, nurse 
managers and nurse educators as being too realistic and 
task - oriented, giving little value to the actual caring 
skills embedded in the very essence of nursing. 

A number of research studies, however, indicate 
otherwise. Interviews with Theatre Nurses both in 
the United Kingdom and locally show that theatre 
nurses provide similar nursing care to patients as their 
colleagues in wards. (Mardell, (1998), Basset & Basset, 
(1999), Hind et al, (2001 ), Camilleri, (2004). Caring 
for the unconscious patient, maintaining patient 
safety, infection control measures, maintaining patient 
dignity, acting as patient's advocate and relieving 
patient's anxiety by providing patient information 
and consent to procedures and frequent activities 
performed by Theatre Nurses (Mardell, (1998), 
Camilleri, (2004). All this seems to suggest that the 
role of nurses in theatre is important to maintain 
patient safety. 

Misperceptions on the role of Theatre Nurses 
and the lack of specialised training often results in 
poor recruitment of nurses in operating theatres. This 
results in lack of nurses which sometimes compromises 
patient safety in theatre. 

In the United Kingdom Operating Department 
Practitioners (O.D.P's) were introduced to address this 
problem. The shortage of Theatre Nurses, presently, 
locally gave rise to a number of speculations by several 
professionals regarding the introduction of these 
O.D.P's locally. The main role of the O.D.P's in the 
United Kingdom is to take up those non-nursing duties 
being performed by nurses so that nurses can dedicate 
more time to direct patient care. 

However, the absence of a present job description 
of Theatre Nurses locally, will make it difficult to identify 
those tasks which can be appropriately delegated to 
these O.D.P's (Camilleri, (2004), Baxter, (1997), White 
& Coleman, (2000), Hind et al, (2001 ). 

Another measure which should be taken before 
attempting to introduce such Practitioners before 
locally is their training. In the United Kingdom O.D.P's 
follow a fulltime two-year course, were they are 
trained to assist in all phases of intra-operative care 
i.e. ; Scrubbed up roles, Anaesthesia & Recovery. In 
view that locally nurses cannot undertake specialised 
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training in Theatre Nursing this will create tension 
between the two. Since nurses rightly-so, will view 
O.D.P's as a threat to their job because of the 
specialisation of the latter. Hence it is suggested that 
local nurses presently working in theatres will be given 
the opportunity to specialise in theatre practice before 
introducing O.D.P's (Camilleri, (2004). 

Another important role of Theatre Nurses is that of 
the administration of drugs especially those under the 
Drug Misuse Code commonly known as DDA's (White 
& Coleman, (2000). Nurses form part of recognised 
register which implies that the nursing profession often 
regulates itself. In the United Kingdom such an otticial 
register for O.D.P's does not exist and hence O.D.P's 
cannot be held responsible for the administration nor 
handling of such drugs. 

Theatre Managers, thus have an added 
responsibility on the allocation of O.D.P's to make sure 
that legal issues are not compromised. In fact research 
in the United Kingdom, shows that O.D.P's are rarely 
given recovery duties, though they are trained to work 
in this field (White & Coleman, (2000), Baxter, (1997). 
This is because post-operatively patients may require 
the administration of opiate analgesia. This indicates 
the need for a job description of O.D.P's should they 
be introduced. Such a job description will outline 
those tasks theses O.D.P's can do within the legal 
framework covering operating theatres practice. This 
will also serve as a guide for theatre managers in the 
allocation of daily staff. 

Hence, whilst at first glance it appears that the 
introduction of O.D.P's is a cost-effective solution to 
the present shortage of Theatre Nurses a number of 
other issues should be considered first. Mainly these 
include: 

1. The set-up of an official job description of theatre 
nurses. 

2. Specialised, recognised training for nurses presently 
working in theatres. 

These are aimed to safe guard the present role of 
theatre nurses because Theatre Nurses are a must if 
patient safety intra-operatively is to be maintained. 
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Minimisation of Infection Risk 
to Patients in Anaesthesia 

Tonio Pace DNO, Main Operating Theatres (Anaesthesia, MDH) 
0 tonio.n .pace@gov.mt 

The primary aim of infection control is to preclude 
the spread of infection by health professionals and 
patients. Health professionals have the obligation to 
sateguard high personal criteria ot intection control, 
thus ensuring that these standards are also followed 
by their colleagues. Kumar (1990) claims that infection 
control policies in hospitals are mainly based on 
rooting out the origin of infection, breaking the mode 
of dispersal and altering the individual's immunity. 
Health care professionals working in any particular part 
of the hospital are to abide by the policies and make 
sure that all practitioners are aware of their appropriate 
use. Patients expect a sanitary environment in hospitals 
and are entitled to be treated and cared for in a 
satisfying, clean and protected setting. McKay and 
Farley (2006) stress that patient's protection is more 
closely supervised than ever before. Such protection is 
possible thanks to the participation of the health care 
professionals, patients themselves, governments and 
consumers. 

Operating theatres are active environments that 
function behind closed doors and are continuously 
changing. Both nurses and doctors beside other 
health professionals have the responsibility in assuring 
the highest possible safety levels for all patients. 
Operating theatres are normally set to keep infection 
risks at a minimum to patients, where at the same 
time, all this depends on adequate theatre cleanliness 
and an effective ventilatory system as recommended 
(Kumar, 1990). A key source of infection comes from 
individuals and very often-clinical needs and operational 
requirements increase the risk of transmission (Wicker 
and O'Neil, 2006) . Recommendations for infection 
control are normally designed for a particular 
department, focusing mainly on its area of practice. 
Microbiological tasks and the supervising of operating 
rooms should be in accordance to national proposals 
(Association of Anaesthetists of Great Britain and 
Ireland [AAGBI], 2002). An area that entails much 
consideration towards patients' infection control 
measures is undoubtedly in the Anaesthetic practice. 
In fact, the American Society of Anaesthesiologists 
[ASA] (1999) specifies that the recommendations are 
aimed generally on both hospital acquired infections 
and infections developed at the workplace. These 
proposals are normally compiled to enhance quality 
patient care and safety in the workplace altogether. The 
Australian and New Zealand College of Anaesthetists 
[ANZCA] (2005) stresses on health professionals to 
protect themselves from any contact with blood and 

body fluid by making use of all items that fall under the 
term 'standard precautions', such as gloves, face masks, 
gowns, goggles, eye shield, over shoes and aprons 
where such use is deemed necessary. Unerman (2006) 
determines that this term indicates the use of various 
items which allow a better approach to protection. 

Whereas a surgeon and his team need to guarantee 
the deterrence of infection in operating theatres, the 
same goes for the anaesthetist and his/her nurse 
assistant throughout the practice of anaesthesia. 
This may be possible if appropriate levels of sterility, 
disinfection and decontamination are adequately 
followed after the use of a particular instrument. The 
Hong Kong College of Anaesthesiologists [HKCA] 
(2002) proclaims that; 
• Decontamination happens when infective and 

undesirable substance is removed from the facade 
of an object. 

• Disinfection occurs when microorganisms are 
removed but omitting spores. 

• Sterilisation takes place when all microorganisms 
are removed. 

• Asepsis is the avoidance of coming into contact 
with microorganisms. 

Hand Hygiene 
Lack of hand hygiene helps in the spread of infectious 
agents in health care. To attain maximum reduction, 
the hands should be washed thoroughly ensuring 
that all parts are covered with hand hygiene products. 
Hand washing using soap and water, Zaragoza 
et al (1999) minimises considerably the risk of 
microorganisms of the hands. Martin (2005) justifies 
that this procedure should be carried out before and 
after patient contact. Hand washing is the process of 
cleaning the hands with the aid of water and hygiene 
products with the aim of eliminating microorganisms 
and dirt (Wikipedia, 2007). Hand washing is also 
significant for preserving the skin as a whole. On a 
daily practice one can also make use of alcoholic hand 
rubs, where these are normally situated in a wall­
mounted dispenser in order to facilitate mode of use. 
Wearmouth (2004) stresses that when using alcohol 
hand rubs, hands should be dirt free. Alcohol -based 
hand rub causes less irritation to the skin than soap 
(Martin, 2005). On a normal day the practice of hand 
washing lacks due to various implications that arise 
from time to time. The factors mainly responsible for 
poor hand washing include the ever persisting heavy 
workloads and fast turnovers of patients in theatre, 
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and another is that the health professionals themselves 
might see their hands to be clean hence not feeling 
the need to go through the hand washing procedure. 
This perception is what normally creates danger to the 
patients and staff themselves especially when knowing 
that anaesthesia involves invasive procedures. The New 
Zealand Anaesthetic Technicians' Society [NZATS] 
(2004) implicate that another important issue that 
staff should be aware of is that cuts on the hands are 
to be well covered with water resistant plasters for their 
own safety and that of their patients. The Hong Kong 
College of Anaesthesiologists [HKCA] (2002) stresses 
the importance of handwashing by the anaesthetic 
team before handling a new patient or equipment, and 
on completion of procedure. 

Aseptic Technique 
Perioperative medical staff safeguards valuable rules 
of aseptic technique, sterile field and patient care 
(Wicker and O'Neil, 2006). Unerman (2006) defines 
the term aseptic technique as the procedure where 
all contagious bacteria are eliminated from living 
tissues. For one to carry out invasive procedures, 
such as vascular cannulation and central vascular 
catheterisation, one needs to adhere to the aseptic 
technique measures. When these methods are 
followed adequately, infection rates tend to go down 
(McKay and Farley, 2006). Pace (2006) declares 
that health professionals need to make use of gloves 
where interventions may have the risk of blood spills. 
Both nurses and doctors should be well trained on 
how to deal with spillages safely and have access to 
adequate equipment regarding a safer management 
(Wearmouth, 2004). Patients going through these 
procedures are normally scared of the 'unknown' and 
need reassurance. One familiar practice that is used on 
a daily basis throughout the hospital is the insertion 
of a venflon, where Pace (2007) declares that 40% of 
patients undergo the experience of venflon insertion 
in any acute setting. Because this is a daily routine for 
both admissions to hospital and surgery, it is easy to 
neglect the importance of using basic asepsis such as 
proper handwashing and gloving. Patients are normally 
informed about whether or not any local anaesthetic 
is to be given prior to the actual incursion. Another 
step explained to the patient concerns the infection 
control measures to be taken during the procedure. 
This includes the guarantee of using sterile and new 
disposable equipment where necessary. The cleansing 
of the area to be worked upon by the anaesthetic 
team is also explained to the patient as in most cases, 
where invasive procedures are carried out, patients are 
generally awake. Invasive operations by the anaesthetic 
team are usually carried out in the anaesthetic room 
where specific equipment is prepared for a particular 
intervention. The washing of hands and putting on 
gloves play a crucial task when caring for intravenous 
devices (Pace, 2006). When procedures are carried 
out in a hurried and sometimes carelessly way, apart 
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from the human suffering that infections may cause, 
the International Federation of Infection Control [IFIC] 
(2003) states that this malpractice augments healthcare 
costs due to delaying patients' discharge. This will also 
add to patients' frustrations and discontent. Other 
invasive procedures which are carried out in this area 
include both spinal and epidural procedures. 

Needle Stick Injury 
When carrying out such interventions, it is vital that 
all staff is aware of the risk of percutaneous injuries or 
better known as needle sick injuries (NSI). The local 
infection control unit claims that a large number of 
these incidences could be avoided but normally these 
occurrences materialise due to negligence (Infection 
Control Committee, 1998). Many of these injuries go 
unreported for various reasons. Abela (2005) remarks 
that practitioners after being inflicted, very commonly 
check through the patient's file and if no obvious risk 
factor is found then they assume that the patient is 
not of a threat. The use of sharp containers is evidently 
important as this reduces the incidence if the method 
is used well. Medical practitioners sometimes under 
the misconception of wearing gloves take unnecessary 
risks which can still lead to infliction. On the other 
hand, others choose to wear a double pair of gloves as 
a form of more security. Tanner and Parkinson (2006) 
declare that double gloving is nowadays becoming 
more common as it reduces the risk of cross infection 
between the staff and patients. Studies show that a 
majority of these injuries happen when sharps are 
utilized and during their discarding (U.S. Department 
of Health and Human Services [DHHS], 1998). Several 
notices remind staff in general on both the hazards and 
the proper use of any sharp in use. These are normally 
found in the format of colourful posters which are 
generally supplied by the local infection control unit, 
and their particular aim is to educate theatre staff and 
help to safeguard each from any unpleasant injuries. 
Anaesthesia incorporates multi needle use throughout 
each procedure, so awareness on not to re-sheath 
or twist needles and when to discard of the sharps 
container, when two thirds full, should be commonly 
acknowledged, but unfortunately in daily practice it 
is frequently disregarded. Necessary equipment such 
as sharps containers and protective attire are to be 
supplied and made ready for use in all clinical areas. 

Anaesthetic Apparatus 
Anaesthesia equipment may be open to possible 
infectious matter during regular use. This can occur 
when in direct contact with the patient's skin, mucous 
membranes, discharge and blood (ASA, 1999). 
Generally, items used in the anaesthetic field are made 
of a disposable nature. This is important to be noted, as 
this material cannot be reused after it has already come 
into contact with patients. This is generally emphasised 
by the manufacturer on the product's outer label. 
The ANZCA (2005) also points out that the users are 
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to dispose of non-reusable items. Devices, such as 
an endotracheal tube and a nasopharyngeal airway, 
which are used for both oral and nasal intubations 
may contaminate with contagious organisms as soon 
as they reach the upper airway. Tubing that has to 
be connected to the anaesthetic machine, such as 
an adult and a paediatric circuit need to be changed 
daily, as these make up part of the airway system of 
the patient and which come into contact with mucous 
membranes. In order to prevent contamination towards 
the ventilation system, a bacterial/viral filter is regularly 
used for each patient. Its function helps in safeguarding 
the anaesthetic machine from contamination by 
microorganisms as the patient exhales (Wharton 
and Wood, 2004a). The bacterial/viral filter is then 
discarded soon after extubation. 

Intubation Equipment 
The intubation equipment also plays an important role 
in infection control. Face masks in particular, which 
come in a variety of sizes, come into close contact with 
the patient's secretions, and as Wharton and Wood 
(2004b) state that blood, saliva and gingival fluid 
from patients, should be regarded as infective. Face 
masks and angle pieces, (the latter that connects the 
breathing system to the mask), are to be washed with 
hot water and soap followed by disinfection according 
to the manufacturer's literature. 

Laryngoscopes are recognized as becoming 
contaminated while in use (AAGBI, 2002). A 
laryngoscope is a tool which is mainly used by the 
anaesthetist to examine the larynx and to assist in the 
insertion of the endotracheal tube. It is made up of a 
handle which contains a battery and a blade (Fig. 2) 
that incorporates a bulb. The light lights up the larynx 
view Wicker and O'Neil (2006), which enhances the 
intubation, hence avoiding the risk of blood spills 
due to mucosal abrasions. ANZCA (2005) declare 
that disinfection of laryngoscopes should take place 
before each use. One should be particularly aware that 
residue around the light source is totally excluded prior 
to reuse. This will prevent the risk of cross infection 
from one patient to another. After use, each has to be 
stored separately from unused items. 

Drugs for Injection 
Drugs that are prepared in various syringes prior to 
surgery, are put on a clean tray on the anaesthetic 
machine surface (MGBI, 2002). It is utterly important 
that syringes are not left lying around with no needle 
attached to it, as this may enhance the chances for 
contamintion. Each syringe is not to be used on multiple 
patients, as this might get into contact with blood 
borne pathogens that might endanger the patients to 
follow. It is also recommended that intravenous infusion 
be set up for a single use on an individual patient only 
(HKCA, 2002). Singe use vials are to be discarded after 
use, and the multiple-use vials which are punctured 
when withdrawing the drug to be used, practitioners 
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should clean the rubber bung aseptically beforehand. 
This practice is another point where staff should be 
aware of their actions as this procedure is carried out 
routinely, then one tends to be lax and this is where 
danger takes over. MGBI (2002) emphasises on the 
importance of the immediate throwing out of drugs 
which tend to be visually soiled. 

The Anaesthetic Machine 
The anaesthetic machine is a major form of equipment 
situated in an operating theatre. Throughout its 
function there is no need for any infection control 
measures regarding the inner circuits, but it is well 
emphasised, (AAGBI 2002;ANZCA 2005) that the 
ventilator itself and the bellows need to be cleaned 
and disinfected on a regular basis. All monitors and 
the anaesthetic machine itself are to be cleansed daily 
with a disinectant, where this helps in the prevention 
of dust which might hinder in keeping the operating 
room safe from microorganisms. IFIC (2003) accords 
that cold water is mostly favoured for the cleansing 
as it gets rid of most of blood stains and other 
microorganisms. 

Environment 
The ventilation system is also important when it 
comes to infection control measures in anaesthesia. 
Airborne contamination in an operating room is not 
to be present, so with the aid of a good and efficient 
ventilatory system this is reduced to a minimum. 
Unerman (2006) claims that room air, comprises 
of microorganisms which are mainly found in the 
human respiratory passage, where coughing, sneezing 
and conversing increase the risk. Many organisms 
are known to live in dust. Wearmouth (2004) 
indicates that nurses are to see that all equipment 
employed is spotless and fit before use, adding that 
many organisms, including Methicillin-resistant 
Staphylococcus aureus (MRSA) reside in debris. The 
local infection control unit regularly checks the air 
present in the operating room, in order to analyse 
whether any microbiological elements are present. 
Kumar (1990) states that each operating room should 
have an air change rate of about 20 times an hour. 
This function is of great importance because due to 
air changes, the chance for any bacteria to produce is 
minimal. In order to reduce airborne contamination, 
general movement around the operating theatre is 
to be cut down. Doors are to be closed at all times 
in order to maintain a constant air pressure in the 
operating room and other rooms adjacent to it. 
Practitioners are to be also aware of air pollutants 
that arise from inhalation gas agents used throughout 
surgery. These are considered hazardous and one 
ought to ensure that the scavenging system in the 
operating room is functioning well the whole time. 

By making part of the anaesthetic team, one should 
be able to take prompt decisions relating to both patient 
care and safety towards members of staff in general. 
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Updating one's knowledge on environmental and social 
changes is considered an asset and having a know how 
on the advances and developments in the functioning 
of an operating theatre Unerman (2006). Both training 
and education are needed on the workplace making 
sure that all health practitioners understand the 
procedures and acknowledge what infection control 
policies are expected. Written guidelines help better in 
recognising areas of uncertainties and will surely be of 
use in minimising unforeseen dangers towards patients 
or staff. 
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Positive Practice Environments 
Today there is a global health workforce crisis - one 
marked by critical imbalances. Many countries are faced 
with the challenge of shortages of dentists, doctors, 
nurses, pharmacists, physiotherapists and other health 
workers. In some countries these shortages co-exist with 
underemployed and unemployed health professionals, 
because of funding shortfalls, planning inadequacies 
and geographic imbalances between the supply of 
health providers and the demand for their services. 
The reasons for the crisis are varied and complex, but 
key among them are unhealthy work environments 
and the poor organisational climate that characterize 
many workplaces. The ongoing underinvestment in 
the health sector, coupled with poor employment 
conditions and policies (such as exposure to occupational 
hazards, discrimination and physical and psychological 
violence; insufficient remuneration; unfavourable 
work-life balances; unreasonable work loads, limited 
career development opportunities, etc.) have resulted 
in a deterioration of working conditions for health 
professionals in many countries. There is clear evidence 
globally that this has a serious negative impact on the 
recruitment and retention of health professionals, the 
productivity and performance of health facilities, and, 
ultimately, on patient outcomes. 

There are key elements in the workplace that 
strengthen and support the workforce and, in turn, have 
a positive impact on patient outcomes and organisational 
costeffectiveness. These factors, when in place and 
supported by appropriate resources (both financial and 
human), go a long way in ensuring the establishment 
and maintenance of an effective health care professional 
workforce and, ultimately, the overall quality of health 
systems. Establishing positive practice environments across 
health sectors worldwide is of paramount importance 
if patient safety and health workers' wellbeing are to 
be guaranteed. All health sector stakeholders, be they 
employer or employee, private or public, governmental 
or non-governmental, have their respective and specific 
roles and responsibilities to foster a positive practice 
environment. They must work in concert if Quality 
Workplaces for Quality Care is to be achieved. 

Positive Practice Environments Defined 
Positive Practice Environments (PPEs) are settings that 
support excellence and decent work. In particular, they 
strive to ensure the health, safety and personal wellbeing 
of staff, support quality patient care and improve the 
motivation, productivity and performance of individuals 
and organisations 1• 
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Elements of 
Positive Practice Environments 

Positive practice environments are characterised by: 
• Occupational health, safety and wellness policies that 

address workplace hazards, discrimination, physical 
and psychological violence and issues pertaining to 
personal security; 

" Fair and manageable workloads and job demands/ 
stress; 

• An organisational climate reflective of effective 
management and leadership practices, good peer 
support, worker participation in decisionmaking, 
::ihd1ecl vdlue::i; 

• Work schedules and workloads that permit healthy 
work-life balance; 

" Equal opportunity and treatment; 
• Opportunities for professional development and career 

advancement; 
• Professional identity, autonomy and control over 

practice; 
• job security; 
• Decent pay and benefits; 
• Safe staffing levels; 
• Support, supervision and mentorship; 
• Open communication and transparency; 
• Recognition programmes; and 
• Access to adequate equipment, supplies and support 

staff2 

Benefits of Positive 
Practice Environments 

The beneficial effects of positive practice environments on 
organisation performance in general, and health service 
delivery, health worker performance, patient outcomes 
and innovation in particular, are well documented. 

Positive changes in the work environment result in 
a higher employee retention rate, which leads to better 
teamwork, increased continuity of patient care, and 
ultimately improvements in patient outcomes3

• 

A review of performance in more than 3000 UK 
businesses4 identified "high performing organisalions" -
and one of their characteristics was that they "Value quality 
rather than quantity, and keep the focus on the long-term 
and on outcomes; establish a climate of employee relations 
that is characterised but not codified by pride, innovation 
and strong interpersonal relations: and understand that 
collective mechanisms support this". 

WHO has identified an "enabling work environment" 
as one of the four components in strengthening 
management and leadership of health systems delivery5

· 

PPEs demonstrate a commitment to safety in the 
workplace, leading to overall job satisfaction. 

When health professionals are satisfied with their jobs, 
rates of absenteeism and turnover decrease, staff morale 
and productivity increase, and work performance as a 
whole improves. 6 

Maintaining a level of autonomy over their work 
allows staff to feel that they are respected and valued 
members in their places of employment. 

Research demonstrates that nurses are attracted 
to and remain at their place of employment when 
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opportunities exist that allow them to advance 
professionally, to gain autonomy and participate in 
decision-making, while being fairly compensated.7 A 
richer mix of qualified nurses is linked to reductions in 
patient mortality, rates of respiratory, wound and urinary 
tract 3 infections, number of patient falls, incidence of 
pressure sores and medication errors.8 

Physicians get high satisfaction with their work if: a) 
they have good working conditions, b) they can help 
patients, and c) if they can utilize advances in health 
led111oloyy .9 

Effective teamwork is essential to the work in health 
care organisations. 10 It improves the quality of work life 
as well as patient care. 11 

Cost of Unhealthy 
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Overworked nurses may display slower reaction times, 
less alertness to changes in patients' conditions, and 
medication errors, which translate into adverse risks to 
patients20• 

Physicians express dissatisfaction when facing high 
levels of bureaucracy and loss of self regulation. 21 

The demands on health professionals' time is being 
challenged by various non-clinical factors, (i.e. indirect 
services such as arranging community resources, travel 
to/from the patient, case management, documentation, 
lrackiny .slali.slic.s and other ad111i1 ii.sl1 dlive Julies) which 
compete with direct hands-on therapy time required to 
achieve positive patient and system outcomes.22 

High turnover, a symptom of a poor work 
environment is likely to lead to higher provider costs, 
such as in recruitment and training of new staff and 
increased overtime and use of temporary agency staff to 
fill gaps23 • Turnover costs also include the initial reduction 
in the efficiency of new staff and decreased staff morale 
and group productivity. One study of turnover costs in 
the USA estimated that total turnover costs for a hospital 
system employing 5000 employees was between $US1 7 
and $29 million. 24 

and Unsafe Workplaces 
Unhealthy. environments affect health professionals' 
physical and psychological health through the. stress of 
heavy workloads, long hours, low status, difficult relations 
in the workplace, problems carrying out professional 
roles, and a variety of workplace hazards. The costs 
of these unhealthy and unsafe workplaces for health 
professionals have been well documented: 

Evidence indicates that long periods of job strain Making Positive 
affect personal relationships and increase sick time, Practice Environments a Reality 
conflict, job dissatisfaction, turnover, and inefficiency. Developing, promoting and maintaining positive 

A survey of Swiss primary care practitioners reported that practice environments is multifaceted, occurs on 
one third presented a moderate or a high degree of burnout, many levels of an organisation and involves a range 
which was mainly associated with work-related stressors.12. of players (e.g. governments, employers, professional 

A study in Finnish hospitals reported.that workplace ... organisations, regulatory bodies, unions, education 
bullying of staff is related to an increase in sickness institutions, etc.). For their p·art, healt:h professionals 
absence13 • Another by the same research team reported and their representative organisations can advance the 
that poor teamwork seems to contribute to physician development of positive practice environments by: 
sickness absence rates. 14 Improving the recruitment and retention: 

Research on pharmacists in South Africa 15 reported • Continuing to promote the role of health 
that stressors that had high severity ratings included the professionals. 
unavailability of medicine frequent interruptions, high • Defining the scope of practice so that health 
levels of workload and insufficient salaries. professionals work to their full potential for patient 

A study of nurses in the United States, Canada, care. This legal framework can then be used to 
England, Scotland and Germany showed that 41 % of raise the awareness of other disciplines, as well as 
hospital nurses were dissatisfied with their jobs and 22% the public, of the profession's competencies and 
planned to leave them in less than one year; findings evolution. 
confirmed the relationship between workplace stress • Lobbying for professional recognition and 
and nurses' morale, job satisfaction, commitment to the remuneration. 
organisation and intention to quit16• 

A study of emergency care physicians in Canada 
reported 17 that the resource factors that have the 
greatest impact on job satisfaction include availability 
of emergency room physicians, access to hospital 
technology and emergency beds, and stability of financial 
(investment) resources. 

A study of physiotherapy interns in Nigeria18, reported 
that whilst most were satisfied with the support from 
their senior colleagues, many were grossly dissatisfied 
with their salaries (91 %), equipment available (79%), and 
office environment (58%). 

A survey of physiotherapists in Zimbabwe 19 

highlighted that 78% reported experiencing work-related 
musculoskeletal disorders (WMSDs), and that one in four 
physiotherapists took sick leave or required treatment 
because of WMSDs. 

Support research which focuses on why workers will stay, 
rather than why workers leave. This has been termed "job 
embeddedness"; i.e. the extent to which the individual 
worker is "embedded" within the organisation.25 

Developing and disseminating a position statement 
on the importance of a safe work environment. 

Promoting the use of staff surveys as a monitoring 
tool of health well being and motivation of staff. The 
Healthcare Commission in England conducts an annual 
health check of National Health Service employers, which 
includes a survey of staff well being and organisational 
performance indicators. These findings are published 
annually. 26 

Building capacity of health professionals and others 
involved in health sector management and policy-making 
positions. 
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Ensuring that the health professional voice is heard 
• Strengthening health professional organisations 
• Having access to decision-making bodies. 

Supporting research, collecting data for best practice, 
and disseminating the data once it is available. 

Encouraging educational institutes to enhance 
teamwork by providing opportunities for collaboration 
and emphasising teamwork theory. 

Working with management and government to ensure 
that the principles of PPE are fully embedded. For example, 
the UK government Cabinet Office has promoted an 
overall rewards strategy framework which includes an 
"Enabling Environment", covering Physical Environment, 
Tools and Equipment, Training for Current Role, Sound 
Work Processes, and Safety/Personal Security27• 

Presenting awards to health care facilities that 
demonstrate the effectiveness of positive practice 
environments through recruitment and retention 
initiatives, reduced drop-out rates, public opinion, 
improved care and patient satisfaction. 

Establishing alliances across different health 
professional groups and health sector stakeholders, e.g. 
patients/consumer associations. 

Ensuring that other disciplines are involved in the 
development of policies for safe work environments. 

Developing a Call to Action detailing core elements 
of a positive practice environment that organisations and 
individuals can sign up to and support. 

Raising awareness, understanding and support 
of all relevant stakeholders about the positive impact 
healthy and supportive work environments have on the 
recruitment and retention of staff, patient outcomes and 
the health sector as a whole. 

For further information, please contact: icn@icn.ch 
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Wed 5th - Sun 9th Nov 08 
Corinthia San Gorg Hotel, 
St George's Bay, 
Malta 

FIRST 

ANNOUNCEMENT 
CONFERENCE THEME 

The theme of this unique 
event is the dialogue that 
takes place between 
psychiatric nurses, in their 
own clinical areas, across 
cities and towns, national and 
international borders. The 
aim is to share their 
experiences, helping each 
other to develop their 
understanding of their work 
and supporting each other in 
their professional endeavours. 

The Conference has 220 papers, plenary speakers, discussion groups, 
posters, symposium, debates and national forums from over 30 countries. 

The Festival activities include films, competitions, guest interviews, 
auctions, music, art and poetry - all with the theme of mental health. 

We are limited to 600 delegates only - don't miss out on this amazing 
event! 
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' 



22 IL-MUSBIEH - NRU. 40 • SETTEMBRU 2008 



IL-MUSBIErt - NRU. 40 SETTEMBRU 2008 

GROWING DENT AL HEAL TH ISSUE 
HIGHLIGHTED BY GSK REPORT 

GlaxoSmithKline (GSK) launched an industry report identifying tooth erosion from dietary 
acids as an issue for Twenty-First Century dental care. The report reveals that acid erosion 
could be as much of a threat to teeth in this Century. 

Almost everybody with natural teeth is likely to develop some signs of acid erosion, 
wllicll dff ed~ dll dge group~. IL b Lile i11u ed~ing lo11geviLy or Lee Lil Loclay combined wiLh 
the modern diet that means the effects of wear, including erosion, are more prevalent 
and as such are demanding a greater degree of the dental practitioner's preventative and 
restorative skills. 

The report entitled 'Acid Erosion: A growing issue for 2 7 st Century dentistry' explains 
that while the dental community is aware of the issue, the majority of patients will not 
have heard of acid erosion or realise that it is happening to their teeth. GSK believes that 
education is the best starting point to address the issue, and sees the dental community 
as key to this process. 

The report incorporates research and analyses from key opinion leaders in the dental 
industry, including Dr Adrian Lussi and Dr David Bartlett, discussing the causes and 
effects. The most significant factors linked with the progression of acid erosion are foods 
and drinks associated with the modern diet, with acidic items including wine and many 
fruits. 

Signs of acid erosion, as detailed within the report, can include a slight twinge when 
consuming hot or cold food and drinks; teeth with a slight yellow appearance as the 
dentine shows through; and a rounded look on the surface of the tooth. The later stages 
can include darker discoloration on the teeth; transparency at the occlusal edges; small 
cracks on the edges of the teeth; severe dentine hypersensitivity; and small dents on 
the chewing surface. 

The report goes on to explain small steps that can be taken to minimise the effects 
of acid erosion, as David Alexander, Medical Marketing Director at GSK explains: 

"As a leading oral care company committed to improving oral health and well­
being, GlaxoSmithKline is working to raise awareness of the effects of acid erosion 
with dental professionals and the public at large. The aim is to ensure that steps are 
taken to identify the early signs and protect teeth as our lifestyles evolve." 

GSK first raised the issue at the FDI World Dental Congress in Montreal, where 
it hosted a symposium entitled 'Worn Out and Hypersensitive! A Fresh Look at 
Erosion and Abrasion'. The symposium saw a panel of world-class experts discuss 
the causes of tooth wear, its links to dentin hypersensitivity, differential diagnosis 
as well as its prevention and treatment. 
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Epilepsy & the Nursing Profession ... 

Is there awareness on our Islands? 
Unfortunately the public's attitude, as well as that of 
most professionals is one of unawareness of certain 
issues associated with persons with epilepsy. Epilepsy 
is still not often talked about in public. Ignorance 
means that that seizures are still unrecognized and 
mishandled. Everyone's misconception and fears 
promote misunderstanding and prejudice against 
people with epilepsy.This stigma can be very 
damaging to people living with epilepsy. 

Any epileptic should be made aware that: 
"You are not an epileptic. 
You are a person with epilepsy. 
Epilepsy is part of your life. 
It is not your whole life." 

As professionals we must bear in mind that we have 
to face the person with epilepsy, his famlly, attitudes 
by the public and most often the lack of knowledge 
about the subject. Apart from this, other aspects 
create obstacles and hinders the actual care and 
support to persons suffering from epilepsy. Since 
in Malta we have no national registry which is kept 
updated, it is difficult to obtain accurate statistics. In 
U.K. 1 in 133 have epilepsy. If we take the same ratio 
in Malta we might have about 3000. 

It is a fact that the daily life for people with 
epilepsy is affected. Many epileptics experience their 
first seizure before the age of 20. Epilepsy is generally 
not the kind of condition that gets worse with time. 
Most adults live a normal life span. People with 
severe seizures that resist treatment might have, on 
average, a shorter life expectation and increased risk 
of cognitive impairment, particularly if the seizures 
developed in early childhood. 

Through my experience of working in the Health 
Department and involved with teaching Nurses in 

Malta since 1971, as well as doing philanthropic 
work, little is known by the general public as well as 
the so called professionals that exist in our Islands. 
I say so called professionals because if they were 
professional, they should at least be aware of certain 
issues. Please ask honestly yourselves how much you 
really know about epilepsy in relation to the Maltese 
Scenario. 

Let us start by having a look at the Psychological 
and social issues associated with epilepsy. Some 
issues we need to understand are:-
7. How does epilepsy affects one's life? 
2. What's the public's attitude to epilepsy? 
3. What impact can epilepsy have on social relations 

& employment? 
4. What effects can epilepsy have on family and friends 

of the person with epilepsy? 
5. What can I do to manage my seizure and cope? 
6. What about my relationship with my doctor and 

others? 

Other aspects to be noted in relation to our 
cultural knowledge about the subject, are the very 
unpredictability of seizures, in terms of their nature, 
timing, severity and the situations in which they 
occur. They can cause social difficulties associated 
with discrimination, rejection, overprotection by 
family members who may impose unnecessary 
restrictions leading to isolation when it comes 
to dating, sexuality, marriage, fearing a negative 
response, trying to keep their epilepsy a secret from 
others as well as limitations (i.e. to drive in active 
epilepsy, which can also affect their ability to be 
socially active and independent). Employers have 
misconceptions and apprehensions about their 
disorder. The question of when one should disclose 
his epilepsy generate great deal of anxiety. 
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Those finding a job, may be employed in jobs 
below their qualifications and experience in spite of 
established laws. 

Psychologically one has a feeling of uncertainty. 
Society's lack of understanding is a burden that is 
strongly felt. Individual's anticipation of how others 
will react is most worrying plus having low self­
esteem, self-confidence, feelings of anger, frustration. 
Embarrassment and feelings of vulnerability 
which may lead to increased levels of anxiety and 
depression. 

The impact on the family is a major issue. 
Parents pass through feelings of fear, grief, guill, 
anger and frustration. They find difficulty in 
dealing with uncertainty of seizures, prejudice and 
ignorance. They tend to become overprotective and 
restrictive. On the other hand siblings may feel left 
out, afraid or be made to feel responsible for the 
safety of their brother or sister. Those with epilepsy 
in a relationship, may encounter lack of sensitivity 
and understanding. Also maintaining friendship may 
be difficult as the disorder may challenge ongoing 
social activities by its very nature. 

Sufferers on the other hand (apart from those 
with Intellectual Impairment or other ailments that 
renders them dependent) are to become more 
knowledgeably about their epilepsy. They need to 
join support group/s who in turn built a support 
chain network. Taking active role to manage/cope 
with their epilepsy is a must. They need to study 
oneself... emotions, stress and feelings as their 
control can reduce seizures. Concentrating on 
things one cannot do rather than one can is of great 
importance. Maybe here, a counselor will be very 
useful. Eating a balanced diet, sleeping sufficiently, 
using relaxation techniques, having medication 
appropriately are all aspects that can be of help to 
prevent seizures. Monitoring one's seizures is very 
important. Some people with epilepsy can learn 
how to recognize when a seizure is coming and find 
interventions (like conjuring up an image, breathing 
deeply and slowly, or grabbing an affected part of 
their body) which may prevent a full seizure from 
coming on. Obviously good medical care based on 
partnership between doctor and the patient and I or 
family is essential. 

Are we aware about facts associated 
with Epilepsy? Here are but a few:-
• Epilepsy can be inherited, result from birth defect, 

birth or head injury, brain tumor or infection of the 
brain. For 50% of people with epilepsy, a cause is 
not found. It can begin from birth or occur for the 
first time in old age. It is not contagious. 

• 75% have their first seizure before they turn 18 
• Not every seizure is an epileptic seizure. 
• About 1 in 200 suffers from recurrent epilepsy ... if 

we include infants who suffer from seizures caused 
by fever and adults who have only had one seizure, 
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the figure rises to about 1 in 80. 
• Epilepsy can strike at any age. The information 

hereunder from EFA Publications shows, that some 
age groups are more susceptible to others : 

• Age groups first seizure occurring 0 % 
0 - 9 47% 
10 - 19 30% 
20 - 2913% 
30 - 39 6% 
40+4% 

50°/o of aH cases develop before 
10 years of age 
• Seizures last from a few seconds to several minutes. 

In rare cases can last longer ... example: A tonic -
clonic seizure typically lasts 1-7 minutes. Absence 
seizures last from 30 seconds to 2-3 minutes. 
Status Epilepticus refer to prolonged seizures 
- medical emergency. In most cases seizures are 
very short and little first aid is required. 

• Epilepsy is the most common chronic brain 
disorder in every country in the world. More than 
50 million people suffer from epilepsy. incidence 
depends, in a period of 1 year, on the age of the 
individual. About 1 out of 3 people with epilepsy 
develop the condition by the age of 18. More 
than half of all people with epilepsy develop 
symptoms before the age of 25. 

• In UK 450,000 have Epilepsy ( 40 million 
worldwide ). 

• In USA Epilepsy affects 2.5 Million Americans. 
More than 180,000 people are diagnosed every 
year. 

• 1 in 131 affected. 
• 1 in 242 children& young people under 18 has 

epilepsy. 
• 1 in 91 aged 65 and over have epilepsy. 
• 1 in 50 will develop epilepsy at some time in their 

life. 1 in 20 will have a single epileptic seizure. 
• Epilepsy is more than 3 times as common 

as multiple sclerosis, Parkinson's disease and 
Cerebral Palsy. 

• 1000 epilepsy related deaths a year, approx 600 
of which re attributed to sudden unexpected 
death from epilepsy (SUDEP) 

• More mortality than asthma. 
• More lives claimed than (HIV) Aids and cot death. 
• Up to 70% of people with epilepsy could achieve, 

full seizure control through medication. 
• 3% eligible for surgery ... backlog exist and 300-

500 new cases yearly. 
• 70% of people who have epilepsy surgery become 

seizure free. 
• 25% newly diagnosed are over the age of 60. 
• 1 in 10 who have a stroke will develop some form 

of epilepsy. 
• 9 in 1 O who develop epilepsy in later life are 

found to have a physical cause in the brain for 
seizure. 



26 

• Misdiagnosis in UK are between 20-30% 
• 30% of people with learning disabilities have 

epilepsy. 50% with severe disability have 
epilepsy. 

• More than 1-5 people with epilepsy have learning 
or intellectual disability. 

Triggers of seizures differ for everyone. Some include 
flashing lights, stress, lack of sleep, menses, alcohol/ 
drug use and some over the counter drugs. 

Freeman and Vining ( 1997) note that it is actually 
safer for a woman with epilepsy to drive, than 
for a man without epilepsy to drive. Seizures only 
account for 1-10,000 car accidents, while 6-10,000 
are attributed to natural deaths and 2,500 of 10,000 
associated with alcohol use. 

We must remember that a seizure occurs when 
electric signals in the brain misfire. Having a seizure 
does not mean that a person has epilepsy. Seizures 
can be triggered uner certain conditions, such as life­
threatening dehydration or high temperature. But 
when a person experience repeated seizures for no 
obvious reason, that person is said to have epilepsy. 
Famous creative people like Joan of Arc, Ludwig van 
Beethoven, Michelangelo and Julius Ceaser all had 
epilepsy. 

It is of great importance that parents become 
educated so as they know that it is not a curse, that 
their child is not retarded or violent, that their child 
probably will not become brain damaged and that 
their child will most likely be able to live a normal life 
with all the dreams they had hoped for. 

Thompson and Upton (1994) state that 
the affected child will gain more attention and 
resentment takes place from the other siblings. 
Siblings should be given a chance to express their 
feelings, which may include fear and guilt. A 12 year 
old has a better ability to understand and willing 
to adhere to the therapeutic plan the doctor has 
created. Good communication I relationship with 
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health care providers and parents is essential to 
successful treatment of epilepsy,without depriving 
the child from the .most fulfilling and less restrivtive 
lite. This will prevent many problems including low 
self-esteem, social isolation and future seizures. As a 
child grows up, new issues may crop up and may be 
more difficult to deal with. Adolescence is already a 
difficult time. 

Dating is an issue ... often the person with epilepsy 
does not say anything until relationship becomes 
serious, unless of course the epilepsy is severe. Issues 
of sexual activities complicates matters at times and 
increases the teenager's responsibility concerning 
the control of their epilepsy. The partner need to 
know how to handle a seizure. 

Epileptics on anti epileptic medication 
(AEDs) may effect the efficacy of birth control and 
therefore increase the risk of pregnancy. Many AEDs 
are potential teratogenic causes physical defects in 
embryo) and so both the partner and the person 
with epilepsy must be aware of this. 90% have a 
chance to have normal healthy baby andthe risk of 
birth defects is about 4-6%. Risk of Epileptic parents 
having children with epilepsy is 5%. 

In Malta we need to better the poor & fragmented 
services for people with epilepsy, raise public and 
professional awareness. It is imperative to pilot and 
redesign any existing services and new standards 
for treatment set on care of people with long-term 
neurological conditions. A National guidance policy 
on the management & treatment of epilepsy must 
be formulated I updated. 

Interdisciplinary aspects: Constructing a team 
is of utmost importance. It is still the doctor which is 
the first contact and who assess the need for a team 
approach. Team may find it difficult to agree on 
goals for the patient-cohesive teamwork. We 
must look at the nature of the problem and quality 
of life. 

Persons with epilepsy, would benefit more by a 
comprehensive individual profile assessment. 
Planning of care must be based on appropriate 
information, advice, support and interventions to 
achieve maximum seizure control with minimum 
side effects. Enhancing the quality of life is a major 
issue and we need to work with clients/families/ 
relatives considering their wishes and choices. 

"To-day people with epilepsy are still trying 
to prove themselves to the world. With the right 
attitude and support, they should be able to 
prove themselves successfully" 

A study was done in 7 European Countries called 
DISABKIDS. It was a 3 year project, study was on 4-16 
year olds and experienced 1 of 9 different disabilities. 
The main objective was to test the performance of 
a cross-culturally developed disease-generic quality 
of life measure for children with chronic diseases 
in a multi clinical study. From the Disabkids study 
(European group) areas of concern were: 
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1. School 
Stigma was present ... there was aneed to develop 
skills to deal with stigma. Worst thing for kids was 
having to tell others about their epilepsy. Mothers 
often had to go to child's school to explain. 
Teachers understanding was there but none 
explained about epilepsy. Bullying and teasing 
present. Cognitive effects of the medicine on 
schoolwork. I ask ... how much of this takes place 
in Malta? Parents have concerns/worry about 
stigma, bullying and teasing - it is. more common 
in secondary than junior schools. Cognitive 
effects of the medicine on schoolwork ... school 
achievement can be affected. Optimal treatment 
and co-operation of the schools minimize the risk 
of the child of falling back at school. 

2. Family 
Parents tend to raise the issue· of sibling rivalry 
as they spend more time with the epileptic child. 
Siblings may even feel that they are stigmatized 
because of their brother's/sister's epilepsy. 
Working with siblings to better understand 
epilepsy and to talk about it in a more positive 
way with their friends, could solve some of the 
problems. The core members of the team must 
be in constant contact with families and these 
points are very relevant for all to digest. This way 
we will be able to assist, support and educate 
ourselves and others. 

Family disharmony is another issue. 
Everryone in the family needs time to come to 
terms with epilepsy. Help and support both now 
and in the future is essential. It is in everyone's 
interest that all family members are pulling the 
same direction. 

Dealing with the family problems requires 
multi-disciplinary interventions. I feel that 
in Malta we all should strive more so that our 
listening, communication and observation skills 
be put to good use. With epileptic, it is essential 
that what we observe is monitored. Multi­
disciplinary interventions involves family support, 
child behaviour and psychological counseling. 
Where problems exist, the type of input that is 
needed requires that all professionals involved are 
agreed upon the messages to be sent and 
are participating in the process. No one is to 
work in isolation. Clinicians who do not pay 
attention to family relations may make incorrect 
judgements about the causes for behaviour 
deviance or poor seizure control. 

3. Medicine 
Medication is a major issue. For the 8-12 year 
olds, the problem with medicine tends to be 
described as due to taste. For the adolescent, 
there is less concern with taste and more with the 
routine of taking the medications daily. 
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Concerns for parents are the long-term effects of 
the medication. Maybe if concerns are present 
a Neuropsychological evaluation might be 
appropriate. Parents are concerned with the issue 
of the possibility of antiepileptic drugs that are 
increasingly used by older children. Reassurance 
and advice must be given from both medical and 
social psychological perspective so as to avoid 
problems. 

ask you ... is information/awareness with 
regards issues concerned with persons 
with epilepsy lacking in our Islands? Can 
you honestly say that as a citizen, you have 
an understanding on the subject and its 
associated care and support? 

Previous studies have reported that over SO% 
of families are dissatisfied with the information 
they receive (Curran,S. 1986). We must remember 
that the perception of limited support may 
represent a facet of depressed mood that 
could lead to problems for the child. Here I 
would like to state that:-

"Depression in epileptic adults is one of the 
soci/a issues with epilepsy. In 1995, the 
prevelance of depression in adult epilepsy 
fluctuated from 34 to 78% (journal of 
American Academy of Child and Adoleccest 
Psychiatry, Sept 1999: Davis W.Dunn). Along 
with depression, mood swings, irritability, 
arrogance and explosive bursts of anger are 
present." 

I ask once more ... Do we at present have such a 
team to cope with these issues? Is work carried 
out in isolation? Can more be done? 

May I point out that one of the most valued 
services that can be offered in Malta is the availability 
of the Specialist Epileptic Nurse. This concept 
could b~ pushed forward by all concerned. With the 
availability of the Specialist Epileptic Nurse, more 
support could be given by contacting him/her as 
and when it is needed. The Nurse will be able to 
bridge the gap between the medical and the social 
spheres. 

There seems to be a move from the multi­
disciplinary team-work of most health care services 
towards an interdisciplinary and perhaps 
trans-disciplinary team, thus sharing skills and 
experiencies in solving complex clinical problems. 
(Young, CA. 1998). Such a blended approach has 
been shown to have very high rates of approval by 
patients (Barolin, GS., Sebek, K.1997). This type 
of approach lends itself in involving the patients 
more in the decision making process which in turn 
may involve the team working more with epilepsy 
associations and self-help groups. 

We need to develop new ways of working with 
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young people with epilepsy. We must work to 
improve self-confidence, exchange experiences 
and information, have informal mutual help and 
eliminate prejudice. Interaction both on a national 
and international level will lead to more knowledge 
about epilepsy and social skills necessary for life. 
Doctors, nurses, psychologists, social workers, 
care providers, sports trainers, teachers and those 
affected themselves (who are the professionals, in 
the sence that they know most about themselves) 
can work together. Problems as they emerge could 
be dealt with immediately and efficiently because 
we all have a common and shared goal. 

If someone has a seizure, stay calm, help but 
not force the person to lie down on his side and 
put something soft under his/her head. Take away 
glasses, loosen tight clothing, don't restrain, move 
objects especially sharp ones away, stay with person. 
Talk with person in a calm, reassuring way after a 
seizure, observe events and be able to describe what 
happened before, during and after the seizure. Do 
not place any object into the person's mouth 
at any time. Status Epilepticus (i.e. a conditionin 
which there is a rapid succession of epileptic fits) is a 
medical emergency. 

Epilepsy is a multi-faceted condition. Many 
disciplines need to be blended together in solving 
problems. We must develop a significant positive 
cultural change in outcome. So as to be effective, we 

Hear more out of life! 

Choosing a hearing aid is easy when you ask 
the experts. We give free advice! 

DRUGSALES 
L M T E D 

Russell Buildings, Naxxar Road, Lija. 

Tel. 21 419070/1/2 
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need to have a trans-disciplinary approach. Epilepsy 
sounds frightening, but manageing can be simple. 
If you have epilepsy, follow your treatment plan. 
Get plenty of sleep, eat right and exercise to reduce 
stress and stay in shape. 

We as professionals as well as the public in 
general, by its understanding can do all this by 
treating the whole child and the family and not just 
the seizures. We can do this by putting the child 
with epilepsy at the centre of what we do. 

\ \ \ tf J6U wa~tt6: j 

~c 11 ~I J comment I 
./ criticise 1

1 

./praise 
./ find out more 

./ tell us your story 
./ suggest a topic 
./ ask a question 

./ add information 

Send your message to: Malta Union of Midwives and Nurses 
No.1, Tower Apartments, Triq is-Sisla, BIRKIRKARA. 

Tel: 21 44 85 42 
E-mail: mumn@maltanet.net 
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Helping Hands: Now with surgical disinfection in 
1.5 minutes its twice as fast getting into theatre 

Sterillium® brings full results in half the time. 
Scientifically tested according to the European 
standard prEN 12791 and BfArM certified. 

Sterillium®: Composition: 100 g solution contains: Active 
Ingredients: Propan-2-ol 45.0 g, Propan-1-ol 30.0g, mecetronium 
etilsulfate 0.2g. Inactive Ingredients: Glycerol 85%, 
myristyl alcohol, fragrance, colourant E 131, Purified 
Water. Areas of Application: For surgical 

and hygienic hand disinfection. Skin disinfection prior to injections, punctures, blood sampling, vaccinations. 
Contraindications: Not suitable for the disinfection of mucous membranes. Do not use in direct proximity of the 
eyes or open wounds. Hypersensitivity to one of the ingredients. Side Effects: Occasionally a slight dryness or 
irritation of the skin can occur. In such cases, it is recommended to increase general skin care. Allergic reactions 
are rare. Warning References: After cleaning electrical equipment, allow them to dry before using. Do not use near 
open flames or ignition sources. Flashpoint 23°C, Flammable. When used correctly, there is no danger of explosion. 
In case of a spill: Apply an absorbent, dilute with a large volume of water, air the area and eliminate ignition sources 
- no smoking. In case of fire, extinguish using water, dry powder, foam, or C0

2
• Sterillium® is not recommended for 

use on newborns and premature infants. Refilling of bottles should take place under aseptic conditions. 

Sterillium® 
Supplied by: A.T.G. Co. Ltd. - Tel: +356 21242017, Email: sales@atg.com.mt 
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because life is worth living 
• Blood pressure and Glucose meters 
• Manual and Motorised Wheelchairs 
• Adjustable Beds 
• Pressure Relief Mattresses 

and Cushions 
•Accessibility Solutions 
• Bedroom and Bathroom accessories 
• Daily Living Equipment 
• Oxygen Therapy 
• Buggies and Child mobility aids 
• Seating Assessments and other assessments 

in the comfort of your home. 

(;;)Technoline 
Serving Medicine and Science since 1978 

51, Edgar Bernard Street, Gzira GZR 1703 - Malta 
Tel: 21 344 345 Fax: 21 343 952 admin@technoline-mt.com 

Showroom: 68, Nazju El lul Street, Gzira 
Opening Hours: 8.00am to 5.00pm - Monday to Friday 

www.technoline-mt.com 

Improving People's Lives 

27, St. Luke's. Road, G'Mangia. Tel: 2122 2044 /2148 8860 
info@unicare.com.mt www.unicare.com.mt 
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we have the right financial 
package for MUMN members 

~ 

Visit us at our University Branch close to 
Mater Dei Hospital to discuss your 
financial requirements. 

0 www.bov.com G 2131 2020 

§ Issued by Bank of Valletta p.l.c., 58, Zachary Street, Valletta VLT 1130 - Malta 

B 
Bank of Valletta 

your Success, our Goal 
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V.A.C. therapy helps 
heal wounds 

The V.A.C. (Vacuum Assisted Closure) is a unique system 
that promotes wound healing. Negative pressure wound 
therapy can be prescribed for many traumatic and chronic 
woun ds, both in the hospital and in the home . 

Benefits of VA. C. therapy 

• Promotes granulation tissue formation through 
promotion of wound healing 

• Applies controlled, localized negative pressure to 
help uniformly draw wounds closed . 

• Helps remove interstitia l fluid allowing tissue 
decompression 

• Helps remove infectious materials 

• Provides a closed , moist wound healing 
environment. 

• Promotes flap and graft survival 

Indications 

• Chronic, diabetic or pressure ulcers; acute, sub­
acute, traumatic or dehisced wounds; flaps and 
grafts. 

For more information please visit www.kci1.com 
Charles de Giorgio Ltd. Tel: 25 600 500 

Support your child's immune system 

Aptamil 3 

Prebiotics found in Aptamil 3 help to: 
- reduce infections 
- reduce allergies 

IMPORTANT NOTICE: Breastfeeding is best for babies. Aptamll 3 ls not a breast milk subs1itute but a growing up milk to be used after twelve mondls. ~ t \!Osta. Tel· 2143 7926. ~ 
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Mariella Galea BSc. Nursing (Hons), MSc Nursing (Salford), Professional Development Facilitator, Primary Health 

The increased prevalence of family caregiving 
towards the older people is a relatively recent 
phenomenon in Malta; stemming from major 
social and demographic changes occurring 
throughout the second half of the century. Being a 
heterogeneous group, family carers have different 
needs and experiences in their caregiving role. Thus, 
if health services are to be planned effectively, it is 
fundamental that their viewpoint is considered. 

Research on the caregiving role and its impact 
on the lives of the Maltese family carers is still in its 
early stages and relatively few studies have been 
conducted so far (Busuttil, 1998, Grixti 1999, 
Micallef 2000). Moreover, these studies tended 
to focus more on the negative consequences 
of caregiving. Only one national study has ever 
been conducted in Malta on caregiving. This was 
conducted by Troisi and Formosa (2004). Despite 
the fact that 100 family carers of older people were 
indeed interviewed for this study, it largely focused 
on the use of health services that are available in 
the Maltese community. Thus, a local study was 
conducted that specifically explored the caregiving 
experiences of 15 Maltese co-resident carers of older 
people. These were chosen from a random sample 
of registered carers within a community nursing 
association. Before discussing the study findings, it 
is worthwhile to explore the literature review that 
revolves around the caregiving experience of family 
carers of older people. 

Caregiving research has developed from the 
1980s and was mainly conducted by feminist 
researchers. They highlighted the cost of caring and 
the sacrifices that women had to do in order to stay 
at home to care for an older person. Researchers 
such as Gilleard et al (1984) and Zarit et al (1986) 
measured these costs, labelling them as caregiver 
burden or strain. Jarvis and Worth (2005) agree that 
during the last decades, caregiving research mainly 
focused on the measurement of burden experienced 
by family caregivers, particularly women caregivers 
as measured by indicators of frustration, guilt, 
resentment, fatigue and time strains. An important 
advance occurred when study designs began to 
include non caregiving control groups, so that by 
comparing groups, researchers could attempt to 
isolate the effects of caregiving from those of the 
daily stressors of life. 

Carers may take a wide variety of tasks, over 
different spans of time. Thus, a single carer category 
may mask the heterogeneity of carers and this 
further contributes to the dilemma of who can 
be addressed as the primary carer. Even the word 
'carer' in itself may lead to misunderstanding since 
even the carer himself may not consider himself as 
such. A spouse may consider attending to his wife's 
daily needs and assisting her in dressing, bathing, 
etc as part of his marital commitments and not as 
part of caregiving per se. This was confirmed in a 
quantitative study by Jarvis and Worth (2005) where 
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they sent a questionnaire to identify the carers in 
a Scottish general practice. It was found that out 
of a total of 3, 704 replies, only 403, that is 11 %, 
identified themselves as carers. 

Often the selection of the primary carer is done 
in terms of the succession of caregivers based on 
kinship ties. Spouses are usually the first choice of 
carers, followed by adult daughter children and 
sons. Oyebode (2003) found that when there is a 
widowed parent with adult children, care is more 
likely to be provided by daughters even when 
there are also sons. When there are only sons in 
the family, care is more likely to be provided by the 
daughters-in law. Indeed, the stereotypical view of 
an informal carer is that of a middle aged daughter 
who is in paid employment and cares both for her 
children and an older person. 

Several world-wide studies indicate that 
caregiving can be quite detrimental to the carers' 
well being. An Australian study conducted by Broe 
et al (1999), where 630 caregivers, aged 75 years 
and over participated, showed that full time carers 
had lower life satisfaction than part-time carers. 
An Irish study conducted by Cohen (2002) where 
the sample size consisted of 50 carers, also showed 
that high burden scores due to caregiving were 
associated with poorer quality of life and poorer well 
being amongst the carers. Another study, consisting 
of 327 carers, 259 of which were women was done 
in Canada by Gallicchio et al (2002). The same 
instrument used in the Irish study was utilised, and 
high burden scores were also reported, especially 
among the female carers. 

Despite being a strenuous activity, Mudge 
(1995) found that spouse carers reported lower 
levels of stress than non-spouse carers. However, 
when interpreting results regarding the levels of 
stress experienced by the spouse carers, some 
factors need to be considered. Even though spouse 
carers may perceive caregiving as stressful, they may 
be unwilling to report it, perhaps for fear of seeming 
disloyal to their spouse. Another reason why non­
spouse carers may perceive caregiving as being 
more stressful could be because while spouses have 
already reduced the number of other commitments 
in their lives, non-spouse carers such as married 
daughters may have other responsibilities in their 
lives. 

Despite the negative aspects being attributed 
to caregiving, Tarlow et al (2004) conclude that 
the positive aspects of caregiving may act as 
buffer to reduce the stresses of caregiving. Rather 

Nursing would be a dream job ... 
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then being overwhelmed by the work, carers may 
experience a sense of fulfilment because they view 
their caregiving as an act of love, they receive love 
and affection from the care recipient, develop 
positive attributes such as patience and tolerance 
and also gain satisfaction from meeting cultural 
and or religious expectations. The latter is especially 
significant in Malta since the majority of the Maltese 
regard the Roman Catholic Church and its values as 
a very important part in their lives. 

From this literature review emerges a 
fundamental need of examining the care process 
from a more holistic perspective. Identifying ways 
how to promote the well being of both the carer 
and the care recipient is important. Using the 
appropriate methodological approach, this study 
aims to reach these exact goals. (to be cont.). 
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... if there were no doctors. Gerhard Kocher 
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CIJ Two guys were working at a sawmill one day when one of the guys got too close to the blade 
\.. ~ and cut off his arm. His buddy put the severed arm in a plastic bag and rushed it down to the 
--. hospital to get re-attached. The next day he goes to see his chum, and finds him playing tennis. 
Q "Incredible!", says his friend. "Medical science is amazing". Another month goes by and the same 

• .., two guys are again at the sawmill working when the same guy gets too close to the spinning blade 
and this time his leg gets cut off. Again his buddy lake~ the leg, put~ it in a pla~lic bag and lakes 

it to the hospital to get re-attached. The next day, he goes down to see his chum and finds him outside 
playing football. "Incredible!", says his friend. "Medical science is amazing!" 

Well another month goes by and again the same two friends are at the mill cutting wood when suddenly 
the same guy bends down too close to the blade and off comes his head. Well his friend takes the head, 
puts it in a plastic bag, and heads to the hospital to get it re-attached. The next day he goes to see his 
friend but can't find him. He sees the doctor walking down the hall and says, "Doc, where is my friend? I 
brought him in yesterday." The doctor thinks for a minute and says, "Oh yeah, some idiot put his head in 
a plastic bag and he suffocated." 

NIGHT SHIFT· AN EMERGING HEAL TH RISK WOR~~~a!~outine work h~urs with time left for recreatio.n and 
M~stke~gpht the body usually turns its attention to. gr?~th, repair, re~ 
res · ts are recognising the s1grnf1cant stress an 
and recovery. Today exper . . ht shift work Other associated 
biological changes due to continu?us rng astro intes~inal complaints, 
effects are sleep problems, df~t1gue,Stgud1·es have also reported social 

· ·ety and heart 1sease. . 
depression, anx_1 t d "th shift work such as high alcohol consumption problems assoc1a e w1 

- drug use - divorce and spousal abuse. as a da orientedspecies. The 

hu~~~~~~y'~~n~~~~g~~~~f :~~~~';;~c°~ritical ~feyrhyt:~~~~c~i~~~~~~ 
beat, breathing_, bloo~pressure, tempe~~~r:~o:~~:Circadian rhythms. 
thatrise and fall in predictable 24-ho~r cy · hormonal levelswhich may 

~~:~~~s~si:~::~~~l~:p c:~~ef:~i~~~- ~~~~~~: phases it may take days or 

weeks for the body to readjust. d b d temperature 
We fall asleep as adrenal hormone levf'ls an . o y . . . 

drop and we return to wakeful~ess as ther~:~:~s~~=n at~f ~~~v~~;~'~ ~~ 
concentrate, ale~ness and at~ent~veness d~~6 am. This is the vulnerability 
lowest point, typically occurring etweens and anaesthetists. Accidents as 
h for shift workers as surgeons, nurse . 
C~~~~obyl, Titanic and Bhopal disasters all occurred in .th~~~~ morning. 

Accidents and medical erro~s are more ~or:1m~~;pne~';at~on. I~ certain 
Nurses may use the evidence to c aim . . . d b 

countries, the addition~! stress and soci~I dd~~up~~~~s~~:;~~~~~nc/s 
nurses working night shifts are compensa e . ds or more 
(additional income). In othe~s, access to long~u~:;~ ~:;~oto be aware 

~;~~=n~i~e~~~ i~~~dbee:;e nf~~o:~~~~~~~ ~% c=~~erse. eve~ts during night 
shift hours. Source: Wellness Milestones -

Article by Sandra Tanajak - Director, 
Council for Public interest in 
Anesthesia. 
AANA - News Bulletin - June 2007 - www.aana.com 

UK MENTAL HEAL TH 
NURSES FACE ATTACKS 
The joint Healthcare 
Commission and Roya/ 
College of Psychiatrists 
ha~e released a report 
which shows that 46% of 
nurses Working in mental 
he~lth Wards caring for 
patients of Working age 
have been assaulted. This 
number rises to 64 %for 
nurses Working With old 

t . er 
pa tents. According to the 
report most attacks occur 
o~ Wards caring for people 
with such conditions as 
der:1entia, depression and 
s~h1zophrenia. Fractures, 
dislocations and black eyes 
are among the injuries 
nurses reported. 

The report calls 
for improvements to 
reduce the Worrisome 
levels of violence in the 
Workplace. Specifically it 
re ' . commends an increase 

.1n staffing levels and 
~mproved training for staff 
I~ the area of Workplace 
violence. 

Source: BBC (200B) 
Mental Health nurses fac~ 

'-=~~~--------:~--~-
Sew News - Ma 08 $;se:w~Ne:w;:s -~M;:ay:c;;OS~------1 attacks 
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[AIBICJ1s of Nursing 8iiewDieq 
'-------------::=:::-::-;::::~::-:=@ Nancy Girard PhD, RN, FAAN 

is for assessment. Nurses are great at assessing 
everything, e.g. patients, nursing care, each 
other, the work environment, and physicians. 

is for body, which becomes someone else's when 
one is admitted to the hospital. Nurses take care 
of the body, along with the mind and soul. 

is for charting, which is never ending. Student 
nurses need to be warned that when they are 
graduate nurses, they will probably have to 
chart on 10 different pieces of paper for every 
day - unless their hospitals use the other "C" 
word - computers. 

is for death, which nurses must face and work 
with, but should never give in to. 

is for endless, which is what nursing care 
activities mostly seem to be. 

is for finances, which is what keeps the hospitals 
open and the nurses employed. Most nurses 
know about hospital finances, especially when 
it impacts on the personal finances. 

is for goals. These are usually identified for the 
patient, but can be personal if the need arises. 

is for healthy, which nurses want to be because 
they don't want to be admitted to a hospital 
and have to be a patient. 

Is for Infection, also known as cystitis, which some 
researches claim nurses have more of because 
they never have time to go to the bathroom. 

is for joy, which nurses experience when their 
patients (both favorite and unfavorite) recover 
enough to go home. 

is for knowledge, which nurses have a lot of. 
They know about nursing, doctoring, diets, 
teaching, giving helping, caring facilitation, 
consulting, and fixing. They use most of it, so 
they try to keep getting it. 

is for laboratory reports, which have a tendency 
to show up on the wrong charts for the wrong 
patients at the wrong time, which nurses have 
to look out for constantly. 

is for movement, which nurses oversee so that 
patients either do or don't do, helping patients 
understand what and how to do or not do. 

is for needles. Nurses are concerned today 
because needles not only stick the patients; 
they may also stick the nurse with something 
that can be life threatening. 

is for orientation, which tells the new nurse that 
he or she is either going to fit or not fit into the 

hospital's culture. It is not too late to change 
your mind. 

is for priorities, which nurses must be great at 
setting whether it's patient care, preparing the 
operating room for surgery, or generating a 
budget. 

is for questions, which nurses answer a million 
of a day from patients, families, other members 
of the healthcare team, nursing colleagues, or 
administration. 

is for risk taking. Nurses take risks daily to 
attain the optimum care they think their 
patients need. 

is for surgery. While nurses don't do the 
cutting, they do the preparing, planning, 
assisting and teaching, which contributes to 
the outcome. 

is for teaching, which is an original major 
function of nursing. Since today there is 
a shortage of nurses and an abundance of 
physicians, many physicians are identifying 
teaching as a medical function, which nurses 
should be aware of in order to not lose it. 

is for uniform, which used to always be white 
for nurses on the units and scrubs for nurses in 
specialty areas. But today, nurses may wear 
scrubs or street clothes on the units and nurses 
in specialty areas are wearing jump suit cover­
ups, or space suits, which is why name tags 
are required. 

is for values, which nurses and administrators 
often seem to have differences in. This is okay 
as they can be worked out in the decision­
making process. 

is for walking, which nurses must be sure the 
ambulatory patients can do before they are 
discharged. It also can be the miles that nurses 
walk each day just doing their job. (Some have 
guesstimated 20 miles a day on an average, 
busy unit.) 

is for x-rays, which nurses must be sure they 
don't get too much of, in order to ensure there 
are enough new little nurses to carry on the 
profession. 

is for you, the most important person in 
nursing. The heart of nursing is giving of 
yourself, but be sure not to give it all away and 
have to leave nursing. 

is for zoo, which is where nurses often say they 
work, but then, doesn't everybody? 
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ALLERGY 
An allergy is an adverse reaction to a protein in our 
environment, such as those found on pets, and in 
pollen or nuts. These proteins are called allergens 
and are normally harmless. 

In people with an allergy, the body reacts to a 
specific allergen by releasing histamine from mast 
cells in the skin, lungs, nose or intestine. This causes 
inflammation and swelling. 

Symptoms can include itchy skin, tissue swelling 
and wheezing. In severe cases it can lead to full­
blown anaphylaxis or even death. 

Common allergic diseases include hay fever, 
asthma, eczema and urticaria. 
· Some people get allergic conjunctivis, while 

others react adversely to medication, insect stings or 
latex. 

Food allergy and intolerance to food additives are 
relatively uncommon causes of allergic reactions 
Allergens to be aware of: 
• Grass and tree pollens 
• Dust mites (living in and feeding on house dust) 
• Food (cow's milk, hen eggs, wheat, soya, seafood, 

fruit and nuts) 
• Fungal or mould spores (in the bathroom and 

other damp areas) 
• Medication (penicillin, aspirin, anaesthetics) 
• Nickel, rubber, 

preservatives and hair 
dyes (skin contact 
allergens) 

• Pet skin flakes or 
dander (cat, dog, 
horse or hamster) 

• Wasp and bee stings 

What causes 
allergies? 
Some families have 
a predisposition to 
allergies, known as 
atopy. This has shown 
an epidemic rise over 
the past four decades. 

The reasons why are 
poorly understood. We 
know some families are 
genetically programmed 
to develop allergies, 
but this can't be the 
full story. Things that 
promote allergies must 
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have been added to our environment, while others 
that previously protected us against allergies must 
have been removed. 

There's growing evidence our fight against 
infectious diseases and increased personal cleanliness 
may have interfered with the workings of our immune 
system. 

Global warming has also had an impact, with 
changing patterns of natural vegetation and more 
profuse pollen production. 

How allergies develop 
At birth, the immune system switches to be either 
allergy prone (TH2) or non-allergy prone (TH1 ), 
depending on genetics and environment. 

TH stands for T helper type white blood cells. THl 
immunity is good for fighting bacteria and viruses, 
and protecting against allergies. TH2 immunity is 
good at fighting parasite infections, but makes us 
more vulnerable to develop allergies. 

If there's a family history of allergies, 
a child is much more likely to 

switch on TH2 immunity(, 
) 

If there's a family history of allergies, a child is much 
more likely to switch on TH2 immunity. 

This promotes the manufacture of excessive 
amounts of allergy-related immunoglobulin E (lgE) 
in the bloodstream. 

This lgE latches on to harmless allergens and 
triggers allergic reactions. 

If an inhaled pollen micro-particle gets attached 
to lgE in the nasal membranes, for example, 

this combined lgE/ 
pollen complex causes 
mast cells to release 
naturally occurring 
defence chemicals called 
histamine. 

This leads to profuse 
nasal itching, tickling, 
sneezing and a watery 
mucus discharge. 

Who's affected? 
Atopy in parents or 
siblings is a strong 
indicator of allergy risk. 
Allergies are likely to 
occur in atopic families 
where there's early 
childhood exposure to 
certain allergens. 

Men are more likely 
to become allergic and 
an allergic mother who 
smokes puts a child at 
even greater risk. 
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Statistically: 
• Children from non-allergic families have a 12 per 

cent risk of developing an allergy 
• If one parent has allergies, this risk increases to 20 

per cent 
• If both parents have allergies, the risk is more than 

40 per cent 
• If both parents have the same allergy (such as 

asthma, hay fever or eczema) the child has a 70 
per cent risk of having the same allergy 

Other factors that may promote allergies include: 
• Birth by caesarian section 
• Frequent courses of antibiotics 
• Coming from a smaller family, with just one or 

two children 
• Passive cigarette smoke inhalation 
• Being overweight - obese children are more prone 

to asthma 

'A baby's environment during 
the first year is important 

A baby's environment during the first year is 
important. Early low-dose exposure to dust mites, 
pollens, pets and certain foods increases the 
likelihood of becoming allergic. 

On top of that, our relatively affluent lifestyles 
- centrally heated homes, regular use of antibiotics 
and processed or exotic foods in our diet - seem to 
encourage allergy. 

Can it be avoided? 
A number of factors reduce your risk of developing 
allergies: 
• Being born into a family with no history of 

allergies 
• Being breastfed exclusively for the first four 

months of life, with a mother who avoids egg, 
nuts and cow's milk while breastfeeding 

• Early exposure to good probiotic bacteria in the 
infant diet 

• Plenty of vitamins C and E, and omega-3 
polyunsaturated oils 

• Having two or more older brothers and sisters 
• Living on a livestock farm and getting grubby 

playing in the farmyard 

Although breastfeeding hasn't been convincingly 
shown to reduce inhalant allergies or asthma, it 
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transfers protective lgA antibodies to the baby and 
delays the potential onset of cow's milk allergy by 
deferring the introduction of cow's milk formula. 

Allergic march 
The term 'allergic march' is used to describe the 
progression from one manifestation of allergy to the 
next over a period of time. 

For example, many children under age three 
have eczema and food allergy. As this improves, 
they develop asthma. Then, as their asthma begins 
to settle down, they start to be troubled by allergic 
rhinitis and hay fever in their teenage years. 

Multiple allergies 
A small group of highly atopic individuals develop 
severe allergies from an early age. They may have 
infantile food allergies (commonly cow's milk, egg 
and nuts) usually associated with extensive eczema. 

Many have cross-reactions to other foods - latex 
allergy may react with avocado, banana, kiwi and 
chestnuts, for example. They then develop childhood 
allergic asthma, allergic rhinitis and remain highly 
allergic to numerous foods and environmental 
allergens. 

They need ongoing supervision at a combined 
allergy care clinic under the care of a consultant 
immunologist, dermatologist, dietician, chest 
physician, paediatrician and ear, nose and throat 
specialist. 

The vast majority of people with allergies have 
only a few allergies, which are well controlled by 
specific allergen avoidance and regular long-term 
allergy preventer medication. 

There's another group of people who apparently 
react to traces of everyday household and industrial 
chemicals, but their symptoms aren't typical of 
allergies. 

Often non-medically qualified practitioners will 
confirm these 'sensitivities' using unproven testing 
methods. 
People can become so incapacitated by fear of a 
reaction they're no longer able to work or leave 
their homes. In many instances, there's some past 
psychological trauma and what they're experiencing 
isn't an allergy. 

• • This article was last medically reviewedby Dr Adrian Morris 
in September 2001. 
First published in September 1999. 
http://www.bbc.eo.uk/health/conditions/allergies/aboutallergies_' 
what.shtml 
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WHEN YOUR FEET WORK 
·ovERTIME 

The Scholl Professional 1·ange 1s specially Cl'eated for all of you that face evecycfay foot fatigue 
from your 1ob. 1n orde1· to provide you with the comfort and proiectiori you need . . 

Following the highest standards. using high. quality materials. with anatomical design frn· 
maximum suppo1·t and specially designed footbeds that absorb 1he shm;k and reduce the 
pain and fatigue of the feet and the back. You will never hi!ve to feel that your feet work · 

overtime. 

CHOOSE THE ORIGINAL SCHOLLS 
AVAILABLE FROM ALL PHARMACIES & THE SCHOLL FOOTHEALTH CENTRES 
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