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Nurses' education
The Judge report on nursing education, published in April,
had one clear overwhelming message: time is fast running
out.' No matter how good or how bad the present system is

thought to be, unless radical changes are made the 1990s will
be marked by steadily decreasing numbers of qualified
nurses-and hence an increasing amount of care of the sick
being carried out by the untrained.
The 20 member commission, chaired by Dr Henry Judge,

director of the Department of Educational Studies at Oxford
University, found two reasons for this impending decline in
nurse numbers: firstly, a decreasing pool of 18 year olds
likely to be attracted to nursing as a career, and, secondly,
high wastage-around 35% of those who enter training never
reach the point of registration and entry to the profession.
The high wastage was thought to be due primarily to the

training on offer, which takes place in health authority based
schools of nursing, which require the learner to be an

employee-and hence subject to the needs of the service-
while working for a qualification which has no educational
currency outside that of the task of nursing. The commis-
sion's solution to these problems is that nursing education
should take place within higher education. Students should
no longer be employees but supported by bursaries (not
student grants). The bursaries would be paid by the health
departments, would not be means tested, and would be
higher than mandatory student grants, as an acknowledg-
ment of the contribution made by the student to service,
albeit not as an employee.
The qualification gained should be a diploma, validated by

an external body such as the Council for National Academic
Awards for its academic content and approved for its
practical and professional content by the appropriate
National Board for Nursing, Midwifery, and Health
Visiting. There would, therefore, be only one registrable
qualification.
The first year would be a foundation course, covering

academic subjects with little or no clinical practice; in the
second year a third of the student's time would be spent in
educationally supervised clinical experience covering adult
nursing, community care, and mental health; in the third
year half of the time would be in supervised clinical
experience with courses offered including mental handicap,
mental illness, general and community nursing, paediatrics,
health visiting, and midwifery. At the end of the three years

the successful student would be eligible for entry to the
United Kingdom Central Council for Nursing, Midwifery,
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and Health Visiting register, but the commission recom-
mends that the first six to 12 months of practice should be
controlled by a staff development programme. Further
education in clinical specialties, management teaching, or
degree studies might then follow. Such a programme implies
only one level of nurse, and the commission makes recom-
mendations for the further education of the present second
level nurse (State Enrolled Nurse).
Such radical proposals raise many questions-notably and

inevitably "Who will care for the patients?" and "What about
the cost?" In an attempt to provide answers the commission
looked at studies carried out by the Institute of Manpower
Studies and the Centre for Health Economics at the
University of York. The research undertaken by both these
bodies is contained in annexe 1 to the report and in a
commentary included with the report itself. Manpower
planning is a precarious business, and the Institute of
Manpower Studies had difficulty in finding satisfactory data.
No accurate material was available on manpower movement
in and out of the profession (other than wastage during
training) or movement between districts and regions. In view
of this, various assumptions had to be made before the
development of a manpower model. Given a 1% annual
growth of the total nursing workforce over the next 10 years
the numbers required will be 550 836, of whom on current
figures 56% will be qualified, 20% learners (students and
pupils), and 24% unqualified nursing auxiliaries.
Wastage during training is likely to be 30-35%. Wastage

rates are lower among nurses who undertake education in the
higher education sector, where the rate is around 10% despite
the exacting nature of the degree course. Indeed, it was
finding lower wastage among this group which led to the
suggestion that in future all nurses should be prepared in the
higher education sector. Whether it is the setting, size of
classes, or other factors which are the most crucial in
effecting lower wastage is not clear. Not only is wastage from
degree courses lower during education, however, but also
graduates followed for a five to 10 year period appear to
remain longer in the profession. The Institute of Manpower
Studies study had to guess at the number of qualified re-
entries to the profession, and gave it as 40% of total entries.
Clearly we should give priority to more active "back to
nursing" recruitment and professional updating.
With all these assumptions, the Institute of Manpower

Studies believed that in 1992, 35000 students would be
required to enter the profession to replace those leaving. In
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that year the Department of Education and Science projec-
tions indicate around 53 000 girls in England and Wales with
five 0 levels and two A levels. At present figures about one
quarter of this group will enter nursing. The shortfall ofnew
entrants is obvious-hence the need to put the plug in the
bath and reduce the losses by wastage and for programmes to
encourage former nurses to return to nursing. In addition, an
effort must be made to recruit from the older age groups,
notably those women who have had their families. And at
present 10% of entrants to nursing are men, and this number
might also be increased.
The commission claims that all these steps may help

increase manpower and that if the present arrangements
continue the problems will get even worse. Nevertheless, the
question remains: "Who will nurse the patients?"
The cost benefit implications are equally complex. On the

benefit side the commission was convinced that its proposals
will produce high calibre nurses and that as a result the care
of patients would be enhanced, but research is needed to cost
such benefits. Detailed analysis shows how many of the costs
of the present system are hidden. Making certain assump-
tions regarding some of these hidden costs, the commission
came up with figures for the total costs to produce a qualified
nurse. These put the cost in present schools of nursing at
£8750, in the degree sector at £17 340, and with the proposed
diploma at £10251. Much of the increased cost of the
degree/diploma sector is due to the decrease in the service
provided by these students. Further costs would result from
courses to convert the present State Enrolled Nurse level
nurse to "Registered" level.

Inevitably, therefore, the cost of implementing the
proposals will be greater than those costs presently incurred.
Where this money is to come from is of crucial importance
-health departments or the Department of Education and
Science? Whichever is chosen the source is the Treasury
purse and someone has to put the money in. Clearly, if the
better preparation results in better patient care, fewer
complications, quicker discharge, and reduced mortality,
then the cost benefit analysis may look more favourable.
Whatever happens to the proposals-and they must not

join those of Wood,2 Platt,3 and Briggs4 in gathering dust-
the message remains: something has to be done. The body
charged by parliament with this task is the United Kingdom
Central Council for Nursing, Midwifery, and Health
Visiting.5 It has its own group-"Project 2000"-addressing
the same question. No doubt the Royal College of Nursing
Commission's report will provide a welcome input to its
considerations.

C M CHAPMAN
Professor of Nursing Education,
University of Wales College of Medicine,
Cardiff CF4 4XN
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Management of menorrhagia
Menorrhagia is a common gynaecological problem and
management depends on the underlying cause. This article is
concerned mainly with patients who have no serious pelvic or

general disease, although women with small fibroids or
minimal endometriosis may be treated similarly.
The best treatment for young women, especially those

whose families are incomplete, is usually a suitable oral
contraceptive. But for older women, especially those whose
family is complete, alternative treatment, including hys-
terectomy, should be considered. Hysterectomy is said to
cause sexual difficulties and psychological problems"3 but in
an extensive review Meikle found no firm evidence to
support such claims,4 and a subsequent prospective longi-
tudinal study showed that among patients treated with
hysterectomy were a subgroup with longstanding preopera-
tive psychiatric morbidity.5 These patients are still benefited
by hysterectomy but are more likely to develop psychological
problems than the average patient. In another prospective
study patients reported an improvement in mood and vigour
and unimpaired sexual activity.6
A decision on surgical or conservative treatment must take

account of the patient's own wishes, her age, and the severity
of her symptoms. Symptoms of recent origin may be due
to stress and may remit spontaneously,7 while patients
approaching the average age of the menopause (51) may also
avoid surgery. Those less suited to conservative treatment
include younger women with severe bleeding, appreciable
enlargement of the uterus, and anaemia, and those in whom
bulky uterine curettings are found-especially if these are
associated with endometrial hyperplasia.8 Uterine curettage
should be regarded as a diagnostic procedure, primarily for
those women who are having irregular bleeding, for there is
no evidence that it is helpful by itself for menorrhagia.9 Laser
photoevaporation of the endometrium appears to have no
advantages over hysterectomy.'0
A bewildering choice of drugs have been advocated for the

conservative treatment of menorrhagia. These include
hormones, antioestrogens, prostaglandin inhibitors, anti-
fibrinolytics, drugs to stabilise capillary vessel walls, and
ergot preparations. Treatment with iron also has a place, to
correct or prevent anaemia. Apart from oral contraceptives
the most widely used hormone is norethisterone, a synthetic
progestin. It is most useful in women who are found to have a
non-secretory endometrium, especially those with metro-
pathia haemorrhagica. The latter is often self limiting and a
three month cyclical course of norethisterone may be all that
is required. Norethisterone may also be effective in ovulatory
menorrhagia, including the emergency treatment of men-
strual haemorrhage. Disadvantages to its use include an
increase in pelvic vascularity and uterine size (making
subsequent surgery more hazardous), an effect on the
histology of the endometrium, and, in some cases, worsening
of dysmenorrhoea." Thus it is best reserved for patients with
proved anovulatory bleeding.

Prostaglandin synthetase inhibitors are effective in about
80% of patients with moderately heavy periods.'2 They are
also helpful for women with intrauterine contraceptive
devices.'3'5 These drugs have the advantage that they lessen
menstrual pain and need be taken only during menstruation.
Many prostaglandin synthetase inhibitors are effective, but
my own experience is confined to mefenamic acid 250 mg and
flurbiprofen 50 mg (although flurbiprofen does not have a
product licence for use in menorrhagia). For both drugs the
recommended treatment is two tablets as soon as the loss
becomes heavy, then one tablet as required for as long as
necessary. Heavy loss rarely exceeds three days and if it does
the patient is probably unsuited for this form of treatment.
On this dose regimen side effects are rare.

Antifibrinolytics are an alternative to prostaglandin syn-
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