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Report  of: Sally 
Ramsay Specialist 
field: Children's 
Nursing Child:  Claire 
Roberts 
On behalf  of: The Inquiry into Hyponatraemia-Related Deaths 
 
 
4.3.3 Urine testing and measurement 
 
A bag to collect a specimen of urine for routine testing was placed in the Accident 

and Emergency department.  At 10pm on 21st October, the nursing evaluation shows 

urine specimens “direct” and “o/s”. (096-025-345). There are corresponding 

laboratory reports for these two specimens (090-030-094). 

 

At the time it would have been usual for all children admitted to hospital to have their 

urine tested on the ward by a nurse.  It is a mechanism for identifying abnormalities 

that require laboratory analysis. In my experience it would have been usual for the 

nurse to record the results of the test performed on the ward, informing the doctor of 

any abnormalities. The doctor usually ordered and responded to the laboratory test. 

 

There is no record to show that a specimen or urine was tested by a nurse on the 

ward.  

 

The method for ward-testing urine was and still is, to dip a urinalysis reagent strip into 

a urine sample. This requires urine to be collected in either a container or a bag 

applied to the skin. The reagent strips have absorbable pads that respond and react 

to the urine to give a degree of positive or negative result for elements in the urine 

e.g. blood, protein, ketones, glucose (Kelsey & McEwen, 2008). A value is also given 

for Ph (acidity) and specific gravity. “Specific gravity measurement gives an indication 

of the solute content. The normal range is 1.001-1.025”. (Huband & Trigg, 2000). A 

high specific gravity can indicate dehydration and the presence of protein or glucose, 

whereas a low result can result from excessive fluid intake, insufficient anti-diuretic 

hormone (Wong, 1995). The nursing role was to test the urine and record the results.   

 

It would not have been usual, in my experience, to test every urine specimen. Neither 

was specific gravity used routinely to assess hydration. It is not within my area of 

expertise to comment on the relevance of urinary specific gravity in hyponatraemia.   

 

_________________ 

1st November 2012 
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Three years ago, as I sat in the lecture theatre ready to

be welcomed into my nurse training, I felt secure in the

knowledge that by the end of the course I would be

prepared, as a competent children’s nurse, to care for

sick children and their families. How does this compare

to the reality of qualifying and being the staff nurse three

years later? Initially, I had an acute awareness of what I

did not know and could not do – a reality which, I

believe, is shared by my colleagues. Indeed, my very first

shift as a staff nurse, and the donning of a ‘staff nurse’

badge, will remain etched in my memory forever as

reality kicked in.

Competence on qualifying

Although pre-registration nurse education is required to

produce competent practitioners, much has been written

about the deficiencies of newly qualified nurses (Fraser

et al 1997, Luker et al 1996). But what skills constitute

the competent newly qualified children’s nurse? The

UKCC uses the term ‘competence’ to describe the skills

and ability to practise safely and effectively without the

need for direct supervision (UKCC 1999). Locating

actual competencies for newly qualified children’s nurses

has been extremely difficult. As Fraser et al (UKCC

1999) identify, what constitutes competence in

midwifery and nursing is so poorly defined that it eludes

measurement.

Lawrence (1998) identifies 74 essential, or desirable,

skills for paediatric nurses. From her study, only seven

skills were deemed to be essential by all of the

respondents (see Box 1). Strangely, the ability to

communicate is not mentioned as a skill, neither are

negotiation or delegation skills.

My own list for assessment of competence,

summarised in Box 2, was based on Rule 18A of the

Nurses, Midwives and Health Visitors Act 1989. Without

fulfilling these competencies, I would have been unable

to qualify. But I had only passed a naso-gastric tube a

couple of times and my experience of setting up

intravenous fluids was minimal. In fact, the list of things

I could not do was very long. During my training I visited

many different areas in which children and their families

are cared for but the time spent in acute settings seemed

minimal now that I am working in a district general

hospital on a children’s ward.  

Being a staff nurse

The first patient allocated to me was a baby with

bronchiolitis, who was being cared for in a head box with

humidified oxygen and being fed via a naso-gastric tube

One year on,
Sophie Pratt

compares the
reality of

practising as a
staff nurse with
her expectations

as a student

Sophie Pratt RN(Child), DipHE,

Staff Nurse, Milton Keynes

General Hospital NHS Trust

Competent on qualifying?

Box 1. Seven essential skills for paediatric nurses 

(Lawrence 1998)

❘❚❘ Handwashing

❘❚❘ Calculating drugs

❘❚❘ Measuring height

❘❚❘ Measuring weight

❘❚❘ Observing and recording pulse, respiratory rate

and apex beat

❘❚❘ Ward testing of urine

❘❚❘ Measuring of oral temperature
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– in fact, all my fears wrapped up in one patient.

I required a lot of support and identified this

with my mentor on this shift. I learned how to

provide the care this baby needed through close

working with my mentor. Was I incompetent at

this time? I don’t think so. I was able to identify

my need for supervision and acknowledged my

limitations while recognising my abilities. I did

have the knowledge and some practical skills

required, however I referred to others who were

more experienced when necessary.

I soon realised that I did possess skills that

are intrinsic to the care I deliver; foremost the

ability to recognise one’s own limitations. Being

able to communicate with others (children,

their families and other professionals), being

aware of possible problems within families and

an ability to work in partnership with others

(both families and other professionals), as well

as possessing a questioning attitude, are what

my training provided me with.

One of the best feelings on qualifying was

the ability to work unsupervised and to make

decisions.  To be able to form relationships with

my own patients was also a very rewarding

aspect of being qualified.

Preceptorship

Preceptorship offers a period of support and

attempts to ease transition into professional

practice (Bain 1996). The UKCC (1990)

recommended that there should be a period

of support for all newly registered

practitioners, and that this support should be

provided by an experienced nurse, midwife or

health visitor. The UKCC identifies the role of

preceptors as role modelling in day-to-day

practice.

During my initial transitional period,

preceptorship offered me support and

guidance. It was expected from the outset of the

preceptorship programme that I would be

responsible for identifying my needs and

providing ownership of my own development.

This would seem obvious but, as students,

many of our learning needs had been identified

for us within the inevitable structure of the

educational setting.

The experience of preceptorship

The experience of preceptorship is individual:

three other students qualified with me and our

experiences of preceptorship differed greatly.

It would be interesting to examine the reasons

for this.  Our preceptorship package was new

to our area and we were the ‘guinea pigs’ in

some respects. However, for me, the experience

was positive. I had regular meetings with my

preceptor to discuss action plans and set goals,

and I had the opportunity to discuss issues that

concerned me. 

Looking back at my action plans really

demonstrates how far I have come in one year.

My allocated preceptor was not the only

participant in easing my transition to staff

nurse, other colleagues provided a supportive

framework in which I was able to ask for advice

and support when needed.

Evaluation: one year on

I have survived my first winter on a general

paediatric ward. Looking back to my first

patient it was a luxury to have just the one. This

winter I frequently nursed five or six infants

per shift, with bronchiolitis requiring varying

degrees of nursing intervention. Through

preceptorship and support from others, I have

become more confident in my abilities as a

staff nurse and team member.

A year has passed very quickly;

I have completed my

preceptorship programme and

have taken advantage of a couple

of clinical supervision sessions. I

am about to complete my

intravenous administration

training and I have taken on the

role of preceptor myself.  I work

with students and am planning to

become a student assessor soon.

I am, with another staff nurse,

looking to change current practice

in how we check the positioning of naso-gastric

tubes – and will therefore be writing a new ward

protocol using evidence to base our practice on.

My first year has been fun, scary and

informative, and yes, my training had prepared

me as a competent children’s nurse. My

confidence has grown through preceptorship

and with the support of the people I work with.

I look forward to the future knowing that the

acquisition of knowledge is neverending  PN
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Box 2. Competencies of the qualified 

nurse: a summary of Rule 18A

❘❚❘ Professional/ethical practice

❘❚❘ Interpersonal skills

❘❚❘ Assessment, planning and

implementation skills

❘❚❘ Health promotion

❘❚❘ Accountability/decision making

❘❚❘ Evidence based practice

❘❚❘ Working within a multi-professional

environment

❘❚❘ Leadership

Will pre-registration education
prepare the student as a
competent practitioner?
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