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Abstract
Health and education agencies collaborated  
in a hospital’s special school to ask children  
what made a ‘good’ nurse. Eleven children aged 
between 11 and 14 years took part and described 
the ‘good’ nurse as having a professional persona 
and the ability to connect with them, delivering 
timely and effective care and being respectful of 
children’s dignity. The results are now being used  
in an undergraduate children’s nursing curriculum.
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Duncan Randall and Ann Hill describe a project that has given children living  
with illness a chance to voice their opinions on the qualities of a ‘good’ nurse

Consulting Children And 
young people on whAt 
mAkes A good nurse

this ArtiCle describes an attempt to involve 
children, as healthcare recipients, in the 
development of nursing curricula. the public/
patient involvement agenda (department of  
health (dh) 2002, 2004) has influenced nurse 
education, as is evident from the nursing midwifery 
Council (nmC) standards for pre-registration  
nursing (nmC 2010), which requires providers to 
show how they have accounted for service-user 
voices. there is some literature on children’s  
views of nurses as either ‘good’ or ‘not so good’ 
(Carter 2005, Brady 2009), but these do not relate 
aspects of the ‘good’ nurse to nursing education. 
in the authors’ knowledge, there are few reports 
on how to involve children in designing nursing 
curricula. randall et al (2008) raised ethical  
and methodological issues about one-off 

consultations with children, which minimise the 
disruption to children’s lives but as a method can  
be tokenistic. 

the aim of the project described in this  
article was to find a way that was more than a  
one-off consultation to involve children in nursing 
curriculum development. this level of involvement 
was influenced by the warnings expressed by 
Coad and twycross (2006) about the burden that 
children’s participation can generate. the objective 
was to involve children who live with illness: as 
Christensen (2004) pointed out, children need to 
have experience of the phenomena under scrutiny 
to form insights. it was also important that  
children taking part felt that the project was 
something their peers in mainstream school would 
also participate in. this consideration was based on 
the view that children living with illness often want 
to appear to be like their peers (Carnevale 2007, 
randall 2011). 

using children’s personal, social, health, and 
economic education and citizenship (pshee/
citizenship) lessons appeared to satisfy the aims and 
objectives of the project. these lessons are  
part of the national curriculum for children in 
england (Qualification and Curriculum development 
Agency 2010). All children are expected to follow  
a stated curriculum for pshee/citizenship 
throughout their formal education. presenting 
children and young people with an opportunity 
to influence nurse education seemed to be a good 
fit with the aims and objectives of the pshee/
citizenship curriculum.

Pictured opposite: Ashley  
Dean Grove and Lauren Rowles 
with teacher Ann-Louise 
McGregor using the analogy of 
bread to decide what are the 
ingredients of a ‘good’ nurse 
(See Box 2, page 17). Picture 
reproduced with consent 
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Principles and processes
educators in nursing from the university and 
teachers from the hospital special school agreed the 
principles for the project set out in Box 1.

the principles in Box 1, the aims of the project 
and an outline of six proposed sessions were 
presented to senior management, and approval for 
the project was confirmed.

it was agreed that a hospital special school 
teacher would lead the sessions, and that a nurse 
educator would be present to add detail to the 
discussions and to record the children’s and 
students’ responses, which would inform the 
development of the resource package. the approach 
to data collection had to be flexible. some children 
with mental health problems would not speak, 
some had hallucinations and found it difficult 
to contribute, some, with physical problems, 
could not vocalise, but used signs and devices to 
communicate. healthcare staff would enter the 
classroom and talk with children, sit and observe 
them or take them away for investigations. Box 2 is 
a record of the sessions as they were delivered. 

The children in this project, six sessions were 
spread over half an academic term during 2010  
in the hospital school of a large urban children’s 
hospital. eleven children and young people, aged 
between 11 and 14 from school years 7, 8 and 
9 (11-14 years old) agreed to participate. students 
were generally inpatients, although the membership 

of the class and project varied over time; some 
children contributed to all sessions whereas others 
were present for just one. in the main, the children 
were from a tertiary (level 3 and 4) mental health 
unit, which provides specialist regional care for 
children with a range of mental health problems. 
some children also had long- and or short-
term physical problems, and a few had physical 
problems and no known mental health problems. 
the mean attendance for each session for boys was 
4.33 and for girls 3.73. the number of children in 
a session ranged from seven to ten but there was 
a core group of seven children who attended all 
sessions. Children from different ethnic, cultural 
and religious backgrounds were in the group.

Ethical and intergenerational issues this work  
was seen as a service evaluation rather than a 
research project, as the main outcome was to 
improve the curriculum of the children’s nursing 
course, rather than to generate new understanding.

the initiative raised interesting ethical dilemmas. 
there was a potential conflict over the right to 
withdraw from the lessons, even though children 
are not permitted to withdraw from the national 
curriculum in england. the ability of children to 
withdraw was also affected by the fact that staffing 
levels and the physical environment of the school 
meant that there was no supervision for children 
who wanted to opt out of lessons. it was accepted 
that participation would be agreed with the children 
as a group, and that the teachers would advocate 
for children who did not wish to participate or 
were caused undue distress. this was a role already 
addressed by the teachers’ guidelines for working 
with vulnerable children.

the teachers from the school also contributed 
to the assessment and monitoring of children by 
feeding back issues to ward staff. thus ward staff 
were kept informed about the project and,  
if children had particular issues or became 
distressed, this could be communicated to ward 
staff, teachers and to the project team and 
appropriate action taken in accordance with  
existing protocols. 

By healthcare research standards, this was less 
than ideal, but the project team judged that the 
safeguards of the normal practices adhered to by the 
hospital school teachers were adequate to protect 
children’s interests.

Data analysis during the sessions outlined in  
Box 2, a record was kept by taking notes in the 
classroom. these notes were used as soon as 
possible after each session to construct a log. the 

Box 1 Principles for joint university and hospital special school personal, social, 
health and economic education/citizenship project

■■ The project work will form part of children’s PHSEE/citizenship curriculum 
so that children’s involvement in the project will not be an extra burden on 
children, but part of their overall education.

■■ The level of influence children have over nursing curricula will be discussed with 
children in the project. It is recognised that children’s level of influence will be 
limited by statutory requirements and educational issues related to delivering 
nursing education.

■■ Children will be reassured that participation will not affect their nursing or 
medical treatment.

■■ Any concerns raised by those participating in the project will be dealt with using 
existing safeguarding and reporting procedures.

■■ Children and their carers will be informed about the aims of the project and 
given details of the activities to be undertaken.

■■ The project will not add excessively to the workloads of hospital special school 
staff.

■■ All contributions from children will be valued and regular feedback to children 
will be made available on how their views have influenced the children’s 
nursing curriculum.

■■ The project work evaluation and outcomes will be shared with the community 
of children’s nursing educators, teachers and children.
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text of this log and the images and text generated by 
the children in the sessions were read and re-read to 
construct open codes and then to relate these codes 
in axial coding (parahoo 2006).

Findings 
the teachers reported that the children were 
engaged and appeared to be enjoying and learning 
from the process. in each session the project team 
ran out of time, despite planning. the children 
were able to debate a number of subtle issues, such 
as the conflict between their desire for privacy 
and confidentiality and the need for healthcare 
staff to discuss patients in the therapeutic team. 
the children displayed gendered and culturally 
sensitive perspectives on health care as discussed by 
ramm et al (2004). 
■■ in sessions 2 and 3 a participant wrote on an 
adhesive note that a ‘good nurse’ should have: 
‘nice buitiful [sic] eyes.’ And added: ‘A nurse to 
tuck you into bed and give you a kiss.’ 

the children seemed to present nursing as curative.
when asked ‘what’s the difference between doctors 
and nurses?’, the comments included:
■■ ‘doctor has a stethoscope.’
■■ ‘they dress differently.’
■■ ‘nurses are female.’
■■ ‘nurses don’t diagnose.’
■■ ‘nurses look after you.’
■■ ‘nurses are there 24/7.’
■■ ‘give hands-on care’ (from session 3: extract from 
reflective log).

Professional persona there was a strong sense 
that, contrary to professional rhetoric (samwell 
2005), nurses were not seen as friends or surrogate 
family members; children wanted nurses to be 
‘professionals’. in debates that focused on nurses 
wearing uniforms, the children wanted nurses to 
look clean and smart. some indicated that because 
nurses wearing uniforms made them feel safer they 
knew that they had not ‘just come off the street’. 

the children described a professional persona 
that was competent but also connected to them as 
individuals (Box 3, p18). this finding is similar to 
that described (randall et al 2008) and goes beyond 
the image of nurses as ‘nice’ or ‘fun’, as they are 
often described in nursing literature on children’s 
views (Carter 2005, Brady 2009). these children 
demanded nurses who delivered timely, informed 
care in a humane way and who showed that they 
could engage with them as children and as people.

the following are comments made by 
participants, some in direct speech, others 
summarised as follows:

Box 2 Outline of sessions

Session 1 Starter
■■ Introduction: introduce nurse educator to the group.
■■ Lay out ingredients: white flour, salt, yeast, milk, oil. What 
do we get if we combine them? Loaf of bread. What if we 
add cheese? Cheese bread. What if we add oats? Oat bread. 
Wholemeal flour? Brown bread. Overall category: BREAD.

Main
■■ Explain the analogy being used as defining the ingredients of a 
‘good’ nurse.

■■ Explain outline of project.
■■ Set ground rules, depersonalise, no names to be used.

Plenary
■■ What do you think the lesson objectives were?
■■ Do you think we have achieved them?

Sessions 2-3 Starter
■■ Revisit ground rules.
■■ Revisit bread analogy, looking for ‘good enough’ nurse.

Main
■■ Outline of ‘nurse’: identify words that you think make a ‘good’ 
nurse. And words for a ‘not so good’ nurse. Write these on cards 
and place them on the ‘good’ or ‘not so good’ nurse outline.

■■ Feedback. Composite list: is a ‘good’ nurse the same for  
everyone?

Plenary
■■ Ask students to pick the top five words for ‘good’ and ‘not so 
good’ nurses.

Session 4 Starter
■■ Refer back to last session and remind students of what 
conclusions they arrived at.

Main
■■ Introduce idea of looking at real-life scenarios.
■■ Students work through scenarios identifying the actions that a 
‘good’ and a ‘not so good’ nurse might take. 

■■ Record on A3 sheet of paper.
Plenary
■■ One person to feed back to the whole group.
■■ Teacher to check that group members agree on the session 
findings.

Sessions 5-6 Starter
■■ Watch video showing exemplars of ‘good’ and ‘not so good’ 
practice, and comment.

Main
■■ Students to place themselves on a continuum of regard for 
nursing from negative to positive.

■■ Feedback on what we have learned about ‘good’ and ‘not so 
good’ nurses, using a nurse picture and keyword cards to seek 
debate and agreement.

■■ How do we tell if we have a ‘good’ nurse? Use keywords from 
‘good nurse’.

Plenary
■■ Summary of current ways of making ‘good’ nurses.
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■■ ‘gsh [good sense of humour] 6/10’. thought  
important ‘laugh with you, talk to you’.

■■ not boring.
■■ talked about having a laugh with family and 
friends but that nurses not the same as family 
and friends, need to not be overfamiliar.

■■ not important to do tricks.
■■ make the bad stuff seem better.
■■ A way of doing things not being funny per se.
■■ doing nursing with humour (from session 3: 
extract from a reflective log).

ethnicity, gender and disability were discussed. 
the children thought that as long as nurses could 
demonstrate a non-judgemental approach and were 
able to do the job, these factors were less important, 
although they suggested that nurses who had 
overcome adversity and understood what it was like 
to live with illness and disability, as they did, would 
be better. they preferred a mix of genders and 
ethnic backgrounds in nursing.

Timely care the children talked about care 
being delivered in a timely fashion. they wanted 
medication, often pain medication, delivered to  
them when they needed it. they understood that 
nurses had to prioritise care and that they could  
not always have what they wanted, but thought that  
they should have what they needed when they 
needed it, particularly assistance with going to the 
toilet and pain relief.

Managing information the issue of managing 
information was raised on a number of occasions, 
perhaps influenced by the teacher’s own experiences 
of health services.
■■ the teacher raised the issue of being explained 
to. own [the teacher’s] experience of not wanting 
to know, but nurse insisting [had to explain 
because] policy to tell [names teacher], wanting 
them to ‘get on with it’. Asked group how many 

always want explanations: seven out of 10 did and 
three not always (from session 2: extract from a 
reflective log).

Dignity in mental health dignity was an issue 
that the children returned to on several occasions, 
although they referred to it variously as privacy, 
not being gossiped about and humiliation or 
embarrassment. it was obvious that most of the 
participants had good insight into their treatment, 
and understood that nurses enforced agreed rules on 
the wards. in most cases, the children accepted that 
these rules were useful and they wanted the rules 
to be applied to everyone equally. the children also 
seemed to realise that nurses who listened to them 
talking about their lives had to share some of this 
information with other healthcare professionals to 
help them. what the children seemed to find difficult 
was a sense of being gossiped about or where they 
felt staff were making fun of them. these dignity 
issues were perhaps particular to children who might 
already feel stigmatised by mental illness and who 
were being treated in a regional centre for mental 
health issues.

Gender of the nurse A subject returned to often 
was the gender of nurses delivering care. previous 
research work suggested that children may feel 
embarrassment at receiving care from a nurse of the 
opposite sex (randall 2010). in the group, a variety 
of views were expressed. 

some children were embarrassed at receiving care 
from nurses of the opposite sex, but, as this extract 
shows, for others this was not a problem.
■■ discussed men as nurses. Boys being cared for 
by women ‘does not faze’ [boy participant]. there 
was a sense boys were not concerned about 
this but the girls were: ‘only trust my dad’ [girl 
participant] (from session 3: extracts from a 
reflective log). 

■■ when asked about intimate care, boys generally 
expressed a preference for male carers and this 
was related to age. older children were less 
comfortable, although one commented: ‘if i was a 
little kid i’d hate it.’ For younger children, female 
nurses were ‘like mums to them’.

Regard for nurses the children were asked to 
place themselves on a continuum from negative to 
positive in their regard for nurses. this concept has 
been described in detail by randall (2010). it does 
not specify individual nurses and has been linked to 
children’s perceptions of their illness and their own 
involvement in care rather than to the actions of 
nurses. out of seven children, three boys expressed 

Box 3 Phrases selected most often as top three descriptors (sessions 5 and 6)

‘Good’ nurse ‘Not so good’ nurse

Gives you what you need when you need it.
Trustworthy.
Understands you.
Lets you be private.
Makes the bad stuff seem better.
Kind and thoughtful, cares about you.
Professional looking, smart, clean.
Treats you like a patient, not friend or family.

Doesn’t know what they are doing.
Leaves you waiting.
Bad tempered.
Tired or stressed.
Gossips about you.
Humiliates or embarrasses you.
Shouts.
Smelly, messy. 
Too friendly.
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a positive regard for nurses: they justified this by 
stating that nurses were helpful to them. three 
children, two girls and a boy, placed themselves 
in the centre of the continuum. Finally, one girl 
expressed a negative regard for nurses.

Discussion Aspects of children’s views of nurses 
have also been described by ramm et al (2004), 
Carter (2005), randall (2008) and Brady (2009). 
the work reported in this article provides a model 
that is more meaningful than one-off consultations. 
it was a local initiative with 11 participants; a 
national programme for involving children in 
children’s nursing development would be more 
methodologically acceptable.

talking about receiving nursing care is often 
difficult for children, evoking hurtful memories 
and raising difficult issues. it could be argued that 
the potentially difficult nature of consultation 
should not prevent children from having a voice, 
but a national approach would reduce the need for 
children in each location to be asked these difficult 
questions and would be more ethical. 

it could be argued that much of what children 
are asking for in the education of a ‘good’ children’s 
nurse is already embedded in the regulation of 
nursing courses. For example, the standards on 
good health and good character should ensure 
that nurses are trustworthy and smartly presented. 
what is less clear is how curricula educate nurses 
to engage with children, although an informal and 
perhaps hidden curricula may operate in which 
nursing students are expected to be able to play 
with and talk to children. For example, there is an 
expectation that children’s nurses will keep abreast 

of the latest children’s television programmes, 
music and internet crazes. Assessments of the 
nursing student’s ability to engage with children 
as people in the context of clinical practice often 
feature in mentor feedback, and perhaps need to be 
formally recognised. 

the findings of this study seem to contradict 
the professional rhetoric, which suggests that 
children’s nurses are seen as a friend or family 
substitute (Fleitas 1997). the children’s selection of 
‘good’ and ‘not so good’ nurse characteristics and 
their experience of dignity suggest that students 
may need to develop professional personae that 
go beyond professional and legal issues. ensuring 
that on duty a nurse is not tired, stressed or bad 
tempered is more about finding a positive work-life 
balance and not just being aware of the code of 
professional practice (nmC 2008). 

Conclusion
this project allowed richer data to emerge than had 
been possible in a one-off consultation (randall et al 
2008) and involved children and young people who 
were more difficult to engage than those consulted 
in previous work. the children’s comments and 
suggestions have been taken into account in 
redesigning the undergraduate children’s nursing 
curriculum and this will take time to implement and 
evaluate. however, an equally important lesson from 
the prolonged interaction is that children and young 
people are allowed to contribute and to think that 
they have contributed to the development of nurses, 
just as their peers contribute in school to their 
communities as citizens.
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