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ABSTRACT
Objective
To explore knowledge, attitudes and practice relating to factors that affect fertility among nurses working in general 
practice and other primary health care settings. 

Design
Anonymous online survey. 

Setting
Primary care.

Subjects
Members of the Australian Primary Health Care Nurses Association (APNA). Main outcome measures: Fertility‑
related knowledge, attitudes and practice.

Results
102 individuals completed the survey. More than half overestimated the age when male and female fertility 
declines and the chance of women conceiving with IVF. Most knew that smoking affects a man’s sperm but only 
one quarter that smoking halves a woman’s fertility. The majority recognised obesity and STI’s as detrimental for 
fertility and agreed that educating patients about fertility is part of primary health care nurses’ role to ask people 
of	reproductive	age	about	their	reproductive	life	plan	and	alert	them	to	the	factors	that	influence	fertility.	The	most	
commonly cited barrier for discussing fertility with patients was perceived lack of knowledge about the subject.

Conclusion
This	study	identified	opportunities	and	barriers	for	nurses	working	in	primary	health	care	to	proactively	discuss	
fertility	and	the	factors	that	influence	the	chance	of	conceiving	with	their	patients.	Appropriate	educational	
resources to improve knowledge and support from general practitioners (GPs) can enable nurses working in general 
practice and other primary health care settings to provide effective fertility related education as part of their role as 
health promoters. 
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INTRODUCTION 

Most people want and expect to have children some time in their life (Holton et al 2011a; Langdridge et al 
2005). For some, life circumstances beyond their personal control such as the lack of a partner, chronic illness 
or infertility, prevent them from realising this life goal (Holton et al 2011b). For others however, potentially 
modifiable	factors	reduce	their	chance	of	having	children	or	the	number	of	children	they	wished	to	have.	
These include parental age, body weight, tobacco use, and knowledge about the time in the menstrual cycle 
when	a	woman	is	able	to	conceive	(Homan	et	al	2007;	Wilcox	et	al	1995).	

Female	fertility	starts	to	decline	around	age	32	and	the	decline	becomes	more	rapid	after	age	35.	Between	
the ages of 30 and 40 the monthly chance of conception for women decreases from 20% to 5% (Cooke and 
Nelson	2011).	Male	age	also	influences	fertility;	a	study	of	more	than	8,000	pregnancies	found	that,	after	
adjusting for female age, conception during a 12‑month period was 30% less likely for men over the age of 
40 compared with men younger than 30 years (Hassan and Killick 2003). The common belief that assisted 
reproductive technology (ART) treatment such as in‑vitro fertilization (IVF) can overcome age‑related infertility 
is erroneous. In 2012 in Australia and New Zealand the chance of a live birth per initiated treatment cycle 
decreased from 24.8% for women aged between 30 and 34 years to 6.1% for those aged between 40 and 
44 years (Macaldowie et al 2014). 

The negative impact on fertility and reproductive outcomes of parental obesity and tobacco use is also 
well documented (Lane et al 2014; Homan et al 2007). Conversely, knowledge about the fertile time in the 
menstrual cycle and timing intercourse to coincide with this increases the chance of and reduces the time 
to pregnancy (Stanford 2015). 

Studies	 of	 people’s	 knowledge	 about	 factors	 that	 influence	 fertility	 consistently	 point	 to	 considerable	
knowledge	 gaps	 (Bunting	 et	 al	 2013;	Hammarberg	 et	 al	 2013).	 It	 has	 been	 suggested	 that	GPs	 should	
promote knowledge about the impact on fertility of age and lifestyle factors (RACGP 2012; Chapman et al 
2006). However, barriers, including time constrains, can prevent GPs from proactively discussing reproductive 
planning with their patients (Mazza et al 2013). More than 60% of Australia’s general practices employ one 
or more Practice Nurses and their role includes health promotion and lifestyle education (APNA). As experts 
in preventive care, nurses working in general practice and other primary health care settings are well placed 
to	promote	awareness	about	factors	that	influence	fertility	to	help	people	of	reproductive	age	achieve	their	
reproductive	goals.	However,	it	is	not	known	whether	nurses	working	in	primary	health	care	have	sufficient	
knowledge about fertility or believe that it is part of their role to discuss fertility with their patients. 

‘Your Fertility’ is a national, public education program to improve knowledge about factors that affect fertility 
and pregnancy health to allow people to make timely and informed decisions about childbearing. It is funded 
by the Australian Government Department of Health and the Victorian Department of Health and Human 
Services (Your Fertility). One of the aims of the program is to support primary health care professionals with 
educational resources to help them discuss reproductive life planning and fertility with their patients. 

To inform the development of resources for nurses in primary health care the aim of this study was to establish 
what nurses working in general practice and other primary health care settings know about factors that 
influence	fertility;	whether	and	under	what	circumstances	they	talk	to	patients	about	fertility	and	reproductive	
life planning; and what resources might help them start a conversation about fertility with their patients.

METHOD

The study was approved by Monash University Human Research Ethics Committee. 
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Study population
This was an anonymous online survey. An invitation to take part in the study and a link to the survey was 
advertised in the Australian Primary Health Care Nurses Association’s (APNA) e‑newsletter in October and 
November 2014. 

Material
The	study‑specific	questionnaire	included	demographic	characteristics	and	fixed‑choice	response	questions	
gauging:	knowledge	about	factors	that	influence	male	and	female	fertility;	attitudes	about	the	role	of	nurses	
in fertility health promotion; and practice relating to fertility health promotion. 

Data management and analysis
Data were analysed in SPSS for Windows v 20 using descriptive statistics and Student’s t‑test to test for 
differences between group means. Participants’ correct responses to the 13 knowledge questions were 
added to produce a score with a possible range of 0 to 13. Mean scores were compared between: age‑groups 
(<45	versus	≥	45	years);	geographic	location	(urban	versus	regional/rural/remote);	and	type	of	organisation	
(general practice versus all others). 

FINDINGS

The survey was completed by 102 respondents. Their characteristics are shown in table 1. 

Table 1: Characteristics of respondents (n=102)

Characteristic No (%)

Female
Male

100	(98)
2 (2)

Age group
<35 years
35‑44 years
45‑54 years
55‑64 years
65 years or older

19	(19)
20 (20)
35 (34)
26 (26)

2 (2)

Current	professional	qualification
Registered nurse/Registered midwife
Enrolled nurse
Nurse practitioner
Other

82 (81)
7 (7)
1 (1)

12 (12)

Practicing state
ACT
NSW
Qld
SA
Tas
Vic
WA

2 (2)
42 (41)
10 (10)

2 (2)
3 (3)

42 (41)
1 (1)

Practicing setting
Urban
Regional/Rural
Remote

46 (45)
53 (52)

3 (3) 

Type of organisation
General practice
Community controlled health services
Other

77 (76)
15 (15)
10 (10)
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Responses to the knowledge questions are displayed in table 2. The mean score for correct answers to 
the 13 questions was 7.2. More than 1 in 5 respondents (22%) scored <6, 75% scored between 6 and 10, 
and	only	3%	scored	>10.	There	were	no	statistically	significant	differences	in	knowledge	scores	relating	to	
respondents’ age, geographical location or the type of organisation they worked in. More than half of the 
respondents overestimated or were unaware of the age when female and male fertility start to decline. Most 
respondents	knew	that	smoking	affects	a	man’s	sperm	but	only	one	quarter	correctly	identified	that	smoking	
halves a woman’s fertility. Obesity and sexually transmitted infection (STIs) were recognised by almost all 
respondents as detrimental for fertility. While only just over half of the respondents were aware that having 
irregular	menstrual	cycles	reduces	a	woman’s	fertility,	more	than	three	quarters	correctly	identified	the	fertile	
window in the menstrual cycle. A majority of respondents overestimated or stated that they did not know the 
chance of a live birth after one IVF treatment cycle. 

Table 2: Respondents’ fertility-related knowledge 

Question  (bold denotes correct answer) N (%)
How	would	you	rate	your	knowledge	about	factors	that	influence	fertility

Confident/fairly	confident	I	know	what	I	need	to	know
I wish I knew more/I know very little

19	(19)
83 (81)

At what age does female fertility start to decline
<30 years
30-34 years
≥	35	years/	Age	doesn’t	matter/Don’t	know

8 (8)
35 (34)
59	(58)

At what age does male fertility start to decline
< 40 years
40-44 years
≥	45	years/Age	doesn’t	matter/Don’t	know

19	(19)
18 (18)
65 (64)

Does smoking cigarettes reduce a woman’s fertility
No/ Not if she smokes <10 cigarettes per day
Yes, smoking reduces fertility by 10%
Yes smoking halves the chance of pregnancy

3 (3)
74 (73)
25 (24)

Does passive smoking reduce a woman’s fertility
No/Don’t know
Yes, a bit
Yes as much as active smoking

28 (27)
37 (36)
37 (36)

Does smoking affect a man’s fertility
No/Don’t know
Yes smoking affects a man’s sperm

11 (11)
91 (89)

Does obesity reduce a woman’s fertility
No/Maybe
Yes

6 (6)
96 (94)

Does obesity affect a man’s fertility
No/Maybe/Don’t know
Yes

26 (25)
76 (75)

Can STIs affect a woman’s fertility
No/Maybe
Yes

3 (3)
99 (97)

Can STIs affect a man’s fertility
No/Maybe/Don’t know
Yes

17 (17)
85 (83)

Does having irregular cycles (>6 weeks between periods) reduce a woman’s fertility
No/Maybe/Don’t know
Yes

49	(48)
53 (52)
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If a woman has 28 day cycles, when is she most likely to conceive
Day 1‑5
Day 6‑10
Day 11-15
Day 16‑20
Day 21‑25
It can happen any time
Don’t know

2 (2)
2 (2)

77 (75)
15 (15) 

2 (2)
2 (2)
2 (2)

What is the chance of having a baby with IVF after one treatment cycle for women aged less 
than 35 years

35%/45%/Don’t know
15%
25%

73 (72)
14 (14)
15 (15)

What is the chance of having a baby with IVF after one treatment cycle for women aged between 
40 and 44 years

18%/27%/35%/Don’t know
9%
7% 

57 (56)
15 (15)
30 (29)

Respondents’ attitudes towards nurses working in primary health care engaging in fertility health promotion 
are shown in table 3. Almost universally respondents agreed that it is part of their role to ask people of 
reproductive	age	about	their	reproductive	life	plan	and	alert	them	to	the	factors	that	influence	fertility.	The	
most commonly cited barrier for discussing fertility with patients was perceived lack of knowledge about the 
subject. 

Table 3: Respondents’ attitudes towards providing fertility education 

Question N (%)*

Is it the role of nurses to ask people of reproductive age about their ‘reproductive life plan’?
     Yes
     Yes, but only if the patient brings up the subject
     No/Don’t know

75 (75)
17 (17)

8 (8)
Is it the role of nurses to discuss factors that affect fertility with people of reproductive age?
     Yes
     Yes, if the patient brings up the subject 
     No/Don’t know

48 (48)
46 (46)

6 (6) 
In your view, what are the barriers for discussing fertility with patients?#
     Lack of knowledge
     Time constraints
					Difficult	to	bring	up	unless	asked
     Not part of Nurses’ role

65 (64)
53 (52)
35 (34)

8 (8)

*Not all participants responded to all questions, percentages are of those who responded

# More than one could be endorsed  

Less	than	one	third	of	respondents	stated	they	felt	confident	about	their	level	of	knowledge	about	fertility.	In	
spite of this, almost half discussed fertility with patients in their daily practice, either routinely or opportunistically 
when consulted about reproductive health matters (table 4). Almost all respondents agreed access to fertility 
related	information	would	enhance	their	confidence	about	talking	to	patients	about	fertility.	Fact	sheets	to	give	
to patients and a trustworthy website to refer them to for more information were resources most respondents 
believed would help them talk to patients about fertility in their daily practice. 
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Table 4: Respondents’ fertility health promotion practices 

Question N (%) *

In your daily practice, do you bring up the subject of fertility with patients?
Routinely
Opportunistically when consulted about reproductive health matters
Only when patients ask for advice

3 (3)
42 (45)
58 (52)

Do	you	feel	confident	in	your	level	of	knowledge	about	fertility	to	bring	up	the	subject	with	patients?
Yes
No/Don’t know

28 (30)
65 (70)

Would	access	to	more	information	about	fertility	make	you	more	confident	to	talk	to	patients	about	
fertility?

Yes 87	(94)
Which of the following resource would help you talk to patients about fertility?#

Webinar (live, interactive internet‑based information session)
Information session in Podcast format 
Fact sheets to give to patients
Trustworthy website to refer patients to

34 (33)
25 (25)
85 (83) 
73 (72)

*Not all participants responded to all questions, percentages are of those who responded

# More than one could be endorsed

DISCUSSION

This	study	identified	opportunities	and	barriers	for	nurses	working	in	primary	health	care	to	proactively	discuss	
fertility	and	the	factors	that	influence	the	chance	of	conceiving	with	their	patients.	Opportunities	include	the	
findings	that	most	respondents	believed	it	is	part	of	their	role	to	educate	people	about	fertility	and	almost	
half do this in their daily practice. This suggests it is feasible to expect nurses working in general practice 
and other primary health care settings to incorporate fertility education in their health promotion repertoire. 
Obvious barriers are the apparent existing knowledge gaps and the self‑reported lack of knowledge and 
confidence	about	discussing	fertility	with	patients.	

The most concerning knowledge gaps relate to the impact of age on fertility. Firstly, more than half of respondents 
overestimated or were unaware of the age when male and female fertility declines. Secondly, the majority of 
respondents overrated the chance of younger and older women giving birth as a result of one IVF treatment 
cycle. Perceptions that the reproductive life‑span is becoming longer and that IVF can overcome age‑related 
infertility are reinforced by media reports of women (often celebrities) having ‘miracle babies’ late in life. 
The reality is that the chance of having a baby with IVF after age 40 is minuscule (Macaldowie et al 2014). 

Keleher	et	al	 (2007)	assert	 there	 is	 insufficient	 information	about	 the	scope	of	general	practice	nurses’	
practice and its outcomes and argue for an ‘educational framework to advance nurses’ skills and knowledge’ 
(p108). Such a framework should include education about fertility, the role of lifestyle factors in reproductive 
outcomes, and the limitations of reproductive technologies such as IVF in overcoming age‑related infertility. 
This	would	provide	nurses	with	the	knowledge	they	need	to	talk	confidently	about	fertility‑related	matters	
and discuss reproductive life planning with their patients. 

APNA recently developed a ‘Family Planning Decision Support Tool’ with funding from the Australia Government 
Department of Health to assist primary health care nurses in their consultations with patients to promote 
effective family planning throughout reproductive life (APNA). This tool includes comprehensive information about 
the	factors	that	influence	fertility	and	what	to	discuss	with	women	and	men	who	attend	for	a	preconception	
health check. While this is a step in the right direction, fertility‑related information and advice should also 
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be offered to people who are not currently planning pregnancy but may wish to have children in the future to 
allow them to make informed decisions about how they prepare for and time childbearing. 

This study has strengths and limitations. There is no way of knowing if respondents were representative of all 
nurses working in primary health care. However, they included people from all Australian states and territories 
(except Northern Territory) who were diverse in terms of age, and the settings and types of organisation 
they worked in. Online surveys do not allow detailed exploration but they are a feasible tool for research 
questions	which	require	broad,	summary,	information	relating	to	a	particular	matter	in	groups	with	specific	
characteristics. They are cheap to undertake, easy for respondents to complete, and likely to generate honest 
responses when they are anonymous. 

The	findings	of	this	study	have	informed	the	development	of	resources	to	help	nurses	working	in	primary	
health	care	settings	discuss	modifiable	factors	that	influence	fertility	with	their	patients.	These	are	housed	
on the ‘Your Fertility’ website and include educational webinars, videos, podcasts and factsheets; a Think 
GP module; links to relevant clinical guidelines; and factsheets for lay audiences that can be downloaded 
and	shared	with	patients	(Your	Fertility).	Future	initiatives	will	target	specific	knowledge	gaps	identified	in	
this study and through collaboration with APNA these will be disseminated to nurses in general practice and 
other primary health care settings throughout Australia. 

As experts in preventive care, nurses working in primary health care are well placed to promote awareness 
about	factors	that	influence	fertility	and	reproductive	life	planning	to	help	people	achieve	their	reproductive	
goals. With access to educational resources and support from GPs it is feasible to expect nurses to incorporate 
fertility education in their health promotion repertoire. 
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ABSTRACT

Objective
There	are	difficulties	in	recruiting	enrolled	nurses	to	mental	health	positions.	A	six	month	program	was	developed	
with the aim to bridge possible knowledge gaps for enrolled nurses, and to provide them practical support to 
consolidate skills and knowledge for nursing in a forensic mental health hospital.

Setting
The setting was a 116 bed secure forensic mental health hospital in the state of Victoria, Australia.

Subjects
Nine enrolled nurses who had completed a Diploma of Nursing, were recruited into the program.

Primary argument
There is a national decrease in enrolled nursing supply, and a paucity of data exploring the training needs 
of enrolled nurses transitioning from the Diploma to a mental health nursing role. Nursing programs are 
required to assist enrolled nurses with the knowledge and skills, and support required to effectively make 
their transition into mental health nursing.

Conclusion
The results demonstrate the importance in providing a program to assist enrolled nurses transition to mental 
health and that the mental health course requirements within the Diploma of Nursing and placement length 
may not be adequate in preparing enrolled nurses for direct entry to mental health nursing. Providing a 
structured transition program for a group of enrolled nurses is a useful strategy to improve knowledge, skills, 
and retention.
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INTRODUCTION

Within Australia there are two nursing levels. These are Registered Nurses (RNs) and Enrolled Nurses (ENs). 
There are some similarities in the activities performed however there are notable differences in knowledge 
depth,	the	capacity	to	assess,	plan	and	implement	nursing	care	(Kerr	et	al	2012;	Blay	and	Donoghue	2007).	
Essentially the role of the EN is to provide person centred care under the supervision of a RN while remaining 
professionally responsible that the care they deliver, is within their scope of practice (ANMC 2002). Qualifying 
as an EN requires the completion of a Diploma of Nursing (Diploma), an 18 month course including a dedicated 
mental health unit required to address the Mental Health Act; how to respond effectively to signs of mental 
illness; contribute to nursing care plans and care for people experiencing mental illness and to assist in 
evaluating care (Australian Government 2012).

There is a paucity of data exploring the training needs of ENs transitioning from the Diploma to a mental 
health nursing role. A search of the data bases Ebscohost, ScienceDirect, and Scopus, using combinations 
of the keywords ‘enrolled nurse; Australia; mental health’ with limitations of ‘full text’ and published after the 
year 2000, failed to retrieve any Australian published research examining programs for, or the experiences 
of, ENs entering a mental health program.

Furthermore is the lack of evidence that the Diploma curricular has been evaluated. As such the question of 
whether the mental health unit adequately prepares ENs for the mental health workforce remains unanswered. 
In the absence of evaluation, one might expect the clinical and theoretical content devoted to the mental 
health unit has been provided similar importance and weighting within the overall content of the course to 
that seen in undergraduate nurse training for RNs that has been described as minimal and unsatisfactory 
(Clinton and Hazelton 2000; Wynaden et al 2000). Adding to this are inadequate mental health placement 
opportunities for ENs to gain the much needed experience they require to assist them consolidate their 
knowledge and expose them to future career roles in mental health (Cleary and Happell 2005). A further 
factor impacting on the ability to attract ENs to the mental health workforce is the decrease in EN supply, 
with	a	decrease	in	EN	supply	nationally	of	3.9%	between	2009	and	2012	(AIHW	2013).	The	decline	in	EN	
numbers having a direct bearing on the recruitment of ENs to mental health positions. As such there is an 
urgent need for services to consider recruitment strategies such as transition programs to attract and support 
ENs to a mental health career.

A six month program was developed with the aim to bridge possible knowledge gaps for ENs and to provide 
them practical support for nursing in a Forensic mental health hospital. A three week orientation occurred 
at the commencement of the program that included clinical based educational sessions (see table 1). The 
ENs were supported by a Clinical Nurse Educator (CNE) and each EN was provided a preceptor. There were 
two three month clinical placements during the program for each EN to provide them with an experience of 
both an acute and longer stay Unit. Objective meetings occurred with the CNE for each placement to provide 
support and guidance for the EN and to assist them with their personal clinical goals.

METHOD

Participants and setting
A total of 20 ENs were interviewed, all had completed a Diploma. Nine were successful in gaining a position 
in the program. There were eight females and one male. Their age ranging from 21 to 50 years. Six had 
completed their training within a two year period of the program commencement. Two of the nine reported 
more	than	two	years	of	mental	health	nursing	experience,	one	greater	than	five	years	with	the	remaining	six	
having limited experience that occurred during clinical placements whilst completing their Diploma.
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Table 1: 3 Week Orientation ‑ Educational sessions

• Mental health nursing
• Therapeutic communication and 

relationships
• Recovery orientated care
• Mental state examinations
• Role of the associate nurse
• Medication administration and 

competencies
• Role of the surgery and surgery 

assist nurse

• Professional boundaries
• Infection prevention and control
• Documentation	and	online	files
• Aggression management workshop 
• Risk assessment and management
• Security issues for mental health 

nurses
• Escorting leave competency and 

responsibilities

• MHPOD topics:
• Documentation
• Therapeutic Relationships
• Legislation
• Confidentiality
• Risks
• Mental health history and MSE
• Biopsychosocial	factors

Consent procedures
All participants were adults. The assumption that they were competent and able to make a decision whether 
to	participate	or	to	decline	participation	in	the	evaluation	(Polit	and	Beck	2013).	All	ENs	participating	in	the	
program had been informed of the evaluation processes, and choosing to participate was voluntary. Returning 
completed	de‑identified	questionnaires	implied	consent.

Setting
The setting was a 116 bed secure Forensic mental health hospital. Typically the function of such hospitals is 
to provide mental health treatment and care for adults who experience mental illness and have had contact 
with the criminal justice system.

Instruments/measures
Three post activity questionnaires were constructed by the researchers to evaluate the program, to provide 
a	snapshot	of	the	experiences	of	the	ENs	during	the	program	(Polit	and	Beck	2013).	Questions	consisted	
of both quantitative questions and scales, and qualitative questions seeking views and opinions. Care was 
taken to ensure that questions asked for both positive aspects and shortcomings of the program.

The	first	questionnaire	was	administered	during	the	3	week	orientation.	The	second	evaluation	occurred	2‑4	
weeks following orientation, to evaluate whether the orientation was adequate in preparing them for their 
roles on the Units and whether they were experiencing adequate support from their preceptor and CNE. The 
final	questionnaire	was	administered	as	the	ENs	completed	the	program.	This	final	questionnaire	focussed	
on their overall experience of the program, the support structures, and the ongoing educational components 
of the program.

Data sources
Data were collected using the developed questionnaires which were provided directly to participants. To 
protect their anonymity, the ENs were not required to identify themselves on the questionnaires and returned 
completed surveys to the principal researcher in pre‑addressed envelopes.

Ethical considerations
A research application was submitted and approved by Forensicare’s Operational Research Committee. An 
ethics application was then made to the Department of Health and Department of Human Services Human 
Ethics Committee. The ethics committee considered the project to be a low risk, service evaluation, not 
requiring ethical approval.



AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 34 Issue 1 17

RESEARCH PAPER

FINDINGS

Questionnaire 1
The ENs were asked to provide feedback following each session of the orientation. The results from the clinical 
education sessions are reported along with the experience of supernumerary clinical time on the Units.

Mental health nursing
The content included philosophical underpinnings of mental health nursing, the therapeutic use of self, 
therapeutic relationships, core responsibilities, scope and standards of practice. The topic was reported as 
being very useful in improving knowledge about the art of mental health nursing. Five of the ENs highlighting 
that from their experience there was a lack of mental health nursing content in their Diploma.

Therapeutic communication and relationships
Content from this session aimed to assist the ENs to understand the experiences of consumers and to 
incorporate a person centred strengths based approach to care. The responses indicated that the session 
was	very	useful.	However	the	ENs	stated	they	lacked	confidence	with	their	skills	and	ability	to	communicate	
in a therapeutic manner with consumers. They also indicated an understanding of the importance in building 
therapeutic relationships with consumers.

Recovery orientated care
This topic explored key Recovery concepts such as hope, agency, responsibility and opportunity. The need 
to appreciate the uniqueness of the consumer, and the role of nurses to develop helpful and respectful 
partnerships with consumers. The concept of Recovery was not one that any of the ENs were familiar with.

Mental State Examinations (MSEs)
The ability to conduct an assessment of a consumer’s mental state is critical to the role of nurses in mental 
health settings. The session was considered by them as very useful, however the process for conducting an 
MSE represented new knowledge for the ENs.

Professional boundaries
Understanding professional boundaries, signs of boundary violations and boundary maintenance strategies 
were the focus of this session. Responses such as remaining professional, not discussing personal details 
with	consumers,	and	ensuring	 therapeutic	 relationships	are	 for	 the	benefit	of	 the	consumer,	 indicated	a	
sound understanding of professional boundary maintenance.

Role of associate nurse
Session content covered the primary nursing model of care at the hospital. Within this model, the associate 
nurse (commonly performed by ENs) works as an adjunct to the primary nurse, supporting and ensuring 
implementation of the consumer’s care and treatment needs. While the ENs indicated that the session 
was helpful, they also wanted a list of typical tasks the role performs, so they would be better informed and 
prepared when commencing in the role.

Medication administration and competencies
This session covered knowledge and skills, and Acts which govern the legal aspects of medication administration. 
An overview regarding the indications and common side effects of psychotropic medication, non‑adherence 
and diverting of medications, and the reporting of medication errors also occurred. Completing the medication 
competency and supervision package was considered by them to be useful in improving their competence 
and	confidence	in	administrating	medications.
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Role of surgery nurse and surgery assist nurse
The responsibilities of the surgery nurse for administering medications safely were well understood by the 
ENs. Having a surgery assist nurse with the role to supervise consumers taking their medication to reduce 
the risks of non‑adherence or diversion of medications, was one role they had not experienced previously 
but was a role considered important.

Infection prevention and control (IPaC)
The content of this session covered the responsibilities of nurses towards IPaC, such as standard precautions, 
aseptic technique, clinical waste, sharps handling and disposal, environmental and equipment cleaning and 
hand hygiene. Their responses revealed that the ENs already possessed adequate IPaC knowledge.

Documentation and online files
The purpose and standards of documentation, and what should be documented and what to avoid were 
discussed	in	this	session.	Understanding	freedom	of	information,	and	access	to	files	were	also	covered.	The	
ENs indicated they wanted examples of notes written by other nurses to help them better understand the 
type of information recorded. Suggestions were made by them for the provision of supervision regarding their 
documentation when they commence on the Units.

Risk assessment and management
Assessing consumer risk to self, others and the community is an important clinical concern, where the 
consequences of poor risk assessment and management can be catastrophic. Most of the ENs indicated the 
session was useful. A common comment from ENs was that the session could be improved with the provision 
of case scenarios, and an opportunity to practice assessment skills.

Aggression management workshop
This workshop taught the ENs the importance of creating a safe environment, the use of de‑escalation and 
early intervention strategies, and restraint practices employed at the hospital. All reported the information 
presented to be highly useful, along with the opportunity to practice skills taught. The importance of safety 
for clinicians and consumers was well understood by the ENs from this training. As was the need to recognise 
consumer distress at an early stage to allow for effective early interventions such as de‑escalation and 
calming strategies.

Security issues for mental health nurses
The content of the session covered physical, procedural, and relational security. The importance of knowing the 
consumer, their risks, their state of mind and sharing information was the focus of the topic. The information 
was new for the ENs however their responses indicated their appreciation to the importance of maintaining 
security in a Forensic hospital. The session also covered the importance of adhering to security policy, and 
the need to be security conscious and vigilant. Topics such as managing contraband and searching rooms 
were covered. Half of the ENs had never searched a consumer’s room, however their understanding to the 
importance of being thorough in conducting searches, and to be mindful of safety issues was well understood.

Escorting leave competency and responsibilities
Escorting consumers on leave to legal and medical appointments and to facilitate community rehabilitation 
needs is an important role nurses provide. The ENs reported the session was very useful. They discussed 
the shortcomings that embedding the content of the session into practice will occur at a later time when 
required to escort consumers.
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MHPOD competencies
MHPOD is an online mental health professional development resource that has been based on national 
practice standards (MHPOD 2013) and designed to meet the needs of entry level clinicians. Overall, the 
responses to the relevance of the MHPOD topics (see table 1) suggests that topic content was relevant, and 
for the most part represented new knowledge.

Supernumerary time on units
The ENs reported the supernumerary time was a “fantastic” opportunity and a “great” way to learn, with 
excellent staff support from preceptors and the CNE. They were able to learn hands on, participating without 
the	responsibility	of	being	counted	as	part	of	the	usual	staffing	profile.

Questionnaire 2
The second questionnaire occurred two weeks following orientation. At this time, the ENs had now been working 
on the units no longer in a supernumerary capacity. The purpose of the questionnaire was to seek the views 
of the ENs about the effectiveness of the orientation, the support of the CNE and preceptors, and their overall 
opinions of the program to date. The ENs discussed the bond that had formed between themselves as a group. 
The advantages of having a group starting together as opposed to individual appointments at different times 
were frequently cited. The ENs also made mention of the welcoming they received from other clinicians and 
the support and leadership available to them from the CNE and the nurse education department. Standout 
topics such as the aggression management training and the topics with a mental health nursing focus were 
considered most valuable in providing them with knowledge and skills for their nursing role.

The ENs were asked to consider topics that could be included or omitted to improve the orientation. They 
stated that incident reporting and documentation could be omitted and be taught on the Units. To improve 
the orientation the ENs indicated they would like more sessions on mental health nursing, greater detailed 
information on the day to day roles for ENs along with supernumerary time in the afternoon to improve their 
understanding of what is required of them after hours. The ENs also wanted greater content on the Mental 
Health Act.

All nine ENs indicated they were having regular meetings with their preceptor. All reporting positive support 
from the preceptors, who were described as being approachable and available to meet their new learning 
needs.	However,	the	ENs	reported	that	finding	time	to	meet	with	their	preceptor	was	difficult	due	to	conflicting	
rosters, competing clinical demands and activities on the Unit.

The ENs also reported they were frequently meeting in person with the CNE and via email. Describing the CNE 
as supportive, knowledgeable and reliable. Overall, at this early stage of the program, the ENs were reporting 
they were feeling valued by others in the treating team and sense they were part of the team.

Questionnaire Part 3
The	ENs	were	asked	to	reflect	on	the	past	six	month	program,	and	consider	the	standout	positive	features	
of the program. As with previous evaluations, the orientation, group recruitment, supportive staff and the 
support of the designated CNE, were key standout positive features. The ENs were also asked to identify 
any shortcomings of the program. More Unit rotations, along with more supernumerary time were further 
suggested improvements. When asked whether the experience with their preceptor had been a positive 
experience the comments were positive highlighting the knowledge and friendly nature of the preceptors. 
The ENs described the CNE as an approachable and supportive person, who was always available to them 
and considered the CNE as a credit to the program.
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Critical to the success of the program was understanding whether the program provided the ENs with the 
skills and knowledge they required to work in mental health. Some expressed that their knowledge and skills 
will continue to develop with time and continued exposure to clinical situations. One stated she was very glad 
for the opportunity to be part of the program as she does not think she would have “lasted a week” without 
the support of the program. The compulsory competencies were considered by them as “very good”, and 
“very helpful”, as was the appreciation they had for the orientation and the provision of a preceptor for the 
length of the program.

The ENs were asked to share any additional thoughts regarding the program. Some suggested the need to 
include	specific	training	on	the	role	of	the	Associate	Nurse.	The	ENs	were	asked	to	consider	and	share	the	
areas of their practice they would still like to develop. They discussed the need to better understand ‘Recovery’ 
and	what	this	means	for	consumers,	more	aggression	management	sessions	to	increase	confidence	in	de‑
escalation	and	restraining	practices.	There	was	also	the	need	to	better	understand	specific	nursing	roles	
such as the Associate Nurse role and, to better understand legal processes.

Discussing their future, three of the ENs stated they are currently considering extending their career to become 
Registered Nurses. Three stating that they have successfully accepted positions with (a local University) to 
commence	a	Bachelor	of	Nursing	in	2015.	Others	discussed	taking	on	extra	responsibilities	at	the	hospital.	
One completed the QUIT training and will act as a co‑trainer within the hospital to assist consumers and staff 
with strategies to cease smoking. One is interested in becoming a Gender Sensitive and Safety trainer within 
the hospital, and three ENs have become IPaC Link Nurse.

DISCUSSION

The program was established to bridge possible knowledge gaps for ENs and to provide them practical 
support to consolidate skills and knowledge to assist them to transition to nursing in a Forensic mental 
health	hospital.	The	EN	participants	all	identified	clear	advantages	for	them	in	being	part	of	a	larger	group	
of ENs commencing in mental health together as opposed to individual appointments. They experienced 
satisfaction with the program and their role, and expressed that staff were accepting of them and welcomed 
their clinical input. These were important positive aspects of the program and is consistent with the report by 
Heartfield	and	Gibson	(2005)	where	ENs	reported	that	being	part	of	a	team	and	working	with	others	in	the	
provision	of	care	was	significant	and	important	to	the	professional	sense	of	self	for	ENs.	Furthermore,	the	
sense of belonging to a supportive team has been described as the number one factor for nurse retention 
(McGillis Hall et al 2011). The ENs also described the level of support from their preceptor and the CNE as 
highly important to the experience in the program. Hill (2011) reports that a positive supervisor relationship 
resulted in improved job satisfaction and retention of nurses. The program, while a new endeavour for ENs, 
was not dissimilar to transition programs for RNs. Where it has been reported that transition programs create 
supportive environments for nurses, who experience job satisfaction and results in increased retention 
(Missen et al 2014).

The level of satisfaction with their experience of being part of the program had a strong bearing on the future 
career plans for the ENs. None of the ENs reported dissatisfaction with nursing at the hospital or revealed 
plans to “move on”. All but one of the ENs have taken on either extra responsibilities at the hospital or have 
expressed that they are enrolled in training to become an RN embracing the life‑long learning tenants for EN 
registration	(ANMC	2002),	and	adds	further	support	to	the	findings	of	Jacob	et	al	(2014)	where	educators	
held views that the Diploma of Nursing provides a strong foundation for ENs wanting to continue their nurse 
education to Undergraduate level.
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A	surprising	finding	was	the	lack	of	knowledge	the	ENs	had	regarding	core	foundations	of	mental	health	nursing	
such	as	the	use	of	therapeutic	communication	and	the	need	to	development	therapeutic	relationships	(Browne	
et	al	2014;	Peplau	1952)	where	they	were	unsure	of	their	skills	and	abilities.	They	were	also	unsure	of	how	
to conduct a mental state examination which is a vital assessment skill in mental health. Furthermore the 
concept of recovery, which underpins contemporary mental health treatment approaches (Slade et al 2014), 
and is considered an important aspect of mental health nursing education (Happell et al 2015), represented 
new information to them. The ENs reported that during their Diploma content devoted to mental health nursing 
was not provided the importance equal to that of other areas of nursing. This shortcoming was reportedly 
coupled with inadequate mental health placements during the Diploma, resulting in reduced opportunity to 
practice	mental	health	nursing	skills,	lack	of	confidence	in	engaging	with	consumers	and	building	therapeutic	
relationships,	and	poor	confidence	in	performing	MSEs.	This	may	well	reflect	the	content	preparing	the	ENs	
for more preferable clinical areas which is not surprising given that less than 2.5% of ENs identify mental 
health as their clinical speciality (Della and Fraser 2006).

CONCLUSION

There	are	positive	benefits	 in	a	group	recruitment	mental	health	nursing	transition	program	for	ENs.	The	
support of a dedicated CNE bolstered by individual preceptors is a vital support structure for the success 
of such programs. The structured orientation that included topics central to the practice of ENs in a mental 
health environment were an important feature of the program due to the poor knowledge base, and lack of 
personal	confidence	in	their	skill	base.	The	results	of	this	mental	health	program	where	the	ENs	experienced	
clinical support and good job satisfaction, provides further support that increased retention and future career 
development	for	ENs	can	result	from	specific	mental	health	transition	programs.

RECOMMENDATIONS

Given the small sample size of nine ENs and that the program evaluation occurred in the one Forensic mental 
health	 hospital	 the	 findings	may	 not	 represent	 the	 views	 of	 ENs	 in	 similar	 programs	 and	 environments.	
Furthermore,	the	findings	reflect	reported	rather	than	observed	behaviour.	There	is	the	risk	of	participants	
censoring their responses or offering responses they believe to be acceptable rather than reporting their 
actual practice or experiences. The evaluation of the program suggests the mental health unit in the Diploma 
does not adequately prepare ENs to enter the mental health workforce without the support of a transition 
program. Mental health nursing transition programs for ENs are crucial in supporting and retaining ENs. Further 
research is required to evaluate the content of the mental health unit within the Diploma and strategies to 
improve the placement for student ENs to improve their exposure to mental health and mental health nursing.
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ABSTRACT

Objective
To identify barriers to implementing evidence‑based practice initiatives in small to medium sub‑acute facilities in 
Queensland.

Design
The	study	uses	a	qualitative	methodology	in	which	field	observations	and	convergent	interviews	were	employed	to	
generate data.

Setting
Four south‑east Queensland sub‑acute care facilities participated in the study. Observational and interview data 
were collected.

Subjects
Field observations were recorded across the sites. Five research fellows collected observational data on evidence‑
based practice implementation across a period of six months. Nine clinicians participated in in‑depth, convergent 
interviews at the end of the period of observation.

Main outcome measures
The authors analysed observational and interview data using qualitative thematic analysis. 

Results 
Three themes emerged which described the needs of clinicians when evidence‑based practice initiatives were being 
implemented:	(1)	valuing	evidence;	(2)	risk	prioritisation;	and	(3)	controlling	the	flow	of	evidence.	A	‘Spillway	Model’	
is proposed as a mechanism for targeting clinical priorities using integrated risk management. 

Conclusion
This study supports the use of integrated risk management as part of a Spillway Model to guide the introduction of 
evidence‑based practice initiatives in the clinical setting. 
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INTRODUCTION 

Although	evidence‑based	practice	(EBP)	is	generally	viewed	as	an	overwhelmingly	positive	initiative	in	nursing,	
the complexity of contemporary healthcare has resulted in some well documented failures (Grou Volpe et al 
2014;	Kmietowicz	2014;	Metsälä	and	Vaherkoski	2014;	JCCfTH	2009).	While	some	models	like	the	PARIHS	
framework provide guidance for utilising evidence (Kitson et al 2008), the information age has resulted in 
a	flood	of	data	that	is	unwieldy	for	nurses	to	effectively	engage	with.	Recent	studies	have	endeavoured	to	
explore whether the volume of evidence can impact on the clarity of effective clinical decision‑making (Moloney 
2013). Runciman et al (2006) notes when new problems are encountered, clinicians are more inclined to 
make decisions that are familiar and comfortable than to thoroughly investigate what is best practice from 
a plethora of available evidence.

Intriguingly,	EBP	has	become	a	process	as	much	about	risk‑managing	the	volume	of	information	available	
as	it	is	about	determining	what	is	best	practice	(Moloney	2013).	Poorly	managed	EBP	in	practice	is	often	
linked with extant organisational or cultural issues and is considered a genuine barrier to the delivery of 
quality healthcare (Kitson et al 2008; Averis and Pearson 2003). The impact of this phenomenon is not well 
understood in sub‑acute care facilities in regional Queensland and is a trigger to action for this study.

METHOD

Phenomenographic research facilitates studying the experience of participants in order to appreciate the 
variation of the experience itself, and the adaptation of meaning of the research utilisation encounter for the 
participants	(Pringle	et	al	2011).	Numerous	studies	focusing	on	nurses’	experiences	of	EBP	implementation	
have been guided by a phenomenological design (Kaasalainen et al 2010; Estabrooks et al 2003).  

Ethical approval was obtained from the Human Research Ethics Committee of the health service where 
participants were working (Approval no. EC00341:2013:26). All participants gave written informed consent 
prior to participation, and were advised of their right to withdraw without penalty or prejudice at any time.

Participants were recruited from four nominated trial sites in South East Queensland via purposive sampling. 
These	sites	included	aged	and	community	healthcare	agencies	in	Bundaberg,	Hervey	Bay,	Toowoomba	and	
Brisbane.	Five	research	fellows	collected	field	notes	in	the	form	of	diary	entries	from	their	observations	of	
implemented	EBP	initiatives	over	a	six	month	period	across	the	organisations.	Field	notes	observed	detailed	
barriers	and	enablers	of	implemented	EBP	initiatives	and	impact	on	clinicians.

In total, nine clinicians were interviewed at the end of the observational period to further explore clinicians’ 
experience	of	implementing	EBP	initiatives.	Data	were	collected	using	the	technique	of	convergent	interviewing	
in which the researcher collects, analyse, and interpret the participant’s lived experience, opinions, attitudes, 
beliefs, and knowledge that converge around a series of interviews. Convergent interviewing enables in‑depth 
interrogation by advancing a cyclical research method requiring continuing analysis as part of the whole 
approach	(Driedger	2008;	Riege	and	Nair	2004).	Interview	prompts	such	as	“tell	me	about	EBP	initiatives	
your facility is implementing at the current time” were asked. Recordings from interviews were transcribed 
verbatim. Field notes from observations were merged with transcribed interview data and analysed.

Copies	of	transcripts	were	returned	to	each	participant	for	verification	interviews	prior	to	analysis	as	supported	
in phenomenographic interviewing (Meyrick 2006). Written transcripts were fractured using line‑by‑line 
coding	and	subsequent	categorisation	led	to	the	identification	of	themes	(Saldana	2012).	A	concept	map	of	
individual interviews using qualitative data analysis software was subsequently produced and disseminated 
to encourage participant involvement in the analysis phase (Ralph et al 2014). 
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FINDINGS

Analysis	of	the	findings	revealed	that	participants	referred	to	the	need	to	treat	risks	and	EBP	initiatives	in	the	
same	way	a	spillway	is	used	in	a	dam.	While	EBP	initiatives	were	valued	among	participants	unilaterally	(theme	
1), the need to target the evidence where it is needed most through a systematic audit process (theme 2) 
was clearly recognised. The mechanism for achieving this was through the use of a spillway‑styled approach 
(theme	3)	in	which	resultant	workload	and	practice	issues	were	offset	by	accounting	for	the	activity	of	EBP.

Concept 1: Valuing evidence
It was clear that nurses understood the need to maintain a foundational knowledge base for their own 
practices.	 While	 the	 importance	 of	 evidence	 was	 recognised,	 nurses	 reported	 experiencing	 difficulty	 at	
times in knowing how to approaching the literature and implementing it into their own scope and sphere of 
practice.	While	participants	recognised	the	importance	of	EBP	from	their	university	education,	the	desire	to	
use	research	to	enhance	knowledge	was	confounded	by	an	overall	uncertainty	and	a	lack	of	confidence	in	
approaching the evidence‑base:

“I know from my uni [sic] training that EBP is important. But since working full time I find it difficult 
to incorporate into my practice…I know I need to inform my practice and update my knowledge, 
but often I don’t know how…Where do I start and how to I decide which topic is most important? 
I know there is a link between knowledge and EBP – I need to have the key knowledge prior to 
being able to look at the correct process [of how to utilise research] for EBP.”  

Although research utilisation was valued because of its role in increasing knowledge for practice, participants 
strongly	identified	with	the	idea	that	knowledge	growth	translated	to	practice	improvement:	

“I think there are strong links to EBP and my own standards of practice.”

Despite	attitudes	towards	increasing	levels	of	EBP,	participants	consistently	viewed	organisational	constraints	
as a key barrier to achieving as much. Organisations appeared to prioritise nurses “doing” practice more 
highly than nurses “thinking” about practice with many participants perceiving that research utilisation was 
something separate to what nurses were primarily employed to do:

“I just wished they had realistic expectations [about providing workload for research utilisation 
activities] so that we could actually achieve something…our organisation needs to make all 
evidenced-based activities more targeted and achievable.”

Concept 2: Risk prioritisation 
Participants	highly	valued	the	concept	of	EBP.	However,	there	was	a	desire	to	couch	EBP	initiatives	in	terms	
of	identifying	specific	risks	within	the	organisation	and	responding	to	them	through	utilising	quality	research.	
A general lack of awareness within the organisation regarding the prioritisation of ongoing issues and how 
they	were	addressed	through	EBP	was	apparent	amongst	participants:

“I would like to know how we prioritised our new focus of attention…I never agree with the 
priorities set by our organisation for research activity, I see other issues in my patient care that I 
think need more attention…surely our biggest risks should drive what we focus on for research…I 
once engaged in an infection control audit…although we found issues which I think were large, 
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the organisation then prioritised other activities. Given the escalating incidents we have seen 
in our areas surely they are priorities over anything the organisation wants us to engage in.”

A strong theme of concern resonated across participants who voiced concern that a lack of comprehensive 
risk analysis was resulting in evidence utilisation becoming more of a feel‑good concept than a meaningful 
endeavour.	They	voiced	the	need	for	organisations	to	specifically	and	systematically	identify	high‑risk	issues	
related	to	patient	care	and	cluster	EBP	initiatives	through	a	process	of	audit‑based	risk	prioritisation:	

“Not once in my time here in 10 years have I witnessed a clinical audit…I don’t think we have 
enough data to decide what [quality improvement activities] should be a priority, perhaps we 
need more audits…I think they [clinical audits] have a place in determining what our staff should 
be looking at in improving patient care and decreasing risk…If the organisation informed where 
the infection control priorities were…it would decrease risk.”

Determining evidentiary needs through a risk management lens was a feature of participant responses as 
staff viewed it as a means to appropriately direct organisational research priorities. Participants reported 
the	danger	of	becoming	distracted	by	priorities	that	were	popular	rather	than	reflective	of	the	immediate	
needs of the organisation: 

“I would like to know how we prioritised our new focus of attention…there are often multiple 
requests from staff and others and I need to know I am focusing on the right issues at that 
time. I see these distractions as a risk.”

“We report a lot of risk, but I wonder why the risks we talk about are never part of the new 
activities coming through.... where I used to work they used the risk management process to 
drive what was a key focus at the time.”

As a consequence of unclear priority‑setting, there was a strong perception among participants that organisations 
often tended towards a reactionary response rather than a proactive approach to preventing risk: 

“I only see the organisation seek and implement changes based on new evidence when risk 
management considerations advise them that without it the factors of consequence may be 
severe. If the organisation informed us where the priorities are that we need concentrate on, 
it would likely decrease risk. At present I don’t know where to start with this nursing portfolio.” 

A	whole‑of‑organisation	approach	to	implementing	evidence‑based	strategies	to	specifically	target	key	risks	
to	the	safety	and	efficacy	of	care	was	strongly	supported	among	participants.	Participants	reported	feeling	
frustrated	with	poorly	defined	EBP	initiatives,	particularly	where	a	lack	of	focused	initiatives	was	observed:

“Better clarification of the key issues is required and I would like some training on evidence 
based changes. We need to move away from the way we have always done things and towards 
best evidence. Otherwise I believe the organisation is at risk.”

In	the	absence	of	specifically	directing	the	focus	of	the	organisation	towards	using	evidence	to	mitigate	key	
risks in practice, EBP	was	perceived	as	an	overwhelming	activity	that	was	ineffective	when	not	aligned	to	
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organisational risks. Participants felt as though it contributed to staff workload increases and limited the 
capacity	of	clinicians	to	capably	address	the	specific	needs	of	the	organisation	they	worked	in:

“They should be ensuring we have the capacity to finish something though before asking us to 
take on another,” “Staff want the capacity and the time to fit in new initiatives, I just don’t have 
the capacity at the moment to fit into my day. The organisation needs to free our time and stop 
focusing on so many things all at once.”

Time constraints were frequently raised by participants as a major barrier to engaging with evidence‑based 
initiatives within the organisation by better prioritising workload associated with its implementation:

“Managers should ask, “have we done this before?” when approached with ideas and issues. 
They should be ensuring nurses have the capacity to finish something though before asking us 
to take on another…we just need more time to do research.” 

Concept 3: Controlling the flow of evidence
Intriguingly,	participants	use	the	analogy	of	a	spillway	to	represent	how	their	perceptions	of	EBP	should	be	
implemented.	In	the	context	of	limited	time	and	seemingly	unlimited	EBP	initiatives,	there	was	broad	consensus	
among	participants	that	workload	was	either	never	or	seldom	given	to	account	for	EBP	as	nurses	need	to	be	
‘practicing’	rather	than	‘thinking’	about	best‑practice.	Not	having	sufficient	time	to	start,	progress	or	even	
finish	any	evidence‑based	 initiatives	was	a	 constant	 source	of	 frustration	and	 resulted	 in	nurses	 feeling	
overloaded	or	“flooded”	with	too	many	tasks	at	once.	

“We are often flooded with requests to engage in new activities I just wish someone would 
control the flood. You know a bit like a dam wall… Lately I just feel overloaded. Research is just 
another task we don’t have time for. I think the organisation has no idea how much overload 
of information comes our way at times. I wish we could just focus on one task sometimes; I am 
juggling a lot at the moment I go home feeling overloaded. Sometimes I feel like I am juggling 
lots of things at once.”

Nurses very clearly recognised research utilisation and implementation as a major facet in addressing the 
priorities	of	care	more	tangibly	amidst	calls	for	it	to	be	specifically	recognised	in	the	role	of	a	nurse	through	
workload allocation:

“Different nursing settings will need different approaches, and some creative thinking may be 
needed. However, it should be borne in mind that unless freed up time is earmarked for research 
implementation; other activities are likely to take priority.”

The use of the spillway analogy by participants was novel and resulted in the development of a model in 
which research utilisation, organisational priorities and integrated risk management are considered in the 
broader	context	of	EBP.	

DISCUSSION

This	research	has	cast	a	spotlight	on	the	tension	between	the	benefits	of	EBP	initiatives	and	how	the	wealth	
of evidence is managed to target clinical risks. The following discussion will address three main points: the 
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complexity	 of	 effectively	 implementing	 EBP	 initiatives;	 the	 role	 of	 nurses	 in	 communicating	 around	 EBP	
initiatives;	and	potential	Spillway	mechanisms	to	control	the	flow	of	evidence	towards	identified	risks.

The	rise	of	EBP	initiatives	in	the	clinical	environment	have	been	well	studied	in	the	literature	(Kitson	et	al	
2008; Pearson et al 2005; Estabrooks et al 2003; Rogers 2002). However, there are emerging concerns about 
how	the	influx	of	EBP	initiatives	should	be	addressed	to	effectively	challenge	targeted	specific	clinical	issues	
(Moloney 2013). This issue is represented by study data showing that while nursing staff had a good grasp 
on	clinical	risks	and	were	eager	to	engage	in	EBP	to	mitigate	clinical	risks,	an	overload	of	these	initiatives	
overwhelmed the implementation process resulting in broad perceptions of failure. The resultant outcome 
meant there was a reported decrease in staff capacity to utilise evidence effectively. 

More	broadly,	there	are	clear	deficits	in	the	dissemination	and	utilisation	of	multiple	EBP	practice	initiatives	
concurrently in smaller organisations. Current implementation models have not factored in the broader 
influences	on	risk‑prioritisation	and	its	relationship	with	EBP	(Pearson	et	al	2005).	Health	services	need	to	
consider	what	their	key	clinical	risks	are	when	considering	what	EBP	initiatives	to	emphasise	(Blackwood	et	
al 2011). 

If healthcare professionals are questioning decision‑making from their leadership groups, then clinician 
engagement	in	EBP	has	been	sub‑optimal	with	respect	to	decision‑making	processes.	Decisions	typically	made	
by	senior	health	managers	regarding	EBP	initiatives	should	be	inclusive	of	staff	longitudinally,	throughout	
its	implementation	(Rogers	2002).	The	results	of	Timmins	et	al	(2012)	align	with	this	study	as	both	findings	
raise questions around the type of leadership for evidence‑implementation within the facility and how it is 
communicated to ensure it impacts the point‑of‑care positively. 

Ironically, very few studies directly consider personal and organisational risk prioritisation skills and or 
leadership attributes in their recommended processes. A review of the literature reveals that the highest 
priorities	to	nurses	were	‘standards	of	patient	care’	and	a	‘reduction	of	harm’	with	significant	challenges	in	
evidence	utilisation	and	controlling	the	flow	of	information	in	the	clinical	setting	(Morley	et	al	2014;	Wilkes	et	
al	2013).	To	appropriately	focus	the	implementation	of	evidence,	Smith	et	al	(2009)	argues	that	researchers	
and	 decision‑makers	 must	 spend	 more	 time	 developing	 EBP	 implementation	 initiatives	 collaboratively.	
Furthermore, these initiatives must be targeted to the most pressing clinical risks, meaning nurses at the 
point‑of‑care should have a vocal role in deciding where and how evidence implementation initiatives are 
prioritised (Mandleco and Schwartz 2002). 

Consequently,	 healthcare	 leaders	 and	 researchers	 need	 to	 view	 integrated	 risk	 management	 and	 EBP	
implementation as an opportunity to create strong synergies between the two. For this to occur, healthcare 
organisations need to be sensitive and responsive to core staff concerns around clinical risks and the time 
taken to utilise evidence to mitigate them effectively (Rangachari et al 2015; Lavis et al 2003). For the nursing 
profession, the results of this study and that of Moloney (2013) support the role of a nursing ‘gatekeeper’ to 
articulate	the	hidden	workload	involved	with	EBP	initiatives	and	clinical	risk	mitigation.	

From	this	study,	a	basic	representation	of	the	need	to	control	the	flow	of	evidence	is	offered	to	articulate	the	
ideal	process	of	how	EBP	initiatives	are	implemented	in	the	clinical	environment.	The	Spillway	Model	(see	
figure	1)	‑	directly	derived	from	the	data	–	is	proposed	as	a	means	of	structuring	evidence	uptake,	identifying	
risks, and proposing an appropriately staged intervention so as not to overwhelm clinicians. 
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A	Spillway	Model	is	necessary	to	control	the	flow	of	evidence	and	appropriately	prioritise	risk.	While	a	variety	
of	mechanisms	could	be	used	as	the	spillway	‘gate’,	there	needs	to	be	clear	channels	for	how	EBP	initiatives	
are	 implemented	 along	with	 justifiable	 rationales.	 The	 participants	 clearly	 pointed	 to	 a	 system	where	 a	
mechanism	such	as	integrated	risk	management	acted	as	a	way	of	controlling	the	flow	of	EBP	initiatives.	The	
use of clinical audits, as raised by participants, can form an integral part of any integrated risk management 
system	in	which	risks	are	prioritised	to	guide	the	implementation	of	EBP	initiatives	in	the	clinical	setting.	

Figure 1: The Spillway Model

While this process presents one possible mechanism for using a Spillway Model, a pragmatic approach to 
long	term	evaluation	of	successes	and	failures	for	EBP	initiatives	is	required	to	ensure	that	risk	management,	
EBP	and	quality	assurance	become	integrated	processes.	A	longitudinal	evaluation	of	the	process	proposed	
by	the	Spillway	model	is	therefore	warranted.	As	this	research	has	cast	a	spotlight	on	a	significant	gap	in	
the	domain	of	putting	EBP	into	practice,	a	challenge	has	now	been	tendered;	will	healthcare	organisations	
now work more effectively with the nursing profession to translate these initiatives to the point‑of‑care more 
effectively?

LIMITATIONS

This study may be limited by its location and length. It is not known whether similar circumstances exist 
outside of south‑east Queensland. Likewise, although data were collected over a six‑month period, it is not 
known	whether	controlling	the	flow	of	evidence	improves	after	this	period.	

Figure 2: From Integrated Risk Management to EBP Implementation
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CONCLUSION

This	study	emphasises	the	clinical	environment	in	which	nurses	work	require	a	discrete	structured	filtering	
mechanism	 that	 controls	 the	flow	of	different	evidence‑based	activities	 impacting	on	 their	workloads.	 In	
doing	so,	nurses	may	then	be	able	to	channel	EBP	initiatives	according	to	risk	rather	than	other,	arguably	
dubious, rationales. As natural attorneys of change, nurses need to take a proactive leading role in prioritising 
EBP	initiatives,	ensuring	that,	as	internal	stakeholders,	they	maintain	clear	lines	of	communication	to	key	
organisational touch points to articulate the risks and needs of each clinical setting.
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ABSTRACT

Objective
The	objective	is	to	understand	difficulties	some	patients	have	with	their	adaptation	to	a	medical	device,	specifically	
a stoma and an ostomy appliance, following gastro‑enterologic surgery. A partial or total colectomy is typically 
performed in cases of digestive cancers, Crohn’s disease, or anal incontinence. A psychotherapeutic application 
deduced from this understanding is described. The therapeutic approach is informed by Lacanian psychoanalysis.  

Setting
The setting is the digestive surgery services section of a large public teaching hospital in France. The clinical team 
conducting the interventions described perform their work with patients post‑operatively. 

Subjects
Selected cases are chosen to provide brief illustrations of the analysis and the psychotherapeutic approach 
developed. 

Primary argument
This study focuses on the impact of the stoma and the ostomy appliance on the subjectivity of the patient and 
shows how the affect of shame can appear. It is noted that the affect of shame in the adaptation to an ostomy 
appliance has not been investigated to date. This affect can in turn have psychological effects on the gastro‑
enterologic treatment itself, even to the point of the patient’s abandonment of ongoing care. The analysis reported 
here explores the recognition of shame when it might be present, and the process of accompanying the patient 
therapeutically, engaging the logic of the transference. 

Conclusion
Shame cannot be treated by ignorance or by indifference. A psychotherapeutic application engaging the 
transference between the patient and members of the nursing and psychotherapeutic team, helps patients support 
shame and adapt well to the ostomy bag.
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INTRODUCTION 

In cases where a colostomy or ileostomy is performed as treatment for gastroenterological disease, the 
effect of the intervention involving a stoma1	with	an	ostomy	bag	often	presents	some	difficulties	 for	 the	
medical	team.	It	is	not	so	much	that	there	are	difficulties	arising	from	the	medical	device	itself,	but	rather	
difficulties	for	the	patients	who	must	then	adjust	to	living	with	the	stoma	and	the	ostomy	appliance,	with	its	
requirements of drainage and changing. Our analysis of the lived experience of patients who have received 
either	a	colostomy	or	an	ileostomy	appliance,	indicates	the	difficulties	and	related	affects	are	similar	in	each	
case. Our group has observed how a patient, who apparently does not think about the stoma and the ostomy 
bag, can become isolated, sometimes for some years and sometimes even resulting in suicide.

There is a small but growing focus on the question of the experience of stoma and the introduction of an 
ostomy appliance in the nursing literature, researching how nurses might understand, treat and care for 
patients living with a colostomy or ileostomy bag. The question of acceptance has been addressed in a number 
of studies. The intervention of the bag has been described as a ‘challenge’ (Popek et al 2010; Krouse et al 
2009),	through	to	identifying	a	‘negative	impact’	due	to	the	difficulty	of	acceptance	(Thorpe	et	al	2014;	Ang	
Seng	Giap	et	al	2013;	Kimura	et	al	2013(a)	2013(b);	Siew	Hoon	et	al	2013;	Jeanroy‑Beretta	2011;	Krouse	
et	al	2007;	Northouse	et	al	1999).	These	studies,	however,	do	not	address	the	nature	of	this	difficulty.		

A comprehensive literature search found that the issue of shame2 is considered in only two articles. In one, 
it	is	given	a	passing	mention:	Johnsen	et	al	(2009)	acknowledge	the	significance	of	this	‘sense	of	shame’	for	
patients, as this emerged from their research, but without proposing an analysis of this sense of shame in 
therapeutic	terms.	There	is	one	study	in	the	French	literature	(Jeanroy‑Beretta	2011)	that	offers	a	remarkable	
reading of the stoma from the point of view of a concern regarding shame and sexual modesty. Although 
Jeanroy‑Beretta	addresses	the	issue	of	what	is	involved	in	the	act	of	looking	at,	or	into,	the	stoma,	she	does	
not	draw	out	the	psychodynamic	consequences.	Within	the	psychoanalytic	paradigm,	Freud	(1910)	considered	
that	the	look	is	different	from	the	organ,	the	eye.	The	look	is	a	partial	drive	(Freud,	1915),	with	its	partial	
jouissance3.	Jeanroy‑Beretta	confines	herself	to	the	issue	of	the	sight	of	faeces	in	the	bag	on	the	stomach,	
but	misses	the	significance	of	the	drive	of	the	look.	In	our	clinical	practice,	we	note	that	what	the	patient	
typically	says	he	or	she	first	sees	is	the	flesh	of	the	abdomen	(‘my	own	flesh	outside’),	or	some	faecal	matter,	
or some blood, etc; sometimes it is the bag itself. 

The problems of adapting to the bag are most often linked to the impossibility of accepting the sight of the 
stoma on the abdomen. In turn, this impossibility is what drives carers to engage patients on the question of 
their	perception	of	this	sight,	a	perception	that	will	be	specific	to	each	individual	patient.	

We	find	these	visual	perceptions	to	be	the	main	ways	of	discovery	most	frequently	encountered	with	patients	
post‑operatively, and they invariably refer to shame. Shame concerns the look of the ‘other’, and the imagined 
view the individual has of him or herself through the gaze of the ‘other’. Shame does not necessarily, or 
immediately,	 involve	guilt.	According	 to	psychoanalyst	 Jacques	Lacan	 (1964,	p98),	shame	passes	by	 the	
drive of the look or gaze. Therefore, the question is posed how a practitioner might work with shame, from 
the moment of a traumatic shock of the look that captures the patient. 

Research with patients recovering from curative colorectal cancer surgery, reported by Taylor et al (2010), 
investigates patients’ fears about cancer returning. They present a model of a movement from an initial 

1  See glossary for explanation of ‘colostomy’, ‘ileostomy’ and ‘stoma’.
2  See glossary of terms.
3  See the glossary for an explanation of the terms ‘jouissance’ and ‘the partial drive’.
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disembodiment to embodiment as a process of therapeutic recovery involving a regaining of control. They 
propose	two	opposing	positions	–	guarding	and	resolution.	“Guarding”	refers	to	the	difficulties	patients	face	
during the transition towards recovery, involving a reaction of a kind of hyper‑vigilance. Focussing on the shock 
of the visual sight, and the shame that the intervention of a stoma elicits, we intend to show how patients 
might pass from guarding to resolution.

All studies reviewed emphasise the importance of the nursing relationship developed with patients (Ferreira‑
Umpiérrez 2014; Thorpe et al 2014; Ang Seng Giap et al 2013; Zheng et al 2013; Landers 2012), or that 
of	health	care	professionals	more	generally	(Taylor	et	al	2011;	Krouse	et	al	2009;	Northouse	et	al	1999).	
However, no study explores the dynamic of the relationship, nor questions what approach would be most 
beneficial	for	the	patient.	

In psychoanalytic terms, a relationship between two persons, particularly where there is a perceived and 
apparent difference in knowledge or expertise, involves transference4, positive or negative, which is an 
unconscious dimension of the relationship. Transference is not addressed in the studies reviewed. One study 
recommends that patients have access to psychologists before and after the surgical procedure (Krouse 
et	al	2009,	p232),	without	addressing	the	issue	of	transference	in	the	relationship.	 In	the	nurse–patient	
relationship, the two persons involved are the nurse, who is not ill, and the ill person; this is an asymmetric 
relationship. From a psychoanalytic point of view, if transference is not taken into account, the treatment will 
be ignoring an important aspect of the therapeutic process. 

Evans	(2007)	explores	the	importance	of	transference	in	the	nurse–patient	relationship.	The	patient,	feeling	
weakened by his or her illness, is often in a position of recognising the supposed knowledge of the nurse or 
the doctor. In Evans’ terms, with reference to Lacan, “transference, then, can be recognized by the emergence 
of a subject who is ‘supposed to know’” (Evans 2007, p5); the ‘subject’ here being present in the form of 
the nurse or doctor. The one‑on‑one relationship, as is the case in stoma care, encourages the health care 
professional to grasp what is happening in this relation with the patient. Evans (2007) claims the nature of 
the transference that can develop between the nurse and the patient depends on the distance between the 
two partners, a distance concerning the unconscious5 link: “When the nurse is positioned as distant to the 
patient and involved with the more technical aspects of care; (sic)	that	is,	as	technician,	it	is	more	difficult	
to	privilege	listening	to	the	patient,	thus	making	it	more	difficult	to	hear	the	particular	meaning	each	patient	
attributes to his/her illness” (Evans 2007, p2). The position of distance does not enable the therapeutic 
relationship; a position of an inappropriate closeness can introduce anxiety. Distance or proximity have to be 
evaluated in relation to each patient, because it concerns the unconscious of the patient. 

As Evans explains, if and when the transference develops, the nurse who is initially a stranger to the patient, 
“might be positioned, for example, as someone who the subject can trust, love and respect, or the person 
might be positioned as someone who the subject feels they can never please” (Evans 2007, p4). These kinds 
of positioning indicate precisely that transference is operative in the relationship. 

Our	clinical	practice	aims	to	incorporate	an	understanding	of	the	transference.	We	are	concerned	to	reflect	
on the way the lived experience of patients might be affected by this medical externalisation in the case of 
colostomy or ileostomy. What is happening psychically regarding the introduction of these medical devices? 
The	suffering	experienced	by	patients	guides	our	reflections.	It	appears	clear	that	all	professionals	involved	
in surgical‑related care in gastroenterology will meet such situations. However, none of the research to date 

4  See glossary of terms. 
5  See glossary of terms.
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begins their study in the hospital, with the patient at the time of the discovery of the stoma on the abdomen, 
with the nurse who cares, nor considers how to practise care through accompanying this suffering. This is 
our qualitative focus. 

SHAME AND SUBJECTIVITY: THE FELT, THE SAID, AND THE SEEING

The starting point for our approach is immediately post‑operative, when the patient confronts the stoma 
through to the time when an adaptation has been achieved. Our experience has demonstrated that there 
are two versions of the stoma, that of the surgical team and that of the patient. In perceiving this distinction, 
we	follow	the	notion	of	Georges	Canguilhem	(1966/1989)	that	there	are	two	versions	of	a	disease,	as	two	
sides of the same knowledge. The distinction is necessary as the disease of the patient is not the anatomical 
medical	disease.	Indeed,	since	the	early	1980s	the	distinction	between	the	discourse	of	medicine	and	the	
narrative	of	the	patient,	building	on	the	work	of	Canguilhem	(1966)	and	Merleau‑Ponty	(1968),	has	become	
a	prominent	basis	for	social	research	focusing	on	medicine,	health	and	illness.	For	example,	Mishler	(1984)	
developed the dual construct of the voice of medicine and the voice of the life‑world. 

In this way, we differentiate the medical professionals’ version of the stoma from the patient’s version. The 
medical version of the stoma is a surgical solution to a failed function of the colon, surgically creating a 
junction of the colon or the ileum towards the abdominal skin. A temporary stoma protects the anastomosis 
following a large or small bowel resection and prevents suppuration pending healing, for example in the case 
of radiotherapy treatment for cancer, an ostomy appliance is added. A permanent stoma usually involves the 
introduction of an ostomy appliance. 

In the narrative of the patient, the stoma is a singular representation that the subject constructs about this 
experience: how he or she lived and felt is expressed in what he or she says. From the perspective of Lacanian 
psychoanalysis, the person who speaks is a ‘subject’, and the subject is a speaking‑being (‘parlêtre’), a term 
coined	by	Lacan	(1975,	p56)6. 

Although the experience of the stoma is singular for each patient, there is an element that appears to be 
more or less constant and that is the affect of shame. I now offer some brief illustrations from our practice. 

A patient, aged 50, suffering from colorectal cancer had a colostomy bag. He would shop in a large supermarket, 
but began to fear that his colostomy bag would open itself when he was out shopping and that the retained 
liquid would spill on him. After evoking this feared scene, he said, “people would think I wet myself.” This 
was so outrageous for him to contemplate that he gave up his shopping outings, seized by the shame of a 
potential	flow.

The feeling of shame refers to a shame experienced and lived by the patient. This ‘felt shame’ can be said 
to be in the background of the enunciation of the patient, which in turn re‑actualises an affect of shame. 
In	 the	field	of	 linguistics,	 it	 is	common	to	distinguish	 the	statement,	or	utterance	 (what	 is	said)	 from	the	
enunciation	(that	which	can	be	deduced	from	what	is	said)	(Benveniste	1958).	For	this	patient,	we	distinguish	
the ‘felt shame’ from the ‘said shame’. Over the course of a period of four days, and through the psychic 
work between sessions, he speaks of a shame felt when out shopping. He speaks of this shame in a way 
that	fixes	the	shame	in	a	certain	utterance	“people	would	think	I	wet	myself.”	The	‘felt	shame’	can	be	heard	
by the clinician in the background of the statement. Then later in a different register he is able to say: “I am 
ashamed, embarrassed ...”. We are referring to this as ‘said shame’. 

6  See the glossary for an explanation of ‘Lacanian psychoanalysis’ and ‘parlêtre’.



AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 34 Issue 1 36

SCHOLARLY PAPER

It is also striking that the shame, both ‘felt’ and ‘said’, in this instance is rooted in an anticipation of the 
gaze of others, what they might see. In our clinical experience it is most often the case that the shame has 
its genesis in the look. Another patient told the psychologist “it disgusts me to look. I would not be able to 
change it myself. It repulses me [...]”. 

Here the statement refers to the problematic of the look (or the eyes as the site of the look). Indeed, this 
patient can no longer see the side of his body where the stoma is placed; he does not look at it. He seems to 
make a half turn. This avoidance of the look is a constant we observe for a considerable number of patients. 

The	patient	encounters	his	or	her	own	gaze.	This	look	“reduces	him	to	the	feeling	of	shame”	(Lacan,	1964,	p98).	
In this way, shame indicates or signals the expression of an affect coming from a weakness in the constitution 
of	the	specular	image	of	the	body.	We	find	evidence	for	this	hypothesis	in	the	relationships	felt,	and	said,	by	
patients	in	our	clinic.	In	other	words,	this	is	an	imaginary	identification,	through	which	shame	appears	as	the	
privileged affect. Generally, shame signals an effect and an affect, in terms of the representations idealised 
by the patient. This affect refers to a certain moral conscience of the subject.

MOVING ON FROM THE SHOCK OF THE GAZE 

Mrs.	B.,	78	years,	has	just	undergone	a	definitive	colectomy7 and discovered postoperatively, without prior 
warning,	that	she	now	has	a	colostomy	bag.	Our	first	meeting	takes	place	on	day	six	after	the	operation.	She	
is curled up in her bed, seeming gaunt, even emaciated. The nurses had warned the psychologist of a possible 
“syndrome of sliding” referring to a possibility the patient was giving up, mentally. In this case it meant she 
was no longer accepting food. Immediately after introducing myself (LD), and after a silence, she manages 
to say: “It’s horrible,” and repeats “it’s horrible,” while looking towards the other side of her body relative to 
her stoma. Her curled body seems twisted, as if she turned partially so as not to see one side of her body. 
She seems desperate and stunned. I stand on the side where her gaze is directed, meeting her where she 
can look. I say “You said to me it’s horrible, it’s horrible, could you explain...”. She answers “I don’t want to 
see it ... I don’t look at it ...”. The clinician can hypothesise this is ‘felt shame’? It is starting from this look 
that she begins to speak about it; from the look, she chooses to speak. 

In our hospital setting there are a number of different roles involved in patient care, therefore together we 
construct a situation of multiple transferences. While cleaning and dressing the area around the stoma for 
the patient, the nurses are asked by the psychologist (who manages the transference) to take a long time 
over	this	process,	all	the	time	talking	to	the	patient	–	about	everything	and	nothing	–	inviting	him	or	her	to	
speak, but also to be able to look at the stoma site in their own time, at their own rhythm. This creates a care 
more	prolonged	than	usual,	and	in	the	process	there	is	a	restoring	of	a	“bath	of	language”	(Mannoni	1970,	
p240). If the patient cannot look, at least he or she can hear someone talking about the care being given. 

It is important for the patient to look at the stoma and/or the ostomy bag, and for this to take place with 
someone. Practising in this way we often observe positive results whereby the patient appropriates8 the 
medical	device	over	time.	But	in	the	case	of	this	patient,	she	cannot	grasp	it.	Transference	is	constructed	
after	the	first	meeting.	I	meet	her	for	a	second	clinical	interview;	she	talks	about	what	she	likes	including	
singing, which had become her activity in the retirement home in her village. 

7 See glossary of terms.
8 The term ‘appropriate’ is used here as a verb to evoke the way successful adaptation to the medical device will involve the 

patient being able to make the ostomy appliance his or her own, incorporating it into his or her body schema, to accept it. 



AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 34 Issue 1 37

SCHOLARLY PAPER

She	explains	 that	she	does	not	want	 to	eat:	 “I	don’t	want	 to	see	 the	bag	fill	 itself.”	There	was	a	kind	of	
dysaphagia, which led to the maintenance of parenteral nutrition. She talks about “this block”, which in French 
is	‘ça	bouche’.	I	can	also	hear	this	as	her	mouth	(‘sa	bouche’).	There	are	two	reasons	for	this:	firstly	in	French	
‘ça bouche’ (this block) and ‘sa bouche’ (meaning her or his mouth) sound exactly the same when spoken; 
secondly, the word stoma is from the word for mouth in Greek. The patient sees the stoma, the opening, and, 
because of anxiety, can no longer take food in her mouth. The noticeable connection between these words, in 
the	first	instance	because	of	their	homophony	in	French,	enables	the	practitioner	to	point	towards	a	possible	
unconscious process preventing the patient from eating. This modality of practice for recovery insists on the 
equivocation of language, a central feature of Lacanian psychoanalysis.  She answers “that makes a ball in my 
throat.” This statement designates an anxiety. I say “you feel an anxiety…” She agrees with this interpretation. 

Gradually, she seems to become increasingly calm, having talked about what she likes, who she is. In the 
next session, in showing her colostomy bag, she says: “I’m not normal like everyone else ... I’m ashamed of 
what	I	have”	–	shame	is	present	and	is	said.	The	statement	joins	the	enunciation.	She	calls	her	colostomy	
“Laffreuse9”, which means “the awful”. Then, she tells of an event with her mother when she was a child: 
“I was afraid to cross an obstacle, and my mother told me gently ‘go ahead’”. I end the interview on this 
utterance:  “With food, as your mother had told you, go ahead.”

In parallel, the nurses continue their particular cares, more pronounced around the stoma. After three 
meetings,	the	state	of	abandonment	has	ceased.	After	the	last	nursing	care,	I	meet	Mrs	B.	for	the	fourth	
time. She tells me: “I’ve eaten a little.” The mother’s statement to “go ahead”, which has been internalised, 
suffices	to	reactivate	her	ability	to	take	food	and	in	the	same	movement	she	can	appropriate	the	stoma.	

Then	she	is	able	to	evoke	what	she	had	seen	the	first	day,	on	her	belly:	“I	saw	a	piece	of	flesh	of	my	own	flesh”.	
Shock! Tumescence of the real body! She said “it’s part of me now,” touching the colostomy bag. Then she 
adds:	“I	saw	the	bag	change.”	I	asked	her	what	she	saw	...	She	places	her	hand	with	spread	fingers	before	her	
mouth and, with a small smile, she said “I saw a little.” I emphasise her gesture. I do the same. She smiles. 
The living being was re‑engaged. She can leave the hospital some days later, to stay at a convalescent home.

This clinical picture shows how the solution of a medical device such as an ostomy appliance is one requiring 
not only a process of accommodation that is entirely singular to the patient, but also one that he or she can 
appropriate	visually.	The	patient,	Mrs	B.,	re‑linked	this	process	to	an	utterance	made	by	her	mother.	If	the	
stoma is more or less traumatic it is because this intervention is the second time, one that repeats in some 
way	a	first	time	when	the	subject	was	questioning	in	childhood	(Freud	1895).	At	the	current	point	of	the	second	
time,	the	stoma	re‑actualises	this	first	moment.	Subjects	succeed	in	answering	this	question	in	childhood,	
with	the	singular	theory	that	they	invent;	but	now,	with	the	stoma,	they	fix	it	at	the	level	of	the	Imaginary10. 

The patient can no longer recognise him or herself in the body image from which he or she is alienated. It 
is a drama whereby the return of an object of the drive projects the patient into shock: a drive coming from 
the Real11, through the look. The return of the drive explains the shock as well as the way out of the stunned 
state	it	induces.	What	was	unified	by	the	specular	image	does	not	hold	anymore!	The	patient	discovers	“the	
piece	of	flesh”	on	the	belly;	the	breaking	through	of	the	Real.	For	another	patient	it	is	the	sight	of	the	faecal	

9	 “Laffreuse”	in	French	is	not	a	word	as	such.	This	signifier	results	from	combining	a	definite	article	(‘la’,	which	is	‘the’	in	English)	

and	an	adjective	(‘affreuse’).	While	‘l’affreuse’	lacks	a	noun,	this	signifier	‘laffreuse’	creates	a	noun	to	personify	something	she	

saw; it is a poetic way of naming, invented by her.
10 See glossary of terms.
11 See glossary of terms.
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matter. It happens through the partial objects, as in the drive, in which the gaze is implicated each time. This 
sight, or image, refers to the Imaginary and may provoke a re‑actualisation of shame, of submitting to the 
look of others. This look that the subject imagines or supposes from others, refers above all to his or her own 
looking.	There	is	an	alienation	of	the	subject	in	the	specular	image	(Lacan	1966).	The	clinician	promotes	the	
detachment from the shock, in knowing well this function of unconscious alienation. We called this detachment 
‘de‑sideration’12. So, the patient’s desire appears again and then the subject is able to say something about 
the shock. Another patient can name the stoma and ostomy bag, indicating a “that”, to which the clinician 
responds,	and	the	patient	adds,	“this	shit”	...	In	this	desperate	look,	“shit”	is	a	signifier,	found	by	a	subject,	a	
metonymic13	signifier.	Another	calls	it	“Laffreuse”,	or	“Moricette”	or	“piece	of	flesh”.	There	is	a	passing	from	
the stunning of the shock to the shame felt, beginning with the distressed look, to the said shame. And the 
subject can then name the colostomy. In this sense, the representation of the shock comes unstuck, and is 
able to see itself, and say itself. A “parlêtre”, or speaking‑being, has to use language to translate his or her 
feeling	and	to	transform	the	shock	into	singular	signifiers.

IN CONCLUSION

One way of approaching psycho‑pathology that might appear in the process of encountering the stoma, when 
this	pathology	is	centred	on	the	gaze,	identifies	the	significance	of	the	specular	image	of	the	body.	With	this	
unconscious image appears an affect, shame, and the subject is alienated to this image. The Other, as the 
locus of language and culture beyond the subject, must validate the mirror image of the patient, even if 
others have not been able to see what the patient sees. In other words, through the Other, in turn through the 
transference, the patient is enabled to appropriate the ostomy appliance. In clinical sessions with patients 
we therefore start with, and follow, their utterances to lead them toward representations that are susceptible 
to reducing anxiety. 

Our clinical experience suggests thinking about the medical phenomenon of colostomy or ileostomy in terms 
of subjective structures; approaching patients one by one. Through a clinical application with a team of 
health professionals, engaging the affect of shame, it is possible to accompany the patient in some kind of 
restitution of psychic continuity14.

12	 Sideration	in	French	means	shock	or	stunned,	stupefied	in	English.	Thus	de-sideration	is	a	progressive	diminishing	of	this	

shock. 
13	 In	the	case	of	a	metonymic	signifier,	the	part	stands	for	the	whole:	shit	is	both	faecal	matter	collected	in	bag	and	a	denotation	

of the stoma and ostomy bag. 
14 There is a double meaning here in French: “Remise en continuité” is a French medical term, used in gastro-enterological 

surgery, meaning to reconstitute the normal way of the colon, when possible. 
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GLOSSARY

Colectomy
surgical removal of the whole (total colectomy) or part (partial colectomy) of the colon.

Colostomy
a surgical operation in which a part of the colon (large intestine) is brought through the abdominal wall, 
creating an opening called a stoma. The opening of the colon, is performed in order to drain or decompress 
the intestine. The colostomy may be temporary or permanent. An ostomy appliance, or bag, is usually worn 
over the colostomy opening. (See also stoma.) 

Ileostomy
a surgical operation in which the ileum (lowest of three sections of the small intestine) is brought through the 
abdominal wall creating an opening for the discharge of contents, bypassing the colon. An ostomy appliance, 
or bag, is usually worn over the ileostomy opening. (See also stoma.) 

Imaginary
a register of the subject, concerning the effects of the formative nature of the image (see Lacanian 
psychoanalysis). 

Jouissance
is	 a	 French	 word	 meaning	 enjoyment.	 However,	 in	 the	 Lacanian	 psychoanalytic	 field	 it	 is	 generally	 not	
translated into English because Lacan has a particular rendition of the term involving a state of excitation, 
even	a	traumatic	intrusion,	where	intensification	of	pleasure	becomes	painful	as	it	reaches	a	limit.	Jouissance	
concerns that which has not been thought or represented as such by the subject, and which is experienced 
physiologically in the body. 

Lacanian psychoanalysis
an	approach	to	psychoanalytic	theory	and	practice	developed	by	Jacques	Lacan	(1901‑1981),	who	claimed	
to return to Freud. His focus is primarily on how we are ‘parlêtres’, that is, how our way of being human is 
fundamentally grounded in the fact of language, as beings who speak. This being is a subject, with both 
consciousness and an unconscious, constructed through the demands of the parent(s), or caregivers, and 
is traversed by three registers: real, symbolic and imaginary. 

Parlêtre
a	neologism	coined	by	Lacan	(1975,	p.56),	combining	the	notions	of	‘speaking’	and	‘being’	into	one	word	in	
French. He develops this concept to avoid a substantialist notion of being, such as within phenomenology, 
privileging rather the subject’s formation through its relation to language. For this concept he draws on the 
work	of	linguists	such	as	Ferdinand	de	Saussure,	Roman	Jacobson,	Emile	Benveniste,	and	Michel	Arrivé.	As	
such, the subject is not a substance but a fact, or effect, of language: “it is in and through language that man 
(sic)	constitutes	himself	as	‘subject’”	(Benveniste	1958,	p.259).

Partial drive
the	drive	comes	from	sensations	in	the	body,	deriving	its	support	from	the	corporeal	orifices.	The	drive’s	aim	
is to circle around the object of the drive rather than achieving some imagined goal of full satisfaction. The 
concept	of	the	drive	is	central	to	Freud’s	theory	of	sexuality.	Both	Freud	and	Lacan	distinguish	the	drive	from	
instinct,	 in	other	words	it	 is	not	a	fixed,	biologically	 innate	relation	to	an	object,	but	rather	a	relation	that	
varies	between	subjects	and	is	contingent	on	their	specific	histories.	For	Lacan,	all	drives	are	partial	drives	
because they only ever partially represent the sexuality of the subject. 
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Real
is a register of the subject, concerning that which is impossible to represent, to symbolise, to put into words 
(see Lacanian psychoanalysis). 

Shame
in psychoanalysis shame is an affect constituted on the unconscious traces of early experiences of satisfaction 
or pain. It relates to the perception and meaning attributed to the look or gaze of the Other. Referring to a 
feeling	of	shame	experience	by	Sartre,	Lacan	(1964,	p.98)	explained	that	the	look	“that	surprises	him	in	his	
role	as	voyeur”	is	“a	look	my	ego	imagined	coming	from	the	field	of	the	Other.”	Shame	is	thus	situated	in	the	
imaginary register. 

Stoma
is a generic term for a surgical opening of a tube such as the colon or ileum that has been brought to the 
surface on the abdomen. This term is specialised in relation to the localisation of the affected tube, thus 
colostomy (for a stoma of the colon) and ileostomy (for a stoma of the ileum). 

Transference
Freud	noted	the	influence,	indeed	effects	that	the	medical	doctor	can	have	on	the	ill	person	through	suggestion.	
Such	an	influence	becomes	possible	through	a	process	of	transference	involving	a	displacement	from	another	
situation deriving from the ill person’s past, to the current relation with the health professional. Transference 
is therefore a resource insofar as something, sometimes from earliest childhood, is set in motion, which is 
then	replayed	in	the	relationship	between	the	ill	person	and	the	carer.	“Like	Freud	(1900/1976),	Lacan	(1988)	
argued	that	transference	is	how	the	unconscious	is	given	form”	(Evans	2007,	p.193).

Unconscious
The unconscious is a central concept of psychoanalysis, concerning a part of the topological organisation 
of the psychic apparatus. According to Freud, unconscious formations might mark their presence in slips of 
the tongue, bungled actions, dreams, symptoms, etc. Unconscious processes indicate a return of infantile 
theories. The unconscious is present in the transference. 
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ABSTRACT

Objective
People	living	with	HIV	(PLHIV)	who	are	homeless	or	at	risk	of	homelessness	experience	significantly	worse	health	
outcomes than those in stable housing. They are more likely to be diagnosed late, use substances, engage in 
high–risk	sexual	activities	and	have	difficulty	adhering	to	treatments.	This	review	identifies	strategies	described	
and	evaluated	in	the	international	social	science	literature	which	can	improve	access	to	HIV–treatment	and	care	for	
PLHIV who are homeless or at risk of homelessness, to inform policy and service development in Australia.

Setting
The principle research question addressed in this review is: 

• What strategies enhance the ability of PLHIV who are homeless to access health care services, in 
particular community nursing services?

A literature review of social science research relating to the research question in the international and Australian 
contexts was conducted.

Primary argument
No	literature	was	identified	that	addressed	access	to	community	nursing	services	for	PLHIV	experiencing	
homelessness	in	Australia,	and	very	little	internationally.		Community–based	nursing	organisations	are	well–
placed	and	experienced	in	engaging	marginalised	groups	in	health	care.	Specific	interventions	need	not	always	be	
developed: rather, better use could be made of existing services that utilise assertive outreach models of care and 
co–location	with	other	services.	

Conclusion
HIV–specialist	community	nursing	services	could	be	better	integrated	with	homelessness	services	to	enhance	
access to care, link PLHIV into the health system and keep them engaged in care. The absence of research on 
engagement with HIV specialist community nursing services demands exploration.
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INTRODUCTION 

By	end	2014,	there	were	approximately	27,000	people	living	with	HIV	in	Australia;	over	70%	of	these	are	
men who have sex with men and approximately 10% are women. Fewer than 2% can be attributed to sharing 
injecting equipment (The Kirby Institute 2015). 

Data	is	limited	on	the	numbers	of	homeless	people	living	with	HIV	in	Australia.	However,	the	Australian	Bureau	
of	Statistics	(ABS)	2014	General	Survey	indicated	that	lesbian,	gay	or	people	of	‘other’	sexual	orientation	were	
more	likely	to	report	at	least	one	episode	of	homelessness	than	were	heterosexual	people	(ABS	2014),	and	
a 2013 study from the University of Adelaide concluded that lesbian, gay, bisexual, transgender and intersex 
(LGBTI)	people	are	over‑represented	 in	homeless	populations	 (Oakley	and	Bletsas	2013).	Homelessness	
and unstable housing amongst youth have been associated internationally with increased HIV infection risk 
(Marshall	et	al	2009).

In	some	Australian	states,	specific	housing	associations	have	been	established	representing	the	interests	of	
people	living	with	HIV,	indicating	that	housing	and	homelessness	are	significant	concerns	for	this	population.	
For	example,	in	Victoria,	the	AIDS	Housing	Action	Group	was	established	in	1990	and	in	a	recent	parliamentary	
inquiry,	this	group	described	specific	issues	such	as	same	sex	domestic	violence,	refugee	and	asylum	seeker	
status, stigma, discrimination and violence against people living with HIV within public housing, the impact 
of living with a chronic, complex and life threatening illness, social isolation and ostracisation from family 
and community, ageing with HIV and a range of other issues potentially contributing to housing instability 
and homelessness (AIDS Housing Action Group 2011).

Internationally,	HIV	prevalence	is	highest	among	the	marginalised	(Wakeman	et	al	2009).	There	are	high	rates	
of homelessness amongst PLHIV and high rates of HIV amongst the homeless (Cheever 2007; Douaihy et al 
2005).	PLHIV	who	are	homeless	or	at	risk	of	homelessness	experience	significantly	worse	health	outcomes	
than those in stable housing (Cheever 2007), and are at greater risk of hospitalisation (Nosyk et al 2007). 
Homeless	PLHIV	are	more	likely	to	be	diagnosed	late	(Nelson	et	al	2010),	to	use	substances,	engage	in	high–
risk	sexual	activities	and	have	difficulties	with	treatment	adherence	(Roy	et	al	2011;	Friedman	et	al	2009;	
Stein	et	al	2009;	Marshall	et	al	2008;	Metraux	et	al	2004).	These	factors	mean	they	can	risk	transmitting	
HIV	to	others,	with	reduced	access	to	HIV	prevention	education	(Stein	et	al	2009).	The	prevalence	of	HIV	
infection	amongst	the	homeless	has	been	estimated	to	range	from	0.3%	to	21.1%	(Beijer	et	al	2012).	One	
study conducted jointly in Australia and the United States of America (USA) indicated that 2% of homeless 
youth in both countries self‑reported that they had HIV infection (Milburn et al 2006), and rates of up to 20% 
have been reported in the USA (National Coalition for the Homeless 2007).

It	is	also	known	that	in	the	USA	at	least	20%	of	PLHIV	are	unaware	of	their	infection	with	much	higher	figures	
amongst the most marginalised (Chen et al 2012). In Australia, it is estimated that about 14% (range 11‑21%) 
of	all	HIV	infections	are	undiagnosed	(The	Kirby	Institute	2014).	Access	to	care	for	this	group	is	a	significant	
public	health	issue	worldwide	(Beijer	et	al	2012).	

It is documented that homeless PLHIV experience reduced access to health care including HIV primary care, 
and a range of interventions has been explored to improve or increase their access to HIV care, and to retain 
them	in	care	(Thompson	et	al	2012).	Little	published	research	deals	specifically	with	their	access	to	specialist	
HIV community nursing services.

In the Australian setting, the Victorian HIV Strategy states: 

‘Sub–groups	of	people	with	HIV/AIDS	continue	to	experience	difficulties	 in	accessing	treatment	care	and	
support services. Agencies are encouraged to identify vulnerable groups of people with HIV/AIDS and to 
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design a range of strategies and services to better meet their needs. These strategies include: 

• Making	existing	services	more	flexible	and	available	to	people	from	marginalised	sub–groups.	

• Developing collaborative partnerships between HIV/AIDS services and mental health, migrant health, 
homeless youth, Needle and Syringe Programs and women’s health services’ (Victorian Department 
of Human Services 2002, p26). 

Community nursing services in Australia are often central to linking people into HIV medical care and primary 
health care. In several states, community nursing services have close partnerships with AIDS Councils (referred 
to internationally as AIDS Service Organisations [ASOs]) (Crock and Frecker 2008). Homeless PLHIV may come 
in contact with ASOs and be linked in with community nursing organisations, or they may come in contact with 
the	nursing	service	first	through	specialist	programs	or	following	hospital	admission.	Enabling	them	to	access	
HIV care and retaining them in care can be challenging, but community nursing services with expertise in HIV 
are	well–placed	to	play	a	significant	role	in	engagement	in	HIV	primary	care	(Purcell	et	al	2006).

The principle research question addressed in this review is: 

• What strategies enhance the ability of PLHIV who are homeless to access health care services, in 
particular community nursing services?

Secondary questions considered for this review include:

• What are the barriers to access to health care services for PLHIV who are homeless? 

• What factors contribute to retention in care for PLHIV who are homeless or at risk of homelessness 
or marginalised for other reasons?

SEARCH STRATEGIES

A literature review of social science research relating to the research questions in the international and 
Australian contexts was conducted (2002‑2012). The search strategy included the use of the electronic 
databases Global Science, SCOPUS, Social Work, PsycINFO, CINAHL and the Australian HIV/AIDS Database. 
Search terms used were: HIV and/or AIDS, homeless or homelessness, access to HIV care, access to services, 
barriers to access, and community nursing. Further research was conducted seeking publications on the 
National Centre in HIV Social Research website and the Australian Federation of AIDS Organisations’ websites, 
including the journal ‘HIV Australia’.

Little information on HIV and homelessness in Australia was found, hence this review draws principally from 
international	literature.	No	literature	was	located	that	specifically	addresses	strategies	to	enhance	access	
to HIV specialist community nursing, so the focus was broadened to include strategies to enhance access 
to and engagement with HIV primary care and health services generally for the homeless and for people 
marginalised for other reasons such as injecting drug use, minority status, mental health problems, or all 
of these.  The terms ‘retention in HIV care’, ‘engagement’ and ‘marginalised’ in various combinations were 
subsequently added to the original searches. Twenty one articles were located that were considered relevant 
to	the	subject	area,	and	of	these,	eight	were	considered	relevant	for	more	in–depth	review	to	address	the	
research questions.

SUMMARY AND ANALYSIS

Two studies reported on research into PLHIV living in single room occupancy hotels (SROs). SROs in New York 
City are used as emergency housing for homeless PLHIV.
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The	first	of	these	examined	service	utilisation	patterns	amongst	chemically	dependent	homeless	PLHIV	to	
evaluate the program theory that engagement with outreach services is ‘a mediating variable that increases 
service utilisation’ (Shepard 2007, p26). This study comes from a positivist paradigm, although it examined a 
model of care and outreach (harm reduction) that contrasts with a medical model and promotes empowerment 
and	self–determination	(Shepard	2007).

The population studied was a group of homeless PLHIV with a history of chemical dependence residing in 
SROs	in	New	York	City.	Two	cohorts	were	compared	–	individuals	who	were	engaged	through	‘harm	reduction	
outreach’	and	those	who	‘walk–in’	to	a	drop	in	centre	(Shepard	2007,	p26).	Outreach	was	defined	as	a	model	
including: crisis intervention; addressing problems; skills building; education; risk reduction education; and 
discussion, through: medical providers and peer workers working together; evening outreach hours; and tools 
(e.g. syringe exchange, consistent services, transportation) (Shepard 2007).  Outreach interventions were 
based	on	three	theoretical	frameworks	–	individual	behaviour	change,	community	and	social	networks,	and	
relationship–building	between	provider	and	client	(Shepard	2007,	p27).	Once	a	trusting	relationship	was	
established,	services	were	provided	in	clients’	rooms,	or	at	the	hospital	or	drop–in	centre.

‘Data	mining’	was	the	method	used	–	secondary	analysis	of	data	already	collected	for	other	purposes	–	in	
this case, service utilisation patterns among participants engaged through outreach, compared with those 
engaged	at	the	drop–in	centre	(Shepard	2007,	p28).	The	hypothesis	tested	was	that	harm	reduction	outreach	
allows	a	hard–to	reach	population	of	PLHIV	to	access	health	care	services.	

Significant	relationships	between	harm	reduction	services,	medical	care,	housing	placement	and	access	to	
health	care	were	identified.	The	authors	concluded	that	their	program	theory	was	upheld	by	the	data	–	harm	
reduction outreach, designed to reduce barriers to services and offering tools for better health, does increase 
access to medical care and provides strategies to reduce barriers. Limitations included that data mining 
excludes those outside the system, and does not include participants’ perspectives.

The	second	study	into	PLHIV	in	SROs	(Sohler	et	al	2009)	examined	gender	disparities	in	HIV	health	care	among	
the	severely	disadvantaged	in	the	Bronx	and	Manhattan,	New	York	City.	Within	a	positivist	paradigm,	the	
researchers hypothesised that women are less likely to engage in optimal HIV care utilisation than men, and 
sought	to	explore	reasons	for	disparities.	They	asked	whether	gender–based	disparities	in	HIV	related	health	
care utilisation exist, and if so, whether they could be explained by participants’ characteristics (education 
level, insurance status, drug use, housing) and/or their attitudes towards the health care system (such as 
trust in providers, engagement with workers, perceptions of access to care).

Methods	used	included	interviews	with	a	convenience	sample	of	HIV–infected	women	and	men	living	in	14	
different	single	occupancy	hotels	in	Manhattan	and	the	Bronx	in	New	York,	between	August	2004	and	June	
2005.	Potential	participants	resided	in	an	SRO,	were	HIV	positive,	at	least	18	years	of	age,	and	English–	
or	 Spanish–speaking.	 Interviews	 were	 administered	 using	 Audio–Computer–Assisted	 Self–Interviewing	
(ACASI) technology. Standardised questionnaire items included health status, drug and alcohol use, and 
socio–demographic	information	and	use	of	HIV	health	services.	Measures	of	attitudes	to	the	health	system	
and providers were included, encompassing perceptions of access, mistrust of health care system, trust in 
providers, engagement, and perceptions of personal treatment control. 

Medical records were reviewed over the previous six month period and quantitative data extracted on HIV 
visits	and	CD4	counts.	Analyses	compared	women	and	men	on	three	outcome	variables	–	use	of	primary	
HIV care services; use of emergency departments; and hospitalisations. Data was compared for women and 
men	on	demographic,	socio–economic	and	behavioural	characteristics.
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Women	were	significantly	less	likely	than	men	to	engage	in	optimal	HIV	care.	The	observed	disparity	could	
not be explained, even after adjusting for further disadvantage (lower educational level, decreased likelihood 
of	having	health	insurance).	The	researchers	postulated	that	women’s	greater	care–giving	responsibilities	
may	help	explain	the	disparity	–	women	may	prioritise	care	of	others	over	their	own	health	care,	although	
the study did not directly address this.

Findings suggest that strategies to improve access to HIV services need to consider possible gender differences 
and attempt to address them accordingly, and the study provides evidence for inequitable HIV care access 
for homeless women.

Another study explored factors associated with engaging marginalised PLHIV in care (Rumptz et al 2007). 
This study was situated within a constructivist paradigm, recognising that social determinants of health affect 
ability	to	engage	in	care.	In	some	ways,	however,	the	study	can	be	described	as	‘cross–theoretical’	(Bourgois	
2002,	p259),	because	it	used	strictly	quantitative	methods	including	epidemiological	analysis,	aligned	with	
a	positivist	paradigm.	This	study	provided	a	profile	of	PLHIV	not	fully	engaged	in	HIV	care,	examined	barriers	
to engagement and evaluated outreach interventions. It can be described as descriptive, evaluative or action 
research (Ovretveit 2002). 

The populations studied were: sporadic users of HIV care; those receiving no care; and those who were 
engaged in care. The sample was recruited from 10 urban sites with outreach and advocacy interventions in 
place.  Various outreach approaches existed, including mobile vans and street outreach.

Methods	used	were	face–to–face	questionnaire	completion,	with	a	purposive	sample	of	984	participants	(at	
intake	and	12–month	follow	up)	and	review	of	medical	chart	data.	

Those who were not engaged in care, or only ‘somewhat engaged’ were more likely to report: drug use in 
the	past	30	days;	practical	barriers	to	care	(finding	convenient	appointment	times,	having	no	phone),	health	
belief barriers to care (‘faith will help’, ‘too healthy’, ‘no cure for HIV’); and to have a greater number of unmet 
needs	than	those	engaged	in	care	(Rumptz	et	al	2007,	pS–35).	The	authors	concluded	that	interventions	
addressing structural barriers and unmet needs, negative health beliefs and drug use are promising strategies 
to engage marginalised PLHIV in HIV care.

Another	USA	study	examined	characteristics	of	homeless	HIV–positive	outreach	responders	and	their	success	
in HIV primary care (Tommasello et al 2006). This study sits within the positivist paradigm.

The	population	accessed	was	homeless	PLHIV	with	mental	illness	and	substance	use	disorders	in	Baltimore,	
Maryland. The study was descriptive, utilising quantitative survey research methods to ascertain the 
intervention’s effects on engagement with health services.

The intervention comprised intensive street outreach to homeless PLHIV with substance use and/or mental 
health disorders in soup kitchens, shelters, abandoned buildings shooting galleries and prisons. Workers 
built relationships with clients and provided items to meet immediate needs, whilst assessing for HIV risks, 
mental illness and drug use problems. Those who then came to the clinic received integrated health care, 
social services and case management. 

Participants	were	assessed	for	changes	to	health	measures	over	a	12–month	period.	Health	surveys	were	
conducted	 face–to–face	 (Medical	 Outcomes	 Study	 Health	 Survey	 and	 Patient	 Health	 Questionnaire)	 at	
baseline	and	scheduled	for	follow–up	at	12	months,	at	11	January	1998	and	at	30	August	2001,	with	110	
clients enrolled.

Almost half of those enrolled in the study engaged with clinic services. At baseline, they had few service 
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connections,	and	the	majority	returned	for	follow–up	interview	12	months	later.	Clients’	need	for	services	
declined	in	almost	every	area;	mental	health	and	drug	use	showed	significant	 improvement.	The	authors	
speculated that success was based on the development of reciprocal, caring relationships between outreach 
workers and clients, stating that ‘in some cases, the relationship with the outreach worker may have been the 
most	meaningful	one	in	the	client’s	life’	(Tommasello	et	al	2006,	p915).	Generalisations	cannot	be	made,	
due to potential sample bias and the lack of a comparison group.

A	USA–based	qualitative	study	examined	the	role	of	outreach	in	engaging	and	retaining	PLHIV	in	medical	
care, from the perspective of PLHIV (Rajabiun et al 2007). This study belongs to the interpretivist paradigm 
(Sale et al 2002).

The population sampling frame was ‘underserved’ and ‘hard to reach’ PLHIV from seven sites participating in 
a	funded	Outreach	Initiative.	Seventy	six	participants	were	recruited	purposively	(Coyne	1997)	for	in–depth	
interviews	from	six	cities,	each	site	recruiting	8–16	participants.	Those	considered	at	high	risk	of	disengagement	
or with limited access to health care were prioritised for inclusion.

Interviews were transcribed and analysed using QSR NVivo software and a grounded theory approach. Coding 
was undertaken and codes were collapsed into conceptual categories. The researchers sought to identify 
participants’	history	of	health–seeking	behaviour	and	experience	within	the	health	care	system,	barriers	and	
facilitators to care, and the role of outreach interventions in assisting with engagement and retention in HIV 
care (Rajabiun et al 2007).

Data analysis indicated that study participants tended to ‘cycle in and out of care’ (Rajabiun et al 2007, 
pS–23).	Factors	identified	as	influencing	engagement	and	retention	in	care	included:	level	of	acceptance	of	
HIV status; ability to cope with stigma; substance use and mental health; health care provider relationships; 
presence of external support; and addressing systemic barriers. For instance, those who were not in care 
or unstable in care often denied their diagnosis or didn’t see it as a priority. Those in care preferred to 
manage their HIV proactively. Participants who were not in care or unstable in care described experiences of 
discrimination and stigmatisation in healthcare, whereas those in care seemed to have coping strategies to 
deal with stigma, such as ignoring others’ perceptions about HIV. Positive health care provider relationships 
were critical for those in care; in contrast, those not in care described negative experiences with providers.

Helpful	 outreach	 program	 strategies	 identified	 by	 PLHIV	 included:	 dispelling	myths	 about	HIV;	 improving	
knowledge; providing help and support with HIV care; building skills and ability to deal with HIV; reducing 
barriers	to	services	(e.g.	by	organising	transport,	food,	identification	cards)	and	providing	support	networks.	
The important insight offered by this research was that engagement with HIV care services can be cyclical 
for homeless PLHIV.

A	secondary	publication	drawing	upon	data	derived	 from	 the	 same	 in–depth	 interview	described	above,	
examined the provider role in engagement (Mallinson et al 2007). Using a grounded theory approach, hence 
interpretivist in nature, narrative data from the interviews was analysed. Health care provider behaviours that 
clients perceived as validating, engaging and partnering enhanced and facilitated engagement and retention 
in care, whereas behaviours viewed as patronising or paternalistic hindered engagement and retention. 
Communication	skills	and	empathy	were	also	perceived	as	beneficial	to	engagement.

A	Canadian	study	reported	on	a	peer–driven	intervention	to	improve	access	to	HIV	care	and	treatment	for	
street–entrenched	HIV–positive	women,	including	transgender	women	(Deering	et	al	2009).	The	research	
design and methods used to evaluate the model indicate a strong commitment to positivism.  
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The model entailed four elements: weekly peer support meetings with the women; training for the women to 
become	health	advocates	or	‘buddies’	for	each	other;	a	peer	outreach	service	and	a	drop–in	nursing	service	
(Deering	et	al	2009,	p604).	Data	collection	consisted	of	three	questionnaires	–	baseline	intake	assessment	
by	a	nurse,	weekly	questionnaire	administered	by	the	health	advocates	and	a	3–monthly	health	questionnaire.		
Women	were	recruited	through	self–referral	or	through	referral	from	other	HIV	providers,	other	health	provider	
or	friends	in	January	through	to	August	2007	according	to	specific	eligibility	criteria.	

Data from 20 participants were analysed, with trends of adherence to antiretroviral therapy by several 
behaviour variables known to affect adherence being examined (housing stability, drug use), exposure to the 
intervention	and	adherence,	and	the	relationship	between	self–reported	adherence	and	pharmacy	recorded	
adherence. Viral load outcome measures (measures of HIV replication in the blood) were also recorded and 
analysed.	Results	indicated	that	the	peer–driven	intervention	may	have	had	a	positive	effect	on	adherence,	
since adherence either increased or remained the same for 75% of the women enrolled, and viral load 
measures decreased (compared with the year prior to enrolment). For higher risk women, the intervention 
may	have	been	even	more	beneficial.

With a small sample size, statistical power was poor, but the authors reported the women involved appreciated 
the small group for peer support group meetings to promote cohesiveness and close bonds between them. 
Unfortunately, the purely quantitative approach precluded analysis of the women’s own perspectives on the 
program which may have provided richer data with such a small group of participants.

Two Australian papers addressed issues of barriers to access to services for marginalised PLHIV within 
the	context	of	service	descriptions.	The	first	utilised	a	case	study–based	approach,	describing	difficulties	
accessing housing, support, aged care, neuropsychological assessments and other services experienced by 
a	Vietnamese	injecting	drug	user	with	a	criminal	history,	and	a	severe	physical	disability	due	to	HIV–related	
cerebral toxoplasmosis (Crock et al 2011). The authors adopted a critical stance in articulating and describing 
structural barriers experienced by their client, and as such the research can be described as belonging to 
a	critical	paradigm	(Willis	2007).	These	authors	 identified	barriers	to	access	based	on	covert,	systematic	
discrimination and stigma, and emphasised the need for persistent advocacy, collaboration with the criminal 
justice system, a commitment to social justice, equity in health care, strong advocacy, with the case study as 
illustration, leading to stability and a positive outcome (Crock et al 2011). The case study approach enabled 
the	authors	to	draw	out	in–depth	personal	data	in	narrative	form	and	themes	to	be	identified	that	helped	to	
overcome barriers.

The	second	Australian	paper	described	a	community–based	nursing	role	in	caring	for	PLHIV	that	enhanced	
the	care	of	PLHIV	who	have	difficulty	accessing	health	care.	Located	within	a	team	of	HIV	specialist	nurses	in	
a	not–for–profit	community	nursing	organisation	in	Melbourne,	Australia	and	operating	within	a	flexible	model	
of care, this new role complemented the existing program by providing HIV specialist nursing assessment 
and continuity of care to address the growing number of HIV clients with complex needs. This was primarily 
a	descriptive	study,	within	a	post–positivist	or	constructivist	paradigm.	The	roles	described	involve	assertive	
outreach,	care–coordination	and	inter–agency	collaboration.	Using	case	studies	and	interviews	with	specialist	
HIV	nurses,	the	authors	highlight	the	importance	of	a	client	and	family–centred	approach,	participatory	care	
planning and care coordination, cultural competence, and adherence to principles of social justice and equity.

Interestingly, these two papers which were principally descriptive in nature, provide insight into strategies 
used by community nurses to engage marginalised PLHIV in care, and how, in turn, the community nurses 
guide	and	assist	PLHIV	to	gain	confidence	to	navigate	the	wider	health	care	system.	‘HIV	system	navigation’	
has	been	proposed	in	other	settings	as	a	way	to	improve	access	to	HIV	care	for	marginalised	PLHIV	(Bradford	
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et	al	2007,	pS–49).	This	area	requires	further	research	as	it	is	a	little	understood	element	of	the	HIV	service	
system in Australia. It is noteworthy that a recent report documenting models of access and service delivery 
for PLHIV in the Australian setting omits discussion of specialist HIV community nursing services and their 
role	in	engaging	PLHIV	in	care	or	in	retaining	people	in	care	(Savage	2009).

CONCLUSION

This	review	identifies	strategies	described	and	evaluated	in	the	social	science	literature	which	can	improve	
access	to	HIV–care	services	for	PLHIV	who	are	homeless,	at	risk	of	homelessness	or	marginalised	in	other	
ways,	partially	answering	the	research	questions.	No	literature	was	found	that	specifically	addressed	access	
to community nursing services for homeless PLHIV in the Australian setting, and very little internationally.  
Community–based	nursing	organisations	can	be	well–placed	and	experienced	in	engaging	groups	such	as	
these	in	care,	indeed	they	have	a	long	history	of	doing	so	(Archer	1904).	This	may	mean	that	specific	outreach	
interventions may not need to be developed in some settings, but rather, better use may be made of existing 
services	that	utilise	assertive	outreach	models	of	care	and	co–location	with	other	services	(Bennett	2010).	
There	 is	 room	 to	 suggest	 that	 HIV–specific	 community	 nursing	 services	 could	 be	 better	 integrated	 with	
homelessness services to enhance access to care and link into the HIV medical and health system (see for 
example The Haymarket Foundation Inc 2011).

A	broad	range	of	quantitative	and	qualitative	methods	was	used	in	the	papers	reviewed	–	survey	research,	
in–depth	interviews,	case	studies,	epidemiological,	and	descriptive	and	comparative	statistics,	with	most	using	
quantitative methods. Many studies, although clearly social science, were situated in positivist paradigms, 
with	 an	 emphasis	 on	measurement,	 quantification	 and	 statistical	 analysis	 of	 potential	 factors	 affecting	
engagement	and	retention	in	HIV	care.	Qualitative	work	including	the	use	of	in–depth	interviewing	and	case	
studies provide additional insights into clients’ and staff’s perspectives into the research questions.

Assertive	outreach	(versus	drop–in),	harm	reduction	outreach,	peer–driven	outreach,	case	management,	
and	interpersonal	relationships	between	health	workers	and	homeless	PLHIV	were	significant	factors	that	
resulted in better engagement, improvement in access to and retention in HIV care. Reductions in drug 
use, structural barriers and number of unmet needs were all associated with engagement with services. 
Homeless	PLHIV	 identified	practices	such	as	dispelling	myths	about	HIV,	 improving	knowledge,	providing	
help and support with HIV care, building skills, providing practical support, and developing relationships 
as helpful to engagement. They appreciated validating and partnering relationships, and found patronising 
attitudes unhelpful. Philosophical and ethical approaches that focus on equity, social justice and structural 
advocacy provide promising but limited evidence for improved access to HIV care and other services. The 
establishment	of	HIV–specific	roles	within	existing	community	nursing	services	can	help	to	improve	access	
to services for this group. The role of stigma and discrimination in deterring homeless PLHIV from accessing 
care was raised in all studies reviewed.

Barriers	to	access	to	services	for	homeless	PLHIV	have	been	identified	in	the	literature.		Poverty,	negative	
past experiences, health beliefs (denial of HIV), recent drug use, mental health problems, drug use, were 
confirmed	in	this	literature	review.	Experiences	of	HIV–related	stigma	and	discrimination	within	the	health	
care system compounded these issues for participants in some studies reviewed (Crock et al 2011, Rajabiun 
et al 2007). Some women with HIV including transgender women, may experience even poorer access to HIV 
care	(Sohler	et	al	2009).

The broad range of methods described in this review provide insights into strategies to enhance and improve 
access to and engagement in HIV care. Further qualitative research into the complex issues faced by homeless 
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PLHIV requiring care could provide deeper knowledge of barriers they confront, and strategies that may 
promote	and	enhance	their	ability	to	access	care.	The	absence	of	specific	research	into	engagement	with	
HIV specialist community nursing services demands further exploration.
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ABSTRACT

Objective
Empathy is widely accepted as an essential nursing attribute yet the relationship between nurse empathy and the 
care of people with dementia in the hospital setting has rarely been explored. A number of themes have emerged 
from	the	relevant	literature	regarding	the	influences	which	shape	a	nurse’s	ability	to	deliver	empathetic	care	to	this	
patient cohort. These issues include a lack of hospital resources, an organisational focus on operational issues 
such	as	patient	flow	and	risk	management,	and	widespread	stigmatisation	of	dementia	in	society.

Setting
Acute and sub‑acute facilities.

Subjects
In‑patients with dementia and nurses

Primary argument
Although there is widespread acknowledgment that nurses require empathy to deliver quality care, the complexity of 
caring for people with dementia in hospital creates further challenges for both nurses and patients. This issue has 
been discussed previously but there is little evidence that the situation has improved. 

Conclusion
This	paper	details	the	relevant	influences	on	the	ability	of	nurses	to	care	empathetically	for	people	with	dementia	
in hospital. The recognition that there are distinct factors related to this patient cohort is an important one and may 
assist nurses and health organisations to identify systemic and individual problems associated with hospitalisation 
and lead to the implementation of supportive strategies. Appropriate nurse‑patient ratios which consider the 
additional workload attached to caring for people with dementia, clinical supervision and targeted nurse education 
must be considered to ensure health systems deliver appropriate person‑centred care to people with dementia. 
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INTRODUCTION

A	sign	of	our	ageing	population	is	the	increased	prevalence	of	dementia	(Access	Economics	2009).	Dementia	
is	defined	by	the	World	Health	Organization	(WHO)	as,	‘...a	syndrome	due	to	disease	of	the	brain	–	usually	of	a	
chronic	or	progressive	nature	–	in	which	there	is	a	disturbance	of	multiple	higher	cortical	functions,	including	
memory, thinking, orientation, comprehension, calculation, learning capacity, language, and judgement’ 
(WHO 2012, p7). It is projected that globally the number of people with dementia will nearly double every 20 
years to 65.7 million in 2030 and 155.4 million in 2050 (WHO 2012). Despite extensive research, there is 
currently no cure for dementia and no effective prevention strategy (van Norden et al 2012), making quality 
nursing care an important component of treatment.

It is not possible for nurses to care appropriately for patients without the vital ingredient of empathy. One 
description of empathy is “understanding, sharing and creating an internal space to accept the other person, 
hence helping them to feel understood and not alone” (Cunico et al 2012, p2016). Empathy has been described 
as a necessary component of all caring relationships (Mercer and Reynolds 2002). If empathy is lacking, 
nurses are unable to understand the patient’s perspective, create trust, and deliver person‑centred care 
(Griffiths	et	al	2012).	May	(1990)	questioned	if	it	was	realistic	to	expect	nurses	to	be	empathetic	considering	
the increasing demands placed on the role. More than 20 years later factors which facilitate nurses to deliver 
high	quality,	compassionate	inpatient	care	continue	to	be	debated	(Bridges	et	al	2013).

Patients with dementia are commonly admitted to hospital with acute illnesses and dementia is a co‑morbidity 
to the presenting problem (Hermann et al 2015). Despite many articles being written about the concept of 
empathy, many that refer to people with dementia are contextually in residential care. People with dementia 
are more than twice as likely to be admitted to Australian hospitals as those without (AIHW 2013), however 
there has been very little written about the relationships between staff and inpatients with dementia. The 
argument presented in this paper is that there are multiple factors which shape nurses’ ability to deliver 
empathetic care to patients with dementia, in particular the work environment, organisational support, 
economic	issues	and	societal	influences.	These	factors	must	be	addressed	in	relation	to	the	care	of	people	
with dementia. The aim of this discussion paper is to examine nurse empathy in the context of caring for people 
with dementia in hospitals and suggest strategies for overcoming the barriers to the delivery of empathetic 
nursing care to this patient group. 

DISCUSSION

The concept of empathy
The	concept	of	empathy	has	been	difficult	to	define	but	is	generally	understood	to	mean	that	an	environment	
is created in which a person feels understood and accepted, by the demonstration of kindness and warmth 
(Griffiths	et	al	2012).	An	expanded	explanation	is	that	empathy	involves	‘understanding,	sharing	and	creating	
an internal space to accept the other person, hence helping them to feel understood and not alone’ (Cunico et 
al 2012, p2,016). Compassionate care is then a result of having empathy for another person and responding 
to their needs with humanity, relieving pain and distress: in other words, compassion implies that we not only 
understand a person’s suffering but that we respond to it (Straughair 2012). To empathise with a person with 
dementia therefore involves gaining insight into a fragmented and confused world which may be changing, 
unpredictable and sometimes frightening (Cunningham 2006).

It has been suggested that nurses should work with empathy and compassion but retain a degree of detachment 
in order to allow the nurse’s concern for the patient to be evident but maintain an emotional separateness 
(Edberg and Edfors 2008). This is to protect the nurse from losing objectivity and may decrease the likelihood 
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of burnout (Maslach et al 2001). It is important to recognise that caring empathetically can render the nurse 
emotionally	vulnerable,	and	consequently	the	benefit	to	the	patient	is	not	without	cost,	therefore	to	be	most	
effective	nurses	must	find	an	appropriate	balance	between	engagement	and	detachment	(Austin	2011).

Factors influencing empathy with people with dementia in hospital 
The	specific	 issues	of	people	with	dementia	and	 the	 relationship	with	nurses	 in	 the	hospital	setting	has	
received very little attention. Previous research has focussed mainly on residential care facilities where it 
is estimated that in Australia approximately 50% of the residents have dementia (AIHW 2012) with similar 
figures	in	other	developed	countries	(Wimo	and	Prince	2010).	The	hospital	environment	can	be	noisy,	busy	
and unfamiliar which may exacerbate the person with dementia’s problems with spatial disorientation which 
can worsen anxiety and make care more challenging (Marquardt 2011). People with dementia may have 
attributes	which	make	connection	with	other	people	more	difficult	because	their	ability	to	communicate	and	
understand the needs of others can be impaired (Moreau et al 2015). This may impact on the nurse/patient 
relationship which is already strained because of time constraints, lack of understanding about dementia 
and inappropriate ward environment (Turner et al 2015). 

Stigmatisation
There is evidence that both old age and dementia are conditions that are stigmatised by society, often in 
subtle and unacknowledged ways (Phillipson et al 2012). Stigmatisation of people with dementia by nurses 
and other health care providers, can be apparent although it is less prevalent in those with more education 
and hence a greater understanding of the condition (Mukadam and Livingston 2012). Despite this, educated 
health professionals can also demonstrate prejudice against people with mental health conditions including 
dementia	(Blay	and	Peluso	2010).	Judging	and	labelling	patients	can	perpetuate	stigma	about	people	which	
influence	 the	 nurses’	 attitude	 towards	 patients	 and	 consequently	 their	 care	 (Scodellaro	 and	 Pin	 2013).	
Demonstrations of stigmatisation of people with dementia include insinuating that the behavioural symptoms 
of dementia are deliberate and in the control of the person rather than a symptom of the condition or a 
demonstration of unmet need (Mukadam and Livingston 2012). For instance a person with dementia who is 
shouting	‘Brian,	Brian!’	constantly	may	be	interpreted	by	a	nurse	with	poor	insight	into	the	condition	as	being	
wilful and irritating, whereas the person may in fact have a physical need such as thirst or pain which they 
are unable to express in a conventional way. The media must take responsibility for some of the negative 
projections of dementia in society including the emphasis on decline and the loss of capacity, and the burden 
on	the	community	and	families,	despite	the	fact	that	many	families	actually	feel	satisfied	in	their	caring	role	
(Van	Gorp	2012).	The	prevalence	of	these	negative	attitudes	permeates	all	levels	of	society,	influencing	the	
ability of health professionals to see people with dementia as worthy of person‑centred empathetic care 
(Milne 2010). 

Nurse stress
Frustration	and	emotional	exhaustion	are	common	among	nurses	caring	for	people	with	dementia	(Griffiths	
et	al	2014).	Because	of	the	fast	pace	in	hospital	settings	the	problem	is	augmented	by	the	complex	needs	of	
the patients with dementia and the limitations on what nurses can achieve during a working day (Fukuda et 
al 2015). Nurses need to be cared for and supported from an organisational perspective to empower them 
to care sensitively for their patients (Maben et al 2012b). Disharmony can be evident when the hospital 
environment is at odds with the requirements needed to care for people with dementia sensitively (Sánchez 
et al 2013). Flawed organisational priorities can also be blamed for the frustration and ‘workplace suffering’ 
generated by the gap between what nurses are able to do in terms of care and treatment and what they 
feel	they	should	do	(Biquand	and	Zittel	2012).	Nurses	may	be	distressed	by	the	recognition	of	the	needs	of	
the person with dementia while faced with organizational constraints which prevent them from delivering 
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appropriate	care	(Bridges	et	al	2013).	A	higher	level	of	stress	in	nurses	is	closely	linked	with	their	self‑efficacy	
and well‑being which in turn impacts on their ability to care empathetically (Austin 2012).

In some cases nurses who have been the victims of violent behaviour from patients can show a high incidence 
of depersonalisation, burnout and psychological stress which reduces their capacity to deliver empathetic care 
(Scott et al 2011). Furthermore, a correlation has been demonstrated between nurse working characteristics 
and patient behavioural symptoms: people with dementia who are cared for by nurses who experience a lower 
degree of job strain show a lower incidence of disruptive behaviours (Edvardsson et al 2008). 

Nurses can experience increased stress levels if patients are aggressive (Scott et al 2011). This aggressive 
behaviour	can	make	the	process	of	caring	effectively	even	more	difficult,	however	if	the	nurse	is	able	to	see	
that the patient is not responsible for their behaviour and can contextualise it in terms of the illness, they are 
less likely to be personally affected and more likely to continue the delivery of appropriate care (Ostaszkiewicz 
et al 2015). Nurses’ Emotional Intelligence (EI) which is a measure of their emotional, personal and social 
abilities and skills is relevant to their capacity to care for their patients with empathy and compassion. 
Nurses who have a higher EI score have the propensity to be more empathetic especially when this quality 
is developed through education and support (Austin 2012). 

Furthermore, nurses’ stress has been shown to negatively impact on the behaviour of people with dementia 
(Edvardsson	et	al	2012),	and	lead	to	high	staff	turnover	(Chenoweth	et	al	2014).	It	is	not	uncommon	to	find	
that patients with dementia are cared for by overworked staff who do not believe that the patients have the 
capacity	to	engage	in	personal	interactions,	and	who	consequently	focus	on	the	physical	tasks	(Blagg	and	
Petty 2015). Protests from the patients are then seen as a symptom of the disease rather than being due 
to inappropriate treatment (Sabat et al 2011). This unsatisfactory relationship between staff and patient 
behaviour	was	termed	‘malignant	social	psychology’	(Kitwood	1997,	p.45)	and	is	demonstrated	by	staff	who	
see people with dementia as ‘personless’ and unworthy of engagement (Penrod et al 2007). Nurses may 
demonstrate	this	by	treating	the	person	with	dementia	with	dehumanising	attitudes	such	as	objectification,	
disempowerment	and	stigmatisation	(Kitwood	1997).	Carers	of	people	with	dementia	who	consider	them	to	
be valueless or empty consequently see their work as worthless and futile, which impacts on their ability to 
empathise with people (Chenoweth et al 2014). Nurses who feel disempowered are similarly unable to relate 
meaningfully	to	the	patients	and	instead	focus	on	the	technical	aspects	of	care	(Terrizzi	DeFrino	2009).	It	
is important to note that nurses who are more empathetic and therefore have the ability to understand the 
person’s feelings have greater job satisfaction (Lim et al 2011).

Resources and operational priorities
The nurses’ ability to deliver ethical care can be constrained by the diminishing healthcare resources and 
tight	fiscal	restraint	(Sanchez	et	al	2015).	Nurses	can	feel	that	they	are	treated	as	a	commodity	rather	than	
contributing team members in a culture which underplays the role of the nurse and engaged humanistic 
care (Austin 2011). Quality of care is directly linked to nurse‑patient ratios, staff support and staff turnover, 
with comforting and talking to patients the tasks most often left undone when workload and other pressures 
increase	(Duffield	et	al	2011).	However	it	has	been	demonstrated	that	consistency	of	staff	over	a	period	of	
time can allow the connection between the staff and the person with dementia to develop and the relational 
aspects of care are then prioritised above the completion of tasks (Clissett et al 2013). The pressure to 
increase	the	flow	of	patients	through	the	hospital	system	decreases	the	opportunities	for	nurses	to	develop	
a connection with patients which interferes with the therapeutic nurse/ patient relationship (Goodrich 2012). 
Significantly	these	time	pressures	can	also	lead	to	an	increase	in	medical	errors	and	ineffective	care	delivery	
(McSherry et al 2012).
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The effect of technology 
There has been speculation that empathy in nurses has declined with a rise in the technological and biomedical 
approach	to	care	due	to	the	decreased	focus	on	the	human	perspective	(Watson	2009).	The	relationship	
between the nurse and the patient is changed with the dependence on technology, and it is increasingly 
difficult	(but	still	possible)	to	prioritise	the	human	factor	 in	the	relationship	(Buckner	and	Gregory	2011).	
Both	the	increasing	demands	of	technology	and	the	rise	of	consumerism	put	pressure	on	nurses	to	practice	
nursing in other non‑traditional ways (Schantz 2007) and the ‘softer’ nursing qualities such as empathy and 
listening have also been described as at odds with ‘academic’ nursing related to technology and biomedical 
aspects	of	care	(Griffiths	et	al	2012).	It	is	important	that	empathetic	care	is	not	gradually	eroded	over	time	
as the nursing culture becomes more technology dependent.

Risk management and relational practices
According to Austin (2011) relational practices of nurses have deteriorated not only in response to excessive 
workload but to the change in culture of nursing as a ‘caring profession’ to one of a customer/ service‑provider 
model.	The	focus	on	customer	satisfaction	which	stems	from	commercialism	reframes	the	definition	of	nursing,	
and scripts nurses to respond to patient needs in ways which satisfy the model often to the detriment of 
sincerity	(Austin	2011).	As	concepts	such	as	empathy	and	compassion	are	difficult	to	measure	(Yu	and	Kirk	
2009)	nurses	spend	their	time	‘ticking	boxes’	rather	than	listening	to	and	comforting	the	patients	(Bradshaw	
2009).	

Health services across the world, including Australia, have experienced rapid change in the past 50 years 
however	in	the	light	of	these	changes	the	essence	of	nursing	has	evolved	from	one	in	which	the	first	premise	
is	caring,	to	a	new	paradigm	which	has	a	focus	on	risk	mitigation,	accountability	and	patient	flow	(Roch	et	al	
2014). There is a danger that the traditional nursing values which heavily emphasised empathetic care and 
patient	comfort	are	being	superseded	in	a	society	which	values	efficiency.

Strategies to improve empathetic care
The two major factors needed to improve empathetic care for people with dementia involve education and 
support for nurses and other staff (Cunico et al 2012). On‑going education about dementia is essential for 
nurses who care for people with dementia so that they have the knowledge and the required strategies to 
care effectively for people with dementia in hospitals (Nayton et al 2014). Without a good understanding of 
the dementia condition, nurses are compromised in their ability to recognise the behaviour and respond to 
the patients appropriately (Chenoweth et al 2014). Appropriate on‑going education improves care but also 
has a positive impact on nurse retention and improves nurses’ job satisfaction as they not only become more 
masterful in the role but feel valued and supported by their organisation (Chenoweth et al 2014). Furthermore 
it is important to ensure that the nurses feel well supported by managers and their colleagues when they are 
caring for those who have concurrent acute medical illnesses as well as dementia, as this creates additional 
challenges (Clissett et al 2013). Appropriate education can include improving communication between nurses 
and	patients,	especially	in	the	case	of	patients	with	dementia	where	communication	can	be	difficult.	Empathy	
must not only be felt by the nurse, but communicated to the patient or it loses its meaning (Webster 2010). 
It has been shown that nurses can be taught to develop their rapport with patients (Dewar 2011). However 
some believe that empathy is an innate quality which cannot be learned, although it can be recognised and 
encouraged (Richardson et al 2015). Nurses who are taught to be more aware of how their own beliefs and 
values	influence	their	relationship	with	patients	are	more	likely	to	change	their	attitudes	positively	(Harper	and	
Jones‑Schenk 2012). It is recommended that ‘relational practices’ warrant a higher place on the educational 
and competency agendas in order to support nurses to deliver appropriate compassionate care (Dewar and 
Nolan 2013).
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Support for nurses
The need for emotional and practical support is particularly evident in nurses who care for people with 
dementia.	Nurses	have	been	shown	to	benefit	considerably	 from	clinical	supervision	 in	which	 individuals	
are given the opportunity to meet regularly with more senior or experienced practitioners in order to receive 
relationship‑based	support	and	guidance,	and	engage	in	reflective	practice	(Pearce	et	al	2013).	Nurses	who	
are provided with regular opportunities to discuss their workplace challenges have greater job satisfaction 
and	a	lower	incidence	of	burn‑out	(Kemp	and	Baker	2013).

Actions which express the concern and support of managers for the nurses is very important in that it 
shows	that	there	is	a	team	approach	to	care	and	the	difficulties	are	acknowledged	(Moyle	et	al	2011).	The	
understanding of the word ‘team’ can be extended to the whole of the organisation and health system as 
demonstrated in a study of the United Kingdom National Health Service performance which revealed ‘...cultures 
of	engagement,	positivity,	caring,	compassion	and	respect	for	all	–	staff,	patients	and	the	public	–	provide	
the ideal environment within which to care of the health of the nation’ (West and Dawson 2012). Nurses who 
feel they are not alone in the challenges they face (Maben et al 2012a) and who feel valued and supported 
by the organisation will derive greater satisfaction from their work (Chenoweth et al 2014). 

CONCLUSION

Dementia adds complexity to the nurse‑patient relationship in hospital and requires specialised understanding 
in order to enable quality care to be delivered. In this paper empathy has been discussed in relation to the 
barriers and enablers to caring empathetically for people with dementia in hospital from a nursing perspective.

The barriers are multi‑factorial but include society’s stigmatisation of people with mental health problems which 
permeates into the health arena and cause nurses to unwittingly discriminate against people with dementia. 
The	increasing	pressure	from	fiscal	restraint,	increased	patient	flow‑through	and	technology	experienced	by	
nurses impact on their ability to relate effectively to the people in their care. Lack of time and resources to 
support	nurses	leads	to	dissatisfaction	with	the	role;	a	problem	which	is	ultimately	reflected	in	the	quality	of	
care delivered to the patients. 

RECOMMENDATIONS

Health services will continue to care for a greater number of patients with dementia as the population ages. 
Traditional nursing values which include empathy must be supported despite the challenges of the modern 
healthcare environment. Nurse empathy has been demonstrated to be a vital ingredient in the provision of 
quality care for people with dementia in hospital. In order to improve this situation, nurses require organisational 
backing	which	includes	an	understanding	of	the	increased	needs	of	people	with	dementia	reflected	in	nurse‑
patient ratios. Organisational initiatives including ensuring there are opportunities for clinical supervision 
must be implemented and sustained if nurses are to receive the support they need. Targeted education about 
dementia would increase nurses’ understanding of the condition and enable a more objective appreciation of 
patient behaviour, allowing nurses to maintain an empathetic approach in the face of challenging behaviour. 
Improving the support for nurses will advance the care of patients with dementia in hospital. 
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ABSTRACT

Objective
This paper seeks to stimulate discussion and debate about the future of doctoral education for nurses in Australia.

Setting
A large Magnet recognised acute care private hospital in New South Wales and a large regional university in 
Australia.

Primary argument
Healthcare today and into the future is increasingly more complex and requires ever more highly skilled healthcare 
professionals to meet the challenges of providing safe, quality care. Doctoral research and education based in the 
workplace and designed to improve healthcare while skilling up nurses and other professionals in research methods 
has never been more relevant and appropriate.

Conclusion
Nurses	have	generally	not	seen	the	PhD	as	the	best	fit	for	their	higher	professional	development.	The	professional	
doctorate offers a compelling and dynamic alternative to the more academic focus of the PhD and prepares ‘inquiry‑
driven leaders’ for tomorrow’s challenges.
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INTRODUCTION

In the context of delegitimation [of the metanarratives of modernity], universities and the institutions of 
higher learning are called upon to create skills, and no longer ideals. The transmission of knowledge is 
no longer designed to train an elite capable of guiding the nation towards emancipation, but to supply 
the system with players capable of fulfilling their roles at the pragmatic posts required by its institutions 
(Lyotard 1987).

In Australia today nurses confront an ever‑increasing complexity of the healthcare services in which they work 
(Jacob et al 2015). This complexity is driven by a number of intersecting issues such as: 

• an ageing population with rising demands and expectations of the healthcare they receive (Dall et al 
2013); 

• an equally ageing workface with different desires and needs in terms of the ways they will be able and 
want to work (Heidemeier and Staudinger 2015); 

• a more sophisticated workforce especially in respect of the younger generations of health professionals 
who	will	not	necessarily	live	out	their	work	life	in	the	one	organisation	(Wood	1999);

• rapidly rising awareness that the funding and economic imperatives of constrained budgets but more 
expensive technologies and treatment modalities are destined to cripple the healthcare system in the 
not	so	distant	future	(Baal	et	al	2014);	and

• a pressing need in light of this uncomfortable reality that new models of care, new and more effective 
and	efficient	delivery	of	services	and	new	ways	of	thinking	and	doing	healthcare	work	(Elf	et	al	2014);	

are considerable pressures that must be dealt with. Of course it is the healthcare leaders of the future 
who will be tasked with addressing these issues and concerns and indeed, many of our current leadership 
are doing just that (Weberg 2012) as they realise that doing ‘more of the same’ is simply not good enough 
anymore (if it ever was).

It is because of the constant need to innovate and improve the quality and safety, as well as the effectiveness 
and	efficiency	of	healthcare	that	we	feel	compelled	to	advance	a	case	for	a	new	paradigm	in	the	ways	in	
which we prepare our nurses for the looming challenges just outlined. While Australia is fortunate to have a 
generally	well	qualified	and	high	functioning	healthcare	workforce	it	is	imperative	to	ensure	that	they	are	as	
best equipped as they can be to take healthcare forward in the 21st century, something this paper focus’s 
on (WHO 2016). 

Many nurses are prepared now at the graduate diploma and masters level and many medicos also seek 
post‑graduate training through their speciality colleges or university programs, it is still relatively unusual 
to see more than only one or two doctorally prepared professionals in the healthcare services themselves 
(Morgan and Somera 2014). As all four authors of this paper are doctorally prepared nurses, we propose that 
the	professional	doctorate	degree	is	an	exemplary	training	program	specifically	designed	to	keep	our	best	
and	brightest	working	in	the	healthcare	workplace	while	also	adding	significant	value	to	their	portfolios	of	
responsibility in respect of the application of their learning in these programs. In light of this claim, the authors 
launched, in 2014 a Doctor of Health program in Sydney as industry and higher education partners and already 
14 senior, mid and late career nurses have enrolled and new cohorts in Hobart and Launceston, Tasmania, 
are due to commence in 2016. This strongly suggests the program is meeting an unmet need for this group of 
nurse managers, educators and clinicians. In what follows, the authors lay out a discussion about the relative 
merits (and challenges) of doctoral level education and research training for mid‑career and senior nurses 
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with a view to encouraging more discussion on this important debate. Importantly too, are the implications 
of the very recently released report on the future of higher degree by research training system in Australia 
compiled by the Australian Council of Learned Academies (McGagh et al 2016). Essentially, this document 
puts a strong case for the tertiary sector to collaborate much more strongly with industry to better prepare 
professionals from all spheres of work for the challenges of life in the 21st century. As stated in the report: 

“Research training has the potential to drive closer and broader engagement between industry and the 
university research sector, and contribute to reversing Australia’s unacceptable international performance 
in this area. Increased industry linkages during research training through placements with industry partners 
and undertaking industry-defined research projects, will drive the establishment of long-term relationships 
between industry and researchers. This will help overcome the cultural differences that stand in the way 
of increased collaboration (McGagh et al 2016)”. 

As discussed in this manuscript, the professional doctorate in health is the exemplary vehicle for achieving 
such	a	goal	for	nursing	specifically	and	healthcare,	more	generally.	

DISCUSSION

Doctoral degrees: the emergence of the professional doctorate
Doctoral education has a long and distinguished history dating back to the 12th century at the universities of 
Paris	and	Bologna	(Kot	and	Hendel	2012).	The	original	orientation	of	the	doctoral	degree	enabled	a	‘scholar	
to become a full participating member of the guild’ and thus it had ‘an explicit professional orientation’ 
(Buchanan	and	Hérubel	1995).	These	days,	of	course,	the	PhD	is	seen	as	the	proverbial	‘gold	standard’	of	
research higher degrees, is marked by independent research training, and is expected to make ‘an original 
contribution to knowledge’ (Cleary et al 2011). It can be done via the traditional method of a major research 
project that is written up into a thesis or dissertation; conversely, and increasingly so, universities are also 
offering a PhD ‘by publication’ comprising a ‘coherent compilation of referred and published research papers 
with an accompanying document to provide context for the work’ (Cleary et al 2011). 

The professional doctorate as distinguished from the PhD, however, has a rather less ancient and august 
provenance,	dating	back	to	the	1950s	in	the	United	States	of	America	(USA)	(Ellis	2005)	although	McVicar	
et	al	(2006)	suggest	they	date	as	far	back	as	the	1920s	and	in	Canada	even	further	back	to	a	Doctorate	in	
Education	in	1894.	In	Australia	and	the	United	Kingdom	(UK)	programs	only	surfaced	in	the	1990s	(Watson	et	
al	2011)	although	Kot	and	Hendel	(2012)	note	that	the	first	Australian	professional	doctorate	can	be	tracked	
back	to	1984	when	the	University	of	Wollongong	established	the	Doctor	of	Creative	Arts.	

Rolfe	and	Davies	(2009)	make	two	important	points	in	respect	of	the	development	of	the	professional	doctorate:	
’Professional doctorates have arisen out of dissatisfaction with the traditional PhD which is perceived as too 
distant from practice; study at doctoral level is now increasingly relevant to those working outside academe’. 
Unfortunately however, as Kot and Hendel (2012) comment, ‘unlike the PhD, the professional doctorate 
seems	to	have	no	standard	definition’.	Hessling	 (1986)	describes	 the	PhD,	 for	example,	as	 ‘a	 traditional	
credential attribute of an individual awarded by an institute of higher education after successful defence 
of a dissertation, recording the candidate’s independent and original contribution to knowledge’. The PhD 
then, is clearly and not problematically, the degree of choice for someone seeking a career in the academy 
or as a professional researcher. 

Kot and Hendel (2012) note on the other hand, that the development of the professional doctorate in Australia 
‘is linked to factors [such as] employability of holders of doctoral degrees, criticisms of the PhD, the growth of 
the knowledge economy, the changing role of higher education and government involvement’. Importantly, they 
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further	comment	on	the	significant	expansion	in	professional	doctorates	since	the	mid‑1990s	with	increases	
in psychology (267%), health (250%) and administration (200%). This expansion was due to not only the 
growth in programs but also the number of universities offering the Prof Doc and the numbers of students 
enrolled in them paralleled this growth. Importantly, for this study, in a report for the Australian Government 
Department of Education, Science and Training, the author noted that ‘[d]octoral education in Australia is 
currently under pressure to become more industry focussed and advocated that professional doctorates may 
be	able	to	fulfil	this	role	by	developing	and	sustaining	closer	collaboration	between	universities	and	industry	
(Fink 2006). As noted above, it is timely then that in the ten years that has elapsed since this suggestion was 
advanced it has re‑surfaced in the latest review of higher degree by research training (McGagh et al 2016). 

Sadly	however,	as	Pearson	 (1999)	noted	some	15	years	ago,	 ‘the	continuing	debate	about	 the	status	of	
professional doctorates shows how the view of the traditional PhD is entrenched as primarily an individual 
student’s research project … and how inherently conservative the response to change has been despite the 
extent of innovative initiatives’. Some antagonists of the professional doctorate have pointed to its perceived 
lack of scholarly rigour compared with the PhD (Maxwell 2011; Wellington and Sykes 2006). As Watson et 
al (2011) suggest ‘it is hard to escape the view that the professional doctorate is viewed as being an easier 
route to doctorate in the UK.’ Clearly then, some confusion persists around the relative merits of the two 
modes of doctoral education and training and the outcomes they produce in terms of a doctorate. This paper 
suggests	that	for	healthcare	professionals	generally	and	nurses	specifically	wishing	to	stay	in	the	healthcare	
setting,	there	is	really	no	argument	as	to	which	qualification	is	best	fit	for	purpose.	

Doctoral education: from global to regional
In	Europe	in	the	1990s,	a	process	began	in	Bologna,	Italy,	to	ensure	consistency	and	compatibility	in	respect	
of	standards	and	quality	of	higher	educational	qualifications	across	the	European	countries.	In	2003	at	a	
meeting of education ministers, it was decided to extend this process to a so‑called third ‘cycle’: the doctoral 
qualification.	Importantly,	it	was	emphasised	at	this	meeting	that	doctoral	programs	be	viewed	in	the	wider	
context	of	higher	education	and	should	be	linked	more	explicitly	to	the	two	preceding	cycles	of	the	Bachelor	
and	Master	programs.	Moreover,	 the	character	of	doctoral	programs	should	be	modified,	 for	example,	by	
incorporating more taught courses and training elements, and also broadened, for example, by embracing 
practice‑based PhDs and professional doctorates (Green and Powell 2005). 

These	shifts	 in	 thinking	have	of	 course,	been	 informed	by	wider	 influences	 including,	but	not	 limited	 to:	
The emergence of a so‑called ‘knowledge society’; globalisation; and other social, economic and cultural 
transformations	internationally.	These	influences	have	exerted	a	number	of	pressures	for	doctoral	education	
to	change	and	in	the	words	of	Scott	(2006),	‘the	boundaries	for	doctoral	education	have	become	fuzzier	–	
with master programs on the one hand and professional development and lifelong learning on the other, 
and even the highest levels of adult and continuing education … the whole higher education system, and 
also the research system, have been stretched and, at the same time, become more diffuse and permeable’ 
(Scott 2006).

Such fuzziness and permeability at the boundaries of doctoral education suggest that there is an equally 
confounding blurring of what comprises doctoral education at all. If doctorate holders are to be able to 
respond to the imperatives and challenges of a globalised, information‑saturated and ever more diverse 
socio‑economic	and	political	world	then	their	doctorates	need	to	reflect	their	fitness	for	purpose	and	not	be	
compelled	to	conform	to	a	‘one‑size‑fits‑all’	product	as	once	might	have	been	the	case.	

Turing our gaze more locally Neumann (2007) remarks that ‘for the most part of Australian higher education, 
doctoral education has been peripheral’. Neumann further notes that policy has often been implicit rather 
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than the obverse and more often than not merely a ‘subordinate component of higher education funding, or 
incorporated	in	overall	research	policy	in	most	major	government	reviews	since	the	1950s’	(2007).	The	growth	
in	students	undertaking	doctoral	degrees	(from	9,298	in	1990	to	37,685	in	2004)	suggests	that	this	has	
‘effectively	led	to	the	massification	of	doctoral	education’	(Pearson	et	al	1997).	Consequently,	government’s	
response has been to focus on accountability and quality with a more formalised framework of rules and 
procedures	for	doctoral	studies	(e.g.	the	Australian	Qualifications	Framework),	more	regulation	of	supervisory	
practices and more overt structuring of the doctoral curriculum. That said it is increasingly recognised that 
what forms of scholarship as well as the theoretical and practical outcomes doctoral programs produce and 
what knowledges and skills doctorate holders embody, need to be adaptable to an ever‑changing knowledge 
economy.	As	Pearson	et	al	(1997)	emphasise	‘diversity	in	doctoral	research	practice	is	essential	for	a	robust	
doctoral	sector	with	the	capacity	to	be	flexible	and	productive	in	a	volatile	education	market	and	a	globally	
competitive research environment’.

Professional development via healthcare improvement
In healthcare, increasingly it is recognised that professional development (PD) is both a right and a responsibility; 
a right in that organisations are expected to provide PD opportunities to advance the skills and knowledge 
of its staff but also a responsibility, on the part of health professionals, to stay abreast of the trends and 
developments	in	their	area	of	speciality.	The	professional	doctorate	enables	staff	to	become	what	Bourner	
et al (2001) have called ‘researching professionals’ (as opposed to ‘professional researchers’) or similarly, 
Gregory’s	(1997)	notion	of	‘scholarly	professionals’	(vis‑à‑vis	‘professional	scholars’).	It	does	this	by	providing	
students with the same quality of supervision from a team of doctorally prepared scholars a PhD candidate 
would expect to receive and during which they learn the rigours of conducting a high‑level research project 
and all the skills that are required to undertake such a challenge. These include, for example, selecting the 
appropriate methods for data collection, learning the skills of advanced analysis of data, the very important 
skills of writing for publication as well as writing up the end product of a thesis for examination.

As Ellis (2005) notes in her research ‘the professional doctorate [in health] was introduced for the advancement 
and improvement of practice, indeed this being their ‘hallmark’’. In later research Ellis (2007) also reports 
that Prof Doc ‘enthusiasts saw [them] as a real alternative to PhD that offered a program of study highly 
relevant	to	professional	practice	with	the	benefits	of	shared	learning’.	Moreover,	in	respect	of	the	emphasis	
on improvements in practice noted above, in the conclusion to her paper she points out that ‘[the] application 
of knowledge to clinical practice is at the core of clinical or taught doctorates and explains why increasing 
numbers of clinicians are interested in pursuing this form of doctorate over the more traditional PhD’. While 
many	nurses	are	qualified	at	 the	masters	 level,	 a	 doctorate	 takes	 their	 knowledge	and	 skills	 to	 a	much	
higher plane and it opens career opportunities now increasingly more sophisticated such as the academic 
embedded in the practice setting. 

Exactly what is a professional doctorate then?
McVicar	et	al	(2006)	provide	some	useful	defining	criteria	as	follows:	

• the research focus is ‘the solution of problems in practice and the generation of new knowledge to 
inform improvements in practice (Galvin and Carr 2003). Importantly this criterion recognises ‘practice 
as	scholarship’	(Ramcharan	et	al	2001;	Newman	1997;	Pearson	et	al	1997);

• it is interventionist in relationship to the topic being investigated; and

• it adopts an applied, problem‑focused, or action‑based approach to proposing or implementing change 
in the organisations in which the candidate is involved. 
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They further note that while these features could equally appear in a PhD the differentiation between the two 
is that ‘the focus on addressing the needs of the candidate’s own organisation is the critical factor’ (McVicar 
et	al	2006).	Bourner	et	al	(2001)	further	note	that	‘a	student	commences	the	research	by	an	understanding	of	
their	practice,	leading	to	an	identification	of	an	issue	for	investigation,	and	finishes	by	applying	their	learning	
in resolving the issue’ (McVicar et al 2006).

McVicar et al (2006) also point out that ‘although the professional doctorate commences from a different 
position to that of a PhD, the end‑point in terms of the critical benchmarks observed in doctoral theses are 
comparable, including originality, depth of analysis and level of synthesis. Similarly, there is an expectation 
students	will	publish	their	findings’.	Trafford	and	Lesham	(2002a;	2002b)	echo	these	sentiments	by	suggesting	
that while their design may differ, the PhD and professional doctorate ‘should share similarities that characterise 
scholarship,	enquiry	and	externally	verified	standards,	and	of	course	lead	to	an	original	contribution	either	by	
filling	a	gap	in,	or	by	extending,	knowledge’	(McVicar	et	al	2006).	In	conclusion	to	this	section,	the	Australian	
Qualifications	Framework	(AQF	2011)	defines	the	two	dominant	forms	of	the	Australian	doctorate	as	follows:	

The research Doctoral degree (typically referred to as a PhD) makes a significant and original contribution 
to knowledge; the professional Doctoral Degree (typically titled Doctor of (field of study) ) makes a significant 
and original contribution to knowledge in the context of professional practice (AQF 2011: emphasis added).

Further epistemological considerations and refinements
Several	 commentators	 (Maxwell	 2011;	 Rolfe	 and	Davies	 2009;	 Crasswell	 2007;	Wallgren	 and	Dahlgren	
2005)	have	advanced	the	work	of	Gibbons	et	al	(1994)	as	a	very	helpful	taxonomy	of	knowledge‑production	
in distinguishing the epistemological contours that differentiate the PhD from the professional doctorate; in 
the interests of the pedagogy of doctoral education more broadly we think it is a useful heuristic to draw on. 

This paper argues the ‘traditional’ PhD is more marked by Mode 1 knowledge‑production than the professional 
doctorate, which conversely, derives its epistemological (as well as socio‑political) capital from Mode 2 
knowledge–production.	As	Rolfe	and	Davies	(2009)	explain	Mode	1	knowledge	production	is	‘driven	by	an	
academic agenda, categorised by the associated disciplines … residing in the University, where they are 
guarded by an academic elite’). Furthermore, under this mode ‘students are inducted into the disciplinary 
knowledge and practice of the University and to be successful they must align themselves to the theoretical 
and methodological frameworks which characterise these’. It is not hard to read from this set of distinctions 
that the PhD is a product of and for the University rather than any other place; this is reinforced by Maxwell 
and	Kupczyck‑Romanczuk	 (2009)	who	acknowledge	that	 the	 ‘focus	of	professional	doctorate	work	 is	 the	
community of practice, as opposed to the community of academics … an important distinction’. 

In	contrast,	suggest	Rolfe	and	Davies	(2009),	Mode	2	knowledge‑production	is	characterised	by:

A constant flow back and forth between the fundamental and the applied, between the theoretical and the 
practical. Typically, discovery occurs in the contexts where knowledge is developed and put to use, while 
results – which would have been traditionally characterised as applied – fuel further theoretical advances. 

On the other hand, put a slightly different way by Nowotny et al (2005) in contrast with Wallgren and Dahlgren 
(2005):

• In	Mode	1	problems	are	solved	in	a	context	governed	by	the	largely	academic	interests	of	a	specific	
community.	By	contrast,	in	Mode	2	knowledge	is	produced	in	the	context	of	application.

• Mode 1 is disciplinary while Mode 2 is transdisciplinary.

• Mode 1 is characterised by relative homogeneity of skills while Mode 2 is characterised by heterogeneity 
of skills.
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• In	organisational	terms,	Mode	1	is	hierarchical	while	in	Mode	2	the	preference	is	for	flatter	organisational	
structures.

• Mode	2	is	more	socially	accountable	and	reflexive	than	Mode	1.

The AQF level 10 (Doctoral Degree) criteria (graduate attributes) specify: 

Summary Graduates at this level will have systematic and critical understanding of a 
complex	field	of	learning	and	specialised	research	skills	for	the	advancement	
of learning and/or professional practice

Knowledge Graduates at this level will have systematic and critical understanding of a 
substantial and complex body of knowledge at the frontier of a discipline or 
area of professional practice

Skills Graduates at this level will have expert, specialised cognitive, technical and 
research skills in a discipline area to independently and systematically:
• Engage	in	critical	reflection	,	synthesis	and	evaluation
• Develop, adapt and implement research methodologies to extend and 

refine	existing	knowledge	or	professional	practice
• Disseminate and promote new insights to peers and the community
• Generate original knowledge and understanding to make a substantial 

contribution to a discipline or area of professional practice 
Application of knowledge and skills Graduates at this level will apply knowledge and skills to demonstrate 

autonomy, authoritative judgement, adaptability and responsibility as an 
expert and leading practitioner or scholar

Who does a professional doctorate rather than a PhD?
It is important to note that the types of candidates for the two doctoral programs tend to vary both in kind and 
in degree (pun intended). The PhD as Fink (2006) has suggested, and ironically in light of the discussions 
herein, is a ‘professional doctorate for academics’. 

Typically, in many disciplines (less so in nursing and midwifery), candidates enter the PhD through a ‘fast‑track’ 
route	of	three‑year	bachelor	degree	and	straight	on	to	a	fourth	year	Bachelor	with	Hons	degree	and	then	
straight in to PhD. This means many graduates have very little ‘life experience’ and are very knowledgeable 
about an often very narrow topic; science, engineering, arts and other more traditional university disciplines 
feature prominently in this type of PhD candidate and graduate. These processes as Fink (2006) asserts are 
‘linked to and driven by the university’. 

Professional doctorate candidates on the other hand, usually possess a ‘higher degree [such as a master in 
clinical nursing] that is not necessarily research‑based, and importantly possess professional experience … The 
candidate maintains links with the university as well as industry and works collaboratively with a group from 
industry’ (Fink 2006: 37).   Additionally, in contrast with other professions, these students have considerable 
professional and life experience that contributes to their doctorate experience, as well as the doctorate itself.

Neumann’s (2005) student informants made it very clear that ‘in nearly all cases students had deliberately 
elected to enrol in a professional doctorate, despite maintaining that they could have undertaken their 
research	within	a	PhD	program.	The	closer	affinity,	promoted	in	recruitment	brochures,	between	research	
requirements and the profession was particularly appealing’. 

Last words
Olson	 and	 Clark	 (2009)	 have	 written	 cogently	 about	 the	 concept	 of	 a	 ‘signature	 pedagogy’	 in	 doctoral	
education and the creation of what they call a ‘leader‑scholar community’. Taking the term from Shulman 
(2005) ‘signature pedagogy’ describes ‘the characteristic forms of teaching and learning … that organise 
the fundamental ways in which future practitioners are educated for their new professions’ (Olsen and Clark 
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2009).	In	respect	of	doctoral	education	then,	signature	pedagogies	‘are	credited	with	socialising	doctoral	
students into the discourse community of the profession, providing practice in articulating a summary and 
critique of research literature, helping faculty and students keep up with the latest literature and with active 
controversies	in	their	fields,	making	connections	around	disciplinary	boundaries	and	helping	doctoral	students	
discover and claim a topic and direction for their dissertation projects’ (Golde 2007).

CONCLUSION

The authors believe this paper demonstrates a clear disparity between the two main forms of doctoral 
education	and	research	training	for	healthcare	professionals	generally,	and	nurses,	specifically.	While	the	
very long history of the PhD has positioned it as the so‑called ‘gold standard’, for education and training at 
the highest level, it is not necessarily the best suited to healthcare professionals and nurses who wish to 
remain in the healthcare workforce but elevates their repertoire of knowledge and skills to the same level 
as, say, a professor in a university setting. 

The professional doctorate is a combination of rigorous coursework and a major piece of research. Together 
these activities have the express aim of producing what others, and the authors have called ‘researching 
professionals ’as opposed to professional researchers. The distinction is important insofar as it recognises 
the primary aim of the professional doctorate is to improve healthcare through the actions of the researchers 
undertaking their doctorate. A PhD can, but does not usually, have such an emphasis on the context in situ of 
healthcare and the systems and processes required to deliver that health care to the very highest standards 
possible. The professional doctorally prepared nurse, however, is able to do exactly that.

RECOMMENDATIONS

A robust and sustained discussion and debate should be conducted by our current healthcare leaders as to 
the merits of the professional doctorate versus the traditional doctor of philosophy degree for nurses. Health 
academics and senior managers, educators and clinicians should meet in a series of forums nationally in 
order	to	elevate	the	profile	of	the	two	main	forms	of	doctoral	education	and	stimulate	others	to	consider	their	
own professional development needs in response to these colloquia.

REFERENCES
AQF	(Australian	Qualifications	Framework)	2011	Australian Qualifications Framework. Retrieved from http://www.aqf.edu.au/ (accessed 
10.03.14).

Baal, P., Meltzer, D. and Brouwer, W. 2014. Future Costs, Fixed Healthcare Budgets, and the Decision Rules of Cost‐Effectiveness Analysis. 
Health Economics, 25(2):237–248.

Bourner, T., Bowden, R. and Lang, S. 2001. Professional doctorates in England. Studies in Higher Education, 24(2):75-93.

Buchanan, A.L. and Hérubel, V.M. 1995. The doctor of philosophy degree: A selective annotated bibliography. Westport, CT: Greenwood press. 

Cleary, M., Hunt, G. and Jackson, D. 2011. Demystifying PhDs: A review of doctorate programs designed to fulfil the needs of the next 
generation of nursing professionals. Contemporary Nurse, 39(1):273-280. 

Crasswell, G. 2007. Deconstructing the skills training debate in doctoral education. Higher Education Research & Development, 
26(4):377‑391.

Dall, T.M., Gallo, P.D., Chakrabarti, R., West, T., Semilla, A.P. and Storm, M.V. 2013. An aging population and growing disease burden 
will require a large and specialized health care workforce by 2025. Health Affairs, 32(11):2013‑2020.

Elf,	M.,	Fröst,	P.,	 Lindahl,	G.	and	Wijk,	H.	2015.	Shared	decision	making	 in	designing	new	healthcare	environments—time	 to	begin	
improving quality. BMC Health Services Research, 15(114):1‑7.

Ellis,	L.B.	2005.	Professional	doctorates	for	nurses:	mapping	provision	and	perceptions.	Journal of Advanced Nursing, 50(4):440‑448.

Ellis,	L.	2007.	Academics’	perceptions	of	the	professional	or	clinical	doctorate:	findings	of	a	national	survey.	Journal of Clinical Nursing, 
16(12):2272‑2279.



AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 34 Issue 1 68

SCHOLARLY PAPER

Fink, D. 2006. The professional doctorate: Its relativity to the PhD and relevance for the knowledge economy. International Journal of 
Doctoral Studies, 1(1):35‑44.

Galvin, K. and Carr, E. 2003. The emergence of professional doctorates in nursing in the UK: where are we now? NT Research,	8(4):293‑307.

Golde, C. 2007. Signature pedagogies in doctoral education: are they adaptable for the preparation of education researchers? Educational 
Researcher 36(6):344‑351.

Green, H. and Powell, S. 2005. Doctoral Study in Contemporary Higher Education. Maidenhead: Open University Press.

Gregory,	M.	1997.	Professional	scholars	and	scholarly	professionals.	The New Academic Summer:	19‑22.

Heidemeier, H. and Staudinger, U.M. 2015. Age differences in achievement goals and motivational characteristics of work in an ageing 
workforce. Ageing and Society,	35(04):809‑836.

Hessling,	P.	1986.	Frontiers of Learning: The PhD Octopus. Dordrecht: Foris. 

Jacob, E.R., McKenna, L. and D’Amore, A. 2015. The changing skill mix in nursing: considerations for and against different levels of 
nurse. Journal of Nursing Management, 23(4):21‑426.

Kot, F.C. and Hendel, D.D. 2012. Emergence and growth of professional doctorates in the in the United States, United Kingdom, Canada 
and Australia: a comparative analysis. Studies in Higher Education, 37(3):345‑364.

Lyotard,	J‑F.	1987.	The postmodern condition: A report on knowledge.	(Bennington,	G.	and	Massumi,	B.	Trans.).	Manchester:	Manchester	
University	Press.	(Originally	published	in	1979).

Maxwell, T.W. 2011. Australian professional doctorates: Mapping distinctiveness, stress and prospects. Work based learning e-journal, 
2(1):24‑43 (http://wblearning‑ejournal.com).

Maxwell,	T.W.	and	Kupczyck‑Romanczuk,	G.	2009.	Producing	the	professional	doctorate:	the	portfolio	as	a	legitimate	alternative	to	the	
dissertation. Innovations in Education and Teaching International, 46(2):135‑145.

McGagh, J., Marsh, H., Western, M., Hastings, P., Mihalova, A. and Wenham, M. 2016. Review of Australia’s Research Training System 
Report for the Australian Council of Learned Academies, www.acola.org.au.

McVicar, A., Caan, W., Hillier, D., Munn‑Giddings, C. Ramon, S. and Winter, R. 2006. A shared experience: an interdisciplinary professional 
doctorate in health and social care. Innovations in Education and Teaching International, 43(3):211‑222.

Morgan, D. and Somera, P. 2014. The Future Shortage of Doctoral Prepared Nurses and the Impact on the Nursing Shortage. Nursing 
Administration Quarterly, 38(1):22‑26.

Neumann R Doctoral differences: Professional doctorates and PhDs compared. Journal of Higher Education Policy and Management, 
27(2):173‑188. 

Neumann, R. 2007. Policy and practice in doctoral education. Studies in Higher Education,	32(4):459‑473.

Newman,	M.A.	1997.	The	professional	doctorate	in	nursing:	a	position	paper.	Image,	29(4):361‑365.	

Nowotny, H., Scott, P. and Gibbons, M. 2005. ‘Rethinking science’: Mode 2 in societal context. In E.G. Carayannis and D.F. Campbell (ed). 
Knowledge Creation, Diffusion, and Use in Innovation Networks and Knowledge Clusters: A Comparative Systems Approach Across the 
United States, Europe and Asia. Praeger, Westport, CT.

Olsen,	K.	and	Clark,	C.M.	2009.	A	signature	pedagogy	in	doctoral	education:	The	leader‑scholar	community.	Educational Researcher, 
38(3):216‑221.

Pearson,	A.,	Borbasi,	S.	and	Gott,	M.	1997.	Doctoral	education	in	nursing	for	practitioner	knowledge	and	for	academic	knowledge:	the	
University of Adelaide, Australia, Image,	29(4):365‑368.

Pearson,	M.	1999.	The	changing	environment	for	doctoral	education	in	Australia:	Implications	for	quality	management,	improvement	
and innovation. Higher Education Research & Development,	18(3):269‑287.	

Ramcharan,	P.,	Ashmore,	R.,	Nicklin,	L.	and	Drew,	J.	2001.	Nursing	scholarship	in	the	British	university	system.	British Journal of Nursing, 
10(3):196‑206.

Rolfe,	 G.	 and	 Davies,	 R.	 2009.	 Second‑generation	 professional	 doctorates	 in	 nursing.	 International Journal of Nursing Studies, 
46(9):1265‑1273.	

Scott, P. 2006. The Global Context of Doctoral Education. EUA Bologna Handbook: Making Bologna work, European University Association.

Shulman, L.S. 2005. Signature pedagogies in the professions. Daedalus,	134(3):52.59.

Trafford, V. and Leshem, S. 2002a. Anatomy of a doctoral viva. Journal of Graduate Education, 3:33‑41.

Trafford, V. and Leshem, S. 2002b. Starting at the end to undertake doctoral research: predictable questions as stepping‑stones. Higher 
Education Review, 33(4):43‑61.

Wallgren, L. and Dahlgren, L‑O. 2005. Doctoral education as social practice for knowledge development: Conditioning and demands by 
Industry PhD students. Industry & Higher Education,	19(6):433‑443.

Watson, R., Thompson, D.R. and Amella, E. 2011. Doctorates and nurses. Contemporary Nurse,	38(1‑2):151‑159.



AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 34 Issue 1 69

SCHOLARLY PAPER

Weberg, D. 2012, Complexity leadership: A healthcare imperative. Nursing Forum, 47(4):268‑277.

Wellington, J. and Sykes, P. 2006. ‘A doctorate in a tight compartment’: Why do students choose a professional doctorate and what 
impact does it have on their personal and professional lives? Studies in Higher Education, 31(6):723‑734.

WHO,	2016.	Global	strategic	directions	for	strengthening	nursing	and	midwifery	2016–2020.	http://www.who.int/hrh/nursing_midwifery/
global‑strategic‑midwifery2016‑2020.pdf

Wood,	M.	1999.	“The	move	towards	a	different	career	pattern:	are	women	better	prepared	than	men	for	a	modern	career?”	Women in 
Management Review, 14(1):21‑22.



I34:2

An international peer reviewed journal of nursing 
research and practice

australian journal of advanced nursing 
AJAN

December 2016 ‑ February 2017 
Volume 34 Issue 2

IN THIS ISSUE

RESEARCH PAPERS

When do nurses seek professional support 

for managing pressure injuries secondary 

to spinal cord injury?

The Cancer Nurse Coordinator Service 

in Western Australia: perspectives of 

specialist cancer nurse coordinators

The transition of overseas qualified nurses 

and midwives into the Australian healthcare 

workforce

Being a fellow patient to a critically ill 

patient leads to feelings of anxiety - an 

interview study

Male or Nurse what comes first? 

Challenges men face on their journey to 

nurse registration

SCHOLARLY PAPERS

Exploring infant plagiocephaly prevention 

and management by Maternal Child Health 

Nurses and Paediatric Physiotherapists



AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 34 Issue 2 1

THE AUSTRALIAN JOURNAL  
OF ADVANCED NURSING

The Australian Journal of Advanced Nursing aims to 
provide a vehicle for nurses to publish original research 
and scholarly papers about all areas of nursing. Papers 
will develop, enhance, or critique nursing knowledge and 
provide practitioners, scholars and administrators with 
well‑tested debate.

The AJAN will:
• publish original research on all nursing topics
• publish original scholarly articles on all nursing topics
•	 process	manuscripts	efficiently
• encourage evidence‑based practice with the aim  
 of increasing the quality of nursing care
• provide an environment to help authors to develop  
 their research and writing skills
• provide an environment for nurses to participate  
 in peer review

PRODUCTION

Editor
Lee Thomas

Journal Administrator
Anne Willsher 

ISSN 1447‑4328

Copyright
This journal is published in Australia and is fully 
copyrighted. All rights reserved. All material published 
in the Australian Journal of Advanced Nursing is the 
property of the Australian Nursing and Midwifery 
Federation and may not be reproduced, translated for 
reproduction or otherwise utilised without the permission 
of the publisher.

Indexing
The AJAN is indexed in the CINAHL (Cumulative Index to 
Nursing and Allied Health Literature) Database, Current 
Contents, International Nursing Index, UnCover, University 
Microfilms,	British	Nursing	Index,	Medline,	Australasian	
Medical Index and TOC Premier.

Publisher and Editorial Office
Australian Nursing and Midwifery Federation  
PO	Box	4239  
Kingston ACT, Australia 2604 
tel +61 2 6232 6533  
fax +61 2 6232 6610 
email: ajan@anmf.org.au 
http://www.ajan.com.au 



AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 34 Issue 2 2

AJAN
australian journal of advanced nursing 

December 2016 - February 2017  
Volume 34 Issue 2

CONTENTS

RESEARCH PAPERS

What prompts nurses to seek help from wound care consultant 6
in spinal cord injury management?
Julie	Bundz,	Sarita	Schuurs,	Melissa	Kendall,	Delena	Amsters

The	Cancer	Nurse	Coordinator	Service	in	Western	Australia:		 16
perspectives of specialist cancer nurse coordinators
Leanne Monterosso, Violet Platt, Meinir Krishnasamy, Patsy Yates 
Caroline	Bulsara

The	transition	of	overseas	qualified	nurses	and	midwives	into		 27
the Australian healthcare workforce
Se	Ok	Ohr,	Doreen	Holm,	Sue	Brazil

Being	a	fellow	patient	to	a	critically	ill	patient	leads	to	feelings	of		 37
anxiety ‑ an interview study
Jannie	Laursen,	Trine	Bonnevie	Lundby,	Anne	Kjaergaard	Danielsen 
Jacob Rosenberg

Male	or	Nurse	what	comes	first?	Challenges	men	face	on	their		 45
journey to nurse registration
Dianne	Juliff,	Kylie	Russel,	Caroline	Bulsara

SCHOLARLY PAPERS

Exploring infant deformational or positional plagiocephaly 53
prevention and management by Maternal Child Health Nurses 
and Paediatric Physiotherapists
Elizabeth	Williams,	Mary	Galea



AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 34 Issue 2 3

Tod Adams,	Masters	Nursing	(Nurse	Practitioner),	Grad.	
Cert	Aged	Care,	Grad.	Cert.	Coronary	Care,	Grad.	Cert	
Health	Management,	Bachelor	health	Science	(Nursing),	
NSW	Health,	SESIAHS,	Shoalhaven	Hospital,	New	South	
Wales

Dr Alan Barnard,	RN,	BA,	MA,	PhD,	Queensland	
University	of	Technology,	Brisbane,	Queensland

Philip Benjamin,	RPN,	BEd,	Masters	candidate	(MMSoc)	

Claire Boardman,	B.App.Sc,	Grad	Cert	IC,	MPH,	CICP,	
Queensland	Health,	Thursday	Island,	Queensland

Sally Borbasi,	RN,	Bed	(Nsing),	MA	(Edu:	Research),	PhD,	
Griffith	University,	Meadowbrook,	Queensland

Cathy Boyle, the Prince Charles Hospital and Health 
District,	Chermside,	Queensland	

Carolyn Briggs, RN,	RM,	Dip.	CHN,	BA,	MA,	DN,	University	
of	Technology,	Sydney,	New	South	Wales

Matiu Bush, MPH, Alfred Health, Melbourne, Victoria

Julie Considine, RN,	RM,	BN,	EmergCert,	
GDipNursAcuteCare,	MNurs,	PhD,	FRCNA,	Deakin	
University‑Northern Health Clinical Partnership, Victoria

Dr Marie Cooke, RN,	DAppSc	(Nsg	&	Unit	Management),	
BAppSc	(Nsg),	MSPD,	PhD,	Griffith	University,	Nathan,	
Queensland

Mary Courtney, RN,	BAdmin,	MHP,	PhD,	FRCNA,	
AFCHSE,	Queensland	University	of	Technology,	Brisbane,	
Queensland

Wendy Cross,	RN,	RPN,	BAppSC,	Med.	PhD	MAICD,	
FRCNA, FACMHN, Monash University, Clayton, Victoria 

Trish Davidson, RN,	ITC,	BA,	Med,	PhD,	Curtin	University	
of	Technology,	Chippendale,	New	South	Wales

Judith Dean,	RN,	Midwife,	BN	MPHTM	PhD	Candidate,	
Queensland	Health	and	Griffith	University,	Meadowbrook,	
Queensland

Tess Dellagiacoma,	RN,	BA,	MA,	LLB,	Contractor,	NSW

Dr Michelle Digiacomo, BA,	MHlthSci	(Hons),	PhD,	Curtin	
University	of	Technology,	Chippendale,	New	South	Wales

Jim Donnelly,	FRCNA,	RMN,	SRN,	NDN,	CertApprec.
Obst.Care,	ICU	Cert,	BAppScAdvNurs,	MBA,	Asset	
Management, Melbourne, Victoria

Trisha Dunning, RN,	Med,	PhD,	FRCNA,	Geelong	Hospital,	
Victoria 

Dr David Evans,	RN,	PhD,	University	of	South	Australia,	
Adelaide,	South	Australia

Jenny Fenwick, RN, PhD, Curtin University, Western 
Australia

Ritin Fernandez, RN, MN(critical care), PhD Candidate, 
Sydney	South	West	Area	Health	Service,	Sydney,	New	
South	Wales	

Joanne Foster,	RN,	Renal	Cert,	DipAppSc(NsgEdn),	BN,	
GradDip(CIEdn),	MEdTech,	MRCNA,	QLD	University	of	
Technology,	Red	Hill,	Queensland

Karen Francis,	RN,	PhD,	MHLthSc,	Nsg.Med,	Grad	Cert	
Uni	Tech/Learn,	BHlth	Sc,	Nsg,	Dip	Hlth	Sc,	Nsg,	Monash	
University, Churchill, Victoria

Deanne Gaskill,	BAppSc	(Nsg),	GrDipHSc	(Epi),	MAppSc	
(HEd),	Queensland	University	of	Technology,	Ash	Grove,	
Queensland

Elizabeth Gillespie, RN,	RM,	SIC,	Peri‑op	Cert,	
MPubHlth(Melb), CICP, Nurse Immuniser, DipPM, 
Southern	Health,	Clayton,	Victoria	

Dr Judith Godden,	RN,	PhD,	BA(Hons),	DipEd,	University	
of	Sydney,	New	South	Wales

Judith Gonda,	RN,	RM,	BAppSci	(AdvNursing‑Educ),	MN,	
PhD,	Australian	Catholic	University,	Brisbane,	Queensland

Dr Jennene Greenhill,	RN,	PhD,	MSPD,	GradDipAppSc,	
RPN,	BA,	Flinders	University,	Adelaide,	South	Australia

Marianne Griffin, RN,	BArts,	PeterMacCallum	Cancer	
Centre, Melbourne, Victoria 

Rhonda Griffiths,	RN,	BEd	(Nsg),	MSc	(Hons),	PhD,	
University	of	Western	Sydney,	New	South	Wales

Ruth Harper,	BSc,	RGN,	MA,	Royal	Melbourne	Hospital,	
Victoria

Dr Ann Harrington,	RN,	BEd,	MNg,	Flinders	University,	
Bedford	Park,	South	Australia

Dr Louise Hickman,	RN	BN,	MPH	(UNSW),	PhD,	A/
Lecturer,	University	of	Sydney,	New	South	Wales

Debra Kerr,	RN,	BN,	MBL,	Grad	Cert	(Research	and	
Research	Meth	ods),	PhD,	Senior	Lecturer,	honours	
Coordinator, Victoria University, Victoria 

Virginia King,	RN,	MNA,	BHA,	BA,	Southern	Cross	
University,	Lismore,	New	South	Wales

Dr David Lee,	DrPH,	MPH,	GradDip	(CritCareNsg),	
BAppSc(Nsg),	FRCNA,	FCN	(NSW),	Carlton,	Victoria	

Geraldine Lee,	MPhil,	PGDE,	BSc	(Physiology),	RGN,	
Albert Park, Melbourne

Dr Joy Lyneham,	RN,	BAppSci,	GradCertEN,	GradDipCP,	
MHSc,	PhD,	FRCNA,	Monash	University,	Victoria

Dr Jeanne Madison, RN, MPH, PhD, University of New 
England,	Armidale,	New	South	Wales

Elizabeth Manias,	RN,	BPharm,	MPharm,	MNursStud,	
PhD, CertCritCare, FRCNA, The University of Melbourne, 
Carlton, Victoria

Dr Peter Massey,	RN,	GradCertPublicHlth,	DrPH,	Hunter	
New	England	Health,	Tamworth,	New	South	Wales

Jacqueline Mathieson, GradCert(Cancer	and	Palliative	
Nsg),	GradDip(Cancer	and	Palliative	Nsg)	(in	progress),	
PeterMacCallum Cancer Centre, Richmond, Victoria

AUSTRALIAN JOURNAL OF ADVANCED NURSING REVIEW PANEL: AUSTRALIA



AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 34 Issue 2 4

Dr Jane Mills,	RN,	PhD,	MN,	BN,	Grad.Cert.Tert.	Teaching,	
Monash	University,	Churchill,	New	South	Wales

Kathleen Milton-Wildey,	RN,	BA,	DipEd,	MA,	FCN,	
University	of	Technology,	Sydney,	New	South	Wales

Anne McMurray,	RN,	BA	(Psych),	MEd,	PhD,	FRCNA,	
Murdoch University, Mandurah, Western Australia

Wendy Moyle,	RN,	PhD,	MHSc,	BN,	DipAppSci,	Griffith	
University,	Nathan,	Queensland

Dr Maria Murphy,	RN,	PhD,	Grad	Dip	Critical	Care,	Grad	
Cert	Tertiary	Education,	BN	Science,	Lecturer,	La	Trobe	
University, Victoria 

Dr Jane Neill,	RN,	BSc,	PhD,	Flinders	University,	Bedford	
Park,	South	Australia

Jennifer Pilgrim, MNursStudies,	BAppSci(AdvNsg),	
RN,	RM,	MRCNA,	Royal	District	Nursing	Service,	
Greensborough,	Victoria	

Marilyn Richardson-Tench, RN, PhD, ORCert, 
CertClinTeach,	MEdSt,	BAppSc	(AdvNsg),	RCNT	(UK),	
Victoria	University,	Ferntree	Gully,	Victoria

Dr Yenna Salamonson,	RN,	PhD,	BSc,	GradDipNsg(Ed),	
MA,	University	of	Western	Sydney,	New	South	Wales

Nick Santamaria, RN,	RPN,	BAppSc	(AdvNsg),	
GradDipHlthEd,	MEdSt,	PhD,	Curtin	University	of	
Technology, Western Australia

Afshin Shorofi, RN,	BSc,	MSc,	PhD,	Flinders	University,	
South	Australia

Dr Winsome St John, RN,	PhD,	MNS,	GradDipEd,	BAppSc	
(Nsg),	RM,	MCHN,	FRCNA,	Griffith	University,	Gold	Coast,	
Queensland

Dr Lynnette Stockhausen, RN,	DipTeach,	Bed,	MEdSt,	
PhD,	Charles	Sturt	University,	Bathurst,	New	South	Wales

Julie Sykes,	RGN,	Bsc(Hons	Health	Care	Studies	(Nsg),	
PGDip(health	Service	Research	and	Health	Technology	
Assessment), WA Cancer and Palliative Care Network, 
Nedlands, Western Australia

Dr Chris Toye, RN,	BN	(Hons),	PhD,	
GradCert(TertiaryTeaching),	Edith	Cowan	University,	
Churchlands, Western Australia

Victoria Traynor,	PhD,	BSc	Hons,	RGN,	University	of	
Wollongong,	New	South	Wales

Thea van de Mortel, RN,	BSc	(Hons),	MHSc,	ICUCert,	
FCN,	FRCNA,	Southern	Cross	University,	Lismore,	New	
South	Wales

Sandra West,	RN,	CM,	IntCareCert,	BSc,	PhD,	University	
of	Sydney,	New	South	Wales	

Lesley Wilkes,	RN,	BSc(Hons),	GradDipEd(Nurs),	MHPEd,	
PhD,	University	of	Western	Sydney	and	Sydney	West	Area	
Health	Service,	New	South	Wales

Dianne Wynaden, RN,	RMHN,	B.AppSC(Nursing	Edu),	
MSc(HSc)	PHD,	Curtin	University	of	Technology,	Western	
Australia

Patsy Yates,	PhD,	RN,	FRCNA,	Queensland	University	of	
Technology,	Kelvin	Grove,	Queensland



AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 34 Issue 2 5

AUSTRALIAN JOURNAL OF ADVANCED NURSING REVIEW PANEL: INTERNATIONAL

Mahmoud Al-Hussami,	RN,	DSc,	PhD,	Assistant	Professor	
&	Department	Head,	Community	Nursing,	University	of	
Jordan, Amman, Jordon

Yu-Mei (Yu) Chao,	RN,	PhD,	MNEd,	BSN,	National	Taiwan	
University, Taipe, Taiwan

Petri Collins,	MACN,	MNsc,	Grad	Dip	Ed,	TAECert,	TESOL	
Cert, Healthcare education consultant, the Netherland

Dr Robert Crouch, OBE,	FRCN,	Consultant	Nurse,	
Emergency	Department,	Southampton	General	Hospital,	
University	of	Southampton,	United	Kingdom

Natasha Hubbard Murdoch,	RN,	CON(C),	BSN,	MN(c),	
Saskatchewan	Institute	of	Applied	Science	and	
Technology, Canada

Jennifer Lillibridge, RN,	MSN,	PhD,	MRCNA,	Associate	
Professor,	California	State	University,	Chico,	California,	
USA

Katherine Nelson, RN, PhD, Victoria University of 
Wellington, New Zealand

Davina Porock, RN,	BAppSc(Nsg),	PGDip(Med‑Surg),	
MSc(Nsg)	PhD(Nsg),	Professor	of	Nursing	Practice,	
University of Nottingham, United Kingdom

Michael Pritchard,	EN,	RGN,	Dip(HigherEd),	ENB(ITU	
course),	BA(Hons)SpecPrac	and	ENB	Higher	award,	
MAdvClinPrac,	ENB	TeachAssClinPrac,	Clatterbridge	
Hospital, Wirral, United Kingdom 

Vince Ramprogus, PhD,	MSc,	BA	(Hons),	RGN,	RMN,	
Pro Vice Chancellor/ Dean of Faculty, Manchester 
Metropolitan University, Manchester, United Kingdom

Anna Skripnik, RN,	BSN,	MS(c),	DNC,	Clinical	Nurse,	
Department	of	Dermatology,	Memorial	Sloan	Kettering	
Cancer	Center,	New	York,	USA

Colin Torrance,	RN,	BSc(Hon),	PhD,	Sport	and	Science	
University	of	Glamorgan	Pontypridd,	United	Kingdom



AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 34 Issue 2 6

RESEARCH PAPER

What prompts nurses to seek help from wound care 
consultants in spinal cord injury management?

AUTHORS

Julie Bundz
RN, MRehab 
CNC,	Spinal	Outreach	Team 
Queensland	Spinal	Cord	Injuries	Service 
Princess Alexandra Hospital 
Woolloongabba,	Queensland,	Australia 
julie.bundz@health.qld.gov.au	

Sarita Schuurs
BPhty 
Research	Officer,	Spinal	Outreach	Team 
Queensland	Spinal	Cord	Injuries	Service 
Princess Alexandra Hospital 
Woolloongabba,	Queensland,	Australia	 
sarita.schuurs@health.qld.gov.au

Melissa Kendall
BSc	(Psych),	M	Human	Services,	PhD 
Associate	Professor,	School	of	Human	Services	&	Social	
Work,	Griffith	University 
Senior	Research	Officer,	Transitional	Rehabilitation	Program 
Queensland	Spinal	Cord	Injuries	Service 
Princess	Alexandra	Hospital,	Woolloongabba,	Queensland,	
Australia 
melissa.kendall@health.qld.gov.au

Delena Amsters 
BPhty(Hons),	MPhty 
Senior	Research	Officer,	Spinal	Outreach	Team 
Queensland	Spinal	Cord	Injuries	Service 
Princess Alexandra Hospital 
Woolloongabba,	Queensland,	Australia 
delena.amsters@health.qld.gov.au

KEY WORDS 

help seeking, nurse consultant, pressure injury, community nursing, spinal cord injury

ABSTRACT 

Objective 
This study aimed to identify clinical scenarios that might prompt nurses to seek advice from a spinal cord injury 
wound care nurse consultant for pressure injury management. In addition, some attributes of nurses were 
examined for associations with intention to seek the help of a consultant. 

Design
Exploratory quantitative survey.

Setting 
Queensland,	Australia.

Subjects 
Fifty currently practising hospital and community based nurses 

Main outcome measure(s) 
Two part online survey ‑ part one presented hypothetical clinical case scenarios, in which respondents indicated 
their likelihood of seeking help; and, part two examined participant attributes and work experience.

Results
Each scenario presented was rated as either of little importance or utmost importance by at least one respondent. 
Participants	identified	consultant	personality	and	proximity	as	more	influential	on	help	seeking	than	timeliness,	
common sense or knowledge. 

Conclusion 
The study did not identify a pattern of association between the presence of certain clinical factors and intention 
to seek help from a spinal cord injury consultant nurse for pressure injury management. What is important and 
influential	for	one	person	may	be	of	less	importance	for	others.	Consultants	must	market	their	value	to	nurses	
in order that they are front of mind during the help seeking process. Further studies are required to examine the 
decision making process associated with help seeking.
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INTRODUCTION

Help	seeking,	the	process	of	finding	and	receiving	help	from	others,	occurs	in	many	contexts.	Literature	exists	
in a variety of domains including health, the workplace and education and pertains to reasons and triggers for 
seeking	help,	barriers	to	help	seeking	and	help	seeking	outcomes	(Wakefield	et	al	2014;	Hammer	and	Vogel	
2013;	Geller	and	Bamberger	2012;	Smith	2012;	Mueller	and	Kamdar	2011;	Howard‑York	2006).	Clinical	
nurses work in complex and challenging situations and may not always have the knowledge and skill set to 
meet the demands of all care tasks they must undertake. In such instances help seeking from colleagues may 
be	beneficial.	In	the	field	of	spinal	cord	injury	management	(SCI),	understanding	the	help	seeking	behaviour	
of community nurses confronted with clients with pressure injuries could be valuable for improving outcomes. 

“Help seeking behaviour represents intentional action to solve a problem that challenges personal abilities” 
(Cornally	and	Mc	Carthy	2011,	p286).	A	variety	of	factors	may	influence	help	seeking	behaviour,	including	
individual characteristics of the helper and the recipient, as well as relational and contextual factors (van der 
Rijt	et	al	2013;	Bamberger	2009;	Hoffman	et	al	2009;	Nadler	et	al	2003).	For	some	people,	seeking	help	
is an early response to a challenging problem, whereas for others it will follow a failure to resolve the issue 
independently. Following problem recognition, the help seeker forms an intentional decision to act, selects and 
engages a source of assistance, and discloses the problem in return for help (Cornally and McCarthy 2011). 

Problem recognition requires the insight to appraise a situation and identify that the problem is worthy of 
seeking	help	and	beyond	personal	capability	to	solve,	or	optimally	influence	(Howard‑York	2006).	Even	when	
an individual is aware of the need for help, help seeking may not eventuate. The decision to seek help is 
influenced	 by	 socio	 cultural	 and	motivational	 factors	 (Cornally	 and	McCarthy	 2011;	 Howard‑York	 2006).	
While	it	is	generally	accepted	that	outcomes	can	be	enhanced	through	receiving	help	(Geller	and	Bamberger	
2012), some associated costs exist. The potential to be seen as lacking in competence (Mueller and Kamdar 
2011),	reinforcement	of	feelings	of	dependency	(Wakefield	et	al	2014)	and	the	resource	cost	of	expending	
time	and	energy	 in	 the	process	of	help	seeking	 (Geller	and	Bamberger	2012)	are	described	as	potential	
barriers	to	seeking	help.	Some	people	view	help	seeking	as	a	learning	opportunity,	whilst	others	may	desire	
a	more	expedient	solution	in	which	the	helper	solves	the	problem	(Geller	and	Bamberger	2012;	Cornally	and	
McCarthy 2011). 

Success	in	acquiring	the	knowledge	to	resolve	a	problem	is	linked	to	the	selection	of	a	capable	helper.	This	
choice	can	be	influenced	by	a	variety	of	factors	including	personality,	relationship,	economic	and	societal	
factors, as well as knowledge and skills (Amsters et al 2013; Cornally and McCarthy 2011). As the goal of 
help	seeking	is	to	resolve	or	improve	a	problem,	failure	to	do	so	may	negatively	influence	the	decision	to	seek	
help, or choice of a helper in the future. 

While much of the health literature related to help seeking pertains to clients seeking assistance from 
health providers, health professionals may also seek professional support in the workplace, as in the case 
of community nurses approaching a clinical nurse consultant (CNC) for expert advice or assistance. The role 
of clinical nurse consultancy for supporting community nurses is well documented (Jannings et al 2010; 
McSherry	et	al	2007;	Austin	et	al	2006).	As	it	is	not	practical	for	one	nurse	to	know	everything	about	every	
clinical scenario, seeking help, even at an advanced level of practice, can contribute to quality client care 
(Howard‑York	2006;	Jannings	and	Armitage	2001).	In	the	case	of	SCI,	a	specific	field	which	would	be	rarely	
encountered by many community nurses, a specialty CNC available for consultation in this area would seem 
a valuable resource. 

The	Spinal	Outreach	Team	(SPOT),	the	community	arm	of	the	Queensland	Spinal	Cord	Injuries	Service,	has	
provided	free	community	based	consultancy	services	throughout	Queensland,	Australia	since	1996.	SPOT	
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is	a	multidisciplinary	team	of	nursing	and	allied	health	professionals.	Clients	with	SCI	can	seek	help	directly	
from	 SPOT	 or	 health	 professionals	 can	 seek	 help	 on	 their	 behalf.	 The	 service	model	 strongly	 supports	
building	capacity	in	other	health	professionals	to	manage	SCI	issues.	SPOT	maintains	a	web	presence	and	
promotes	its	consultancy	service	through	regular	communications	to	SCI	clients	and	community	services	on	
its comprehensive database.

A	significant	proportion	of	the	work	of	SPOT	clinical	nurses	is	related	to	skin	integrity	and	pressure	injuries.	
Anecdotal	evidence	from	SPOT	clinical	nurses	suggested	that	some	community	nurses	will	seek	help	early	whilst	
others seek help at a late stage of pressure injury. With no apparent pattern to this variability, questions were 
raised	about	factors	which	might	influence	this	phenomenon.	Are	the	factors	firmly	based	on	the	complexity	
of	 the	clinical	 case	or	 is	help	seeking	behaviour	 influenced	by	such	 things	as	professional	expectations,	
personality and relationships? Understanding these factors has the potential to facilitate earlier referral to 
consultancy	services.	Therefore,	the	purpose	of	this	research	was	to	explore	the	influences	on	help	seeking	
by	community	nurses	for	pressure	injury	management	in	SCI.		

METHOD 

Subjects
Participants were self‑selecting from the pool of hospital and community based registered nurses currently 
practising	 in	Queensland.	All	nurses,	regardless	of	current	work	environment	or	 level	of	experience,	were	
eligible to participate. A target of 100‑150 participants was thought to be achievable based on the number of 
individuals	and	services	listed	on	the	SPOT	database.	Recruitment	was	via	direct	approach	to	individual	nurses	
as well as via a general invitation in a health service newsletter.  A snowballing technique was envisaged, with 
participants invited to suggest other potential participants or forward the invitation directly.  All completed 
surveys were included for data analysis. Participation was voluntary and a single reminder was issued to 
nurses who did not complete the survey. Collection was ceased when no further participant suggestions or 
survey replies were received. 

DATA COLLECTION

Data were collected by means of an anonymous online survey comprising two parts which was accessed by 
electronic link from the invitation to participate. Part one presented a hypothetical clinical case scenario involving 
a	person	with	SCI	residing	in	the	community,	with	a	subsequent	pressure	injury	(see	figure	1).	Participants	
were asked to imagine themselves in the role of a community nurse providing a home visiting service to 
the	person	with	SCI,	even	if	this	was	not	their	current	work	role.	Using	a	ten	point	Likert	Scale	ranging	from	
‘extremely unlikely’ to ‘extremely likely’, participants were asked to indicate their personal likelihood of seeking 
help	from,	firstly,	a	nursing	consultant	in	SCI	management	and,	secondly,	from	a	different	peer	or	colleague.

To	ascertain	the	influence	of	various	factors	on	the	decision	to	seek	help,		the	basic	hypothetical	case	was	then	
embellished	with	29	different	scenarios,	each	of	which	included	one	additional	factor	related	to	the	wound,	
client	attributes,	health	professional	attributes	or	the	environmental	context	(see	figure	1).	The	scenarios	
were	developed	by	a	researcher	based	on	discussion	with	the	SPOT	clinical	nurse	about	factors	that	may	
prompt	referral	to	SPOT.	The	survey	was	refined	following	pilot	feedback	from	an	experienced	community	
clinical nurse who was not part of the research project. 

The electronic survey presented the scenarios one at a time. For each new scenario, participants were asked 
to	rate	how	this	scenario	would	influence	their	decision	to	seek	help	from	the	SCI	nursing	consultant	on	a	
10	point	Likert	Scale	ranging	from	‘No	influence’	to	‘Strongest	possible	influence’.	It	was	emphasised	that	
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participants should answer as they thought they really would act. Additionally, they were periodically reminded 
that each scenario was to be treated as an isolated case and not as part of a single escalating scenario. 

Figure 1: Hypothetical case and scenarios

BASIC HYPOTHETICAL CASE
You are working as a community nurse, providing an in home visiting service. You have a 27 year old client called 
Andrew. He has C6 tetraplegia from a traumatic spinal cord injury sustained 5 years ago. Andrew lives alone in a unit 
complex but has paid carers to assist him with daily living tasks. Currently Andrew has a pressure injury on his right 
buttock and is resting in bed. You are aware of a community nurse called Frieda who has extensive experience with 
spinal cord injury. From time to time you have seen brochures from Frieda which state that she is able to provide a 
consultancy service in the area of spinal cord injury management, particularly wound care and bladder and bowel 
management. 
SCENARIOS THAT MAY INFLUENCE DECISION TO SEEK CONSULTANT HELP
1. Andrew is unable to pay for 
nursing services to manage the 
wound. (Pay for nursing)

2. Underlying structures such as muscle, 
tendon	or	bone	are	visible.	(Stage	4	
wound) 

3. The wound extends down into the 
subcutaneous	fat.	(Stage	3	wound)

4. Heavy exudate is coming from the 
wound. (Wound exudate)

5. Andrew has developed a second 
wound.	(Second	wound)

6. Urinary incontinence is hampering 
progress. (Urinary incontinence)

7. You suspect Andrew is becoming 
depressed. (Patient depression)

8. The wound has been static for a long 
time.	(Static	wound)

9.	Andrew	says	resting	in	bed	is	
causing him pain. (Patient pain)

10. Andrew has diabetes, is obese 
and has lower limb oedema. (Patient 
comorbidity)

11. Andrew has become acutely unwell. 
(Patient illness)

12. Andrew wants a second opinion. 
(Second	opinion)

13. The wound has been present 
for more than three months. (Long 
duration)

14. The dressings being used are not 
staying in place. (Insecure dressings)

15. You’ve tried lots of things but 
nothing seems to be working. (Trial 
and error)

16. You think the condition of 
Andrew’s wound is deteriorating. 
(Wound deterioration)

17. There is no active medical 
involvement in Andrew’s wound 
management. (No medical involvement)

18. Andrew does not have enough 
care support to meet the wound 
care	requirements.	(Insufficient	care)	

19.	You	feel	you	have	poor	rapport	
with Andrew. (Rapport with patient)

20. Andrew is sitting up on the wound 
against	your	advice.	(Sitting	against	
advice)

21.	The	wound	is	oozing	through	the	
dressing.	(Wound	oozing)

22. Andrew prefers a different 
dressing to the one you recommend. 
(Dressing preference)

23. You think that Andrew’s equipment 
may be causing the skin problem. 
(Equipment)

24. Andrew can’t afford the 
recommended dressings. (Pay for 
dressings)

25. Andrew is passive about 
managing the secondary 
complications of his spinal cord 
injury. (Patient passivity)

26. You think some activity Andrew is 
doing in his day to day life may have 
caused the skin problem. (Patient 
activity)

27. Your caseload is very heavy. 
(Caseload)

28. The wound is malodorous. 
(Wound malodorous)

29.	Andrew	is	refusing	your	visits.	
(Refusing visits)

The second part of the survey examined a range of consultant and consultee characteristics. Experience 
and	 confidence	with	wound	management	 and	experience	and	 confidence	with	SCI	were	measured	on	a	
5‑point scale ranging from low to high. Years of clinical experience and current age were measured in years. 
Respondent location was determined by postcode of place of work, with this data subsequently grouped into 
metropolitan, regional or rural. In relation to consultants, participants were also asked to rate if their previous 
experience	with	consultants	had	been	helpful,	unhelpful	or	limited.	Similarly	they	were	asked	to	identify	if	
their organisation supported the use of clinical consultants, did not support clinical consultants or whether 
they were uncertain about their organisation’s approach to consultants. Participants rated the statement ‘If 
I knew and trusted the clinical consultant, this would make me more likely to seek their help’ on a 5 point 
scale ranging from strongly disagree to strongly agree. Consultant factors such as proximity, personality, 
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knowledge,	timeliness	and	common	sense	were	presented	and	participants	were	asked	to	rank	these	five	
factors	in	terms	of	their	influence	in	seeking	consultant	help.	

ANALYSIS

Descriptive statistics were used to illustrate the responses for each of the scenarios in relation to the 
hypothetical case. An exploratory factor analysis using Principal Components Analysis (PCA) with varimax 
rotation	was	conducted	on	scenario	responses	to	determine	a	factor	structure	of	the	domains	of	influence	
on seeking help. 

The factors that emerged from the factor analysis were saved as variables. Due to the non‑parametric and 
ordinal	nature	of	the	data,	Spearman’s	correlations	were	used	to	explore	relationships	between	age,	experience,	
confidence	and	consultant	factors	as	they	related	to	the	scenario	factors.	Independent	sample	Kruskal	Wallis	
Tests were used to explore differences in the scenario factors across location. 

Ethics	approval	for	this	project	was	obtained	from	Metro	South	Human	Research	Ethics	Committee	and	Uniting	
Care	Queensland	Human	Research	Ethics	Committee.

FINDINGS

One hundred and twenty‑two invitations to participate (and to distribute further) were issued by email. Fifty 
respondents completed the survey. The demography of this sample is shown in table 1. 

Table 1: Demography of respondents

Frequency n (%)
Age Under 26

26‑35
36‑45 
46‑55

Over 55

2 (4%)
9	(18%)
8 (16%)

16 (32%)
15 (30%)

Years of clinical experience Under 5
6‑10

11‑15
16‑20

More than 20

3 (6%)
8 (16%)
6 (12%)
6 (12%)

27 (54%)
Location Metropolitan

Regional
Rural

16 (32%)
28 (56%)

6 (12%)
Sector Government

Non‑government
37 (74%)
13(26%)

Of	the	50	participants,	42	(84%)	identified	they	had	previously	had	helpful	encounters	with	consultants,	7	
(14%)	stated	they	had	limited	dealings	with	clinical	consultants	in	the	past,	while	only	1	participant	identified	
negative unhelpful encounters with clinical consultants. Forty participants (80%) stated their organisation 
was supportive of clinical consultants, 6 (12%) suggested their organisation was not supportive of clinical 
consultants and 4 (8%) did not know whether their organisation was supportive of clinical consultants. Forty‑
two participants (84%) either agreed or strongly agreed with the statement that they would be more likely 
to seek help from a consultant that they knew and trusted. In rank ordering the aspects of consultants in 
terms	of	proximity,	personality,	knowledge,	timeliness	and	common	sense,	participants	identified	proximity	
and	personality	as	the	two	more	important	factors	influencing	their	decision	to	seek	help	from	a	consultant,	
while	knowledge	was	identified	as	the	least	influential	factor.	
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For	the	basic	hypothetical	case	of	a	client	with	SCI	resting	in	bed	due	to	a	pressure	injury,	with	no	additional	
scenarios, around half the respondents indicated a high likelihood (8‑10 on a ten point scale) of seeking 
help	from	a	peer	and	slightly	more	than	half	from	a	SCI	consultant.	Participant	responses	for	each	of	the	
29	scenarios	ranged	from	1	to	10.	This	means	that	each	scenario	was	considered	of	little	importance	or	
utmost	importance,	as	a	factor	influencing	help	seeking,	by	at	least	one	respondent.	Table	2	provides	means	
with standard errors and standard deviations for each scenario response. The scenarios most frequently 
identified	as	most	influential	in	the	decision	to	seek	help	from	a	consultant	were	unsuccessful	trial	and	error;	
the	patient	wants	a	second	opinion;	the	patient	is	refusing	visits;	having	a	Stage	4	wound;	insufficient	care;	
wound deterioration; patient passivity; equipment as the cause of the problem; and, no medical involvement. 
Those	rated	least	influential	included	the	inability	of	the	patient	to	pay	for	nursing	services;	patient	depression;	
respondent’s	caseload	is	heavy;	the	patient	prefers	different	dressings;	and,	the	wound	is	oozing.	

Table 2: Means, standard error and standard deviation for the 29 help seeking scenarios

Help Seeking Scenario Mean (SE) Standard 
Deviation

Trial and error
Second	opinion
Refusing visits
Stage	4	wound
Insufficient	care
Wound deterioration
Patient passivity
Equipment
No medical involvement
Sitting	against	advice
Second	wound
Long duration
Static	wound
Urinary incontinence
Wound malodorous
Patient comorbidity
Stage	3	wound
Pay for dressings
Wound exudate
Patient activity
Insecure dressings
Patient pain
Patient illness
Rapport with patient
Wound	oozing
Dressing preference
Caseload
Patient depression
Pay for nursing

8.76 (0.28)
8.56 (0.35)
8.56 (0.36)
8.42 (0.34)
8.40 (0.33)
8.24 (0.35)
8.18	(0.29)
8.10	(0.39)
8.06 (0.38)
7.92	(0.32)
7.82 (0.37)
7.76 (0.37)
7.68 (0.34)
7.66 (0.37)
7.66 (0.37)
7.50 (0.41)
7.48 (0.37)
7.46 (0.40)
7.44 (0.40)
7.44 (0.38)
7.36 (0.40)
7.20 (0.37)
7.12 (0.46)
7.04 (0.38)
6.96	(0.40)
6.84	(0.39)
6.32 (0.45)
6.20 (0.42)
5.62 (0.48)

1.99
2.49
2.53
2.41
2.34
2.44
2.07
2.73
2.68
2.29
2.63
2.62
2.43
2.58
2.63
2.91
2.59
2.83
2.80
2.67
2.86
2.63
3.26
2.67
2.81
2.74
3.15
2.98
3.41

An exploratory Principal Components Analysis (PCA) was conducted to explore whether there were a clear 
set of themes across the scenarios that work together to determine help seeking. The Kaiser‑Myer Olkin 
Measure	of	Sampling	Adequacy	(KMO)	0.878	and	Bartlett’s	Test	of	Sphericity	(χ2	=	1742.36,	p<0.001)	both	
indicated	the	factorability	of	the	correlation	matrix	for	the	29	scenario	items.	Varimax	rotation	was	used	to	
clarify the emerging factors. Four factors initially emerged with eigenvalues greater than 1 and these four 
factors accounted for 77.75% of the variance in the rotated factor solution. The fourth factor to emerge, 
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however, consisted of only one scenario, namely that of respondent caseload. This scenario was removed 
and	the	resulting	three	factor	solution	accounted	for	74.9%	of	the	variance.	Table	3	illustrates	the	scenarios	
associated with each factor, their eigenvalues, percent of variance explained and descriptive statistics. The 
first	factor	to	emerge	consisted	of	scenarios	that	were	consistent	with	wound	management,	accounting	for	
42.7%	of	the	variance.	There	were	19	scenarios	that	loaded	on	this	factor.	The	second	factor	consisted	of	
four	scenarios	that	characterised	general	health,	accounting	for	16.9%	of	the	variance.	The	third	factor	was	
characterised	by	scenarios	that	reflected	relationships	and	these	five	scenarios	accounted	for	15.3%	of	the	
variance. These three factors were saved as separate variables for further analysis.

Table 3: Factor structure of help seeking scenarios

Help seeking scenario Factor 1: Wound Factor 2: Health Factor 3: Relationship
Sitting	against	advice 0.889
Wound	oozing 0.866
Wound malodorous 0.856
Stage	3	wound 0.850
Wound deterioration 0.826
Insecure dressings 0.822
Wound exudate 0.820
Second	wound 0.809
Long duration 0.796
Stage	4	wound 0.780
Trial and error 0.752
Patient activity 0.750
Dressing preference 0.732
No medical involvement 0.674
Static	wound 0.671
Insufficient	care 0.655
Patient pain 0.646
Equipment 0.623
Patient passivity 0.612
Patient illness 0.799
Patient depression 0.783
Urinary incontinence 0.724
Patient comorbidity 0.621
Refusing visits 0.850
Second	opinion 0.829
Pay for dressings 0.771
Pay for nursing 0.608
Rapport with patient 0.424
Eigenvalue 11.96 4.73 4.29
% variance explained 42.71 16.88 15.33
α 0.98 0.86 0.80

Personal attributes including age (using ordinal groupings); experience (using ordinal grouping); experience and 
confidence	in	wound	management;	experience	and	confidence	in	SCI	management;	and	location	(metropolitan,	
regional,	rural)	were	explored	in	relation	to	identification	of	each	of	the	three	scenario	factors.	Using	p<0.01	
significance	levels	to	account	for	multiple	comparisons,	the	only	significant	finding	to	emerge	was	a	positive	
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relationship	between	age	of	respondent	and	Factor	1,	Wound	(rho	=	0.407,	p=0.003).	Older	participants	
were	more	 likely	to	 identify	wound	management	factors	that	 influenced	their	decision	to	seek	consultant	
help.	Similarly,	those	with	greater	years	of	experience	in	nursing	identified	this	factor	more	commonly	(Rho	
=	0.408,	p=0.002).	Obviously,	however,	these	two	attributes	are	closely	related	(rho	=	0.697,	p<0.001).	

DISCUSSION

This	exploratory	study	aimed	to	identify	scenarios	that	might	prompt	nurses	to	seek	advice	from	an	SCI	wound	
care consultant for pressure injury management and explore whether consultant or consultee characteristics 
were related to the reasons that would prompt nurses to seek consultant help. 

Results indicate that the majority of participants were positive about engaging consultants and perceived their 
organisations to be supportive of the use of consultants. There was, however, data to suggest that positivity 
towards consultants might be enhanced by ‘knowing and trusting’ that individual through previous engagement. 
A demonstrated preference in the data for a consultant known and trusted to the help seeker highlights the 
value	of	relationship	building	to	facilitate	future	approaches.	This	supports	the	findings	of	Amsters	et	al	(2013)	
regarding	the	contribution	of	relationships	to	creating	links	between	consultants	and	consultees.	Similarly,	
Seright	(2011)	describes	the	importance	of	collaborative	relationships	to	clinical	decision	making	in	a	group	
of novice nurses. This study highlighted social rather than evidence based aspects of decision making, with 
strong reliance on support of co‑workers and seniors to validate clinical judgements.   

Jannings	et	al	(2010)	identified	access	to	expert	clinical	knowledge	via	consultants	as	important	to	generalist	
nurses.	In	the	current	study,	it	is	interesting	that	knowledge	was	identified	as	the	least	influential	consultant	
characteristic on the decision to seek help, behind proximity, personality, timeliness and common sense. 
Proximity	and	personality	were	given	the	highest	ratings.	Perhaps	there	is	an	assumption	that	all	SCI	consultants	
will possess adequate specialty knowledge, and being able to access and engage with the consultant will 
facilitate	problem	solving.	Perceptions	of	accessibility	and	trustworthiness	have	previously	been	identified	
as	important	influences	on	help	seeking	(Hofmann	et	al	2009).	The	expansion	of	telehealth	services	may	be	
an important development in bridging perceived proximity issues (Moffatt and Eley 2010). 

Analysis	of	the	responses	to	the	29	scenarios	indicates	that	what	held	utmost	importance	to	one	participant	
may be of no importance to another participant. Every scenario had at least one participant rating of 10 (most 
likely to be a catalyst for help seeking) and 1 (least likely to be a catalyst for help seeking). To place this in 
context, for the scenario stating that “you think the condition of the wound is deteriorating”, 24 participants 
rated this as a 10 but two participants rated this as a 1. One of the limitations of a closed question survey is 
that it is not possible to delve into the thought processes of those participants who did not view deterioration 
as	a	red	flag	for	help.	The	message	for	the	promotion	of	help	seeking	behaviour	is	that	what	seems	important	
and	influential	for	one	nurse	may	hold	little	influence	for	another.	It	is	a	complex	interplay	of	factors,	including	
situational	factors	that	may	impact	on	seeking	help	(Adamson	et	al	2009).	This	has	implications	for	education	
of nurses in the community, particularly where the goal is to facilitate early intervention. Problem recognition 
is the driving force in the process of seeking help, as engaging a consultant cannot occur without this step. 
Education must therefore be far reaching to educate nurses about the complex and individual needs of the 
SCI	population	and	the	desirability	of	early	specialist	consultation	for	optimum	outcomes.

Factor	analysis	revealed	a	three	factor	solution	which	accounted	for	74.9%	of	the	variance.	These	factors	
can	broadly	be	described	as	wound	factors,	health	factors	and	relationship	factors.	Significant	associations	
between these factors and respondent characteristics was limited to wound factors and age of respondent, 
with older participants more likely to identify wound factors as promoting help seeking behaviour. Further work 
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is needed to understand the association between these variables but it may perhaps be related to positive 
experiences of using wound care consultants over time.  

Limitations	of	this	highly	exploratory	research	are	acknowledged.	The	sample	size	was	smaller	than	anticipated	
due to a low response rate. Relying on participants to suggest other potential participants was not particularly 
successful	and	few	responses	were	generated	by	people	passing	on	the	survey	to	others.	Being	mindful	of	
busy	clinical	loads,	and	not	wanting	to	unduly	influence	nurses	to	participate,	the	researchers	did	not	continue	
to approach participants after the initial invitation and one follow up reminder. Although participants were 
asked to answer questions as they thought they would act, rather than should act, a social desirability bias 
may	have	influenced	responses	(Wasylkiw	2007).	The	nature	of	the	potential	bias	is	uncertain	and	may	be	
influenced	by	professional	or	workplace	culture	as	well	as	personal	factors.	

An alternative approach to gauging triggers for help seeking may have been to ask respondents to undertake 
a ranking or sorting of the factors, thereby forcing comparisons between factors. In addition, complementary 
qualitative data collection could elucidate the cognitive processes involved in making these choices. Participant 
sampling processes were not ideal.   The sample consisted of nurses from a variety of backgrounds, who were 
asked	to	imagine	themselves	in	the	role	of	a	community	nurse.	Surveying	only	nurses	currently	working	in	
such a role may have provided different responses, however recruiting with such narrow employment criteria 
would	doubtless	prove	challenging.	Qualitative	research	exploring	actual	seeking	help	instances	may	be	more	
informative and should be explored. 

CONCLUSIONS/RECOMMENDATIONS

It was not possible from this study to identify particular circumstances that would prompt a community nurse 
to	seek	assistance	from	an	SCI	consultant	nurse	for	pressure	injury	management.	Results	revealed	that	the	
nurses surveyed had varying reasons for seeking help. Factors related to the wound, client health and the 
relationship	between	nurse	and	client	were	regarded	as	being	variably	influential	as	catalysts	for	help	seeking	
across the participant group. 

This exploratory research suggests that to facilitate early referral and maximise the use of consultancy services 
(such	as	 the	Spinal	Outreach	Team),	 it	 is	 important	 to	 focus	on	all	aspects	of	 the	help	seeking	process.	
Education, networking, relationship building, availability, approachability and positive personal attributes must 
all	be	viewed	as	influential	factors.	While	this	study	has	not	provided	definitive	results,	further	research	may	
identify	other	environmental	or	personal	determinants	as	yet	unidentified.	Such	information	has	potential	
application across a broad range of consultancy services.
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ABSTRACT 
Objective 
In Western Australia the cancer nurse coordinator (CNC) role is unique, state wide and situated in nursing. It 
requires the domains of clinical expert, resource consultant, educator, change agent, researcher and advocate to 
facilitate seamless coordination of care for patients across metropolitan, rural and remote geographical areas of 
Western Australia. This study examined the role, function and impact of CNCs from the perspective of coordinators 
themselves. 

Design
Prospective	two‑phase	mixed	method	study.	This	paper	reports	data	from	the	Self	Report	Activity	Questionnaire	in	
Phase one.

Setting
The	state‑wide	Western	Australian	Cancer	Nurse	Coordinator	Service.

Subjects
Metropolitan	and	rural	CNCs	(n=18)	who	had	worked	in	the	role	for	at	least	six	months.

Results
Overall, CNCs spent 70% of time in clinical consultation and 41% of CNCs reported having an educational role. Most 
CNCs (71%) noted that at least half of their patients had complex psychosocial needs at referral. Key role‑related 
activities related to direct nursing care and patient education were performed most frequently on a daily basis. 
Tasks related to care management planning, patient advocacy and multidisciplinary clinical care were performed 
weekly.	Strategic,	team	communication	and	professional	development	activities	were	performed	less	frequently.	

Conclusion
Diversity	of	the	CNC	role	was	demonstrated	with	findings	showing	that	CNCs	fulfilled	the	core	components	of	the	
specialist	cancer	nurse.	Given	the	clear	need	to	provide	consistent	support	to	cancer	patients	in	an	increasingly	
individualised and integrated manner, we consider the CNC role a fundamental element of quality cancer care.
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INTRODUCTION

As	a	result	of	significant	advances	in	cancer	diagnosis	and	treatment,	the	overall	5‑year	relative	survival	from	
cancer	has	improved	from	46%	in	1982‑1986	to	67%	in	2007‑2011	(AIHW	2014).	The	advanced	capacity	to	
achieve cure or long term remission has resulted in the delivery of more complex and multimodal treatments 
to patients over prolonged periods, resulting in multiple care teams and locations of care. Due to therapeutic 
advances, people previously ineligible for cancer treatment because of advanced disease, side effect burden 
or confounding comorbidities are now eligible for a new generation of treatments, bringing with them urgency 
for care coordination and navigation across several treatment teams and centres. This is particularly true for 
people with more complex needs and those disadvantaged by poor health literacy, rurality, or socioeconomic 
deprivation	(Shen	et	al	2015;	Moorin	et	al	2011).		

Care coordination is recognised as an essential feature of high quality person‑centred cancer care and critical 
to	ensure	optimal	patient	outcomes	(COSA	2015;	Shejila	et	al	2015).	Whilst	there	is	variation	in	the	scope	
and practice of cancer care coordination, the key attributes include assessment and screening of clinical and 
supportive care needs; delivery of care consistent with established evidence based guidelines; timely and 
appropriate referral to multidisciplinary care and services; timely and consistent evidence‑based education 
and	information	to	patients	and	families	(COSA	2015).	These	characteristics	enable	continuity	of	care,	another	
critical	element	of	the	cancer	care	coordinator	role	(Walsh	et	al	2011;	Aiello	Bowles	et	al	2008).	

Some	studies	have	shown	the	benefit	to	patients	and	health	service	efficiency	when	nurse	care	coordinators	
or ‘navigators’ are involved in peoples’ care (Wagner et al 2014). The study by Wagner et al (2014) highlighted 
the importance of the four elements of care coordination model as regular communication updates, facilitation 
of access to medical care, development of individualised care plans and conduct and consistently review 
care plans. These four elements facilitate the provision of optimal care and outcomes for patients outside 
of the hospital system. 

Nonetheless, results from empirical studies have been equivocal, with limited robust evaluation of where 
or how nurse care coordinators contribute to improved patient outcomes (Young et al 2014). This has 
been due in part to a lack of robust measures to evaluate the impact of nurse care coordinators on patient 
outcomes. Walsh et al (2011), using coorelational analyses, attempted to capture the essential features of 
care coordination and develop a reliable and valid measure to assess the impact of care coordination roles 
on	patient	outcomes,	but	more	work	is	needed	to	further	refine	our	ability	to	tailor	and	target	Cancer	Nurse	
Coordinator (CNC) interventions and evaluate the impact of such interventions.   

A	qualitative	study	by	Baker	et	al	(2013)	of	breast,	lung	and	prostate	cancer	patients	during	18	months	post	
diagnosis demonstrated the impact of poorly coordinated care and lack of a single point of contact on patient 
experience and emotional wellbeing as well as routine assessment. Potentially, even within the best case 
scenario following diagnosis, coordination of cancer care and effective ongoing communication between 
all parties can be compromised. Furthermore, the trajectory of the disease spans a considerably greater 
timeframe	than	the	active	treatment	phase	alone.	During	this	time,	patients	can	find	themselves	in	a	state	
of confusion over a number of issues around the management of their condition leading to maladjustment. 
If	positive	adjustment	is	not	identified	and	dealt	with	early	following	diagnosis	then	anxiety	and	depression	
can	worsen	as	the	person	enters	the	‘survivorship’	phase	(Schumacher	et	al	2013).

The status of Cancer Care Coordination in Australia
The	Optimising	Cancer	Care	in	Australia	report	(COSA	2003)	highlighted	the	complexity	of	the	management	
of individuals with cancer given the need for multiple care providers across different care settings and over 
a considerable time frame. With limited process and systems to deliver coordinated care, the capacity to 
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construct health care around the needs and preferences of patients, although increasingly recognised as the 
gold	standard	for	cancer	care	(Kvåle	and	Bondevik	2008),	in	reality	is	often	extremely	difficult	to	achieve.	Some	
studies	have	shown	this	requires	a	fine	balance	in	terms	of	managing	individual	preferences	in	relation	to	
the coordination of their care given the involvement of many health professionals across the illness trajectory 
through	to	survivorship	phases	of	cancer	(Thorne	et	al	2013;	Brown	et	al	2012;	Campbell	2006;	Arora	2003).	

To	address	these	concerns,	the	Optimising	Cancer	Care	in	Australia	(COSA	2003)	report	advocated	for	the	
need to provide integrated multidisciplinary care and proposed that optimal cancer treatment for all individuals 
would lead to improved survival, quality of life and smooth transition through the cancer journey.  In response, 
the CNC role was introduced in many states of Australia but with considerable variation in scope, level of 
practice and function.

The context for this study
In Western Australia achieving care coordination for cancer patients is particularly challenging. The state spans 
2,500,000 square kilometres and accounts for 30% of Australia’s land mass with 38% of the population located 
in	rural	and	remote	areas	(Australian	Government	2007).	Although	38%	of	the	population	are	located	in	rural	
and	remote	areas,	multimodal	cancer	treatments	are	only	delivered	in	metropolitan	Perth,	and	Bunbury	in	
the south western corner of Western Australia. The disparity in availability of multimodal cancer treatments 
impacts access to and cost of care and treatment, potentially resulting in suboptimal outcomes for sectors 
of the population, for example, those residing in rural Australia, the older sectors of the population along with 
those	from	Aboriginal	and	Torres	Strait	Islander	backgrounds.		

A state‑wide service utilising CNCs was implemented in 2006 as a key element of the Western Australian 
Cancer and Palliative Care Network. The CNC service was established to ensure, every person with complex 
care	coordination	requirements	benefitted	from	a	one‑on‑one	relationship	with	a	CNC;	to	facilitate	navigation	
of the cancer care system for patients and their families; ensure timely access to multidisciplinary care teams 
and treatment decision making; and to provide a central point for consistent information and support across 
the cancer treatment pathway. The point of difference between a CNC and a nurse aligned with a ward, unit or 
clinic is that the CNC ‘travels’ with the patient, assessing symptoms/needs and managing care by modifying 
and adapting the patient’s road map in line with current needs and preferences. No other role currently exists 
within	the	cancer	environment	with	similar	functions	and	accountabilities.	By	embedding	CNCs	across	the	
state, the role functions could be tailored to the needs of differing patient groups depending on their level 
of health literacy, diagnosis and location (metropolitan or rural). The metropolitan CNC (mCNC) roles were 
developed	to	provide	tumour	stream	specific	support	and	advocacy	for	patients	and	families,	while	the	rural	
CNC (rCNC) roles were introduced to provide broad cancer support and advocacy to patients in their regions. 
For rural patients requiring treatment in metropolitan Perth the CNCs functioned to provide coordination of 
care	through	partnership	with	Perth	based	tumour	specific	mCNCs.		All	of	the	mCNCs	were	and	continue	to	
be employed by the WA Cancer and Palliative Care Network. The rCNCs are employed in partnership with WA 
Country	Health	Services	and	are	region‑specific;	they	provide	care	to	patients	with	all	cancer	types,	interact	
with the rural and the metropolitan health care system and are exclusively used by rural patients. The rCNC 
positions are funded by the WA Cancer and Palliative Care Network with CNCs employed by and operationally 
responsible	to	the	WA	Country	Health	Service.	Uniquely,	CNCs	were	not	located	within	a	clinical	environment	
allowing them the opportunity to interface with both patients and multidisciplinary professionals in a diversity 
of clinical and health environments. 

Study aims
A study was undertaken to explore the contribution of both the mCNC and the rCNC roles to meeting the goal 
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of	the	WA	Health	(Cancer)	Services	Framework	(2005)	in	delivering	a	coordinated	and	streamlined	approach	
to cancer care coordination for patients across the state. The objectives of the study and subsequent paper 
were as follows:

• to describe the CNC perception of the impact of their role;

• to examine roles and functions for the CNC role; and

• to	explore	factors	that	influenced	the	implementation	of	their	role	either	positively	or	adversely.

Data were gathered from CNCs and the patients they cared for, patient informal carers and multidisciplinary 
colleagues	between	2008	and	2010.	This	paper	only	reports	findings	from	the	first	phase	of	this	study	which	
evaluated the role using survey methodology from the perspective of rural and metropolitan CNCs. Data from 
patients, carers, health professionals and the qualitative CNC component will be reported in subsequent 
manuscripts. 

Ethical approval for the study was obtained from participating hospitals across Western Australia.  

METHODOLOGY 

The study adopted a prospective two‑phase, exploratory design applying sequential mixed methods that used 
quantitative (survey) and qualitative (semi‑structured interview) approaches to data collection. As previously 
noted,	 this	manuscript	will	 focus	 on	 the	 extensive	 survey	 findings	 from	 the	CNC	perspective.	Data	were	
transcribed	into	SPSS	and	analysed	by	an	independent	statistician	to	ensure	independence	of	researchers	
to the analysis process.

Data collection
Prior	to	embarking	on	the	first	phase	of	the	study,	the	clarity,	internal	consistency	and	content	validity	of	an	
adapted	version	of	the	99‑item	Evercare	Nurse	Practitioner	Role	and	Activity	Scale	(ENPRAS)	(Abdallah	et	al	
2005)	was	undertaken.	The	ENPRAS	was	chosen	for	relevance	and	suitability	in	the	Australian	context.	Six	
CNCs	were	invited	to	review	the	ENPRAS	questionnaire	and	provide	feedback	regarding	any	missing	items	or	
requirement	for	clarification	of	wording.	This	process	resulted	in	the	addition	of	66	items,	resulting	in	a	165	
item	questionnaire,	renamed	the	Self	Report	Activity	Questionnaire	(SRAQ).	Details	of	the	process	undertaken	
to	establish	internal	consistency,	based	on	the	works	of	(Imle	and	Atwood	1988;	Lynn	1986;	Aamodt	1983)	
are available from the authors.

The 165 items made up 11 subscales covering: direct nursing care; clinical care management; patient education 
in the clinical context; care management plan; patient advocacy in the clinical context; multidisciplinary clinical 
care; multidisciplinary team meetings; education services; strategic tasks; professional development; and 
team communications 

Following	a	rigorous	process	to	establish	internal	consistency	of	the	adapted	questionnaire,	the	SRAQ	was	
found	to	have	a	high	degree	of	internal	consistency	with	an	overall	Cronbach’s	alpha	coefficient	of	0.976,	
and	individual	subscale	Cronbach	alpha	coefficients	ranging	from	0.421	to	0.957.	The	original	ENPRAS	had	
a	content	validity	index	of	≥0.78	for	all	 items	and	internal	consistency	reliability	Cronbach’s	alpha	scores	
ranging	from	0.76	–	0.96	for	subscales	(Abdallah	et	al	2005).

Phase 1: Administration of the Self Activity Report Questionnaire (SARQ)
Sample population 
All CNCs with at least six months experience working in the role were eligible and invited to participate in the 
study. At the time of the study, 20 CNCs were employed in the service, 18 of whom were eligible to participate 
and	were	invited	to	complete	the	SARQ.
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Recruitment and data collection 
Following education sessions regarding the purpose and scope of the study, CNCs were sent an information 
sheet providing details about the rationale and requirements of participation in the study and a copy of 
the study questionnaire. Where nurses completed and returned a questionnaire, consent was implied as is 
the standard process with survey distribution. Implied consent for survey data was approved by the HREC 
committees	and	was	considered	usual	practice	when	sufficient	information	about	the	survey	purpose	and	
content has been given (Alessi and Martin, 2010) 

Data analysis
Due to the small number of participants, descriptive statistics were applied to the majority of the data.  Non‑
parametric	tests	(Mann‑Whitney)	were	used	to	determine	if	there	were	any	significant	differences	between	
metropolitan and rural CNC grouped data and continuous responses. Analyses were performed by an external 
statistician	to	ensure	independence	of	analytical	procedures	and	findings.		A	random	sample	of	10	percent	
of returned questionnaires were checked for data entry errors and no systematic errors were noted.

FINDINGS

Eighteen	surveys	were	returned	by	the	CNC	participants	(100%	response	rate).	Given	that	there	were	two	
groups of CNCs by location (metropolitan and rural) this study explored the functional aspects of the CNC role, 
but also whether there were any trends between the two groups. Hence, while there were some differences 
in	responses	provided	by	metropolitan	and	rural	CNCs	it	was	not	possible	to	reliably	assess	for	significant	
differences across the groups. 

Demographic characteristics 
The average length of time the participants had been nursing was 18.6 years ±7.0 fulltime and 8.0 years ± 6.6 
part‑time.	CNC	repondents	had	been	working	with	cancer	patients	for	an	average	of	9.5	years	±	5.9	and	the	
average	length	of	time	in	the	CNC	role	was	almost	two	years	(M=1.9;	range:0.4	–	2.4)		Qualifications	included	
Graduate	Certificates	(n=12),	one	Master	of	Nursing	and	one	Nurse	Practitioner	(Masters	qualification).

Functions of the CNC role and patient caseload. 
The mean patient caseload per CNC over the six month period preceding the data collection was 88.5 ±39.7	
patient referrals, approximately 15 new referrals per month. The mean number of interventions performed per 
CNC was 437.8 ±240.7 approximately 78 per month Interventions delivered by the CNCs were categorised 
from level 1‑5 according to the duration of time taken to deliver each intervention whereby time was used 
as a proxy for complexity (table 1). 

Time spent on clinical consultation and non-clinical tasks
The average number of rostered hours per week spent on clinical consultation was 26 hours with 11 hours 
spent on clinical administrative tasks. Clinical administrative tasks which are core to optimal patient care and 
included input of written information for patient records and communication with other health professionals 
to arrange patient transportation/appointments/tests. There was an observed difference in overtime hours 
between	metro	and	rural	CNCs	with	metro	CNCs	reporting	an	average	of	five	hours	of	overtime	and	rural	
CNCs reporting double that with 11 hours average overtime. 

Sources of referral
CNCs were asked to provide a percentage of patient referrals from a number of sources. CNCs estimated that 
the	majority	of	referrals	originated	from	medical	clinicians	(19%),	other	CNCs	(17%)	along	with	MDT	meetings	
(14%),	and	other	hospital	medical	staff	(12%).	Interestingly,	rural	CNCs	received	more	referrals	from	GPs	(7%)	
compared with none (0%) amongst metro CNCs.  
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Table 1: Number and complexity of new patient referrals to CNCs during the first six months of role 
commencement

CNCs	n=18 Metro
(n=11)

Rural
(n=6)

Total
(n=17)

Mann‑Whitney

z p

No. new patient referrals 89.6	(37.2) 86.5 (47.8) 88.5	(39.7) ‑0.201 0.841
No. patient interventions:
Level 1 111.0 (114.7) 139.2	(32.6) 120.9	(93.6) ‑1.508 0.131
Level 2 153.0	(112.9) 215.3 (142.1) 175.0 (123.4) ‑1.006 0.315
Level 3 87.6 (41.3) 111.3 (53.7) 96.0	(45.9) ‑1.359 0.174
Level 4 30.5 (30.0) 47.7	(19.7) 36.6 (27.5) ‑1.711 0.087
Level 5 8.5	(11.9) 14.2 (6.6) 10.5 (10.5) ‑1.715 0.086
Total number of interventions 388.7 (263.8) 527.7 (176.6) 437.8 (240.7) ‑1.608 0.108

[Level 1 = 5-10 mins provision of information; Level 2= 10-30 minutes signposting to other services; Level 3 = 30 mins – 1 hour 

new patient assessment of psychosocial and physical needs; Level 4 = 1-2 hours patient and family support; Level 5 = 2 hours 

or more complex ongoing intervention as per individual needs]

Table 2: Tasks performed frequently by CNCs

Task frequently performed by CNCs

No. respondents (n=17) % respondents 

5 top tasks performed daily by CNC
Phone / email correspondence with families 14 82.4
Manage clinical caseload activity 13 76.5
Provide patient / families with my contact details 12 70.6
Conduct psychosocial assessment of patients 10 58.8
5 top tasks completed weekly by CNC
Responsible for continuity of patient care 12 70.6
Care management plan which is patient focussed 11 64.7
Provide strategies for families to ask questions of health 
professionals

11 64.7

Review of assess a patient at health care team request 11 64.7
Advise or suggest other treatments to patients 11 64.7
5 top tasks performed monthly by CNCs
Communicate with palliative care services for transfer of patients 11 64.7
Communicate with pharmacists on behalf of patients 11 64.7
Encourage nursing staff to enhance ability to recognise changes in 
patients

11 64.7

Meet with key stakeholders to build / promote the CNC role 11 64.7
Write reports (activity, annual reports etc) 11 64.7
5 top tasks performed yearly by CNCs
Attend professional development 17 100.0
Attend regional meetings 15 88.2
Present at regional meetings 15 88.2
Communicate / arrange relevant staff regarding handover cover 15 88.2
Deliver community education talk 14 82.4
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Role related CNC activity 
CNCs reported eleven key role‑related activities. Namely, direct nursing care; clinical care management; 
patient education; care management plan; patient advocacy; multidisciplinary care; multidisciplinary team 
meetings; education services; strategic tasks; professional development; team communications. Tasks were 
analysed as either (i) daily (ii) weekly (iii) monthly or (iv) yearly and comparisons made between metro and 
rural	CNC	respondents.	Table	2	shows	top	five	tasks	per	daily	/	weekly	/	monthly	or	yearly	frequency.	The	
graph below shows an overall representation of the frequency of CNC activities. 

Figure 1: Frequency of Cancer Nurse Coordinator Activities 

Direct nursing care
In	terms	of	direct	nursing	care	a	majority	of	CNCs	conducted	daily	symptom	management	(59%),	psychosocial	
(53%), needs assessments (53%) and physical assessments (47%) of patients. In addition, twenty‑four percent 
of CNCs use an evidence based screening tool to conduct a physical assessment of patients while 18% used 
an evidence based screening tool when conducting psychosocial or symptom management assessments of 
patients.  In terms of differences between rural and metro CNCs, rural CNCs conducted some direct nursing 
care related tasks more frequently such as assessment of patients for mild behaviour changes at a daily 
frequency (50%) compared to weekly for metro CNCs (36%), and meeting with patients in their home at a 
yearly frequency (67%) compare to never for metro CNCs (82%) 

Clinical care management 
Daily clinical care management tasks included: discuss queries or health status changes with patient (53%) 
and family members (47%) and support them as they deal with changes. Tasks performed weekly most often 
included	the	identification/assessment	and	monitoring	and	follow‑up	patients	with	ongoing	complex	needs	
(53%). 

Fifty nine percent of CNCs conducted bereavement follow‑up with families. In terms of differences between 
metro and rural CNCs, rural CNCs conducted a number of clinical care management tasks more frequently 
than metro CNCs.  

Patient education in a clinical context 
All patient education in the clinical context tasks are performed by CNCs such as education of the patient 
(53%) and family (47%) about patient disease state and/or progression on at least a weekly basis. When 
compared to rural CNCs, metro CNCs more frequently conducted all patient education in the clinical context 
tasks, including education of the patient about patient disease state and/or progression, at a daily frequency 
(metro CNCs 73% and rural CNCs 83%). 
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Care management plan 
In terms of care management planning most CNCs communicated the patient’s care management plan 
daily with relevant health care professionals and educated patients about care management plans and its 
importance (35%). Metro CNCs more frequently conducted the care management plan tasks when compared 
with rural CNCs. Rural CNCs revised care management plans for patients more often at a weekly frequency 
(50%) than metro CNCs who performed this task at a monthly frequency (36%).

Patient advocacy in a clinical context 
A large proportion (41%) of CNCs interpreted communication to a patient, or family member, by medical 
staff from culturally and linguistically diverse backgrounds on a daily basis. In addition, the majority of CNCs 
provided patients and families with strategies to ask questions, or raised issues, during a consultation with 
a	health	care	professional	 (59%)	and	acted	as	 the	person	 responsible	 for	continuity	of	care	 for	patients	
(65%)	on	a	weekly	basis.	In	terms	of	rural	and	metro	differences,	although	fifty	five	percent	of	metro	CNC’s	
interpreted or elaborated upon communication to a patient, or family member, by medical staff from culturally 
and linguistically diverse backgrounds on a daily basis, 50% of rural CNC’s performed this task only yearly. 

Multidisciplinary clinical care and team meetings 
CNCs provide input to the patient care management team (47%) on a weekly basis. When compared to rural 
CNCs, metro CNCs more frequently consulted with appropriate discipline specialists about patient’s condition 
changes with metro CNCs conducting this task at a weekly frequency (64%) compared with rural CNCs who 
conducted this task at a monthly frequency (50%). 

Education services 
Forty one percent of CNCs acted as a resource to support nursing or other staff on a weekly basis. Most education 
services were provided by CNCs on a monthly basis. Education services included educating individuals/groups 
of nursing, or other staff through informal (41%) and formal education (47%), and encouraging nursing or 
other	staff	to	seek	specific	teaching	opportunities	with	the	CNCs	(65%).

Metro CNCs more frequently conducted a number of professional education services when compared with 
rural CNCs. However, rural CNCs more frequently acted as a resource and/or support nursing, or other staff 
at a weekly frequency (67%) compared with monthly by metro CNCs (46%) and supported nursing staff who 
care for patients with unique needs (e.g. religious or cultural, non‑compliance, stress/grief and loss reactions) 
at a weekly frequency (33%) compared with monthly by metro CNCs (36%). 

Strategic tasks 
Strategic	tasks	were	directed	towards	service	improvement	or	delivery	for	the	cancer	patient	population	and	
were less frequently conducted by CNCs compared with other tasks, with many tasks performed on a monthly 
or	yearly	basis.	Strategic	tasks	performed	by	CNCs	most	frequently	on	a	monthly	basis	included:	meeting	with	
key health providers/organisations to build and promote the CNC role (65%) and communicating or meet with 
various organisations in order to establish CNC service provision/referral process (47%) and communicating 
with	Clinical	Service	Directors/Department	Heads	to	discuss	issues	that	impact	on	patient	care	(47%).	

Professional development
Most	professional	development	tasks	were	completed	on	a	yearly	basis	although	a	majority	of	CNCs	(59%)	
maintained continuing education and engaging with the latest research related to patient care issues within 
their clinical stream. The majority of CNCs never prepared papers for publication in peer reviewed journals 
(58%) or sat on a panel discussion at a regional meeting, state, national or international conference/symposia 
(65%). When compared to rural CNCs, metro CNCs more frequently: prepared abstracts, papers, or posters 
for conference presentation at a yearly frequency (64%) compared with never by rural CNCs (83%). 
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Team communications
Seventy‑seven	percent	of	CNCs	documented	and	managed	clinical	caseload	activity	data	relevant	to	their	
role (such as number and level of interventions performed on patients) on a daily basis. When compared with 
rural CNCs, metro CNCs more frequently: communicated/visited with another CNC in order to learn about 
their role at a monthly frequency (46%) compared with yearly by rural CNCs (67%) and attended CNC team 
meetings at a weekly frequency (54%) compared with monthly by rural CNCs (100%). Whereas rural CNCs 
provided mentoring or orientation to other CNCs or other nurses at a weekly frequency (33%), compared with 
metro CNCs who conducted this task monthly (54%). 

Patient caseload
A majority of CNCs (71%) perceived that at least half of their patients had complex psychosocial care needs 
at	the	time	of	referral.	Complexity	was	defined	as	those	requiring	further	intervention	such	as		‘significant	
psychological	distress’,	‘significant	physical	impairment’	and	‘severe	physical	symptoms’	(Clinical	Oncological	
Society	of	Australia,	The	Cancer	Council	Australia,	and	National	Cancer	Control	Initiative,	2003)	all	of	which	
(combined	or	alone)	can	benefit	from	specialised	interventions	(e.g.	counselling,	psychotherapy,	physiotherapy,	
speech pathology, occupational therapy, fertility services). 

At time of referral, the majority of CNCs (71%) reported that approximately 50% of patients had complex 
psychosocial needs along with a moderate level of functional status which limited their ability to perform 
normal	activity	as	measured	by	the	Australia‑modified	Karnofsky	Performance	Scale	(Abernethy	et	al	2005).

DISCUSSION

Navigation	of	the	cancer	care	system	can	be	confusing	and	stressful	for	patients	and	their	families	(Greer	et	
al	2008;	Wells	et	al	2008;	Burgess	et	al	2005;	Jefford	and	Tattersall	2002)	given	the	plethora	of	treatments	
and services that a cancer patient interfaces with during their treatment phase. Data from this study show 
that CNCs role is key to improving patient experience through helping patients and family members manage 
the multiple and complex systems and processes involved in cancer service delivery, often over prolonged 
periods of time. The CNC study allowed the CNCs to identify through a systematic and focused process, factors 
that enable or hamper them in the implementation and delivery of what has been described by patients as 
a critically important coordinating function (Crane‑Okada 2013). Although the CNCs in this study did not 
overtly refer to the level of cancer expertise required to be effective in the role, nonetheless, the ‘silence’ of 
nursing’s	articulation	of	its	skill	has	been	powerfully	articulated	by	Buresh	and	Gordon	(2006).	Addressing	
the silence around the articulation of the CNC role and giving a nurses a voice to illustrate where the CNC role 
value adds to patient experience, may make a valuable impact on the way in which the role is understood, 
accepted and protected from health cost savings in the future.  

Survey	findings	demonstrated	that	CNCs	who	participated	in	this	study	expressed	diversity	within	their	roles	
such as: being an advocate, psychosocial support person and services liaison coordinator amongst other 
clinical	functions	of	the	role.	However,	most	importantly	the	findings	demonstrate	the	diverse	elements	of	
their role were drawn together as a package of care relevant to the needs and circumstances of each patient. 
Furthermore, the purpose and function of the CNC role is to be the single point of contact, the constant in a 
complex, frightening and unfamiliar context for patients, irrespective of their context or culture. For colleagues, 
their role and function is to be the point of contact for orientation and communication of the treatment 
trajectory for individuals within their case load.

The challenge now for CNCs is to undertake robust research that captures and makes visible the impact of 
this role on patient experience but critically on patient outcomes.
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LIMITATIONS

At the time of evaluation, the CNC service had been in progress for several months. While this limited the 
level of enquiry to a descriptive study, this study was able to evaluate the CNC role from the perspective of 
patients, carers, healthcare professionals and CNCs themselves. Publication of data from patients, carers 
and multidisciplinary health professionals is currently in train.

CONCLUSION

Cancer nurse coordinators are critically important roles in an ever increasingly complex cancer context given 
the need to provide consistent support to patients. As cancer therapies become ever more personalised, 
prolonging survival through increasing demand for prescription of life‑long therapies, support will become 
a fundamental element of quality cancer care. Health care providers who traverse care boundaries and 
communicate across multiple health care teams will be invaluable resources to patients and professionals in 
this era. The challenge for nursing is to deliver empirical data to demonstrate the patient and system outcome 
benefits	of	having	experienced	cancer	nurses	in	these	roles	and,	equally	 importantly,	when	care	pathway	
coordination can be achieved for patients through other members of the health care team. In reality, this will 
differ from context to context and the challenge for health services considering implementing care coordination 
roles is to understand the needs of their community in order to ensure that the skills and expertise of CNC 
resources are appropriately placed to deliver optimal experience and outcomes for people affected by cancer.

RECOMMENDATIONS

Further research is required to truly articulate the contribution of cancer nurse coordination. The art of cancer 
nursing developed over years of clinical experience combined with the science of contemporary nursing care 
and	health	system	knowledge	needs	to	be	explored	to	demonstrate	the	benefits	to	patients	with	complex	
needs,	their	families	and	the	health	system	as	a	whole;	from	an	optimal	health	care	and	financial	outcome.	
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ABSTRACT 

Objective
The purpose of this paper is to discuss the key elements to consider when developing and implementing strategies 
to	enhance	the	transition	of	overseas	qualified	nurses	and	midwives	(OQNMs)	into	the	Australian	healthcare	clinical	
practice environment. 

Setting
A local health district with a major metropolitan centre and a mix of large regional centres which provide a range of 
public	health	services,	to	a	population	of	approximately	850,000	people	located	in	New	South	Wales,	Australia.

Subjects
Newly	recruited	overseas	qualified	nurses	and	midwives.	Many	of	these	nurses	and	midwives	are	from	culturally	and	
linguistically diverse backgrounds and different countries.

Primary argument
Within	the	Australian	nursing	and	midwifery	practice	environment	the	recruitment	of	overseas	qualified	nurses	has	
gradually increased. While transitioning into the practice environment requires a range of support strategies, there 
is limited information on how to support them. 

Conclusion 
The culturally constructed support program and its strategies assisted in minimising the impact of the challenges 
and	difficulties	faced	by	OQNMs	in	their	transition	into	the	Australian	nursing	workforce.	The	program	was	
instrumental in improving their well‑being and it provided a strategic framework to facilitate a smoother transition. 
Risks to patient safety were mitigated by providing opportunities for education so the provision of safe quality 
care was enhanced. This was also seen as a factor that enhanced the recruitment and retention of nurses in the 
workforce. 
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INTRODUCTION

The	international	recruitment	of	nurses	into	Australia	has	for	some	time	been	used	as	a	strategy	to	fill	gaps	
between supply and demand in the nursing workforce (Negin et al 2013; Health Workforce Australia 2012). 
According	to	an	analysis	of	census	data	for	overseas	born	health	care	workers,	66.8%	of	the	239,924	Australian	
midwives and nurses were born in Australia, with the next largest groups being born in the United Kingdom 
and	 Ireland	and	 in	Southeast	Asia	 (Negin	et	al	2013).	The	census	data	also	 revealed	a	 trend	change	 in	
workforce	diversity	as	indicated	by	an	increase	of	250%,	or	5,956	of	nurses	and	midwives	born	in	South	Asia.	
In particular, there has been an increase in the number of nurses and midwives from India, Nepal, Indonesia 
and	the	Philippines	from	2006	to	2011.	Migration	of	OQNMs	into	Australia	is	expected	to	continue	as	the	
shortage of nurses in Australian nursing and midwifery practice increases (Health Workforce Australia 2012). 

Nurse	and	midwife	migration	provides	an	adequate	supply	of	qualified	practitioners	into	the	health	workforce	
in response to the demand for staff. The needs of the culturally and linguistically diverse Australian population 
are	better	able	to	be	met	by	the	introduction	of	OQNMs	who	provide	culturally	competent	care	by	using	their	own	
cultural	knowledge	and	language	skills,	which		can	influence	direct	patient	care	and	up	skill	other	nurses	(Jeon	
and Chenoweth 2007; Omeri and Atkins 2002). However, nurse migration also brings a number of concerns. 

Firstly, there has been growing international ethical concern about the recruitment of nurses from their country 
of origin, especially from developing countries already experiencing a shortage of skilled nurses (International 
Centre	on	Nurses	Migration	2007;	Sparacio	2005).	This	is	often	referred	to	as	‘brain	and	skills	drain’	(Kingma	
2009;	Sparacio	2005).	These	concerns	have	led	to	investigations	about	migration	flows,	factors	for	migration	
and development of strategies for appropriate recruitment, as well as development of a variety of policies 
and guidelines (Dywili et al 2013; Kingma 2006; Zurn et al 2005).  

The	second	concern	relates	to	issues	of	safety	and	the	quality	of	care	provided	by	OQNMs	in	Australia.	The	
Australian Health Professional Regulation Agency (AHPRA) reviews and assesses applications to gain registration 
in	Australia	on	behalf	of	the	Nursing	and	Midwifery	Board	of	Australia	(AHPRA	2016).	The	Australian	Nursing	
and Midwifery Accreditation Council assesses the skills of nurses and midwives who want to migrate to 
Australia	under	the	Australian	Government’s	General	Skilled	Migration	program	(ANMAC	2016).	This	process	
is	comparable	to	other	countries	such	as	United	States	of	America	(USA),	Canada,	New	Zealand	(NZ),	and	the	
United	Kingdom	(UK)	(Xiao	et	al	2014).	Generally,	OQNMs	need	to	meet	five	registration	standards;	Identity	
assessment,	fit	 to	practice,	English	requirement,	competency–based	nursing	assessment	and	recency	of	
practice.

Further, a number of studies call for researchers, policy makers, industry and academic leaders to investigate 
the	 impacts	 of	 globalisation	 on	 the	nursing	 and	health	workforce	 (Jones	and	Sherwood	2014;	Ohr	 et	 al	
2011).	They	include	transition	of	OQNMs	into	nursing	practice	and	the	safety	and	experiences	of	OQNMs	
in that nursing environment. The literature discussed both the contributions, its diversity and the concerns 
surrounding the migration of nurses and midwives, as well as the complexities involved (Newton et al 2012; 
O’Brien	and	Ackroyd	2012;	Zhou	et	al	2011;	Humphries	et	al	2008;	Alexis	et	al	2007;	Xu	2007).

Transition	into	both	a	new	society	and	nursing	practice	arena	is	challenging	for	OQNMs	and	their	families,	as	
well as the organisations recruiting them. These challenges are closely linked to differences such as culture, 
language and clinical practice methods. For example, the differences between their country of origin and 
the host society’s cultural norms and ways of carrying out nursing practice can impact on their transition 
(Ohr	et	al	2014;	Deegan	and	Simkin	2010;	Takeno	2010;	Konno	2006).	Further,	even	though	cultural	norms	
and practice can be similar there is still an impact on their transition, as it is in a different cultural context 
(Brunero	et	al	2008).	Lessoning	the	impact	of	change	is	required	for	a	smooth	transition,	and	the	need	for	
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cultural and professional support at a workplace level, is critical to increasing the individuals’ capability to 
adjust to, and provide quality nursing care in the Australian clinical practice environment. 

The	existing	literature	emphasises	the	need	for	support	strategies	for	the	OQNMs	entering	a	new	nursing	
practice	environment	(Ohr	et	al	2014;NSWNMA	2012;	Deegan	and	Simkin	2010;	Zizzo	and	Xu	2009;	Garling	
2008;	Sherman	and	Eggenberger	2008).	The	key	support	strategies	identified	by	the	authors	are	education	
programs which include an orientation program, a mentoring program, a logistics support and acculturation 
program,	including	language	and	communication	training	(Ohr	et	al	2014;	Timilsina	Bhandari	et	al	2014;	Allan	
2010;	Boylston	and	Burnett	2010;	Robinson	2009;	Zizzo	and	Xu	2009;	Sherman	and	Eggenberger	2008;	
Davis	2003;	Ryan	2003).	Some	of	 the	authors	also	 indicate	that	 the	managers	and	 local	nurses	require	
support strategies, such as how to deal with cultural challenges and supportive leadership within the diverse 
workforce	(Ohr	et	al	2014;	Pacquiao	2008;	Sherman	and	Eggenberger	2008).	However,	a	systematic	review	
on	the	post	hire	transitional	program	for	OQNMs	indicated	there	was	lack	of	evidence	of	the	efficacy	of	the	
support	strategies	(Zizzo	and	Xu	2009).	Contrary	to	the	previous	finding	about	the	uncertainty	of	support	
strategies an international study tour report indicated that those support strategies were effective for the 
OQNMs’	successful	transition	into	the	workplaces	(Ohr	et	al	2014;	Pacquiao	2008).	Given	the	difference	in	
opinions	regarding	what	is	required	for	OQNMs,	there	is	scope	to	gain	further	insight	into	the	effectiveness	
and use of support strategies. 

This paper presents a discussion of the development and implementation of support strategies using an 
exemplar of a support program at an Australian Health organisation. 

SUPPORT PROGRAM – AT A GLANCE

The	exemplar	is	from	a	Local	Health	District	located	in	New	South	Wales,	Australia,	(hereafter	District)	with	a	
major metropolitan centre and a mix of several large regional centres which provide a range of public health 
services to a population of approximately 850,000 people. The District employs 15,500 staff including 8,300 
fulltime	equivalent	nurses	and	midwives.	With	increased	recruitment	of	OQNMs	into	the	District,	the	Nursing	
and	Midwifery	Services	(N&MS)	identified	that	a	support	program	was	crucial	in	supporting	a	large	cohort	of	
OQNMs	who	were	recruited	during	2011‑2012.	Most	of	the	recruits	came	from	culturally	and	linguistically	
diverse backgrounds and were from more than 25 different countries. Although there was an increased number 
of	OQNMs	at	the	District	during	past	decades,	previous	support	was	undertaken	in	an	ad	hoc	manner,	and	
was	usually	reactive,	problem	focused	as	opposed	to	being	proactive	and	finding	“solutions”	to	the	challenges.	
Support	provided	lacked	cultural	sensitivity	and	coordination.	In	2010	with	active	recruitment	of	OQNMs	to	
the	District,	an	Overseas	Staff	Support	Program	(OSSP)	with	different	support	strategies	was	developed	and	
piloted. It was made available across the entire District in 2011 (see table 1). 

In 2013, with an approval from the District’s Research Ethics Committee for this quality assurance project, a 
cross‑sectional study using a survey was conducted to evaluate the effectiveness of the support strategies. 
A	 total	 of	 65	OQNs	 completed	 the	 survey.	Ninety	 one	 per	 cent	 of	 the	 respondents	were	 employed	 as	 a	
registered nurse or a registered midwife at 16 different facilities. At the time of survey, 82% of them were 
aged	between	20	and	39	years,	and	82%	of	were	female.	The	countries	where	their	first	nursing	qualifications	
were	achieved	were	India	(62%),	UK	(8%),	and	10	other	countries.	The	majority	of	respondents	(69%)	have	
had at least two years of experience prior to their arrival in Australia, and 65% of them had been in Australia 
for less than 24 months.
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Table 1: Description of Overseas Staff Support Program

The	Overseas	Staff	Support	Program	aims	to	improve	the	experience	of	the	overseas	qualified	staff,	and	to	provide	
advice and guidance to the managers and staff to support the overseas staff during their transition into the 
workplaces. The following support are available to new overseas recruits:
Prior to arrival: 
• Assist visa applications
• Provide an Arrival Manual and information on the place they are going to work 
• Connect	with	support	people	(the	coordinator	of	the	OSSP	and	a	support	person	recruited	through	an	Adopt‑	A‑	

Nurse program)
• Provide	Overseas	Staff	Orientation	Manual	to	acclimatise	with	the	Australian	nursing	practice
On arrival and on commencement of their work:
• Meet	with	the	Nursing	and	Midwifery	Services	and/or	volunteers	to	support	transition	into	the	society		
• Provide a two days corporate orientation program for new staff
• Provide	a	day	facility	specific	induction	program	to	the	workplace	
• Support	by	a	Clinical	Nursing/	Midwife	Educator	(CNME)	and	a	preceptor	or	a	mentor		
• Provide	additional	three	days	of	specific	education	on	working	in	the	Australian	Health	Care	system,	including	

education about working within a different culture, medications and documentation.
• Provide	a	period	of	one	to	five	days	supernumerary	days
During their work at the District
• Conduct performance review by the manager or CNME to discuss their transitional needs at work  
• Support	from	the	coordinator	of	OSSP	
• Provide	cultural	competency	training	called	“Working	within	a	diverse	workforce”		is	being	made	accessible	to	OQNs	

and District staff
• Provide a fact sheet on immigration procedure  and workshops  
• Provide	managers	with	a	Guidance	for	Overseas	Qualified	Nurse	and	Midwife	Recruitment:	Manager’s	manual
• Annual overseas staff professional development day
OSSP	coordinator	was	available	as	a	support	person	through	their	transition	period

The	findings	of	 the	study	 indicated	that	more	than	90%	of	 the	respondents	found	the	support	strategies	
useful for their transition. Table 2 indicates the most useful strategies were personal support and a welcoming 
atmosphere	on	arrival,	and	an	orientation	specifically	designed	for	OQNMs	to	acclimatise	into	the	Australian	
culture and nursing workforce.   

Table 2: Program usefulness 
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Excerpts of qualitative data indicate satisfaction for the support they received on commencement of work. 
Comments revealed a sense of appreciation for the support received prior to and upon arrival in Australia.

“…Gave me very good support in all aspects of settling in from the day of arrival and continued it for few 
weeks. Excellent job” OQNM 1 

“It is a great pleasure to know that somebody is there to look after you if you have no family and friends 
around you” OQNM 2

“I felt I was really supported well when I started my job in the medical unit by co-workers and my nursing 
unit manager. I am really grateful.” OQNN 3

“All the support which I received was excellent. I had an excellent support from nurse manager, overseas 
staff support program to settle as a family and to settle in to the job. It will be very helpful if you continue 
that.” OQNM 4

Other respondents expressed the need to be informed of all available support strategies and a need to have 
further	support.	In	fact,	66%	of	them	were	aware	of	the	Overseas	Staff	Support	Program.	

“I would have liked someone special to turn to regarding questions or assistance.” OQNM 5 

“Some simple things like library cards and where to move and where not to live (safe and unsafe areas) 
would have been helpful.” OQNM 6

“Could have done with more supernumerary days?” OQNM 7

Further, anecdotal evidence collected suggested that Nurse Managers and Clinical Nurse Educators believed the 
support	strategies	were	useful.	Currently,	all	of	OQNMs	who	were	supported	by	the	program	remain	employed	
in	the	District,	and	there	have	been	a	decreased	number	of	referrals	to	the	OSSP	program	manager	to	address	
issues	of	concern	once	work	had	commenced.	In	addition,	ninety	two	per	cent	(92%)	of	respondents	stated	
they	would	recommend,	or	have	recommended	the	District	as	a	potential	employer	(figure	1).

Figure 1: Respondents’ recommendation of the District as a potential employer 

No

59%

92%

8% Yes
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DISCUSSION  

In an attempt to change the cultural landscape across the organisation the principles of change management 
were used to provide a systematic, holistic framework that guided the development and implementation of the 
program (Neilson et al 2004). The change process was also embodied in open but targeted communication 
with frontline staff and managers. From an organisational perspective there was greater engagement and a 
progressive commitment to the program, which allowed the recruits and existing staff to be empowered to 
manage	personal	and	professional	changes.	Seven	key	themes	were	identified	as	crucial	to	the	success	of	
the support strategies used across the District.

1. Leadership
Strategic	leadership	was	identified	as	important	in	providing	a	vision	for	change	and	was	the	impetus	for	
linking the program objectives to the District’s strategic priorities. For example, the program aimed to be a 
mechanism to create better alignment to the priority area of “our staff and workplace culture (supporting 
and encouraging our staff)” (Hunter New England Local Health District 2013) and redress the imbalance. 

Presentation of the program to, and endorsement by all nursing and midwifery managers at the District 
Nursing	 and	 Midwifery	 Senior	 Managers	 Forum	 enabled	 commitment	 to	 the	 change	 process	 to	 grow.	
With this commitment a Nurse Manager position was recruited to lead and oversee the development and 
implementation of a support program. Involving managers in the planning, implementation and evaluation 
phases developed a united sense of ownership and commitment to the program and its support strategies, 
at both the strategic and operational levels. Further on in its development the program became known as 
the	Overseas	Staff	Support	Program,	and	it	was	evident	that	the	strong	and	united	leadership	of	nursing	and	
midwifery managers was a major factor in the success of the program.  

2. Consultation 
An extensive consultative process occurred in the planning and implementation phases (see table 3). Key 
stakeholders	included	Nursing	and	Midwifery	Services,	Human	Resources,	clinical	staff,	OQNMs,	volunteers,	
and community cultural groups. The consultative team approach increased cohesion and synergy between 
key groups and assisted in the development of the program and its support strategies. This process involved 
several steps in identifying staff needs and in developing a model of support which was based on best 
practice principles, so that all members of the consultation group were included in various stages. This was 
instrumental in ensuring participants clearly understood what was expected as they communicated openly 
with each other.

Table 3: Measures taken to inform program development

An extensive review of literature
A review of support programs in other health services across Australia 
Consultation	with	OQNMs	already	employed	in	the	District	and	other	District	stakeholders		
Survey	of	OQNMs	to	identify	needs	and	a	survey	of	nurse	managers	and	clinical	nurse	educators		
A	study	tour	of	the	UK	and	USA	by	the	nurse	manager	of	the	overseas	staff	support	program	
Review	of	evaluation	feedback	from	the	overseas	staff	professional	day	where	50	OQNMs	and	international	allied	
health professionals participated  
Ongoing case reviews within the Local Health District
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3. Embedding the support strategies as normal practice
Embedding the practice of providing support into routine practice became essential. For example, including 
information	about	support	strategies	in	the	District’s	generic	online	education	program	called	“Recruit,	Select	
and Orientate new Employees,” enhanced the dissemination of information to all staff which increased their 
awareness	on	how	to	support	new	OQNMs.	Another	example	was	to	better	 inform	managers	 through	the	
development and circulation of a factsheet stating the steps involved in processing visa nominations and visa 
applications. This normalisation of providing support empowered the direct line managers, human resource 
personnel,	 as	well	 as	 the	OQNMs	 themselves	 to	 change	 the	 cultural	 landscape	and	embed	 the	 support	
strategies. In addition, the development of a standardised process and the associated policy compliance 
procedure	about	the	recognition	of	prior	experience	for	OQNMs	was	a	positive	outcome	that	emulated	out	
of embedding the strategies.  

4. Tailored support strategies
Different	support	strategies	were	used	to	meet	the	specific	needs	of	the	OQNMs,	such	as	providing	resources	
to assist clinical transition and community settlement. It was initially evident that basic needs such as 
accommodation, schools for children, community adjustment, and religious needs were as important as 
being able to meet the required Australian nursing competencies. Resources were developed and strategies 
aimed at providing support and delivery information about: 1) clinical transition into the Australian workforce; 
2) settlement into the community; and 3) personal support was provided. Additional strategies included the 
provision	of	 the	Overseas	Qualified	Nurses	and	Midwives	Orientation	Program	in	both	a	 face	to	 face	and	
online	modality,	and	a	hard	copy	of	the	Orientation	Manual	was	specifically	designed	for	OQNMs.	Orientation	
included education about working in the Australian health care system, working within a different culture, and 
clinical	information	relating	to	specific	policies	and	procedures	about	medications,	their	safe	administration	
and clinical practice. The online orientation/education program was effective in supporting the dissemination 
of	important	information	to	OQNMs	across	a	large	diverse	geographical	area.	An	identified	need	for	current	
clinical	information	was	met	by	providing	subject	content	on	a	USB	stick	or	through	emails.	This	information	
included the District’s policies and procedures related to medications such as Nurse Initiated Medications, 
management	of	S8	and	S4	drugs,	information	about	insulin,	warfarin,	and	high	risk	medications.	It	also	included	
information about the minimum standards of patient care, rights and responsibilities, and professional nursing 
portfolio	management.	Beside	these	support	strategies	for	clinical	transition,	the	OQNMs	were	encouraged	
to	access	many	resources	from	the	NSW	Ministry	of	Health	online	service	and	the	DVDs	such	as	“Nursing	
and Midwifery: No two days are the same” and “Ways of Working in Nursing” proved useful in increasing their 
understanding of Australian nursing practice.   

To support them with community settlement, a number of resources were provided. For example, an Arrival 
Manual was given to them prior to their arrival in Australia. This gave access to basic information and an 
overview of the District to assist with work readiness, salary packaging for relocation expenses and settlement 
issues such as information about school choices, transport, and accommodation. Another example was the 
provision of a community information booklet that included information about the places they would live 
or work in. For immigration issues, Nursing and Midwifery services in conjunction with the Department of 
Immigration	and	Border	Protection	provided	an	information	sheet	and	seminars	on	immigration	matters.

Personal support on an individual basis was pivotal to their transition. A buddy program called, the Adopt‑A‑
Nurse Program was introduced to provide each new recruit with a contact person who gave them individualised 
support. Those that gave the support were volunteers, and they were recruited by placing an advertisement 
within	the	District	for	all	staff	to	see.	The	roles	and	boundaries	of	both	the	OQNMs	and	the	support	persons	
were	clearly	defined	and	managed	by	the	overseas	staff	support	program	coordinator.	The	volunteer	met	and	
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welcomed	the	family	group	into	the	community,	and	assisted	them	to	find	appropriate	places	for	shopping	
and	accommodation	if	required.	Social	networking	occurred	through	invitations	being	extended	to	BBQs	or	
afternoon	tea.	Some	of	the	volunteers	and	the	OQNMs	developed	long	term	friendships.	

5. Support for the existing staff 
To	support	cohesive	team	work	and	to	increase	staff	capacity	to	work	with	OQNMs	at	the	operational	level	
resources about working with people from different cultures and education was made available to existing 
staff	(both	clinical	and	management).	As	line	managers	needed	to	work	with	the	OQNMs	from	recruitment	to	
work	placement,	a	Manager’s	Guideline	document	was	developed	that	included	information	about	immigration	
matters, communication strategies, nursing competencies and other useful ways to provide support. Through 
the involvement of managers, co‑workers and volunteers a supportive working environment developed. 

6. Timely access to support
Depending on the needs of the individuals timely access to support was essential. For example, before arrival 
in Australia the overseas recruits were given access to the resource materials and if requested a volunteer 
was provided to support them during their preparation for relocation. Upon arrival they were provided with 
an orientation program and other support strategies. They were also provided with various seminars and 
professional	development	programs	such	as	the	“Overseas	Staff	Professional	Day”.	This	provided	an	opportunity	
for them to meet and share their experiences so they could create an internal support network which was 
aimed at improving their capacity to transit into the workforce.  

7. Program leader 
A designated person was appointed to lead the program and this was pivotal in ensuring that the program was 
well	coordinated	and	each	aspect	was	evaluated.	The	program	leader	was	situated	at	the	N&MS	so	support	
and guidance was available to the program manager particularly during the development, implementation 
and evaluation of the support strategies. The role was also instrumental in providing support to the managers 
and	it	was	located	in	the	N&MS	as	one	of	the	primary	functions	of	that	team	was	to	support	managers	to	
recruit and retain skilled staff. 

CONCLUSION 

The	findings	of	the	evaluation	affirmed	that	the	culturally	constructed	support	program	and	its	strategies	
assisted	in	minimising	the	impact	of	the	challenges	and	difficulties	faced	by	OQNMs	in	their	transition	into	
the Australian nursing workforce. The program established a strategic framework to facilitate a smoother 
transition	and	at	the	same	time	proved	to	be	instrumental	in	improving	the	well‑being	of	individual	OQNMs.	
It	also	assisted	with	mitigating	risks	to	patient	safety	by	providing	educational	opportunities	for	OSNMs	to	
enhance their capacity to provide safe quality care. All of these outcomes have enhanced the recruitment 
and retention of nurses into the District’s workforce. 

RECOMMENDATIONS 

The	support	for	the	transition	of	overseas	qualified	staff	into	the	Australian	health	care	system	continues	to	
change, but it remains important to maintain support mechanisms and strategies to build the capacity and 
capability	of	the	health	workforce	(Health	Workforce	Australia,	2012;	NSW	Health	2012)	so	they	can	provide	
safe quality patient care. With the health landscape constantly changing and the prediction of continued 
recruitment	of	OQNMs,	 supporting	 their	 transition	 into	 the	workforce	and	 into	 the	Australian	 community	
will better equip the Australian health workforce to prepare for future challenges. It is envisaged that the 
lessons learnt by the District through the implementation of this program may provide insights to other 
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health	organisations	that	are	likely	to	recruit	OQNMs	irrespective	of	location	and	discipline.	Finally,	further 
investigation	of	the	relationship	between	support	programs	and	the	retention	of	OQNMs	through	a	longitudinal	
study may be considered as an area for further exploration.
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Being a fellow patient to a critically ill patient leads 
to feelings of anxiety – an interview study
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ABSTRACT

Objectives
To explore in‑patients’ experiences being a fellow patient to patients who become critically ill.

Design
The study was designed as a qualitative phenomenological study.

Setting
The study was conducted in a surgical ward of a hospital in Denmark. 

Subjects
Fifteen fellow patients to patients, who became critically ill.

Results
Three key themes emerged from the analysis of the data: patients’ interaction, anxiety, and professional support. 
These	findings	demonstrated	the	importance	of	understanding	how	patients	experienced	being	a	fellow	patient	
to patients, who become critically ill, their views on interacting with such a patient, how the patients who become 
critically	ill	influenced	them,	and	what	kind	of	support	they	needed	from	the	health	professionals.	

Conclusion
The	findings	highlighted	the	different	emotions	and	feelings	experienced	by	fellow	patients.	It	showed	how	
the impact of the situation can lead to anxiety, a feeling of being forced into patient inter‑action and the lack 
of professional support. Health professionals should have a central role in supporting the fellow patients and 
communicating	with	them	about	their	experiences	and	this	does	not	seem	to	be	fulfilled	sufficiently	in	daily	clinical	
practice.
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INTRODUCTION

During	 the	 last	decade	hospital	 interactions	have	been	studied	 in	 various	settings	 (Birklund	and	Larsen	
2013). Often the interaction has been between different support groups, patient schools, special surgical 
techniques	or	a	specific	 illness	 (Birklund	and	Larsen	2013).	Most	studies	 investigated	 the	patient/nurse	
interaction	or	the	doctor/patient	relationship	(Birklund	and	Larsen	2013;	Larsen	et	al	2013).	The	perspective	
has changed during the last years from a focus on the health professionals to a focus on the patients’ view 
(Larsen	et	al	2013).	Still	 today,	 little	 research	has	 focused	on	 the	patient‑to‑patient	 interaction.	A	 recent	
study	on	the	relationship	between	fellow	patients	stated,	that	90%	of	patient	interaction	in	the	ward	was	
with fellow patients and only 10% was with health professionals (Larsen et al 2013) .The study found, that 
interactions between patients were ambiguous, meaning the negative experiences were interconnected to the 
positive experiences, and the interaction was linked to the strength of the fellow patient (Larsen et al 2013). 
These numbers underline that more studies are needed to be able to understand the relationship between 
patients. A study on roommates’ stress stated, that being with similar fellow patients reduced anxiety (Kulik 
et	al	1993).	Thus	patients	who	were	preoperatively	assigned	with	a	postoperative	patient	experienced	less	
anxiety before an operation. The argument was the fellow patient could see that the other patients had a 
positive	recovery	(Kulik	et	al	1993).	

The patients’ perspectives of quality of care often differed from, how the hospitals structured their resources 
(Brooks	1999).	Patients	often	had	a	more	 individual	human	perspective	on	quality	of	care	and	often	the	
impression was that the quality of care was linked to personal and individual care (Armstrong et al 2003; 
Brooks	1999).	Critically	ill	patients	had	an	impact	on	the	general	ward	staffing	resources,	and	often	the	less	
dependent patients were affected. The critically ill patient demanded constant professional attention, which 
challenged the ward resources. The less dependent patient had to put their needs for care on hold, until the 
critically	ill	patient	regained	stability	(Armstrong	et	al	2003;	Steiner	et	al	2001).	

Historically, hospitals were designed to focus on resources which lead to patients having to share rooms 
regardless of how sick they may be; a situation that could result in stress and insecurity for the fellow patients 
(Kulik	et	al	1993).	Therefore,	this	study	wanted	to	explore	not	only	the	patients’	preferences,	but	focus	on	
the	feelings	and	the	perspectives	of	fellow	patients	to	patients,	who	become	acutely	ill	(Rukstele	and	Gagnon	
2013). The aim of this study was to investigate in‑patients’ experiences of being a fellow patient to patients, 
who become critically ill.

METHODOLOGY

Design
The approach in this study was to understand how in‑patients’ meanings and emotions were created 
through their experiences as fellow patients. The design was a qualitative study using individual interviews 
with a phenomenological approach to reach a deeper understanding of the fellow patients’ experiences. 
When doing phenomenological research it obliges the researcher to hold back pre‑understandings and 
assumptions to let new approaches and meanings emerge. To do so, two of the authors strove to set aside 
their	pre‑understandings	of	the	phenomenon	by	letting	the	second	author	interview	the	first	author	about	prior	
knowledge	of	the	phenomenon.	By	doing	so	they	were	able	to	let	new	and	deeper	understandings	become	
apparent	(Finlay	2009	;	Fontanna	1994).

Participants
Patients were recruited from a Danish university hospital. Patients had to be gastroenterological surgical in‑
patients, be mentally and physically able to take part in an interview session and be willing to give informed 
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consent. The nurse‑patient ratio for this gastroenterological ward was one nurse to four patients. The 
participants had to meet the criteria of being a fellow patient to a surgical in‑patient, whose physical status 
deteriorated severely within the previous 24 hours with either a transfer to ICU or who was not expected to 
survive and therefore was transferred to a single‑bed patient room. Patients that met these criteria were 
invited to participate in a semi‑structured individual interview. 

Data collection
Individual semi‑structured interviews were used to explore their experiences, feelings and meanings by being 
a fellow patient to an acutely ill patient. The semi‑structured interview guide was prepared and tested in a 
pilot	test	involving	three	participants.	This	was	to	confirm	its	suitability	to	the	subsequent	interviews	(Shenton	
2004). The semi‑structured interview guide was developed through these three interviews. All interviews were 
performed while the fellow patients were still hospitalised. All interviews were recorded and transcribed into full 
text. Data saturation was reached when no new approaches or new meanings came up during the interviews.

Ethical considerations
The study was reported to the Danish Data Protection Agency and was, according to Danish law, exempt 
from	ethical	approval	from	The	Ethical	Committee	of	The	Capital	Region	of	Denmark	(H‑2‑2013‑FSP56).	The	
fellow	patients	were	informed	they	could	withdraw	from	the	study	at	any	time	and	it	would	not	influence	their	
treatment	or	care.	Before	each	interview	the	participants	were	reassured	of	the	confidentiality	of	the	interview	
data, both orally and in writing, and all gave both written and oral consent to participation.

Data analysis
The interviews were transcribed into full text and a qualitative content analysis was used for analysing the 
data	(Graneheim	and	Lundman	2004)	(table	1),	which	involves	the	following	steps:	dividing	the	data	into	
condensed meaning units, codes and then into themes. The two researchers performed the analysis in 
parallel processes; disagreement was discussed and resolved within the research group. The analysis of the 
interviews	was	an	ongoing	process	within	the	first	and	second	author.	The	analysis	began	with	repeated	and	
thorough readings of all text, to understand each part of the data as a whole and in its parts. When a theme 
emerged, the analysis focused on rereading the text to focus on the meaning units. These meaning units 
were	clustered	into	patterns	of	understanding	the	phenomenon	(Armstrong	et	al	2003;	Steiner	et	al	2001).	

Interview data Meaning unit/
condensed meaning 
unit

Code Sub-Theme Theme

Interviewer: 
How could the health 
professionals have helped 
you in this situation

Fellow patient:
Yes‑they didn´t move the 
critical ill patient and I 
don’t	know	why.	But	maybe	
because they were low on 
staff members or because 
they were very busy. 
Because	it	all	happened	
so fast… 

They were low on staff 
members or because 
they were very busy. It 
happened so fast 

Low staff, busy, 
happened so fast

Understanding/
acceptance

Lack of support

Table 1: Illustration/sample of the analytical process
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RESULTS

Twenty six patients were screened and of these three were excluded due to mental illness, four due to linguistic 
difficulties,	and	four	did	not	wish	to	participate.	Thus,	fifteen	patients	were	interviewed.	The	median	age	of	
the	fellow	patients	was	70.5	years	ranging	from	57	to	88	years,	ten	were	male	and	five	were	female	(table	
2). All the participants were Danes. The interviews lasted up to 20 minutes. Three key themes emerged from 
the interviews: patients’ interaction, anxiety and professional support. Table 3 shows statements taken from 
the interview data that were representative for the emerging themes. 

Informers Sex Age, 
years

Diagnose Type of operation ASA 
score

1 Female 78 Ileus Explorative laparotomy 2
2 Female 78 Colon cancer Hemicolectomy 2
3 Female 71 Lung cancer Gastroscopy 2
4 Female 88 Diverticulosis Colonoscopy 2
5 Female 78 Constipation − 3
6 Male 81 Colon cancer Colostomy 3
7 Male 66 Cholecystitis − 2
8 Male 60 Pancreatic cancer − 3
9 Male 57 Parastomal hernia Laparoscopic herniotomy 2
10 Male 65 Cholecystitis Laparoscopic cholecystectomy 3
11 Male 77 Peptic ulcer Gastroscopy 3
12 Male 72 Hepatocellular carcinoma − 3
13 Male 63 Pancreatic cancer Gastroscopy 3
14 Male 67 Rectal cancer − 3
15 Male 57 Strangulated	inguinal	hernia Explorative laparotomy 1

Patients’ interaction
Fellow patients described the emotional involvement they had in the critically ill patient. It was particularly 
difficult	to	handle	the	feelings	of	inability	to	help,	and	was	often	combined	with	a	strong	feeling	of	sympathy	
and wanting to care for the patient. The fellow patients felt a need and a responsibility to act as a substitute 
caregiver. However, they knew they could not offer much help, in spite of a strong desire to do so. A paradoxical 
feeling arose, as fellow patients felt they were forced into the interaction and at the same time were unable 
to leave the room and the situation.

Anxiety
Often	fellow	patients	felt	pacified	in	the	interaction	with	the	critically	ill	patient,	they	felt	torn	between	a	need	
to stay and a wish to leave the situation. The situation seemed forced on the fellow‑patients and left them 
with an existential awareness of their own illness. These experiences were stressful and unpleasant for the 
fellow	patients	and	left	them	with	a	feeling	of	anxiety.	The	anxiety	was	connected	to	their	illness	being	reflected	
in the critically ill patients’ severe and acute deterioration. The fellow patients often felt responsible for the 
critically ill patient. Many of the interviewed fellow patients felt a loss of control over the situation and they 
could	not	predict	what	was	going	to	happen.	Their	loss	of	control	in	the	situation	often	led	to	feeling	paralyzed	
and unable to think rationally. A way to cope with the situation could be to ignore the severity of the critically 
ill patient or try to be in control of the situation by constantly trying to hold on to facts or seeking information. 

Table 2: Baseline characteristic of the interviewed fellow patients
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Many experienced trouble sleeping and were more sensitive to noise, voices and technical equipment. 

Professional support
A key issue for the fellow patients was the lack of information from the health professionals. They felt 
unsupported and left on their own. The situation with the critically ill patient left them with a need to talk 
about what had happened, they had many thoughts and their emotions were a balance between hope and 
despair. The experience left them with a feeling of anxiety over their own illness, and they described a wish 
to talk to the health professionals as an opportunity to manage their own feelings. Often the fellow patients 
were not asked to leave the room or there was not enough shielding from the critically ill patient and the fellow 
patient felt they were as much present in the situation as the critically ill patient and the health professionals 
were not helping the fellow patient out of the room or put shielding up.

Themes Fellow patients’ narratives across the interviews

Patient interaction • I wanted to ask, if there was anything I could do for him, but I was very tired myself, 
and I didn´t feel it was my help he needed, what could I do, get him a glass of water! 
So	I	didn´t	do	anything.

• Suddenly	his	breathing	changed,	it	was	different,	I	thought	about	calling	for	help,	but	
fortunately there were two health professionals outside the room, and they came and 
helped.

• I haven’t slept all night‑ Wanted to help, asked if there was anything I could do, if I 
could help out, I would have, we must help each other, but I couldn’t. 

• I was sorry that they put the shielding up, actually, because then I couldn´t keep an 
eye on her. 

Anxiety • No one dreamt that it would last for 4 hours and I was not offered any assistants. I just 
lay there. 

• I was glad that I could watch TV‑ the thoughts could then wander, the TV made it 
possible for me to get different pictures and sounds in my head, it was like I could 
push negative thoughts away. 

• I felt very bad that she was screaming. I didn´t know if I should call for help. I didn´t 
do anything, didn´t know what I should do. It felt chaotic, and I was in it all, but 
couldn’t offer any help

• I was not aware that I could leave the room, not on my own. Perhaps the health 
professionals could have assisted me.

• I was reminded that we all have to say goodbye and die ‑ it made me nervous, it is not 
very	pleasant	to	see	a	man	fight	for	his	life.

• The situation has put a pressure on me. It made me think about my situation, I want to 
function better. 

• I was anxious, in the end I could hardly continue with anything. 
• I tossed and turned, I have not been able to sleep.

Professional support • The health professionals were very busy so they asked me to leave the room, after a 
while they came back and talked to me, but they were only talking about breakfast and 
nothing about what had happened. 

• Sooner	or	later	the	health	professionals	will	come,	but	it	can	take	up	to	45	min.	It	was	
very hard to get in contact with them. 

• It would have been nice if one of the nurses would have come up to me and said 
something about the incident, I have never experienced anything like this before. 

• It would have been nice if they had moved me to the hall, I did not feel there was any 
opening for this. 

• If I should have left the room, I didn´t know?‑ There was no one who said anything, or 
put any shielding up. I would have appreciated some help. 

• Who is worse than the other‑ Yes perhaps he was sick ill, but suddenly he was acutely 
ill ‑ but possibly he was not more ill than me.

Table 3: Study findings: Patient interaction, anxiety and professional support
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DISCUSSION

These	findings	demonstrated	the	importance	of	understanding	how	patients	experience	being	a	fellow	patient	
to a patient who becomes critically ill, their perspectives on interacting with other patients, how the critically 
ill patient affected them, and their need for professional support. 

Patient interaction
A Danish study argued that positive interaction between fellow patients was more common than negative 
(Larsen et al 2013), but the interaction was often ambiguous. The negative experiences of insecurity and 
devaluation	in	the	Danish	study	were	similar	to	the	findings	found	in	this	study.	Here	the	interactions	between	
patients were ambiguous and the negative experiences were interconnected to the positive experiences 
and the interaction was linked to the strength of the fellow patient. The study argued that the strength 
was connected to patients’ ability to withdraw themselves from the interaction (Larsen et al 2013). Fellow 
patients felt responsible for the critically ill patient and often did not feel they could leave the room, which 
often	meant	they	began	to	reflect	on	their	own	illness	and	situation.	This	could	be	connected	to	a	feeling	of	
being forced into the acute situation and not have the possibility to withdraw themselves (Larsen et al 2013). 
This study pinpointed that patients felt a natural obligation to try to help the critically ill patient. The urge to 
care	for	others	is	fundamental	to	most	humans,	regardless	of	own	illness,	and	is	a	basic	condition	(Birklund	
and Larsen 2013). Here the study presents an understanding of the emotional effect on the fellow patient; 
the stress and the anxiousness followed by attending an acute and critical situation with a very ill patient. 

Anxiety
Fellow patients tried to cope with the situation by ignoring the severity of the critically ill patient. They felt 
stressed or left with a feeling of not being able to separate themselves from the incident. A previous study 
on fellow patients’ anxiety stated that sharing a room with a surgical patient, well over his own operation, 
seemed	 calming	 and	 reassuring	 (Kulik	 and	Mahler	 1987).	 This	 study	 showed	 that	 almost	 all	 the	 fellow	
patients had a negative reaction towards the critically ill patient, regardless of the patients’ prior status. 
These differences could be a result of patients sharing rooms not being equally ill or due to the fact that the 
situation changed so rapidly. At the same time it was important to remember that even if the fellow patients 
were less dependent in the situation, they were still ill and some in a critical state. Many were already balancing 
between emotions, and trying not to be overwhelmed by possible worst‑case‑scenarios. They needed hope 
and a feeling of control. A study on patients’ coping strategies going through a gastric diagnosis found four 
coping patterns: 1) rational awaiting patterns where the focus was kept on facts; 2) denial, overlooking 
signs of danger; 3) painful control where they tried to avoid imagining; and 4) acceptance, where the patient 
openly	seeks	information	(Giske	and	Gjengedal	2007).	In	this	study	there	were	similarities	to	these	patients	
in their coping strategies. Often fellow patients tried to accept the situation or denied it if the outcome of the 
critically ill patient was severe. They were already balancing different emotions and being a fellow patient to 
a critically ill patient only made them more anxious. Regardless of which coping strategy they used many of 
them felt stressed or overwhelmed by the situation.

Professional support
A study on patients’ experiences of self‑care argued that patients need support to make sense and adapt to a 
new situation and they use health professionals, families and fellow patients to obtain this support (Kidd et al 
2008). To prepare themselves for what was in store or needed to be faced, patients often used fellow patients 
to preserve their identity (Kidd et al 2008).The participants were fellow patients to critically ill patients who 
may have caused the participants to feel they could not use them for support, but instead the presence of the 
acutely ill patient had a negative effect on them. The room situation or atmosphere changed when the other 
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patient in the room became critically ill, and the fellow patient and the acutely ill patient were no longer equal 
in their path, which may be the reason why the fellow patient was left feeling more anxious (Kidd et al 2008). 

This anxiety often left the fellow patients with a need to talk about the incident with the health professionals 
but often their request for help was not met. This support by talking about the incident had such an importance 
for the fellow patients, that health professionals should not ignore it. 

Strengths and limitations   
The method used was aiming to uncovering themes, patterns, concepts, insights, and understandings 
(Malterud 2001). Interviews were the only method and it could be argued, that if we also had included 
systematic observations of fellow patients, it would have provided a deeper understanding of their experiences. 
Furthermore, the study took place in only one setting, so it is likely that all possible angles of fellow patients’ 
experiences were not covered. However, the study aimed for descriptions of patients’ experiences of being 
a fellow patient to patients who become critically ill and by including 15 patients and making the analysis 
process	as	open	and	specific,	 the	data	 found	 in	 this	 study	were	sufficient	 to	hypothesize	 three	different	
themes (Delmar 2010). 

CONCLUSION

Understanding the experiences and feelings of a fellow patient to an acute and critically ill patient is clinically 
important	for	health	professionals.	The	findings	highlight	the	values	of	the	different	emotions	and	feelings	
a fellow patient goes through and the impact it has on their situation, often leading to anxiety, a feeling of 
being forced into a patient interaction, and the lack of professional support they felt was needed. Health 
professionals should play a central role in supporting the fellow patients. Health professionals can use these 
results, in forming their understanding of the fellow patients and tailoring their practice for more individual 
support in the care of the patients. 

RECOMMENDATIONS

Fellow patients, who had experienced a patient become critically ill, needed support from health professionals. 
The fellow patients felt anxious and forced into the situation. Health professionals therefore most use these 
experiences in considering care models that address the needed support, so they can tailor their practice to 
a more individualised care resulting in an increase in patient satisfaction. Consideration needs to be given 
to models, that address these patient’s needs, including exploring the potential to offer single rooms to all 
patients or the ability to separate the critically ill patients from the less dependent patients in the hospitals. 
The nurse‑patient ratio was not discussed in this paper, but this angle is an important issue that should be 
explored in future studies.  
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ABSTRACT 

Objective – 
This	paper	aims	to	provide	an	account	of	the	first	phase	of	a	qualitative	longitudinal	study	that	explored	the	initial	
challenges men in nursing face to become registered. What is known is that men, a minority group within nursing, 
face the usual challenges of all new nurses in their quest to register as nurses. In addition, they have added 
pressures that hinder their quest due to being male.

Primary Argument 
An Australian nursing shortage is looming due to nurses retiring from this female‑dominate profession. Hence, the 
retention of men in nursing is an area requiring attention in order to support a sustainable workforce. 

Subjects and Setting 
Nine newly graduated male registered nurses participated. These nurses had recently commenced employment in 
the Western Australian metropolitan health region. 

Findings
Individual face‑to‑face interviews produced the theme of role misconception with a major focus on male or nurse 
what	comes	first.	This	theme	was	derived	from	the	categories	of	gender	stereotyping	and	marginalisation.	

Conclusion
This study suggests the need for a gender‑neutral image when promoting nursing within and outside the 
professional environment. Furthermore, consideration for a professional title mutually accepted by both women and 
men in nursing, with the gender‑neutral ‘nurse’ title preferred by the men in this study. Moreover to acknowledge 
that men in nursing will augment a technical savvy workforce that will complement emergent complex nursing 
practices, and enhance a more comprehensive Australian nursing workforce that will assist with meeting the health 
care needs of a diverse population. 
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INTRODUCTION

Within Australian health workforce management, an emphasis is placed on the retention of newly graduated 
registered nurses and the recruitment of males to generate a sustainable nursing workforce to replace those 
retiring and leaving the nursing profession (HWA 2013; AIHW 2012). However, there remains a consistent and a 
slow increase in men entering nursing due to nursing still being regarded as a female‑predominant profession 
(Moore and Dienemann 2014). Of concern is that men employed in female‑dominated workplaces leave at 
a	greater	rate	than	women	(Bygren	2010).	Furthermore,	some	areas	are	still	resistant,	from	both	staff	and	
patients,	to	men	in	nursing	where	high	intimate	nursing	care	is	required,	(Inoue	et	al	2006).	Gender‑based	role	
strain and issues around intimate touch nursing care have been suggested as a reason why men in nursing 
migrate more towards the technical, rapid assessment areas of emergency and intensive care (MacWilliams 
et al 2013; Harding et al 2008). Although, the reasons for the higher percentage of nurses who are male 
in these areas are not really known, “these areas may be perceived as more acceptable or masculine” and 
have “a preference for male employee in these areas” (HWA 2013, p15). Men who enter nursing have usually 
‘thought long and hard’ about their decision to undertake this career path and are aware of the nuances such 
as the female image and stereotyping in nursing (Moore and Dienemann 2014).

METHOD

The aim of this component of a qualitative longitudinal study was to explore initial challenges men in 
nursing	face	in	the	attainment	of	their	registered	nurse	qualification.	The	study	utilised	a	phenomenological	
approach in order to explore the lived experiences of the men. Personal perspectives on their journey, via 
each participant’s own words, was gained through the use of face‑to‑face in‑depth semi‑structured interviews 
with open‑ended questions. This interviewing style was employed to “facilitate rapport and empathy, and 
permit	great	flexibility…to	produce	rich	and	interesting	data”	(Smith	et	al	2009,	p66).	

Research question and sample 
The	research	question	that	informed	this	first	phase	was	“how	has	your	journey	as	a	male	nurse	been	so	
far?”	Nine	newly	qualified	registered	nurses	who	were	male	were	recruited	via	purposeful	sampling	using	
snowballing technique.

Ethics
This study was conducted in accordance with the National Health and Medical Research Council’s (2007) 
Australian code for the responsible conduct of research. Prior to commencement of the study, ethical approval 
was gained from the University of Notre Dame Australia, Human Research Ethics Committee.

Procedure
Once recruited, participants were invited to select a location for their interview to take place, along with the 
nominated	time	and	day	that	suited	individual	participants.	To	protect	the	confidentially	of	those	recruited	
they	were	referred	to	as	participants	or	men	in	this	study,	and	their	data	was	de‑identified.	Verbal	consent	was	
gained	prior	to	the	commencement	of	each	audio‑recorded	interview	to	confirm	the	prior	written	consent.	The	
research question was asked to elicit their experience in a non‑threatening manner. Probing questions were 
then used to explore more in‑depth experiences they volunteered. The participants’ responses were audio‑
recorded	by	the	first	author.	The	interviews	varied	in	length,	lasting	for	approximately	45	minutes.	After	each	
interview,	the	first	author	transcribed	verbatim	the	participants’	responses.	The	data	analysis	was	concurrent	
with data collection and involved the coding of the transcripts through the comparison between codes and 
categories to produce the theme. The analysis process via the iterative stages fashioned the categories that 
revealed the theme of role misconception as a major challenge they faced.



AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 34 Issue 2 47

RESEARCH PAPER

Trustworthiness
Trustworthiness	was	derived	from	Lincoln	and	Guba’s	(1985)	credibility,	dependability,	confirmability	and	
transferability criteria. This was met by the use of member checks for accuracy of transcription; peer assessments 
of	interview	transcripts,	data	process	and	analysis;	direct	participant	quotes	to	support	findings;	and	an	audit	
trail evidence of the analytic decisions through the use of the researcher’s diary (Houghton et al 2013). 

FINDINGS

When the men in this study were asked, “how has your journey as a male nurse been so far?” the majority of 
them responded by indicating that they had enjoyed the study and learning aspect of their journey. Comments 
included “loved the whole experience of nursing so far”, “loved the study and clinical practice” and “the whole 
identity of being a nurse”. Although two felt their nursing education was female orientated, and at times this 
gender	orientation	was	off	putting,	thereby	leading	to	the	identification	of	a	key	theme	of	role	misconception.

Role misconception was extracted from the issues of gender stereotyping and marginalisation that the 
participants	experienced	on	their	journey	to	registration.	Gender	stereotyping	within	the	health	setting	for	
most of the men in this study was being mistaken for a medical student and even a doctor. Furthermore, 
some of them verbalised that often patients were surprised that they were doing nursing, comments included 
“what’s a guy doing nursing”, “didn’t you want to be a doctor?” Another participant stated, “I think society 
has a skewed view of what nurses do and how males fit into the nurse role”.

A common theme emerged that participants did not want to be seen as unique or different. All the participants 
respected	and	supported	the	title	of	nurse.	Of	note,	they	felt	that	the	image	of	nurses	was	female	fixated,	
with two of them vocalising their disdain for the title of ‘sister’. One of the men narrated “I wasn’t expecting 
to be so identifiable as a male nurse". The major issue for most of the men was centred more on being called 
a male nurse. Three of the men revealed that on occasions they have stated, “I am not a male nurse, I am 
a nurse”,	finding	the	male	and	female	differential	“distasteful	and	unnecessary”.	One	declared	he	does	not	
like the reference to ‘how good it is seeing more males in nursing’ and verbalised “I am just a nurse”. Another 
retorted with “being a nurse as opposed to being a male nurse at the end of the day we’re all nurses and we 
all have to do the same job”. Other exemplars included a nursing academic referred to “having a boy look” 
when	a	student	could	not	find	a	reference	he	needed;	another	with	“academics alluding to males not being 
able to express themselves when reflecting on how they feel with their experiences isn’t right”. 

A consequence of the stereotyping impact for some of the men in this study meant that when going out socially 
and asked what they do, many would give responses such as “I work in health”, “I’m a public servant”, leaving 
the enquirer to interpret what they actually do. Reason for their avoidance in providing their actual job title 
was due to previously experiencing the looks of surprise or being teased about their career choice or being 
asked	about	their	sexual	orientation.	Similar	comments	like	“my friends outside nursing joked and teased 
me about nursing and that I might turn gay” were also reported. 

Marginalisation consisted of two main areas, the feeling of being the outsider within and when providing 
nursing care. The provision of nursing care covered both issues of intimate touch and patient allocation.  
The majority of the men in this study initially feel overwhelmed with feelings of being the ‘outsider within’. 
Comments included “initially coming into the large student group was daunting”, “sometimes you feel a bit 
on the periphery”. Hence there was a gravitation towards self‑formed male groups in an attempt to nullify 
the outsider within feeling. One of the men commented “the boys tended to hang out a bit…I think because 
most were mature age… you just tend to relate a bit better and I guess it’s the male thing also”.  Another 
with “it was the same in the practice environment where I would engage more easily with the males working 
on the ward who were of similar age and background”. However, two participants revealed that although of 



AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 34 Issue 2 48

RESEARCH PAPER

the same gender they had nothing really in common with the male groups and aligned more with those who 
had	previously	worked	in	the	health	field	as	they	had.  

The ‘outsider within’ from a practice environmental aspect was an expression some participants mentioned 
to highlight the feeling of being isolated, and a minority within nursing, with comments from female colleagues 
such as “it’s good you’re standing up and being different from the norm”. One participant expanded this with 
“through my pracs (clinical placements) I felt like an outsider most of the time”.  Another participant shared 
an instance in a mother and baby unit where both the mothers and the female nursing staff questioned his 
presence. He stated “felt a kind of hostility towards me for being a guy; this was actually hanging over me 
while I was there”. 

Providing nursing care marginalisation related to intimate touch in varying degrees for the men in this 
study, with most of them just taking it as a given barrier in the career they had chosen. Most stated that as 
student	nurses	they	were	always	supervised	when	performing	intimate	touch	nursing	care.	So	they	felt	it	was	
not a real issue for them as yet. It was seen as more of an issue for the nurses who allocated patient loads 
with participant comments of “coordinator will avoid assigning a guy to a specific patient”. However, they 
were aware of the potential for accusations of inappropriate behaviour and innuendoes of sexual deviance 
or homosexuality. Furthermore, acknowledged that intimate care by a nurse who is male can be an issue 
generally in instances when the patient is female, due to cultural beliefs and in gender sensitive ages such 
as	the	adolescent	patient.	Similar	comments	of	“she allowed me to do obs and medications but she didn’t 
want me to doing the catheters and toileting and the more intimate stuff… I can see where she was coming 
from” were elicited during the interviews. Two of the men stated that on occasions it happened in the reverse 
where a patient has a preference for a nurse who is male. One commented,

“when faced with age and gender issues I give the patient a choice. I don’t get upset nor discouraged 
when the patient prefers care from a nurse who is female as at times the reverse has occurred 
where a patient has had the preference for a nurse who is male”.

This is not to say that male patient intimate touch was not as an issue for them, with some of men in this 
study concerned not to been seen as ‘gay’. One of the men stated “there’s a little bit of stereotype, every 
now and then, a comment or someone asked me if I was gay…I think my wife would be disappointed with 
this suggestion”.

Intimate touch issues did not seem to be what enticed the men in this study to a more low touch technical 
area of nursing. They provided comments of, 

“the intimate stuff is not an issue for wanting to go to emergency”, “just love the excitement and 
the never knowing what is coming through the ED door”, I loved my mental health prac…I really 
did think that’s what scored it for me”. 

Most of men in this study, as they entered the practice environment, gave their preferences toward mental 
health and the technical specialty areas such as critical care, operating theatres and emergency departments 
with comments such as I’m always interested in the technical elements of nursing, the drips, all that stuff”, “get 
to use my critical thinking in a pressured environment”. They believed these environments would constantly 
change and would challenge them, and resonated with “can’t wait to be challenged”, “it’s great having that 
theory and actually seeing it in practice”, “in emergency it’s triaging, critical thinking skills and prioritising…
at the forefront…making a difference”. 

Patient allocation marginalisation occurred when the participants were predominantly allocated male 
patients instead of female patients. Thus excluding them from gaining experience in nursing duties relevant 
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to their learning needs at the time. One reported, “I kept being allocated menial tasks in a female ward’, and 
felt the opportunity for learning was not provided nor encouraged by a clinical nurse. He felt he was treated 
differently because he was a male student nurse. Another added that being both older and a male “have 
different expectation of you…you are the exact same level as fellow nursing students (they) assume you bring 
something different to the table that’s not necessarily the case”. 

DISCUSSIONS

The	gender	orientation	findings	of	this	study	add	support	to	previous	research	where	the	male	nurse’s	role	
in	care	provision	is	often	negated	due	to	gender	bias	(Ierardi	et	al	2010;	Duffin	2006),	and	the	feminised 
nursing curriculum (Christensen and Knight 2014). The men in this study, similar to a recent study (Koch 
et al 2014), felt men in nursing were more acceptable these days. Although, they also agreed with others 
that	barriers	still	exist	(Stott	2007;	O’Lynn	2004).	These	men	lend	weight	to	previous	findings	that	gender	
discrimination and gender stereotypes still occurs within the nursing profession (Kouta and Kaite 2011). Most 
of	them	articulated	with	other	studies	in	that	nursing	is	still	seen	as	a	‘woman’s	job’	(Snyder	2011;	Wingfield	
2009).	They	also	supported	the	notion	that	to	improve	society’s	acceptance	of	men	in	nursing	required	the	
nursing profession to de‑feminise by enhancement of the image of nurses who are male through portraying 
them in their caring roles (Colby 2012).

This study reinforced previous research where there was expressed surprise that men were doing nursing 
(Wingfield	2009).	Furthermore	it	concurred	with	other	studies	that	gender	stereotypes	are	constructed	by	
society	and	influenced	by	the	media	(Weaver	et	al.	2014;	O’Brien	et	al	2008).	Reported	elsewhere	(Rajacich	et	
al 2013; Herakova 2012) and claimed by the men in this study, the male nurse title reinforced their minority 
status and add to the gender‑bias and stereotyping, both within and outside nursing. Moreover, they reiterated 
the need for a gender‑neutral title for men in nursing and concurred with previous studies that recommended 
‘nurse’ as opposed to ‘male nurse’ be used (Rajacich et al 2013; LaRocco 2007). 

Being	teased	about	their	career	choice	or	being	asked	‘if	they	are	gay’	resonated	with	this	stereotype	as	a	
unique	conflict	for	men	in	nursing	previously	reported	(Stott	2007).	Furthermore,	reluctance	at	revealing	they	
were nurses when asked about what they do to avoid being viewed as feminine has been reported recently 
(Zamanzadeh	et	al	2013).

The	finding	related	to	feeling	overwhelmed	initially	and	of	being	the	outsider	within	on	entry	into	the	female‑
dominant nursing profession has been reported elsewhere (Christensen and Knight 2014). The reported 
marginalisation of the outsider within and gravitation towards male groups due to being in a female‑dominated 
profession	is	consistent	with	other	studies	(Christensen	and	Knight	2014,	Stott	2007).	Most	of	the	men	in	
this study supported strategies that promoted networking with other men in nursing (Moore and Dienemann 
2014)	and	the	presence	of	male	role	models	in	nursing	education	(Stott	2007).	

They all agreed with previous studies that female intimate care provision nursing can lead to them being 
uncomfortable	about	fulfilling	role	obligations	(MacWilliams	et	al	2013)	and	feeling	vulnerable	(Harding	et	al	
2008).	However,	it	was	not	seen	as	a	major	issue	for	them.	Similar	to	a	finding	by	Harding	et	al	(2008)	the	
men in this study respected the fact that patients have rights and were not perturbed when they were met 
with refusal of their care from patients. The ’not too been seen as gay’ theme was congruent with a previous 
study that revealed intimate touch in clinical practice in relation to both male and female patients is a concern 
for men in nursing (Harding et al 2008). 

Although	initially	interested	in	the	clinical	setting,	men	often	find	themselves	being	drawn	to	more	low‑touch	
technical specialty areas (MacWilliams et al 2013). This was the case for the majority of men in this study 
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as they entered the practice environment insomuch as their desire for technical specialty areas. Their desire 
to work in the emergency department was predominantly due to an inter‑professional team environment 
this area provided. Moreover, they dispelled the assumption that intimate touch was also a reason for their 
decisions of careers in mental health or the more technical areas.

Patient allocation marginalisation by being treated differently during clinical placement has been reported 
previously	(Wingfield	2009;	Keogh	and	O’Lynn	2007).	Some	of	the	participants	supported	previous	research	
in relation to the limiting of their full participation in some nursing specialty areas (Evans 2004), and of feeling 
isolated in clinical practice at times in the female‑dominant workplace (Wilson 2005). Another participant 
added that being both older and a male he was given more responsibility and inclusiveness in complex care 
than	others	on	clinical	practice	at	the	same	student	level.	This	finding	concurs	with	a	recent	study	(Koch	et	
al	2014)	where	staff	delegated	more	responsibility	to	older	students	and	treated	them	as	qualified	nurses.

LIMITATIONS

Inherent limitations were the qualitative nature of this study. It does not meet the underlying principle of 
replication	nor	generalisability	due	to	the	small	sample	size	of	the	voluntary	participants.	However,	it	does	
provide	an	insight	into	the	dialogue	between	the	first	author	and	the	study	participants	in	relation	to	their	
lived	experience	in	their	journey	to	qualification	as	registered	nurses.	

CONCLUSION

What this study adds reinforces the concerns of men entering the nursing profession. As they journey towards 
nurse registration, concerns are commonplace in relation to their professional identity, gender stereotyping 
and marginalisation that has been reported over the last two decades and still remains today. The men in 
this study emphasised that the image of a nurse, from within and outside the nursing profession, requires 
attention to enhance a more cultural and societal normalisation of nursing as a gender‑neutral profession. 
Moreover, supporting the belief that a gender‑neutral nurse image will encourage more men into nursing.

RECOMMENDATONS

Retention of men in nursing will assist in meeting the increasing health service demands as the population 
ages.	The	study’s	findings	may	foster	discussions	on	ways	to	improve	their	 journey	in	the	quest	to	obtain	
registered	nurse	qualification.	Improvement	recommendations	include:

• Nurse educators and nursing curriculum developers’ enhancement and promotion of a gender‑neutral 
stance in nursing practice that reduces men in nursing being seen as unique. 

• Nursing curriculum to include effectively protective strategies for nurse‑patient relationships in relation 
to touch. Furthermore to include this education for both male and female nursing students due to 
increased population diversity requiring patient centered cultural sensitive nursing care provisions. 

• Consideration for a professional title that is mutually accepted by both women and men in nursing that 
may lead to reducing men as a gender minority.

• A model of inclusivity with the establishment of male support groups to aid in a more seamless transition 
of men into the nursing profession.

• Consideration in the nursing faculty gender mix to expose both male and female nursing students to 
male	faculty	members,	supporting	the	“importance	of	regular	male	role	model	contact”	(Stott	2007,	
p330). Thus to demonstrate how men apply their nursing knowledge and skills to the art of nursing, 
especially in complementing the complex technical nursing practices that are emergent.
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All of the above is recommended, ultimately to increase the recruitment and retention rates of men in nursing. 
Thus to enhance a gender neutral Australian nursing workforce that will assist with meeting the health care 
needs of the rapidly growing diverse population.
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ABSTRACT 
Objectives
To explore Maternal Child Health (MCH) nurses’ and Paediatric Physiotherapists’ (Physiotherapists) experience with infant 
deformational or positional plagiocephaly (plagiocephaly). 

Design
Cross‑sectional online survey.

Setting
Community health setting in Victoria, Australia.

Subjects
MCH nurses and Paediatric Physiotherapists in Victoria were invited to participate.

Main outcome measures
Survey	results	were	collated	and	analysed	descriptively. 

Results
Surveys	were	completed	by	183/961(19%)	MCH	nurses	and	a	sample	of	16	Physiotherapists,	from	a	cross	section	of	
metropolitan (62%), regional (18%) and rural/remote (24%) Victoria. All MCH nurses and Physiotherapists reported 
seeing infants with plagiocephaly in the previous 12 months. Responses indicated MCH nurses saw between 11‑50 
infants	with	plagiocephaly	(n=110).	These	were	first	diagnosed	by	MCH	nurses	at	one	to	three	months.	Infants	first	
presented to Physiotherapists on average at four to six months. All MCH nurses and Physiotherapists implemented 
prevention	strategies	and	both	groups	thought	it	was	effective	subject	to	parents’	implementing	the	advice.	Strategies	
for prevention and management of plagiocephaly included early prone play (tummy‑time) and counter positioning. 
Physiotherapists also included gross motor exercises, stretches if torticollis was present and, if appropriate, referral 
for	helmet	therapy.	Referrals	of	infants	with	plagiocephaly	by	MCH	nurses	were	made	to	Physiotherapists,	General	
Practitioners, Chiropractors and Osteopaths. 

Conclusions
All MCH nurses and Physiotherapist respondents see infants with plagiocephaly, MCH nurses earlier than 
Physiotherapists. The effectiveness of plagiocephaly prevention advice can be called into question because of the 
high numbers of infants presenting and subsequent referrals to different health professionals. Recommendations 
from respondents included a review of past initiatives including extensive education for Maternal Child Health Nurses, 
Pamphlets	in	their	Home	visiting	pack	and	video	for	demonstration	at	first	time	mothers	group	and	the	provision	of	
clearer	early	prevention	advice	in	the	Government	Key	Ages	and	Stages	(KAS)	Framework	for	MCH	nurses.	
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INTRODUCTION

The	term	plagiocephaly	is	nonspecific	and	used	‘to	denote	an	asymmetrical	head	shape’	(Inverso	et	al	2015,	
p348). In this report plagiocephaly is referring to non‑synostotic, positional, or deformational plagiocephaly, 
colloquially,	 a	 flat	 head.	 	 Differential	 diagnosis	 between	 plagiocephaly	 and	 posterior	 craniosynostosis	
(premature	closure	of	 cranial	 suture)	 is	 critical	 (Kluba2013	et	al	2014;	Saeed	et	al	2008;	Kabbani	and	
Raghuveer 2004). In true lambdoid craniosynostosis, the ear on the affected side is displaced posteriorly. 
In positional or deformational plagiocephaly the ear is displaced anteriorly and the frontal protuberance is 
ipsilateral	(Kabbani	and	Raghuveer	2004)	(figure	1).	

Figure 1: Positional or deformational plagiocephaly (left) and lambdoid craniosynostosis (right)

(https://www.cincinnatichildrens.org/health/c/craniosynostosis/).

Plagiocephaly	is	an	unexpected	outcome	of	the	successful	strategy	to	prevent	Sudden	Infant	Death	Syndrome	
(SIDS)	which	was	endorsed	by	the	American	Academy	of	Pediatrics	(AAP)	introduced	in	1992.	It	recommends	
that	babies	sleep	in	supine,	the	‘Back	to	Sleep’	campaign	(AAP	2005;	1992).	Concurrently,	the	incidence	
of	plagiocephaly	has	risen	from	5%	in	the	early	1990s	to	an	estimated	46.6%	in	7	to	12	week	old	infants	in	
2013	(Mawji	et	al	2013;	Kane	et	al	1996).	Research	attention	is	now	being	directed	to	the	financial	cost	of	
management (Inverso et al 2015) as well as to plagiocephaly prevention (Aarnivala et al 2015; Cavalier et 
al 2011). 

The	 ‘Back	 to	 Sleep’	 campaign	 has	 saved	 lives,	 and	 there	 is	 no	 reason	 to	 question	 it.	 However,	 there	 is	
controversy about how plagiocephaly should be managed, the effectiveness of current guidelines such as 
helmet	therapy	(van	Wijk	et	al	2014;	Graham	et	al	2005),	whether	it	causes	developmental	delay	(Collett	
et	al	2013;	Darrah	and	Bartlett	2013)	or	is	an	indication	of	prior	risk	of	delayed	development	(Branch	et	al	
2015;	Knight	et	al	2013;	Shweikeh	et	al	2013;	Bialocerkowski	et	al	2008;	Biggs	2004;	Persing	et	al	2003).	

Recommendations for prevention and management of plagiocephaly include early introduction of counter‑
positioning of the infant’s head and cot location, with supervised play in prone or ‘tummy‑time’ when the 
infant	is	awake,	adding	physiotherapy	referral	if	there	torticollis	(Mawji	et	al	2013;	Saeed	et	al	2008;	Persing	
et	al	2003;	Davis	et	al	1998).	

While both the nursing (Flannery et al 2012; Looman and Flannery 2012;) and physiotherapy (Kenndey et al 
2009;	Darrah	and	Bartlett	2013)	professions	have	expressed	concern	about	the	high	incidence	of	plagiocephaly	
and its  effect on motor development, there is no published information about the experience of MCH nurses 
and physiotherapists with infant plagiocephaly in their clinical practice.
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The aim of this study was to survey Victorian MCH nurses and Physiotherapists to explore:
• their experience with plagiocephaly;
• plagiocephaly prevention strategies used; and
• how they managed plagiocephaly.

METHOD

Setting
The	Maternal	 and	Child	Health	 Service	 in	 Victoria	 is	 a	 free	 service	which	 supports	 a	 child’s	 health	 and	
development from birth until school age. The service is funded by local and state governments and all parents 
are	eligible	to	attend	with	their	infant.	MCH	nurses	are	registered	nurses	with	midwifery	qualifications	and	
postgraduate	training	in	maternal	and	child	health	nursing	(Kruske	and	Grant	2012).	Physiotherapists	for	this	
study were registered health professionals who specialise in paediatrics (working with infants and children 
less than 18 years of age) and form a small percentage of the physiotherapy profession. Physiotherapists 
in this speciality area work in the tertiary health sector such as the Royal Children’s Hospital, in community 
health and in private practice. 

Participants
Participants were MCH nurses practising in MCH centres or other primary care settings, and physiotherapists 
from the Plagiocephaly Clinic at the Royal Children’s Hospital (RCH) Melbourne, community health or in 
private practice.

Data source
A	survey	instrument	with	both	fixed	choice	and	open	ended	questions	was	developed	in	collaboration	with	
key stakeholders in MCH and RCH. The 24 item survey was divided into three sections: 1) background of 
health professionals and experience with plagiocephaly, 2) prevention of plagiocephaly and 3) management 
of	plagiocephaly.	Some	questions	allowed	open‑ended	responses.	

Procedure
The survey was hosted online from 1 December 2014 to 1 February 2015. An emailed invitation to participate 
and providing an online survey link was sent to local government representatives, who then emailed MCH 
co‑ordinators. Co‑ordinators forwarded this email to MCH nurses. The email to physiotherapists was sent to 
the Director of Physiotherapy at RCH and to publicly available private physiotherapy websites from where it 
was forwarded to clinicians.

Ethics approvals
This	project	was	approved	by	the	University	of	Melbourne	Human	Research	Ethics	Committee	(No:	1442919.1)	
and	by	the	Victorian	Government	Department	of	Early	Childhood	Development	(No:	2014_002570).

Data analysis
Data	 from	 fixed	 choice	 questions	 were	 analysed	 using	 descriptive	 statistics.	 Responses	 to	 open‑ended	
questions and comments were sorted into themes, which were summarised. Concept maps were generated 
using	Mindjet	Mind	Manager	Software	(Mindjet	2016)	to	illustrate	the	relative	frequencies	of	responses	within	
themes	(figures	2‑4).	The	sizes	of	the	‘bubble’	and	font	reflect	the	number	of	responses	representing	each	
theme relative to the number of responses in other themes.
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RESULTS

Professions surveyed
One	hundred	and	eighty‑seven	of	961	MCH	nurses	responded	to	the	survey	(19%	of	174	fulltime	and	787	
part‑time	MCH	nurses,	with	26	 reporting	midwifery	qualifications).	Four	surveys	were	 incomplete,	 so	 the	
final	total	was	183	responses	from	MCH	nurses.	Sixteen	physiotherapist	respondents	completed	surveys,	
15 were paediatric physiotherapists and one was a general physiotherapist. At the time of the survey the 
total number of physiotherapists in paediatric practice was not known, but a sample of 16 were invited to 
participate and 100% responded. 

Geographical distribution
The overall geographical spread was metropolitan 62%, regional 18% and rural/remote 24%. There were 
proportionately fewer MCH nurses than physiotherapists from metropolitan areas, a similar proportion of MCH 
nurses and physiotherapists working in regional areas, but more MCH nurses employed in rural or remote areas.

Workplace and experience of respondents
Results are summarised in table 1. MCH nurses worked predominantly in Maternal Child Health Centres, 
but they also worked in other settings such as emergency or midwifery departments. Half reported that they 
had higher degrees, including Masters in Nursing or Child and Family Health or Postgraduate Diplomas, and 
also worked as lactation consultants. 

MCH nurses mostly saw infants aged 0‑1 year and were experienced, with many working with infants for 
over 10 years. Only three respondents had worked less than one year and eight had been working 25 ‑ >40 
years. The majority of MCH nurses had each seen over 50 infants in the previous year, others responded that 
they had seen ‘hundreds’ and ‘250‑350 approximately’ and ‘50 babies per week for 11 months of the year’.

Physiotherapists worked in the hospital outpatient setting, private practice or early childhood or community 
services (table 1). They saw infants and children aged 1‑10 years, but also youth 11‑18 years. Twelve had 
been	in	practice	with	infants	for	over	10	years	and	had	seen	10‑25	infants	in	the	previous	year,	five	had	seen	
over 50 and one had seen over 350 in a specialist clinic. 

Table 1: Workplace, experience and number of infants seen in previous year

Workplace Experience 
(years)

Age of infants seen 
(years)

No. of infants seen in previous 
year

MCHC CC OP PP 1-5 >10 0-1 1-10 11-18 <5 10-25 26-50 >50
MCHN 182 12 0 0 24 126 140 96 1 0 4 17 149
PT 1 6 12 7 4 12 11 13 8 2 12 1 6

MCHN=Maternal Child Health nurse, PT=Physiotherapist, MCHC = MCH Centre CC=Community Centre, OP=Outpatients, 

PP=Private Practice

Age and number of infants with plagiocephaly seen in previous year
All MCH nurses and physiotherapists reported that infants with plagiocephaly attended their clinic and results 
are summarised in table 2.   

MCH nurses reported seeing an average of 11‑25 infants with plagiocephaly in a year, many responding 26‑
50	infants	(n=47)	and	over	50	in	28	responses.	The	average	age	at	which	infants	were	first	seen	by	MCH	
nurses	was	5	–	8	weeks	(one	to	two	months).	

Physiotherapists saw fewer infants with plagiocephaly than MCH nurses, although one reported reviewing over 
350	infants	in	the	previous	year	in	a	specialist	clinic.	The	age	at	which	infants	first	presented	to	physiotherapists	
with plagiocephaly averaged 3 ‑ 6 months.
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Table 2: Plagiocephaly: numbers seen in previous year and age of first attendance at clinic

No of infants seen with plagiocephaly Age of infants when first seen with plagiocephaly

<4 5-10 11-25 26-50 >50 0-4w 5-8w 9-12w 4-6m 7-10m >11m
MCHN 0 34 63 47 28 99 127 109 77 41 29
PT 5 3 5 0 2 2 8 13 13 6 1

MCHN=Maternal Child Health nurse, PT=Physiotherapist, w=weeks, m=months

Prevention strategies and effectiveness 
The majority of MCH nurses implemented prevention strategies with only three stating they did not. The 
results	are	summarised	in	table	3.	Strategies	used	in	practice	were	parent	education,	positioning	including	
‘tummy‑time’,	information	brochure	or	video,	with	some	recommending	equipment	such	as	a	modified	pillow.	
MCH nurses reported using early tummy time and counter positioning. The majority of MCH nurses believed 
that the prevention strategies were effective. 

Table 3: Prevention strategies and responses to open-ended

Prevention strategies implemented Type of strategy Effectiveness of strategies

Yes No PE Positioning with TT’ Yes No
MCHN 169 0 155 180 121 13
PT 15 0 13 14 9 2

MCHN=Maternal Child Health nurse, PT=Physiotherapist, PE=Parent Education, TT=Tummy-time

Themes from responses to the open‑ended question “Do you believe current prevention strategies are 
effective?”	are	summarised	 in	figure	2.	 It	 is	noted	 that	many	of	 the	 ‘Yes’	 responses	were	conditional	on	
parents willingness to implement advice.

Figure 2: Themes emerging from MCH nurse comments (n=46) to ‘Do you believe current prevention strategies 
are effective?’ Font size indicates frequency of response. 

All Physiotherapists implemented prevention strategies with one responding that prevention of plagiocephaly 
was discussed even if the infant was being seen for other issues. Responses by Physiotherapists also believed 
that the parents’ role was key, e.g.  ‘if implemented - many parents I see are hesitant to position babies in 
prone regularly’ and ’parents still express a lot of fear about tummy time’.
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Interventions recommended for plagiocephaly 
The common interventions recommended by both MCH nurses and physiotherapists for the infant 
with plagiocephaly were counter positioning, ‘tummy time’, and referral to other health professionals. 
Recommendations for intervention are summarised in table 4. 

Table 4: Interventions recommended for plagiocephaly, and evidence for them

Interventions recommended Number of infants referred Evidence for intervention 

Positioning TT Referral on <5 5-10 >10 Yes No Not sure
MCHN 174 182 160 77 47 53 117 8 51
PT 16 16 5 10 2 1 5 4 5

MCHN=Maternal Child Health nurse, PT=Physiotherapist, TT=Tummy-time

MCH nurses indicated referrals for plagiocephaly management were to physiotherapists, general practitioner 
(for	referral	to	Royal	Children’s	Hospital	or	a	paediatrician),	chiropractor	or	osteopath	(figure	3).	

Most MCH nurses believed the interventions were evidence‑based, but 51 were not sure and seven doubted 
that the interventions were evidence‑based.

Physiotherapists reported using counter positioning and tummy time, included gross motor exercises, stretches 
if torticollis was present with ten referring to orthotists for helmet therapy or to community physiotherapists. In 
response to the question as to whether there was an evidence base for interventions, seven physiotherapists 
responded	‘yes’,	with	one	providing	a	reference,	four	responded	‘no’,	and	five	‘not	sure’.	The	reference	cited	
was Flannery et al (2012).

Figure 3: Themes emerging from MCH nurse responses (n=122) to ‘What intervention do you recommend for 
plagiocephaly?’ Font size indicates frequency of response
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Responses requesting ideas about plagiocephaly that could be useful for parents and health professionals 
Additional responses were elicited as to what information could be provided which would be useful to parents 
or health professionals. Forty‑two MCH nurses responded to this question and the themes for these responses 
are	illustrated	in	figure	4.	The	most	common	themes	were:	clearer	information,	early	tummy	time,	education	
in	hospital	and	TV	advertisements	on	SIDS	and	plagiocephaly.

Figure 4: Themes emerging from MCH nurse responses to ‘Do you have any additional comments you would like 
to share about ideas you think would be useful to parents or health professionals?’ KAS = MCH nurse Key Ages 
and Stages Framework. Font size indicates frequency of response.

DISCUSSION

The results of this survey suggest that plagiocephaly is a common occurrence in Victorian infants and supports 
other	studies	reporting	a	similar	 increase	 in	 incidence	 in	other	countries	(Branch	et	al	2015;	Mawji	et	al	
2013). Responses indicated that prone play or ‘tummy time’ and counter positioning are accepted as both 
prevention and management strategies. Plagiocephaly is frequently observed in infants by both MCH nurses 
and physiotherapists, although the physiotherapists see infants with plagiocephaly at a later age than MCH 
nurses. Many infants are referred for further management by MCH nurses although concern was expressed 
about lack of access to physiotherapists, delays in appointments. 

The reported effectiveness of current prevention and management strategies can be called into question by 
the large number of young infants with plagiocephaly referred for further management by both MCH nurses 
and physiotherapists. Respondents suggested the reasons that current prevention strategies are not effective 
are parental non‑compliance with advice or reluctance to do tummy time. 

Although many infants were referred to other health professionals by MCH nurses for management, there was 
inconsistency in referral patterns, with MCH nurses responding they referred to physiotherapists (80%), to 
general	practitioners	(GPs,	32%)	for	further	referral	to	a	paediatrician	or	RCH,	and	often	at	parents’	request,	
to	chiropractors	(20%)	and	osteopaths	(20%)	(figure	2).	

Physiotherapists referred infants with severe plagiocephaly to orthotists for helmet therapy. The management 
of plagiocephaly with helmet therapy is controversial. A randomised controlled trial of helmet therapy compared 
to conservative management concluded that there was equal effectiveness of helmet therapy and skull 
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deformation following its natural course. Moreover, because of the high prevalence of side effects, and high 
costs associated with helmet therapy, the authors discouraged the use of a helmet as a standard treatment 
for healthy infants with moderate to severe skull deformation (van Wijlk et al 2014).

Referral to chiropractors or osteopaths is also controversial in the literature. Uncertainty was expressed by 
respondents about the appropriateness of referral of infants for chiropractic management and some referrals 
were	made	at	the	parent’s	request	or	if	they	had	a	regular	chiropractor.	A	Cochrane	Systematic	Review	(Brand	
et al 2005) concluded that manual therapy, chiropractic, and osteopathy should not be used in infants. 
The	authors	used	the	term	‘Kinetic	Imbalance	due	to	Sub	occipital	Strain	(KISS)’	Syndrome	in	infants	with	
positional preference, plagiocephaly, and colic. This syndrome is not recognised in the medical literature. .

Early	intervention	was	universally	recommended	by	respondents.	This	strategy	has	been	confirmed	by	a	recent	
randomised controlled trial in Finland, which showed that an early educational intervention in the maternity 
ward reduced the prevalence and severity of DP at three months (Aarnivala et al 2015). 

Forty‑two MCH nurses provided ideas that could be useful to parents and health professionals. They highlighted 
the	need	for	clearer	 information	for	prevention	and	management	of	plagiocephaly.	Suggested	ideas	were	
free brochures or pamphlets, more visual representation of ideas for tummy time, colour charts, easy to 
read information, TV advertisements and Apps. The MCH nurses reported that tummy time, if implemented, 
is an effective prevention measure. Counter positioning is important and infants need to be encouraged to 
look towards the non‑preferred side. MCH nurses expressed the need for better professional development on 
plagiocephaly. Other suggestions included more research, a tool to easily measure the degree of plagiocephaly, 
and	investigation	of	‘bumbo’	seats	and	pillows.	There	is	a	clinical	measure	for	plagiocephaly	‘the	Severity	
Assessment’ (Ohman 2012), but this tool appears not to be widely known.

A randomised controlled trial for management of plagiocephaly comparing physiotherapy stretching exercises 
and use of bedding/pillow concluded that both resulted in improvement (Wilbrand et al 2013). It is important 
to	note	that	the	Sudden	Infant	Death	Syndrome	(SIDS)	Foundation	recommends	that	pillows,	doonas,	soft	
toys,	cot	bumpers	or	lambswools	should	not	be	used	when	preparing	a	baby’s	cot	(SIDS	and	Kids	2016).	

The	responses	to	this	survey	confirm	that	the	experience	of	plagiocephaly	by	MCH	nurses	and	Physiotherapists	
in	Victoria	is	similar	to	that	documented	in	other	countries	and	is	sufficiently	significant	to	warrant	further	
investigation of the implementation of the advice on plagiocephaly prevention.

CONCLUSIONS

The MCH nurses and physiotherapists who responded to this survey routinely saw infants with plagiocephaly 
in their clinical practice, and expressed concern about the high number of these infants. The common themes 
among respondents regarding prevention and management of plagiocephaly were counter positioning and 
tummy time. However, respondents also expressed the need for clearer, illustrated prevention material, 
preferably	delivered	in	the	Victorian	Government	(2006)	Key	Ages	and	Stages	(KAS)	Framework	at	the	first	visit.	

RECOMMENDATIONS

1. Review past initiatives in regard to plagiocephaly; including extensive education for Maternal Child Health 
Nurses,	pamphlets	in	their	home	visiting	pack	and	video	for	demonstration	at	first	time	mothers	groups.

2.	 Clearer	 advice	 for	 early	 prevention	 and	management	 of	 infant	 plagiocephaly	 is	 indicated.	 Since	MCH	
nurses see infants at the earliest age, they are best placed to deliver clear advice if the busy maternity ward 
is not appropriate. 
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3.	The	KAS	Framework	 (Victorian	Government	2006)	given	to	parents	when	they	come	home	with	a	new	
baby should be revised, in consultation with the Department and MCH nurses, to include clear advice on 
prevention of infant plagiocephaly. 
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ABSTRACT 
Objectives
This study assessed the effectiveness of clinical education to identify patients with a high risk for violence and to 
reduce the frequency of violent incidents.

Design
A before and after design with an education intervention.

Setting
Data were gathered from the direct care staff and from records of violent/aggressive incidents which occurred on 
two adult medical wards at a teaching hospital in Western Australia. 

Subjects
Nurses, Assistants in Nursing and Patient Care Assistants working on the study wards participated in the education 
intervention (n=65) and completed a questionnaire before and after the education. Details of 48 violent/aggressive 
incidents perpetrated by 21 patients were examined.

Intervention
An education program addressed four key areas (assessment, planning, implementation [crisis], post incident). 
Case studies and in‑patient scenarios provided context, immediacy and relevance, and 77% of the staff completed 
the program. 

Main outcome measure
Knowledge,	confidence	and	capability	of	direct	care	staff	to	prevent/manage	violent/aggressive	incidents	were	
measured. Incident data measured the frequency and recurrence of violence/aggression, and if perpetrators met 
the high risk criteria.

Results
Post	education,	knowledge	increased	significantly	(p=0.001,	CI	0.256‑0.542),	the	use	of	verbal	de‑escalation	
increased	significantly	(p=0.011,	1df)	and	the	frequency	and	recurrence	of	incidents	decreased.	All	perpetrators	
met criteria indicating a high risk for violence.

Conclusions
Education and coaching provided by clinical experts resulted in increased knowledge, greater use of verbal de‑
escalation and less incidents. However, more time/coaching is required to improve the perceived capability of 
clinical staff to manage these incidents.  
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INTRODUCTION

Workplace	violence	(WPV)	is	a	worldwide	problem	(Gates	et	al	2011;	Brennan	2010;	Chapman	et	al	2009a;	
Peek‑Asa	et	al	2009;	Shields	and	Wilkins	2009,	Luck	et	al	2007;	Hegney	et	al	2006).	It	includes	incidents	
that cause physical and psychological harm to employees from abuse, threats and assaults in circumstances 
related	to	their	work.	Worldwide,	violence	in	healthcare	is	estimated	to	comprise	a	quarter	of	all	WPV	and	
is	a	major	occupational	hazard	within	health	(Commission	for	Occupational	Safety	and	Health	2010;	World	
Health Organization 2002). 

Violence	and	aggression	cannot	be	completely	 removed	 from	hospitals	as	 there	 is	potential	 for	 violence	
whenever people congregate (Mental Health Adult Program April 2010). As numerous strategies to reduce 
WPV	had	been	implemented	at	an	850	bed	adult	teaching	hospital	in	Western	Australia,	there	was	concern	
when	a	12%	increase	in	incidents	occurred	in	2011	and	when	27	patients	were	involved	in	recurring	WPV	
incidents	in	the	first	quarter	of	2012.	At	this	time	generic	training	comprised	an	initial	training	day,	followed	
by a 2.5 hour annual practical refresher with an e‑learning module. Training aimed to maintain safety using 
primary,	secondary	and	tertiary	interventions;	however,	it	was	not	ward/unit	specific,	was	conducted	away	
from clinical areas and consequently omitted feedback during real incidents.

It	was	thought	that	ward	specific	training	may	address	these	limitations	by	facilitating	the	transfer	of	knowledge	
to practice, developing skills identifying problems and implementing prevention strategies. Therefore, a study 
was designed to assess the effectiveness of a clinically based education program, with three objectives, to:

• assess	the	effectiveness	of	clinical	education	to	enable	staff	to	identify	patients	with	high	risk	for	violence;

• assess	the	influence	of	clinical	education	on	the	frequency	of	WPV;	and

• determine	if	incidents	by	repeat	perpetrators	of	violence	were	influenced	by	the	education	strategy.

METHODS 

A	before	and	after	study	was	designed	with	an	educational	intervention.	To	assess	knowledge,	confidence	
and capability of staff related to managing violence and aggression, assessments of these attributes were 
taken before and after the education. In addition, six months retrospective incident data and six months 
prospective data were collected before and after the education intervention.

Sample
A convenience sample of direct care staff on two medical wards participated. They included Registered Nurses 
(RN)	–	41	pre,	45	post;	Enrolled	Nurses	(EN)	15	pre,	17	post;	Assistants	in	Nursing	(AIN)	–	3	pre,	5	post	and	
Patient	Care	Assistants	(PCA)	–	6	pre	and	post;	to	give	a	population	of	65	pre	and	73	post.	All	WPV	incidents	
that occurred six months either side of the education intervention were included.

The Intervention
Four key areas (assessment, planning, implementation [crisis], post incident) formed the basis of the 
education. Hypothetical case studies were augmented by in‑patient scenarios to provide context, immediacy 
and relevance. Education was presented daily during the staff overlap time (2‑3pm) and for permanent night 
duty staff, aiming for 66% to complete the four key education areas and was conducted from 6 February to 
13 May 2013.

Data Collection
Data were collected from two sources: 1) staff completed a self‑administered questionnaire and 2) data 
related to violent/aggressive incidents were obtained from hospital records. 
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The	staff	questionnaire	assessed	knowledge	with	open	questions,	and	confidence	and	perceived	capability	to	
prevent/manage	workplace	violence/aggression	on	a	1‑5	Likert	Scale.	It	was	administered	before	and	after	the	
education to measure the effect of the education on these attributes. Envelopes containing the questionnaires 
and a return envelope were sent to staff members, and returned by internal mail to the researcher.

Retrospective and prospective data related to incidents of violence/aggression were obtained from hospital 
records.	These	included	records	of	Code	Black	incidents,	Staff	Accident	and	Incident	(SAIR)	forms,	Hazard	
forms and Clinical Incident Forms (CIF), with additional information obtained from the patient’s notes. This 
information was collated on a data collection tool, which included long established indicators for a high risk 
of	violence/aggression	(Kling	et	al	2011;	Drummond	et	al	1989).	The	purpose	was	to	measure	the	frequency	
and characteristics of incidents before and after education to assess the effectiveness of the program. All 
incidents perpetrated by patients towards staff in the time frame on the study wards were included. 

Analysis 
Data	from	the	staff	questionnaires	and	the	violent/aggressive	incidents	were	managed	in	SPSS	Statistics	
20. Categorical data were presented as frequencies, proportions and percentages, and continuous data as 
means and median. Comparison of means, correlations, and odds ratios were computed, with the alpha set 
at p=0.05. Scores	from	specific	summed	Likert	Scale	questions	(knowledge,	confidence,	capability)	were	
calculated and logarithmic transformation performed prior to linear regression of these three scores. 

Validity and Reliability
The education intervention was considered to be ‘best‑practice’ as it was based on current research, therefore 
demonstrating content validity. Although not a validated tool, the staff questionnaire had content and face 
validity	as	it	was	designed	specifically	to	evaluate	the	effectiveness	of	the	education.	This	was	pilot	tested	with	
a convenience sample of 23 nurses and three PCA’s from non‑study areas. Fifty eight percent were returned 
on	the	first	and	52%	on	the	second	occasion,	with	reminder	emails	sent.	Test	re‑test	reliability	was	assessed	
using	the	combined	scores	for	knowledge	to	give	a	Pearson’s	r	=	0.986	and	a	combined	score	for	the	Likert	
Scale	questions	to	give	a	Pearson’s	r	=	0.96.	Internal	consistency	was	assessed	with	Cronbach’s	Alpha,	with	
homogeneity	demonstrated	for	the	three	questions	relating	to	confidence	(0.93)	and	two	questions	relating	
to capability (0.78). 

Ethical Consideration
Ethics approval was obtained from the Human Research Ethics Committee. Information sheets explained the 
studies purpose. Returned staff questionnaires implied consent was given and as no names were obtained, 
anonymity	was	ensured.	Although	identification	of	staff	and	patients	were	necessary	to	follow‑up	incidents,	
these details were excluded from reports. All data were stored securely with access limited to those involved. 

RESULTS 

Staff Questionnaire: Response, Demographics and Education
The percentage of returned staff questionnaires before and after the education intervention was similar: 
65 pre‑questionnaires were mailed and 28 returned (43%) and 73 post‑questionnaires were mailed with 31 
returned (42.5%). 

No	significant	difference	was	observed	in	the	gender,	age	group,	professional	experience,	employment	group,	
work status or rostered work between the pre and post staff (table 1). The majority were female, RN, with 
more	than	five	years	professional	experience,	aged	more	than	30	years	and	working	full	 time	but	not	on	
permanent night duty. Forty‑seven staff completed all four key areas of the education intervention (77%). 
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Table 1: Demographic details: pre and post questionnaire respondents

Pre (n=28) Post (n=30) Statistic

Gender
Male
Female 

3
25

3
26

p=1.0* (1df)

Age Range (years)
<30
30‑39
40‑49
50‑59
>60

8
7
4
8
0

6
9
5
6
2

p=0.67* (4df)

Professional Experience (years)
<5
5‑10
11‑20
21‑30
>30

12
5
5
5
0

14
7
3
3
2

p=0.54* (4df)

Employment Group
Nurse RN
Nurse EN
AIN
PCA

23
5

19
7
1
1

Work Status
Full Time
Part Time

21
7

26
6

p=0.78** (1df)

Permanent Night Duty
Yes 
No

3
25

1
28

p=0.35* (1df)

*Fisher’s Exact Test  **χ2 

Staff Questionnaire: the Effect of Clinical Education on Confidence, Capability and Knowledge 
Data	from	three	Likert	scale	questions	relating	to	confidence	were	summed	to	give	a	combined	confidence	
score. Likewise, responses to two Likert scale questions relating to capability to deal with aggression were 
summed to give a combined capability score and an overall score from four questions assessing knowledge 
were summed to give a knowledge score, with a potential score of 10. No data were missing and data were 
not normally distributed (table 2). 

Table 2: Descriptive summary of confidence, capability and knowledge scores

Knowledge Score
(/10)

Confidence Score
(/15)

Capability Score
(/10)

Pre Post Pre Post Pre Post
N 28 31 28 31 28 31
Median	(IQR) 6.0 

(4‑7)
8.0 
(7‑9)

10.0 
(9‑12)

11.0 
(10‑12)

6.5 
(5‑8)

7.0 
(6‑8)

Logarithmic transformation was performed prior to linear regression of the three scores (table 3), which 
showed	a	statistically	significant	difference	between	the	pre/post	education	scores	for	knowledge	(p=0.001).	
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Table 3: Summary of linear regression 

Variable Log*prepost 
questionnaire

F Statistic P 
(CI)

r2

Knowledge	Score 1.725	–	0.399 1,49 31.504 0.001
(0.256‑0.542)

0.391

Confidence	Score 2.37 – 0.023 1,55	0.239 0.627 
(‑0.073‑0.119)

0.004

Capability	Score 1.848 – 0.045 1,55 0.372 0.545 
(‑0.104‑0.195)

0.007

Violent/Aggressive Incidents: Data Sources and Staff Involved
Most of the incident data was obtained from security reports and patient notes, with the least obtained from 
CIF	and	SAIR	forms	(table	4).	The	perpetrators’	URMN	enabled	their	notes	to	be	sourced	to	obtain	further	
information.

Table 4: Incident data sources

Data Sources Pre / Post 
Frequency

Combined 
Frequency

Percentage %

Security	Data	&	Patient	Notes 18 13 31 64.6
Patient Notes 7 3 10 20.8
SAIR 2 0 2 4.2
Security	Data 1 1 2 4.2
SAIR,	CIF	&	Patient	Notes 1 0 1 2.1
SAIR,	Security	Data	&	Patient	Notes 1 0 1 2.1
CIF,	Security	Data 1 0 1 2.1
Totals 31 17 48 100.0

Although	details	are	incomplete	(table	5),	the	majority	of	staff	involved	in	the	WPV	incidents	were	female	
(78.8%), RN (68%) worked full time (58.6%), with the majority of incidents involving a single nurse (58.7%). 
They	had	been	employed	for	a	median	of	54	months	(IQR	11‑103	months)	with	almost	half	(48%)	employed	
for less than four years. 

Table 5: Characteristics of staff involved in violent/aggressive incidents

Variables Number Valid %

Gender Male 6 18.2
Female 26 78.8
Unknown 1 3.0
Missing 15

Employee Status Full Time 17 58.6
Part Time 9 31
Casual / Agency 3 10.3
Missing 48

Employment Position EN 3 8.6
RN 24 68.6
AIN 1 2.9
PCA 1 2.9
Cleaner 1 2.9
Security	Officer 2 5.7
Medical	Staff 3 8.6
Missing 13
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Violent and Aggressive Incidents: Perpetrators and Incidents 
There were 48 violent/aggressive incidents, with the majority (n=35, 73%) perpetrated by 14 males, who 
initiated between one and seven incidents each. Twelve incidents (25%) were perpetrated by seven females, 
with between one to three incidents each, plus an incident where the gender and age was unknown. The 
known	ages	of	the	perpetrators	was	26	to	88	years,	with	a	median	of	55	(IQR	33‑73	years).	These	data	were	
not	normally	distributed,	with	figure	1	demonstrating	the	spread	of	the	age	and	the	frequency	of	the	repeat	
perpetrators (URNM omitted to maintain anonymity).

All known perpetrators (47 of 48), met the criteria indicating a high risk for violence/aggression. The most 
frequent high risks categories were a history of violence, a history of substance abuse and confusion 
related to delirium/dementia (table 6). More than one high risk category could apply.

Table 6: High risk characteristics observed in the perpetrators of violence

High Risk

Yes No Total

History	of	Violence 32 15 47
History	of	Substance	Abuse 22 25 47
Confusion related to Delirium/Dementia 21 26 47
Non Traumatic Cerebral Problem 16 31 47
Chronic Pain 15 32 47
Current	Substance	Abuse 14 33 47
History	of	Substance	Intoxication 9 38 47
Head Injury 5 42 47
Current	Substance	Intoxication 3 44 47
Serious	Mental	Illness	&	Acute	Psychosis 3 44 47
Serious	Mental	Illness	&	Antisocial	Personality	Trait 3 44 47
Postictal 2 45 47
Hypoglycaemia 1 46 47
Serious	Mental	Illness	&	Personality	Disorder 1 46 47

Figure 1: Age of perpetrators at the time of the incident
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In addition to a history of violence, 83% (n=40) of the perpetrators demonstrated adverse behaviours during 
their	current	admission.	Most	 incidents	occurred	 in	the	ward	areas	(n=44,	92%);	one	 in	a	bathroom	and	
three	outside	the	ward.	There	was	a	six	day	median	between	admission	and	the	incident	(IQR	3‑30	days),	
with a non‑normal data spread. Physical and actual incidents were the most common (n=35 each) followed 
by	verbal	incidents	(n=23),	with	potential	and	near	misses	(n=6	each)	less	common	and	significantly	more	
potential incidents post education (p=0.02, 1df). 

Violent and Aggressive Incidents: the Effect of Clinical Education
Violent/aggressive	incidents	decreased	by	45%	following	education,	with	the	proportion	of	recurring	incident	
also	decreasing.	Pre‑education	seven	of	30	incidents	were	the	first	incident	(this	admission);	post‑education	
eight	of	17	incidents	were	the	first	incident.	Although	not	significant	(χ2	p=0.08,	1df),	less	incidents	were	
generated	by	the	same	patient.	Figure	2	displays	the	incidents	pre/post	education.	Before	the	education	10	
patients were responsible for 30 incidents, with the most frequent reoffender perpetrating seven incidents. 
Following education there were 17 incidents from 11 patients, with a maximum of two incidents each.

Figure 2: Frequency of incidents per patient pre and post education

Verbal	de‑escalation	in	the	immediate	crisis	increased	significantly	post	education	(p=0.001,	1df),	although	
there was no increase in other crisis management activities: medications administered (p=0.1, 1df), withdrawing 
(p=0.61,	1df),	activating	code	black	(p=0.32,	1df),	physical	(p=0.2,	1df)	or	mechanical	restraint	(p=0.79,	
1df).	Furthermore,	no	significant	changes	were	observed	in	the	ongoing	management	post	education:	patient	
review (0.37, 1df), management plan (p=0.14, 1df) or medication review (p=0.2, 1df).

DISCUSSION 

All perpetrators in this study were admitted to general medical wards with medical disorders. However, they 
also had characteristics that posed a high risk of violence: a history of violence, substance abuse and cognitive 
dysfunction	(Stewart	and	Bowers	2013;	Pich	et	al	2010;	Luck	et	al	2007).	Therefore,	as	these	perpetrators	
met the criteria for high risk of violence, their behaviour was predictable. Healthcare workers must remember 
that a past history of violence is the greatest predictor of future violence (Ferns 2005), that an estimated 40% 
of admitted patients have substance abuse issues (alcohol and drugs) (Phillips 2007) and of the violence 
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potential within cognitive dysfunction (Luck et al 2007). Furthermore, they need to monitor behaviours used 
by	Emergency	Department	(ED)	nurses	(Luck	et	al	2007)	and	non‑ED	nurses	(Chapman	et	al	2009b),	that	
serve	as	warnings	of	potential	violence.	These	behaviours	are	summarise	within	the	acronym	STAMP:	Staring 
and eye contact, Tone and volume of voice, Anxiety, Mumbling and Pacing (Luck et al 2007). 

Patient assessment is one of many preventative interventions required to address violence in healthcare, in 
combination	with	security	systems,	zero	tolerance	policies,	organisational	support,	flagging/alert	systems	and	
education/training	(Kling	et	al	2011;	Kling	et	al	2006).	Although	training	demonstrates	short	term	success	
reducing	violence	(Kling	et	al	2011;	Zarola	and	Leather	2006)	there	is	evidence	that	recognising	predictors	
of	violence	and	implementing	de‑escalation	influences	the	outcome	of	potentially	violent	situations	(Jackson	
et	al	2014;	Chapman	et	al	2009a,	2009b).	As	a	consequence	of	this	study,	and	to	align	with	the	literature,	
training was amended to pro‑actively promote early recognition of the predictors of violence and development 
of	de‑escalation	strategies	to	avert	exacerbation	of	violence	(Jackson	et	al	2014;	Chapman	et	al	2009b).	
Pro‑active	training	promotes	prevention	rather	than	management	of	incidents	and	aligns	with	the	WorkSafe	
Code	of	Practice	(Commission	for	Occupational	Safety	and	Health	2010).	

Due	to	their	social,	medical	and	violence	history,	difficulties	were	experienced	securing	discharge	accommodation	
for some perpetrators. Consequently, they exceeded the average length of stay (2.6 days) and perpetrated 
multiple incidents during their admission (eight, 12, 45 and 114 days). Frustration at this perceived lack 
of care may have contributed to recurring episodes of violence (Roche et al 2010). It is recommended that 
patients with known mental health illnesses are ‘fast‑tracked’ to appropriate wards/units to reduce the risk of 
violence	(Pich	et	al	2010),	with	a	relationship	identified	between	waiting	for	placement	and	violent/aggressive	
incidents	(Roche	et	al	2010).	Difficulties	placing	patients	who	meet	the	high	risk	criteria	for	violence	can	be	
anticipated	at	the	time	of	admission	and	priority	should	be	given	to	finding	suitable	places	to	ensure	a	safer	
workplace.

An	advantage	of	the	education	intervention	was	that	it	placed	experts	within	the	study	wards.	This	significantly	
increased knowledge and the use of verbal de‑escalation, resulting in fewer incidents and recurring incidents. 
However,	confidence	and	capability	of	the	staff	did	not	increase.	These	qualities	may	require	more	time	to	
develop	and	may	benefit	from	ongoing	input	from	experts.	Capability,	(perceived	ability,	confidence	and	self‑
assurance	to	deal	with	conflict)	was	described	as	essential	to	prevent	WPV	(Zarola	and	Leather	2006),	and	
raises concerns related to this study. Therefore, it is recommended that early contact is made with clinical 
experts	when	high	risk	patients	are	first	identified,	rather	than	following	an	incident,	and	that	key	ward	staff	
are	trained	and	mentored	to	develop	confidence	in	managing	patients	with	a	risk	for	violence/aggression.	

As the majority of staff were female nurses it is not surprising they were involved in the majority of incidents 
or that full‑time staff were involved in more incidents. However two vulnerable groups stand out and align 
with	literature:	incidents	involving	a	single	nurse	and	staff	with	≤48	month	experience	(Roche	et	al	2010).	
As a mechanism to protect staff from patients who pose a risk of violence, staff should not enter the patient 
room alone (Kling et al 2011). A prerequisite is that patients are assessed to identify those with a high risk 
for violence, that the risk is documented (notes and handover sheets) and verbally reported at shift changes 
and to everyone involved. When a history of violence/aggression is known, vigilance is required, as it is the 
greatest	indicator	of	future	behaviours	(Pich	et	al.	2010;	Chapman	et	al	2009b;	Luck	et	al	2007).	By	contrast	
to the less experienced vulnerable group, nurses with more experience appear to be able to recognise signs 
that predict violence and then to take steps to de‑escalate the situation (Roche et al 2010). Although all staff 
are at risk, this highlights the increased vulnerability of those with less experience and the need to reinforce 
these details within training sessions.
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Limitations of this study include the sample size with incidents from just two wards. Furthermore, under‑
reporting is anticipated with these incidents inevitably omitted.

CONCLUSIONS 

The purpose of this study was to assess the effectiveness of a clinically based education intervention. An 
outcome	was	that	knowledge	related	to	violence/aggression	improved	significantly	as	did	the	use	of	verbal	
de‑escalation, and consequently both the frequency of incidents and the number of recurring incidents 
decreased. The education intervention provided information and coaching by clinical experts, with the results 
suggesting that access to clinical expertise enhanced the development of skill managing violence/aggression. 
The prevalence of violence within general hospitals is unlikely to spontaneously decrease. Therefore, it is 
essential to embrace pro‑active strategies and have a planned response rather than reacting to incidents. 
This will ensure staff are better prepared to manage patients with a high risk for violence. 
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ABSTRACT
Background 
Learning in the clinical setting is an essential component of nursing education. Two common models of clinical learning 
place students in facilities using either block or distributed approaches. 
Aim
The aim of this study was to examine nursing students’ perceptions of the impact of block versus distributed model 
of clinical placement on their learning experience.
Design 
The study employed a descriptive, exploratory approach. Focus groups and an individual interview were conducted 
with third‑year undergraduate nursing students.
Setting 
Students	from	four	Australian	universities	took	part	in	the	study. 
Subjects
The	average	age	of	the	22	student	participants	was	37.5	years	and	91%	were	female.	More	than	half	(55%)	studied	full	
time. 

Results 
Thematic	analysis	of	the	data	identified	five	overarching	themes:	We’re	there	to	learn;	Taking	all	that	knowledge	out	
and	practising	it;	You	actually	feel	a	part	of	the	team;	Just	prepare	them	for	us	coming;	and	It’s	really	individual.	
Conclusions
It is clear that both block and distributed modes of placement have inherent advantages and disadvantages that might 
be	magnified	depending	on	the	individual	student’s	circumstances.	Sequencing,	consistency	and	preparation	must	be	
considered when planning either mode of clinical placement to ensure the best possible experience for students. Most 
significantly,	students	need	to	feel	as	though	they	are	part	of	the	team	while	on	placement	to	get	the	most	out	of	the	
experience.	These	findings	have	implications	for	education	providers	planning	the	integration	of	clinical	placement	into	
the nursing curriculum.
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INTRODUCTION

Nursing education must give students a comprehensive knowledge base to support critical thinking and clinical 
decision‑making in expert practice. During undergraduate education, nursing students are taught theoretical 
foundations and given opportunities to practice skills in simulated environments before undertaking clinical 
placements across all years of their studies. Most nursing programs use either block or distributed models, 
or a combination of both (Walker et al 2013). In Australia the Australian Nursing and Midwifery Accreditation 
Council (ANMAC) sets minimum standards for professional experience acquired through clinical placements 
(ANMAC 2012). The standards do not, however, provide recommendations about the type of clinical placement 
model. 

Choice	of	placement	model	is	often	determined	by	practical	and	financial	factors	rather	than	pedagogical	
needs. Current types of clinical placement in nursing education include block and distributed modes. The 
choice of placement model adopted by nurse educators is dependent on factors such as curriculum design, 
cost effectiveness and partnerships with health facilities – including contractual agreements (Walker et al 
2013;	Löfmark	et	al	2012).	Block	placement	is	based	on	the	apprenticeship	style	of	nurse	training	utilised	
prior	to	the	transfer	of	nursing	education	to	the	university	sector	(which	was	finalised	in	1992	in	Australia).	
This model incorporates full‑time placement for a period of weeks either within the study period or during 
semester breaks (Kevin et al 2010). The distributed model arose from a National Review of Nurse Education 
(Heath 2002) recommendation that undergraduate nursing students have weekly exposure to a broader range 
of	clinical	settings.	Distributed	placement	requires	students	to	attend	placement	and	classes	concurrently;	
for example two days in the clinical setting and three days of classes per week (Kevin et al 2010).

Research evidence (Levett‑Jones et al 2008) suggests that short periods of one to two week block placements 
do	not	enable	nursing	students	enough	time	to	settle	into	the	clinical	setting,	which	influences	their	experience	
of ‘belongingness’. Clinical staff are also less likely to feel a sense of ownership of the process of block 
placement,	resulting	in	inadequate	time	being	allocated	to	meet	students’	needs	(Walker	et	al	2014;	Levett‑
Jones	et	al	2008;	Heath	2002).

Various	studies	(Kevin	et	al	2010;	McKenna	et	al	2009;	Ranse	and	Grealish	2007)	report	nursing	students’	
perceptions of the distributed model. Positive student outcomes include continuity, familiarity, greater 
opportunities for learning and early professional socialisation. However, students were critical of the lack of 
the time they had to prepare for weekly placements (Kevin et al 2010). 

Little	evidence	in	the	current	literature	supports	the	efficacy	of	one	model	over	another.	While	the	broader	
literature	provides	evidence	of	factors	influencing	students’	and	preceptors	experiences	of	clinical	placement	
(Paliadelis	and	Wood	2016;	Courtney‑Pratt	et	al	2015;	Kevin	et	al	2010;	Warne	et	al	2010;	McKenna	et	al	
2009;	Ranse	and	Grealish	2007),	a	review	of	the	literature	failed	to	identify	any	studies	that	consider	the	
efficacy	of	block	placement	versus	distributed	placement	models.	The	lack	of	published	evidence	provides	
justification	for	this	study,	which	aims	to	examine	nursing	students’	perceptions	of	the	impact	of	block	versus	
distributed model of clinical placement on their learning experience.

METHOD

Ethical approval was obtained from the university’s Human Research Ethics Committee. A descriptive 
exploratory design that employed focus group interviews with nursing students was used. Third‑year students 
were recruited to ensure the participant group had the broadest possible experience of placement. Twelve 
institutions across one Australian state were approached to participate. Despite in principle widespread 
support,	 the	 limited	availability	of	students	during	 this	final	year	of	 their	program	resulted	 in	 three	 focus	



AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 34 Issue 3 18

RESEARCH PAPER

group interviews and one individual interview being conducted with a total of 22 participants. Interview 
groups	were	undertaken	at	the	students’	universities	during	final‑year	teaching	periods	outside	of	students’	
scheduled classes. As this was a convenience sample across a diverse geographical area, each focus group 
was comprised of students from a single institution.  The majority of participating students experienced both 
block and distributed placement during their studies.

Focus group interviews were conducted by at least one member of the research team, sometimes with the aid 
of a research assistant. Participants completed an anonymous survey that gathered demographic information 
such as gender, age, course and duration of enrolment. Focus groups have the advantage of bringing individuals 
with	shared	interests	that	stimulate	interaction	(Birks	and	Mills	2015).	In	this	study	the	process	was	enhanced	
by the use of activities that engaged students and encouraged them to examine their previous placement 
experiences,	including	reflecting	on	factors	that	determined	whether	or	not	these	were	effective.	Through	
this process of ‘sharing and comparing’ (Morgan 2012, p164) participants were encouraged to explore how 
and why characteristics of block and distributed modes of placement had the potential to enhance or detract 
from the learning experience. Interviews were recorded and transcribed for thematic analysis using qualitative 
data	analysis	software	(NVivo).	Materials	such	as	post	it	notes	and	posters	produced	by	participants	during	
the	interactive	activities	were	also	collected	and	used	for	clarification	where	necessary.	

FINDINGS

The	average	age	of	the	22	participants,	who	were	all	from	the	same	State,	was	37.5	years	(median:	37.5,	
range:	20	–	60),	and	91%	were	female.	A	female	academic	also	attended	at	one	location,	primarily	as	an	
observer.	All	participants	were	enrolled	in	a	nursing	degree	program	at	the	time	of	the	study.	Students	recruited	
to	the	study	were	in	their	third	(final)	year	of	study	though,	on	average,	participants	had	been	enrolled	for	
3.6 years (median: 3, range: 2.5 – 6). This can be explained by the variation in enrolment mode: 41% of 
participants studied part‑time, while 55% studied full‑time (5% enrolment mode not stated). Twenty‑three 
percent	of	participants	studied	on‑campus,	37%	studied	off‑campus,	and	9%	studied	in	a	mixed	mode	(on	
and off campus) (32% not stated). 

Data	 from	the	 transcripts	were	analysed	 to	 identify	overarching	 themes.	The	five	 resultant	 themes	were,	
We’re there to learn; Taking all that knowledge out and practising it; You actually feel a part of the team; Just 
prepare them for us coming; and It’s really individual. 

“We’re there to learn”
Study	participants	characterised	the	best	placements	as	those	that	featured	‘learning	opportunities’,	 i.e.	
situations that challenged students to make clinical decisions and acquire new skills. These learning opportunities 
materialised	when	three	interrelated	factors	were	in	place:	consistent	expectations;	clear	understanding	of	
the	student	scope	of	practice;	and	trust	in	student	abilities.	When	students	and	staff	knew	which	skills	and	
behaviours were expected, students were free to focus on skill mastery without distraction, intimidation or 
frustration. Consistency in the supervising nurse was considered particularly important. 

“I agree, consistency in the nurses [is good] because they’re very different and they do their clinical skills 
different as well, which can make it confusing because you feel under pressure to do it the way they do it 
and then the next day you feel under pressure to do it the way [another nurse is] doing it.”

Participants generally found that block placements fostered consistency in the short‑term, as opposed to 
distributed placements where “[i]n two days, you’re just starting to get the hang of it and then you’re not back 
until the week after or something”. Individual student‑supervisor relationships and the context of placement 
also	had	a	bearing	on	consistency;	for	example	an	aged	care	facility	or	doctor’s	surgery	was	more	likely	to	be	
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characterised as consistent compared to a busy hospital ward. Consistency can present a barrier to learning if 
the student is barred from trying new skills. Regardless of mode, a common barrier to learning was uncertainty 
about students’ scope of practice among both staff and students themselves: 

“So nobody knows what you can and can’t do. So they don’t offer you the things that you want to learn 
how to do. You miss a lot of opportunities when no one knows what your scope is or when there’s 
miscommunications about it.”

Though participants were usually eager to extend their skillsets, they were also acutely aware of the implications 
of practicing outside their scope:

“…the way she made me feel, I thought, oh my God, I’m going to get thrown off prac… so I was just shaking… 
I went to my bag and got out my scope of practice for prac… and… I just went to her and I said, ‘look’, 
you know, thinking I was in such big trouble, ‘I just want to let you know this is what we’ve been told I’m 
allowed to do’.” 

Participants did not perceive either placement mode as inherently better for promoting a clear understanding 
of the students’ scope of practice, though one student commented that, hypothetically, it would be easier to 
delineate the scope in block placement, because:

“They’ll know the days and the times that you’re going to be there. Therefore they can go ‘right, all of the 
students from [this subject], who can do exactly this, will be here, Monday to Friday on these three weeks’.” 

“Taking all that knowledge out and practising it” 
Clinical placement experiences should provide students with authentic learning experiences that enable 
them	to	consolidate	knowledge.	Sequencing	appeared	to	be	of	greater	importance	than	mode	of	placement	
for promoting integration of theory and practice. 

“One of my placements was… for chronic, [but] we hadn’t done acute… I’m like ‘I have no idea what I’m 
doing’. They probably thought I was an idiot.”

Some	participants	suggested	that	distributed	placements	enabled	students	to	integrate	theory	and	practice	
more effectively because students had the opportunity to explore in greater depth what they encountered 
on the ward:

“…if you found something on placement that you wanted to research you had the time to. With block you’ve 
got the weekend and you’ve got to catch up on uni work, so you don’t have the time to… look it up.”

Participants indicated that the appropriateness of placement mode shifted over time. While a distributed 
placement	was	perceived	as	a	better	fit	for	first‑year	students	who	required	“balance”	and	“more	time”	to	
adjust	 to	 the	clinical	environment,	block	placements	become	more	suitable	as	students’	confidence	and	
skills increased. 

“You actually feel a part of the team”
Participants valued placements that supported the development of their identity as a nurse. Participants 
spoke highly of placements that best approximated ‘authentic’ or ‘real life’ working conditions, particularly 
being	 treated	as	part	 of	 the	nursing	 team;	managing	 shift	work;	 being	given	 responsibility	 for	 particular	
patients;	and	learning	to	adapt	to	changing	circumstances.	The	allocation	of	meaningful	nursing	tasks	to	
students	offered	mutual	benefits:

“it really builds your self-confidence when you know that you can actually help and … decrease someone’s 
workload while you’re there as well as actually learning. It means that when you go into the work force, 
you can go ‘yeah I’ve done that heaps of times’.” 
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Participants generally found they were more likely to become part of the nursing team on distributed 
placements;	the	structure	of	this	model	enabled	students	to	develop	effective	communication	skills	and	to	
become	familiar	with	staff	and	routines	on	the	ward.	Block	placements,	however,	were	perceived	as	being	
more ‘realistic’ in terms of exposure to shift work and increasing the likelihood of being present for routine 
ward activities (e.g., handovers). Participants also reasoned that the short period of full‑time work during 
the	block	better	replicated	a	registered	nurse’s	schedule	and	fitted	more	easily	around	academic	obligations	
(e.g., a student on block could work a night shift, just as a registered nurse might, without having to attend 
lectures the following morning). 

Participants	repeated	that	self‑confidence	was	fostered	when	supervising	nurses	demonstrated	confidence	
in students’ ability to practise effectively, “The best thing that happened to me was I had a nurse who said, 
‘okay, you write the plan, I’m following you today, you’re running the shift’.” When staff validated students as 
knowledgeable,	skilled	future	nurses,	this	provided	a	huge	boost	for	students’	confidence.

“I wasn’t even referred to as a student. I was referred to as a colleague. It made you feel so good … ‘this 
is my colleague, she would like to ask some questions, is that okay?’ Yep. Awesome.” 

However, this kind of validation was overshadowed by examples of participants’ abilities being discounted, 
which	can	significantly	limit	learning	opportunities:

“As soon as you walk onto that ward and you’ve got that student shirt, you’re just nothing, you’re just there 
to clean up for them while they went and had a coffee break or a smoke break.”

There appears to be little distinction between block and distributed modes in terms of reducing what participants 
referred to as the “stigma” of being a student. Rather, this is perceived as dependent on institutional culture, 
a complex variable not readily mitigated by the mode or sequencing of placement:

“I don’t think it boils down to how often we’re there, or how regularly we’re there. I think it’s just a culture 
thing.” 

“Just prepare them for us coming”
While	 the	 factors	 discussed	 above	 have	 pedagogical	 importance,	 findings	 suggest	 that	 preparation	 and	
planning	at	the	placement	sites	strongly	influence	students’	placement	learning	experiences	regardless	of	
mode.	Such	organisational	factors	are	peculiar	to	a	given	placement	site	and	are,	therefore,	more	difficult	to	
control. Organisational issues raised by students included staff not anticipating students, students not being 
told where to go or who to work with, and an inappropriate mix of staff/supervisors. 

“I was allocated to a placement where they didn’t always have students. So I showed up, they didn’t know 
I was coming and the two ladies said ‘oh I’m not having a student’ and the other one said ‘well I’m not 
having a student’.”

Providing students with a comprehensive, practical orientation upon arrival is a key responsibility of placement 
sites. Without proper orientation students spend valuable time seeking mentorship and trying to orient 
themselves to the site (e.g., paperwork procedures, computers/library access, parking) rather than gaining 
valuable professional experience. 

“Unless you have a really good facilitator that puts you with someone, it’s up to you to sort of be like ‘can 
I work with you?”

“It’s really individual”
Personal	factors	strongly	influenced	students’	placement	experiences.	In	particular,	balancing	placements	
with study, work and family commitments were key considerations for participants. The placement mode that 
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was most effective for promoting learning was, therefore, determined at the individual level. Maintaining a 
balance between study and personal life was a prominent concern. Whilst acknowledging that “a little bit 
of pressure is (a) good” motivator, participants felt they were at high risk of ‘burn‑out’ as a consequence of 
struggling to manage placement expectations, academic workload and personal responsibilities.

For	parents	with	young	children,	block	placements	proved	challenging.	Block	placements	demanded	students’	
full‑time	attention	for	weeks	at	a	time	and	were	associated	with	greater	financial	burden.	Costs	cited	included	
accommodation and fuel (for students placed away from their usual place of residence), childcare expenses, 
and lost earning opportunities:

“There’s some people who work on weekends and block works for them fine. But I think for a lot of us, 
that’s not the case and you’re expected to save up for it. But that’s nigh on impossible.”

Several	participants	commented	that	while	distributed	placements	presented	some	pragmatic	benefits,	block	
placements offered the distinct advantage of encouraging a singular focus on the placement experience:

“I think that it’s handy having block, because you know the rest of your life stops during this period. That’s 
it. ...it’s nice to know, in this period of time, the rest of life stops.”

DISCUSSION

The clinical experience component of pre‑registration nursing programs is the most important factor in the 
development	of	reflective,	evidence	based	practitioners	who	are	committed	to	ensuring	quality	outcomes	in	the	
practice environment (Henderson et al 2012). Participants in this study were aware of the important role that 
clinical placement played in the consolidation of learning. While the block placement model was considered 
by some participants to offer a realistic and authentic experience of the registered nurse role, numerous other 
factors determined which mode of placement was considered most conducive to learning. Of these factors, 
consistency was seen as one of the most critical. Consistency supports continuity and could take the form 
of working with the same staff, returning to the same environment, or being in a given environment over a 
period of time (Gilmour et al 2013). Participants felt that consistency facilitated familiarity between students 
and	staff,	particularly	in	relation	to	students’	capabilities;	similar	findings	were	reported	in	Courtney‑Pratt	
et	al	(2012).	Block	placements	were	generally	perceived	to	be	more	likely	to	support	consistency,	a	concept	
supported by Levett‑Jones et al (2008) who found that a settling‑in period preceded the ability of students to 
focus	on	learning	at	each	placement.	For	participants	in	that	study,	the	capacity	to	benefit	fully	from	learning	
opportunities was limited in shorter placements. Personal preferences and lifestyle factors determined the 
extent	to	which	a	student	would	find	one	or	the	other	mode	of	placement	more	conducive	to	learning.	Block	
placement	can	create	a	situation	of	difficulty,	even	hardship,	for	some	students.	Where	such	pressures	do	
not exist, block placement can provide an opportunity for focused learning. 

The current climate in which clinical placements for nursing students is negotiated is complex and driven by 
numerous	factors	that	are	often	beyond	the	control	of	the	educational	institution.	Quality	clinical	placements	
are secured in a competitive environment as all institutions seek to meet the minimum requirements for 
registration of graduates determined by the accrediting authority (ANMAC 2012). Clinical venues also struggle 
to support these requirements within political and economic constraints. These factors contribute to the 
issues	identified	by	participants	in	this	study	in	relation	to	planning	for	placements.	Adequate	preparation	
of clinical environments and the staff who support students undertaking clinical placement (Courtney‑Pratt 
et al 2012) is essential for ensuring a quality learning experience. This might be as simple as ensuring staff 
at the unit level are aware that students will be on placement at a given time. As described in this study, 
students can feel very unwelcome and be derailed from the outset if their arrival is not expected by clinical 
staff (Gilmour et al 2013).
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Participants did identify some aspects of the clinical experience that could be improved by the educational 
institutions themselves, particularly in respect of the scheduling of clinical placement relative to the curriculum. 
Aligning	practical	exposure	with	theoretical	instruction	has	become	increasingly	difficult	for	nurse	academics	in	
recent decades because of growth in student numbers. This study indicated the impact that this misalignment 
of theory and practice can have on the learning of related concepts. In respect of sequencing of modes, 
distributed placements may be of greater value earlier in the program of study, with block placements being 
more	beneficial	during	the	later	stages	as	students	build	confidence.	This	finding	reflects	that	of	Roxburgh	
(2014) who found that supportive models used earlier in a nursing program built resilience for a different 
model of placement in subsequent years.

Participants	 in	 this	 study	highlighted	 the	 importance	of	 feeling	part	 of	 a	 team,	 reflecting	 the	 findings	 of	
participants in studies by both Courtney‑Pratt et al (2012) and Gilmour et al (2013) who felt that this level 
of acceptance was critical to ensuring a positive placement experience. Participants in this study found that 
becoming part of a team was more likely to occur with a distributed placement model, an outcome inconsistent 
with the work of Levett‑Jones et al (2008). Participants in this study also discussed the importance of staff 
having	confidence	in	the	student’s	ability	to	function	in	the	clinical	environment.	Confidence	was	instilled	
when registered nurses trusted students to take on greater responsibility, similar to the experience of 
midwifery students in Gilmour et al’s study (2013). The results presented in the preceding section suggest 
that	participants	felt	this	confidence	was	more	effectively	built	with	a	distributed	model,	once	again	at	odds	
with the work of Levett‑Jones et al (2008). When students did not feel as though they were part of a team, the 
clinical	placement	experience	could	be	negative	and	learning	potential	was	reduced.	The	findings	reported	in	
this paper reveal the stigma associated with being a student. Participants found environments that “were not 
welcoming	or	facilitative	of	their	learning”	(Levett‑Jones	et	al	2008,	p14)	had	little	benefit,	regardless	of	mode.	

RECOMMENDATIONS AND LIMITATIONS

It is clear that both block and distributed modes of placement have inherent advantages and disadvantages. 
The results of this study showed that block placements were regarded by students as more effective than 
distributed placements in three main areas: gaining a realistic sense of the work, routines and schedules 
of	nursing;	encouraging	a	singular	focus	on	placement;	consistency	in	teaching	and	learning	style	of	clinical	
supervisors. On the other hand, distributed placements were regarded as more conducive to the following: 
work	life	balance;	 integrating	theory	and	practice;	developing	the	feeling	that	one	was	‘part	of	the	team’.	
Students	also	said	that	the	placement	model	had	little	bearing	on	a	number	of	crucial	factors	that	affected	
their	learning,	such	as	uncertainty	about	scope	of	practice;	readiness	of	the	workplace	to	manage	placements;	
and the ‘stigma’ of being a student nurse.

While individual factors will often determine the value of clinical learning, measures can be taken to enhance 
student	learning	experiences	regardless	of	the	placement	model	employed.	Such	measures	include:	

• ensuring	appropriate	sequencing	of	placements	to	align	with	theoretical	and	chronological	stages	of	study;	

• promoting	consistency	by	enabling	students	to	return	to	a	familiar	venue;	

• adequately	preparing	the	clinical	environment	for	the	students	they	receive	on	placement;	and

• establishing a culture that encourages students to feel as though they are members of the team. 

The	main	limitation	of	this	study	was	that	it	was	confined	to	one	state	and	was	constrained	by	student	availability	
in	their	critical	final	year	of	study.	While	the	models	of	placement	described	in	this	paper	reflect	those	in	other	
parts of the country, it is acknowledged that different approaches to clinical experience placement are used 
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internationally. Future research may explore the potential application of these diverse models to the local 
context;	or	the	perspectives	of	a	broader	cross	section	of	students	and/or	staff	of	clinical	and	educational	
institutions. Targeted research that develops strategies to address learning in the clinical environment more 
broadly would also prove valuable.

CONCLUSION 

Professional experience in the clinical environment is crucially important for students of nursing. As the 
resources available to support students on clinical placement are subject to increasing stressors, it is 
critical that the quality of the experience not be compromised. Consideration needs to be given, therefore, 
to identifying the most appropriate placement model to support student learning. Placement models vary 
by institution, but preparation of students and staff in the clinical setting is critical to the success of the 
placement	experience.	Such	preparation	provides	a	 foundation	for	 the	development	of	 relationships	that	
contribute to students feeling part of a team. This sense of belonging is inextricably linked to the facilitation 
of positive learning experiences that are critical to preparation for the professional role. 
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ABSTRACT
HIV	associated	neurocognitive	disorder	(HAND)	may	be	difficult	to	identify	as	signs	and	symptoms	(S&S)	are	nonspecific.	

Objective
To	ascertain	whether	people	living	with	HIV	and	their	caregivers	using	a	self	reflective	tool	could	identify	S&S	of	HAND.

Design
This study was a nurse led prospective observational multi‑site study using a quantitative design.

Setting
Participants	were	recruited	from	three	sites	in	Sydney,	New	South	Wales	(NSW),	Australia:	an	inner	metropolitan	HIV	
clinic,	an	inner	metropolitan	sexual	health	clinic	and	a	suburban	hospital	HIV	clinic.

Subjects
121	patients	and	44	caregivers	who	attended	ambulatory	clinics	providing	HIV	care.

Main Outcome Measures
Observing usual standard of care to follow patients who had formal neuropsychological testing and diagnosis of HAND. 

Results
Sixty	one	percent	of	participants	and	57%	of	caregivers	identified	more	than	four	symptoms.	Sixteen	had	
neuropsychological	exams;	five	were	diagnosed	with	HAND.	After	changes	to	their	medication	regime	all	of	those	five	
showed	an	improvement	in	cognition.	Of	the	remaining	11,	four	results	were	inconclusive,	with	some	deficits	noted.	

Conclusion
Patients	and	caregivers	stated	the	booklet	helped	them	to	reflect	on	behavior	changes	which	they	could	subsequently	
discuss	with	their	doctor.	The	booklet	was	considered	useful	to	identify	S&S	which	could	indicate	HAND.
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INTRODUCTION

HIV	is	treated	with	medications	known	as	antiretroviral	drugs	which	has	had	a	substantial	positive	impact	on	
morbidity	and	mortality	for	People	Living	with	HIV	(PLHIV)	and	has	resulted	in	life	expectancy	approaching	
population	norms	for	those	individuals	who	have	optimal	adherence	to	HIV	medications.	(Clifford	and	Ances	
2013).	Yet,	despite	HIV	virological	suppression	and	 immune	 recovery,	studies	suggest	30%	of	PLHIV	are	
affected	by	HIV	associated	neurocognitive	disorder	(HAND),	(Clifford	and	Ances	2013;	del	Palacio	et	al	2012;	
Heaton	et	al	2010)	significantly	impacting	quality	of	life	(Tozzi	et	al	2004).	

In	the	1980s,	the	clinical	features	of	AIDS	dementia	complex	(ADC)	were	those	of	a	sub‑cortical	dementia	
characterised by cognitive impairment, behavioural abnormalities and disturbed motor function. With the 
introduction of antiretroviral medications, ADC largely disappeared from clinical practice, but now milder 
forms	of	cognitive	impairment	are	being	observed.	In	2007,	the	classification	for	ADC	was	revised,	and	is	
now known as HAND. HAND is divided into three categories, each with varying degrees of disability impacting 
quality of life: Asymptomatic Neurocognitive Impairment (ANI), Mild Neurocognitive Disorder (MND), which 
causes	symptomatic	disease,	and	HIV	Associated	Dementia	(HAD)	(Antorini	et	al	2007).	This	study	focuses	
on	the	signs	and	symptoms	(S&S)	associated	with	MND.

MND affects the person’s ability to perform activities of daily living such as preparing meals, managing 
finances,	attending	doctors’	appointments	and	driving.	It	may	also	affect	their	social	relationships	and	the	
ability to retain employment or be promoted. Caregivers can have a positive effect on the health and well 
being	of	PLHIV	(Gisslen	et	al	2011)	and	may	be	well	placed	to	notice	any	changes	in	the	PLHIV.	Signs	and	
symptoms	of	MND	may	be	subtle	and	are	potentially	normalised	by	PLHIV	and	may	be	difficult	to	detect	by	
clinicians.	Individuals	may	start	to	notice	mild	memory	problems	and	slowness,	difficulties	in	concentration,	
planning	and	multitasking	(Schouten	et	al	2011;	Heaton	et	al	2010;	Grant	2008).

A	booklet	was	developed	(Trotter	and	Cummins	2008)	to	be	used	by	patients	and	caregivers	to	reflect	on	
whether the person was experiencing signs and symptoms which may indicate HAND. Information in the 
booklet focused on four key areas that affect cognition (memory, concentration, motor skills and social 
skills)	for	patients	and	their	caregivers	to	reflect	on	any	changes	in	cognition.	Using	the	booklet	enabled	the	
caregiver	to	recognise	potential	signs	and	symptoms	of	MND.	It	should	be	noted	that	some	PLHIV	may	be	
socially isolated (McDonald et al 2013) and not have the support of a caregiver and may have no one they can 
rely upon who may notice changes in their cognition including memory, motor function and social behaviour.

There	 are	 currently	 no	 biological	markers	 for	 a	 definitive	 diagnosis	 of	 HAND	 (Atluri	 et	 al	 2014).	 Studies	
suggest	predictors	of	HAND	are:	past	history	of	AIDS	defining	central	nervous	system	disease	(Fabiani	et	al	
2013),	other	central	nervous	system	disease	(Valcour	et	al	2004),	low	CD4	cell	count	(Schouten	et	al	2011),	
drug and alcohol use (Fiala et al 2005), low education level (Tedaldi et al 2015), and Hepatitis C infection 
(Schouten	et	al	2012).	

PLHIV	with	cognitive	impairment	including	HAND,	have	been	shown	to	be	less	adherent	to	HIV	medication	
regimes.	(Robertson	et	al	2010;	Skinner	et	al	2009).	This	may	lead	to	drug	resistant	HIV,	resulting	in	their	
current	medication	regime	becoming	ineffective	(Robertson	et	al	2010;	Skinner	et	al	2009).	Morbidity	and	
mortality can then be affected as the person experiences poor health outcomes secondary to impaired 
adherence (Thames et al 2011). 

If	identified	and	treated	early,	using	HIV	drug	treatment	or	changing	the	medication	regimen	to	medications	
which	have	a	higher	CNS	penetration	via	the	blood	brain	barrier	(Letendre	et	al	2010)	may	lead	to	improvement	
in	previous	cognitive	changes	related	to	MND	thus	improving	outcomes	for	patients	(Cysique	et	al	2009).
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In	addition	as	PLHIV	age	they	may	be	at	risk	of	other	neurologic	conditions	associated	with	ageing	such	as	
vascular dementia and Alzheimer’s disease (del Palacio et al 2012). Thus the complexity of neurological 
health	for	PLHIV	may	be	on	the	increase.	The	prevalence	of	MND	among	PLHIV	in	Sydney,	NSW	is	unknown.	
There	is	a	paucity	of	literature	regarding	PLHIV’s	experiences	of	and	their	reflections	that	is	consideration	of	
any changes in cognition in the last 12 months and any signs and symptoms they are currently experiencing 
which may be indicators of HAND. 

METHOD

Aim
To consider the value of patient and caregiver use of a self‑assessment booklet in leading to early medical 
assessment of MND. 

Design
A quantitative study from a prospective observational multi‑site study to explore the usefulness of a patient 
self‑assessment	booklet	“HIV	associated	MND:	How	to	recognise	signs	and	symptoms”	developed	by	two	of	
the	authors		(Trotter	and	Cummins	2008)	by	assisting	PLHIV	and	their	caregivers	in	recognising	any	signs	and	
symptoms of cognitive impairment as noted in the booklet. This is not a validated tool but was developed to 
explore whether patients were experiencing any signs and symptoms which could indicate HAND. The study 
period ran over 28 months from June 2012 to October 2014.

Setting 
The study was conducted at three outpatient sites within two Health Districts covering a greater part of 
Sydney,	NSW,	Australia.

Each	site	provides	HIV	specialist	care:	an	inner	city	hospital	based	clinic,	an	inner	city	sexual	health	clinic	and	
a	suburban	hospital	based	clinic.	The	inner	city	clinics	are	in	the	inner	west	of	Sydney	which	has	the	second	
highest	number	of	HIV	diagnoses	in	NSW,	Australia.	A	high	proportion	of	patients	seen	at	these	clinics	are	
men	having	sex	with	men	(NSW	HIV	Strategy	2012‑2015).	The	suburban	hospital	HIV	clinic	is	in	the	outer	
suburbs	of	Sydney	and	cares	for	a	high	proportion	of	participants	from	culturally	and	linguistically	diverse	
(CaLD) backgrounds. 

Participants
Participants were recruited whilst attending their regular multi‑disciplinary consultation reviews at outpatient 
clinics at one of the three sites. Participants were eligible for inclusion if they were	HIV	positive	over	18	years	
of age and they provided written consent at time of recruitment. Participants could nominate a caregiver to be 
invited to participate in the study. For the purpose of this study caregivers were considered unpaid individuals 
who	provide	practical,	emotional	or	financial	support	to	the	person,	such	as	partners,	family	members	and	
friends. Initial recruitment was over a four month period in 2012. 

Individuals	 were	 excluded	 if	 they	were	 diagnosed	with	 HIV	 in	 the	 last	 twelve	months;	 had	 a	 preexisting	
identified	cognitive	impairment;	were	experiencing	current	social	chaos	or	had	inadequate	English	language	
skills.	 As	 depression	may	 confound	 cognitive	 symptoms	 (Woods	 et	 al	 2009),	 patients	 who	 had	 current	
untreated depression were excluded but became eligible once their depression was treated. Current alcohol 
and substance use was assessed and patients with dysfunctional use were excluded from the study until 
substance and alcohol use was addressed.

Participants	completed	a	demographic	questionnaire	and	were	given	the	booklet	“HIV	associated	MND:	How	
to recognise signs and symptoms” (Trotter and Cummins 2008). The self assessment booklet was developed 
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by	 a	HIV	 Psychiatrist	 and	HIV	 Clinical	Nurse	Consultants,	 informed	 by	 literature	 review	 and	 professional	
experience.	It	was	focus	group	tested	for	readability,	clarity,	design,	flow	and	acceptability.	The	booklet	has	
36 items grouped into four categories of behaviours: concentration, memory, motor skills and social issues. 
Additionally	the	booklet	had	information	in	it	noting	how	S&S	may	be	misread	as	depression,	ageing	or	being	
more	stressed;	but	not	to	“panic”	as	having	a	clinical	review	would	lead	to	a	definitive	diagnosis	which	could	
be treated.

Participants	 and	 caregivers	 were	 provided	 with	 the	 booklet	 and	 were	 asked	 to	 reflect	 on	 any	 changes	
experienced or observed over the last twelve months. If they noted any change in behaviour over the previous 
twelve months we asked them to respond “Yes” to each relevant item. They were contacted two weeks later 
via telephone to provide responses to items selected from the booklet.

A	file	audit	was	attended	to	ascertain	specific	risk	factors	for	cognitive	impairment	including	the	participants’	
HIV	viral	load,	CD4	T	cell	nadir	and	current	CD4	T	cell	count.	Current	medication	regimen	was	noted.	The	
researchers observed the usual standard of care at medical consultations. Initially the researchers asked 
participants	to	discuss	items	identified	in	the	booklet	with	their	doctor	during	the	next	consultation.	It	became	
apparent that the discussion was not taking place as participants stated they were either “not remembering” to 
mention issues to the doctor, “did not think it was important” or there “was not enough time”. The researchers 
intervened by transcribing the list of items selected by participant and/or their nominated carer, placing the 
list in a prominent place in the clinical notes to promote discussion at the next appointment. This resulted in 
increased discussions of the items selected.

As	there	was	no	other	PLHIV	self‑reflective	booklet	available	at	the	time	to	use	as	a	guide,	the	researchers	
decided	selection	of	four	or	more	items	would	be	flagged	with	medical	practitioner	for	patient	discussion.	
Previously	clinical	judgement	and	incidental	anecdotal	evidence	from	PLHIVs	was	relied	on	to	discuss	issues	
relating to HAND.

All neuropsychological testing was conducted by a trained clinical neuropsychologist. This procedure followed 
the usual required battery of tests required as a neuropsychological exam. The results were made available 
for	the	researchers	to	ascertain	which	participants	completed	the	exam	and	final	results.	The	clinical	review	
process of participants diagnosed with MND was observed for changes in treatment prescribed by their 
doctor and the outcome of the treatment. Data entry was completed by one member of the team who was 
not involved in the recruitment process. 

STATISTICAL ANALYSES 

Data	was	analysed	using	SPSS	(V21	IBM	Corporation	Armonk,	NYl,	USA).	Analysis	included	presentation	of	
descriptive	statistics,	Chi	Square	tests,	Mann	Whitney	and	Kruskall	Wallis	tests	as	indicated.

ETHICS

Ethics submission had been approved by Royal Prince Alfred Hospital Research Ethics Committee (X10‑
0354+	 HREC/10/RPAH/618)	 and	 Liverpool	 Hospital	 Research	 Ethics	 Committee	 (SSA/11/LPOOL/203)	
Sydney	Australia.	

RESULTS

Of	330	people	screened	for	enrolment	in	the	study	165	(50%)	were	ineligible	including	30	(9%)	who	declined	
participation.	At	the	suburban	hospital	site	30	people	were	not	screened	for	enrolment	due	to	limited	staffing	
issues during study period which impacted on the overall number of participants able to be recruited at that 
site.	Table	1	summarises	the	exclusion	criteria	of	the	165	ineligible	PLHIV.
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Table 1: Exclusion criteria of patients excluded 

Criteria Total

New	Diagnosis	of	HIV 12
Pre‑existing Ccognitive Impairment 34
Social	chaos 16
Poor English 44
Drug and Alcohol Use 16
Current untreated depression 13
Declined 30
Total excluded 165

In total 121 participants and 44 caregivers across the three sites were recruited (table 2).

Table 2: Participants and Caregivers recruited

Participants Recruited Total

Number of participants 121 (100%)
Number	of	participants	who	identified	4	or	more	S&S 74 (61%)
Number of caregivers 44 (100%)
Number	of	caregivers	who	identified	4	or	more	S&S 25 (57%)

More	than	one	third	of	participants	(39%)	noticed	some	behaviour	change	in	themselves	and	28	(23%)	were	
concerned about these changes in behaviour.

The	mean	age	of	participants	was	49	years	old,	 range	25	to	75years.	The	median	was	also	49	age	was	
normally	distributed;	<40	years	(n=25),	41‑50	years	(n=48),	51‑60	years	(n=31),	61‑70	years	(n=16)	and	
>71	(n=1).	Sixty	one	per	cent	identified	four	or	more	S&S	and	of	these	four,	after	further	investigation,	were	
diagnosed with HAND but there was no difference in age in those diagnosed with HAND (mean 48) and those 
without	HAND	(mean	49)	with	a	p	value	of	0.845.	Ninety	six	per	cent	were	men	(116).	Forty	nine	participants	
(40.5%) lived alone, 46 (38%) lived with a partner and 24 (20 %) lived in shared households. Two participants 
lived (2 %) with children.

Depression 
Forty	 eight	 (39.7%)	 participants	 had	 a	 history	 of	 depression,	which	 is	 consistent	with	 the	 prevalence	 of	
depression	in	HIV	positive	populations	(Grierson	et	al	2009).	Thirty	two	(26.4%)	were	currently	being	treated	
for depression. Those with depression tended to have more symptoms selected from the booklet than those 
without current depression. P=0.056 Mann Whitney Test. 

HIV Information
The	median	duration	of	HIV	infection	of	participants	was	10	years,	range	(0	–	29)	which	indicated	the	participants	
had been infected for some time and therefore be at increased risk of developing co‑morbid conditions. The 
CD4	T	lymphocyte	cell	count	is	a	marker	of	antiretroviral	treatment	responses	and	HIV	disease	progression.	
The	participants’	median	CD4	count	was	590x107 (10 – 1720) which is within normal limits, indicating that 
participants	have	adequate	immunity;	CD4	nadir	count	is	the	lowest	it	has	ever	reached	and	low	CD4	nadir	
count is also a predictor of HAND, the median CD4 nadir was well below normal CD4 count at 180 x107 (0 – 
750);	median	prescribed	antiretroviral	medications	therapy	was	six	years	(0	–	28).

Risk factors for non-HIV related cognitive impairment
Many	PLHIV	have	co‑morbid	conditions.	A	review	of	participants’	clinical	notes	revealed	some	risk	factors	for	
non‑HIV	related	cognitive	impairment	were	documented	in	all	notes	(table	3).	Of	these	factors,	none	were	
statistically	significant.	
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Table 3: Identified from clinical notes patient risk factors for cognitive impairment

Current Conditions Yes P Mann Whitney P t test

Hepatitis C virus 10 (8.3%) 0.046 0.159
Hypertension 31 (25.6) 0.443 0.155
Prescribed Antihypertensive drug 29	(24%) 0.734 0.280
Hypercholesterolemia 79	(65.3%) 0.803 0.452
Hyperlipidaemia 61 (50.4%) 0.203 0.406
Sleep	Apnoea 5 (4.1%) 0.498 0.361
Diabetes 7 (5.8%) 0.078 0.033
Current smoker 38 (31.4) 0.010 (Kruskal Wallis)  Anova

Antiretroviral medications
Ninety four per cent (114) were currently taking antiretroviral medications. Of these, 30% (n=36) were on a 
once daily co‑formulated single pill regimen, and 33 (n=40) took three or more pills per day.

Eleven percent (n=13) had missed more than two doses of medications in the last month. There was a trend 
for a higher number of symptoms in the group who were not adhering to their medications P=0.070 Mann 
Whitney Test. 

Caregivers
Seventy	seven	participants	(64%)	did	not	nominate	a	caregiver	to	be	contacted.	Six	caregivers	declined	to	be	
involved.	The	suburban	hospital	recruits	(n=14)	did	not	identify	any	caregivers.	Of	the	caregivers	identified	
(n=44),	82%	(n=36)	were	male	and	18%	(n=8)	were	female.	The	relationship	of	the	caregiver	to	the	PLHIV	
varied: twenty‑eight were male same sex partners, six were female partners of men, three were husbands of 
women, one was a mother, one a son, four were male friends and one was a female friend. Forty two percent 
(n=15)	of	the	caregivers	identified	as	PLHIV.	

The most reported symptoms by both caregivers (47%) and participants (67%) was “being mentally tired 
at end of day” and caregivers (64%) and participants (67%), “have you noticed you don’t go out socially as 
much as you used to?” 

Neuropsychological examination
Twenty	three	(31%)	of	the	74	participants	who	identified	more	than	four	S&S	from	the	booklet	were	offered	
clinical	neuropsychological	examination	following	consultation	and	clinical	review	by	their	doctor.	Seventy	
percent (n=16) underwent the usual standard battery of tests performed in the clinical neuropsychological 
examination and 30% (n=7) declined testing (table 4). Four participants (25%) of the 16 that had completed 
a clinical neuropsychological examination were diagnosed with MND as a result of these examinations.

Table 4: Neuropsychological Exam Results

Number of Neuropsychological exam (n=16) Results of Neuropsychological exam 

5 (31%) Inconclusive, ongoing monitoring recommended

7(44%) Within normal limits (1 depression, 1 sleep apnoea)
4 (25%) MND diagnoses (medication regimen optimised, subsequent 

improved cognition noted)

DISCUSSION 

MND	can	have	a	detrimental	impact	on	the	health	and	well‑being	of	PLHIV.	As	part	of	the	HAND	spectrum,	
MND	may	be	difficult	to	identify	because	key	signs	and	symptoms	of	MND	may	be	subtle	and	often	the	PLHIV	
and their caregivers may believe signs and symptoms are attributable to other issues such as ageing, stress 
and/or lifestyle factors. 
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There	were	no	previous	studies	regarding	PLHIV	and/or	Caregivers’	self‑reflection	of	signs	and	symptoms	of	
cognition	to	guide	us.	The	researchers	chose	the	identification	of	four	or	more	symptoms	by	either	participants	
or caregivers as a cue to monitor subsequent investigations and current standard of care. The 61% of 
participants	and	57%	of	caregivers	who	identified	four	or	more	symptoms	supported	adoption	of	using	the	
booklet	to	reflect	on	changes	in	the	participants	behaviour.

Caregivers are well placed to notice changes in cognitive behaviour (Glissen et al 2011). Many stated they 
welcomed	being	 involved	 in	the	study	and	that	using	the	booklet	to	help	reflect	on	the	PLHIVs	behaviour	
enabled them to start a discussion regarding behaviours they had noticed but did not know how to raise with 
the	person.	In	addition	some	of	the	caregivers	also	identified	as	PLHIV	and	this	may	impact	on	future	support	
if they as the caregiver also become ill or cognitively impaired. 

Many of the participants live alone and did not identify caregivers who may be well placed to notice any 
changes	in	cognitive	behaviour.	At	one	site,	none	of	the	participants	identified	a	caregiver.	A	majority	(70%)	
of	these	participants	were	MSM	who	were	married	to	women.	Their	lifestyle	did	not	include	HIV	culture	of	gay	
men	in	Australia,	perhaps	best	illustrated	by	one	participant	“We	don’t	talk	about	the	HIV	much,	and	I	sure	
don’t	want	to	mention	this”.	The	clinician	needs	to	be	more	vigilant	in	asking	PLHIV	without	identified	carers	
about	cognition.	The	combination	of	PLHIV	reflecting	regularly	on	their	behaviour	and	staff	with	a	therapeutic	
relationship	with	the	PLHIV,	including	knowing	their	social	situation	may	combine	to	improve	identification	of	
impairment	(as	PLHIV	may	underrate	signs	and	symptoms).	As	this	population	age	they	may	become	isolated	
socially (McDonald et al 2013) and the relationship with their clinician may become very important for asking 
questions about cognition. Discussion of cognition and memory should be incorporated and normalised into an 
annual	review	of	HIV	care,	and	may	result	in	early	detection	(Wright	and	Watson	2012).	This	may	reduce	fear	
and apprehension of results from neuropsychological testing and enhanced discussion of signs and symptoms 
(several participants declined testing due to fear of the outcome and being labelled cognitively impaired). 

Regular	reflection	by	the	PLHIV	and	their	caregiver	may	assist	in	early	interventions	for	HAND	screening	and	
diagnosis.	Many	of	the	participants	had	long	standing	HIV	which	may	place	them	at	risk	of	developing	HAND	
even	though	their	HIV	was	well	managed	(Antorini	et	al	2007).	The	average	age	of	participants	was	49	years	
and as they age they may be at risk of developing co‑morbidities such as heart disease which may affect 
cognitive impairment and may need to be closely monitored for signs and symptoms of cognitive impairment. 
The	greatest	co	morbidity	risk	factors	for	cognitive	impairment	identified	in	the	participants	were	vascular	risk	
factors, such as: current nicotine smoking (31%), those with hypercholesterolaemia (65%), hyperlipidaemia 
(50%),	or	hypertension	 (25%)	 (table	3).	These	figures	point	 to	 the	need	 to	monitor	patients	and	develop	
strategies to improve management of co‑morbidities such as smoking cessation. In addition successful 
management of co‑morbidities may help improve HAND outcomes (Wright and Watson 2012). 

The	signs	and	symptoms	of	depression	may	confound	MND	diagnosis	so	it	is	important	to	screen	the	PLHIV	
for	this	(Grierson	et	al	2009).	Forty	per	cent	of	participants	in	this	study	had	a	previous	history	of	depression,	
26%	were	currently	being	treated	for	depression	and	9%	identified	signs	and	symptoms	of	depression,	and	so	
were excluded from the study until reviewed by their doctor. The group who were currently being treated for 
depression	were	non‑significantly	more	likely	to	have	S	&	S	of	cognitive	impairment	(p=0.056).	Many	PLHIV	
were excluded from this study due to current untreated depression, substance use issues and language 
difficulties.	Early	detection	and	treatment	of	depression,	providing	assistance	with	depression	and	substance	
issues	and	developing	resources	in	different	languages	would	support	improvement	of	rates	of	PLHIV	being	
identified	with	and	treated	for	MND.

Ninety four per cent of the participants were prescribed antiretroviral medications. Of these 33% were taking 
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more than three antiretroviral drugs. The researchers did not enquire about other medications. Pill burden may 
be	a	factor	in	adherence	(Robertson	et	al	2010;	Skinner	et	al	2009).	Eleven	per	cent	had	missed	>	2	doses	
of	medications	in	the	last	month.	This	group	had	a	non‑significantly	higher	number	of	items	from	the	booklet	
(P=0.070).There is a potential for a closed feedback loop whereby the patient with adherence problems may, 
as a result of the poor adherence, suffer further cognitive decline, leading to further impairment of adherence.

This	 study	 enabled	 some	 people	 who	 would	 otherwise	 been	 missed	 to	 be	 identified	 and	 referred	 for	
neuropsychological	assessment.	Using	this	booklet	PLHIV	were	able	to	reflect	and	use	the	booklet	to	report	
to	clinicians,	leading	to	neuropsychological	testing.	Several	had	their	treatments	changed	by	their	doctor	to	
a regime that had improved central nervous system penetration and had improvements in cognition when 
subsequently	reviewed	(table	4).	Thirty	per	cent	of	PLHIV	offered	neuropsychological	testing	declined.	Nurses	
are well placed to explore the reasons for declining and facilitating understanding of the improved outcomes 
formal testing could facilitate. The therapeutic relationship between patient and nurse may promote an 
open	conversation,	allowing	the	nurse	to	provide	information	to	the	PLHIV	enabling	further	assessment	and	
investigations.

Initially participants did not divulge items they had noticed from the booklet with their doctor as they did 
not think it was important, forgot or ran out of time. Nurses are well placed to discuss this with patients 
prior to their appointment with their doctor, to ask if the person has noticed any recent changes in cognitive 
symptoms or behaviours. Information from this discussion can be documented and brought to the attention 
of the doctor prior to the consultation. Nurses can use the booklet to initiate discussion and with regular 
questioning	normalise	the	issue	with	the	patient.	Scheduled	annual	review	of	the	patient	would	also	be	of	
benefit,	utilising	the	initial	documentation	as	a	baseline	for	noticing	changes	in	behavior	and	cognition.

LIMITATIONS/CHALLENGES

There were several challenges during this study.

There	was	no	HIV	negative	matched	 comparison	group	 for	 this	 study.	 This	 study	was	designed	 to	 follow	
the patient through their usual standard of care at the clinic they attended. Future studies could include a 
comparison group.

As	there	was	no	validated	self	reflective	tool	available	we	relied	on	professional	judgement	and	incidental	
anecdotal	evidence	from	PLHIVs	to	discuss	issues	relating	to	HAND.	The	researchers	decided	to	flag	if	four	
or more items from the booklet were selected.

The small number of patients diagnosed with HAND (four) limited further analysis particularly in relation 
to age and further study is needed to clarify if there is a distinction between HAND and other age related 
neurocognitive or psychogeriatric conditions. 

Exclusion of people who had inadequate English language skills made many participants ineligible for the 
study. Translation of the resource into community languages would assist in recruitment of this group in future.

IMPLICATIONS FOR PRACTICE

Nurses	providing	care	and	support	to	PLHIV	should	be	aware	of	HAND	and	what	questions	to	ask,	and	should	
further explore patients’ experience. A booklet exists which can be used by clinicians, patients and their carers 
to	start	a	conversation	about	any	signs	and	symptoms	the	PLHIV	may	be	experiencing	‑	assisting	the	PLHIV	
to	reflect	on	recent	changes	in	behaviour	such	as	memory	and	concentration	problems	which	could	affect	
their	quality	of	life.	Reflection	of	change	may	prompt	further	exploration	by	their	doctor	of	cognitive	decline.	
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Early recognition and treatment may have a positive impact on the health and well being of the patient by 
reducing signs and symptoms and restoring independence.

As	PLHIVs	age	and	are	at	risk	of	developing	other	diseases	of	the	brain,	a	HAND	diagnosis	should	be	considered	
in a neurological setting. 

CONCLUSION

PLHIV	are	experiencing	signs	and	symptoms	of	cognitive	impairment	which	can	affect	their	quality	of	life.	
HAND	is	a	diagnosis	of	exclusion	and	PLHIV	and	their	caregivers	can	have	a	major	part	in	recognising	signs	
and	symptoms.	Self‑reflection	is	very	important,	as	is	reflection	from	caregivers.
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ABSTRACT

Objective
To	determine	second	year	Bachelor	of	Nursing	students’	opinions	on	mental	illness	and	relationship	with	
demographic data for the purpose of curriculum development.

Design
The present study is a pilot study for a larger project which will investigate undergraduate nursing student opinions 
across	the	duration	of	their	undergraduate	degree	at	an	Australian	university.	The	‘Student	Opinions	of	Mental	
Illness	Scale’,	a	53	point	Likert	type	questionnaire	was	used	in	a	sample	of	second	year	nursing	students	to	
investigate their opinions of mental illness.

Setting
Metropolitan	nursing	school	in	Victoria,	Australia.

Subjects
133	second	year	undergraduate	Bachelor	of	Nursing	students’.

Main outcome measures
Student	opinions	based	on	Likert	responses.

Results
The study revealed that student experiences, education, employment history of country of birth may impact upon 
student opinions of mental illness.  

Conclusion
Overall, students were found to have a generally neutral opinion about mental illness except in the sub‑scale factors 
of benevolence, mental hygiene ideology and interpersonal aetiology where students held less positive opinions. 
Knowing the student populations opinions about a subject matter can assist academics to direct and focus their 
efforts to improve those opinions in those areas.
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INTRODUCTION

Background
Many authors have recognised the importance of understanding and recognising students’ perceptions of 
mental illness. A number of studies have also been conducted using an undergraduate nursing population 
throughout	the	world,	including	Jordanian	(Hamaideh	and	Mudallal	2009),	Japanese	(Takashi	et	al	2011)	
and	British	(Schafer	et	al	2011)	students.	Only	one	study	has,	however,	investigated	undergraduate	nursing	
students’ opinions about mental illness within an Australian population (Happell	2009).	All	of	these	studies	
again	used	Likert	type	scale	questionnaires,	including	the	‘Opinions	of	Mental	Illness	Scale’	created	by	Cohen	
and	Struening	(1962).	In	all	of	these	studies	the	researchers	consistently	found	that	students’	opinions	about	
mental illness improved with increased contact with people with mental illness and/or with more mental health 
education.	Several	authors,	such	as	Hamaideh	and	Mudallal	(2009)	and	Happell	(2009),	also	hypothesised	
that any negative opinions that remained after training and education, highlighted an opportunity for further 
curriculum	development.	The	larger	study	for	which	this	pilot	 is	a	precursor,	will	be	the	first	of	 its	kind	to	
follow a sample of undergraduate nursing students throughout their degree to determine how opinions shift 
or	change	and	what	it	is	that	influences	those	opinions.	

Significance
Research suggests that stress in the learning environment can lead to poor coping skills, subsequently 
damaging	the	students’	ability	to	academically	perform	to	the	best	of	their	ability	(Duffy	2009;	Tully	2004).	
It is important to identify any stress or anxiety experienced by students in order to be able to provide support 
and assistance, thereby promoting a positive learning experience. Where stress is not managed, students’ 
abilities in the clinical arena may be negatively affected, such as by impairing their interactions with clients 
and	subsequently	 failing	 to	meet	 clinical	 objectives	 (Duffy	2009;	 Tully	2004).	 After	 recognising	 this	 in	a	
population of undergraduate nursing students, Ganzer and Zauderer (2013) developed a program designed 
to alleviate these stressors and improve the learning experience. Although not studied at an undergraduate 
student level, negative opinions on mental illness held by health care professionals have been shown to 
impede	upon	achieving	professional	competence	in	nursing	(Crisp	1999).

The	findings	of	this	research	can	be	used	to	inform	future	mental	health	nursing	curriculum.	In	particular,	
the study highlights the need to consider the demographics of the student population and the effect of those 
demographics on student opinions. This may determine particular areas of learning that require more time 
allocation or indicate where one method of teaching is required over another (for example the use of real 
case simulation exercises versus use of theory and written activities). The results of this study will be directly 
considered when developing the third year mental health unit including designing the course material and 
delivery methods for each module of learning. The results will also be used to inform the larger project which 
may in turn inform future curriculum development, particularly in relation to the quantity, timing and content 
of mental health nursing units.

Aim
This study is a pilot study for a larger project investigating students’ attitudes towards mental illness 
throughout their progression through a three year undergraduate pre‑registration nursing degree. This pilot 
study tested the research design and tools in a smaller population of students. The overall aim of this study 
was to investigate nursing students’ perceptions of mental illness. 



AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 34 Issue 3 36

RESEARCH PAPER

Research questions included:

1. What are second year undergraduate nursing students’ opinions about mental illness? Do demographic 
variables affect these attitudes?

2. Does a mental health placement and/or exposure to people with mental illness affect students’ opinions 
about mental illness?

3. What	are	the	limitations	or	difficulties,	 if	any,	of	the	study	design	that	need	to	be	considered	when	
conducting the larger study? 

METHODS

Sample and recruitment 
A	Victorian	University	located	in	Melbourne	was	chosen	as	the	site	for	this	study.	This	site	was	chosen	out	
of convenience. Permission was received from the Universities Human Research and Ethics Committee 
to conduct the study. All participants were over the age of 18. All participation was voluntary, however 
participants were offered a small incentive to participate (a chance to go in the draw for movie tickets) in 
order to promote recruitment. Researcher bias was limited as the participants had no direct contact with the 
researcher throughout the data collection process, and all completed questionnaires remained anonymous.

A convenience method of sampling was used, with all second year students invited to participate. Due to 
researcher time pressures, the study was only conducted face to face, with no online option available for 
participation.	No	advertising	was	 conducted.	Students	were	 invited	 to	 participate	by	 their	 tutors	 in	 their	
acute care tutorial. Recruitment and completion of the study occurred simultaneously, with completion of 
the questionnaire indicating consent to participate. 

Instruments
The	 study	 used	 the	 ‘Opinions	 on	Mental	 Illness	 Scale’	 (Cohen	 and	 Struening	 1962),	 which	was	 initially	
developed to investigate the opinions on mental illness of staff at two large “mental hospitals” in New York. 
The	53	 item	questionnaire	asks	participants	 for	 their	opinions	about	mental	 illness	over	five	dimensions	
(‘factors’):	(A)	authoritarianism,	(B)	benevolence,	(C)	mental	hygiene	ideology,	(D)	social	restrictiveness,	and	
(E) interpersonal aetiology. The questionnaire is presented in a Likert format with provision following each 
item for a checked response on a six point agreement continuum.

The	validity	and	reliability	correlation	coefficients	for	each	of	the	OMI	factors	are	above	50	in	each	factor	except	
for	Factor	D	(Cohen	and	Struening	1962).	The	authors	justified	the	poorer	reliability	of	Factor	D	as	Factor	D	
having	been	found	to	have	high	validity	coefficients	and	significant	demographic	correlates,	therefore	deeming	
its	reliability	as	‘adequate’	for	the	purposes	of	meeting	the	objectives	of	the	tool	(Cohen	and	Struening	1962).	
The OMI tool has been used on numerous occasions since its development, including for the determination 
of	the	opinions	of	mental	illness	of	undergraduate	students	from	a	variety	of	health	related	fields	(Takashi	
et	al	2011;	Probost	and	Peuskens	2010;	Hamaideh	and	Mudallal	2009).	

Data collection and procedure
In	the	present	study,	data	was	collected	at	the	end	of	semester	two,	after	students	had	completed	their	first	
mental health unit in their nursing degree. Participants were invited to complete the questionnaire at the 
end of an acute care tutorial and had the option of either completing the questionnaire in class or returning 
it	to	a	confidential	box	left	available	in	a	shared	space	of	the	Nursing	building.	All	data	entry	and	analysis	
was	conducted	by	the	primary	researcher	using	the	Statistical	Package	for	the	Social	Sciences	(version	22).	
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Strengths and weaknesses
The results of this study will only be generalisable to similar student cohorts where similar teaching and 
learning	methods	are	employed	to	those	used	during	the	study.	A	significant	weakness	of	this	study	is	the	
small	sample	size.	A	small	sample	size	has	the	effect	of	reducing	the	likelihood	that	any	statistically	significant	
result	reflects	a	true	result	(Button	et	al	2013)	and	therefore	limits	the	reliability	of	these	results.	Whilst	this	
limits the ability to reliably apply the results to other cohorts of students, and despite this sample being only 
10% of the total of second year nursing students, these results may be used when considering curriculum 
content requirements for this cohort of students in the future. Again, however, this is further limited as little 
is known about the representativeness of the sample against the larger population.

The major strength of this study is its ability to be reproduced in a consistent manner. Although the current 
research	design	yielded	few	results,	with	amendments	to	the	recruitment	process	and	increased	flexibility	
in	method	of	participation,	the	instrument	used	continues	to	appear	to	be	a	reliable	and	efficacious	method	
for determining students’ opinions on mental illness. 

FINDINGS

Sample and recruitment
A total of 133 students participated in the study. The average participant age was 24 (SD 5.4), with more 
women	than	men	participating	(6	men	to	27	women).	Reflective	of	the	larger	student	population,	participants’	
places	of	birth	were	worldwide	(see	figure	1).	Although	the	majority	of	participants	were	born	in	Australia,	they	
were 50% more likely to have had both parents born outside of Australia. The majority of students had some 
form	of	current	employment	at	the	time	of	completing	the	questionnaire,	with	only	five	participants	reporting	
they	were	unemployed.	Whilst	occupations	varied,	39%	of	participants	were	working	in	a	health	care	related	
field,	either	as	a	personal	care	assistant	(‘PCA’)	or	as	an	enrolled	nurse	(‘EN’)	(see	figure	2).	Participants	were	
not asked the amount of hours they worked or length or employment. Almost half of the participants held a 
prior	health	related	qualification	at	a	certificate	or	diploma	level	(see	figure	3).	

Figure 1: Country of Birth
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In	addition	to	prior	qualifications	and	prior	employment,	participants	were	asked	to	report	their	experiences	
with people with mental illness, including whether they had a family member or friend with mental illness, 
whether they had had contact with a person with a mental illness over the past year (and the context of that 
contact) and whether or not they had been on their mental health clinical placement at the time of completing 
the questionnaire. Whilst all of the students had completed the theory component of the second year mental 
health nursing unit, only 20% had completed their mental health clinical practice component. Despite this, 
88% of participants had had some form of contact with a person with mental illness, although the majority 
of	those	were	contacts	within	the	clinical	placement.	Nearly	29%	of	participants	reported	having	a	family	
member or friend with diagnosed mental illness, however, what kind of mental illness was not asked.

Figure 2: Participants’ employment

Figure 3: Qualifications
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Data analysis
Data was explored for any relationships between demographic data, education and employment experiences 
(including	mental	health	placement)	and	opinions	of	mental	illness.	The	tool	used	yields	five	factors:	Factor	A:	
Authoritarianism;	Factor	B:	Benevolence;	Factor	C:	Mental	hygiene	ideology;	Factor	D:	Social	restriction;	and	
Factor E: Interpersonal aetiology. The mean scores obtained from participants for each factor are included 
in	table	1.	Because	on	the	6‑point	Likert	scale	1	=	Strongly Agree and 6 = Strongly Disagree, in general, 
higher	scores	in	a	sub‑scale	indicate	a	more	positive	attitude.	Low	scores	(<	3)	reflect	a	generally	less	positive	
attitude towards mental illness. Overall, on average participants had neutral to positive attitudes to mental 
illness,	however,	 those	 factors	which	were	most	positive	 (factors	A	&	D)	had	higher	standard	deviations,	
indicating low reliability. 

Table 1: Opinions on mental illness

Factor Mean Standard Deviation

Authoritarianism 3.8005 1.06692
Benevolence 3.2152 0.85737
Mental Hygiene Ideology 3.1185 0.84351
Social	Restrictiveness 4.1873 1.69846
Interpersonal Aetiology 3.5498 1.00008

Data was analysed for differences in mean scores dependent on each demographic variable using Independent 
Samples	t‑tests	calculations	(see	table	2).	On	average,	younger	people	(aged	20‑29)	scored	significantly	higher	
in	Factors	A	(M	3.840,	SD	0.785)	and	B	(M	3.247,	SD	0.735)	reflecting	more	positive	attitudes	than	older	
participants	(A:	M	4.750,	SD	2.10;	B:	M	3.70,	SD	0.264).	Female	participants’	attitudes	were	significantly	
different to male participants’ attitudes across all subscales, and were more likely to have more positive 
attitudes	then	males.	There	was	a	significant	effect	for	country	of	birth,	with	those	born	in	Australia	found	to	
have	significantly	more	positive	attitudes	towards	mental	illness	than	those	born	in	any	other	country	(M	4.252,	
SD	1.152).	Participant	qualifications	had	no	statistically	significant	effect	on	opinions	whilst	employment	had	
a	significant	effect	on	factors	A	(authoritarianism)	and	E	(interpersonal	aetiology)	only.	There	appeared	to	
be	no	statistically	significant	effects	on	opinions	whether	the	participant	knew	a	person	with	mental	illness	
or not (see table 3). 

Table 2: Independent Samples t-tests – demographic data

Domain of study
Age Gender Country of Birth Fathers Country 

of Birth

Mothers 
Country of 

Birth

t p t p t p t p t p
Factor A: 
Authoritarian 1.274 0.214 1.138 0.264 2.973 0.006 2.082 0.046 2.564 0.015

Factor	B:	
Benevolence 0.755 0.457 1.050 0.302 1.159 0.255 ‑0.045 0.964 0.978 0.336

Factor C: Mental 
Hygiene Ideology 1.595 0.123 0.913 0.368 1.078 0.289 ‑0.159 0.875 1.192 0.242

Factor	D:	Social	
Restrictiveness 1.157 0.258 0.801 0.429 0.855 0.399 0.714 0.481 1.422 0.165

Factor E: 
Interpersonal 
Aetiology

‑0.766 0.451 0.906 0.372 3.221 0.003 2.066 0.047 2.433 0.021
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Table 3: Independent Samples t-tests – Exposure to a person with mental illness

Domain of study
Qualifications Employment Mental Health 

Placement Person with MI Known

t p t p t p t p
Factor A: 
Authoritarian ‑1.714 0.097 ‑1.827 0.077 ‑0.617 0.542 0.696 0.491

Factor	B:	
Benevolence ‑0.948 0.350 ‑1.345 0.188 ‑0.769 0.448 0.729 0.471

Factor C: Mental 
Hygiene Ideology ‑0.271 0.788 ‑0.225 0.824 1.408 0.169 1.016 0.317

Factor	D:	Social	
Restrictiveness ‑1.272 0.213 ‑1.246 0.222 ‑0.798 0.431 0.021 0.983

Factor E: 
Interpersonal 
Aetiology

‑1.875 0.070 ‑2.533 0.017 ‑2.690 0.011 0.807 0.426

DISCUSSION

Implications for teaching
Knowledge of student demographic. 
This study has found that students in their second year of nursing generally have neutral attitudes towards 
mental illness in relation to benevolence and mental hygiene ideology, but more negative attitudes in relation 
to authoritarianism, social restrictiveness and interpersonal aetiology. This is consistent with recent literature, 
which suggests that practicing health professionals hold more negative attitudes towards mental illness than 
members of the general public (Crisp et al 2000). It is thought, however, that practicing clinicians may hold 
more negative attitudes due their exposure to and understanding of the reality of mental illness (Jorm et al 
1999).	Whilst	exposure	to	mental	illness	was	found	to	have	little	effect	of	students’	attitudes	in	the	present	
study,	country	of	birth	and	age	were	found	to	have	a	significant	effect	of	student	attitudes.	Although	these	
results may not be reliable due to the small sample size, it does indicate that academics should consider the 
background of their students when creating and developing curriculum content for teaching mental health 
nursing. 

It has long been accepted in the literature that one’s culture can affect their perception of physical and 
emotional states, interpretation of symptoms, willingness to engage in medical care and treatment as well 
as	the	expected	response	to	illness	of	others	around	them	(Angel	and	Thoits	1987).	 In	particular,	people	
from Asian cultures have been found to hold quite authoritarian views about treatment of mental illness and 
tend	to	be	pro‑	social	restrictiveness	(Ng	1997),	with	similar	results	having	been	found	in	the	present	study.	
The present study indicates a need to tailor teaching in a manner which may change or improve less positive 
attitudes towards mental illness that are related to the effects of students cultural backgrounds. Whilst many 
educational programs have been found to be successful in improving the positivity of students’ attitudes 
towards	mental	illness,	across	a	variety	of	health	disciplines	(Rusch	et	al	2005;	Corrigan	et	al	2001),	the	
literature often fails to report in detail about the components of those programs that led to its success. It may 
be that direct academic to academic contact is required or more attention paid to this area of education at 
mental health and nursing education conferences in order to bring the issue into the open, enabling sharing 
of recommendations and resources to improve student opinions. 

Tailoring teaching. 
Students	were	found	to	have	less	positive	attitudes	towards	mental	illness	in	three	of	the	five	sub‑scales:	
authoritarianism, benevolence and mental hygiene ideology. Although limited research has been conducted 
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in this area, some authors report negative attitudes to subject matter can have a negative impact on student 
engagement	and	learning	(Brophy	1983).	Whilst	further	research	is	required,	given	that	students	were	found	
to hold negative opinions about mental illness, this study indicates a need to promote student engagement. 
Without learning through engagement, students’ negative attitudes are likely to continue, further perpetuating 
the negative opinions and hindering future engagement in a vicious cycle. Fear and anxiety about the subject 
matter has also been found to limit student engagement. Whilst not directly measured in this study, students 
who hold more authoritarian and pro‑ social restrictiveness attitudes towards mental illness may do so out 
of fear and anxiety.

This study has found that students personal, including academic and professional experiences, can have a 
significant	effect	on	opinions	on	mental	illness	(although	not	to	a	statistically	significant	level).	For	academics,	
this	is	not	a	surprising	finding.	Students	across	all	disciplines	often	report	that	they	learn	just	as	much	outside	
of	the	classroom	as	they	do	inside	the	classroom	(Hu	and	Kuh	2003;	Kuh	1995),	so	it	is	not	surprising	to	see	
these factors affecting students’ opinions in this manner. In fact, the effect of out of classroom experiences 
is	evident	in	the	present	study’s	findings	of	the	significance	of	the	effect	of	a	mental	health	placement	on	
student opinions on mental illness. It is imperative, however, that these less positive attitudes are improved 
throughout	students	nursing	education.	Studies	in	both	health	care	(Shahrabani	and	Benzion	2012)	and	non‑
healthcare	(Holt‑Reynolds	1992)	environments	have	found	personal	attitudes	and	beliefs	can	significantly	
affect professional practice behaviours. Although not investigated in the context of mental health, in theory, 
a student who holds more authoritarian views on mental illness, for example, may graduate to become a 
practicing clinician who practises within these attitudes. This may lead to more restrictive interventions with 
clients	or,	in	the	case	of	factor	B	(benevolence),	treating	clients	with	less	empathy	and	care.	

Implications for further study
Although not investigated in this study, teaching activities embedded within mental health nursing units may be 
designed to consider those factors that can impact on students’ opinions on mental illness. Given the diversity 
of the student population, future studies may wish to use a similar data collection tools in a pre and post 
intervention	method	to	identify	the	usefulness	of	specifically	designed	classroom	activities	to	improve	student	
opinions	about	mental	illness.	Given	the	significance	of	cultural	background	on	student	opinions,	specific	
focus should be given (either in class or in assessment activities) to explore different cultural understanding 
of mental illness to draw students attention to this for personal preparation for learning. Consideration should 
also	be	given	to	the	design	of	future	similar	research,	in	particular	to	the	need	for	advertising	and	flexibility	
in participation methods to improve recruitment and, subsequently, the reliability of the results. 

CONCLUSION

Negative opinions of mental illness have been found to affect students learning and can affect future clinical 
practice.	This	study	used	a	quantitative	methodology	to	investigate	the	opinions	of	second	year	Bachelor	of	
Nursing	students	at	a	University	in	Melbourne.	Using	the	‘Opinions	of	Mental	Illness	Scale’,	a	total	of	133	
students participated in the study. Overall, students were found to have a generally neutral opinion about 
mental illness except in the sub‑scale factors of benevolence, mental hygiene ideology and interpersonal 
aetiology where students held less positive opinions. Knowing the student populations opinions about a 
subject matter can assist academics to direct and focus their efforts to improve opinions in those areas. 
Whilst several authors have reported on programs that may assist in improving attitudes towards mental 
illness,	very	few	sufficiently	report	on	the	detail	of	those	programs	to	enable	their	reproduction.	This	study	
has highlighted an area of need for further investigation into the elements of educational programs that can 
assist in improving student opinions about mental illness. It is also recommended that this area receive more 
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attention in nursing education forums, as sharing ideas and teaching experiences may improve the teaching 
and learning experience and, ultimately, improve client care.
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ABSTRACT

Objective
The	objective	of	this	article	is	to	describe	the	potential	benefits	of	medicinal	cannabis	in	emesis	control	and	the	
position of nurses looking after palliative patients who are on medicinal cannabis treatment in Australia. 

Setting
Palliative care

Primary argument
Cannabis is the most commonly abused drug and its use for medical purposes was restricted throughout the 
world since the early 20th century. However many clinical studies show that the natural cannabinoid compounds 
can stimulate the cannabinoid receptors in the brain leading to attenuation of signal transmission, resulting in 
alleviation of the vomiting stimuli. The debate about the use of cannabis as an anti‑emetic agent in patients with 
life‑limiting conditions has renewed interest in recent years. The principle of palliative care is to improve the quality 
of life of patients living with life‑limiting conditions based on the best evidence available. Although some evidence 
suggests cannabis may have therapeutic effects on some palliative patients and the Australian Commonwealth 
Government has recently changed the legislation, the concept of using medicinal cannabis in emesis control is very 
new to many Australians including the health care providers.

Conclusion
In comparison to conventional medications, medicinal use of cannabis in palliative care is a new phenomenon and 
nurses as well as general public may be less prepared for the use of cannabis as a medical modality in all clinical 
settings. This review is intended to raise awareness of the physiological mechanism of cannabis and its medicinal 
use to the nurses in Australia. 
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INTRODUCTION

The	concept	of	cannabis	use	in	medicine	is	not	new	and	it	can	be	tracked	back	to	ancient	times	(Borgelt	et	
al 2013). In the early 20th century, there was a rise in its use for the euphoric effects. As a result, cannabis 
became a prohibited drug and its use for medical purposes was also restricted around the globe (Alexandre 
2011). However many clinical studies show that the natural cannabinoid compounds can stimulate the 
cannabinoid receptors in the brain leading to attenuation of signal transmission, resulting in alleviation of 
the	vomiting	stimuli	(Sharkey	et	al	2014;	Borgelt	et	al	2013;	Johannigman	and	Eschiti	2013).	The	debate	
about the use of cannabis for medical purposes has remerged in recent years. Currently, the use of synthetic 
cannabis for certain medical conditions has been legalised in Canada, New Zealand, eight European countries 
and	23	states	in	the	United	States	of	America	and	Washington	DC	(Penington	2015;Borgelt	et	al	2013).	In	
Australia,	the	amendment	of	the	Narcotic	Drugs	Act	1967	(Cth)	in	February	2016	allows	the	cultivation	and	
access	of	cannabis	for	medicinal	and	scientific	uses	by	licensed	individuals.		

This	literature	review	aims	to	describe	the	potential	benefits	of	medicinal	cannabis	in	emesis	control	and	
provides an overview of the current legislation and the position of nurses caring for patients who decide to 
use medicinal cannabis in Australia. 

Method of review
The	literature	search	was	undertaken	in	three	electronic	databases;	PubMed,	CINAHL	and	MEDLINE	in	October	
2015. The various combinations of search terms cannabis, humans, vomiting, anti‑emetic agent, dronabinol, 
nabilone, cannabinoid receptors, medicinal cannabis, legislation, laws, Australia, palliative care and health care 
providers aimed to capture the articles in relation to the medicinal use of cannabis as an anti‑emetic agent. 
In addition, reference lists from the articles were also used to identify the relevant literature for this review. 

Effects of cannabis in humans
Emesis	is	a	complex	neurological	reflex	leading	to	ejection	of	possibly	poisonous	material	from	the	gastrointestinal	
tract, and nausea serves as an unconditioned stimulus to learn that the particular food should be avoided 
in	the	future	(Sharkey	et	al	2014).	Since	neural	control	of	nausea	and	emesis	uses	the	endocannabinoid	
system,	use	of	cannabis	as	an	antiemetic	could	be	justified	for	its	stimulation	of	the	endocannabinoid	system.	

The vomiting centre consists of several brainstem nuclei that receive input from the gastrointestinal tract 
or	from	brain	areas	that	continuously	monitor	the	blood	for	noxious	chemicals.	Stimulation	of	these	areas	
leads	to	the	complex	motor	reflex	that	causes	retching	and	emesis	to	eject	from	the	body	the	possible	source	
of	poisoning	(Horn	2008).	These	areas	contain	cannabinoid	receptors	CB1	and	CB2	(Sharkey	et	al	2014;	
Mackie	2005).	Stimulation	of	 receptors	by	natural	cannabinoids	 (endocannabinoids:	2‑arachidonoglyerol	
and anandamide) leads to attenuation of signal transmission, resulting in alleviation of the vomiting stimuli 
(Sharkey	et	al	2014).	

It is through the stimulation of cannabinoid receptors in these areas that consumption of cannabis exerts its 
anti‑emetic effects, a well‑known effect of cannabis consumption that continues to draw people with chronic 
nausea	to	its	use.	The	most	abundant	cannabinoid	in	cannabis,	Δ9‑Tetrahydrocannabinol	(THC),	is	a	partial	
CB1	agonist	that	when	administered	to	cancer	patients,	supress	the	experience	of	nausea	and	vomiting	(Voth	
and	Schwartz	1997).	It	is	the	most	abundant	but	also	most	psychoactive	derivative	of	cannabis.	The	other	
important	active	molecule,	cannabidiol	(CBD),	is	a	non‑psychoactive	cannabis	derivative	that	has	not	been	
investigated for its antiemetic properties, but appears to potentiate the antiemetic properties of THC when 
administered	in	a	1:1	ratio	(Sharkey	et	al	2014).
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Nausea, as the sensation that precedes vomiting, is less well understood. Nausea centres reside in the 
forebrain,	but	activation	of	insular	cortex	during	nausea	links	this	area	to	the	vomiting	(Sharkey	et	al	2014).	
The	insular	cortex	contains	CB1	receptors	(Mackie	2005),	making	it	susceptible	to	the	inhibitory	effects	of	
endocannabinoids and plant‑derived cannabinoids, giving the latter the anti‑nausea properties.

While the above makes cannabis or its derivatives suitable antiemetic alternatives, the presence of cannabinoid 
receptors is not limited to the vomiting and nausea centres (Mackie 2005). Other neurological effects of 
cannabis use are mild euphoria, sedation, relaxation, hunger and sensory input enhancement, making it a 
drug for ‘recreational use’, despite other non‑desirable effects such as impaired attention, balance, cognition, 
judgement,	memory	and	sense	of	time,	as	well	as	anxiety,	disorientation,	paranoia	and	psychosis	(Borgelt	et	
al	2013).	These	effects	reflect	the	widespread	presence	of	cannabinoid	receptors	in	the	brain,	making	all	of	
them susceptible of stimulation by externally supplied cannabinoids. 

Despite	these	undesirable	effects,	there	is	potential	use	of	cannabis	use	in	a	medical	context,	specifically	
in palliative patients suffering from chronic terminal illnesses. While cannabis can cause addiction, it is 
ranked less addictive than tobacco, alcohol and another antiemetic drug also used for recreational purposes, 
ketamine (Nutt et al 2007). Furthermore, the physical harm caused by cannabis, both acute and chronic, is 
also	ranked	below	these	three	substances	(Nutt	et	al	2007).	The	benefit	of	nausea	and	emesis	suppression	
in the late stages of life may outweigh the risk of addiction or psychosis.

It is important to note that the active cannabinoids concentration may vary up to three‑fold in different strains 
(Borgelt	et	al	2013;	Barni‑Comparini	et	al	1984).	Therefore,	determining	the	dose	and	route	of	administration	
can pose several problems. To add complexity, the route of administration determines both absorption time, 
from a few minutes for smoked THC, to 30 minutes for oral THC. In addition, the bioavailability ranges from 
2‑56% for smoked THC and 5‑20% for oral THC with a peak concentration reached anywhere between one and 
three hours after ingestion (Huestis 2007). The two variables of quality and route administration make titration 
very	difficult	 in	 individual	patients,	when	also	considering	the	possible	co‑morbidities	such	as	respiratory	
deficiencies	that	would	contraindicate	smoked	cannabis,	or	gastric	problems	that	delay	oral	absorption.

CURRENT MEDICINAL CANNABIS LEGISLATION IN AUSTRALIA

The	Narcotic	Drugs	Amendment	Bill	2016	(Cth)	facilitates	the	production	of	medicinal	cannabis	products	
for	specified	patients	under	clinical	care	in	Australia.	Access	to	any	cannabis	products	manufactured	under	
this national licensing scheme is the joint responsibility, with supply being controlled by provisions under the 
Therapeutic	Goods	Act	1989	(Cth)	working	in	conjunction	with	State	and	Territory	drugs	and	poisons	legislation.	

An	interim	decision	by	the	Therapeutic	Goods	Administration’s	Advisory	Committee	on	Medicines	Scheduling	has	
rescheduled	medicinal	cannabis	from	a	Schedule	9	to	Schedule	8	(Therapeutic	Goods	Administration	2016).	
This means medicinal cannabis is available for clinical care, with restriction on the cultivation, manufacturing, 
supply, distribution, possession and use to reduce abuse and misuse.  At the time of writing, both Poisons and 
Therapeutic	Goods	Amendment	(Designated	Non‑ARTG	Products)	Regulation	2016	in	New	South	Wales	and	
Access	to	Medicinal	Cannabis	Act	2016	in	Victoria	allow	restricted	access	to	medicinal	cannabis	produced	
under this national licensing scheme once it becomes available. Other states and territories are currently in 
the process of developing legislation and schemes covering restricted access. 

The position of Australian nurses caring for patients on medicinal cannabis treatment
The principle of palliative care is to improve the quality of life of patients living with life‑limiting conditions 
based on the best evidence available (World Health Organization 2015). Although some evidence suggests 
cannabis‑based	drugs,	including	dronabinol	and	nabilone,	may	have	therapeutic	benefits	for	some	patients	
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with	life‑limiting	conditions	(Philipsen	et	al	2014;	Green	and	De‑Vries	2010),	medicinal	cannabis	in	emesis	
control is a very new treatment option available for Australians. In principle, nurses should act lawfully and 
comply	with	the	professional	standards	as	set	out	by	the	Nursing	and	Midwifery	Board	of	Australia	when	
caring for patients with life‑limiting conditions who are using or want to use cannabis as a treatment modality 
for symptom management. In addition, nurses should:

• support the evidence based practice and clinical research in medicinal cannabis. The non‑medicinal 
use	of	cannabis	and	its	negative	effects	on	humans	have	been	well	documented	since	1930s,	but	its	
pharmaceutical	effects,	in	particular,	the	long‑term	medicinal	benefits	have	not	yet	been	adequately	
explored	(Philipsen	et	al	2014;	Green	and	De‑Vries	2010);

• be aware of and keep up‑to‑date with the changes in legislation and regulations in the medicinal use of 
cannabis.	The	regulations	may	be	changed	when	more	scientific	evidence	about	its	beneficial	medical	
effects	on	humans	becomes	available	in	the	near	future;

• keep the patients and their carers informed and educated about the legislative change and therapeutic 
efficacy	of	cannabis.	Under	any	circumstances,	patients	have	the	right	 to	make	 informed	decisions	
about	their	health	care	(Johannigman	and	Eschiti	2013);

• be	involved	in	the	review	of	the	suspected	risk	in	its	clinical	use	(Johannigman	and	Eschiti	2013);	and

• respect and support the patients who have chosen to use cannabis for symptom management such 
as anti‑emesis (Philipsen et al 2014). 

CONCLUSION

Overall, in the context of palliative care, it is clear that patients with life‑limiting conditions should receive 
the optimal treatments in order to improve their quality of life. In comparison to conventional medications, 
the use of medicinal cannabis in emesis control is a new phenomenon in palliative care. The information 
available in relation to the long‑term therapeutic effects of cannabis and the contraindication with other drugs 
is very limited. Further research is required to explore the needs of patients who use medicinal cannabis for 
anti‑emesis and their experience in receiving cannabis treatment in Australia. 
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ABSTRACT

Objective
Literature	suggests	that	the	need	to	belong	influences	health	and	well‑being,	behavioural,	emotional	and	cognitive	
responses. This paper describes the impending development and validation of a toolkit for nurses to create the 
experience of belongingness with a team approach, for student nurses undertaking a clinical placement.

Setting and Subjects
The design of the toolkit will be developed from a selected Delphi panel process involving nursing experts’ 
experience and opinions. The toolkit will then be distributed to nurses in selected clinical areas for use during 
periods of clinical placements.

Primary Argument
Clinical placements are essential for professional socialisation in which nurses provide compelling role models 
for	how	to	think,	feel	and	act.	However,	students	have	often	identified	a	sense	of	alienation	through	poor	clinical	
experiences.	The	need	to	belong	and	be	part	of	a	team	exerts	a	powerful	influence	on	cognitive	processes	and	
behavioural responses. The absence of meaningful interpersonal relationships can result in failure to develop 
optimal clinical reasoning and critical thinking skills to manage patient care safely.

Conclusion
More needs to be achieved than to simply justify the core attributes of a good clinical learning environment. 
Understanding of the key role that clinical leaders and supervisors exert to create a belongingness environment can 
influence	positively	the	attitude	of	other	staff	towards	students.	For	a	valued	positive	clinical	learning	experience	to	
become the benchmark of best practice, it requires a structured process, a toolkit to enable nurses to comprehend 
the concept of belongingness and to support them in embedding this model into their role of supervision. 
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INTRODUCTION 

A positive clinical learning environment is essential to effectively provide the opportunity for students to 
integrate theoretical knowledge into nursing care. In preparing them for a practice‑based profession, many 
complex	issues	influence	their	learning	experiences,	not	least	the	attitude	and	empathy	that	clinical	nurses	
have towards supporting the nurse/student relationship. While numerous evidence exists on the experiences 
of nursing students which range from supportive to challenging and concerning, the focus of this research is 
to develop practical strategies in the form of a toolkit which will assist registered nurses to actively engage in 
managing the clinical learning environment in a positive manner. The purpose built toolkit can be described 
as a suite of interactive strategies, resources and processes designed for and around key activities such as 
orientation, legitimisation of the student role and informal social inclusion strategies that will guide nurses 
in providing an effective, sustainable and inclusive environment both now and into the future.

BACKGROUND

The challenges confronting the Australian healthcare system are widely acknowledged in many global 
publications and included among other things, an ageing population and workforce with a constricting labour 
market.	More	advanced	technical	and	medical	possibilities	and	limited	financial	resources	are	emerging	global	
trends.	The	identified	problem	of	attrition	in	nursing	student	programs	has	raised	international	anxiety	for	
the	future	and	the	workforce	development	targets	(Hamshire	et	al	2012;	HealthWorkforceAustralia	2012).

Health	Workforce	Australia	 (HWA)	Act	 in	2009,	 identified	as	one	of	 its	 functions,	a	need	to	provide	other	
support	for	the	delivery	of	clinical	training	for	the	purposes	of	the	health	workforce	(HWA	WA	Act	2009).	The	
Clinical	Supervisor	Support	Program	Discussion	Paper	for	Health	Professionals	(Health	Workforce	Australia	
2010)	confirmed	that	whilst	health	and	education	establishments	were	endeavouring	to	achieve	appropriate	
placements, there was still remaining confusion regarding the role of the supervisor leading to, in some cases, 
a less than acceptable environment. An integral initiative for improvement proposed was the implementation 
of effective supervision through support and education for all staff.

Hospitals are sociologically rich places with a complexity of cultures which are often hard to understand 
for	 the	outsider	and	even	harder	 to	change.	Price	 (2009)	maintains	 that	early	socialisation	experiences,	
such as exposure to romanticised views of nursing, may cause angst for many students as assumptions 
and	expectations	of	their	chosen	profession	are	not	realised	in	actual	practice.	Specifically,	there	is	often	
a mismatch between perceived and preferred expectations resulting in lost opportunities to engender safe 
practice, to build sound clinical judgement and to thereby develop professional identity.

Brown	et	al	(2011)	maintain	there	has	been	limited	research	evaluating	the	clinical	learning	environment	(CLE)	
from the holistic approach of relating the perspective view of students. Instead the literature concentrates 
repeatedly	on	the	significance	of	the	immediate	environment	in	how	and	what	students	do	(Henderson	et	al	
2012). However, O’Mara et al (2014) found that whilst interviewing students, two main sources of concern 
were	identified	in	the	CLE.	One	area	of	concern	was	the	relationship	with	others	and	the	challenge	for	students	
this	presents	in	building	a	bond	with	the	clinical	staff.	The	second	challenge	identified	was	the	context	in	
which	 their	 learning	experiences	occurred;	 the	 timing,	 the	amount	and	 type	of	 clinical	 experience	which	
impacts	on	their	learning	and	on	them	as	individuals.	Conversely,	elements	identified	that	were	highly	valued	
by the students as being positive for a successful clinical placement were a receptive welcome, appreciation, 
autonomy	and	recognition,	support,	and	quality	of	supervision	(Brown	et	al	2011).
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DISCUSSION

Supportive	learning	relationships	are	key	for	nursing	students	to	feel	they	have	a	place	in	the	team.	This	not	
only includes the supervisor/supervisee relationship but also a sense of group belonging within the clinical 
environment (Henderson et al 2012). Findings from focus group interviews throughout the literature suggest 
students who are supported with a positive attitude are able to support each other in clinical placements 
and can thereby reduce feelings of social isolation, reduce feelings of incompetence and actively create 
a	heightened	sense	of	readiness	(Christiansen	and	Bell	2010).	The	absence	of	meaningful	 interpersonal	
relationships	has	been	 identified	as	a	barrier	 to	developing	higher	order	clinical	skills	amongst	students.	
Levett‑Jones et al (2007) maintain this can lead to an increase in associated behaviours such as unquestioning 
agreement with another’s decision and resulting in failure to develop clinical reasoning and critical thinking 
skills to manage patient care safely. 

Success	for	improved	clinical	placement	experiences	is	dependent	upon	a	number	of	factors,	one	of	which	
is the development of effective interpersonal relationships between all stakeholders (Levett‑Jones 2007). 
Further research is required to explore methods to support and recognise the need of registered nurses in 
their supervision role and that belongingness needs to be actively fostered before valuable and prospective 
members of the healthcare community are lost to other professions (Levett‑Jones et al 2008). 

A	 recent	 report	 by	 the	 Department	 of	 Health	 Victoria	 (Victoria,	 DOH	 2014)	 indicated	 that	 clinical	 staff	
required both clear instruction and tools to assist them in their supervisory role. While there is an awareness 
of accountability and responsibility for students by nurses generally, the role appears to be understood in 
varying	degrees.	Hence	there	is	potential	significance	in	designing	a	relevant	and	practical	‘belongingness’	
toolkit.	Despite	substantial	past	research	into	student	clinical	learning	environments,	specific	studies	from	
the psychological educational perspective are very limited. Many researchers agree that more needs to be 
done than simply justify the key attributes of a good clinical learning environment (Chan 2001).  

Recommendations	 for	 practice	 have	 been	 proposed	 by	 Levett‑Jones	 and	 Lathlean	 (2009)	 for	 ascent	 to	
competence. They maintain the key role for clinical leaders and supervisors is to create an environment of 
belongingness	and	to	influence	positively	the	attitude	of	other	staff	towards	students.	This	approach	will	thereby	
promote dialogue and debate on professional issues. However, from the health professional’s perspective, 
belongingness	is	not	clearly	defined,	nor	understood.	A	common	example	is	demonstrated	in	the	practice	of	
orientation before the start of a clinical placement. Often much time and effort is placed on the orientation 
process in many organisations, however this process is often based around the physical environment and not 
the psychosocial one, which could promote a sense of belongingness to the organisation. Therefore providing 
a purpose driven toolkit based on current research could encompass activities that will support busy staff, 
lead to a student‑friendly culture and enhanced satisfaction and morale (Cleary and Walter 2010). 

THE FRAMEWORK OF A ‘WANTED’ TOOLKIT

Welcome – legitimisation of the student role

Attitude – compassion for self and students

Nurture – encourage sociable exchange

Talk – involve in ward and work discussion

Encourage – appropriate autonomy for completion of tasks

Delight ‑ in a supportive relationship and success
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This framework is the foundation on which it will be possible to build a research based, creative and realistic 
method of how best to support nurses creating a belongingness environment. In the course of the design of 
this toolkit, both qualitative and quantitative methods will have been used as a mixed method model, which will 
provide a more holistic approach. This methodology will deliver wider exploration of the social, philosophical 
and ethical issues related to belongingness in clinical placements and will encourage the use of one type of 
investigation to inform the development of another. In comparison to previous work based on the learning 
environment in which the value of the  studies lay in the resulting implications for nursing education (Levett‑
Jones	and	Lathlean	2009;	Chan	2001),	this	methodology	will	go	one	stage	further	to	produce	a	practical	
instrument whose value could be in supporting the provision of better educational experiences and environment. 

Figure 1: Sequential Mixed Methods Design (Creswell et al 2011)

For the initial stage of this study the Delphi technique was employed for the collection of expert opinion to 
refine	assumptions,	options	and	supporting	evidence	within	given	areas	(Wilkes	et	al	2010).	The	aim	was	to	
achieve convergence of opinion for tool development and then attempt to address what could/should be in 
creating an environment of belongingness. The Delphi technique has been used previously for the development 
of	assessment	tools	in	health	(Biondo	et	al	2008).

The panel for the Delphi method consisted of a number of subject‑matter experts. The criteria for deciding 
who was the most appropriate did not only rest on knowledge of the subject, but also personal experiences, 
which is essential to understanding the socialisation of the nursing culture. An inclusion criteria checklist 
was created to identify potential experts for the Delphi panel both nationally and internationally (with an 
understanding of Australian education and health care practices). A comprehensive report of the collective 
data and a template for the toolkit will be prepared and submitted to the panel for feedback.

The	design	of	the	toolkit	is	based	on	the	findings	from	the	Delphi	study	which	involved	a	panel	of	eighteen	
experts. From three rounds of questionnaires that were conducted over a six month period using a survey 
tool and qualitative software, nine major themes have emerged. These have proved to be similar to the 
views expressed by students in the literature identifying a positive learning environment. These themes have 
been used to develop the framework. However, the useability and sustainability can only really be assessed 
over a period of time by those trialling the WANTED toolkit prototype. This will require surveys using pre and 
post implementation questionnaires. Using descriptive statistics to summarise the pattern of responses of 
participants will indicate the overall performance of the toolkit in the selected clinical areas. It would be ideal 
for the pre questionnaire to include demographic details such as age, sex, designation (EN/RN/CN), years 
of	nursing	and	nursing	education	(university/hospital	based).	This	could	provide	further	analysis	of	findings	
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against	 these	demographic	parameters	which,	may	provide	 interesting	findings	and	 ramifications	 for	 the	
future and support the successful expansion of the toolkit into other clinical areas. 

Given that nurses are often time poor and may be supporting students on a continual basis throughout the 
year, serious consideration must be given to ensuring this initiative does not add to further paperwork or load. 
Instead by putting strategies into place that will enable the student to become more autonomous it could 
reverse the role so the student is supporting the nurse, facilitating the development of trust.

CONCLUSION  

There is considerable evidence that many students have experienced poor clinical placements, where they 
did not establish a rapport with the clinical team and were treated disrespectfully (Hamshire et al 2012). 
Much has been written in psychosocial research identifying the consequences of exclusion from groups. 
Society	usually	associates	hospitality	with	culture,	a	social	practice,	a	more	personal	quality	to	be	admired.		
However in our western culture individualism and the need to feel safe and secure from a perceived hostile 
environment seems to be a priority that translates into our work through exclusion, or fear of involvement. 
Conversely important behaviour activities of cooperation and maintaining harmonious relationships within 
the group do allow a greater success rate in all areas of life. 

A	 popular	 definition	 of	 belongingness	 (Levett‑Jones	 et	 al	 2007)	 is	 described	 as	 the	 need	 to	 be	 and	 the	
perception of being involved with others at differing interpersonal levels, a need for self‑esteem which 
contributes to one’s sense of connectedness. However from students’ perspectives described in the literature 
it is apparent they are often overwhelmed by the magnitude of their surroundings in the health care setting, 
but	are	compelled	 to	 integrate	and	belong.	This	unfortunately	often	proves	difficult	and	 impacts	on	 their	
ability to become competent (Levett‑Jones et al 2008). It is therefore evident from previous research that in 
order to function effectively a sense of belongingness is a prerequisite of successful professional and clinical 
development. Nonetheless and perhaps regrettably, from a nurse/student perspective, belongingness is not 
clearly understood by many clinicians.  

The art of creating belongingness in the clinical environment is to discover the means and new possibilities 
for staff to encourage students to be part of their community or team. A positive learning experience can 
only be gained through not complex, but simple principles that should be part of daily life. The strong need to 
‘belong’ has been recognised by early societies who lived in environments where survival and the continuation 
of the next generation were reliant on cooperative group members. This concept is no less important for the 
nursing profession. Therefore, when looking for a practical solution, straight forward strategies are often the 
most effective. The problems are known, solutions are needed. 

Ultimately, the focus of this paper is not to establish if belongingness is necessary for enabling learning to 
take	place,	as	this	has	been	identified	and	documented	extensively.	The	focus	is	rather	to	explore	and	pilot	an	
initiative to address the problem. The challenge is the wider investigation of the social, philosophical and ethical 
issues related to belongingness in clinical placements and establishing a toolkit that will have useability and 
sustainability to embed the key attributes of a good clinical learning environment into all clinical placements. 

A	qualitative	study	approach	can	be	beneficial	and	improve	understanding	through	the	investigation	of	the	
underlying complex phenomenon of belongingness. Although this approach does not offer the rigour of clinical 
hypothesis testing, nonetheless it is a technique developed to facilitate deliberation on a problem, providing 
scientific	methodology	to	aggregate	informed	opinion.	Therefore	every	effort	will	be	made	to	ensure	that	the	
toolkit will become the benchmark of best practice and that it will provide the key prerequisites for clinical 
leaders	and	supervisors	to	create	a	belongingness	environment	and	to	influence	positively	the	attitude	of	
other staff towards students.
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RECOMMENDATIONS

Although quality supervision is the key, nonetheless, it is still challenging for many nurses regardless of the 
fact they may have numerous years of clinical expertise. Indeed many supervising nurses, have very little 
or no teaching experience to be able to appropriately support the student (Carrigan 2012). Continuing to 
maintain learning on a day to day basis will be reinforcing and requires questioning, feedback, guidance, 
shared discussion and problem‑solving. This has already proven to be worthwhile as increased time and 
energy	spent	in	the	initial	development	of	the	students	produces	positive	long	term	benefits,	not	only	to	the	
clinical areas but also to the profession. 

It is recommended that further research be undertaken after the results from the pilot studies have been 
collated identifying the usability and sustainability. This further research could be a longitudinal study to identify 
if	there	has	been	a	significant	change	in	the	attitudes	and	behaviours	of	nurses	to	create	an	environment	of	
belongingness	and	its	influence	on	student	learning.
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ABSTRACT
Background 
Learning in the clinical setting is an essential component of nursing education. Two common models of clinical learning 
place students in facilities using either block or distributed approaches. 
Aim
The aim of this study was to examine nursing students’ perceptions of the impact of block versus distributed model 
of clinical placement on their learning experience.
Design 
The study employed a descriptive, exploratory approach. Focus groups and an individual interview were conducted 
with third‑year undergraduate nursing students.
Setting 
Students	from	four	Australian	universities	took	part	in	the	study. 
Subjects
The	average	age	of	the	22	student	participants	was	37.5	years	and	91%	were	female.	More	than	half	(55%)	studied	full	
time. 

Results 
Thematic	analysis	of	the	data	identified	five	overarching	themes:	We’re	there	to	learn;	Taking	all	that	knowledge	out	
and	practising	it;	You	actually	feel	a	part	of	the	team;	Just	prepare	them	for	us	coming;	and	It’s	really	individual.	
Conclusions
It is clear that both block and distributed modes of placement have inherent advantages and disadvantages that might 
be	magnified	depending	on	the	individual	student’s	circumstances.	Sequencing,	consistency	and	preparation	must	be	
considered when planning either mode of clinical placement to ensure the best possible experience for students. Most 
significantly,	students	need	to	feel	as	though	they	are	part	of	the	team	while	on	placement	to	get	the	most	out	of	the	
experience.	These	findings	have	implications	for	education	providers	planning	the	integration	of	clinical	placement	into	
the nursing curriculum.
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INTRODUCTION

Nursing education must give students a comprehensive knowledge base to support critical thinking and clinical 
decision‑making in expert practice. During undergraduate education, nursing students are taught theoretical 
foundations and given opportunities to practice skills in simulated environments before undertaking clinical 
placements across all years of their studies. Most nursing programs use either block or distributed models, 
or a combination of both (Walker et al 2013). In Australia the Australian Nursing and Midwifery Accreditation 
Council (ANMAC) sets minimum standards for professional experience acquired through clinical placements 
(ANMAC 2012). The standards do not, however, provide recommendations about the type of clinical placement 
model. 

Choice	of	placement	model	is	often	determined	by	practical	and	financial	factors	rather	than	pedagogical	
needs. Current types of clinical placement in nursing education include block and distributed modes. The 
choice of placement model adopted by nurse educators is dependent on factors such as curriculum design, 
cost effectiveness and partnerships with health facilities – including contractual agreements (Walker et al 
2013;	Löfmark	et	al	2012).	Block	placement	is	based	on	the	apprenticeship	style	of	nurse	training	utilised	
prior	to	the	transfer	of	nursing	education	to	the	university	sector	(which	was	finalised	in	1992	in	Australia).	
This model incorporates full‑time placement for a period of weeks either within the study period or during 
semester breaks (Kevin et al 2010). The distributed model arose from a National Review of Nurse Education 
(Heath 2002) recommendation that undergraduate nursing students have weekly exposure to a broader range 
of	clinical	settings.	Distributed	placement	requires	students	to	attend	placement	and	classes	concurrently;	
for example two days in the clinical setting and three days of classes per week (Kevin et al 2010).

Research evidence (Levett‑Jones et al 2008) suggests that short periods of one to two week block placements 
do	not	enable	nursing	students	enough	time	to	settle	into	the	clinical	setting,	which	influences	their	experience	
of ‘belongingness’. Clinical staff are also less likely to feel a sense of ownership of the process of block 
placement,	resulting	in	inadequate	time	being	allocated	to	meet	students’	needs	(Walker	et	al	2014;	Levett‑
Jones	et	al	2008;	Heath	2002).

Various	studies	(Kevin	et	al	2010;	McKenna	et	al	2009;	Ranse	and	Grealish	2007)	report	nursing	students’	
perceptions of the distributed model. Positive student outcomes include continuity, familiarity, greater 
opportunities for learning and early professional socialisation. However, students were critical of the lack of 
the time they had to prepare for weekly placements (Kevin et al 2010). 

Little	evidence	in	the	current	literature	supports	the	efficacy	of	one	model	over	another.	While	the	broader	
literature	provides	evidence	of	factors	influencing	students’	and	preceptors	experiences	of	clinical	placement	
(Paliadelis	and	Wood	2016;	Courtney‑Pratt	et	al	2015;	Kevin	et	al	2010;	Warne	et	al	2010;	McKenna	et	al	
2009;	Ranse	and	Grealish	2007),	a	review	of	the	literature	failed	to	identify	any	studies	that	consider	the	
efficacy	of	block	placement	versus	distributed	placement	models.	The	lack	of	published	evidence	provides	
justification	for	this	study,	which	aims	to	examine	nursing	students’	perceptions	of	the	impact	of	block	versus	
distributed model of clinical placement on their learning experience.

METHOD

Ethical approval was obtained from the university’s Human Research Ethics Committee. A descriptive 
exploratory design that employed focus group interviews with nursing students was used. Third‑year students 
were recruited to ensure the participant group had the broadest possible experience of placement. Twelve 
institutions across one Australian state were approached to participate. Despite in principle widespread 
support,	 the	 limited	availability	of	students	during	 this	final	year	of	 their	program	resulted	 in	 three	 focus	
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group interviews and one individual interview being conducted with a total of 22 participants. Interview 
groups	were	undertaken	at	the	students’	universities	during	final‑year	teaching	periods	outside	of	students’	
scheduled classes. As this was a convenience sample across a diverse geographical area, each focus group 
was comprised of students from a single institution.  The majority of participating students experienced both 
block and distributed placement during their studies.

Focus group interviews were conducted by at least one member of the research team, sometimes with the aid 
of a research assistant. Participants completed an anonymous survey that gathered demographic information 
such as gender, age, course and duration of enrolment. Focus groups have the advantage of bringing individuals 
with	shared	interests	that	stimulate	interaction	(Birks	and	Mills	2015).	In	this	study	the	process	was	enhanced	
by the use of activities that engaged students and encouraged them to examine their previous placement 
experiences,	including	reflecting	on	factors	that	determined	whether	or	not	these	were	effective.	Through	
this process of ‘sharing and comparing’ (Morgan 2012, p164) participants were encouraged to explore how 
and why characteristics of block and distributed modes of placement had the potential to enhance or detract 
from the learning experience. Interviews were recorded and transcribed for thematic analysis using qualitative 
data	analysis	software	(NVivo).	Materials	such	as	post	it	notes	and	posters	produced	by	participants	during	
the	interactive	activities	were	also	collected	and	used	for	clarification	where	necessary.	

FINDINGS

The	average	age	of	the	22	participants,	who	were	all	from	the	same	State,	was	37.5	years	(median:	37.5,	
range:	20	–	60),	and	91%	were	female.	A	female	academic	also	attended	at	one	location,	primarily	as	an	
observer.	All	participants	were	enrolled	in	a	nursing	degree	program	at	the	time	of	the	study.	Students	recruited	
to	the	study	were	in	their	third	(final)	year	of	study	though,	on	average,	participants	had	been	enrolled	for	
3.6 years (median: 3, range: 2.5 – 6). This can be explained by the variation in enrolment mode: 41% of 
participants studied part‑time, while 55% studied full‑time (5% enrolment mode not stated). Twenty‑three 
percent	of	participants	studied	on‑campus,	37%	studied	off‑campus,	and	9%	studied	in	a	mixed	mode	(on	
and off campus) (32% not stated). 

Data	 from	the	 transcripts	were	analysed	 to	 identify	overarching	 themes.	The	five	 resultant	 themes	were,	
We’re there to learn; Taking all that knowledge out and practising it; You actually feel a part of the team; Just 
prepare them for us coming; and It’s really individual. 

“We’re there to learn”
Study	participants	characterised	the	best	placements	as	those	that	featured	‘learning	opportunities’,	 i.e.	
situations that challenged students to make clinical decisions and acquire new skills. These learning opportunities 
materialised	when	three	interrelated	factors	were	in	place:	consistent	expectations;	clear	understanding	of	
the	student	scope	of	practice;	and	trust	in	student	abilities.	When	students	and	staff	knew	which	skills	and	
behaviours were expected, students were free to focus on skill mastery without distraction, intimidation or 
frustration. Consistency in the supervising nurse was considered particularly important. 

“I agree, consistency in the nurses [is good] because they’re very different and they do their clinical skills 
different as well, which can make it confusing because you feel under pressure to do it the way they do it 
and then the next day you feel under pressure to do it the way [another nurse is] doing it.”

Participants generally found that block placements fostered consistency in the short‑term, as opposed to 
distributed placements where “[i]n two days, you’re just starting to get the hang of it and then you’re not back 
until the week after or something”. Individual student‑supervisor relationships and the context of placement 
also	had	a	bearing	on	consistency;	for	example	an	aged	care	facility	or	doctor’s	surgery	was	more	likely	to	be	
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characterised as consistent compared to a busy hospital ward. Consistency can present a barrier to learning if 
the student is barred from trying new skills. Regardless of mode, a common barrier to learning was uncertainty 
about students’ scope of practice among both staff and students themselves: 

“So nobody knows what you can and can’t do. So they don’t offer you the things that you want to learn 
how to do. You miss a lot of opportunities when no one knows what your scope is or when there’s 
miscommunications about it.”

Though participants were usually eager to extend their skillsets, they were also acutely aware of the implications 
of practicing outside their scope:

“…the way she made me feel, I thought, oh my God, I’m going to get thrown off prac… so I was just shaking… 
I went to my bag and got out my scope of practice for prac… and… I just went to her and I said, ‘look’, 
you know, thinking I was in such big trouble, ‘I just want to let you know this is what we’ve been told I’m 
allowed to do’.” 

Participants did not perceive either placement mode as inherently better for promoting a clear understanding 
of the students’ scope of practice, though one student commented that, hypothetically, it would be easier to 
delineate the scope in block placement, because:

“They’ll know the days and the times that you’re going to be there. Therefore they can go ‘right, all of the 
students from [this subject], who can do exactly this, will be here, Monday to Friday on these three weeks’.” 

“Taking all that knowledge out and practising it” 
Clinical placement experiences should provide students with authentic learning experiences that enable 
them	to	consolidate	knowledge.	Sequencing	appeared	to	be	of	greater	importance	than	mode	of	placement	
for promoting integration of theory and practice. 

“One of my placements was… for chronic, [but] we hadn’t done acute… I’m like ‘I have no idea what I’m 
doing’. They probably thought I was an idiot.”

Some	participants	suggested	that	distributed	placements	enabled	students	to	integrate	theory	and	practice	
more effectively because students had the opportunity to explore in greater depth what they encountered 
on the ward:

“…if you found something on placement that you wanted to research you had the time to. With block you’ve 
got the weekend and you’ve got to catch up on uni work, so you don’t have the time to… look it up.”

Participants indicated that the appropriateness of placement mode shifted over time. While a distributed 
placement	was	perceived	as	a	better	fit	for	first‑year	students	who	required	“balance”	and	“more	time”	to	
adjust	 to	 the	clinical	environment,	block	placements	become	more	suitable	as	students’	confidence	and	
skills increased. 

“You actually feel a part of the team”
Participants valued placements that supported the development of their identity as a nurse. Participants 
spoke highly of placements that best approximated ‘authentic’ or ‘real life’ working conditions, particularly 
being	 treated	as	part	 of	 the	nursing	 team;	managing	 shift	work;	 being	given	 responsibility	 for	 particular	
patients;	and	learning	to	adapt	to	changing	circumstances.	The	allocation	of	meaningful	nursing	tasks	to	
students	offered	mutual	benefits:

“it really builds your self-confidence when you know that you can actually help and … decrease someone’s 
workload while you’re there as well as actually learning. It means that when you go into the work force, 
you can go ‘yeah I’ve done that heaps of times’.” 
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Participants generally found they were more likely to become part of the nursing team on distributed 
placements;	the	structure	of	this	model	enabled	students	to	develop	effective	communication	skills	and	to	
become	familiar	with	staff	and	routines	on	the	ward.	Block	placements,	however,	were	perceived	as	being	
more ‘realistic’ in terms of exposure to shift work and increasing the likelihood of being present for routine 
ward activities (e.g., handovers). Participants also reasoned that the short period of full‑time work during 
the	block	better	replicated	a	registered	nurse’s	schedule	and	fitted	more	easily	around	academic	obligations	
(e.g., a student on block could work a night shift, just as a registered nurse might, without having to attend 
lectures the following morning). 

Participants	repeated	that	self‑confidence	was	fostered	when	supervising	nurses	demonstrated	confidence	
in students’ ability to practise effectively, “The best thing that happened to me was I had a nurse who said, 
‘okay, you write the plan, I’m following you today, you’re running the shift’.” When staff validated students as 
knowledgeable,	skilled	future	nurses,	this	provided	a	huge	boost	for	students’	confidence.

“I wasn’t even referred to as a student. I was referred to as a colleague. It made you feel so good … ‘this 
is my colleague, she would like to ask some questions, is that okay?’ Yep. Awesome.” 

However, this kind of validation was overshadowed by examples of participants’ abilities being discounted, 
which	can	significantly	limit	learning	opportunities:

“As soon as you walk onto that ward and you’ve got that student shirt, you’re just nothing, you’re just there 
to clean up for them while they went and had a coffee break or a smoke break.”

There appears to be little distinction between block and distributed modes in terms of reducing what participants 
referred to as the “stigma” of being a student. Rather, this is perceived as dependent on institutional culture, 
a complex variable not readily mitigated by the mode or sequencing of placement:

“I don’t think it boils down to how often we’re there, or how regularly we’re there. I think it’s just a culture 
thing.” 

“Just prepare them for us coming”
While	 the	 factors	 discussed	 above	 have	 pedagogical	 importance,	 findings	 suggest	 that	 preparation	 and	
planning	at	the	placement	sites	strongly	influence	students’	placement	learning	experiences	regardless	of	
mode.	Such	organisational	factors	are	peculiar	to	a	given	placement	site	and	are,	therefore,	more	difficult	to	
control. Organisational issues raised by students included staff not anticipating students, students not being 
told where to go or who to work with, and an inappropriate mix of staff/supervisors. 

“I was allocated to a placement where they didn’t always have students. So I showed up, they didn’t know 
I was coming and the two ladies said ‘oh I’m not having a student’ and the other one said ‘well I’m not 
having a student’.”

Providing students with a comprehensive, practical orientation upon arrival is a key responsibility of placement 
sites. Without proper orientation students spend valuable time seeking mentorship and trying to orient 
themselves to the site (e.g., paperwork procedures, computers/library access, parking) rather than gaining 
valuable professional experience. 

“Unless you have a really good facilitator that puts you with someone, it’s up to you to sort of be like ‘can 
I work with you?”

“It’s really individual”
Personal	factors	strongly	influenced	students’	placement	experiences.	In	particular,	balancing	placements	
with study, work and family commitments were key considerations for participants. The placement mode that 
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was most effective for promoting learning was, therefore, determined at the individual level. Maintaining a 
balance between study and personal life was a prominent concern. Whilst acknowledging that “a little bit 
of pressure is (a) good” motivator, participants felt they were at high risk of ‘burn‑out’ as a consequence of 
struggling to manage placement expectations, academic workload and personal responsibilities.

For	parents	with	young	children,	block	placements	proved	challenging.	Block	placements	demanded	students’	
full‑time	attention	for	weeks	at	a	time	and	were	associated	with	greater	financial	burden.	Costs	cited	included	
accommodation and fuel (for students placed away from their usual place of residence), childcare expenses, 
and lost earning opportunities:

“There’s some people who work on weekends and block works for them fine. But I think for a lot of us, 
that’s not the case and you’re expected to save up for it. But that’s nigh on impossible.”

Several	participants	commented	that	while	distributed	placements	presented	some	pragmatic	benefits,	block	
placements offered the distinct advantage of encouraging a singular focus on the placement experience:

“I think that it’s handy having block, because you know the rest of your life stops during this period. That’s 
it. ...it’s nice to know, in this period of time, the rest of life stops.”

DISCUSSION

The clinical experience component of pre‑registration nursing programs is the most important factor in the 
development	of	reflective,	evidence	based	practitioners	who	are	committed	to	ensuring	quality	outcomes	in	the	
practice environment (Henderson et al 2012). Participants in this study were aware of the important role that 
clinical placement played in the consolidation of learning. While the block placement model was considered 
by some participants to offer a realistic and authentic experience of the registered nurse role, numerous other 
factors determined which mode of placement was considered most conducive to learning. Of these factors, 
consistency was seen as one of the most critical. Consistency supports continuity and could take the form 
of working with the same staff, returning to the same environment, or being in a given environment over a 
period of time (Gilmour et al 2013). Participants felt that consistency facilitated familiarity between students 
and	staff,	particularly	in	relation	to	students’	capabilities;	similar	findings	were	reported	in	Courtney‑Pratt	
et	al	(2012).	Block	placements	were	generally	perceived	to	be	more	likely	to	support	consistency,	a	concept	
supported by Levett‑Jones et al (2008) who found that a settling‑in period preceded the ability of students to 
focus	on	learning	at	each	placement.	For	participants	in	that	study,	the	capacity	to	benefit	fully	from	learning	
opportunities was limited in shorter placements. Personal preferences and lifestyle factors determined the 
extent	to	which	a	student	would	find	one	or	the	other	mode	of	placement	more	conducive	to	learning.	Block	
placement	can	create	a	situation	of	difficulty,	even	hardship,	for	some	students.	Where	such	pressures	do	
not exist, block placement can provide an opportunity for focused learning. 

The current climate in which clinical placements for nursing students is negotiated is complex and driven by 
numerous	factors	that	are	often	beyond	the	control	of	the	educational	institution.	Quality	clinical	placements	
are secured in a competitive environment as all institutions seek to meet the minimum requirements for 
registration of graduates determined by the accrediting authority (ANMAC 2012). Clinical venues also struggle 
to support these requirements within political and economic constraints. These factors contribute to the 
issues	identified	by	participants	in	this	study	in	relation	to	planning	for	placements.	Adequate	preparation	
of clinical environments and the staff who support students undertaking clinical placement (Courtney‑Pratt 
et al 2012) is essential for ensuring a quality learning experience. This might be as simple as ensuring staff 
at the unit level are aware that students will be on placement at a given time. As described in this study, 
students can feel very unwelcome and be derailed from the outset if their arrival is not expected by clinical 
staff (Gilmour et al 2013).
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Participants did identify some aspects of the clinical experience that could be improved by the educational 
institutions themselves, particularly in respect of the scheduling of clinical placement relative to the curriculum. 
Aligning	practical	exposure	with	theoretical	instruction	has	become	increasingly	difficult	for	nurse	academics	in	
recent decades because of growth in student numbers. This study indicated the impact that this misalignment 
of theory and practice can have on the learning of related concepts. In respect of sequencing of modes, 
distributed placements may be of greater value earlier in the program of study, with block placements being 
more	beneficial	during	the	later	stages	as	students	build	confidence.	This	finding	reflects	that	of	Roxburgh	
(2014) who found that supportive models used earlier in a nursing program built resilience for a different 
model of placement in subsequent years.

Participants	 in	 this	 study	highlighted	 the	 importance	of	 feeling	part	 of	 a	 team,	 reflecting	 the	 findings	 of	
participants in studies by both Courtney‑Pratt et al (2012) and Gilmour et al (2013) who felt that this level 
of acceptance was critical to ensuring a positive placement experience. Participants in this study found that 
becoming part of a team was more likely to occur with a distributed placement model, an outcome inconsistent 
with the work of Levett‑Jones et al (2008). Participants in this study also discussed the importance of staff 
having	confidence	in	the	student’s	ability	to	function	in	the	clinical	environment.	Confidence	was	instilled	
when registered nurses trusted students to take on greater responsibility, similar to the experience of 
midwifery students in Gilmour et al’s study (2013). The results presented in the preceding section suggest 
that	participants	felt	this	confidence	was	more	effectively	built	with	a	distributed	model,	once	again	at	odds	
with the work of Levett‑Jones et al (2008). When students did not feel as though they were part of a team, the 
clinical	placement	experience	could	be	negative	and	learning	potential	was	reduced.	The	findings	reported	in	
this paper reveal the stigma associated with being a student. Participants found environments that “were not 
welcoming	or	facilitative	of	their	learning”	(Levett‑Jones	et	al	2008,	p14)	had	little	benefit,	regardless	of	mode.	

RECOMMENDATIONS AND LIMITATIONS

It is clear that both block and distributed modes of placement have inherent advantages and disadvantages. 
The results of this study showed that block placements were regarded by students as more effective than 
distributed placements in three main areas: gaining a realistic sense of the work, routines and schedules 
of	nursing;	encouraging	a	singular	focus	on	placement;	consistency	in	teaching	and	learning	style	of	clinical	
supervisors. On the other hand, distributed placements were regarded as more conducive to the following: 
work	life	balance;	 integrating	theory	and	practice;	developing	the	feeling	that	one	was	‘part	of	the	team’.	
Students	also	said	that	the	placement	model	had	little	bearing	on	a	number	of	crucial	factors	that	affected	
their	learning,	such	as	uncertainty	about	scope	of	practice;	readiness	of	the	workplace	to	manage	placements;	
and the ‘stigma’ of being a student nurse.

While individual factors will often determine the value of clinical learning, measures can be taken to enhance 
student	learning	experiences	regardless	of	the	placement	model	employed.	Such	measures	include:	

• ensuring	appropriate	sequencing	of	placements	to	align	with	theoretical	and	chronological	stages	of	study;	

• promoting	consistency	by	enabling	students	to	return	to	a	familiar	venue;	

• adequately	preparing	the	clinical	environment	for	the	students	they	receive	on	placement;	and

• establishing a culture that encourages students to feel as though they are members of the team. 

The	main	limitation	of	this	study	was	that	it	was	confined	to	one	state	and	was	constrained	by	student	availability	
in	their	critical	final	year	of	study.	While	the	models	of	placement	described	in	this	paper	reflect	those	in	other	
parts of the country, it is acknowledged that different approaches to clinical experience placement are used 
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internationally. Future research may explore the potential application of these diverse models to the local 
context;	or	the	perspectives	of	a	broader	cross	section	of	students	and/or	staff	of	clinical	and	educational	
institutions. Targeted research that develops strategies to address learning in the clinical environment more 
broadly would also prove valuable.

CONCLUSION 

Professional experience in the clinical environment is crucially important for students of nursing. As the 
resources available to support students on clinical placement are subject to increasing stressors, it is 
critical that the quality of the experience not be compromised. Consideration needs to be given, therefore, 
to identifying the most appropriate placement model to support student learning. Placement models vary 
by institution, but preparation of students and staff in the clinical setting is critical to the success of the 
placement	experience.	Such	preparation	provides	a	 foundation	for	 the	development	of	 relationships	that	
contribute to students feeling part of a team. This sense of belonging is inextricably linked to the facilitation 
of positive learning experiences that are critical to preparation for the professional role. 
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ABSTRACT
HIV	associated	neurocognitive	disorder	(HAND)	may	be	difficult	to	identify	as	signs	and	symptoms	(S&S)	are	nonspecific.	

Objective
To	ascertain	whether	people	living	with	HIV	and	their	caregivers	using	a	self	reflective	tool	could	identify	S&S	of	HAND.

Design
This study was a nurse led prospective observational multi‑site study using a quantitative design.

Setting
Participants	were	recruited	from	three	sites	in	Sydney,	New	South	Wales	(NSW),	Australia:	an	inner	metropolitan	HIV	
clinic,	an	inner	metropolitan	sexual	health	clinic	and	a	suburban	hospital	HIV	clinic.

Subjects
121	patients	and	44	caregivers	who	attended	ambulatory	clinics	providing	HIV	care.

Main Outcome Measures
Observing usual standard of care to follow patients who had formal neuropsychological testing and diagnosis of HAND. 

Results
Sixty	one	percent	of	participants	and	57%	of	caregivers	identified	more	than	four	symptoms.	Sixteen	had	
neuropsychological	exams;	five	were	diagnosed	with	HAND.	After	changes	to	their	medication	regime	all	of	those	five	
showed	an	improvement	in	cognition.	Of	the	remaining	11,	four	results	were	inconclusive,	with	some	deficits	noted.	

Conclusion
Patients	and	caregivers	stated	the	booklet	helped	them	to	reflect	on	behavior	changes	which	they	could	subsequently	
discuss	with	their	doctor.	The	booklet	was	considered	useful	to	identify	S&S	which	could	indicate	HAND.
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INTRODUCTION

HIV	is	treated	with	medications	known	as	antiretroviral	drugs	which	has	had	a	substantial	positive	impact	on	
morbidity	and	mortality	for	People	Living	with	HIV	(PLHIV)	and	has	resulted	in	life	expectancy	approaching	
population	norms	for	those	individuals	who	have	optimal	adherence	to	HIV	medications.	(Clifford	and	Ances	
2013).	Yet,	despite	HIV	virological	suppression	and	 immune	 recovery,	studies	suggest	30%	of	PLHIV	are	
affected	by	HIV	associated	neurocognitive	disorder	(HAND),	(Clifford	and	Ances	2013;	del	Palacio	et	al	2012;	
Heaton	et	al	2010)	significantly	impacting	quality	of	life	(Tozzi	et	al	2004).	

In	the	1980s,	the	clinical	features	of	AIDS	dementia	complex	(ADC)	were	those	of	a	sub‑cortical	dementia	
characterised by cognitive impairment, behavioural abnormalities and disturbed motor function. With the 
introduction of antiretroviral medications, ADC largely disappeared from clinical practice, but now milder 
forms	of	cognitive	impairment	are	being	observed.	In	2007,	the	classification	for	ADC	was	revised,	and	is	
now known as HAND. HAND is divided into three categories, each with varying degrees of disability impacting 
quality of life: Asymptomatic Neurocognitive Impairment (ANI), Mild Neurocognitive Disorder (MND), which 
causes	symptomatic	disease,	and	HIV	Associated	Dementia	(HAD)	(Antorini	et	al	2007).	This	study	focuses	
on	the	signs	and	symptoms	(S&S)	associated	with	MND.

MND affects the person’s ability to perform activities of daily living such as preparing meals, managing 
finances,	attending	doctors’	appointments	and	driving.	It	may	also	affect	their	social	relationships	and	the	
ability to retain employment or be promoted. Caregivers can have a positive effect on the health and well 
being	of	PLHIV	(Gisslen	et	al	2011)	and	may	be	well	placed	to	notice	any	changes	in	the	PLHIV.	Signs	and	
symptoms	of	MND	may	be	subtle	and	are	potentially	normalised	by	PLHIV	and	may	be	difficult	to	detect	by	
clinicians.	Individuals	may	start	to	notice	mild	memory	problems	and	slowness,	difficulties	in	concentration,	
planning	and	multitasking	(Schouten	et	al	2011;	Heaton	et	al	2010;	Grant	2008).

A	booklet	was	developed	(Trotter	and	Cummins	2008)	to	be	used	by	patients	and	caregivers	to	reflect	on	
whether the person was experiencing signs and symptoms which may indicate HAND. Information in the 
booklet focused on four key areas that affect cognition (memory, concentration, motor skills and social 
skills)	for	patients	and	their	caregivers	to	reflect	on	any	changes	in	cognition.	Using	the	booklet	enabled	the	
caregiver	to	recognise	potential	signs	and	symptoms	of	MND.	It	should	be	noted	that	some	PLHIV	may	be	
socially isolated (McDonald et al 2013) and not have the support of a caregiver and may have no one they can 
rely upon who may notice changes in their cognition including memory, motor function and social behaviour.

There	 are	 currently	 no	 biological	markers	 for	 a	 definitive	 diagnosis	 of	 HAND	 (Atluri	 et	 al	 2014).	 Studies	
suggest	predictors	of	HAND	are:	past	history	of	AIDS	defining	central	nervous	system	disease	(Fabiani	et	al	
2013),	other	central	nervous	system	disease	(Valcour	et	al	2004),	low	CD4	cell	count	(Schouten	et	al	2011),	
drug and alcohol use (Fiala et al 2005), low education level (Tedaldi et al 2015), and Hepatitis C infection 
(Schouten	et	al	2012).	

PLHIV	with	cognitive	impairment	including	HAND,	have	been	shown	to	be	less	adherent	to	HIV	medication	
regimes.	(Robertson	et	al	2010;	Skinner	et	al	2009).	This	may	lead	to	drug	resistant	HIV,	resulting	in	their	
current	medication	regime	becoming	ineffective	(Robertson	et	al	2010;	Skinner	et	al	2009).	Morbidity	and	
mortality can then be affected as the person experiences poor health outcomes secondary to impaired 
adherence (Thames et al 2011). 

If	identified	and	treated	early,	using	HIV	drug	treatment	or	changing	the	medication	regimen	to	medications	
which	have	a	higher	CNS	penetration	via	the	blood	brain	barrier	(Letendre	et	al	2010)	may	lead	to	improvement	
in	previous	cognitive	changes	related	to	MND	thus	improving	outcomes	for	patients	(Cysique	et	al	2009).
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In	addition	as	PLHIV	age	they	may	be	at	risk	of	other	neurologic	conditions	associated	with	ageing	such	as	
vascular dementia and Alzheimer’s disease (del Palacio et al 2012). Thus the complexity of neurological 
health	for	PLHIV	may	be	on	the	increase.	The	prevalence	of	MND	among	PLHIV	in	Sydney,	NSW	is	unknown.	
There	is	a	paucity	of	literature	regarding	PLHIV’s	experiences	of	and	their	reflections	that	is	consideration	of	
any changes in cognition in the last 12 months and any signs and symptoms they are currently experiencing 
which may be indicators of HAND. 

METHOD

Aim
To consider the value of patient and caregiver use of a self‑assessment booklet in leading to early medical 
assessment of MND. 

Design
A quantitative study from a prospective observational multi‑site study to explore the usefulness of a patient 
self‑assessment	booklet	“HIV	associated	MND:	How	to	recognise	signs	and	symptoms”	developed	by	two	of	
the	authors		(Trotter	and	Cummins	2008)	by	assisting	PLHIV	and	their	caregivers	in	recognising	any	signs	and	
symptoms of cognitive impairment as noted in the booklet. This is not a validated tool but was developed to 
explore whether patients were experiencing any signs and symptoms which could indicate HAND. The study 
period ran over 28 months from June 2012 to October 2014.

Setting 
The study was conducted at three outpatient sites within two Health Districts covering a greater part of 
Sydney,	NSW,	Australia.

Each	site	provides	HIV	specialist	care:	an	inner	city	hospital	based	clinic,	an	inner	city	sexual	health	clinic	and	
a	suburban	hospital	based	clinic.	The	inner	city	clinics	are	in	the	inner	west	of	Sydney	which	has	the	second	
highest	number	of	HIV	diagnoses	in	NSW,	Australia.	A	high	proportion	of	patients	seen	at	these	clinics	are	
men	having	sex	with	men	(NSW	HIV	Strategy	2012‑2015).	The	suburban	hospital	HIV	clinic	is	in	the	outer	
suburbs	of	Sydney	and	cares	for	a	high	proportion	of	participants	from	culturally	and	linguistically	diverse	
(CaLD) backgrounds. 

Participants
Participants were recruited whilst attending their regular multi‑disciplinary consultation reviews at outpatient 
clinics at one of the three sites. Participants were eligible for inclusion if they were	HIV	positive	over	18	years	
of age and they provided written consent at time of recruitment. Participants could nominate a caregiver to be 
invited to participate in the study. For the purpose of this study caregivers were considered unpaid individuals 
who	provide	practical,	emotional	or	financial	support	to	the	person,	such	as	partners,	family	members	and	
friends. Initial recruitment was over a four month period in 2012. 

Individuals	 were	 excluded	 if	 they	were	 diagnosed	with	 HIV	 in	 the	 last	 twelve	months;	 had	 a	 preexisting	
identified	cognitive	impairment;	were	experiencing	current	social	chaos	or	had	inadequate	English	language	
skills.	 As	 depression	may	 confound	 cognitive	 symptoms	 (Woods	 et	 al	 2009),	 patients	 who	 had	 current	
untreated depression were excluded but became eligible once their depression was treated. Current alcohol 
and substance use was assessed and patients with dysfunctional use were excluded from the study until 
substance and alcohol use was addressed.

Participants	completed	a	demographic	questionnaire	and	were	given	the	booklet	“HIV	associated	MND:	How	
to recognise signs and symptoms” (Trotter and Cummins 2008). The self assessment booklet was developed 
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by	 a	HIV	 Psychiatrist	 and	HIV	 Clinical	Nurse	Consultants,	 informed	 by	 literature	 review	 and	 professional	
experience.	It	was	focus	group	tested	for	readability,	clarity,	design,	flow	and	acceptability.	The	booklet	has	
36 items grouped into four categories of behaviours: concentration, memory, motor skills and social issues. 
Additionally	the	booklet	had	information	in	it	noting	how	S&S	may	be	misread	as	depression,	ageing	or	being	
more	stressed;	but	not	to	“panic”	as	having	a	clinical	review	would	lead	to	a	definitive	diagnosis	which	could	
be treated.

Participants	 and	 caregivers	 were	 provided	 with	 the	 booklet	 and	 were	 asked	 to	 reflect	 on	 any	 changes	
experienced or observed over the last twelve months. If they noted any change in behaviour over the previous 
twelve months we asked them to respond “Yes” to each relevant item. They were contacted two weeks later 
via telephone to provide responses to items selected from the booklet.

A	file	audit	was	attended	to	ascertain	specific	risk	factors	for	cognitive	impairment	including	the	participants’	
HIV	viral	load,	CD4	T	cell	nadir	and	current	CD4	T	cell	count.	Current	medication	regimen	was	noted.	The	
researchers observed the usual standard of care at medical consultations. Initially the researchers asked 
participants	to	discuss	items	identified	in	the	booklet	with	their	doctor	during	the	next	consultation.	It	became	
apparent that the discussion was not taking place as participants stated they were either “not remembering” to 
mention issues to the doctor, “did not think it was important” or there “was not enough time”. The researchers 
intervened by transcribing the list of items selected by participant and/or their nominated carer, placing the 
list in a prominent place in the clinical notes to promote discussion at the next appointment. This resulted in 
increased discussions of the items selected.

As	there	was	no	other	PLHIV	self‑reflective	booklet	available	at	the	time	to	use	as	a	guide,	the	researchers	
decided	selection	of	four	or	more	items	would	be	flagged	with	medical	practitioner	for	patient	discussion.	
Previously	clinical	judgement	and	incidental	anecdotal	evidence	from	PLHIVs	was	relied	on	to	discuss	issues	
relating to HAND.

All neuropsychological testing was conducted by a trained clinical neuropsychologist. This procedure followed 
the usual required battery of tests required as a neuropsychological exam. The results were made available 
for	the	researchers	to	ascertain	which	participants	completed	the	exam	and	final	results.	The	clinical	review	
process of participants diagnosed with MND was observed for changes in treatment prescribed by their 
doctor and the outcome of the treatment. Data entry was completed by one member of the team who was 
not involved in the recruitment process. 

STATISTICAL ANALYSES 

Data	was	analysed	using	SPSS	(V21	IBM	Corporation	Armonk,	NYl,	USA).	Analysis	included	presentation	of	
descriptive	statistics,	Chi	Square	tests,	Mann	Whitney	and	Kruskall	Wallis	tests	as	indicated.

ETHICS

Ethics submission had been approved by Royal Prince Alfred Hospital Research Ethics Committee (X10‑
0354+	 HREC/10/RPAH/618)	 and	 Liverpool	 Hospital	 Research	 Ethics	 Committee	 (SSA/11/LPOOL/203)	
Sydney	Australia.	

RESULTS

Of	330	people	screened	for	enrolment	in	the	study	165	(50%)	were	ineligible	including	30	(9%)	who	declined	
participation.	At	the	suburban	hospital	site	30	people	were	not	screened	for	enrolment	due	to	limited	staffing	
issues during study period which impacted on the overall number of participants able to be recruited at that 
site.	Table	1	summarises	the	exclusion	criteria	of	the	165	ineligible	PLHIV.
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Table 1: Exclusion criteria of patients excluded 

Criteria Total

New	Diagnosis	of	HIV 12
Pre‑existing Ccognitive Impairment 34
Social	chaos 16
Poor English 44
Drug and Alcohol Use 16
Current untreated depression 13
Declined 30
Total excluded 165

In total 121 participants and 44 caregivers across the three sites were recruited (table 2).

Table 2: Participants and Caregivers recruited

Participants Recruited Total

Number of participants 121 (100%)
Number	of	participants	who	identified	4	or	more	S&S 74 (61%)
Number of caregivers 44 (100%)
Number	of	caregivers	who	identified	4	or	more	S&S 25 (57%)

More	than	one	third	of	participants	(39%)	noticed	some	behaviour	change	in	themselves	and	28	(23%)	were	
concerned about these changes in behaviour.

The	mean	age	of	participants	was	49	years	old,	 range	25	to	75years.	The	median	was	also	49	age	was	
normally	distributed;	<40	years	(n=25),	41‑50	years	(n=48),	51‑60	years	(n=31),	61‑70	years	(n=16)	and	
>71	(n=1).	Sixty	one	per	cent	identified	four	or	more	S&S	and	of	these	four,	after	further	investigation,	were	
diagnosed with HAND but there was no difference in age in those diagnosed with HAND (mean 48) and those 
without	HAND	(mean	49)	with	a	p	value	of	0.845.	Ninety	six	per	cent	were	men	(116).	Forty	nine	participants	
(40.5%) lived alone, 46 (38%) lived with a partner and 24 (20 %) lived in shared households. Two participants 
lived (2 %) with children.

Depression 
Forty	 eight	 (39.7%)	 participants	 had	 a	 history	 of	 depression,	which	 is	 consistent	with	 the	 prevalence	 of	
depression	in	HIV	positive	populations	(Grierson	et	al	2009).	Thirty	two	(26.4%)	were	currently	being	treated	
for depression. Those with depression tended to have more symptoms selected from the booklet than those 
without current depression. P=0.056 Mann Whitney Test. 

HIV Information
The	median	duration	of	HIV	infection	of	participants	was	10	years,	range	(0	–	29)	which	indicated	the	participants	
had been infected for some time and therefore be at increased risk of developing co‑morbid conditions. The 
CD4	T	lymphocyte	cell	count	is	a	marker	of	antiretroviral	treatment	responses	and	HIV	disease	progression.	
The	participants’	median	CD4	count	was	590x107 (10 – 1720) which is within normal limits, indicating that 
participants	have	adequate	immunity;	CD4	nadir	count	is	the	lowest	it	has	ever	reached	and	low	CD4	nadir	
count is also a predictor of HAND, the median CD4 nadir was well below normal CD4 count at 180 x107 (0 – 
750);	median	prescribed	antiretroviral	medications	therapy	was	six	years	(0	–	28).

Risk factors for non-HIV related cognitive impairment
Many	PLHIV	have	co‑morbid	conditions.	A	review	of	participants’	clinical	notes	revealed	some	risk	factors	for	
non‑HIV	related	cognitive	impairment	were	documented	in	all	notes	(table	3).	Of	these	factors,	none	were	
statistically	significant.	
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Table 3: Identified from clinical notes patient risk factors for cognitive impairment

Current Conditions Yes P Mann Whitney P t test

Hepatitis C virus 10 (8.3%) 0.046 0.159
Hypertension 31 (25.6) 0.443 0.155
Prescribed Antihypertensive drug 29	(24%) 0.734 0.280
Hypercholesterolemia 79	(65.3%) 0.803 0.452
Hyperlipidaemia 61 (50.4%) 0.203 0.406
Sleep	Apnoea 5 (4.1%) 0.498 0.361
Diabetes 7 (5.8%) 0.078 0.033
Current smoker 38 (31.4) 0.010 (Kruskal Wallis)  Anova

Antiretroviral medications
Ninety four per cent (114) were currently taking antiretroviral medications. Of these, 30% (n=36) were on a 
once daily co‑formulated single pill regimen, and 33 (n=40) took three or more pills per day.

Eleven percent (n=13) had missed more than two doses of medications in the last month. There was a trend 
for a higher number of symptoms in the group who were not adhering to their medications P=0.070 Mann 
Whitney Test. 

Caregivers
Seventy	seven	participants	(64%)	did	not	nominate	a	caregiver	to	be	contacted.	Six	caregivers	declined	to	be	
involved.	The	suburban	hospital	recruits	(n=14)	did	not	identify	any	caregivers.	Of	the	caregivers	identified	
(n=44),	82%	(n=36)	were	male	and	18%	(n=8)	were	female.	The	relationship	of	the	caregiver	to	the	PLHIV	
varied: twenty‑eight were male same sex partners, six were female partners of men, three were husbands of 
women, one was a mother, one a son, four were male friends and one was a female friend. Forty two percent 
(n=15)	of	the	caregivers	identified	as	PLHIV.	

The most reported symptoms by both caregivers (47%) and participants (67%) was “being mentally tired 
at end of day” and caregivers (64%) and participants (67%), “have you noticed you don’t go out socially as 
much as you used to?” 

Neuropsychological examination
Twenty	three	(31%)	of	the	74	participants	who	identified	more	than	four	S&S	from	the	booklet	were	offered	
clinical	neuropsychological	examination	following	consultation	and	clinical	review	by	their	doctor.	Seventy	
percent (n=16) underwent the usual standard battery of tests performed in the clinical neuropsychological 
examination and 30% (n=7) declined testing (table 4). Four participants (25%) of the 16 that had completed 
a clinical neuropsychological examination were diagnosed with MND as a result of these examinations.

Table 4: Neuropsychological Exam Results

Number of Neuropsychological exam (n=16) Results of Neuropsychological exam 

5 (31%) Inconclusive, ongoing monitoring recommended

7(44%) Within normal limits (1 depression, 1 sleep apnoea)
4 (25%) MND diagnoses (medication regimen optimised, subsequent 

improved cognition noted)

DISCUSSION 

MND	can	have	a	detrimental	impact	on	the	health	and	well‑being	of	PLHIV.	As	part	of	the	HAND	spectrum,	
MND	may	be	difficult	to	identify	because	key	signs	and	symptoms	of	MND	may	be	subtle	and	often	the	PLHIV	
and their caregivers may believe signs and symptoms are attributable to other issues such as ageing, stress 
and/or lifestyle factors. 
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There	were	no	previous	studies	regarding	PLHIV	and/or	Caregivers’	self‑reflection	of	signs	and	symptoms	of	
cognition	to	guide	us.	The	researchers	chose	the	identification	of	four	or	more	symptoms	by	either	participants	
or caregivers as a cue to monitor subsequent investigations and current standard of care. The 61% of 
participants	and	57%	of	caregivers	who	identified	four	or	more	symptoms	supported	adoption	of	using	the	
booklet	to	reflect	on	changes	in	the	participants	behaviour.

Caregivers are well placed to notice changes in cognitive behaviour (Glissen et al 2011). Many stated they 
welcomed	being	 involved	 in	the	study	and	that	using	the	booklet	to	help	reflect	on	the	PLHIVs	behaviour	
enabled them to start a discussion regarding behaviours they had noticed but did not know how to raise with 
the	person.	In	addition	some	of	the	caregivers	also	identified	as	PLHIV	and	this	may	impact	on	future	support	
if they as the caregiver also become ill or cognitively impaired. 

Many of the participants live alone and did not identify caregivers who may be well placed to notice any 
changes	in	cognitive	behaviour.	At	one	site,	none	of	the	participants	identified	a	caregiver.	A	majority	(70%)	
of	these	participants	were	MSM	who	were	married	to	women.	Their	lifestyle	did	not	include	HIV	culture	of	gay	
men	in	Australia,	perhaps	best	illustrated	by	one	participant	“We	don’t	talk	about	the	HIV	much,	and	I	sure	
don’t	want	to	mention	this”.	The	clinician	needs	to	be	more	vigilant	in	asking	PLHIV	without	identified	carers	
about	cognition.	The	combination	of	PLHIV	reflecting	regularly	on	their	behaviour	and	staff	with	a	therapeutic	
relationship	with	the	PLHIV,	including	knowing	their	social	situation	may	combine	to	improve	identification	of	
impairment	(as	PLHIV	may	underrate	signs	and	symptoms).	As	this	population	age	they	may	become	isolated	
socially (McDonald et al 2013) and the relationship with their clinician may become very important for asking 
questions about cognition. Discussion of cognition and memory should be incorporated and normalised into an 
annual	review	of	HIV	care,	and	may	result	in	early	detection	(Wright	and	Watson	2012).	This	may	reduce	fear	
and apprehension of results from neuropsychological testing and enhanced discussion of signs and symptoms 
(several participants declined testing due to fear of the outcome and being labelled cognitively impaired). 

Regular	reflection	by	the	PLHIV	and	their	caregiver	may	assist	in	early	interventions	for	HAND	screening	and	
diagnosis.	Many	of	the	participants	had	long	standing	HIV	which	may	place	them	at	risk	of	developing	HAND	
even	though	their	HIV	was	well	managed	(Antorini	et	al	2007).	The	average	age	of	participants	was	49	years	
and as they age they may be at risk of developing co‑morbidities such as heart disease which may affect 
cognitive impairment and may need to be closely monitored for signs and symptoms of cognitive impairment. 
The	greatest	co	morbidity	risk	factors	for	cognitive	impairment	identified	in	the	participants	were	vascular	risk	
factors, such as: current nicotine smoking (31%), those with hypercholesterolaemia (65%), hyperlipidaemia 
(50%),	or	hypertension	 (25%)	 (table	3).	These	figures	point	 to	 the	need	 to	monitor	patients	and	develop	
strategies to improve management of co‑morbidities such as smoking cessation. In addition successful 
management of co‑morbidities may help improve HAND outcomes (Wright and Watson 2012). 

The	signs	and	symptoms	of	depression	may	confound	MND	diagnosis	so	it	is	important	to	screen	the	PLHIV	
for	this	(Grierson	et	al	2009).	Forty	per	cent	of	participants	in	this	study	had	a	previous	history	of	depression,	
26%	were	currently	being	treated	for	depression	and	9%	identified	signs	and	symptoms	of	depression,	and	so	
were excluded from the study until reviewed by their doctor. The group who were currently being treated for 
depression	were	non‑significantly	more	likely	to	have	S	&	S	of	cognitive	impairment	(p=0.056).	Many	PLHIV	
were excluded from this study due to current untreated depression, substance use issues and language 
difficulties.	Early	detection	and	treatment	of	depression,	providing	assistance	with	depression	and	substance	
issues	and	developing	resources	in	different	languages	would	support	improvement	of	rates	of	PLHIV	being	
identified	with	and	treated	for	MND.

Ninety four per cent of the participants were prescribed antiretroviral medications. Of these 33% were taking 
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more than three antiretroviral drugs. The researchers did not enquire about other medications. Pill burden may 
be	a	factor	in	adherence	(Robertson	et	al	2010;	Skinner	et	al	2009).	Eleven	per	cent	had	missed	>	2	doses	
of	medications	in	the	last	month.	This	group	had	a	non‑significantly	higher	number	of	items	from	the	booklet	
(P=0.070).There is a potential for a closed feedback loop whereby the patient with adherence problems may, 
as a result of the poor adherence, suffer further cognitive decline, leading to further impairment of adherence.

This	 study	 enabled	 some	 people	 who	 would	 otherwise	 been	 missed	 to	 be	 identified	 and	 referred	 for	
neuropsychological	assessment.	Using	this	booklet	PLHIV	were	able	to	reflect	and	use	the	booklet	to	report	
to	clinicians,	leading	to	neuropsychological	testing.	Several	had	their	treatments	changed	by	their	doctor	to	
a regime that had improved central nervous system penetration and had improvements in cognition when 
subsequently	reviewed	(table	4).	Thirty	per	cent	of	PLHIV	offered	neuropsychological	testing	declined.	Nurses	
are well placed to explore the reasons for declining and facilitating understanding of the improved outcomes 
formal testing could facilitate. The therapeutic relationship between patient and nurse may promote an 
open	conversation,	allowing	the	nurse	to	provide	information	to	the	PLHIV	enabling	further	assessment	and	
investigations.

Initially participants did not divulge items they had noticed from the booklet with their doctor as they did 
not think it was important, forgot or ran out of time. Nurses are well placed to discuss this with patients 
prior to their appointment with their doctor, to ask if the person has noticed any recent changes in cognitive 
symptoms or behaviours. Information from this discussion can be documented and brought to the attention 
of the doctor prior to the consultation. Nurses can use the booklet to initiate discussion and with regular 
questioning	normalise	the	issue	with	the	patient.	Scheduled	annual	review	of	the	patient	would	also	be	of	
benefit,	utilising	the	initial	documentation	as	a	baseline	for	noticing	changes	in	behavior	and	cognition.

LIMITATIONS/CHALLENGES

There were several challenges during this study.

There	was	no	HIV	negative	matched	 comparison	group	 for	 this	 study.	 This	 study	was	designed	 to	 follow	
the patient through their usual standard of care at the clinic they attended. Future studies could include a 
comparison group.

As	there	was	no	validated	self	reflective	tool	available	we	relied	on	professional	judgement	and	incidental	
anecdotal	evidence	from	PLHIVs	to	discuss	issues	relating	to	HAND.	The	researchers	decided	to	flag	if	four	
or more items from the booklet were selected.

The small number of patients diagnosed with HAND (four) limited further analysis particularly in relation 
to age and further study is needed to clarify if there is a distinction between HAND and other age related 
neurocognitive or psychogeriatric conditions. 

Exclusion of people who had inadequate English language skills made many participants ineligible for the 
study. Translation of the resource into community languages would assist in recruitment of this group in future.

IMPLICATIONS FOR PRACTICE

Nurses	providing	care	and	support	to	PLHIV	should	be	aware	of	HAND	and	what	questions	to	ask,	and	should	
further explore patients’ experience. A booklet exists which can be used by clinicians, patients and their carers 
to	start	a	conversation	about	any	signs	and	symptoms	the	PLHIV	may	be	experiencing	‑	assisting	the	PLHIV	
to	reflect	on	recent	changes	in	behaviour	such	as	memory	and	concentration	problems	which	could	affect	
their	quality	of	life.	Reflection	of	change	may	prompt	further	exploration	by	their	doctor	of	cognitive	decline.	
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Early recognition and treatment may have a positive impact on the health and well being of the patient by 
reducing signs and symptoms and restoring independence.

As	PLHIVs	age	and	are	at	risk	of	developing	other	diseases	of	the	brain,	a	HAND	diagnosis	should	be	considered	
in a neurological setting. 

CONCLUSION

PLHIV	are	experiencing	signs	and	symptoms	of	cognitive	impairment	which	can	affect	their	quality	of	life.	
HAND	is	a	diagnosis	of	exclusion	and	PLHIV	and	their	caregivers	can	have	a	major	part	in	recognising	signs	
and	symptoms.	Self‑reflection	is	very	important,	as	is	reflection	from	caregivers.
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ABSTRACT

Objective
To	determine	second	year	Bachelor	of	Nursing	students’	opinions	on	mental	illness	and	relationship	with	
demographic data for the purpose of curriculum development.

Design
The present study is a pilot study for a larger project which will investigate undergraduate nursing student opinions 
across	the	duration	of	their	undergraduate	degree	at	an	Australian	university.	The	‘Student	Opinions	of	Mental	
Illness	Scale’,	a	53	point	Likert	type	questionnaire	was	used	in	a	sample	of	second	year	nursing	students	to	
investigate their opinions of mental illness.

Setting
Metropolitan	nursing	school	in	Victoria,	Australia.

Subjects
133	second	year	undergraduate	Bachelor	of	Nursing	students’.

Main outcome measures
Student	opinions	based	on	Likert	responses.

Results
The study revealed that student experiences, education, employment history of country of birth may impact upon 
student opinions of mental illness.  

Conclusion
Overall, students were found to have a generally neutral opinion about mental illness except in the sub‑scale factors 
of benevolence, mental hygiene ideology and interpersonal aetiology where students held less positive opinions. 
Knowing the student populations opinions about a subject matter can assist academics to direct and focus their 
efforts to improve those opinions in those areas.
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INTRODUCTION

Background
Many authors have recognised the importance of understanding and recognising students’ perceptions of 
mental illness. A number of studies have also been conducted using an undergraduate nursing population 
throughout	the	world,	including	Jordanian	(Hamaideh	and	Mudallal	2009),	Japanese	(Takashi	et	al	2011)	
and	British	(Schafer	et	al	2011)	students.	Only	one	study	has,	however,	investigated	undergraduate	nursing	
students’ opinions about mental illness within an Australian population (Happell	2009).	All	of	these	studies	
again	used	Likert	type	scale	questionnaires,	including	the	‘Opinions	of	Mental	Illness	Scale’	created	by	Cohen	
and	Struening	(1962).	In	all	of	these	studies	the	researchers	consistently	found	that	students’	opinions	about	
mental illness improved with increased contact with people with mental illness and/or with more mental health 
education.	Several	authors,	such	as	Hamaideh	and	Mudallal	(2009)	and	Happell	(2009),	also	hypothesised	
that any negative opinions that remained after training and education, highlighted an opportunity for further 
curriculum	development.	The	larger	study	for	which	this	pilot	 is	a	precursor,	will	be	the	first	of	 its	kind	to	
follow a sample of undergraduate nursing students throughout their degree to determine how opinions shift 
or	change	and	what	it	is	that	influences	those	opinions.	

Significance
Research suggests that stress in the learning environment can lead to poor coping skills, subsequently 
damaging	the	students’	ability	to	academically	perform	to	the	best	of	their	ability	(Duffy	2009;	Tully	2004).	
It is important to identify any stress or anxiety experienced by students in order to be able to provide support 
and assistance, thereby promoting a positive learning experience. Where stress is not managed, students’ 
abilities in the clinical arena may be negatively affected, such as by impairing their interactions with clients 
and	subsequently	 failing	 to	meet	 clinical	 objectives	 (Duffy	2009;	 Tully	2004).	 After	 recognising	 this	 in	a	
population of undergraduate nursing students, Ganzer and Zauderer (2013) developed a program designed 
to alleviate these stressors and improve the learning experience. Although not studied at an undergraduate 
student level, negative opinions on mental illness held by health care professionals have been shown to 
impede	upon	achieving	professional	competence	in	nursing	(Crisp	1999).

The	findings	of	this	research	can	be	used	to	inform	future	mental	health	nursing	curriculum.	In	particular,	
the study highlights the need to consider the demographics of the student population and the effect of those 
demographics on student opinions. This may determine particular areas of learning that require more time 
allocation or indicate where one method of teaching is required over another (for example the use of real 
case simulation exercises versus use of theory and written activities). The results of this study will be directly 
considered when developing the third year mental health unit including designing the course material and 
delivery methods for each module of learning. The results will also be used to inform the larger project which 
may in turn inform future curriculum development, particularly in relation to the quantity, timing and content 
of mental health nursing units.

Aim
This study is a pilot study for a larger project investigating students’ attitudes towards mental illness 
throughout their progression through a three year undergraduate pre‑registration nursing degree. This pilot 
study tested the research design and tools in a smaller population of students. The overall aim of this study 
was to investigate nursing students’ perceptions of mental illness. 
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Research questions included:

1. What are second year undergraduate nursing students’ opinions about mental illness? Do demographic 
variables affect these attitudes?

2. Does a mental health placement and/or exposure to people with mental illness affect students’ opinions 
about mental illness?

3. What	are	the	limitations	or	difficulties,	 if	any,	of	the	study	design	that	need	to	be	considered	when	
conducting the larger study? 

METHODS

Sample and recruitment 
A	Victorian	University	located	in	Melbourne	was	chosen	as	the	site	for	this	study.	This	site	was	chosen	out	
of convenience. Permission was received from the Universities Human Research and Ethics Committee 
to conduct the study. All participants were over the age of 18. All participation was voluntary, however 
participants were offered a small incentive to participate (a chance to go in the draw for movie tickets) in 
order to promote recruitment. Researcher bias was limited as the participants had no direct contact with the 
researcher throughout the data collection process, and all completed questionnaires remained anonymous.

A convenience method of sampling was used, with all second year students invited to participate. Due to 
researcher time pressures, the study was only conducted face to face, with no online option available for 
participation.	No	advertising	was	 conducted.	Students	were	 invited	 to	 participate	by	 their	 tutors	 in	 their	
acute care tutorial. Recruitment and completion of the study occurred simultaneously, with completion of 
the questionnaire indicating consent to participate. 

Instruments
The	 study	 used	 the	 ‘Opinions	 on	Mental	 Illness	 Scale’	 (Cohen	 and	 Struening	 1962),	 which	was	 initially	
developed to investigate the opinions on mental illness of staff at two large “mental hospitals” in New York. 
The	53	 item	questionnaire	asks	participants	 for	 their	opinions	about	mental	 illness	over	five	dimensions	
(‘factors’):	(A)	authoritarianism,	(B)	benevolence,	(C)	mental	hygiene	ideology,	(D)	social	restrictiveness,	and	
(E) interpersonal aetiology. The questionnaire is presented in a Likert format with provision following each 
item for a checked response on a six point agreement continuum.

The	validity	and	reliability	correlation	coefficients	for	each	of	the	OMI	factors	are	above	50	in	each	factor	except	
for	Factor	D	(Cohen	and	Struening	1962).	The	authors	justified	the	poorer	reliability	of	Factor	D	as	Factor	D	
having	been	found	to	have	high	validity	coefficients	and	significant	demographic	correlates,	therefore	deeming	
its	reliability	as	‘adequate’	for	the	purposes	of	meeting	the	objectives	of	the	tool	(Cohen	and	Struening	1962).	
The OMI tool has been used on numerous occasions since its development, including for the determination 
of	the	opinions	of	mental	illness	of	undergraduate	students	from	a	variety	of	health	related	fields	(Takashi	
et	al	2011;	Probost	and	Peuskens	2010;	Hamaideh	and	Mudallal	2009).	

Data collection and procedure
In	the	present	study,	data	was	collected	at	the	end	of	semester	two,	after	students	had	completed	their	first	
mental health unit in their nursing degree. Participants were invited to complete the questionnaire at the 
end of an acute care tutorial and had the option of either completing the questionnaire in class or returning 
it	to	a	confidential	box	left	available	in	a	shared	space	of	the	Nursing	building.	All	data	entry	and	analysis	
was	conducted	by	the	primary	researcher	using	the	Statistical	Package	for	the	Social	Sciences	(version	22).	



AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 34 Issue 3 37

RESEARCH PAPER

Strengths and weaknesses
The results of this study will only be generalisable to similar student cohorts where similar teaching and 
learning	methods	are	employed	to	those	used	during	the	study.	A	significant	weakness	of	this	study	is	the	
small	sample	size.	A	small	sample	size	has	the	effect	of	reducing	the	likelihood	that	any	statistically	significant	
result	reflects	a	true	result	(Button	et	al	2013)	and	therefore	limits	the	reliability	of	these	results.	Whilst	this	
limits the ability to reliably apply the results to other cohorts of students, and despite this sample being only 
10% of the total of second year nursing students, these results may be used when considering curriculum 
content requirements for this cohort of students in the future. Again, however, this is further limited as little 
is known about the representativeness of the sample against the larger population.

The major strength of this study is its ability to be reproduced in a consistent manner. Although the current 
research	design	yielded	few	results,	with	amendments	to	the	recruitment	process	and	increased	flexibility	
in	method	of	participation,	the	instrument	used	continues	to	appear	to	be	a	reliable	and	efficacious	method	
for determining students’ opinions on mental illness. 

FINDINGS

Sample and recruitment
A total of 133 students participated in the study. The average participant age was 24 (SD 5.4), with more 
women	than	men	participating	(6	men	to	27	women).	Reflective	of	the	larger	student	population,	participants’	
places	of	birth	were	worldwide	(see	figure	1).	Although	the	majority	of	participants	were	born	in	Australia,	they	
were 50% more likely to have had both parents born outside of Australia. The majority of students had some 
form	of	current	employment	at	the	time	of	completing	the	questionnaire,	with	only	five	participants	reporting	
they	were	unemployed.	Whilst	occupations	varied,	39%	of	participants	were	working	in	a	health	care	related	
field,	either	as	a	personal	care	assistant	(‘PCA’)	or	as	an	enrolled	nurse	(‘EN’)	(see	figure	2).	Participants	were	
not asked the amount of hours they worked or length or employment. Almost half of the participants held a 
prior	health	related	qualification	at	a	certificate	or	diploma	level	(see	figure	3).	

Figure 1: Country of Birth
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In	addition	to	prior	qualifications	and	prior	employment,	participants	were	asked	to	report	their	experiences	
with people with mental illness, including whether they had a family member or friend with mental illness, 
whether they had had contact with a person with a mental illness over the past year (and the context of that 
contact) and whether or not they had been on their mental health clinical placement at the time of completing 
the questionnaire. Whilst all of the students had completed the theory component of the second year mental 
health nursing unit, only 20% had completed their mental health clinical practice component. Despite this, 
88% of participants had had some form of contact with a person with mental illness, although the majority 
of	those	were	contacts	within	the	clinical	placement.	Nearly	29%	of	participants	reported	having	a	family	
member or friend with diagnosed mental illness, however, what kind of mental illness was not asked.

Figure 2: Participants’ employment

Figure 3: Qualifications
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Data analysis
Data was explored for any relationships between demographic data, education and employment experiences 
(including	mental	health	placement)	and	opinions	of	mental	illness.	The	tool	used	yields	five	factors:	Factor	A:	
Authoritarianism;	Factor	B:	Benevolence;	Factor	C:	Mental	hygiene	ideology;	Factor	D:	Social	restriction;	and	
Factor E: Interpersonal aetiology. The mean scores obtained from participants for each factor are included 
in	table	1.	Because	on	the	6‑point	Likert	scale	1	=	Strongly Agree and 6 = Strongly Disagree, in general, 
higher	scores	in	a	sub‑scale	indicate	a	more	positive	attitude.	Low	scores	(<	3)	reflect	a	generally	less	positive	
attitude towards mental illness. Overall, on average participants had neutral to positive attitudes to mental 
illness,	however,	 those	 factors	which	were	most	positive	 (factors	A	&	D)	had	higher	standard	deviations,	
indicating low reliability. 

Table 1: Opinions on mental illness

Factor Mean Standard Deviation

Authoritarianism 3.8005 1.06692
Benevolence 3.2152 0.85737
Mental Hygiene Ideology 3.1185 0.84351
Social	Restrictiveness 4.1873 1.69846
Interpersonal Aetiology 3.5498 1.00008

Data was analysed for differences in mean scores dependent on each demographic variable using Independent 
Samples	t‑tests	calculations	(see	table	2).	On	average,	younger	people	(aged	20‑29)	scored	significantly	higher	
in	Factors	A	(M	3.840,	SD	0.785)	and	B	(M	3.247,	SD	0.735)	reflecting	more	positive	attitudes	than	older	
participants	(A:	M	4.750,	SD	2.10;	B:	M	3.70,	SD	0.264).	Female	participants’	attitudes	were	significantly	
different to male participants’ attitudes across all subscales, and were more likely to have more positive 
attitudes	then	males.	There	was	a	significant	effect	for	country	of	birth,	with	those	born	in	Australia	found	to	
have	significantly	more	positive	attitudes	towards	mental	illness	than	those	born	in	any	other	country	(M	4.252,	
SD	1.152).	Participant	qualifications	had	no	statistically	significant	effect	on	opinions	whilst	employment	had	
a	significant	effect	on	factors	A	(authoritarianism)	and	E	(interpersonal	aetiology)	only.	There	appeared	to	
be	no	statistically	significant	effects	on	opinions	whether	the	participant	knew	a	person	with	mental	illness	
or not (see table 3). 

Table 2: Independent Samples t-tests – demographic data

Domain of study
Age Gender Country of Birth Fathers Country 

of Birth

Mothers 
Country of 

Birth

t p t p t p t p t p
Factor A: 
Authoritarian 1.274 0.214 1.138 0.264 2.973 0.006 2.082 0.046 2.564 0.015

Factor	B:	
Benevolence 0.755 0.457 1.050 0.302 1.159 0.255 ‑0.045 0.964 0.978 0.336

Factor C: Mental 
Hygiene Ideology 1.595 0.123 0.913 0.368 1.078 0.289 ‑0.159 0.875 1.192 0.242

Factor	D:	Social	
Restrictiveness 1.157 0.258 0.801 0.429 0.855 0.399 0.714 0.481 1.422 0.165

Factor E: 
Interpersonal 
Aetiology

‑0.766 0.451 0.906 0.372 3.221 0.003 2.066 0.047 2.433 0.021
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Table 3: Independent Samples t-tests – Exposure to a person with mental illness

Domain of study
Qualifications Employment Mental Health 

Placement Person with MI Known

t p t p t p t p
Factor A: 
Authoritarian ‑1.714 0.097 ‑1.827 0.077 ‑0.617 0.542 0.696 0.491

Factor	B:	
Benevolence ‑0.948 0.350 ‑1.345 0.188 ‑0.769 0.448 0.729 0.471

Factor C: Mental 
Hygiene Ideology ‑0.271 0.788 ‑0.225 0.824 1.408 0.169 1.016 0.317

Factor	D:	Social	
Restrictiveness ‑1.272 0.213 ‑1.246 0.222 ‑0.798 0.431 0.021 0.983

Factor E: 
Interpersonal 
Aetiology

‑1.875 0.070 ‑2.533 0.017 ‑2.690 0.011 0.807 0.426

DISCUSSION

Implications for teaching
Knowledge of student demographic. 
This study has found that students in their second year of nursing generally have neutral attitudes towards 
mental illness in relation to benevolence and mental hygiene ideology, but more negative attitudes in relation 
to authoritarianism, social restrictiveness and interpersonal aetiology. This is consistent with recent literature, 
which suggests that practicing health professionals hold more negative attitudes towards mental illness than 
members of the general public (Crisp et al 2000). It is thought, however, that practicing clinicians may hold 
more negative attitudes due their exposure to and understanding of the reality of mental illness (Jorm et al 
1999).	Whilst	exposure	to	mental	illness	was	found	to	have	little	effect	of	students’	attitudes	in	the	present	
study,	country	of	birth	and	age	were	found	to	have	a	significant	effect	of	student	attitudes.	Although	these	
results may not be reliable due to the small sample size, it does indicate that academics should consider the 
background of their students when creating and developing curriculum content for teaching mental health 
nursing. 

It has long been accepted in the literature that one’s culture can affect their perception of physical and 
emotional states, interpretation of symptoms, willingness to engage in medical care and treatment as well 
as	the	expected	response	to	illness	of	others	around	them	(Angel	and	Thoits	1987).	 In	particular,	people	
from Asian cultures have been found to hold quite authoritarian views about treatment of mental illness and 
tend	to	be	pro‑	social	restrictiveness	(Ng	1997),	with	similar	results	having	been	found	in	the	present	study.	
The present study indicates a need to tailor teaching in a manner which may change or improve less positive 
attitudes towards mental illness that are related to the effects of students cultural backgrounds. Whilst many 
educational programs have been found to be successful in improving the positivity of students’ attitudes 
towards	mental	illness,	across	a	variety	of	health	disciplines	(Rusch	et	al	2005;	Corrigan	et	al	2001),	the	
literature often fails to report in detail about the components of those programs that led to its success. It may 
be that direct academic to academic contact is required or more attention paid to this area of education at 
mental health and nursing education conferences in order to bring the issue into the open, enabling sharing 
of recommendations and resources to improve student opinions. 

Tailoring teaching. 
Students	were	found	to	have	less	positive	attitudes	towards	mental	illness	in	three	of	the	five	sub‑scales:	
authoritarianism, benevolence and mental hygiene ideology. Although limited research has been conducted 
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in this area, some authors report negative attitudes to subject matter can have a negative impact on student 
engagement	and	learning	(Brophy	1983).	Whilst	further	research	is	required,	given	that	students	were	found	
to hold negative opinions about mental illness, this study indicates a need to promote student engagement. 
Without learning through engagement, students’ negative attitudes are likely to continue, further perpetuating 
the negative opinions and hindering future engagement in a vicious cycle. Fear and anxiety about the subject 
matter has also been found to limit student engagement. Whilst not directly measured in this study, students 
who hold more authoritarian and pro‑ social restrictiveness attitudes towards mental illness may do so out 
of fear and anxiety.

This study has found that students personal, including academic and professional experiences, can have a 
significant	effect	on	opinions	on	mental	illness	(although	not	to	a	statistically	significant	level).	For	academics,	
this	is	not	a	surprising	finding.	Students	across	all	disciplines	often	report	that	they	learn	just	as	much	outside	
of	the	classroom	as	they	do	inside	the	classroom	(Hu	and	Kuh	2003;	Kuh	1995),	so	it	is	not	surprising	to	see	
these factors affecting students’ opinions in this manner. In fact, the effect of out of classroom experiences 
is	evident	in	the	present	study’s	findings	of	the	significance	of	the	effect	of	a	mental	health	placement	on	
student opinions on mental illness. It is imperative, however, that these less positive attitudes are improved 
throughout	students	nursing	education.	Studies	in	both	health	care	(Shahrabani	and	Benzion	2012)	and	non‑
healthcare	(Holt‑Reynolds	1992)	environments	have	found	personal	attitudes	and	beliefs	can	significantly	
affect professional practice behaviours. Although not investigated in the context of mental health, in theory, 
a student who holds more authoritarian views on mental illness, for example, may graduate to become a 
practicing clinician who practises within these attitudes. This may lead to more restrictive interventions with 
clients	or,	in	the	case	of	factor	B	(benevolence),	treating	clients	with	less	empathy	and	care.	

Implications for further study
Although not investigated in this study, teaching activities embedded within mental health nursing units may be 
designed to consider those factors that can impact on students’ opinions on mental illness. Given the diversity 
of the student population, future studies may wish to use a similar data collection tools in a pre and post 
intervention	method	to	identify	the	usefulness	of	specifically	designed	classroom	activities	to	improve	student	
opinions	about	mental	illness.	Given	the	significance	of	cultural	background	on	student	opinions,	specific	
focus should be given (either in class or in assessment activities) to explore different cultural understanding 
of mental illness to draw students attention to this for personal preparation for learning. Consideration should 
also	be	given	to	the	design	of	future	similar	research,	in	particular	to	the	need	for	advertising	and	flexibility	
in participation methods to improve recruitment and, subsequently, the reliability of the results. 

CONCLUSION

Negative opinions of mental illness have been found to affect students learning and can affect future clinical 
practice.	This	study	used	a	quantitative	methodology	to	investigate	the	opinions	of	second	year	Bachelor	of	
Nursing	students	at	a	University	in	Melbourne.	Using	the	‘Opinions	of	Mental	Illness	Scale’,	a	total	of	133	
students participated in the study. Overall, students were found to have a generally neutral opinion about 
mental illness except in the sub‑scale factors of benevolence, mental hygiene ideology and interpersonal 
aetiology where students held less positive opinions. Knowing the student populations opinions about a 
subject matter can assist academics to direct and focus their efforts to improve opinions in those areas. 
Whilst several authors have reported on programs that may assist in improving attitudes towards mental 
illness,	very	few	sufficiently	report	on	the	detail	of	those	programs	to	enable	their	reproduction.	This	study	
has highlighted an area of need for further investigation into the elements of educational programs that can 
assist in improving student opinions about mental illness. It is also recommended that this area receive more 
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attention in nursing education forums, as sharing ideas and teaching experiences may improve the teaching 
and learning experience and, ultimately, improve client care.
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ABSTRACT
Objective
The main aim of this study was to explore any association between colorectal cancer (CRC) and rotating shift work 
in nurses and midwives. The secondary aim of this study was to identify risk factors for CRC in nurses and midwives 
who are rotating shift workers.

Design
Cross‑sectional study.

Setting
Electronic survey of participants from Australia, New Zealand and the United Kingdom.

Subjects
A	sample	of	8,199	male	and	female	nurses	and	midwives	from	Australia,	New	Zealand	and	the	United	Kingdom	
invited through their registration papers or newsletter advertisement.

Main outcome measure
Prevalence	of	CRC	in	participants	who	have	worked	rotating	shifts	for	1‑14	years	or	≥15	years	compared	to	
participants who have never worked rotating shifts. In addition, risk factors for CRC in the rotating shift work 
population were analysed in a multivariate logistic regression model in order to obtain odds ratio of CRC.

Results
No	statistically	significant	difference	was	found	in	the	prevalence	of	CRC	between	those	who	have	never	worked	
rotating shift work, worked 1‑14 years and worked 15 or more years. 
Among	rotating	shift	workers,	diabetes	was	associated	with	a	123‑fold	(95%	CI	39‑392;	p<0.001)	increased	odds	of	
CRC,	while	Inflammatory	Bowel	Disease	(IBD)	was	associated	with	a	190‑fold	(95%CI	68‑526;	p<0.001)	increased	
odds	of	CRC.	Screening	colonoscopy	or	sigmoidoscopy	for	CRC	was	associated	with	a	10‑fold	(95%	CI	3‑35;	
p<0.001)	increased	odds	of	being	diagnosed	with	CRC.

Conclusion
No	significant	association	was	found	between	rotating	shift	work	and	colorectal	cancer	in	nurses	and	midwives.	In	
nurses	and	midwives	who	are	rotating	shift	workers,	diabetes,	IBD	and	CRC	screening	significantly	increased	the	
odds of CRC.
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INTRODUCTION

The	twenty‑four	hour	nature	of	healthcare	demands	many	nurses	and	midwives	work	in	shifts.		Around	40%	
of nurses and midwives work rotating shifts (Holland et al 2012). Rotating shift work involves shifts that 
vary	 regularly	 between	morning,	 afternoon	 and	 night	 (International	 Labour	Office	 2004).	 Shift	 work	 can	
have deleterious effects on nurses’ physical, mental, and social wellbeing (Matheson et al 2014). In recent 
times, there has been a growing interest in research on the association between shift work and cancer. The 
International	Agency	for	Research	on	Cancer	in	2007	classified	shift	work	involving	circadian	disruption	as	a	
probable carcinogen (International Agency for Research on Cancer 2007). A number of possible mechanisms 
have been proposed to explain the suggested carcinogenicity of shift work. Light exposure at night supresses 
melatonin,	a	hormone	that	regulates	sleep‑wake	cycle	and	appears	to	have	oncostatic	effects	(Hill	et	al	2015;	
Stevens and Zhu 2015). Circadian disruption may affect clock‑related gene expression in cells which may 
lead	to	tumourgenesis	(Masri	et	al	2015;	Kelleher	et	al	2014).

A recent meta‑analysis investigating night shift work and colorectal cancer (CRC) by Wang et al (2015) found 
odds	of	CRC	is	increased	by	11%	(OR=1.11,	95%	CI	1.03–1.20)	for	every	five	years	of	night	shift	work.	Two	
studies on the association between rotating shift work and CRC among nurses have been conducted in the 
Nurses’ Health Study. Firstly, Schernhammer et al (2003) prospectively followed up a cohort from the Nurses’ 
Health	Study	between	1988	and	1998.	They	found	a	35%	(RR=1.35,	95%	CI	1.03‑1.77)	increased	risk	of	CRC	
in nurses who worked rotating shifts for 15 or more years in a multivariate hazard ratio analysis. The second 
study	investigated	all‑cause	and	cause‑specific	mortality,	including	CRC,	of	nurses	from	Nurses’	Health	Study	
between	1988	and	2010	(Gu	et	al	2015).	They	found	an	increase	in	CRC	mortality	and	rotating	shift	work,	
but	when	adjusted	for	a	number	of	variables,	the	result	was	not	statistically	significant.

A meta‑analysis by Johnson et al (2013) found a number of risk factors associated with CRC. These were 
inflammatory	bowel	disease	(IBD),	 family	history,	 increased	BMI,	 red	meat	 intake,	cigarette	smoking,	 low	
physical activity, and low fruit and vegetable consumption. CRC is the second leading cause of cancer death 
and	it	 is	amongst	the	top	ten	leading	causes	of	death	in	Australia	(Australian	Bureau	of	Statistics	2015).	
Therefore, it is vital to conduct epidemiological studies to investigate the possible link between shift work and 
CRC. The primary aim of this cross‑sectional study is to explore any association between CRC and rotating 
shift work among nurses and midwives. The secondary aim is to identify prevalence of other risk factors for 
CRC in this population.

METHODS

This cross sectional study utilised self‑reported data from Nurses and Midwives e‑cohort Study (NMeS). NMeS 
was an internet‑based longitudinal study designed to examine health and workforce factors in nurses and 
midwives. The present study uses survey 1 from that cohort study. This survey collected data from nurses 
and midwives from Australia, New Zealand and the United Kingdom (UK). The survey was opened from 1st 
April 2006 to 31st March 2008. In Australia and New Zealand, nurses and midwives received their invitations 
along with annual registration papers. In the UK, potential participants were invited through an advertisement 
in the UK Nursing and Midwifery Council’s quarterly newsletter. The participants were directed to a website 
(http://www.e‑cohort.net), where consent, and demographic and work details were obtained. The survey 
contained various instruments, and answering each question was voluntary. Participants were given a unique 
ID	and	were	not	identifiable	in	the	data	analysis.	Data	collection	and	management	of	NMeS	are	described	
in	papers	by	Schluter	et	al	(2011)	and	Huntington	et	al	(2009).

The outcome variable was a self‑reported diagnosis of CRC. The participants were asked “have you ever 
been professionally diagnosed with colon or rectal cancer?” for which they could answer either yes or no. 
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The exposure variable was rotating shift work. The participants were asked “what is the total number of years 
during	which	you	worked	rotating	shifts?”	Available	answers	were	–	never,	1‑2	years,	3‑5	years,	6‑9	years,	
10‑14	years,	15‑19	years,	or	20	or	more	years.	For	the	primary	analysis	of	this	study,	these	were	categorised	
into	3	variables	as	never,	1‑14	years,	and	15	or	more	years.	These	categories	reflect	those	used	in	a	similar	
study by Schernhammer et al (2003). 

A number of covariates were included. These were age, gender, menopausal status, ever use of oral contraceptives 
(OC),	BMI,	smoking,	alcohol	consumption,	red	meat	intake,	vegetable	intake,	fruit	intake,	physical	activity,	
sleep	duration,	family	history	of	CRC,	diabetes,	IBD	and	screening	colonoscopy	or	sigmoidoscopy.	BMI	was	
calculated	from	height	and	weight	provided	by	participants.	Smoking	status	was	classified	as	current	smoker,	
former smoker and never smoker. Pack years were calculated from the number of cigarettes per day multiplied 
by the number of years smoked, divided by 20. Pack year data was only available for current smokers. Alcohol 
intake	was	calculated	based	on	a	food	frequency	questionnaire	adapted	from	Willett	et	al	(1985).	Participants	
provided frequency of consumption for alcoholic beverages ‑ light beer, heavy beer, red wine, white wine, 
and spirits. This frequency was multiplied by alcohol content of each beverage to derive daily consumption 
of alcohol. Red meat intake, vegetable intake and fruit intake were extracted from Australian Recommended 
Food Score (ARFS) (Collins et al 2008) where participants answered yes or no to 74 items relating to diet. 
Red meat intake variable was derived as having had any of veal, beef, lamb or pork 1‑4 times per week which 
were individually selected by participants as part of ARFS. Data regarding other types of red meat were not 
available from ARFS. Physical activity was calculated using the long form version of International Physical 
Activity	Questionnaire	 (IPAQ)	 (Craig	et	al	2003).	This	questionnaire	surveys	respondents’	physical	activity	
from a range of domains such as time spent in leisure, transport, job, and domestic/garden work. Metabolic 
equivalent of tasks (MET) is the amount of oxygen consumed while sitting at rest. Multiples of MET provide the 
energy	cost	of	physical	activities	as	multiples	of	basal	metabolic	rate	at	rest	(Jetté	et	al	1990).	The	number	
of minutes spent in each activity as surveyed from participants could be weighted according to intensity and 
converted to MET minutes per week (Craig et al 2003). Sleep duration responses provided by participants 
were	categorised	to	three	groups	‑	5	hours	or	less,	6‑8	hours,	9	or	more	hours.	These	categories	are	due	to	
two	studies	indicating	a	short	sleep	duration	of	<6	hours	(Thompson	et	al	2011)	and	a	long	sleep	duration	
of	≥9	hours	(Zhao	et	al	2013)	may	be	associated	with	an	increased	risk	of	CRC.	Participants	were	asked	
whether	they	have	had	a	colonoscopy	or	a	sigmoidoscopy	in	the	last	2	years,	with	possible	answers	–	no,	
yes‑for symptoms, and yes‑for routine screening. We have excluded those who chose “yes for symptoms”.

Statistical analysis was performed using STATA 14.0. Calculations were based on non‑missing data. Chi‑
squared test was used for categorical variables. Fisher’s exact test was used instead of chi‑squared test 
when	less	than	80%	of	cells	had	an	expected	count	of	less	than	five.	T‑test	was	performed	on	continuous	
variables.	 Frequencies	and	percentages	 for	 categorical	 variables;	 and	 frequencies,	 percentages,	means,	
and	standard	deviations	are	reported	for	continuous	variables.	Results	with	a	p‑value	<0.1	were	fed	into	a	
backward	stepwise	logistic	regression	model.	This	enabled	calculation	of	odds	ratios	and	95%	confidence	
intervals.	A	p‑value	<0.05	was	considered	significant.	

FINDINGS

The number of participants who answered both the outcome variable and the exposure variable were 7,303 
out	of	8,199.	The	prevalence	of	having	ever	had	diagnosis	of	CRC	was	1.03%	(n=7),	0.98%	(n=47),	1.32%	
(n=24)	 in	 the	never	group,	1‑14	 years	group	and	≥15	years	group	 respectively.	 There	was	no	significant	
association	between	rotating	shift	work	and	colorectal	cancer	(p=0.481).	Due	to	this	large	p‑value	no	further	
analysis from the above data was conducted. 
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Table 1: Prevalence of colorectal cancer in nurses and midwives by length of rotating shift work

Colorectal cancer

Variable Yes No Chi‑squared p-value

n(%) n(%)

Rotating	shift	work	(n=7303) 1.47 0.481

Never 7(1.03) 671(98.97)

1‑14 years 47(0.98) 4,759(99.02)

≥15	years 24(1.32) 1,795(98.68)

Table 3: Risk factors, as continuous variables, for colorectal cancer among nurses and midwives who are 
rotating shift workers

Colorectal cancer

Variable Yes No

n(%) M ± SD n(%) M ± SD p-value

Age	(n=6,624) 71(1.07) 47.04	±	7.97 6,553(98.93) 43.95	±	9.54 0.007^
BMI	(n=6,513) 67(1.03) 28.28 ± 6.11 6,446(98.97) 27.36 ± 5.67 0.187
Physical	activity	MET/week	(n=6323) 69(1.09) 4371 ± 4037 6,254(98.91) 3651 ± 3844 0.122
Pack	years*	(n=6,601) 70(1.06) 5.51	±	14.99 6,531(98.94) 3.26	±	10.69 0.082
Alcohol	per	day	in	grams	(n=6414) 71(1.11) 9.02	±	13.71 6,343(98.89) 8.44 ± 13.28 0.717

 ^p< 0.05; ^^p< 0.001; *for current smokers

Tables 2 and 3 display the prevalence of risk factors in the rotating shift working population. Participants with a 
history of CRC had a mean age of 47±8 years compared to a mean age of 44±10 in those without a history of 
CRC	(p<0.05).	A	history	of	CRC	was	more	common	in	post‑menopausal	women	compared	with	pre‑menopausal	
women;	1.68%	vs	0.81%	(p<0.05).	A	history	of	CRC	was	significantly	far	more	prevalent	in	participants	with	
diabetes	than	those	without	diabetes;	24.15%	vs	0.22%	(p<	0.001).	A	history	of	CRC	was	significantly	far	
more	prevalent	in	those	with	IBD	than	those	without	IBD;	43.07%	vs	0.19%	(p<	0.001).	CRC	was	also	more	
likely in nurses and midwives who had undergone CRC screening by colonoscopy or a sigmoidoscopy in the 
last	two	years.	CRC	prevalence	did	not	significantly	differ	at	p‑value	of	0.05	for	non‑modifiable	risk	factors	of	
gender	and	family	history.	Neither	did	it	differ	for	modifiable	risk	factors	of	OC	use,	smoking	status,	red	meat	
intake,	vegetable	intake,	fruit	intake,	sleep	duration,	BMI,	physical	activity,	pack	years,	and	alcohol	intake.
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Table 2: Risk factors, as categorical variables, for colorectal cancer among nurses and midwives who are 
rotating shift workers

Colorectal cancer

Variable Yes No Chi‑squared p-value

n(%) n(%)

Gender (n=6,625) 0.24 0.625

Male 7(1.28) 541(98.72)

Female 64(1.05) 6,013(98.95)

Menopause (n=6,065) 9.05 0.003^

No 35(0.81) 4,305(99.19)

Yes 29(1.68) 1,696(98.32)

Ever use of OC (females) (n=6,023) 0.55 0.458

No 7(1.36) 506(98.64)

Yes 56(1.02) 5,454(98.98)

Smoking status (n=6,612) 0.50 0.781

Never smoked 38(1.05) 3,580(98.95)

Former smoker 22(1.02) 2,129(98.98)

Current smoker 11(1.30) 832(98.70)

Red meat intake 1-4 times per week (n=6,596) 0.01 0.921

No 11(1.03) 1,054(98.97)

Yes 59(1.07) 5,472(98.93)

4 or more vegetables per day (n=6,608) 0.08 0.779

No 21(1.13) 1,835(98.87)

Yes 50(1.05) 4,702(98.95)

2 or more fruit per day (n=6,604) 0.01 0.944

No 22(1.09) 1,999(98.91)

Yes 49(1.07) 4,534(98.93)

Sleep duration (n=6,611) 0.51 0.775

≤5	hours 6(1.13) 527(98.87)

6‑8 hours 63(1.09) 5,713(98.91)

≥9	hours 2(0.66) 300(99.34)

Family history of CRC (n=6,437) 1.69 0.194

No 60(1.03) 5,752(98.97)

Yes 10(1.60) 615(98.40)

Diabetic status (n=6,602) <0.001^^*

No 14(0.22) 6,352(99.78)

Yes 57(24.15) 179(75.85)

IBD status (n=6,571) <0.001^^*

No 12(0.19) 6,422(99.81)

Yes 59(43.07) 78(56.93)

Screening colonoscopy or sigmoidoscopy in the last 2 
years (n=6,311)

0.008^*

No 58(0.96) 5,978(99.04)

Yes 8(2.91) 267(97.09)

^p< 0.05; ^^p< 0.001; *Fisher’s exact
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Table 4: Univariate odds ratios for variables with a p<0.1

Odds of having colorectal cancer

Variable OR 95% CI p-value

Categorical Screening colonoscopy or 
sigmoidoscopy in the last 2 years
No 1.00*

Yes 3.09 1.46 ‑ 6.53 0.003^

IBD status

No 1.00*

Yes 404.81 209.31	‑	782.91 <0.001^^

Diabetes status

No 1.00*

Yes 144.48 79.04	‑	264.10 <0.001^^

Menopause

No 1.00*

Yes 2.10 1.28 ‑ 3.45 0.003^

Physical activity

Low 1.00*

Moderate 0.52 0.21	‑	1.29 0.160

High 1.08 0.48 ‑ 2.41 0.857

Continuous

Age 1.04 1.01 ‑ 1.06 0.007^

Pack years 1.01 1.00 ‑ 1.03 0.086

^p< 0.05; ^^p< 0.001; *reference group

Table 5: Multivariate odds ratios derived from logistic regression modelling  

Odds of colorectal cancer
Variable Adjusted OR 95% CI p-value

Screening colonoscopy or 
sigmoidoscopy in the last 2 years

No 1.00*

Yes 10.13 2.97	‑	34.57 <0.001^^

IBD status

No 1.00*

Yes 189.62 68.30	‑	526.39 <0.001^^

Diabetes status

No 1.00*

Yes 123.20 38.75	‑	391.77 <0.001^^

^p< 0.05; ^^p< 0.001; *reference group
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Table	4	presents	univariate	odds	ratios	of	variables	with	a	p<0.1.	These	were	input	into	a	backward	stepwise	
logistic	regression	model	to	provide	adjusted	odds	ratios	in	table	5.	As	per	adjusted	odd	ratios,	having	IBD	
increased	the	odds	of	having	a	history	of	CRC	by	190	fold	(95%CI	68‑526;	p<0.001).	Nurses	and	midwives	
with	diabetes	also	have	123‑fold	increased	odds	of	having	a	history	of	CRC	(95%	CI	39‑392;	p<0.001).	Having	
had a screening colonoscopy or sigmoidoscopy in the last 2 years also increased the odds of having a history 
of	CRC	by	10‑fold	(95%	CI	3‑35;	p<0.001).

Age	and	menopause	increased	odds	of	CRC	by	1.04	(95%	CI	1.01‑1.06;	p<0.05)	and	2.10	(95%	CI	1.28‑3.45;	
p<0.05)	respectively.	However	this	was	not	seen	in	the	multivariate	analysis.			

DISCUSSION

We	did	not	find	any	association	between	rotating	shift	work	and	CRC.	This	is	in	contrast	to	Schernhammer	et	
al	study	(2003)	which	found	an	increased	risk	of	CRC	in	nurses	who	worked	15	or	more	years	(RR=1.35,	95%	
CI 1.03‑1.77). The Schernhammer et al study differs from our study in many respects. It was a prospective 
longitudinal study that followed participants for 10 years, whereas our study was a cross‑sectional study. 
Schernhammer et al study had a much larger number of participants. Moreover, the participants were American 
compared	to	Australian,	New	Zealander	and	British	participants	in	our	study.	Ethnical	distribution	may	be	
different in these cohorts which could possibly have an impact on the frequency of CRCs. In the present study, 
statistically	significant	risk	factors	in	the	rotating	shift	working	population	were	age,	menopause,	diabetes,	
IBD,	screening	colonoscopy	or	sigmoidoscopy.	In	Australia,	98%	of	all	CRCs	occur	in	persons	over	the	age	
of 40 (Australian Institute of Health and Welfare 2014). In our study the mean age in the CRC group was 
slightly higher. Increased prevalence of cancer in older age is common among many cancers. Accumulation 
of mutations over time as well as age‑related signalling pathways have been hypothesised to explain this 
association	(Bordonaro	and	Lazarova	2015).	The	observed	association	between	CRC	and	menopause	may	
be due to the fact that postmenopausal women tend to be older. Postmenopausal women tend to have lower 
estrogen levels compared to their younger counterparts (Honma et al 2015). Some studies show a reduction 
of CRC risk in postmenopausal women having hormone replacement therapy (Honma et al 2015). Our study 
did	not	find	a	statistically	significant	difference	in	CRC	prevalence	between	those	who	have	ever	used	oral	
contraceptives and those who have not. 

In	our	study,	IBD,	diabetes,	and	screening	colonoscopy	or	sigmoidoscopy	considerably	increased	the	odds	
of CRC. This may be due to the increased capacity of colonoscopy to diagnose CRC. The screening is done 
amongst	specific	population	groups	and	therefore	colonoscopy	 itself	should	not	be	seen	as	a	risk	factor,	
instead a mean for early detection. In terms of diabetes, a meta‑analysis (Luo et al 2015) found that diabetes 
was	 associated	 with	 an	 increased	 risk	 of	 CRC	 (RR=1.37,	 95%	 CI	 1.30–1.45).	 Activation	 of	 insulin	 and	
insulin‑like growth factor 1 receptors expressed in cancer cells due to hyperglycemia and hyperinsulinemia 
along	with	increased	inflammatory	cytokines	have	been	proposed	as	possible	mechanisms	explaining	this	
association	(Sharma	et	al	2014).	An	Australian	cohort	study	(Selinger	et	al	2014)	reported	a	7%	(95%	CI	
4‑10%)	cumulative	incidence	of	CRC	among	persons	with	ulcerative	colitis	(UC)	and	2%	(95%	CI,	0%–4%)	with	
Crohn’s disease (CD) at 30 years of follow‑up. Selinger compared this incidence to corresponding age and 
gender	matched	general	population,	which	were	1.9%	for	UC	and	1.1%	for	CD.	Over	recent	decades,	there	has	
been a substantial decrease in risk. A Danish study reported a RR of UC over background population of 1.34 
(95%	CI,	1.13–1.58)	in	1979–1988	compared	to	0.57	(95%	CI	0.41–0.80)	in	1999–2008	(Jess	et	al	2012).	
In	the	study,	CD	RR	was	0.85	(95%	CI,	0.67–1.07),	which	did	not	change	over	time.	A	2013	meta‑analysis	
states	that	IBD	increases	the	risk	of	CRC	but	not	as	much	as	previously	thought	(Lutgens	et	al	2013).	 In	
patients	with	IBD,	CRC	is	increased	with	the	duration	of	the	disease,	the	extent	of	colonic	inflammation,	family	
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history	of	CRC,	and	coexisting	primary	sclerosing	cholangitis.	It	has	been	proposed	that	chronic	inflammation	
causes DNA damage through oxidative stress. This can cause a loss of tumour suppression gene function 
leading	to	increased	proliferation	of	tumour	cells	(Beaugerie	and	Itzkowitz	2015).	About	30%	of	CRC	cases	
have	a	positive	family	history	(Brosens	et	al	2015);	however	we	were	unable	to	find	a	statistically	significant	
difference	in	our	population.	Notably,	we	did	not	find	any	statistically	significant	relationship	with	many	other	
risk	factors	such	as	increased	BMI,	red	meat	intake,	cigarette	smoking,	low	physical	activity,	and	low	fruit	
and vegetable consumption, as found in the meta‑analysis by Johnson et al (2013).    

This study has a number of noteworthy limitations. This study analysed data from a pre‑existing database 
which	limited	the	inclusion	of	a	number	of	important	covariates	such	as	vitamin	d	level,	fibre	intake,	and	
familial	syndromes.	For	example,	between	2‑5%	of	all	CRC	can	be	attributed	to	hereditary	syndromes	such	
as lynch syndrome and familial adenomatous polyposis, which considerably increase the risk of CRC in 
those individuals (Jasperson et al 2010). We were not able to gather data from participants regarding these 
syndromes;	 even	 though	we	 asked	 them	 about	 their	 family	 history	 of	 CRC.	 Some	 data	were	missing	 as	
respondents	did	not	answer	all	the	questions.	For	example,	out	of	8199	participants	only	7303	answered	
both questions on shift work and CRC, which amounts to around 11 percent missing observations. It is also 
notable that there are generally a small number of observations in the positive CRC group for each variable 
compared with the negative CRC group. This results in large differences in odds. This perhaps gives a greater 
effect	size	than	it	otherwise	would	have	been	if	we	had	a	much	larger	sample	size	(Nemes	et	al	2009).	This	
study being cross‑sectional, the results should be interpreted cautiously as it is possible for CRC to have 
preceded the risk factor which means causation cannot be assumed.  The study contained data from three 
countries	–	Australia,	New	Zealand	and	the	UK	which	means	these	findings	may	not	translate	to	nurses	and	
midwives of other countries. There could be a social desirability bias where respondents may have provided 
data which they thought were more socially appropriate. The objectivity of some data (for example, height 
and weight) should also be questioned as data were received through self‑report. There could be a response 
bias inherent in this study design as those people who decided to take part in the survey may have been 
different from those who did not decide to participate. Some nurses may have been more comfortable using 
non‑electronic means such as paper‑based surveys.

Observational studies such as this attempt to identify risk factors that affect the health and wellbeing of nurses 
and	midwives.	Identification	and	mitigation	of	these	risk	factors	may	help	ensure	a	sustainable	workforce	
into the future. Future studies may consider if different work schedules such as permanent night shifts have 
different	outcomes,	and	whether	these	differ	 from	other	shift	worker	populations	such	as	police	officers.	
Future studies may also evaluate costs associated with the loss of nurses and midwives from the workforce 
due to CRC. This may help with workforce planning. Other research opportunities may involve exploring how 
nurses	and	midwives	manage	their	diabetes	or	IBD	in	the	context	of	CRC.

CONCLUSION
In	this	cross‑sectional	study	we	did	not	find	any	significant	association	between	rotating	shift	work	and	CRC	
in	nurses	and	midwives.	However,	IBD	and	diabetes	were	correlated	with	an	increased	probability	of	CRC	in	
nurses and midwives who were rotating shift workers. Further research should be conducted using a large 
prospective cohort design to investigate the effect of rotating shift work on CRC. 
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ABSTRACT

Objective 
An evaluation of a mental health promotion program called iCARE which depended on collaboration between 
multiple partners. 

Design
A qualitative exploratory evaluation that involved purposeful sampling of a range of stakeholders in the School 
settings.

Setting
Two Secondary Schools in Tasmania.

Intervention
iCARE stands for Creating Awareness, Resilience and Enhanced Mental Health and is a structured six‑week program 
in which trained facilitators engage Year 8 students in learning about mental health and developing resilience. 
The collaboration involved university researchers, child and youth mental health clinicians, and education staff. It 
required investment in time and resources as well as intellectual effort and good will from each of the key players. 

Results
Successful elements of collaboration were distilled from the interview data, indicating that for a mental health 
promotion program to succeed in schools, highly tuned negotiation and communication skills are required. 

Conclusion
Nurses are increasingly working within the community to promote the health and wellbeing of many groups. To work 
effectively with young people in schools, and to share the impact of that work with the professional community, 
requires collaboration between health, education and university stakeholders. This evaluation found that success 
in this interdisciplinary connection requires respect, communication, negotiation and appreciation for disciplinary 
differences. 
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INTRODUCTION

Mental health is the leading health issue facing young people world‑wide and it is a whole of community 
concern, an issue that crosses and even transcends disciplines and professions (Robinson et al 2016). The 
last two decades has seen a call to increase collaboration with a broad network of stakeholders involved in 
youth mental health including parents, schools and health services (Hoagwood et al 2010). Schools can only 
do so much to support health and wellbeing on their own, as their core business is education, and recent 
reports	identify	significant	school‑based	workforce	shortages	as	impacting	on	the	ability	to	intervene	early	
in youth mental health (Carbone et al 2011). 

A mental health promotion program designed for delivery by health professionals within the Australian school 
context has been developed to respond to these concerns. ‘iCARE’ is a universal mental health promotion 
program that takes a solutions focus (McAllister 2013) and aims to build resilience strategies (Morrison and 
Allen 2007) in all young people. Its generation, development and feasibility is described at length elsewhere 
(McAllister et al 2008). Whilst there are other Australian mental health programs that take a whole of classroom 
approach (such as Mind Matters), some of the unique features of iCARE are that it: 

• involves	trained	facilitators	who	run	the	groups	in	the	class,	rather	than	the	classroom	teachers;

• is a structured brief program consisting of six modules that trigger group discussion to enable young 
people to explore and develop the strengths and achievements of other young people, and themselves, 
so the repertoire of strategies will give them strength in challenging times that may be ahead in this 
turbulent	life	stage	can	be	expanded;	and

• it	draws	on	material	that	are	likely	to	be	appealing	but	also	challenging	for	young	people	–	such	as	
real‑life	stories,	film	clips,	contemporary	music,	poetry,	and	discussion‑based	games.

Each of these resources is used in such a way that they reveal strengths and resources of someone else, 
but which can be discussed, developed, revised and perhaps taken up and used by participants in their 
future lives. In this way, iCARE is future‑focused, strengths building and proactively develops mental health 
capabilities useful in life. 

A central assumption of iCARE, which comes from the solutions focus, is that strengths and vulnerabilities 
are both likely to occur in all young people as they face the changes of adolescence (McAllister 2013). These 
strengths	and	 vulnerabilities	 can	be	engagingly	 discussed	by	using	narratives	 found	 in	books	and	films,	
rather than in peoples’ personal lives. This strategy is designed to create a safe environment ‑  the group an 
opportunity to be analytical about what could work or not work in young peoples’ lives, without slipping into 
personal	difficulties,	and	issues	that	could	be	upsetting	(Tsevat	et	al	2015).	The	idea,	based	in	the	solutions	
orientation,	is	that	positive	aspects	are	foregrounded,	and	deficiencies	or	challenges	are	discussed	but	not	
indulged (Sharry 2007).

Another key distinguishing component in the approach is that while the mental health clinicians trained in the 
solutions focus implement the program for an hour each week over six weeks with 13‑14 year old students, 
they do so in a way that co‑opts the support and involvement of teaching staff. In this way, solution focused 
communication approaches can be modelled by the facilitator, developed by teachers and shared. To relate 
effectively facilitators and teachers need to appreciate their distinct skills and that both sets of expertise 
will be needed to help this program work effectively within a large classroom. Further, having trained mental 
health professionals facilitate the program ensures the availability of support and referral should it be required 
if sensitive topics are raised by students, and assures the school that safety will be maintained and risks 
minimised. 
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Participating teachers bring a formal authority to the classroom, knowledge of behaviour management, and 
a personal knowledge of the strengths and limitations of individual students. iCARE facilitators and teachers 
work together to manage the tension between the strength based model of iCARE and the at times formal 
authoritative	style	of	engagement	embedded	in	school	culture	(Pounder	1998).		

Hoagwood et al (2010, p16) have stated there is “still relatively little guidance available to researchers interested 
in increasing the level of collaboration within their research studies.” Consequently, we aimed to examine 
the components of early collaboration that have proven to be facilitators and barriers to the development 
of	iCARE	and	efforts	to	evaluate	its	efficacy	in	order	to	contribute	to	research	methods	that	strengthen	and	
promote interdisciplinary collaboration.

LITERATURE REVIEW

Collaboration is a term that is often used interchangeably with team work (Garrett 2005). It is a practice 
that	can	tend	to	be	over‑simplified	and	taken‑for‑granted.	Whilst	collaboration	could	simply	be	viewed	as	a	
mutually	beneficial	relationship	(Mattessich	et	al	2001)	others	see	collaboration	as	more	dynamic,	a	journey	
without a clear destination where methods and styles evolve, based on cumulative and unfolding discoveries 
(Hoagwood	et	al	2010;	Haythornthwaite	2006;	Denis	and	Lomas	2003).	Establishment	of	shared	goals	is	seen	
to	be	important,	and	Kagan	(1991)	and	others	(Denis	and	Lomas	2003;	Wood	and	Gray	1991)	emphasise	
the centrality of sharing of power, resources and authority. 

The	benefits	of	collaborations	are	well	documented.	These	 include	the	 facilitation	of	knowledge	transfer,	
enhanced	creativity,	and	access	 to	broader	networks	 (Carey	et	al	2009;	Wiggins	2008;	Loan‑Clarke	and	
Preston	2000).	However,	collaboration	within	and	between	 institutions	 is	difficult	and	challenging	 (Carey	
et	al	2009;	Wiggins	2008).	Fullan	(1993)	also	speaks	of	collaboration	as	hard	work	and	operating	in	the	
world of ideas where existing practices are examined critically and where better alternatives are sought. 
Robinson	(2005)	addresses	in	detail	a	number	of	challenges	related	to	what	he	refers	to	as	the	Five	P’s	–	
people;	professional	cultures;	policies;	politics	and	practicalities.	Carey	et	al	(2009)	speaks	of	collaboration	
being	hindered	by	institutional	politics,	echoing	Robinson	(2005)	and	further	identifies	historical	relations,	
perception	of	competition	and	other	tensions	including	finance,	resources	and	maintaining	momentum	as	
potential hindrances. 

The Need for Collaborative Research in Youth Mental Health
Alberto	and	Herth	(2009)	describe	a	collaborative	imperative	within	health	care	and	that	the	art	of	collaborating	
is generally seen as a central component of successful professional activity. In relation to collaboration with 
schools,	as	far	back	as	the	mid	1990’s	it	was	recognised	that	strong	partnerships	were	critical	to	ensuring	
that effective prevention and early intervention strategies were well received and to ensuring their ongoing 
sustainability	(Galbraith	et	al	1996).	This	recognition	is	strongly	reflected	in	major	collaborative	school‑based	
research	reports	 including	KidsMatter	 (Slee	et	al	2009),	CASEL	(Payton	et	al	2008),	PATHS	(Kusche	and	
Greenberg	1994;	Greenberg	and	Kusche;1998,	1997,	1993)	and	SEAL	(Humphrey	et	al	2010)	that	have	as	
their focus the social and emotional well‑being of students.

However, Mastro and Jalloh (2005) refer to a perception of resistance between schools and the communities 
within which they exist, going so far as to say that “schools alone cannot meet all needs – social emotional, 
physical and academic, yet they stand as gatekeepers for access to youth…” (p1). Despite this perception, there 
is also growing evidence that successful collaboration between school and community groups has resulted 
in	improved	academic	and	social/emotional	outcomes	for	youth	(Slee	et	al	2009;	Mastro	and	Jalloh	2005).
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Why programs for adolescents benefit from a collaborative approach
The mental health and wellbeing of young people is at the forefront of mental health policy in Australia and 
evidence is growing for the value of collaborative and integrated service systems to address the needs of 
young people, especially those aged 12 to 25 years (Rickwood et al 2011). Adolescence is a challenging life 
transition characterised by physical, psychological and social change that can impact on health and well‑being. 
Mental health is fundamental to good health and to life enjoyment and a resource for life (Sturgeon 2007). 

During	this	 time,	young	people	need	to	be	 introduced	to	the	concept	of	positive	mental	health	–	so	they	
appreciate that paying attention to existing and potential strengths can be an asset to them in taking on 
challenges	optimistically	and	enthusiastically	(Barry	2013).	This	is	a	much	larger	vision	than	simply	illness	
prevention, though this is important. 

In adopting a population‑based mental health promotion approach, every young person and not just at‑risk 
youth, become the focus for enhancing strengths and social competencies. Programs which target young 
people and provide a solid foundation of resilience offer the best hope of improving their mental health (Weare 
and Nind 2011). In line with this, there is now a worldwide movement to take a solution‑focused, rather than 
problem‑focused,	approach	to	enacting	changes	in	individuals	and	groups;	an	approach	that	has	produced	
exceptional	results	in	many	disciplines	(McAllister	et	al	2008;	Mahlberg	and	Sjoblom	2005).

In an initial feasibility study, interviews with twelve school nurses determined both the need for the iCARE 
program and support among mental health staff for its implementation (McAllister et al 2010). Pilot data also 
suggest positive outcomes for youth who complete the program, including improved knowledge regarding self‑
harm, improved problem solving skills and a general enjoyment of the solution‑focused approach inherent in 
the program (McAllister et al 2010). However, barriers to implementation, including securing support of school 
leaders, were also of concern to those likely to adopt the program (McAllister et al 2010). De Leo and Heller 
(2004) reported a reluctance to allow any material related to suicidal behaviours to be given to students. Yet 
as	Barry	(2013)	states,	the	most	appropriate	location	for	these	mental	health	promotion	programs	to	take	
place is in the contexts and settings where young people live their lives. To overcome this key barrier requires 
trust from school staff that health professionals will be careful, safe and productive. This is only achieved with 
ongoing collaboration that fosters familiarity, trust and mutual respect (Weare and Nind 2011). 

Collaboration in action: the iCARE program 
In Tasmania, Australia, early collaborative processes involved re‑partnership in 2011, with a large all girls 
public	school.		The	iCARE	program	was	delivered	across	six	weeks	to	a	Year	9	class	(23	students)	with	the	
purpose of examining the program’s relevance and validity in a whole of classroom setting. The school had 
previously been involved in 2010, in a small (eight students) group pilot research project involving iCARE 
and	thus	the	beginnings	of	a	foundation	for	a	trusting	relationship	existed.	Qualitative	evaluative	data	was	
obtained from the students both pre‑ and post the 2011 program and the school Principal and iCARE teacher 
were	interviewed	at	program	completion.	In	2014,	a	further	pilot	across	two	Year	9	classes	(22‑25	students)	
was	implemented	at	the	same	all	girls	school	and	across	two	Year	9	classes	at	a	private	coeducational	high	
school,	a	total	of	90	students.	Qualitative	evaluative	data	was	again	obtained	from	the	students	both	pre‑	and	
post the pilot program and the four iCARE teachers were interviewed at program completion.

Remaining open and inviting of all perspectives, whilst ensuring that clear leadership exists to maintain 
integrity	of	purpose,	has	enabled	 the	current	effort	 to	 realise	what	Pounder	 (1998)	suggests	 is	a	strong	
foundation	for	effective	collaboration.	Shared	reflections	from	stakeholders	illuminates	aspects	about	this	
collaborative experience. 
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THE STUDY

A qualitative exploratory study was designed to answer the following research question: How did key school 
stakeholders perceive the process of being involved in the iCARE Research Project? Ethical clearance for all 
project pilots was obtained by the Tasmanian Human Research Ethics Committee and Education Department 
as well as the relevant University ethics committees.

METHOD

In 2011 and 2014 two researchers interviewed the school principal and a teacher involved in delivering 
iCARE to elicit views on how the program was perceived by school leaders. They used an inductive approach 
to	questions,	but	beginning	broadly	and	then	following	up	with	focused	questions	(Braun	and	Clarke	2006).	
The principal and teacher were asked to comment on why the school supported the introduction of iCARE, 
to provide suggestions for improvement and what more could be done to facilitate student well‑being. The 
teacher was also asked to provide observations on iCARE, including observed changes and engagement 
among students and relevance of the program. 

Researchers	took	field	notes	through	the	course	of	the	interviews,	which	lasted	approximately	one	hour	for	
each	interviewee.	This	attempt	to	co‑construct	knowledge	fits	with	the	participatory	paradigm	(Hoagwood	et	
al 2010). 

Data analysis
Data from the 2011 and 2014 interviews were subjected to realist thematic analysis following the guidelines 
of	 Braun	 and	 Clarke	 (2006).	 That	 is,	 the	 analysis	 focused	 on	 experiences,	meanings	 and	 the	 reality	 of	
participants. Initial themes were developed from the interview notes, and notes re‑read to verify, merge or 
re‑code	the	identified	themes.	The	six	phases	of	analysis	described	by	Braun	and	Clarke	(2006)	were	used	
to	 identify	themes	from	the	interview	data	–	familiarising	yourself	with	the	data;	generating	 initial	codes;	
searching	for	themes;	reviewing	themes;	defining	and	naming	themes;	and	producing	findings.

FINDINGS

Three	broad	 themes	were	 identified	 from	 the	 interviews:	1)	meeting	 school	priorities,	2)	balancing	need	
and resources, and 3) the importance of involving school staff. The following is an account of each theme 
combined with a brief engagement with the literature, post analysis.

Meeting school priorities
Both	the	school	principals	and	the	teachers	commented	that	iCARE	fit	well	within	the	school	curriculum,	and	
the strategic priorities of both the school and the broader education sector. They viewed social and emotional 
learning as being part of the development of young people, and argued it should be inherent in the school 
curriculum. These responses are encouraging given that when school administrators view schools as part 
of, and not separate from a larger community, the successful partnerships are likely to follow (Mastro and 
Jalloh 2005).

Projects like iCARE line up with our business of educating girls. Becoming involved in iCARE fits with my 
social consciousness, with the social consciousness of the school and the school curriculum does not 
really deal with emotional/social issues in an in-depth manner. (Mary, Principal, 2011)

Programs such as iCARE would be essential in providing schools with the necessary skills to become more 
strengths based especially in a whole-of-school approach. (Peter, Teacher, 2011)

In	 these	ways,	 stakeholders	 indicated	 confidence	 in	 the	 iCARE	 program.	 Collaboration	 as	 a	 construct	 is	
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multifaceted and a very context‑bound concept (Hoagwood et al 2010). It was vital in the early stages of the 
partnership with the School to align the iCARE Program with the school curriculum. In early meetings with 
the Principal and Health and Wellbeing coordinator the strength‑based and solution focused approaches as 
a key feature of iCARE were emphasised. The early meetings with the program facilitators, one of whom was 
also lead iCARE researcher in Tasmania, were also characterised by a desire to move the conversations from 
being	problem	driven	to	being	vision	driven	(National	Network	for	Collaboration	in	Alberto	and	Herth	2009).	

Early collaborative efforts with school staff were occurring within a context of existing embedded practices 
and it is important to acknowledge right from the start the negotiation of and co‑evolution of practices. 
Haythornthwaite	(2006)	identifies	one	of	the	challenges	to	interdisciplinary	collaborative	work,	in	this	instance,	
between	mental	health	professionals	and	high	school	teachers,	as	“bridging	practices”.	It	was	beneficial	to	
be clear about how iCARE would align itself with the existing school culture which has been described as the 
atmosphere or climate of the school but is also about a set of norms and values which provide a focus for 
everyone about what is important (Jerald 2006). The schools already valued the importance of empowering 
the young girls in the school and developing resilience and coping.

iCARE,	 like	other	programs	could	have	 influence	or	be	obstructed	by	 the	hidden	curriculum.	 	The	hidden	
curriculum, that which teaches but remains implicit within the school culture, is shaped by social forces 
to	satisfy	hidden	agendas	including	serving	the	needs	of	society	(Wren	1999).	Youth	mental	health	and	a	
concern of schools about youth self‑ injury and suicide is, one could assert a major driving force for including 
or excluding learning experiences that address such issues (Green 2007). In promoting the iCARE Program 
it was necessary to acknowledge this context and be prepared to discuss how this aspect of the program 
would be supported.

Balancing need and resources
The principals and teachers of both schools were clear that there was a need for a program such as iCARE and 
expressed the view that geerally there is a lack of resources to effectively incorporate social and emotional 
learning programs into schools. 

There is a huge need for inquiry-based approaches and iCARE and programs like it would help to meet 
that need. (Mary, Principal, 2011)

Our expertise is around the pedagogy of teaching… so the content [emotional/psychological strategies], 
go to the experts. (James, Acting Principal, 2014)

There is a need for a mental health infrastructure in schools. Where programs such as iCARE raise 
awareness around stress, coping etc there is a parallel need for support. Schools are under-resourced as 
far as emotional/psychological supports. (Mary, Principal, 2011)

In line with this, the involvement of trained mental health professionals to deliver the program was viewed 
not only as a way to minimise burden on schools, but as indicative of a true collaboration between schools 
and mental health professionals. 

The professional learning program needs to develop between the school and mental health professionals 
and other key stakeholders…[there is a] crucial necessity of collaborative partnerships between mental 
health professionals and teachers. (Mary, Principal, 2011)

I’d probably re think about maybe getting more involved in some of the presenting itself…how that could 
then be where it’s a combined, collaborative thing. And I’m not just the supervising teacher… but because it 
is so – like, it’s quite confronting, some of the [iCARE] issues, it definitely I think needs to be a collaboration. 
(James, Acting Principal, 2014)
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Prior to iCARE commencing in the classroom, the facilitators initiated conversations about perceived and 
real needs and resources with the Principal and Health and Wellbeing coordinators.  This required sensitive 
negotiation	and	goal	clarification.	The	development	of	shared	goals	that	are	acceptable	to	both	researchers	
and key stakeholders is necessary for productive collaborative effort and further, requires a melding of 
perspectives and priorities (Hoagwood et al 2010). The iCARE facilitators as researchers needed to work 
together with the school staff to implement a program that would deliver desired school curriculum outcomes, 
work with existing school resources and keep students safe and contained in the process.

Several	features	of	schools	identified	by	Pounder	(1998)	needed	to	be	considered	in	organising	for	collaborative	
negotiation	and	the	fit	of	iCARE.	For	example,	schools	are	often	characterised	by	stimulus‑overload.	In	the	
day‑to‑day life of schools, teachers and principals are subject to numerous short multiple interactions with 
many individuals. Time is scarce. iCARE facilitators needed to demonstrate an appreciation of and respect for 
the	tight	schedules	for	both	teachers	and	students.	Teachers	from	both	schools	spoke	on	the	difficulty	with	
fitting	the	program	into	the	curriculum	and	the	possibility	of	having	a	shorter	or	more	integrated	program.

…for our school to invest in a six, eight-week program is a huge investment out of their time. (James, Acting 
principal, 2014)

So while we couldn’t run a six week block again because of other elements that are involved in the 
curriculum, we could look at …some elements of the iCARE program that we could perhaps integrate into 
our teaching …. (Henry, Teacher, 2014)

Interprofessional negotiations were characterised by mutual respect and with the intent to share knowledge, 
power and decision‑making. Power can be shared in unique ways (Hoagwood et al 2010). The resources and 
needs that were the focus of discussions and described by some as challenges to successful collaboration 
(Mastro	and	Jalloh	2005)	were	space,	time,	scheduling,	staffing	roles,	school	rituals	and	more	tangible	resources	
such as art and craft materials required by the iCARE Program. Issues such as partnership capability, limits, 
expectations in relation to needs and resources often require ongoing discussion and exploration to develop 
and	maintain	collaborative	partnerships	(Burley	2003).	

Involving school staff
The involvement of school staff in the delivery of iCARE was seen as a strength of the program. Not only did 
this provide an opportunity for up‑skilling school staff, but involving staff familiar with school routines, and 
with individual students, allowed for a more structured environment in which to deliver iCARE. The authority 
provided by the teacher ensured the facilitators were respected and able to deliver the program with minimal 
disruption. 

Through the interviews it became evident that the success of school‑based programs depends on good 
communication	with	school	leaders.	The	first	contact	with	the	school	was	with	the	school	Principal.	Chapman	
et	al	(2005,	p9‑10)	notes	that	‘…the attitudes and skills of head teachers are clearly crucial, particularly in 
terms of both promoting and resourcing collaboration [which] …has to be led, facilitated and supported over 
time .” The leadership provided by the Principal and the teacher coordinator of health and well‑being was 
crucial to the initial collaborative success of the iCARE  project in Tasmania. 

[It is ] essential to have the Principal and Vice Principal involved. They must be cognizant of the knowledge 
and skills that teachers are exposed to and this must be seen to be valued by the school culture as a 
whole. (Mary, Principal, 2011)

A teacher noted that his involvement with iCARE really helped him to better understand the whole notion of 
being strength‑based. 
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At the beginning of the program I had a lot to sort out in my head regarding this. But iCARE opened up 
the scope of what I thought- skeleton keys; coping strategies. You can actually give kids the tools, not just 
stock answers! (Peter, Teacher, 2011)

Teachers	 and	 facilitators	 believed	 there	 was	 benefit	 in	 clarifying	 the	 roles	 of	 each	 other	 at	 the	 earliest	
opportunity because it can prevent problems occurring later.

The	following	quote	is	illustrative	of	a	teacher	reflecting	on	his	role	in	the	classroom‑based	iCARE	program.

A couple of times I got frustrated with the students cause I didn’t think they were …doing as they should 
all the time, so sometimes I was unsure if I should go in and say something and really do my teacher bit, 
which is what I’d normally do if I was by myself, but then I didn’t want to tread on your toes also. (James, 
Teacher, 2014)

The process of working with a school teacher in the classroom was not without its challenges. The distinctiveness 
that	each	discipline	brings	to	the	collaboration	is	reported	as	the	single	most	commonly	identified	barrier	to	
effective multidisciplinary work (Robinson 2005). The different professional cultures of for example, teaching 
and health care work, can bring unique approaches to language and time‑management, overall orientation 
and expectations and standards (Robinson 2005). Table 1 provides a summary of the key enabling factors 
for good collaboration that are addressed in the three overarching themes previously described.

Table 1: Key facilitating factors of good school‑based collaboration and program success

1. An understanding by program facilitators of the unique needs and processes of the school, especially an 
appreciation of school scheduling

2. Early	confident,	informed	communication	with	leaders,	especially	the	School	Principal(s)
3. Support	for	a	program	that	was	perceived	to	have	a	good	curriculum	fit,	especially	with	the	health	and	well‑being	

aspect of the curriculum
4. Program facilitators acknowledging and respecting the expertise of the teachers
5. Teachers valuing the iCARE facilitator’s skills in tackling and reframing confronting topics such as self‑harm
6. Power sharing and team work between teachers and iCARE facilitators who draw on their different yet 

complimentary roles and skills in delivering the program to achieve youth mental health promotion
7. Early	clarification	of	teacher	and	facilitator	roles	to	prevent	problems	arising	from	any	aspect	of	program	delivery

Other	authors	have	commented	similarly	on	the	key	importance	of	these	themes	(Humphrey	et	al	2010;	Slee	
et	al	2009;	Durlak	and	Dupre	2008;	Greenberg	et	al	2005).	In	particular,	program	sustainability	is	dependant	
on the school’s commitment to the program, and the key teachers’ energy to drive the program forward. 

Early Engagement with School: Trust and Respect
In	addition	to	these	identified	themes	from	school	staff	interviews	and	subsequent	analysis,	the	iCARE	facilitators	
became increasingly conscious of the centrality of trust and respect in the early engagement with the school 
and indeed in maintaining and sustaining that trust and respect over the years. Our team has maintained 
contact with people within the schools and this has maintained trust and also openness to future research.

These recommendations for establishing trust and respect in the early stages of collaborative engagement 
with Principal and lead teachers have been discerned from this evaluation and are strongly supported by the 
literature	(Hoagwood	et	al	2010;	Carey	et	al	2009;	Wiggins	2008;	Robinson	2005;	Denis	and	Lomas	2003).	

CONCLUSION

Research and systematic improvements in a multidisciplinary issue such as mental health promotion requires 
collaboration. For it to be effective, collaboration requires ongoing commitment to the process. This paper has 
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explained	the	successful	processes	we	identified	in	a	collaborative	research	project	involving	teachers,	child	
and youth mental health practitioners and academic researchers. Elaborating on the active elements may be 
useful in working out how to sustain engagement and enhance the sustainability of the working relationship 
between	these	three	groups.	Because	these	three	groups	have	varied	skill	sets,	training,	and	perspectives	
on youth learning and wellbeing, ongoing collaboration may also herald the development of new models to 
approach challenges and implement programs for youth mental health. 

Sustainable collaboration depends on the establishment of ongoing, meaningful partnerships. How these 
partnerships are commenced is crucial. Further, collaborative research once begun, needs to be nurtured, 
sustained, and evaluated over time. Not only are collaborative research efforts labour intensive for all 
stakeholders but they require a level of communication and sharing of power and the development of relevant 
and effective youth based services.
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ABSTRACT

Objective
To investigate factors associated with access to, and health outcomes of, a diabetes nurse‑educator led self‑
management program for rural Australians with diabetes.

Design 
Retrospective cohort study 

Setting 
A rural community‑health service with a dispersed catchment of 10,000 population. 

Subjects
Clients diagnosed with type 2 diabetes mellitus and referred to the program between April 2008 and December 2012.

Intervention
A diabetes self‑management program comprising an initial assessment, a group education session, and 3, 6, and 12 
month clinical reviews.

Main outcome measures
Program	attendance	after	referral;	and	achievement	of	management	goals	for	HbA1c,	BMI,	total	cholesterol,	quality	of	life	
and psychological distress.

Results
Ninety‑four	percent	(n=219/232)	of	referred	clients	attended	at	least	once.	Multivariate	logistic	regression	showed	that	
attending	at	least	once	was	significantly	associated	with	living	within	25km	of	the	service.	Non‑smokers/former	smokers,	
general	practitioner‑referred	clients	and	those	with	diabetes	management	plans	were	significantly	more	likely	to	attend	
three	or	more	sessions.	At	12	months	clients	showed	significant	improvements	in	cholesterol,	BMI,	quality	of	life	and	
psychological distress. 

Conclusion
This study demonstrates that diabetes nurse‑educator led self‑management programs which adapt to their rural contexts 
–	including	geographically	dispersed	catchment	populations	and	resource	constraints	–	provide	highly	accessible	
services meeting the needs of most. Nevertheless, some groups (cigarette smokers, those living furthest from the 
service) may remain marginalised and less able to access services. Improvements in health outcomes for these clients 
may require further adaptation of models of care to better target their health care needs. 
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INTRODUCTION

Diabetes	is	a	significant	global	problem.	Prevalence	among	adults	is	estimated	to	be	9%	and	in	2013	it	was	
the 7th	leading	cause	of	death	(Vos	et	al	2015;	World	Health	Organization	2014).	In	Australia,	5.4%	of	adults	
have	diabetes,	and	of	these	85‑90%	have	type	2	diabetes	mellitus	(T2DM)	(Australian	Institute	of	Health	
and	Welfare	2012;	Australian	Bureau	of	Statistics	Microdata	2011‑2012).	The	prevalence	of	T2DM	and	its	
associated	complications	is	significantly	higher	in	rural	and	remote	areas	and	the	complications	of	poor	control	
of T2DM are well known and frequently life‑threatening (Australian Institute of Health and Welfare 2008). 

Nurses working in rural areas play a key role supporting the management of T2DM, particularly where local 
staff and healthcare resources are limited. Systematic reviews report that diabetes self‑management (DSM) 
programs	improve	diabetes	knowledge,	its	management	and	positively	influence	health	outcomes	(Colagiuri	
et	al	2009).	However,	most	of	the	evidence	is	based	on	DSM	programs	undertaken	by	specialist‑teams	in	
metropolitan settings. In contrast, the evidence‑base on the accessibility of DSM programs in rural areas is 
limited. In rural and remote locations a range of issues affect whether an individual with diabetes accesses 
appropriate care for their chronic disease. Important dimensions of health service accessibility vary amongst 
individuals and the contexts in which they live. Nevertheless, health workforce shortages, proximity to health 
services, the way in which the care is organised, acceptability of the services offered, awareness of what 
services are available and the affordability of care may each impact on health service utilisation (Russell et 
al 2013). Similarly, evidence regarding the health outcomes that can be achieved by clients attending rural 
DSM programs, which have necessarily been adapted to meet population health care needs because of 
spatial accessibility (availability and proximity) issues, is also limited.

This paper addresses these research gaps, investigating factors associated with participation in a diabetes 
nurse‑educator led self‑management program which aimed to increase access to local diabetes support, 
education and management for rural Australian clients with T2DM. Further, this study investigates the 
significance	of	changes	in	health	outcomes	(glycosylated	haemoglobin	(HbA1c),	total	cholesterol,	BMI,	quality	
of life and psychological distress) for individual clients and factors associated with whether or not HbA1c 
management goals were achieved.

METHOD

Setting
The setting for this study is a community health service located more than 200 kilometres from the nearest 
major city, Melbourne. The health service provides acute, aged and primary health care services to a catchment 
population of 10,000. 

Participants 
Participants were clients diagnosed with T2DM, according to the National Health and Medical Research 
Council criteria (National Health & Medical Research Council 2001), and referred to the program by GPs or 
other health practitioners. 
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Intervention
The intervention was based on the Victorian Department of Human Services (DHS) DSM program model of 
care	 (see	figure	1).	The	program	comprised	five	sessions	 in	 total:	 initial	client	assessment,	an	education	
session, and proactive recalls at 3, 6 and 12 months. While it is recommended that allied health staff, such as 
a podiatrist, staff the program in this locality of allied health workforce shortages, a diabetes nurse‑educator 
led the program. 

Instead of the recommended six weekly 2‑hour group education sessions, the program was adapted to 
comprise one 2‑hour group education. This structure was determined based on the limited availability of staff 
and resources, and to minimise patient travel which was thought to be a barrier to participation in this rural 
setting. The 2‑hour group education session was facilitated by the diabetes nurse‑educator and dietitian.

Figure 1: Model of Care – Diabetes Self-Management Program for newly diagnosed Type 2 Diabetes†

Data collection, measures and analysis
Data were extracted from health records of clients referred to the DSM program between April 2008 and 
December	2012.	A	tailored	data	extraction	tool	was	designed	and	refined	following	pilot	testing	on	20	records.	

Program attendance was measured according to the number of sessions clients attended. Two binary outcome 
variables	were	created;	1)	indicating	whether	clients	attended	none,	compared	with	at	least	one	of	the	5	
sessions and 2) indicating whether clients attended 3 or more sessions compared with attending only 1 or 
2 sessions. 

Demographic predictor variables included age, gender, English language country of birth, employment status, 
health	care	card	status,	receiving	government	benefits	and	living	arrangements.	Distance	between	the	client’s	
home	and	the	health	service	was	calculated	using	Google	maps	and	categorised	(≤5,	5‑25,	≥25	kms).	Clinical	
predictor variables included referral source, existence of a care plan, smoking status, treatment with oral 
hypoglycaemic drugs, presence of chronic pain and number of co‑existing chronic diseases.
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Achievement of diabetes management goals was measured by assessing individual‑level changes in clinical 
indicators between initial assessment and 12 month review. Indicators included HbA1c, total cholesterol, 
BMI,	psychological	distress	(K10)	and	utility	scores	for	health‑related	quality	of	life	(AQoL4D)	(Hawthorne	et	al	
2013;	Kessler	et	al	2002).	K10	scores	range	from	1‑50.	AQoL4D	measures	health‑related	quality	of	life	across	
dimensions of illness, independent living, social relationships and psychological wellbeing (Hawthorne et al 
2013). Management goals were selected based on the Victorian state guidelines for diabetes management 
in community health settings (Australian Institute for Primary Care & Ageing 2012). Cut‑off values for these 
were	based	on	WHO	and	national	guidelines	(Primary	Health	Care	Research	and	Information	Service	2012;	
Australian	Institute	of	Health	and	Welfare	2009;	World	Health	Organization	2000).	

Statistical analyses were conducted using Stata/IC 11.2 (StataCorp LP, College Station, Texas, USA). 
Multivariate logistic regression models tested associations between demographic/clinical indicators and 
1)	the	attendance	outcome	variables	and	2)	achieving	HbA1c	management	goals.	Variables	significant	at	
p<0.25	in	bivariate	analysis	were	included	in	the	initial	multivariate	models,	and	retained	in	the	final	model	
if	significant	at	p<0.05.	Missing	data	were	handled	by	list‑wise	deletion.	McNemar’s	test	was	used	to	test	
whether	there	were	significant	differences	in	the	proportion	of	participants	achieving	improvements	compared	
to those with deteriorations in their diabetes management goals.

ETHICAL APPROVAL

The study was approved by Monash University Human Ethics Research Committee (No. 2012001953).

FINDINGS

Program access
Between	April	2008	and	December	2012,	232	clients	were	referred	(94%	by	GPs	and	6%	by	other	health	
professionals)	to	the	program.	Of	these	clients,	219	(94%)	attended	at	least	once,	while	190	(82%)	attended	
3 or more sessions. The characteristics of referred clients are shown in table 1. Clients had a mean age of 
62	years	(SD	=	12	years).	While	most	clients	lived	near	the	service	(median	distance	4.4	km),	20%	lived	
more than 25 kilometres away. 

Bivariate	logistic	regression	revealed	that	attending	the	program	at	least	once	was	significantly	associated	with	
increased	distance	from	the	health	service	(p<0.05).	Increasing	age	and	having	a	care	plan	were	significant	
at	p<0.25	and	were	included	in	a	multiple	logistic	regression	model.	Non‑significant	variables	excluded	from	
the model were gender, referral source, and being on oral hypoglycaemic medications at the time of referral. 
The	only	significant	variable	remaining	after	stepwise	multiple	logistic	regression	was	the	distance	that	the	
client	lived	from	the	health	service.	Clients	living	within	5	km	of	the	service	were	more	than	five	times	more	
likely to attend at least once compared to clients living more than 25 km away. 

Factors	found	to	be	significantly	(p<0.05)	associated	with	attendance	at	three	or	more	sessions	via	bivariate	
testing included being a non‑smoker, having no asthma or chronic obstructive pulmonary disease, having 
a	 GP	 referral	 and	 a	 diabetes	 care	 plan.	 These	 variables,	 and	 variables	 significant	 at	 the	 p<0.25	 level	
(English speaking country of birth, receipt of a government pension, being a health care card holder and the 
number of chronic diseases) were included in a multivariate model. The distance from the health service 
was	not	significantly	associated	with	attendance	at	three	or	more	sessions	(p>0.25)	and	was	not	included.	
The multivariate model showed that being a non‑smoker/former smoker, not having a chronic respiratory 
condition,	having	a	GP	referral	and	a	diabetes	care	plan	were	significant	predictors	of	attendance	at	three	
or more sessions (table 2). 
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Table 1: Self‑reported characteristics of clients upon referral to DSM Program

n %

Gender
Male 130 56.0
Female 102 44.0
Employment status
Employed  77 35.3
Not employed  141 64.7
Low Income-Health Care Card and/or Gov’t payment
No HCC/Gov’t payment  72 31.4
HCC/Gov’t payment  157 68.6
Living Status
Lives alone  46 20.4
Does not live alone  180 79.6
Number of chronic conditions present
0  54 23.3
1 	 109 47.0
2+  68 29.7
History of Cardiovascular Disease  153 66.2
History of Mental Illness  46 19.9
Health rating at intake
Excellent/Very good  53 24.1
Good  103 46.8
Fair/Poor  64 29.1
Smoking status
Current smoker  46 21.0
Non/Ex‑smoker  173 79.0
Medical Management method
Nutrition  148 63.8
Oral Hypoglycaemic Agent  84 36.2

Table 2: Multiple logistic regression model for clients attending 3 or more diabetes self‑management sessions

Reference Variable Odds Ratio 95%	confidence	
interval p value

Current cigarette smoker Non‑smoker or former 
cigarette smoker

7.8 2.7	–	22.0 <0.001	

Asthma or chronic obstructive 
pulmonary disease

No asthma or chronic 
obstructive pulmonary 
disease

4.6 1.5	–	14.2 0.009

Referred by other type of 
health professional

Referred by General 
practitioner 

6.0 1.3	–	28.7 0.024

No care plan Care plan 3.5 1.1	–	11.0 0.029
After missing data: n=170,	PseudoR2=0.232
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Health outcomes
At	12	months,	statistically	significantly	greater	proportions	of	participants	achieved	improvements	rather	than	
deteriorations	in	diabetes	management	goals	for	cholesterol	and	BMI	and	in	quality	of	life	and	psychological	
distress	(table	3).	HbA1c	results	at	12	months	were	available	for	86	participants.	Of	these,	17	clients	(20%)	
did	not	achieve	HbA1c	diabetes	management	goals,	recording	levels	greater	than	7.0%.	Factors	significantly	
associated	with	HbA1c>7.0	at	12	months	 in	 bivariate	 logistic	 regression	 (p<0.05)	 included	age,	 English	
speaking	country	of	birth,	HbA1c≤7.0	at	initial	assessment,	neuropathic	feet	changes	at	initial	assessment,	
more	chronic	conditions	and	hypertension.	HbA1c≤7.0	at	 initial	assessment	and	diagnosed	hypertension	
when	referred	remained	as	significant	predictors	of	meeting	diabetes	management	goals	for	HbA1c	in	the	
final	model	(table	4).	

Table 3: Proportion of participants achieving diabetes management goals from assessment to 12 months †

OUTCOME 
VARIABLE

Diabetes 
management goals n pairs

Total number 
of discordant 

pairs

Number of 
discordant 

pairs showing 
improvement in 

management 
goal

McNemar’s 
chi2 ¶ 

statistic
p

HbA1c ≤7%	and	>7) 64 16 11 2.25 0.134
Total cholesterol <4	and	≥4	mmol/L 62 17 16 13.24 <0.001
BMI	 <30	and	≥30	kg/m2 127 16 14 9.00 0.003
K10 Score <22	and	≥22 125 7 7 Not 

appropriate
0.016

AQoL4D	Utilities	
Score 

<0.71	and	≥0.71 116 63 49 19.44 <0.001

† Follow up data (at 12 months) was available for n=86 participants

Exact p value calculated using binomial distribution

Table 4: Multiple logistic regression model for clients meeting diabetes management goals for HbA1c

Variable Reference Odds Ratio 95% confidence 
interval p value

HbA1c≤7.0	at	assessment HbA1c>7.0 6.5 1.7	‑	24.9 0.007
Has diagnosed hypertension No 5.1 1.3	–	19.9 0.017
After missing data: n=64,	PseudoR2=0.226

DISCUSSION

This study indicates that diabetes nurse‑led DSM programs in rural areas are well accessed and associated 
with	significant	improvements	in	a	number	of	aspects	of	individual	clients’	health.	Importantly,	improvements	
occurred	in	client	quality	of	life	and	in	mental	health	and	wellbeing,	which,	while	not	being	specific	for	diabetes,	
are nevertheless important outcomes. 

Many of DSM program clients faced considerable socio‑economic disadvantage. The study population 
comprised two thirds on low incomes, one third of whom were dealing with multiple chronic conditions, and 
20%	of	whom	were	living	with	mental	illness.	Each	of	these	factors	not	only	has	the	potential	to	inhibit	health	
service use but also may be associated with poorer health outcomes more generally (Arcury et al 2005). This 
study suggests that the diabetes nurse‑educator led program is not only adequately accessible for vulnerable 
population	subgroups	but	 is	associated	with	meaningful	health	benefits	beyond	those	related	specifically	
to their diabetes. Nevertheless, clients who were cigarette smokers were less likely to attend three or more 
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sessions	compared	with	non‑smokers/former	smokers.	This	suggests	that	more	specific	targeting	of	clients	
who are cigarette smokers may be needed.

It	is	likely	that	accessibility	was	influenced	by	the	Victorian	DHS	DSM	program	design	which	allows	variations	in	
the	Models	of	Care	offered	by	health	services.	This	flexibility	in	how	health	services	allocate	the	DSM	program	
funding enabled the health service to tailor delivery to meet the needs of most clients. In this instance, by 
offering a single group education session which reduced travel burden on clients. Despite these adaptations, 
distance	(living	more	than	25km	away)	remains	a	significant	reason	for	not	attending	the	DSM	program,	even	
though it is known that residents of sparsely‑populated rural communities are more willing to travel for health 
care (McGrail et al 2015). While the DSM program offered clients the option for telephone reviews as an 
alternative to face‑to‑face consultations, referred clients may be unaware of this possibility until they attend at 
least an initial assessment. Possible solutions include ensuring that potential and referred clients are aware 
that services can be delivered via telephone consultations, and offering alternative models of service delivery, 
such as outreach or other modalities of telehealth, for less proximate clients. A further group of clients who 
may	similarly	benefit	from	being	offered	alternative	models	of	service	delivery	that	improve	accessibility	are	
those with multiple chronic diseases, who otherwise are less likely to attend three or more sessions. 

This study showed that the capacity for the diabetes nurse‑educator led program to achieve clinical goals 
for HbA1c is linked to clinical indicators at program commencement, particularly a lower HbA1c at initial 
assessment and diagnosed hypertension. It is not surprising that patients who had well‑controlled diabetes 
before attending the DSM program also had well‑controlled diabetes 12 months later. It also might suggest 
that diabetes nurse‑educator led programs are likely to be more effective in populations with mild to moderate 
well‑controlled diabetes to start with, than in populations with more severe and poorly controlled diabetes. It 
is not clear from this study why there is an association between diagnosed hypertension and diabetes control 
at 12 months. One possible mechanism is that patients being managed for hypertension by their GPs may 
be receiving more regular diabetes care overall and are therefore more likely to have well‑managed disease. 

This study was limited to a single rural community. Whilst DHS funded multiple sites to implement DSM 
programs, cross‑site comparisons were not possible and there was no control group. As a result it isn’t possible 
to determine whether the improvements noted in clinical outcomes may have occurred anyway (Travaglia and 
Debono	2009).	Further,	some	of	the	client	pathology	results	were	missing	from	file	notes	and	this	limited	
the use of regression methods to analyse associations with clinical outcomes. Finally, Victorian Government 
management guidelines in community health settings identify total cholesterol as a single relevant indicator 
of	lipid	control	in	clients	with	diabetes.	As	a	result,	full	lipid	profiles	of	clients	are	not	routinely	recorded	by	
programs	such	as	this,	so	clinically	important	changes	in	the	lipid	profiles	of	participants	related	to	other	
lipid	components	such	as	the	HDL/LDL	ratio	could	not	be	identified.	

These	limitations	notwithstanding,	this	research	nonetheless	demonstrates	the	significance	of	geographical	
accessibility to health services for rural populations managing chronic diseases such as T2DM. It also highlights 
the importance of several clinical factors (cigarette smoking and having multiple chronic diseases) that are 
associated with reduced utilisation of the diabetes self‑management program. 

CONCLUSIONS

This study suggests that diabetes nurse‑educator led DSM programs in rural settings that are carefully tailored 
to meet community and client needs using available resources can be accessible to most and effective at 
improving	diabetes	management.	This	study	has	identified	where	further	targeting	of	at‑risk	populations	and	
program	adaptation	is	needed	to	encourage	attendance	–	in	this	instance	by	smokers,	those	with	multiple	
chronic diseases and those living further away. 
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ABSTRACT

Objectives
The aim of this study was to determine if implementation of a regular journal club improves critical appraisal 
confidence	and	facilitates	integrating	research	literature	into	nursing	practice.

Design
A survey was distributed to all paediatric nurses across two wards who had potentially attended the journal club in 
the previous two years. 

Setting
This small scale study was undertaken at a northern Australian hospital.

Sample
The	surveys	were	distributed	to	58	nurses	from	the	two	paediatric	wards	and	33	of	them	responded	but	only	29	of	
these	had	attended	the	journal	club	leaving	29	surveys	to	be	analysed	for	this	study.

Results
The majority of responses to the survey questions were positive. When statistically analysed by Pearson’s 
correlation,	four	variables	showed	a	strong	association:	increased	confidence	with	interpreting	research	literature,	
developing critical appraisal skills, the sharing of knowledge and integrating evidence‑based practice into nurses’ 
workplace.

A number of changes in practice have occurred as a direct result of the journal club. 

Conclusion
The	results	from	this	study	support	the	benefits	of	utilising	nursing	journal	clubs	to	promote	clinical	practice	that	is	
informed by research evidence.
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INTRODUCTION

Health professionals are required to continually assess their clinical practice to provide the best patient care. 
Evidence‑based	practice	provides	a	structure	for	finding	and	evaluating	the	latest	current	research	evidence	
and integrating it into daily clinical care. This is fundamental to optimising patient outcomes (Profetto‑
McGrathet al 2010). 

Keeping clinically current in the nursing profession has become more important in recent years, especially 
with	increasing	research	being	published	to	support	changes	in	practice.	Honey	and	Baker	(2011)	identified	
a clear need for healthcare professionals to be more research aware in order to meet the requirements of 
professional registration and to deliver patient care that is informed by evidence. There are a number of 
strategies that can be used to achieve these standards. One of these strategies is to initiate and integrate a 
regular journal club into the professional development time of the workplace environment.

This paper outlines a study that was conducted to explore the impact of one such hospital‑based journal club. 
The project aimed to assess whether implementation of a regular journal club improves critical appraisal 
confidence	and	facilitates	integrating	research	literature	into	nursing	practice.	

BACKGROUND

Literature
Journal clubs in the medical profession have been running for well over 100 years (Lachance 2014). Nursing 
journal	clubs	are	a	more	recent	event	as	nursing	pushed	to	become	more	professional	in	the	1980s	and	
1990s	(St.	Pierre	2005).	There	is	no	existing	standard	method	for	gaining	the	most	educational	benefit	from	
a journal club. Member contribution appears to be a key factor to facilitating meaningful discussion (Nesbitt 
and	Barton	2014)	as	well	as	having	a	motivated	group	leader	(Deenadayalanet	al	2008).

A	journal	club	can	be	defined	as	a	group	of	individuals	who	meet	regularly	to	discuss	and	critically	evaluate	
recent research articles in the academic literature. This environment provides  a connection or ‘bridging the 
gap’	between	the	best	research	and	application	to	clinical	practice	(Bilodeau	et	al	2011;	Stallingset	al	2011;	
Goodfellow 2004), thereby identifying a common underlying philosophy for sharing of current knowledge to 
improve patient care (Deenadaylan et al 2008).

Review	articles	have	discussed	the	effectiveness	of	journal	clubs	and	report	on	studies	that	found	a	significant	
impact on at least one learning outcome measure (Deenadaylan et al 2008). There is growing evidence that 
journal	clubs	are	a	successful	way	to	improve	confidence,	research	awareness	and	knowledge	(Lachance	
2014;	Honey	and	Baker	2011).	The	application	of	this	knowledge	may	then	increase	the	nurses’	confidence	
in clinical practice and pave the way for evidence‑based practice.

The	benefits	of	a	hospital‑based	journal	club	include	promoting	a	better	understanding	of	the	research	process	
and	improving	the	ability	to	critically	appraise	journal	articles	(Mattila	et	al	2013;	Steenbeek	et	al	2009).	
Further advantages include creating a supportive environment for discussion (Nesbitt 2013) and identifying 
topics for further research (Hughes 2010). The structured use of a critical appraisal tool to determine the 
quality of the study and a set of guidelines for critiquing research is a common feature of successful journal 
clubs (Dirschl et al 2003). 

Acquiring	the	confidence	to	critically	appraise	journal	articles	has	been	studied.	One	study	(Mukherjee	et	
al 2006) surveyed participants attending a multidisciplinary pilot study journal club, reporting a priori and 
post	hoc	results.	Before	journal	club	attendance,	22%	of	participants	felt	confident	appraising	the	research.	
Following	attendance	at	 the	 journal	club	sessions,	78%	of	participants	 felt	 confident,	 showing	a	marked	
improvement in this attribute.
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Annually	in	Australia,	nurses	register	with	the	Health	Practitioner	Regulation	Agency	and	confirm	that	they	
comply	with	competencies	set	out	by	the	Nursing	and	Midwifery	Board	of	Australia	(NMBA).	These	competencies	
state that the Registered Nurse needs to use best available evidence and nursing expertise in the provision of 
nursing care and that they demonstrate analytical skills to access and evaluate health information and research 
(NMBA	2006).	Nurses	can	work	on	achieving	these	competencies	with	the	support	and	encouragement	of	
attending a regular professional journal club.

This	review	of	the	literature	has	revealed	that	investigations	into	the	benefits	of	nursing	journal	clubs	mostly	
consist of descriptive studies, literature reviews or instructions on ‘How to run a Journal Club’. Therefore, this 
research	project	addresses	a	gap	in	the	literature	that	focuses	on	identification	of	correlational	associations	
between	variables	to	increase	nurses’	confidence	in	critiquing	research	to	facilitate	evidence‑based	practice.	

The Monthly Journal Club
A monthly journal club was commenced in 2012 to support and encourage the paediatric nurses at a northern 
Australian hospital to engage in evidence‑based practice, ensuring practice was current. The main aim at 
the time was to improve patient outcomes in the paediatric unit. The development of a working relationship 
between the Paediatric Clinical Nurse Educator and the Clinical Librarian began in September 2011 when 
the	Librarian	presented	an	Evidence‑Based	Practice	for	Health	Professionals	class.	Discussions	commenced	
to initiate a journal club and the Educator and Librarian have continued to collaborate to lead the group. 
The	 liaison	and	 communication	underpinning	 their	 leadership	has	been	beneficial	 to	 the	promotion	and	
attendance at the monthly sessions. 

Another crucial element of this journal club’s success was attributed to the Educator encouraging nursing 
staff to participate. The journal club sessions were informal, supportive and friendly. The sessions were held 
monthly for one hour in the early afternoon (to maximise attendance from two crossover shifts on the wards). 
Numbers of staff attending the monthly journal club in the two years leading up to the survey ranged from 
five	to	17.	Nursing	staff	involved	in	the	paediatric	journal	club	consisted	of	a	vast	mix	of	backgrounds	with	
baseline skills that included hospital‑trained staff, overseas nurses for whom English was a second language, 
postgraduate	and	recently	qualified	new	graduate	nurses.	

The Educator organised a different speaker each month to give a short presentation about an article. Journal 
club topics were chosen using either recent clinical cases, questions arising from current practice or recent 
articles of interest. Topics discussed included: fasting times on paediatric wards, oral sucrose for paediatric 
pain, acute rheumatic fever, falls in hospital, bedside handover and bronchiolitis.

The Librarian contributed to the journal club by searching for relevant research articles and presenting 
information	on	methods	for	 interpreting	research	study	findings.	The	Librarian	also	attended	the	monthly	
sessions to support discussions around the critical analysis of results. A webpage was created as part of the 
Library’s Paediatric Subject Guide to link to the articles and presentations. 

Before	commencing	the	journal	club,	the	Educator	and	Librarian	discussed	the	importance	of	using	a	simple	
critical appraisal tool (a checklist with analysis questions) for interpreting the research article during each 
meeting. A number of tools were reviewed for use during the journal club sessions but it was felt important 
to develop a user‑friendly and simple critical appraisal tool that suited this group’s needs. The Librarian 
developed a simple one page checklist.

Time restraints and shift work resulted in staff not always reading the allocated article prior to the meeting. 
However, they were still encouraged to attend and become involved in discussions. Following a short 
presentation, the nurses were given the opportunity to read and ask questions about the article and they 
discussed issues surrounding application to practice. 
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METHODS

This study was undertaken using a quantitative correlational approach. The sample population comprised 
of nurses from two paediatric wards (a total of 58 staff) who had potentially attended one or more journal 
club meetings. An online survey was used to collect responses. The survey instrument was written and 
developed using the web‑based Survey Monkey questionnaire that the nurses could access via a link. The 
survey consisted of 11 questions. Two were background questions which focused on the respondent’s nursing 
category and the number of years of nursing experience.  The next three questions focused on whether or 
not the respondent had attended one or more journal club meetings. The survey ended here for those who 
had	not	attended.	Four	questions	were	statements	requiring	a	response	on	a	five	point	Likert	scale	from	
strongly agree to strongly disagree. The last two questions were qualitative open‑ended to explore the views 
of respondents and to gather recommendations for future journal club meeting improvements. 

The link to the survey was distributed via email and from a survey icon on the Health Library’s Paediatrics 
Journal Club webpage. The survey was able to be accessed for six weeks in August and September, 2014. The 
data	collected	were	de‑identified	and	consent	was	implied	once	the	survey	was	completed	and	submitted.

Statistical analysis was performed in Microsoft Excel and Statistical Package for Social Sciences (SPSS) 
Version 21 for Windows. Initially, the response data for the survey questions were converted to numeric 
scores from the Likert scale. Cronbach’s alpha was calculated on all questions to determine reliability for 
this	sample	of	nurses.	Cronbach’s	alpha	(α)	is	a	measure	of	internal	consistency	or	split	half	reliability	(Field	
2013). It is usually calculated for each variable and will be 1 if all items are the same and 0 if none of them 
are	related.	Satisfactory	values	are	between	0.7	and	0.8	(Bland	and	Altman	1997).	Pearson’s	correlation	
coefficient	(r)	is	measured	to	determine	the	relationship	between	two	variables.	There	is	a	strong	relationship	
if	this	coefficient	is	between	0.6	and	0.9	(Moule	2015).	The	researchers	in	this	study	wanted	to	determine	
if variables were associated with each other. For example, does developing critical appraisal skills enhance 
practising evidence‑based practice?

Ethics approval was obtained from the Northern Territory Department of Health and Menzies School of Health 
Research Human Research Ethics Committee.

RESULTS

Demographics
The surveys were distributed to 58 nurses 
from the paediatric wards and 33 responded, 
a	response	rate	of	57%.	Twenty‑nine	completed	
surveys were analysed. The four incomplete 
surveys were participants who had not attended 
any of the journal club meetings. Respondents 
who had not attended any of the meetings only 
answered	the	first	four	questions.	Demographic	
data are represented in table 1.

Table 1: Demographic Data of Participants

Demographic Variables n %

Nurse Classification
New Graduate 3 9
Registered Nurse 24 73
Educator 3 9
Manager 3 9
TOTAL 33 100

Nursing Experience (years)
Less than one 5 15
One	to	five 8 24
Five to ten 5 15
Over ten 15 46
TOTAL 33 100
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FINDINGS

The	participants	were	asked	how	often	they	had	attended	a	journal	club	session,	12	of	the	respondents	(41%)	
had been three or more times, whereas 11 had been once and six had been twice.

Four	questions	of	the	survey	were	Likert	scale	rating	questions	requiring	one	of	five	responses	ranging	from	
strongly agree to strongly disagree. The majority of responses to all four questions were positive (see table 2).

Nearly	three‑quarters	of	respondents	(n=21)	either	strongly	agreed	or	agreed	that	attending	journal	club	had	
increased	their	confidence	with	critically	appraising	journal	articles.	The	vast	majority	(97%)	of	respondents	(n	
=	28)	agreed	or	strongly	agreed	that	attending	the	journal	club	facilitated	sharing	of	knowledge	and	interaction	
between	nurses.	After	attending	one	or	more	journal	club	sessions,	97%	of	respondents	(n=28)	agreed	or	
strongly agreed that discussion in these sessions enabled them to think about ways they could change 
practice	on	the	ward.	Also,	the	majority	(93%)	of	respondents	(n	=	27)	either	agreed	or	strongly	agreed	that	
attending the journal club sessions were a useful tool to promote evidence‑based practice in the workplace. 

Table 2: Descriptive data of benefits of attending journal club

Statement Strongly Agree
n(%)

Agree
n(%)

Neither Agree 
nor Disagree

n(%)

Disagree
n(%)

Strongly 
Disagree

n(%)

Total 
answered 
question

n(%)

Attending journal 
club has improved my 
confidence	in	critically	
appraising journal 
articles

8(27.5) 13(45) 8(27.5) 0(0) 0(0) 29(100)

Journal club facilitates 
the sharing of 
knowledge and 
interaction between 
nurses

10(34.5) 18(62) 1(3.5) 0(0) 0(0) 29(100)

Journal club 
discussions have 
enabled	me	to	reflect	
on ways I can change 
practice on the ward

9(31) 19(65.5) 1(3.5) 0(0) 0(0) 29(100)

Journal club is 
a useful tool to 
promote evidence‑
based practice in the 
workplace

10(34.5) 17(58.6) 2(6.9) 0(0) 0(0) 29(100)

When	calculated	using	Cronbach’s	alpha,	these	four	questions	had	values	of	0.733,	0.807,	0.739	and	0.759	
respectively. These results yielded good reliability considering the small sample size.

Pearson’s	correlation	coefficient	(r)	was	also	calculated	to	determine	the	strength	of	association	between	the	
four questions (variables). There was a positive association between all the variables (see table 3). 
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Table 3: Correlational data of benefits of attending journal club

Facilitates sharing of 
knowledge

Discussions enabled me 
to reflect on change in 

practice

Tool to promote 
evidence‑based practice 

in workplace

Confidence	Critical	
Appraisal .698** .627** .639**

Facilitates sharing of 
knowledge 1 .690** .727**

Discussions enabled 
me	to	reflect	on	change	
in practice

.690** 1 .663**

Tool to promote 
evidence‑based 
practice in workplace

.727** .663** 1

** Correlation is significant at the p < 0.01 level (2-tailed) 

DISCUSSION 

Confidence with Critical Appraisal 
This study investigated a number of factors relating to participation in a paediatric journal club. A key 
component was the ability to appraise research articles, a skill that is developed continuously with practice. 
Critical appraisal provides a framework for systematically clarifying the strengths and weaknesses of a 
research	study	to	determine	validity	and	application	of	the	findings	(Young	and	Solomon	2009).	It	is	vital	for	
assimilation	of	research	into	practice	(Rycroft‑Malone	and	Bucknall	2010).

The interpretation of research study results appears to be a barrier for many nurses as they “struggle to 
understand	research	studies	and	find	reading	and	critiquing	the	content	intimidating”	(Gloeckner	and	Robinson	
2010,	p267).	One	of	the	key	findings	in	this	study	was	that	confidence	in	critical	appraisal	was	positively	
associated	with	discussions	enabling	a	change	in	practice	(r	=	.627,	p<0.01)	so	that	regular,	ongoing	discussions	
about evidence‑based research articles in the workplace may ameliorate nurses’ apprehension in the future. 

Sharing Knowledge
The	finding	that	facilitating	sharing	of	knowledge	was	positively	associated	with	using	the	journal	club	as	a	
tool	to	promote	evidence‑based	practice	in	the	workplace	(r	=	.727,	p<0.01)	is	supported	by	other	studies	
that also recommend knowledge sharing in a journal club setting as a way of stimulating evidence‑based 
practice	in	patient	care	(Nesbitt	and	Barton	2014;	Maaskant	et	al	2013).

An integral part of the success of a journal club is identifying leaders to coordinate and assist the participants 
with the knowledge sharing in the sessions. The leaders may not guide the discussion each time but retain 
responsibility for promoting the meetings, distributing articles in advance and establishing the format for 
discussion	(Luby	et	al	2006).	The	leadership	shown	by	the	Educator	and	Librarian	may	relate	to	the	finding	
that	facilitating	sharing	of	knowledge	was	positively	associated	with	discussions	enabling	reflection	about	
change	of	practice	(r	=	.690,	p<0.01).	

Application to Clinical Practice
The aim when commencing this journal club in 2012 was to improve patient outcomes in the Paediatric Unit. 
Therefore,	discussing	how	the	research	literature	could	fit	into	local	practice	has	been	a	significant	part	of	
the	monthly	journal	club	meetings.	Results	from	this	study	found	that	discussions	enabling	reflection	about	
change in practice was positively associated with using the journal club as a tool to promote evidence‑based 
practice	in	the	workplace	(r	=	.663,	p<0.01).	
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Practice changes that have occurred as a direct result of this journal club include: the development of a falls 
prevention and management guideline, a working group to discuss procedure fasting times, a new visual 
child‑friendly pain scale and updating procedures for medication safety.

The	findings	from	this	study	suggest	that	participation	in	a	journal	club	has	a	favourable	effect	on	a	number	
of aspects that can potentially improve nursing practice. The paediatric journal club meetings have now been 
ongoing for a period of four years.

Limitations
Even	 though	 the	sample	size	of	 this	 study	was	small,	 results	 still	 yielded	statistically	 significant	findings	
providing evidence that larger studies in this area are worth pursuing.

CONCLUSION

This journal club study highlights the positive correlation between being part of a regular journal club and 
developing	critical	appraisal	skills,	the	confidence	with	interpreting	research	literature,	the	sharing	of	knowledge	
and integrating evidence‑based practice into nurses’ workplace.

Despite the small sample size, this research contributes to the evidence that nurses developing these skills 
enables	reflection	on	clinical	practice	and	also	influences	possible	changes	in	patient	care.

It is important for health professionals working in a hospital setting to take responsibility for their own learning 
by	professional	development	activities	such	as	reading	and	appraising	the	published	research	in	their	field	
as well as keeping up to date with general topics in evidence‑based practice. This can be more successfully 
achieved with the support and promotion of a regular journal club.

RECOMMENDATIONS

Regular	participation	 in	a	 journal	 club	 can	 facilitate	 reflection	on	 clinical	 practice	and	 the	 integration	of	
research into patient care.

Using a simple critical appraisal tool and having committed leaders plays an important role in the success 
of a journal club

Nurse Educators are encouraged to include a monthly journal club in the professional development time on 
their wards
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ABSTRACT 
Objective
The aim of this pilot project was to investigate how Nurse Practitioners (NP) manage medical service delivery gaps in 
a socio‑disadvantaged rural Victorian region. 
Design
A cross‑sectional study utilising data from patient consultations that took place at the Nurse Practitioner Community 
Clinic (NPCC) over six months in 2013 and patient satisfaction survey.
Setting
The NPCC is a rural clinic servicing a rural population in Victoria.
Subjects
629	patients.
Main outcome measures
Numbers	of	patients;	presentations;	age;	gender;	postcode;	reason	for	encounter;	consultation	length;	availability	of	
General	Practitioner	(GP);	consultation	activities	and	follow	up;	NP	Medicare	Benefits	Scheme	(MBS)	item	number	
rebate;	and	equivalent	GP	MBS	item	number	rebates.
Results
Over	50%	of	patients	were	female;	60%	aged	over	45	years.	Patients	had	2.6	encounters	with	the	NPCC;	over	50%	
lasting between 10 and 20 minutes. Approximately half the revenue of that claimed in equivalent GP encounters. 
Common	reasons	for	attendance	were	symptoms	and	complaints	(37.2%)	and	attendance	was	viewed	as	convenient	
and	accessible,	despite	having	a	regular	GP	(47.8%).	Fifty	six	Patients	responded	to	a	satisfaction	survey	and	
indicated	they	were	satisfied	with	the	service	would	use	the	service	again	and	would	recommend	it.
Conclusions
The NPCC provided an accessible service that met patients’ needs in a rural community. The study provides 
evidence that NPs can provide medical management in areas where medical service delivery gaps exist. However, 
there	was	a	significant	discrepancy	between	funding	reimbursements	for	services	provided	at	the	NPCC	and	those	
provided by GPs. 
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INTRODUCTION

Nurse Practitioners (NP) have been authorised and licenced to practise in Australia since December 2000 
(Dunn	et	al	2010).	Since	2010,	they	have	had	provider	and	prescriber	rights	under	the	Medicare	Benefit	
Scheme	(MBS)	and	Pharmaceutical	Benefits	Scheme	(PBS).	By	December	2013,	1,000	NPs	were	endorsed	
in	Australia.	In	a	survey	of	Australian	adults	Parker	et	al	(2014)	found	that	87%	were	willing	to	see	a	Nurse	
Practitioner regarding their primary care needs. In addition, it is widely accepted that a shortage of doctors 
in rural areas requires innovative solutions, beyond recruiting overseas trained doctors and training more 
local doctors. One such solution is the development of the Nurse Practitioner (NP) service (Kamalakanthan 
and	Jackson	2009).	There	is,	however,	a	lack	of	research	regarding	the	provision	of	NP	services,	particularly	
to rural communities within Australia. 

A search of the literature utilised keywords of ‘Nurse Practitioner’, ‘Rural’, ‘Primary Care’, ‘Primary Health 
Care’	and	were	combined	using	 the	Boolean	operator	 ‘and’.	 The	databases	used	were	CINAHL,	Medline	
and Psycinfo. The time period researched was from January 2000 to July 2015. There were 105 articles, 
however most studies were conducted in Canada, United States of America or United Kingdom. There were 
two	publications	from	New	Zealand	and	only	five	studies	in	Australia.	

The discourses related to the legislative and policy frameworks governing NP practice have been investigated in 
two	studies	(Harvey	2011;	Turner	et	al	2007).	These	studies	suggest	that	despite	the	rhetoric	about	autonomous	
practice, NPs are still cast in the role of care givers rather than care providers. This lack of clarity is further 
evidenced in a study by Parker et al (2013) using seven focus groups across Australia, which found health 
care consumers were confused about the roles of NPs compared to doctors and other nurses. There were no 
studies	found	that	clarified	the	roles	of	NPs	in	rural	Australia	and	there	were	no	studies	found	that	evaluated	
the work of rural NPs in Australia. Poghosyan et al (2012) recommended NPs actively engage in publishing 
the productivity of clinical service delivery, addressing workforce shortages and recognising that NPs can add 
value to health service and contribute to reducing health costs by incorporating their full scope of practice.

A pilot project established under an Australian Commonwealth Department of Health and Aging (DOHA) to 
improve access to primary care services for older people developed a Nurse Practitioner Community Clinic 
(NPCC) for a disadvantaged rural population in southern coastal Victoria. The clinic opened to the public 
servicing all age groups in June 2012. Local reports indicate the communities in the region are considered 
socially	and	geographically	disadvantaged	with	significant	primary	health	service	gaps	 (Aspex	Consulting	
2010;	Vinson	2007).	Prior	to	the	establishment	of	the	NPCC,	the	residents	of	this	community	had	no	access	
to	GP	services	within	a	twenty‑five	kilometre	radius,	very	few	GP	services	offered	a	MBS	Bulk	Billing	service	
(meaning patients paid the full cost of the service at the consultation, before they were partially reimbursed 
by Medicare), there was limited access to nursing and allied health services and limited access to public 
transport. The NPCC was staffed by two nurse practitioners working 1.4 effective full time (EFT) for a period 
of two years.

This	study	reviewed	the	NPCC	over	a	six	month	period	to	examine	the	characteristics	of	patients	attending;	
the	types	of	encounters;	the	NPCC	Medicare	rebates	compared	to	General	Practitioners	(GP)	for	the	same	
items;	and	the	level	of	patient	preference	and	satisfaction.	

METHOD

Existing data collected by the NPCC and a survey of patients to determine service satisfaction and preferences 
for service over a six month period in 2013 formed the basis of this study. A cost analysis of service provision 
was	 undertaken	 to	 determine	 the	Medical	 Benefits	 Scheme	 cost	 differential	 between	 NP	 and	 standard	
medical services.
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Clinic Consultation Data
An	existing	data	set,	collected	in	relation	to	consultations	in	the	clinic,	was	mined	and	the	data	was	de‑identified	
and	entered	in	to	an	Excel	spreadsheet.	The	data	included	numbers	of	patients;	number	of	presentations;	
age;	gender;	postcode;	main	reason	for	encounter;	length	of	consultation;	availability	of	regular	GP;	activities	
during	consultation	and	follow	up;	NP	MBS	item	number	rebate	equivalent	GP	MBS	item	number	rebates;	
and	cost	of	consumables	utilised	 for	sustainability	purposes	however	 this	final	category	of	data	was	not	
sufficiently	complete	to	include	in	analysis.

Satisfaction Survey
Satisfaction surveys were distributed periodically and returned by mail anonymously. The satisfaction survey 
included	five	(5)	Likert	scale	response	questions	related	to	service	satisfaction,	12	limited	response	questions	
regarding service intentions and one (1) open ended response question. Survey data was entered into another 
Excel spreadsheet by the receptionist of the NPCC. 

Ethical	review	was	exempted	by	Monash	University	Research	Ethics	Committee	(CF14/3795	‑	2014001988)	
on	the	basis	that	the	study	involved	an	existing	record	containing	only	non‑identifiable	data.	The	study	was	
also approved by the Regional Health Service overseeing the NPCC.

De‑identified	clinic	consultation	and	survey	data	were	provided	to	the	Monash	University	authors,	independent	
of the clinic and health service, for analysis. Numeric data was summarised using numbers and percentages. 
Qualitative	responses	to	the	survey	were	transcribed	verbatim	to	a	single	document	and	the	data	read	repeatedly	
searching for patterns. This allowed the grouping of data excerpts into themes which were then described.

FINDINGS
During	 the	 study	 period	 there	 were	 a	 total	 of	 649	
patients	who	presented	to	the	NPCC,	of	which	57.9%	
were female. The majority of patients represented the 
older	age	groups	with	more	than	60%	aged	45	years	
and above. There were 341 new patients attending the 
NPCC during the study period (table 1).

Table 1: Demographic characteristics (n = 649)

n (%)

Gender
Male
Female

273
376

(42.1)
(57.9)

Age category ()
<	I	year
1‑4 years
5‑14 years
15‑24 years
25‑44 years
45‑64 years
65‑74 years
>	75	years

12
16
57
51
98

200
139

76
 

(1.8)
(2.5)
(8.8)
(7.9)

(15.1)
(30.8)
(21.4)
(11.7)

New patient
Yes 341 (52.5)

The most common reasons why people chose to attend 
the NPCC were that despite having a GP, the NP was 
convenient	and	accessible	(47.8%)	or	the	patient	was	
happy to receive shared care between the NP and GP 
(11.9%)	or	their	specialists	(4.5%).	However,	a	number	of	
people indicated that they attended the NPCC because 
they	were	dissatisfied	with	GPs	(26.5%)	or	had	no	regular	
GP	(9.4%)	(table	2).

Table 2: Reasons for choice of Nurse practitioner (n = 649)

n (%)

NP convenient and accessible, has regular GP 310 (47.8)
Prefers	NP	Clinic	to	GP	wants	share	care	to	GP;	Can’t	afford	doctors,	does	not	like	GPs,	happy	with	
NP	clinic;	refuses	to	go	to	GP

172 (26.5)

Shared care with GP, happy with NP service, NP clinic has good service 77 (11.9)
NP	convenient	and	get	same	day	appt;	no	regular	GP 56 (8.6)
Shared care with specialists, happy with NP clinic 29 (4.5)
No regular GP 5 (0.8)
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There were 1,677 encounters during the study period with the average of 2.6 encounters per patient (table 3). 
In	over	35%	of	encounters	a	prescription	for	medication	was	provided.	The	length	of	encounter	was	recorded	
for	 1,621	 encounters.	More	 than	 50%	 of	 the	 encounters	were	 of	 between10	 and	 20	minutes	 duration,	
rebated at a rate of $17.85 per consultation compared to the rebate for GPs of $37.05 per consultation. 
This	represents	a	difference	of	$17.05	between	rebates,	which	over	six	months	and	958	consultations	is	
a	rebate	difference	between	NP	consultations	and	equivalent	GP	consultations	of	$16,333.90.	For	longer	
consultations	of	between	20‑40	minutes	(nearly	33%	of	consultations),	the	rebate	for	NPs	is	less	than	half	
that for GPs. The rebate income for the NPs during the six month period for these longer consultations was 
just	over	$18,000	but	for	equivalent	GP	consultations,	it	would	have	been	$39,000	(table	3).

Table 3: Encounter number, duration and rebate

Number of encounters N = 1,677

Mean Median Range
No. of encounters per patient 2.6 1 1‑28

n %
Received a prescription during encounter 614 (36.6)
Length of encounter (where pt. present) N = 1621

n (%) NP Rebate MBS rebate
<	10	mins 59 (3.6) $8.70 $16.95
10 ‑ 20 mins 948 (58.5) $17.85 $37.05
20	–	40	mins 544 (33.6) $33.80 $71.70
>	40	mins  70 (4.3) $49.80 $105.55

Nurse	 Practitioner	 encounters	 were	 categorised	 using	 the	 International	 Classification	 of	 Primary	 Care	 –	
Version	2	(ICPC‑2)	(Britt	et	al	2014).	The	three	most	common	reasons	for	encounters	were	for	symptoms	and	
complaints	(37.2%);	diagnostic,	screening	and	prevention	(26.3%)	and	medications	(including	prescriptions),	
treatments	and	procedures	(24.8%).	Table	4	outlines	the	primary	reasons	for	encounters.	

Table 4: Primary reason/s for encounter (n = 1,658*)

n %

Symptoms and complaints 616 (37.2)
Diagnostic, screening and prevention 436 (26.3)
Medications	(includes	prescriptions	‑	279),	treatments	and	procedures 412 (24.8)
Test results 149 (9.0)
Referrals 52 (3.1)
Administrative 58 (3.5)

*Denominator varies due to missing values; Respondent may have more than one reason for encounter (total percentage > 100%).

The	variance	of	prescriptions	issued	between	the	table	3	–	614	and	table	4	–	279	results	as	table	4	represents	
the primary reason for the encounter rather than the result of the encounter. 

The NPCC had a satisfaction survey that patients could participate anonymously and voluntarily in order to 
provide feedback for the NPCC over a two week study period. A total of 56 patient satisfaction surveys were 
returned	during	the	study	period.	Of	these	patients,	87.5%	had	visited	the	NPCC	more	than	once.	All	these	
respondents indicated they would see the NP again for a similar need and would recommend the NPCC to 
others.	A	total	of	60%	of	patients	waited	no	more	than	five	minutes	after	their	appointment	time	to	see	the	
NP. All were happy with the length of the consultation and the information they received from the NP and all 
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felt	the	NP	was	thorough.	In	response	to	the	question	“How	has	the	NPCC	benefited	you?”,	the	most	common	
responses	were	the	location	of	the	NPCC	in	their	local	community	reduced	travel	time,	costs	and	inconvenience;	
appointments	were	available	when	needed;	the	staff	were	knowledgeable,	provided	information	and	a	service	
of	quality;	and	the	staff	were	warm,	caring	and	provided	a	personal	service.

DISCUSSION 

In	this	study,	the	work	of	a	rural	NP	clinic	has	been	quantified,	showing	the	breadth	of	activities	in	encounters	
of	649	patients	over	a	period	of	six	months.	The	satisfaction	survey	returned	by	56	patients	contributed	
further details to the study. The results also highlighted the funding difference provided by Government 
Rebate to NP services in comparison to GP services. A national survey of General Practice activity between 
2013‑2014	(Britt	et	al	2014),	revealed	the	gender	distribution	of	female	patients	was	predominant	at	56.6%	
of consultations, similar to this study. In addition, the age distribution of infants attending consultations was 
similar	with	nearly	2%	infants.	This	study	included	a	significantly	higher	number	of	consultations	with	patients	
over	the	age	of	65	years	with	15.1%	in	the	national	survey	compared	to	41.5%	in	our	study	being	over	the	
age	of	60	years.	This	may	reflect	the	vulnerability	of	the	population	in	this	area	compared	to	the	national	
average.	Britt	et	al	(2014)	reports	the	older	population	are	more	likely	to	attend	general	practice	and	have	
increased frequency and need for additional encounters associated to their chronic conditions and multiple 
comorbidities.	Parker	et	al	(2009)	reflected	on	the	necessity	for	the	uptake	of	NPs	in	the	primary	care	sector	
due to the ageing population and increasing health demands due to chronic disease. They suggested that 
NPs	could	significantly	address	the	workforce	issue	and	add	value	to	the	primary	care	sector	(Parker	et	al	
2009).	In	addition,	prior	to	the	commencement	of	the	NPCC,	residents	in	two	townships	in	the	area	had	to	
travel more than 25 kilometres to obtain rudimentary medical care. Additionally, these two townships have 
a high rate for disability and sickness (South Coast Primary Care Partnership 2012). The main conditions 
contributing to the relatively poor health status of residents in study area were chronic conditions of liver 
disease;	 chronic	 respiratory	 disorders	 attributed	 to	 asthma	 and	 chronic	 obstructive	 pulmonary	 disease	
(COPD);	 diabetes	 and	 a	 higher	 rate	 of	malignant	 cancers	 and	 cardiovascular	 disease	 than	 the	 Victorian	
State	average	(Aspex	Consulting	2010).	Studies	(Ryan	and	Rahman	2012;	Martin,	2000)	suggest	that	health	
consumers often disregard routine health care checks until their health deviates from their normal. Further, 
the	consequences	are	significantly	worse	for	those	consumers	who	have	a	low	socio‑economic	background,	
live in an underserviced area, have little access to public transport and have an out‑of‑pocket expense to pay 
when	presenting	to	the	medical	profession	(Ryan	and	Rahman	2012;	Martin	2000).	

NPs	and	GPs	in	Australia	have	a	Provider	Identification	Number	to	obtain	reimbursement	for	care	provided	
from	the	MBS.	Payments	under	the	MBS	received	for	the	same	four	consultation	time	item	numbers	vary	
significantly	between	NPs	and	GPs.	At	the	time	of	the	clinic	operation	in	2013,	a	NP	was	reimbursed	a	Medicare	
rebate	range	from	$8.70	‑	$49.90	depending	on	the	time	of	consultation,	whilst	a	GP	rebate	ranged	from	
$16.95	‑	$105.55.	NPs	earned	less	than	50%	rebate	benefit	compared	to	GPs	(RACGP	2014).	

Another major point of difference between this study and the national survey is the mean length of time 
of the consultations. Since 2004‑2005, the mean length of consultation for GPs has decreased to 14.8 
minutes,	and	the	median	length	was	13	minutes	in	2013‑2014	(Britt	et	al	2014).	In	our	study,	58.5%	of	our	
consultations	lasted	between	10	–	20	minutes,	and	33.6%	were	between	20	–	40	minutes	in	relation	to	the	
claiming	of	MBS	time	consultation	items.	Whilst	the	figures	have	not	been	extrapolated	exactly	to	indicate	the	
mean or median length of consultations, this data is consistent with other literature indicating NPs provide 
longer	consultation	time	with	the	health	consumer	(Keleher	et	al	2009).	NPs	provide	a	wellness	model	that	
objectively targets improving consumers’ health and wellbeing knowledge by recommending physical exercise, 
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cultivating healthier nutritional regimes, encouraging a reduction in smoking and alcohol intake as well as 
opening	discussions	about	the	impact	of	lifestyle	on	chronic	disease	(Keleher	et	al	2009).	The	relationship,	
along with the ability to engage in meaningful communication and attentiveness between the NP and the 
health consumer, improves comprehensive care, enhancing the health consumer’s knowledge and compliance 
and giving rise to ultimate satisfaction, often accompanied by improved health outcomes (Ryan and Rahman 
2012;	Keleher	et	al	2009).	Longer	NP	consultations	allows	patients	to	discuss	their	needs	which	may	be	
beneficial	to	their	health	outcome;	as	opposed	to	the	patient	having	to	make	several	appointments	with	a	
GP due to the time pressures on GP practice of imposing time limitations in order to see greater numbers 
(Ryan and Rahman 2012). 

While	the	national	survey	(Britt	et	al	2014)	indicated	there	has	been	a	decrease	in	consultation	length	since	
the 2004‑2005 data, the claiming of chronic disease management items, health assessment and GP mental 
health	care	have	all	significantly	 increased.	Disparity	arises	where	GPs	 in	Australia	have	the	ability	 to	be	
reimbursed for numerous clinical procedures and incentive payments whereas NPs, having the same scope 
to	undertake	and	perform	these	procedure,	do	not	obtain	reimbursement	for	the	same	items	from	the	MBS.	

This	study	demonstrated	that	NPs	add	direct	clinical	benefits	through	reducing	the	accessibility	gap	in	areas	
of need and providing cost effective care in a timely manner to improve health outcomes. This has been 
recognised by others to reduce the burden on other health care institutions, reducing hospital admissions 
and	length	of	stay	through	recognised	earlier	interventions	(Poghosyan	et	al	2012;	Ryan	and	Rahman	2012;	
Bauer	2010).

A	major	limitation	of	this	study	in	being	able	to	compare	the	data	to	the	Britt	et	al	(2014)	survey	is	that	the	
data base was set up for purposes other than this pilot project. In this study, the NP data only recorded the 
main reason for the encounter and did not record the number of issues addressed during the consultation 
despite often being faced with multiple reasons within the encounter. Also not recorded was the actual 
diagnosis	from	any	of	the	consultations	within	this	data.	In	the	Britt	et	al	study	(2014),	70.9%	of	problems	
concluded	with	at	 least	one	medication	or	treatment	given;	62.1%	of	encounters	resulted	in	at	 least	one	
medication	prescribed,	supplied	or	advised;	9.8%	of	problems	led	to	referrals;	and	at	least	one	investigation	
was	requested	in	19.1%	of	cases.	In	our	study,	only	the	main	encounter	was	recorded,	and	in	this	regard	a	
direct	comparison	the	Britt	et	al	(2014)	study	cannot	be	made.	

NPs are able to provide a high level of medical care and when working in collaboration with a range of other 
health	professionals,	the	health	consumer	benefits	by	access	to	timely	efficient	care	that	helps	address	the	
increasing	demand	for	primary	care	(Poghosyan	et	al	2012;	Middleton	et	al	2007).	

The	Britt	et	al	study	(2014)	indicated	a	decrease	in	home	visits	which	has	implications	for	the	older	person	
wishing	to	be	managed	at	home	rather	than	in	institutional	care.	Britt	et	al	(2014)	reported	that	a	total	of	2.6%	
of	all	MBS	items	combined	for	Residential	Aged	Care	Facilities,	institutions	and	home	visits	were	claimed,	
providing an opportunity for NPs to service this cohort of patients, though it was not a component of the 
NPCC	role.	Keleher	et	al	(2009)	recognised	that	there	has	to	be	a	dynamic	restructure	if	Australia	is	to	reduce	
the burden of cost of the health sector by switching care from institutions to home and community based 
facilities. The provision of ambulatory primary health care, provided by NPs and delivered within community‑
based	facilities,	enabled	timely	efficient	health	outcomes,	potentially	reducing	hospital	presentations	and	in	
turn	reducing	costs	to	the	health	sector	(Ryan	and	Rahman	2012;	Bauer	2010;	Keleher	et	al	2009;	Horrocks	
et al 2002). 

The funding of NPs prevents them from operating to the full extent of their authorisation. In countries such as 
the	United	States	of	America,	NPs	are	granted	a	Provider	Identification	Number	which	ensures	they	receive	a	
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greater	access	to	Government	medical	benefit	schemes	than	their	Australian	counterparts,	with	benefit	rates	
of	85%	from	their	MBS,	helping	ensure	sustainability	for	the	services	NPs	deliver	(Poghoysan	et	al	2012).	

It	is	no	longer	the	case	that	only	medical	practitioners	are	qualified	to	offer	differential	diagnosis,	investigate,	
diagnose and treat the health consumer, indicating that there is a role and need for NPs across Australia 
(Ortiz	et	al	2010).	Our	study	showed	that	26.5%	of	people	attended	the	NPCC	because	they	were	dissatisfied	
with GPs, and the overall satisfaction levels of the NPCC patients who completed the satisfaction survey were 
positive. This concurs with the common theme revealed from several articles in the primary health care sector 
indicating the equivalency between NPs and doctors, showing that patient satisfaction and appreciation was 
higher	for	NP	services	(Ryan	&	Rahman	2012;	Ortiz	et	al	2010;	Hayes	2007;	Horrocks	et	al	2002).	Nurse	
Practitioners	 often	 detected	 more	 physical	 complaints	 through	 providing	 longer	 consultations;	 offering	
supplementary	advice	on	self‑care;	health	promotion	with	proactive	management;	and	utilising	active	listening	
and	communication	skills	thus	building	a	greater	affinity	with	the	health	consumer	(Ryan	and	Rahman	2012;	
Ortiz	et	al	2010;	Hayes	2007;	Horrocks	et	al	2002).	

Less satisfaction and lack of care is greater in areas where resources are lacking, particularly in underserviced 
areas with elements of high disadvantage (Ryan and Rahman 2012). Hayes (2007) indicated the health 
consumers when seen by a NP were more likely to implement and follow the care plan interventions as trust 
and rapport were established as a result of patients valuing the NPs contribution. This combined with the 
short access times to the NPCC contributed to increased access and satisfaction from the community, also 
found in our study. 

Parker et al (2013) found Nurse Practitioners in primary care were recognised and accepted by health 
consumers to provide routine consultations and manage uncomplicated chronic conditions in Australia. 
Several articles recognised there is a real need in Australia to have NPs acknowledged for the health care they 
provide, as they have the ability to increase quality of life for the wider population, with similar or sometimes 
better	health	outcomes,	increasing	satisfaction	for	the	health	sector	and	providing	significant	Government	
savings	in	the	area	of	health	(Bauer	2010;	Horrocks	et	al	2002).	

RECOMMENDATIONS

This	study	has	demonstrated	the	sustainability	for	NPs	in	Australia	is	difficult	due	to	several	reimbursement	
differences	awarded	by	the	Australian	Government.	Despite	the	significant	contribution	NPs	are	able	to	make	
to rural communities, without further research into the equitable access of fund reimbursements, they will be 
unable	to	affect	health	policy,	economic	and	workforce	issues	as	their	role	was	envisaged	(Mills	et	al	2011;	
Bauer	2010).	The	MBS	system	should	be	revised	to	include	reimbursement	amounts	for	NPs	that	are	fair	
and	realistic,	reflecting	their	service	provision	and	ensuring	sustainability	and	longevity	for	NPs	in	the	primary	
health	care	sector	(Bauer	2010;	Middleton	et	al	2007).

The role of NPs in rural communities remains under‑investigated. Further research needs to be undertaken 
to analyse these roles and understand the relationship of NPs to GPs in small communities. 

CONCLUSION

The	NPCC	 in	 this	study	demonstrated	an	 innovative	and	flexible	service	 to	a	small	 rural	area,	which	was	
valued by the patients using the service. Despite this, the Government reimbursement of services is at least 
50%	less	than	similar	services	provided	by	General	Practitioners.	Appropriate	funding	of	Nurse	Practitioners	
in Australia is essential for the development and economic sustainability of new models of primary health 
care, particularly for vulnerable, more isolated populations.
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ABSTRACT

Objective
To decrypt what determining factors contribute to nurses leaving the clinical facet of the profession.

Primary argument
Nurses encompass the largest professional constituent of the health care workforce in most countries, resulting in 
the impact of a shortage of these professionals, as immense. A projection in the shortage of nurses is upon us, and 
the margin in the reduction of these health professionals is thought to be worse than any of the preceding cyclical 
reductions. More than half of the nursing profession feel they are underpaid and overworked, resulting in the 
likelihood	of	patient’s	needs	not	being	met,	significantly	increasing.	Lengthy	hours,	quality	of	working	environments,	
lack	of	leadership	and	the	ageing	population	and	workforce,	can	all	be	seen	as	influential	factors,	in	which	have	the	
potential to leave this profession in a situation of calamity.

Conclusion
In light of the predicted global demand for nurses over the next decade, the departure and retirement of the existing 
nursing	workforce	will	potentially	result	in	the	loss	of	significant	and	treasured	experience	and	organisational	
knowledge, weakening the capacity and capability of the nursing profession.
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INTRODUCTION

Nursing has frequently been referred to as vital to the safe and humane provision of healthcare and services 
to our populations (Scott et al 2014). Nursing originated as a vocation, and is still immortalised in the mind of 
the	public,	with	the	selfless	caring	of	Florence	Nightingale	(Currie	and	Carr‑Hill	2013).	Further	opinions	mirror	
the vocational label of nursing, referring to nurses as humane practitioners, whom focus on the psychosocial, 
spiritual and physical needs of individuals. The modern era of nursing steers away from this caring nature 
of our nursing ancestry, to an ever‑increasing technical age of the profession. The use of clinical judgement, 
technical data and technology in general, have created the expectation and need for nurses to prove their 
technical	competence	in	the	twenty	first	century.	The	modern	day	clinically	and	technically	skilled	nurse	is	
expected to marry these modern expectations of the industry, with the vocational needs held dearest to 
those we assist (Scott et al 2014). 

METHOD

Shortages	in	the	nursing	profession	have	been	widely	documented	but	often	ill‑defined	(Buchan	et	al	2015).	
Reference to this shortage is commonly referred to as a ‘looming’ problem, rather than a current issue, 
requiring contemporary and effective action. Many countries are facing the jinx of an ageing population 
needing to be cared for by an ageing workforce and it has been said that by 2025, it is anticipated Australia 
will	have	a	shortage	of	109,000	nurses	(Faithfull‑Byrne	and	Cross	2015).	This	clashing	of	existences	will	see	
a	shortfall	of	9	million	nurses	by	2030	(World	Health	Organization	2016).	With	41.6	being	the	average	age	of	
nurses	in	Australia	and	a	predicted	36%	of	nursing	positions	being	left	vacant	by	2020	in	the	United	States	
of America alone, the next few decades are crucial in escaping the collapse of the nursing faculty in health 
care	(Wright	and	Bretthauer	2010;	Wickett	et	al	2003).

In order to undertake this literature review a search of three electronic databases took place over a two 
month period: CINAHL (Cumulative Index for Nursing and Allied Health Literature), PubMed and Medline 
via PubMed. All searches were done in English and the following keywords and phrases were utilised in the 
search of each database: ‘nurses’, ‘leaving the profession’, ‘burnout’, ‘retention’ and ‘why are nurses leaving?’ 
These keywords and phrases were used to determine the causes of nurses when reducing their hours in the 
workplace,	or	to	leave	the	profession	totally.	With	the	assistance	of	smartext	in	Medline	via	PubMed,	439	
articles were yielded from the phrase ‘why are nurses leaving?’ Topics such as self‑care and resilience arose, 
prompting addition of these keywords when searching the CINAHL database. A preferred database, CINAHL 
was able to yield 321 full text articles from ‘self‑care of nurses’ and 63 articles from ‘nurses’ and ‘leaving 
nursing’. After determining that 47 of the returned articles from this search were relevant to supporting the 
presented question, I focused on the methodological processes to narrow my analysis further. Grounded 
theories	and	exploratory	design	were	two	methods	of	greatest	appeal,	as	there	was	a	desire	to	find	research	
that incorporated both qualitative and quantitative outcomes. A well‑grounded picture of the current situation 
was	required	regarding	the	constructed	question	which	could	refine	and	establish	research	priorities.	Semi‑
structured interviews played a sizeable part in this investigative process centred round social science. A semi‑
structured interview process enabled authors to incorporate new ideas throughout the course of discussion. 
Interviewed and surveyed groups varied from moderate to large in size with a preference for larger groups in 
order to allow for optimal accuracy of data. It is from these search methods that I was able to narrow my focus 
to	22	articles,	confirming	the	availability	of	a	surplus	of	information	on	this	topic,	heightening	convictions	
that this is a worthwhile aspect of the profession to explore.
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RESULTS

Literature suggests that the shortage of nursing professionals has been a known and ongoing crisis worldwide 
for the past decade. Numerous efforts have gone into the recruitment of nurses, resulting in an annual increase 
rate	of	9.8%,	higher	than	the	projected	demand	growth	rate	of	2.12%	(Buchan	et	al	2015;	Bureau	of	Labor	
Statistics	2011	cited	in	Chan	et	al	2013;	National	Council	of	State	Boards	of	Nursing	2010).	Having	achieved	
such positive results in the recruitment of nurses the real challenge may exist in the retention of these newly 
obtained nurses, once they are in the clinical nursing environment. When determining why nurses leave the 
profession	it	seems	beneficial	to	determine	why	they	entered	it	in	the	first	place.	The	literature	on	reasons	
for entering the nursing profession is abundantly clear with a constant parallel concluding that individuals 
who enter nursing have a deep and professional commitment to patients. Choosing a career in nursing is 
based on a desire to provide care in a time of need and/or crisis. Some entrants claim to be answering a 
‘calling’,	and	that	they	could	not	imagine	doing	anything	else	(Eley	et	al	2010;	Hill	2009;	Kovner	et	al	2007).	
With one central desire shared by a large group of individuals in such a large industry what could go or have 
gone amiss to prevent these individual’s from continuing to answer this calling.

Research suggests a multitude of reasons for nurses leaving the profession, with multiple groups and sub‑
groups	of	identified	issues.	MacKusick	and	Minick	(2010)	state	that	an	estimated	30%‑50%	of	all	new	nurses	
elect	either	to	change	positions	or	leave	nursing	completely	within	the	first	three	years	of	clinical	practice.	
Amongst	all	age	groups,	nearly	40%	of	nurses	working	 full‑time	have	 taken	a	 leave	of	absence	 from	the	
profession,	and	the	proportion	of	part‑time	nurses	doing	the	same	increases	to	70%.	In	the	early	to	mid‑
twentieth century nursing was a life mission with nurses’ career paths noted for their longevity. In this, the 
twenty	first‑century,	a	nurses’	career	length	is	thought	to	be	five	years	or	less	with	an	estimated	2.5	million	
nurses not actively practising. Furthermore, dropout rates for new graduate nurses are accelerating with as 
many	as	60%	leaving	their	first	job	within	the	first	year	(Hodges	et	al	2004;	Gulack	1983).	With	such	alarming	
statistics of departure in the industry discovering why we are losing these valuable individuals is paramount.

Due to the overwhelming amount of literature available on the issue of nurses leaving the profession it was 
thought	necessary	to	begin	the	review	of	reasons	broadly	before	delving	into	the	most	commonly	identified	
issues detailed by the authors. Chan et al (2013) performed a systematic literature review of the shortage in 
the nursing profession and why members had the intention to leave. Chan et al (2013) highlighted two major 
categories	of	reason:	Organisational	Factors	and	Individual	Factors.	Organisation	factors	influencing	the	exit	
from	the	nursing	profession	include:	work	environment;	culture;	commitment;	work	demands	and	social	support.	
Structural empowerment is used to revitalise an organisation’s structure. This is said to bring about access 
to information, resources, support and opportunities to develop and empower nurses. A positive relationship 
between	a	revitalised	organisational	structure	and	job	satisfaction	was	identified.	If	a	work	environment	was	
seen to be deteriorating, with a lack of support from an organisational level, nurses were more likely to leave 
(Macken and Hyrkas 2014). The set of values, beliefs and behaviour patterns which forms the identity of an 
organisation is aimed at helping to shape employees behaviours. If inconsistencies arise in an organisation’s 
culture,	nurses	are	likely	to	see	their	organisation	as	unable	to	assist	in	fulfilling	their	self‑goals,	resulting	in	
retreat. Commitment can be closely linked to the culture of an organisation. 
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If a nurse cannot identify with an organisation’s values and beliefs, and does not see evidence of execution 
of same, then nurses’ attitude towards the organisation will be tainted, leading to disconnection. Work 
demands also play a part in determining whether nurses stay or go, as young nurses in particular do not want 
to work night shift or weekends, and other, more senior nurses, saw these times as the only period they had 
to spend with their families (Ihlenfeld 2004). Nurses with higher patient loads were more likely to report an 
intention	to	leave,	as	this	resulted	in	exhaustion,	lack	of	time	for	reflection	and	discussion	amongst	colleagues	
(Chan et al 2013). Finally, from an organisational perspective Chan et al (2013) found that nurses, who are 
socially supported from supervisors and co‑workers, reported a higher level of intent to stay. A low quality 
of teamwork is associated with intention to leave, as nurses can feel that hospital administrator’s side with 
doctors,	focusing	more	on	financial	duties	and	do	not	respect	nurses,	or	their	opinions	(Macken	and	Hyrkas	
2014;	Ihlenfeld	2004).

The second broadly mentioned category from Chan et al (2013) is the aforementioned Individual Factors 
comprising	 of:	 job	 satisfaction;	 demographic	 factors	 and	 burnout.	 Greishaber	 et	 al	 (1995)	 defines	 job	
satisfaction as the favourableness or unfavourableness with which employees view their work. Numerous 
studies	 have	 identified	 that	 low	 job	 satisfaction	 is	 associated	 with	 a	 greater	 intention	 to	 leave,	 and	 for	
nurses the dissatisfaction stemmed from the inability to provide high‑quality care to their patients. Nurses’ 
perceptions of their work environment are predominantly centred on ward practice, co‑worker relationships, 
staffing	and	resources,	professionalism	and	management	(Martin	2015).	Choi	et	al	(2013)	found	there	is	
significant	negative	association	between	nurses	self‑indicated	level	of	job	satisfaction	and	intention	to	exit	
the	profession,	with	44.5%	of	nurses	reporting	being	dissatisfied	with	their	jobs,	and	more	than	60%	of	this	
group stating they had thought about resigning from their current positions.

By	steering	the	direction	of	this	topic	to	demographics,	literature	was	more	challenging	to	come	by.	Chan	
et al (2013) covers this most thoroughly suggesting that age, gender, marital status, type of shift worked, 
number of years in nursing, number of years in current position, type of clinical unit and level of education, all 
identified	as	demographic	influences.	Nursing	is	a	rapidly	ageing	and	female‑dominated	workforce.	Currently	
the average Australian nurse is 41.6 years of age, with this number expected to increase over the next decade. 
This	is	reflected	on	an	international	scale	with	the	average	age	of	nurses	in	Denmark,	Finland,	Ireland,	New	
Zealand, Sweden, the United States of America and the United Kingdom, ranging from 42‑47 years of age 
(Buchan	et	al	2015)	and	the	United	States	of	America	estimating	that	40%,	or	between	500,000‑600,000,	
of	their	nursing	workforce	are	over	the	age	of	50	(McMenamin	2014;	Gabrielle	et	al	2008).	

Ever‑increasing	acuity	and	workloads,	coupled	with	an	ageing	workforce,	presents	the	threat	of	a	significant	
drop out from the nursing profession which is potentially unavoidable. Nurses aged 45 years old or older are 
members of the profession who are more likely to stay whereas nurses between the ages of 25‑35 years old 
are more likely to ‘move on’, in search of more regular and sociable hours (Chan et al 2013). It has been 
found that male nurses have a greater intention to leave than female nurses due to a greater desire for career 
progression and issues surrounding monetary compensation. Money has been referred to as perhaps one of 
the	greatest	influences	impacting	the	mobility	of	nurses.	The	money	that	nurses	receive	is	not	enough	based	
on	the	educational	qualifications	required	and	expected	of	them,	and	many	nurses	themselves	feel	they	are	
underpaid	(Stodart	2015;	Chan	et	al	2013;	Chandra	2003).	With	the	rises	in	cost	of	living	ever‑present	the	
role that monetary compensation plays in career choice of an individual becomes increasingly dominant. 
From a survey of nurses who have left the profession and of high school students considering which career 
path	to	choose	the	following	statements	consecutively	resulted:	“I	make	better	pay	and	have	better	benefits	
in another profession”, and “I can make more money doing something else” (Ihlenfeld 2004).
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Irrevocably, one of the most recurrently documented, and perhaps most troubling reasons for nurses intention 
to	leave	the	profession,	is	due	to	burnout.	Burnout	was	first	recognised	as	a	psychological	concept	in	the	1970s,	
defined	as	emotional	exhaustion,	depersonalisation	and	a	reduction	in	perceived	personal	accomplishment.	
Different studies have shown that nurses display high levels of emotional exhaustion, thought to arise from a 
prolonged discrepancy between what the individual gives and receives in the workplace, with diminutive praise 
(Macken	and	Hyrkas	2014;	Garcia	and	Calvo	2012;	Fearon	and	Nicol	2011).	Burnout	has	been	shown	to	arise	
from physical and psychological stress factors characteristic of the hospital environment. Such as: excess 
work generated by the growing demand for hospital care, excessively long working days, constant changes 
in	working	conditions,	the	conflict	between	nursing	care	priorities,	and	management	or	financial	priorities	
that	can	lead	to	stressful	organisational	atmospheres	(Macken	and	Hyrkas	2014;	Garcia	and	Calvo	2012).	

Burnout	in	the	workplace	results	in	increased	financial	costs,	regarding	sickness	and	staff	turnover,	whilst	
also reducing the quality of care. Of all the professions, nurses have been shown to experience higher levels 
of occupational stress and burnout, which is of great concern, considering the nature and responsibilities 
involved in their work. This increased level of stress can lead to failure to recognise patient distress with 
potentially disastrous consequences (Stewart and Terry 2014). For nurses meaningful relationships with their 
patients is a major factor in their ongoing commitment to their work. The humanistic ideal requires nurses 
to develop deep personal and interpersonal understanding and sensitivity to provide effective care. In order 
to establish these relationships it is necessary for nurses to be capable of emotional engagement. Nurses 
suffering symptoms of burnout will be disengaged and literature suggests this would be indicative of suffering 
from ‘compassion fatigue’ (Fourer et al 2013).

In	an	exploratory	study	of	142	female	nurses	conducted	by	Ruggerio	(2003),	53.7%	were	identified	to	be	
suffering	from	chronic	fatigue,	34.8%	displayed	traits	of	anxiety	and	44.8%	with	total	mood	disturbances.	A	
review by the Department of Health on the health and wellbeing of National Health Service staff found that 
more than one quarter of staff absence was due to stress, depression and anxiety (Fearon and Nicol 2011). 
From this abundance of literature reviewed and data collected investment in resilience, wellbeing and self‑care 
programs for nurses are becoming increasingly essential. The psychological wellbeing of nurses is important 
for several reasons. With such disorders as anxiety, depression and compassion fatigue heavily linked to our 
profession, this could perhaps be the largest precursor for nurses exiting the workforce. Nurses who exhibit 
changes to their psychological wellbeing are more likely to resign from their position, or may alternatively be 
forced to reduce their employment fraction (Drury et al 2014). With approximately half of all Australian nurses 
working on a part‑time basis this could perhaps be the direction in which our industry is headed (Jamieson 
et al 2008). Motivations to become a part‑time nurse included the need to preserve health because of the 
impact	of	shift	work,	work	intensification	and	ageing,	financial	considerations,	the	need	to	be	able	to	manage	
multiple life roles and attempting to gain some level of ‘control’ in one’s life (Jamieson et al 2008).

DISCUSSION

With such phrases as “I just couldn’t take it anymore”, “nursing is too much”, and “if you are doing a good 
job,	it	is	mentally	as	well	as	physically	exhausting	and	demanding”	(MacKusick	and	Minick	2010;	Ihlenfeld	
2004), it comes as no surprise that part‑time employment and total withdrawal is increasingly present in the 
nursing profession. This review of the literature has further highlighted the need to make nurses a central 
focus in the healthcare industry. Statistically speaking, with most nurses being able to relate to the majority 
of issues raised the care of nurses as individuals and as a group, appears to have fallen by the way side. 
The image of a nurse has changed from that of a “caring and calm” healthcare professional, to a “caring but 
stressed” healthcare professional. With high stress, low monetary compensation and unachievable workloads 
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often associated with the nursing profession, we may not require an answer to the question of: why are nurses 
leaving?	But	perhaps	find	ourselves	asking	the	question:	why	are	they	not	entering	this	profession	in	the	first	
place?	(McMurtrie	et	al	2014;	Chandra	2003).

RECOMMENDATIONS

• A reduction in workloads for nurses. Allowing nurses to undertake a more realistic workload, will boost 
job satisfaction and lessen fatigue, encouraging nurses to stay in the profession longer.

• Assurance of strength in support and guidance, within leaders in the profession of nursing. Accomplishment 
of this could be achieved through a more stringent selection process, when recruiting leaders and 
managers within the nursing profession.

• Less	focus	on	the	financial	limitations	and	targets	of	the	nursing	and	healthcare	profession,	and	a	more	
central emphasis on the mission and values from which the profession evolved. Preservation of the 
‘soul’ of the industry will inspire feelings of compassion and empathy within nurses, making patients 
feel ‘cared’ for, as opposed to ‘looked after’.

• More support for the older and more experienced nurse, in order to maintain and perhaps revive the 
values of nursing. The provision and retention of these nurses will allow for more opportunities for junior 
and novice nurses to seek suitable mentors. This will allow novice nurses to have the option of being 
mentored by a leader or by a senior clinician, depending on their chosen pathway.

• Further promotion of the nursing profession and all it has to offer to individuals. Attention must also 
be paid to those contemplating entering the profession in order for the profession to have individuals 
to retain.
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