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Abstract

Background

In Australia the future direction of healthcare delivery is driven by the demands of a
rapidly increasing aged population. The healthcare systems response requires expertise,
leadership and resources for progressively multiple and complex aged healthcare needs. The
nursing skills, knowledge and attitudes required to meet these needs include: the ability to
undertake comprehensive geriatric assessments, clinical teaching, family and caregiver
support, mental health assessments, specific research, leadership capabilities and service

development.

Aims of the Research

The aim of this research is to explore the factors perceived by registered nurses (RNSs)
and enrolled nurses (ENSs) that impact on the care provided to an increasingly aged population
of patients in an acute care setting from one metropolitan hospital.

Two research questions informed this study:
1. Inthe current clinical context, what are the factors that RNs and EN
identify as impacting on their patient care?
2. What are the perceived challenges nurses face when caring for aged

patients in the acute care setting?

Method/approach

This research was undertaken using qualitative methodology and an exploratory

descriptive approach. Ten nurses (five RNs and five ENS) were recruited using a convenience



sample from a Melbourne Metropolitan Acute Care Hospital and participated in qualitative
interviews. Data collected was coded and thematically analysed.
Findings

Two distinct themes emerged to represent the perceptions of the nurses: Practice
environment and preparedness for practice. The practice environment theme included factors
that contributed to the organisational characteristics of a work setting that aid or constrain
professional nursing practice. These factors were identified as patient centred care, older
adults over 65, multiple co morbidities, polypharmacy, tasks/time/paperwork and “catching
up”. Factors associated with preparedness for practice were identified as: assessment skills,
feelings of inadequacy, increased anxiety, prioritisation, learning on the job and EN transition

to practice.

Conclusions

The participants identified that their ability to provide patient centred care is being
challenged by multiple factors impacting on the contemporary work environment. These
factors led them to revert to a ‘task orientated” approach to their practice, which resulted in
less than optimal mode of patient care. An increasingly aged population increases the
likelihood of polypharmacy and multiple co-morbidities increasing patient acuity and further
challenging nurses’ ability to provide holistic patient care.

The prioritisation of patient care and increased anxiety often associated with specific
nursing clinical requirements often leads to nurses experiencing feelings of inadequacy. As
nursing is considered an applied profession, the ability to continue to ‘learn on the job’ was

highly valued by the nurse participants.
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Chapter 1: Introduction and background to the study

1.1 Introduction

This chapter will introduce the study beginning with the focus of the inquiry, the
research aim and questions. What follows is the justification for the study, setting into context
the need to undertake this inquiry. This section will concisely examine the current challenges
that face the Australian healthcare system in an aging society and the changing role of the
practicing nurse within Australia to meet them. Contemporary practice has been shaped by
the history of the Registered Nurse (RN) and Enrolled Nurse (EN) in the State of Victoria and
Australia. As such a brief historical overview of nursing education in Australia between 1830
and 1980 that evolved to meet society’s changing health is presented. Finally at the end of the

chapter there is a synopsis of the chapters presented in this thesis.

1.2 Focus of Inquiry

In Australia, the future direction of healthcare delivery is currently informed by an
aging population and associated demographics. The healthcare system response to this future
direction requires expertise, leadership and resources as aging patients have increasingly
multiple and complex healthcare needs. The scope of practice® required for contemporary
healthcare professionals to meet the needs of an aging population include: the ability to
undertake comprehensive geriatric assessments, clinical teaching, family and caregiver
support, mental health assessments, specific research, leadership capabilities and service
development. Many of these clinical competencies and inherent knowledge requirements

have previously been the sole domain of medical staff. Nevertheless, in the past decade, with

' The scope of practice is a term used by professions and regulators to describe the roles,
responsibilities, process, procedures and functions that are permitted. It is shaped by a range of
factors including education, competence and context (Schluter, Seaton, & Chaboyer, 2011; Kennedy,
O'Reilly, Fealy, Casey, Brady, McNamara, Prizeman, Rohde & Hegarty, 2015).
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the increased number and complexity of aged care patients a shift in nursing practice has
occurred with some of these competencies becoming part of the role of various tiers in the
nursing workforce.

This change in expectation about nurses’ scope of practice raises questions about the
impact on the work of registered and enrolled nurses who care for an ageing population in the

acute care sector.

1.3 Aim of the study and research questions

This study aimed to explore and explain factors perceived by registered nurses (RNSs)
and enrolled nurses (ENs) that impacted on the care provided to an increasing aged
population of patients in an acute care setting, in one metropolitan hospital.

Two research questions informed this study:

1. Inthe current clinical context, what are the factors that RNs and EN
identify as impacting on their patient care?
2. What are the perceived challenges nurses face when caring for aged

patients in the acute care setting?

1.4 Justification for the Study

In the Victorian healthcare sector during the last decade, there have been a number of
notable changes to the nature of the workload for both the RN and the EN. The major driver
for these changes has been an aging population, which has increased the healthcare
complexity of presenting patients, therefore challenging current practices (Van Bogaert,
Dilles, Wouters, & Van Rompaey, 2014; Lau, Willetts, Hood, & Cross, 2014). The

percentage of Australians aged 65 and over in 2004 was 5.9%, this increased to 7.35% in



2014, with this number predicted to increase rapidly over the next decade as the cohort of
baby boomers age (Australian Bureau of Statistics, 2014). Between June 2013 and June 2014
the number of people turning 65 rose by 118,700, this was an increase of 3.6% in just 12
months (Australian Bureau of Statistics, 2014). By 2042 it is estimated that 6.2 million
Australians will be 65 years or older, this will be 25% of the Australian population. For those
aged 85 and over, the growth is predicted to be even more significant, reaching 1.1 million by
2042 (Australia’s Demographic Challenges, 2013). Because of this aging population, the
contemporary healthcare system is changing and the roles of nurses within this system are
reflecting this change (Australian Institute of Health and Welfare [AIHW], 2015; Eagar et al.,
2010). The research reported in this thesis/ dissertation seeks to address the impact of the
changing roles of nurses and recommend ways and means of overcoming the challenges
involved. This section of the chapter will first outline the impact of an aging population on
the hospital at the centre of this study before moving the focus to the impact on the nursing

staff.

1.5 The study hospital

The metropolitan hospital at the centre of this study is a 300 bed facility, treating
almost 70,000 patients in the emergency department annually (Northern Health, 2016). Six of
the eleven wards manage acute care patients. Like many metropolitan hospitals it is located
in a growth corridor where the local population is expected to increase by 64% or an extra
128,569 people by 2031 (Northern Health, 2012).

This research inquiry began in 2014, so to understand the context in which nurses
practiced in an acute care setting and the impact of the aging population. Initially a review of
10 years of admission data from the study hospital was conducted. All data presented here

was provided to the researcher by head officers of both the Admissions Record Office and the
3



Human Resources Department of the hospital after ethics approval was granted. Admission
medical record data from patients over the age of 65 years, between 2004 to 2014 from one
metropolitan Melbourne hospital were reviewed.

Between the years 2004 and 2014, a total of 147,886 patients aged between 65 and

108 were admitted to the hospital (see Figure 1.1).

Total admissions to hospital of
patients aged between 65-108
20000
15000 * -
¢ Total admissions to
hospital
10000
—— Linear (Total
5000 admissions to
hospital)
0 T T 1
2000 2005 2010 2015

Figure 1.1. Total admissions to hospital of patients aged between 65-108 (2014 figures).
The number of admissions of patients over the age of 65 to this hospital is consistent
with the national average where persons aged 65 years or older accounted for approximately
20% of all emergency department admissions in 2014-2015 (AIHW, 2015). In the study
hospital those aged between 65- 76 had the largest growth in admissions. For example, during
the 10-year period there were 7,075 patients aged 76-years admitted. Comparisons between
2004 and 2014 showed that for this age group there was a 270% increase during this time

period (in 2004, 419 admitted compared to 1,149 in 2014 (see Figure AB.1 Appendix A)



The next three highest ages for admission were 81 (up from 322 in 2004 to 944 in
2014 = 290% increase), 66 (up from 405 in 2004 to 945 in 2014=230% increase), and 65 (up
from 377 in 2004 to 911 in 2014 =240% increase) (see Figures AB.2—AB.4 Appendix A).

In 2004, 419 patients aged 75 and 240 patients aged 85 were admitted, increasing to
601 and 548, respectively, by 2014 (see Figure AB.3 Appendix A).

In 2004, 32 patients aged 95 were admitted, increasing to 38 in 2014 and in 2004, four
patients aged 100 were admitted, increasing to nine in 2014 (see Figure AB.4 Appendix B).

As this study investigated the impact of the ageing population on health care
provision, the admission rates of other population groups (i.e. people under the age of 65)
will not be reported.
1.5.1 Most common hospital admission conditions

Of greater interest to this study was not that patients were admitted, but the types of
conditions in which patients were suffering when they were admitted. The most common
conditions for which patients were admitted to the hospital between 2004 and 2014 are

reported in Figure 1.2.
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Figure 1.2. Most common hospital admission conditions (2004-2014 figures).

Of note is that between 2004 and 2014 the most common health condition that led to

admission to the Emergency Department of the hospital was pharmacotherapy for neoplasm

(pain management for pain associated with cancer), at 5,669 admissions. Extracorporeal

dialysis (associated with kidney failure) was the next most common condition (5,412

admissions); however this could be explained by the fact that admission data was collected

for each extracorporeal dialysis session, which in some acute facilities is classed as an

outpatient admission. Congestive heart failure was the third highest condition, with 4,404

admissions. Three other primary conditions, all related to the cardiovascular system, were in

the top 10 of admissions: chest pain (unspecified) (4,368); acute subendocardial myocardial
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infarction (3,122); and atrial fibrillation and flutter (1,933). In total, 13,827 admissions
between 2004 and 2014were related specifically to the cardiovascular system. Other common
causes of admissions during that period were pneumonia (unspecified) (4,224), chronic
obstructive pulmonary disease with acute lower respiratory infection (3,361), urinary tract
infection (2,573); and syncope and collapse (2,130).

When considered as a whole this data suggests that the common aged related
disorders such as cancer, cardiovascular and respiratory diseases are more often represented
in acute hospital admissions. Another important factor to consider here in relation to context
and the impact on the acute care nurses is that many of these patients while coded for one
condition may also be treated for other age related disorders, such as diabetes, hypertension,
muscular skeletal pain, neurological deficit and or obesity. The complexity of providing
nursing care to this aging population clearly will be presenting a challenge however before
progressing an understanding of the role of the nurse practicing in this context is warranted.

This literature concerning this topic will now be examined.

1.6 The contemporary Registered Nurse

The Australian Institute of Health and Welfare (AIHW) and the International Council
of Nurses defines the RN as an individual who “encompasses autonomous and collaborative
care of individuals of all ages, families, groups and communities, sick or well and in all
settings” (AIHW, 2013, p. 1).

An RN is a nurse who meets the requirements for registration by the Nursing and
Midwifery Board of Australia, part of the Australian Health Practitioner Regulatory Agency
(Australian Health Practitioner Regulation Agency [AHPRA], 2014) and is on a register that
is maintained nationally (AHPRA, 2014; AIHW, 2013). The RN must complete the minimum

educational requirement of a three-year Bachelor degree from a higher education institution
7



(AIHW, 2013). For the RN to maintain registration, evidence of ‘recency of practice’ must be
demonstrated; specifically, a minimum of three months of full-time practice hours over a
five-year period and evidence of continuing professional development (CPD),® with a

minimum of 20 hours per year required (AIHW, 2013).

1.7 The contemporary Enrolled Nurse

In Australia, the contemporary EN works under the supervision and direction of the
RN to provide basic nursing care and can assist the RN with patient care in complex nursing
settings (Australian Nursing and Midwifery Accreditation Council [ANMAC], 2013; AIHW,
2013). The ANMAC defines the EN as:

... an associate to the registered nurse who demonstrates competence in
the provision of patient-centred care as specified by the registering
authority’s licence to practice, educational preparation and context of care
... enrolled nursing practice requires the enrolled nurse to work under the
direction and supervision of the registered nurse as stipulated by the
relevant nurse registering authority. At all times, the enrolled nurse retains
responsibility for his/her actions and remains accountable in providing
delegated nursing care (2013, p. 2).

The minimum educational requirement for an EN is a Certificate IV or Diploma from
a vocational education and training provider, or equivalent. The provision of education for
the ENs is upheld by ANMAC. The standards of practice required by an EN are outlined by
the Nursing and Midwifery Board of Australia (NMBA). Registration for ENs is upheld by
the ANMAC. These standards outline a point of reference for entry to professional practice
and are an indication that the practitioner has accomplished a level of practice that is safe and

acceptable (McGrath & Anastasi, 2006; AIHW, 2013).

2 ‘Recency of practice’ means that a nurse or midwife has recent experience practising their profession and their
nursing or midwifery skills are up to date (AHPRA, 2012, p. 1)

%« CPD is the means by which members of the professions maintain, improve and broaden their knowledge,
expertise and competence, and develop the personal and professional qualities required throughout their
professional lives” (AHPRA, 2014, para. 4).



1.8 Training of nurses within Australia Between 1830 and 1980

In Australia in the late 1800s, the method of training® nurses was based on the
Nightingale system (Cowling, 2015: Trembath, & Hellier,1987). Students were trained both
clinically and theoretically, to provide for the service needs of the hospital in exchange for
board, uniforms and a minimal wage. During this training, the nurses were moved throughout
the hospital to gain various clinical experiences under the direct supervision of an RN
(Matron) or a ward sister. This training system briefly focused on the theoretical components
of nursing and provided a specific emphasis on the service needs of individual hospitals, the
major learning environment being the clinical environment itself, in which the learning was
done by doing. This apprenticeship system of training supported the needs of the hospital,
which required a reliable workforce.

During the early 1960s, the Australian Government moved towards the
standardisation of nursing training and regulatory structures with the introduction of a
minimum standard of education that outlined specific hours required, both clinically and
theoretically (McCoppin & Gardiner, 1994). During the 1960s and 1970s, investigations into
the levels of education within these nursing apprenticeships led to the standardisation of two
levels of basic nursing education: the RN and the EN (McCoppin & Gardiner, 1994;
Halcomb, Salamonson, Davidson, Kaur, & Young, 2014). The historical development of
education preparation and the associated roles of the RN and EN are critiqued in the next
section of this chapter.

1.8.1 Education of Registered Nurses
In 1985, the first state-wide system of higher education for nurses came into effect,

marking the end of the hospital training of RNs. By 1987, the first-year cohort of RNs

* The term ‘training’ nurses was utilised up until 1975, when Goals in nursing: Part 1 was published, outlining
strategies to achieve change to nursing ‘education’ (Australian Government, Department of Health, 2013).
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graduated and entered clinical practice in Australia (McCoppin & Gardiner, 1994; Halcomb
etal., 2014).

From 1989, reforms in the higher education sector resulted in colleges of advanced
nursing education being amalgamated with new or existing universities. By 1992, the
bachelor degree or postgraduate degree officially became the basic requirement for an RN,
governed by the Nursing Board in each state or territory (Halcomb et al., 2014).

1.8.2 Education of Enrolled Nurses

The changes to EN training were even more striking. During the 1960s, the EN
(originally named the nurse’s aide) was introduced to the Australian healthcare system in an
attempt to increase nursing-related services and reduce the rising costs of healthcare services
(Jacob, Barnett, Sellick, & McKenna, 2013). Until 1987, this role was prescribed by Schedule
F to the Nurses’ Registration Act, recommending that the nurse’s aide undertake a minimum
of 75 hours of lectures with emphasis on set tasks including the lifting and positioning of
patients, prevention of bedsores, the giving of bedpans, and mouth, hair and nail care
(Halcomb et al., 2014; Jacob et al., 2013; Nurses’ Registration Act, 1924). These 75 hours
included 12 hours of lectures on medical and surgical conditions related specifically to
nursing care and five hours of lectures on basic anatomy and physiology (Halcomb et al.,
2014). This training was undertaken within teaching hospitals and nurses’ aides were seen as
trainees under the leadership and guidance of the RN (Jacob et al., 2013).

In 1987, the title of ‘nurse’s aide’ was officially changed to ‘state EN’. At this time,
hospitals ceased to provide the theoretical component of this course, with this responsibility
becoming the role of Colleges of Technical and Further Education (TAFE) (AIHW, 2003).
This new system included 360 hours of theoretical learning over a 12-week period and 40
hours of clinical rotations within various clinical settings (Halcomb et al., 2014; Ryan, 2009;

Ryan, 2010). Since 1987, the theoretical component for an EN has increased and in 2007, a
10



minimum of 500 hours of theory was required to complete the minimum standards set by the
Victorian Nurses’ Board (AHPRA, 2014) to obtain registration as an EN.

During the past decade, the levels of qualification for enrolled nursing have steadily
increased, from an Advanced Certificate to a Certificate IV. Currently, the pathway for
registration as an EN requires a diploma-level qualification offered in the TAFE or
Vocational Education sectors (Australian Nursing and Midwifery Federation, 2009). In
Victoria between the years 2002 and 2007, endorsements for oral medication administration
were given to ENs who had undertaken medication administration certificates from approved
programmes of study (Department of Human Services, 2001; Nursing and Midwifery Board
of Australia, 2015). In 2006, further routes of medication administration—subcutaneous and
intramuscular injection—were added to the EN endorsements. In 2008, the introduction of
the National Scheme® ensured that all EN-approved programmes of study included relevant
medication administration courses as part of the curriculum, acknowledging the increasing
numbers of ENs, including all new graduates who had the prerequisite education to
administer medications (Nursing and Midwifery Board of Australia, 2015). In 2007,
intravenous (1) medication, fluid and blood product administration endorsements were also
offered to ENs. At the time of writing, these endorsements were still offered separately from
the diploma courses and approved programs of study (Nursing and Midwifery Board of

Australia, 2015) (see Appendix A).

% “The Council of Australian Governments (COAG) decided in 2008 to establish a single National Registration
and Accreditation Scheme (National Scheme) for registered health practitioners. On 1 July 2010, the following
professions became nationally regulated by a corresponding National Board: chiropractors, dental practitioners
(including dentists, dental hygienists, dental prosthetists and dental therapists), medical practitioners, nurses,
midwives, optometrists, osteopaths, pharmacists, physiotherapists, podiatrists and psychologists” (AHPRA,
2015, para 1).
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1.9 Synopsis of Chapters

This thesis is presented in six chapters. This first chapter has outlined the aim of the
study. It has given context to the changing demographic of Australia peoples and the impact
of an aging society on the healthcare system. A historical overview of the education,
definitions in relation to RNs and ENs as well as a clarification of key terms used in the study
have been provided.

In Chapter 2, a review of contemporary research literature provides insight into the
changes in nursing practice for RNs and ENs in response to an aging society. Gaps in
knowledge of this field are identified.

Chapter 3 specifies and justifies the study’s methodological approach and the methods
used to address the research aim.

Chapter 4 presents the thematic analysis of interviews undertaken with both RNs and
ENSs in a Melbourne metropolitan hospital.

Chapter 5 presents a critical discussion of the research findings in relation to the
current literature and the way the research objectives were addressed.

Chapter 6 includes conclusions drawn from the analysis and discussion of key
findings in the contest of current literature and recommends policy, educational and clinical

workforce strategies for implementation, as well as further research.

1.10 Summary

This chapter has introduced the study. It began with defining the focus of the inquiry,
the research aim and questions. The background to the study, setting into perspective the need
to undertake this inquiry was then discussed. An examination of the current challenges that

face the Australian healthcare system in an aging society and the changing role of the
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practicing nurse within Australia to meet these challenges have been reviewed. A brief
historical overview of nursing education in Australia between 1830 and 1980 and how it has
evolved to meet society’s changing health has been presented. Finally, at the end of the

chapter a synopsis of the chapters presented in this thesis has been outlined.
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Chapter 2: Review of research literature

2.1 Introduction

A review of the literature related to the changing practice of Victorian nurses in
response to an aging population is presented in this chapter. Consideration is given to
methods and limitations of researching this multifaceted phenomenon. Finally, the gaps in the
literature and associated methodologies are highlighted and provide a justification for the

stated aim of this study and research questions.

2.2 Background to literature review

In the last decade, economic constraints and workforce shortages in the healthcare
sector have required a change in practice for both RN and EN’s in Australia (Lubbe & Roets,
2014; Schluter, Seaton, & Chaboyer, 2011). These changes have highlighted the ambiguity of
the RN and EN’s practice and the implications of this on the perceived quality of patient care
and the education of both the RN and EN (Jacob et al., 2013; Chaboyer et al., 2008; Jacob,

McKenna, & D’ Amore, 2014).

2.3 Search strategy

An electronic search of the literature from 2004 to 2014 in the CINAHL, PubMed and
Informit databases was undertaken. The search terms included: ‘nursing practice’, ‘Division 2
nurses’, ‘enrolled nurse’, ‘registered nurse’, and ‘education and nursing diploma
programmes’, ‘aging populations’ and ‘older people’. These terms were distilled out of the
research questions informing the study. The database search identified 266 studies; however,
only 15 articles correlated directly to the changing practice of the RN or EN. Five studies

were international and six were undertaken within Australia, with only four of these studies
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undertaken in Victoria. No studies correlated directly which examined the impact of an aging
population to the practice of RNs and ENSs.

A search of Government databases was also undertaken, using the same search terms. This
search provided information on nursing practice of both the RN and EN (AIHW, 2009).

From a synthesis of the literature three distinct themes emerged: ‘role confusion’,
‘increased workloads’ and ‘impact on the quality of patient care’.

2.3.1 Role confusion

As noted in Chapter 1, the role of the EN changed during the decade from 2004 to
2014 as the education and scope of practice of ENs evolved (Halcomb et al., 2014; Ryan,
2009; Ryan, 2010; ANMAC, 2013; AHPRA, 2014). These changes have led to Australian
nurses reporting role confusion between RNs and ENs (Eagar et al., 2010). Nurses have
expressed frustration at the lack of clarity of their scope of practices, particularly the
overlapping of skills undertaken during nursing shifts (Eagar et al., 2010; Jacob et al., 2013).
This role confusion is not unique to nurses in Victoria and has been found in other research
undertaken both internationally and nationally (White et al., 2008; Pryor & Buzio, 2013;
Eagar et al., 2010). Therefore, the literature in this chapter is presented first from an
international focus, returning later to nurses’ perceptions nationally and in Victoria.

A systematic review of international literature by Carney (2015) related to regulation
of scope of practice of different levels of nurses suggested that a lack of regulation can lead
to role confusion, due to misconceptions regarding the nursing scope of practice.
Internationally, the regulation of scope of practice among differing levels of nurses has only
been partially examined to date. Ireland is one country that has a regulatory scope of practice
at a national level (Carney, 2015; Kleinpell et al., 2014). Carney (2015) undertook a literature
review of over 510 journal articles published in CINAHL, PubMed and MEDLINE and on 30

websites between the years 2002 and 2013, which suggested that nursing care provided by
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advanced nurse practitioners enhanced patient outcomes. However, the definition and
regulation of ‘advanced nursing practice’ was not evident in many countries and ‘patient
outcomes’ were not clearly specified. Carney (2015) also suggested that reoccurring concerns
related to blurred boundaries between differing levels of nurses and clear role descriptions
were obstructing the progression of the nursing profession worldwide. Internationally, ENs
and health assistants in nursing continue to take on greater responsibility for clinical and
administrative nursing tasks, and can overlap in skill mix with RNs and advanced practice
nurses (Laurant et al., 2005; Sidani et al., 2006).

In 2007, a Canadian study undertaken by White et al. (2008) explored the meaning of
‘scope of practice’ as perceived by RNs, ENs and registered psychiatric nurses (RPNs), using
a mixed-method approach. Their study incorporated qualitative (descriptive approach, semi-
structured interviews focusing on perceived boundaries and overlapping of tasks by nurses
and other health professions) and quantitative (demographic and corporate information)
methods. Their research was undertaken in acute-care settings in two Canadian districts,
Alberta and Saskatoon. It included 171 interviews of RNs (85), ENs (35), RPNs (11), patient
care managers®/assistants in nursing’ (19) and specialist nurses® (21). When referring to
‘scope of practice’, the key themes of ‘assessment’ and ‘coordination of care’ emerged. The
RNs surveyed viewed assessment as being undertaken in relation to body systems (e.g., the
respiratory or neurological system) and took into consideration aspects of patients’ pain
levels and the outcomes of medication administration (White et al., 2008). The nurses also

perceived that the process of patient assessment was essential to the identification of changes

® patient care manager: “... non-physician care managers working with physicians between patient encounters to
improve clinical care, enhance care coordination, and reduce health care utilisation” (Hussain et al., 2015, p. 2).
" «Assistant in nursing: An unregulated healthcare worker employed in a diverse range of settings who may
undertake aspects of personal care, healthcare tasks, and support for activities of daily living to assist Registered
Nurses (RNs)” (Nurses Board of South Australia, 2002, p. 1).
8 Advanced practice registered nurse (APRN): An RN with graduate preparation in a specific area of nursing
(Royal College of Nursing, 2014).
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in a patient’s condition. ENs and RPNs viewed assessment as a ‘task-orientated duty’ such as
‘assessing vital signs, hydration/elimination and glucose levels’ (White et al., 2008, p. 49). In
terms of coordination of care, RNs indicated that total care of the patient included advocating
on behalf of that patient. While some ENs believed they, too, coordinated patient care, the
majority of ENs and RPNs spoke mainly of coordination or discharging patients and the
documentation needed for this process.

White et al.’s (2008) findings were consistent with research undertaken in the UK by
Cowman, Farrelly, and Gilheany (2001) and Perry, Carpenter, Challis, and Hope (2003),
which showed significant role confusion and apparent overlapping of nursing roles within the
profession of nursing in acute-care settings. However, the number of RNs involved in White
et al.’s (2008) research was disproportionate to the number of ENs, which could have
contributed to the outcomes. White et al. (2008) contended that in a healthcare environment
that is undergoing rapid changes, it is imperative to clarify the differing nursing roles. This
includes the differentiation of accountabilities, nursing education and clinical nursing skills
required for effective professional practice and job satisfaction, which they recommended for
all levels of the nursing workforce.

The Australian-based literature noted that Australia has two levels of registration for
those within the nursing profession: the EN and the RN (Ryan, 2010, AIHW, 2003). Role
confusion was identified by Jacob et al. (2013) as a hindrance in terms of the overlap between
RNs’ and ENs’ workloads, causing an overlapping of skill mix and frustration among the
nursing workforce in Australia. Pryor and Buzio’s (2013) research supported this view. Their
research used descriptive, qualitative methods to explore the perceptions of 23 participants
(11 RNs and 12 ENs) from an independent rehabilitation centre that catered for inpatients and
outpatient appointments. Two RNs with expertise in rehabilitation collected the data through

semi-structured interviews and participant observations. The results revealed that much of the
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EN’s clinical shift was dedicated to direct patient care. Although the ENs understood they
were to work under the direct instruction/supervision of an RN, many were independent and
requested little support in undertaking their nursing roles.

Researchers found that role confusion among differing levels of nurses could lead to
frustration, job dissatisfaction and possible horizontal violence (Saunders, Huynh, &
Goodman-Delhunty, 2007; Rocker, 2008). These issues appeared to be further aggravated by
the expanding roles/scope for ENs (Eagar et al., 2010), with a lack of clarity regarding the
role of the nurse within healthcare teams creating confusion and stress. This, in turn, could
lead to conflict in the work environment, with consequences for individual nurses and patient
care. Eagar et al.’s (2010) qualitative study consisted of six focus groups involving RNs and
ENs across three Sydney metropolitan hospitals. The nurses reported recurrent confusion
with regard to scope of practice boundaries for both RNs and ENSs, related to medication
administration and the allocation of patients and workload. Eagar et al. (2010) cautioned that
this study was purely exploratory, representing ‘only a few nursing voices out of many
thousand’ (p. 93). They recommended that the role of the nurse and an understanding of
scope of practice and practice boundaries needed further research in Australia.

2.3.2 Increased workloads

Internationally and nationally, there has been an increase in the aging population and
in chronic diseases during the past decade (World Health Organization [WHO], 2014;
Australian Bureau of Statistics [ABS], 2012; WHO, 2015). The general public expects
quality care and accountability when they or their family members are admitted to a hospital
or healthcare facility (Lubbe & Roets, 2014). The shortages of nurses and increased workload
requirements may contribute to nurses performing tasks outside their scope of practice
(Lubbe & Roets, 2014; Schluter et al., 2011). In response to the increasing health

complexities of patients and nursing workloads, both internationally (Buerhaus et al., 2005;
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Cho, Ketefian, Barkauskas, & Smith, 2003) and in the Australian context (AIHW, 2003;
Morphet, McKenna, & Considine, 2008), healthcare organisations have increased the
numbers of assistants in nursing and EN’s employed in residential and acute-care settings
(Spilsbury & Meyer, 2005).

Lubbe and Roets (2014) used a retrospective quantitative method, in the form of a
chart audit, to randomly sample 157 of the 849 patient files in one of the largest private
hospitals in South Africa. Out of all the risk assessments undertaken, 80% were conducted by
ENs. Assessments of patient malnutrition and neurological dysfunction and the
administration of medication were frequently inaccurately scored when undertaken by ENs.
The ‘Waterlow’ risk assessment scale was used in the audit, showing a 50% risk for the
patients being assessed by an EN. This may have implications for both the patients under the
EN’s care and the institution for which they are working. However, this study only focused
on one large, private hospital. Lubbe and Roets (2014) stated that the policies concerning
nursing care were similar throughout the hospital group, contending that the same result
could be replicated in other hospitals within the same group. Nonetheless, they conceded that
generalisation of the outcomes could not be presumed. They recommended that their research
should be repeated in both public and private hospitals, over a longer period of time.

In Australia, Schluter et al. (2011) undertook a study to examine scope of practice and
differing levels of skill mix as perceived by medical/surgical nurses working in two hospitals.
Their study focused on the fluctuating workloads of nurses, due to patient complexity as a
result of increased incidence of chronic disease and patient acuity. They also examined the
way ENs and RNs work within this environment. The researchers used a constructivist

methodological approach with critical incident technique (CIT)® as the key method of data

% »The critical incident technique is a type of data collection designed to solve problems in practice or
educational settings. It is not a methodology but a means of developing questions, focusing on people’s
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collection. The CIT provided data that allowed the researcher to explore the nurses’ role
within the acute hospital setting with a specific focus on scope of practice. Twenty RNs and
four ENs were encouraged to focus on the role they undertook to meet the needs of patients
within their care. The following five qualitative themes were extracted:
1. ‘Good nurses work in proximity to patients providing total patient care’
(p. 1214).
2. ‘Safeguarding patients’ involves activities undertaken by the nurses ‘to both
improve patient safety and reduce the likelihood of adverse events’ (p. 1215).
3. ‘Picking up the slack to ensure patient safety’ (p. 1216) includes ‘work that
some else had forgotten to do, stopped doing temporarily, or ceased to
undertake at all’ (p. 1216) but was needed to ensure patient safety.
4. ‘Developing teamwork strategies’ included delegation, trading of tasks and
valuing other healthcare professionals (p. 1218).
5. Staff preferred to deal with patients with physical needs only, favouring
patients who did not have mental health issues or cognitive impairment.

The RN participants expressed difficulty with the concept of delegating care to other
members of the healthcare team. A significant limitation of this retrospective study was that it
relied solely on the nurses’ recollections of events, some of which had occurred months prior
to the study. Previous studies that have used recollection as a focus of data collection have
shown that the ability of participants to recall specific events can change over time
(FitzGerald, Seale, Kerins, & McElvaney, 2008; Schluter, Seaton, & Chaboyer, 2008),
calling into question the applicability of results. Further, there may have been inherent bias as

the researcher was employed at one of the hospitals as an RN; consequently, some

behaviour in critical situations in order to solve problems in task performance” (Holloway & Wheeler, 2003, p.
222).
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participants may have been reluctant to provide specific details regarding their patient care.
Utilising a researcher who is disconnected from the participants may help in acquiring
information on concepts that the participants may take for granted (Irvine, Roberts, &
Bradbury-Jones, 2008). Nonetheless, this research and the other studies reviewed consistently
highlighted the relationship between workloads and role confusion.
2.3.3 Impact on quality of patient care

Politicians, health service leaders and researchers have continued to debate the
relationship between different levels of nurses and their impact on quality of patient care and
patient outcomes (Kane, Shamliyan, Mueller, Duval, & Wilt, 2007). The impact on the
quality of care was reiterated in a Swedish study assessing patients’ pain, skin integrity and
nutrition and which domain that either the RN or EN role were associated with for these
assessments (Baath, Wilde-Larsson, Idvall, & Hall-Lord, 2012). They suggested that only
RNs undertook a thorough assessment in each of these areas, even though the assessment
tools were the same for both types of nurse. This was thought to be a result of the further
education undertaken by the RN. However, a limitation with their research was that the
assessments were undertaken by both RNs and ENs and there were no set boundaries
regarding who was required to perform the assessment and in what way it was performed.

Nurses are often the first to witness the signs and symptoms of a deteriorating patient
when they work on a general ward. The nursing roles are to detect, monitor and respond to
the needs of a deteriorating patient (Chua, Mackey, & Ng & Liaw, 2013; Conway, 2007).
Chua et al. (2013) undertook a Singapore-based study, also using the CIT to review the
experiences of ENs with deteriorating patients and to identify approaches to improving their
role when doing so in an acute-care setting. They interviewed 15 ENs (with a minimum
experience of one year) who had had experience with a deteriorating patient. Content analysis

was then used to analyse the data, revealing that further education was required for frontline
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general ward ENs, specifically in the areas of recognising, responding to and taking
responsibility for the deteriorating patient. As with the CIT study undertaken by Schluter et
al. (2011), the retrospective nature of the data may have led to the data being inexact,
deficient or distorted (FitzGerald et al., 2008; Schluter et al., 2008). Further, Chua et al.’s
(2013) findings were not indicative of the entire EN population of Singapore, as the

collection of data was restricted to only one acute hospital

2.4 Australian context

Although a substantial number of nurses working in Australia are ENs (AIHW, 2009),
empirical evidence on their contribution to the healthcare system is limited (Pryor & Buzio,
2013). In Australia since 2008, ENs registered in Australia have been able to administer
medications. This involves specific training related to safe administration of medications,
timing of medication administration, side effects and contraindication, correct storage,
handling and disposal of medications (Nursing and Midwifery Board of Australia, 2014a,
2014b). With this responsibly has come a debate about what repercussions, if any, there are
on patient outcomes if an EN administers medications to patients in their care. A quantitative
study by Kerr, Lu, Mill, and McKinlay (2012) used a cross-sectional research design in a
healthcare organisation with three acute-care hospitals and two aged-care residential care
facilities in Victoria, Australia. Their study examined incident reports related to medication
errors by both ENs and RNs, from October 2009 to November 2009, over eight wards. A
survey was then utilised to determine opinions regarding ENs administering medications. The
data was analysed using descriptive statistics, chi-square analysis and Fischer’s exact test. Of
all the nurses surveyed, 75% supported ENs administering medications. However, RNs and
ENSs had differences of opinion in their understanding of accountability and responsibility

when administering medications. A total of 47% of RNs believed that ENs did not understand
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both accountability and responsibility, while 77.8% of ENs believed they had a full
understanding of both; 35% of RNs perceived that ENs did not have adequate training prior
to receiving endorsement to administer medications, but 73.7% of ENs believed that they did.
Kerr et al. (2012) recommended further research to examine education related to the
accountability and responsibility of ENs when administering medications. Their study had
three main limitations. Firstly, more ENs than RNs participated in the study, which may have
biased the results. Secondly, not all of the questions in the survey were answered and thirdly,
studies that use self-reporting incidents of medication errors have been known to be
inaccurate. Therefore, the trustworthiness of this data is under question (Kiekkas, Aretha,
Karga, & Karanikolas, 2009).

In Australia, EN educational preparation and the expansion of their scope of practice
has brought about considerable debate within the nursing profession, especially in relation to
medication administration (Kenny & Duckett, 2005). A self-administered survey study
undertaken by Fernandez, Griffiths, Aguilar, Tran, and Chester (2008) examined medication
administration and the scope of practice and role of 167 RNs and 11 Nurse Unit Managers
(NUMs) from a non-metropolitan healthcare facility and 87 RNs and seven NUMSs from
metropolitan hospitals in Victoria. The results found that 118 RNs and 12 NUMs thought the
role was appropriate for ENs; six NUMs were unsure about ENs’ medication administration
roles and three did not support ENs administering medications, even if they had completed
the endorsed training. There were no significant differences between the responses by those
from metropolitan and non-metropolitan health facilities. However, this was a small study
and therefore the results should be interpreted with discretion.

According to Gibson, Heartfield, and Cheek (2002), the increasing number of EN
positions in the Australian healthcare sector in the past decade has put a strain on the

relationship between ENs and RNSs, particularly due to role confusion and its impact on
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quality patient care. They contended that ENs may be over-utilised within healthcare settings
and they may be undertaking complex nursing care tasks for which they are not fully
qualified. Pryor and Buzio’s (2013) research highlighted that ENs have been reported to the
Australian and Midwifery Board of Australia for practising above or beyond their regulated

scope of practice.

2.5 Victorian context

In Victoria between 2004 and 2014, increasing numbers of ENs have been employed
within aged-care settings (Hoodless & Bourke, 2009; AIHW, 2012) and their roles have
expanded to include medication administration, advanced patient assessment and wound care
(Hoodless & Bourke, 2009; Senior, 2008). Senior’s (2008) Australian study used exploratory
descriptive design to capture nurses’ attitudes towards role expansions within the profession
with a questionnaire completed by 22 nurses (18 RNs and four ENs) working in acute-care
settings in Victoria. Of the 22 participating nurses, 90% commented on the expansion of their
nursing role since the Australian Government introduced general practice initiatives
(Parliament of Australia, 2008). Two areas of role expansion were clearly identified: the
increasing number of patients over the age of 75 years requiring nursing assessments (86.4%)
and wound management (68.2%). Interestingly, Hoodless and Bourke’s (2009) research
suggested that the ENs undertaking these roles within aged-care facilities were aware of
tensions in relation to hierarchy with RNs and felt that some RNs were confronted or
threatened by their increasing responsibilities. However, this was only a small sample and
further research with larger numbers of participants was recommended.

The association between skill mix, workloads and the impact of quality patient care
has been researched previously using chart audits and administrative databases, with a limited

focus on nursing activities and clinical skills undertaken by differing levels of nurses (Aiken,
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Clarke, Cheung, Sloane, & Silber, 2003; Needleman, Buerhaus, Mattke, Stewart, &
Zelevinsky, 2002). Chaboyer et al. (2008) undertook a structured observational study utilising
a work-sampling process. RNs and ENs in four medical wards were observed for a two-week
period, with 25 separate activities identified and grouped into four classifications: direct care
of the patient, indirect care of the patient, activities related directly to the unit/ward, and
personal activities. Observations of 114 nursing staff undertaking 14,528 separate activities
were logged over 482 hours. Of these activities, 4,826 (33.2%) involved direct care of the
patient; 6,870 (47.3%) involved indirect care of the patient; 872 (6.0%) related directly to the
unit/ward; and 1,960 (13.5%) were personal activities. The study concluded that parallels
exist between the role of the EN and the RN, supporting the argument that the role
boundaries are not clearly delineated. However, given the differences in education and
training undertaken by ENs and RNs, it was difficult to establish the level of knowledge that
underpinned these activities.

There is little research to date, internationally or nationally, that examines the practice
of the RNs/ENs; nor has there been any historical analysis of Victorian policy documents, nor
in-depth qualitative research to examine the perceived changing practice of Victorian nurses
and ways in which these may have been shaped as a response to the healthcare needs of an

aging population.

2.6 Summary

This chapter presented a review of the literature related to the changing practice of
Victorian nurses in response to an aging population. The gaps in the literature provided a path

to justify the stated aim and research questions of this study.
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Chapter 3: Methodology and methods

3.1 Introduction

This chapter focuses on outlining the methodology and methods used in this study. It
begins with a summary of methodology and qualitative research followed by justification for
using an exploratory descriptive research design, together with the use of qualitative research
method to provide the framework for the qualitative data collection. Ethics and ethical
considerations pertinent to this study will then be outlined, followed by sampling methods
(inclusion criteria), recruitment, data collection and the data analysis associated with the

research processes.

3.2 Research Methodology

Research Methodology is the term used to describe the philosophical values and
assumptions used to inform research practice (Holloway, 2008). Research Methodology
impacts on the research question and the way in which data are collected and analysed
(methods) (Holloway, 2008; Silverman, 2016). Qualitative research methodology focuses on

values that human beings give to behaviours (Silverman, 2016).

3.3 Qualitative research

Qualitative research is principally exploratory research. It is used to acquire an
understanding of fundamental reason, viewpoints and incentives. It provides insight into the
phenomenon being studied or enables the development of thoughts or hypothesis for
prospective qualitative research. Qualitative methodology is influenced by ontological and

epistemological considerations. These are discussed below.
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3.3.1 Ontology

Ontology is a branch of philosophy representing the nature of ‘being’ what is known
about reality and how it is measured (Holloway, 2008). Ontological considerations take into
account the social realities of human existence (Robonson & McCartan, 2016) There are
many ontological standpoints from which reality can be considered, these range from the
idea of a single demonstrable reality outside of the human mind, to the belief that numerous,
socially constructed realities can be in existence (Willis, 2007). Many philosophers including
Kant, Husserl and Leibnitz have discussed the complexities of an objective social reality
existing externally to the individual or human mind, and the aim of their inquiry is to find
inference that explain such a tangible reality (Holloway, 2008; Avis, 2003Willis, 2007).
However, philosophers’ belief in a single reality notably limits the understanding of human
behaviours, which can be seen as multifaceted and consisting of multiple realities. Because
this study seeks to understand the factors perceived by RNs and ENs that impact on the care
provided to aging patients in the acute care setting, it could not be progressed using a
foundation of one single verifiable reality. By acknowledging the existence of multiple
socially constructed realities, developing a cohort of rich knowledge about these complex
human phenomena is allowed.
3.3.2 Epistemology

The word ‘Epistemology’ stems from the Greek word ‘episteme’ meaning knowledge
(Cambridge Dictionary, 2016). It is the notion that knowledge has its origins in philosophical
thought. Epistemological deliberations are governed by beliefs regarding the source and
nature of knowledge (Holloway, 2008). Epistemology gives explanation for the methodology
used in research. In research, concepts of ontology and epistemology are intertwined; theories
of knowledge invention are connected directly to beliefs governing the nature of the knower

and the state of reality.
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This research will seek to investigate the self-perceived reality of the participants who
have contributed their “knowing” to the research questions.
The notion of disregarding preconceived ideas in the search for objective fact would limit the
development of comprehensive and meaningful knowledge about the phenomenon of RNs’
and ENs’ perceptions that impact on the care provided to patients in the acute care setting.
Perceptions that impact on the care provided to patients in the acute care setting constitute a

multifaceted phenomenon.

3.4 Exploratory descriptive approach

An exploratory descriptive approach was used to inform the sampling technique and
selection of participants who constituted a cohort of RNs and ENs employed within acute
care wards in one metropolitan Melbourne hospital (Flick, 2014; Bourgeault, Dingwall, &
Vries, 2010).

Exploratory research endeavours to explain why and how there is a relationship
between two or more facets of a situation or phenomenon. Such a design seeks to explore an
area in which little is known or to examine the possibilities of starting a particular research
study (Holloway, 2008; Flick, 2014). Descriptive research allows the researcher to describe
the phenomenon being examined. Holloway and Wheeler (2003) recommend that those
researchers who adopt this methodology should remember that ‘descriptive research centres
on the way in which human beings make sense of their subjective reality and attach meaning

to it” (p. 7).
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3.5 Research Method

The following section focuses on the ethics of this research project and discusses the

process of data collection and analysis.

3.6 Ethical Issues

Ethical approval for this project was obtained from the RMIT University Low-risk
Human Ethics Committee prior to commencement of the data collection phase. Further
ethics approval was granted from the Northern Health Low-risk Research Ethics Committee
17/02/15 LR EC00423 59.2014.

With any research, consideration of ethical issues such as informed consent,
confidentiality, anonymity, benefits and risks, and revelation and dissemination of the
research findings must be taken into account (Flick, 2014). Streubert (1999) stated, ‘The
protection of study participants is important regardless of the research paradigm’ (p. 167).
3.6.1 Informed consent, confidentiality and anonymity

Prior to the commencement of research, informed consent was obtained from both the
RN and EN participants (see the consent form in Appendix E). The researcher provided the
participants with both oral and written information about the study during the recruitment
stage. Participants’ consent was obtained by signing a consent form that stated that they
understood the reason for and the process of the research project and included permission for
the interview to be audio-recorded. The purpose of the research, the risks and benefits of
participation in the research and the dissemination of the results of the research were all

clearly described to the participants prior to the commencement of any interviews.
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The participants were informed that only the researcher would have access to the
interview recordings and identified transcriptions. The participants’ identities were to be kept
confidential, with each participant’s name in the transcripts replaced with a code and number.

All participants were notified that participation was voluntary and they could cease
their participation in the research at any point and if it was possible at that stage, identifiable
data would be removed from the data pool. No one requested this. Any questions regarding
the research were explained by the researcher prior to the participants giving their consent.
3.6.2 Risks and benefits of the research.

The risks associated with qualitative interviewing are linked to the need to balance the
benefits of any discoveries made against any potential risks to the participants (Flick, 2014).
Qualitative interviewing may bring about self-reflection, reassessment or release and self-
disclosure. The researcher took into account the well-being of the participants and made
provisions for any lack of clarity or resultant discomfort (Flick, 2014). For example,
‘debriefing’ for a participant was provided if required, as well as emotional and psychological
support by referral to another source (Flick, 2014; Streubert, 1999). Steps were taken to
ensure that the participants were given an opportunity to be open and honest with the
researcher (Flick, 2014; Atkinson & Hammersley, 1994).

Qualitative interviewing has the potential to reveal the complex links between people
and their environment and it can help researchers to recognise and analyse unexpected issues
(Streubert, 1999; Atkinson et al., 2001). Another significant benefit of qualitative
interviewing is the representation of the participants’ behaviours, attitudes and ideas. Because
of its subjective nature, qualitative interviewing was useful in uncovering and analysing the

relevant viewpoints and emotions revealed in this study.
3.7 Recruitment

The study was undertaken in a major metropolitan Melbourne hospital.
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Convenience sampling was employed to recruit the RNs and ENs. The rationale for utilising
this sampling method was based on the researcher’s ability to access the participants and
establish a degree of interaction and trust with them within the set period of the thesis
requirements. Sandelowski (2004) cautioned that convenience sampling carries the risk of
bias, as the sample is not representative of the entire population.

The inclusion criteria for the study participants were as follows:

e must hold a current certificate of registration with the Australian Nursing and

Midwifery Board of Australia as either an EN or RN

e must be between the ages of 22 and 65

e must be working in a setting that provided care to acute care clients.

The exclusion criteria were as follows:

e nurses who did not hold the necessary education qualifications

e nurses who had previously undertaken postgraduate studies in geriatric care.

A flyer advertising the intended study was developed (see Appendix C), approved by
the Hospitals Ethics Committee and distributed throughout the targeted wards (n=6) of the

hospital. The sample table below outlines the participants’ data.

Gender Male Female
1 9
Registered RN EN
5 5
Age 22-35 35-45 55+
4 5 2
Time working in a 0-1 year 2-5 years 5-10 years 10-15 years 15+ years
setting that provides 0 4 2 2 2
care to aging clients?
Additional related 1 Post graduate certificate in cancer nursing
nursing qualifications 1 Post graduate certificate in critical care

Figure 3.1 Participants data information.
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3.8 Data collection and analysis

Figure 3.2 summarises the timeline, data collection and analysis process undertaken for this

research.
Month 1-2
Month 3
TIMELINE Month 5

Month 6

Month 7

Month 8

Figure 3.2. Flow chart - Research Timeline.
3.8.1 Setting and timing.

The interviews took place at a location of mutual convenience, such as the
participant’s home or an interview room at the healthcare facility. Interviews were conducted
over a period of six weeks, with each interview lasting between 29 minutes and 1.5 hours (see

Appendix D, the semi-structured interview guide.
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3.8.2 Semi-structured interview guide.

A semi-structured interview guide was developed from the findings of the literature
review. Information gathered through the qualitative interviews provided the researcher with
the participants’ self-perceptions of the topic being investigated (Hanson, Balmer, &
Giardino, 2011). This approach led to the discovery of the participants’ viewpoints and
beliefs through reflecting on their realities and resultant actions, derived from the interviews
(Holloway & Wheeler, 2003).

3.8.3 Approach to data collection.

Once participants granted their permission all interviews were recorded on a portable
voice recorder. Holloway and Wheeler (2003) stress the importance of recording the
interviews to keep important words or information that could be lost when relying only on
written interview notes. Further to this, non-verbal behaviours during the interview were
recorded in field notes which also provided an audit trail of the researcher’s actions during
the process of data collection. The interviews began with a brief warm-up conversation. The
sheet of personal demographic questions was distributed prior to each interview, for each
participant to complete (see Appendix D).

3.8.4 Piloting the interview guide.

A pilot interview with one EN and one RN who were independent from the main
study and who fulfilled all the eligibility criteria was undertaken prior to the main data
collection phase of the research project. The purpose of the pilot was to check for timing and
any ambiguity in the questions, which were then modified as a result of this feedback. These
modifications included the removal of two ambiguous questions: ‘What do you understand is
your current scope of practice?’ and ‘What facilitators to your scope of practice do you
foresee in regard to employment in the future?” Two questions were reworded more simply:

Question 3: “‘What ways do you see your current scope of practice is reflected in your current
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registration requirements?’ was changed to ‘What does your workload mostly consist of
during a shift?” and Question 5: “What barriers to your scope of practice do you foresee in
regards to employment in the future?’ was changed to ‘What limitations do you find in your
nursing practice?’. This pilot interview data was later collapsed into the main study.

3.8.5 Saturation.

Saturation refers to the reappearance of information uncovered in previous interviews
which also validates previously collected data (Manojlovich et al., 2015; Guest, Bunce, &
Johnson, 2006). When using qualitative interviewing technique, if on-going data collected
confirms concurrent themes previously raised, this is known as saturation. Saumure and
Given (2008) defined saturation as, ‘The point in data collection when no new or relevant
information emerges with respect to the newly constructed theory’ (p. 196). Saturation of
themes was achieved once five interviews with RNs and five interviews with ENs has been

conducted, with emergent data in the latter interviews showing no new themes.

3.9 Qualitative interviews

Qualitative interviewing is used to allow participants the chance to discuss issues that
are significant to them. This close interaction between the interviewer and participants
provided the opportunity for direct description of the culture, community and group
(Holloway & Wheeler, 2003; Creswell, 2012; Campbell, 1955). Qualitative interviewing is
based on the building of rapport with the participants. It is an interviewing technique that
requires openness on the researchers’ part, to encourage a balanced relationship between the
researcher and the participants (Flick, 2014).

Unlike other methods, qualitative interviewing using a semi structured interview
guide puts the researcher in a position to shape the content of the interview and when

required, refocus to ensure the research questions are addressed (Braun & Clarke, 2013). This
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approach to qualitative interviewing was built on the premise that when rapport was achieved
with the research participant, an extensive and honest response would follow. A well
conducted interview can provoke strong emotional content, delivering a richness of detail and
description (Flick, 2014; Braun & Clarke, 2013).

In the current study qualitative interviewing allowed for the exploration of Australian
RN and EN participants’ understandings of reality regarding factors that impact on care given

to older adults in an acute care environment (Flick, 2014).

3.10 Thematic Analysis

Thematic analysis was chosen to identify, analyse and report patterns or themes that emerged
within the data of this research (Braun & Clarke, 2006). Transcription of each interview was
undertaken upon completion of each interview. Reading and rereading of each transcript
occurred prior to coding. Microsoft Word™ review function was used to code sections of
text. A coding grid was developed and relevant data inserted into table columns.

Thematic coding was used to document or classify passages of text or images that were
linked by a common theme, allowing the researcher to establish a ‘framework of thematic
ideas (Gibbs, 2007). Data was divided, categorised, summarised and reassembled into themes
that identified the important concepts and patterns of an experience within the data set
(Given, 2008). The result of this thematic analysis was a depiction of patterns and the main
design that joined them (Given, 2008). Braun and Clarke (2006) describe this form of
thematic analysis as systematising and categorising the collected data set in rich detail.

Marks and Yardley (2004) described a theme as a ‘specific pattern found in the data in which
one is interested’ (p. 57). Thematic coding enabled data reduction, which enriched and

abstracted the data through the addition of analytic insights and inquiries used.
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3.11 Quality

3.11.1 Rigour

Rigour establishes the quality of research outcomes and this affects the understanding
of the investigated experience and the use of those outcomes in future research (Holloway &
Wheeler, 2003; Fereday & Muir-Cochrane, 2008). Macnee (2004) described rigour as, ‘both
a strict process of data collection and analysis, and a term that reflects the overall quality of
that process in qualitative research’ (p. 254).

The rigour of qualitative research is governed by the credibility, dependability,
transferability and conformability of the research undertaken (Holloway & Wheeler, 2003;
Hanson et al., 2011). Holloway and Wheeler (2003) stated, ‘The most important of these is
credibility’ (p. 254). The development of rigour in this study is reviewed in the following
sections.

3.11.2 Credibility

Credibility is defined as the truth of outcomes in representing the participants’
insights into their lived experiences (Holloway & Wheeler, 2003). To provide this credibility,
all of the interviews were audio-recorded and non-verbal behaviours during the interview
process were written down as field notes, to provide precise explanations of the participants’
perceptions of their lived experiences. Member checking was conducted by the thesis
supervisory committee on a sub-set of transcripts to identify whether the transcripts were a
true reflection of the interview that had taken place and that the thematic analysis reflected
the data collected
3.11.3 Dependability

Dependability is defined as the need for the researcher to take into account the ever-
changing framework within which research occurs. The researcher described the changes that

occurred within the healthcare setting and the way these changes affected the researcher’s
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approach to the study. To achieve dependability within the research, an audit trail was utilised
to track the decision-making pathway of the researcher and a record was taken of non-verbal
cues to provide clear evidence of the way the researcher reached conclusions (Holloway &
Wheeler, 2003).

3.11.4 Transferability

Transferability denotes the degree to which the results of qualitative research can be
transferred to another context or setting. Macnee (2004) defined transferability as: ‘the extent
to which the findings of a qualitative study are confirmed or seem applicable for a different
group or in a different setting from where the data was collected’ (p. 405).

In the current study, it was argued that other nurses could learn from the findings of
this research and that it may inform other settings, but it would not necessarily be transferable
or generalisable (\Vaismoradi, Turunen, & Bondas, 2013).

3.11.5 Confirmability

Confirmability denotes the degree to which the research outcomes can be confirmed
or validated by others (Streubert, 1999; Vaismoradi et al., 2013). This process of
confirmability requires an audit trail that demonstrates a clear linkage of data to their sources
and member checking (Holloway & Wheeler, 2003). In this study, six weeks after the
collection of data and following early thematic analysis participants who were able to attend
were invited to a session to provide generalised feedback related to the first level of data
analysis that emerged from the transcripts. While some minor modifications were made to
some sub- themes (e.g., the sub theme of ‘disconnection’ was retitled as ‘feelings of
inadequacy’ and the sub-theme of ‘working outside scope of practice’ was retitled ‘on the job

training’), the other themes remained unchanged.
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3.12 Summary

This chapter has outlined the qualitative approach used in this study. The
methodological approach was discussed first, followed by the research methods used. Ethics,
and ethical considerations have been examined and adherences outlined. Finally sample
selection, data collection, data analysis technique, and the process used to ensure rigour has

been discussed.
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Chapter 4: Findings

4.1 Introduction

In this chapter, results from the ten nurse (five RNs/five ENSs) interviews are
presented and examined. The chapter begins with a brief outline of the demographic details
of the EN and RN participants, followed by the presentation and justification of the themes

and subthemes that were identified from the analysed interview transcripts.

4.2 Participant demographics

The five RNs who participated in the interviews were all female aged between 35 and
45. Their nursing experience and duration or employment varied: two had worked in nursing
for over 15 years; while the other three had 10-15 years, 5-10 years and 2-5 years,
respectively. Two of the RNs had a postgraduate certificate, one in cancer nursing and one in
critical care.

Of the five ENs who participated in the interview process, four were female and one
was male. Three were aged 22 to 35 and two were aged above 55 years. Three of the ENs had
two to five years’ experience; the other two had five to 10 years and 10 to 15 years’
experience. None of the ENs interviewed had any further nursing-related certificates or

qualifications. (See Figure 3.1 Participants data information).

4.3 Thematic categories and subthemes.

Two distinct themes (presented in Table 5.1) emerged from the thematic analysis of
both the RN and EN interviews. These will now be examined with their associated
subthemes. The key themes identified out of the participant data were as follows:

e Practice Environment
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e Preparedness for practice

The subthemes, derived from these themes give greater depth of description of the themes.

Themes

Subthemes

PRACTICE ENVIRONMENT

patient centred care
older adults over 65
multiple co morbidities
polypharmacy
tasks/time/paperwork

catching up

PREPAREDNESS FOR PRACTICE

assessment skills
feelings of inadequacy
increased anxiety
prioritisation

learning on the job

EN transition to practice

Table 4.1

4.4 Practice environment

The practice environment theme combined all the aspects that contribute to the

organisational characteristics of a work setting that aid or constrain professional nursing

practice.
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There were six subthemes that were collapsed into the main theme of the practice
environment as seen in Table 4.1. These consisted of patient centred care; older adults over
65; multiple co morbidities; polypharmacy; tasks/time/paperwork and catching up.

4.4.1 Patient centred care

The vision statement for the Melbourne metropolitan hospital where this research was
conducted discusses the role of the heath care provider as being one who is passionate when
caring for patients, dedicated and focused on patient centred care, progressive, always
looking to improve patient care and collaboratively working together as a team to provide the
best possible outcomes for all patients. In addition to meeting the expectations of the vision
statement, nurses participating in this study were expected to adhere to their professional
standards which clearly express that nurses are to practice patient centred care by engaging in
therapeutic professional interactions with individuals (Northern Health, 2015).

Given the vision expected to guide all employers and the professional practice
standards, it is not unreasonable to believe that all nurses should have a working
understanding of what it means to provide patient centred care. This is understood to be,
caring for the whole person, taking into account not only the physical condition but the
emotional and spiritual repercussions of illness when caring for the patient. So, while the
hospital’s vision statement gives focus to drive healthcare actions and a depiction of optimal
nursing care, the nurses interviewed in this study suggested that the rhetoric and reality of
practice is in conflict. Nurses in this study felt they were struggling to make a connection on
a human level to their patients in the time available to them, believing their job was not
patient centred as the rhetoric that guides their practice advocates. As suggested by RN 3
who reflected:

“There is little connection to humanism and the person. If I had more time
to spend with my patient | could find out what they need and want instead
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of me telling them what they need and what is going to happen, and what
we need to do with them. It is about getting to know them.” (RN3)

RN 5 also shared her perceptions about the lack of emotional connection with her
patients and how the expectations of nurses had shifted away from the person to be illness
focussed.

“The hospital system works like a factory and we are the workers standing
at the conveyor belt getting them in and getting them out. | remember the
days when you had time to sit with your patient and ask about their
families, talk and build rapport. I don’t think we will see that luxury
again. I’ve said before I used to think nursing was a people occupation,
now | am not so sure.” (RN5)

EN 3 reiterated these feelings.

“Most of your patients are not independent, so you spend more time on
them and that will get you behind with giving meds (medications) and
everything else. Sometimes | just see them as a job to be done instead of a
person.” (EN3)

The nurses participating in this study considered that there was a need to connect to
the patients on a deeper level other than just one of a clinical nature, and perceived that this
connection was imperative to understanding their patients, their needs and being able to give
quality care.

4.4.2 Older adults over 65

For the nurses interviewed in this study the complexity of patients being cared for in
acute care units is perceived to be connected to the aging population. Without exception all
of the nurses interviewed mentioned the increasing aging population of their patients, and
were of the opinion that patients were living longer and coming into hospital sicker and
sicker. EN 1 remarked that the majority of patients she was seeing admitted to the acute care

wards were over the age of 65 years.
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“They are all above 65. Three out of four are probably older than that.
You would get the odd one that is young, yep, but the majority are over
65. Sometimes you will get even older; the oldest | have seen is 99.
Sometimes you will get all over 80, but the majority of the time they are

all over 65. I have worked on nearly all wards here and it is all the same.”
(EN1)

Two of the nurses, RN 1 and RN 5 reflected on the increasing number of admissions coming
straight from nursing homes.

“We are seeing a lot more admissions from nursing homes in the past 10
years.” (RN1)

“People seem to be living longer and many wards of hospitals are
becoming nursing homes.” (RN5)

4.4.3 Multiple co morbidities

Perceptions of the increased complexity of patients admitted to this hospital were
expressed by all nurses participating in this study. They all commented on how the patients
that are admitted to hospital now are very ill and have multiple health co morbidities. The
nurses interviewed who had over ten years of experience were all of the opinion that
contemporary practice was challenged by the fact that patients were a lot sicker than they
were in years gone by, and that their patients’ expectations of care and treatment had risen. In
addition to this, advances in treatments and assessment modalities has resulted in sicker
patients being managed in the ward rather than specialty areas. For example, RN 5 with over
ten years’ experience recalled that patients were often so complex that years ago they would
have been admitted into ICU (intensive care unit) and not admitted to a ward to be nursed.

“These poor girls who are coming out now are graduating and working on
a ward with the sickest of sick patients. Patients that 10 years ago would
not have even seen the ward. They would have been in ICU (intensive
care unit).” (RN5)

Two of the participants discussed how they felt the more junior nurses were in need of
a lot more knowledge than they themselves had when they graduated. RN 5and RN 3
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articulated that junior nurses today needed so much more knowledge in regards to multiple
patient morbidities, and they believed they often struggled with their patient load as a result.

“Now it is standard to have very very complex patients on the wards. | do
at times feel for them (the junior nurses), it is a huge responsibility and
often | see the stress and anxiety etched on their faces. | would probably
not recommend nursing to my daughter or granddaughter to pursue.”
(RN5)

“I am also finding that | am getting a lot of patients that would have been
in high dependency unit previously are now ward patients and you are
expected to look after four of them. Patients are now not coming in with
one thing; it is at least six things. Junior nurses don’t have the knowledge
for this kind of care” (RN3)

The participants talked about their perceptions of not feeling as prepared as they could
when working with patients that had multiple complex health conditions. RN 3 further
suggested:

“My training prepared me for nursing but it was the level of comorbidities
which | wasn’t prepared for.” (RN3)

Time on clinical placement is a prerequisite for nursing registration (see chapter 2);
this placement time is allocated to differing environments including aged care, mental health,
acute care, and the specialty nursing environments. EN 1 expressed the need for more
placement time during her diploma program to be spent in the acute hospital environment,
believing this would better prepared nurses for the complexity of patient nurses are faced
with in the hospital environment.

“More time in hospital, we EN’s get a lot of time in aged care and we need
more time in acute environments, which would help. You see the chronic
complexities in aged care. Diabetes, obesity, you see all the chronic things
but you don’t see the acute things, when you go to hospital you see all the
acute things plus the chronic stuff, it’s like double barrel, so we need more
time in hospitals on clinical. That’s obviously why they are in hospital
‘cause they’re sicker and need that acute care.” (EN1)
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When discussing the complexity and morbidity of the patients being cared for,
participants spoke about preparing future nurses for the reality of nursing by incorporating
more case studies into undergraduate studies to get students to critically think about the
realities of nursing patients with multiple complex heath conditions. RN 2, RN 3 and RN 4
echoed these insights by voicing the need for more case studies to be used in undergraduate
studies. They reflected that these case studies should be focused on the realities of patient
conditions and complexities being seen within contemporary hospital settings.

“The curriculum consisted of what we need to know but perhaps if there
were a different delivery, like more case study, so you had more of a
reality, like ‘50yr old, morbidly obese, type 2 diabetes patient with arthritis
and gout’, and then actually study these patients, the diagnosis,
medications, nursing management and everything and actually hone in on
these complicated patients we are having to really look after.” (RN 2)

“Go out to the hospital, see what is really going on here and bring these
patients case studies back to class room. Then they can learn how to look
after older patients with heaps of problems, look at each patient and say,
how would you care for this one?”” (RN3)

“I think it is scenarios with patients with multiple comorbidities that would
have made a difference. Scenarios, case studies being taken directly from
the hospitals so you have actual real life cases and drum that into the
students, this is real life, not just something the lecturer has made up.
Because you only learn by doing it, you might have a patient with 9
comorbidities and what they were admitted for is actually not as serious as
their comorbidities.” (RN4)

4.4.4 Polypharmacy

The term polypharmacy denotes the use of five or more medications prescribed to one
patient (Hajjar, Cafiero & Hanlon, 2007). It is estimated that 50% of all Australians between
the ages of 65-74 and 67% aged 75 years and above report taking five or more medications
on a daily basis (Morgan, et al., 2012). Administering and understanding medications is a

large part of a nurses’ role. With very ill and complex patients come multiple medications.
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RN 1 and RN 4 commented that when patients are on more medications, the more time it
takes to administer these.

“You spend so much time administering medications because they have 3
drug charts per patient.” (RN1)

“Meds (medications) is a huge task I do, yesterday one of my patients had
six drug charts, do you know how long this takes?” (RN4)

Nurses need an understanding of each medication they administer to patients, and
have a duty of care to demonstrate the correct knowledge when educating patients about their
medications. The nurses in this study discussed the time and stress associated with patients
with multiple drug administration charts. They talked about the complexity of patient
conditions leading to complex medication administration regimes. Nurses were anxious and
at times overwhelmed, not only by the amount of medications their patient required, but with
what those medications actually did. EN 3 reflected on the need for further education related
to polypharmacy to be taught in diploma level nursing studies, and for this teaching to focus
on both the pharmacokinetics and pharmacodynamics of the medications being administered
in relation to specific patient conditions.

“Medications, knowing my medications, knowing them all, interactions
with them all. They did teach us what to do before giving meds
(medications), like I might need to check vital signs before giving some
meds (medications) and interactions but there are so many, I still find it
hard to get my head around them.” (EN3).

RN 1 and RN 2 reiterated these statements expressing the view that knowledge of
polypharmacy and complex patients is not something that should be saved just for
postgraduate studies but taught in undergraduate studies and in workplaces, as this is what
nurses working in acute care wards were being faced with every day.

“We need more education on polypharmacy for the aging patients because
that is certainly a big issue.” (RN1)
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“Most patients are on a dozen medications at least. We need more
complex cases and training for nurses in undergrad, don’t save the
complex patient stuff for a post grad degree; nurses are struggling with
complex patients on the ward every day.” (RN2)

EN 3 expressed an understanding that they felt that their polypharmacy knowledge
was limited and that this was impacting on patient care, even putting them at risk.

“The drug charts give me problems, trying to understand every drug and
what every medication is and they (the patients) have multiple drug charts.
The problem is sometimes they have 3 to 5 drug charts and when you get
busy you don’t have time to look them up, and | think this contributes to
problems, I think, I can’t believe more people don’t die.” (EN 3)

4.4.5 Tasks/time/paperwork

The nurses in this study were aware that there was a person at the centre of their care,
but somehow this had become a secondary focus to ensuring tasks were completed. Getting
tasks done was a clear priority without exception for all nurses interviewed. All of the nurses
interviewed discussed how each and every shift was focused on multiple tasks that had to be
done for and to the patient. Tasks such as vital sign observation; personal care; wound care;
medication administration; getting the patients ready for appointments, and procedures and
endless paperwork including charting, constant documentation and discharges was something
they felt was a priority during nursing shifts. RN 1 and EN 3 described a typical nursing
shift being taken up with:

“Obs [observations], washes, medications, getting your patients ready for
some procedure or test. It is very task focused.” (RN1)

“Meds [medications], obs, showers, dressings as well, then depending on
what is going on with our patients, you might have wounds, people going
for operations, paperwork and then post op (post operation) stuff. There is
a lot of tasks, a lot.” (EN3)
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All of these tasks can take a lot of time during nursing shifts because it is not just one
patient that is allocated to the nurse. As per the enterprise agreement that guides all Victorian
state nurses’ practice, the nurses from the hospital in this study had a ratio of one nurse to
four patients. RN 3 and RN 4 gave insight into what a typical nursing shift primarily
consisted of during any given day, whilst caring for their four patients:

“A number of things; your patient contact and just your general nursing
tasks for them, it’s, medications for four, IV (intravenous) fluids for four,
procedures, tests all of these things.” (RN3)

“Some days it can be mostly personal care, antibiotics, if | have four
patients who are neutropenia and febrile, I will have four lots of IVs
(intravenous) anti’s (antibiotics) for each. Its’ also fixing what the Doctors
want.” (RN4)

The nurses participating in this study communicated feeling time poor during their
shifts. They expressed having to get their heads around multiple patient conditions and the
tasks that needed to be done during shifts. In discussions around the lack of time during a
shift to complete all tasks participants expressed feeling time constrained with the amount of
tasks that needed to be completed. Views expressed by EN 4 and RN 1 recognised how this
professed lack of time was impacting on patient care.

“I’d like more hours in the day. | think the biggest thing I need is more
time. More time to get my thought processes around all the conditions the
patients have.” (EN4)

“Time, time constraints, so you have four medically complex patients and
you don’t have the time then to do your proper assessments because they
are physically so complex.” (RN1)

The perceived pressure to get lists of tasks done before the next shift commenced was
identified as a real limitation to their nursing care. The participants discussed the time taken
up on doing tasks was reducing the time they could have to undertake other nursing activities,

such as physically assessing their patients or spending time with them to assess the impact
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and effectiveness of their interventions . RN 1 revealed being focused on completing tasks
within time was impacting on other aspects of patient care.

“Shifts seem to be focused towards getting tasks done, and things like
proper patient assessments seem to go by the wayside because you don’t
have time to do them and those skills then don’t have a chance to refine
and your confidence goes down.” (RN1)

Participants interviewed implied that the feeling of not having enough time was felt
throughout all wards and by every nurse. EN 2 remarked that when other nurses did need
help to complete a task it was hard to find a colleague who actually had the time to assist.

“...some staff just won’t help you, they say they don’t have time and you
just think, man I can’t do it, I can’t get it done, but you just keep going and
try. Ithink we are all in the same situation.” (EN2)

Time management issues were also discussed by the participants in relation to the
complexity of the patients in their care. Each nurse without exception reported how the
complexity and comorbidities of their patients was high, and that at times things got missed.
For instance, EN 1 revealed how the complexity of her patients was impacting on the
management of their care.

“If I there is four really complex patients, time management is a problem.
As much as you can manage it, you run out of time, there is not enough
time. If all four are really, really complex they generally need all things
done at the same time and it is just really, really hard to do it all. I let slide
showers and stuff like that if I run short of time. | prefer them to have
meds and stuff like that, and to have all their medical stuff done and the
shower can get done later on. If need be, sometimes I don’t worry about
it.” (EN1)

Whereas EN 3 reflected that while time management was an issue during her shifts
she linked this with her lack of theoretical knowledge and ability to prioritise assessment over
interventions to address the patients’ health conditions.

“I struggle with time, time management. It may be my lack of knowledge
that gets me behind time because we are not taught to prioritise as an EN.
| mean we are taught to prioritise as in, which shower needs to be done
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first, which patient smells and needs to be changed, but not assessments. |
was not taught to look for what patient needs an assessment or what
patient do I think is at risk of a change in their condition?” (EN3)

Contributing to the number of tasks, time constraints and time management issues is
the amount of paperwork that needs to be completed on a daily basis for each patient. Patient
care has a lot of related paperwork and one role of the nurse is to make sure all interventions
are timely and accurately recorded in the clinical records. The obligation to ensure that care is
documented contributed to EN 2 and RN 5’s reflections on the amount of time spent during a
shift doing paperwork.

“Going through appointments, this takes time. This is the stuff I didn’t
learn in school, like organisation of appointments for patients. Paperwork.
I struggle to get everything done in a shift, it’s pretty hard to do everything
including discharges, and paper work and all the stuff you need to do for
your patients.” (EN2)

“l would have to say mostly undertaking tasks like paperwork. Vital
signs, medications, charting, documentation, meetings with allied health.”
(RN5)

4.4.6 Catching up

Nursing older, sicker, medically complex patient leads to an increase in tasks that
need to be accomplished and decrease in time that then can be spent communicating with
patients. This is leaving nurses feeling like that are constantly rushing and trying to catch up
on what needs to be done during their shifts. Feelings such as scrambling to catch up on
work during shifts were expressed by the nurses. As exemplified by RN 4 and EN 3’s
reflections.

“The patients have so many conditions they often have multiple health
teams looking after them, plus palliative care, plus OT (occupational
therapy), sometimes | am just scrambling to make the changes requested.”
(RN4)
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“The multiple tasks, getting my heads around the multiple tasks and falling
behind. Being able to catch up, trying to catch up, that’s how I spend my
days” (EN3)

Rushing and running were terms used to describe everyday shifts by EN 4 and RN 2,
as they reflected that their days start and end hurrying to get things done.

“Planning around what seems like a million tasks. From the moment I hit
the floor, it is like a race. Most days | feel tired before | start, sometimes

the motivation is just not there, but | suppose you can say that of any job

really.” (EN4)

“There are endless admissions and discharges. Getting patients ready for
procedures, medications and four complex patients, | feel like I am just
running on my shifts to get work done.” (RN2)

This constant rushing and trying to catch up can direct focus away from the actual
person and patient centred care. As EN 5 reflects.

“They are old, they are really sick and if I rush a patient to get them to the
bathroom they are just going to fall over, you have to rush around the
patient, not rush the patient.” (EN5)

4.5 Preparedness for practice

Enrolled and registered nurses embark on differing levels of education and training in
order to register and work within the Australian health care setting (see Chapter 2). The aim
nursing education is to prepare the nurse for professional practice. As the Australian health
care system looks towards managing an aging population the healthcare environment is
shifting and nurses need to be equipped to evolve with it. There were six subthemes that were
collapsed into the main theme of the preparedness for practice as seen previously in table 4.1.
These consisted of assessment skills, feelings of inadequacy, increased anxiety, prioritisation,
learning on the job and EN transition to practice.

4.5.1 Assessment skills
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Patient assessment is an important skill for nurses to ensure patient safety and quality
of patient care. Physical assessment skills are not only taught at undergraduate levels of
nursing training but also are reinforced in the clinical environment. But like any skill if they
are not used the confidence to deploy them is reduced until such a time that the nurse deems
others more capable of undertaking them. EN 3 reflected.

“I do no assessments on my patients. I may do a head to toe assessment; |
am looking at the patient to see if anything is out of place, you’re looking
for anything you might think is out of the norm. I would not feel confident
to do an advance respiratory assessment on somebody on a shift, definitely
not. | would not feel confident to pick up respiratory distress or problems
at all in my patient.” (EN3)

RN 3 also reflected on the fact that some of the nurses preferred the doctors to
physically assess the patents as they did not have the confidence to be able to pick-up or
report if a problem was found.

“| think if you asked a lot of the nurses on the ward to do a head to toe
assessment they wouldn’t have the confidence to do it because they leave
that job to the Doctors and over time have lost the ability to do it. I don’t
know how we can change this.” (RN3)

EN 1 reiterated these perceptions suggesting that she did not feel confident in
undertaking basic physical assessments on patients and identified that her anatomy and
physiology knowledge was not as strong as it should be.

“We had labs every week in EN and we do assessment skills but they were
kind of an over view. | feel not so confident in doing an advanced
assessment on a patient, like a respiratory one, | would probably just call
a MET call if I thought something was wrong. In EN we go into
assessments but they kind of skim the surface.” EN1)

However, EN 5 reflected.

“I am not completely 100% confident but I am certainly | would get
maybe 80% of an assessment right. But | do read my patients notes and if
they say my patients have crackles or wheezes in a certain lung, I will go
and listen to it. This is how I have learnt; otherwise | would not know what
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is normal. 1did the EN step course; they touch on assessments, full head
to toe assessment.” (ENS)

All five of the RNs participating in this study identified that patient assessment skills
were important and they had an understanding that it was part of their nursing role, however
they admitted to not undertaking them as they thought they ought to. All five RNs reflected.

“It is the norm in the wards to not listen to chests because it’s just, ‘do the
obs [observations], wash the patients, do the meds’, there is no time.”
(RN1)

“We lack physical assessment skills as nurses, we know them but don’t
use them or don’t have the confidence to use them as we should. I don’t
like to think about it, but I do think it puts the patients at risk.” (RN 2)

“Are we missing things with older patients? Yes we are. Assessment
skills are something | think we lack as nurses.” (RN3)

“Every time we meet a new patient we should do a head to toe assessment,
| know we should do our own assessment on them, do I do this? No not as
often as I should, I just don’t have the time.” (RN4)

“When | have students | encourage them to do patient assessments, | push
the importance of knowing your patients and assessing their conditions to
effectively care and plan, but as I say, | am ashamed to admit there are
times when this does go to the wayside and I think, “the Drs will follow
this up”, I’ll get my other work done.” (RN5)

4.5.2 Feelings of inadequacy

Within society nursing is depicted as a ““caring profession” and arguably this may be
seen as what attracts people to the profession. The top ten caring behaviours, stemming from
nursing literature are listed as; attentive listening, comforting, honesty, patience,
responsibility, providing information so the patient can make an informed decision, touch,
sensitivity, respect and calling the patient by name (Venes, 2013). For nurses these actions
depict what caring for patients entails. However, the nurses interviewed in this study report
finding it a challenge to have the time to exhibit all of these behaviours. For these nurses their

feelings of being overwhelmed by patients” complexity, the amount of tasks that need to be
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completed during the shift and the time they had to complete these tasks means that they have
less time to care. There were limitations on the time participants spent talking, reassuring,
building rapport and supporting their patients. EN 3 reflected on this, and described it as

resulting fin them feeling inadequate as a nurse.

“I’ve been out for over five years and I wouldn’t say its basic nursing on a
ward. Patients are requiring so much care in a really short amount of time.
You get to the end of your shift going, ‘what have I achieved? With the
amount of tasks that you have to do, the amount of time you have is
nowhere near enough. It is as simple as that. That just breads feelings of
disheartenment and failure, because you are getting to the end of your
shift and you are handing over things that you feel you should have done.
Then you leave work feeling like you haven’t achieved anything or not
what you needed to achieve.” (RN3)

These perceived negative feelings not only had an impact on the patients under the
care of these nurses, but on the nurses themselves as they grappled with the emotions of
feeling inadequate in their role as a nurse. EN 4 and EN 5 reflected on not being able to
complete everything that was needed to be done and make a connection with the patients.
This process of task prioritisation, fostered feelings of self-blame, and reduced self-worth
because of not being able to accomplish everything during the shift that they thought they
should have been able to.

“T used to worry, go home and worry that I didn’t know enough, patients
are coming in with diseases and conditions and having treatments | had no
idea about. Now I don’t bother, I know what I know and what I don’t
know | ask. Just because you have been nursing a long time doesn’t mean
you know everything.” (EN4)

“Look most of the time we tend to put the blame on ourselves if we can’t
get stuff done, we just go away and think, well my time management was
not working for me today, but in reality, on some shifts, even the most
organised hard worker could not possibly get everything that is required of
us done.” (ENS5)

RN 1 agreed with these perceptions, having herself felt overwhelmed in the first years

of nursing that has now resulted in them having an understanding and empathy for new
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nurses dealing with complex patients and the lack of confidence in their abilities and
knowledge.

“In my first year of nursing | remember being pulled aside by the unit
manager because I wasn’t getting through the work and I wasn’t doing the
work properly and it was because | just lacked skills and | lacked
confidence, I just couldn’t pull it together. | feel well prepared well now
because | have ten years’ experience, if you asked someone on my ward
that is only two years out, | know that they are going to say “I get
bombarded and | feel overwhelmed with someone who has five different
comorbidities on the handover sheet”. I see it every day.” (RN1)

RN 5 expressed perceptions that the nurses delivering care and those being cared for
had a limited interconnection and articulated a desire to experience a human connection at a
greater level with patients other than just the physical interaction of doing tasks to them.

“It is too hard and at times it corrodes your soul and breaks your heart. 1
got into nursing to make a difference to people’s lives and some days I feel
| just have not done that. But I get up the next day and keep coming back.
What else am I going to do? I’ve been at it a long time.” (RN5)

4.5.3 Increased anxiety

Caring for patients is a huge responsibility for the clinical nurse. With the complexity
of patient care increasing, so do the levels of anxiety being felt by nurses working shifts.
Feelings of anxiety seemed to be centred on nurses’ knowledge of patient conditions,
pharmacology and assessment skills when caring for patients. The perceived anxiety
expressed by the nurses was linked to knowledge deficits and self-confidence in their role as
a nurse. Feeling the pressure to complete tasks for which their education had failed to provide
the level of skill brought with it the anxiety of knowing that their deficits may impact on the
quality of care and safety of the patients. EN 3 reflected.

“One thing I’ll say is I registered as an EN without feeling confident. I did
not what so ever even touch some things I had been taught in school, then
had to do them in my first shift. Like IV (intravenous) therapy, | got my
registration without even touching a real IV therapy line or patient. 1’d
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never given it on placement. I’d given it on a dummy but not a real
patient.” (EN3)

A lack of EN education or training was perceived as impacting on the quality of
patient care, with these participants reflecting on their early years of work and the anxiety
being directly related to feeling underprepared. EN 3 further discussed.

“I went straight to agency and bank, and I was like URRRR oh my God,
what the hell...I don’t know what I’'m doing. I was like a stunned mullet.
It is frightening and stressful, you have to pay attention to detail with
every patient, but especially those with multiple diseases it is really
stressful. What | find really stressful are medications, so for example you
have to make sure that the one medication you need to give at a time is
given, so you can’t wait and others have meds due at the exact same time
and this is stressful. Polypharmacy is stressful.” (EN3)

RN 2 also reflected on the undergraduate training they received and the anxiety and
stress felt within the first five years of work.

“I remember struggling in my early years, looking after mainly elderly
cardiac patients, having angiograms and trying to keep up with obs
[observations] and not having the confidence in pathophysiology and
trying to link what was happening to my patients. I don’t believe that my
training prepared me well, | remember struggling in my early years,
looking after mainly elderly cardiac patients, having angiograms and
trying to keep up with obs and not having the confidence in
pathophysiology and trying to link what was happening to my patients. |
didn’t get my expertise until later when I went on to study critical care.
My confidence has increased with age and experience but the stress and
strain | remember feeling in my first 5 years of nursing was HUGE.”
(RN2)

RN 4 reflected anxiety and stress related to conscience

“l did feel anxious when | first started nursing, these days. | have learnt to
just take the day as it comes. | have learnt | am just one person and | just
do what I can get done. | have been told to use gravity [IV] lines but I
won’t, I am just not confident in getting the rate right, and the staff say,
“just guess” and it’s like, “I’m not f..king guessing”. When you’re a nurse
with a conscience I think it’s worse, my husband always says, “while
you’re freaking out about a mistake you could have made, I guarantee
others are making them, they are just not acknowledging them”. (RN4)
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Nurses interviewed in this study reported asking for help when struggling and either
being brushed aside for lack of time or told to just make things up to get through, RN 5
reflected that this situation brought feelings of distress and anxiety as the nurses knew it
would negatively impact the quality of care being given to their patients.

“We are all under pressure to get work done and sometimes when a young
one comes up and needs a hand or clarification, it is easy to just brush
them aside because we don’t have the time. | know | have at times been
guilty of this.” (RN5)

4.5.4 Prioritisation

Nurses are taught from very early on in their undergraduate studies to prioritise
patients’ needs. They were taught to assess their patents and give care in order of urgency.
The nurses in this study described struggling with this concept as many needs seemed to be as
pressing as each other. They expressed concerns that their patients had multiple problems
with their health and on admission to the hospital often their existing comorbidities would be
so complex there would be no clear order of priority.

“You’ve got patients with hypertension, they have diabetes, they have this,
and they have that. The cases we got in EN [training] were very basic,
that’s not reality. (EN3).

“It hard to prioritise some days when every patients needs are as pressing
as the next patient.” (RN4)

“I think what really gives you a hard time is time management and when I
work bank at the .... (hospital) | feel like I get all the crap patients and
can’t get everything done. It’s easy to say you need to prioritise your
patients but if they are all bad how do I do that? I just have to start.”
(EN2)

A nurse’s time during shifts should to be managed in order of patient priorities, and
these priorities will depend on the knowledge, skills and attitude of the nurse taking care of
these patients. What the nurse values as important in regards to patient care will be a clear
priority.
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However, if the nurse has a knowledge limitation when caring for patients this can
impact on the quality of care given. This dilemma and realisation that a knowledge deficit
was an issue was captured in a reflection by EN3:

“I have my lists of tasks I need to get done, that’s what | go with. | mean
don’t get me wrong, if someone was blue | would go there first, they
would probably stand out from the crowd. | struggle with the prioritising
my patients in this way.” (EN3)

If a nurse had fewer years of experience and limited theoretical knowledge of
patients’ conditions, diagnosis and anatomy and physiology they tended to focus on the more
physical needs of the patient, such as: personal care, vital sign observation, medication
administration or toileting. If the nurse was more experienced and confident the priority of
needs shifted to focus on patient assessment and identifying which patients were at risk of
deteriorating during a shift.

“| feel pretty prepared, but what starts to make it a bit more problematic is
when | have all four of them that have so many things going on. That’s
when | start to become underprepared because don’t have time to know
them super well.” (RN3)

4.5.5 Learning on the job

Nursing is a practice based profession and all of the nurses interviewed expressed
clearly that they believed nursing was a career that was really learnt on the job. The
participants recognised that there is an abundance of information that needs to be retained
when it comes to nursing, as nurses are responsible for patient lives. Many of the nurses
interviewed talked about their confidence, skill levels and competence in taking care of
patients increasing with each passing year. EN 4 reflected.

“Things have changed from when I first started nursing. Things are so
much busier now your patients are a lot more work and a lot heavier than |
ever remember, and your time just seems to disappear. With nursing it is
like any practical job, your confidence and knowledge grow with each
year.” (EN4)
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EN 5 reflected that their knowledge base of nursing skills, patient conditions and
comorbidities, diagnosis and procedures is continually being built upon the more time that is
spent in nursing.

“Patients have multiple conditions, but how do you teach that? These
things you don’t really grasp until you hit the floor and are immersed into
it, and I think this is something you learn with time.” (EN 5)

Confidence was spoken about in terms of learning on the job and time spent in the
workforce. EN 4 and RN 1 revealed that skills that were learnt in the university setting were
not consolidated, sometimes not practiced or truly understood until they were undertaken in
the clinical environment. Once the skills were performed in the clinical environment an
increase in their confidence occurred.

“I feel well prepared well now because | have ten years’ experience.
(RN1)

RN 4 and RN 5 mirrored these perceptions stating:
“I think this this job is really on the job training.” (RN4)

“These days | take each day as it comes, | deal with what | can and |
would say | am pretty adapt to handling any given situation. But that is
experience and skills I have learnt along the way.” (RN5)

4.5.6 EN transition to practice

The enrolled nurses interviewed in this study had a few differing perceptions as
compared to the registered nurses when it came to transitioning to practice. ENSs participating
in this study expressed less confidence in their educational preparation and once they had
graduated felt less confident within the workforce. EN 3 reflected.

“It’s freaky you get registered and on your first shift you have to hang a
line and give IV therapy and you’ve never done it. You can’t compare a
dummy or a bit of foam to a patient.” (EN3)
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Many expressed concerns with regards to the level of theoretical knowledge learnt
prior to employment and believed that many times they had just skimmed the surface in
relation to patient conditions, pharmacology and patient assessment skills.

“I feel like I am lacking in the depth of knowledge of how every
comorbidity works, health and diagnosis and treatments. As a div 2
[enrolled nurse] you just know how to take a blood sugar but you are
taught you’re just taking it for diabetes but you don’t get taught the
different types of diabetes and what diabetes is all about. I just use to go
in, do my tasks and go home, now I think div 2 needs more education in
conditions, but you know if | say that you should go and just do div 1
[registered nurse]. | can do a task and get stuff done but my knowledge is
not there.” (EN2)

EN participants believed they needed more time in the acute environment prior to
graduating and commencing employment, feeling they spent too much time in the aged care
environment which resulted in them not practicing many skills they had learnt.

“My EN training didn’t cover complex health issues with older patients. It
was just basic stuff it wasn’t with multiple conditions; we might have
learnt one patient with one condition, and out in the hospital we are not
seeing one pt. with one condition. The training was like an overview.”
(EN3)

“In my training we covered the aging patients with dementia, a lot of
personal care and ADL’s [activities of daily living]. No complex stuff at
all. I’'m studying the diploma now to get my IV endorsement and they
have kind of covered complex stuff but not in depth.” (EN5).

You don’t get taught what it is and what it does to the body. You don’t get
taught the hidden stuff about patients, like the pathophysiology of how
stuff works. The knowledge was not deep enough. I just feel like |
skimmed the surface in the knowledge we learnt.” (EN2)

“I work with a guy who has been a div 2 for 17 years, he is great with his
time management and tasks but he has no knowledge of what is really
going on with the patients, this is dangerous and | worry that if something
goes wrong am | going to be able to even tell? and then, could I do
something about it?” (EN2)
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There was also a sense that the ENs believed they had the same fundamental
knowledge as RNs working on the wards and it was not until they got into the acute care
setting and actually began to work that it became apparent that their knowledge was limited
and they knew this was impacting the quality of care they were giving to their patients.

“ENs say they know as much as the RN and it’s not until they go and do
extra study to they say ‘oh man’ I really don’t know enough.” (EN2)

“I remember in my training they said, “Oh, you know they will eventually
phase out div 1’s [RNs] and div 2’s [ENs] will be at the same level”. 1
think a lot of ENs think RN study is a waste of time, you do the extra
study for no reason, we all do the same stuff. It’s scary; patients’ lives are
in my hands with limited knowledge. Often I say, I can’t believe more
people don’t die.” (EN3).

“The girls who go on to study their RN often face a big shock. They will
come to work and say, “Oh, my God, I didn’t realise how much I didn’t
know until 1 was exposed to it”. It’s often the way, they come out thinking
they have the same knowledge level as an RN and when they actually
study to become one, they have a fear that they have actually been
working blind.” (RN5)

4.6 Summary

This chapter has presented the saturated thematic analysis of the interviews conducted
with 10 nurses (5 RNs/5 ENs) who were employed within the metropolitan Melbourne
hospital in which this study was undertaken. The participant responses were analysed and
collapsed into two strong themes the practice environment and preparedness for practice. The
themes and subthemes will be further discussed in Chapter 6 in light of the current literature

and with consideration to the research questions.
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Chapter 5: Discussion

5.1 Introduction

This chapter discusses the key findings of the study in the context of the current
literature. The two research questions which sought to identify factors that RNs and ENs
believe impact on their care, and the perceived limitations nurses face when caring for aged
patients in the acute care setting will also be addressed. The findings have clearly evidenced
factors that participants identified as impacting on their provision of care in the practice
environment. These findings identified two emergent themes; the practice environment and

preparedness for practice which will now be discussed.

5.2 Practice environment

The theoretical foundation of the practice environment originates in sociology and is
frequently linked to nurse work outcomes, quality of care, and patient safety - including
incidences of adverse events, all of which contribute to the organisational characteristics that
support or limit professional nursing practice (Numminen, et al., 2016; Lake, 2007). The
thematic analysis undertaken for this study revealed twelve sub-themes (discussed in Chapter
4) which were collapsed into two main themes, the first of which was the practice
environment.

The practice environment reflects the nurses’ perceptions of the reality of undertaking
patient centred care when caring for an increasing aging population. The finding of thematic
analysis revealed that the aged population has resulted in patients now presenting to acute
care settings with multiple co morbidities, complex health issues and polypharmacy needs.
These factors were perceived to effect the nurses’ practice environment, directly impacting

patient centred care.
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5.2.1 Patient centred care - Rhetoric and reality

One of the primary goals within nursing is to improve quality and safety outcomes for
patients by focusing on patient centred care (The Australian Commission on Safety and
Quality in Health Care [ACSQHC], 2010). The rhetorical focus on patient centred care stems
from a requirement for nurses to demonstrate sincere respect of each individual person
(Rigby, 2014). Crucial to this is the understanding that therapeutic relationships are
fundamental to meeting the needs and goals of individual patients. Patient centred care
requires individual nurses to be well versed in the knowledge of physical, emotional, social
and spiritual aspects that encompass patients and their lived environment (Hussey &
Kennedy, 2016). Current literature reveals overwhelming evidence in support of patient
centred care and that patient centred care should be the driving force to provide safe and
effective patient care in the 21% century (National Voices, 2015). Nonetheless this can only
be achieved if patients are involved in all levels of their individualised care (Mathers &
Paynton, 2016).

The thematic interviews conducted during this study revealed nurses have a clear
understanding of what is required of them (the rhetoric) to deliver patient-centred care.
However, the reality was that in the acute care environment, there was a perceived inability to
implement this. These findings are supported by the literature with research suggesting that
patient centred care is not being implemented ‘at scale’ in any meaningful way’ (Mathers &
Paynton, 2016, para 3).

According to Moore et al (2016) nurses are struggling to manage the increasing
demands of the aging patient with multiple health complexities in an environment where it is
perceived that assessment of patient’s actual needs are primarily driven by medical or

organisational needs, rather than utilising a person centred care model. This is contrary to one
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of the foundational pillars of patient centred care as espoused by Perez et al., (2013) who
suggest that focus should be on the importance of building relationship and rapport with
patients, not as what occurs in reality which is focus on the medical needs or tasks that need
to be undertaken for the patients.

The participants in this study have identified similar barriers to delivering patient
centred care, perceiving they had limited time to develop rapport and relationship with
patients. In addition, both RN’s and EN’s suggested that this lack of time impacted on
accurate patient assessments which resulted in problems not being identified or missed. The
nurses suggested that their shifts were primarily focused on the medical needs of patients,
pushing aside the patient’s emotion, social and spiritual needs.

5.2.2 Aging profile of patients

The realities of acute care nursing practice with the concurrent challenge of the aging
patients, who present to hospital sicker, with multiple comorbidities and polypharmacy, have
all been explicitly identified in the literature (Australia Institute of Health and Welfare, 2016;
Van Bogaert, Dilles, Wouters, & Van Rompaey, 2014; Lau, Willetts, Hood, & Cross, 2014).

The demographic data collected in this research undertaken in a metropolitan
Melbourne hospital have highlighted the reality of the aging population. In addition the
profile of medical diagnostic data attests to the reality of patients being cared for with
multiple health comorbidities and increased complexity. This data mirrors research
undertaken by the Australian Government profiling the Australian population which suggests
that the projected number of Australians aged 65 and over will grow to 6.2 million in 2042,
and by 2042 almost 25% of all Australians will be over the age of 65 (VVan Bogaert et al.,
2014; Lau et al., 2014; Australia’s Demographic Challenges, 2013). The Australian
Government Productivity Commission’s (2013) report titled An aging Australia: Preparing

for the future, anticipated that the total population of Australians will increase to
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approximately 38 million by the year 2060, with those aged over 75 years increasing from
6.4% of the populace to 14.4%. Australians are also expected to live longer lives, with the life
expectancy of a person born in 2012 projected to be greater than 94 years for females and 92
years for males (Australian Government Productivity Commission, 2013).

The admission data obtained from the Emergency Department of the metropolitan
Melbourne hospital suggested a threefold increase in the number of patients over the age of
65 being admitted to the hospital within the 10-year period between 2004 and 2014. Of the 10
nurses (5SRNs and 5ENs) who participated in the study, all reported that their patients were
usually all over 65 years of age on any given day, and that they believed the population was
getting older and sicker with each year.

The admissions data from the participating hospital suggested that the number of
aging patients had increased dramatically within the 10-year period, with 251 patients aged
80 being admitted to the Emergency Department in 2004 increasing to 762 in 2014—a 117%
increase. In 2004, the number of patients aged 90 who were admitted to the Emergency
Department was 165, increasing to 207 in 2014—a 25% increase. Those admitted to the same
facility at the age of 100 had increased from four in 2004 to nine in 2014—a 125% increase.

These data concord with the perception that patients were becoming increasingly
complex with multiple medical conditions. In the majority of shifts, a patient allocation of
four would include patients with multiple complex conditions and comorbidities. Participants
in this study believed this meant there was not enough time to undertake the necessary
physical assessments of patients, develop the rapport required for patient centred care and
they had to forgo looking up and understanding the pharmacodynamics and pharmacokinetics
of the multiple medications they would be required to administer. The data also revealed that
the nurses perceived time restraints in this complex environment lead to task focussed care of

these increasingly complex medical patients.
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This is reiterated in the literature, with multiple studies suggesting that the increasing
complexity of patients can increase the nursing workload and put patient safety at risk,
increasing the likelihood of adverse patient events and poor patient outcomes (Lubbe &
Roets, 2014; Schluter et al., 2011; Buerhaus et al., 2005; Cho et al, 2003; Aydin, Donaldson,
Stotts, Fridman, & Brown, 2015).

5.2.3 Lack of time and task focussed care

Lack of time and time constraints were themes mentioned by all 10 nurses
participating in the study. Interestingly, the time restraints were not specifically related to the
need to manage their time more effectively to complete work throughout their shifts, but were
perceived by the participants to be commonly linked to patient acuity and the complexity of
the patient needs, with an associated increase in workload. This finding is supported in the
literature with nurses reporting heavier patient loads related specifically to increased patient
comorbidities and complex health issues lead to insufficient time to provide adequate care to
their patients and critical tasks such as pain medication administration, and personal hygiene
are not done (Duffield, Roche Williams & Clarke, 2016; Duffield et al., 2009).

Further, all participants perceived that as a result of a lack of time that the nursing role
became predominantly focused on the accomplishment of tasks, fostering feelings of
depersonalisation and a lack of personal connection when delivering care. The literature
suggests this to be an accurate depiction of contemporary health care environments, with
numerous research papers suggesting that hurried or missed patient care is associated with
adverse patient events and emotional disassociation for the person receiving the nursing care
(Knopp-Sihota, Niehaus, Squires, Norton, & Estabrooks, 2015; Jourdain & Chénevert, 2010;

Altun, 2002).
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In addition and related to the lack of time the thematic analysis of the qualitative
results from this research suggests that nurses working as either RNs or ENs perceived that
their practice was focused predominantly on nursing tasks.

All 10 nurses participating in this study discussed undertaking ‘tasks’ in relation to patient
observations or the taking of vital signs, the administration of medications, completing
documentation, meetings with allied health and attending to patient hygiene needs. All the
nurses suggested that their workload was very task focused, believing there was a strong
orientation towards knowing what tasks need to be undertaken and when, but without the
knowledge as to why these tasks needed to be done.

This finding also has implications for the well-being of patients as nurses have
expressed concerns that in the current health care environment they have not got the time to

provide patients with quality emotional care (Department of Health, 2013).

5.3 Preparedness for practice

The fundamental aim of nursing education is to prepare nurses for professional
practice within the health care environment. The thematic analysis undertaken for this study
revealed six themes (discussed in chapter 4) that were collapsed into the second main theme
of preparedness of practice. As discussed in chapter 2 RNs and ENs undertake varying levels
of education and training in order to register and work within the Australian health care
setting, all with the same educational goal of preparing the nurse for professional practice.
These six subthemes included assessment skills, feelings of inadequacy, increased anxiety,
prioritisation, learning on the job and EN transition to practice.

5.3.1 Undertaking patient assessment skills
Throughout the EN interviews, participants discussed their perception (to differing

degrees) of feeling inadequate when negotiating multiple medication charts for complex
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patients with multiple medical conditions, in addition they indicated a lack of confidence to
undertake advanced assessments on patients within their care. These expressions of
inadequacy to meet the demands of an aging population with complex and comorbid
conditions in acute hospitals are echoed in the literature. Studies by White et al. (2008),
Baath et al. (2012) and Chua et al. (2013) have emphasised that thorough assessment,
delivery and coordination of care and medication administration can increase positive patient
outcomes, depending upon the level of study the nurse has previously undertaken. Hofler and
Thomas (2016) reiterate this argument in relation to new graduate nurses, discussing the
challenges new nurses face with increasing numbers of patients with complex and multiple
comorbidities being admitted to hospital causing them to feel stressed and fatigued, believing
they not yet have the skills of have not been mentored in the care of such complex patient
conditions.
5.3.2 Workloads leading to feelings of inadequacy and anxiety

Perceived feelings of inadequacy were linked to being overwhelmed by time
constraints and workload, by four of the RNs (RN1, RN2, RN3, RN5) and four of the ENs
(EN2, EN3, EN4, EN5) suggesting that this emotion also led to a sense of disheartenment.
These perceptions reiterate repeated research findings about nurse burnout. Maslach and
Leiter (1997) seminal authors on burnout stated:

‘Burnout is the index of the dislocation between what people are and what
they have to do. It represents erosion in values, dignity, spirit, and will—
an erosion of the human soul. It’s a malady that spreads gradually and
continuously over time, putting people into a downward spiral from which
it’s hard to recover’(p. 17).

Increased workloads have been shown to relate directly to emotional exhaustion among
nursing populations, leading to pessimism and psychological distress. This in turn causes a

reduction in professional nursing efficiency (Hayes, Douglas, & Bonner, 2015; Greenglass,
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Burke, & Fiksenbaum, 2001; Bakker, Killmer, Siegrist, & Schaufeli, 2000). Feelings of
inadequacy and anxiety amongst nurses can lead to moral distress. Corley (2002) describes
moral distress as an emotional disparity nurses' encounter when they feel they are unable to
do what they believe is required of them. Jameton (1984) clarifies that moral distress
becomes apparent when a person knows the right thing to do but restrictions seemingly
enforced by institutions render the right course of action virtually impossible. Hofler and
Thomas (2016) also discuss this in their research, addressing fatigue from perceived
increased workload demands contributing to nurses self-identifying as experiencing ‘burnout’
leading to a disconnection with their patients and colleagues. These authors concluded that
stressed nurses experience a sense of detachment from their patients that leads to poor work
performance, which in turn can be linked to serious patient safety issues.
Similarly in this study nurses perceived they often left their shifts believing they could have
done more for their patients while wrestling with complex emotions specifically related to
how they should have cared for their patients. These participants further identified an
understanding that their lack of knowledge related to their patient care could in fact have the
potential to do harm. However, they also expressed perceptions that when they left their
shifts physically and emotionally they felt they did not have the capacity to do any better.
5.3.3 Nursing education

The qualitative thematic analysis suggested that education will need to play a key role
in future employment opportunities for both RNs and ENs within Victoria. With the over-65
demographic consistently requiring increased levels of medical care, all five RNs said they
believed that important aspects of nursing older people were being missed during delivery of
nursing care. While for the ENSs this was particularly relevant and they reflected that they
were inadequately prepared, with statements alluding to the lack of an in-depth knowledge

related to comorbidity. The themes of polypharmacy in the older patient, advanced
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systematic assessments and the need for education to be specifically targeted towards the
aging patient with multiple health conditions and complex comorbidities were repeatedly
discussed.

Themes emerging from the analysis revealed that all participants wanted a ‘more
reality-based’ training when undertaking nursing education. These submissions
recommended the importance of conceptualisation the reality of what is seen in hospitals, by
implementing case-study-driven assessments that included multiple patients with multiple
health complexities. Also facilitation of simulation-based case studies specifically aimed at
the aging patient with multiple health comorbidities was identified as being a useful strategy
to implement.

The benefits of undertaking of case-based studies and simulation to meet the theory
practice nexus has been widely researched (Liaw et al., 2015; McCaughey & Traynor, 2010;
Medley & Horne, 2005). These include: the opportunity for nursing students to develop
critical thinking skills, critical patient assessment skills, and teamwork and reflection skills,
all of which are undertaken in ‘real time’. Students reported that simulation is a beneficial
and realistic experience prior to assuming responsibility for real patients out in society (Liaw
et al., 2015; McCaughey & Traynor, 2010; Medley & Horne, 2005; Feingold & Calaluce,
2004). Literature further suggests that unfolding case studies based on the realities of change
face of the acute care setting can only enhance the competency levels of nurses and improve
patient care outcomes (Armstrong, 2016; Benner, Sutphen, Leonard, & Day, 2010). This is
reiterated by research undertaken by Bryant, (2016) who suggests aligning teaching between
the classroom, nursing laboratories and the clinical working environment will only enhance
the nurses’ ability to discern critical aspects of patients’ conditions and deliver more

competent care.
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5.4 Summary

In this chapter, the research objectives raised in Chapter 1 have been responded to.
The qualitative findings of the thematic analysis have been compared and contrasted with the

local and international literature.
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Chapter 6: Conclusions

6.1 Introduction

This concluding chapter summarises the results of this research and presents the
strengths and inherent limitations of the study. Potential areas of further research that have

emerged from the findings of this study are also presented.

6.2 Results of the study

The results of this research showed that between 2004 and 2014, the demographic and
medical diagnostic profile in the metropolitan Melbourne hospital surveyed was one of an
aged population with increasingly multifaceted health conditions and numerous chronic
health complexities. This finding was consistent with the Australian Bureau of Statistics,
(2014), as outlined in Chapter 1.

Consistent with the aim of the study, the participants identified two major areas where
their clinical practice is being challenged is in the practice environment and their
preparedness for practice. The participants identified that their ability to provide patient
centred care is being challenged by multiple facets of the contemporary work environment
leading them to revert to a “task orientated” approach to their practice, the least optimal mode
of patient care. An increasingly aged population increases the likelihood of polypharmacy
and multiple co-morbidities increasing patient acuity further challenging their ability to
provide holistic patient care.

The prioritisation of patient care and increased anxiety often associated with specific
nursing clinical requirements, often leads to feelings of inadequacy. As an applied profession

the ability to “learn on the job” has taken on a whole new meaning for the participants.
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The participants’ beliefs about their clinical environment were at odds with the reality
of their experiences. The study findings suggested that new approaches to the assessment and
modes of delivery of nursing education are urgently needed to provide safe and effective

professional nursing care for increasingly aging populations.

6.3 Strengths

The results of this study add to the increasing evidence on the complexity of the gap
between the expectations of contemporary professional nurses, as prepared by their
educational institutions, and the reality of their clinical workforce demands in the context of

the aged population within the healthcare setting in this participant group.

6.4 Limitations

This study had several limitations. Firstly, the data collection was limited to only one
metropolitan Melbourne hospital. Secondly, this qualitative research involved a relatively
small number of participants and although saturation was achieved, the knowledge obtained
can only serve to begin to inform the profession about this phenomenon. A third limitation
faced by the researcher was that the researcher was, in fact, already an RN and as such,
influenced by pre-existing standards of nursing practice and hospital organisational culture.
This challenge was mitigated by a reflective examination of the beliefs that had already been
internalised by the researcher. Although this process was effective, it does not exclude the

possibility of subjective bias or potential influence on the focus group recruits.
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6.5 Areas for further research

The results of this study provide contextual and initial baseline data that could be built
upon by further investigation, extending the scope and time frame for measuring outcomes.
Future research could consider the following:

e Continuing the study over a longer period and with a larger, purposive sample of
experienced RN and ENSs in other acute-care facilities in Victoria to explore the
emergent themes in more depth.

e Whilst undertaking the literature review in preparation for this research, the issue
of ‘role confusion’ was highlighted. Whilst this group of participants did not
identify role confusion as an issue for them, given the changing roles within the

RN/EN cohort it may well deserve further investigation in the future.

6.6 Conclusion

This chapter is the last of this thesis and has summarised the key findings, strengths
and limitations of the study. Potential areas of research that have emerged from this study

have also been examined and presented.
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Appendices

Appendix A: Hospital Admissions of patients 2004-2014
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Figure AB.1. Hospital admissions for those aged 65—74 (2014 figures).
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Figure AB.2. Hospital admissions for those aged 75-85 (2014 figures).
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Hospital Admissions 85-94 Years
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Figure AB.3. Hospital admissions for those aged 85-94 (2014 figures).
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Figure AB.4. Hospital admissions for those aged 95-100 (2014 figures).

76



Appendix B: Timeline of Division 2 Nurses

Table A.1

Timeline of Division 2 Nurses (Enrolled Nurses) 2001-2007 Milestones

Year

2001

2002
2003

2004

2005

2006

2007

Release of the report Nurse recruitment and retention report
endorsing medication administration by Division 2 (EN) nurses
Formation of the Department’s Steering Committee

Report issued to the Minister for Health by the steering committee

Steering committee’s recommendations recognised and
acknowledged— that:

the Nurses Act 1993 and Drugs, Poisons and Controlled
Substances Regulations 1995 should be modified

the guidelines Delegation and supervision for RNs and extended
scope of practice for the Division 2 nurse should be released from
the Nurses Board of Victoria

the guidelines Extended scope of practice for Division 2 nurses to
administer medication should be released from the Nurses Board
of Victoria

medicines endorsement courses accredited by National Board of
Victoria (NBV) should commence

the first Division 2 nurses should become endorsed.

Modification of The Nurses Act 1993 and Drugs, Poisons and
Controlled Substances Regulations 1995, to provide the legislative
right for endorsed Division 2 (EN) nurses to administer medicines,
including schedule 4, 8 and 9 poisons, in Victoria

Nurse Policy Branch financed nine health services to enhance the
scope of practice related to practice capacity for Division 2 nurses
Subcutaneous and intramuscular medication administration added
to endorsed Division 2 nurse practice

200-hour training programme (previously a 190-hours accredited
programme) introduced

NBYV Code of Guidance — pursues amendments to the Drugs,
Poisons and Controlled Substances Act 1981

‘Scope of practice’ definition developed by the Nurses Board of
Victoria

Codes of guidance revised

New Health Training Package (HLTO7) published, encompassing
Certificate IV Diploma Advanced Diploma-level qualifications for
ENSs, including course work competencies for medicines
administration and intravenous fluid administration and
management

Note, Adapted from Department of Human Services, 2008; Department of Human Services, 2001,
Nursing and Midwifery Board of Australia, 2015.
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Appendix C: Flyer Advertising the Study

® RMIT

UNIVERSITY

Volunteers needed to participate in a nursing research project

NURSES, ARE YOU INCREASINGLY WORKING WITH OLDER, SICKER AND MORE
COMPLEX PATIENTS??

Has the education and training you received helped you deal with this?

If you are aged between 22 and 65, a registered or enrolled nurse, you may be
eligible to participate in this study.
You will be asked to participate in a 20 to 30-minute interview to discuss nursing

curriculums, scope of practice and the future of nursing.

The information you share will improve your clinical practice conditions in the

future and benefit your patients.

To find out more phone Rachel Cardwell on _
or email
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Appendix D: Semi-structured Interview Guide

1.  What patient age group stands out to you as the most common during your
nursing shifts?

2. How prepared do you feel nursing an aging patient with lots of health issues?
Did your training prepare you?

3. What does your workload mostly consist of during a shift?

What limitations do you find in your nursing practice?

5. What changes do you believe need to happen in education and teaching of
clinical skills to help you meet the needs of an aging population with
complex health issues?

&
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Appendix E: Participant Profile

® RMIT

UNIVERSITY

STUDY: Experience of Registered and Enrolled Nurses in a Victorian

Hospital: Expectations versus reality.

PARTICIPANT PROFILE Participant:
Unique identifier

SEMI-STRUCTURED INTERVIEW NUMBER:

Thank you for indicating you are willing to be interviewed about your experience of the
changing scope of practice of Victorian nurses in an aging society.

Your details will not be revealed to anyone else, but will be aggregated to give an
overview of the background of the participants of this study.

Reports that come from the study will only include aggregated de-identified data.

(a) I'understand that my participation is voluntary and that | am free to withdraw from the
project at any time and to withdraw any unprocessed data previously supplied (unless
follow-up is needed for safety).

(b) The project is for the purpose of research. It may not be of direct benefit to me.

(c) The privacy of the personal information | provide will be safeguarded and only
disclosed where | have consented to the disclosure or as required by law.

(d) The security of the research data will be protected during and after completion of the
study. The data collected during the study may be published and a report of the project
outcomes will form part of a submission for the award of Bachelor of Health Science
(Masters) at RMIT University. Any information which will identify me will not be used.
(e) Outcomes of this research will be presented in publications, presentations at

public/professional seminars and conferences.
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Please circle the most correct answer for each of the following:

Gender
Are you a

Age range

How long have
you been
working in a
setting that
provides care to
aging clients?

Have you any
additional

related nursing
qualifications?

Male
RN

22-35 yrs

lyr

Female
EN

35-45 yrs

2-5yrs

45-55 yrs

5-10 yrs

95+ yrs

10-15 yrs

15+ yrs
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Appendix F: Informed Consent RN/EN

Participant Information and Consent Form

Experience of Registered and Enrolled Nurses in a Victorian Hospital:
expectations versus reality.

REGISTERED NURSE CONSENT/ENROLLED NURSE CONSENT

Dear

You are invited to take part in a small research study that aims to understand your
thoughts about the changing scope of practice of Victorian nurses from the
perspective of the registered nurse. The information provided explains what is
involved and will help you decide if you want to take part in the research. Please
read this information carefully. Ask questions about anything that you don’t
understand or want to know more about. Before deciding whether or not to take
part, you might want to talk about it with a relative or friend.

The research

The participants of this study will be asked to share their perceptions and
experiences of the changing scope of practice of the nurse from a registered nurse’s
perspective. They will be asked to share their experiences of:

- How did the nursing curriculum you undertook prepare you for issues you
are now encountering when nursing an increasingly aging society with
complex healthcare needs?

- What do you understand is your current scope of practice

- In what ways do you see your current scope of practice reflected in your
current registration requirements?

- What facilitators do you foresee in regards to employment in the future?

- What barriers do you foresee in regard to employment in the future?

- What changes do you believe need to happen in regard to a) education and
b) training, to help you meet the needs of the aging population and the
complexity of their healthcare needs?

If you consent you will be asked to undertake a private and confidential face-to-
face interview, which will last for approximately 20 to 30 minutes. The interview
will be audio-recorded only with your permission. If you do not agree to this,
please tell the researcher prior to signing this consent form.

If you agree to participate in the study you will be allocated a number

that will be used to identify you during the study. Only the researcher

will know who the numbers identify.
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You will be asked to provide basic demographic information such as age and
gender.

You will be sent a copy of the transcription of your interview. You will be asked to
read the transcript to ensure that you agree with what has been written. You may
clarify or add extra information at this time. You will be asked to sign and date and
then return the document to the researcher.

At the end of the study, on request, you will receive a letter informing you of the
outcomes of this study.

You will not be paid for your participation in this research.

What are the possible benefits?

There will be no clear benefit to you from your participation in this research.
However, through this research the researchers hope to translate the results of the
research into information that will be effective in regard to health policy, nursing
service provision and nursing education for Victorian nurses and support an
appreciation of issues of importance for nurses caring for an increasingly aging
population.

What are the possible risks?

The researchers do not foresee any risks to you from participating in this study.
However, if you become upset or distressed as a result of your participation in the
research, the researcher is able to arrange for counselling or other appropriate
support. Any counselling or support will be provided by staff who are not members
of the research team. In addition, you may prefer to suspend or end your
participation in the research if distress occurs.

Do | have to take part in this research project?

Participation in any research project is voluntary. If you do not wish to take part,
you don’t have to. If you decide to take part and later change your mind, you are
free to withdraw from the project at any stage.

What if I withdraw from this research project?

If you decide to withdraw, please notify a member of the research team before you
withdraw. If you decide to leave the project, the researchers would like to keep the
information you provided to them. This is to help them make sure that the results of
the research can be measured properly. If you do not want them to do this, you must
tell them before you join the research project. Please be advised that if you decline
or withdraw from the research you will not be disadvantaged.

Could this research project be stopped unexpectedly?

The researchers do not foresee any reasons this project should be stopped
unexpectedly. However, if this does occur you will be notified by the researchers.

How will I be informed of the results of this research project?

On request, you will be provided with a letter detailing the outcomes of this study
on the completion of the study.
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What will happen to information about me?

Any information obtained in connection with this research project that can identify
you will remain confidential and will only be used for the purpose of this research
project. It will only be disclosed with your permission, except as required by law.

In any publication and/or presentation, information will be provided in such a way
that you cannot be identified, except with your permission. A numbered coding
system will be used to ensure confidentiality. You will be allocated a five-digit
participant number by the researchers. Any data collected in this study will be kept
in a locked and secure location for the duration of the study. Only the researchers
will have access to this information for the duration of the study. Any electronic
files will be password protected. All data collected in this study will be securely
stored at RMIT University for a period of seven years post the completion of this
study. Information collected as part of this study will not be used for other studies.

How can | access my information?

In accordance with relevant Australian and/or Victorian privacy and other relevant
laws, you have the right to access the information about you collected and stored by
the researchers. You also have the right to request that any information with which
you disagree should be corrected. Please contact one of the researchers named at
the end of this document if you would like to access your information.

What happens if | am injured as a result of participating in this research
project?

If you suffer an injury as a result of participating in this research project, hospital
care and treatment will be provided by the public health service at no extra cost to
you if you elect to be treated as a public patient.

Is this research project approved?

The ethical aspects of this research project have been approved by the Human
Research Ethics Committees of RMIT University.

This project will be carried out according to the National statement on ethical
conduct in human research (2007) produced by the National Health and Medical
Research Council of Australia. This statement has been developed to protect the
interests of people who agree to participate in human research studies. Details of
the demographic that will be collected from participants will be provided.
Demographic sheet attached.

Participation in this research is voluntary. If you don’t wish to take part, you don’t
have to.

If you decide you want to take part in the research project, you will be asked to sign
the consent section. By signing it you are telling us that you:

. understand what you have read or heard

. consent to take part in the research project

. consent to participate in the research processes that are described
. consent to the use of your personal information as described.
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You will be given a copy of this Participant Information and Consent Form to keep.

Consent

| have read, or have had read to me in a language that | understand, this document.

| understand the purposes, procedures and risks of this research project as described
within it.

| have had an opportunity to ask questions and | am satisfied with the answers |
have received.

| freely agree to participate in this research project as described.

| understand that I will be given a signed copy of this document to keep.

| request a letter detailing the outcomes of this study on the completion of the study.
Yes or No

Participant’s name (printed) ..ot
Signature Date

Name of witness to participant’s signature (printed)

Signature Date

Declaration by researcher*: | have given a verbal explanation of the research
project, its procedures and risks and | believe that the participant has understood
that explanation.

Researcher’s name (printed)

Signature Date

* A senior member of the research team must provide the explanation and
provision of information concerning the research project.

Note: All parties signing the consent section must date their own signature.

If you have any concerns about your participation in this project,
which you do not wish to discuss with the researchers, then you can
contact the Ethics Officer, Research Integrity, Governance and
Systems, RMIT University, GPO Box 2476V VIC 3001. Tel: (03)
9925 2251 or email human.ethics@rmit.edu.au
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