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Foreword


Over the years the role and function of the enrolled nurse has expanded to become the nurse professional you see today, employed in all healthcare settings across Australia and New Zealand. Very different indeed from 1979 when Nurse ‘Ray’ Tabbner was compelled to sit down to write the first Tabbner—Nursing Care: Theory and Practice—replacing the original Handbook for Nursing Aides.


The enrolled nurse of the twenty-first century, like their registered nurse colleague, is a very different creature from their colleague of those bygone days. The differences are immense. To start with, today’s enrolled nurse has a significantly expanded educational preparation. Over the years even the title has evolved from that of ‘nursing aide’ to today’s ‘enrolled nurse’. ‘Enrolled nurse’ is a title protected by legislation, as are ‘registered nurse’, ‘midwife’ and ‘nurse practitioner’. This legislation is monitored and supported by the Nursing and Midwifery Board of Australia to protect those needing healthcare and health education.


With the course now being delivered at diploma level it is necessary to have comprehensive depth to the content and I believe the sixth edition of Tabbner’s Nursing Care is an all-encompassing teaching tool. I see it being used both in the classroom and the workplace for many years to come. The content is inclusive of all facets of the life span in a health and health promotion context in metropolitan, rural and remote settings. The text has been concisely and clearly set out to guide the undergraduate nurse and their educators as they traverse the enrolled nurse course.


From that solid underpinning the knowledge gained will support those articulating to advanced diploma level, thus expanding the career pathways within enrolled nursing.


Over the years previous editions of Tabbner’s Nursing Care have been used in many countries to educate the enrolled nurse (however titled). I foresee future generations of nurses gaining from this edition a wealth of the knowledge, skills and techniques so essential to being a professional healthcare provider.


As people avail themselves of the content in Tabbner’s Nursing Care sixth edition it will become apparent how much critical thinking has gone into the development of this edition. All who use this book can only be enlightened. It has been developed in a clear and concise manner to make it extremely user friendly and easy to assist with study. The authors and editors must be thanked for their efforts in doing this. This text will energise and educate the enrolled nurse of the future.


Someone who must be thanked and recognised is Nurse Ray Tabbner. All those years ago she had the courage and foresight to establish the educational journey that enrolled nursing has since taken, culminating now in this sixth edition. It is wonderful to see that her work continues to be recognised in the title of this publication and I thank the authors, Gabrielle Koutoukidis, Kate Stainton and Jodie Hughson, for this body of work.


The sixth edition of Tabbner’s Nursing Care is testimony to the journey of the enrolled nurse, past, present and future.




Maryanne Craker


President, National Enrolled Nurse Association of Australia













Publisher’s dedication


Alice Ray Tabbner


25 December 1919–13 December 1994


Ray (as she preferred to be known) Tabbner was born in Birmingham, England. After working in the St John Ambulance in World War II where she said she ‘became engrossed in nursing’, she completed her training as a nurse in the 1940s. She moved to Australia in 1948 and worked in a number of Sydney hospitals before settling in Melbourne.


Ray established a career in nursing education in 1953 taking on the role of Tutor at the recently established Melbourne School of Nursing. In 1954 she successfully completed her Sister Tutors Diploma through the College of Nursing Australia and remained a Tutor at the school until 1961 when she was awarded the Inaugural Nurse Scholarship in Geriatrics from Mount Royal Hospital. In consequence of receiving this award, Ray was appointed to the position of Deputy Matron of Geriatric Nursing at Mount Royal. She later established the Nursing Aides course at the Fairfield Hospital in Melbourne under the leadership of Vivian Bulwinkel, and in 1973 was appointed Deputy Director Nursing (Education), one of three executive positions at the Royal Melbourne Hospital.


An innovative educator and mentor, Ray Tabbner was one of the first nurses to call for the establishment of ‘Nurse Banks’ in Australia to ensure flexibility in the nursing workforce for those nurses wishing to pursue family or other interests while pursuing their chosen profession. She was also a great advocate of ongoing training to ensure nurses could maintain flexibility in their lives and return to nursing with confidence.


In 1975 she was appointed Principal Teacher at the Melbourne Nursing Aides School (later renamed Melbourne School for Enrolled Nurses), a position she occupied until 1978 when she retired to write. Originally entitled The Handbook for Nursing Aides, it was later renamed Nursing Care: Theory & Practice, and since the publication of the first edition in 1981, it has become known and loved by generations of nursing students as simply Tabbner’s.


An article published in 1973 in the Melbourne Sun described her as being ‘as flighty as your average banker. Her dark hair has streaks of steel grey and the creases in her dazzlingly white nurse’s uniform would slice bread’. However, students from the 1950s to the 1970s remember her with great fondness and warmth. Ray Tabbner was said to be very approachable and a welcome relief from many ‘military style’ nurse educators. She taught everything from Anatomy & Physiology to Bandaging and Nursing Care and made a great impression on her students. As one student from 1955 put it, ‘Everything Miss Tabbner said, I learned’.


The Tabbner name has become synonymous with Enrolled Nurse/Registered Nurse Division 2 education not only throughout Australia — the influence of her name extends via this publication to New Zealand, the United Kingdom, the Middle East, Africa and the West Indies.


This sixth edition of Tabbner’s Nursing Care is dedicated to her memory and her contribution to nurse education.










Preface


The sixth edition of Tabbner’s Nursing Care is a significant revision which reflects the scope of practice in contemporary enrolled nursing practice while still retaining the strengths of previous editions that have made it an essential resource for enrolled nursing students and their facilitators.






The role of the enrolled nurse


The enrolled nurse is an essential member of the healthcare team, providing client-centred nursing care which includes recognising what is normal and abnormal in assessing, intervening and evaluating individual health and functional status. Enrolled nurses’ responsibilities also include providing support and comfort, assisting with activities of daily living to enable clients to achieve their optimal level of independence, and providing for the emotional needs of clients. Where state and territory law and organisational policies allow, enrolled nurses may administer prescribed medicines or maintain intravenous fluids, in accordance with their educational preparation.


Enrolled nurses are required to be information-technology literate, with specific skills in the application of healthcare technology. Enrolled nurses demonstrate critical and reflective thinking skills in contributing to decision making, which include reporting changes in health and functional status and individual client responses to healthcare interventions. Enrolled nurses work as part of the healthcare team to advocate for and facilitate the involvement of clients, their families and significant others in planning and evaluating care and progress towards health outcomes. The role also requires them to act as preceptors for students and other healthcare workers.


Career opportunities for enrolled nurses are expanding and include: acute care; perioperative, emergency, intensive and coronary care; aged care; rehabilitation; community and mental health nursing, and general practice settings. In addition, enrolled nurses work in specialty areas such as nursing education, diabetes education, continence management, dementia management, lactation consultancy, workplace safety and wound care. There are also increasing opportunities for enrolled nurses to move into management positions.









Sixth edition of Tabbner’s Nursing Care


As a new editorial team, we have ensured a holistic, person-centred approach to client care throughout the textbook, allowing students to appreciate the skill and scope required to be a competent enrolled nurse. All chapters have been completely revised with a focus on critical thinking and problem solving and national registration requirements have been addressed where appropriate.


Four new chapters have been included to highlight a range of contemporary nursing issues:




• Leadership and management


• Older adulthood


• Acute care


• Rural and remote care.





The new full colour internal design enhances photos and illustrations to provide clear and meaningful visual aids to learning.


The sixth edition has been carefully developed to align with the Diploma of Nursing in the HLT07 National Health Training Package for the enrolled nursing student. It provides a contemporary approach to nursing practice and is an invaluable teaching resource. The text provides the theoretical knowledge on the care that clients may require in a range of healthcare settings and offers special features to enhance student learning of the material.


This edition is a culmination of the efforts of many nursing academics and professionals who are passionate about the education of enrolled nurses and the important role they play in healthcare settings. We are grateful for their enthusiasm and support throughout the writing process.


As the new editing team of Tabbner’s Nursing Care 6E we would like to acknowledge Rita Funnell and Karen Lawrence, the editors of the fourth and fifth editions of Tabbner’s, for their invaluable work and major contribution to the education of enrolled nurses. In addition we would like to thank the team at Elsevier for their hard work and perseverance in ensuring the publication of this edition.







Gabby Koutoukidis, Kate Stainton, Jodie Hughson













Acknowledgments


I was delighted to be invited as an editor again for Tabbner’s 6E and to have the opportunity to do this alongside two very good friends of mine – Kate and Jodie – whom I thank so much for coming on this journey with me. This sixth edition is the culmination of work by many writers and nursing educators and I would like to thank all contributors—especially to both nursing teams at Holmesglen for jumping at the chance to write chapters—sometimes with very short timelines!


I would also like to acknowledge all the nursing students and teams I have worked with over the years who have inspired in me a passion for teaching and ensuring best nursing practice.




Gabby Koutoukidis





To my husband, Anthony, and children Ben, Alex and Maddy, thank you so much for your understanding and support. Now you can have the study back, Anthony, and the kids can stop wondering if they are going to get fed!


To my co-editors, authors and the team at Elsevier thank you for all your knowledge and hard work.




Kate Stainton





This edition has been an epic adventure which has consumed many hours of my spare time! I thank my husband Stuart for listening, advising and his patience. I thank my children for their interest and understanding. I also thank the Elsevier team for all the hard work in getting this edition to publication.








Nursing is an art: and if it is to be made an art, it requires an exclusive devotion as hard a preparation as any painter’s or sculptor’s work; for what is the having to do with dead canvas or dead marble, compared with having to do with the living body, the temple of God’s spirit? It is one of the Fine Arts: I had almost said, the finest of Fine Arts.


Florence Nightingale
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Standard steps for all nursing procedures/interventions


These are the essential steps that must be done consistently with each client contact in order to deliver responsible and safe nursing care.






Before the procedure


Step 1




• Mentally review the steps of the procedure beforehand


• Discuss the procedure with your instructor/supervisor/team leader, if required


• Confirm correct facility protocols/safe operating procedures





Step 2




• Check the order in the chart, client’s nursing/medical history


• Review handover report to assess specific instruction or need of client


• Gather equipment/supplies. If using a procedure trolley, ensure it is cleaned


• Perform hand hygiene





Step 3




• Introduce yourself to the client and/or family


• Gain client consent to perform the procedure


• Check the client’s identification, using two identifiers. When verifying identity, get client to verbalise name and check against identification band as well as relevant documentation


• Explain the procedure to the client in terms they can understand


• Assess client to determine whether intervention is still appropriate


• Identify teaching needed and describe what the client can expect





Step 4




• Provide privacy


• Keep yourself safe, e.g. raise the bed to appropriate working height


• Provide adequate lighting for the procedure


• Arrange supplies and equipment












During the procedure


Step 5




• Perform hand hygiene


• Put on gloves following standard precautions as appropriate


• Place on eyewear, mask and gown as appropriate


• Ensure client safety and comfort throughout procedure





Step 6




• Promote client independence and involvement if possible


• Assess client tolerance to the procedure












After the procedure


Step 7




• Dispose of used supplies and sharps appropriately. Remove eyewear and other protective equipment and discard or store appropriately


• Remove gloves (if worn) and perform hand hygiene


• Clean used equipment and store appropriately





Step 8




• Make the client comfortable and inform them of how the procedure went, or of any results/values


• Restore the bed height, tidy the bed and surrounding area. Place call bell and personal items within reach


• Perform hand hygiene





Step 9




• Record and document assessment findings, details of the procedure performed and the client’s response


• Report abnormalities as required


• Reassess client to ensure there are no adverse effects/events from the procedure.





(References: deWit S (2009) Fundamental Concepts and Skills for Nursing, 3rd edn. Philadelphia: WB Saunders, reproduced with permission; and Perry AG, Potter PA and Elkin MK (2012) Nursing Interventions & Clinical Skills, 5th edn. St Louis: Mosby Elsevier.)













Text features
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Unit 1


The evolution of the nursing profession










CHAPTER 1 Nursing: Historical, present and future perspectives




Jodie Hughson







Learning Outcomes


At the completion of this chapter and with further reading, students should be able to




• Define the key terms


• Discuss the historical development of nursing


• Define nursing theory


• Explain the purpose of nursing models


• Explain the differences in the educational preparation of registered nurses (RNs) and enrolled nurses (ENs)


• List the five characteristics of a profession and discuss how nursing demonstrates these characteristics


• Discuss the reasons nursing is in a constant state of change


• List at least one nursing theory and discuss its impact on nursing today













Key Terms







Australian Health Practitioner Regulation Agency


Australian Nursing and Midwifery Accreditation Council (ANMAC)


Australian Nursing Federation (ANF)


competency standards


enrolled nurse (EN)


International Council of Nurses (ICN)


New Zealand Nurses Organisation (NZNO)


Nursing and Midwifery Board of Australia


Nursing Council of New Zealand


registered nurse (RN)


Royal College of Nursing, Australia (RCNA)


unregulated healthcare worker













CHAPTER FOCUS


To understand contemporary issues in nursing the student nurse needs to understand how nursing has evolved in Australia and New Zealand. This chapter includes a discussion of the history of nursing, factors influencing nursing practice and the role of the nurse in contemporary healthcare and professional nursing organisations. This chapter will help the student understand and appreciate the influences of the past, present and future on modern nursing. A study of nursing theory can help the student develop an understanding of the purpose of nursing practice. This chapter introduces the student to a variety of nursing theories that inform nursing practice.













LIVED EXPERIENCE


I can’t believe the changes in nursing since I became a nurse in the 1950s. Some of it I think is for the better but not all the changes. I prefer nurses in nice starched uniforms; it gives nurses a sense of pride and belonging.


Elizabeth, retired nurse, 82 years









WHAT IS NURSING?


Nursing is a profession with a specialised body of knowledge that draws from the social, the behavioural and the physical sciences. Nursing is a unique profession because it addresses responses of individuals and families to health promotion, health maintenance and health problems. There are many philosophies and definitions of nursing. Over 100 years ago Florence Nightingale defined nursing as ‘the act of utilising the environment of the patient to assist him in his recovery’ (Nightingale 1969 (1860)). Nightingale considered a clean, well-ventilated and quiet environment essential for recovery. Often considered the first nurse theorist, Nightingale raised the status of nursing through education. Nurses were no longer untrained housekeepers but people educated in the care of the sick (Berman et al 2012).


Virginia Henderson was one of the first modern nurses to define nursing. The definition she posed in 1966 was adopted by the International Council of Nurses (ICN) in 1973 and still holds wide appeal in the nursing profession. Henderson defined nursing as:








assisting the individual, sick or well, in the performance of those activities contributing to health, its recovery, promoting quality of life or to a peaceful death that the client would perform unaided if he or she had the necessary strength, will or knowledge.


(Henderson, in Crisp & Taylor 2009)





In 2002 the ICN updated the definition of nursing:








Nursing encompasses autonomous and collaborative care of individuals of all ages, families, groups and communities, sick or well, and in all settings. Nursing includes the promotion of health, prevention of illness, and the care of the ill, disabled and dying people. Advocacy, promotion of a safe environment, research, participation in shaping health policy and in patient and health systems management, and education are also key nursing roles.


(ICN 2002)





Nursing also helps individuals carry out prescribed therapy, to be independent of assistance and function to maximum potential as soon as possible (Crisp & Taylor 2009).


There are themes that are common to the many definitions of nursing (Berman et al 2012):




• Nursing is caring


• Nursing is an art


• Nursing is a science


• Nursing is client centred


• Nursing is holistic


• Nursing is adaptive


• Nursing is concerned with health promotion, health maintenance and health restoration


• Nursing is a helping profession.





In nursing, a combination of technical skill, clinical experience and theoretical knowledge is required. Historically there has been a tendency for nursing education to focus on the mastery of nursing skills. However, nursing practice is far more complex than technical skills alone. Nursing expertise is required for interpreting clinical situations and for complex decision making and case management. It is the basis for the advancement of nursing practice and the development of nursing science (Institute of Medicine 2011). When providing nursing care, the nurse makes clinical judgments about the care needed for clients based on fact, experience and standards of care. Knowledge, expertise and lifelong learning are gained through the continual process of critical thinking (Crisp & Taylor 2009).






Patients, consumers or clients? What’s in a name?


There has been a shift in the provision of nursing care over the last 25 years. Hence the traditional ‘patient’ has now become a multi-context ‘client’ and recipients of nursing care can be in hospitals, community health centres, home environments, general practice clinics, almost anywhere. As nursing moves into a more multi-dimensional health arena other terminology has been proposed to replace ‘patient’.


In times past the term ‘patient’ was used for those who were waiting for or undergoing medical treatment and care in a hospital. Usually, people became patients when they sought assistance because of illness or for surgery. This term was understood to have implied connotations about the medical model of health: some believed that the term ‘patient’ implied passive acceptance of the decisions and care of health professionals (McLaughlin 2009). Other terms are now frequently used by health professionals in place of ‘patient’. Nurses and others are now increasingly using the term ‘clients’, ‘consumers’, ‘customers’ or ‘service users’ (McLaughlin 2009).


However many of these alternative terms proposed to replace the ‘patient’ can also be found wanting (McLaughlin 2009). For example, a ‘consumer’ is defined as an individual, a group of people or a community that uses a service or commodity. Individuals who use healthcare products or services are consumers of healthcare. This implies the ‘consumer’ is a purposeful seeker of healthcare who expects to get what they came seeking. This is not the case in most instances in healthcare, where the provider is more accountable to the manager and key performance indicators than to the needs and wants of the consumer (McLaughlin 2009).


A ‘customer’ signifies that health is a commodity in which the customer possesses an understanding of their health needs and the services available equal to that of the health professional. It is well known in healthcare that a knowledge imbalance exists between ‘consumer’ and service provider.


A ‘client’ is a person who engages the advice or services of another who is qualified to provide this service. The health status of a client is the responsibility of the individual in collaboration with health professionals (Berman et al 2012).


Although still not a perfect capture of what or who a person who seeks healthcare is, there remains no other preferred term. Throughout this book the term ‘client’ is the preferred nomenclature.









Historical perspectives






A brief history of nursing


Nursing is a profession steeped in tradition and history and historical accounts of nursing reflect the dynamic and evolving nature of the profession. The word ‘nurse’ is derived from a Latin word meaning to nourish or cherish and, as birth, illness, injury and death are common to all human beings, there has always been a need for someone to take on the task of caring for others. In earlier times, and still today in some cultures, superstition and witchcraft surround illness and form the basis of the treatment of illness. For some cultures it was, and still is, believed that sickness was a punishment for wrongdoing and that the signs of illness were evidence of the presence of evil spirits. Treatment was prescribed by witch doctors and priests and, although much of it was barbaric and caused more suffering than the illness, many old herbal remedies are still used in a modified form today. Until well into the eighteenth century those who suffered a mental illness were considered to be possessed by the devil and were treated with extreme cruelty.


Some of the earliest organised nursing was performed by men who staffed the hospitals founded by military religious orders during the crusades; for example, the Knights of St John of Jerusalem, the Teutonic Knights and the Knights of St Lazarus. During the twelfth and thirteenth centuries several secular orders were active in caring for the sick, whose members included men and women (Burchill 1991). Some of the orders were the Ursulines, the Poor Clares, the Beguines and the Benedictines. Also at this time a religious order called the Augustinian Sisters of the Hôtel Dieu was founded in Paris; this is the world’s oldest order of nuns devoted purely to nursing.


During the sixteenth century, Henry VIII of England ordered the dissolution of the English monasteries and the confiscation of their property and enormous wealth. This meant that large numbers of sick and destitute people previously cared for by the religious orders were left to die. Workhouses were built to house the poor, many of whom were sick. These people lived in appalling conditions and were required to work in return for the accommodation provided. Finally, conditions in the city of London became so dreadful, and after many petitions from the people of London, that Henry VIII was forced to allow hospitals such as St Bartholomew’s, St Thomas’s and St Mary’s to be re-founded, and others to be established. The hospitals were insufficiently staffed by untrained workers, many of whom were of very poor character. Patients were housed in dreary, grossly overcrowded wards (Russell 1990).


The period from the beginning of the eighteenth century to the middle of the nineteenth century has been termed the ‘Dark Ages’ of nursing, during which the care of the sick and the status of the nurse reached the lowest level imaginable. The squalid conditions in hospitals and the undesirable character of those attending the sick were publicised by people such as the prison reformers, John Howard and Elizabeth Fry, and the writer Charles Dickens, who in Martin Chuzzlewit created the unsavoury characters Sairy Gamp and Betsy Prig to typify the nurses of the time—criminals and women of low moral standards and uneducated and who themselves lived and worked in appalling conditions.


In 1836, with the help of his wife, a Lutheran clergyman named Theodor Fliedner established an institution called Kaiserwerth, situated near Dusseldorf in Germany. There they trained carefully selected women as deaconesses, and Kaiserwerth became famous for the high standard of training and the quality of care given to the sick. It became a centre of nurse training and received many trainees from overseas countries, some of whom set up similar institutions in their own countries.


Modern nursing has evolved as a result of the influence that Kaiserwerth had on people like Elizabeth Fry, who founded the Protestant Sisters of Charity in an attempt to ensure that the sick were cared for by women of good reputation, such as Agnes Jones. Jones revolutionised conditions in the workhouses and established a school of nursing to train nurses in the care of sick people in the workhouses, and Florence Nightingale, the founder of modern nursing, was inspired by Elizabeth Fry’s training program (Burchill 1991).


Florence Nightingale was born in 1820 during a trip made by her English parents to the Italian city of Florence, after which she was named. Her parents were wealthy and cultured and Florence received an extensive education far beyond the standard usually received by the young women of her time. She travelled widely and led the full social life common to one in her place in society but, despite this, felt unhappy and dissatisfied. She was interested in nursing but this met with strong opposition from her family and it was not until she was over 30 years of age that she was able to realise her ambition. In 1850 she spent two weeks at Kaiserwerth and visited again in 1851, after which she was appointed Superintendent of the ‘Establishment for Gentlewomen during Illness’ in 1853 in London (MacDonnell 1970).


Florence Nightingale first achieved fame when, in 1854 during the Crimean War, she was asked to take a party of 38 nurses to Scutari in the Crimea. On arrival the nurses met with fierce opposition from the medical officers, who would not allow them to care for the sick and injured soldiers. Nightingale devoted her energies to improving the filthy conditions by introducing the principles of personal and communal hygiene, obtaining medical supplies, organising a good food supply and generally establishing sanitary conditions, such as handwashing, and the importance of fresh air. Within 2 or 3 weeks opposition had been overcome and the nurses were invited to take over the care of the sick. To the soldiers, Nightingale became an idol and, as she brought ease and comfort to the very sick by the light of the lamp she carried at night, she became known as the ‘Lady of the Lamp’ (Russell 1990).


After the Crimean War the English public raised almost £50 000 as a mark of appreciation of Nightingale’s work. She used the money to establish a School of Nursing at St Thomas’s Hospital in London. The first probationer nurses were admitted to the Nightingale School in June 1860 and given one year of training followed by two years of experience in the hospital. Many of these nurses became matrons of the large hospitals in London and elsewhere. By the time Florence Nightingale died in 1910 at the age of 90, not only had she facilitated remarkable progress in nursing services and education of nurses, she had made many significant achievements in public health matters of the time.












Nursing in Australia—the beginning


The first people arrived in Australia from South-east Asia over 40 000 years before Europeans first landed in the seventeenth century. These were the first nations of Aboriginal people and they are acknowledged as the traditional caretakers of the land.


Australia’s white colonisation began as a penal colony which is where the beginnings of modern nursing in Australia commenced. When Sydney Hospital was opened in 1811, most nurses were convict women, with some convict men also performing nursing duties. They were provided with their keep but no wages in exchange for their labour. The nurses were frequently described as being of poor character, with drunkenness while on duty common (Burchill 1991).


The first trained nurses, five Irish Sisters of Charity, arrived in Sydney in 1838 to provide care to the sick and infirm who, up to this stage, had been housed in squalid buildings and cared for by untrained staff.


In the 1840s the transportation of convicts to Australia ceased and the country was opened to free settlers. Gold was discovered in 1851 and once people in other countries heard about the gold mining boom many people rushed to Australia to make their fortune. However, the country lacked even the most basic infrastructure (fresh water supply, sewerage systems, healthcare) so these services had to be very rapidly developed as the country was colonised.


Prior to 1868 the state of nursing was, to say the least, substandard. Unskilled persons were often promoted to nursing roles despite no education or training—some could not even read or write. Stories abound of ‘nurses’ attending patients in hospitals dishevelled and intoxicated, and leaving patients unattended most of the time. Conditions were so bad patients who went to hospital once vowed never to return (MacDonnell 1970).






The Florence Nightingale nurses


The state of healthcare in Australia in the mid-nineteenth century had become so deplorable that a group of doctors sent a letter to Henry Parkes, then Colonial Secretary of New South Wales, urging him to do something. Henry Parkes responded by writing a letter to Florence Nightingale requesting her to provide a contingent of nurses to Australia, to clean up the hospitals. A similar action was undertaken by leaders of the time in New Zealand. Florence Nightingale sent six of her best trainees to Australia to set up a training school. These six nurses were Lucy Osburn, Mary Barker, Bessie Chant, Eliza Blundell, Annie Millar and Haldon Turriff (MacDonnell 1970). (See Clinical Interest Box 1.1.)





CLINICAL INTEREST BOX 1.1




The Nightingale Pledge


I solemnly pledge myself before God and this assembly to pass my life to purity and in the practice of my profession faithfully.


I will abstain from what is deleterious and mischievous and will not take or knowingly administer any harmful drug


I will do all in my power to elevate the standards of my profession


And will hold in confidence all private matters that come to my knowledge in the practice of my calling


With loyalty I will endeavour to aid the physician in his work


And devote myself to those committed to my care





Over time the Nightingale principles for the care of the ill were adopted. Nurses were trained in practical skills such as the application of dressings, leeching and administering enemas. Of equal importance were the character traits of punctuality, cleanliness, sexual purity and, above all, obedience. (See Clinical Interest Box 1.2.) A large proportion of nursing work was housekeeping, mostly domestic tasks. However, personal traits such as diligence and compassion were desirable characteristics in those who cared for the sick and were looked upon favourably (MacDonnell 1970).





CLINICAL INTEREST BOX 1.2




Job description of a floor nurse (1887)


(Developed in 1887 and published in a magazine of Cleveland Lutheran Hospital)


In addition to caring for your 50 patients, each nurse will follow these regulations:




1. Daily sweep and mop the floors of your ward, dust the patients’ furniture and window sills.


2. Maintain an even temperature in your ward by bringing in a scuttle of coal for the day’s business.


3. Light is important to observe the patient’s condition. Therefore, each day fill kerosene lamps, clean chimneys, and trim wicks. Wash windows once a week.


4. The nurse’s notes are important to aiding the physician’s work. Make your pens carefully. You may whittle nibs to your individual taste.


5. Each nurse on day duty will report every day at 7 A.M. and leave at 8 P.M., except on the Sabbath, on which you will be off from 12 noon to 2 P.M.


6. Graduate nurses in good standing with the Director of Nurses will be given an evening off each week for courting purposes, or two evenings a week if you go regularly to church.


7. Each nurse should lay aside from each pay a goodly sum of her earnings for her benefits during her declining years, so that she will not become a burden. For example, if you earn $30 a month you should set aside $15.


8. Any nurse who smokes, uses liquor in any form, gets her hair done at a beauty shop, or frequents dance halls will give the Director of Nurses good reason to suspect her worth, intentions, and integrity.


9. The nurse who performs her labour, serves her patients and doctors faithfully and without fault for a period of five years will be given an increase by the hospital administration of five cents a day providing there are no hospital debts that are outstanding.





(Scrubs nd) (http://scrubsmag.com/a-list-of-rules-for-nurses-from-1887/)















Australian nurses in wartime


Australian nurses have redeemed themselves and the reputation of nursing in the years since Australia’s beginnings with their efforts and achievements. There are many amazing stories of nurses throughout Australia’s history and nurses are particularly well represented in the heroic and inspiring stories from wartime (Australian War Memorial 2011).






Boer War


More than 60 Australian nurses went to the Boer War. Some were funded by governments or by privately raised funds, while others went at their own expense. The nurses served the sick and wounded under very harsh conditions. Three were awarded Royal Red Cross medals. The Boer War marked the death of nurse Frances Hines—the first Australian woman to die in a declared war (Australian War Memorial 2011).









World War I


Prior to Australia’s Federation in 1901, each colony controlled its own defence force, of which the nursing services formed a part. In July 1903 the nursing services of each colony combined to form the Australian Army Nursing Service. The Service, which was part of the Australian Army Medical Corps, was made up of volunteer trained nurses who were willing to serve in times of a national emergency (Fig 1.1).





[image: image]

Figure 1.1 

Portrait of Number 11 Australian General Hospital, matron and staff nurses, c. 1919


(Australian War Memorial)





At the outbreak of World War I staff were recruited from both the nursing service and the civilian workforce. They served at field and base hospitals in Australia as well as in Egypt, England, France, Belgium, Greece, Salonika, Palestine, Mesopotamia and India. (See Clinical Interest Box 1.3.) Two thousand one hundred and thirty-nine Australian nurses served in World War I (Australian War Memorial 2011).





CLINICAL INTEREST BOX 1.3 

Australian Army Nursing Service Pledge of Service


I pledge myself loyally to serve my King and Country and to maintain the honour and efficiency of the Australian Army Nursing Service. I will do all in my power to alleviate the suffering of the sick and wounded, sparing no effort to bring them comfort of body and peace of mind. I will work in unity and comradeship with my fellow nurses. I will be ready to give assistance to those in need of my help, and will abstain from any action which may bring sorrow and suffering to others. At all times I will endeavour to uphold the highest traditions of Womanhood and of the Profession of which I am Part.












World War II


The Australian Army Nursing Service was one of only two women’s services (the other being Voluntary Aid Detachments) that were active at the outbreak of war in 1939. Initially the enlisted nurses were the only females to serve outside Australia. Members served in England, Egypt, Palestine, Libya, Greece, Syria, Ceylon, Malaya, Singapore, Papua New Guinea and the Solomon Islands as well as throughout Australia. They served on hospital ships, troop transports, base and camp hospitals and some spent time in prisoner of war camps (Australian War Memorial 2011).


The first six Australian nurses were captured at Rabaul in January 1942. Shortly before Singapore fell, 65 nurses were evacuated on the Vyner Brooke. Twelve died when the ship was sunk off Sumatra and 21 in the Banka Island massacre on 16 February 1942. Thirty-two of these nurses became prisoners of war, held with civilian internees in camps on and around Palembang, in Sumatra. Conditions were horrendous and over three and a half years of captivity the nurses suffered with tropical disease and the effects of malnutrition. Eight of these nurses died in captivity (Australian War Memorial 2011).












History of nursing in New Zealand


New Zealand was settled later than Australia by free settlers—largely Scottish and in family groups—as opposed to the mostly male population of convicts and gaolers in Australia. Governor Gray, Governor of New Zealand in the early to mid-1800s, also wrote seeking Florence Nightingale’s assistance to send nurses and improve hospital standards; however, as fate would have it, Governor Gray was posted to South Africa before he received Ms Nightingale’s response and so the reforms she suggested did not come until much later (Crisp & Taylor 2009). As with Australia, a gold rush brought a large influx of European and Asian settlers to New Zealand, causing a great strain on health services and leading to poor conditions and high mortality rates (Crisp & Taylor 2009).


With the passing of the Nurses Registration Act on 12 September 1901, New Zealand became the first country to have separate legislation for the registration and regulation of nurses. The designer of the 1901 Act was a nurse, Grace Neill, who was Assistant Inspector of Hospitals. In 1899 she attended the International Council of Women’s Conference in London, where nursing registration was discussed. On her return to New Zealand she worked with Dr Duncan MacGregor, the Inspector-General of Hospitals, to draft the Nurses Registration Act. The Act came into force in January 1902 and the register was kept by Dr MacGregor. Nurses who had already trained could apply to have their names entered. Others were to sit a State examination. The first name recorded was that of Ellen Dougherty, who had trained at Wellington Hospital in the 1880s. Within 18 months 320 nurses were registered.


The Nurses and Midwives Registration Act 1925 and the Nurses and Midwives Act 1945 set up statutory boards to regulate nursing. In addition to keeping the register, the boards could take disciplinary action against a nurse for serious misconduct. As nursing practice became more specialised, separate registers were established for maternity nurses (1925), nursing aides (1939), psychiatric nurses (1944), male nurses (1945), psychopaedic nurses (1960), community nurses (1965) and comprehensive nurses (1977). In 1977 community nurses became ENs. Midwives had separate registration from 1904 but were regulated by the same statutory body as nurses. With the introduction of the Nurses Act 1971 this body became the Nursing Council of New Zealand. The 1901 Act ushered in a century of control, discipline and regulation and also confirmed nursing’s standing as a profession and as a vital part of the health system of a new country.









Progress of nursing in Australia and New Zealand


As scientific advances were made, the recognition of the need for nursing training grew. By 1900 most of the larger Australian and New Zealand hospitals had three-year training programs for student nurses, with lectures delivered by medical staff. Unfortunately, because of the long hours of work, student nurses were frequently too tired to concentrate during such classes. During the twentieth century a move towards professionalism emerged and with it came considerable conflict between the view that nursing is a vocation, which should be inherently subordinate to medicine, and the view that nursing is a profession, different from, but of equal status with, medicine (Russell 1990).


Trailing far behind the New Zealand nurses, the first state in Australia to pass relevant registration legislation was South Australia, in 1920. Western Australia followed in 1922, New South Wales and Victoria in 1924. The emerging sense of professionalism among nurses led to a greater focus on industrial issues. The Australian Nursing Federation held its first meeting in 1924 and through this forum the quest for greater professional recognition, increased wages and improved working conditions began—a quest that continues today (Crisp & Taylor 2009).


In 1984 the Australian Federal Government announced full support for the transfer of nursing education into the tertiary sector. At about the same time New Zealand commenced a transition from hospital-based training to the education sector. This move was slowly integrated into nurse education in both countries over the subsequent decade.


Table 1.1 outlines the major milestones in Australia’s and New Zealand’s nursing history.


Table 1.1 

I Milestones in Australian and New Zealand Nursing






	1811

	Sydney Hospital opens; nursing undertaken by convict men and women






	1836

	Deaconess Institute of Kaiserwerth, Germany, is founded






	1838

	Five Irish Sisters of Charity, Australia’s first trained nurses, arrive in New South Wales






	1840

	Settlement of New Zealand as a colony and the establishment of state hospitals






	1848

	Opening of Yarra Bend Asylum at what was to become known as Melbourne to enable the mentally ill to be transferred from gaol






	1854

	First purpose-built ‘lunatic asylum’ opened in Wellington, New Zealand






	1860

	Florence Nightingale publishes Notes on Nursing: What It Is and What It Is Not







	1868

	



Sir Henry Parkes requests Nightingale provide trained nurses for New South Wales


Arrival of Lucy Osburn and five Nightingale nurses at Sydney Infirmary (to become Sydney Hospital)












	1870

	New Zealand has 37 hospitals by this date, as a result of the population increase of the gold rush






	1871

	Nightingale-trained matron appointed to the Alfred Hospital, Melbourne






	1882

	Inspector of Hospitals in New Zealand sends for Nightingale nurses from Britain






	1895-1906

	Grace Neill, a nurse, appointed assistant Inspector of Hospitals in the Department of Health, Wellington






	1899

	Australasian Trained Nurses Association is founded in New South Wales






	1933

	Australian Capital Territory nursing registration commences






	1949

	Formation of College of Nursing Australia (now RCNA)






	1952

	
Nursing Research, a journal reporting on the scientifc investigations of nursing, established in the United States






	1971

	Carpenter Report on Nursing Education in New Zealand is published






	1973

	Christchurch and Wellington Polytechnics commence diploma-level nursing education courses with other programs following rapidly. University post-registration bachelor’s degrees begin at Massey University and Victoria University, Wellington






	1975

	First nursing diploma program in Australia in a College of Advanced Education (CAE) in Melbourne, followed quickly by programs in New South Wales, South Australia and Western Australia






	1983

	New South Wales announces that all nursing education in the state will be transferred to CAEs by 1985 International Council of Nurses embeds in new constitution the categories ‘first-level nurse’ (the registered nurse, RN) and ‘second-level nurse’ (the enrolled nurse, EN). Magnet Hospital research begins in the United States






	1990

	Last student graduates from New Zealand hospital program. All nursing education transferred to tertiary sector and at degree level in Australia






	1991

	Reforms of healthcare system signalled in New Zealand in ‘Green and White’ paper, resulting in a decade of restructuring






	1992

	



Introduction of Cultural Safety into nursing curricula by New Zealand Nursing Council


Degree programs begin in New Zealand polytechnics following Education Amendment Act 1990 allowing polytechnics to offer degrees












	1995

	Clinical Training Agency in New Zealand set up to fund postgraduate clinical nursing programs in New Zealand






	1998

	Ministerial Taskforce on Nursing is held in New Zealand






	2000

	Review of undergraduate nursing education by New Zealand Nursing Council (first major review since Carpenter, 1971). International nursing shortage is recognised and becomes a government priority in both New Zealand and Australia
Increase in ‘medical error’ becomes an international concern






	2002

	Two national reviews in Australia, the Senate Review of Nursing and a National Review of Nursing Education






	2003

	Primary healthcare framework document is released by New Zealand Ministry of Health






	2004-2006

	National Nursing and Nursing Education Taskforce in Australia






	2005

	Australian Nursing Council becomes Australian Nursing and Midwifery Council (ANMC)






	2007

	Australian Federal Government announcement of national system of regulation and accreditation for health professionals—including nurses and midwives






	2010

	



The Australian Health Practitioner Regulation National Law Act 2009 comes into effect


The Australian Health Practitioner Regulation Agency (AHPRA), the organisation responsible for the registration and accreditation of 10 health professions across Australia, is established


The Australian Nursing and Midwifery Council is established as the accreditation authority responsible for accrediting education providers and programs of study for the nursing and midwifery profession












	2011

	



Accreditation process for Nursing Courses in Australia is taken over by ANMC; ANMC becomes Australian Nursing and Midwifery Accreditation Council


Unification of Royal College of Nursing, Australia (RCNA) and The College of Nursing (TCoN) to become Australian College of Nursing













Sources: ANMC, Crisp & Taylor 2009, NMBA, RCNA









Nursing practice in Australia






Australian Nursing & Midwifery Council competencies


To ensure that nurses continue to practise at a high standard that ensures safety of the public, the Australian Nursing & Midwifery Council (ANMC) developed the National Competency Standards for the Registered Nurse (1998) (ANMC) and reviewed the National Competency Standards for the Enrolled Nurse in 2002 (ANMC). Standards of nursing practice are developed and established from a basis of strong scientific research and the advice of clinical experts. Standards of nursing practice serve as objective guidelines for the provision of nursing care and as a means to evaluate that care. They provide a method to ensure that clients receive high-quality individualised care, to ensure that nurses know what is necessary to provide expert nursing care and to ensure that measures are in place to determine that the care meets specific standards.


Educational institutions can recommend students for registration only if they have demonstrated the required competencies. After registration or enrolment it becomes the responsibility of the individual nurse to ensure that this level of competency is maintained. It is the responsibility of the employing health facility to provide continuing education to ensure that competency standards are not only maintained but further developed (Crisp & Taylor 2009). The responsibilities included in the competency standards are illustrative of the types of core activities that an EN would be expected to undertake on entry to practice. All ENs have a responsibility for ongoing professional development to maintain an up-to-date knowledge base and skill level.


The Competency Standards document (2002) was developed to reflect four domains of EN practice: professional and ethical practice, critical thinking and analysis, management of care and enabling. There are 10 competencies and each competency contains several elements. The elements enable measurement of whether or not the competency has been attained by an EN on entry to practice. Clinical Interest Box 1.4 outlines these 10 competencies.





CLINICAL INTEREST BOX 1.4 

NMBA competency standards for the enrolled nurse (2002)






Professional and ethical practice


Competency Unit 1. Functions in accordance with legislation, policies and procedures affecting enrolled nursing practice


Competency elements




1.1. Demonstrates knowledge of legislation and common law pertinent to enrolled nursing practice.


1.2. Demonstrates knowledge of organisational policies and procedures pertinent to enrolled nursing practice.


1.3. Fulfils the duty of care in the course of enrolled nursing practice.


1.4. Acts to ensure safe outcomes for individuals and groups by recognising and reporting the potential for harm.


1.5. Reports practices that may breach legislation, policies and procedures relating to nursing practice to the appropriate person.





Competency Unit 2. Conducts nursing practice in a way that can be ethically justified


Competency elements




2.1. Acts in accordance with the nursing profession’s codes.


2.2. Demonstrates an understanding of the implications of these codes for enrolled nursing practice.





Competency Unit 3. Conducts nursing practice in a way that respects the rights of individuals and groups


Competency elements




3.1. Practises in accordance with organisational policies relevant to individual/group rights in the healthcare context.


3.2. Demonstrates an understanding of the rights of individuals/groups in the healthcare setting.


3.3. Liaises with others to ensure that the rights of individuals/groups are maintained.


3.4. Demonstrates respect for the values, customs, spiritual beliefs and practices of individuals and groups.


3.5. Liaises with others to ensure that the spiritual, emotional and cultural needs of individuals/groups are met.


3.6. Contributes to the provision of relevant healthcare information to individuals and groups.





Competency Unit 4. Accepts accountability and responsibility for own actions within enrolled nursing practice


Competency elements




4.1. Recognises own level of competence.


4.2. Recognises the differences in accountability and responsibility between RNs, ENs and unregulated care workers.


4.3. Differentiates the responsibility and accountability of the RN and EN in the delegation of nursing care.












Critical thinking and analysis


Competency Unit 5. Demonstrates critical thinking in the conduct of enrolled nursing practice


Competency elements




5.1. Uses nursing standards to assess own performance.


5.2. Recognises the need for and participates in continuing self/professional development.


5.3. Recognises the need for care of self.












Management of care


Competency Unit 6. Contributes to the formulation of care plans in collaboration with the RN


Competency elements




6.1. Accurately collects and reports data regarding the health and functional status of individuals and groups.


6.2. Participates with the RN and individuals and groups in identifying expected healthcare outcomes.


6.3. Participates with the RN in evaluation of progress of individuals and groups towards expected outcomes and reformulation of care plans.





Competency Unit 7. Manages nursing care of individuals and groups within the scope of enrolled nursing practice


Competency elements




7.1. Implements planned nursing care to achieve identified outcomes.


7.2. Recognises and reports changes in the health and functional status of individuals/groups to the RN.


7.3. Ensures communication, reporting and documentation are timely and accurate.


7.4. Organises workload to facilitate planned nursing care for individuals and groups.












Enabling


Competency Unit 8. Contributes to the promotion of safety, security and personal integrity of individuals and groups within the scope of enrolled nursing practice


Competency elements




8.1. Acts appropriately to enhance the safety of individuals and groups at all times.


8.2. Establishes, maintains and concludes effective interpersonal communication.


8.3. Applies appropriate strategies to promote the self-esteem of individuals and groups.


8.4. Acts appropriately to maintain the dignity and integrity of individuals and groups.





Competency Unit 9. Provides support and care to individuals and groups within the scope of enrolled nursing practice


Competency elements




9.1. Provides for the comfort needs of individuals and groups experiencing illness or dependence.


9.2. Collaborates with the RN and members of the healthcare team in the provision of nursing care to individuals and groups experiencing illness or dependence.


9.3. Contributes to the health education of individuals or groups to maintain and promote health.


9.4. Communicates with individuals and groups to enable therapeutic outcomes.





Competency Unit 10. Collaborates with members of the healthcare team to achieve effective healthcare outcomes


Competency elements




10.1. Demonstrates an understanding of the role of the EN as a member of the healthcare team.


10.2. Demonstrates an understanding of the role of members of the healthcare team in achieving healthcare outcomes.


10.3. Establishes and maintains collaborative relationships with members of the healthcare team.


10.4. Contributes to decision-making by members of the healthcare team.








(NMBA 2002)





Doctor Patricia Benner’s seminal research, From Novice to Expert, explores how nurses progress in the development of expertise to explain the domains of nursing practice. Clinical Interest Box 1.5 outlines the development of nursing expertise.





CLINICAL INTEREST BOX 1.5 

Benner’s stages of nursing expertise


Stage I. Novice


No experience (nursing student). Performance is limited, inflexible and governed by context-free rules and regulations rather than experience.


Stage II. Advanced beginner


Demonstrates marginally acceptable performance. Recognises the meaningful ‘aspects’ of a real situation. Has experienced enough real situations to make judgments about them.


Stage III. Competent practitioner


Has 2–3 years experience. Demonstrates organisational and planning abilities. Differentiates important factors from less important aspects of care. Coordinates multiple complex care demands.


Stage IV. Proficient practitioner


Has 3–5 years experience. Perceives situations as wholes rather than in terms of parts, as in Stage II. Uses maxims as guides for what to consider in a situation. Has holistic understanding of the client, which improves decision making. Focuses on long-term goals.


Stage V. Expert practitioner


Performance is fluid, flexible and highly proficient. No longer requires rules, guidelines or maxims to connect an understanding of the situation to appropriate action. Demonstrates highly skilled intuitive and analytic ability in new situations. Is inclined to take certain action because ‘it felt right’.


(Benner 2004)












Scope of practice


In Australia the exact nature of the scope of practice of the EN varies across states and territories, but duties are usually conducted under the direction and supervision of the RN and reforms are currently underway to standardise educational preparation and scope of practice across Australia.


The scope of practice for enrolled nurses in NZ changed on 31 May 2010. The new scope of practice enables enrolled nurses to make a broader contribution to health services by giving greater support to registered nurses and assisting the newly transitioned nurse assistants into EN scope of practice.


The global shortage of nurses and the expanding roles for nurses has seen health services and aged care services utilising unlicensed/unregulated healthcare workers. There are many and varied arguments for and against this unlicensed healthcare worker role; however, suffice to say it exists within Australian and New Zealand health contexts and nurses need to be aware of the existence of the role.


In April 2007 the then Australian Nursing and Midwifery Council released A national framework for the development of decision-making tools for nursing and midwifery practice (Nursing and Midwifery Board of Australia). According to this framework, the scope of practice of an individual nurse is that which the individual is educated, authorised and competent to perform. To practise within the full scope of practice of the profession may require individuals to update or increase their knowledge, skills or competence. However, the actual scope of practice is influenced by the:




• Context in which the nurse practises


• Client health needs


• Level of competence, education and qualifications of the individual nurse


• Policies of the healthcare service provider


• Legislation (Brown & Edwards 2012).





If nursing is responsive to individual, group and community needs for a healthcare service, then it follows that scope of practice will be relatively fluid in order to accommodate the public need for flexibility and diversity in the provision of nursing services. In order to gauge their scope of practice nurses are required to know the law regulating and relating to nursing practice and to have a realistic appreciation of their knowledge and skills (Brown & Edwards 2012).


To read the full guidelines and view the decision-making flowchart for Australia go to: http://www.nursing midwiferyboard.gov.au/Codes-Guidelines-Statements/Codes-Guidelines.aspx#decisionmakingframework


For the New Zealand nursing scope of practice document go to: http://www.nursingcouncil.org.nz/index.cfm/1,22,0,0,html/Scopes-of-Practice















NURSING—THE PROFESSION


Nursing is not simply a collection of specific skills, and the nurse is not simply a person trained to perform specific tasks. Nursing is a profession. No one factor absolutely differentiates a job from a profession, but the difference is important in terms of how nurses practise. When a person is said to act professionally, for example, it is implied that the person is conscientious in actions, knowledgeable in the subject and responsible to self and others. Although there is not universal agreement on a definition, a profession is generally expected to include the following characteristics:




• An extended and broad-based education of its members


• A theoretical body of knowledge leading to defined skills, abilities and norms


• The provision of a specific service


• Autonomy in decision making and practice


• The regulation of practice, both legally through legislation, and ethically through a code of ethics for practice.





The claim that nursing is a profession is not entirely unproblematic. The area of autonomy and decision making in practice is particularly controversial, especially in the light of the dependent relationship found at times between nursing and medicine. Five characteristics of a profession are worth consideration in relation to nursing. They are education, theory, service, autonomy and a code of ethics (Crisp & Taylor 2009).






Nurse education


There are generally two levels of nursing and thus nurse education in Australia and New Zealand. The first level or registered nurse (RN) requires the completion of an undergraduate degree in the higher education or university sector. The course is generally of 3 years duration but some programs extend over 3½ or 4 years. The RN can practise nursing without supervision and is regarded as responsible and accountable for all decisions and actions taken in relation to client care.


The enrolled nurse (EN) is a second-level nurse and requires the completion of a certificate, advanced certificate or diploma (depending upon which state or territory the qualification is undertaken in), generally through the technical and further education (TAFE or Polytechnic) system or a private registered training organisation (RTO). The duration of these programs varies from 12 months to 2 years.









Theories and models of nursing


The practice of professional nursing and development of nursing knowledge has to some extent evolved from nursing theories. Theoretical models serve as frameworks for nursing curricula, clinical practice and research. Nursing theories can help make sense of processes and practices. Nursing theories are an attempt to elucidate the nature of nursing practice, the principles on which practice is based and the proper goals and functions of nursing in society. In this way nursing theories help create an understanding of the practice of nursing, how nurses interact with clients and how nursing actions and provision of nursing care is structured (Daly et al 2009).


The development of nursing theory was an essential part of establishing professional status and independence. Nursing theory has clearly demonstrated that nursing, as a profession, shares a common body of knowledge with medicine (Crisp & Taylor 2009). However, nursing has a different perspective, namely to care rather than to cure. This perspective provides nursing with its own set of knowledge and theoretical assumptions.









Defining theory and model


A theory is an abstract statement formulated to explain or describe the relationships among concepts or events. A nursing theory conceptualises an aspect of nursing for the purpose of describing, explaining, predicting and/or prescribing nursing care (Crisp & Taylor 2009). A model is a conceptual framework developed from a set of concepts and assumptions; it is a conceptual representation of reality. A model provides the outline for which theory provides the functions. Thus, a model represents structure while a theory suggests function. Numerous conceptual models of nursing practice have been devised, most of which:




• Are based on sound theory


• Contain implied or explicit assumptions, values and goals


• Are implemented by the nursing process.





Nursing theories serve several essential purposes, as is illustrated in Clinical Interest Box 1.6.





CLINICAL INTEREST BOX 1.6 

Purposes of nursing theories and conceptual frameworks


In clinical practice:




• Assist nurses to describe, explain and predict everyday experiences


• Serve to guide assessment, intervention and evaluation of nursing care


• Provide a rationale for collecting reliable and valid data about the health status of clients, which are essential for effective decision making and implementation


• Help to establish criteria to measure the quality of nursing care


• Help build a common nursing terminology to use in communicating with other health professionals. Ideas are developed and words defined


• Enhance autonomy of nursing by defining its own independent functions





In education:




• Provide a general focus for curriculum design


• Guide curricular decision making





In research:




• Offer a framework for generating knowledge and new ideas


• Assist in discovering knowledge gaps in the specific field of study


• Offer a systematic approach to identify questions for study, select variables, interpret findings and validate nursing interventions





(Berman et al 2012)









Components of nursing theoretical models


A domain is a field or scope of knowledge of a discipline and contains the subject, central concepts, values and beliefs, phenomena of interest and the central problems of the discipline. The components of a discipline’s domain are described in a paradigm. A paradigm is a model that explains the links to science, philosophy and theory accepted by the discipline. Nursing’s paradigm directs the activity of the nursing profession and includes four major concepts—person, health, environment and nursing (Berman et al 2012; Crisp & Taylor 2009).












Overview of selected nursing theories


Many nursing theories have been developed in the past and many are still being developed today. The following selection of nursing theories is an historical overview that discusses nursing’s four fields of interest: person, health, environment and nursing.






Peplau’s theory


In 1952 Hildegard Peplau made an attempt to analyse nursing action using an interpersonal theoretical framework. Her theory focuses on the relationships formed by people as they progress through each developmental stage. She viewed the goal of nursing as developing a relationship between the nurse and client whereby the nurse acts as resource person, counsellor, teacher and surrogate.









Abdellah’s theory


In 1960 Fay Abdellah, with her colleagues, devised a theory that emphasised the delivery of nursing care to the whole person. Using a problem-solving approach the nurse formulates a plan to help clients meet their physical, emotional, intellectual, social and spiritual needs (Crisp & Taylor 2009). Abdellah identified 21 basic nursing procedures. These are to:




1. Maintain good hygiene and physical comfort


2. Achieve optimal activity, exercise, rest and sleep


3. Prevent accident, injury or other trauma and prevent the spread of infection


4. Maintain good body mechanics and prevent and correct deformities


5. Facilitate the supply of oxygen to all body cells


6. Facilitate the maintenance of nutrition to all body cells


7. Facilitate the maintenance of elimination


8. Facilitate the maintenance of fluid and electrolyte balance


9. Recognise the physiological responses of the body to disease conditions, pathological, physiological and compensatory


10. Facilitate the maintenance of regulatory mechanisms and functions


11. Facilitate the maintenance of sensory functions


12. Identify and accept positive and negative expressions, feelings and reactions


13. Identify and accept the interrelatedness of emotions and organic illness


14. Facilitate the maintenance of effective verbal and non-verbal communication


15. Facilitate the development of productive interpersonal relationships


16. Facilitate progress towards achievement of personal spiritual goals


17. Create and/or maintain a therapeutic environment


18. Facilitate awareness of self as an individual with varying physical, emotional and developmental needs


19. Accept the optimal possible goals in light of limitations—physical and emotional


20. Use community resources as an aid in resolving problems arising from illness


21. Understand the role of social problems as influencing factors in the cause of illness.












Henderson’s theory


In 1966 Virginia Henderson described the goal of nursing as helping the client to gain independence as rapidly as possible.


Henderson identified 14 basic needs that provide a framework for nursing care. These are to:




1. Breathe normally


2. Eat and drink adequately


3. Eliminate by all avenues of elimination


4. Move and maintain a desirable position


5. Sleep and rest


6. Select suitable clothing; dress and undress


7. Maintain body temperature within normal range


8. Keep the body clean and well groomed


9. Avoid dangers in the environment


10. Communicate with others


11. Worship according to faith


12. Work at something that provides a sense of accomplishment


13. Play or participate in various forms of recreation


14. Learn, discover or satisfy the curiosity that leads to normal development and health





(Berman et al 2012, Crisp & Taylor 2009).









Johnson’s theory


In 1968 Dorothy Johnson portrayed the goal of nursing as reducing stress so that the client can recover as quickly as possible. Johnson viewed people as a collection of behavioural subsystems that interrelate to form a whole person, and her theory focuses on a person’s needs in terms of the following behaviours:




• Security-seeking behaviour


• Nurturing-seeking behaviour


• Mastery of oneself and one’s environment according to internalised standards of excellence


• Taking in nourishment in socially and culturally acceptable ways


• Ridding the body of waste in socially and culturally acceptable ways


• Sexual and role identity behaviour


• Self-protective behaviour.





Johnson saw the nurse’s role as identifying the client’s inability to adapt to stress, and as providing the nursing care necessary to assist them in resolving problems to meet their needs (Crisp & Taylor 2009).









King’s theory


Imogene King (1971, cited in Crisp & Taylor 2009) viewed the goal of nursing as helping individuals and groups to attain, maintain and restore health, or to die with dignity. King saw nursing as a process of interaction between nurse and client whereby, through communication, goals are set and agreement reached on ways to achieve goals.









Orem’s theory


In 1973 Dorothea Orem depicted the goal of nursing as helping the client to achieve health through self-care (Crisp & Taylor 2009). Orem saw nursing as a service required when individuals are unable to care for themselves, or unable to be cared for by others of significance to them; that is, when demands exceed their self-care abilities. The nurse identifies why an individual is unable to care for themself and implements measures that assist them to meet their needs. The overall goal of nursing care is to assist the client to achieve self-care whenever possible.









Roy’s theory


Callister Roy viewed the goal of nursing as assisting people towards health by promoting and supporting their ability to adapt to various demands (Crisp & Taylor 2009):




• Meeting basic physiological needs


• Developing a positive self-concept


• Performing social roles


• Achieving a balance between dependence and independence.





Roy saw nursing as being concerned with people as total beings, and intervening when necessary to assist them to adapt to one or more of these demands.









Roper, Logan and Tierney’s theory


Roper, Logan and Tierney in 1985 viewed the goal of nursing as helping people to prevent, alleviate, solve or cope with problems related to activities of living. Their model of nursing is based on their model for living and includes five main concepts:




1. Activities of living


2. Factors affecting activities of living


3. Life span


4. Dependence–independence


5. The nursing process.





The activities of living, which are the focus of the model, are:




• Maintaining a safe environment


• Communicating


• Breathing


• Eating and drinking


• Eliminating


• Personal cleansing and dressing


• Controlling body temperature


• Mobilising


• Working and playing


• Expressing sexuality


• Sleeping


• Dying.


(Crisp & Taylor 2009)





Many of these theories influence the way Australian and New Zealand authorities promote the profession of nursing, by providing a framework for regulation, ethics and conduct.












Relationship of theories to nursing process


The nursing process is a tool and framework for contemporary nursing practice. It is a series of planned steps that produces a particular end result. In simple terms, the nursing process is a method used to assess, plan, deliver and evaluate nursing care. Clinical Interest Box 1.7 illustrates the relationship of two theories to the nursing process. Providing the framework for nursing care, the nursing process consists of five components, each of which follows logically one after the other:




1. Assessment


2. Nursing diagnosis


3. Planning


4. Implementation


5. Evaluation.








CLINICAL INTEREST BOX 1.7 

Selected nursing theories and the nursing process






Orem’s general theory of nursing


Assessing


Involves collecting data about the client’s capacities (knowledge, skills and motivation) to perform universal, developmental, and health-deviation self-care requisites. Determines self-care deficits


Diagnosing


Stated in terms of the client’s limitations for maintaining self-care (a deficit in self-care agency)


Planning


Involves considering and designing, with the client’s participation, an appropriate nursing system (wholly compensatory, partially compensatory, supportive-educative, or a mix) that will help the client achieve an optimal level of self-care (i.e. enhance the client’s self-care agency)


Implementing


Assisting the client by acting for or doing for, guiding, supporting, providing a developmental environment and teaching


Evaluating


Determining the client’s level of achievement in resolving self-care deficits and in performing self-care









Roy’s adaptation model


Assessing


Involves two levels. First-level assessment includes collecting data about output behaviours related to the four adaptive modes (physiological, self-concept, role function, and interdependence modes)


Second-level assessment includes collecting data about internal and external stimuli (focal, contextual or residual) that are influencing the identified behaviours


Diagnosing


Focuses on adaptation problems and uses one of three alternative methods:




1. Stating behaviours within one mode with their most relevant influencing stimuli


2. Clustering behavioural information and labelling it according to indicators of positive adaptation and a typology of common adaptation problems related to each mode. Roy provides a typology of indicators of positive adaptation and a typology of commonly recurring adaptation problems according to each of the four modes


3. Labelling a behavioural pattern when more than one mode is being affected by the same stimuli





Planning


Setting goals in terms of behaviours the client is to achieve and planning nursing interventions to promote the effectiveness of the client’s coping mechanisms and adaptive behaviours


Implementing


Altering and manipulating the focal, contextual and residual stimuli by increasing, decreasing or maintaining them


Evaluating


Determining the client’s output behaviours with those identified in the goals





(Berman et al 2012)





The process is adaptable to different clients and different care settings. In addition, the process offers a systematic approach to nursing practice, enhances research opportunities and is compatible with many other systems in the healthcare delivery system, such as computer-generated care plans, patient information systems and patient acuity systems. Although the nursing process is central to the domain of nursing it is not a theory. It provides a process for the delivery of nursing care, not the knowledge component of the discipline. However, there have been attempts to build a comprehensive theory from the process and to use the nursing process in conjunction with other theories that lack a process element. (For more information on the nursing process refer to Ch 15.)









Service


Nursing has always been a service profession, although in the past the service was usually viewed as a charitable one largely directed towards the care of the physically ill. Nurses today need to acknowledge and value the importance of nursing care across a broad range of practice settings and with different groups of clientele. Moreover, they need to work with the client and family, individualising care, considering cultural and religious differences and providing support for the entire extended family.









Autonomy


Autonomy is an essential element of professional nursing. Autonomy means that a person is reasonably independent and self-governing in decision making and practice (Crisp & Taylor). RNs attain increased autonomy through higher levels of education, through clinical competence and in diverse practice settings. RNs are increasingly taking on independent roles in nurse-run clinics, nurse practitioner roles, collaborative practice and advanced-nurse practice settings. ENs also have increased autonomy in certain settings; for example, in the aged-care sector and in the community.


All nurses are accountable for the type and quality of nursing care provided. The degree to which nurses are held accountable for their actions reflects the level of education they have received, which in turn informs the degree of responsibility the nurse has in the workplace. The nursing profession regulates accountability through nursing audits and standards of practice.









Code of ethics


The need for a code of ethics was acknowledged during the Australasian Nurse Registering Authorities Conference (ANRAC) in 1990. It was deemed that there was need for focus on ethical behaviour for Australian nurses and that a documented code of ethics would assist in achieving this focus. The ANMC Code of Ethics for Nurses in Australia (ANMC 2008) comprises eight value statements, each of which is further defined by several explanatory statements. The eight value statements are:




1. Nurses value quality nursing care for all people


2. Nurses value respect and kindness for self and others


3. Nurses value the diversity of people


4. Nurses value access to quality nursing and health care for all people


5. Nurses value informed decision making


6. Nurses value a culture of safety in nursing and health care


7. Nurses value ethical management of information


8. Nurses value a socially, economically and ecologically sustainable environment promoting health and wellbeing.





These value statements are deliberately broad to reflect the variety of nursing practice areas, and variation in populations and their healthcare needs. The websites for the Nursing and Midwifery Board of Australia and the Nursing Council of New Zealand contain information for nurses and for the public. The websites contain codes, guidelines and position statements. See Clinical Interest Box 1.8 for the New Zealand Code of Conduct.





CLINICAL INTEREST BOX 1.8 

Nursing Council of New Zealand Code of Conduct


Principles


Four principles with criteria form the framework for the code. The nurse:




• Complies with legislated requirements


• Acts ethically and maintains standards of practice


• Respects the rights of patients/clients


• Justifies public trust and confidence















Registration






Nursing and Midwifery Board of Australia


In Australia a national regulatory scheme was established and effective as of 1 July 2010. The Nursing and Midwifery Board of Australia has established State and Territory boards to support the work of the national board in the national scheme. The national board will set policy and professional standards, and the State and Territory boards will continue to make individual notification and registration decisions affecting individual nurses and midwives (see Clinical Scenario Box 1.1).





Clinical Scenario Box 1.1


Margaret, 72, came into the Nursing and Midwifery Board of Australia’s (NBMA) registration enquiry desk to ask for assistance. She stated that she had been a nurse for over 50 years and she did not understand why she had been refused her registration renewal. The nursing officer who attended to her enquiry asked her if she was currently working, she replied that she had not worked for 30 years but she did not see what that had to do with her nursing registration. She stated she had been a nurse for over 50 years and no-one should have the right to take that away from her. She had sent her renewal with her payment every year and never been refused before.


When the nursing officer explained that registration was a licence to practise and as the NMBA had a duty to ensure nurses who had registration to practise were skilled and competent practitioners and that it was no longer acceptable to just renew your registration every year, Margaret became teary. She said, ‘Well, if I cannot keep my registration I am not a nurse anymore!’ The nursing officer advised her that she would always be a nurse, just not a practising one and she could apply for a non-practising nurse registration.





The functions of the Nursing and Midwifery Board of Australia include:




• Registering nursing and midwifery practitioners and students


• Developing standards, codes and guidelines for the nursing and midwifery profession


• Handling notifications, complaints, investigations and disciplinary hearings


• Assessing overseas-trained practitioners who wish to practise in Australia


• Approving accreditation standards and accredited courses of study (Nursing and Midwifery Board of Australia)












Australian Health Practitioner Regulation Agency


The Australian Health Practitioner Regulation Agency (AHPRA) supports the Nursing and Midwifery Board of Australia. The primary role of the board is to protect the public and set standards and policies that all registered health practitioners must meet. AHPRA:




• Supports the Nursing and Midwifery Board of Australia in their primary role of protecting the public


• Manages the registration processes for health practitioners and students around Australia


• Has offices in each State and Territory where the public can make notifications about a registered health practitioner or student


• On behalf of the boards, manages investigations into the professional conduct, performance or health of registered health practitioners, except in NSW where this is done jointly by the Health Professional Councils Authority and the Health Care Complaints Commission


• On behalf of the national board, publishes national registers of practitioners so important information about the registration of individual health practitioners is available to the public


• Works with the Health Complaints Commission in each State and Territory to make sure the appropriate organisation investigates community concerns about individual, registered health practitioners


• Supports the boards in the development of registration standards, and codes and guidelines


• Provides advice to the Ministerial Council about the administration of the national registration and accreditation scheme (AHPRA).












Australian Nursing and Midwifery Accreditation Council


The role of the Australian Nursing and Midwifery Accreditation Council (ANMAC) is now, as Australia’s independent accreditation authority for nursing and midwifery, to undertake:




• Development of accreditation standards


• Accreditation of Australian nursing and midwifery courses


• Accreditation of Australian providers of nursing and midwifery courses


• Assessment of, for the purposes of permanent migration, internationally qualified nurses and midwives


• Provision of policy advice on matters relating to accreditation and skilled migration of nurses and midwives (ANMAC).












Nursing Council of New Zealand


In New Zealand the Nursing Council of New Zealand (the Council) is the regulatory authority responsible for the registration of nurses. Its primary function is to protect the health and safety of members of the public by ensuring that nurses are competent and fit to practise. It fulfils this function by:




• Registering nurses


• Setting ongoing competence requirements and issuing practising certificates


• Setting scopes of practice and the qualifications required for registration


• Accrediting and monitoring education providers and setting the state examination


• Providing guidelines and standards for practice


• Receiving and acting on notifications of health and competence concerns


• Receiving and acting on complaints about the conduct of nurses


• Promoting public awareness of the Council’s responsibilities (NCNZ)















Professional nursing organisations






Australian College of Nursing


In 2011 the Royal College of Nursing, Australia (RCNA) and The College of Nursing (TCoN) united to become the Australian College of Nursing (ACN). The ACN provides a strengthened base for the nursing profession that communicates with government, other sectors and the public. It fosters research, policy and strategic development and provides a foundation for professional development and education activities (RCNA 2011).









Australian Nursing Federation


The Australian Nursing Federation (ANF) was established in 1924. It is the national union for nurses and the largest professional organisation in Australia. The ANF’s core business is the industrial and professional representation of nurses and nursing through the activities of a national office and branches in every state and territory. ANF has an enrolled-nurse special interest group, the National Enrolled Nurse Association (NENA), whose mission is to promote the value of ENs and raise awareness of the EN role within the community. The National Enrolled Nurse Association also provides a forum for all ENs to participate at a national level.









New Zealand Nurses Organisation


Nurses in New Zealand are represented by the New Zealand Nurses Organisation (NZNO) and the Australian and New Zealand College of Mental Health Nurses Inc (ANZCMHN).















INFLUENCES ON NURSING






Societal influences on nursing


The societal influences on nursing include developments in medical science and technology, which have impacted on the changing role and function of the nurse, and other factors such as demographic changes, cultural diversity and the consumer movement, which have also had an impact on the structure and practice of nursing.






Demographic changes


Changes that have influenced healthcare in recent decades include the population shift from rural areas to urban centres, increasing life span, the higher incidence of long-term illness and increased incidence of substance abuse, mental illness and diseases such as cancers. Nursing as a profession responds to such changes by exploring new methods for providing care, by changing educational emphasis and by establishing practice standards in new areas (Crisp & Taylor 2009).









Cultural diversity


Australia and New Zealand are multicultural societies, which means that nurses frequently encounter clients from cultures different from their own. Nurses need to be open to the challenges presented by cultural diversity and seek the information they require to provide culturally sensitive care (Crisp & Taylor 2009).


In Australia for many years there has been recognition of the multicultural nature of the country but little emphasis on the care of Indigenous people. In New Zealand it is the reverse. New Zealand sees itself as a bicultural country, with many different cultures in the non-Indigenous population.


Concern for the Māori population’s interaction with healthcare led to the development of the concept of cultural safety, which was introduced into nursing curricula in 1992. In 2005 (amended 2011) the Nursing Council of New Zealand published a comprehensive guideline on cultural safety in nursing education and practice which is available on their website (NCNZ) (Crisp & Taylor 2009).









Consumer movement


The availability of information through sources such as the internet means that consumers are potentially better informed than ever before. The strength of the consumer movement is most evident in the mental health area, where pressure exerted by mental health consumers has led to initiatives such as the employment of consumer consultants within healthcare networks. The role of the consumer consultant is to provide support and advocacy to consumers receiving mental health services and to influence the development of policy regarding the care and treatment of consumers (Crisp & Taylor 2009). The consumer has become an active participant in making decisions about health and nursing care, with most consumers now believing that good health is a right of all people and that they must assume responsibility for their own health (Berman et al 2012).









Human rights movement


Respect for the right of all people to the optimal standard of nursing and healthcare is central to the philosophy of the nursing profession. This view is reflected in the codes of ethics and standards of all nursing professional organisations. Nurses need to be consciously aware of personal values and where they are likely to impact on the quality of care given to a client. Where problems arise, advice or support should be requested (Crisp & Taylor 2009).















Summary


An overview of the theories and models of nursing helps to demonstrate how theory can inform the way in which we view the person, health, the environment and nursing itself. This allows nurses to establish connections and meaning in nursing and facilitates continuity of care. The utilisation and application of nursing theory (in the form of philosophies, models and theories) help nurses think critically for professional practice. Theory and research together lead to a systematic inquiry, which informs practice (Daly et al 2009).


The profession of nursing is in a constant state of change. The evolution of nursing has brought us to the point where there are endless opportunities to improve the health and welfare of our clients and the communities in which we live. The role of the EN and the RN has changed from that of a vocation to a role that emphasises education and professional standards, exemplified by the development of competencies for the EN and the RN and codes of ethics, as well as the national framework for decision making for nursing practice. The role of the EN is expanding and embracing new areas such as technology in healthcare, the administration of medications (in some Australian States and Territories) and wound care procedures. Queensland has developed an Enrolled Nurse Advanced Practice role. The challenge for the future will be to incorporate these changes into the role of the EN while still maintaining the standards of the profession and to ensure that each nurse understands each other’s role.








Critical Thinking Exercises







1. Part of your education includes experiences in different types of healthcare settings. Choose a nursing theory and explain how it might apply to one of those settings.


2. Reflect on the different roles of the EN and RN and develop a plan to ensure scope of practice is maintained.













Review Questions







1. What are the themes that are common to the many different definitions of nursing?


2. The scope of practice of the EN is influenced by what factors?


3. The Competency Standards document (2002) (Nursing and Midwifery Board of Australia) was developed to reflect four (4) domains of EN practice. List these domains.


4. What are the purposes of nursing theories and conceptual frameworks?


5. What factors have impacted on the changing role and function of the nurse?


6. What is the difference between a theory and a model?
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CHAPTER 2 Legal and ethical aspects of nursing care




Kalpana Raghunathan







Learning Outcomes


At the completion of this chapter and with further reading, students should be able to:




• Define the key terms


• Explain the legal concepts that apply to nursing practice and describe the legal responsibilities and obligations of nurses and notion of accountability in nursing


• Identify standards for care and professional conduct for nurses


• Discuss the various legal issues that arise in nursing practice and their implications for professional practice


• Examine ethical principles and the importance of ethics to nursing practice and critically examine nursing ethics, ethical responsibilities and obligations of nurses and advocacy


• Identify and discuss various ethical and moral issues that arise in nursing and healthcare contexts and their implications for professional practice


• Critically examine ethical dilemmas or moral problems that may arise in nursing and identify the steps to, and apply, ethical decision making to deal with moral problems in nursing and healthcare contexts


• Outline a plan of nursing care for clients across the life span in a range of healthcare contexts within legal and ethical parameters of nursing practice













Key Terms







accountability


advance directives


advocacy


assault and battery


bioethics


common law


consent


criminal and civil law


documentation


do not resuscitate order


ethical decision making


ethical dilemma


ethical principlism


ethics


legal issues


legal liability


legal responsibilities of nurses


legislation


malpractice


moral problems


negligence


nursing ethics


nursing regulations


obligation


responsibility


restraint and false imprisonment


rights


standards of care


torts


vicarious liability











CHAPTER FOCUS


This chapter introduces the enrolled nurse (EN) student to the fundamental legal and ethical concepts relevant to the practice of nursing. The chapter identifies the legal and ethical frameworks for professional nursing practice in caring for clients/clients across a life span in a range of healthcare contexts. Safe professional practice requires a sound understanding of the legal and ethical responsibilities and obligations that apply to nurses. A deeper understanding of these requirements requires further reading.


The ethical standards that guide professional nursing practice are universal. However, the legal and regulatory aspects of nursing are different between countries. Also the legal and regulatory guidelines for professional practice are constantly subject to changes in laws. It is therefore essential that nurses familiarise themselves and update their knowledge about changing legal requirements that govern clinical practice in the legal and regulatory system in which they practise.











LIVED EXPERIENCE


Prior to commencement of our course I highly underestimated the legal and ethical aspects of nursing, I was unaware of the nurse’s rights and responsibilities, and how even the smallest error could result in negligence or prosecution.


Since studying the legal and ethical aspects of nursing I have learnt the importance of documentation and the many codes to which we adhere. This is to protect not only ourselves, but our clients from harm. We also learnt of the many laws that define our boundaries as nurses and allow us to practise safely. Having all this knowledge really boosted my confidence and I now feel comfortable going into the clinical setting knowing I can provide my client with the best care possible within my scope of practice.


Stefanie, Enrolled Nurse Student









INTRODUCTION


In healthcare legal and ethical frameworks provide guidelines for standards of care and professional practice. Legal and ethical standards govern the clinical practice of healthcare professionals. Nurses at all levels and areas of practice as healthcare professionals have certain legal and ethical responsibilities and obligations.


The healthcare environment today is complex and inherent with different kinds of legal and ethical concerns with implications for professional practice. There is emphasis on client or person-centred care in today’s healthcare environment and this requires the nurse to value the client’s needs and act in the interest of the person in their care. It is therefore essential that nurses as members of the healthcare team understand the legal and ethical frameworks within which they function to ensure the provision of safe and competent care.









LEGAL ASPECTS OF NURSING PRACTICE


In Australia and New Zealand the legal framework around nursing practice is based on the common laws and Acts of the parliament relevant to nursing practice. Nurses should be aware of their legally defined rights and responsibilities, and should have an understanding of the laws that govern their personal and professional lives. Ignorance of a law is not accepted as an excuse for violation of that law.


As healthcare professionals, nurses have the legal responsibilities common to all members of society, and also the responsibilities imposed by the nature of their work, which may be defined as responsibilities in respect of:




• The provision of safe effective nursing care


• The health of the community


• The employing authority


• The nursing profession


(Berman et al 2012)





The functions of law in nursing are summarised in Clinical Interest Box 2.1.





CLINICAL INTEREST BOX 2.1 

Functions of law in nursing


The law serves a number of functions in nursing:




• It provides a framework for establishing which nursing actions in the care of clients are legal


• It differentiates the nurse’s responsibilities from those of other health professionals


• It helps establish the boundaries of independent nursing action


• It assists in maintaining a standard of nursing practice by making nurses accountable under the law.





(Berman et al 2012)









Common law system


Australia and New Zealand are referred to as common law countries. The common law system has its origins in the legal system and principles developed in England around the fourteenth century which became the basis for the legal systems of it colonies. The English common law system forms the basis for the complex and sophisticated legal system that exists in Australia and New Zealand today (Forrester & Griffiths 2010; Staunton & Chiarella 2008).


In common law countries the source of law and legal system is based on a combination of:




• Common law


• Acts of Parliament.









Common law


Common law is the body of law made by judges as a result of decisions in cases that come before the courts (Staunton & Chiarella 2008). These decisions form precedents (legal principles) and can then be applied in similar cases. This body of law is often referred to as case law and is equally as important as legislation (Forrester & Griffiths 2010). Some examples of common law that apply to nursing practice are the law of consent, the law of assault and battery and the law of contract (Kerridge et al 2005; Mair 2010).









Types of law


In understanding how laws function it is important to be aware of the distinctions between types of laws. Laws are classified as either:




• Criminal law or


• Civil law.





Criminal laws are concerned with offences against people and their property. The government makes rules as to what constitutes minimum levels of acceptable behaviour in society and seeks to enforce these rules through the police. A violation of a criminal law is called a crime, and it is sanctioned by some form of punishment, such as payment of a fine or imprisonment (Staunton & Chiarella 2008). Some examples of major criminal offences that can apply to nursing practice are murder, manslaughter, criminal assault and criminal negligence (Kerridge et al 2005; Mair 2010).


Civil laws are concerned with the legal disputes between people and/or organisations. Such laws provide the means by which rights can be enforced and wrongs can be remedied. A person found to have broken the civil law will usually be required to pay monetary compensation to the person alleging personal or property loss or damage. Some examples of areas of civil law that can apply to nursing practice include legal and binding contracts, client safety, negligence, client consent, client freedom of movement and client’s property (Mair 2010). Under civil law negligence and trespass to person is considered as a category of tort law. Torts are civil wrongs committed by someone against a person or property resulting in claims for compensation from the person responsible for causing injury or damage (Crisp & Taylor 2009).












Acts of Parliament


The parliament has the power to make or unmake laws and laws made by the parliament are referred to as parliamentary or statutory laws and known as Acts of Parliament (Staunton & Chiarella 2008). Acts of Parliament are the other major source of law and are commonly referred to as legislation. Acts are accompanied by Regulations that give directions for the administration of the Act (Forrester & Griffiths 2010).


The Australian Health Practitioners Regulation National Act 2009 arising from the National Registration and Accreditation Scheme for health professions is an example of an Act of Parliament. The Regulations accompanying this Act are administered by the Australian Health Practitioner Regulation Agency (AHPRA) which is responsible for ensuring that the intentions of this Act are followed in terms of regulating health professionals under the national accreditation scheme (see AHPRA website).


Nurses practising in Australia need to be aware that Acts may differ from state to state or territory and many health laws in relation to regulation of hospitals and healthcare services are within the jurisdiction of state and territory law. Some examples of Acts relevant to nursing practice are outlined in Clinical Interest Box 2.2.





CLINICAL INTEREST BOX 2.2 

Specific acts relevant to the nursing profession







• Child Protection Act (or Children and Young Persons Act)


• Coroner’s Act


• Drugs, Poisons and Controlled Substances Act


• Freedom of Information Act


• Health Practitioner Competence Assurance Act (New Zealand)


• Health Practitioner Regulation National Law Act (Australia)


• Human Tissue Act, or Human Tissue and Transplant Act


• Mental Health Act


• Nurses Act


• Occupational Health and Safety Act















The employer


The healthcare institutions as employers are legally responsible for the acts committed by all employees during the course of their employment. This is referred to as the principle of vicarious liability and is relevant to all nurses. It renders an employer vicariously liable for an employee’s actions committed during the course of employment (Crisp & Taylor 2009; Mair 2010) (see Clinical Scenario Box 2.1). For example, a hospital may be held liable due to negligence in duty of care for the client by the act or omission of care by a nurse causing harm. However the legal liability of the employer does not absolve a nurse from individual responsibility, and legal action can be taken against a hospital and a nurse or against a nurse as an individual if harm is caused by the actions of the nurse (Crisp & Taylor 2009). In the situation of nurses who are self-employed they are solely responsible and liable for the harm caused by their actions (Mair 2010).





Clinical Scenario Box 2.1






Vicarious liability


A home care nurse is driving a health service car and runs over a pedestrian at a busy intersection. Consider the following scenarios.




• It is customary for home care nurses to drive service provider vehicles to visit clients.


• The nurse was going home after completing all client/client visits for the day.


• The nurse was eating her lunch in the car and was distracted at the intersection before the turn.





Was there negligence and if so is the home healthcare service provider liable?








It is the responsibility of healthcare employers to ensure that:




• Employees possess the required qualifications, registration and level of competence


• All legal requirements are met, including valid contracts of employment


• Safety standards are observed in relation to standards of client care, buildings and equipment (Staunton & Chiarella 2008).












Nursing regulation


The primary function of the nursing regulatory authority is to protect the health and safety of members of the public by ensuring that nurses are competent and fit to practise. The nursing profession in Australia is regulated by AHPRA under the National Registration and Accreditation Scheme for health professions. The registration and accreditation of nurses is implemented through the national Nursing and Midwifery Board of Australia. In New Zealand, the Nursing Council of New Zealand is responsible for the registration of nurses. (See Online Resources at the end of this chapter for internet links to nursing regulatory authorities.)


Note that the midwifery classification is separate to that of nursing. Under nursing there are three classifications:




• Nurse practitioner


• Registered nurse


• Enrolled nurse.





By defining the terms under which a nurse may practise in each of the classifications of registration, the law protects the community by deeming the qualified nurse to be safe and competent to practise nursing. Nurses who do not fulfil the requirements of the standards, codes and guidelines for the nursing and midwifery profession may not practise as nurses or midwives. (See online resources for AHPRA and Nursing Council of New Zealand codes, guidelines and scope of practice for nurses.)


As health professionals an annual practising certificate or renewal of registration must be obtained from the nursing regulatory authority. The responsibility for ensuring that registration or enrolment fees are paid each year and demonstrating competence fit for practice rests with the individual nurse. Nurses have to meet the standards and requirements for registration or enrolment that govern professional practice. (See Online Resources and Clinical Interest Box 2.3.)





CLINICAL INTEREST BOX 2.3 

Nursing registration and enrolment requirements


Australia:




• Continuing professional development


• Criminal history check


• Professional indemnity insurance


• English language requirements


• Recency of practice





New Zealand:




• State examination


• Professional competence assurance


• Criminal history check


• Professional and character reference


• English language requirements





(AHPRA, NCNZ)





The nursing regulatory authority is empowered to deregister nurses in certain circumstances; for example, a nurse’s registration or enrolment may be cancelled if they unlawfully use a registration number or if they are found to be unfit for practice, guilty of misconduct or negligence in a professional respect.


From 2011 in Australia it is a requirement that nursing students enrolled in an accredited program of study are also noted on the Australian Nursing and Midwifery Board student register. It is the responsibility of the education provider to ensure relevant details of students are provided to the regulatory authority on commencement of study. The primary purpose of the student register is to protect the health and safety of members of the public. There are greater numbers of nursing students in the clinical practice environment today and it is important to consider legal and ethical implications for clinical practice and safety of the students and the clients/clients. (See Online Resources.)









Professional boundaries


Professional nursing practice requires nurses to be aware of and understand the legal and professional boundaries within which they must function. Professional boundaries in nursing are the parameters within which nurses practise, to ensure that the limits of professional and therapeutic relationships with clients/clients in their care are not crossed. When a nurse crosses professional boundaries then that action is deemed as unprofessional conduct or behaviour. It is considered a misuse of the power vested in the professional over a vulnerable person in their care (Crisp & Taylor 2009; Kerridge et al 2005).


Regardless of the healthcare setting, nurses in daily professional practice are faced with difficult decisions linked to rofessional boundaries. It is critical that nurses as healthcare professionals recognise the lines of separation from the person in their care and apply sound judgment in managing issues around professional boundaries. Common examples of professional boundary concerns in nursing practice are accepting gifts and services, entering into sexual relationships, entering into financial arrangements, access to health information, disclosing health information (Crisp & Taylor 2009).


The professional boundaries for nursing practice in Australia and New Zealand are defined by guidelines and principles of safe practice jointly prescribed by Australian Nursing and Midwifery Council and the Nursing Council of New Zealand. These are set out in the framework for professional practice guidelines, A nurse’s guide to professional boundaries (2010). The guidelines provide a framework of what constitutes the limits of professional behaviour in nurse–client relationships and the decision-making tool is designed to assist with concerns relating to these situations. (See Clinical Interest Box 2.4 and Clinical Scenario Box 2.2.)





CLINICAL INTEREST BOX 2.4 

Recognising professional boundaries


Questions to consider:




• Is the nurse doing something the person needs to learn to do themself?


• Whose needs are being met—the person’s requiring care or the nurse’s?


• Will performing this activity cause confusion regarding the nurse’s role?


• Is the behaviour such that the nurse will feel comfortable in their colleagues knowing they had engaged in this activity, behaved in this way with a person in their care?











Clinical Scenario Box 2.2






Professional boundaries


An elderly female client’s family tells the nurse they would like to thank her for looking after their mother. They offer the nurse flowers and a box of chocolates. They also invite the nurse to visit them for a meal in their home.




• What should the nurse do in this situation within the framework of professional boundaries?





















AREAS OF LEGAL LIABILITY IN NURSING


Legal liability means that a person is subject to certain legal obligations (Crisp & Taylor 2009). It is important for nurses to realise that they are legally responsible for their own actions and that, although the EN works under the supervision of a Registered Nurse (RN), this does not relieve them of personal liability. Nurses have a responsibility, to themselves and their clients, to refuse to perform an activity if:




• They are asked to do something that is beyond the legal and professional scope of their role


• They have not been prepared to perform a function safely


• Directions are unclear, unethical, illegal or against the policies of the healthcare agency.





The nurse as a healthcare professional has a responsibility to be aware of the legal principles and concepts that impact on professional practice.






Contracts


A contract is an agreement between parties that is legally enforceable because of mutuality of agreement and obligation. A contract gives rise to rights and obligations that are protected and enforced by the law (Staunton & Chiarella 2008). The terms and conditions of the contract are binding on parties to the contract (Kerridge et al 2005).


A contract may be in writing or it may arise by implication, such as an agreement that is reached between a client and a healthcare agency to which they are admitted. Although in this case the client is not required to sign a document, they will have entered into a contract as to the nature and extent of their proposed treatment with the healthcare agency or the medical officer. The expectation is that safe and appropriate care is provided.


An important form of contract for nurses is the contract of employment that nurses as employees enter into with their employer. Arising out of this contractual relationship are certain rights and obligations relevant to both the employee and the employer that are defined in a written contract of employment (Crisp & Taylor 2009). Employment contracts are covered under the area of industrial law, and industrial awards impose specific provisions on employers relating to the health and safety of employees, the payment of wages and the provision of certain conditions. An industrial award is a document that sets out the wages and conditions of a particular group of employees and represents the contract of employment between the employer and the employee. A copy of each award can be obtained from the Department of Industrial Relations. Employers are required to have copies of the relevant awards available so that they are accessible to employees. Nurses have a responsibility to themselves to understand their contract of employment and their industrial award.


When starting each work shift, nurses engaged through nursing agencies are under contract to the health agency to which they have agreed to be allocated. A nursing agency is only an employment agency even though the nurse’s pay may be processed through it.









Standards of care


Standards of care are the guidelines or criteria for the standard of care that a nurse is expected to deliver (Crisp & Taylor 2009; Kerridge et al 2005). Nurses have a responsibility to be familiar with the standard of care which includes the degree of care, skill and judgment they are expected to exercise and to understand the importance of not undertaking tasks outside their defined role and function. There are a number of documents that help nurses to know the standard of care that is expected of them. Some are more binding and important than others, some documents set the minimum standards for practice and others clearly identify the standards to which nurses ought to aspire in daily practice (Crisp & Taylor 2009). (See Online Resources for the range of documents including competency standards, codes and guidelines that identify standards of care.)


In Australia the National Competency Standards for the Enrolled Nurse (ANMC 2002) and in New Zealand the Competencies for the Enrolled Nurse Scope of Practice (Nursing Council of New Zealand 2010) provide a regulatory and assessment framework to guide the scope of practice of enrolled nurses. These documents are binding. For enrolled nursing students these documents set the minimum criteria for competencies to be demonstrated to be eligible for entry into practice. Other sources of information to help nurses know the standard of care expected are healthcare agency policy and procedure manuals, government policy documents, professional organisations, nursing literature and specific regulations relevant to area of practice (Crisp & Taylor 2009).









Negligence


Negligence is a tort and means a civil wrong that relates to incidents where a person who suffers injury through a negligent act or omission can seek compensation from the person responsible for the negligence (Mair 2010). If a nurse gives care that does not meet accepted standards, the nurse may be held liable for negligence; for example, if the nurse’s actions result in harm to a client. Like other health professionals, nurses have a duty of care to their clients and, generally, negligence means failure by a nurse to take appropriate actions to protect the safety of a client. This may involve failing to do something that should have been done, or doing something that should not have been done. Examples of negligence in nursing include incorrect administration of medications, failure to communicate important information about a client’s condition, failing to take appropriate measures so that a client consequently sustains an injury and even failure to exercise reasonable care in giving advice to the client.


In the event of alleged negligence against a nurse the responsibility or the onus for proving negligence is with the plaintiff or the person alleging negligence (Mair 2010). A plaintiff must prove three elements to succeed in an action for negligence:




1. That the nurse owed the plaintiff a duty of care


2. That the nurse breached this duty of care


3. That the plaintiff suffered injury as a result of the breach.





(Mair 2010; Staunton & Chiarella 2008)


The likelihood of injury to a client, and the risk of liability, is reduced when the nurse adheres to the principles of sound nursing practice and follows the established policies relating to standards of care. Clinical Interest Box 2.5 lists categories of negligence that may result in malpractice.





CLINICAL INTEREST BOX 2.5 

Categories of negligence that result in malpractice


Failure to follow standards of care, including failure to:




• Perform a complete admission assessment or design a plan of care


• Adhere to standardised protocols or institutional policies and procedures (e.g. using an improper injection site)


• Follow medical officer’s verbal or written orders.





Failure to use equipment in a responsible manner, including failure to:




• Follow the manufacturer’s recommendations for operating the equipment


• Check equipment for safety prior to use


• Place equipment properly during treatment


• Learn how equipment functions.





Failure to communicate, including failure to:




• Notify a medical officer in a timely manner when conditions warrant it


• Listen to a client’s complaints and act on them


• Communicate effectively with a client (e.g. inadequate or ineffective communication of discharge instructions)


• Seek higher medical authorisation for a treatment.





Failure to document, including failure to note in the client’s medical record:




• A client’s progress and response to treatment


• A client’s injuries


• Pertinent nursing assessment information (e.g. drug allergies)


• A medical officer’s medical orders


• Information on telephone conversations with medical officers, including time, content of communication between nurse and medical officer, and actions taken.





Failure to assess and monitor, including failure to:




• Complete a shift assessment


• Implement a plan of care


• Observe a client’s ongoing progress


• Interpret a client’s signs and symptoms.





Failure to act as a client advocate, including failure to:




• Question discharge orders when a client’s condition warrants it


• Question incomplete or illegible medical orders


• Provide a safe environment.





(Berman et al 2012:80)












Defamation


The term ‘defamation of character’ refers to any communication, spoken or written, about an individual that injures their reputation. The term ‘libel’ is used when the communication is written, whereas the term ‘slander’ is used when the communication is spoken. With regard to nursing practice, all clients have a right to expect their privacy and confidentiality to be respected, and colleagues have a right to expect that their personal and professional reputations will not be harmed.


Nurses should therefore exercise extreme caution when discussing or documenting information relating to clients and when discussing members of staff. For example, a nurse may not be openly critical of the standard of care provided by another nurse. A nurse who is genuinely concerned about standards of nursing care should direct their concern through the proper channels and do so confidentially when making a complaint or report to senior administration (Mair 2010). Nurses should refrain from gossiping about colleagues, as this practice may lead to irreparable damage of an individual’s personal or professional reputation. Nurses should avoid making statements in writing in a client’s documents that may be interpreted as being of a defamatory nature. Nurses must ensure that all statements relating to a client are written in an objective rather than a subjective manner.









False imprisonment


False imprisonment refers to the wrongful deprivation of a person’s freedom of movement, such as restraining or detaining a person against their will. With regard to nursing practice, there are certain situations in which a client may need to be restrained, for example, to protect them from injury, protect others from being injured or prevent damage of property. Nurses must be aware that the application of any restraint is only performed in consultation with the client’s medical officer, and then only after very careful consideration. Written authorisation by a medical officer is generally required for the application of a restraint. Nurses need to know state laws and their organisations’ policies regarding restraint of clients. Apart from very specific instances, there are no powers to detain a person in a healthcare agency against their wishes, except when they are an involuntary client under mental health legislation. The Department of Health and Ageing has guidelines for the use of restraints in health and aged care organisations. There must be a medical officer’s order for the restraint which states the reason and time period. The order must be reviewed daily. Restraints can only be used after every other possible way of ensuring the safety of the client has been tried unsuccessfully. (See Ch 13 for further discussion on the use of restraints.) All healthcare agencies have a document that a client is asked to sign if they decide to leave the agency against medical advice.









Assault and battery


Assault and battery are considered criminal offences as well as breaches of civil law (Mair 2010). Although the term ‘assault’ is used to describe both actions, there is a distinction between the two. Assault occurs when a threat to carry out unwanted and unlawful contact on another person is made, thereby causing that person to be in fear of their safety. Battery involves the direct, intentional and uninvited application of physical contact to another person’s body (Crisp & Taylor 2009) (see Clinical Scenario Box 2.3).





Clinical Scenario Box 2.3






Assault


A nurse became the subject of disciplinary action by the unit manager of the aged care facility after she was reported for assault by the family of a resident at the facility. The nurse was reported for sitting on the resident’s bed and placing her hand on the resident’s shoulder when she was visibly upset and distressed. The nurse had not asked the resident before doing so.




• Has assault been committed in this situation? Give reasons for your answer.











In nursing practice, a nurse could intentionally or unintentionally commit an act of assault if they did anything in terms of touching the client without consent. As many nursing activities involve direct physical contact with a client there is the possibility of committing assault and battery which could result in an offence of trespass to the person if unwanted and unlawful contact is made (Mair 2010). The important factor in situations in which physical contact is involved is to make sure you have the client’s consent.









Consent


Consent by a client can be provided in a number of ways (Crisp & Taylor 2009; Mair 2010). Implied consent is frequently given in the performance of nursing activities. For example, if a nurse requests a client to hold out their arm so that they can measure their blood pressure, and the client does so, then they have implied their consent to that procedure. Clients frequently give consent verbally, for example, by agreeing to have a procedure performed. Written consent provides documentary evidence that consent was given. Before any invasive procedure or surgical intervention is performed a client is requested to sign a consent form.


Regardless of the form in which consent is given it must be valid and for consent to be valid it must be voluntarily and freely given. It should also cover the treatment to be carried out, and be given by a legally competent person who has sufficient information about the treatment or intervention to be performed (Crisp & Taylor 2009). (See Clinical Scenario Box 2.4.)





Clinical Scenario Box 2.4






Consent


A graduate nurse wanted to observe and learn how to perform a complex wound dressing. This was an orientation week on a busy orthopaedic ward. The graduate nurse went into the client’s room and explained what she wanted. The client agreed but her daughter who was in the room did not agree. The graduate nurse stayed and watched the procedure.




• What are the issues or considerations in relation to consent in this situation?











Legal capacity to give consent is determined by age and the person’s mental and intellectual function. Legal consent can only be given by a competent adult and if the person is unable to give consent specific legislation enables others to give consent on the behalf of that person (Crisp & Taylor 2009; Mair 2010). Parents and guardians can provide consent for children and minors. Under guardianship legislation a guardian or appointed authority may give consent for treating a mentally incompetent person. The mental health legislation allows non-consensual treatment of mentally ill persons. In circumstances when it is difficult to obtain consent, for example if the client is unconscious, consent can be obtained from someone legally authorised to give consent on behalf of the client. If the situation arises that the client requires emergency treatment and it is impossible to obtain consent from the client an authorised person may give consent. In the event of life-threatening situations the overriding duty of care negates the need for consent and legislation enables medical intervention without consent. An example would be an unconscious person who has serious life-threatening injuries from a motor vehicle accident.


Informed consent is given when the client is provided with adequate information about, and understands, the procedure to which they are consenting. The client giving consent understands the risks and benefits involved as well as the actual procedure (Mair 2010). When a nurse provides information to a client about the nursing procedure to be performed it is the responsibility of the nurse to ensure that the person consenting is competent to determine what treatment or care they will be subjected to. In the case of medical and surgical procedures it is the responsibility of the medical officer to provide the client with an adequate explanation of any proposed treatment. Informed consent for medical and surgical treatment is documented on a consent form which is a legal record. This form is signed by the client giving consent to the treatment and the medical officer providing the information. In some healthcare facilities a general medical treatment consent form is signed by the client on admission, for the treatment and care provided during the course of that admission. However, this does not include specific medical interventions that may be required to diagnose or treat the client. Additional informed consent is required for diagnostics tests or procedures.


An important consideration with regard to consent is that the client has the right to withhold or revoke their consent at any time provided they are competent to do so. In this event they must be informed about any detrimental consequences of refusal (Mair 2010). If either situation arises, the event must be reported immediately to the nurse in charge, the medical officer and be documented.






Right of client to receive information


Nurses as healthcare professionals are required to provide appropriate and sufficient information to the person in their care in accordance with the principles of informed consent. For example, nurses must inform the client before performing any procedures; this includes clearly explaining the purpose of the intervention or care, any potential issues or risks that may arise and obtaining permission from the person (NHMRC 2004).












Confidentiality and privacy


‘Confidentiality’ refers specifically to restrictions upon private information revealed in confidence, with an understanding that the information will not be disclosed to others; ‘privacy’ refers to ownership of one’s own body or information about one’s self (Kerridge et al 2005). Nurses have a legal and ethical obligation not to disclose confidential information acquired about clients in their care, except when such disclosure occurs during the course of their professional duties (Johnstone 2009). Information that may be classified as confidential and private may be anything related to a client’s condition, treatment being given, the prognosis, or anything relevant to a client’s private life. Disclosure of such information may lead to legal action against the healthcare agency. The requirement for nurses to observe a duty of confidentiality is spelt out in the Codes of Conduct and Code of Ethics for Nurses. (See Online Resources.)


Information communicated in a client’s nursing and medical records must be kept confidential and, therefore, nurses are responsible for protecting records from unauthorised readers. Information provided to other treating healthcare professionals should be kept to a need-to-know basis, and consent from the client must be obtained if a third party requires access to records (Mair 2010). A client’s right to privacy must be respected and their affairs must not be discussed with other clients, with non-professional staff or with members of the general public. Discretion should be used by nurses during their off-duty hours and they should avoid careless chatter about the healthcare agency, any of the clients or staff members. If approached at any time by a representative of an organisation, press, radio or television, a nurse should refrain from giving information but should refer the enquiry to the administrative section or other appropriate department of the healthcare agency.









Documentation


Client records are important legal documents and it is therefore important that nurses keep accurate and complete records of all treatment and care administered to the client (Mair 2010). In the course of work a nurse is required to document information about clients on nursing care plans, progress notes, flow charts and any other care specific documents used in the healthcare facility. These client health records are legal evidence of the interventions and care provided. A client’s records may be required in legal proceedings, for example, as evidence in a case when treatment and care is disputed or where negligence has been alleged. Therefore, in addition to ensuring that any information is recorded accurately and concisely for the purpose of communication between members of the health team, accurate detailing of all relevant information is necessary to provide adequate explanation to a court of law. If a client’s records are required in legal proceedings they will be subject to very close scrutiny by lawyers. Good quality documentation in such situations will provide a clear account and help nurses defend their case (Crisp & Taylor 2009).


Staunton and Chiarella (2008) list a number of important points for quality documentation:




• Reports should be accurate, brief and complete


• Reports should be legibly written


• Reports should be objectively written


• Entries in reports should be made at the time a relevant incident occurs, or as soon as possible after the incident


• Abbreviations should not be used in reports unless they are accepted within the healthcare organisation and there is a policy acknowledging this or they are widely acknowledged medical abbreviations


• If medical terminology is used in reports, the nurse should be sure of the exact meaning, otherwise it could prove misleading


• Any errors made in recording should be dealt with by drawing a line through the incorrect entry and initialling it before continuing


• No entry concerning the client’s treatment should be made in the client’s record on behalf of another nurse


• All reports need to be dated and signed.





To reduce the risk of an incorrect entry being made:




• Don’t make an entry in a client’s record before checking the name on the record


• Don’t make an entry in a client’s record by identifying room or bed number only


• Make sure the client’s name and identifying number is on every sheet of the client’s record before making an entry on the sheet


• Avoid wherever possible making notes concerning a client on loose paper for rewriting later into the client’s notes


• No entry concerning the client’s treatment should be made in a client’s record on behalf of another nurse.












Reporting of adverse events and clinical incidents


Nurses have an ethical and legal responsibility to report any accidents or incidents that occur within a healthcare agency. A written report must be made immediately after an accident or incident occurs in which a client, a visitor or a member of staff was involved, even when no injuries appear to have been sustained or the incident seems trivial. Most healthcare agencies have special forms, often electronic, for this purpose. Reporting of adverse events and clinical incidents provide a source of information to improve the quality of care and to evaluate the effectiveness of policies.


There is always a possibility that the ‘aggrieved person’ may take legal action, in which case the written report becomes a very important document. The information included in the report must be factual, clear, concise and objective. Personal opinions must not be included, and care must be taken to avoid using terms that could be misinterpreted. For further details on documentation and reporting skills, refer to Chapter 16. Examples of adverse events that may be reported are listed in Clinical Interest Box 2.6.





CLINICAL INTEREST BOX 2.6 

Examples of adverse events that may be reported






Medication or IV fluids


Prescribing, administration, dispensing, labelling, delivery problem, wrong route, underdose etc.









Medical devices, equipment or property


Poorly designed, unsafe, incorrect/difficult to use, unintentional removal of wound drain etc.









Pressure ulcers


 









Acts of aggression


Verbal or physical, punching a person, a hole in a door, threats, swearing etc.









Behaviour and human performance


Self harm, absconding, suicide etc.









Buildings, fittings, fixtures and surrounds


Inadequate function, unsafe floor surface, shower water pressure/temperature too high etc.









Nutrition


Fed when fasting, diet not requested, problem with meal or food preparation or delivery etc.









Documentation


Illegible handwriting, electronic documentation, poorly worded.









Clinical management


Unintended injury during procedure, insufficient handover, delay in diagnosis, inadequate universal precautions etc.









Hospital-acquired infection


MRSA, VRE, ESBL, parasites etc.









Falls


 









Oxygen/gases/vapours


Not prescribed, administered, incorrect gas/rate/frequency/route/concentration etc.









Hazards


Biological, chemical, radiation etc.









Organisation management/services


Bed allocation, staffing shortages, inadequate supervision, after-hours delays, nonavailability of supplies etc.









Security


Confidential breaches, theft, insufficient security staff, no ID badges etc.









Accidents


Client spills hot drinks, skin tears of unknown origin etc.





(SA Government, Department of Health)









Witnessing wills


A client wishing to make a will should be given all the assistance required but it is policy in most healthcare agencies that nurses cannot act as witnesses.












Coroner’s court


A coroner’s court is presided over by a magistrate, called a coroner, whose main function is to detect unlawful homicide. A coroner is required to investigate any death that was unexpected, or if the person died in unusual or violent circumstances. An inquest into a death may be conducted as long as several years after the event occurred and, in the case of an inquest arising out of a client’s death in a healthcare agency, a nurse may be called upon to give evidence. If this situation arises, nurses are advised to seek legal advice before giving a statement to the police or appearing in court. The healthcare agency through which the nurse is employed will generally ensure that they are represented by the agency’s legal representatives. Alternatively, a nurse can be represented by the professional nursing organisation of which they are a member.






Client’s right to refuse treatment


It is the legal right of a person to refuse medical treatment under the common law jurisdiction (Johnstone & Kanitsaki 2009). To give or force treatment without consent will result in the nurse being liable for charges of assault and battery. Examples of common client’s right to refuse treatment situations that may arise in daily practice include decisions by the client to refuse their medication, refuse to have a procedure performed, or refuse blood transfusions or organ donations due to their religious or personal values. In some situations, terminally ill clients may decide not to have certain treatments. A person can also withdraw consent at any time during their treatment or care. (See Clinical Scenario Box 2.5.)





Clinical Scenario Box 2.5






Right to refuse treatment


Mr Mill is a 73-year-old man diagnosed with pancreatic cancer. The treatment is to undergo a total pancreatectomy which will offer a 50% chance of curing the cancer. The operation carries a 5% risk of mortality and a 100% side effect of insulin dependent diabetes and probable ongoing problems related to malabsorption syndrome. Without surgery the client is likely to live reasonably well for the next 6 to 12 months. Beyond this period the client will require palliative care and die from the cancer. Mr Mill discusses this with his family. He decides against the operation.















Caring for the dying


The most important considerations for nurses when caring for the client who is dying are to respect the wishes of the person and provide care that is appropriate to their needs. It is the responsibility of the nurse to ensure that the person’s needs and concerns are communicated and discussed with everyone involved in their care. Nurses are required to ensure that every aspect of care and the discussions and planning of care are documented. Promoting quality end-of-life care and person-centred care is a primary focus in palliative care nursing (Recoche et al 2009). This requires the nurse to be familiar with special religious and cultural practices when providing end-of-life care. Australia and New Zealand are multicultural societies and it is therefore important for nurses to become familiar with the special needs of people from different cultures. Nurses working with Indigenous people in Australia and New Zealand must respect the special rituals and practices related to death and care of the body (Recoche et al 2009).









Advance directives


Advance care directives are documented statements that enable a competent adult to specify their wishes with regard to parameters for future medical treatment that can assist healthcare providers in decision making in the event that the person is not able to participate in decisions regarding treatment (Recoche et al 2009). Examples of specific wishes may include decisions relating to artificial ventilation, nutrition and do not resuscitate orders. Advance directives may also incorporate instructions with regard to nominating another person with enduring power of attorney for medical treatment decisions on their behalf. Often a family member or relative may be identified to make health treatment decisions (Jeong et al 2010). In Australia there are some differences in the legislation related to advance directives between states and territories, and in New Zealand advance directives can be used for general healthcare procedures and in the event of future terminal or life-limiting illness (Recoche et al 2009).









Do not resuscitate orders


The ‘do not resuscitate order’ (DNR) is also referred to as ‘not for resuscitation order’ (NFR). This order is written by the medical practitioners in the client’s medical record following a decision to not attempt to resuscitate the person. Such decisions are made to prevent the use of cardiopulmonary resuscitation if the person stops breathing or their heart stops beating. The order is based on an expressed decision by the person, their family and medical practitioners. If the person is not capable, their family or agent with the medical power of attorney must be involved in the discussions. The reason behind the decision and the DNR or NFR order must be documented clearly in the client’s medical records and reviewed regularly, including for each admission into the healthcare facility (Forrest & Griffiths 2010).












Legal responsibilities of nursing students


Nursing is a practice-based profession and this requires students to touch clients and to be exposed to the professional environment in order to learn nursing skills properly. Therefore those involved in the education and supervision of students, and the students themselves, all carry the responsibility for ensuring that students are properly supervised and are never put into a situation where the client’s safety and wellbeing might be at risk in any way (Crisp & Taylor 2009; Kerridge et al 2005). Supervisors should ensure that students are adequately prepared to undertake new skills in the clinical environment and also that they have had previous practice in nursing skills laboratories. Students must be supervised by an experienced and competent nurse either from their tertiary education institution or from the clinical environment in which the student is placed. If students are uncertain about procedures in the clinical environment it is their responsibility to inform their supervisor and seek clarification (Crisp & Taylor 2009).


During the course of their nursing studies many students often find work as assistants in nursing. Crisp & Taylor (2009:354) point out that it important to recognise that, while such employment will undoubtedly provide valuable experience, the student is employed as an unqualified member of staff and should not take on responsibilities outside the scope of that role or their education.


In Australia, under national legislation nursing students enrolled in an approved program of study at a tertiary institution are registered with the Nursing and Midwifery Board of Australia for the duration of their education and clinical training as a student. The core role of this Board is to protect the public: clients are entitled to expect to receive a safe standard of care, regardless of whether the care is delivered by a registered or student nurse.












LEGAL ISSUES IN THE NURSING SPECIALTIES


Professional nurses work in various areas of nursing specialties and it is important to be aware of specific legal issues that impact on these areas of practice. The situational context of professional practice requires nurses to be familiar with different expectations of the roles, organisational policies and procedures, and specific legislative elements that are related to the particular healthcare environment.


The list below highlights key issues in different nursing specialties or disciplines. Nurses must be aware of the specific issues that may impact on their daily practice when working in these areas. These issues also raise many important considerations in terms of adequacy of skills and staffing, supervision and scope of practice relevant to the area of work.









Key issues in different nursing specialties


Medical/surgical nursing:




– Restraint minimisation in acute settings


– Provision of appropriate standards of care by qualified nurses


– Ensuring informed consent for medical treatment and care


– Competency of nursing staff providing care


– Adequate staffing levels for safe and competent care


– Working with multidisciplinary healthcare team


– Emphasis on care across the life span and client-centred care





Critical care nursing:




– Need for highly specialised skills and ongoing professional competence


– Adequate staffing ratios in intensive care areas


– Minimising reliance on intensive care setting apparatuses and equipment


– Focus on person-centred care and client assessment


– Decisions regarding life support or sustaining treatments


– Do not resuscitate orders and end-of-life issues


– Informed consent issues in critical ill clients





Perioperative nursing:




– Anaesthetic and recovery room nursing specialised skills


– Ongoing professional competence


– Working with different clients across the life span


– Legal liability for smooth functioning of operating room procedures


– Sterilisation of equipment, instrument and swab counts





Gerontological/Aged care nursing:




– Issues in caring for the elderly related to confusion and dementia


– Preventing and minimising use of restraint


– Physical layout and design of facilities suitable for the elderly


– Ensuring quality of life and choices for the elderly


– Protecting the rights of the elderly in residential care facilities


– Ensuring safety and accessibility for the elderly in different care environments


– Workforce issues and adequate staffing to provide appropriate standard of care


– Reporting of abuse





Community health nursing:




– Working with different clients across the life span, e.g. family health, child health


– Different role expectations in community settings, e.g. more autonomous practitioners


– Working in different settings, e.g. schools, community centres, clinics, general practice settings, homes


– Working collaboratively with other healthcare team members for timely and appropriate care


– Awareness of public and community health issues, immunisation, child abuse, workplace safety, personal safety





Hospital in the home:




– Clinical specialisation


– Working with different clients in their home settings


– Need for careful documentation of all aspects of care


– Initiating prompt referrals to other services or healthcare team members





Rural and remote area nursing:




– Lack of healthcare professionals


– Problems of remoteness, costs and limited access to healthcare services


– Issues of ensuring appropriate standards of care for the remote community


– Different role expectations as remote area healthcare professionals, e.g. lack of emergency services, sole practitioners, level of responsibility


– Professional isolation and limited access for continuing professional development





Indigenous health:




– Providing culturally appropriate care


– Providing right type of care at the right time by the right person in the right place


– Lack of trained healthcare professionals


– Limited culturally acceptable services


– Problems of remoteness, costs and limited access to healthcare services


– Different role expectations as healthcare professionals


– Lack of emergency services


– Sole practitioners, greater level of responsibility, reporting issues





Accident and emergency department:




– Requirement for highly specialised skills


– Level of responsibility and decision making


– Dealing with aggressive and violent clients, high risk clients, personal safety


– Premature departures by clients without adequate screening


– Need for careful documentation of all emergency staff involved


– Reporting incidents to authorities, e.g. road accidents, crime injuries, abuse





Mental health nursing:




– Protecting rights of mentally ill clients


– Ensuring appropriate treatment and supervision of mentally ill clients


– Restriction on liberty of mentally ill persons


– Participation/involvement in decision making


– Voluntary and involuntary clients, community treatment orders, restraint


– Controversial treatment modalities for mentally ill persons


– Mental health legislation





Child health:




– Specialist skills in children’s health


– Suitability of healthcare facility areas for treating and caring for children


– Safety and security issues for children’s wards


– Informed consent for treatment from parents or guardians on behalf of children


– Screening of healthcare staff working with children


– Screening of visitors in children’s wards


– Mandatory reporting of child abuse





(Byers 2005; Crisp & Taylor 2009; Eckermann et al 2010; Ellis et al 2010; Hegney 2010; Mathews & Kenny 2008; Savage 2007; Staunton & Chiarella 2008)















ETHICAL ASPECTS OF NURSING


As healthcare professionals it is essential that nurses have an understanding of ethics and what it means to practise ethically in an increasingly complex and changing healthcare environment. Healthcare professionals are bound by a strict code of professional practice and ethical standards for conduct.


Whilst the legal aspects of nursing require nurses to act in accordance with the laws and regulations for professional practice, ethical practice is concerned with professional conduct guided by knowledge of what is right or wrong and what is expected and responsible behaviour when dealing with difficult and complex situations in professional practice (Johnstone 2009). Broadly stated ‘law describes the minimum standards of acceptable behaviour and ethics delineates the highest standards of moral behaviour’ (Dahnke & Dreher 2006).


The importance of attention to ethics in healthcare is necessary because of factors such as the rapid advances in medical care and technology, issues in allocation of limited healthcare resources, questions related to quality of life and issues in prolonging life, and the protection of client rights. The primary concern of the healthcare team must be the provision of the very best standard of client care and, to achieve this, it is necessary for all team members to respect the abilities and functions of their co-workers and observe ethical standards. Professional groups each have a code of ethics that consists of standards of conduct that members of the group are expected to follow.






Ethics


Ethics may be defined as a set of moral principles that imply a commitment unrelated to monetary reward or prestige and which are derived from a system of values and beliefs concerned with rights and obligations. Ethics is concerned with ascribing moral values to, or passing moral judgment on, such things as people, situations or actions. Ethics is also concerned with the justification of such moral ascriptions (Johnstone 2009; Freckelton & Peterson 2006; Fry et al 2011; Kerridge et al 2005).


Ethics involves different moral and philosophical positions regarding what is good and what may not be right. A number of different theoretical perspectives may be applied to guide ethical behaviour. The well-known ethical theories are deontological ethics, teleological ethics, moral rights theory, virtue ethics and ethical principlism. In nursing practice and healthcare ‘ethical principlism’ is a commonly applied framework for analysing ethical issues and moral decision making (Johnstone 2009). (See Clinical Interest Box 2.7.)





CLINICAL INTEREST BOX 2.7 

Ethical principlism


The theory of ethical principlism is one of the more popular ethical theories used today when considering ethical issues in nursing and healthcare. Ethical principlism is the view that ethical decision making and problem solving is best undertaken by appealing to sound moral principles. The principles most commonly used are:






Autonomy


Autonomy refers to a person’s independent ability to decide. Applied in nursing and healthcare contexts, the principle of autonomy imposes on healthcare professionals a moral obligation to respect a client’s choices regarding recommended medical treatment and associated care.









Non-maleficence


Non-maleficence is to avoid harm or hurt. Applied in nursing and healthcare contexts, the principle of non-maleficence would provide justification for condemning any act that unjustly injures an individual or causes them to suffer an otherwise avoidable harm.









Beneficence


The principle of beneficence is to act for the benefit of others; that is, to promote their welfare and wellbeing. Beneficent acts can include care, compassion, empathy, sympathy and kindness.









Justice


Justice can be conceptualised in many ways, such as mercy, harmony, equality and fairness. Of pertinence to healthcare are the conceptualisations of justice as fairness and as an equal distribution of benefits and burdens.





(Potter & Perry 2009)









Ethics and morality


It is important to understand that the terms ethics and morality are used together and interchangeably in ethical discussions. The term ‘ethics’ comes from the ancient Greek ethikos and ‘morality’ comes from the Latin moralitas, and they both relate to ‘custom and habit’. Essentially the terms ethics and morality are used to describe various ways of thinking about and understanding beliefs and values about morally right and wrong behaviour (Freckelton & Peterson 2006; Johnstone 2009).


In the course of daily practice nurses are frequently confronted by difficult ethical issues and moral dilemmas. Consequently, conflict may arise over philosophies, personal values and professional responsibility. It is most important that nurses have an understanding of their own values and an understanding of how ethical problems may be resolved without compromising personal values (Johnstone 2010).












Nursing ethics


In Australia and New Zealand nursing ethics are strongly influenced by the bioethics movement. The term bioethics originates from the ancient Greek: bios meaning ‘life’ and ethikos, ithiki meaning ‘ethics’. The bioethics movement originated in the United States and its main focus is the rights and duties of clients and healthcare professionals; the rights and duties of research subjects and researchers; and the formulation of public policy guidelines for clinical care and biomedical research (Reich 1995, cited in Crisp & Taylor 2009:332). (See Clinical Interest Box 2.8.)





CLINICAL INTEREST BOX 2.8 

Common bioethics topics







• Abortion


• Euthanasia and assisted suicide


• Organ transplantation


• Reproductive technology


• Clients’ right to privacy and confidentiality


• Informed consent


• Economic rationalisation of healthcare


• Research ethics


• Institutional ethics committees





(Johnstone 2010:148)





Nursing ethics is defined as ‘the examination of all kinds of ethical and bioethical issues from the perspective of nursing theory and practice, which in turn rests on the core concepts of nursing’ (Johnstone 2009:16). The nursing profession has its own code of ethics, which is a statement about expected standards of behaviour and which is used to guide ethically sound professional nursing conduct and practice. The International Council of Nurses (ICN) formulated an International Code of Nursing Ethics (1973) outlining the nurse’s responsibilities to individuals, to society, to nursing practice, to co-workers and to the nursing profession.


The code of ethics is not a set of rules, but a guide for nurses to base their professional decision making upon. Society expects professional people such as nurses to behave with integrity, dignity, competence and compassion. The International Code of Nursing Ethics, The Code of Ethics for Nurses in Australia and the New Zealand Nurses Association Code of Ethics provide nurses with guidelines to assume personal responsibility for providing a standard of excellence in clinical practice. Every nurse is responsible for determining and implementing desirable standards of nursing practice and for following ethical standards in their professional conduct and in the care they deliver (Fry & Johnstone 2008). The nurse has a responsibility to participate actively in developing a body of professional knowledge and the skills necessary to promote safe and effective nursing care as an integral part of continuing competence (see Online Resources).






Accountability and responsibility in nursing practice


Individual nurses assume responsibility for performing specific activities related to the care of clients; that is, nurses are responsible for their own actions as professionals. It is, therefore, essential that all nurses understand the scope of functions and duties associated with their role.


The concept of accountability means that nurses are responsible, legally, ethically and professionally, to themselves, to their clients, to their employing institution and to the nursing profession (Fry & Johnstone 2008). Whenever nurses deliver nursing care to clients, they must be able to answer for their own actions. Even if a task is delegated to another nurse, accountability for the outcome of the action includes the nurse assigned to perform the task and nurse delegating the task. For example, the nursing supervisor assigns direct client care to individual nurses on a shift but remains responsible and accountable for the overall supervision of the provision of care to the clients. The individual nurse is responsible and accountable for all the direct nursing care provided to their clients during the shift.


Accountability for nurses includes the moral responsibility to report any behaviour that endangers a client’s safety, providing clients with adequate information about their care, maintaining high ethical standards in their own practice, and following the policies and guidelines developed by their employing institution and their professional organisation to promote the delivery of safe and effective nursing care. The regulatory authorities can refer to the various codes to guide them when they are considering situations of alleged misconduct. The concept of accountability for nurses is incorporated into the professional standards and the codes for professional conduct and ethics. (See Clinical Scenario Box 2.6.)





Clinical Scenario Box 2.6






Interpreting accountability and responsibility


Tom, a registered nurse, is the supervisor on duty at a residential aged care facility. The facility is divided into pods. After receiving handover from the night staff Tom delegates and allocates the care of residents to the team. The care team consists of enrolled nurses and personal care assistants. Medications are administered by delegated enrolled nurses for each pod in the wing. During morning tea one of the care team members finds some medication on the floor in one of the pods and reports it to the Tom. The nurse tells Tom that it may be medication that was accidentally dropped this morning during the medication round.




• How does the concept of accountability and responsibility apply in this situation?











In healthcare settings nurses and medical officers are a part of a greater team working for the benefit of the client’s health. While there is a common goal the division of responsibility shows subtle but important differences. The medical officer is responsible for overall care of the client including assessment and investigating the client’s medical condition, making a diagnosis and planning treatment. The nurse’s role and responsibility is to participate in and supervise the implementation of the medical treatment plan both in caring for the client’s physical requirements and in the administration of various therapies including medications and nursing procedures. The nurse’s responsibilities also include providing feedback and advice to medical officers and allied medical personnel regarding the client’s condition and progress through direct reporting, and through recorded physical observations and written progress records.









Values


A value is a belief about the worth of a particular idea or behaviour, or something an individual views as desirable or important. Values are acquired or learned initially in childhood, from the family and other significant people and from experience. Values are derived from a number of sources such as the person’s culture, society, family and work environment and they influence the way a person interacts with others and the decisions they make (Fry et al 2011; Fry & Johnstone 2008).


Personal values motivate and guide a person’s behaviour and it is important to recognise that each person’s set of values is unique. Some people have very few specific values while others have many. Also some values are more important than others and individuals prioritise some values over others (Fry & Johnstone 2008). People may value such things as honesty, skill, justice, privacy, friendship, material goods, physical wellbeing, knowledge, talent, wealth, courage and creativity.


Considering values becomes important when a person has to take a stand for that which they value. Ethical issues and moral dilemmas occur in healthcare when choices have to be made that involve putting one set of values against another. Morals relate to specific values and principles to which a person is committed, and a moral belief is a conviction that something is absolutely right or wrong. For example, some people believe in the value of pro-life and that abortion is absolutely wrong in all circumstances; a nurse who holds this view may choose not to work in this area.












Ethical issues and moral dilemmas


Ethical issues arise in numerous areas of medical and nursing practice and may require nurses to be involved in resolving them. Johnstone (2010: 49) categorises the ethical issues faced by nurses into three kinds: everyday practical ethical issues; broader mainstream bioethical issues; and the broader social justice issues associated with promoting the welfare, wellbeing and significant moral interests of highly vulnerable, stigmatised and marginalised groups of people. Clinical Interest Box 2.9 lists some of the specific and common ethical issues faced in the healthcare environment.





CLINICAL INTEREST BOX 2.9 

Common ethical issues







• Genetic engineering


• Artificial fertilisation


• Contraception


• Therapeutic abortion


• Child abuse


• Artificially prolonging life


• Voluntary euthanasia


• Not for resuscitation orders


• Selective non-treatment


• Informed consent


• Withholding information


• Right to refusal of treatment


• Quality versus quantity of life


• Organ transplantation


• End of life issues and dying with dignity


• Non-therapeutic research


• Use of restraints


• Confidentiality


• Conflict of values and beliefs between members of the health team


• Advance care planning


• Disclosing and reporting professional practice errors


• Veracity, duty and complications in truth telling


• Allocation of health resources





(Fry et al 2011; Johnstone 2009; Johnstone & Kanitsaki 2009; 2006; Lachman 2006)





The complex and changing nature of the healthcare environment today generates many ethical challenges. Nurses are often faced with difficult moral dilemmas. Moral or ethical dilemmas are situations that involve two competing or conflicting moral choices, neither of which is a desirable option in terms of outcomes (Dahnke & Dreher 2006). Moral dilemmas in nursing practice may arise in a number of situations when there are value conflicts. For example, a nurse who values the sanctity of life has to care for clients terminating unwanted pregnancies, or a nurse has to care for a young client who is terminally ill and refuses treatment, but the nurse also knows that the person is suffering enormously from their condition, with a poor quality of life.


In order to correctly identify and deal with the ethical issues and moral problems nurses must apply ethical reasoning and a moral decision-making process. The most important consideration is that nurses respond in the interests of the client and the client’s wellbeing and also act justly according to the expected standards of professional practice.









Ethical decision making


One of the most commonly used models for ethical decision making in nursing practice is the steps of the nursing process. This is a deliberate and systematic problem-solving approach that can be used to resolve moral problems in the healthcare environment (Crisp & Taylor 2009; Farrell & Dempsey 2011). (See Clinical Interest Box 2.10.)





CLINICAL INTEREST BOX 2.10 

Steps of the nursing process in ethical decision making


The common components of the nursing process for ethical decision making involve five steps:




1. Assess the moral/ethical situation


2. Identify (diagnose) the moral problem/s


3. Set moral goals and plan a moral course of action


4. Implement the moral plan of action


5. Evaluate the moral outcomes of the action.





Revisit the steps from the beginning if the desired moral outcomes do not occur.


(Crisp & Taylor 2009; Farrell & Dempsey 2011; Johnstone 2004)





Often solving an ethical dilemma may seem almost impossible in some situations, but using the standards stated in a code of ethics helps the nurse to view such problems objectively. (See Clinical Interest Box 2.11 and Clinical Scenario Box 2.7.)





CLINICAL INTEREST BOX 2.11 

Examples of nurses’ obligations in ethical decisions







• Maximise the client’s wellbeing


• Balance the client’s need for autonomy with family members’ responsibilities for the client’s wellbeing


• Support each family member and enhance the family support system


• Carry out hospital policies


• Protect other clients’ wellbeing


• Protect the nurse’s own standards of care





(Berman et al 2012)








Clinical Scenario Box 2.7






Ethical challenges


Consider the following:




• The senior nurse working on a busy surgical ward is faced with the difficult decision to report the lack of adequate support and supervision for new nurses starting on the ward. This decision could mean that the number of new nurses working on that ward could be reduced. This action could cause some upset among colleagues.


• A nurse is faced with the difficult decision to withhold information from the client’s daughter. The client was diagnosed with a terminal condition. He only has a few months to live. The client does not want his daughter to know because she would be very upset. The daughter is his only child and cares very deeply for her father. The daughter was very involved in her father’s care during his hospitalisation and appreciative of all the care provided by the nursing staff. The client’s right to privacy binds the nurse from telling the truth if the daughter asks about her father.


• The medical code team is faced with the difficult decision of what to do next in a medical code situation for the client. The client is elderly and critically ill with a poor prognosis. Further intervention is seen as futile. His daughter has the medical power of attorney. The client is to be resuscitated as per code status directives.





Analyse these situations within the ethical decision-making framework.








When an ethical decision is to be made, the following factors must be considered:




• The ethical dilemma must be recognised and defined


• All the facts relevant to the issue and to the individuals involved must be obtained


• The people involved in making a decision must understand the relevant moral rules and principles involved and be able to apply them in an appropriate manner


• Proper evaluation must be made of possible solutions to the problem and of the strategies to be implemented.





Moral dilemmas will continue to occur in healthcare as long as choices have to be made that involve putting one set of values against another. It is therefore important that nurses keep themselves informed and are involved in discussions and debates about ethical issues and dilemmas so that they are able to make ethical decisions in an informed way rather than on a purely emotional basis.









Advocacy


In a nursing context, advocacy means that the nurse acts for and on behalf of the client. To act as an advocate for a client the nurse must ensure that the client is provided with adequate and accurate information relating to their care, and they must support the client in any informed decisions they make about their care. In this way the nurse meets the ethical requirement of honouring a client’s right to self-determination. An important consideration when advocating for the client is to know when and how to advocate to ensure that the advocacy is within the legal and ethical guidelines of professional practice (Turner & McIntyre 2006). In nursing the concept of advocacy is based in nursing ethics which involves respecting a client’s right to:




• Be informed


• Make decisions and choices


• Confidentiality


• Privacy and dignity


• Hold their own ethical and religious beliefs.





All nurses have a responsibility to ensure that, in relation to nursing practice, the client is assured of safe and competent care and that their rights will be protected. (See Clinical Scenario Box 2.8.)





Clinical Scenario Box 2.8






Client advocate


Mini is a 22-year-old female client at a community-based mental healthcare service provider. Mini used street drugs regularly until a few months ago and ran into trouble with the law. She is now supported by the nurses from the community based service regularly. Mini lives alone in a council flat and is following her treatment. Mini dropped out of school and has never held any jobs for more than a few weeks. She is separated from her family. The team of nurses looking after Mini are aware that she is interested in completing her schooling and getting some work locally.




• What steps can the nurses take or how can they represent Mini in this situation as the client advocate?





















Summary


Nursing is practised within certain legal frameworks and ethical considerations that promote safe and effective care. Both are important considerations for nursing practice. Although the legal and ethical aspects of nursing are not the same, they overlap and require nurses to act within expected standards of professional behaviour. The legal aspect requires nurses to practise within the law and regulations of the profession and ethics require nurses to apply moral codes of conduct as healthcare professionals.


While the professional codes of conduct and codes of ethics for nurses in Australia and New Zealand provide frameworks to promote excellence in clinical practice, every nurse is responsible for determining and implementing desirable legal responsibilities and obligations and standards of practice, and for following ethical standards in their professional capacity. All nurses have a responsibility to promote safe and competent client care as defined by the national competency standards and scope of practice.








Critical Thinking Exercises







1. Mrs Brown is a woman you are giving nursing care to. You know from her medical records and your handover report that she has been diagnosed with terminal cancer. You are told she does not want her family to know about her condition. What do you say when Mrs Brown’s daughter asks you if she is dying and why do you give this reply?


2. Mr Smith, 80, was admitted for cardiac surgery and is recuperating. On the day that the medical officer allows him to walk down the corridor with assistance, he asks you to help him do so. Mr Smith has thromboembolic disease (TED) stockings on and he has slippers in his locker. You get him out of bed and assist him to walk down the corridor, which has a newly polished linoleum floor. You forget to put on his slippers, although you knew about them. While walking down the hall, you turn to look out of the window at a commotion in the car park. As you are looking, Mr Smith’s feet slip from under him and he falls to the floor and hurts his hip. What are the elements of negligence and how do they apply to this case?


3. You are arriving at work and are in a crowded elevator. The conversation in the elevator revolves around a well-known celebrity who was admitted during the night following a motor vehicle accident. How has this person’s right to confidentiality been breached? What would you do in this situation?













Review Questions







1. What are the legal responsibilities and obligations of the nurse?


2. Discuss the differences between criminal law and civil law.


3. When may a nurse be disqualified or deregistered from practice?


4. Who determines the standards of care by which a nurse should practise?


5. What must a plaintiff prove to succeed in an action of negligence?


6. How does a nurse ensure that it will not be possible to make a charge of defamation against them?


7. What is the difference between assault and battery? When could a nurse commit an act of assault?


8. When is consent for a medical procedure considered to be valid?


9. What type of information about a client is classified as confidential?


10. What action may happen to a nurse who discloses confidential information about a client in their care?


11. What points should be remembered when documenting in a client’s records?


12. What type of information is required in an adverse event/clinical incident report? Give ten (10) examples of adverse events that might be reported.


13. What are some of the common ethical issues faced by nurses today?


14. What are the nurse’s obligations in ethical decision making?
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CHAPTER 3 Nursing research
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Learning Outcomes


At the completion of this chapter and with further reading, students should be able to




• Define the key terms


• Define nursing research


• Explain the importance of research in nursing


• Compare the various ways to acquire knowledge


• Understand the basic differences between qualitative and quantitative approaches in research


• Outline the steps in conducting research


• Describe the way research, education and practice relate to each other


• Identify the importance of critical thinking and critical reading when undertaking a research project


• Discuss the importance of informed consent and ethics in relation to research


• Define evidence-based practice


• Explain how enrolled nurses (ENs) can participate in nursing research


• Identify future trends in nursing research
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CHAPTER FOCUS


Nursing theory and education are recognised as the main contributors to the development of an accountable and professional nurse in the healthcare environment. Research is also recognised by healthcare professionals as being equally important in influencing practice by informing decisions about the delivery of care to clients and their families. Today’s evidence-based nursing practice integrates education, theory, practice and the findings from research to provide quality healthcare. Nurses are also acknowledging the need to develop skills in critically appraising research literature to enable consideration of its application to clinical practice (Schneider et al 2007).


The purpose of this chapter is to enable enrolled nurses (ENs) to develop an appreciation of the significance of research to them as nurse practitioners. It introduces the principles of nursing research, basic components of a research proposal, guidelines to critiquing a research article and an overview of both qualitative and quantitative research.











LIVED EXPERIENCE


When I started nursing, I was not aware of the importance nor relevance of research to the profession. However, since learning this through my studies I now know that it provides the grounds for which nursing care is developed and delivered.


Ben, Enrolled Nurse student









NURSING RESEARCH


The term ‘research’ refers to a systematic way of studying or examining an issue so that the knowledge about that issue is validated. It requires an understanding of the existing knowledge about the issue so that new knowledge can be developed. Many words and terms specifically related to research are used in this chapter; they are defined in Table 3.1.


Table 3.1 

Common research terms






	Bias

	Any influence that may alter the outcomes of a research study






	Clinical nursing research

	Nursing research that has a direct impact on nursing interventions with clients






	Data

	Measurable bits of information collected for the purpose of analysis






	Data collection

	Gathering of information necessary to address the research problem






	Deductive reasoning

	Logical system of thinking that starts with the whole and breaks it down into its component parts






	Dependent variable

	A variable that is affected by the action of the independent variable






	Ethics committee

	Committee responsible for review of research proposals to ensure that human subjects are protected from harm






	Hypothesis

	Statement of a predicted relationship or difference between two or more variables. A hypothesis contains at least one independent and one dependent variable






	Independent variable

	A variable that causes a change in the dependent variable






	Inductive reasoning

	Logical system of thinking that begins with the component parts and builds them into a whole






	Informed consent

	An agreement by a research subject to participate voluntarily in a study after being fully informed about the study and the risks and benefits of participation






	Instrument

	Device or technique used to collect data in a research study, e.g. questionnaires or interviews






	Literature review

	A critical summary of available theoretical and research literature on the selected research topic. It places the research problem for a particular study in the context of what is currently known about the topic






	Nursing research

	Research usually conducted by nurses to generate knowledge that informs and develops the discipline and practice of nursing






	Population

	All known subjects that possess a common characteristic of interest to a researcher






	Problem statement

	A statement that describes the purpose of a research study, identifies key concepts and sets study limits






	Qualitative research

	Used to examine subjective human experiences by using non-statistical methods of analysis






	Quantitative research

	The systematic process used to gather and statistically analyse information that has been measured by an instrument and converted to numerical data






	Reliability

	Characteristic of a good instrument; the assessed degree of consistency and dependability






	Research

	A systematic process using both inductive and deductive reasoning to confirm and refine existing knowledge and to build new knowledge






	Research design

	The overall plan for collecting data in a research study






	Research process

	An orderly series of phrases identifying steps that allow the researcher to move from asking a question to finding an answer






	Research question

	Use of an interrogative format to identify the variables to be studied and possible relationships or differences between those variables






	Sample

	A subset of a population selected to participate in a research study






	Validity

	A characteristic of a good instrument; the extent of an instrument’s ability to measure what it states it will measure






	Variable

	A concept, characteristic or trait that varies within an identified population in a research study







Borbasi et al 2008


Nursing research involves a systematic search for and validation of knowledge about issues important to the nursing profession and links theory, education and practice. Nursing research is important for:




• Validating nursing as a profession


• Documenting the effectiveness of nursing interventions


• Providing a scientific knowledge base for practice


• Demonstrating accountability for the profession.





Research-based or evidence-based practice is essential if the nursing profession is to deliver safe, effective and efficient care.


The goal of nursing is to provide evidence-based care that promotes quality and effective outcomes for clients, families, healthcare providers and the healthcare system (Burns & Grove 2009). Burns and Grove (2009) describe evidence-based practice as involving the use of collective research findings in:




• Promoting the understanding of clients’ and families’ experiences with health and illness


• Implementing effective nursing interventions to promote client healthcare outcomes


• Providing quality, cost-effective care within the healthcare system.












EVIDENCE-BASED PRACTICE


Evidence-based nursing practice is built on the belief that decisions about the delivery of care to clients should be informed by the best available and most current evidence (Borbasi et al 2008). Another definition of evidence-based practice is that it is a process within which clinical decisions are made by practitioners using the best available research evidence, their clinical expertise and client preferences, with consideration also of available resources (Schneider et al 2007). The five steps universally accepted as being necessary for evidence-based practice are presented in Clinical Interest Box 3.1. Clinical Interest Box 3.2 explains evidence-based practice.





CLINICAL INTEREST BOX 3.1 

Steps in evidence-based practice







1. Ask a focused question.


2. Assess appropriate evidence.


3. Appraise evidence for validity, impact and precision.


4. Apply evidence accounting for patient values/preferences, clinical and policy issues.


5. Audit your practice/personal skills.





(Source: Jackson et al 2006; Sackett et al 2000 as modified in Schneider et al 2007:305)








CLINICAL INTEREST BOX 3.2 

Evidence-based practice


What is evidence-based practice?


A process of:




• synthesising research evidence


• designing clinical practice guidelines


• implementing practice changes


• evaluating outcomes





Why do we need evidence-based practice?




• Rapid increase in amount of information


• Rapid increase in healthcare costs


• Determination of efficient and effective healthcare practices


• Increased emphasis on performance and outcome standards





Where is evidence found?




• Published research


• Systematic reviews (e.g. Cochrane Collaboration; available: http://www.cochrane.org/)*


• Special collections of EBP resources (e.g. The Joanna Briggs Institute; available: http://www.joannabriggs.edu.au)





(Brown & Edwards 2012:13)




* Descriptions can be found at this website, but access to systematic reviews is by subscription only.












The evolution of nursing research


In 1854, during the Crimean War, Florence Nightingale demonstrated the significance of research in the delivery of nursing care. On arrival at the Crimea in 1854, Nightingale found the military hospital barracks overcrowded, dirty and lacking in food and essential medical supplies. Men were dying from starvation and diseases such as cholera and typhus because of these conditions. By systematically collecting, organising and reporting data, Nightingale was able to implement sanitary reforms and prove a significant reduction in mortality rates. This is considered to be the first nursing research study (Berman et al 2012).


Research was slow to develop in nursing, with little formal research carried out by nurses until the late 1940s. Nursing schools evolved from military and religious roots and stressed order and obedience. Training was viewed as an apprenticeship, with long hours, and nurses had little say in their own training or work. Only when nursing began to move towards advanced education and affiliation with university settings did nursing research begin to emerge. This move began in the USA. In the 1960s and 1970s the number of nurses with advanced degrees and research skills increased and the push for doctoral preparation in nursing began. Nurses began to turn to nursing care and clinical practice to provide questions for research. Nursing theories evolved; they attempted to describe and explain the practice of nursing and began to be tested by nurse researchers. Practice-related research flourished and by the end of the 1970s two new research journals were launched in the USA to handle the nursing research explosion (Borbasi et al 2008).


Nursing research in Australia and New Zealand began to flourish in the 1970s and 1980s (Schneider et al 2007). This move was accompanied by a major increase in the level of research activity, which was directed at educational, disciplinary or professional issues, and other disciplinary areas of relevance to nursing. Recently, nurses have begun to place more emphasis on evidence-based practice. This involves gaining evidence for or substantiating clinical decisions through experience, trial and error, tradition, authority, logic or nursing research (Berman et al 2012). Some ideas that have been tested and demonstrated to be useful in practice are: moist wound healing; pressure-relieving devices for the prevention of pressure ulcers; client information to improve self-care and healthy lifestyles; communication with people who are dying; and nutritional support of older people in hospital (Brown & Edwards 2012).









The future of nursing research


The value of research studies that increase understanding of clinical phenomena and provide direction for defining programs of research is well recognised and continues to develop in Australia and New Zealand. Nurse researchers and nurse leaders are visibly involved as consultants in educational, governmental and healthcare institutions to inform both professionals and consumers of best evidenced-based nursing practice (Beanland et al 2004; Schneider et al 2007).


One area in which quality research takes place is magnet hospitals which are emerging in both Australia and New Zealand. Magnet hospitals aim to provide a commitment to staff development and training, effective systems for implementing and evaluating quality-based treatment and care, and sustainable long-term resourcing (Schneider et al 2007). The concept of a ‘magnet hospital’ is to develop and sustain an environment where nursing- and midwifery-related evidence-based practice and practice change are more likely to occur.












RESEARCH METHODS


Nursing research focuses on a full range of human experiences and nursing interventions and aims to improve the health status of individuals and gain understanding into differing phenomena (Crisp & Taylor 2009).


The major factor that affects whether a nursing researcher uses systematic, controlled methods for studying events or problems is the extent to which they investigate the way that characteristics or variables (refer to Table 3.1) are different, or the way that one variable is predictive of (causally associated with) another. Studies done in this way are well organised and follow a specific procedure so that other researchers can reproduce the study, or examine the evidence and achieve the same outcomes. A hypothesis predicts the relationship between two or more variables. Some research studies are designed to create a hypothesis, whereas others are designed to develop a hypothesis. Some research studies do not have a hypothesis (Berman et al 2012).


Nurse researchers use many methods because nurses are interested in acquiring knowledge about a wide range of human needs and responses to health problems. For example, a different research method may be used by a nursing researcher interested in developing a deeper understanding of a phenomenon and how it may be experienced by clients, such as helping women deal with the consequences of incontinence after childbirth. There are two major methods used in nursing research: quantitative and qualitative (Berman et al 2012).






Quantitative methods


Quantitative research methods involve the use of numbers and statistical analysis. This research approach is both logical and systematic in nature and gathers and analyses information that has been measured by an ‘instrument’, such as a questionnaire, and converted to numerical data (Borbasi et al 2008). Quantitative nursing research is the investigation of nursing phenomena that lend themselves to a precise measurement, such as pain severity or rate of wound healing. Box 3.1 describes different ways of using quantitative methods.





Box 3.1 

Types of research that use qualitative methods






ACTION RESEARCH


Studies that attempt to make qualitative research more humanistic, holistic and relevant to the lives of human beings. The major goal of this research is to work in collaboration with participants in a manner that brings about desired change(s).









CRITICAL SOCIAL RESEARCH


Studies that empower individuals involved in this research by attempting to confront unjust power structures within a specific context or society. The major goal of this research is the challenging of dominant constructions of reality and the societal structures that maintain the status quo and determine allocation of power and resources.









DESCRIPTIVE RESEARCH


Studies in which the objective is to accurately portray characteristics of individuals, situations or groups and the frequency with which certain events or characteristics occur. The major goal of this research is to describe what is seen in order to detect phenomena that might be of interest in future research.









EXPLORATORY RESEARCH


Studies designed to develop or refine the dimensions of phenomena or to develop or refine a hypothesis about the relationships among phenomena. The major goal of this research is to explore what is seen in order to identify relationships among phenomena that might be of interest in future research.









HISTORICAL RESEARCH


Systematic studies designed to establish facts and relationships concerning past events. The major goal of this research may be either a descriptive account of what occurred and the facts surrounding the event(s), or a critical approach may be taken in which the researchers challenge the dominant interpretations of facts.









INTERPRETATIVE RESEARCH


Studies in which human experience is investigated to generate deeper understanding of the phenomena of interest. The major goal of this research is the exploration of the numerous ways human beings experience the complex world in which they live.





(Crisp & Taylor 2005)





In quantitative research, the researcher changes one set of variables and observes the outcome or its influence on other variables. Variables are concepts or traits that vary (Borbasi et al 2008), such as characteristics of people or situations that can change or vary for many reasons. Temperature, pulse, respiration, blood pressure, height and weight are examples of variables. Quantitative measurement involves the magnitude of a variable as well as the unit being measured.


The variable that the researcher controls or manipulates is called the independent variable. The variable that varies or changes because of this is called the dependent variable (Borbasi et al 2008). For example, consider the statement: ‘Sitting upright in bed does not make breathing easy in a client with asthma’. The independent variable relates to placing the client in different positions, such as lying flat, semi-recumbent, lateral or upright. This is the variable the researcher can manipulate to study its influence on the dependent variable. The dependent variable is the measurement of breathing.









Qualitative methods


Qualitative research is a subjective approach used to explore phenomena and describe human experiences. This research approach collects data and obtains information from, for example, interviews rather measurement (Burns & Grove 2009). See Box 3.2 for the different ways of using qualitative methods.





Box 3.2 

Types of research that use quantitative methods






CORRELATIONAL RESEARCH


Studies that explore the patterns of interrelationships among variables of interest, without any active intervention by the researcher. Correlational methods are used in testing predictive relationships among variables, for testing models or theories that seek to explain complex patterns of relationships and for testing the most effective and efficient means of achieving positive health outcomes.









DESCRIPTIVE RESEARCH


Studies in which the aim is to accurately portray characteristics of individuals, situations or groups and the frequency with which certain events or characteristics occur. The major goal of this form of research is simply to describe what is seen in order to identify variables that may be of interest in future investigations.









EXPERIMENTAL OR QUASI-EXPERIMENTAL RESEARCH


Studies in which the investigator controls the independent variable and randomly assigns subjects to different conditions. The major goal of this research is to determine causal relationships among the variables through a controlled investigation in which only the independent variable can be the cause of changes in the dependent variable.









EXPLORATORY RESEARCH


Studies designed to develop or refine the dimensions of phenomena or to develop or refine a hypothesis about the relationships among phenomena. The major goal of this research is to explore what is seen in order to identify relationships among variables that might be of interest in future investigations.









EVALUATION RESEARCH


Studies that test how well a program, practice or policy is working. The major goal of this form of research is determining the success of a program. This type of research can determine specifically why a program was successful. When programs are unsuccessful, evaluation research can assist in identifying problems with the program, why it was not successful or even barriers to implementation of programs.









SURVEY RESEARCH


Studies designed to obtain information from populations regarding prevalence, distribution and interrelation of variables within the study population. They may be conducted for the general purposes of obtaining information about practices, opinions, attitudes and other characteristics of individuals. The major goal of this form of research is simple description or the accumulation of a large amount of data to describe the population being studied, as well as the topic of study.





(Crisp & Taylor 2005)





Qualitative researchers may wish to examine individuals and their stories and behaviour, organisations and their functioning, or cultures and their interactions and social movement. As the study methodology embraces the examination of subjective phenomena, these findings are only considered to be representative of a particular person or group of people, and in a particular setting, and not reflective of other people or other settings (Borbasi et al 2008).


There are strengths in both quantitative and qualitative approaches. The quantitative approach can support a theory or argue to disprove it, and can be very useful, for example, when hospitals or governments want to introduce policy changes. The qualitative approach, by contrast, has a human focus and allows researchers to know their subjects and collect information about attitudes and satisfaction levels that are vital to improve care provided by nurses. Integration of both methods is also possible. Tashakkori and Teddlie (1998) found that the combined use of a mixed model is a powerful tool in health research. Mixed-methods research combines methods, paradigms and qualitative and quantitative approaches, enabling a broader, more comprehensive analysis of the research topic than single-method research (Schneider et al 2007).












THE RESEARCH PROCESS


There are several steps in conducting either quantitative or qualitative research.






Step 1. The research problem


The research problem is refined through a process that proceeds from identifying a general idea of interest to defining a specific topic. A preliminary literature review reveals related factors that appear critical to the research topic and it should identify a gap in the literature on the specific topic. The significance of the research problem must be identified in terms of its potential contribution to both clients and the nursing profession (Burns & Grove 2009). Choosing a problem that can be translated into policy is also important. Choosing the topic of interest may develop from:




• Discussing an issue of common interest with a colleague


• Reading about an issue in a journal, text or newspaper


• Identifying an area deficient in information


• An aspect of practice being introduced for the first time


• An aspect of practice that may have been observed but which needs to be validated


• Areas of work that may need to change


• Wanting to repeat a study that has already been conducted, to check the results.












Step 2. The purpose


The purpose of the study states the aims or goals that the investigator hopes to achieve with the research. It includes what the researcher will do, who the participants will be and where the data will be collected (Berman et al 2012). An example of a purpose for a research problem investigating the link between obesity and type 2 diabetes might be ‘Collect data from adults in the state of Victoria who have type 2 diabetes and compare this to their weight’.









Step 3. Literature review


The overall purpose of conducting a review of the literature is to develop a strong knowledge base to carry out research and other consumer research activities in the educational and clinical practice settings. It is a comprehensive, in-depth, systematic and critical review of scholarly publications and available evidence focused on the research topic (LoBiondo-Wood & Haber 2010).


The literature review provides a way of checking what has already been studied in relation to the proposed study. It can also provide an understanding of the procedures, methods of analysis and variables that can influence the study (see Box 3.3).





Box 3.3 

Overall purpose of a literature review







• Determines what is known and not known about a subject, concept or problem.


• Determines gaps, consistencies and inconsistencies in the literature about a subject, concept or problem.


• Discovers unanswered questions about a subject, concept or problem.


• Discovers conceptual traditions used to examine problems.


• Uncovers a new practice intervention(s) or provides evidence for current practice intervention(s).


• Generates useful research questions and hypotheses for the discipline.


• Describes the strengths and weaknesses of designs or methods of enquiry and instruments used in earlier works.


• Determines an appropriate research design or method (instruments, data collection and analysis methods) for answering the research question(s).


• Determines the need for replication of a well-designed study or refinement of a study.


• Promotes development of new or revised practice protocols, policies and projects or activities related to nursing practice and to the discipline.





(Schneider et al 2007)









How to search successfully for information


To conduct a successful search for information about a particular subject, the researcher needs to define the topic of interest, select appropriate search resources and selectively review and evaluate the materials produced by a search (Borbasi et al 2008). A search is conducted using indexes, abstracts and catalogues to find information about specific subjects. Books tend to give standard accepted information and practices. They provide good baseline data on a subject. Journals, however, provide more current information than books. They report changing trends and practices.


Several electronic indexes are used for nursing journals (see Box 3.4), including the Cumulative Index to Nursing and Allied Health Literature (CINAHL), Index Medicus (a comprehensive index of peer-reviewed medical journals compiled by the US National Library of Medicine) and its online counterpart, MEDLINE (Medical Literature Analysis and Retrieval System (MEDLARS) online). Each index has a primary area of focus and advantages and limits. Electronic databases operate with a special vocabulary. However, the computer helps the researcher to define the preferred terms to use in a search. It is important to make the search as precise as possible; if there are several key terms, they should be used. Other limits such as gender, age and/or time factors should also be set. Ask for assistance from the librarian if there is difficulty finding information. Many professional information sources are also available on the internet, where there is access to a wide variety of databases, client and nursing education resources, as well as some nursing journals. (See Online Resources at the end of this chapter.)





Box 3.4 

Examples of nursing research journals


Applied Nursing Research


Australian Journal of Advanced Nursing


International Journal of Nursing Studies


Journal of Advanced Nursing


Journal of Nursing Education


Journal of Nursing Scholarship


Nursing Outlook


Nursing Research


Nursing Science Quarterly


Research in Nursing and Health


(Berman et al 2012; Borbasi et al 2008)












Critical thinking and critical reading skills


When an article on the research topic is found, the next step is to use critical thinking and reading skills. Within the context of reviewing the literature, critical thinking is the rational examination of ideas, inferences, assumptions, principles and conclusions drawn from the readings (LoBiondo-Wood & Haber 2010). (See Boxes 3.5 and 3.6.)





Box 3.5 

Highlights of critical thinking and critical reading strategies







• Read primary research articles from peer-reviewed journals.


• Read secondary research (critique/response/commentary) articles from peer-reviewed journals.


• Photocopy or print copies and make notations directly on the copy.


• While reading articles:



– keep a research text and a dictionary by your side



– review the chapters in a research text on the various steps of the research process, criteria used to critique, unfamiliar terms and so on



– list key variables at the top of the article



– highlight or underline new terms, unfamiliar vocabulary and significant sentences



– look up the definitions of new terms and write them on the article photocopy and review old and new terms before subsequent readings



– highlight or underline identified steps of the research process



– identify the main idea or theme of the article—state it in your own words in one or two sentences



– continue to clarify terms that may be unclear on subsequent readings



– make sure you understand the main points of each reported step of the research process you identified before you critique the article.


• Determine how well the study meets the critiquing criteria:



– ask fellow students to analyse the same study using the same criteria and compare results



– consult faculty members about your evaluation of the study.


• Type a one-page summary and critical review of each study:



– cite bibliographic information of the reference at the top of the summary according to relevant reference style (e.g. the American Psychological Association, Harvard, Vancouver)



– briefly summarise each reported research step in your own words



– briefly describe strengths and weaknesses in your own words (bibliographical databases allow you to write a narrative for each paper reviewed).





(Schneider et al 2007)








Box 3.6 

Critiquing criteria


The following guidelines can be used as a guide in critiquing an article.




• Is it easy to read and understand; that is, no jargon or obscure phraseology?


• Is the topic important and relevant?


• Have the definitions, key terms and concepts been explained clearly?


• In the background to the study, is there enough information in the introduction to set the scene? Has the purpose of the study been identified?


• How did they conduct the study; that is, what is the methodology?


• Is there evidence of reliability and validity?



– How were the subjects selected?



– Are they a large or small group?



– What did the researchers find, and are the methods of analysis appropriate?


• Do the discussions and recommendations relate to study? Are the author’s claims justified by the data? Were the suggestions made based on personal views and not on data? Are the recommendations based on reported findings?


• Is the language used understandable?


• Is the visual material (e.g. graphs, tables, charts) easy to follow and clearly marked?


• Comment on the study’s strengths as well as its weaknesses


• Justify criticisms; offer a rationale for how a different approach could have solved a problem


• Try to be objective; try to avoid being overly critical of a study because of a personal lack of interest in the topic


• Is the report or study written in an objective style or are the author’s biases and viewpoints apparent?


• Does the author include a reference for every citation made in the text, so that readers can refer to earlier work on the topic?


• Check the credibility of the author


• Check the year of publication—whether it is recent or old.





(Beanland et al 2004; Borbasi et al 2008; Burns & Grove 2009)





Critical reading involves the following stages:


Skimming a source. Have a brief look at the source to gain a broad overview of its content. Skimming through the article enables the reader to make a preliminary judgment about the value of a source and to determine whether it is a primary or secondary source (Burns & Grove 2009). A primary source is written by an individual(s) who developed the theory or conducted the research. Secondary sources are descriptions of studies written by someone other than the original researcher who developed the theory or conducted the research (Polit & Beck 2010).


Comprehending a source. This requires that the source be read carefully, with the focus on understanding major concepts and the flow of ideas within the source. On a photocopy of the article, highlight the content considered to be important (Burns & Grove 2009).


Analysis of a source. Through careful analysis of the source, the reader can determine the value of the content for a particular study. Analysis takes place in two stages. The first stage involves critiquing individual studies, which includes identifying relevant content. The second stage of analysis involves making comparisons among studies, and critiquing the existing body of knowledge in relation to the research problem. According to Burns and Grove (2009), this helps to determine:




• Theoretical formulations that have been used to explain how the variables in the problem influence one another


• What methodologies have been used to study the problem


• Any methodological flaws in previous studies


• What is known about the problem


• What the most critical gaps in the knowledge base are.





Synthesis of a source. This involves clarifying and establishing a meaning obtained from the source. The meanings obtained from all sources reviewed are then combined, to determine the current knowledge of the research problem. This forms the basis of the review of literature for research study (Burns & Grove 2009).












Step 4. Theoretical framework or conceptual framework


A theoretical framework uses a theory or theories to form a foundation or frame of reference for the research study. A theoretical framework helps the researcher explain or predict study outcomes and link these to the existing body of knowledge. Not all research studies use a theoretical framework, as sometimes a theory is not available if the area of research is new. A conceptual framework is a loosely related collection of concepts that have not yet been tested (Borbasi et al 2008).









Step 5. Hypothesis/research questions


When research questions are used, the purpose of the study is descriptive or exploratory and a theoretical framework is rarely identified. Research questions identify the variables to be studied and possible relationships or differences between those variables.


A hypothesis tries to predict the relationships between variables and the expected outcomes of the study. The researcher makes educated guesses based on the review of the literature and the theoretical framework. The results of the research study will either support or refute the hypotheses established (Borbasi et al 2008).









Step 6. Research design


The research design is the overall plan that guides the way the study is conducted and analysed. The research question determines the approach to be used in the design. The design of the study must be able to answer the question posed by the researcher. Determining the appropriate design is also accomplished through the theoretical framework and review of the literature.


Certain key aspects should be considered in a study design. They include:




• Intervention: if there are interventions in the study, they should be part of the design. The study should say what the interventions are, e.g. giving certain medication. What will be the procedure for the intervention? What will be the intensity of the intervention? How long will the duration of the intervention be? Who will perform it?


• Comparisons: in some studies, when making comparisons the design must clearly state what the central issue of the study is


• Extraneous variables: the researcher must mention in the design what measures will be taken to control the extraneous variables (the factors that influence the issue under study)


• Timing of data collection: the design should indicate when the data will be collected in relation to other steps of the research process


• Research location: the design must clearly specify the location for data collection


• Communication with the study participants


• In the research design, information given to participants must be clearly identified. When, what and how much information will be provided about the study to the participants?












Step 7. Sample type and size


Once the research design has been established, the subjects and the setting are then considered. The subjects of interest for a research study are known as a population. These subjects possess certain common characteristics or traits that identify them as a part of the population. Populations are usually large, so the researcher chooses a part, or sample, of the population to make the study more feasible. Subjects are selected using a sampling process. The characteristics of the sample population must closely resemble the characteristics of the population as a whole. If this occurs, the study results can be applied to the whole population (Borbasi et al 2008).









Step 8. Legal and ethical issues


One of the primary concerns in research is to protect the subjects from any harm, discomfort, duress or coercion. Ethics approval is normally required before any type of data are collected that involves humans. If there is more than one agency involved in the study, the researcher must obtain ethical approval, from each agency. Various agencies will have their own ethical guidelines (see Box 3.7). In Australia one of the peak bodies for research is the National Health & Medical Research Council (NHMRC) (www.health.gov.au/nhmrc), which has a National Statement on Ethical Conduct in Research Involving Humans, 1999. Research involving Aboriginal and Torres Strait Islander peoples requires particular attention to ethical issues and is governed by separate guidelines (NHMRC Guidelines on Ethical Matters in Aboriginal and Torres Strait Islander Health Research 1991) (Borbasi et al 2008).





Box 3.7 

The broad role of human research ethics committees







• Risks to participants are minimised.


• Risks to participants are reasonable in relation to anticipated benefits, if any, and the importance of the knowledge that may reasonably be expected to result.


• Selection of participants is equitable.


• Informed consent will be sought.


• Informed consent will be appropriately documented.


• Adequate provision is made for monitoring the research to ensure the safety of participants.


• Appropriate provisions are made to protect the privacy of participants and the confidentiality of data.


• When vulnerable subjects are involved, appropriate additional safeguards are included to protect their rights and welfare.





(US Department of Health & Human Services 2009)





When undertaking research while working in a healthcare facility, ENs would normally seek ethics approval from the hospital or healthcare facility’s ethics committee. The three ethical standards that must be adhered to are: beneficence, justice and respect for persons (Borbasi et al 2008) (see Ch 2 for further explanation of these terms). Protection regarding storage, retrieval and destruction of data and all issues of confidentiality should be clearly explained for ethical approval of the study.


In New Zealand, there is considerable emphasis on ensuring that all research meets ethical standards and particular effort is made to ensure that the interests of vulnerable groups are not compromised. As part of the Treaty of Waitangi, Māori cultural and ethical values are protected. The Health Research Council of New Zealand provides guidelines on ethics in health research at www.hrc.govt.nz (Borbasi et al 2008).


The NHMRC requires that all institutions involved in conducting research on humans or animals establish a relevant institutional ethics committee. This group reviews all studies conducted in the institution to ensure that ethical principles are observed, and determines the risk status of all research projects.






Informed consent


Study participants, or their guardians in cases of children or people with cognitive impairment, need to be fully aware of what the study involves, and what the benefits and risks of participating in the study are, in order to give informed consent (LoBiondo-Wood & Haber 2010). LoBiondo-Wood and Haber (2010) state that research participants should have an understanding of the:




• Research purpose


• Procedures involved


• Risks/discomforts of participation


• Benefits of participation


• Expected duration of involvement and


• How confidentiality and anonymity will be maintained.





Research participants should also be aware that they have a right to withdraw from a research study without detriment and if a participant does choose to withdraw, use of their data will cease by the research team. Whether an individual chooses to participate in a study or chooses to withdraw, the individual still has a right to confidentiality, meaning that their data will not be publicly divulged (LoBiondo & Haber 2010). Subjects should also be offered the opportunity to raise any concerns about the study at any stage of the study research.












Step 9. Instruments or measurement tools


To examine the proposed research questions or hypotheses, the researcher must be able to collect measurable data on the variables. Data are collected using an ‘instrument’. Data to be collected are usually physiological, behavioural or psychological in nature. Physical measurements could include using sphygmomanometers, electrocardiogram (ECG) machines, glucometers and thermometers. Behavioural data are generally collected through observation. Psychological measurements are used to collect data about knowledge, feelings and attitudes. These variables cannot be directly observed, so instruments such as questionnaires or interviews are used.









Step 10. Validity and reliability


A quality instrument is an instrument that is valid and reliable. A valid instrument measures what it is supposed to measure, and a reliable instrument measures the variable consistently and accurately. Instruments used in research studies should be evaluated for reliability and validity before use in a study (Borbasi et al 2008).









Step 11. Data collection procedure


The researcher puts the design into action and carries out the prescribed procedures. Treatments are conducted, instruments are administered and data generated and recorded. The most common methods of data collection in nursing are interviews, questionnaires, observation, focus groups, rating scales and biophysical measures (Berman et al 2012). Data must be collected in an ideal manner so that they capture the concept that is being researched in a way that is relevant, credible, accurate, unbiased and sensitive. Any small change to an aspect of data collection can influence the study and interfere with its integrity. After the data are collected, the researcher organises it into an appropriate form for analysis.









Step 12. Data analysis


Analysis of the data occurs to answer the research questions or to see whether the hypothesis was true. Computer software may be utilised to assist in analysis of the data. In the qualitative approach, the analysis will begin almost immediately when data collection begins whereas, in the quantitative approach, all data has to be collected first before the analysis begins. The other difference is that the qualitative data has a lot of narratives and there is no systematic rule for analysing it. The absence of systematic analytical procedures makes it difficult for researchers to argue the case for validity. The absence of universally well-defined procedures makes qualitative study difficult to be replicated.


In the quantitative approach, statistical analysis enables the researcher to reduce, summarise, organise and give meaning to the data. Descriptive statistics are used to describe the specific characteristics of the data, such as how many cases fall into a particular category of measurement, typical values and the degree of interrelationship or correlation among measurements. Examples of descriptive statistics include averages and frequencies.









Step 13. Results


The result section presents the research findings and data in statistical from (quantitative research) or narrative form (qualitative research). All results from the research should be presented in a clear, logical and concise way that answers each research question and/or hypothesis (LoBiondo-Wood & Haber 2010). Tables and figures may be used to present and summarise large amounts of data clearly and concisely (Burns & Grove 2009).









Step 14. Discussion of findings and new findings


In the discussion section, researchers discuss and interpret the research results and give further meaning to the data. The researcher draws on the research aims, research literature and the theoretical framework used and interprets all the findings/results, whether these are supported by the literature or not, to highlight the outcomes of the study (LoBiondo-Wood & Haber 2010).









Step 15. Implications, limitations and recommendations


Once the findings are stated and discussed, the researcher then makes recommendations for further research. Recommendations provide the reader with suggestions regarding the study’s application to practice, theory and future research. The researcher also discusses any problems or limitations encountered while conducting the study. Identifying limitations informs future researchers so they do not repeat them when conducting a similar study.









Step 16. References


All references that are cited in the article or research study are included at the end of a paper. The reference list supports the material presented by identifying sources in a manner that the reader can then follow up to obtain these references for their own use or for any clarification.









Step 17. Communicating research results


Sharing the research findings can occur through several ways, such as presenting a paper or poster at conferences or seminars at local, national and international levels; or publication of articles in nursing research or specialty journals and reports, which leads to wider circulation of the study and research findings.












PROPOSAL WRITING FOR RESEARCH APPROVAL


A research proposal is a written plan identifying the major elements of a study, including the research problem, the purpose of the research, the intended framework to be used, and an outline of the proposed research methods and procedures to be used. Developing a research proposal is a formal way to communicate ideas about a proposed study, to apply for approval to conduct the study and, in some instances, to seek funding to support the research (Burns & Grove 2009).






Writing a research proposal


A research proposal requires planning to convey the proposed research in a clear, concise and logical way in order to support the study. The depth and development of a proposal is determined by the guidelines developed by relevant institutes such as schools of nursing and healthcare institutes, where the research is to be undertaken (Burns & Grove 2009). Content considered to be critical in a proposal are:




• The background and significance of the research problem


• Purpose


• Framework


• Research objectives, questions or hypotheses


• Methodology or research design


• Research production plans (data collection and analysis plan, personnel, schedule and budget).





Essential sub-components of these critical elements of a research proposal include:




• Statement of the problem. This needs to:



– be specific enough to be solved be in the form of a question or declaration statement. For example, if the study were about neglect of oral hygiene in nursing homes, the question might be ‘What is the impact of poor oral hygiene on residents in nursing homes?’



– provide the background of the problem, such as how the problem came to be recognised and factors that contributed to the problem.


• Significance or importance of the problem:



– includes the implications or possible applications of the knowledge that would be gained through the study.


• The research hypothesis (where appropriate), which should be:



– reasonable



– consistent with known facts or theories



– stated in such a way that it can be tested and found to be probably true or false



– stated in clear, simple terms.


• Assumptions and definitions:



– all unusual terms that could be misinterpreted need to be defined



– variables considered in the study should be defined.


• Review of related literature:



– a brief summary of previous research and writings of recognised experts is included to provide evidence that the researchers are familiar with what is known and with what is still unknown and untested.


• An outline of the research procedure, which should include:



– research design: a brief description of proposed mode of study



– sampling protocol: population to be sampled, approximate sample size, characteristics and type of sample



– specification of the proposed data gathering techniques (the actual instrument need not be included). Indicate only the data-gathering procedures, conditions for context of data collection and the time frame for data collection



– analysis of data and methods to be used



– projected timetable for various steps of the research



– limitations and weaknesses of the study, as recognised by the researchers.


• Proposed budget:



– include all necessary items and estimated costs.





A copy is typed for submission and should be free from errors in spelling, punctuation or grammar. A well-designed proposal is the first step to conducting a worthwhile research project.









Content of a student proposal


Student researchers develop proposals to convey their research plan and projects to relevant nursing faculties, universities and research review committees. The content of a student proposal usually requires much detail and the proposed study is discussed in the future tense of what will be done in conducting the research (Burns & Grove 2009). Boxes 3.8 to 3.10 present guidelines for quantitative and qualitative student research proposals and an example of a completed submission.





Box 3.8 

Quantitative research proposal guidelines for students






INTRODUCTION







• Background and significance of problem


• Statement of the problem and statement of the purpose


• Review of relevant literature


• Framework


• Development of a framework


• Formulation of objectives, questions or hypotheses


• Methods and procedures


• Description of research design


• Identification of population and sample


• Selection of a setting


• Presentation of ethical considerations


• Selection of measurement methods


• Plan for data collection


• Plan for data analysis


• Identification of limitations


• Discussion of communication of findings


• Presentation of a study budget and timetable












REFERENCES


 









APPENDICES


 





(Burns & Grove 2009)








Box 3.9 

Qualitative research proposal guidelines for students


A qualitative research proposal might include some content similar to that of a quantitative proposal, but the guidelines are usually more flexible and abstract to accommodate the still-emerging design of the study.






INTRODUCTION







• Identification of the phenomenon to be studied


• The study purpose and type of qualitative study


• Study question or aims


• Discussion of the significance of the study












RESEARCH PARADIGM







• Identification of the research paradigm for the type of qualitative study to be conducted


• Description of the philosophical correlates of the research paradigm


• Explanation of research assumptions












RESEARCH METHODS







• Researchers’ credentials for conducting a particular type of qualitative study


• Identification of the research method for the study


• Selection of site and population


• The researchers’ role


• Ethical considerations


• The data collection process


• Data analysis techniques


• Plan to document the research process during the study












PRELIMINARY FINDINGS, LIMITATIONS AND PLANS FOR COMMUNICATING THE STUDY RESULTS







• Summary and relevant reference literature


• Identification of biases and previous experiences with research problem


• Disclosure of anticipated findings, hypotheses and hunches


• Discussion of how procedures will remain open to unexpected information


• Discussion of limitations of study


• Identification of a plan for communicating findings












REFERENCES


 









APPENDICES


 





(Burns & Grove 2009)








Box 3.10 

An example of a research proposal


(Koutoukidis 2001)


Student nurse retention and attrition in a TAFE setting


Investigator: Gabrielle Koutoukidis






INTRODUCTION


The purpose of this descriptive study is to examine factors that contribute to the retention and attrition of students enrolled in the Certificate IV in Health (Nursing) at the Health Services Unit, Victoria University.


Factors that may impact on the issue of retention and attrition are identified and include work conflicts, personal problems, academic factors, being under-prepared versus being prepared for study, demographic factors and financial factors. The study will examine whether these factors differentiate between those who stay enrolled and those who leave the TAFE Nursing course.


A number of strategies and interventions to reduce attrition and increase retention of students have been introduced by the Health Services Unit over the past 5 years. These strategies are examined in terms of their effectiveness.









BACKGROUND TO STUDY


Focus groups and questionnaires conducted in 1997 within the Certificate IV in Health (Nursing) course at Victoria University revealed that students experienced stress in relation to study skills, time management, coping with social and family roles, economic and financial issues. Students’ inability to manage these stresses created difficulties in terms of their progression through successful completion of the course.


The Unit conducted a further study in 1997 that was quasi-experimental in design, with a non-equivalent control group to examine the effectiveness of various strategies to address the above issues. In this study the experimental group participated in an orientation program. This program aimed to provide them with knowledge about resources available on campus to assist them both academically with study and time-management skills and psychosocially with strategies and resources to cope with stress. Both groups were resurveyed 8–10 weeks later to compare their perception of stress and their level of skill, knowledge and ability to access resources available to support them. The stress reported by the experimental group was less than that of the control group.


This study made particular recommendations and from one of these has evolved an integrated 8-week timetabled academic skills assistance program to directly support students in the development of the academic skills necessary for successful completion of the course. Preliminary evaluation of this program indicates that students who attended this program had higher marks and higher course completion rates compared with students in past years, when there was no academic skills assistance program timetabled.









LITERATURE REVIEW


Much has been written on the attrition and retention of students in courses. McGrath and Braunstein (1997) state that causes of attrition vary and that the strategies designed to reduce it produce different results at different institutions. They recommended that administrators and faculty use surveys and focus groups to evaluate the effectiveness of the existing programs and strategies, and conduct semesterly and yearly statistical analyses to establish and measure strategic goals. They also recommended that college and university administrators and faculty should work together to conduct their own research regarding the retention of students rather than rely too heavily on findings in the related literature.


Conklin (1997), McGrath and Braunstein (1997) and Fralick (1993) state that work conflicts, personal problems, financial problems, demographic and social issues, health problems and child care difficulties are the major factors that lead to high attrition rates in courses. Fralick (1993) stated that research has shown that the most critical factor in student retention is a caring attitude by staff — in addition to orientation and advising, faculty and staff can contribute to student retention by developing advisement linkages with students through campus organisations, campus activities or college work–study programs.









FRAMEWORK






Aim


To explore the reasons why students decide to either leave or stay and complete the TAFE Nursing course.









Objectives







• To identify factors that contributed to student retention in the TAFE Nursing course.


• To identify factors that contributed to student attrition in the TAFE Nursing course.


• To recommend appropriate strategies for increasing retention within the TAFE Nursing course.















METHODOLOGY






Design


This study will have a comparative descriptive survey design using questionnaires. Two questionnaires have been developed: one for students who voluntarily decide to leave the Certificate IV in Health (Nursing) course (colour-coded green [Appendix 1]); and a second questionnaire for students who complete the Certificate IV in Health (Nursing) course (colour-coded white [Appendix 2]).


The questionnaires are colour-coded to enable easy identification of the two different questionnaires when collating the data.


A comparative descriptive design examines differences in variables in two or more groups that occur naturally in the setting (Burns & Grove 1987: 244).


Questionnaires were selected as the instrument because there is less opportunity for bias than in an interview (Burns & Grove 1987: 311). Other advantages of a questionnaire include that subjects feel a greater sense of anonymity, that the format is standard for all subjects and is not dependent on the mood of the interviewer, and that a greater amount of data over a broad range of topics may be collected (Brink & Wood 1988: 148).


A cover letter will accompany the questionnaire, explaining the purpose of the study, the name of the researcher and the approximate amount of time that will be required to complete the form (Burns & Grove 1987: 313) (Appendix 3). The letter will be printed on Curtin University of Technology letterhead to add authenticity to the questionnaire.


A pilot test of the questionnaire will be performed with a small random sample of trainee students enrolled in the Certificate IV in Health (Nursing) course, who will be completing the course in July 2001. This is to determine the clarity of questions, effectiveness of instructions, completeness of response tests, time required to complete the questionnaire and successfulness of data collection techniques (Burns & Grove 1987: 313). In a pilot test the subjects and techniques should be as similar to those planned for the large study as possible (Burns & Grove 1987: 313). This is the reason that the trainee students were chosen, and also because they will not be included in the study.


To ensure content validity, the questionnaire will also be submitted for review by three lecturers at Victoria University who are involved in nursing education and who are experts in developing questionnaires (Brink et al 1988: 169).









Subjects


The population for this study will be all students (male and female) who enrolled full-time and part-time in the Certificate IV in Health (Nursing) course in February 2001 (about 200 students). Both students who decide to leave the course voluntarily and students who successfully complete the course will be invited to participate in this study.









Data collection


Stage 1. Questionnaires will be posted to the students, both full time and part time, who decided to voluntarily leave the course. A return envelope for the completed questionnaire will be included, with a return date indicated. These questionnaires will be posted when the students withdraw from the course. This mailing will start in July 2001 and continue until November 2001.


For the students who decide to complete the course, questionnaires will be administered during a class in the last week of the course in November 2001. A box will be placed in the student administration building at Sunbury Campus for students to return the questionnaires. Questionnaires will be collected daily for 1 week from this box.


Stage 2. To examine the variables that may have contributed to the retention and attrition rates of these TAFE nursing students. These may include work conflicts, personal problems, academic factors, being under-prepared versus being prepared for study, demographic factors and financial factors.









Data analysis


Content analysis will be performed to extract meaning from open-ended questions in the questionnaire (Burns & Grove 1987: 311). The categories derived from content analysis will be cross-tabulated with demographic data to examine the relationships between variables. Descriptive statistics will be used to describe sample characteristics that arise from the demographic data collected. The relationships between sample characteristics and data categories will be tested using Chi-square analysis (Brink et al 1988: 267). Qualitative and quantitative analysis will also be performed on the data to examine the factors that contributed to the attrition and retention rates.









Ethics


Only students enrolled in the Certificate IV in Health (Nursing) course in February 2001 will be selected for the purpose of this study. Participation is on a voluntary basis.


Participants will be informed of the purpose of the questionnaire via a cover letter, which will explain that all the information on the questionnaires will be collected anonymously. Anonymity will also be maintained through the fact that the names and addresses of participants will not be collected (Brink et al 1988: 194). A consent form will not be required, as by completing the questionnaire, which has minimal or no risk attached to it, the participant is indicating consent (Burns & Grove 1987: 353).


Confidentiality and anonymity can be further guaranteed, as the data that will be collected from the student database of the university will not include student identification numbers or names. No names will be linked to the data obtained on the questionnaires. In the data analysis, the data will be group-analysed so that individuals cannot be identified by their responses (Burns & Grove 1987: 344), thus providing further safeguards for anonymity.


Data collected will be stored in a locked file for 5 years, as per recommendations from the NHMRC Statement on Human Experimentation.
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APPENDICES


(The appendices are the two questionnaires and cover letter, not included here)
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HOW IS RESEARCH UTILISED IN PRACTICE?


Research utilisation refers to translating the knowledge that has been generated by research into clinical practice. The ultimate goal is to formalise research utilisation to promote research-based policies, procedures and clinical practice guidelines (Borbasi et al 2008). However, there are many barriers to translating research into practice. Borbasi et al (2008) list:




• Resistance to change


• Insufficient time and resources to implement changes to practice


• Lack of supportive infrastructure


• Lack of research skills, including an inability to critique


• Lack of professional autonomy to effect change


• Inability to access and engage with research findings.





Box 3.11 lists further barriers to research utilisation.





Box 3.11 

Other barriers to research utilisation






THE RESEARCH ITSELF







• Poorly designed and/or implemented research


• Research not replicated


• Relevant literature not compiled in one place


• Poorly supported results


• Poorly implemented or written statistical analysis












PRACTISING NURSES







• Isolation from knowledgeable colleagues


• Nurses too new on the job to implement new ideas


• Lack of authority to implement changes












ORGANISATIONAL SETTINGS







• No support of nursing research findings


• Changes in the healthcare environment


• Acuity rate


• Degree of nursing shortage


• Financial constraints to implement change












THE NURSING PROFESSION







• Limited research-based journals


• Limited federal funding for nursing research


• Poor communication between practitioners and researchers


• Shortage of appropriate role models








(Crisp J, Taylor C (2005) (Data from: Polit DF & Hungler BP (1999) Nursing Research: principles and methods, 6th edn. JB Lippincott, Philadelphia; Walsh M (1997) Barriers to research utilization and evidence-based practice, in A & E nursing, Emerg Nurse 5 (2): 24; and Carroll DL et al (1997) Barriers and facilitators to the utilization of nursing research, Clin Nurse Spec 11 (5): 207))





Solutions to barriers preventing the implementation of research results into practice may include educating future nurses on the importance of keeping up to date with the latest research in nursing and the importance of not resisting change based on new research outcomes. Having access to research articles and the distribution of the results of up-to-date research in the workplace is also important.






Approaches to research utilisation


According to Borbasi et al (2008), after a research study has been located and surveyed, it must be determined:




• Whether it is relevant to the clinical area (see Box 3.12)


• Whether the study has rigour and the results have merit and are applicable to the area of work and clients (see Box 3.13)


• How to implement any relevant or applicable results (see Box 3.14).








Box 3.12 

Criteria for determining clinical relevance of a study







• Is the study a clinical study?


• Is the problem being studied one you have seen in your clinical area?


• Is the setting used in the study similar to the setting you work in?


• Are the sample/participants in the study similar to patients you work with in clinical settings?


• Do the study findings address issues that are within your scope of practice to change?


• Do they affect the activities of daily living?


• Do they have ramifications for patient comfort and wellbeing?


• Do they advocate system or procedural change?


• Do the study findings address issues that nursing and midwifery have the power to change?


• Are the study findings helpful to your clinical routine?


• Do they add to your knowledge base?





(Borbasi & Jackson 2012)








Box 3.13 

Criteria for determining clinical rigour of a study







• Are the steps of the research process followed?


• When you read the report does it clearly define the clinical problem?


• Are ideas concisely and comprehensively identified?


• Are participants, tools, methodology and types of analysis clearly defined? In other words, can you follow what was done and why it was done in that way?


• Are sampling methods clearly described? Are they appropriate to the study?


• Do the results make sense?


• Are the conclusions plausible?


• Do quantitative studies use reliable and valid instruments?


• Do qualitative studies address issues of auditability, transferability and credibility of data?


• In qualitative studies, does the final picture of the phenomena under study flow logically from the data?


• In quantitative studies, does the discussion section clearly identify who the results could be applied to? Are the findings clearly tied to existing knowledge?


• Have other studies been done that address the identified problem (that is, are there replications, meta-analysis or evidence in the literature of similar findings)?





(Borbasi & Jackson 2012)








Box 3.14 

Criteria for determining implementation possibilities for a study







• Who will be affected and in what numbers?


• What are the advantages of implementation?


• What are the risks of implementation?


• What are the risks of no implementation?


• Do the advantages outweigh the risks?


• How complex is the change (for example, a simple intervention, or a lengthy protocol that requires extensive retraining of personnel)?


• How much will it cost (for example, need for staff training, equipment, supplies)?


• How many people need to be treated to observe a benefit?


• Who will be affected by the change besides nursing or midwifery (for example, physicians, pharmacy, housekeeping, billing, patient services)?


• What are the tangible observable outcomes of the utilisation (for example, will it decrease patient complications? Save money? Make the staff function better?)





(Borbasi & Jackson 2012)















THE ENROLLED NURSE AND NURSING RESEARCH


There are opportunities for ENs to have an active participation with nursing research (Clinical Interest Box 3.3 and Clinical Scenario Box 3.1). ENs may come across some research findings that can be very pertinent to their practice, and may intend to introduce the findings into their professional practice; for example, the ‘new’ way of managing wound care. The EN may feel that the introduction of a research idea that they have critically read has relevance to their practice.





CLINICAL INTEREST BOX 3.3 

Example of practical application of research


In the Pilbara, Western Australia, an enrolled nurse undertook research into the prevention of constipation in aged care residents. She identified the need to make changes to residents’ care routines in order to reduce the need for regular taking of laxatives. As a consequence she has implemented best practice guidelines for the management of constipation in older adults. She was awarded the WACHS Innovation Award for 2009 (www.cucrh.uwa.edu.au/about/chronicle.htm 2009).


Enrolled nurses can also participate in and attend conferences. The National Enrolled Nurse Association (NENA) and New Zealand Nurses Organisation (NZNO) Enrolled Nurses section promotes the value of ENs and raises awareness of ENs’ role within the community, while providing a forum for all ENs to participate at a national level. Check NENA’s website (www.anf.org.au/nena) and NZNO (www.nzno.org.nz/sections/enrolled_nurses) for information on future conferences.








Clinical Scenario Box 3.1


During an afternoon shift, an EN was undertaking vital signs on several of the admitted patients using an electronic BP machine. After recording the vital signs on the patients’ charts, the EN noticed a significant change in a number of the patients’ BP from the previous shift. As a result of this, the EN rerecorded the patients’ BP using a manual BP machine and established that the electronic BP machine was recording some of the patients’ BPs inaccurately. In discussion with the NUM/nursing team, a small study was commenced to determine the number of times an electronic BP machine recorded patients’ BP correctly or inaccurately. This was done by taking a patient’s BP once with the electronic BP machine then taking the BP again with a manual machine and comparing the results.





Apart from utilising research findings into the practice settings, ENs have the opportunity to participate in nursing research activity, for example, by supporting the research team with data collection and data entry.


The nurse must also be aware of and advocate on behalf of patients’ rights. Nurses who work in settings where there is research on clients, or who participate in such research must ensure the following rights are upheld: right not to be harmed; right to full disclosure; right of self-determination; and right of privacy and confidentiality (Berman et al 2012).









Summary


Nursing research improves the practice of nursing and raises the standards for the profession. Involvement in nursing research takes place in designing studies, being part of a research team, collecting data, using research findings to change clinical practice, improving client outcomes and maintaining the cost of healthcare. Promoting research and research utilisation in practice increases the scientific knowledge base for nursing practice.


With the scope of practice constantly expanding for nurses, it is of importance that ENs are familiar with the research process, so that they can continue to provide quality care to their clients. This chapter introduces some broad aspects of nursing research and its relevance to ENs.








Critical Thinking Exercises







1. What type of research method should be used for a study on preventing falls in the elderly?


2. What type of research ideas have you thought of when undertaking your clinical practice rotations? How might nursing research improve your practice in these areas?













Review Questions







1. Explain the importance of research in nursing.


2. Outline the steps in conducting nursing research.


3. What is evidence-based practice?


4. What are the basic differences between qualitative and quantitative research?


5. What are some of the barriers to translating research into practice?
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Learning Outcomes


At the completion of this chapter and with further reading, students should be able to




• Explain why healthcare decisions are political decisions


• Discuss the key building blocks of the WHO’s conceptualisation of a healthcare system


• Outline key health policy reforms in Australia and New Zealand


• Explain what healthcare challenges are addressed by e-health


• Explain the main funding mechanisms of Australia’s and New Zealand’s healthcare systems


• Discuss recent trends and challenges related to the healthcare work force


• Discuss the basic components of the Australian PBS and New Zealand’s PHARMAC. Explain the main differences between the systems


• Explain the main components of Australia’s/New Zealand’s healthcare delivery system


• Provide an overview of the key challenges associated with the development of health quality standards


• Discuss the key challenges that healthcare policymakers face over the coming decades


• Discuss the idea of integrated care pathways and how they might impact on clients













Key Terms
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Commonwealth (Federal) Government


Council of Australian Governments (COAG)


disability services


e-health, m-health, telemedicine


hospitals


integrated care


Pharmaceutical Benefits Scheme (PBS)


Pharmaceutical Management Agency of New Zealand (PHARMAC)


primary (health)care


public health


social determinants of health


specialised healthcare services


universal health insurance scheme


World Health Organization (WHO)











CHAPTER FOCUS


The provision of effective healthcare requires the collaboration of health and community care professionals in many different parts of the health system. In order to provide responsive and person-centred healthcare, nurses must have a good understanding of the wider healthcare system and their role within it. This chapter provides an overview of the common building blocks of healthcare systems as defined by the World Health Organization (WHO) (2010) and outlines key features of recent healthcare reforms in Australia and New Zealand. In particular, the chapter focuses on leadership and governance, health financing, core medical products and technologies, health information systems, the health workforce and health services delivery. Further focus is given to key issues facing Australian and New Zealand policy makers and healthcare professionals over the coming decades.











LIVED EXPERIENCE


As an EN I started working at the local GP practice as a receptionist, where I occasionally assisted the GP with some procedures and obtained specimens. Today the practice has four practice nurses who are running chronic disease management programs, e.g. diabetes and asthma management, and one of the practice nurses runs a wound clinic.


Rebecca, 40 years, Enrolled Nurse









INTRODUCTION


According to WHO, a good health system delivers quality services to all people, when and where they need them (WHO 2010). While many Australians and New Zealanders take their healthcare services for granted, health systems do not inevitably include the kind of services that give all people access to efficient healthcare that meets their needs (WHO 2010). Health systems are subject to powerful political forces and lobby groups that often override rational policy making. The outcome may be a disproportionate focus on specialist curative care; fragmentation and professional ‘silos’; a multiplicity of competing programs, projects and institutions; the pervasive presence of commercial lobbies overriding the public interest; and poorly regulated systems (WHO 2010). Political actions shape the health and wellbeing of populations. Political decisions regarding the design of healthcare and welfare systems tend to affect population groups differently. This has clear implications for equity as some groups are better off, while others lose out (Duckett & Wilcox 2011). In other words, ‘health policy is clearly as much about health as about politics’ (Duckett & Wilcox 2011). Nurses are becoming increasingly aware of the role they can play in reshaping the healthcare system. They are important stakeholders and are able to exert political pressure to influence healthcare reform.









COMPONENTS OF A HEALTHCARE SYSTEM


The quality of healthcare provided to citizens hinges on the quality of the healthcare system as well as underlying factors that shape the social determinants of health. Social determinants of health are the living conditions people experience. These factors have direct ramifications for a population’s life expectancy, health and mortality rates.


WHO (2010) describes the main building blocks of a healthcare system in the following terms:




• Sound leadership and governance (stewardship)


• Health information systems


• Health financing


• Human resources for health


• Essential medical products and technologies


• Service delivery systems.





This chapter focuses on these six building blocks, explains challenges associated with improving the quality of health systems and discusses some of the challenges policymakers face over the coming decades.






Leadership, governance and reform


The quality of the health system depends largely on the quality of leadership and governance provided by governments. Governments not only set up and oversee the core structures of the healthcare system; they also ensure that the system is appropriately reformed to respond to the changing needs of the population. To that end, governments might increase spending allocations, re-prioritise and reallocate resources across programs, or change funding rules to access healthcare resources. They also negotiate with and assign responsibilities and accountabilities for health services to different tiers of government (Duckett & Wilcox 2011).


Structures and processes underpinning healthcare reforms change in line with political opportunity and are therefore not set in concrete. In Australia, negotiations leading up to the National Health Agreement, a document that is reviewed in five-yearly cycles, are central to healthcare reform. Whereas in the past, Health Ministers of all tiers of government played a key role in these negotiations, in recent years the Council of Australian Governments (COAG) has become increasingly important in shaping the reform agenda. Other mechanisms which have emerged over the last two decades and have gained increasing importance in New Zealand and Australia are public inquiries, ministerial working groups and independently commissioned reports. These mechanisms are used to manage the multitude of stakeholder demands, to make authoritative (truth) claims regarding the state of the health system and to determine strategies to improve the effectiveness and efficiency of the health system. Recent examples of public inquiries are Australia’s National Health and Hospitals Reform Commission established in 2009 or New Zealand’s public inquiry shaping the country’s mental health policy (Brunton 2005). Nursing peak bodies contribute to this process through submissions to reform commissions, media releases that seek to influence public opinion and direct lobbying campaigns targeting members of parliament or senior bureaucrats. Healthcare reforms are also the focus of reports tabled by international organisations such as the Organisation for Economic Co-operation and Development (OECD) whose verdicts carry weight among global financial entities and, hence, have repercussions for central governments.


Australians witnessed the start of a major health reform with the rise of the Labor (Rudd) government in 2007. Among the core promises of the health reform was to end political wrangling over governance responsibilities and financing of hospitals (‘cost and blame-shifting’) and to establish clear accountability structures. The reform impetus eventually led to a new Primary Care Reform strategy as well as to the National Health and Hospitals Network reform (National Health and Hospitals Network Act No 9, 2011). Under this new agreement, the Commonwealth, over time, will be responsible for 50% of total hospital funding, exposing it to demand and cost pressures (Duckett & Wilcox 2011). It is expected that this will generate impetus for more fundamental changes including increased investment in primary, sub-acute and aged care. Hospital funding will also be tied to activities and a national efficiency index creating the basis for benchmarking and the identification of inefficiencies. Over the last decade, aged and disability care has seen major changes in both Australia and New Zealand where community support packages are increasingly made available in the form of self-directed care (also referred to as individualised funding) affording service users greater control over the services they receive.


New Zealand’s health reform in 2001 reorganised the hospital sector, then consisting of the corporatised public hospitals and a national purchaser, into 21 (later reduced to 20) District Health Boards (DHBs) that simultaneously own the public hospitals and purchase most healthcare services for their districts. The reform reduced emphasis on market forces, introducing a greater appeal to responsibility and cooperation to achieve results. More recently, the DHBs have been re-figured and are now coordinating the planning and management of associated hospitals, some community-based services and most primary healthcare. New Zealand’s Ministry of Health devolves most of its revenue to the DHBs based on a population-based funding formula. Table 4.1 provides an overview of major healthcare reforms in New Zealand over the last four decades.


Table 4.1 

Timeline of major reforms since 1983, New Zealand






	1983-89

	14 Area Health Boards established






	1991

	Area Health Boards dismissed






	1993

	Contract model introduced: 4 Regional Health Authorities established, public hospitals commercialised and renamed Crown Health Enterprises






	1997

	



Purchasing centralised under Health Funding Authority (HFA)


Crown Health Enterprises restructured and renamed Hospital and Health Services


Free GP consultations and pharmaceuticals for children under 6 years of age












	2001

	



Return to a mix of contract and integrated models


HFA abolished


21 District Health Boards established












	2002-07

	



Development of 82 Primary Health Organisations


Subsidies for GP consultations and pharmaceuticals increased and made universal













Source: Ashton & Tenbensel (2009)


The 2001 health reform of the hospital sector was accompanied by New Zealand’s Primary Healthcare Strategy geared to produce a primary care system that would: (i) close existing social gaps in health outcomes by improved access to care, particularly among the substantial Māori and Pacific Islander minorities; (ii) engage in more preventive care to maintain population health proactively; and (iii) develop integrated, community-based models of care able to better meet minority and immigrant needs and more efficiently manage the increasing burden of chronic care.


New Zealand’s first Disability Strategy was also launched in April 2001 to guide action to promote a more inclusive society. It is an inter-sectorial document, with relevance across the whole of the public sector in New Zealand. This strategy presents a vision of a society that values lives of individuals with disabilities and continually enhances their full participation in society. The strategy acknowledges that disability is not something that people have, but rather that disability is a process that happens when one group of people create barriers by designing a world only for their way of living, taking no account of the impairments other people have.









Health and information systems


The provision of accurate and timely health information has direct implications for the safety of clients. Australia’s and New Zealand’s service delivery environment is composed of thousands of geographically dispersed units providing hundreds of millions of services each year. Reliance on traditional, ‘pen and paper’-based information records, manual processes and information flows potentially gives rise to a large margin for clinical error (Australian Health Ministers Conference (AHMC) 2008). It has been estimated that up to 18% of medical errors are the result of inadequate availability of client information (AHMC 2008). Also, health information has to be available at short notice to professionals in different locations around Australia. Electronic-health (e-health) has the potential to facilitate and improve these outcomes. Australia’s National e-health Strategy defines e-health as ‘… the means of ensuring that the right health information is provided to the right person at the right place and time in a secure, electronic form for the purpose of optimising the quality and efficiency of healthcare delivery’ (AHMC 2008). Examples of e-health include clinical communication systems such as online referrals and e-prescribing, and electronic health records.


WHO differentiates between two, rapidly growing, sub-domains of e-health: m-health and telemedicine. WHO’s working definition of ‘m-health’ or mobile health is ‘medical and public health practice supported by mobile devices, such as mobile phones, client monitoring devices, personal digital assistants (PDAs), and other wireless devices’ (WHO 2011). The term ‘telemedicine’ refers to the use of the internet and computer technology to improve client outcomes by increasing access to care and medical information.


Both Australian and New Zealand governments have put in place e-health strategies (AHMC 2008; National Health IT Board 2010). However, in Australia the development of a coherent e-health approach has lagged behind other developed countries. In part this has been due to a lack of political consensus regarding the need for and how to fund the substantial outlay for basic infrastructure (e.g. fast broadband networks), concerns about privacy and data protection, lack of information regarding its cost effectiveness, a lack of demand from physicians (WHO 2011) and the relative lack of maturity of information technology within the health sectors. Australia’s Medicare Locals represent a recent step to re-organise healthcare by making use of shared electronic records, telehealth and m-health to provide more integrated, responsive care to the community (see Clinical Scenario Box 4.1).





Clinical Scenario Box 4.1


Mr K is an 89-year-old married man with a number of comorbid conditions and multiple recent falls. He and his wife were invited to participate in an inter-professional Medicare Local team meeting as his primary care GP was concerned about his declining health and the growing caregiver burden on his wife. The meeting consisted of the GP, a practice nurse, a dietitian, a community nurse, a social worker, a pharmacist, an OT and a physiotherapist. Mr K’s condition was deteriorating while the complexity of his case was increasing; therefore, an in-depth team assessment was sought to determine the best management plan and to assess his capacity to remain at home (his expressed preference). The Medicare Local team met with Mr K and his wife for a 2 hour video-linked inter-professional assessment. A comprehensive care plan was developed including specific recommendations for implementing change. After a brief visit to a local rehabilitation clinic, Mr K’s care was returned to his regular family GP.


(Adapted from Bell et al 2011)





In New Zealand, attempts to integrate health information services with the aim to provide health, community care professionals and clients with data stored in a central yet accessible location and to use e-health to facilitate evidence-based decision making have progressed significantly in recent years (WHO 2011). Innovative approaches have won accolades in the area of paediatrics where Vivid Solutions has developed a telemedicine approach linking specialists, mostly located in the large urban centres, with regional communities where such services are unavailable.


It is likely that due to the significant distances between rural and remote communities and a range of health specialist services, e-health will be of central importance over the coming decade.









Health financing


In New Zealand and Australia, universal health insurance systems provide access to high quality, low cost healthcare to all citizens. Universal health insurance covers about 69% of Australia’s (2007–08 figures) and 77% of New Zealand’s health expenses. The remainder is financed by private sector and not-for-profit organisations or by householders themselves.






Australia


In Australia, universal healthcare is known as Medicare and provides:




• Free or subsidised treatment (bulk-billing) provided by general practitioners (GPs), participating optometrists and dentists (oral surgery only); a capped number of allied health (including psychologists, physiotherapists and podiatrists) appointments upon completion of a GP care plan; and nurse practitioners and midwives1


• Subsidies for prescribed medicines


• Substantial grants to state and territory governments to contribute to the costs of providing access to public hospitals


• Specific-purpose grants to state and territory governments and other bodies.





In addition, Commonwealth general-purpose funding grants to state and territory governments flow partly to health services. Figure 4.1 gives an overview of health expenditure by area of the health system in 2007–08.





[image: image]

Figure 4.1 

Distribution of recurrent health expenditure by area of the health system, Australia, 2007–08


(AIHW 2010)





Some Australians, such as members of the armed forces and veterans, are covered by additional special arrangements while remaining eligible for mainstream Medicare coverage. Some injuries and illnesses are covered by other forms of financing: for example, compulsory workers compensation insurance covers work-related injuries and illnesses, and injuries from motor vehicle accidents may be covered by compulsory third-party motor vehicle insurance. Individuals may also be covered by private health insurance, or be self funding.


Residential aged care is financed by the Commonwealth Government by means of subsidies paid to service providers, based on the level and type of care needed by the individual. Residents have to make a means-tested contribution to care expenses. The Commonwealth funds 88 residential care places per 1000 people aged 70 or over. New residential care places are tendered out to providers on an annual basis.


Community care services for older citizens and people with disabilities are jointly funded by the Commonwealth, state and territory governments. Community aged care support is available in the form of:




• Home and Community Care (HACC) addressing low care needs


• Community Aged Care Packages (CACPs) designed for mid-level care needs and


• Extended Aged Care at Home (EACH) and dementia-specific EACH packages designed to support service users with high care needs.





Community care clients are charged fee contributions that may vary with clients’ disposable income. The Commonwealth funds 25 community care packages per 1000 people aged 70 or over of coordinated care to enable older adults who might otherwise require low-level residential services to continue living at home.






Specific Federal Government grants for healthcare services


Under Medicare the Commonwealth Government provides a range of grants to government and non-government bodies to achieve specific healthcare objectives. These include:




• The provision of services to special needs groups such as people in rural and remote areas, Aboriginal and Torres Strait Islander peoples and people with mental illness


• Funding of medical services that involve the use of expensive equipment, for example, the capital component of radiotherapy services performed on specific approved equipment


• Improving general medical practitioner and associated services.












Australia’s Medicare levy


Medicare levy revenue provided the equivalent of only about 18% of Commonwealth healthcare expenses in 2007–08 (Australian Institute of Health and Welfare (AIHW) 2009). Medicare is funded by a range of taxes such as income tax, taxes on sales of goods and services, and non-tax revenue, which together form consolidated revenue. Currently, the Medicare levy is paid by individuals at a basic rate of 1.5% of taxable income above certain income thresholds. Taxpayers on high incomes who do not have private health insurance pay an additional 1% of taxable income as part of the levy.












New Zealand


The cornerstone of New Zealand’s health system is public finance (through taxes) of most health services with access to those services based according to need. In addition to taxes there are two other sources of finance for health services:




• Private health insurance: individuals may be covered by health insurance that may pay for a variety of treatments. About one-third of the population holds private health insurance


• Out-of-pocket payments: payments made directly by individuals for healthcare services. Out-of-pocket payments contributed about 14% to the resources financing the country’s healthcare system in 2008


• Accident Compensation Commission (ACC), a statutory state-owned insurance organisation, contributing 9% to healthcare funding.





Most healthcare in New Zealand is provided free of charge. Co-payments apply for general practice consultations and pharmaceuticals; access to some disability support services (such as home care and long term residential care for older people) is means tested. In addition, people may also use private health services if they wish. Private insurance in New Zealand does not cover rehabilitation or long-term mental health services (Brown & Edwards 2012).


In New Zealand, aged and disability care support is needs and means tested. Community and residential aged and disability care is funded by Disability Support Services (DSS). Community residential care service subsidies are provided to New Zealand residents aged 65 or older who have a long-term disability and associated high care needs not covered by the ACC. Home and Community Support Services (domiciliary care) covers personal care and, for Community Services Card holders, household management services. Home and personal care funding is also available in the form of Individualised Funding, a self-directed care scheme under which consumers receive cash payments in lieu of services. DSS also provides respite funding, carer support subsidies and funding for equipment and home modifications. Services are available upon approval by a Needs Assessment Service Co-ordination (NASC) organisation.












Private health insurance


Private health insurance funds a comparatively small share of healthcare expenses in Australia and New Zealand. In Australia, private health insurance covered about 7.6% of total national healthcare funding in 2007–08 (AIHW 2010). In New Zealand, private health insurance covers about 5% of national health expenditure. For insured people, private health insurance provides added benefits such as choice of doctor, choice of hospital and choice of timing of procedure. Private insurance can also assist with meeting the costs of private sector services not covered by Medicare, such as dental, optical, physiotherapist and podiatrist services.


Both Australian and New Zealand governments regulate private insurance policies offered by registered organisations to ensure that the principle of community rating is maintained. Community rating means that health funds must charge everyone the same premium regardless of their health status or claims history. This ensures that private health insurance is open to a wide range of people in the community and that the aged and chronically ill are not priced out of private health insurance. To support community rating, a system of reinsurance redistributes the costs of claims for the elderly and those in hospital for an extended period across all private health insurance funds. This ensures that health funds with a high proportion of these higher-cost members are not disadvantaged.


In Australia, the Commonwealth Government has introduced measures to address the affordability, stability and attractiveness of private health insurance. These measures are designed to encourage people to take up private health insurance and decrease the pressure on the public system. For example, the Commonwealth Government introduced a 30% rebate on private health insurance in January 1999. In 2005, the health insurance rebate was increased to 35% for people aged 65 to 69 and 40% for people aged 70+. People who join a private health fund aged 31 or older face a 2% increase in premiums over the base rate for every year they delay joining.






Public and private hospital care


On admission to public hospitals, clients in New Zealand and Australia may choose to be covered by the ‘public’ universal health insurance scheme or to pay expenses privately. If they choose to be ‘public’ clients (for non-elective surgery) they receive free medical and allied health or paramedical care from medical officers nominated by the hospitals, as well as free accommodation, meals and other health services while in hospital. Clients who choose to be ‘private’ clients in public hospitals are charged fees by medical officers and are charged by the hospital for hospital care, usually at a rate less than the full cost of providing these services. If the client holds private insurance this will usually cover all or nearly all of the charges of a public hospital. Universal health insurance pays benefits subsidising part of the cost of health professionals’ fees, and private insurance pays an additional amount towards the fees charged by health professionals.


Private insurance benefits can also contribute to payment of the costs of allied health or paramedical and other costs (for example, surgically implanted prostheses) incurred as part of the hospital stay. Clients may choose to be treated in a private hospital and may choose their doctor. Private clients in private hospitals are charged fees by doctors and some allied health or paramedical staff and are billed by the hospital for accommodation, nursing care and other hospital services, such as use of operating theatres. If the client holds private insurance it will contribute to these costs. If the client is eligible for universal health insurance as a permanent resident of Australia/New Zealand, the medical officers’ fees generally attract public subsidies.









Publically funded private specialist medical officers’ services


For some kinds of specialist medical services (including pathology and imaging) to be covered by universal health insurance, the service has to be provided by a formally recognised specialist and a GP or family doctor has to refer the client to the specialist. If these requirements are not met, either no benefit is payable or the benefit is lower.












Human resources for health


Despite numerous policy interventions, healthcare workforces in both Australia and New Zealand are ageing and unevenly distributed (Schofield & Beard 2005) and in both countries the healthcare workforces are ageing faster than the total workforce. Between 2003 and 2008, the share of the Australian healthcare workforce aged 55 years or older rose from 13% to 18% (equivalent figures for the non-health workforce were 12% to 15%). About 37% of New Zealand’s nurses are aged 50 or older (Nursing Council of New Zealand (NCNZ) 2010). It is expected that this proportion will rise even further over the coming years. For some professional groups, the proportion is truly staggering. For instance, about 33% of Australia’s medical specialists and primary care practitioners were aged 55 years or older in 2007 (AIHW 2010) and are likely to retire in the coming decade. In New Zealand, about 72% of enrolled nurses are aged 50 or older (NCNZ 2010).


The impact of the ageing healthcare workforce is exacerbated by lifestyle changes by specialised healthcare professionals. Australia’s and New Zealand’s healthcare workforce has increased significantly over the last decade. However, this increase has not necessarily translated to an increase in full time equivalent (FTE) working hours. In 2008, a total of 825 000 people worked in Australia’s health services industries, up from 523 600 in 1988 (AIHW 2010). This increase of 34% is far greater than the increase of the total Australian population (about 28.5%) (ABS 2008). Hence, in absolute terms, more healthcare workers were available per capita in 2008 than in 1988. Moreover, the FTE of the overall healthcare workforce increased by 14% between 2003 and 2008. However, the average working hours of highly specialised professional groups declined, reducing the actual FTE rates of these groups. For example, between 2003 and 2006 the average working hours of GPs declined from 42.6 to 38.5 hours/week (AIHW 2010). This means that in terms of FTE the GP workforce has increased by only 2.13% (from 211.1 to 215.6 FTE) between 2003 and 2006, a figure significantly below total population growth during that period (4.03%). Hence in absolute terms, the GP workforce shrunk between 2003 and 2006. A similar trend can be observed in New Zealand where the medical workforce increased by almost 20% over the last five years, while numbers of GPs declined by about 20% (Medical Council of New Zealand 2010). Moreover, weekly working hours of the medical workforce have declined steadily from 45.5 to 43.9 over the same period and the workforce grew significantly older (Medical Council of New Zealand 2010).2


While Australia and New Zealand will be able to cushion the impact of these challenges by increasing the supply of healthcare graduates, shortages are likely to persist for most health professions and the supply of some healthcare professionals (e.g. nurses, GPs, health officers, medical specialists) is likely to deteriorate further over the coming decade (Duckett & Wilcox 2011). New Zealand loses a high proportion of its locally trained doctors and nurses to countries where they can earn higher wages. As a result, New Zealand relies on foreign-trained medical professionals and has higher staff turnover (Medical Council of New Zealand 2010).


Most developed countries source a part of their health workforce from developing countries. Hence, healthcare workforce pressures in the developed world have global implications. Table 4.2 provides a comparison of the density of the health workforce in Australia, New Zealand and six other countries.




Table 4.2 

Health workforce
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Essential medical products and technologies


In Australia and New Zealand, clients have access to heavily subsidised medicines, pharmaceuticals and technologies prescribed by medical officers. In Australia, the main subsidy mechanism for medicines and pharmaceuticals is the Commonwealth Pharmaceutical Benefits Scheme (PBS). In New Zealand the controlling agency is the Pharmaceutical Management Agency of New Zealand (PHARMAC). Both schemes are similar in the sense that medicines and pharmaceuticals to be included are selected by panels of experts and prices are centrally negotiated with drug manufacturers to obtain the best price. The major difference is that in Australia, medication is funded up to a given cost-effectiveness threshold, whereas in New Zealand a fixed budget limits the number of medications available. Hence, PHARMAC policy makers have to decide which drugs to fund within a given year.


Currently, the Australian PBS provides subsidies for about 900 generic drugs available in 2200 formulations and marketed in about 4000 products (brands). While the Commonwealth funds community pharmaceuticals through the PBS, public hospital pharmaceuticals are funded from multiple sources, including the PBS. Additional drugs are added when assessed as meeting safety, quality, effectiveness and cost-effectiveness criteria. The importing and supply of medicines and medical devices is regulated by the Commonwealth Therapeutic Goods Administration (TGA) to ensure the quality, safety and effectiveness of the products. Subsidised pharmaceuticals are sold by over 5000 pharmacies across Australia, regulated by Community Pharmacy Agreements. New Zealand’s PHARMAC manages about 1800 government-subsidised pharmaceuticals.


Under the Australian PBS all eligible persons fall into one of two categories:




• Concession card holders and


• General clients.





General clients pay the cost of dispensed medicines up to a maximum amount per item ($33.30 in 2010). When the dispensed price of a drug is above that maximum, general clients pay that amount and the PBS pays the balance up to the listed price. If the prescription involves a more costly but equivalent brand, the subsidy may be limited to the lower-cost brand (the minimum pricing policy). Concessional clients pay a smaller amount per item ($5.40 in 2010) than general clients do, and the PBS pays the balance up to the listed price. This is also subject to the minimum pricing policy.


In New Zealand, pharmaceuticals prescribed by GPs are available at a cost of NZ$3.00 per item, provided the client is registered with a Public Health Organisation (PHO). Non-subsidised prescriptions are available at a higher price.


In Australia, pharmaceuticals have been the fastest growing area of the health budget over recent decades, amounting to 13% in 2006–07 (AIHW 2010). Between 1996 and 2008, community prescriptions rose by 46%. About two-thirds of this increase is due to an increased use of pharmaceuticals and higher prices and about one-third is the result of population growth (Duckett & Wilcox 2011).


Australian and New Zealand governments have attempted to limit the expenses associated with the pharmaceutical benefits schemes. For instance, both countries promote the use of cheaper generic pharmaceuticals rather than more expensive brands. New Zealand’s PHARMAC has successfully introduced an aggressive mix of reference pricing (where subsidies are only available at the level of the cheapest available equivalent medication) and sole-supply tendering (where PHARMAC tenders to get the best price for a generic substitute when a drug patent expires). This has resulted in a condition where the cost of a single statin (a cholesterol lowering agent) tablet is about 5 cents in New Zealand, whereas in Australia the same tablet costs $1 (Duckett & Wilcox 2011). Overall, New Zealand’s PHARMAC has been comparatively more successful in reducing the growth of national expenditure on pharmaceutical products.









Services delivery systems


The health and social care services that governments need to deliver are often conceptualised in terms of public health, primary health, hospitals, specialised care services and aged and disability care services (see, for instance, Duckett & Wilcox 2011).


Public health comprises a wide range of activities, such as creating safer environments (air, water, food), occupational health, reducing the risk of disease transmission and the early identification of diseases, as well as campaigns promoting healthy lifestyles.


Primary care provides ‘first level care’ including a wide range of services, such as screening, episodic or acute services, health promotion and services for the chronically ill. Primary care ideally involves multidisciplinary teams.


Hospitals generally provide emergency and acute care services.


Specialised health services include mental health services, sub-acute, transition care and other step-down programs, as well as alcohol and other drug services, and palliative care services.


Aged care and disability services comprise community care services for the aged and people with a disability, specialist services for people with impairments, specialist community care for older people and residential aged care.






Public health


Australian and New Zealand governments have built quality healthcare systems that provide appropriate services to populations in both countries. However, in spite of several attempts to strengthen the focus on public health (e.g. the Better Health Commission in the 1980s, and the National Public Health Partnership in the 1990s), health promotion has remained an under-developed component of the health system. In Australia about 3.1% (2007–08 figures) and in New Zealand about 5% (2006/07 figures) of the total recurrent healthcare funding was dedicated to preventative care and health promotion. In both Australia and New Zealand, current preventative health strategies focus on obesity and diabetes prevention as well as tobacco and alcohol/drug consumption (Ministry of Health and Minister of Health 2008; Duckett & Wilcox 2011). In addition, New Zealand and Australian governments launched public health programs aimed at improving the health of their Indigenous populations.









Primary care


Primary care is the first health service visited by clients with a health concern. GPs and increasingly nurse practitioners/practice nurses are the ‘gatekeepers’ of the health system as they authorise access to other services. The primary care system addresses the bulk of the healthcare needs of Australians and New Zealanders. In New Zealand, 79.2% of all children and 81.3% of adults saw a GP over the course of 12 months (2006–07 figures) (Ministry of Health 2008). In Australia, Medicare provided benefits for 131.6 million non-specialist GP consultations (2008–09 figures) (Duckett & Wilcox 2011). In both New Zealand and Australia, a significant proportion (about 35% in Australia) of all problems managed by GPs relates to chronic illnesses (Duckett & Wilcox 2011). In response, primary healthcare strategies in both countries place emphasis on the development of multidisciplinary primary healthcare teams including GPs, nurses, pharmacists and allied health professionals (including physiotherapists, dietitians, psychologists and occupational therapists). Complementary and alternative healthcare professionals are used by about 67% of Australians and about 18% of New Zealanders (2006–07 figures) reported having seen a complementary healthcare worker during the previous 12 months (Ministry of Health 2008; National Prescribing Service Ltd 2008). In both countries, the dispensing of complementary healthcare is under-regulated.









Hospitals


New Zealand and Australian hospitals are very diverse regarding their ownership, size and range of services offered. In Australia, there are 756 public and 564 private hospitals including 279 acute and psychiatric facilities operated by for-profit organisations (163), by religious or charitable organisations (87) and other not-for-profit organisations (29). About half of Australian hospitals are relatively small and operate up to 50 beds (AIHW 2010). In New Zealand, there are approximately 445 hospitals of which 85 are publically funded and administered by the District Health Boards containing about half of the total bed stock (European Observatory on Healthcare Systems 2002). While hospital beds have declined over the last decade—mainly as a result of the shift of long-term occupants out of hospitals, changes in client management, shorter treatment cycles, and increasing treatment of clients in the community (European Observatory on Healthcare Systems 2002)—rates of hospital utilisation have increased because of the impact of new technology and hospital organisation in reducing length of stay. Waiting times for elective surgery represent one of the key political drivers of hospital policy. Yet, the core business of public hospitals is outpatients, accounting for about four times the volume (about 42 million separations) compared to emergency department and inpatient admissions in Australia (AIHW 2010).









Specialised health services


Specialised health services involve multidisciplinary teams providing rehabilitation, sub-acute care (including geriatric evaluation and management, psycho-geriatric care and palliative care), aids and equipment, alcohol and drug programs and mental health services offered in hospital and increasingly community-based settings. About two-thirds of all rehabilitative care is provided in a hospital setting. Sub-acute and transition care services play an important role in the provision of better care and the prevention of hospital re-admissions and governments have increased their funding to significantly expand the provision of sub-acute services. Over the last two decades, the most significant reform of mental health was the mainstreaming and de-institutionalisation of services, replacing psychiatric hospitals with community-based mental health and general hospital services, and integrating mental healthcare into different settings. In New Zealand, the mental health sector was overhauled in 1990, leading to the closure of large mental hospitals. In Australia, this was in part framed by the first National Mental Health Strategy adopted by governments in 1992 and the opening up of the Medical Benefits Schedule to mental health under the Better Outcomes in Mental Healthcare initiative. However, the outcomes of these reforms have been inconsistent, in part due to the lack of funding in the sector. In response to stakeholder concerns, the Australian federal government recently appointed the first Minister for Mental Health and established an expert advisory group to guide future reforms.









Aged and disability care services






Australia


Australia’s aged and disability care systems operate largely in isolation from each other. The aged-care system is structured around two main forms of care delivery. It is comprised of 183 000 residential care (accommodation and various levels of nursing and/or personal care) places and community care (ranging from delivered meals, home help and transport to intensive coordinated care packages for people who otherwise would need residential care) packages. There is a substantial shortfall between the size of the eligible target populations and level of service provision (Duckett & Wilcox 2011). Residential services are mainly operated by the non-government sector, about half being operated by religious and charitable organisations. Both public and non-government (mostly religious and charitable) sector organisations provide community care services under the Commonwealth-funded packaged care (CACPS, EACH, EACH-D) and the Home and Community Care (HACC) Program. Refer to Chapter 13 for further discussion of these packages.


There are a large number of packaged care arrangements for people with an impairment. These packaged care arrangements are under the governance of state and territory governments and are delivered by private sector or not-for-profit agencies.









New Zealand


New Zealand’s social care was the focus of a major reform beginning in 1993 resulting in the administrative integration of health and social and community care under the auspices of the Ministry of Health. The integration of social care into the Ministry of Health has led to a situation where community disability care is often ‘crowded out’ by health issues (House of Representatives 2008). Disability services were largely provided by not-for-profit organisations. In recent years, however, the number of for-profit providers in the sector has grown substantially.


Residential aged care is provided by 1650 facilities holding approximately 6600 beds (2007 figures). About 900 of these facilities catered to fewer than five residents. Facilities with five or more beds must be certified under the Health and Disability Services (Safety) Act. Those with fewer than five beds are audited to ensure that they meet the obligations specified in their contracts (providers who are certified may also be subject to contract-based audits) (House of Representatives 2008).















Quality improvement and industry accreditation


Despite the enormous advances in healthcare over the last decade, consumers may still fail to obtain the services they need. Organisational systems failure, lack of resources or ignorance of their availability or accessibility may all contribute to sub-optimal outcomes. The quest for better quality in healthcare started in earnest from the early 1990s.






The challenge of measuring quality


While quality improvement systems have been developed in industry since the early 20th century, the measurement of healthcare quality is much more complex than the measuring of simple production processes. One of the key problems with such quality indicators is that different groups in the healthcare industry attach importance to different dimensions of quality. The healthcare system has a large number of potential stakeholders (clients, families, staff, the local community, unions, taxpayers and so on) that all have different roles in the development of services and the evaluation of quality. Attempts to comprehensively measure the quality of healthcare has to take into account the perspectives of all key stakeholders. The competing interests of stakeholders make the definition of quality in healthcare enormously difficult.


In response to the above, Kaluzney et al (1995) defined quality in the following terms: ‘Quality is the extent to which … health outcomes … meet or exceed the needs of internal and external customers’ [internal and external customers are clients and their families, the community, healthcare professionals, staff, management and government agencies].


Another problem associated with the above quality indicators is that compliance with one indicator may negatively affect compliance with another. One approach to counteract this problem is to monitor organisational performance focusing on all dimensions of a performance framework. The ‘balanced score card’ method is an example of such an approach.


Based on a debate of how the quality of healthcare could be measured, the Australian Government developed a National Health Performance Framework (National Health Performance Committee 2001). The key dimensions of this framework are depicted in Table 4.3 below.


Table 4.3 

Quality dimensions captured by the National Health Performance Framework






	Effective

	Care achieves desired outcomes






	Appropriate

	Care is relevant to a client’s needs and is based on established standards






	Efficient

	Care is cost effective






	Responsive

	Care is delivered in a respectful and person-centred manner giving consumers choices and access to the clinical decision-making process






	Accessible

	Care is provided at the right place and right time in a culturally appropriate manner






	Safe

	Errors in care delivery are within acceptable limits






	Continuous

	Care is continuous across programs, organisations and practitioners






	Capable

	Health professionals and service providers have appropriate skills and knowledge






	Sustainable

	The system is able to provide the needed infrastructure (e.g. facilities, workforce, equipment) and is able to be innovative and respond to new trends.







Source: Duckett & Wilcox (2011)


Another issue which policymakers face is that giving consumers the ability to exercise choice may lead to unequitable access to resources as more knowledgeable consumers will have an advantage over others. In general, however, consumers are very well placed to determine the quality of a health system, are fully capable of judging the quality of many of its components and are considered by many to be a vital group in the quest to improve health services quality.


Various approaches have been employed to improve the quality of healthcare over the decades. They include the Total Quality Management (TQM) approach, a business management strategy developed for industry; the Quality Assurance (QA) approach, a widely-used approach in healthcare that is based on standards set by external experts or scientists; Systems Theory (ST), an approach that produces the framework for analysing the effectiveness of systems; and the Structure/Process/Outcome approach, a widely accepted integrated approach to the measurement of healthcare quality, developed by Avedis Donabedian (1966).


Australian and New Zealand governments employ a mixture of quality improvement approaches to achieve their aims. These are rolled out in the form of accreditation schemes and healthcare standards. In New Zealand, national health and disability standards for hospitals, rest homes and residential disability services came into being with the Health and Disability Services (Safety) Act in 2001. In Australia, the Australian Health Services Safety and Quality Accreditation (AHSSQA) Scheme incorporating the National Safety and Quality Health Service Standards was approved by Australian Health Ministers in November 2010. The scheme replaces decentralised quality improvement schemes. The National Safety and Quality Health Standards were subsequently tabled in June 2011 and include the domains outlined in Table 4.4.


Table 4.4 

The National Safety and Quality Health Standards






	Standard 1

	Governance for safety and quality in health service organisations






	Standard 2

	Partnering with consumers






	Standard 3

	Preventing and controlling healthcare associated infections






	Standard 4

	Medication safety






	Standard 5

	Client identification and procedure matching






	Standard 6

	Clinical handover






	Standard 7

	Blood and blood products






	Standard 8

	Preventing and managing pressure injuries






	Standard 9

	Recognising and responding to clinical deterioration in acute healthcare






	Standard 10

	Preventing falls and harm from falls







Under the National Health and Hospital Networks Act (no 9, 2011) the Australian Commission on Safety and Quality in Health Care will become responsible for the accreditation of health services providers in Australia. The Commission will take over the accreditation of Australian health services. At the time of publication, it remained to be seen how the Standards will re-shape the healthcare system in Australia. In Australia, separate accreditation schemes and acts regulate the primary health and aged and disability care services.


All staff have a role to play, either directly or indirectly, in providing or influencing the quality of care. Clinical service staff, for example, have a direct role in providing care, while non-clinical staff such as food services personnel influence quality care indirectly. All services and departments of a healthcare organisation must incorporate the principles that lie within the industry standards and accreditation criteria (Crisp & Taylor 2009).












Key challenges






Ageing of the population


The number of Australians and New Zealanders over age 65 is increasing more rapidly than that of the general population. In 2006, people aged 65 and older made up 13% of the Australian population. It is expected that this will more than double (to 24%) over the coming 30 years (AIHW 2007). Furthermore, the increased longevity in Australia and New Zealand is resulting in a marked growth in the numbers of people aged 85 or older. In 2006, people aged 85 and older made up 1.6% (double that of 1986 figures) of the Australian population, a figure that is projected to increase to 5.1% by 2050 (Productivity Commission 2011). In New Zealand, the population aged 85 years and over (85+) has more than trebled during the 30-year period that ended in March 2011, increasing from 21 300 in March 1981 to 72 500 in March 2011 (Statistics New Zealand). This demographic shift is associated with increases in the prevalence of comorbid health conditions, neurodegenerative diseases and related care needs that, in turn, might impact on healthcare costs. However, experts disagree about the degree to which these changes will affect healthcare costs (Pfaff 1990; O’Connell 1996; Moise and Jacobzone 2003). (See Clinical Interest Box 4.1 and Fig 4.2.)





CLINICAL INTEREST BOX 4.1 

Healthcare expenditure in Australia and New Zealand


Health expenditure as a percentage of GDP in Australia has been relatively stable over recent years, rising from about 6.5% in 1975–76 to slightly over 9% in 2007–08 (Fig 4.2). Much of this increase was due to the introduction of Medicare in the 1970s and 1980s and the increased support for private health insurance from the mid-1990s onwards (Duckett & Wilcox 2011). In New Zealand, healthcare expenditure increased from 7% to 9.4% of GDP between 1990 and 2006 (Ministry of Health 2010).
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Figure 4.2 

Health expenditure ratio to GDP, Australia 1997–08 to 2007–08


(AIHW 2010)












Equity of access


As waiting lists for elective surgery and out-of-pocket expenses for clients increase and as more people who can afford it take up private health cover, access to health services is becoming less equitable. Well-educated citizens with the purchasing power to access private health insurance tend to be healthier than their less privileged counterparts (Armstrong et al 2007). A recent government-sponsored survey revealed that 18% of Australians did not seek medical treatment during the previous year and 12% did not buy or skipped prescription medication because of cost (Thomas et al 2011). The health of some Aboriginal, Torres Strait Islander and Māori communities is particularly precarious. The reasons for this are complex and are strongly shaped by the colonisation process which led to spiritual and material dispossession, low socioeconomic status, poor physical environments, substance abuse and other issues (Burgess, Johnston et al 2005).


Other population groups, such as people with a disability, are also disadvantaged. People with a disability tend to have higher health needs due to multiple comorbidities. Yet, health promotion and prevention activities seldom target people with disabilities. Moreover, people with disabilities have less access to health services due to a lack of affordability, limited availability of appropriate services, physical barriers, as well as lack of appropriately skilled health workers (WHO 2011).









Quality of care


Adverse events, medical errors and lack of continuity of care all contribute to poor quality outcomes (Armstrong et al 2007). In 2006–07 about 17% of hospital admissions in Victoria led to conditions acquired in hospital that required treatment (McNair et al 2009) and a similar percentage of Australians with significant illnesses believed that they had experienced a medical error during the previous two years (Schoen et al 2005). Quality measures are essential for the improvement of healthcare outcomes.









Efficiency and effectiveness


Despite significant improvements in efficiency over the last few decades, inefficiencies persist in a number of areas in the healthcare system. For example, in Australia, financing arrangements encourage overinvestment in Medicare-funded services often at the expense of more effective or cheaper services (Duckett & Wilcox 2011). Also, several recent reports have pointed out that a significant number of hospitalisations could be avoided or hospital stays could be shortened (National Health and Hospitals Reform Commission 2009). To address this, one of the key points in health reform is the better integration of health and social care services. Integrated care depends on the coordinated collaboration of a wide range of health professionals or ‘networks’ working in different domains of the health system (Hudson 2007). Most countries are working towards building organisational and managerial structures geared to produce a seamless integration of services across the service spectrum, from disease prevention through primary and community care to hospital care.









Acceptability of services


The last three decades have seen the rise of health consumer movements in Australia suggesting a greater popular awareness and attitudinal change regarding healthcare. While the Australian healthcare system is more responsive to consumer preferences and client engagement than that of comparable countries, many voters think that the quality of services provided by the healthcare system is unacceptable. Overall, about 20% of Australians believe that the healthcare system needs to be completely overhauled and about half of the surveyed population thinks that fundamental changes are required (Duckett & Wilcox 2011).















Summary


This chapter provides an overview of the common building blocks of healthcare systems as developed by WHO. Following WHO’s conceptualisation of a healthcare system, the chapter focuses on leadership and governance, health financing, core medical products and technologies, health information systems, the health workforce and health services delivery. The chapter also canvasses the development of quality standards and provides an overview of current approaches. Lastly, the chapter focuses on key issues facing Australian and New Zealand policymakers and healthcare professionals over the coming decades.








Critical Thinking Exercises







1. What do life expectancy and neonatal mortality rates tell you about the health system and the social determinants of health in Malawi (see table below)? What are the key issues that might contribute to these poor outcomes?


2. Imagine that a 75-year-old woman with complex care and substantial rehabilitation needs resulting from a hip fracture is discharged from hospital. What are the professional groups that should assist her on her journey back to her own home? What happens if these professionals fail to collaborate effectively?


3. When thinking about your workplace, can you identify areas and processes that could be improved with e-health? Do you think there is a technological fix to the problems that e-health is supposed to address?


4. Compare how many packages the Commonwealth allocates to residential and community aged care. Out of 1000 people aged 70 or over, how many do you think would require community aged care assistance? Hint: About one-quarter of all older people have a severe or profound disability. Why, in your view, is the Commonwealth funding so few community aged care packages?


5. What implications will the nursing shortage forecast for developed countries have on a family in a rural village in the Philippines? Should Australia and New Zealand ban the recruitment of healthcare staff from developing countries? What is an argument favouring a ban? What is an argument against a ban?


6. Should a new medication that effectively treats a condition that affects about 0.5% of the population but is very expensive be added to the PBS? What would be the impact on health expenditure of approving this medication? Would taxpayers/voters endorse your decision?


7. What do you think is the reaction of pharmaceutical companies to reference pricing and competitive tendering? Why hasn’t the Australian government pursued reference pricing and competitive tendering more aggressively?


8. In your organisation what are the key aims of quality improvement endeavours? Have these been elaborated by taking into account the views of consumers? Do you think consumers would share these aims?
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Review Questions







1. What is the impact of a sub-standard healthcare system on the general population?


2. In light of the above, how would you define ‘quality’ in healthcare?


3. What is your role in improving the quality of healthcare delivered by your workplace?


4. What are the key challenges that will affect the healthcare system over the coming decades?


5. What is integrated health and social care and why is it important?


6. What are the different primary responsibilities of the Australian Commonwealth and state and territory governments in relation to health services?


7. Why is e-health regarded as essential to the healthcare system?


8. Why was little progress made over the last decade in implementing e-health in Australia?


9. Which levels of Australian government have a role in funding coordinated care for older people with chronic conditions?


10. What are the key challenges regarding the health workforce over the coming decade?


11. Which groups of Australians and New Zealanders have a record of poor health status?


12. How is the Australian Medicare system financed?


13. What are the roles and functions of PBS and PHARMAC?


14. Identify the differences between the five levels of health and community care services.


15. What are the key focal points of recent health reform efforts in New Zealand and Australia?
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CHAPTER 5 Health promotion, education and wellness




Marguerite Hoiby, Kate Stainton







Learning Outcomes


At the completion of this chapter and with further reading, students should be able to




• Define the key terms


• Explore the concepts of health and wellness in relation to both scientific data and personal experience


• Gain an overview of models of health and wellness


• Recognise the variables influencing health beliefs and practices


• Discuss the concept of health promotion and the inception of the Ottawa Charter for Health Promotion


• Describe the benefits of early recognition and treatment of disease


• Become familiar with the different types of health promotion programs


• Discuss the role of the nurse in health promotion


• Facilitate client education


• Utilise the nursing process in health promotion


• Plan nursing interventions that support changes commensurate with the beliefs and values of the family unit
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primary healthcare
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CHAPTER FOCUS


This chapter provides an overview of health and wellness as distinct from the absence of disease. It provides a focus for nurses from which to view the family as a whole, recognising the interrelationship of society, culture, the environment and family on the health beliefs and behaviours of the individual. From this perspective nurses may facilitate their client’s understanding of the interplay between social, psychological and biomedical components of their ill health, and the client’s own role in a multidisciplinary approach to their care while encouraging ownership of and responsibility for lifestyle change.


As a result of technological developments and medical and scientific achievements over the last century, the world’s population is generally living longer and healthier lives. However, major disparities in health still exist for some of the world’s population, with some countries still experiencing high morbidity and mortality rates. In recognition of these disparities in world health, the World Health Organization (WHO) works towards achieving health for all of the world’s population. Health promotion and education provide the key to minimising or eliminating disparities in world health and play fundamental roles in achieving the goals and objectives as determined by WHO. By raising the level of health awareness and providing health education for both the individual and the community, nurses play a vital role in health promotion.











LIVED EXPERIENCE


Recently, as Director of Nursing, I introduced health checks in the workplace which were offered by WorkCover. As a result of this initiative, one member of staff discovered that she had high blood pressure another that she was at risk of type 2 diabetes. Fortunately, they have both been able to alter their diet and lifestyles and have managed to eliminate these medical conditions, which may otherwise have not been identified if this workplace health promotion initiative had not been undertaken.


Marguerite, Director of Nursing









CONCEPTS OF HEALTH AND WELLNESS


Health and wellness have many different definitions and meanings. The nurse needs to be familiar with these so that they can be taken into consideration when dealing with the client.






Health


Health is generally understood to be an absence of disease or illness. The WHO defines health as ‘a state of complete physical, mental and social well-being, and not merely the absence of disease or infirmity’ (WHO 1978). WHO’s definition of health is holistic in that it considers physical, psychological, cultural and social factors. According to WHO, ‘health depends on our ability to understand and manage the interaction between human activities and the physical and biological environment’ (WHO 1992:409). Health is a basic human right and prerequisite for social and economic development. It is a positive concept, emphasising social and personal resources, as well as physical capacities. Health is a result of many factors including shelter, food, education, social security, health and social services, income, and respect for human rights and employment. If people are given access to opportunities, knowledge, services and resources, it empowers them to ‘produce their own health’, and the health of their families, by their own actions. Health, then, may be defined according to circumstances, context and perceptions, and experiences, which may vary between individuals and between communities.


Concepts of health and wellness are based on both objective scientific measurements derived from large and varied population studies, as well as the subjective experience of individuals who describe themselves as being well or healthy. Scientific data provide information related to the determinants of health that include biological factors, health beliefs and behaviours as well as socioeconomic and environmental conditions accounting for health trends across societies and cultures. Studies of healthy people also contribute to what is referred to as indices of health, such as the body mass index (BMI). The BMI provides guidelines for healthy weight.


Such data have also provided a foundation for government-funded health screening and health promotion campaigns to raise public awareness of the interplay between lifestyle, nutrition, environmental health risks and disease. An example of health promotion programs can be seen in after school care nutrition programs that encourage children to become familiar with healthy food choices while raising parents’ awareness of the link between poor nutrition and obesity in school-age children and the rising incidence of type 1 diabetes in adolescents.


Health and wellbeing are integral elements of each person’s identity and, as such, influence actual and potential interactions with every aspect of life. WHO promotes a positive concept of health, with defining characteristics that capture the many interrelated determinants of health, as well as the importance of cultural and spiritual beliefs in health outcomes (WHO 1992). WHO has actively supported a societal shift from focusing on illness to focusing on health, recognising that personal concepts of health are derived initially from family norms and values relating to health. For example, a child whose parents openly enjoy smoking cigarettes while denying any link with respiratory disease will share that belief until such time that other events challenge those beliefs. Personal concepts of health are also shaped by geographical location, socioeconomic status and social structures, all of which influence and support family norms related to diet and lifestyle as well as healthcare access.


As children mature the values they ascribe to their health may be challenged by new information, role models outside their family of origin and by personal experience. Personal values also influence health behaviours, and a young person who prizes physical fitness may pay more attention to diet and exercise than a person in the middle years of life who attaches importance to being not ill. Older people may value health in relation to their functionality, or their ability to do things, and in enjoying life even in the presence of disease rather than focusing on the pathology of ageing.


To complete this broad overview of health and illness it is important to recognise the interrelatedness of physical and mental wellbeing as well as the interplay of both internal and external factors on each individual’s state of health. Each system and subsystem within the human body continuously exchanges information to maintain a steady state or homeostasis in the face of actual or perceived change. When these adjustment processes fail to maintain an adequate physiological balance, disease or illness may result. Responses to both internal and external challenges to homeostasis vary according to the magnitude of the challenge and the emotional readiness of each individual to cope with change. Nutritional status, age, preexisting disease and social support also influence individual responses; thus, different dimensions of wellbeing are infinitely related and linked in the socio-physical dimensions of health (see Clinical Interest Box 5.1).





CLINICAL INTEREST BOX 5.1 

Health and wellness


Health is defined not only by the absence of disease but also includes the importance of psychosocial wellbeing, including the ability to make and maintain healthy relationships, to cope with daily stresses and to remain generally optimistic and motivated. This can be seen in the following example.


Mrs N, 89, has lived on her own since her husband’s death many years ago. Although she is almost blind from macular degeneration, she pursues an active lifestyle, walking her dog for at least 30 minutes every morning and participating in the administration of a day-care program for the elderly, even though many of the program participants are younger than she is.


Mrs N has evidence of rheumatoid arthritis in her hands, as well as loss of height from pronounced scoliosis of the spine, and often experiences pain from these deformities. She will often reflect on her sadness at no longer being able to knit, sew or read, as well as being annoyed with the clumsiness caused by her inflamed and disfigured finger joints.


However, while her body has a certain frailty that comes with advanced age, her voice is vibrant as she speaks animatedly to her neighbour who has come to visit. As she prepares fresh vegetables for her dinner, the smell of freshly cooked scones for the day centre pervades the kitchen. What sets Mrs N apart from many others her age is her philosophy on life—her commitment to reach beyond her physical limitations by actively contributing to her community. She has embraced the opportunities available through the use of audiotapes that substitute for letter writing, as well as being able to listen to ‘talking’ books. Mrs N maintains an interest in world affairs and keeps in touch with her daughter, grandchildren and, lately, her great grandchildren, all of whom live overseas.












Wellness


Wellness is a decision to move towards optimal health. It is the integration of body, spirit and mind. In other words, everything you do, think, feel and believe can have either a positive or a negative impact on your health. It is the lifestyle that you lead in order to achieve your optimal potential for wellbeing. Wellness is a full and balanced integration of physical, emotional, socio/cultural and spiritual components of health that includes environmental and intellectual dimensions (TAFE SA 2007:22).












MODELS OF HEALTH AND WELLNESS


A model is a symbolic representation of a complex issue such as health and provides a framework for understanding and guidance. Models are developed from research studies that identify constant factors pertaining to an issue, with recognition of links to other factors that shape or influence the outcome. Models of health can be used, for example, to predict health needs and outcomes in relation to health-related behaviours. They may also facilitate nurses’ understanding of clients’ care requirements in relation to their health beliefs and practices.


Nurses’ work has traditionally been influenced by western medical models of health that focus on the organic nature and cause of mental and physical disease, rather than on the influence of internal and external variables on the health of the whole person. This medical diagnostic-centred model is potentially disrespectful of the individual’s health beliefs and may disregard the internal and external variables that shape the social, psychological and behavioural influences on health outcomes.






The holistic health model


Contemporary nursing care delivery is guided by a holistic model of health, which encompasses a broader reference to both traditional and non-traditional therapies and acknowledges the interplay of physical, psychological and spiritual dimensions on the client’s health. This model is client centred, respecting the individual’s healthcare beliefs and actively including the client, family and carers in healthcare planning (Crisp & Taylor 2009). Ideally, this holistic model of healthcare delivery encourages clients to take responsibility for their behaviour in relation to health and illness, empowering them to assume a greater control over culturally appropriate healthcare options.









The health–illness continuum


The health–illness continuum model of health assists nurses to recognise individuals’ states of health and wellness as a position on a continuum that ranges from a high level of wellness at one end to severe illness at the other (Fig 5.1).
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Figure 5.1 

Health–illness continuum model of health


(Redrawn from Travis JW, Ryan RS: Wellness Workbook, Berkeley CA, 1981, Ten Speed Press)





This continuum represents mental and physical functionality based on vision, hearing, speech, mobility, dexterity, cognition, emotion, pain or discomfort. The health–illness continuum model can also represent the level of individual risk for disease or illness in relation to age, socioeconomic status, cultural beliefs and geographical location. By placing high risk at one end of the continuum and low risk at the other, the comparison of age with risk of infectious childhood diseases such as mumps or rubella identifies young children as being at high risk. Population statistics identify a greater risk associated with car accidents for young people between the ages of 16 and 26 than for other age groups. Risk factors for infant mortality are related to socioeconomic status and geographical location, while the risk factors associated with tropical diseases such as malaria are much greater for people living near the equator compared with those who do not. Cultural and religious beliefs related to health practices may prohibit groups of people from the benefits of specific care options, thus increasing their associated risk factors. A continuum does not provide us with an absolute measure but, by identifying their position on the continuum, people can be encouraged to see a comparison between current and previous health states, or their position in relation to specific risk factors (Crisp & Taylor 2009). This model describes the relationship between health and illness and provides a method of identifying a client’s level of health. This model is valuable when comparing a client’s present health status with their previous level of health and for then setting nursing goals and objectives to promote a future level of health (Crisp & Taylor 2009).









The health belief model


The health belief model (Crisp & Taylor 2009) demonstrates the link between people’s beliefs about health and their health-related behaviours or health practices. Health beliefs can be defined as the concepts or ideas about health that the individual believes as true. Health practices can be defined as the activities or behaviours that the individual will engage in as a result of, or in line with, their beliefs about health. Many health practices can become unconscious habits, such as cleaning teeth before going to bed, and for most people health beliefs are grounded in family health beliefs, values and practices. Family health beliefs usually reflect the dominant societal attitudes to health at that time.


Further information or experiences may either support these beliefs or contribute to a change. This model identifies two factors that influence change in health-related behaviours: personal readiness for change, and the strength of the stimulus. Readiness for change may be related to an event such as health breakdown or a close encounter with death, or it may arise from dissatisfaction with personal states of health. The strength of the stimulus for change is directly related to the individual’s perception of personal vulnerability to death or disease and it is precisely at this time that health education is most effective in the short term. This model may be best understood through the scenario in Clinical Interest Box 5.2.





CLINICAL INTEREST BOX 5.2 

Application of the health belief model


Tom is a 50-year-old married man who has noticed a change in his personal level of fitness over the last few years. He acknowledged a gradual weight gain when his clothes were no longer comfortable and he began using the lift to his office because he became breathless when climbing a flight of stairs.






Related health beliefs


Tom believes that weight gain is inevitable with advancing years because both his parents had become much heavier as they aged. Both Tom and his wife smoked cigarettes but were undeterred by the health warnings on the cigarette packets because no one in their family developed lung cancer or heart disease.









Health-related event


Tom was forced to walk up stairs to his office when the lift was out of order. He was breathless from the exertion and experienced heaviness in his chest. His secretary called an ambulance and Tom was subsequently diagnosed with a myocardial infarction.









Stimulus to change health behaviours


Tom made a good recovery but the experience had frightened him. He paid attention to the health education sessions for clients in the cardiac step-down unit and sought advice about diet, exercise and cigarette smoking.









Strength of the stimulus


Tom never forgot the pain in his chest and his fear of dying. He stopped smoking and gradually increased his level of fitness with the support of the cardiac rehabilitation team. His wife was scared Tom was going to die and supported him throughout his illness and rehabilitation. She cut back her cigarette smoking and didn’t smoke in front of Tom but was unable to ‘kick the habit’. Tom’s parents were very supportive but thought they were too old to change their health behaviours.








Barriers to changing health-related behaviours include personal and financial cost to the individual, stated or anticipated family disapproval and low expectation of personal benefit related to the intended change. By recognising the subjective nature of perceived threats to health and the influence of family and cultural beliefs about health practices, the health belief model can offer nurses a guide for client readiness to change. It also assists the nurse to identify the optimal time for health education and the probability of the individual making a commitment to change. The health belief model is one of the most widely used conceptual health promotion models and was developed to assist in understanding health behaviour. This model can be effective in developing health education strategies and can also be a useful framework for designing change strategies.












VARIABLES INFLUENCING HEALTH BELIEFS AND PRACTICES


For each individual, health is a complex and inconsistent state, subject to change. The forces that influence change in health status arise from within the individual as well as the social and physical environments in which people live, the infrastructure for access to healthcare and the expectations of health that are common to that society. Internal factors include physical and intellectual development and emotional states as well as strength of character and ability to cope with change. Healthy psychological development may also be supported by spiritual beliefs and values, which bring hope and meaning to life. These internal factors cannot be separated from external factors, including socioeconomic status, cultural or family norms and values, as well as wider global influences. Figure 5.2 shows the interactions between the variety of factors that can affect health. An overview of the interrelationship of these influences on health outcomes is explored in this section.
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Figure 5.2 

Interactions between factors that can affect health


(McMurray & Clendon 2011)









Internal factors






Physical development


At birth a baby’s health depends initially on fetal development and gestational age, genetic makeup and, finally, a healthy birth weight. These variables are largely related to maternal health and diet, which in turn are influenced by socioeconomic status of the family as well as cultural norms. As the children grow, their health status will be influenced by exposure to disease and their immune status. Undeniably, health beliefs and behaviours play a large part in disease prevention, for example, acceptance or rejection of immunisation schedules, and housing and sanitary conditions. Diet and exercise play an important role in further biological and psychosocial development, as do the health behaviours that are modelled by family members, for example, taking a drug, resting or massaging to relieve headache. Physical development and the experience of health cannot be separated from the society in which the individual lives, the physical body being one with the psychosocial body and the forces that shape it such as gender, age and developmental level (Berman et al 2012; Crisp & Taylor 2009).









Intellectual development


For people to take responsibility for their health behaviours they must fully understand the relationship between health risks and health behaviours. Information about health can be accessed through libraries and health and medical centres, but more than ever, electronic information informs lifestyle choices. However, the ability to critically appraise this wealth of information and to make informed choices about health practices depends on many factors, for example, cognitive development, access to adequate education and family values related to academic success, positive and negative personal health experiences, lifestyle choices and spiritual and religious beliefs.









Emotional development


Adult mental health is largely influenced through appropriate parental attachments in the early years of infant life and sets the stage for the development of behavioural self-regulation. Early relationships and active social interactions have a far-reaching effect on personality development as well as the ability to form appropriate emotional relationships as an adult. Most importantly, positive emotional experiences in early childhood influence the individual’s adaptive capacities to meet the many demands of adulthood, including emotional stress and occasions of physical illness. The interrelationship of emotional and cognitive function with activation of the immune system relates to the individual’s ability to heal from both biological and psychological trauma (Berman et al 2012). The body’s physiological response to perceived stressful events is also initiated by the brain. The release of neurochemicals sets off a cascade of physiological reactions assisting well-balanced individuals to cope with a wide range of stress and anxiety without compromising their health beliefs and practices.












External factors






Socioeconomic factors


The interaction of social and economic factors on health beliefs and practices are far-reaching and include the compounding effects of social status, physical location and standard of housing; education, employment and income levels; marital status, stability of the relationship and carer responsibilities; private health insurance; and access to, and use of, healthcare and information. Levels of education influence people’s use of health-related information, while social status in the community largely influences the ways that families define health and how and when they seek medical aid, including the use of health-screening services. The effects of these factors on health is evidenced through the increased probability of people with lower levels of education and income engaging in health-risk behaviours such as smoking cigarettes, abusing alcohol or leading a sedentary lifestyle, with the associated health problems that relate to excess body weight and obesity.


Patterns of illness differ between people of different cultures and social classes and in Australia and New Zealand the health status of Indigenous Australians and Māori are typically worse than that of the general population (AIHW 2010; Ministry of Health 2011b). This is partly due to the influence of western cultures and diseases on their traditional lifestyle but is also adversely affected by a constellation of socioeconomic factors including geographic location in remote areas and access to healthcare with under-resourced and inappropriate healthcare services (McMurray & Clendon 2011).









Family health practices/social support


Family patterns, rituals and routines have a considerable influence on children’s learned behaviours in relation to health behaviour and practices and these are often perpetuated into adulthood. Family attitudes, values and behaviours set the standard for how family members care for each other, the type of diet that is provided on a regular basis and the use of exercise both as a family activity and as a health routine (Crisp & Taylor 2009). Family values also influence the use of, and compliance with, health promotion activities such as children’s immunisation schedules, age-appropriate health screening practices and conformity with road and vehicle safety regulations. Information about family health values and routines are important for nurses planning healthcare interventions or health education. The introduction or promotion of different healthcare practices must be commensurate with family values and lifestyle if they are to have a positive and lasting effect. Clinical Interest Box 5.3 lists examples of healthy lifestyle choices, and Clinical Interest Box 5.4 is an example of a family’s health beliefs.





CLINICAL INTEREST BOX 5.3


Examples of healthy lifestyle choices




• Regular exercise


• Avoiding alcohol abuse and smoking


• Regular breast self-examination


• Seatbelt use


• Bike helmet use


• Weight control











CLINICAL INTEREST BOX 5.4 

Health beliefs


I remember my grandmother and mother applying turmeric paste, which is used for cooking in many Asian cuisines, on cuts and wounds. They used to tell me it was an ancient remedy and they believed turmeric had many therapeutic values. I still use this traditional method of wound management with my children when they come home with cuts and bruises from the playground and I have found that it is the cheapest, safest and most effective antiseptic cream you can get—straight out of the pantry.


(Meera, mother of four young children)












Spiritual factors/cultural beliefs


Culture can influence how illness is experienced, how that experience is communicated to health professionals and the type of care sought (Crisp & Taylor 2009). Each culture has ideas about health, and these ideas are passed from one generation to another (Berman et al 2012). Traditional Chinese beliefs adopt a holistic view that emphasises the importance of environmental factors in increasing risk of disease. According to Chinese health beliefs, these factors influence the balance of the body’s harmony, yin and yang. These are two opposite but complementary forces and together with qi (vital energy), they control the universe and explain the relationship between people and their surroundings. Any imbalance in these two forces, or in qi, results in illness.


Spiritual and religious beliefs can affect health behaviour (Berman et al 2012). Seventh Day Adventist teaching, for example, prohibits the use of tobacco and alcohol and encourages vegetarianism. Religious coping methods such as prayer, reading of scripture, ritual meditation and talking with caregivers, ministers or clergy can have psychological, physical, spiritual and emotional benefit (Marche 2006).









Environmental factors


The environment plays a major role on health and illness. Housing, sanitation, climate, pollution of air, food and water are aspects of environmental factors (Berman et al 2012). Clean air, water and food are the most important factors affecting health, and these remain issues of major concern in the twenty-first century (AIHW 2008, in McMurray & Clendon 2011). Pollution of water, air and soil affects the health of cells. Global warming is another environmental hazard as it affects food production and the spread or development of illness or disease (Berman et al 2012).












Ill health and disease


Ill health or illness may be described as an abnormal event in which aspects of a person’s social, physical, emotional or intellectual condition are impaired (Berman et al 2012). Illness is not simply the presence of a disease process; rather, it is directly related to the total person and their environment and culture. Disease may be defined as a disturbance in structure and/or function of any aspect of a person (Crisp & Taylor 2009). Diseases may be classified according to their cause, the way in which they are acquired, or according to the body system affected. Disease is often construed to be a medical condition associated with specific signs and symptoms. It may be caused by external factors such as infectious disease, or it may be caused by internal dysfunctions, for example, autoimmune diseases. Diseases usually affect people not only physically, but also emotionally, as contracting and living with disease can alter their perspective on life, and their personality. There are four main types of disease: pathological, deficiency, hereditary and physiological.









Nursing and ill health and disease


The focus of nursing care in the twenty-first century has largely shifted from an ill-health medical model to include client-centred holistic care and health promotion, using theory and research as a basis for practice. Nursing has moved from being disease oriented to caring for the whole person with an illness, emphasising the importance of preserving and maintaining health. This approach respects the client’s perspective as valid and important and diminishes the nurse’s assumed right to ‘know for’ the client and thereby make judgments about the individual’s experience of illness.


Although illness as such is not disease, it can be understood as including the client’s experiences associated with acute or chronic illness such as pain, personal discomfort and embarrassment, fear and powerlessness. It is important for nurses to establish an understanding of the beliefs that surround a person’s illness experience by listening to the client’s stories of declining health, precipitating factors, beliefs about cause, issues of concern and expected outcomes. This places the nurse in a privileged position of confidant, educator and guide and, by valuing these dialogues, nurses can encourage clients to examine alternative solutions to their healthcare issues.


If patients have an acute or chronic illness, the experience may have left them feeling vulnerable or powerless. When patients are actively encouraged to participate in their care management, as well as to examine the implications of their diet and lifestyle on their future health outcomes, they effectively form a power-sharing partnership with the nurse. This in turn has the potential to improve their psychological wellbeing, reduce their stress and promote wellness.












IMPACT OF ACUTE AND CHRONIC ILLNESS ON CLIENT AND FAMILY


As patterns of mortality in Australasia and the western world change from the infectious epidemics of earlier centuries to long-term degenerative diseases of the present day, treatment therapies and healthcare provision have also changed. Modern technology and critical-care medicine facilitate many clients’ recovery from trauma and acute episodes of illness, but shorter hospital stays and the provision of services that support ongoing care in the home can represent a crisis not only for the client, but also for all members of the family. The effects of illness on families and clients vary in relation to the severity of the disease, the age of the client and other family members, as well as the ability of each to cope with the exigencies of treatment therapies, personal stress and changes to family dynamics (Berman et al 2012).


While today many people can look forward to a longer and generally healthier life, the structure of present-day family units has changed. It does not very frequently include members of the extended family, such as grandparents, who would have traditionally provided care for other members during periods of illness. The family unit, which now more often includes single parents or same-sex couples, or which has been remoulded through divorce and remarriage, can be defined as an interactive system with established roles and functions for each member. Changes for one family member will set off a succession of changes because of the evolving and interdependent nature of family relationships. This situation becomes more complex in the event of chronic illness, when the sick role becomes the focus of attention and other family members must incorporate elements of responsibility into their previously established roles. Family routines are changed; previously important events may be overlooked and family members may be in a state of shock, denial and/or anger when informed about the serious nature of the illness. The mood in the family may change from hope for the future to despondency and may be compounded in some situations by financial difficulties or impact on carers.


Parents of sick children often display controlling and overprotective behaviours as an expression of their anxiety, although parents of chronically ill children may have developed some level of expertise in managing their child’s care, often finding some solace and empowerment in their role. Adolescents who live with disabling conditions resulting from chronic diseases such as asthma, diabetes, cystic fibrosis or juvenile arthritis must cope not only with the demands of their illness but also with social and sexual development, completion of secondary education and entry to tertiary education or finding a position in the workforce. Just as these young people are seeking some level of independence from their family, their parents may express reluctance to loosen the ties, having shaped their lives to accommodate the demands of their illness.






Maintaining health


Maintaining health requires achieving a balance of all aspects of life. Factors such as age, sex, family relationships, cultural influences and economic status may have an impact on achieving that balance. Several models have been developed to provide nurses with frameworks to assist people to achieve optimal health. The earliest model was developed in the 1940s by Abraham Maslow. He believed that a person’s motivations and behaviour are formed by attempting to meet their basic needs. Maslow defined basic human needs as physiological needs, safety and security, love and belongingness, self-esteem and self-actualisation. Maslow’s ‘hierarchy of needs’ model (Fig 5.3) emphasises that some needs are more basic than others and that the more basic needs need to be met before consideration of higher needs. Maslow’s hierarchy has provided an important foundation for human services, including nursing, where it forms the basis of most nursing models.
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Figure 5.3 

Maslow’s hierarchy of needs


(Redrawn from Maslow AH 1970 Motivation and Personality, ed 2. New York, Harper & Row)












Early recognition and detection of disease


Healthcare services recognise the need to focus on health rather than illness; therefore the emphasis is on health promotion and illness prevention at an individual and community level. Health promotion and illness prevention have become an important focus of healthcare for several reasons; for example, there are still no cures for many diseases, healthcare costs are rising rapidly, and the community is more aware of the value of health maintenance. Advancements in technology and scientific and medical achievements have led to the development of advanced diagnostic equipment. The early detection and recognition of the contributing factors that influence health and illness can prevent the spread of disease at both an individual and a community level. An example is the free breast-screening programs for women aged over 50 in Australia (45 years of age in New Zealand) to detect tumours early and significantly reduce the need for radical surgery and improve recovery rates.












HEALTH PROMOTION


Health promotion is the process of enabling people to increase their control over, and to improve, their health. To reach a state of complete physical, mental and social wellbeing an individual or group must be able to identify and realise aspirations, satisfy needs and change or cope with the environment. Health promotion is carried out by and with people, not on or to people. Health is therefore seen as a resource of everyday life, not the objective of living. Health is a positive concept emphasising social and personal resources as well as physical capacities. Therefore, health promotion is not just the responsibility of the health sector but goes beyond healthy lifestyles to wellbeing (WHO 1986). As opposed to illness prevention activities, which aim to protect the client from actual or potential threats to health, health promotion aims to help people maintain their present level of health or increase control over, and improve, their health.


The concepts of health promotion and illness prevention are closely related (Clinical Interest Box 5.5). Leavell and Clark (1965) defined three levels of prevention: primary, secondary and tertiary.





CLINICAL INTEREST BOX 5.5 

Health promotion and illness prevention


Primary health-promotion practices and illness-prevention practices aim to avoid or delay occurrence of a specific disease or disorder. Examples include:




• Obtaining immunisations


• Maintaining ideal body weight


• Wearing seatbelts or safety helmets


• Minimal exposure to the sun, wearing hats and applying sunscreen when out of doors


• Consuming minimal or no alcohol when driving.





Secondary health-promotion practices and illness-prevention practices consist of steps to aid early diagnosis and prompt intervention in disease, shortening the disease process. Examples include:




• Having regular Papanicolaou (Pap) smears or prostate-specific antigen (PSA) tests


• Performing monthly breast or testicular self-examinations


• Regular glaucoma testing


• Bone density tests


• Brushing teeth and getting regular dental checkups.





Tertiary health-promotion practices and illness-prevention practices consist of rehabilitation measures after the disease or disorder has been stabilised and treating existing diseases or disorders. Examples include:




• Cardiac rehabilitation


• Recovery from joint-replacement surgery


• Learning to walk with a prosthesis after amputation


• Learning to walk after a stroke


• Complying with treatment programs for chronic diseases such as arthritis or asthma.








Nurses focus on health promotion and illness prevention when providing healthcare, which assists clients to maintain good health and improve health, as well as providing care after illness has occurred. Health promotion activities can be passive or active. Active health promotion activities require the client to be motivated to adopt a specific health program such as giving up smoking. Passive health promotion occurs when the client benefits from the activities of others without necessarily acting themselves, such as in the fluoridation of drinking water.


A dynamic improvement in health and life expectancy has occurred in the last century in line with significant advances in technology. However, major disparities and inequalities in access to and equity in better health are recognised for different world populations. WHO was established by the United Nations in 1948 to deal with international health matters and concerns. There are 194 member countries of the World Health Assembly, which is the supreme decision-making body of WHO. This worldwide organisation agreed that ‘Governments have a responsibility for the health of their peoples, which can be fulfilled only by the provision of adequate health and social measures’ (WHO 1992). The Declaration of Alma-Ata (Health for All by the Year 2000) came about after the 1978 WHO conference. This was to be the milestone for world health. The declaration called for:




• Equity


• Fundamental human rights


• Community participation and maximal community self-reliance


• Use of socially acceptable technology


• Health promotion and disease prevention


• Involvement of government departments other than health departments


• Political action


• Cooperation between countries


• Reduction of money spent on armaments, to increase funds for primary healthcare


• World peace.





These principles from the Declaration of Alma-Ata provide the underpinning concepts for ‘primary healthcare’. Primary healthcare is essential care based on practical, scientifically sound and socially acceptable methods and technology, made universally accessible to people and families in the community through their full participation and at a cost that the community and country can afford to maintain at every stage of their development, in the spirit of self-reliance and self-determination (WHO 1978).


Primary healthcare focuses on social justice, equity, community participation, socially acceptable and affordable technology, the provision of services on the basis of the needs of the population, health education and work to improve the root causes of ill health. It emphasises working with people to enable them to make decisions about their needs and how best to address them (McMurray & Clendon 2011). These guiding principles of primary healthcare should be applied throughout the health system and adopted by all health workers (Talbot & Verrinder 2010; Wass 2000).


To distinguish between other often misconstrued concepts of primary healthcare, and to understand exactly what primary healthcare is, Wass (2000) provides an explanation of what primary healthcare is not:




• Primary healthcare is not primary medical care or primary care. This is medical care provided for people at their first point of contact with the health system, provided in the outpatients’ section of a hospital, or by a general medical practitioner


• Primary healthcare is also not primary nursing, as this is a system of nursing in which an individual nurse takes primary responsibility for specific clients. Primary healthcare is not just community-based healthcare. The primary healthcare approach has implications throughout the entire health system


• Primary healthcare is applicable to all countries of the world, not just developing countries, and consequently cannot be referred to as simply Third World healthcare.





Primary care is not necessarily the same as primary healthcare unless it meets all of the criteria as outlined by the Declaration of Alma-Ata. In New Zealand, primary care is directed to address acute and chronic medical conditions. Primary healthcare services focus on illness prevention and health promotion activities are administered through the New Zealand Primary Health Care Strategy. In Australia, trials such as SA HealthPlus attempt to create a shift to a population-based model of care from a funding based model of care. There was a shift from an acute to a chronic illness focus with the aim of providing integrated services (Battersby et al (2005), as cited in Talbot & Verrinder 2010).


The new public health movement arose out of the recognition that ill health arises from social, biological, economic, environmental and emotional factors. Improvements in health status in the twentieth century are related to improvements in these determinants (Talbot & Verrinder 2010). Primary healthcare, health promotion and the new public health all aim to improve health.






Models of health promotion


Over the past 30 years, three key models of health have influenced health promotion: the medical, behavioural and socio-environmental. Various models of health promotion have been developed by nurses to provide conceptual frameworks for identifying a client’s health behaviour and beliefs. A client’s health beliefs may stem from many factors, including health perception, demographics and personality type. Tannahill’s model, for example, shows health promotion as being made up of three areas: prevention, health protection and health education (Downie et al 1996). Beattie’s model (1991), which is useful for charting ethical and political tensions, can be used as a planning tool. This model has four approaches to health promotion: health persuasion, personal counselling, community development and legislative action for health.












PREREQUISITES FOR HEALTH


The fundamental conditions and resources for health are peace, shelter, education, food, income, a stable ecosystem, sustainable resources, social justice and equity. To work effectively, improving health requires a secure foundation in these basic prerequisites. The Ottawa Charter for Health Promotion (Clinical Interest Box 5.6) highlights the need for health workers to be effective in advocacy, enabling and mediation to assist people in gaining greater control over their lives (WHO 1986).





CLINICAL INTEREST BOX 5.6 

The Ottawa Charter for Health Promotion


As a response to growing expectations for a new public health movement around the world, the first International Conference on Health Promotion was held in Ottawa, Canada in November 1986. The outcome of this conference was a charter for action to achieve ‘Health for All by the Year 2000 and Beyond’. This charter is known as the Ottawa Charter for Health Promotion.


The charter states that actions to promote health require:




• Building healthy public policy


• Creating environments that support healthy living


• Strengthening community action


• Helping people develop their skills


• Reorienting the healthcare system.












Advocacy


Good health is a major component of social, economic and personal development and an important part of quality of life. Political, economic, cultural, environmental, behavioural and biological factors can all affect our health. Health promotion aims to make these conditions favourable through advocacy for health.









Enabling


Health promotion focuses on achieving equity in health and aims to reduce differences in current health. The Ottawa charter states that ‘People cannot achieve their fullest health potential unless they are able to take control of those things which determine their health. This must apply equally to women and men’ (WHO 1986).









Mediation


The health sector alone cannot ensure the prerequisites and prospects for health. Health promotion requires coordinated action by all concerned: by governments, health and other social and economic sectors, non-governmental and voluntary organisations, local authorities, industry and the media. People are involved as individuals, families and communities. Professional and social groups and health personnel need to mediate between differing interests in society for the pursuit of health. Health promotion strategies and programs should be adapted to the local needs and possibilities of individual countries and regions to take into account differing social, cultural and economic systems.


Unlike previous public health approaches, the new public health movement recognises the broader issues of health promotion and the need for governments and health bodies to work collaboratively. It further recognises the need to increase community control and to consider the importance of people’s environments as determinants of health. Subsequent international conferences have expanded on these fundamental issues.


The Ottawa Conference was preceded by the International Conference on Primary Health Care in Alma-Ata (USSR) in 1978, and followed by conferences in Adelaide (1988), Sundsvall (1991), Jakarta (1997), Mexico (2000) and Bangkok (2005). Each conference continues to strengthen health promotion principles and practice, such as healthy public policy, supportive environments, building healthy alliances and bridging the equity gap. The 7th Global Conference on Health Promotion was held in Nairobi in 2009. Health promotion was seen in this conference to be an essential, effective approach in line with the renewal of primary healthcare as endorsed by the Executive Board of WHO. According to WHO, health promotion strategies are not limited to a specific health problem, nor to a specific set of behaviours. Rather, WHO applies the principles of, and strategies for, health promotion to a variety of population groups, risk factors, diseases, and in various settings. Health promotion and the associated efforts put into education, community development, policy, legislation and regulation are as valid for the prevention of communicable diseases, injury and violence, and mental problems, as they are for the prevention of non-communicable diseases (WHO 2009).


Australian Government policy on health activity began in the mid-1980s. In 1986 the Better Health Commission formulated Australia’s response to the goal of ‘Health for All by the Year 2000’. The Health for All Australians report (Health Targets and Implementation (Health for All) Committee 1988) represents the beginning of Australia’s commitment to health goals and targets, carried through in several subsequent documents, including Health Goals and Targets for Australian Children and Youth (Child, Adolescent and Family Health Service 1992), Goals and Targets for Australia’s Health in the Year 2000 and Beyond (Nutbeam et al 1993) and Better Health Outcomes for Australians (Commonwealth Department of Human Services and Health 1994) and the National Health Priority Areas (NHPA) (AIHW nd). The National Health Priority Areas initiative was Australia’s response to the WHO’s global strategy ‘Health for All by the Year 2000’. The initial 1996 set of NHPAs included cardiovascular health, cancer control, injury prevention and control and mental health. Diabetes mellitus was added in 1997, followed by asthma in 1999, arthritis and musculoskeletal conditions in 2002 and obesity in 2008.


In New Zealand, The New Zealand Health Strategy (Ministry of Health 2000) set out principles, goals and objectives for the health system. These guided the development of the Primary Health Care Strategy (Ministry of Health 2001). With the introduction of the Primary Health Care Strategy, the New Zealand Government aimed to establish a primary healthcare structure providing comprehensive coordinated services. Priority was placed on obesity, nutrition and physical activity in the New Zealand Health Strategy, and subsequent government policies aimed at reducing obesity and improving nutrition and physical activity levels. More recently there has been the development of ‘Better, Sooner, More Convenient Health Care in the Community’, a policy dedicated to New Zealand’s primary healthcare workforce (Ministry of Health 2011a).









Determinants of health


Many factors could potentially determine our health. In 2000, WHO developed 10 social determinants of health: the social gradient, stress, early development, work, unemployment, social support, social exclusion, addiction, food and transport. Talbot and Verrinder (2010) describe a further set of determinants for health: peace, shelter, education, social security, social relations, empowerment of women, a stable ecosystem, sustainable resource use, social justice, respect for human rights and equity. All of these factors will raise or lower health and they can have a positive or negative impact on people (Brown & Edwards 2012).


Research illustrates the relationship between lower socioeconomic status and ill health (Talbot & Verrinder 2010). The health and quality of life of most Australians compares well with the rest of the world, although there are some significant differences in population subgroups. Compared with those who have social and economic advantages, disadvantaged Australians are more likely to have shorter lives; Indigenous people are generally less healthy than other Australians, die at much younger ages and have more disability and a lower quality of life; and people living in rural and remote areas tend to have higher levels of disease risk factors and illness than those in major cities (AIHW 2010).


Those things that increase our risk of ill health are known as risk factors. Examples include behaviours such as smoking or being physically inactive, or the wider influence of lower socioeconomic status. Risk factors contribute to over 30% of Australia’s total burden of death, disease and disability. Tobacco smoking is the single most preventable cause of ill health and death in Australia (AIHW 2010), with lung cancer the leading cause of cancer deaths in New Zealand (Ministry of Health 2011b). Gender is also a significant determinant of health chances. In Australia mortality rates for males are higher than those for females. Men are also less inclined to seek medical assistance. The second highest risk to health is physical inactivity, with one-third of Australians and half of all New Zealanders failing to meet recommended daily levels of physical activity (McMurray & Clendon 2011).


Ethnicity is another determinant of health. While many migrants have better health on arrival than the average Australasian because of the requirement of the immigration process, this advantage disappears the longer they have been in Australasia because of a decline in job opportunities, different health habits from their country of origin and a lack of social support (WHO 2008; AIHW 2010).









Indigenous people


Aboriginal and Torres Strait Islander people experience higher infant mortality (three times higher than for other Australians) and a hospitalisation rate 50% higher than other Australians. Life expectancy for Aboriginal children born in 1998–2000 is 19 to 21 years less than for other Australians (Talbot & Verrinder 2010). In 1989 a National Aboriginal Health Strategy was produced (National Aboriginal Health Strategy Working Party 1989), which identified both key issues and potential solutions to some of the major Aboriginal health issues. The strategy emphasises the structural basis of Aboriginal health, recognising the link between Aboriginal health, land rights and domination of Aboriginal people by non-Aboriginal culture. Further, the strategy argues for Aboriginal community control of health services and research into issues related to Aboriginal people and their health. Although considered to be a valuable contribution, this strategy was evaluated five years after its release and was deemed to have been ineffectively implemented, possibly due to under-funding (Wass 2000).


Māori life expectancy at birth is now approximately 70.4 years for males and 75.1 years for females, which is approximately 8.3 years less than non-Māori (Ministry of Health and Statistics 2009). Māori health promotion is the process of enabling Māori to increase control over the determinants of health and to strengthen their identity as Māori, thereby improving their health and position in society (Ratima 2001). To more fully understand Māori health promotion, it is useful to refer to two models for Māori health promotion—Te Pae Mahutonga (Durie 2000) and Kia Uruuru Mai a Hauora (Ratima 2001). Together, these models describe both the breadth of Māori health promotion and its defining characteristics. The characteristics include the underlying concept of health, the purpose, values, principles, prerequisites, processes, strategies, key tasks and markers.












GOALS AND TARGETS FOR AUSTRALIA’S AND NEW ZEALAND’S HEALTH IN THE 21ST CENTURY


The areas of health targeted by Australian and New Zealand health policies focus on preventable mortality and morbidity and include:




• Cardiovascular disease


• Preventable cancer


• Injury


• Communicable diseases


• HIV/AIDS


• Sexually transmitted infections


• Maternal health problems and disorders


• Physical impairment and disability


• Developmental disability and oral health.





Focus is also on healthy lifestyles and risk factors such as:




• Diet and nutrition


• Overweight and obesity


• Physical activity


• High blood cholesterol


• High blood pressure


• Smoking


• Alcohol misuse


• Illicit drug use


• Quality use of medicines


• Healthy sexuality


• Reproductive health


• Sun protection


• Oral hygiene


• Safety behaviours


• Immunisation


• Mental health.





Other targeted areas include health literacy and health skills, such as life skills and coping, safety skills and first aid, self-help and self-care, social support and promoting healthy environments such as the physical environment, transport, housing, home and community infrastructure, work and the workplace, schools and healthcare settings.


Health promotion programs include activities such as:




• Education with a view to prevention


• Promotion of food supply and proper nutrition


• Provision of an adequate supply of safe water and basic sanitation


• Provision of maternal and child healthcare, including family planning


• Immunisation programs


• Prevention and control of major infectious diseases


• Appropriate treatment of common diseases and injury


• Provision of essential drugs.





Other health programs are designed to address and focus on the targeted areas such as healthy lifestyles and known risk factors, health skills programs and healthy environments.


The New Zealand Health Strategy (Ministry of Health 2000) attempts to integrate primary healthcare across healthcare services. In Australia, following the 20/20 summit in 2008, the Federal government has undertaken a strategy to develop a National Preventative Health Taskforce to address issues of risk factors for chronic illness. At the same time a strategy called ‘Closing the Gap in Aboriginal Health’ was implemented in which funds were allocated to address the differences in health status between Indigenous and non-Indigenous Australians.






The Jakarta Declaration on Health Promotion into the 21st century


The Jakarta Declaration (WHO 1997) provides the strategies and guiding principles for health promotion to take us into the twenty-first century and builds on the Ottawa Charter for Health Promotion. The guiding principles are to:




• Promote social responsibility for health


• Increase investments for health development


• Consolidate and expand partnerships for health


• Increase community capacity and empower the individual


• Secure an infrastructure for health promotion.





The focus is still on primary healthcare and social justice and emphasis remains on community empowerment.












THE ROLE OF THE NURSE IN HEALTH PROMOTION


The role of the nurse in promoting health can be multi-layered. It is important for all nurses to work within the confines of their scope of training and practice. For some nurses, health promotion may become simply a way of working that is client centred and holistic. To others it may be a set of more defined activities, including assessing health needs and providing information. An awareness of public health issues and factors that influence health status is an expectation of nurses.


Nurses can make a contribution to the health and social wellbeing of their individual clients by:




• Recognising there is a role for the nurse in the promotion of health and self-care


• Participating in providing health promotion interventions


• Being aware of the key health and social factors to be considered when carrying out an assessment of individual needs


• Being aware of the contributions of other professionals to assessment and intervention.





Nurses can adopt a positive perspective to health promotion when nursing in the community by:




• Recognising that clients are individuals within the group with specific needs


• Participating in health promotion activities


• Maintaining cultural awareness and sensitivity


• Learning and gaining knowledge about the community


• Empowering the community


• Networking and building on resources and partnerships


• Developing and improving personal skills required for practice.





If public health or health promotion is to be a central concept in nurses’ work, then nurses’ role-perception, skills, knowledge and attitude to health promotion will have a vital impact on the success or failure of health promotion activities.






Health education


Health education is linked to health promotion because the purpose of health education is to promote the presence of conditions that assist people in creating health, that is, to enhance conditions for personal and community health (Brown & Edwards 2012). Both registered and enrolled nurses play a pivotal role in health promotion, health maintenance and prevention of illness through provision of evidence-based information and education to individuals, groups and communities. This requires knowledge of resources available within the community and healthcare sectors to facilitate care for individuals and groups and the skills to communicate and educate. Health education can be defined as ‘any combination of learning experiences designed to facilitate voluntary actions conducive to health’ (Green & Kreuter 2005). Health education can be any planned educational intervention people can voluntarily take that aims to look after their health or the health of others.


Ewles and Simnett (2010) describe the dimensions of health education as:




• Concerned with the whole person, encompassing physical, mental, social, emotional, spiritual and societal aspects


• A lifelong process from birth to death, helping people to change and adapt at all stages


• Concerned with people at all points of health and illness, from the completely healthy to the chronically sick and handicapped, to maximise each person’s potential for healthy living


• Directed towards individuals, families, groups and whole communities


• Concerned with helping people to help themselves and with helping people to work towards creating healthier conditions for everybody ‘making healthy choices easier choices’


• Involved in formal and informal teaching and learning using a variety of methods


• Concerned with a range of goals, including giving information, attitude change, behaviour change and social change.





Health education involves working with individuals, communities and society and may be guided by the principles of primary healthcare. If nurses are to influence the health of individuals and communities, they need to be clear about what factors contribute to people’s health and ill health. There is also a role for the individual to take responsibility for their own health, and a clear role for communities and government in tackling the root causes of ill health:


The prerequisites and prospects for health cannot be ensured by the health sector alone. More importantly, health promotion demands coordinated action by all concerned: by governments, by health and other social and economic sectors, by non-governmental and voluntary organisations, by local authorities, by industry and by the media. People in all walks of life are involved as individuals, families and countries. Professional and social groups and health personnel have a major responsibility to mediate between differing interests in society for the pursuit of health (WHO 1986).


Understanding how people report health problems or adopt particular health behaviours is a first step to planning for health improvement. The nurse needs to consider how and to what extent they can involve their clients in planning their own healthcare. Nurses may be involved in:




• Advice and information giving


• Formal and informal education and training


• Needs assessment


• Supporting people and helping people understand their condition or diagnosis


• Policy development and contributing to health improvement programs


• Community development and social action projects


• Research and raising health awareness.





Whether working with groups or individuals, certain skills are required to enable the nurse to facilitate health promotion and education. Nurses need to be clear and unambiguous. Nurses need to be non-judgmental, updated with current knowledge and informed of scope of practice, and need to try to attain an understanding of the client’s concerns and position. Effective communication skills such as using open-ended questions, listening, recognising any cultural implications, assessing body language, and concise history taking and documentation will facilitate this process. When educational advice is being offered the nurse needs to check whether the client understands both the message and the language. Written material may support the interpersonal communication. The nurse often needs to be aware of other factors, such as the views of significant people in the client’s life and the individual’s own self-esteem that could influence the communication process. Establishing trust and rapport and having interpersonal skills will ensure effective communication (see Ch 6).


The challenge for nurses is how and when to provide health education information. If a client has specific learning needs about health promotion, risk reduction or management of a health problem, it is useful to develop and implement a teaching plan with the client. A teaching plan includes assessment of the client’s ability, need and readiness to learn, with identification of problems that can be resolved with teaching. The nurse then determines objectives with the client, delivers educational interventions and evaluates the effectiveness of the teaching. Clinical Interest Box 5.7 lists the principles to guide effective teaching and learning.





CLINICAL INTEREST BOX 5.7 

Principles to guide effective teaching and learning












	Principles

	Teaching implications for the nurse






	Allow the learner to direct the learning process.

	



Active participation is paramount.


Learning is most likely to occur if the learner sets the goals.


Learners need to have their say, use initiative, experiment and find out what works for them.


Identify which teaching technique is best for each learner.


The nurse is a facilitator to direct the learner to resources.












	Get to know other people’s perspectives.

	



Understand the background and ideas of other people.


Build new knowledge on past experience.












	Be aware of the context of people’s lives.

	



Centre the learning experience on real-life situations of the learner.


Readiness and motivation to learn are high when facing new tasks.












	Build on what people already know.

	



Identify where it is easiest for the learner to begin learning.


Provide new material at a pace that is appropriate for the learner.


Treat mistakes as an opportunity to learn.












	Planned achievements need to be realistic.

	



Set realistic achievable goals.


Find out what it is that the learner wants to know.












	Take account of all levels of learning.

	Consider whether there is a need for knowledge development, attitudes and values clarification or behaviour change and skills development.






	Present information in logical steps.

	Provide a logical sequence, whereby complex ideas are built on smaller ones.







(Talbot & Verrinder 2010, as modified in Brown & Edwards 2012)





There are some stressors that detract from the effectiveness of the teaching effort. The stressors, including the strategies to help manage or overcome them, are outlined in Clinical Interest Box 5.8.





CLINICAL INTEREST BOX 5.8 

Strategies to help manage or overcome nurse–teacher stressors


(Brown & Edwards 2012)












	Stressor

	Approaches






	Lack of time

	Preplan. Set realistic goals. Use time with patient effciently, using all possible opportunities for teaching, such as when bathing or changing a dressing. Break teaching and practice into small time periods. Advocate for time for patient teaching. Carefully document what was taught and the time spent teaching in order to emphasise that it is a primary role of nursing and that it takes time.






	Lack of knowledge

	Broaden knowledge base. Read, study, ask questions. Screen teaching materials, participate in other teaching sessions, observe more experienced nurse–teachers, attend classes.






	Disagreement with patient

	Establish agreed-on, written goals. Develop a plan and discuss with patient before teaching begins. Introduce a role model to help illustrate therapeutic expectations. Enlist the aid of family and significant others. Revise expectations; learn to be satisfied with small achievements.






	Powerlessness, frustration

	Recognise personal reaction to stress. Develop a support system. Rely on friends and family for positive encouragement. Network with other nurses, health professionals and community leaders to change the situation. Become proactive in legislative processes affecting healthcare delivery.














Indigenous health education/promotion


In the Northern Territory, staffing arrangements for delivery of health services in communities vary from place to place. In general, Aboriginal health workers (AHWs) and remote area nurses (RANs) are the full-time healthcare providers. In many communities that do not have resident nursing or medical staff, AHWs provide the primary healthcare services.


In Indigenous settings in Australia, other resident members of the multidisciplinary team may include:




• Community-based workers such as Aboriginal health workers, community nutrition workers and environmental health workers


• Support staff such as drivers, cleaners, liaison and administrative officers


• General practitioners





Non-resident members of the multidisciplinary team may include:




• Members of a mobile nursing team


• District medical officers


• Royal Flying Doctor Service


• Dentists and other allied health professionals (Northern Territory 2007).





The title ‘Aboriginal health worker’ refers to an Aboriginal person who has undertaken specific education and training. They are recognised as a professional group and are required to be registered. Community health teams also work with traditional healers who are respected for their knowledge of traditional medicines and healing techniques. Many people will choose to use a combination of traditional healing methods and western medicine. It is essential that all members of the multidisciplinary team work together to provide a comprehensive and responsive primary health service to the community (see Clinical Scenario Box 5.1).





Clinical Scenario Box 5.1






Taking the message to the people—Well Men’s Checkups


This case study shows how health promotion officers worked closely with AHWs to develop a project for Well Men’s Checkups in East Arnhem Land. The project aimed to raise awareness of health issues and to encourage them to make lifestyle changes to improve their health. The project team approached community football teams to talk about fitness and winning games. They used a mix of strategies, including screening followed by brief interventions, media for group and community education and incentives.


Men, especially Aboriginal men, rarely go the health centre when they are sick, let alone when they are healthy. They wait until a problem becomes unbearable before they go to the health centre. Five key strategies/concepts were included in the design of the Well Men’s Checkups.


The health centre was taken to the men. Tests such as blood pressure, height, weight, blood sugar levels, cholesterol, haemoglobin, sweat loss and peak flow were undertaken. The National Heart Foundation‘s healthy heart assessment was modified to include information on smoking, dehydration and drinking.


Health education was integrated into their group activities such as at football settings.


Messages were made relevant to the men and their activities; messages such as how to improve players’ chances of winning, by getting fitter, stronger, healthier and smarter. Discussions with players included the importance of water and maintaining hydration. How smoking reduces the lungs capacity to absorb oxygen, the detrimental effects of drinking kava or alcohol the night before playing football and the positive benefits of eating a high carbohydrate meal before a game, to increase energy levels.


Healthy lifestyle role models were used to provide inspiration to younger men. A local football role model who plays Aussie Rules Football and speaks the same language was identified. He visited schools and football teams to talk about healthy lifestyles.


Finally, incentives were provided for men to attend Well Men’s Checkups: barbecues were held at the health centre after the men’s checkups.





(Smith and King 1998:69–71 cited in Northern Territory Department of Health 2007)


















THE NURSING PROCESS IN HEALTH PROMOTION AND HEALTH EDUCATION


Essentially, the nursing process is a series of planned steps that produce a particular result. Specifically, the nursing process is a modified scientific method of systematic problem solving. In simple terms the nursing process is a method used to assess, plan, deliver and evaluate nursing care. The process of nursing, or scientific method of problem solving, remains the same whether the nursing care provided is a simple measure or a sequence of complicated nursing activities, and it can be adapted to individuals or communities. For a more detailed account of the components of the nursing process see Chapter 15.


It is essential to revise and update any plan of care continually to meet a client’s changing needs. By using the nursing process each individual’s specific needs are addressed, any problems are identified and a care plan is developed and implemented to meet those needs. The effectiveness of any care given is continuously evaluated in terms of the individual’s needs.


The nursing process provides an ideal framework to achieve health promotion and education for individual clients as well as groups or communities. The overall objectives for health promotion activities can be varied to:




• Include the prevention of disease


• Ensure that people are well informed and able to make choices


• Change behaviour


• Help people acquire skills and confidence to take greater control over the factors influencing their health


• Change policies and environments to facilitate healthy choices


• Address the determinants of health, such as poverty, housing and community life.





During the assessment phase of a community’s needs the principles of the nursing process remain the same. During data collection there must be a recognition that there may be many stakeholders, and research may need to be undertaken to obtain a community profile which takes into account the environment, policy, available services and resources, housing, finances and perhaps cultural considerations. Key questions to ask during the assessment phase are included in Clinical Interest Box 5.9.





CLINICAL INTEREST BOX 5.9 

Assessment of characteristics that affect client teaching






Characteristics and key questions


Physical




• What are the patient’s age and sex?


• Is the patient acutely ill?


• Is the patient fatigued? In pain?


• What is the primary diagnosis?


• Are there additional diagnoses?


• What is the patient’s current mental status?


• What is the patient’s hearing ability? Visual ability? Motor ability?


• What drugs does the patient take? Do they affect learning?





Psychological




• Does the patient appear anxious, afraid, depressed, defensive?


• Is the patient in a state of denial?


• What is the patient’s level of self-efficacy?





Sociocultural




• Is the patient employed?


• What is the patient’s present or past occupation?


• How does the patient describe their financial status?


• What is the patient’s educational experience and reading ability?


• What is the patient’s living arrangement?


• Does the patient have family or close friends?


• What are the patient’s beliefs regarding their illness or treatment?


• What is the patient’s cultural/ethnic identity?


• Is proposed teaching consistent with the patient’s cultural values?





Educational




• What does the patient already know?


• What does the patient think is most important to learn first?


• What prior learning experiences establish a frame of reference for current learning needs?


• What has the patient’s healthcare provider told the patient about the health problem?


• Is the patient ready to change behaviour or learn?


• Can the patient identify behaviours/habits that would make the problem better or worse?


• How does the patient learn best? Through reading, listening, doing things?


• In what kind of environment does the patient learn best? Formal classroom? Informal setting, such as home or office? Alone or among peers?








(Brown & Edwards 2012:55)





After collecting the data the nurse is able to identify the problem or areas of need and is then able to make a nursing assessment based on these findings. For example, in Clinical Interest Box 5.10 the nurse may make the assessment that Mary does not understand the implications of her current dietary habits and the need to make some changes. Once this has been determined the nurse is then able to plan the care needed for Mary to optimise activities to ensure health promotion.





CLINICAL INTEREST BOX 5.10 

Subjective and objective assessment


Mary, 52, has recently been diagnosed with type 2 diabetes mellitus. She states, ‘I have always loved my food—in many ways it is my only enjoyment in life and now my doctor says I have to give up all the things I love to eat. I am finding it just too hard on the diet he has given me and I think I’ll just give up.’


The nurse observes that Mary does not appear to have altered her lifestyle, as she eats constantly, and there are several chocolate wrappers on the bench.


Health promotion should start from the existing knowledge and beliefs of the client. To plan the individual care needed for Mary and to begin the nursing process, it will be helpful for the nurse to first determine Mary’s health beliefs and her understanding of the diagnosis she has been given. This will require building up trust and obtaining a detailed social and medical history. This phase of the nursing process is the assessment phase and basically requires the gathering of subjective and objective data.


Subjective data are the client’s, or other significant person’s, perceptions, ideas and sensations about a health problem; for example, Mary has stated that she is finding it too hard and wants to give up. Objective data are the information observed or measured by the nurse; for example, the nurse has observed that Mary does not appear to have altered her lifestyle, she eats constantly and there are several chocolate wrappers on the bench.





Planning the care for Mary is the next phase. Planning involves setting goals, establishing priorities and determining nursing interventions to achieve the goals. This will require determining specific interventions aimed at achieving the ultimate goal for health promotion. There may be several levels of intervention, including individual one-on-one medical officer–client counselling on dietary changes, through to specialist diabetes education services. Some important questions to consider are:




• Have the issues clearly been defined?


• Who are the key stakeholders?


• What has been tried before?


• Are the goals that have been set achievable and realistic?





The principles of the nursing process can again be adapted during the planning phase of health promotion activities at the community level. The above questions will provide a guide for the nurse and practitioner to ensure that objectives and aims of the program are being met.


Implementation means putting the nursing plan into action (nursing interventions); it is the actual performance of the activities that have been selected to help the client achieve the set goals. The client’s needs (either the individual or the community) are reassessed continuously during the implementation stage so that any new needs can be identified and the nursing plan modified or adapted. Techniques to enhance the teaching process with adults are presented in Clinical Interest Box 5.11.





CLINICAL INTEREST BOX 5.11 

Techniques to enhance client learning







• Keep the physical environment relaxed and non-threatening.


• Maintain a respectful, warm and enthusiastic attitude.


• Let the patient’s expressed needs direct what information is provided.


• Focus on ‘must-know’ information, saving ‘nice-to-know’ information if time allows.


• Involve the patient and family in the process; emphasise active participation.


• Be aware of and take into consideration the patient’s previous experiences.


• Emphasise the relevance of the information to the patient’s lifestyle and suggest how it may provide an immediate solution to a problem.


• Schedule and pace learning experiences according to the patient’s needs and abilities.


• Individualise the teaching plan, even if standardised plans are used.


• Emphasise helping the patient to learn and not just transmitting subject matter.


• Review written materials with the patient.


• Remember that simple is best.


• Ask for frequent feedback.


• Affirm progress with rewards valued by the patient to reinforce desired behaviours.





(Brown & Edwards 2012:60)





After the planned nursing interventions have been implemented, the nurse must then evaluate the results to determine whether the interventions were effective. Evaluation is the process of determining the extent to which the set goals or objectives have been achieved, and enables the nurse to monitor the effectiveness of the care plan. Whether the plan was a success or not is determined by comparing the client’s response to the nursing interventions within the set goals and set time frame. Evaluation also enables the nurse or practitioner to identify any new healthcare problems experienced by the individual client or the community.









Summary


The care-giving role can place an enormous burden on a family’s physical, psychological and financial resources. As family members attempt to make sense of the situation in the early stages of the disease, they may best be supported with clear, relevant information to facilitate coping strategies. Further support and management strategies may be negotiated relevant to the disease progression, type of care required and the age of the client, and may include involvement in established support groups for people in similar situations. Families who face the consequences of end-stage chronic or malignant disease may experience a stage of acceptance and adjustment, aided perhaps by their need for emotional support from family and friends as well as spiritual support from their religious community. As the client’s health continues to deteriorate, the whole focus of support will be to reduce pain and discomfort while assisting both the client and family members to come to terms with the change in family roles and the importance of grieving before the surviving family members can regain a maximum level of function and wellbeing.


Health promotion and education provide the key to minimising or eliminating disparities in world health and play fundamental roles in achieving the goals and objectives as determined by WHO. Political, economic, social, cultural, environmental, behavioural and biological factors can all have an impact on health. Health, then, may be defined according to circumstances, context and perceptions and experiences, which may vary between individuals and between communities.


Nurses are in an ideal position to participate in health promotion as they spend much time with clients in a variety of settings. A good knowledge of different health conditions, awareness of health promotion strategies and a keen eye for opportunities are important to make a difference. By raising the level of health awareness and by providing health education, for both the individual and the community, nurses play a vital role in health promotion.








Critical Thinking Exercises







1. Mrs Jones is an 80-year-old woman you are visiting in the community. She has chronic obstructive airways disease (COAD) and requires oxygen in the home. You have recently learnt that she is secretly smoking when her husband leaves the house to do the shopping.



a. Develop a set of health promotion education strategies or interventions that would assist this client with COAD.



b. How would you evaluate your strategies?


2. Refer to Figure 5.1: Health–illness continuum model of health.



a. If the midpoint of the continuum/pathway represents the neutral point or no discernible illness or wellness or represents little awareness of health status, where would you place yourself and/or your family members on the continuum?



b. What direction are you facing?



c. What steps can you and/or your family members take to achieve a greater sense of wellbeing?













Review Questions







1. What are the four (4) main types of disease?


2. What is early disease detection?


3. Why should you think about early disease detection?


4. Identify at least three (3) events that might influence change in a client’s health behaviours.


5. Identify potential barriers to changes in health behaviours.


6. How might the family roles and dynamics change in the event of the mother of young children being diagnosed with breast cancer? How would the family roles and dynamics differ if this same diagnosis was made for the paternal grandmother rather than the mother of this family?


7. What is meant by primary healthcare?


8. Explain the difference between health promotion and illness prevention.


9. What is the role of the nurse in health promotion?
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CHAPTER 6 Communication




Jodie Hughson







Learning Outcomes


At the completion of this chapter and with further reading, students should be able to




• Define the key terms


• Identify the components of the communication process


• State the factors that influence effective communication


• Identify the factors that act as barriers to effective communication


• Identify ways to overcome barriers to communication


• State how culture impacts on communication


• Demonstrate techniques for monitoring how culture impacts on their communication


• Identify and implement communication processes that facilitate patient safety and quality care
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