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EDITORIAL

EDITORIAL

Jill lliffe
AJAN Editor

This edition of AJAN is the first anniversary of
AJAN going free online from its own website:
http://www.ajan.com.au. The popularity of the
AJAN website in just one year demonstrates clearly
the merit of the decision by the Australian Nursing
Federation, the publishers of AJAN, to make AJAN
freely available online.

On average over the last two issues of AJAN, 50500
manuscripts each month were downloaded from
the AJAN website from across every region in the
world. This reflects the increased accessibility
of manuscripts and is an excellent outcome for
authors and their research, exposing predominantly
Australian nurse researchers and their research to
the international community.

This issue of AJAN contains many interesting,
challenging and relevant papers to contemporary
nursing care.

Hare etal challenges nurses’ capacity to differentiate
delirium in hospitalised patients who are confused.
If delirium is not accurately diagnosed it goes
untreated or is inappropriately treated. Hare et al
maintain that nurses have a pivotal role in the early
detection of deliriumin hospitalised patientsin order
toreduce associated adverse eventssuch asfallsand
recommends that nurses are educated to conduct
routine cognitive assessments using validated tools
in all hospitalised patients in order to differentiate
between acute and chronic cognitive conditions.
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Using validated assessment tools to improve patient
care is also the subject of research by Raja et al who
tested nurses’ use of nutritional screening tools to
assess risk of malnutrition in hospitalised patients.
Raja et al found that having validated tools available
did not necessarily translate into nursing practice
and that demands on nurses’ time and nurses’
knowledge of nutrition screening were the main
barriers to the routine detection of patients at risk
of malnutrition.

The expanding role of nurses working in general
medical practice isthe subject of two research papers
in this issue of AJAN. Senior explored the barriers
and enablersthat nurses working in general medical
practice experience in expanding their roles. She
found that while role expansion was experienced
by over 90% of respondents to her survey and
that general medical practitioners were generally
supportive of an expanded role for nurses, over half
the nurses had to initiate their own role expansion.
Mills and Fitzgerald explored why the uptake by
nurses of some item numbers on the Medicare
Benefits Schedule were greater than others and
why there was such a poor uptake by nurses of the
cervical screening item number. Recommendations
are made that address the barriers identified by
the nurses who participated in the research to the
process of implementing change in their clinical
practice particularly to incorporate the provision of
cervical screening services.

In a paper set in an historical context, Chiarella and
Mclnnes explore the legal and ethical frameworks
thatinform nursing practice and health care cultures.
Examples from case law are used to illustrate the
relationship between images of nursing and power
and howthese affectlegal and moral frameworks and
the realities of the workplace for nurses. Chiarella
and Mclnnes identify five images of nursing which
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emerge from case law analysis; images which they
maintain are still relevant for nurses today. They
argue these images have implications for the way
nurses respond to critical situations and contribute
to feelings of powerlessness in the workplace which
affects nurses’ ability to be ‘heard’” when patient
safety is at stake.

Combating powerlessness is a sub-theme in the
paper by Watson in her discussion of how leadership
is assessed for nurse practitioner candidates in
Australia. Watson maintainsthatleadershipis difficult
to define and often confused with management;
and that the assessment of nurse practitioner
candidates for leadership qualities can be subjective
and inconsistent. She recommends that, until
leadership is clarified with respect to the nurse
practitioner role, assessmentforleadership qualities
should be creative and flexible and recognise that
leadership qualities for nurse practitioners may be
in a developmental stage.

The potential consequences of the reported world
wide shortage of nurses are graphically outlined
in a paper by Shields and Watson from the United
Kingdom titled: Where have all the nurses gone.
Shields and Watson maintain that one consequence
of the nursing shortage crisis may well be the
disappearance of nurses from the UK health sector
as they are replaced by the less costly alternative of
health care assistants and technicians. Shields and
Watson urge nurses to speak out; to lobby politicians
and policy makers; and to use their professional
organisations to make sure there is a sustainable
nursing workforce for the future.

Enhancing nursing research and nurses’ appreciation
of research is the subject of another two papers in
this issue of AJAN. Gledhill et al reports on sampling
methods used to explore older people’s attitudes
to sexuality. With the increasing ageing of most
world wide populations, knowledge of sampling
methods which successfully recruit older people is
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essential, particularly if the topic is a sensitive one.
Gledhill et al share their experiences and make
valuable recommendations for future research in
older populations. In the other paper, Broomfield
focuses on the need for nurses to be able to critically
read research papers. A framework is suggested to
assist time poor nurses determine the quality of the
research they are being asked to incorporate into
their practice.

Endometrial carcinoma (cancer of the uterus) is the
fifth most common cancer in women world wide and
the most common gynaecological cancer. Linford
and Forster explored the reactions of women to
a diagnosis of endometrial carcinoma and found
that women need individualised and accessible
education however if they are provided with a variety
of educationaltools, invariably they canindividualise
the information they need for themselves. They
recommend further research into the psychosocial
care of women newly diagnosed with endometrial
carcinoma, particularly the allocation of a ‘primary
nurse’ for initial and ongoing contact.

Thethreeinternational papersinthisissue of AJAN all
focus on improving patient care in areas which have
international applicability to nursing practice. Celik
et al explore critical care nurses’ knowledge about
the care of deceased adult patients in an intensive
care unit; Erci et al explore the impact of nurses’
therapeutic relationships with their patients on
preoperative and postoperative patientanxiety; while
Ozdemir and Akdemir examined nurses’ knowledge
and practice involving patients’ resuming sexual
activity following myocardial infarction.

After over a decade of professional pressure and
political activity, the new Australian Government has
established the role of Chief Nurse and Midwifery
Officer. Continuing AJAN’s series of guest editorial
reflections on nursing, the new Australian Chief Nurse
and Midwifery Officer shares her nursing story and
her aspirations for the role.
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GUEST EDITORIAL

Rosemary Bryant
Commonwealth of Australia Chief
Nurse and Midwifery Officer

Moving from the comfort zone of eight years as
Executive Director of Royal College of Nursing,
Australia to the position of Commonwealth Chief
Nurse and Midwifery Officerin July thisyear stimulated
me to reflect on my nursing career and the various
positions | have held.

As a teenager | did not have a burning desire to
become a nurse and to a degree drifted into the
profession along with several other friends from
school. Very soon after | commenced as a student
nurse at Princess Alexandra Hospital in Brisbane, | felt
instinctively  had made the right choice. The nursing
course was interesting and stimulating and | found
clinical practice rewarding and fulfilling. However it
was compulsory to live in the nurses’ home and the
attendant rules associated with living-in felt petty
and constraining. As a result | spent a great deal of
time getting to know the Matron as | was a frequent
visitor to her office!

A great deal of my clinical experience in intensive
care and cardiac surgery nursing and at that time
| was lucky to have two mentors who had positions
of influence at Royal Adelaide Hospital and who
encouraged me to further my nursing career. | was
also becoming politicised and | was developing
progressive social ideas. | began to explore how
| could implement some of those ideas through
nursing. Clinical practice was deeply satisfying but |
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also felt that | wanted to have influence in the wider
societyand | entered a period of intense involvement
in nursing politics through being elected to various
positions in the Australian Nursing Federation in
South Australia.

My position as Director of Nursing at Royal Adelaide
Hospital gave me the opportunity to influence the
development of nursing in general, and nursing
education and standards of nursing care within
the hospital. As well, | was able to encourage many
of the more than 2000 nurses who worked in that
hospital at any one time to have the enthusiasm for
nursing that matched my own love of nursing as a
profession.

When | moved to Victoria to take up the position
of Director of Nursing Policy and Planning with the
Victorian Government it felt like the logical next step
in my career. In this position, | was able to use the
political skills | had acquired. | became involved in
health policy analysis and more importantly, sought
to influence the implementation of health programs.
Throughout this period | remained conscious of the
basic goals | had set myself when | moved away from
clinical practice, to contribute to the development of
nursingand improve patient care. My personal belief
isthateveryone inthe community irrespective of their
ability to pay has the right to expect and receive the
highest quality care.

Being at the centre of policy making can be intensely
satisfying and at the same time the impediments to
change are very frustrating. However the potential to
contribute to systematic change in the health system
compensates for the frustrations.

The eight years | spent as Executive Director of
Royal College of Nursing, Australia gave me the
opportunity to contribute to nursing and midwifery
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from a national perspective and having worked at the
national level for some years now, | am conversant
with the enablers and barriers to advancing nursing
and midwifery practice in Australia. Australia hastoa
degree lagged behind its international counterparts
in terms of developing new and enhanced roles for
nurses, midwives and allied health professionals.
The potential to reconsider the role of nurses and
midwives in a variety of practice settings presents
an exciting opportunity.

Also during my tenure at Royal College of Nursing,
Australia (RCNA) | began to participate in the
international nursing community through RCNA's
membership of the International Council of Nurses
(ICN). In 2001 | was elected to the Board of ICN
and | am currently its Second Vice President. These
positions gave me an opportunity to broaden my
knowledge and pursue my goal of implementing
socially progressive policies at an international
level. Being conversant with global nursing and
midwifery trends and innovations is of great benefit
as nursing and midwifery are more than ever a global
workforce.

| have been the Commonwealth Chief Nurse and
Midwifery Officer for a few weeks now and am feeling
my way into this role. | am the first incumbent in this
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new and expanded role which was a major election
commitment of the Rudd Government. | am sure
that it is of utmost importance that the role quickly
evolves into one of the essential positions within
Government.

Currently the position has no other staff other than a
policy officer and executive assistantand ittherefore
has no management or financial responsibility. |
work across the Department of Health and Ageing
providing a nursing and midwifery perspective to
policy work as well as advising on developments which
are specific to nursing and midwifery. In particular |
am currently leading a Review of Maternity Services.
Development ofthe nursingand midwifery workforce
is also a high priority as it is necessary to determine
how Australia is to meet the demands for health care
in the coming years. As well | shall be contributing to
the Primary Health Care Strategy which is currently
being developed. | shall be looking to engage the
nursing and midwifery professions as the work in
these areas unfolds.

I hope to do everything within my power to contribute
to real structural change within the health system as
I remain committed to access and equity in health
care for the Australian community.
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ABSTRACT

Objective

The purpose of this research was to explore the
barriers and enablers that nurses working in general
medical practice experience in relation to the
Australian Government driven expansion of their roles
(nurses working in general medical practice are titled
general practice nurses in Australia).

The study design was part of a Masters of Public
Health course. The research was conducted as part of
employment with the Greater South Eastern Division
of General Practice (GSEDGP), Victoria, Australia

(now called the Greater Monash General Practice
Network, Victoria, Australia). The Executive Director

of the GSEDGP gave permission for the study to be
undertaken.

Design
The study used an exploratory descriptive design.
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Setting
The setting was general medical practices.

Subjects

The subjects were 22 registered and enrolled nurses
working in general medical practices in Victoria,
Australia (registered nurses are titled RN Division 1
and enrolled nurses are titled RN Division 2 in Victoria,
Australia).

Main outcome measures

The main outcomes measures were: attitudes of the
nurse’s toward role expansion; number of nurses
moving into expanded roles; adoption of government
expansion initiatives; and barriers and enablers.

Results

Over 90% of the respondents identified their role as a
practice nurse had expanded since the introduction of
the Australian Government general practice initiatives.
86.4% were happy with the expansion of their roles
and positive about government plans for further role
expansion. General practitioners (GPs) were seen as
supportive of the nurses’ role expansion, however half
the sample identified that it was up to the nurses to
initiate their own role expansion.

Variables were compared with attitudes toward
expansion between registered nurses and enrolled
nurses; nurses over and under 40 years of age; and
those who had been in general practice differing
lengths of time. No significant differences (p> 0.01)
were found when any of the variables were compared.

Conclusions

The majority of practice nurses have experienced role
expansion and are positive about this. Most practice
nurses indicated they were the driving force behind
the expansion. Nurses felt that role expansion had
improved the quality of care provided to patients and
enhanced their job satisfaction. The major inhibitors
were lack of physical space within general practices
and lack of time. The major enablers were physical
space within the general practice office for a nurse
to see patients and agreement from the GPs working
within the practice for the nurse to expand into new
areas.
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INTRODUCTION

In Australia, the role of the practice nurse has
developedinanadhocnature and with little public or
professional recognition (Halcomb et al 2005; Watts
et al 2004). In many general practices, it has been
left up to individual nurses to create their own roles
and responsibilities. A number of authors mention
the ‘paucity of Australian research on the work of
the practice nurse’ (Tolhurst et al 2004; Condon
et al 2000; Patterson et al 2000). This study was
designed to examine the expanding role of the nurse
ingeneral practice in Australia and to add to the body
of research on general practice nursing.

The announcement of $104.3 million over four
years for nurses working in general practice in the
2001-2002 Australian Government budgetindicated
that practice nursing wasto undergo an expansion of
rolesandarisein profile. The Australian Government,
concerned about the rise of chronic disease in the
community and the shortage of general practitioners
saw the broadening of the role of nurses in general
practice as part of the answer to these problems.
In November 2003 the Australian Government
introduced the Strengthening Medicare Initiative,
which enables some services provided by nurses
working in general practice to be paid through the
Medicare Benefits Schedule (MBS) without a general
practitioner being present. From April 2005, the
Australian Government through the Chronic Disease
Management Initiative 2001-2004, agreed to supply
fundingtoall divisions of general practice to enhance
the role of practice nurses in the maintenance and
management of chronic disease (Department of
Health and Ageing 2004).

In view of these changes within general practice
nursing, this research was undertaken to establish
the attitudes, barriers and enablers of a group
of nurses in a Division of General Practice to the
expansion of their profession.

Although there is no Australian research that directly
examines attitudes of practice nurses to changes
to their role, through related research on general
practice nursing both in Australia and overseas, a
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number of potential barriers and enablers to the
expansion of the role were identified. The barriers
include: that general practitioners (GPs) are not
always informed about the benefits of employing a
practice nurse; concerns aboutliability issues; the fee
structure of general practices (Department of Health
and Ageing 2005); and concerns that the structural
and organisational barriers in general practice
were too great (Halcomb et al 2005; Patterson
and McMurray 2003; Wilson et al 2002; Willis et al
2000a). Barriers which were identified in relation
to practice nurses are: anxiety about medico-legal
and indemnity issues (Watts etal 2004); that nurses
were happy with their role and did not want change
(Condon et al 2000); were employed part-time and
had family commitments; and the nature of general
practice, with the GPs being the employer of the
nurses in the practice (Willis et al 2000b). Enablers
include: involving practice nurses in chronic disease
careinacollaborative manner givesimproved health
outcomes for patients (Proudfoot etal 2005; Wagner
2000; Wagner et al 1996); and, that given the right
conditions, practice nurses in Australia can achieve
significant role expansion (Pearson et al 2000). This
has also being confirmed through overseas literature
as cited in Patterson and McMurray (2003).

METHODOLOGY

Thisexploratorydescriptive studyusedaquestionnaire
that was designed to measure the nurses’ movement
into expanded roles and their attitudes toward role
expansion in general practice settings. The study
design was part of a Masters of Public Health course.
The research was conducted as part of employment
with the Greater South Eastern Division of General
Practice (GSEDGP) (now called the Greater Monash
GP Network, Victoria, Australia). The Executive
Director of the GSEDGP gave permission for the study
to be undertaken. The questionnaire was based on
six semi-structured interviews conducted with seven
nurses within the GSEDGP, Victoria, Australia. The
interview questions and subsequent questionnaire
were assembled based on published research
undertaken in Australia and internationally on the
expanding role of nurses in the general practice
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setting (Halcomb et al 2005; Pascoe et al 2005;
Wilson et al 2002; Condon et al 2000; Bonawit and
Watson 1996.) The questionnaire was piloted by three
general practice nurses and changes made according
totheirfeedback. Inputtothe questionnaire was also
sought from the Executive Officer of the Australian
Practice Nurses Association (APNA); the Principal
Advisor for Nursing in General Practice, Australian
Divisions of General Practice (ADGP); and Program
Consultant for the Practice Nurse Program, General
Practice Divisions Victoria, Australia (GPDV).

A 32 item postal survey, containing quantitative,
qualitative and Likert scale questions was distributed
to 40 general practice nurses (both registered and
enrolled) working in the GSEDGP. The introductory
questions collected demographic information about
the nurses. The questionnaire used a range of
qualitative and quantitative measures to assess the

Table 1: Demographic information by percentage

nurse’s perception, attitudes and beliefs with regard
to role expansion. Likert scales, tick boxes and open
ended questions were employed to allow for collection
of both qualitative and quantitative data. An ANOVA
analysis was used to compare the mean ratings of
the Likert scales questions.

The convenience sample of nurses was recruited
through a mail-out to all nurses on the GSEDGP
data base of general practice nurses. Descriptive
and inferential analyses were computed using the
Statistical Package for Social Sciences (SPSS) for
Windows.

The resulting sample for the survey included 22
nurses currently working in general practice in
the GSEDGP (response rate 55%). The majority of
the sample consisted of registered nurses (n=18)
and enrolled nurses (n=4). Results are given as
percentage of responses.

Age 20-29 30-39 40-49 50-59 60+

9.1% 13.6% 31.8% 40.9% 4.5% 100%
Sex M F

0 100 100%
Registration RN EN

81.8% 18.2% 100%
Size of practice Small (Solo -1 GP) Medium (2-5 GPs) Large (6+ GPs)

4.5% 33.3% 61.9% 100%
Years as a practice nurse 0-5 5-10 10-15 15-20 20+

27.3% 27.3% 9.1% 27.3% 9.1%  100%
University or hospital trained  University Hospital

18.2% 81.8% 100%
Post graduate qualifications Yes No

54.5% 45.5% 100%

RESULTS

Table 1 gives the breakdown of demographic
information of nurses in the sample. All the practice
nurses in the sample were female. The majority of
nurses were in the 50 to 59 age range (40.9%) and
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were hospital trained (81.8%). These figures support
research cited by Patterson and McMurray (2003)
who describe the typical practice nurse as female,
middle aged and hospital trained (Patterson and
McMurray 2003 p.46). The majority come from a
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practice of six or more general practitioners (GPs)
(61.9%) which is consistent with research by Pascoe
et al (2005) and Bonawit and Watson (1996) who
also found that general practice nurses in Victoria,
Australiawere mostcommonly employed in practices
with three or more GPs.

The findings of question one to three are presented
in Tables 2 to 4.

Table 2: How do you come to be in your current
position?

Percent
Answered job advertisement 40.9%
Invited by GP/practice staff to apply 40.9%
Word of mouth 13.6%
Other 4.5%
Total 100.0%

Table 3: Why have you chosen practice nursing as a
career?

Percent
Interested in the work 27.3%
Escape shift work 13.3%
Family commitments 22.7%
Other 4.5%
Multiple 31.8%
Total 100.0%

Table 4: Do you consider that your role as a practice
nurse has expanded in the last 5 years?

Percent
Yes 90.9%
No 9.1%

Table 2 demonstrates the majority of nurses
entered practice nursing through answering a job
advertisement (40.9%) orthrough personal invitation
(40.9%). A smaller proportion (13.6%) indicated
they heard about the job informally. This indicates
over half of the practice nurse positions were filled
through informal networks (54.5%). This finding has
implications forthe recruitment of practice nursesin
an expanding profession with an ageing workforce.
Almostonethird (31.8%) of the sample indicated they
entered practice nursing for a number of reasons
(table 3) including interest in the work, to escape
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shift work and for family reasons. Table 4 suggests
that the vast majority of practice nurses consider
that their roles have expanded in the last five years.
Reasons for not expanding, or not expanding further
are demonstrated in the graph below. Lack of space
(22.7%) and busy practices (18.2%) were listed as
the most common reasons.

Figure 1: Reasons why the practice nurse role has
not expanded or not expanded further

25

20 [~

Lack of space

Too busy

GP not interested

GP not aware of benefit
Happy with current role
Medicare (fee) issues
Insurance issues

Lack of qualifications
ITissues

When asked what roles were expanded, the nurses
indicated that 86.4% (n=19) were now performing
health assessments; 68.2% were now undertaking
both wound management(n=15)and recallreminder
responsibilities (n=15); 54.5% (n=12) were now
performing chronic disease managementduties such
as Team Care Arrangements and GP Management
Plans; 50.0% (n=11) were undertaking diabetes
education and 36.5 % (n=8) asthma education.
Only one nurse in the region (4.5%) was performing
cervical screening.

Both Halcomb (2005) and Watts (2004) suggest the
role of the practice nurse in Australia has developed
with little support from nursing bodies and in an
unplanned manner. This is supported by the finding
in question 5. When asked who within the practice
had initiated the expanded role, 68.2% (n=15) of
practice nursesindicated they were the main initiator.
GPs were identified next at 31.8% (n=7). Question 6
asked respondents to nominate the main motivation
for the role expansion which was:
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a) the nurses desire to embrace a greater role
(54.5%),

b) to provide more holistic care (50.00%),
c) the availability of Medicare rebates (13.6%),

d) encouragement from the Division of GP (9.1%).

Question 7 explored continuing professional
development activities undertaken by the practice
nurses. 100% of nurses recorded they had taken part
insome form of continuing professional development
in relation to the expansion of their role. The most
common answer was a short course (77.3%);
upskilling provided by the Division of GP (59.1%); or
auniversity course (22.7%). Thisfinding is consistent
with Pascoe et al (2005 p.46) who found that most
practice nursesinvolved in their survey had engaged
in some form of professional development in the
past two years.

Questions 8 to 13 featured a Likert scale relating to
the dynamics of role expansion and Questions 18
to 25 a Likert scale relating to the nurses’ attitudes
and beliefs about role expansion. Questions 26 to
30 explored the nurse’s perceived confidence in
embracingan expanded role. Anovas were performed
to determine whether significant differences in
attitudestoward role expansion was evident between
registered nurses and enrolled nurses; nurses over
and under 40 years of age; and those who had been
in general practice differing lengths of time. No
significant differences (p> 0.01) were found when
any of the variables were compared.

Of those who responded to the Likert scale
questions (n=22) answers to questions which were
unequivocally agreed or strongly agreed by a majority
were:

¢ | had to initiate and drive my role forward
(50.0%),

e The GPs have been very supportive of my role
(77.3%),

* The practice staff have been very supportive
(63.6%),

* | am happy with my expanded role (86.4%),

o At first, staff were lukewarm however they are
now more accepting (35.4%),
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¢ Enhances the quality of care (90.9%),

¢ Increases job satisfaction for practice nurses
(86.3%),

¢ Reduces GP workloads (77.3%),

¢ Increases collaboration between GPs and nurses
(81.8%),

¢ Increases workloads for nurses (59.1%).

Answers to questions which were unequivocally
disagreed or strongly disagreed by a majority were:

e To a certain extent the role has been imposed
on me (59.1%),

e Disadvantage the uniqueness of the nursing
profession (63.6%).

Nurses felt confident or very confident about moving
in to the following roles:

¢ Immunisation (81.8%),

e Health assessments for people over 75 years of
age (86.4%),

e Chronic disease management Medicare item
numbers: GP Management Plans and Team Care
Arrangements (63.6%),

*  Wound management (90.9%),
e Recall/Reminder (72.7%).

When asked if the nurses could see their role
expanding in the future, 45.5% (n=10) said yes and
13.6% (n=3) said ‘maybe’. Reasons given were:

e ‘that the expanded role would require
working overtime to complete chronic disease
management plans’,

e ‘Might put on another nurse to assist with health
assessments’,

e ‘If | were to undertake an asthma course or
similar, but prefer not to as workload is already
enough’.

ltwould appearthata number of nurses are cautious
about expanding into additional areas and therefore
increasing their already significant workload.

Question 16 and 17 asked if the practice nurses
had ever been asked to work outside their scope
of practice and if so how had they managed the
situation; 72.7% (n=16) said no, 22.7% (n=5) said

12



RESEARCH PAPER

yes. Qualitative data in relation to how this was
managed included comments such as:

e ‘Discussion and explanation led to a
resolution’,

e ‘Lack of training in ear-syringing’,
e ‘GPs were advised about the scope of practice of
an enrolled nurse and are now understanding’,

* ‘Intrying to set up duties’.

The respondents were asked how they felt about
Australian Government plans to further expand their
professional role in general practice (Question 31);
81.8% (n=18) either agreed or strongly agreed with
the Government’s plans to further expand the role.
None disagreed or strongly disagreed.

In the last question respondents were asked to
rank out of seven choices what they thought were
important characteristics of a successful general
practice nurse support network offered by a division
of general practice. The results are shown in the
graph below.

Figure 2: Valued characteristics of a General
Practice Support Network
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Thetopthreeissuesofimportance are listed as having
a speaker relevant to nursing in general practice
(59.1%), followed by convenient time (40.9%) and
having a qualified nurse leading the support group
also (40.9%).
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DISCUSSION

Over 90% of respondents identified their role as a
general practice nurse had expanded over the past
five years and were positive about this change.
Although happy with these developments, half the
sample identified it was up to them to initiate and
drive the role expansion. These results indicate that
nurses working within general practice who seek to
expand their roles have found carving out a new role
challenging. Assistance for nurses who are seeking
role expansion may make this transition easier. If
general practices wanttoaccess and take advantage
of the Medicare item numbers for practice nurses,
then providing an appropriate space in which the
nurse can work; supporting and encouraging role
expansion; facilitating relevant continuing education;
and reorientation of the practice and practice staff,
including GPs, to include the services of a practice
nurse is essential. It also further supports the
need for a mentoring program for nurses in general
practice as identified by the Department of Health
and Ageing (2005).

The two major areas of reported role expansion were
health assessments of persons over 75 years of age
(86.4%) and wound management (68.2%). Reasons
for the identified role expansion may be related to
the addition of the ‘Over 75 Health Assessment’
as the earliest Medicare item number for practice
nurse services. This item number was introduced in
November 1999 (Department of Health and Ageing
2001), givingthe nursesanumber of yearstoinclude
this activity in their role. The wound management
Medicare item number was introduced in February
2004 and also had a high uptake (Department of
Health and Ageing 2008). These two item numbers
allow nurses to perform a service on behalf of a GP
whilethe GPis not presentandforthe general practice
to receive a reimbursement from the government
through Medicare for the service the nurse provides.
The capacity to see a patient independently from
the GP may be a reason for the high expansion rate
in incorporating these activities into the practice
nurse role.
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Reasons for not expanding or not expanding further
included: lack of space at the practice (this was
also supported by the ADGP Nurse Scoping Study
2001) and that nurses were already very busy.
Qualitative comments by nurses in relation to lack
of expansion all centred on the need for more staff
or overtime if further role expansion was to occur.
Considering the Australian Government recently
released a new Medicare item number that enables
nurses to undertake five consultations a year with
patients in the area of chronic disease maintenance
(Department of Health and Ageing 2008), the issue
of nursing staff who already feel they are too busy to
expand their practice further is very real.

The majority of practice nurses (72.7%) had not been
asked to work outside their scope of practice. Those
who had (22.7%) allindicated that with discussion the
situation had been resolved amicably. This result may
reflect the age of the majority of nurses responding
to the questionnaire with 77% over 40 years of age
and 45.5% having been in general practice nursing
for over 10 years.

Anovas performed on a variety of variables such
as nurses under and over 40 years of age; size of
practice; hospital or university education; failed
to detect any significant differences. This may be
due to the small sample (22 nurses), or due to the
fact that the practice nurses in the GSEDGP are a
homogenous group.

The results from this research indicate that general
practice nurses areindeed movingintothe expanded
roles being initiated by the Australian Government.
The research indicates that the expansion is usually
driven by the nurse and often initiated with few
resources to assist them. One of the main barriers
identified, lack of space for the nurse to perform
duties, has implications for the design of future
general practices.

The high uptake of the two Medicare item numbers
that allow the nurse to see patients autonomously
is also an indicator that both GPs and nurses
have confidence in the nurses’ ability to perform
consultations independently of the GPs.
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Qualitative data from the questionnaire and
interviews indicate that nurses are concerned about
theirworkload. The Australian Governmentcontinues
to role out initiatives that encourage nurses to take
greater responsibility in general practice, however
many nurses already seem to be overwhelmed with
their workload. This has implications for further
Medicare item numbers that are focused on the
general practice nurse.

CONCLUSIONS

The majority of nurses were positive about the
expansion of their professional roles. The majority of
participants have expanded their scope of practice
to some extent over the last five years. Most nurses
indicated they were the driving force behind the
adoption of new areas of nursing in their practices
and overall found that staff they work with were
supportive of their expanded roles. The major
inhibitor to role extension was a lack of space within
general practices as many nurses did not have their
own workspace. The general practice nurses in this
study indicated they are very busy and taking on
more roles is not always possible. Nurses felt that
by expanding their roles, the quality of care provided
to patients would improve and their job satisfaction
would be enhanced.

RECOMMENDATIONS

Repeat this study in other Divisions of General
Practice to discover how representative these
responses are.

Explore why some MBS practice nurse item numbers
(such as wound management and ‘over 75 health
assessment’) have a high utilisation rate than other
Medicare practice nurse item numbers (such as nurse
cervical screening) which are under utilised.

Divisions of General Practice need to work with
practices to assist nurses who lack work spaces
and advise new practices being built of the need for
workspace for their practice nurse.
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ABSTRACT

Objective

The original aim of the study was to report on the
methods used to develop a new model of service
delivery, namely nurse led well women'’s clinics. However
participants identified several key barriers to an
expansion of their role that had not been accounted for
in either the original policy directive or in the continuing
professional development delivered as preparation

for their accreditation to deliver cervical screening
services from a general medical practice. How the group
addressed these barriers became the objective of this
action research study.

Design
This paper reports the findings from an action research
study with three registered nurses working in general
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practice credentialed to provide cervical screening
services. Six reflective group meetings were held over a
six-month time frame facilitated by the lead researcher.
During the meetings a variety of creative techniques were
used to stimulate discussion, The meetings were audio
recorded and partially transcribed. Feedback from the
concurrent data generation and analysis was provided to
participants the following week.

Setting
A regional division of general practice.

Subjects

Three registered nurses employed by the general medical
practice.

Main outcomes measures

The barriers identified by participants in the process

of implementing change in their clinical practice to
incorporate the provision of cervical screening services.

Results

There were three themes identified in the findings from
this study that related to the myth of interdisciplinary
collaboration in general practice. These were: nurses in
general practice renegotiating their roles; identifying and
negotiating gendered patterns of cervical screening; and
multidisciplinary collaboration and retention of practice
nurses. Another important outcome of this study that
relates to change management is the role of practice
champions in implementing new models of primary care.

Conclusion

The potential role of nurses in general medical practice
in Australia has broadened considerably in recent years,
mainly due to Australian Government driven initiatives
which reward general practitioners for employing nurses;
a recognition by the nursing profession that general
practice nursing is a specialist area of nursing practice;
the establishment of a national professional association
for nurses working in general practice; an increase in
the availability of continuing professional development
for nurses working in general practice; and additional
Medicare Benefit Schedule (MBS) item numbers relating
to general practice nursing, which gives the general
practice a rebate for the services the nurse provides
independently of the general practitioner. Suggestions
are made that address the barriers identified by
participants in the process of implementing change

in their clinical practice to incorporate the provision of
cervical screening services.
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INTRODUCTION

In recent times, there has been a rapid development
of the role of nurses working in general medical
practice in Australia. Between 2004 and 2006 the
number of nurses working in general practice grew
by 23% (Australian General Practice Network 2006),
closely tied to a number of funding initiatives by the
Australian Government (Keleher et al 2007; Porrit
2007); a recognition by the nursing profession of
general practice as a specialist area of nursing
practice; the establishment of a professional nursing
association for practice nurses; and the availability of
continuing professional development opportunities
for nurses working in general practice (practice
nurses). Extended roles for nurses with concomitant
allocation of Medicare Benefit Schedule (MBS) item
numbers have promoted greater autonomy in clinical
practice for nurses and an opportunity to contribute
to anincreasingly multi-professional team approach
to general practice services in Australia. Medicare
is Australia’s publicly funded universal health
insurance scheme however rebates for services
provided are generally only available to medical
practitioners. Additional item numbers have recently
been introduced which attract rebates for services
provided for and on behalf of general practitioners
by nurses and other allied health practitioners. The
provision of MBS item numbers for practice nurses
means that the general practice receives a rebate
for the services provided by the practice nurse.
This assists in offsetting the cost of employing the
practice nurse.

One ofthese initiatives has enabled nursesin general
practice to undertake cervical screening. This paper
reports onthe findings from an action research study
undertaken with nurses in general practice who had
been recently credentialed as cervical screeners. The
original aim of the study was to reporton the methods
used to develop this new model of service delivery,
namely nurse led well women’s clinics. However
participants identified several key barriers to an
expansion of their role that had not been accounted
for in either the original policy directive or in the
continuing professional development delivered as
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preparation for their accreditation to deliver cervical
screening services from general practices. How the
group addressed these barriers ultimately formed
the body of this action research study which was
limited by a six-month timeframe. Despite the short
time frame, some interesting issues were identified
by the group which exposed the cultural underbelly
of general practice and which can be used to inform
the ongoing process of reform in general practice
in Australia.

RESEARCH METHOD

Action research is a research methodology that
typically begins with a concrete problem in practice
(Carr and Kemmis 1986). Cycles of observation,
critical reflection, action and evaluation lead to a
modification of actions in the form of action plans,
which are subject to ongoing cycles of modification
until the original problem is addressed (McNiff and
Whitehead 2006). In this study, the authors acted as
facilitators for a reflective group of co-researchers.
A series of questions, adapted from Winter and
Munn-Giddings (2001), were used to stimulate
reflection on issues of concern agreed to by the
group:

* What else is having an impact on this issue in
the practice?

¢ How else may this problem be viewed?
¢ Why do others behave the way they do?

e How do | feel about this and what do these
feelings tell me about what is going on?

¢ What else do | need to find out before making a
judgement?

In 2005 the Division of General Practice where
the study was undertaken recruited six nurses to
undertake a continuing professional development
program that led to credentialing to undertake
cervical screening. These nurses were invited to join
an action research group which was convened in
2006. The attrition rate was 50%, resulting in three
participants attending the majority of reflective group
meetings. Ethics approval was granted by the James
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Cook University Ethics Committee. Each participant
signed a consent form prior to participating in the
study and was free to leave the study at any time.

Six reflective group meetings were held over
a six-month time frame facilitated by the lead
researcher who is an experienced mentor. Each
meeting lasted between two to three hours, with
participantsandthe researchteam sharinga meal at
the beginning of the meeting. During the meetings a
variety of creative techniques were used to stimulate
discussion, review participant’s activities and plan
actions as an outcome of the meeting. Some of
the creative techniques used were: scrapbooking;
poster making; sharing of journal entries; postcard
promptsto express feelings; and brainstorming using
‘butchers’ paper and coloured pens. The meetings
were audio recorded and partially transcribed.
Feedback from the concurrent data generation and
analysis (Strauss and Corbin 1990) undertaken by
the research team was provided to participants the
following week. Analytical feedback took the form
of a newsletter, emails and postings on a secure
internet blog where participants were encouraged
to post comments and discuss both the themes and
the actions they had committed to undertake.

FINDINGS

There were three themes identified in the findings
from this study that related to the myth of
interdisciplinary collaboration in general practice.
These were: nursesin general practice renegotiating
their roles; identifying and negotiating gendered
patterns of cervical screening; and multidisciplinary
collaboration and retention of practice nurses.

Nurses in general practice renegotiating their roles
General practitioners (GPs) are often referred to
as small business owners as well as clinicians,
a situation that Riley (2004) has identified as a
potential source of stress for GPs. This duality
of roles also creates issues for the other health
professionals who work alongside GPs, particularly
nurses in general practice (Halcomb et al 2005).
Participants in this study identified that even though
they received in principle support from their general
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practitioner employers to become credentialed
cervical screeners, that support did not necessarily
lead to a smooth transition to incorporate cervical
screening into their clinical practice.

The group was challenged to ask what else might be
having animpact on the business of general practice
that would discourage the initiation of nurse led well
women’sclinics. Participantsimmediately responded
thattime equals money. The MBS item number rebate
at the time was inadequate to compensate for the
amount of time they wanted to spend with clients
undertakinga wellwomen’s health check as opposed
to undertaking the task of cervical screening as a
stand alone activity.

From this, the group decided they needed to raise
awareness of the value of nurse led well women'’s
clinics beyond the MBS item number rebate, while
accounting for the power differential that exists
between nurses and doctors (Roberts 2000),
particularly in general practice where the GP is
also often the nurses employer. The way this was
addressed was by identifying a ‘champion’ within
the general practice team who could support the
nurses to argue their case. Practice managers were
thought to have potential for this role, however in
the experience of the participants another male
GP who was also employed and who had a positive
experience of the extended role of nurses working
in general practice in the United Kingdom, was able
to help establish a nurse led well women'’s clinic in
the face of initial opposition from the majority of the
general practice team.

Negotiating gendered patterns of cervical
screening

For participants in this study, female GPs provided
considerable resistance to nurses extending their
role to include cervical screening. Historically
cervical screening has been seen as the province of
female GPs, ‘turning their gender into an advantage
rather than a disadvantage’ (Pringle 1998 p.194).
Participants shared the experience of conflict
arising from female GPs using techniques of power
and control. As a group we asked the questions:
‘how else might this problem be viewed and why do
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others behave the way they do?’ Using thistechnique
enabledthe group tothink calmly through of the work
of female GPs which is often quite different to that of
male GPs (Britt et al 1996). The strategy for action
that the group agreed on was to engage with the
female GPs accentuating the potential for solidarity
and debating the consequences of confrontation.

Multidisciplinary collaboration and retention of
practice nurses

Confrontingthe barriers thatthe nurses experienced
tryingtoimplement change intheir practice toinclude
cervical screening led the group to reflect on the
question of: ‘what is collaborative practice and who
makes up the team?’ Some of the characteristics
participants identified which made them feel part of
ateam were: open communication, referral pathways,
nurse led clinics, recognition of knowledge and skills,
flexibility of working hours and opportunities for
continuing professional development. Teamwork and
collaborative practice that includes the delegation
of care, rather than the delegation of tasks, is also
clearly identified in the literature as desirable in
the general practice workplace (Watts et al 2004;
Patterson and McMurray 2002).

Between 2004 and 2006 the number of nurses
working in general practice grew by 23% (Australian
General Practice Network 2006). Concomitantly,
employment opportunities also increased providing
more options for experienced nurses in general
practice to change their employment if they did not
feel they were valued or working as part of a team.
This was the experience of one of the participants
in this study who moved on because her need for
an expanded clinical role was not being met. Pivotal
to her decision about where to go next was the
response she received from prospective employers
to a question she asked at interview regarding her
ability to undertake cervical screening and well
women'’s health checks.

DISCUSSION

This paper argues that the significance of this very
small action research study, which is limited by its
lack of generalisability and small sample size, is that
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if the reader has a sense of ‘fit’ between their own
experience and the findings; if the findings ‘work’ to
explainthe problems faced; if the findings are openly
‘modifiable’; and if they are ‘relevant’ to nursing
in general practice in Australia; then the findings
are trustworthy enough for the implications to be
considered (Glaser 1978).

Following this work the authors offer the following
challenge to multidisciplinary teams working in
general practice. If there is an ethos in the practice
that espouses a commitment to develop community
centered servicesthatimprove accessto, and quality
of, services by including nurse consultations then
the following questions (Box 1) should be used to
stimulate open discussion within the team prior to
implementing new models of practice.

Box 1: Questions for general practice teams to ask
prior to implementing a new model of practice

1. To what extent are the new nursing services viewed
as an economic initiative and/or a client centered
service? What are the consequences of that view
on service delivery?

2. What opportunities are there in this practice for
formal and informal multi-professional discussion
and strategic planning?

3. How has this service (cervical screening in this
instance) been provided in the past? Who will
be most affected by this change? How do these
people feel about nurses undertaking this role?
How are they going to adjust together to provide a
client centered service?

4. What will be different about this service? What
resources will be needed to ensure nurses can
provide this service?

5. How will the team know that the initiative is
successful?

6. How will members of the team maintain their
competence and knowledge in this area of
practice?
Each general practice will generate a different set of
answerstothese questionsandintruththe questions
are more important than the answers because they
require people to reflect and to understand the
situation in which they work.

Participants’ experiences of the difficulties in trying
to implement change in their practice, even though
the changes were endorsed by the Australian
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Government, servesto highlight potential problemsin
implementing changesthatare funding drivenand not
pilotedinthefirstinstance. Thereis no literature that
discusses outcomes from general practice reforms
in Australia that include the introduction of specific
MBS item numbers for practice nurses. How such
changes are managed in clinical practice is vital to
ensure their success and improved client access to
services. As such this study could be considered a
valuable pilot for potentially a larger study taking in
wider geographical boundaries and other established
MBS item numbers.

Anotherimportant outcome of this study that relates
to change management is the role of practice
champions in implementing new models of primary
care. Participants identified that practice managers
could be a helpful conduit between themselves,
practice principals and other members of the
general practice team when developing strategies to
effect change in their role. Continuing professional
development activities for practice managers that
focus on communication and team building would
assist in developing their leadership potential and
capacity to implement change.

CONCLUSION

Practice nursingin Australia is under the spotlight as
a means to improve access to primary care services
howeverthe currentfunding model of general practice
relies ontaskallocation, which limitsand controls the
type of care nurses are able to provide. Complicating
this is the genderisation of medicine that results in
work such as women’s health services becoming
the business of female general practitioners and
a source of potential conflict within the general
practice team should nurses want to provide similar
services. Implementing a change in the role of the
practice nurse requires careful thought. The ad hoc
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introduction of MBS item numbers without trial has
failed to identify potential barriers that could be
overcome given a more systematic and planned
approach.
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ABSTRACT

Objective

To describe nurses’ documentation of cognition and
behavioural changes in patients in acute care settings.
Hospitalised patients often present with multiple
co-morbidities including declining levels of cognitive
functioning and this is particularly so for older people.
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Many older people will experience a delirium during
hospitalisation. While prevention or prompt management
of delirium is paramount to providing quality care,
research suggests that health professionals regularly

fail to differentiate between delirium and other cognitive
changes in hospitalised patients.

Design

Four audits of progress notes were completed over

a four week period at a Western Australian tertiary
hospital to identify, quantify and categorise cognitive and
behavioural changes in hospitalised patients. This paper
describes data on nurses’ documentation collected in the
course of those audits. On four consecutive Thursdays,
the medical records of all patients identified by nursing
staff as being confused were reviewed. Where no
definitive cause for the confusion was documented, the
case notes were examined for evidence of risk factors to
determine a probable cause.

Setting
A Western Australian tertiary hospital.

Subjects
The medical records of all patients identified by nursing
staff as being confused.

Main outcome measures

Documentation in patient medical records of a patient
having cognitive or behavioural changes or being
confused; use of a cognitive screening tool; or a
diagnosis of delirium.

Results

A total of 1209 patients were surveyed over the four
audit days with 183 patients (15%) being identified as
confused. ‘Confusion’ was the most common descriptor
used by nurses to describe cognitive and behavioural
changes; in many cases it was the only term used. Many
of these changes were indicative of delirium. Little use by
any health professional of cognitive screening tools was
found.

Conclusion

Cognitive and behavioural changes are a common
problem in hospitalised patients who are elderly. The use
of the term confusion to describe a range of cognitive
and behavioural changes is a barrier to accurate
identification of delirium, which is often the first indicator
of serious underlying illness.
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INTRODUCTION

Theinternational literature is critical of the widespread
lack of recognition of delirium (Hustey et al 2003;
Inouye et al 1999; Flacker and Marcantonio 1998).
Nurses’ inability to recognise delirium wasiillustrated
by a recent study on nurses’ level of knowledge
of delirium and associated risk factors. The study
reportedthatonly 42% of nurses scored 70% or better
on delirium knowledge questions and only 3.5% of
nurses scored 70% or betterfor knowledge of delirium
risk factors (Hare 2006). It has also been suggested
that knowledge deficits may be perpetuated because
health professionals consistently and routinely
document cognitive and behavioural changes
under the encompassing term ‘confusion’, which
does not allow for qualification or quantification of
significantchangesina patient’s functioning (Milisen
et al 2002). This practice continues even though
prevention, or early intervention, for delirium has
been shown to improve outcomes for this group of
patients (Inouye et al 2005a).

Delirium presents as an acute short-term disturbance
of consciousness lasting from a few hours to a few
months characterised by disorganised thinking,
perceptual disturbances and inattention (American
Psychiatric Association 1999), and is often the
first or only presenting sign of an underlying
medical problem (Meagher 1998). Delirium causes
cognitive and behavioural changes in a patient that
fluctuate over the course of the day, can usually
be attributed to a physiological cause and/or the
use of substance(s), and is not better explained
by a pre-existing or evolving dementia (American
Psychiatric Association 1999). Three main variants
of delirium exist: hyperactive, hypoactive and mixed.
The hyperactive variant involves hyper-vigilance with
associated agitation and hallucinations (American
Psychiatric Association 1999). Patients experiencing
the hyperactive variant are more likely to have their
condition recognised and receive early intervention
due to their presenting behaviours (Breitbart et al
2002; O’'Keeffe 1999). Patients with the hypoactive
variant often present as lethargic, drowsy and have
difficulty focussing attention, and this form is more
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likelyto go unrecognised. The mixed variantfluctuates
between features of both.

In older people, delirium is a predictor of mortality
and morbidity, but delirium and its underlying
causes are commonly under-diagnosed and as a
consequence under-treated (Douglas etal 2005; Cole
2004; Inouye et al 1999; O’'Keeffe 1999). This lack
of recognition occurs in 25% of cases (Young and
George 2003) increasing to 87.5% when the patient
has a pre-existing dementia (Milisen et al 2002). In
addition, delirium in elderly patients often results in
adecreased level of functioning post discharge from
hospital, which impacts on the individual’'s future
quality of life (Inouye et al 1998). Estimates suggest
that delirium is present in up to 62% of hospitalised
orthopaedic patients who are elderly (Olofsson et al
2005) rising to as high as 89% in patients who have
a pre-existing dementia (Fick et al 2002).

Nurses are well placed to identify, assess and
document cognitive and behavioural changes asthey
spend more time with patients than most other health
professionals. This is especially important for older
patients, who are at high risk of developing delirium
(McCusker etal 2003; O’Keeffe and Lavan 1996; Cole
et al 1994), and whose care would be enhanced by
promptandaccurate assessmentand documentation
of cognitive and behavioural changes which may be
indicative of a serious underlying medical problem
warranting urgent further investigation. However as
previously noted, nurses’ documentation of cognition
is reportedly poor (Inouye et al 2005c¢). To determine
whetherthe standard of documentationina Western
Australian teaching hospital was consistent with
that reported in the literature, data on descriptors
used by nurses to describe changes in cognition and
behaviour were collected in the context of a point
prevalence audit for delirium (Speed et al 2006).

DESIGN

The Chair of the Human Research Ethics Committee
wasinformedofthe proposedauditandrecommended
thatthe auditbe registered as a qualityimprovement
activity. The audit was planned for one day in each of
four consecutive weeksto provide alarge sample size
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andtofacilitate inter-rater checking, as some patients
were present during two or more audits. On each of
the auditdays, nurse coordinators on the medicaland
surgical wards at the hospital were asked to identify
patients who displayed confusion, disorientation,
fluctuating behaviours or who were behaving in an
unusual manner. To identify patients who may have
the hypoactive presentation of delirium, information
was also sought about patients who appeared
withdrawn, quiet or depressed. All inpatient records
of the identified patients were then reviewed.

DATA COLLECTION METHODS

Initially,a comprehensive review of the literature was
conductedtoidentifythe common causes, risk factors
and presenting symptoms associated with delirium.
Based on the literature review, the audit tool was
piloted from the progress notes of several patients
prior to the audit. The tool collected demographic
information and data on behavioural descriptors
identified during the literature review. Behavioural
descriptors gathered from progress notes during the
pilotwereincluded as atick-boxlist, with space forthe
auditorstoadd additional descriptors. Data were also
gathered on whether the cognitive and behavioural
changes fluctuated or were consistent, whether the
patient had a pre-existing, confirmed diagnosis of
dementia and whether there was evidence that the
patient was confused on admission. All data were
derived exclusively from the patients’ progress notes.
The five auditors were senior nurses, and inter-rater
reliability was established by consensus in data
collected during the pilot.

When a patient was identified with ‘confusion’,
evidence was then sought from the patient record for
any definitive medical diagnosis associated with the
behaviour, such as pre-existing dementia, delirium
or an organic disorder. Any data that assisted in
confirming the cause of the behaviour, for example,
‘delirium secondary to pneumonia’, were also
recorded. The audit team also looked for evidence
of the use of formal cognitive assessment tools,
such as the Mini Mental State Examination (MMSE)
(Folstein et al 1975), Delirium Rating Scale (DRS)
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(Trzepaccz et al 2001) and Confusion Assessment
Method (CAM) (Inouye et al 1990). Lastly, the audit
team recorded behavioural descriptors associated
with confusion if they were present in the nursing
or integrated progress notes. Where information
obtained suggested that the patient was likely to be
suffering a delirium, the variety of descriptors used
to document the patient’s behaviour was identified
(Speed et al 2006).

RESULTS

Data from the audit showed that 183 (15%) of 1209
patients were identified by staff as being confused.
Of the 183, 132 (72%) had documented cognitive
and behavioural changes that were deemed to be
associated with the presence of a delirium, while
in the remaining 51 (28%) patients their behaviour
was typical of their established dementia or organic
disorder. Seventy-seven (58%) of the 132 patients
deemed to have a delirium were documented as
being confused on admission. Fourteen (11%) of
the 132 had no documentation of their cognitive
status on admission.

Of the 132 patients with cognitive and behavioural
changes suggestive of delirium 78 (59%) were
femalesand 54 (41%) were males. The age range was
from 45 years to 95 years with a mean age of 79.9
(SD 10.21) years. A majority of these patients (n=78
59%) had been admitted from home, 34 (26%) from
a hostel, 14 (11%) from a nursing home and 6 (4%)
transferred from other hospitals. Eighty-one (62%)
patients were admitted as medical inpatients, 32
(24%) as orthopaedic inpatients, 11 (8%) as surgical
inpatients and 8 (6%) were vascular inpatients.

Only 48 (36%) of the 132 patients with documented
behavioural and cognitive changes consistent with
delirium had a diagnosed delirium documented in
their patient record. The records of the remaining
84 (64%) patients had descriptions of cognitive and
behavioural changes suggestive of delirium but no
formal diagnosis of delirium had been recorded. This
may have occurred in part because the delirium was
overlooked due to the presence of an established
dementia (n = 58).
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A total of 364 descriptors (mean 2.76 per patient,
SD 1.568) were found in the documentation audit.
The number of descriptors in the notes ranged from
one (n=33) to eight (n=1). Notably, one in eight
cases (12.88%, n=17) had the term ‘confused’ as
the only descriptor. The most common descriptors
were ‘confused’ (n=99), ‘disoriented’ (n=54) and
‘agitated’ (n=406) (see table 1).

Table 1: Descriptors of cognitive and behavioural
changes

Descriptor Count Percent
Confused 99 27.20
Disoriented 54 14.84
Agitated 46 12.64
Hallucinating 22 6.04
Drowsy 21 5.77
Plucking/pulling 17 4.67
Physically aggressive 15 412
Wandering 14 3.85
Vague 13 3.57
Verbally Abusive 10 2.75
Noisy 9 2.47
Forgetful 8 2.20
Insomnia 8 2.20
Lethargic 8 2.20
Non compliant 7 1.92
Fearful 5 1.37
Angry 4 1.10
Anxious 2 0.55
Threatening 2 0.55
Total 364 100.00

Only 43 (32.5%) of the 132 patients had evidence
of the use of MMSE and only one (0.7%) had a DRS
completed.

DISCUSSION

The rate of delirium in hospitalised patients
recorded during the audits (11%) is consistent with
international rates (Milisen et al 2002; Duppils and
Wikblad 1999; Lynch et al 1998). Furthermore, the
rates of undiagnosed delirium are also similarto that
reported in the literature (Hustey et al 2003; Milisen
et al 2002). Although delirium was not formally
documentedasadiagnosisinall of the 132 patients,
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behavioural and cognitive changes consistent with
delirium were recorded in the patients’ records.

Many patients in this study had a pre-existing
dementia. These patients are avulnerable group, and
are at high risk of developing delirium. Assessment
and knowledge of baseline data on the patient’s
usual level of cognitive functioning is vital for early
recognition and investigation of delirium, and
crucial to their future quality of life (Rigney 2006).
Health professionals should routinely assess elderly
patients’ cognitive and behavioural status, with the
same priority afforded to the measurement of other
vital signs, as recommended by Flaherty etal (2007).
This would facilitate the early recognition of delirium,
reducing adverse outcomes such as falls (O’'Keeffe
1999), mortality, morbidity, length of stay and other
long term or permanent sequelae (McCusker et al
2003; Inouye et al 1999).

This study provides additional confirmation of nurses’
lack of knowledge of delirium and its associated
risk factors and has provided a basis for ongoing
research inthisarea. Afurtherstrength wasthe large
audit sample size, which allowed for confirmation of
inter-rater reliability, as some patients were audited
more than once over the four weeks. A limitation of
the study was the reliance on the nurse coordinator
to identify confused patients. This is an important
limitation, given that nurses are poor at identifying
delirium (Inouye, Leo-Summers et al 2005) and
some confused patients were likely to have been
unreported.

CONCLUSION

Nurses have a pivotal role inthe accurate assessment
of cognition and early detection of delirium in
acute care settings and therefore the reduction of
associated adverse events, such as falls (0’Keeffe
1999). Nevertheless, cognitive assessment has
not been routinely included as a key component in
nursing curricula and therefore has not translated
into nursing practice.

To facilitate early recognition of any change in
cognition and behaviour, it is recommended that
nurses are educated and trained to conduct routine
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cognitive assessment using validated tools in all
hospitalised patients and to differentiate between
acute and chronic cognitive conditions. Improved
knowledge and assessment techniques will lead to
improved documentation.
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ABSTRACT

Objective

To explore nurses’ views and practices regarding

use of the Malnutrition Screening Tool (MST) and the
Malnutrition Universal Screening Tool (MUST) in acute
hospital wards.

Design

The study used a combined methods design with both
qualitative and quantitative techniques including focus
groups and survey of patient records.

Setting

Four medical or surgical wards in three hospitals
within a single health service in Melbourne, Victoria,
Australia.

Subjects
Registered nurses (n=54).

Main outcome measures
Audit results and themes from narrative data.

Results

The initial screening rate was 25% and 61% on spot
audit of two wards using the MUST, with only 4%
(2/47) of patients screened in two wards using the
MST. Application of screening was limited by priority
of other nursing duties, a nurse’s skill in use of a tool,
and interpretation of patients’ weight status. Some
nurses applied individual judgment rather than a tool
to assess malnutrition risk. After nurse education and
support over four months in wards using the MUST,
compliance improved to 46% and 70%, Barriers were
identified in use of either tool.

Conclusions

Implementation of evidence-based screening tools
within patient admission procedures does not
automatically translate into nursing practice. Nurses’
time and nutrition screening knowledge were the main
barriers to efficient screening. This suggests a need
for induction programs for new staff and increased
feedback to nurses regarding screening practice. A
nutrition screening team might provide leadership
and advocate for such screening practice and enable
development of an audit cycle, including regular
performance reporting, to increase compliance.
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INTRODUCTION

Evidence of malnutrition amongst Australian
hospitalised patients shows that up to half may
be malnourished (Banks et al 2007; Lazarus and
Hamlyn 2005).

Malnutrition increases the risk of complications
during hospitalisation and prolongs recovery (Alberda
et al 2006; Covinsky et al 1999) and therefore
should be treated with intensive nutritional therapy
(Kruizenga et al 2005). However as Elia et al
(2005) found, 60-85% of hospital patients at risk of
malnutrition are not identified in the absence of a
screening program. Nutrition screening is important
to help locate these patients.

An increased focus on evidence-based practice
has seen the introduction of validated tools,
management pathways and plans in recent years.
However such tools with high validity are of little
use if health professionals are unaware of their
context. Little information is available about how
clinicians actually implement ‘best evidence’ or, for
example, what impact nutrition screening has on
nursing practices especially in those settings where
nurses are responsible for screening patients as
part of routine nursing care (Bailey 2006). Nutrition
screeningtools should comply with several criteria to
be effective (Elia et al 2005; Bond 1998; Green and
McLaren 1998). A tool should be quick and easy for
nursesto use, be easytointerpret,andacceptableto
patients. Ferguson etal (1997) suggest thata lack of
information regarding implementation of such tools
limits their use and further development.

Background

Routine nutrition screening by nurses had been
implemented since 2005 in some acute wards within
a single Melbourne health service using either the
FBBC-Malnutrition Screening Tool (MST) developedin
Australia (Ferguson et al 1999), or the Malnutrition
Universal Screening Tool (MUST) developed in Britain
(Todorovic etal 2003). The MST was incorporated as
the eighth section of eleven in a multi-disciplinary
referral and discharge-planning chart which nurses
completed as part of normal admission duties. This

AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 26 Number 1

was a nursinginitiative in two wards. The tool is based
on two questions regarding recent weight loss and
aboutcurrentfood intake related to appetite. Results
are scored between O to 5. Patients who are scored
> 2 are considered at nutrition risk and are referred
to a dietitian for further assessment.

The MUST was selected and introduced in two other
wards by dietitians as a five-step flow-chart which
forms part of nurses’ admission documentation. It
scores risk from low (score of 0) to high (a score of
2 or more). It requires a record of anthropometry,
that is, body measurements to use as an index of
physiological development and nutritional status
(Oxford Dictionary 2005), followed by a documented
management plan for all patients based onthe scores
obtained. Both tools are expected to prompt dietetic
referrals for further assessment. The time taken for
screening may be between two to ten minutes.

Both tools offer alternate ways to score the patient if
weightinformation is notavailable. The MST has been
validated for Australian populations with a sensitivity
and specificity of 93% and good convergent and
predictive validity (Ferguson et al 1999). MUST has
been shown to have a sensitivity of 61%, a specificity
of 76% (Kyle et al 2006), concurrent validity with
other tools, and good predictive validity overseas
(Stratton et al 2004; Kondrup et al 2003).

From 2005-2006, routine audits of patient records
regarding nutrition screeningin the wards mentioned
showed low compliance. These results led to
questions about the impact of the two nutrition
screening tools on nursing practice and the barriers
or enabling factors experienced by nursing staff. The
aim of this study was to explore nurses’ views and
practices regarding use of the Malnutrition Screening
Tool (MST) and the Malnutrition Universal Screening
Tool (MUST) in acute hospital wards.

METHODS

Both quantitative and qualitative data collection
and analysis formed the research design (Creswell
2003). Screening was examined in two wards using
MST (Wards A and B) and two wards using MUST
(Wards C and D). Dietitians undertook audits of all
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inpatients’ nutrition screening records in each ward
onone day. They assessed tool completion rates and
also identified patients that would be categorised as
at-risk using the respective ward’s screening tool.
Patients were excluded if they had not been admitted
for at least 24 hours. Following this, a convenience
sample of nursing staff participated in a focus
group in each ward. Each group was convened by a
dietitian independent of the respective ward staff
and trained to conduct focus groups. A prepared
scheduleincluded initiating questions about nurses’
screening training, ward policy on screening, and
the nurses’ experience of the relevant nutrition
screening tool. Each discussion of up to one hour
was audio recorded and transcribed verbatim. The
narratives were open-coded using NVIVO software
(QSR International 2000) for data management and
the identified themes examined for deviant cases by
several of the authors (Minichiello et al 1995).

To track possible changes in screening completion
rates, the audits of inpatients’ records over 24 hours
were repeated for each ward four months later. During
the four months in wards using the MUST, as part
of a clinical audit cycle, dietitians had reported on
the audit results to ward managers, provided ward
nurses with informal supportand encouragementand
additional educationsessionstoassistwithincreasing
compliance. Further, clinical nurse educators had
provided supervision and also education for nurses.
During the four-month evaluation period, quality
assurance staff commenced regular audits on all
nursing screening paperwork in Ward C including
the MUST. However in wards using MST, there was
no focused feedback or nurse education about
nutrition screening.

RESULTS AND DISCUSSION
The characteristics of wards surveyed and their
patients are given in table 1.

Table 1: Characteristics of hospital wards and patient admissions over one month

Hospital ward characteristics

Patient demographics

Unit Ward Principal admission No. of Length of Age Years
capacity categories admissions stay (days) (mean) (SD)
(beds) (SD)

MST

Ward A General medical 26 Investigation /treatment 144 6.0 £5.5 67.8 +19.1
of medical conditions (range
requiring short stay; 27-96)
outliers

Ward B General medical 32 Infections, diabetes-related 106 7.7+7.1 66.2 £18.0
disorders, stroke (range

17-97)
MUST
Ward C Neurology/ 51 Stroke/head injuries/ 319 3.8+4.6 59.7
Gastroenterology glectlve gastro-surgeries/ 1179 (range

liver and gallbladder 18-96)
disease, treatment of
gastrointestinal complaints

Ward D Gastroenterology- 23 Elective gastro-surgeries/ 89 5.0 £6.0 57.3
I|\_/er and gallbladder +21.3
disease, treatment of (range
gastrointestinal complaints 19-93)

Participants

Thirty-five nurses from wards using the MST and
19 from wards using the MUST participated in one
of five focus groups. AiImost all nurses were female
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(89%) and were registered nurses, except for four
who were enrolled nurses. Each was rostered through
team nursing, which aimed at one nurse to every four
patients. Their professional experience ranged from
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six months to over 20 years and almost all nurses
(85-89%) had attended a nutrition screeningtraining
session at least once, although some had learned
informally from other staff. Asallthe nurses reported
having used the respective nutrition screeningtools,
this qualified them to give their views.

Extent of use of screening tools

Although ward policy required nutrition screening
forms to be included in every patient’s record and
screening of all patients within 24 hours, there was
a wide range of compliance, as shown in table 2.

In wards which used the integrated MST, almost
all patients’ records held a screening tool in both
audits, however in the MUST wards, initially only
75-83% of patients had the screening tool included
in their patient record. This limited screening
practice, because the form was a prompt necessary
for nurses to screen a patient. By the second audit,
the ‘MUST’ wards also showed excellent compliance
withthe incorporation of the tool in the patientrecord
(90-100%).

Table 2: Nutrition screening instrument forms (MST and MUST) filed as part of patient record and completion rates’

Nutrition screen form included in patient

record
Audit 1 n (%)

Audit 2 n (%)

Nutrition screen form completed

Audit 1 n (%) Audit 2 N (%)

MST
Ward A 24/24 (100%) 26/26 (100%) 1/24 (4%) 1/26 (4%)
Ward B 22/23 (96%) 29/32 (91%) 1/23 (4%) 1/32 (3%)
MUST

Ward C 36/48 (75%) 37/41 (90%) 12/48 (25%) *19/41 (46%)
Ward D 19/23 (83%) 23/23 (100%) 14/23 (61%) *16/23 (70%)

fSpot audits of all inpatients’ records (admitted for at least 24 hours) in each ward. Audits were undertaken at intervals of >4 months,

between November 2006 and August 2007.

*Significant increase in screening rate between audits: Ward C: x2= 39.130; p<0.001; Ward D: x2= 67.033; p<0. 001. No significant

change in Wards A or B.

Screening application was poor in the initial audits
on wards using the MST, with only one (4%) in each
ward fully completed. Screening remained negligible
in the second audit. In wards using MUST, mean
initial screening rates improved significantly by
9-21% but remained less than expected at 46% and
70%. Bailey (2006) reported good initial screening
rates in a stroke ward (87%) and in a gastro-surgical
ward (73%) soon after implementation of MUST.
After refresher training sessions were provided, the

Table 3: Identification of patients at nutrition risk

Tool used for Patients identified by nurses

screening Audit 1 n (%) Audit 2 n (%)
MST

Wards A and B 2/47 (4%) 1/58 (2%)
MUST Wards

Wards C and D 9/71 (13%)
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8/64 (13%)

screening rates forthe stroke ward improved to (94 %)
but had fallen for the gastro-surgical ward (16%),
possibly due to staffing pressures. One reason for
the changes demonstratedin the current study could
be the ongoing education and support provided to
the MUST wards between the two audits.

Results of reassessment of all patients in the audits
by dietitians using the wards’ relevant screening tool
are shown in table 3.

Patients identified by dietitians

Audit 1 n (%) Audit 2 n (%)

26/47 (55%) 25/58 (43%)

17/71 (24%) 17/ 64 (27%)
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These results indicate that the actual proportion
of at-risk or malnourished patients was far greater
than that identified by the nurses’ nutrition screens.
For example in the second audit, 27% of patients
in Wards C and D were found to be at risk when all
patients were assessed by a dietitian compared
with the results of nurses’ nutritional screening
(13%). This concurs with other research which has
shown that nutrition screening practice rates were
less than expected and incomplete (Bailey 2006;
Cooper 1998). Our study indicates that patients at
risk were being missed because of low compliance
with a process of nutrition screening by nurses using
either of two tools.

Screening practices

Themes identified from the narrative data provided
some explanations for low screening rates. The
main reasons were competing nursing duties; a
lack of awareness of the evidence-based practice
of nutrition screening; and nurses’ perception that
professional judgement was just as useful as the
screeningtoolsinidentifying patients atrisk. Intable
4, actual quotations are given to summarise nurses’
perceptions of issues as they applied to the use of
both the MST and MUST.

Table 4: Nurses’ views of nutrition screening practice using the MUST and MST

THEME

(a) Competing nursing duties: priority
given to nutritional screening task

...Yes because you can’t write notes

without that.

[Our] nurse unit manager completes

the form.

Malnutrition Screening Tool (MST)

[For] new admissions [it] needs to be
filled out straight away.

Malnutrition Universal Screening
Tool (MUST)

Patient care and documentation

of your patient care is the highest
[priority]. ...it kind of determines what
is happening with that patient.

And it’s just hard. We already have
got the [falls] risk screen and the
continence screen and the pressure

(b) Use of professional judgement to
assess nutrition status

| didn’t know that you fill it out for
everyone.

Most of our patients are elderly, you
can automatically tell straight away.

You can just look at people and know
if they are at risk of malnutrition. You
just look at their body and what they
are eating.

And if they’re a bit thin too, | tend to
do it... Especially if they live alone.

area screen and it's just more...

Do you use it for every patient?
No, not every patient.

Oh, if there doesn’t seem to have
been a nutritional problem, | haven’t
seen the need for it.

Priority of nursing tasks

Although most nurses considered that nutrition
care was important, due to time constraints and a
patient’s needs, they prioritised nursing admission
and caretasksasshownintable 4 (a). Tasks required
by the medical staff in treating patients were rated
as high priority. For example, observation charts and
medication charts were more important, requiring
priority over all risk screening tasks (eg falls, wounds
and nutrition). Thus, workplace pressures operated
to make nutrition screening a lower priority.
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Professional judgment

There was a lack of recognition that the concept of
screening requires the inclusion of all patients. As
described in table 4 (b), some applied judgment
based on weight status to exclude patients who
‘looked healthy’. If a patient appeared underweight
they were more likely to question them about recent
weightchange and undertake a nutrition screen using
the prescribed form. If a patient appeared obese,
many nurses were reluctant to discuss or measure
their weight. Nurses had not considered that obese
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patients might also be at risk of malnutrition. Thus,
there was little shared expectation of routine nutrition
screening for all patients using either tool.

There was a large difference between the number
of patients perceived to be at risk of malnutrition by
nurses and those identified by dietitians when every
patient was screened using the relevant tool. Other
researchers have also reported nutrition screening
tools as being more reliable than personal judgment
inidentifying hospital patients at risk (Davison 1996)
and that only half malnourished hospital patients

were identified by nursing and medical staff in
the absence of routine screening (Elia et al 2005;
Kruizenga et al 2005).

Thecurrentresultsindicate a needfor further nursing
staff education about the purpose and correct use
of nutrition screening tools.

Barriers to nutrition screening

When asked about the ease of use of the screening
tools, nurses suggested there were additional barriers
(see table b).

Table 5: Nurses’ views of barriers to nutrition screening

THEME

(a) Ease of use of form

(b) Communication with patient

(c) Need for training

Malnutrition Screening Tool (MST)

It doesn’t take long at all.
Just a few seconds.

[commenting about the tools’
questions]

They are simple.
They are good.

....you have to interview the patient,
you have talk to the patient. [yeah] You
know ... it’s just the time, you know?

...a lot of the times we can’t fill any - a
lot of this out ... until we speak to the
relatives, or we sometimes get an
interpreter.

This is quite straight forward, so it's a
sore point. ... So | don’t think we need
like, intensive training.

We know what we are reading; you

Malnutrition Universal Screening Tool
(MUST)

It looks a bit daunting when you first
get it. ...you open it up and five steps,
and that.

Well, it was just generally when | went
through it that you just get stuck.

Well, if this needs doing and all the
information is not there...Yeah, so you
have to chase it.

You try to ask them questions, like
what was your weight before you came
in, and they might not even know what
that is.

...it takes a while to understand the
whole concept of it.

Personally, | had to do the training
twice to get it.

don’t have to do training to do that.

Ease of use of forms

Thetiming of completion of the two tools differed and
this seemed to relate to the extent of assessments
required by either tool as shown in table 5 (a). The
shorter MST was viewed as being easy to use by
simply questioning a patient about their weight
change and appetite. More of the nurses using the
MUST initially did not find it easy to complete. The
MUST was often left for subsequent nursing shifts
to complete. Participants indicated that the need for
measurement and estimation of body mass index
seemedonerous. Notwithstandingthis, the auditdata
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It took me a good month to get used to
it, and like, I've been here 3-4 months.

showed that higher screening rates were achieved
using the MUST. This suggests that factors other
than perceived ease of use are involved. There was
no overall agreement about whether a stand-alone
tool such as the MUST, or an integrated tool such as
MST, was preferable.

Communication with patients

A lack of verbal communication with patients was
identified as a further factor limiting completion of
bothtoolsasdemonstratedintable 5 (b). Thetwotools
differed here. For the MUST, alternative methods of
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anthropometric measurements or subjective criteria
could be usedto complete nutrition screeningand so
comprehension of English, while advisable, was not
mandatory. However, for MST verbal communication
about weight change was important in order to
accurately score the patient. Nurses described their
frustration in frequently being dependent on family
members or interpreters to provide this information.
Nurses regarded communication difficulty with
patients, including confused patients, as a delaying
factor in completion of both tools.

Need for nurse training

As reported in table 5 (c), nurses stated they found
the MUST difficult to use until they gained competence
through training and experience. Conversely, some
nurses did not think they required training in use of
the MST and yet they poorly understood the essence
of an evidence-based assessment. Knowledge
and skills were two of 12 key domains identified
as enabling behaviour change in implementing
evidence-based practice (Michie et al 2005). This
highlights the importance of nurses’ education
about malnutrition and nutrition screening and that
ongoing education programs are required to prompt
universal screening. Audit results for wards using
the MUST which also provided training and support
of nurses by senior nurses indicated that screening
rates improved over time.

Other barriers

Various other reasons for low screening rates may
be drawn from the results, including differences
in ward demography, workloads, individual work
ethic and values, number of temporary staff, staff
supervision, or patterns of staff meetings. The level
of feedback provided by a dietitian for completion
of a tool also varied by ward or according to staff
levels. Some nurses felt that, rather than screening
patients and referring by risk score screening, a
verbal referral to a dietitian based on individual
assessment was preferable because this alerted
the dietitian to a need for intervention more quickly.
In essence, nurses deemed filling in forms as less
important where there were other mechanisms in
place for referral to dietitians.
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Accountability for screening

Both of the evidence-based tools in use produce a
nutrition risk score. Although obtaining objective
data and scoring nutrition risk was part of the time
constraintexplained by some nurses using the MUST,
the MST, which was less involved, still resulted in low
completion rates. Thissuggests thatimplementation
of an evidence-based screening tool as a patient
admission procedure does not automatically
translate into efficient nursing practice, no matter
how simple the tool. Individual nurses’ competence
in nutrition screening needs to be developed within
the parameters of the local context.

Elia et al (2005) recommend health care facilities
should have a transparent policy about nutrition
screening to routinely recognise and treat
malnutrition. A solution to low screening rates
might be offered by a properly implemented and
supported organisational policy to enforce screening
by delegating accountability to a nutrition screening
team who could act as leaders. A team comprising
nursing, dietetics and quality department staff might
arrange a cycle of training together with regular
audit and feedback (such as is required for other
organisational benchmarks) to inform nurses of
compliance and to build capacity to incorporate
nutrition screening into everyday nursing practice.
Data collected as part of a cycle of improvement
might demonstrate greater accountability for patient
care. Bailey (2006) concluded that use of such a
team to provide training, support, practical help and
leadership assisted implementation of the MUST in
wards in Britain.

STUDY LIMITATIONS

The authors were unable to evaluate whether at risk
patients were referred independently of screening
by nurses. Although a low rate of such referrals was
observed, the audits were not designed to collect
these data. Secondly, as the focus group participants
were self-selected it could be argued that this would
limit the generalisability of the results, particularly
as the views of non-participant nursing staff were
unable to be accessed. However these results do
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enable discussion of the barriers to and enablers
of the use of screening tools.

CONCLUSIONS

Many factors were identified as influencing rates
of nurse screening for malnutrition risk. Nutrition
screening knowledge and skills were the main
barriers to efficient screening. It appeared that the
level of support and education offered to nursing
staff (rather than characteristics of the individual
screening tools) were the main influences on
tool completion rates. This illustrates a necessity
for induction programs for new staff, continuing
education and increased feedback to nurses
regarding screening practices to ensure all patients
with malnutrition are identified. The use of a nutrition
screeningteamtoactasleaderand alsoadvocate for
screening practice and to develop a cycle of auditand
feedback (including regular performance reporting)
isrecommendedto achieve evidence-based practice.
More research is needed to identify the effect of
screeningon patientoutcomes. Nursingand dietetics
departments need to develop and maintain open
communication about these topics.
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ABSTRACT

Objective

Endometrial carcinoma (cancer of the uterus) is the
fifth most common cancer in women world wide and
the most common gynaecological cancer. Each woman
confronted with such a diagnosis will respond in
different ways, as will their family and friends;
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therefore each will vary in their supportive needs. This
study aimed to acquire some insight into the initial
impact of a diagnosis of endometrial carcinoma on
women and factors relating to support for them.

Design

Semi-structured interviews were used to collect
in-depth data on women’s views. Interviews were
audio-taped. Demographic data were collected prior to
interview by structured questionnaire.

Setting
The setting was a tertiary women’s hospital in
Melbourne, Victoria, Australia.

Subjects
The subjects were seven women with newly diagnosed
endometrial carcinoma.

Main outcome measures
Interviews were transcribed verbatim and coded into
themes.

Results

The findings include an acceptance of the diagnosis
and adequate friend and family support. Some
women experienced initial denial from immediate
family members; for others the diagnosis led to a new
appreciation of life and values. Most women received
adequate education regarding endometrial carcinoma,
while others used varied means including the internet
to find further information. Health care facilities for
rural versus urban women; the means by which women
were told of their diagnosis; and appropriate follow

up and support, were issues that arose which require
further exploration.

Conclusions

The needs of a woman diagnosed with endometrial
carcinoma will vary between individuals. Further
research in the area of psychosocial care for women
newly diagnosed with endometrial carcinoma

would be of value. Women need individualised and
accessible education. If women are provided with a
variety of educational tools, they can individualise the
information they need for themselves.
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INTRODUCTION

Endometrial carcinoma is the most common
gynaecological malignancy in the developed world
with approximately 1400 new cases diagnosed each
year in Australia and approximately 260 deaths as
a result (Queensland Institute of Medical Research
2005). The median age at diagnosis is 65 years
(Lancaster and Nattress 2005) and an average of
one in eighty women are diagnosed by the age of
75 years (Robertson 2003). In Victoria each year
there are approximately 350 women diagnosed with
cancer of the uterus (The Cancer Council of Victoria
1999). At the Mercy Hospital for Women (MHW) in
Victoria, Australia, 84 women were diagnosed with
endometrial carcinoma in 2005 and underwent
surgical treatment (Admission Register Gynaecology/
Oncology Unit MHW).

The most common presentation of endometrial
carcinomaandthe mainreason for its early detection
is postmenopausal vaginal bleeding (Otto 2001).
About 80-90% of women diaghosed with endometrial
carcinoma will have noted an abnormal vaginal
discharge (Barakat et al 2003) and approximately
15% of all postmenopausal women presenting with
abnormal bleeding will have endometrial carcinoma
(Barakat et al 2003). Other signs can be: irregular,
excessive or prolonged premenopausal bleeding;
pyometria, causing a yellow/wateryvaginal discharge;
accretion of blood in the uterus: and/or pain in the
pelvic regions (Otto 2001).

There is no cost effective and accurate public
health screening device to assist early detection
of endometrial carcinoma, therefore women are
encouraged to seek immediate medical attention
if any of the above symptoms occur (Robertson
2003). Once diagnosed with endometrial carcinoma
treatment usually includes surgery (Creasman et al
2001) and may involve radiotherapy, chemotherapy
and hormone therapy (American Cancer Society
2005).

No Australian literature was identified that discussed
the psychosocial issues associated with a new
diagnosis of endometrial carcinoma. Ersek et al
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(1997) found depression and anxiety often follows
an ovarian cancer diagnosis. A study of women
newly diagnosed with breast cancer by Landmark
et al (2001) found the ‘life and ‘fight for life’, and
‘stubbornness of attitude’ emerging as common
themes. Luker et al (1996) found that women with
recently detected breast cancer see their diagnosis
asa‘challenge’, while Watson etal (1984)found that
women were more likely to have feelings of denial
toward their breast cancer prior to their surgery
and this assisted them through the initial process.
In general, high levels of psychological distress and
adjustment problems canbe seenin newly diagnosed
cancer patients regardless of their prognosis (Lev
et al 1999).

The aim of this pilot study was to gain an initial
understanding of how women responded to a
diagnosis of endometrial carcinoma. Specifically the
study endeavored to understand how life changed
for the women. Each woman was asked about their
symptoms, about seeking help, how this diagnosis
affected their family and friends and what support
was availabletothem duringthistime. The studyalso
explored whether the support offered to the women
was adequate and how the health care system could
have further assisted them.

This study was approved by the Research Ethics
Committee at Mercy Health and Aged Care Victoria,
Australia.

METHODS

Sample and Setting

MHW s a publictertiarywomen’s hospital. Allwomen
(private and public) admitted to the gynaecology/
oncology ward with operable endometrial carcinoma
between 1 March and 30 June 2006 were invited to
participate inthe study. Asample size of approximately
15 women was set based on other similar research
and in order to reach data saturation. Women were
approached five to seven days after their primary
surgery. Thiswastofirstlytoensure the exactdiagnosis
was known; and secondly, to allow women sometime
to adjust and recover from their surgery. The study
was explained, questions answered and deliberating
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time given. Willing participants signed consentforms
and completed demographic questionnaires prior
to interview. Women were excluded if they were
inpatients at a time the researchers were unable
to interview them; they could not speak English; or
were unable to give informed consent as assessed
by the research team.

Data collection

Demographic data were collected by a brief self
administered survey and semi-structured interviews
were used to obtain the main data for analysis.

The interview comprised a series of eight questions
initially. After piloting two questions were added. The
question areas were: symptoms and action; initial
diagnosis reactions;views on life and theirfuture; and
support (educational and emotional). Health system
limitations/barriers were also explored.

Interviews were undertaken by the same researcher
and took 20 minutes on average (although the
longest was 45 minutes) and were undertaken in
a private location. Interviews were audio-taped
and field notes recorded later. Demographic data
were entered onto an Access Database (Microsoft
Coorporation 2000) and descriptive statistics used
to describe the data. Interviews were transcribed
verbatim and coded into themes. Both investigators
read through all transcripts, came up with themes
independently, and explored areas where there was
no consensus. In all cases agreement was reached.
lllustrative quotes have been used to help describe
the data. Pseudonyms (with actual ages) are used
for all participants.

RESULTS

Recruitment was limited by the researchers having
a 12 month time span for this project and that fewer
women than anticipated presented for surgery for
endometrial carcinoma during that period. Sixteen
women were approached during March and June
2006, with seven of these women agreeing to
participate. A further two were missed as a result
of earlier than expected discharge from hospital.
Two others were ineligible as one of the researchers
was on leave during their admission. Relatives were
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not excluded from the interview if the participant
wanted them to stay, although the researchers did
not seek to have a relative present. One woman’s
husband attended an interview with her and a
daughter and granddaughter attended another
woman'’s interview.

The average age of participants was 65 years, (range
49-78). Five women were married or widowed, one
was single and another separated/divorced. Three
women currently lived with their husband/partner,
three lived alone and one woman lived in a religious
community. Four had completed secondary school
toyear 12, and three attended but did not complete
secondary school. Two women had completed a
degree, one an apprenticeship/traineeship and
another had completed a diploma. The average
household income before tax was $40,000(AUD).
Four women said a pension was their main income.
Two women were born in the United Kingdom; the
others were born in Australia. Six women were of
a Christian religion. No women currently smoked
tobacco. One was an ex-smoker of five-six years. Two
of the seven women had never been pregnant.

Of the seven women interviewed, six had had
spotting of blood or an episode of a heavy ‘period
type’ bleed. Two of these women said their discharge
was somewhat normal for them due to menopausal
changesandthealteringoftheirhormonereplacement
therapy (HRT), with the generalfeeling of being unwell
being the reason for investigations. One participant
had spotting of blood then a watery discharge two
months later. Another participant stated her only
symptom was spotting of pale, watery discharge.
Five women investigated their symptoms straight
away, contacting their local general practitioner (GP)
and were then referred to a specialist. One woman
did not investigate her symptoms until about a year
later, while another waited three months until her
next planned appointment with her doctor.

Six out of the seven participants were told they had
endometrial cancer over the phone; three of these
women were alone at the time. One participant was
told during a consultation at her gynaecologist's
rooms.
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Women'’s responses to their diagnoses

There was arange of responses fromthe womenwhen
asked how they felt about their symptoms being due
to endometrial carcinoma. One participant found it
too hard to describe; another felt she was prepared
for it, due to already being told there was a chance
of it being cancer, stating:

Well | think | was prepared for it because you know
he said that there was a chance, and he really
reassured me - but you still sort of have that feeling
(Emma 73 yrs).

| was shocked because it wasn’t something that
| was expecting because it was just an incidental
thing that the doctor did (dilation and curettage)
(Lola 49 yrs).

The above participant presented with a general
unwell feeling which was firstly thought to be due to
a gallbladder complaint. Adilation and curettage was
performed only due to the long time span of taking
hormone replacement therapy.

One participant stated she felt upset by the news, but
was more worried she may die during the operation
froma complication dueto herotherhealth problems.
Another stated the word cancer “is a frightening
one” (Kate 52 yrs). Two women felt they took the
information very well. One said:

Probably going to Melbourne was a biggerissue than
having endometrial cancer, um, ah, how did | feel,
well | guess | think | coped with it reasonably well,
more so than the people around me (Lola 49 yrs).

The women were asked to identify any changes to
their views regarding life and the future since their
diagnosis. Three women stated there had been no
change to their views at all. One said:

Not really, Ithink when you get to our age, you want to
make the most out of what you have got left anyway
(Alice 74 yrs).

Three women felt it had changed their outlook on
life. One woman suggested it had helped her to “look
on the bright side” (Judy 78 yrs), while another said
her son told her that his whole outlook on life had
changed:
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Hesaid, um, it makes you realize that what you worry
aboutis nothing when something like this comes out...
material things aren’t anything are they, it doesn’t
matter (Kate 52 yrs).

Quotesfromthe participantsthatsuggestedachange
in existential views included:

When | go back I think I'll have to go through a lot of
things (laugh), and sort some things out, get rid of
stuff that | don’t need and so forth, but ah, it does
make you think a bit more, yeah (Mavis 74 yrs).

Ah yes, life’s very precious, your whole outlook
changes... | mean, do what you want to do if you can
do it, do it! (Kate 52 yrs).

Responses of family members and friends

The general reactions of family members toward
the participant’s diagnosis were concern, upset and
worry. Some examples include:

He [husband] was very upset... but he remained
positive for my sake, um, and he helped me though,
he was very, very good (Lola 49 yrs).

Well I, | didn’t want them to be worrying about it
when, ah, when I'd be worrying about it - | didn’t
really know what anyone thought, | didn’t want, |
said | don’t want to talk about it, | don’t want to hear
anything about it (Judy 78 yrs).

Three participants felt the initial reaction of one of
their relatives: son (n=2); brother (n=1); and sister
(n=1) was state of denial and not coping, stating:

He obviously didn’t think it was anything anymore
than what | had before... | think he blocked it out
(Kate 52 yrs).

My brother was probably in denial, both brothers
went quiet (Dina 56 yrs).

Another said:

She [sister] just didn’t want to admit that it was
cancer (Emma 73 yrs).

Some positive outcomes were also evident with two
participants stating family relationships seemed
stronger after the diagnosis than before, a husband
of one women quoting;:
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I think it’s bought them [the family] together a bit...
there’s a bit more contact and communication now
(husband of Alice 74 yrs).

There were mixed responses from friends of the
participants. One women stated what a shock to
her friends it was, while two participants said how
positive and understanding their friends had been.
Onewoman said her friends expressed their concern,
while another found out later that her friends were
devastated, but did not initially inform her of this.
Supportiveness was a definite theme throughout
the interviews with quotes such as:

They’ve been very supportive, very good and
everybody’s been very good really, very supportive
- our friends have been absolutely brilliant (Kate
52 yrs).

Family and friends proved to be the main emotional
support for six of the participants. One woman
said:

They’ve been pretty good actually, haven’t they, the
family, family and friends, they have all been good,
my main support obviously - very strong emotional
support (Alice 74 yrs).

Two women stated they also valued support from
their church while another participant considered
herself to be her own main support.

Responses to supports received/perceived

The research also explored the adequacy of the
support the hospital provided. All women felt the
hospital had provided support to them through this
journey. Four participants could not think of any
additional support the hospital could offer other
women in the future. One woman suggested better
diagrammatic information and more time available
to talk to doctors, while another firstly stated there
was nothing else the hospital could have offered her
to help her through her diagnosis, however was still
unsure about one thing:

But | guess my big question is with menopause, how
do you know what’s an abnormal bleed? Or how do
you know what’s abnormal? - | guess for me it was
the watery discharge, and | mean the doctor said
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you've got a cyst, it looks like a cyst, | went ok, um,
not having had one before, um I didn’t think anything
more of it (Dina 56 yrs).

Regarding the type and suitability of endometrial
carcinoma education the participantsreceived, there
were mixed responses. Five of the seven women
received a booklet published by the Anti-Cancer
Council of Victoria (1999). Two women stated this
was enough and did notseek any furtherinformation.
One woman said:

No, that was enough (laugh), you hear about it at
any rate you, you don’t want to hear more than you
have to (Mavis 74 yrs).

The pamphlet was standard information which is fine
but it, it doesn’t have a voice, you know, you need to
be able to ask questions (Lola 49 yrs).

Another said:

It’s very hard when, you know, you’re in the country
andyour getting all the information from here (Emma
73 yrs).

Four women stated their consultation with the
oncologist helpedto inform them, with diagrams also
aiding this process. Three women sought out more
information, with two searching on the internet. One
of these women stated:

Iwentontheinternetas well, had a look to see, yeah,
I mean | wanted to know, but | didn’t want to know
too much either you know, | suppose that sounds
strange, | just wanted what | could handle for that
time sort of thing (Kate 52 yrs).

Three women found talking to friends who either
used to be nurses or had undergone hysterectomies
themselves to be a useful source of data. One
participantdid notwantany information; when asked
if she was given a pamphlet regarding endometrial
carcinoma she said:

No, and I don’t want it...No, | didn’t want that before |
come down here and | wouldn’t have been reading it
anyway, hidden itina book somewhere -before | came
down all you got on the television and the radio was
diabetes and cancer, and | shut it off, you’re at home
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but when you know that you’ve got to come, seemed
to be on everyday, every hour (Judy 78 yrs).

One woman stated she did not receive enough
information and did not have time to seek out more
due to her speedy admission. She stated:

Just incidental discussions with people, it’s been
incidental information rather than anything written
or diagrammatic (Lola 49 yrs).

When asked if sheis goingtolook for more information
when she gets home she said:

Well, not when | go home ‘cos (sic) I know | won’t find
it, in the bush, it’s just not there - well there might
be something in the library, gee the books are pretty
old (laugh) (Lola 49 yrs).

Women were asked to describe any services they
thought were lacking in the health care system. Five
thought there was nothing more the system could
have done to help them through their journey so
far; another who was told of her diagnosis over the
phone stated:

Not really, the only thing was the way | was told
| suppose, that’s the only...but I'm not blaming
anybody, it must be a very difficult thing to do, and |
don’t know how you would do it (Kate 52 yrs).

Another woman from a rural area said:

| think you’re much more likely to have assistance
down here that you can get in rural and regional
Victoria - rural Victoria needs um, a great deal of
funding and medical facilities, and it also needs ah,
a wide range of highly skilled professional, medical
people...the access to people is, is a problem (Lola
49 yrs).

DISCUSSION

The aim of this pilot project was to gain some
preliminary understanding of how a diagnosis
of endometrial carcinoma affected women and
their families, the support that was needed both
educationallyand emotionally, and to start exploring
areas of the health care system these women felt
were lacking. Health care providers can only provide
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appropriate care and adequate and holistic support
if there is an understanding of women’s needs.

Although a limitation of the study is its small sample
size, the women in this pilot were similar in many
ways to what was reported in the literature, including
the variety of presenting symptoms and the range of
responsetimesin seeking medical attention. While we
can not generalise, it may be that further education
regarding endometrial carcinoma is needed in the
community.

A person’s response to a cancer diagnosis will
always be individual and the women in this study
demonstrated this. However most were told of their
endometrial carcinoma diagnosis over the phone,
often without support people present. Given that
reactions are likely to vary and that many women
may need support when hearing their diagnosis, an
improved strategy may be to at least give the woman
anoptionregarding howand where they are informed
of their results.

Mor et al (1994) suggest that relatives of people
who receive a cancer diagnosis experience similar
if not greater negative psychological responses than
the patient themselves. Concern, upset and worry
was how women perceived their family and friends’
reactions, despite the fact that most stated their main
supportarose fromthese sources. The uncertainties
and fears experienced by a person newly diagnosed
with cancer are likely to enhance the need for social
support (Dunkel-Schetter 1984). Three womenin our
studyfeltfamily members could notcope andthatthey
wereindenialinitially, aresponse identified by Watson
etal (1984)in women diagnosed with breast cancer.
Lewis (1986) found there is evidence that a cancer
diagnosis in one family member causes existential
concerns in the other family members and that
tension occurs in the early diagnostic and treatment
period within family units. These responses did not
seem very evident within this project. Endometrial
carcinoma information leaflets specifically detailed
for close acquaintances of the affected women may
be a tool to assist them through this whole process
and further enable them to provide support for the
women diagnosed.
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Ersek et al (1997) reported that some women had
more positive views on life after a diagnosis of
ovarian cancer, including a new appreciation of life
and adoption of a ‘live for the moment’ philosophy
(Ersek et al 1997). In our study three women stated
their views on life and their future did not change
during their initial diagnosis stage, whereas three
others reported it had challenged their outlook,
saying their whole views on life changed.

The research was particularly interested in whether
women'’s informational needs were met and found
mixed responses regarding this issue, with some
women requiring more information and others
seeking information from a variety of sources. It is
important women have access to appropriate and
adequate educational information and this can only
be achieved by understanding what information is
appropriate and in what context and tailoring tools
based on this. A ‘take home’ kit with a range of
educational information from diagrams, booklets,
details of support groups available and appropriate
websites may help ensure women have a thorough
knowledge base available to them if they wish. A
follow up phone call by an oncology nurse after the
gynaecologist/oncologist consultation to discuss
further questions priorto theiradmission to the ward
could also be of benefit.

Most of the women stated they could not think of
any additional services the health care system could
provide to assist them through their diagnosis of
endometrial carcinoma. One woman suggested
further resources were needed in regional Victoria
and that there was a lack of medical professionals
and lack of educational resources atthe local library.
While this is only one woman’s view and relates to
one regional area, it is important to note.

This study was a small pilot with acknowledge
limitations. The research was limited by the number
of women available to recruit to the study as well as
by the time constraints of the project. The research
aim was to gain some preliminary understanding of
how a diagnosis of endometrial carcinoma affected
women and their families and to explore whether
the particular health system was meeting the needs
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of this group of women. While these data are not
generalisable theydo provide insightinto the livesand
views of these women’s views and feelings following
a diagnosis of endometrial cancer.

RECOMMENDATIONS

Given that the needs of a woman diagnosed with
endometrial carcinoma will vary between individuals,
further research in this area of psychosocial care of
women newly diagnosed with endometrial carcinoma
would be of value. In terms of practice, itisimportant
to be aware that women need individualised and
accessible education. If women are provided with a
variety of educational tools, they can individualise
the information they need for themselves. It is
possible that for women who are newly diagnosed
with endometrial carcinoma, the allocation of a
‘primary nurse’ for initial and ongoing contact may
be a method worthy of exploration. This very small
pilot study suggests a lack of facilities and medical
staff in rural areas which may lead to inequities in
access. Thisisatopicthatrequiresfurtherexploration
and consideration.
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ABSTRACT

Objective

The main aim of the study was to determine the
knowledge level of cardiology nurses in relation to
sexual and other lifestyle adjustments required of their
patients following myocardial infarction (MI).

Design
This descriptive study conducted structured interviews
using a data collection questionnaire.

Setting
Cardiology nurses working in cardiology clinics and
outpatient clinics of university hospitals in Turkey.

Subjects
The study was completed with 108 nurses.

Main outcome measures

Nurses’ knowledge and practice pertaining to sexual
adjustment issues including changes in sexual activity
and the correct sexual practices following Ml were
measured.

Results

Accurate and appropriate responses by nurses to

the questions regarding sexual activity in post-Ml
patients were rare, ranging from 0.9% for nine out of
15 questions to 23.1% for one out of 15 questions.
However unmarried nurses’ knowledge about the
factors influencing patients’ sexual activity and post-Mi
changes affecting their sexual activity was higher than
for married nurses. The findings indicated that almost
all the nurses (99.4%) did not provide sexual education
to post-MI patients due to a lack of knowledge and skill
and their perception that sexual issues belong to a
patient’s private domain.

Conclusions

This study expanded the knowledge base regarding the
knowledge and skill that should be required for nurses
when providing sexual education. The data highlighted
nurses’ neglect and avoidance in addressing sexual
issues due to inadequate knowledge as well as cultural
factors. The results clearly suggest the importance of
addressing topics regarding sexual life during basic
nursing education and continuing education programs.
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INTRODUCTION

Due to the fact that ischaemic heart disease is the
major cause of death and generates the greatest
number of hospitalisations with increasing health
care expenses, the management of ischaemic heart
disease should receive high priority in national health
policies and preventive health care programs. A
major concern in both developing countries with a
young population and developed countries with an
older populationisthe mortality related toischaemic
heart disease (Arntz et al 1998). According to the
data from the World Health Organization (WHO),
the mean 28-day case fatality rate from episodes
thought to be due to acute myocardial infarction
(M) is formidably high, at 32.8% for men and 53.3%
for women, increasing with age (Evans et al 2001;
Marques-Vidal et al 2000). A comparison of Turkey
with other European countries in terms of Ml mortality
indicates thatthe mortality rate among menin Turkey
is second to Baltic countries and Russia; among
women the mortality rate also holds second place
following the Ukraine (Turkish Cardiology Society
2000a).

Along with the fear of recurrence of a heart attack,
survivors of Ml can experience physical, psychological,
and social difficulties owing to the numerous
restrictions in their usual daily routine. Some
limitations may be imposed on doing housework,
climbingstairsand shopping. Avariety of rehabilitation
strategies are used to cope with these restrictions
which include symptom management, medication
information, lifestyle changes, psychological factors
and physical activity. The literature suggests that
the issue of ‘when to resume sexual activity’ was
ranked by patients as most important among the
items of physical activity. Sexual issues cause great
concern to patients because of a potential decrease
in the frequency of their sexual activity, sexual
interest, sexual satisfaction, and sexual performance
(Jaarsma 2002). Patients fear coital coronary,
perceived harmful effects of sexual activity to the
heart, and symptoms such as shortness of breath,
anxiety, guilt, loss of libido and impotence (Timmins
and Kaliszer 2003; Jaarsma 2002; Friedman 2000;
Taylor 1999).
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Normal signs of sexual arousal which include
increased heat rate, increased respiration and
sweating can easily be misinterpreted as cardiac
symptoms although research has reported the
estimate of the relative risk of Ml after sexual
intercourse was insignificant (Rerkpattanapipat et al
2001). Thisincreasedrisk appearsto be restricted to
thetwo hourtime periodfollowing sexual intercourse.
Beyondthattime window, there was noincreased risk
of Ml after sexual intercourse (Drory 2002; Kimmel
2000). Despite the low risk of severe symptoms,
low incidence of recurrence of Ml associated with
sexual intercourse and the fact that the majority
of (22%-75%) post-MI patients suffer from sexual
dysfunction; the sexual issue is rarely addressed by
health professionals (Rerkpattanapipat et al 2001;
Friedman 2000).

LITERATURE REVIEW

Relevant literature which clarifies the importance of
sexual rehabilitation, the risk of recurrent Ml caused
by sexual activity, nurses’ responsibility regarding
the issue, and reasons for nurses’ avoidance of this
subject is summarised below.

The need for sexual rehabilitation: a component of
cardiac rehabilitation programs

Cardiac rehabilitation aims to improve and optimise
patients’ physical, emotional, vocational and social
recovery so they may preserve, or resume when
lost, their normal activities of daily life after a
cardiac event (Warrington et al 2003; WHO 1993).
Sexual activity should be considered as one of life’s
normal elements regardless of chronic diseases and
age. However studies indicate that many cardiac
rehabilitation programs neglect sexual issues
for cardiac patients and simply include exercise,
diet, stress-modification, smoking cessation and
vocational rehabilitation (Zwisler et al 2005; Taylor
1999; Gohlke and Gohlke-Barwolf 1998). The need
to expand cardiac rehabilitation content to include a
patient’s sexual activity results from the difficulties
expressed by post-MI patients about resuming and
attaining satisfaction from sexual activity. Most
post-MI patients exhibit concern about the high
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possibility of death after a cardiac event itself and
also about the potential danger to them of resuming
sexual activity (Taylor 1999; Wiklund et al 1984).

In this sense, sexual rehabilitation should include
information regarding resumption of sexual activity; a
graded exercise tolerance testto measure a patient’s
confidence; monitoring medications for side effects;
encouraging counselling for distressed couples;
reducing the patient’s partner’s fears; discouraging
goal-oriented sexual activity (the expectation of
high-level physical sexual performance rather
than emotional and psychological satisfaction);
and information about the safety of sexual activity
(Taylor 1999). The literature suggests that sexual
activity can resume 3-6 weeks after stabilisation in
a familiar place with mild temperature and with a
familiar partner and position. The key principles are
for couples to relax and go slow in re-establishing
the sexual relationship with emphasis on renewing
both their romantic as well as their physical intimacy.
Counselling regarding the recommendations for
pre-sexual activity suggests that patient should be
well rested and that food and particularly alcoholic
drinks should be avoided for 1-3 hours before sexual
activity (Friedman 2000; Taylor 1999).

The risk of Ml triggered by sexual activity

The literature further suggests that oxygen
requirements and energy expenditure during sexual
activity are moderate; heart rate values during
intercourse are similar to those found in daily life;
sexual activity in most post-Ml patients is associated
with a low risk of cardiac complications; and coital
death among post-MI patients is rare (Stein 2000;
Drory et al 1995). Moreover, the evidence indicates
that peak heart rate during exercise testing is higher
than the peak heart rate during all phases of sexual
intercourse (Drory et al 1995).

For the last three decades researchers have tried
to ascertain the risk of MI triggered by sexual
intercourse. Kimmel’'s (2000) study determined
that the relative risk of MI after sexual activity is
approximately 2.5 during the two hour period following
sexual activity. However when the basic Ml risk for
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societyis considered, notallincidences of post-coital
Mishould be attributed to sexual activity. Because this
baseline risk during any two hour period is low; the
absoluteincreasein risk due to sexual activityamong
high-risk individuals is only 0.1% annually compared
with 0.01% for low-risk individuals (Kimmel 2000).
An enhanced physiological response to coitus with
an extramarital partner and in an unfamiliar place is
reported to account for 75% of sudden coital deaths
(Stein 2000; Drory et al 1995).

Nurses’ responsibilities for educating post-MI
patients about sexual activity

The scope of knowledge and skill required to address
the multifaceted elements of cardiac rehabilitation
is broad, hence the need for a wide range of
multidisciplinary input to include the cardiologist,
nurse, dietitian, exercise physiologist, occupational
therapist, physiotherapist, psychologist and social
worker (Stokes 2000). The responsible health
professional for sexual education and counselling
in cardiac rehabilitation programs varies at the
organisational level from country to country and
may be led or directed by the cardiologist, nurse,
occupational therapist or other members of the
health team (Shell 2007; Stokes 2000).

Nurses are often in a position to conduct an
assessment of patients which should include a full
sexual history. While almost all nurses consider
sexual assessment, evaluation, and counselling
should be a part of their professional role, they have
difficulty integrating this awareness into patient care
(Hardin 2007; Magnan et al 2006). The literature
indicates that numerous barriers existfor nurseswho
need to provide information and education about a
patient’s sexual life. Barrriers include discomfort
talking about the subject, embarrassment, a lack of
knowledge and skill in approaching the subject, and
a lack of time (Hardin 2007; Shell 2007; Cort et al
2001). Because many nurses are not given any basic
sexuality education during their nursing education,
increasingtheir sexual health knowledge isimportant
(Hardin 2007). Some researchers have emphasised
the cultural aspects of addressing sexual matters with
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patients, reporting that talking about this subject in
certain cultures might be more difficultthan in others
(Shell 2007; Magnan et al 2006; Aras et al 2004).
Within Turkish society, the topics of sexuality and
sexual activity have traditionally been considered as
taboo. These attitudes are cultivated from an early
age and can be attributed to the religious, moral and
social values of the people. Consequently, this has
an impact on nurses’ own perceptions, values and
attitudes and may prevent them from fulfilling their
professional roles as counsellors and educators in
an area about which they should be knowledgeable
and skilled.

The research suggests that education programs are
needed to help nurses develop both comfort and
confidence in dealing with patient sexual matters
(Magnan etal 2006; Stokes 2000). In Turkey, there is
data showingthat nurses employed in the cardiology
field have insufficient knowledge, skill or special
training regarding sexual issues for cardiac patients
(Turkish Cardiology Society 2000b). There is little
data regarding nurses’ skills and practices related
to post-Ml changes in patients’ sexual activity, sexual
dysfunction or other sexual problems, the risk of a
new MI caused by sexual activity, and sexual topics
in the context of cardiac rehabilitation. This is the
case despite the fact that nurses need to address
patients’ sexual lives as an element of a patient’s
overall health and as a part of quality of life in the
critical post-MI period. In order for nurses to provide
education regarding sexual activity for post-Ml
patients, the extent of nurses’ knowledge regarding
sexual activities for their post-Ml patients should first
be ascertained. From this perspective, this study will
contribute tothe nursing literature regarding nurses’
knowledge andtheir practices as related to the sexual
issues and concerns of post-MI patients.

Aim

The aim of this study was to ascertain through
open-ended questions cardiology nurses’ knowledge
about both the sexual life changes of patients
suffering from MI and the physiological burden of
sexual intercourse on the individual and indirectly
to identify nurses’ approach to addressing sexual
issues of patients.
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Method

For this descriptive study, a structured face-to-face
interview was conducted with 108 cardiology
nurses at four university hospitals who were asked
15 questions related to their knowledge of sexual
and lifestyle adjustments required following M| and
the way in which this information could be best
provided to their clients prior to discharge. In order
to avoid interaction between the nurses during data
collection, each nurse was interviewed individually
in the nurses’ room.

Sample

Out of atotal of 140 nurses working in the cardiology
clinics and outpatient clinics of four large urban
university teaching hospitals in Turkey, 108 (77.1%)
agreedto participate in the study. All participants had
a minimum of six months’ employment. Each of the
university hospitals where the study was conducted
had a unitsupervisorforthe educationandtraining of
nurses. The nurses had not had any type of education
regarding sexuality and rehabilitation in general; in
particularthey had notraining concerning sexual-life
changes in MI patients.

Measurements

The data were collected using a questionnaire
developed by the researchers based ontheliterature
(Boyce and Umbland 2001; DeBusk et al 2000;
Kimmel 2000; Moreira etal 2000; Muller 2000; Stein
2000; Droryetal 1995). The questionnaire consisted
of the following sections: The first section included
general demographic characteristics of participants.
The second section posed questions related to the
nurses’ responsibility for providing sexual education
to post-Ml patients, education topics and content, and
difficulties encountered while providing education.
The third section contained questions related to
changes in sexual activity following MI, the stress
of sexual activity to the body, the recommended
prerequisites for participating in sexual intercourse,
and the medical treatments influencing the sexual
activity of post-MI patients.

The responses to the open-ended questions in the
questionnaire were classified as ‘adequate,’ ‘partially
adequate,’ and ‘inadequate’ based on the inclusion
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of the responses on the answer key. Eventhough the
interviewer neither directly sought to reflect nurses’
views on the subject, nor asked nurses to express
their opinions, some nurses reacted verbally to the
questionnaire. These intact verbal comments were
recorded using pen and paper and transcribed to
the findings section.

Ethical considerations

Official permission was obtained from the institutions
included in the sampling. Informed consent of
the nurses was obtained after verbal and written
explanations of the study objectives; confidentiality
of information was ensured.

Data analysis

SPSS Version 10.0 (Statistical Package for Social
Sciences) was used for data evaluation. When
expected cell sizes were adequate, nominal measures
were compared using the Pearson Chi-Square test.
Otherwise, the Likelihood Ratio Chi-Square test
and Fisher’s Exact Chi-Square test for 2x2 tables
were used. In order to show statistically significant
differences between demographic variables and
the nurses’ knowledge of sexual activity and the
difficulties they experienced when discussing the
topic, Chi-Square tests were used. The Mann-Whitney
U test was used for comparing the number of nurses’
appropriate answers with regard to sexual and lifestyle
adjustment required following M.

Findings

The findings of the study were presented in two
major sections which included nurses’ knowledge
of appropriate sexual practices for post-Ml patients,
nurses’ actual conduct or ‘status’ as to whether
they provided education regarding sexual activity for
post-MI patients, and their comments on providing
sexual education to post-MI patients. The majority
of the study sample was younger than 30 years with
over five years’ employment experience. Almost half
the nurses were married and had undergraduate or
graduate degrees.

Nurses’ knowledge of appropriate sexual practices
for post-MI patients: Among the acceptable answers
to multiple-choice questions related to post-Ml sexual
activity; appropriate room temperature during sexual
activity (57.4%) was ranked the highest, while pulse
changes during sexual activity (4.6%) and the risk of
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a new MI caused by sexual intercourse (7.4%) were
ranked the lowest (table 1). As shown in the table,
statistical analysis between nurses’ demographic
variables and their answers to multiple-choice
questions were not significant (p>0.05). Howeverthe
Pearson Chi-Square test demonstrated significant
differences between demographic variables and
factors affecting sexual activity MI, and post-Ml
changes in sexual activity (p=0.029; p=0.009).
Nurses’ marital status was the variable responsible
for the statistical difference, both in terms of factors
influencing sexual activity and post-MI changes, in
favor of unmarried nurses (p<0.01) (table 1). Despite
the lack of a statistically significant difference,
those who were younger than 30 years and highly
educated had more adequate knowledge with regard
to factors influencing post-M| sexual activity and
nurses’ knowledge on post-MI changes in sexual
activity than the others (table 1).

The nurses’ general knowledge of sexual activity
after M| was evaluated based on their answers to
15 relevant questions. Only a negligible percentage
of the nurses (0.9%) were able to give appropriate
answers to a maximum of nine out of the 15
knowledge questions, a minority (23.1%) knew one
acceptable answer, and some (13%) could answer
none (figure 1). The Mann-Whitney U test showed no
difference between the nurses’ acceptable answers
and 