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GUEST EDITORIAL: Jinny Willis
2020, the International Year of the Nurse and Midwife and

the COVID-19 pandemic

Jinny Willis, BSc(hons), PhD, is the principal researcher at the New Zealand Nurses Organisation, Christchurch.

A s 2020, the International Year of the Nurse and Midwife dawned,
a novel coronavirus, SARS-CoV-2, emerged as a global threat.
COVID-19, as it came to be known, was first described in Wuhan,
China; the rest, as they say, is history. While many celebrations of
nursing and midwifery could not take place, or remain on hold, the
profession quietly continued to provide care. The pandemic has
increased the visibility and appreciation of nurses worldwide (Fidele,
2020). Some might suggest the many occasions planned to celebrate
the profession could not have achieved such a profile, but at what
cost?

In New Zealand, there were 167 cases of COVID-19 among
health-care workers as at June 12, 2020, representing 11 percent
of all cases (Ministry of Health, 2020). Nurses (49) and health-care
assistants, caregivers or support workers (79) represented almost
three-quarters (73 percent) of those infected. More than half of these
cases, 96 individuals (57 percent), were infected in the workplace. A
quarter of those infected in the workplace, 42 people (25.1 percent),
were likely to have been infected by a patient, resident or client; 32
people (19.2 percent) were found to have been infected by another
health-care worker. Nine health-care workers were hospitalised, with
two cases requiring intensive care.

The International Council of Nurses (ICN) aimed to find out the
number of nurses and other health-care workers who had con-
tracted or lost their lives due to COVID-19 since the virus outbreak
began, but was constrained by the lack of systematic recording of
data across member countries. A survey undertaken for the first two
weeks of August revealed that 1097 nurses had died from COVID-19
across 44 countries — likely an underestimate, due to the lack of
standardised data collection (ICN, 2020). In addition, the prevalence
of COVID-19 infections among health-care workers ranged from 1
percent to 32 percent, with a mean of 10 percent. The findings also
reveal moderate to severe shortages of PPE, and lack of consistency
around recognition of COVID-19 as an occupational disease and
compensation for health-care workers affected by COVID-19. Further
evidence from a large prospective observational study of 2,135,190
individuals, comprised of front-line health-care workers and the
general community using a COVID-19 symptom app in the United
Kingdom and the United States, also revealed rates of COVID-19
infection in front-line health-care workers that were in the order of
11 to 12-fold higher than in the general community (Nguyen, 2020).
Adjusting for biases in testing frequency between the two groups,
and any other possible confounders, at least a three-fold increase in
risk remained in the health-care workers. It is clear that morbidity and
mortality for health-care workers is high.

Ethical tensions for nurses during the pandemic added to an al-
ready difficult scenario. McKenna (2020) notes the tensions between
nurses’ duty of care to patients and their duty of care to their whanau
and family members. It is sufficiently difficult for those nurses in the
“sandwich generation”, that is, those who have the care of children as

well as parents, without the extra
demands of a pandemic. Nurses
were justifiably concerned about
returning from work and infecting
household members, particu-
larly those who were vulnerable
to COVID-19. The ICN survey
showed high levels of mental
distress among nurses (ICN,
2020). Indeed, in some jurisdic-
tions, suicides among health-care
workers have been reported.

The New Zealand response to
COVID-19 was among the most
successful in the world (Baker,
2020). The co-ordinated “all-of-
government” response, including border control measures; commu-
nity transmission controls; case-based control measures; and health,
well-being and economic support measures resulted in a conclusion
of the elimination phase of the pandemic 103 days after notifica-
tion of the first case (Baker, 2020). The response ensured that the
health system was not overwhelmed by cases; indeed, a relatively
small proportion of the total cases (1569) required hospitalisation,
and deaths (22) were low. A five week lock-down proved to be the
“pandemic breaker” and very good compliance by the New Zealand
population, got the job done.

The New Zealand approach to eliminating COVID-19 and mini-
mising the impact of the disease ensured that hospitals were not
overwhelmed by inpatients. However, preparation for an unknown
number of COVID-19 cases that might require treatment caused
disruptions to essential health services. The World Health Organiza-
tion (WHO) examined the impact of COVID-19 on a tracer set of up
to 25 essential health services across the life course among the five
WHO regions and found widespread reductions in essential services,
with greater impact on low and middle-income countries (WHO,
2020). These services included: elective surgery; outpatient services;
preventive services; diagnosis, treatment and rehabilitative services;
and palliative services. The impact of these disruptions cannot be
quantified at this time and indeed may not be apparent for years to
come.

Most of the cases of COVID-19 in New Zealand were encoun-
tered in the community. Nurses were deployed in community-based
assessment centres (CBACSs), in contact tracing and more recently
in managed isolation facilities. While the use of PPE in hospitals is
routine, the use of PPE in nurses and health-care workers in the
community is less usual. Donning and doffing of PPE is not necessar-
ily intuitive, and correct fit is extremely important. In addition, despite
the existence of pandemic plans from the days of SARS-1, prepared-
ness was imperfect at best. The New Zealand Nurses Organisation

Jinny Willis
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(NZNO), in collaboration with the McGuinness Institute, undertook a
survey of NZNO members towards the end of Alert level 4 and into
Alert level 3. Questions addressed: how safe members felt at work in
regard to the human coronavirus; preparedness to use PPE appropri-
ately; confidence that the district health board (DHB)/employer was
able to provide the PPE needed; and confidence that New Zealand
had the necessary PPE stock. Free-text responses were also invited.
Some health-care workers reported very good access to PPE and
communication about its use; however, a significant number of com-
ments indicated that there was a lag in access to PPE in the early
days of the pandemic. A number of nurses also reported that there
were insufficient staff to allow change of PPE once contaminated or
saturated. There was also a clear perception of rationing.

The Office of the Auditor General (2020) subsequently conducted
an investigation and examined the system for managing PPE stock,
how the stock was mobilised to DHBs to maintain adequate supply
and distribution, as well as the process for procuring PPE. The find-
ings were consistent with the experiences NZNO members reported.
Fenton (2020) believes that the findings of inadequate stock of PPE,
inequity in access to PPE across the health and disability system
and complacency towards emergency preparedness reported by the
Auditor-General are ethical concerns. At the very least, the Health
and Safety at Work Act (HSWA, 2015), includes a requirement to
manage workplace hazards “so far as is reasonably practicable”.

New Zealand has relied on internationally qualified nurses for a
very long time; consequently, internationally qualified nurses com-
prise 27 percent of the New Zealand registered nursing workforce
(NCNZ, 2019). A Business and Economic Resesarch (BERL) report
(Nana, 2013) predicts our reliance on nurses trained beyond New
Zealand until 2035. What impact then, the current border closure? At
some point a trade-off between protecting New Zealanders from im-
ported cases of COVID-19 and adequacy of the nursing workforce is
needed. New Zealand has to commit to “growing our own” nurses to
reduce the reliance on overseas nurses for whom we must compete
with other labour markets. This strategy would potentially have the
additional benefit of boosting the numbers of Maori, Pacific and male
nurses to better reflect the New Zealand population. However, the
effect of the pandemic on recruitment of nursing students for 2021
and beyond is unknown. Preparation of students for tertiary study
has likely been affected by disruption in course work associated with
COVID-19 lockdowns.

The pandemic necessitated new ways of working that may persist.
Reduction in provision of some essential services was accompanied
by new ways of interacting with patients and delivery of care. An ex-
ample is the move to telehealth, or virtual consultations, in a number
of different settings. Atmore and Stokes (2020) report changes in
consultations in a Dunedin urban general practice, comparing patient
characteristics and reasons for engaging with the practice in 2019
and immediately post-COVID-19 in 2020. Virtual consultations in-
creased from 30 to 70 percent between the two observation periods,
while age group, gender, ethnicity and deprivation quintile, as well as
investigations and types of referral, were similar between the periods.

The need for pandemic preparedness, as raised in the report of the
Auditor-General, cannot be overstated. The National Ethics Advisory
Committee undertook a consultation process as part of a revision
of the guideline for allocation of resources during scarcity (NEAC,
2020). The principles include best use of the available resources,
minimising harm and taking care not to exacerbate any existing

inequity or inequalities. The COVID-19 fatality rates for M&ori are
estimated to be 50 percent higher than for non-Méaori (Steyn, 2020).
It is vital therefore to consider the impacts for different sectors of
the population. Also, special attention needs to be given to high-risk
groups such as the elderly and those in aged residential care where
the majority of deaths occurred in New Zealand in the first wave of
COVID-19.

As the International Year of the Nurse and Midwife draws to a
close, it is time to reflect and to celebrate the contribution of nurses,
along with the rest of the health-care community, to the COVID-19
response in New Zealand and across the globe. Despite risk to
themselves, family and whanau, nurses continued to deliver care in
all contexts and inevitably were over-represented among COVID-19
cases. It is also timely to reflect on how some of the problems
encountered with provision and access to PPE, and other impedi-
ments to safe working environments for nurses, might be addressed,
particularly without an end to the pandemic in sight.
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FROM THE EDITOR: Patricia McClunie-Trust

The transformative potential of COVID-19 for nursing research

T éna koutou, téna koutou, tena tatou katoa.

Welcome to the 2020 edition of Kai Tiaki Nursing Research.
As Jinny Willis notes in her guest editorial, this year has been signifi-
cant for our profession. The COVID-19 pandemic has disrupted many
aspects of human life that we previously took for granted, including
our professional lives and usual ways of conducting research. It has
also had a substantial impact on the mental and physical health and
well-being of many New Zealanders - both health workers and the
wider population. Collecting information about the impact the pan-
demic has had on our population is an important priority that nursing
needs to engage with. Nurse researchers also need to examine and
potentially embrace many of the changes that were forced on us by
the pandemic.

We are on the cusp of new developments in the digital field and
need new narratives to signpost the future direction of research, while
at the same time managing the challenges digitalisation presents
(Barnes, 2020; Torrentira, 2020) to both researchers and research
participants. Researchers who were conducting studies at the time of
the Level 4 lockdown in New Zealand found themselves faced with
questions regarding the scope of their ethical approval and planned
data collection methods, which were no longer fit for purpose when
using digital media unless that was included in the original design. |
found myself needing to move face-to-face interviews into a digital
medium, which required additional ethical review to enable a different
mode of gaining consent from participants and for collecting data via
videoconference. As well, the research team was unable to meet to
share transcribed data for the analysis stage. Further ethical review
was required to explore the security of using an online “Teams site” to
store data and write up the research collaboratively.

Davison (2020) explores the transformative potential of disruptions
in helping researchers do things differently. As he suggests, while cri-
ses are challenging and potentially life-threatening, they also disrupt
old habits, creating the conditions for change
beyond what might previously have been con-
ceived as possible or reasonable. Crises make
us question previously held assumptions about
how remote data collection might be constituted
in research. For example, are online interviews
using videoconferencing a less effective method
of data collection, or are they simply different?

Using digital media to replace face-to-face
data collection has four key benefits (Dodds &
Hess, 2020). It is comfortable, non-intrusive and
safe, engaging and convenient and easily set
up. However, it also has limitations, including the
absence of non-verbal communication and cues, potential challenges
with setting up for researchers and participants who are inexperi-
enced in digital media, and potential privacy and access issues.
Barnes (2020) agrees that technology can also create a digital divide
where some potential research participants are disenfranchised
through lack of access to digital media, problems with internet con-
nections and lack of technology skills.

COVID-19 has created
unprecedented insights
into different ways of
conducting research
that have been devel-
oped out of necessity.

Digital media does offer a
unique approach to data genera-
tion (Torrentira, 2020). It is more
cost-efficient and easier to orga-
nise than face-to-face interviews
and offers a practical solution
to the need for social distanc-
ing or geographical distance.
Torrentira also identifies a variety
of other relevant data collection
modes available including digital
diaries and reflections, and online
surveys. However, the potential
for transformation in response to
disruption needs to be carefully
and thoughtfully managed. Davi-
son (2020) suggests that we should not try to replicate physical data
collection in the virtual world. Data collected through the medium
of technology will be different, and rather than imagining that online
interviews are impoverished by the lack of face-to-face contact,
research design needs to account for this difference. Flexibility and
creativity in research design are important to enable research to con-
tinue in our current uncertain world. COVID-19 has created unprec-
edented insights into different ways of conducting research that have
been developed out of necessity. It will be interesting to explore the
methodological implications of these strategies as they develop.

Patricia McClunie-Trust

Nursing workforce

Sustaining the nursing workforce following the closure of our borders
to all people other than returning New Zealand citizens and residents
will affect nurse migration. Internationally qualified nurses (IQNs)
make up 27 percent of the New Zealand nursing workforce (NZNC,
2019). The reduction in volume of nurse migra-
tion means that our profession will have to
invest in retaining nurses and growing more of
our own. Research on burnout in New Zealand
registered nurses (RNs) was the focus for re-
search by Tabakakis, McAllister and Bradshaw,
who found that workplace stress is implicated
in nurse burnout. They suggest there is a
relationship between the practice environment
and repeated exposure to negative behaviours
in the workplace, such as bullying. Efforts to
reduce workplace stress include limiting high
workloads, providing greater job flexibility

and autonomy, and effective management of bullying behaviours.
Ellison’s research brief shared the findings of an integrative review on
RN turnover in the acute hospital setting. Findings of this review sug-
gest that key factors in RNs’ intention to leave are a perceived lack of
support from employers and colleagues, high workload and insuf-
ficient staffing, and limited potential for professional development and
career advancement.
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Documentation and patient safety

Timely, accurate and complete documentation is an important
element of patient safety and transition of care within and between
health services. Documentation is also an essential requirement

for legal, organisational and professional standards for nursing
practice. Briscoe and Harding used an action research approach to
evaluate nurses’ use of the SOAP(IE) framework for documentation
on inpatient medical wards. The findings show that heavy workloads,
time constraints and a lack of understanding about how to use the
SOAP(IE) framework are impediments to its application in practice.
Patient safety leadership walk rounds (PSLWRs), a safety initiative
that connects leaders with frontline services in hospitals, was the
focus of an evaluative study conducted by Wynne-Jones, Martin-
Babin, Hayward and Villa. The findings of this research suggest that
PSLWRs have a positive impact on awareness of patient and staff
safety, building safer ward environments, and creating a positive
culture of monitoring and evaluation. However, the effectiveness of a
PSLWRs programme depends on how it is implemented.

Nursing education

Innovative learning strategies have been a theme for nursing
education during 2020, with the need to move face-to-face learning
to online modes when all New Zealanders, except essential workers,
were required to self-isolate in their homes. However, in our pre-
COVID-19 world, simulation was an already well-established
innovative mode of learning. Rhodes reports on research that
captured undergraduate nursing students’ perceptions of participating
in an escape room. Escape rooms, or “game-based” simulations,
help to prepare students for chaotic and unpredictable health-

care environments by promoting teamwork, collaboration and

critical thinking to achieve a specific outcome. Rhodes suggests
that overall, students find escape rooms to be a memorable and
innovative learning experience. The research brief by Corner reports
on the experiences of four IQNs who were transitioning into an
undergraduate nursing programme. The findings of this pilot study
indicate that IQNs experience significant challenges in adapting

to new ways of learning, as well as the culture shock of living and
learning in a new country. However, the participants in this small-
scale study also demonstrated resilience and determination in
striving to complete the bachelor of nursing and gain New Zealand
registration.

People-centred care

The New Zealand Health Strategy (Minister of Health, 2016) aims
to support timely and equitable access to the health services people
need, preferably within their own communities. It aims to support

and equip our population to be informed and involved in their

health care. However, some people experience more challenges

in engaging with health services than others. Research conducted
by Field, McClunie-Trust, Kearney and Jeffcoat explored language
and communication as a vital component of health for people with
refugee backgrounds. The study concludes that there are multiple
factors that affect how people from refugee backgrounds are able

to interact with health services, including differences in language,
culture and complexity of life experiences. The researchers suggest
the health of these new New Zealanders is a social equity issue that
nurses and other health professionals need to be concerned with,
particularly in creating culturally safe encounters with health services.
Afurther aim of the New Zealand Health Strategy is to create a
“joined up” team approach to close potential gaps in health services.
Aliterature review by Taylor, Josland and Batyaeva examines
potential gaps in health services for people with Parkinson’s disease
(PwP). The findings of this review identify incomplete understanding
of Parkinson’s-specific care by health professionals, and lack of
consistency in medication administration or adherence, as potential
factors affecting the health and well-being of PwP. They advocate
establishing a programme to educate health professionals and carers
to ensure a co-ordinated interprofessional approach to care.
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Julie Bradshaw

BURNOUT IN NEW ZEALAND
REGISTERED NURSES: THE ROLE
OF WORKPLACE FACTORS

ABSTRACT

Aims and objectives: To investigate the impact of workplace
factors on burnout in New Zealand registered nurses (RNs).
Background: Nursing is characterised by chronic workplace stress.
Research examining the role of workplace factors (ie practice
environment and bullying) in shaping burnout is scarce.

Methods: A cross-sectional survey was conducted among 480

New Zealand RNs. Burnout was self-reported using the CBI, while
practice environment and negative acts in the workplace were self-
reported using PES-NWI, and NAQ-R respectively. The STROBE
checklist was used for this paper.

Results: For every point increase in PES-NWI, there was a
decrease of 6.82, 12.62, and 9.86 points in personal burnout (PB),
work-related burnout (WRB), and client-related burnout (CRB)
respectively after controlling for demographic and job-related
characteristics. For every point increase in NAQ-R, there was an
increase of 0.47, 0.50, and 0.20 points in PB, WRB, and CRB
respectively after controlling for sample characteristics. These two
factors explained for 18.4 percent, 27.6 percent and 12.4 percent of
the variation in PB, WRB and CRB respectively. The prevalence of
high PB, WRB and CRB was 50.8 percent, 46.5 percent and 16.0
percent respectively.

Conclusion: Workplace factors are associated with burnout in RNs.
Health-care organisations and nurse leaders have a duty to provide
safe and healthy workplaces that cultivate positive outcomes for
nurses and patients. Future efforts to reduce workplace stress and
burnout in nurses will need to include initiatives that reduce high
workloads, provide greater job flexibility and autonomy, increase
collaboration and reduce bullying and harassment.

KEYWORDS

Bullying, harassment, nursing, burnout, workplace, stress

INTRODUCTION

large body of evidence has emerged showing nurses from dif-
Aferent countries and health-care systems are often exposed to

high levels of stress in their workplace. These include nurses in
Australia (Opie et al., 2011), Greece (Sarafis et al., 2016), the United
Kingdom (Marangozov et al., 2017), Nigeria (Faremi et al., 2019), the
United States (Roberts & Grubb, 2014), and Iran (Najimi et al., 2012).
In a systematic literature review, McVicar (2003) identified several
major sources of workplace stress in nurses, including workload/
inadequate staff/time pressure, relationships with other clinical
staff, leadership/management issues, professional conflict and the
emotional demands of caring, shift work and lack of compensation.
McVicar also concedes that it is nearly impossible to ignore the effect
that personal circumstances have on a nurse’s ability to cope with

workplace stress — sometimes easing stress, while at other times
compounding difficulties.

Workplace stress in nurses is often associated with reduced
job satisfaction (Hayes et al., 2015) and increased risk of burnout.
Furthermore, workplace stress (ie inadequate staffing and lack
of organisational support) was assessed by nurses as adversely
affecting the quality of patient care (Aiken et al., 2002). Burnout is
associated with increased absenteeism (Dyrbye et al., 2019) and,
ultimately, may result in intent to leave the profession (Heinen et al.,
2013).

BACKGROUND AND LITERATURE REVIEW

Within the New Zealand context, there has been a steady stream
of research examining workplace stress in nurses. Dewe (1987)
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conducted one of the earliest seminal studies on the topic and

found several potential sources of stress for nurses, including work
overload, difficulties with other staff, difficulties in nursing the critically
unwell, concerns over patient treatment and dealing with helplessly

ill patients. Later, Watson and Feld (1996) found that nurse-doctor
conflict was another major source of stress, followed by workload,
inadequate preparation for dealing with the emotional needs of
patients and their families, and death and dying. In 2007, a survey

of Australian and New Zealand nurses found workplace stress was
increasing and the authors predicted that nurses would experience
poorer mental and physical health (Chang et al., 2007). Huntington
et al. (2008) reported that workload was the most common workplace
stressor. Ditzel (2009) found nurses experienced a moderate
frequency of perceived job stress, nurses who worked full-time in
public hospitals were most susceptible to work stress, high workload
was the most significant contributor to job stress, and nurses aged 20

to 30 years experienced the highest frequency of perceived job stress.

In addition to stress, research on burnout in New Zealand nurses
is emerging. Hall (2001), in the first study exploring burnout in New
Zealand nurses, found nearly a third of nurses were in the advanced
phases of burnout. Burnout was strongly associated with age, in
particular in the 41-45 years age band. No significant associations
were found between burnout and gender, job positions and hours of
work. Burnout patterns did not differ across nurse settings. Moloney
et al. (2018) showed that work-life interference, workload and
emotional demands have the largest effects on burnout. Frey et al.
(2018), using hierarchical multiple regression, found the four factors
in the model of specialisation (palliative care/other, palliative care
education, psychological hardiness and psychological empowerment)
significantly predicted burnout (R? = 0.445).

The International Hospital Outcomes Study (IHOS) (Aiken et al.,
2002) is a body of work conducted in the United States over a period
of 10 years, culminating in a conceptual framework for determining
“good” or “Magnet” hospitals. These hospitals were successful in
attracting and retaining nurses, while producing positive nurse and
patient outcomes. Integral to positive nurse and patient outcomes
were a set of two core hospital-level or organisational features:
nurse staffing, and organisational support for nursing care. This work
laid the platform for the development of the Practice Environment
Scale — Nurse Work Index (PES-NWI) (Lake, 2002; Lake &

Friese, 2006), which measures five key domains of the nursing
practice environment. Two domains were specific to the hospital-
environment: 1) nurse participation in hospital affairs, and 2) nursing
foundations for quality of care. The remaining three domains were
specific to the unit: 1) nurse manager ability, leadership and support,
2) staffing and resource adequacy, and 3) collegial nurse-doctor
relations.

The Bergen Bullying Research Group (BBRG) has shown in its
research that employees who have been exposed to bullying or
bullying behaviours reported higher levels of psychological and
physical symptoms than others (Mikkelsen & Einarsen, 2001).

Also, BBRG has shown individuals who were bullied reported

more detrimental outcomes (ie poor sleep quality, reduced job
satisfaction) than others who had experienced interpersonal conflict/
aggression only (Notelaers et al., 2018). A literature review by the
National Institute of Health Norway and BBRG on workplace bullying
highlights the undeniable conclusion that exposure to workplace

bullying results in a suite of short- and long-term negative mental and
physical health outcomes (Nielsen & Einarsen, 2018).

In summary, New Zealand nurses report a range of workplace
stressors which, if sustained, can result in burnout. There is
an absence of data on the relationship between the practice
environment and negative acts in the workplace, and burnout in New
Zealand nurses. This requires further investigation. The work of Aiken
et al. (2002) and Nielsen et al. (2011) have guided a current project
examining resilience in New Zealand nurses (Tabakakis et al., 2019).
This study explores the influence of personal, hospital workplace and
bullying factors within this population.

Reducing sources of workplace stress and ultimately burnout
in nurses needs to become a leading priority for health-care
organisations around the globe, especially given the growing global
nursing shortage (Drennan & Ross, 2019). This study aimed to
investigate the impact of workplace factors, including practice
environment and negative acts in the workplace, on burnout in New
Zealand registered nurses (RNs).

METHODS

Study population, design and sample
In 2017, New Zealand had 49,933 practising RNs on the Register
maintained by the Nursing Council of New Zealand. Ninety-one per-
cent of these were female, 43 percent were 50 years or older and 7
percent identified as Maori (Nursing Council of New Zealand, 2018).
This cross-sectional study was conducted between August 23 and
November 4, 2018. Cross-sectional studies are observational and
investigate both exposure and outcome at the same time in a set
population (Nour & Plourde, 2019). Five thousand RNs were ran-
domly selected from the New Zealand Nurses Organisation (NZNO)
database and invited to participate. The NZNO population has a
similar demographic profile to the national New Zealand nursing
workforce. The email invitation included information about the study,
contact details for the research team and a SurveyMonkey link to an
anonymous online questionnaire. A participant information sheet was
provided at the beginning of the questionnaire, which conformed to
ethical procedures. The Strengthening the Reporting of Observational
studies in Epidemiology (STROBE) checklist for cross-sectional stud-
ies (Von Elm et al., 2007) was used for this paper to ensure clear and
complete reporting of study conduct.

Ethics

Ethical approval was obtained from the Central Queensland
University Human Research Ethics Committee (CQU HREC)
(approval number 2110). Advice was sought from Gary Witte
(academic committees and services office manager, University

of Otago) on whether ethics approval was also required from an
accredited New Zealand-based ethics committee. Given the project
received full ethical review from CQU HREC, it was deemed this
was not required. This was further supported by NZNO. Maori
consultation was undertaken with Karen Keelan (kaitohutohu
rangahau Maori/Maori research advisor, University of Otago,
Christchurch). Advice was given on data collection and dissemination
to Maori stakeholders, including the possibility of providing the
questionnaire and interview material in te reo Maori. This was
considered, but due to budget constraints, was not feasible.
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Variables and measurements

Demographic and job-related characteristics self-
reported by the participants included age, gender (male,
female, other), ethnicity (seven categories), relationship
status (single, in a relationship/defacto/married/
cohabitating, other), employment status (full-time, part-
time, other), highest nursing qualification (undergraduate,
postgraduate, other), years employed as a nurse, place
of employment (district health board, non-district health
board), and intention to leave in the previous 12 months
(ves, no).

The Copenhagen Burnout Inventory (CBI) (Kristensen,
Borritz, Villadsen, & Christensen, 2005) is a 19-item
measure of fatigue (physical and psychological) and
exhaustion in three domains (separate scales): (1)
personal burnout, (2) work-related burnout, and (3)
client-related burnout. Personal burnout (PB, six items) is
an overall state of prolonged physical and psychological
exhaustion, regardless of source (generic scale).
Work-related burnout (WRB, seven items) is a state
of prolonged physical and psychological exhaustion,
which is perceived as related to the person’s work.
Client-related burnout (CRB, six items) is a state of
prolonged physical and psychological exhaustion, which
is perceived as related to the person’s work with clients,
which, in this context, is the patients. Items are rated

n oW

on a series of 5-point Likert scales (“always”, “often”,
“sometimes”, “seldom” and “never/almost never”). Scores
for all scales range from 0-100. Scores of 50 or greater in
each of the three scales indicate a high level of burnout.
Higher scores in each domain indicate greater severity of
fatigue and exhaustion (burnout). Prevalence of burnout
scores are determined by assessing the percentage

of individuals with scores =50 as a percentage of the
overall respondents within each subscale. The CBI has
acceptable psychometric properties (Chambers et al.,
2016; Fong et al., 2014; Milfont et al., 2008).

The Practice Environment Scale of the Nursing Work
Index (PES-NWI) (Lake, 2002) was used to assess the
practice environment. The PES-NWI includes 31 items
with five subscales, with items scored on a Likert scale.
The four responses are: 1=strongly agree, 2=somewhat
agree, 3=somewhat disagree and 4=strongly disagree.
The five subscales are: 1) nurse participation in hospital
affairs (nine items), 2) nurse foundations for quality
of care (nine items), 3) nursing unit manager ability,
leadership and support of nurses (five items), 4) staffing
and resource adequacy (four items), 5) collegial nurse-
doctor relations (three items). The PES-NWI has been
used in a revised form within the Australian context

Table 1. Sample characteristics

n % or mean (SD)

Gender 586

Male/other 35 6%

Female 551 94%
Average age (years) 559 47.1 (12.77)
Relationship status 586

Single/other 137 23.4%

In a relationship 59 10.1%

Married/defacto/cohabiting 390 66.6%
Ethnicity 586

European 430 73.4%

Maori 52 8.9%

Pacific peoples 18 3.1%

Asian 72 12.3%

Middle Eastern/Latin American/African

(MELAA) 14 2.4%
Highest nursing qualification 586

Undergraduate/other 453 77.3%

Postgraduate 133 22.7%
Employment type 586

Full-time 287 49.0%

Part-time 250 42.7%

Other 49 8.4%
Average years employed as a nurse 586 20.87 (13.80)
Place of employment 586

District health board 344 58.7%

Non-district health board 242 41.3%
Intention to leave 586

Yes 305 305 (52%)

No 281 281 (48%)
Average CBI-PB mean score 485 48.55 (19.86)
Average CBI-WRB mean score 485 47.58 (21.53)
Average CBI-CRB mean score 485 24.07 (19.93)
Average PES-NWI mean score 515 2.70 (0.54)
Average NAQ-R score 480 34.27 (12.69)

CPI-PB: Copenhagen Burnout Inventory - Personal Burnout
CBI-WRB: Copenhagen Burnout Inventory - Work-related Burnout
CBI-CRB: Copenhagen Burnout Inventory - Client-related Burnout
PES-NWI: Practice Environment Scale — Nurse Work Index

NAQ-R: Negative Acts Questionnaire - Revised

(Middleton et al, 2008). The revised version has been validated using al., 2011) was used to assess perceived exposure to negative acts

a Queensland nursing population, demonstrating good psychometric in the workplace. The NAQ-R is a 23-item self-report questionnaire,

properties (Parker et al, 2010). Response categories were reversed: consisting of three subscales measuring frequency, intensity and

1=strongly disagree, 2=somewhat disagree, 3=somewhat agree prevalence of unwanted and negative behaviour, and workplace

and 4=strongly agree. A composite (overall) score can be calculated bullying within the past six months. The three subscales are; 1)

by adding the five subscale scores and taking an average. The person-related bullying (seven items), 2) work-related bullying (12

composite score was used in this study. items), and 3) physically intimidating bullying (three items). Examples
The Negative Acts Questionnaire-Revised (NAQ-R) (Nielsen et of unwanted behaviour included someone withholding information
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from you which affects
your performance,

Table 2. Pearson’s correlations between scales

being ordered to n Mean  SD 1 2 3 4 5
do work below your

level of competence, CBI - personal burnout [1] 485 48.55 19.86 1

and being exposed CBI - work related burnout [2] 485 47.58 2153 .80* 1

{o persistent and CBI - client-related burnout [3] 485 2407 1993  .52* 64+ 1

unJu§t|f|ed Cntl(.:lsm' PES-NWI composite score [4] 515 2.70 0.54 -.35*% -.46* -.34* 1

Bullying behaviours

included being shouted NAQ-R score [5] 480 17.36 7.05 40* 45% .27* -.50* 1

out, finger pointing,
having one’s personal
space invaded

and being threatened. The first 22 items assess a respondent’s
perception of exposure to unwanted and negative behaviour,

which may be deemed bullying if occurring frequently over time
(often referred to as the “behavioural method”), while the 23rd item
assesses the respondent’s overall feeling of being bullied, often
referred to as the “self-labelling method”. Item 23 was not used in
this study. The NAQ-R has five responses: 1=never, 2=now and then,
3=monthly, 4=weekly and 5=daily. Total NAQ-R scores (using first 22
items) range from 22-110, with higher scores indicating heightened
intensity. The NAQ-R has good psychometric properties (Einarsen,
Hoel, & Notelaers, 2009). The total
NAQ-R score was used for this study.

NAQ-R: Negative Acts Questionnaire - Revised

Data analysis
Analyses were conducted using SPSS,
v25.0. Descriptive statistics were

PES-NWI: Practice Environment Scale - Nurse Work Index

* Correlation is significant at the <0.001 level (2-tailed)

coefficients and 95 percent confidence intervals were reported for
workplace factors. Cronbach’s alphas were calculated for the CBI
subscales, PES-NWI and NAQ-R to assess their internal consistency
reliability. Missing values were excluded from analyses. All p values
are two-sided and considered significant if <0.05.

RESULTS

A total of 480 participants completed all questionnaire scales, a
response rate of 11.86 percent (586/4, 939; after removing inac-
tive emails). ltems within the three subscales of the CBI were well

Table 3. Bivariate associations between burnout and sample characteristics

presented as mean (SD) for quantitative
variables, and frequencies and

percentages for categorical ones. The Male
Level 1 prioritised output classification

PB WRB CRB
n Mean (SD) Mean (SD) Mean (SD)
Gender
23 45.11 (19.61) 46.59 (22.26) 28.08 (27.59)

standard was used to categorise
ethnicity (Health Information Standards
Organisation, 2017). T-test and ANOVA
were used to examine associations
between the three subscales of CBI

Female 458 48.72 (19.94) 47.65 (21.55) 23.96 (19.52)
Relationship status

Single/other 112 48.92 (19.64) 47.70 (22.10) 22.17 (17.95)

In a relationship 51 52.04 (21.88) 52.87 (22.46) 25.00 (20.28)

Married/defacto/cohabiting 322

47.86 (19.60) 46.71 (21.12) 24.59 (20.54)

Ethnicity
European

and sample characteristics (categorical
variables). Pearson’s correlations were

computed to test associations between Non-European

367 48.64 (19.34)
118 48.27 (21.48)

46.87 (20.69)
49.82 (23.90)

24.11 (19.52)
23.94 (21.24)

burnout with age, years employed as a
nurse, PES-NWI composite score and

Highest nursing qualification

total NAQ-R score. Amultiple linear Undergraduate/other 370 49.16 (19.98) 48.14 (21.83) 25.23 (20.82)
regression was used for multivariable Postgraduate 115 46.59 (19.42) 45.81 (20.53) 20.36 (16.26)
analysis to determine the associations Employment type

of workplace factors (ie practice Full time 236 48.45 (20.71) 48.03 (21.79) 23.89 (21.04)
environment and bullying) and burnout. Part-time 209 48.88 (18.70) 47.28 (21.35) 24.10 (19.09)
Two regression models were run. Model Other 40 47.40 (21.05) 46.52 (21.45) 25.00 (17.80)

1 included two workplace factors, ie

average PES-NWI| mean score and Place of employment

average NAQ-R score. Model 2 included DHB 299 50.41 (20.30)* 49.95 (21.68)** 26.64 (21.06)***
the two workplace factors adjusted Non-DHB 186 45.54 (18.80) 43.78 (20.78) 19.94 (17.24)
for age, gender, relationship status, Intention to leave

ethnicity, highest nursing qualification, Yes 254 53.09 (19.16)***  54.69 (20.24)***  27.82 (20.23)***
years employed as a nurse and No 231 42.57 (18.91) 39.77 (20.19) 19.95 (18.79)

place of employment. Assumptions

were checked and met. Regression

*p<0.05 (2-tailed), **p<0.01 (2-tailed), ***p<0.001 (2-tailed)
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correlated — Cronbach’s alphas
were 0.90, 0.77 and 0.87 for PB,
WRB and CRB respectively. The
PES-NWI and NAQ-R showed
good internal consistency as
reported (Tabakakis et al, 2019).
Table 1 (see p11) shows demo-
graphic and job characteristics of
the sample. Characteristics of our
sample are similar to those of the
national sample. Note, the n varies
across characteristics, as some
questions were not answered by all
respondents. On average, total PB,
WRB and CRB scores were 48.55
(SD=19.86), 47.58 (SD=21.53)

and 24.07 (SD=19.93) respec-
tively. PES-NWI score was 2.70
(SD=0.54); and total NAQ-R score
was 34.27 (SD=12.67). The preva-

Table 4. Multiple linear regression coefficients (95% confidence interval) between

workplace factors and personal burnout

Model 1 (n=480) Model 2¥ (n=475) Partial eta
squared

PES-NWI -7.15 (-10.57, -3.72)*** -6.82 (-10.28, -3.37)*** 0.031
NAQ-R 0.47 (0.33, 0.62)*** 0.50 (0.35, 0.64)*** 0.084
Age - -0.16 (-0.39, 0.07) 0.004
Gender (M v F) - -2.20 (-9.75, 5.35) 0.001
Ethnicity (Euro v non-Euro) - 2.76 (-1.18, 6.71) 0.004
Relationship status

Single/other (v M/D/C) - 1.82 (-6.62, 3.00) 0.002

In a relationship (v M/D/C) - -1.95 (-8.86, 4.96) 0.001
Yrs employed as a nurse - -0.11 (-0.31, 0.10) 0.002
Highest nursing qual

(UG/other v PG) - 1.45 (-2.32, 5.23) 0.001
Place of employment

(DHB v non-DHB) - 3.43 (0.02, 6.84)* 0.008

Adjusted R? = 0.184

Adjusted R? = 0.212

lence of high PB, WRB and CRB

was 50.8 percent, 46.5 percent and
16.0 percent respectively.

Table 2 (see p12) shows the
Pearson’s correlations between the
three subscales of the CBI, PES
NWI, and NAQ-R. PB, WRB, and CRB subscale scores were posi-
tively correlated with NAQ-R score (r = 0.40, r = 0.45, and r = 0.27 re-
spectively; all p values <0.001). PB, WRB and CRB subscale scores
were negatively associated with PES-NWI score (r = -0.35, r = -0.46,
and r = -0.34 respectively; all p values <0.001). PES-NWI score was
negatively correlated with NAQ-R score (r = -0.50, p <0.001).

Table 3 (see p12) shows bivariate associations between PB, WRB
and CRB and sample characteristics. Burnout was not significantly
associated with gender, ethnicity, relationship status, highest nursing
qualification or employment type (p values>0.05). PB, WRB and CRB
were significantly associated with intention to leave, having on aver-
age 11.42, 14.92 and 7.87 points more than others respectively (p
values<0.001). PB, WRB and CRB were also significantly associated
with place of employment, that is respondents who were employed in
a DHB setting had on average 4.87, 14.92 and 6.7 points more than
others. Age was negatively correlated with PB (r = -.162, p <.001),
WRB (r = -.215, p <.001), and CRB (r = -.152, p <.01). Years em-
ployed as a nurse was also negatively correlated with PB (r =-.138, p
<.01), WRB (r=-.178, p <.001), and CRB (r = -.117, p <.05).

Multivariable associations between PB, WRB, CRB and workplace
factors (ie practice environment and negative acts in the workplace)
are presented in Tables 4-6 (see above and p14). Model 1, that
included only two workplace factors, explained 18.4 percent, 27.6
percent and 12.4 percent of the variation in PB, WRB and CRB
respectively. Both factors were significantly associated with PB,

WRB and WRB. For every point increase in PES-NWI, there was a
7.15 decrease in PB, 12.50-point decrease in WRB and 10.11-point
decrease in CRB respectively (p values <0.001). In contrast, for ev-
ery point increase in NAQ-R, there was a 0.47-point increase in PB,
0.50-point increase in WRB and 0.20-point increase in PB (p values
<0.001). The results were similar even after controlling for age, gen-
der, ethnicity, relationship status, years employed as a nurse, highest

*p<0.05, ** p<0.01, ***p <0.001

¥ Controlled for age, gender, ethnicity, relationship status, highest nursing qualifications, years employed as a nurse and workplace type.
PES-NWI = Practice environment scale - nurse work index, NAQ-R = Negative acts questionnaire - revised
M/D/C = married, defacto, cohabiting; UG = undergraduate, PG = postgraduate

nursing qualification and place of employment (Model 2 in Tables
4-6). Coefficients for PB, WRB, CRB, and PES-NWI were -6.82,
-12.62 and -9.86 respectively (p values <0.001). Coefficients for PB,
WRB, CRB and NAQ-R were 0.47, 0.50, and 0.20 respectively (p
values <0.001). Model 2 explained 21.4 percent, 32.6 percent and
17.3 percent of the variation in PB, WRB, and CRB respectively.

DISCUSSION

Nurses experience high levels of occupational stress. Understanding
of the role of workplace factors in shaping burnout in New Zealand
RNs is limited. The main goal of this study was to examine the impact
of workplace factors on New Zealand RNs’ burnout levels.

Our results show that the practice environment and perceived
exposure to negative acts in the workplace, including bullying, play
a significant role in shaping burnout in New Zealand RNs. For every
point increase in PES-NWI, there was a corresponding 7.15-point
decrease in PB, 12.50-point decrease in WRB and 10.1-point
decrease in CRB. This inverse association is well-supported by previ-
ous research exploring the role of the practice environment on nurse
burnout, including Swedish medical and surgical RNs (Leineweber et
al., 2014), Brazilian primary healthcare nurses (Lorenz & Guirardello,
2014) and Belgian hospital nurses. In addition, for every point
increase in NAQ-R, there was a corresponding 0.47-point increase
in PB, 0.50-point increase in WRB, and 0.20-point increase in CRB.
This result is supported by Kim et al. (2019), who found a significant
association between bullying and burnout in Japanese hospital
nurses. When compared to these studies, our study sample was, on
average, both older and had been employed as nurses for longer.

The burnout subscale scores in our study (PB = 48.55, WRB =
47.58 and CRB = 24.07) were lower than most other studies using
nurses and the CBI. Chou et al. (2014) reported PB, WRB and CRB
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scores of 60.1, 55.8 and 42.9
respectively in a study involving
Chinese medical professionals
which included nurses. Differenc-
es in mean burnout scores may
be attributed to both demographic
(ie lower average age of Chinese
nurses, 33.9 years) and structural
(ie stricter social, economic and
political regulation) factors. Nobre
et al (2019) reported PB, WRB
and CRB scores of 51.4, 58.5 and
53.1 respectively for Portuguese
nurses working in an emergency
department (ED). It is possible that
higher mean scores were reported
in the Portuguese study, as the
sample included only ED nurses,
who were younger (median age =
30.0 years). Equally important was
the small sample size in the Portu-
guese study (n = 32). In contrast,
Kristensen et al (2005) reported
lower PB and WRB scores for
both Danish hospital (PB = 36.9,
WRB = 35.0) and district/com-
munity (PB = 38.4, WRB = 31.40)
nurses than PB and WRB scores
found in our study. Also, CRB
(24.07) was lower in this study
than CRB for both hospital nurses
(29.7) and district/community nurs-
es (25.3) (Kristensen et al., 2005).
The demographic profile of both
studies is quite similar, suggest-
ing differences in in social policy
and working conditions between
the two jurisdictions may have
influenced nurse outcomes.
Published studies reporting
prevalence of burnout in nurses
using the CBI are scarce. The
prevalence of high PB (50.8
percent), WRB (46.5 percent) and
CRB (16.0 percent) in this study
was lower than PB (59.4 percent),
WRB (68.7 percent) and CRB
(56.3 percent) in the Portuguese
ED nurses study (Nobre et al.,
2019). Prevalence in our study
was also lower than the preva-
lence reported in a study involving

Table 5. Multiple linear regression coefficients (95% confidence interval) between

workplace factors and work-related burnout

Model 1 (n=480) Model 2¥ (n=475) Partial eta
squared
PES-NWI -12.50 (-16.00, -9.00)*** -12.62 (-16.09, -9.16)*** 0.099
NAQ-R 0.50 (0.35, 0.65)*** 0.51 (0.36, 0.66)*** 0.086
Age - -0.24 (-0.47, -0.01)* 0.009
Gender (M v F) - -0.02 (-7.60, 7.57) 0.000
Ethnicity (Euro v non-Euro) - -0.13 (-4.09, 3.83) 0.000
Relationship status
Single/other (v M/D/C) - 2.30 (-6.25, 1.66) 0.003
In a relationship (v M/D/C) - -1.98 (-7.66, 3.70) 0.001
Yrs employed as a nurse - -0.12 (-0.33, 0.08) 0.003
Highest nursing qual
(UG/other v PG) - 0.90 (-2.89, 4.69) 0.000
Place of employment
(DHB v non-DHB) - 3.94 (0.52, 7.37)* 0.011
Adjusted R? = 0.276 Adjusted R? = 0.0.326

¥ Controlled for age, gender, ethnicity, relationship status, highest nursing qualifications, years employed as a nurse and workplace type.
PES-NWI = Practice environment scale - nurse work index, NAQ-R = Negative acts questionnaire - revised

M/D/C = married, defacto, cohabiting; UG = undergraduate, PG = postgraduate

*p <0.05, **p <0.01, ***p <0.001

Table 6. Multiple linear regression coefficients (95% confidence interval) between

workplace factors and client-related burnout

Model 1 (n=480) Model 2¥ (n=475) Partial eta
squared
PES-NWI -10.11 (-13.66, -6.57)*** -9.86 (-13.41, -6.32)*** 0.061
NAQ-R 0.20 (0.05, 0.36)*** 0.24 (0.09, 0.40)** 0.020
Age - -0.22 (-0.45, -0.01) 0.007
Ethnicity (Euro v non-Euro) - 1.69 (-2.36, 5.73) 0.001
Gender (M v F) - 4.64 (-3.11, 12.38) 0.003
Relationship status
Single/other (v M/D/C) - -3.67 (-7.71, 0.36) 0.007
In a relationship (v M/D/C) - -6.37 (-12.17, 0.57) 0.010
Yrs employed as a nurse - -0.06 (-0.27, 0.15) 0.001
Highest nursing qual
(UG/other v PG) - 3.90 (0.03, 7.77)* 0.008
Place of employment
(DHB v non-DHB) - 4.55 (1.05, 8.04)* 0.014
Adjusted R? = 0.124 Adjusted R? = 0.18

¥ Controlled for age, gender, ethnicity, relationship status, highest nursing qualifications, years employed as a nurse and workplace type.
PES-NWI = Practice environment scale - nurse work index, NAQ-R = Negative acts questionnaire - revised

M/D/C = Married, defacto, cohabiting; UG = undergraduate, PG = postgraduate

*p <0.05, **p <0.01, ***p <0.001

Chinese nurses (PB = 73.2 percent, WRB = 66.0 percent and CRB = LIMITATIONS

43.3 percent) (Chou et al., 2014). o . This study had some limitations. First, the low response rate may limit
To our knowledge, this is the first study to investigate the influ- the generalisability of the results to all New Zealand nurses. Future

ence of the practice environment and exposure to negative acts in research using a shorter questionnaire may reduce response burden

the workplace on burnout in New Zealand RNs. Also, this is the first and may subsequently increase the response rate. Second, the study

study to use the CBI with New Zealand nurses. did not collect data on stressful life events, which may affect the
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outcome of burnout. Third, the cross-sectional design does not allow
us to draw conclusions on the causal relationship between burnout,
the practice environment and negative acts in the workplace. A
longitudinal design with enhanced data collection will improve efforts
to uncover these relationships. Finally, studies employing the CBI in
health systems like New Zealand are limited, which makes com-
parisons difficult. More research is needed using the CBI in nursing
cohorts in similar health systems.

CONCLUSIONS

The findings show that the practice environment, and repeated
exposure to negative acts in the workplace such as bullying, were
associated with burnout in RNs. Health-care organisations and nurse
leaders have a responsibility to provide safe and healthy workplaces
that cultivate positive outcomes for nurses. Future efforts to reduce
workplace stress and burnout in nurses will need to include initiatives
that limit high workloads, provide greater job flexibility and autonomy,

and effectively manage bullying. Nurses will also need to prepare
for the realities of shift work and the emotional labour required when
making decisions in a context where there are sick patients and
stressed people. Emotional intelligence is integral to nurses fuffilling
their role, and it is not always taught well.

Specific workplace strategies to enhance the work environment
may include ensuring safe staffing levels and appropriate skill mix
and employing anti-bullying initiatives. Nursing education needs
to have more simulation experiences that introduce students to an
environment where multiple sources of stress are occurring, so that
students can experience such challenging situations in a safe setting
and rehearse responses that will ease, rather than add to tension.
Students may also discuss and develop coping resources that ex-
pand their individual repertoires and increase their chances of coping
in the future. Future research will also be required to examine the
impact of such strategies on transforming work environments, easing
stress and preventing burnout in RNs.
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ABSTRACT

Aim: The aim of this research was to promote the use of the SOAP(IE) framework in
medical nurses’ practice.

Background: Documentation is an essential aspect of nursing practice required to meet
legal, organisational and professional standards for patient care. Accurate and complete
documentation records the care given to patients, along with their progress and responses
to care. It also provides communication between the health professionals involved in the
patient’s care.

Method: Action research was selected as the methodology for this project, which

involved district health board nursing staff. This methodology involves cycles of planning,
implementing, evaluating and reflecting to identify areas needing improvement. Three
cycles of action research were conducted, using audits, surveys and a focus group
interview with registered nurses (RNs) in two medical wards. Audit and survey data were
analysed using the descriptive statistical tool SPSS, and focus group interview data were
analysed using manual thematic analysis.

Results: The first cycle found nurses had awareness of the SOAP(IE) framework; however,
75 percent of them did not use it when documenting, reporting time constraints, heavy
workloads and a lack of clear guidelines as barriers to its use. A focus group interview was
held in the reflection and planning stage of cycle two; the group identified further education,
resources and promotion of the framework as methods for improving use of SOAP(IE).
Following implementation of education sessions, and the use of posters, ID tags and nurse
champions promoting the framework, results showed an increase from 25 percent to 95
percent of RNs using the SOAP(IE) framework for documenting.

Conclusion: Nurses acknowledge documentation is a key priority in nursing care; however
they identify heavy workloads, time constraints and a lack of understanding and guidelines
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as barriers to using the SOAP(IE) framework. In-service education, providing guidelines
through posters and ID tags and having designated nurse champions has promoted the
use of the SOAP(IE) framework, resulting in more comprehensive and accurate nursing
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INTRODUCTION

everal documentation frameworks are available to guide nurses.
S Commonly used documentation methods in New Zealand include

SBARR, Focus charting, SOAP(IE), and narrative documentation
(NZNO, 2017). The SOAP(IE) framework was chosen by the New Zea-
land district health board (DHB) involved in this study because it provides
nurses with a problem-solving approach intended to improve communi-

1) The SOAP(IE) framework goes by a number of varying names, including SOAP, SOAPE,
SOAPIE and SOAPIER. The authors have chosen to call it SOAP(IE) as this was the name
given to it in the documentation policy of the district health board involved in the
study. International literature most commonly uses SOAP, while the audit tool used in
this study is specifically a SOAPE tool.

cation among the multidisciplinary health-care team and improve quality
and continuity of patient care. The SOAP(IE) framework consists of:
subjective and objective assessment data, a plan of care, interventions
and evaluation. These provide a clear problem-solving method and is
also used by several other health professions for documenting patient
care (Blair & Smith, 2012).

The DHB'’s 2015 documentation policy states that the SOAP(IE)
framework is the required tool for health professionals to use for
documentation in patient records. An audit of documentation by the
DHB nursing directorate, which focused specifically on the use of
the SOAP(IE) framework, found some nurses were not using this
framework when documenting. The nursing directorate approached
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the local school of nursing to enquire about the teaching of nursing
documentation in the bachelor of nursing (BN) programme. The
SOAP(IE) documentation framework is taught to student nurses to
enable them to document accurately and chronologically in patient
health records while they are on clinical placements. A disconnect
between what is taught and what is practised became evident.
Nurses reported that new graduates were familiar with the framework
and confident at using it when they started work at the hospital.
However, anecdotal evidence suggests that within a short time they
stop using the framework and follow the documentation format of
nurses who have worked in that particular clinical area for a length

of time. This highlighted an area of practice that could be improved.
Therefore the DHB nursing leaders and the nursing school decided
to collaborate on a research project to identify the issues nurses face
when documenting and to explore how to promote the use of the
SOAP(IE) framework in nursing practice.

LITERATURE REVIEW

A literature search of the CINAHL, Joanna Briggs Institute, EBSCO,
and Gale databases was undertaken using the following key words:
“nursing documentation”, “documentation frameworks” and “SOAP
documentation”. It became evident there is limited recent research
specifically related to nursing documentation and a lack of research
conducted in New Zealand. This project aims to add to the body of
knowledge from a New Zealand context.

Documentation is an essential aspect of nursing practice
required to meet legal, organisational and professional standards
related to patient care. Themes identified in the literature related to
documentation include the purpose of documentation, documentation
frameworks, effects of poor-quality documentation, and barriers to
documentation for nurses (Beach & QOates, 2014; Jayasekara, 2019;
McCarthy et al., 2019; Okaisu et al., 2014; Prideaux, 2011).

Accurate and complete documentation reflects the care given to
patients and records their progress and responses to care. It also
provides communication between health professionals involved in the
patient’s care (Beach & Oates, 2014; Jayasekara, 2019; McCarthy et
al.,, 2019; Okaisu et al., 2014; Prideaux, 2011; Scruth, 2014).

Documentation should clearly and accurately detail the care
delivered to patients, demonstrating critical thinking, clinical decision-
making and evaluation of outcomes (Beach & Oates, 2014; Blair &
Smith, 2012). Essential components of documentation include that
it should be patient-centred, reflecting the patient’s perspective of
their health care, and that it be written fully in a chronological format
to avoid omissions, mistakes or inaccuracies (Jeffries et al., 2010).
Communication among health professionals is also identified as
one of the main purposes of documentation. Clear and accurate
documentation in the patient record enables all health professionals
involved in the patient’s care to collaborate and deliver safe care
(Beach & Oates, 2014; Jeffries et al., 2010; Prideaux, 2011).

There are consistent themes in the literature related to poor-
quality nursing documentation. Poor-quality documentation refers to
records that are incomplete and inaccurate — these are issues which
have been associated with compromised patient safety (Jeffries et
al., 2010; Okaisu et al., 2014; Prideaux, 2011; Tower et al., 2012).
Nurses describe heavy workloads, time constraints and the time
that documentation takes away from direct hands-on patient care
as factors associated with poor documentation (Blair & Smith, 2012;

Donohoe, 2015; Okaisu et al., 2014; Prideaux, 2011). Nurses also
report a lack of guidelines or frameworks to help them structure their
documentation in a systematic way (Blair & Smith, 2012; Okaisu et
al., 2014; Prideaux, 2011).

AIM

The aim of this research was to promote the use of the SOAP(IE)
framework in medical nurses’ practice.

METHOD AND DATA COLLECTION

Action research was selected as the most appropriate methodology
for this project, because it focuses on practice issues and

practice change in clinical environments (Schneider, et al., 2014).
Action research actively engages the participants in the process,
empowering them to be fully involved in learning about their own
situation and to facilitate the change process to improve their
practice. Action research consists of repeated cycles of planning,
action, data collection, analysis, evaluation and reflection, until the
situation improves (Schneider et al., 2014). For this project, three
cycles of action research were undertaken over a 12-month period.

Cycle one

Two methods of data collection were employed in cycle one: audit
and survey. Planning commenced using the results of the initial
documentation audit which prompted the research project. The initial
audit data was collected from five DHB wards - three surgical and
two medical. The audit showed the nurses in the surgical wards
consistently used the SOAP(IE) framework when documenting
patient care, while the nurses in the medical wards did not. A point
to note is that the audit tool used the SOAPE framework, ie it did not
include the “I” (implementation) section of the SOAP(IE) framework.
The audit rated each component of the SOAPE framework as

a percentage, to show how much they were used in nursing
documentation in the five wards. The audit showed the framework
was not being consistently used in medical nurses’ documentation.
Therefore the research team decided to undertake a survey (see
Appendix 1), as part of the action phase of cycle one, to identify the
reasons for this.

All registered nurses (RNs) (n=68) across the two medical wards
were invited to complete an online questionnaire. Laptop computers
were set up with the survey link in the staff room of both medical
wards for easy access for participants. A total of 41 questionnaires
were completed, a response rate of 60 percent.

Cycle two
The results of the survey formed the reflection and planning
stage of cycle two. The survey asked for data on the RNs’ nursing
qualifications and years of RN experience (see Table 1, p19 and
Appendix 1, p22-23) and then asked participants about their
knowledge and use of the SOAP(IE) framework. Barriers identified
from the literature were included and participants were asked to
rate these using a Likert scale. They were also asked to add in any
other barriers they felt impacted on their ability to use the framework
(Appendix 1).

Reflection on the results of the survey identified that participants
strongly agreed with the barriers identified from the literature to
explain why they did not use the framework when documenting. The
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researchers planned to hold a focus
group interview with senior nurses in
the medical wards, including two clinical
nurse managers (CNMs), two associate
nurse managers (ACNMs), and two
clinical nurse educators (CNEs). The
results from the survey were presented
and a focus group interview was held to
develop a plan to overcome the barriers
identified and to promote the use of the
SOAP(IE) framework.

Cycle three
Following the focus group interview, a
series of measures were put in place in the DHB's two medical wards
to promote use of the framework. A series of short 15-minute in-
service education sessions were held over two months, ensuring all
RNs received training on use of the framework. Posters were made
and hung up in the ward offices where nurses frequently write their
patient notes. All nurses were provided with a pocket ID-tag with key
prompts for each section of the framework. CNEs became SOAP(IE)
champions, available to nurses for advice and to promote use of the
framework.

Following the implementation of education, prompts and
champions, the survey (Appendix 1) was repeated to find out whether
the new measures had improved use of the framework.

SAMPLE

A convenience sample of registered nurses working in two medical
wards were invited to participate in this research. Nurses working

in surgical wards were excluded based on the results of the initial
audit showing that most surgical nurses effectively use the SOAP(IE)
framework when documenting in patient records. Enrolled nurses
were excluded due to their scope of practice limitations related to
the analysis, assessment, planning and evaluation of patient care.
Participants included the medical wards’ two CNMs, two ACNMs

and two CNEs, and all RNs working in the two medical wards were
invited to participate. The sample size was n=68. The participants
were provided with an information sheet outlining the purpose of

the research and what would be required of them if they agreed

to participate. Confidentiality of individuals was detailed in the
information sheet, which outlined how the privacy of information
would be maintained, and that individuals would not be able to be
identified at any stage of the research. RNs who agreed to participate
in the research were asked to sign a consent form indicating their
consent to participate and informing them they could withdraw from
the study at any time.

ETHICS

Ethical approval to conduct this study was obtained from the
polytechnic research committee and approval was gained from the
DHB director of nursing. The nursing directorate team, who were co-
researchers in this project, undertook the audit of patient records. Their
position as senior RNs employed by the DHB allowed them access to
patient records for audit purposes. They were the only members of the
research team who had direct access to patient records. Audit results
did not include any data identifying patients or staff.

Roles of participants
(68 RNs)

2 charge nurse managers

62 RNs

Table 1. Participants’ roles, and demographic categories

2 assistant charge nurse managers

2 clinical nurse educators

DEMOGRAPHIC CATEGORIES:
Highest nursing qualification

Years of RN experience

e Hospital-trained, comprehensive ® 0-2 years
or diploma e 3-5 years
® Bachelor’s degree ® 6-10 years
® Postgraduate certificate ® >10 years

® Postgraduate diploma
® Master's degree

DATA ANALYSIS

A mixed-method approach was adopted for this action research
study, as a combination of qualitative and quantitative data collection
methods were used. Munn and Pearson (2013) state that employing
multiple approaches to data collection in action research allows
deeper understanding of the subject being researched. Mixed-
method data analysis combines and links quantitative and qualitative
data (Sandelowski, 2000).

A collaborative approach was used to analyse the data.

This included assistance from the DHB information technology
(IT) department to retrieve the raw data from the surveys and

the expertise of a nursing lecturer experienced in the use of
computerised statistical analysis software. Audit and survey data
were analysed using the Statistical Package for Social Sciences
(SPSS) version 25. The methods used to describe the data were
ordinal and nominal measurement and frequency distribution. The
data were summarised through percentiles, cumulative frequency
tables and sorting frequency tables. Further analysis of the data
used cross-tabulation. Cross-tabulation presents the frequency
distribution of two or more variables to determine a relationship

or association between them (Suresh, 2014) and was used to
examine the relationship between category variables, such as years
of nursing experience and knowledge, and use of the SOAP(IE)
framework.

Open-ended questions were used in the focus group interview
and the data collected, transcribed and interpreted using thematic
analysis. Vaismoradi et al. (2016) define a theme as repeating ideas
and thematic analysis as a method for identifying, analysing and
reporting themes within data. The aim of the focus group interview
was to reflect on the main findings from the survey and develop a
plan for the third cycle in the action research process. A manual
coding method was used to identify the themes from the focus
group interview data. This involved two researchers identifying the
main themes from the interview and clarifying the accuracy of the
interpretation of the themes with the focus group participants.

Self, peer and academic validation were achieved through regular
research meetings with researchers, participants and a senior
research advisor. Documentation of minutes of meetings, survey
and audit reports were checked for accuracy. A project timeline
was developed to outline the action research process. For action
research, validation is enhanced by transparency in the process. A
timeline provides the dates of data collection, action points and the
change to practice as the project unfolded (McNiff, 2013).
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RESULTS

Cycle one

Results from the initial documentation audit found the SOAP(IE)
framework was not being consistently used by RNs in two medical
wards. The overall areas of inconsistency related to documenting
subjective data, assessment data, plans and evaluation (see Table 2,
below,)

The main findings from the survey, using SPSS data analysis
software, showed that although most of the nurses knew about the
SOAP(IE) framework (82.5 percent), 75 percent of them did not use
it for documentation. The results looked at the correlation between
years of experience, knowledge of how to apply the framework,
and putting the framework into use. Although 92 percent of the
respondents with 0-5 years’ experience knew how to apply the
framework, 75 percent did not use it for their documentation. Equally,
75 percent of the nurses with more than six years of experience who
had knowledge of the framework did not use it.

The findings also showed that over half the respondents learned
about the framework from their undergraduate education. Although
DHB policy specifies use of the SOAP(IE) framework, only 10 percent
learned about the framework from their workplace.

Most of the respondents reported that heavy workload (95 percent)
and time constraints (87.5 percent) were the main barriers in their
experience of documenting care. Most respondents also agreed that
lack of clear guidelines and interruption to direct hands-on patient
care also rated highly as barriers to documentation.

Cycle two
Following completion of the survey in cycle one, the researchers
reviewed the results and identified the need for collaboration with
senior nurses in the wards to provide the resources and leadership
needed to promote use of the SOAP(IE) framework. This formed
the basis for holding a focus group interview with the CNMs,
ACNMs and CNEs. The purpose of the focus group interview was
to provide feedback and reflect on the results. Heavy workload and
time constraints were found to be two of the main barriers to using
SOAP(IE) documentation. However, one of the CNEs suggested that
this “related to documentation in general and not specifically to using
the SOAP(IE) framework”,

The results indicated that even though nurses knew about the

Table 2. Results of cycle one SOAPE framework audit of

two medical wards

framework, they were unsure how to apply it to their documentation.
The participants in the focus group interview identified the need

for education and clear guidelines for nurses to refer to when
documenting. A plan was formulated to run in-service education
sessions, develop posters and ID tags and appoint the CNEs as
champions of the framework.

Cycle three

Following the action phase — implementing in-service education
sessions, posters and ID tags and appointing champions of the
framework — a second survey was completed. Twenty-two nurses
(response rate = 32 percent), a much smaller sample size than the
first survey (41 respondents) responded. All the participants had
knowledge of the SOAP(IE) framework, compared to 82.5 percent

in the first survey. Furthermore, 90 percent of participants stated

that they used the SOAP(IE) framework for their documentation

each shift. This compared to 25 percent of participants using the
framework in the first survey. However, due to the anonymity of the
participants, it is unclear whether these were the nurses who were
already using the framework. When asked about attendance at the
in-service education offered, 91 percent (n=20) had attended. When
the participants were asked if they had found the education beneficial
in helping them understand and use the SOAP(IE) framework, 72
percent agreed they were, while 17 percent did not find the education
beneficial.

DISCUSSION

Documentation is a professional and legal requirement for all health
professionals (Blair & Smith, 2012; Okaisu et al., 2014). Accurate
and comprehensive documentation has been described as a tool
that provides communication between health professionals for the
delivery of safe patient care (Beach & Oates, 2014; Blair & Smith,
2012; McCarthy et al., 2019; Okaisu, et al., 2014; Prideaux, 2011;
Tower et al., 2012). A poor standard of documentation leads to a
breakdown of communication between health professionals, which
ultimately can compromise patient safety (Tower et al., 2012). One of
the ways identified to ensure documentation is comprehensive and
accurate is using the SOAP(IE) documentation framework (Blair &
Smith, 2012).

One of the major findings of this research is that nurses need
clear guidelines on how to implement the SOAP(IE) framework
when documenting patient care. A lack of clear guidelines
has been identified in the literature as an issue related to
poor documentation (Blair & Smith, 2012; Okaisu et al.,
2014; Prideaux, 2011). The DHB policy specifies SOAP(IE)
as the required framework for documentation; however, the
findings of this study demonstrate that only 10 percent of the
participants learned about the framework through the DHB,

and generally this was through other nursing colleagues.

Most of the participants learned about the SOAP(IE)

framework from their undergraduate nursing education. This
finding highlighted the need for education on the use of the

framework and a plan was developed to structure in-service
education sessions to improve RNs’ understanding of the

framework. Govranos & Newton (2014) identified factors that
need to be considered when planning in-service education,

Framework Percentage of RNs using aspect of framework
sections in documentation

Ward A Ward B Overall
S: Subjective data 60 100 80
0: Objective data 100 100 100
A: Assessment/analysis 40 100 70
data
P: Plan 53 53 53
I: Implementation Not included Not included -

in audit tool in audit tool
E: Evaluation 100 40

such as time, resources, the culture of the workplace and the
support of managers, to ensure the learning is successful.
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CNMs, ACNMs and CNEs were all part of the focus group interview
during the planning stage, which confirmed their support for the
provision of on-going education and practice improvement. Short,
regular education sessions, delivered at times during shifts when
nurses were best able to attend, were run by the CNEs to teach
nurses about the framework. During the in-service sessions, nurses
could ask questions and give suggestions to help improve their use
of the framework. Participants suggested that having some examples
of the framework would help and therefore posters were developed
and displayed in ward offices as exemplars. Pocket-sized ID tags
outlining the framework were also developed for quick reference.

The focus group also emphasised that nurses could become
“champions”, to promote and assist other nurses with implementation
of the framework. The CNEs took on this role and were available to
nurses for advice and guidance. Ploeg et al. (2010) describe nurse
champions as persuasive leaders who influence best practice by
sharing information through education and mentoring. Champions are
described as transformational leaders, having enthusiasm and vision
as distinguishing features (Thomson et al., 2006). Even though there
was a lower response rate to the second survey, 72 percent reported
they found the education beneficial, increasing their knowledge
of how to use the SOAP(IE) framework. The post-education audit
showed use of the framework had increased from 75 percent to 90
percent, indicating the in-service education was successful. There
is a lack of current literature that evaluates whether the knowledge
gained from in-service education transfers to clinical practice; this is
an area identified for further research. However, Clark et al. (2015)
suggest a positive organisational culture and a supportive learning
environment are needed to improve patient care.

The findings from this study indicate that heavy workloads and
time constraints are among the main barriers to documentation.
This is supported in the literature (Blair & Smith, 2012; Donohoe,
2015; Okaisu et al., 2014; Prideaux, 2011). Participants described
documentation as “an interruption to hands-on patient care”, which
was also reported by Donohoe (2015). However, the participants
all agreed that documentation was a high priority in their workload.
These views were related to documentation in general and not
specifically to the use of the SOAP(IE) framework.

LIMITATIONS

This research was limited to two medical wards in one DHB and
the sample size was small, therefore further research across other
areas would be necessary to ascertain whether this documentation

framework is understood and used consistently. A further limitation
relates to the results of the second online survey. It is unknown who
the respondents were and whether they were the nurses already
familiar with and using the framework from the first survey. The small
sample size also limits the value of the data collected.

RECOMMENDATIONS FOR PRACTICE

The findings of this study indicate that on-going education and
support are essential for the promotion of practice change. Continued
support from management to provide resources to promote the use
of the SOAP(IE) framework is essential. Champions of the framework
are key to educating and promoting the framework and ongoing
regular education sessions to support nurses to use the framework
will enable accurate and comprehensive nursing documentation.
Continued documentation audits will provide evidence of the quality
and accuracy of nursing documentation and the use of the SOAP(IE)
framework, and results should be disseminated to ward staff.

CONCLUSION

The aim of this collaborative action research project was to promote
the use of the SOAP(IE) documentation framework in medical nurses’
practice in a DHB. Although this was a small study, the results
indicate increased use of the SOAP(IE) framework and improved
nursing documentation.

Nurses describe documentation as a key priority of their
nursing care; however, the main barriers of heavy workloads,
time constraints, interruptions to hands-on care and a lack of
understanding/guidelines of how to apply the SOAP(IE) framework
impacted on the standard of nursing documentation. Implementation
of in-service education, providing guidelines on the framework
through posters and ID tags and appointing nurse champions have
promoted the use of SOAP(IE), resulting in more comprehensive and
accurate nursing documentation.
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APPENDIX

Appendix 1. Survey questions

1) How long ago did you graduate/register as a nurse?

2) What is your highest nursing qualification?

5 4 3
Masters Postgraduate Postgraduate
(nursing, diploma certificate

health science)

2 1
Bachelor of nursing Registered nurse
(undergraduate (hospital trained,
degree) comprehensive or
diploma)

3) Do you know about the SOAP(IE) documentation framework?
a. Yes
b. No

4) Please explain how you know about this framework.

a. Yes
b. No

5) Do you know how to apply this framework when documenting patient care?

6) Do you use the SOAP(IE) framework?
a. Yes
b. No

If “Yes”, how effective is it for you? Please explain.

If “No”, describe the framework you use.

continues over page
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7) In your workload, how important do you rate documentation of patient care?

5 4 3 2 1
High priority Priority Neither or N/A Low priority Not a priority
8) Please rate the following barriers in regard to your experience of documenting patient care:
Heavy workload
5 4 3 2 1
Strongly agree Agree Neither or N/A Disagree Strongly disagree
Time constraints

5 4 3 2 1
Strongly agree Agree Neither or N/A Disagree Strongly disagree

Lack of clear guidelines

5 4 3 2 1
Strongly agree Agree Neither or N/A Disagree Strongly disagree

Interruption to direct hands-on patient care

5 4 3 2 1
Strongly agree Agree Neither or N/A Disagree Strongly disagree

Please add any other barriers you may have experienced.
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PATIENT SAFETY LEADERSHIP
WALK ROUNDS: LESSONS
LEARNED FROM A
MIXED-METHODS EVALUATION

ABSTRACT

Aim: This evaluation, undertaken in 2019, aimed to assess the impact
of a patient safety leadership walk rounds (PSLWR) programme
implemented in a hospital in Auckland, New Zealand, and to provide
useful recommendations for programme improvement.

Background: A PSLWR is a safety initiative that aims to connect
leaders with the frontline services of their hospitals, raising visibility of
challenges in frontline care. This PSLWR programme involved senior
leaders and other departmental representatives going out to wards to
conduct staff and patient interviews to capture experiences, alongside
an environmental assessment.

Method: This non-experimental outcome evaluation design

applied a mixed-methods approach. This included an international
literature search, semi-structured interviews with 25 staff, analysis

of programme data, action follow-up assessments and evaluative
observations of the PSLWRs.

Findings: Findings showed that PSLWRs have the potential to

have a significant positive impact on some areas of patient and

staff experiences of care. These include promoting awareness of

and accountability for patient and staff safety, building safer ward
environments, promoting a positive culture of monitoring and
evaluation, and increasing visibility of people and processes. PSLWRs
are also a useful tool to help organisations identify and address
problems persisting in their care environment, but they cannot be
completed in isolation from other organisational monitoring and without
dedicated leadership time.

Conclusion: The overall effectiveness of a PSLWR programme very
much depends on the way it is implemented. Eight recommendations
are presented which should help to inform the development and
implementation of similar programmes across the patient safety
sphere.

This article was accepted for publication in October 2020.

KEY WORDS

Patient, safety, leadership, walk round, evaluation.

INTRODUCTION

afety rounds, executive walk rounds, patient safety walk rounds
Sand many other terms refer to the process of senior leaders

from across a health organisation coming together to review the
frontline to “connect senior leadership to patient safety and to incul-

cate safety ideas into the health care system” (Frankel et al., 2003,
pg. 17). Anurse-led patient safety leadership walk round (PSLWR)
programme was designed and implemented at Counties Manukau
Health (CM Health) in Auckland, New Zealand.This article presents
this PSLWR programme, along with findings and insights from an
evaluation of the programme after five years of implementation.

Kai Tiaki Nursing Research

November 2020 vol 11 no 1



BACKGROUND

The primary goal of PSLWRs is to improve patient safety culture
across staff and services. “Safety culture encompasses a group’s
shared values, assumptions, attitudes and patterns of behaviour
regarding safety” (Singer & Tucker, 2014, p. 789). Safety culture is
complex. Itis typically characterised by multiple different subcultures
and very much depends on local context (Hardy, 2013; Wailling et
al.,, 2019). In health care, it is generally accepted that if staff perceive
the organisation puts a high priority on safety, and that patient safety
outcomes are positive, then there is a strong safety culture (Singer &
Tucker, 2014).

There is clear evidence that “a strong culture of safety is necessary
to deliver reliably safe care” (Singer & Tucker, 2014, pg. 789).
Providing reliably safe care means there is consistent delivery of
high-quality care that minimises risks of unnecessary harm. Hence,
having an intervention that can potentially improve safety culture
could be of immense value to the health-care sector. A number of
systematic reviews indicated that reviewed PSLWRs were associated
with improvements in reported patient safety culture (Girerd-
Genessay & Michel, 2015; Morello et al., 2013; Sexton et al., 2014).
Singer and Tucker (2014) state that “safety rounds not only offer
opportunities to fix specific problems identified but also to improve
safety culture more generally by building trust, understanding and
accountability for safety up and down the organisational hierarchy”
(p. 789). This indicates that PSLWRs have the potential to positively
impact safety culture, reduce patient safety risks, and improve risk
response actions at the hospital unit level (Schwendimann et al.,
2013).

This PSLWR programme began in June 2014 across the clinical
areas of Middlemore Hospital and its satellite sites. The PSLWRs
were set up to better understand staff and patients’ experiences
of care, and to increase visibility of care to senior leadership, in
the wake of the Francis Report (2013), which detailed findings of
extremely poor and concerning care at Mid Staffordshire Hospital
in the United Kingdom (UK). Under direction from the Middlemore
Hospital executive leadership team and the director of nursing, a
working group of clinical nurse directors, charge nurse managers
(CNMs), quality improvement specialists and a consumer
representative was set up to develop and test a process for PSLWRSs.
The PSLWRs have been adapted in response to feedback across
their years of operation.

The PSLWRs involve six to 10 staff coming together as a team
of reviewers to see a pre-determined area on a set day and time.
The composition of the team varies between PSLWRs; however,
in principle, a mix of executive leaders, quality improvement
staff, CNMs, and clinical and non-clinical managers are invited.
The reviewers are briefed by the PSLWR coordinator and split
into three groups. The first group interviews ward staff and the
second group interviews patients. The questions were designed to
understand people’s thoughts, feelings and experiences of working,
or being cared for, on the ward. The third group reviews the ward
environment, using a revised version of the UK National Health
Service (NHS) 15 Steps Challenge tool. This tool was developed in
response to a mother’'s comment: “/ can tell what kind of care my
daughter is going to get within 15 steps of walking onto every new
ward” (NHS England, 2017).

The PSLWR programme uses an appreciative inquiry framework

to guide its interactions with staff and services. Appreciative inquiry
focuses on a positive and strengths-based model of feedback and
improvement to introduce change (Sandars & Murdoch-Eaton, 2017).
Working with individuals and groups, appreciative inquiry focuses on
what is already working well. Problems or weaknesses are framed
into opportunities where strengths can be developed. Appreciative
inquiry has been shown to increase engagement, positive attitudes
and overall commitment to change (Sandars & Murdoch-Eaton).

In the PSLWRs, feedback is given through this framework to ward
managers and staff in a post-review huddle that occurs immediately
after the walk round. In a review of existing PSLWR programmes
internationally, the explicit use of an appreciative inquiry approach
appears unique to this PSLWR initiative.

EVALUATION AIMS

An evaluation of this PSLWR programme was undertaken in 2019.
The purpose of the evaluation was to assess the impact of PSLWRs
and support and inform long-term decision-making about the
programme.

The following five questions guided the evaluation:

1) Do PSLWRs contribute to improved patient and staff
experiences of care?

2) Do PSLWRs contribute to increased sense of ownership among
charge nurse managers (CNMs) for processes related to safety
and culture?

3) To what extent do PSLWRs help reduce variation in quality
processes among participating wards?

4) How have PSLWRs contributed to acceptance of a culture of
monitoring and evaluation?

5) Do PSLWRs help increase visibility of care and ward
management/operations for executive management?

METHODOLOGY

This non-experimental outcome evaluation design applied a mixed
methods approach. Data collection methods included:

1) An international literature search to collect previous research
on, and evaluation of other implementations of PSLWRs or other
similar patient-safety initiatives.

2) Semi-structured interviews with 25 staff, including 10 CNMs,
10 PSLWR reviewers and 5 PSLWR coordinators and sponsors.
These were face-to-face interviews, conducted onsite for
approximately 45 minutes.

3) Collection and analysis of historical (2014-2018) and current
(2019) PSLWR response data. This qualitative and quantitative
response data was collected from patients, staff, and about the
environment, during the PSLWRs themselves. The 19 wards that
underwent a PSLWR in 2019 had their historical data entered.

4) CNM action follow-up (AFU) assessments. These occurred
approximately one month after a PSLWR had occurred on a CNM'’s
ward. The action follow-up was a brief semi-structured phone
interview. Any actions mentioned during the interview were verified
by evaluators through checking documents, organisational logs
and registers, as well as on-ward observational checks.

5) Evaluative observations of PSLWRs. An observation template
was used to guide evaluators to assess the reception of the
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PSLWR monitoring and evaluation by
the ward and its staff, alongside the 1009
way the PSLWRs were conducted. Four ° 90-00% o
observations of 2019 PSLWRs were 90% '
conducted. g 80% - 81.56%
Braun and Clarke's (2012) six-step S 70% — 75.00%
method for thematic analysis was used to g 60% | 53.33% 65.71%
identify, analyse and interpret qualitative %S 50%
data. Descriptive statistics were used for S 40%
the quantitative data. Frequencies and g 3001
proportions were presented at each time ] °
point, and trends were examined to see if & 20%
there was any change from baseline. Chi- 10%
square and fisher exact tests were used to 0% : ‘ : ‘ : ‘
identify which groups differed significantly 2014 2015 2016 2017 2018 2019
in their responses. Statistical significance (n=30) (n=35) (n=24) (n=30) (n=50) (n=141)
of 5 percent level was used. Analysis was Year

conducted using OpenEpi (Dean, Sullivan
& Soe, 2013) and SAS version 9.4. (Cary,
2014). No wards or individuals are identified
in this publication.

ETHICS

This evaluation was ethically reviewed and approved by the New
Zealand Ethics Committee (NZEC Application 2019_15).

Though this research was non-interventional, particular risks
concerning the vulnerability of staff participants when sharing
criticisms, and the potential repercussions for their roles and
relationships, were highlighted by the committee. Evaluators
explained that criticisms of individual staff were excluded from
evaluation findings and the participant information sheet (PIS)
was modified to make clear to participants that the programme
and general safety culture were the focus of the evaluation. If any
clinical practice issues were raised, they had to be referred to the
appropriate avenue, typically CNMs, for action and reporting. In the
course of this evaluation, no issues pertaining to the clinical practice
of staff requiring CNM involvement were raised.

Additionally, risks of staff being able to identify each other’s
experiences were raised by the ethics committee. While the research
participants were a small group, the total population of hospital staff
was more than 7000. Evaluators argued that identifying roles was

Table 1. Quantities of data collected

Data item

PSLWR 15 Steps templates 77
PSLWR staff templates 449
PSLWR patient templates 371
Action follow-ups 14
Interview 25

Observations of PSLWRs

Figure 1. Percentage of staff who reported feeling safe in their

workplace across the whole day

pertinent to evaluation discussion, and that staff anonymity could
not be protected further. The risks were made clear to evaluation
participants in the PIS and consent documentation.

FINDINGS

Quantities of data collected are outlined in Table 1 below. Findings
from all data sources have been integrated and are presented in four
sections which align with the evaluation questions.

Patient and staff
experiences of care

Staff experiences of care

PSLWR data findings show that perceived staff safety has
significantly improved over the PSLWR implementation period,
though with no significant differences across different staff roles
(p=0.218). As illustrated in Figure 1 (above), staff were 2.56 times
more likely to report feeling safe in their workplace in 2019 (81.6
percent), compared to 2014 (63.3 percent), (OR [95% Cl] =2.56
[1.09, 6.03]; p=0.007). This suggests that the PSLWRs may have
contributed to staff feeling safer in their workplace.

There were no other significant changes in staff experiences.
Levels of staff satisfaction did not change significantly (p=0.454),
ranging from a minimum of 68.0 per cent of staff feeling positive
about coming into work in 2014, to a maximum of 88.5 per cent in
2015. Staff were 2.22 times more likely to feel positive about their
grandmother or close relative being cared for in their area in 2019
than in 2014. However, the observed increase in positive responses
is not significant (p=0.059).

Patient experiences of care

Patient responses to PSLWR interviews also showed some
significant changes. Being cared for by a health-literate service that
enables patients to understand their care and treatment is important
for positive patient experiences. Patients were significantly more
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likely to report receiving an explanation that was understandable
in 2019 (92.4 percent) when compared to 2014 (84.4 percent) (OR
[95% Cl] =2.25[0.68, 7.42]; p=0.029):

“Every time the team sees me, they tell me what is happening
with my treatment. This boosts me. | feel comfortable when
they explain treatment decisions to me”. (PSLWR patient
respondent)

There was no significant difference in responses by ethnicity
(p=0.544).

There were also significant values that showed negative changes
in patient experiences. Patients in 2019 were 44 per cent less likely
(OR[95% Cl] = 0.56 [0.24,1.34]; p=0.001) to report knowing who was
caring for them than they were in 2014. Knowing who is caring for
them is an important aspect of care and staff-patient relationships
that helps patients have more positive experiences:

“I don’t know who is caring for me. | had three different people
come in today”. (PSLWR patient respondent).

A patient interviewed in 2019 was also 53 percent less likely
(OR [95% CI] =0.47 [0.21, 1.06]; p=0.045) to describe a positive
admission experience (40.8 percent) compared to patients
interviewed in 2014 (59.4 percent). It is important to note that
admission in itself is often a stressful and painful time for patients,
depending on their situation and condition. However, a significant
increase in the level of negative responses across both these
indicators suggests there is a persisting issue.

Overall, there was variance in how PSLWRs affected staff and
patient experiences of care. However, they do appear valuable in
helping to identify issues that may not have previously been known
about.

CNM ownership of safety and culture

Awareness and accountability

CNM interview participants emphasised that the PSLWR review
process had improved their awareness of what was expected in
terms of safety and quality of care at ward level. This awareness,

in turn, made CNMs feel more accountable for ward-level initiatives
such as posters, resource boards and patient-status boards. But
CNMs feel this has not necessarily translated into actual changes in
the work environment:

“I think they've given me a heightened awareness of the stuff
that I've talked about around the quality side of things. | don't
think they've necessarily changed what | do; I think that they
have perhaps maybe focussed on some things that perhaps |
wouldn’t have necessarily focused, so | quess that is probably
the change’. (CNM)

An external perspective

CNM interview participants described how having external reviewers
come into their areas helped them identify issues and improvements
which might be overlooked in the mundanity of everyday ward
management:

“I think it helps us. It's a good thing. Because we’re here every
day, there’s things we don't really see that need changing,
improvement; independent people from outside see things in
a different light. Two of us can see exactly the same thing and

have two different perspectives”. (CNM)

Some CNMs felt that having issues identified by external reviewers
gave them a reason for requesting maintenance and escalating
issues:

“... we could actually justify and say that we need our wall
painted because the leadership ... identified [it]". (CNM)

But other CNMs favoured shifting towards a process based on
peer review, indicating that sharing perspectives with fellow charge
nurses and clinical staff would be more valuable to them. The
appreciative inquiry approach was used in the review huddle of all
four observed PSLWRs for the evaluation, and CNMs highlighted
that having feedback delivered to them in this way made it easier to
accept external perspectives and criticism.

Limited actionability and continuity of feedback

CNM interview participants felt the limited actionability of PSLWR
recommendations restricted their ability to make positive change to
their wards’ safety and culture. They felt that the PSLWRs were only
a “one-off” interaction with their wards, without the continuity of long-
term monitoring and support:

“It's almost like, let’s go have a walk round, have a look, here’s
your feedback and that’s it until such time”. (CNM)

As illustrated in Figure 2 (see p28), of 32 improvement
recommendations identified in the action follow-ups, 15 (47 percent)
were fully resolved, eight (25 percent) in progress or partially
resolved, and nine (28 percent) not actioned or resolved. ltems
were coded to aggregate common recommendations. Excluding
single outcomes, sanitation (eg cleaning and having hand sanitiser
available) and environment (eg repainting, fixing doors) items were
the most frequently resolved. Conversely, recommendations about
patient information (eg having the right information displayed and
keeping patient notes secure) were the most unresolved items.

Feedback from wards about the implementation of
recommendations was not always made available to the reviewers
and coordinators, making it difficult to assess whether any changes
had occurred because of the PSLWRs:

“I think there is not enough joining up of the observations
across the organisation ...There’s not an action plan with time
frames and people responsible, and then a review of ‘did you
manage to change things or not?’” (Reviewer)

Scope for merging with existing monitoring programmes was
identified, to build a more comprehensive and useful picture of the
quality and safety of care being provided in the organisation.

Ward quality processes
Ward quality processes help ensure safe, high-quality care is
provided to patients. No specific ward quality processes or measures
were provided by the programme team. Evaluators decided to use
percentage of wards meeting the expectation of being safe and well-
maintained as a measure of variability in ward quality processes.
Akey expectation of wards is that they are safe and well-
maintained. In a question introduced to the PSLWR 15 steps
template in 2016, reviewers are asked to assess the ward and
identify any obvious safety risks. The expectation is that no safety
risks to patients or staff exist. Figure 3 (p28) shows a significant (OR
[95% ClI] = 0.47 [0.21, 1.06]; p=0.004) decrease in the percentage of
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wards assessed that had an
obvious safety risk identified
by the PSLWR reviewers,
from 87.5 percent in 2016 to
33.3 percent in 2019.

This suggests that
the PSLWRs may have
contributed to reducing
variation in environmental
safety processes across
wards, helping wards
become safer. However
there was no significant
difference in the percentage
of wards that were
described by reviewers
as being well-maintained
(p=0.844).

Though PSLWRs appear

[ Resolved (n=15)

Resources (n=1)
Sanitation (n=4)
Environment (n=16)
Staff practice (n=6)

Patient information (n=4)

D Partially resolved/in progress

[ ] Unresolved

—

Safety plans (n=1)

Total (n=32)

—_—

0% 10%

20% 30%

40%

50%

Figure 2. Action follow-up assessment outcomes (n=32)

60%

70% 80% 90%  100%

to promote better ward quality processes for environmental safety,
further research into how they affect other ward quality processes is

still needed.

Culture of monitoring and evaluation

Monitoring has been a positive experience

Qualitative findings suggest that overall, the monitoring and
evaluation associated with the PSLWRs has been positively received.
Participants from all three interview groups showed gratitude for

the appreciative inquiry approach and discussed how important
positively-framed feedback is. CNMs felt that having their feedback
framed in such a positive manner made them feel safe, engaged,
more amenable to feedback and more motivated to make changes:

“It's a nice, safe environment to get the feedback, and how
you sit in the room and the people that are giving the feedback
give it in such a positive manner... they tell you what they

really enjoyed, but [they] just say 'if there was to be a slight
improvement’, they choose the right words [so] that you're
quite receptive, rather than getting defensive”. (CNM)

The appreciative inquiry approach has helped initial feelings of
uncertainty and fear amongst CNMs and ward staff to dissipate,
and enabled the PSLWR to become a safe feedback process.
Some CNMs felt the PSLWRs had made it easier to accept
the monitoring associated with more extensive monitoring

programmes:

“I must admit, if I'd had to do [other monitoring programme]
before the walk round, | probably would’ve been unsure of

what to do”. (CNM)

A widespread concern raised by interview and action follow-up
participants was the authenticity of the PSLWR observations, given
wards know when the PSLWR is scheduled:

“I know for a fact that my charge nurse is like ‘I've got walk
around today, we’re busy tidying everything up, making sure
itis all in the right place’. They let the staff know that they're
coming. From that perspective, it's very staged; it’s like
making sure the house is tidy because you know the visitors

are coming”. (coordinator/sponsor)

CNMs felt that knowing when the PSLWRs were coming produced
less feedback and improvement recommendations. All three
participant interview groups preferred unannounced visits.

Retaining the positive and safe feedback process was important
to participants and would need to be a key consideration in any
modified or integrated version of the PSLWRs.

Organisational monitoring is burdensome
A significant point of discussion across all participants was the

PSLWR’s relationship to other organisational monitoring. Participants,

especially CNMs, stressed that the organisation placed a substantial
burden on clinical staff and areas through monitoring:

“Itis a lot sometimes ... from mid last year to now we had
lots of audits and lots of organisational walk rounds ... it’s like,
make sure that we are maintaining this, maintaining that” .

(CNM)

100%
90%
80%

87.50%

80.00%

66.67%

70%
60%
50%
40%
30%
20%
10%

0%

Percentage of wards

\

33.33%

2016
(n=8)

2017
(n=5)

2018
(n=12)

Year

2019
(n=18)

Figure 3. Percentage of wards in which an ‘obvious

safety risk to patients or staff’ was identified
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The time burden associated with PSLWRs was reflected in the
observations. Reviewers appeared to choose staff randomly, asking
them first if they were free to talk for “five minutes”. However, the
observed interviews were 10-15 minutes long. This included time
(5-10 minutes) where some reviewers asked their own questions that
were not on the PSLWR staff interview template.

CNM interview participants felt that duplication of data collection
and the lack of integration across numerous monitoring initiatives
meant their already limited clinical time was continuously being
wasted. Though PSLWRs appear to positively contribute to a good
culture of monitoring and evaluation, participant responses suggest
that monitoring and evaluation would be more readily accepted if
it were more efficient and effective, with clarity of purpose and no
duplication of data collection across monitoring programmes.

Visibility of care and ward operations to
executive management

Increased visibility across people and processes

Reviewers felt that having the opportunity to immerse themselves
in the ward and clinical environments provided them with a new
perspective and an understanding of the realities clinical areas are
facing in the current health climate:

“..it's really good to get back [to clinical areas] and see
what’s going on, and to interact with patients and staff ...
[it] gives you different perspectives on what goes on in the
organisation ... ". (Reviewer)

For reviewers in executive roles, hearing the thoughts and feelings
of staff was of particular value. They commented that there is limited
monitoring of staff satisfaction and culture across the organisation,
and therefore the PSLWRs provide valuable insight into staff views.
Reviewers also highlighted how the PSLWRs supported their
professional visibility as workplace leaders. This increase in
professional visibility was mentioned by all the reviewers interviewed:

“... for me it is important because I get to get out and be
visible as a leader”. (Reviewer)

Leadership participation

How often executive managers actually take partin PSLWRs is a
key consideration when looking at whether the walk rounds help
increase the visibility of care and ward management/operations
to these managers. However, as with many senior staff in health
organisations, they have significant demands on their time.

Across the 75 PSLWRs examined in this study, there were 517
reviewers, with a median of seven reviewers per PSLWR. Of the
517 reviewers, 63 (12 percent) were from executive management.
PSLWR data presented in Figure 4 (below) shows there were fewer
PSLWRs with executive management reviewers in 2019 (53 percent
of PSLWRs) compared to the first year of the programme (91 percnt
of PSLWRs), (OR [95% Cl] = 0.11[0.012, 1.05]; p=0.02).

There was also a significant (OR [95% CI] = 0.238, [0.042, 1.36];
p=0.036) decrease in the number of unique executive management
staff who participated in the PSLWR programme. These results
account for changes in membership of reviewer teams across the
five-year period. Although leaders described gaining some visibility
and insights from the PSLWRs, decreasing participation likely
diminishes this effect across executive management:

“I think it should continue because it’s really valuable [for]
people at the front line ... [but] you just get nurse educators,
you get some [non-clinical staff] ... but nurses need to see
the managers, they need to see the CEOQ, they need to see
the director of nursing, they need to see that somebody cared
about them and came to the ward to check and talk to them.”
(CNM)

Reviewers also suggested that more operational support was
required to ensure long-term sustainability of the programme.

PSLWRs help make leaders more visible and provide them with
better oversight of care and ward operations. However, it is crucial
that the organisation ensures executive leaders have dedicated time
to participate, so the right leaders experience the visibility benefits.

Interacting with other staff was the
primary reason stated by reviewers 100%
for their participation, and intention to 90°% 1%
continue to participate in the PSLWR ,
programme. Reviewers described § 80%
various benefits of increased professional s 0% \L\ 64%
visibility, including getting better staff g 60% 53
engagement within their role, being S 50% "
recognised, and being “in touch” with their S 40% 36%
clinical areas. Charge nurse managers E . 38%
also indicated that they appreciated the g 30%
increased visibility of leadership that & 20%
PSLWRs facilitated: 10%

‘1 do like the fact that we have 0% 2014 2015 206 | 2017 | 2018 | 2019 |
people coming in to look at the (n=11) (n=9) (n=11) (n=11) (n=13) (n=19)
ward that don’t usually visit the Year
ward as well. Sometimes it's those

opportunities that you actually get
to see the executive team, which is
great; it keeps you in touch”. (CNM)

Figure 4. Percentage of walk rounds with at least one executive

management member present
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DISCUSSION

Established and emerging evidence, including that specifically
related to PSLWRs, present theories and findings that are relevant to
consider in the evaluation of this PSLWR programme.

Safety and the appreciative inquiry approach
Safety is one of the most dominant paradigms in health care. How a
health-care organisation ensures the safety of its staff and patients
can be challenging and complex. Safety-l and Safety-Il are two
alternative theories of creating safety. Safety-| considers safety
purely as an absence of errors and failure. With health organisations
and systems now more complex, contemporary theorists argue for a
shift to Safety-Il, which focuses on “creating successes rather than
eliminating failures” (Smaggus, 2019, p. 667). Smaggus also argues
that Safety-Il builds a culture where the focus is on how clinical staff
“create safe, high-quality care though adaptation, improvisation and
dedication” (p. 667). The appreciative inquiry approach undertaken in
this PSLWR programme aligns the programme with Safety-Il theory.
As shown in the quotations in these findings, and in the literature,
the appreciative inquiry approach has helped CNMs trust the
organisation (McSherry et al., 2018) and increased their overall
commitment to change (Sandars et al., 2017). Therefore, we argue
that focusing on everyday success and achievement through the
appreciative inquiry approach, in addition to exploring challenges and
areas for improvement, is a step in the right direction. However, the
appreciative inquiry framework has wider application to PSLWRs than
just the positive language framework. It could be a valuable tool for
developing solutions and implementing change in clinical areas.
Elements of the appreciative inquiry approach are also present in
safety culture literature. Neto and colleagues (2017) point out that for
an organisation to have positive safety culture, it must ensure that:

1) All workers take responsibility for their own safety, as well as for
their colleagues, patients and family.

2) Security is prioritised over financial and operational goals.

3) Identification, reporting and resolution of security-related
problems is encouraged and rewarded.

4) The organisation learns from safety incidents.

5) Resources, structure and accountability for effective
maintenance of security are provided.

The PSLWRs present opportunities to deliver on items 1, 3, 4 and
5. Though there was some evidence of item 1 being implemented
in this evaluation, increases in some negative patient experiences
and no change in staff satisfaction suggests there is still work to be
done. The appreciative inquiry approach successfully supports item
3; however, this evaluation has highlighted there is the opportunity to
improve how organisational learning and accountability (items 4 and
5) is supported through the programme. Currently, it is likely that the
same issues are being discretely identified and resolved in individual
areas. If a PSLWR programme wants to work on the prevention of
issues, then supporting organisational learning is a must (Tucker
& Edmonson, 2003). Frankel and colleagues (2005) argue that
implementing a system or process that supports allocation of
responsibility and accountability for change, and enables monitoring
of changes over time is key to effective PSLWRs. Implementing such
a process in our PSLWR programme would enable collaboration
on solutions and support organisational learning. However,

consideration of the operational resources and support required to
ensure programme sustainability is needed.

Considerations for successful PSLWRs

There are a number of factors that case studies and evaluations
have highlighted as being critical to implementing successful
PSLWRs. Together, Martin and colleagues (2014), Zimmerman and
colleagues (2008) and Singer and Tucker (2014) give us a list of key
considerations for effective PSLWRs:

1) Advanced scheduling to ensure consistent attendance in the
face of competing demands.

2) High intensity of exposure to PSLWRs.
3) The willingness of frontline workers to speak up.

4) Having scripted questions provided to staff in advance to give
them time to think about their answers.

5) Senior managers’ understanding and engagement with safety
rounds.

6) Define a clear process and accountability for resolution of issues
identified in the PSLWRs.

7) Giving areas the opportunity to communicate their actions
and resolutions regarding issues raised in the PSLWRs to the
conductors and wider organisation.

8) Provide easy-to-understand reporting to disseminate PSLWR
findings and solutions.

Though not all these items have been raised in the evaluation
findings, there are some key discussion points to be had.
Te Tiriti o Waitangi
Firstly, though it is not presented in PSLWR literature, in a New
Zealand context it is pertinent that any health-care programme takes
into consideration Te Tiriti 0 Waitangi, as outlined in the Ministry
of Health’s (MoH) commitment to fulfilment (MoH, 2019). This
evaluation did not identify any explicit consideration of Te Tiriti or te
ao Maori (the Maori worldview) in the development or implementation
of the PSLWRs. Collection of patient ethnicity in the most recent
year of the programme (2019) provided some insights, but limited
Maori participation meant no significant conclusions could be drawn.
Maori review of the process, tools and data is necessary to ensure
a programme that is dedicated to reducing inequities and meets our
Crown obligations under Te Tiriti 0 Waitangi.

Balancing frequency and monitoring burden

Thomas et al (2005) suggest that a dose-response relationship exists
between PSLWRs and safety culture; that PSLWRs “may need to

be conducted more frequently, address a broader range of topics,
address a larger audience during rounds, or occur for a longer duration
... to have an impact on overall unit safety [culture]” (p.7). While

this may be important to support follow-up and action on PSLWR
recommendations, increased frequency of PSLWR visits in isolation is
not an appropriate solution when staff already feel overburdened with
monitoring. What needs to occur is the prioritisation and integration of
multiple programmes across the patient-safety sphere to produce a
coherent and effective programme that reduces the burden on clinical
services, but ensures effective monitoring and evaluation of safety
issues, recommendations and actions.

Implementing unannounced visits
Contrary to walk round literature, our evaluation has shown that
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having PSLWR and other monitoring programmes as unannounced
visits may have some benefits, including offering a more realistic
snapshot of the ward. This suggests that advanced scheduling may
only be beneficial to reviewers. The UK National Health Service
15-Steps programme (on which the PSLWR 15 steps template is
based) recommends unannounced visits (NHS, 2017). However,
there needs to be consideration of how unannounced visiting could
potentially impact on the burden of monitoring discussed by CNMs.

There is limited literature on unannounced visiting or auditing,
particularly in a health context. A randomised control trial of
announced and unannounced surveys in a hospital setting found
no significant differences in each method's effectiveness in
detecting quality issues (Ehlers et al., 2017). A systematic review
and exploratory study comparing unannounced and announced
inspections in Dutch nursing homes (Klerks et al., 2013) stated that
announced inspections are still the preferred option when assessing
both the organisation and its preconditions for good care. However,
unannounced visits make risks more visible and reduce the burden of
monitoring for the organisation, and a combination of announced and
unannounced visits is likely to provide the best overall view of care
(Klerks et al.).

If there truly is no significant difference between announced and
unannounced visits in their ability to identify quality issues, then
other benefits should be considered. If unannounced visiting does
reduce monitoring burden, unannounced visits may be the best
choice. However, it remains to be seen if this is exclusively for the
organisation, or also for the staff being monitored. Furthermore,
research in aged residential care may not completely reflect the
issues and demands of inpatient wards. Klerks and colleagues’
(2013) systematic review only identified three relevant articles,
and the limited other research highlights a need for further study
of the true differences between announced and unannounced
visits. For now, codesigning a monitoring plan with staff, taking into
consideration local context, is likely to create the best solution that
works for both the organisation and its staff.

Leadership participation and team composition
Leadership attendance is also a pertinent issue in this discussion,
as significant declines in leadership participation were found in
this evaluation. In the hospital it investigated, the Francis Report
(2013) identified an absence of systems and processes to enable
leadership to be clearly aware of organisational performance against
safety and quality standards. The aim of implementing PSLWRs at
Middlemore Hospital was to ensure those processes were in place.
Having executives actively participate in PSLWRs, demonstrating
commitment to the programme and accountability for patient safety, is
critical for PSLWRs to enact positive change (Singer & Tucker, 2014).
However, it should also be considered whether senior leaders
are the right people to be participating if the goal of PSWLRs is to
improve safety. In this evaluation, CNMs indicated they would prefer
a peer-review approach. Additionally, the finding that executive
leaders’ participation has decreased, but perceived staff safety has
increased, suggests that the remaining middle management and
peers who comprise the review team (as outlined in the background)
are valuable in terms of building safety. The concept of distributed
leadership suggests that leadership is associated with activities
rather than roles and positions (Fitzgerald et al., 2013).The use of
distributed leadership to enhance safety is well-evidenced across the
literature, including in New Zealand (Horsley et al., 2019). Evaluating

our organisation with a distributive leadership lens may provide
insights into how to better build PSLWR review teams based on
relevant activities, rather than roles and positions. But the value that
CNMs described from seeing executive leaders on the frontline still
needs to be considered.

CONCLUSION AND RECOMMENDATIONS

Evaluating this PSLWR programme has shown the overall
effectiveness of PSLWRs very much depends on the way they are
implemented. PSLWRs have the potential to have a positive impact
on patient and staff experiences of care, to promote awareness
and accountability for patient and staff safety, to build safer ward
environments, to promote a positive culture of monitoring and
evaluation, and to increase visibility of people and processes.
PSLWRs are also a useful tool in helping organisations identify and
address persisting problems in their care environment. However,
PSLWRs cannot be completed in isolation from other organisational
monitoring and evaluation, and leadership time needs to be set
aside to ensure the visibility benefits are experienced by the right
people. Established and emerging evidence, particularly that related
to safety and preconditions for successful PSLWRs, will help inform
programme development.

As a result of this study, evaluators propose the following
recommendations for organisations currently implementing, or
intending to implement, a PSLWR programme:

1) Ensure the PSLWR programme is sufficiently integrated with, or
differentiated from, other similar programmes and initiatives.

2) Review who is relevant to be participating, using a distributive
leadership lens and considering which leaders would benefit from
this visibility, and commit this leadership support to the programme.

3) Develop a co-designed monitoring plan with staff that takes
into consideration the local context and existing research on
announced and unannounced visits.

4) Implement an appreciative inquiry approach in data collection
and feedback, making sure to consider the whole of this approach
and how it could be a valuable tool in working with clinical areas in
developing solutions and implementing change.

5) Establish a process to record data that allows for assessment
and prioritisation of issues and allocation of accountability, and
implement regular follow-ups to assess actions undertaken.

6) Support the sharing of programme results to promote
organisational learning.

7) Provide the programme with dedicated resources and support to
ensure its sustainability.

8) Commit to Maori review of the process, tools and data to work
towards meeting equity and Te Tiriti 0 Waitangi obligations.

LIMITATIONS

As PSLWR forms were handwritten and typed up for analysis,
legibility of forms was an issue that resulted in some responses
being excluded. Also, staff and patient responses were recorded by
reviewers, and then interpreted again by evaluators in the analysis.
Hence, there is a greater risk that data has been misinterpreted,
and it is not known what responses may have been excluded in
reviewers' initial recordings.
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Existing research has highlighted that it is difficult to attribute any
measured or observed change directly to PSLWRs (Morello et al,
2011; Girerd-Genessay & Michel, 2014) due to the concurrent impact
of other factors and programmes. This should be considered in the
findings reported from this evaluation.

Furthermore, PSLWRs have the potential to influence or be
influenced by numerous factors, items and theories. Though authors
have worked to try and include all relevant literature, the large scope
of applicable literature and our focus on PSLWRs specifically may
mean potentially relevant articles have been missed.
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STUDENTS’ PERCEPTIONS OF PARTICIPATING IN
EDUCATIONAL ESCAPE ROOMS IN
UNDERGRADUATE NURSING EDUCATION

ABSTRACT

Aim: The aim of this research was to capture undergraduate nursing students’ perceptions after
participating in an educational escape room.

Background: Preparing students for chaotic and unpredictable health-care environments is
arguably challenging. There is a need to create innovative and engaging teaching strategies that
promote learning through teamwork, collaboration and critical thinking. In 2019, A New Zealand
school of nursing introduced escape rooms as an educational tool in its undergraduate nursing
programmes. Students solved puzzles and completed activities collaboratively in groups, to
“escape” from a classroom before a set time limit was reached.

Design: Survey research conducted in 2019 included a post-implementation online questionnaire
consisting of five questions. The first question established which escape room the student

had participated in. This was followed by three questions using a Likert scale to measure the
students’ perceptions of their experience in relation to: 1) teamwork and collaboration, 2) thinking
critically while under time pressure, and 3) contribution to learning. A final open-ended question
inquired about their overall experience.

Results: Overall, the students found the escape rooms to be an effective and innovative learning
experience due to the requirement for teamwork, collaboration and thinking critically while under
time pressure.

Conclusion: The findings of this study are consistent with previous studies on students’
perceptions of participating in escape rooms in educational settings. The success of the
implementation validates continuing use of this education innovation.

KEYWORDS

Escape rooms, survey research, nursing education, teamwork, collaboration, critical
thinking.

INTRODUCTION escape room design, except the puzzles and activities pertained to

environments is arguably difficult. There is a need for inno-

vative, cost-effective and engaging teaching strategies that
promote learning through teamwork and problem-solving (Cain,
2019; Edwards et al., 2019; Wu et al., 2018). There are a variety
of teaching modalities that promote engagement, eg flipped class-
rooms, simulation and game-based activities (Cain). Adapting the

Preparing students for chaotic and unpredictable health-care

specific learning outcomes. Students would work collaboratively to
solve puzzles and complete activities to “escape” from the classroom
before they ran out of time. The escape rooms were run at different
times during the academic year in single classrooms with one nursing
educator. The purpose of implementing these was to provide an
immersive learning environment for students that contributed to
teamwork, problem solving and collaboration, while thinking critically
under time pressure.

commercial game-based activity of “escape rooms” into tertiary

education is relatively new; however it offers an opportunity for large
groups of students to participate in a single classroom with one edu-
cator. Educational escape rooms are designed in the same manner
as commercial escape rooms, where participants solve puzzles and
complete activities to successfully escape a room in a limited amount
of time.

BACKGROUND

Four escape rooms were introduced into programmes at a school
of nursing in New Zealand in 2019. They followed the commercial

Escape room design
The four escape rooms were implemented at the school of nursing in
three different programmes — the New Zealand Certificate in Study
and Career Preparation, Health and Wellness; the New Zealand
Diploma in Enrolled Nursing; and the Bachelor of Nursing, years one
and two. (See Table 1, p35.)

The escape rooms followed a linear approach, meaning
students could not progress until they had successfully completed
sequential puzzles and/or activities. In each escape room, groups
of four students worked collaboratively to solve the puzzles and
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complete the activities. The students had 60 minutes to “escape”,
by successfully solving nine puzzles/activities. These involved, but
were not limited to, jigsaws, props, pictures, diagrams, crosswords,
word finds, patient assessment and interventions, taped handovers,
scenarios and laboratory results.

The students were advised of the escape room activity and its
rules before the timetabled session via the electronic learning
platform Blackboard. In the classroom, the educator verbally
introduced the activity, then projected the rules onto half of a large
screen in the classroom; these remained visible throughout the
session. The rules provided key information on aspects including
time penalties, use of hints, and use of electronic devices and the
internet. Use of the internet was encouraged for two of the escape
rooms (“Introduction to direction and delegation” and “Solve a
puzzle — a patient journey”) and discouraged for other two which
were examination revision — intended to provide students with the
opportunity to collaboratively identify gaps in their knowledge to
guide their individual examination preparation. A 60-minute online
digital countdown timer was projected onto the other half of the
large screen; this was accompanied by dramatic music, designed to
increase the intensity of the classroom atmosphere, reflecting the
chaotic nature of the health-care environments the students were
preparing to work in.

First clue — formation of groups

The first clue was in an envelope taped under each seat in the
classroom. The answer to this clue led to the students forming into
groups of four. For example, in the “Revision for pharmacology and
drug calculations” escape room, the first clue asked each student
to complete a drug calculation. They then used this answer to find
other students who had the same answer. The rationale for this
method of forming groups was that it reflected the unpredictable
health-care environments these students are being educated for
and the importance of working with many different people. A master
sheet listing the correct membership of each group was held by the
educator, who confirmed for each group when they could progress to
their next puzzle or activity.

Sequential learning activities

Each group worked collaboratively to decipher clues and solve the
remaining eight puzzles/activities, which were of varying types and
degrees of difficulty. Completion of each puzzle/activity resulted in
a code number. These numbers were used to open boxes at the
front of the room secured with combination locks. In these boxes,
the next clue was found. Due to the number of students in two of
the escape rooms, multiple boxes with identical codes were used to
accommodate them.

Hints for solving clues and puzzles were available from the
educator in each escape room. There was no limit to how many hints
a group could ask for, but after each hint a 30-second penalty was
applied - the group had to stop and wait out the penalty time before
proceeding with their activity.

Each group was required to complete each puzzle/activity
within the 60-minute time period. As groups “escaped”, they were
able to leave the classroom, and were asked to return later for a
collaborative debrief.

After the four escape rooms were completed, the perceptions of
the students who took part were formally evaluated using survey
research, in the form of an anonymous online questionnaire.

Table 1. Escape rooms and programmes

Escape room Programme

New Zealand Certificate in
Study and Career Preparation,
Health and Wellness

Maths revision

Introduction to direction
and delegation

New Zealand Diploma in
Enrolled Nursing (EN)

Revision for pharmacology
and drug calculations

Bachelor of Nursing (BN),
year one

Solve a puzzle - a patient
journey

Bachelor of Nursing (BN),
year two

LITERATURE REVIEW

A scoping literature review suggested that the use of escape rooms
as a teaching strategy in health-care education fosters problem-
solving, problem-seeking and critical thinking, while keeping students
engaged (Cain, 2019; Kinio et al., 2019; Land, 2013; Morrell & Ball,
2019). Dietrich (2018) discussed the use of escape rooms to motivate
students to embrace learning. Although game-based learning is
typically considered a high-quality multisensory environment, Taub et
al. (2018) said the main reasons for the interest in games for learning
are the motivation of players and their deep engagement while
playing. While learning and play often have opposite connotations,
Mitgutsch (2011) explained they share key attributes — both are
challenging, time-intensive and have interactive processes that
require cognitive effort and a willingness to acquire new knowledge
or aptitudes.

Escape rooms are used in undergraduate health-care programmes
in the medical (Kinio et al., 2019; Welton et al., 2018; Wu et al.,
2018), nursing (Edwards et al., 2019; Morrell & Ball, 2019; Morrell
& Eukel, 2020) and pharmacy (Cain, 2019; Eukel et al., 2017;
Hermanns et al., 2017) professions. The amount of literature on their
specific use in nursing education is narrow. A descriptive study by
Adams et al. (2018) revealed positive results with undergraduate
nursing students in terms of acquiring knowledge and teamwork.
Edwards et al. (2019) concluded that an escape room implemented
in a maternity clinical course for nursing students had provided
students with an engaging and interactive learning activity. However,
the Edwards study focuses on the planning and implementation of
the escape room, and does not provide data on the perception of the
students who participated. Overall, the limited literature suggested
that escape rooms offered an interactive, engaging learning
experience. The positivity of the reviewed literature, despite its limits,
drove the decision to implement the escape rooms that are the
subject of this study.

AIM

The aim of this research was to capture students’ perceptions of
participating in escape rooms in undergraduate nursing programmes
in a New Zealand school of nursing.

Kar Tiaki Nursing Research

November 2020 vol 11 no 1



DESIGN

Survey research was
the design selected
for this study, in

the form of a post-
implementation

Escape room

Table 2. Number of students who participated in an escape room and participated in this study

Number of students enrolled at
the end of the 2019 academic
year who had participated in an
escape room

Number of students who
completed the questionnaire

online questionnaire. Maths revision 22 12
Data were collected Directs § deleqats 1 1
using five questions irection and delegation
developed by the Pharmacology 82 76
researcher and and drug calculations
loaded onto the ]

Solve a puzzle - a patient 61 52

electronic learning
platform, Blackboard.
The questionnaire
was available to the
students in the final four weeks of their 2019 academic year. An
announcement was placed on Blackboard with an information sheet
explaining the study and the date the questionnaire would open and
close. Consent was implied if a student completed the questionnaire.
If students did not have access to an electronic device, they could
complete the questionnaire using the onsite computer suites.

The questionnaire consisted of five questions: the first, a multiple-
choice question, established which escape room the student had
participated in. The rationale for this question was to enable analysis
specific to each escape room, before considering the data across all
the escape rooms.

The next three questions used a four-point Likert scale (“strongly
agree”, “agree”, “disagree”, “strongly disagree”) to measure the
student’s perception of their escape room experience, asking:

* When you reflect on your escape room experience, do you agree
or disagree that this experience assisted you with developing
teamwork and collaboration in a time pressure environment?

* When you reflect on your escape room experience, do you agree
or disagree that this experience assisted you with thinking critically
while under time pressure?

* When you reflect on your escape room experience, do you agree
or disagree that this experience significantly contributed to your
learning?

The final question was open-ended, allowing participants to reflect
on and share their opinion/s about their escape-room experience:

+ When you reflect on your participation in an escape room,
please share any further opinions that you have about your overall
experience.

ETHICS

Ethical clearance was granted by the Southern Institute of
Technology human research ethics committee.

PARTICIPANTS

All students who had participated in an escape room and were still
enrolled at the institution were invited to participate in this study
(n=181). A total of 84 percent (n=152) completed the questionnaire.

The only demographic data gathered for this research were that
all participants were enrolled as either full-time or part-time students
in an undergraduate nursing programme at one tertiary institution

journey

in New Zealand. Data on their age, gender or ethnic identification
were not gathered. The rationale for this was that the aim of the
study was to collect perceptions of the students to establish if the
implementation of escape rooms as a teaching and learning tool had
contributed to developing teamwork and collaboration and thinking
critically while under time pressure. The results of this study would
then enable discussion and a decision on whether to continue to use

escape rooms.

RESULTS

The results are presented in three parts: multiple-choice question,
Likert questions and open-ended question.

Multiple-choice question
This question established which escape room the student had partici-
pated in.

Likert questions

Analysis of the three questions that used a four-point Likert scale
(“strongly agree”, “agree”, “disagree”, “strongly disagree”) began
with summarising the results from each individual escape room
using Microsoft Excel. This was to establish whether there were any
differences between the responses across the four escape rooms.
Figures 1-4 on the following pages summarise the Likert results from
the four separate escape rooms.

There was strong similarity between the individual results from
each escape room. Figure 5 on page 39 combines the Likert results
of the four escape rooms.

The answers to the Likert questions showed that most students
who participated in an escape room considered that this experience
had contributed significantly to their learning by promoting teamwork
and collaboration while having to think critically under time pressure.
The individual results from each escape room were consistent and
generally very positive.

Two escape rooms, “Maths revision” and “Solve a puzzle — a
patient journey”, generated responses that the experience had not
contributed to developing teamwork and collaboration, nor thinking
critically under time pressure, nor contributed to their learning. As
none of these questions asked for an explanation, students’ reasons
for answering “strongly disagree” or “disagree” are not known. Where
students answered “strongly agree” or “agree” to the questions, their
reasons are also unknown. However, the final open-ended question
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offered an opportunity for students
to express any further opinions they
had, potentially capturing a further
understanding of the results from
the Likert questions.

Open-ended question
The final question, which was open-
ended, asked, “When you reflect
on your participation in an escape
room, please share any further
opinions that you have about your
overall experience.” The open-
ended question was analysed using
a thematic approach. The process
of thematic analysis followed
the six steps recommended by
Braun and Clarke (2006, p. 19):
(1) familiarisation with the data,
(2) initial coding, (3) searching for
themes among the initial codes, (4)
reviewing and refining the themes,
(5) defining and naming final major
themes, and (6) writing up the
themes to report the overall account
of the participants.

All participants responded
to this question with varying
lengths of dialogue. These ranged
from one sentence to multiple
paragraphs. After becoming
familiar with the data, doing initial
coding and reviewing themes that
fitted meaningfully together, the
researcher used the computer-
assisted data analysis software
NVivo to analyse and synthesise
the data. However, it is important
to remember the software cannot
understand text and cannot
replace the analytical skills of the
researcher (Houghton et al., 2017).
Using NVivo to analyse the data

was helpful in a number of ways. It allowed systematic processing
of a large dataset by easily merging comments. Once coding was
complete, it was especially helpful in allowing data comparison
across different participants. Three main themes emerged during the

analysis:
1. Memorable
2. Challenging and frustrating

3. Learning about self under pressure

Maths revision

When you reflect on your escape room
experience do you agree or disagree
that this experience significantly
contributed to your learning?

When you reflect on your escape room
experience do you agree or disagree that
this experience assisted you with thinking
critically while under time pressure?

When you reflect on your escape room experience
do you agree or disagree that this experience

assisted you with developing teamwork and col-
laboration in a time pressure environment?

[l strongly agree

Figure 1. Likert results for ‘Maths

o
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[] disagree [ strongly disagree
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revision’ escape room

Direction & delegation

When you reflect on your escape room
experience do you agree or disagree
that this experience significantly
contributed to your learning?

When you reflect on your escape room
experience do you agree or disagree that
this experience assisted you with thinking
critically while under time pressure?

When you reflect on your escape room experience
do you agree or disagree that this experience
assisted you with developing teamwork and col-
laboration in a time pressure environment?

[ strongly agree

o
N
N
o
[--]

10 12 14

[] disagree [ strongly disagree

[ ] agree

Figure 2. Likert results for ‘Direction and delegation’ escape room

and “never forget”.

“This class was a while ago, but | remember it well. | especially
remembered the twist. While | was on clinical a similar
experience happened. | remembered the escape room and

asked my registered nurse mentor the key question that our
group took ages to figure out, it made a difference for the
patient, | made a difference”. (‘Solve a puzzle - a patient
journey’ escape room).

The results are presented using these themes, supported by

verbatim comments.

This view was shared by the majority of students who had

‘Memorable’

A memorable learning experience is when students can recall
information and translate this understanding (Culleiton, 2010). Many
of the students’ responses used words like “remembered”, “recall”

participated in the “Solve a puzzle — a patient journey” escape room.
They said they remembered the session and then linked what they
had learnt to experiences they had come across in clinical practice.
In the Likert questions, a small number of students expressed
“strongly disagree” or “disagree” responses. The following comment
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challenging as | just don't
Pharmacology & drug calculations remember the stuff. However,
| aced the exam as during

it | remembered the escape
room activities and recalled
the material | needed. It

was the first time ever | got

a great mark”. (‘Revision

for pharmacology and drug
calculation” escape room).

When you reflect on your escape room
experience do you agree or disagree
that this experience significantly
contributed to your learning?

When you reflect on your escape room
experience do you agree or disagree that
this experience assisted you with thinking
critically while under time pressure?

When you reflect on your escape room experience
do you agree or disagree that this experience
assisted you with developing teamwork and col-
laboration in a time pressure environment?

|

“Drug calculations don't
come easy to me, | need to
think, and work through the
formulas. | was worried that
my slowness would hold up
my group! But | loved the
pressure, my group easily
escaped. But the best news
was, | have the formulas
forever in my brain. During
the exam | imagined | was
. . trying to escape, | felt that
Solve a puzzle - a patient journey pressure, and escaped with
100% pass”. (‘Revision for
I pharmacology and drug
calculation’ escape room)

o

10 20 30 40 50 60 70 80

[l strongly agree [ | agree  [1] disagree ] strongly disagree

Figure 3. Likert results for ‘Pharmacology and drug calculations’ escape room

When you reflect on your escape room
experience do you agree or disagree
that this experience significantly
contributed to your learning?

) . “Math]s] is the worst for me. |
When you reflect on your escape room
experience do you agree or disagree that _ was extremely nervous about
this experience assisted you with thinking the exam ahead and not sure
critically while under time pressure? about an escape room as
a way of revising, until | did
(_io you agree or d1sagrge that this experience _ it. It started to make sense
assisted you with developing teamwork and col-
laboration in a time pressure environment? and gave me a context Why
I needed to know the info. |
passed, but for me | actually
understood it”. (‘Revision

[ strongly agree [ | agree  [[] disagree |l strongly disagree for pharmaCO|ogy and druQ
calculation escape room)

When you reflect on your escape room experience

o

10 20 30 40 50 60

Figure 4. Likert results for ‘Solve a puzzle - a patient journey’ escape room Fears about maths were
expressed in comments on the
“Maths revision” escape room.
may explain these, and highlights the wide variation in learning styles “I entered this class wondering what was going to happen,
that students bring to classrooms. | have a fear of being locked in a room, so did consider not
coming. But | knew | had to know about math[s]. | will never
forget this class, | understood math[s] at the end. | was not
afraid, | was too busy. | have re-done the activities since this
class, it remains my favourite class. And | do remember we
were not actually locked in the room, but it would not have

Dominant among student responses was their recall of the escape mattered, it was fantastic”. (‘Maths revision’ escape room)
room used specifically for revision of pharmacology and drug
calculations. This may have been due to nursing students finding
drug calculations challenging (Mackie & Bruce, 2016; Wright, 2012).
Students also recalled the escape rooms alongside the exam that
followed, which may reflect how important assessment outcomes are
to them.

“I recall this class for possibly all the wrong reasons as |
strongly disliked it, did not work for me. | prefer to sit and listen
as this is how [ learn. | do not learn without lecture notes to
follow”. (‘Solve a puzzle — a patient journey’ escape room).

“Wow, I will never forget that class. | hate math[s], can’t do
math[s], don’t get math[s], and suddenly | was in a group and
had to do it. But it worked, together our group worked through
the math[s] problems, | even led one of them, and got it correct,
that never happens to me! | don’t now love math[s], but this way
of doing it was awesome, | will never forget that class and bigger
“I was very nervous about my exam, | always find exams miracle | nailed the exam”. (‘Maths revision’ escape room)
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The viewpoint of these
participants was representative of
other students’ responses about the
value of learning during the escape
room experience, even when they
had not been sure about what was
going to happen during the class.

Students recognised how they
had gained confidence from their
experience of being successful in
the “Maths revision” escape room,
and later used the activities as

Combined escape room data

Do you agree or disagree that this
experience significantly contributed to
your learning?

Do you agree or disagree that this

experience assisted you with thinking
citically while under time pressure? *
Do you agree or disagree that this experience 3

assisted you with developing teamwork and col-

revision tools.

‘Challenging and
frustrating’

The theme “challenging and
frustrating” featured in many
narratives:

“I wanted to win, but some
of my group did not share
this, they wanted to take
time with each clue, exploring it deeper. | was frustrated. But
| realised that | was missing important things and leaping to
wrong conclusions. | think for the first time | understood there
is no | in team”. (‘Direction and delegation’ escape room)

“Challenging” and “frustrating” were often linked in students’
comments. The challenge of the unexpected twist in the “Solve
a puzzle — a patient journey” escape room dominated in these
comments.

“This was so challenging. It seemed obvious in the beginning.
| didn’t take it seriously, but then it all changed, that one clue,

it challenged me, and | was frustrated that | had missed some
of the clues. Being challenged with frustration was a great
experience, as when | then was on clinical placement, | think |
managed this better when things kept changing for my patient”.
(‘Solve a puzzle — a patient journey’ escape room)

“We are constantly told to think critically, until this experience
| did not really understand what it meant, or if it actually
mattered. On that day, as our group struggled to escape it
clicked, critical thinking while challenging and frustrating does
matter”. (*Solve a puzzle — a patient journey’ escape room)

The following comment may go some way to explaining why
a small number of students expressed either “strongly disagree”
or “disagree” responses in the Likert questions. It highlights the
importance of continuing to recognise the wide variety of learning
styles students bring to classrooms.

‘I wanted to escape long before we did, | was not learning as
my frustration with my group dominated my experience. Not
having lecture notes to guide, was terrible”. (‘Solve a puzzle —
a patient journey’ escape room)

‘Learning about self under pressure’
Insight into self was a vivid theme in the students’ responses:

“I felt pressure when | walked in the room, | don't like feeling

laboration in a time pressure environment?

B strongly disagree [] disagree [ | agree [l strongly agree

0 20 40 60 80 100 120 140

Figure 5. Combined Likert results for ‘Maths revision’, ‘Direction & delegation’, ‘Pharmacology

& drug calculations’ and ‘Solve a puzzle - a patient journey’ escape rooms

edgy as it makes me unbalanced. But | had a wonderful person
in my group who was very calming, and led us all fantastically, |
felt supported. When we escaped, | reflected and realised that
being under pressure does not have to be stressful’. ("Solve a
puzzle — a patient journey’ escape room)

“I know I can be quite pushy, and dominate in group situations,
add pressure to this and perhaps | am worse. | like to lead,

so did in this case, but for once | listened, for some reason |
realised | could not do this alone. Later | thought about this
and concurred that | must consciously change my behaviour in
pressure situations. A few months later when | was in a clinical
setting, | was placed under immense pressure, | felt my self act
up, but stopped myself and remembered. It was remarkable,
the situation changed. | don’t remember the specific content
of the escape room, but | passed the exam, so it worked. But
beyond that | learnt about me”. (‘Revision for pharmacology
and drug calculation’ escape room)

“I did not think I react badly when under stress, how wrong. |
wanted the music to stop, | wanted space to think. | made good
decisions but realise | could make bad decisions easily when
pressured”. (‘Direction and delegation’ escape room)

The following comment adds to previously mentioned possible
explanations for the small number of students who expressed
“strongly disagree” or “disagree” responses to the Likert questions:

“I don't feel pressure in lectures, I like to listen rather than do. |
wonder now how | will cope in pressured clinical situations as |
don’t think | have experienced these yet, it has made me think
how I rely on lecture notes for information”. (‘Solve a puzzle — a
patient journey’ escape room)

Looking at the results of the Likert questions and the open-ended
question, the characteristic that all the escape rooms had in common
was that students were involved in the challenge, with a common
goal of wanting to escape before the time ran out. The escape rooms
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required students to make choices which affected the outcome. The
results suggest that the escape games created memorable learning
experiences by connecting the puzzles/activities in a meaningful
way. The nursing school’s implementation of escape rooms was
intended to provide an opportunity for students to work in a chaotic
and unpredictable environment that inspired them to seek more
knowledge collaboratively in order to escape. These experiences
helped them reflect on how the learning connected to their own lives
and clinical experiences, arguably helping them develop motivation to
further learn and explore.

The escape rooms offered a non-traditional learning opportunity
that fostered constructive interactions, leading to observations
of one’s own and others’ unique strengths and limitations — not
unlike working in a health-care setting. The results show that
students recognised that successful completion of the puzzles/
activities in a group required particular abilities and skills in terms of
communication, interpersonal relations and transactions with each
other. Overall, based on the results from this study, the students
found that participating in the escape rooms was an effective and
innovative experience that contributed to their learning by promoting
teamwork and collaboration, while forcing them to think critically
under time pressure. The additional comments from the open-
ended question revealed how the students had applied intangible
proficiencies and collective problem-solving in a high-pressure
situation. These qualities were likely to benefit them in clinical
practice, as the escape-room concept was designed to reflect what
they could encounter in real-life practice.

DISCUSSION

The results of this study are consistent with previous evaluations
of escape rooms in educational settings. Morrell and Eukel (2020)
conducted a non-experimental mixed-methods pilot study using
concurrent triangulation, with assessment administered electronically
immediately before and after participation in escape rooms. Their
study concluded that an escape room, as a teaching and learning
method, had enabled students to actively engage in recall and
application of cardiovascular critical care content. The escape room
immersed students in learning while providing them with immediate
feedback. This finding highlights a connection between knowledge
acquisition and the development of practice-ready skills such as
critical thinking, communication and collaboration. Morrell and Eukel's
results are reflected in the results of this study, providing further
evidence of escape rooms contributing significantly to students’
learning while developing teamwork and collaboration.

Alongitudinal, prospective observational study conducted by
Welton et al. (2018) concluded 89 percent of participants had
increased their awareness of patient safety, following simulated
patient rooms with manikins set up with five patient safety problems.
Their results found that 100 percent of the participants considered
the escape room had been valuable for team-building and wanted
this form of teaching to be repeated for future topics. The results of
the Welton et al. study also support significant findings in this study
with similar strong reference to teamwork and collaboration across
the results of the Likert and open-ended questions.

A systematic review of escape rooms for learning conducted by
Fotaris and Mastoras (2019) reviewed 68 studies, with 20 concerning

health and welfare. Their overall conclusions were there were major
advantages in introducing escape rooms as a method of learning
and teaching to promote teamwork and collaboration. Fotaris and
Mastoras also found escape rooms reinforced and strengthened
social relationships. This finding connects with the theme identified in
this research, “learning about self under pressure”. Improvement of
analytical skills was highlighted in Fotaris and Mastoras’ systematic
review, providing an example of critical thinking. Again, this was
reflected in this study, with a high percentage of students agreeing
that participating in an escape room had helped them think critically
while under time pressure.

The “challenging and frustrating” theme identified in this research
is not specifically visible in the literature reviewed. However the
literature does refer to challenging puzzles and activities. The
findings of this research confirm that participating in an escape room
is a challenging experience, and participants’ perception of the level
of challenge particular types of puzzles and activities present to them
are an important consideration. The effectiveness of using escape
rooms in this New Zealand nursing school, as shown in this study,
supports their continued use by the school in future academic years.
The positive results of this study may also encourage other nursing
schools to consider using escape rooms as an educational tool.

LIMITATIONS

This study has four limitations. Firstly, it provides results of the

use of escape rooms in only one school of nursing. The results
cannot be generalised to all other nursing schools. Secondly, no
data was gathered on the gender, age or cultural identity of the
participants. While this would be available via the institution’s student
management system, the researcher felt this was not necessary

for the aims of this study, but suggests this could be relevant in
future research on this topic. Thirdly, this research was conducted

at the end of the academic year and for some students there was a
significant time gap between their escape-room experience and the
collection of the research data. It is not known if the responses would
have been different had the data been collected directly after their
experience. Finally, reference has been made to the use of escape
rooms as a learning and teaching method to help prepare students
for chaotic and unpredictable health-care environments. However,
the findings of this study may not be generalisable to the clinical
environment.

CONCLUSION

This research concluded that the implementation of escape rooms as
a learning and teaching method contributed to positive experiences
for the students. These positive experiences relate to developing
teamwork and collaboration and thinking critically while under

time pressure. Despite the limitations of the study, this conclusion
validates continuing to use this learning and teaching method, with
further opportunities for research and evaluation.
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LANGUAGE AND COMMUNICATION:
A VITAL COMPONENT OF

HEALTH FOR PEOPLE WITH
REFUGEE BACKGROUNDS

ABSTRACT

Aim: This article reports on a collaborative project that explored
transdisciplinary understandings of the implications of learning English
for the health and well-being of people who have come as refugees to
Aotearoa New Zealand.

Background: It is important to understand learners’ backgrounds and
wider social worlds to best offer them opportunities for learning the
English language, which is in most cases a significant factor in health
literacy and in being able to access health care.

Methodology: Secondary analysis was used to analyse the health
implications of an emergent data set from a primary research study
with learners who were refugees. Sixty adults of refugee backgrounds
participated in the primary research. Ages of participants ranged from
18 to 64 years, and the participants were predominantly female.
Findings: The key themes developed from the secondary analysis
were: complexity of life experience, challenges to living and learning,
family responsibilities, challenges to “peace of mind” and mental
health, and personal agency. Eliciting narratives about who people
are, where they are from, and how migration affects them at all levels
of daily life, and therefore their health and well-being, is integral to
culturally safe practice with people with refugee backgrounds.
Conclusions: The health of new New Zealanders is a social equity
issue that nurses and other health and social-care professionals need
to be concerned with, especially in creating culturally safe conditions
for people with refugee backgrounds to engage well with health
services.

This article was accepted for publication in November 2020.

KEY WORDS

Refugee, language development, health and well-being, nursing.

INTRODUCTION

his article argues for professions to work together to better
Tmeet language development and health needs of people

who migrate to Aotearoa New Zealand as refugees. The
article grew out of a conversation at a research seminar where the
language teacher authors were presenting the findings of language

development research with learners who were refugees. The two
nurses present recognised the health implications of these findings
and we have undertaken a joint transdisciplinary secondary analysis
process to translate the findings of the primary study into a health
care context for nursing.

The primary research on language development reported here is
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part of a wider research project focused on the learning and teaching
needs of learners with emerging literacy (Field, 2019; Kearney, 2019;
Field & Kearney, in press). In many cases, new New Zealanders may
already be orally fluent in one or more languages or dialects, but
need to develop oral and written English language skills to function in
our society, which is dominated by English. Many of these people are
learning to write in English without having first been able to write in
any other language.

This article backgrounds the current situation in Aotearoa New
Zealand for arrival of people with refugee backgrounds. It briefly
reviews literature on learning a language and a transdisciplinary
frame suggested for this, and relevant nursing and health literature.

It introduces the researchers, their intentions for the research,
methodology and methods and theories underpinning these.
Following that, we highlight the voices of some English language
learners from refugee backgrounds, and analyse and reflect on these
short narratives and their relevance for primary health care and
nursing practice.

BACKGROUND

Aotearoa New Zealand had a yearly quota of 750 refugees for more
than 30 years, from 1987 to 2018. The number then increased to
1000 people and in July 2020, the quota was scheduled to increase
to 1500 (Immigration New Zealand, 2018). This effectively doubles
the number of people each year who will require support from
education and health services, and to find a home and employment,
or to generate income from their own business (Beaglehole,

2005). The United Nations High Commission for Refugees makes

a distinction between a “refugee” and a “migrant”. A refugee is
someone forced from their home by conflict or persecution, whereas
a migrant voluntarily moves in search of better fortunes (McNamee,
2017).

These new New Zealanders from refugee backgrounds, who are
welcomed into the country under the auspices of Te Tiriti o Waitangi
as tauiwi, “people from afar” (Walker, 2004), spend an initial six
weeks at Auckland University of Technology’s (AUT) Mangere
refugee immigration centre in Manukau City. They complete a
programme which includes English language and literacy classes,
health checks, other skills and an opportunity to reflect on the
challenges of moving into a new society (Refugee Education Centre,
2020). Informal reports reveal that the welcoming ceremony, with a
formal powhiri led by Maori, is a powerful experience for people who
have been homeless or in danger in their homelands, moving from
country to country, possibly escaping war (Hayward, 2019).

In earlier years, community groups, church groups and individuals
took responsibility for helping these people into new homes. As
numbers of refugees and migrants have increased, the Government
has taken over and now contracts the New Zealand Red Cross
and other non-governmental organisations (NGOs) to provide
resettlement and employment services for new refugee families
and individuals. Eight reception centres have been developed
over the decades: Auckland region, Hamilton, Palmerston North,
Wellington region, Nelson, Christchurch, Dunedin and Invercargill.
The scheduled increase in refugee numbers means that six new
settlement centres are being developed: Whanganui, Levin,
Masterton, Blenheim, Ashburton and Timaru (Immigration New
Zealand, 2018).

English language lessons for people with migrant and refugee

backgrounds have been provided by individuals and home tutors for
more than 40 years. The national home tutor network for English as
a Second Language (ESOL), renamed English Language Partners
in the 1990s, is contracted by government to provide community-
based classes, as well as home tutors. In 2019, English Language
Partners operated 22 centres nationally, had 7199 adult learners
and 1705 trained volunteer language teachers (English Language
Partners New Zealand, 2019). Language lessons are also offered
in government institutions of technology, private educational
businesses, and a variety of community-based organisations and
communities, such as churches, mosques and temples and a range
of NGOs.

LITERATURE REVIEW

Key literature guiding this inquiry includes research on English
literacy development in Aotearoa New Zealand and related issues,
such as learners’ health challenges; a transdisciplinary framework
on learning a second language; and cultural safety in the delivery of
health care.

Literacy development and related challenges
Research into the broader needs of people with migrant and

refugee backgrounds in New Zealand (White et al. 2002) finds

that learning a language requires both individual and community
investment. Focusing specifically on adults learning English, research
by Benseman (2014) and Shamem et al. (2002) has shown that
individual language learning trajectories can often be influenced

by their previous experiences. This is particularly so for learners

from refugee backgrounds, who may be orally fluent in one or

two languages, but able to write in neither. It is a longer process

to learn to write in English, without being able to write in a first
language (Tarone et al. 2009). English language teachers may need
to direct learners to health services, for both physical and mental
health. Hope's (2013) research into the perceived benefits of a
community-based ESOL literacy programme for migrant and former
refugee women found that 11 of the 15 participants rated learning
communication skills for “speaking with the doctor” as a benefit of the
programme (p.19).

Elliot (2015) points out that over the last 25 years, people of
refugee backgrounds in New Zealand have moved past being
passive recipients of welfare assistance and services and being
spoken for by others, to having their own strong voice. These include
the development in 2009 of the National Refugee Network (NRN),

a collective national voice for former refugees. It was composed of
representatives from the regional Strengthening Refugee Voices
grouping, an initiative of the Immigration Department to strengthen
voices at a local level (Elliot & Yusuf, 2014). The Otago Stocktake
(Cunningham et al. 2018), which focused on structural determinants
of mental health and well-being, highlighted the importance of
recognising the resilience and resourcefulness of those who have
been displaced and forced to resettle in a new country. They cite
Betts et al.’s (2015) emphasis on enabling “bottom-up innovation”

in refugee communities and the significant well-being benefits this
may provide. Literacy teachers need to be aware of community-
based networks which can help learners with their health and other
challenges. The stocktake highlighted the importance of language
and communication to health and well-being. It cites Shrestha-Ranjit
et al. (2017), who identified access to interpreters and culturally-
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safe services as key to providing effective care and support. Lack of
access to professional interpreters has been identified as a barrier to
providing health care, particularly mental health care, for people from
refugee backgrounds in Aotearoa New Zealand (Cunningham et al.,

2018).

A transdisciplinary frame

As language teachers and health professionals, it is important for
us to be aware, as the Douglas Fir Group (2016) explains, that
when individuals are moving from the micro-level of social activity
to the meso (middle) level of wider family, schools, neighbourhoods
and larger institutions and organisations, that social, economic,
cultural and political conditions are significant influences on them

(p. 37). They also say learners’ access to specific types of social
experiences, and their ability and willingness to participate, are
shaped by these conditions. Organisations at that wider social level
would include health-care facilities, including primary health care and
mental health services. Educationalist and linguist Bonnie Norton
(2000, 2013) says that individuals have multiple aspects to their
social identity, which change over time and potentially cause stress
in the process of that change. Social identities are aspects of a
person that reflect their different relationships to the world (Douglas
Fir Group). Learning English is influenced by individuals’ senses of
identity and agency, and the power dynamics they must negotiate at
multiple levels (Norton, 2000, 2013).

Research illustrates the complexity of the social identities and
experiences of refugee learners. Isshi (2017) followed one adult male
former refugee for 18 months. His findings suggested that migrants’
everyday interactions with others shape their perceptions of who
they are and their understandings of the community in which they
live. Thiruselvam (2019) applies a post-colonial feminist analysis to
the New Zealand context after the mosque killings in Christchurch
in March 2019. She highlights many challenges that people of
refugee and migrant backgrounds face, which she believes are a
consequence of New Zealand’s colonial settler history. In the face
of the violence that she experienced, and her experience of being
“othered”, she concludes that “finding a community of people with
a shared view and experience of the world is an act of resistance.
The care and validation we give and receive within our communities
are often so healing” (p.69). Equally critical is Chile (2002) on the
experience of racism and marginalisation experienced by black
African communities in this country. These insights about the
complexity of experience signpost that it is important to find out about
people’s backgrounds and wider social worlds. This helps us offer
them better opportunities to improve their English and to access
health services.

Cultural safety

Cultural safety guidelines were first written by Irihapeti Ramsden in
1991, informed by Maori experiences of health services, and adopted
by the New Zealand Nursing Council in 1992. Cultural safety is
defined as: “The effective nursing practice of a person or family from
another culture and is determined by that person or family. Culture
includes, but is not restricted to, age or generation; gender; sexual
orientation; occupation and socioeconomic status; ethnic origin

or migrant experience; religious or spiritual belief; and disability”
(Nursing Council of New Zealand, 2012). Ramsden highlighted the
importance of nurses’ behaviour and attitudes towards patients,

and their ability, or otherwise, to create trust (Manchester, 2002,
p.21). De Souza (2015) has a chapter on culturally safe care for
ethnically and religiously diverse communities, in an edited collection
of professional perspectives on cultural safety in Aotearoa New
Zealand. This acknowledges the need for New Zealand nurses to be
able to respond appropriately to the growing and varied communities
of people with migrant or refugee backgrounds in Aotearoa.

Clendon and Munns (2018) highlight the importance of cultural
safety in the delivery of primary health care. They recommend
viewing culture through a critical lens, suggesting “understanding
individuals comes from exploring their history, behaviour and
particular view of the world as it is embedded in their culture, but
distinctive in their patterns of attitude and behaviour” (p. 248). We
believe willingness to understand and respect cultural differences is
as important in teaching literacy as it is in delivering primary health
care. As teachers, we need to be aware of learners’ backgrounds
and take this into account where possible in the classroom. As health
professionals, we also need to understand the consequences of the
life experiences of former refugees who are using health services.

METHODOLOGY

The primary research

Participants in the primary study (2017-2019) were 60 adults of
refugee backgrounds from Somalia, Cambodia, Colombia, Pakistan,
Democratic Republic of Congo and Afghanistan. Ages ranged from
18 to 64 years old, and participants were predominantly female.
They were invited to participate in the research because they had
been attending ESOL literacy classes provided through English
Language Partners, or at a government-funded tertiary institute in
one provincial city.

The secondary research

Secondary research involves analysing data that were originally
collected for another purpose. The supplementary analysis approach
to secondary research involves a deeper analysis of aspects of the
data that were not fully explored in the original study (Heaton, 2008;
Johnston, 2014). Finding a good fit between the primary research
dataset and a new research question for the secondary analysis

is key to using that existing data well. The specific area of interest
for the secondary analysis was identified because data from the
research interviews indicated potential influences on health and well-
being, and factors affecting access to health care. Our secondary
analysis focused on the research question: What are the health
impacts of migration as a former refugee?

An inductive approach to thematic analysis (Flick, 2018; Patton,
2015) provided the methodological framework. We read and re-read
the transcribed responses to the interview questions, initially colour-
coding to identify categories. In this article, we highlight constraints
to accessing health services, which fell into broad areas: health,
family and learning challenges. We chose narratives from the primary
research interviews that clearly articulated health challenges in
the participants’ accounts of their experiences. In the secondary
analysis, we found that the participants whose data we had selected
for analysis shared the same country of origin. As Table 1 (see p46)
shows, they were predominantly women, which was to be expected
as the 60 learners interviewed for the primary research were
predominantly female.
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ETHICS

Ethical approval to conduct the primary research was obtained
from the Wintec Human Ethics Research Committee. In collecting
data for the research, particular attention was given to the potential
vulnerability of the participants, including challenges with language
in the process of seeking consent. A translator explained the
research to the class, the language of the consent form was
simplified, and written consent was obtained from each participant
before commencing data collection. Pseudonyms were used for the
participants’ names.

FINDINGS

The key themes developed from the secondary analysis were:
complexity of life experience, challenges to living and learning, family
responsibilities, challenges to “peace of mind” and mental health, and
personal agency.

Complexity of life experience

We offer two short narratives first, to illustrate the complexity of life
experience of two women (women were the predominant participants
in this inquiry):

“I left school early as | needed to look after my three siblings
and my father. My mother died when | was eight. After the
children grew up, | married at 30. No school for me. Then my
husband passed away and | needed to work. | had children
then so needed to work to provide for them. | was in Pakistan
for five years and then came to New Zealand. | can read

the Quran in Dari. | used to read it with my neighbour in
Afghanistan.” (Shantika)

“I have lived in New Zealand for 10 months. | have six children.
They are all living here. 20, 16, 14, 12 and six and three. |
didn’t go to school. There was no school available. | can read
Dari but can’t write. | think it will take about four years to do
everything by myself such as taking children to the doctors and
solving my problems.” (Sabina)

These narratives illustrate that, for these two women, their caring
roles within their family, and later for their own children, have largely
shaped their lives. Neither narratives reveals any formal schooling,
though both can read some Dari. Consequently, embarking now
on formal classes in English, they have the added challenge of
learning to write in another language, without having learned that
skill in their earlier language/s. New Zealand research (Benseman
2014; Shamem et al., 2002) shows that learners like these women
take longer to learn English, as their progress is often interrupted by
responsibilities for children and family.

The process for adult preliterate learners in learning to read and
write is very different from the process for children in a print-literate
culture. Adult language learners with no experience of print literacy
have to learn to understand that marks on a page can become
letters and words, and that written words can represent a story or a
message, just as spoken words and pictures can.

Other conventions associated with written English — such as
written texts having a beginning, middle and end; and that English
is read from left to right and from top to bottom of the page — all
need to be acquired (Burt et al., 2008). Phonemic awareness - the

connection between letters and sounds — is also a pre-reading skill.
These concepts take time to learn and progress can be incremental,
but in time these literacy concepts will be built. The implication for
this in the health sector is that during the first years of resettiement,
people may need to bring family members to fill in health forms, or
need an interpreter. Participant responses revealed that 45 percent
of the 60 participants in the primary study experienced physical or
mental health challenges that had an impact on their learning. The
four following themes emerged from participants’ responses relating
to health.

Challenges to living and learning

Managing health challenges had an impact on how participants were
able to learn, to support their future. Similarly, other family members’
health influenced whether or not participants were able to attend
English language class.

“If I am well, | am learning well. Sometimes | am not well. | was
in a lot of pain. | had an x-ray for my stomach and my back.”
(Haleema)

“I come every day, but | have two children and if they are sick
| can’t come. The other time | get stressed is if | phone my
parents and if they are not doing well, then | get stressed.”
(Soraya)

Given the experiences described in these two responses,
and many others, language teachers need to allow for irregular
attendance by some learners because they are ill, or because
family members are sick. This can mean their learning progress is
continually interrupted, making development of skills slower. Slower
progress has implications for how people with refugee backgrounds
are able to interact with people in social institutions. It is important
that challenges to living and learning for people with refugee
backgrounds are recognised and understood by the representatives
of social institutions who interact with them. Living with the
consequences of trauma and illness experienced before, or in the
process of migration, may have an impact on how they are able to
take up opportunities offered to them in their host country. They may
also struggle to develop the language and educational skills they
need to navigate their new life.

Family responsibilities

Being responsible for family members, having health problems, and
depending on children for help to meet activities of daily living, all
affect a migrant or refugee’s ability to interact with social institutions,
including health services. Learning English is key to finding work.

“I rely on my sons for everything. | want to be independent.
If my sons are not there, | can’t go out, like go to the doctor.”
(Hindra)

‘I am aware how the building procedure goes. My problem is
my health. If my health improves, | might look at building or
business and of course when my English is better. Stopping
learning. I live with my elderly mum and | get worried when
she gets sick. My mum is very old. She recently had an eye
operation. She is 83.” (Ahmed)

“My difficulty is | can’t talk so whenever | go somewhere, | have
to take my daughters with me. So | have to wait for a chance to
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Table 1. Background information for participants who made contributions about their experiences (2017-2019)

Pseudonym Age Gender  Country of origin Languages Years of Years Other features
spoken on prior living in of interest
arrival education NZ
Shantika 48 F Afghanistan Dari 0 2 Lived in Pakistan for 5 years.
Urdu Learned Urdu.
Sabina 38 F Afghanistan Dari 0 6 months
Haleema 57 F Afghanistan Dari 4 3 Lived in Pakistan for some years.
Soraya 30 F Afghanistan Pashto 0 2
Hindra 57 F Afghanistan Dari 0 2
Ahmed 45 M Afghanistan Dari 8 2 Learned to read and write in Dari at
the Madrasa. Leg injuries from the
conflict.
Rani 31 F Afghanistan Dari 0 2 Lived in Pakistan for 9 years.
Bira 42 F Afghanistan Dari 0 3
Fatima 53 F Afghanistan Dari 6 months 3

do this as | have a health problem.” (Rani)

These three narratives, related to health and well-being, illustrate
how responsibility for and dependence on family members can
constrain opportunities in life. The two women rely on their children
to accompany them to a doctor or health-care appointment because
their language skills are not sufficient to understand or communicate.
These participants are engaged in family roles as mothers and
caregivers with little potential time or other resources for self-care.
The male participant also notes his family responsibilities and
concerns about his ageing mother. What seems significant for these
participants is that migration has distanced them from the family and
other social support that may have been available to them in their
home country.

Challenges to ‘peace of mind’ and mental health
Participants associated challenges to “peace of mind” and mental
health with complex and threatening experiences involving the loss
of family members and the stress of living in a country at war. This
stress was complicated when family members had been left behind.

“My mind is not settled. My mind is in .... (home country). |
think about my children and how they doing. During the whole
of my life | have been in war. | am thinking about my daughters.
When they go out the door | don’t know if they will come back.
My family who have been killed. My sister and my brother are
lost. We don'’t know where he is. Until today | am still waiting.”
(Bira)

“At school we learn something but when we go home we
forget. We are thinking of our families back home when we go
home and so our memory is affected.” (Fatima)

These narratives show that participants’ minds are occupied with
deep and lasting concerns, focused on the loved ones they have lost,
and the worry and grief associated with that loss, while at the same

time endeavouring to find a place in their host country. As language
teachers, we need to try to understand learners’ backgrounds. And
we need to adapt our teaching style to create a safe, accepting
environment in class, where each learner can feel respected and
accepted, with supportive cooperative engagement between teacher
and learners. Understanding the unique circumstances that have
brought former refugees to New Zealand and the mental health
impact of those experiences is also critical for health professionals.

Personal agency

We have chosen this short narrative because it clearly illustrates
the power of human agency, as Norton (2013) describes it. This
participant has decided that attending class is the way forward to
create change in her circumstances, so she attends, despite her
health challenges:

(Soraya) “I am sick, but I still come because if | sit at home
nothing will change.”

This narrative shows how the participant is courageous in her daily
life and understands that even while experiencing challenges to her
health, she has power to influence her circumstances through her
own actions.

DISCUSSION

People who migrate to New Zealand as refugees are likely to
experience profound challenges to their social identity (Norton,

2000, 2013). As migrants, refugees are likely to have less power in
relationships with people and institutions in their host country, and

as Thiruselyam (2019) and Chile (2002) clearly illustrate, particularly
when accessing health care. It is important that nurses are aware of
refugee populations and the challenges they face in becoming new
New Zealanders. Primary health care workers need to find out from
former refugees information about their background, where they are
from, and how their experiences have affected them, including effects
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on their health and well-being. This is a skill that health professionals
need to deploy with sensitivity, so the individual can feel safe and
trust the health-care worker. As we explain later in the discussion, this
understanding of who people are is particularly important for culturally
safe practice with people of migrant or refugee backgrounds. This is
important, because migration results in a far-reaching reordering of
migrants’ daily lives at all levels of social activity (Douglas Fir Group,
2016), which has significant health consequences. These health
consequences may be amplified for people who have experienced
significant trauma while leaving their home countries. While migrants
have chosen to relocate, refugees may have had little choice in
leaving their home country (McNamee, 2017).

The impact of experiences before migration is a potential negative
influence on health (Castaneda et al., 2015). One participant in this
study noted, ‘my mind is not settled”, indicating the impact of past
trauma and worry about family left behind in their country of origin.
Many people with refugee backgrounds have experienced traumatic
events that have an ongoing impact on their mental health. They
may also have physical health conditions that require long-term
support from health-care services. Participants in this study shared
how the negative health effects of prior events and experiences are
ongoing, even after they have settled in a country where previously
experienced threats no longer exist. The effect of past trauma on
people with refugee backgrounds should not be under-estimated
(George, 2010). Research in Canada (Pottie et al., 2011) found
that all migrants, even those who were healthy on arrival, had a
subsequent decline in health. This finding was attributed to differing
health needs of migrants, owing to exposure to disease, migration
experiences, genetic predispositions and living conditions in the host
country.

Social isolation or exclusion in the process of becoming settled in
their host country have negative impacts on the health of people with
refugee backgrounds. Separation from family, and the loss of familar
social norms and cultural practices, may affect their mental health,
causing anxiety and depression. Davies et al. (2009) acknowledge
that migrants’ ongoing health may be determined by their ability to
be included in communities and access appropriate and acceptable
health services in their host country. The demands of daily living,
family responsibilites and communication barriers can impede
migrants’ ability to feel at home in a community and to seek help to
manage their health and living requirements. Davies et al. also note
that cultural differences in understanding of mental health may also
affect health-seeking behaviour. Where family are present or have
migrated together, the support that family provide may ease migrants’
worries. However, for people with refugee backgrounds, migrating
with family members is not always possible.

Anderson (2008) suggests that migrants use multiple strategies
to navigate the New Zealand health-care system, but this ability is
influenced by their knowledge and experience of health services
before migrating. For people with refugee backgrounds, barriers
to engagement with health services may be related to language
problems, health literacy and a lack of understanding about how
the New Zealand health system works and what they are entitled
to. Social networks provide essential support when migrants do not
know where to go for help when they get sick, or how to engage
with health services. The level of comfort people with refugee
backgrounds have with specific health services may be informed by

their experiences of health services in their own country. This may
also be true for how they evaluate which health services they prefer
to attend.

Health literacy — the ability to access, understand or apply health
information — is a key factor in the health of people with refugee
backgrounds (Davies et al., 2009; Wangdahl et al., 2014). Some
participants in this study were illiterate in their own language, having
had limited opportunities for schooling in their home countries. They
were learning to read for the first time in English, a process that may
take them a number of years to achieve some proficiency. People
with refugee backgrounds who have lower levels of education, or
less cultural knowledge of the host country, may be less likely to seek
health care and engage in healthy behaviour (Dowling et al., 2019).
They highlight the importance of supporting the education needs and
health literacy of migrants to help prevent their health declining.

Nurses need to engage with people who have refugee
backgrounds in culturally safe ways to support them in managing
their health and well-being (de Souza, 2015; Nursing Council of
New Zealand, 2012). The health inequalities that exist between
migrants and other populations in New Zealand are partly attributable
to lower use of the health service. However, providing culturally
safe care for people with refugee backgrounds can be complex.

It is challenging for health professionals to overcome language
barriers and to fully understand the experiences migrants bring to
health-care encounters. The availability of high quality translation is
essential for working with migrants who are not yet fluent in English
(Suphanchaimat et al., 2015). While some people with refugee
backgrounds rely on family members to interpret for them, positioning
family members in this way carries its own challenges in terms

of confidentiality and the power dynamics in family relationships.

The use of male interpreters for women seeking health care may
constrain the ability of these women to communicate with health-
care providers, particularly concerning women’s health issues. The
same concerns may arise for male migrants with female interpreters.
Gaining the trust of people with refugee backgrounds, and developing
personalised relationships with them, is essential for nurses to
provide them with the best care (Ministry of Health, 2012).

CONCLUSIONS

This transdisciplinary inquiry has been transformational for the
researchers, because it has taken us beyond the scope of our own
disciplines. The narratives have allowed us insight into aspects of
the participants’ lives. People with migrant backgrounds, especially
people who come to New Zealand as refugees, are exposed to
unique factors affecting their physical and mental health, and
consequently their ability to learn a new language. The health of
these new New Zealanders is a social equity issue that nurses need
to be concerned with. They need to create culturally safe conditions
so migrant populations can engage effectively with health services.
An understanding of the specific challenges relating to migration
and the unique experiences of new New Zealanders would enhance
these encounters.

RECOMMENDATIONS

Promoting community-level engagement with primary-care
services may help to reduce inequalities for refugee populations.
As advocates for people with refugee backgrounds, nurses need to
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influence policy makers to recognise the individual, social, cultural
and historical factors that affect the health of migrants. Following
the Otago Stocktake (Cunningham et al., 2017), this will require an
acknowledgement of the multi-lingual environment in New Zealand
and explicit policy to ensure that important signs are regularly
reproduced in several languages, including te reo Maori.

Health services should engage with people with refugee
backgrounds in culturally safe and responsive ways, showing
understanding of their unique experiences. This requires a diverse
health workforce, both at policy development level and at on-the-
ground service level.

Nurses should also recognise the importance of social networks
in overcoming the unique constraints migrants encounter in using
health services. These constraints include communication barriers,
challenges in attending appointments, and different cultural and
social interpretations of health and iliness. Nurses, and other health
professionals, also require contemporary evidence-based clinical
guidelines to inform how they work with migrants and refugees.

LIMITATIONS

This study involved a relatively small sample of people who came to
New Zealand as refugees, so the findings of this research may not be
generalisable to other migrant populations either here or overseas.

However, the stories told by the participants are likely to be
echoed in the lives of refugees who are yet to settle in Aotearoa New
Zealand. Data for this study were originally gathered to understand
more about how learners with refugee backgrounds experience
learning English, rather than having a specific focus on health. This
secondary analysis of an existing data set could be considered a
limitation in the methodology. The importance of language skills, both
written and spoken, is a key factor which links both disciplines. This,
in our opinion, reduces the limitation. However, this analysis provides
a stepping-off point — a potential focus for further research on the
relationships between people with refugee or migrant backgrounds
and the health services and health professionals they engage with.
Further research may point the way to a greater level of equity in our
primary health care services.
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LITERATURE REVEW:

THE CASE FOR APPOINTING
PARKINSON'S DISEASE
NURSE SPECIALISTS

ABSTRACT

Aim: To identify gaps in the management of Parkinson’s disease,

and limitations in the education and role of Parkinson’s nurses; and

to recommend changes that optimise the well-being of the person

with Parkinson’s and minimise the health-care burden, including the
establishment of a Parkinson’s nurse specialist role.

Background: Parkinson’s is a progressive, incapacitating
neurodegenerative disorder which is rapidly increasing in incidence.
Itis debilitating and socially isolating for the person and leads to an
increased risk of falls, fractures and hospital admissions.

Method: Literature exploring recent key aspects of Parkinson’s was
sourced from textbooks and databases including Science Direct,
ProQuest, PubMed, Google Scholar and the website of Dr Toni Pitcher
of the New Zealand Brain Research Institute, Christchurch.

Findings: Gaps in Parkinson’s care include incomplete understanding
of Parkinson’s-specific care by health-care professionals and
inconsistent medication administration or compliance, resulting in falls
and fractures. In New Zealand there is a shortage of neurologists with
resultant dependence on general practitioners. There is no formal
education of Parkinson’s nurses and limited coordination of Parkinson’s
care. In contrast, the development and education of dedicated
Parkinson’s nurse specialists in Europe has optimised care and
medication use, thus reducing the risk of falls.

Conclusion: Establishing a New Zealand programme to educate
Parkinson’s nurse specialists and general practitioners could be an
important strategy to support other health carers and ensure a co-
ordinated interprofessional approach to optimise function, independence
and social interaction of people with Parkinson’s, and avoid
unnecessary injuries. Improved knowledge and delivery of health care
for this vulnerable group may be a cost-effective way to reduce hospital
admissions and the economic burden of Parkinson’s health care.

KEYWORDS

Parkinson’s, chronic neurological disorder,
economic burden, falls risk.

older person’s health, specialist nurse,

INTRODUCTION/BACKGROUND

arkinson’s is a slowly progressive neurodegenerative condition
Pwhich leads not only to motor impairments like tremor, rigid-

ity and bradykinesia, but also to diverse non-motor symptoms
caused by damage to neurons in the central and peripheral nervous
systems (Kalia & Lang, 2015; Marinus et al., 2018). In Sweden, the
United Kingdom and parts of Australia, Parkinson’s nurse specialists
are appointed to optimise care for patients with this debilitating and
socially isolating condition. This article briefly reviews the burden of

Parkinson’s in New Zealand. It draws attention to the need for educa-
tion facilities, along with other stakeholders, to consider establishing
a New Zealand Parkinson’s nurse specialist role and a more holistic
model of care. This could improve Parkinson’s services, and reduce
the risk of falls and the need for acute hospital admissions. A new
model of care would involve nurses with diverse responsibilities
ranging from the education sector to primary and tertiary care and
management. It is important to first clarify the pathology, risk factors,
clinical manifestations, and current care of Parkinson’s.
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METHOD

Aim

To explore the current management of Parkinson’s, identify any
relevant gaps and strengths and make recommendations for an
improved model of care which would enhance patient health,

and reduce the burden on the health system. Key concepts were
drawn from the literature to investigate the validity of establishing a
Parkinson’s nurse specialist role.

Search strategy

The standard search strategy explored articles from electronic
databases, including Science Direct, ProQuest, PubMed, CINAHL
and Google Scholar. The search was refined by peer-reviewed
articles or research papers published in English from 2010 to 2020
to obtain the most up-to-date and reliable information. Search terms
using appropriate codes, parentheses and Boolean operators (“AND”,
“OR”) in the abstract field were: Parkinson’s disease AND nurse

OR nurse specialist; Parkinson’s disease AND Lewy bodies OR
neurologist OR falls risk OR inter-professional OR economic burden
OR nursing care OR caregiver OR medical practitioner.

Inclusion criteria, which determined relevance, specified that
abstracts incorporated Parkinson’s disease or chronic neurological
disorder and clinical manifestation, management/treatment, nurse,
economic burden, risks or care model. Excluded were articles which
focused on detailed genetic mutations or animal studies, or did not
include information related to Parkinson’s in humans, or nursing or
medical management of people with Parkinson’s (PwP). The final
selection included articles relating to understanding the pathology
and clinical application of managing Parkinson’s. Articles found in
the databases were: Science Direct (20), ProQuest (4), PubMed
(2), Google Scholar (15) and CINAHL (4). A further hand search of
references of relevant literature was also done.

Relevant articles were appraised, and key data was extracted,
evaluated and discussed to achieve optimal recommendations for
future Parkinson’s management

FINDINGS

Incidence

Neurological disease has become the main cause of disability
internationally (Dorsey et al., 2018). In particular, the recorded
incidence of Parkinson’s has doubled between 1990 and 2015,
making it not just the second major source of neurological disability
and mortality, but a rapidly-increasing source (Dorsey et al.; Skelly
etal., 2015; Vos et al., 2015). In 2016, Parkinson’s affected an
estimated 6.1 million individuals worldwide. Of these, 41,016 PwP
lived in Australia and 6249 lived in New Zealand (Dorsey et al.).
Incidence in New Zealand is predicted to increase in a linear pattern
to 19,700 in 2038 (Myall et al., 2017). With this potential rise, there is
an increased need for intervention.

Most ethnic groups in New Zealand’s multicultural society are
reported to have a lower incidence of Parkinson’s per 100,000
people — 114 in the Maori population; 160 in the Pasifika; and 174 in
the Asian populations - than the 233 in the New Zealand European
population (Alamri, 2020). However, the incidence among Maori
could be underestimated due to poorer access to health care and
delayed diagnosis (Pitcher et al., 2018).

Risk factors

Factors suspected to lead to increased incidence of Parkinson’s
include intensified production and use of pesticides and other
industrial chemicals, and presence of other pollutants (Dorsey et al.,
2018). Parkinson’s may be idiopathic, but infection and head injury
have also been implicated (Marsh, 2019). It is slightly more common
in males (Kalia & Lang, 2015; Nicoletti et al., 2017). Parkinson’s
may develop as a result of complex interactions between these
environmental factors and genetic factors (Aarsland, 2016; Kalia

& Lang), but the main risk factor is increasing age. Parkinson’s is
rare in those under 20 years of age (Dorsey et al.). Approximately 4
percent of those with Parkinson’s are aged under 50 years (Dorsey
et al.). More commonly, it is diagnosed at age 55-65 years (Foltynie
& Kahan, 2013). Incidence peaks at age 85-89 years (Dorsey et
al.). Prevalence of Parkinson’s is highly likely to increase further

as populations age (Kalia & Lang) and industrial development

and pollution intensifies (Dorsey et al.). The projected increase in
numbers of PwP makes it urgent to gain deeper understanding of the
aetiological mechanisms of Parkinson’s (Vallerga et al., 2020).

Pathology
Parkinson’s develops as particularly vulnerable neurons are
progressively damaged and die (Dickson, 2018). The neurons most
notably affected are those in the substantia nigra of the midbrain.
These neurons normally supply the inhibitory neurotransmitter,
dopamine, to the basal nuclei, which in turn, initiate, manage and
finely regulate body movement (Barton & Johnston, 2017; Johnston,
2017; Marsh, 2019). With reduced dopamine, the excitatory
cholinergic neurotransmitter, acetylcholine, dominates in the basal
nuclei (Barton & Johnston). The loss of dopamine and its inhibitory
effects leads to loss of voluntary and smooth muscle function (Harris
& Fry, 2017), and to motor dysfunction, including bradykinesia and
rigidity (Kalia & Lang, 2015).

Afurther key feature in the development of Parkinson’s is
the presence of Lewy bodies, which are protein deposits in the
cytoplasm of neuronal cells. Lewy bodies contain abnormal, insoluble
accumulations of the miss-folded protein, a-synuclein, and are found
in the neurons of the peripheral and central nervous systems (Kalia
& Lang, 2015). Lewy bodies are associated with cognitive decline
(Aarsland, 2016; Kalia & Lang; Weil et al., 2017). The a-synuclein
is also thought to aggregate in the presynaptic terminal, reducing
the release of neurotransmitters (Kalia & Lang; Marsh, 2019; Weil
et al.). Athird feature of Parkinson’s that is being researched is
neuroinflammation and oxidative stress (Kalia & Lang).

Clinical manifestations, treatment,

and management

Optimal management of Parkinson’s depends on understanding its
diverse clinical manifestations. Table 1 (see p52-53) lists some of
these common manifestations, which depict physical and mental
dysfunction, with increased risk of falls and injury (Tinelli et al.,
2016). They also lead to social isolation and stress for spouses, who
are the predominant caregivers for PwP (McLaughlin et al., 2011).
The earliest symptoms are usually non-motor, including olfactory
impairment, constipation, pain, sleep disorders, fatigue and anxiety
(Kalia & Lang, 2015; Pfeiffer, 2016). These can subtly present many
years before the classic primary and secondary motor symptoms
(Kalia & Lang). The primary motor symptoms include resting tremor,
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Table 1. Clinical manifestations and their impact on patient function

Clinical manifestation

Description/impact on patient function

Primary motor manifestations

Tremor

® Resting tremor, initially unilateral in distal extremities (Moustafa et al., 2016).

Bradykinesia

® Slow movement (Moustafa et al., 2016).

Rigidity/loss of flexibility

e Increased resistance of a muscle to passive stretching (Moustafa et al., 2016).

Postural instability

® Impaired postural reflexes make it difficult to maintain balance (Kalia & Lang, 2015; Moustafa et al., 2016).

® Maintaining a flexed position and leaning forward with a stooped posture (Marsh, 2019).

Secondary motor manifestations

Compromised gait

e Shuffling movement, which includes difficulty raising feet from the floor during the swing phase, so
the individual is unable to lift their toes much from the ground, and has difficulty moving their legs and
thrusting forward (Moustafa et al., 2016).

Festination

e Rapid, accelerating steps (Moustafa et al., 2016).

Freezing of gait

® Sudden inability to move as if the feet are glued to the floor. Exacerbated in the stress of trying to
answer the phone in a hurry or executing a manoeuvre difficult for a PwP. Major cause of imbalance and
falls (Moustafa et al., 2016).

Flat foot walking instead of
heel to toe

e (Moustafa et al., 2016).

Impaired handwriting -
micrographia

e Small writing with a spiky contour (Moustafa et al., 2016).

Impaired speech

e Speech difficult to hear, monotonous, slow or slurred and hard to understand due to tongue or throat
muscle weakness (Moustafa et al., 2016).

Limited precision grip

® Between index finger and thumb (Moustafa et al., 2016).

Loss of facial expression

® Reduced ability to interpret facial expressions in others. The cause may be complex (Marsh, 2019;
Ricciardi et al., 2017).

Sensory manifestations

Olfactory impairment

® Reduced sense of smell is present in up to 90% of PwP on testing (Bhat et al., 2018; Pfeiffer, 2016).

Visual impairment

e Retinal thinning or retinal deposits of a-synuclein cause a variety of symptoms including reduced
contrast or reduced colour perception. (Pfeiffer, 2016).

Pain

® Musculoskeletal pain is the most common pain experienced. Pain distinctly reduces quality of Life.
(Pfeiffer, 2016).

Behavioural manifestations

Depression

® Depression may be present (Bhat et al., 2018; Pfeiffer, 2016) before the diagnosis of Parkinson’s. The
main features are a depressed mood, lack of appreciation of pleasure and loss of interest. It is diagnosed
using the criteria in the Diagnostic and Statistical Manual of Mental Disorders, 5th edition (Marinus et al.,
2018).

Anxiety

e Anxiety may be present in 25-40% of patients and include generalised anxiety disorder, panic or phobia
(Bhat et al., 2018; Pfeiffer, 2016).

Impulse-control
disorders

® These may involve impulsiveness, failure to resist temptation, compulsions and behaviour that may be
harmful (Marinus et al., 2018). Women are more likely to binge eat and men to exhibit excessive sexual
behaviour. They add to the challenges facing the caregiver (Marinus et al., 2018).
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Dementia

e Mild but increasing cognitive impairment may lead to dementia in 80% of PwP with duration of greater
than 20 years (Pfeiffer, 2016). It includes apathy and indifference, hallucinations and attention and
memory deficits (Marinus et al., 2018).

Apathy and indifference

® May be present in 40% of PwP (Pfeiffer, 2016). Apathy involves reduced initiative and lack of concern
for daily routines. The patient may lose interest in a pursuit (Marinus et al., 2018). Apathy and depres-
sion may occur together (Marinus et al., 2018).

Autonomic dysfunction

Orthostatic hypotension
2016).

e This may present as feeling weak or faint or as unclear thinking or blurred vision on standing (Pfeiffer,

Inappropriate sweating

® Sporadic incidents of heavy sweating occur in some patients (Pfeiffer, 2016).

Gastrointestinal
disturbances

® Gastroparesis (delayed movement of food into the small intestine) (Tinelli et al., 2016). This may cause
bloating, abdominal fullness, anorexia, nausea, vomiting and weight loss. It may also hinder absorption
of medications, and cause constipation (Pfeiffer, 2016).

Dysphagia/drooling

© Reduced ability to swallow may lead to drooling. This increases the risk of aspiration. It also adds to
social embarrassment and isolation (Pfeiffer, 2016).

Cystitis
contribute to infection.

® Urine tract infections may be present in 25-50% of patients (Pfeiffer, 2016). Urinary retention may

Detrusor hyperactivity

® Frequency, nocturia, urgency and urge continence may be present (Pfeiffer, 2016).

Sexual dysfunction

e Erectile dysfunction in males and low libido in females (Pfeiffer, 2016).

Sleep disturbances
Pfeiffer, 2016).

e Insomnia and frequent night waking and broken sleep is common for PwP (Marinus et al., 2018;

Fatigue

e Fatigue is one of the most incapacitating features of PD (Pfeiffer, 2016).

bradykinesia, muscular rigidity and postural instability (Moustafa et
al., 2016). Secondary motor symptoms encompass a shuffling gait,
impaired handwriting and soft/dysarthric speech (Moustafa et al.).
Diagnosis of Parkinson’s is based on evidence of these symptoms.

Treatment is symptomatic, because no medications are available
to slow or reverse the degenerative pathology (Kalia & Lang, 2015).
A dopamine agonist is recommended to control initial symptoms
in younger patients, with levodopa added to the regime when it is
no longer totally effective (Tinelli et al., 2016). The addition of a
dopamine agonist in early Parkinson’s is thought to delay the need
for administration of levodopa, thereby avoiding motor fluctuation
side effects associated with levodopa (Tinelli et al.). Levodopa
is the medication of choice for tremor, stiffness, slow movement,
poor balance, reduced mobility and limited muscle control (Tinelli
et al.). Monoamine oxidase type-B inhibitors such as selegiline are
also effective (Tinelli et al.). Antidepressants may be prescribed
where appropriate (Kalia & Lang). The aim of these treatments
is to relieve the impact of Parkinson’s, optimise quality of life and
facilitate independence. Therefore, administration, side effects
and compliance need to be managed by skilled prescribers and
caregivers (Harris & Fry, 2017). Another important aspect of care is to
minimise risk of falls, and this includes managing confusion, delirium
and dementia (Harris & Fry).

Currently, the role of Parkinson’s nurses in New Zealand is
to provide home visits, and to advise on mobility, medication,

exercise, educational seminars, social activities and support groups.
They can also organise referrals, family/whanau meetings, and,
where necessary, advocate with employers or hospital specialists
(Parkinson’s New Zealand, 2018). These services would be
enhanced by increasing the number of Parkinson’s nurses and by
providing them with specialist Parkinson’s education.

One of the most important skills of the Parkinson’s nurse is
expertise in monitoring medication, because precise medication
administration has a profound effect on PwP. Poor adherence to
prescribed medications has been reported; it results in fluctuation
of medication levels, reduced control of symptoms and increased
hospital admissions (Tinelli et al., 2016). However, the view of New
Zealand Parkinson’s nurse Helen Skene, is that PwP are “highly
adherent to medication” (personal communication, August 12,
2020). Parkinson’s medication is a complex “niche medication”,
and its administration can be disrupted during hospitalisation if an
individual's medication regime is inadvertently changed by medical
or nursing staff. Disrupted medication may be the most problematic
aspect of care, compromising motor function and reducing mobility
(Oguh & Videnovic, 2012). It may also cause anxiety for the PwP who
has had control taken away from something they or their partner have
been capably managing. An interprofessional approach, particularly
on medication regimens is recommended (Oguh & Videnovic). The
problem could be mitigated by a unified policy for management
of PwP on admission and a pharmacy review, and by increased
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availability, recognition of, and consultation with, Parkinson’s nurses.

Gaps in current care

Agap in care can also occur in the community, when people with
chronic conditions have needs that are inadequately addressed

by current management systems (Boehmer et al., 2019). This is
particularly true for PwP in rural areas, where patients have limited
timely access to general practitioners (GPs) or nurses (NZRGPN,
2019). The majority of PwP live at home and are cared for by

their spouse (McLaughlin et al., 2011). They may initially have

little understanding of Parkinson’s (Shippee et al., 2015). Health-
care workers in hospitals and residential care facilities aim to
deliver competent basic nursing care. However, Parkinson’s is a
complex condition with diverse symptoms and therefore particularly
challenging to manage effectively. Without good understanding of
Parkinson’s care, gaps will exist.

If the PwP’s mobility is not assessed frequently enough as the
disease progresses, and corresponding levels of medication are
not adjusted precisely enough, there is a greater risk of falls and
fractures, resulting in increased time in ED and acute hospital care
(Harris & Fry, 2017). These are not just stressful for the patient but
result in the health dollar being spent in acute care, instead of more
prudent spending in preventative medicine.

The specific needs of hospitalised PwP are demanding for staff.
Lack of understanding and inability to anticipate common issues
for PwP may lead to falls and injuries and prolonged hospitalisation
(Ahlskog, 2014). An analysis of in-hospital care of PwP by
geriatricians, neurologists and Parkinson’s specialist nurses in
65 institutions in the United Kingdom (UK) reported that care was
“satisfactory” rather than “good/very good” and more than 20 percent
rated care as “poor” (Skelly et al., 2015). This study found 61 percent
of these experts were not certain that Parkinson’s medication was
given on “bang on time”, a critical factor in managing symptoms
well. Another small study in the Netherlands revealed limited
understanding of Parkinson’s concerns by health professionals
(van Rumund et al., 2014). It also identified poor timing of levodopa
administration. They reported a deficiency of emotional support and
empathy (van Rumund et al., 2014). Aged care — whether acute
hospital or long-term residential — is not always adequate for the
PwP. It is the extensive and diverse needs of the PwP that create the
difficulties in providing optimal care.

Providing care for PwP is also taxing for GPs, who have the initial
challenge of diagnosing Parkinson’s in the protracted prodromal
stage which features many common mild symptoms like anxiety
and fatigue (Postuma, 2019). Furthermore, some GPs have limited
understanding of Parkinson’s and its management (McLaughlin et
al., 2011). Ideally, GP appointments for PwP should be extended
from the standard 15 minutes to one hour, to allow enough time
to address the diverse symptoms, or the PwP may not have their
physical and psychological needs met. A New Zealand study of 500
participants with self-reported Parkinson’s revealed that more than
half of Parkinson’s patients relied solely on their GP for management
of PD (Buetow et al., 2008). In the view of 30 percent of the cohort,
the doctor provided limited information, and according to 38 percent,
and did not invite their patient to participate in care planning
(Buetow et al.). The shortage of neurologists in New Zealand and
other developed countries (Burton, 2018) forces greater reliance
on GPs to assess and manage this neurological specialty. Access

to physiotherapists was also limited (Buetow et al.). Buetow et al.
concluded there should be more Parkinson’s education and support
for GPs. Greater coordination of care for Parkinson’s is needed in
New Zealand, and more recent research is required (Buetow et al.).
Parkinson’s nurse specialists could have a significant role in raising
awareness of optimal treatment of Parkinson’s and coordinating
interprofessional team care.

Economic burden of PD

Because of its debilitating nature and risk of falls, the economic
burden of Parkinson’s is far greater than its incidence. This was
reported in a review of Parkinson’s expenditure over 11 countries in
Europe, the United States and Russia (Mateus & Coloma, 2013). In
Australia, costs related to Parkinson’s exceed $8.3 billion annually
(Harris & Fry, 2017). Harris and Fry investigated emergency
admissions in one Sydney hospital and noted the particularly high
rate of falls and emergency department admissions in patients with
Parkinson’s, and longer subsequent hospital stays (Harris & Fry).

An enhanced model of care

Sweden and the UK have developed education programmes for
nurses to become skilled Parkinson’s nurse specialists, with an in-
depth understanding of Parkinson’s, its treatment and management
(Hellqvist & Berterd, 2015). Parkinson’s nurse specialists are also
employed in Australia (Lee et al., 2015) and in Ireland (Ward &
Browne, 2014). These nurse specialists work in outpatient clinics as
well as providing home visits. They regularly assess their patients
both physically and psychologically and evaluate the effectiveness
and side effects of medications (Hellqvist & Berterd). The Parkinson’s
nurse specialist consults with the GP when medications need to be
adjusted to improve motility and reduce risk of falls (Skelly et al.,
2015), or the Parkinson’s nurse specialist can adjust medications
immediately, if they are a nurse prescriber (Ward & Browne). The
Parkinson’s nurse specialist can communicate with, and refer
patients to, other members of the inter-professional team, such

as doctors/specialists, pharmacists, physiotherapists and speech
therapists (Hellgvist & Berterd).

In Sweden and the UK, a patient-centred model has been
developed where an assigned Parkinson’s nurse specialist increases
continuity of care by listening to and taking an interest in the patient
and their spouse, providing education, counselling and emotional
support, and easing the burden of PD for both patients and their
carers (Hellqvist & Berterd, 2015; Lee et al., 2015; Skelly et al.,
2015). PwP valued the high level of professional skills, knowledge
and experience these nurse specialists provided (Hellgvist &
Berterd). They also appreciated suggestions which increased their
independence. The Parkinson’s nurse specialist contacted them
regularly, and was available to them (Hellqvist & Berterd). When
difficulties arose, people felt able to get in touch with their Parkinson’s
nurse specialist, rather than having to explain their background to a
new health professional (Hellgvist & Berterd). This created a sense
of security and trust. Dealing with Parkinson’s may leave people with
negative feelings and anxiety, so they valued the emotional support
provided by Parkinson’s nurse specialists and their help to set positive
goals (Hellgvist & Berterd). The person’s social and emotional health
is also enhanced by an inter-professional approach, involving speech
therapists, cognition and behaviour therapy, dance, music therapy,
occupational therapy and physiotherapy (Bloem et al., 2015).
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PwP may have many additional risk factors which combine to
increase likelihood of frequent falls, resulting in minor injuries or
fractures (van der Marck et al., 2014). In advancing Parkinson’s,
the postural reflex becomes impaired or is absent (Rinalduzzi et al.,
2014) and, combined with cognitive decline, greatly increases the
falls rate. However, falls are not inevitable and can be mitigated by
developing a “falls and fracture prevention plan” with each patient
(van der Marck et al.). They reported that optimal management
should involve identifying particular risk factors for each individual
and implementing prevention strategies, using an inter-professional
team of a GP, geriatrician, neurologist, Parkinson’s nurse specialist,
and ophthalmologist, physiotherapist and occupational therapist
as appropriate (van der Marck et al.). This will reduce the personal
distress to the patient and economic burden to the health system.

A further development has occurred in the Netherlands, where
a modern web-based technology, in the form of online health
communities, was created to offer easy access to professional
advice for people with chronic conditions including Parkinson’s (van
der Eijk et al., 2013). This online service provides comprehensive
support, medical advice and continuous, skilful expertise, becoming
an essential communication system for Parkinson’s specialists
and their patients. A local Parkinson’s nurse facilitates essential
communication between patients and the inter-professional team,
coordinates patient care, and guides and supports patient health
services (van der Eijk et al.). Such technology stimulates patient
involvement in decision-making about their own health. It also helps
improve collaboration within a multi-specialised team and reduce
chronic disease burden nationwide. Although the implementation of
web-based health services is a promising way of improving patient
care, this innovative approach requires reviewing health policies,
restructuring the system, substantial financial resources and internet
availability (van der Eijk et al.).

Closer to home, Parkinson’s NZ Charitable Trust (Parkinson’s NZ)
employs a dedicated team of Parkinson’s nurses to provide clinical
assessment, advice and education in a person’s own home. In
2019, the annual survey of patients on the Parkinson’s NZ database
(n=3007) generated 1145 responses, with 70 percent of PwP and
their carers reporting they felt better able to manage their condition
due to the involvement of the Parkinson’s NZ nursing service.

Education to reduce the care gap

Education is an important step towards addressing the care gap.
NZBRI Parkinson’s nurse Helen Skene said that in New Zealand,
Parkinson’s nurses have advanced skills and knowledge, and
educate and role-model best practice to health-care workers.
However there were too few of them to provide accessible care
across the country, and they did not have formal education to make
them Parkinson’s nurse specialists. They might have a background in
neuroscience nursing or research, and some might have had access
to a short course in Parkinson’s, but this group of dedicated nurses
were likely to have been self-taught, gleaning informal learning

from GPs or neurologists, movement disorder journals and NZBRI
publications (personal communication, August 12, 2020).

Although there is value in self-directed learning, this trial-and-error
method could be superseded by a formal Parkinson’s nurse specialist
course or programme that addresses the complexities of Parkinson’s
and current trends in management. A formal qualification would
provide a mechanism of greater recognition for the work already

being done by Parkinson’s NZ nurses, advancing them to the role of
a Parkinson’s nurse specialist and encouraging more nurses into the
field.

RECOMMENDATIONS

A formal nationally-recognised education programme for Parkinson’s
nurse specialists could reduce the care gap. It would be even more
effective if the course included inter-professional education that
would attract GPs, physiotherapists and other health professionals.
It would improve collaboration between GPs and Parkinson’s nurse
specialists in meeting the needs of PwP. This could also help to
address the limited specialist Parkinson’s supervision due to current
shortage of neurologists in New Zealand (Burton, 2018).

The role of district health boards (DHB) in implementing policy
for Parkinson’s is beyond the scope of this study, but Helen Skene
recommended that DHBs provide a New Zealand-wide policy for
Parkinson’s management, including the hospital admission process,
treatment and education and care in the community. This would need
to be in partnership with Parkinson’s NZ and could be an area of
future investigation.

Tammy Ramsey-Evans, director of clinical services at Parkinson’s
NZ, supports the development of clinical pathways for PwP that
include the community-based Parkinson’s nurse to ensure that from
the point of diagnosis, PwP have access to the right information,
education and support they need to manage their condition well
(personal communication, September 22, 2020).

A further recommendation is for DHBs to employ enough
Parkinson’s nurse specialists to educate hospital and residential
care staff and provide an acute consultation service for inpatients
with Parkinson’s who would benefit from a review. This preventative
approach has the potential to reduce falls risk and costly acute
hospital admissions.

Ramsey-Evans said there was an increasing demand on
Parkinson’s NZ services from DHBs and residential care facilities,
with an average of 80 new referrals per month. This puts
considerable pressure on the resources of Parkinson’s NZ, which is a
non-profit charitable trust, reliant mainly on grants and donations, and
a very small amount of government funding. “The growing reliance on
our services across Aotearoa, without investment from the Ministry
of Health and /or DHBs is simply not sustainable in the long term.”
(personal communication, September 22, 2020)

CONCLUSION

Neurological diseases are the main cause of disability internationally,
with Parkinson’s the second most common neurological disease.
Ageing populations are expected to amplify the incidence of
Parkinson’s and increase the health-care burden.They will also
exceed the capacity of Parkinson’s NZ to continue to provide the
current level of care unless there is recognition and investment by
health funders to address this gap. For these reasons, it is time to
establish strategies to manage Parkinson’s more effectively.
Parkinson’s is a multifaceted, debilitating and socially isolating
disorder. Ideal management could involve an assigned Parkinson’s
nurse specialist who can provide ongoing, expert support and advice.
The Parkinson’s nurse specialist can link the patient with an inter-
professional team to form an effective individualised plan to reduce
falls risk and optimise function, independence and social interaction.
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The urgency to update Parkinson’s management is driven by
the need for inter-professional strategies to deal with the predicted
burden of disease. Consideration needs to be given to establishing
management strategies that are more in line with international
models. The development of inter-professional courses could help
Parkinson’s specialist nurses and GPs, who can, in turn, support
other health professionals, particularly in view of the shortage of
neurologists in New Zealand. Implementing this service should be
cost effective, because it involves preventative medicine rather than
more expensive acute care. Proficient Parkinson’s specialist nurses
could be strategically placed as key co-ordinators to facilitate holistic
care of PwPs in future policies.

LIMITATIONS AND FUTURE RESEARCH

We interviewed one Parkinson’s nurse in the South Island, but this

could skew our current view of Parkinson’s nursing. In the future,
interviews need to take place with larger numbers of Parkinson’s
nurses to validate these findings on a national level. However, the
opinions of Tammy Ramsey-Evens, the director of clinical services at
Parkinson’s New Zealand Charitable Trust, have provided a national
overview. Future research could also investigate the management of
Parkinson’s in hospitals and community health by professionals and
family caregivers.
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Aim

The aim of this integrative review was to explore the reasons behind

nurse turnover in the hospital environment. The research question
was: Why do registered nurses leave the acute setting?

Background

Increasing nurse turnover has become a major concern globally, with
the World Health Organization (2016) insisting countries institute
policies to stem the attrition of nurses. In the New Zealand context,
with current district health board (DHB) debt, and the cost of nurse
turnover, retaining nurses in the workplace is imperative. Nurses
comprise 65 percent of the regulated health workforce in New
Zealand (Huntington et al., 2011). New Zealand has some of the
poorest statistics for nurse retention in the developed world, with a
nurse turnover rate of 44.3 percent, nearly three times higher than
Australia (Hughes, 2017). There is no turnover data related directly
to the acute setting; however in 2017, 39 percent of New Zealand
registered nurses (RNs) worked in the acute DHB environment
(NCNZ, 2017). Thus most of the nursing workforce is employed in the
acute setting, so understanding the reasons why nurses are leaving
the acute workforce is important.

The start of nurse attrition from an area can cause a cascading
effect, where staff that remain become overworked and they in turn
leave — this is categorised as secondary turnover (Buffington et
al., 2012; Rondeau & Wagar, 2016). Adverse patient events and
medication errors increase in areas of high nurse turnover, and when
this turnover leads to inadequate staffing, then patient mortality
rates increase (Buffington et al., 2012; Fagerstrom et al., 2018;

Hairr et al., 2014; Perrine, 2009). It is important that the health-care
sector finds ways to improve retention of nurses, so patient safety

is not compromised (Menella, 2018). The cost of nurse turnover in
New Zealand is equal to half the salary of a nurse — approximately
$30,000 - due to the hidden costs involved, such as advertising,
training, temporary staffing and orientation periods (North et al.,
2013). Better retention of nurses in New Zealand could save DHBs a
substantial amount of money every year, therefore this should be a
top priority for government and DHB policy. In the year to May 2019,

20 out of the 21 DHBs in New Zealand were in debt and the total
debt across the DHBs was $423 million (Janic, 2019). Employing
nurse-retention strategies could slow this attrition and save district
health boards much-needed money.

Methods

The theoretical framework for this integrative review was based on
Whittemore and Knafl's (2005) updated methodology for integrative
reviews. Integrative reviews analyse the findings of primary

studies from a range of diverse methodologies, both qualitative

and quantitative. There are five stages to the integrative review
framework: problem identification, literature search, data evaluation,
data analysis and presentation of findings. Search terms used
were: tertiary, in-patient, acute, RN, nurse, leave, retention, stay,
turnover and attrition, and the timeframe for the search was 2009-
2019. Electronic databases searched included CINAHL Complete,
Cochrane Library, ProQuest, PubMed, MEDLINE Complete, Clinical
Key, Science Direct, Health Business Elite and Nursing Reference
Center Plus. Thirty-six primary studies were evaluated, and 16 met
the selection criteria for inclusion in the integrated review.

Findings
Three key themes were identified through an iterative approach to
data evaluation and synthesis: support, workload and professional
factors. The first theme to emerge concerned support, including
organisational and manager support, appreciation and relationships
with co-workers. A perceived lack of support or recognition from the
employing organisation and its management was a major reason why
nurses intended to leave their workplace. Nurse participants in these
studies described how they felt unappreciated and their skills and
knowledge unrecognised by managers and the organisation (Choi
etal., 2011; Choi et al., 2012; El-Jardali et al., 2009; Tuckett et al.,
2015). Nurse participants also reported how their self-esteem and
sense of self-worth had been adversely affected by an unsupportive
manager (Choi et al., 2011; Choi et al., 2012; El-Jardali et al., 2009;
Hayward et al., 2016; Tuckett et al., 2015; Walker & Clendon, 2018).
Nurses experienced a lack of support when there was poor
communication between the employer organisation and nurses.
“Nobody cares at the top about nurses” and staff are “drowning
in policies” are examples of nurse views on this lack of support in
an Australasian study conducted by Tuckett et al. (2015). Nurses
equated poor organisational and coordination skills on the part of
their direct manager, with chaos on the ward, and feelings of an
overwhelming workload. Having a manager who didn't offer help
when staff were busy, was not visible on the ward, or was insensitive
to staff needs was also identified as a reason staff intended to leave
(Choi et al., 2011; Choi et al., 2012; El-Jardali et al., 2009; Tuckett et
al.). Unapproachable managers who did not listen to staff needs or
support staff when there were complaints led to nurses expressing an
intention to leave. Some nurses might have stayed at their workplace
if there had been support and positive leadership from their manager
and more recognition of their skills (Heinen et al., 2013; Tuckett et
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al., 2015; Walker et al., 2018). Lack of support from colleagues was
a further reason nurses intended to leave their workplace (Choi et
al., 2011; El-Jardali et al., 2009; Labrague et al., 2018; Tuckett et al.,
2015; Van Dam, Meewis & van der Heijden, 2012). Bullying, mistrust,
fault-finding and disrespect among colleagues led to dissatisfaction
with work and intent to leave (Choi et al., 2011; Choi et al., 2012;
Walker et al., 2018). Some nurses felt that colleagues did want to
provide support but were unable to due to high workloads and being
“emotionally tired” from years of nursing (Tuckett et al., 2015).

The second theme related to workload, and included patient acuity,
poor staffing and high nurse workload. Coupled with this workload
theme was the perception that heath was treated as a business
and was no longer patient-centred. Nurses suggested that patients
were getting more complex, but the nurse-patient ratio remained
the same, and working short-staffed was becoming more common.
Increased patient acuity in the acute setting was identified as the
reason many nurses intend to leave their workplace (Baernholdt &
Mark, 2009; Choi et al., 2011; Hayward et al., 2016). More paperwork
and documentation, with less time for patient care, left nurses feeling
dissatisfied and with a sense that they had not provided quality care
(Alasmari & Douglas, 2012; Choi et al., 2012; Hayward et al., 2016).
The higher the nurse-patient ratio, the more likely nurses were to
report their workplace only provided poor to fair patient care, and
nurses who felt this way were also more likely to express an intention
to leave (Aiken et al., 2012). Pressure and urgency at work was
an important factor, and some felt this was why new staff left their
workplace (Choi et al., 2011; Moloney et al., 2018). In one study,
nearly half of New Zealand nurses who had left said they would
have stayed in their workplace if there had been more staff on the
wards (Walker et al., 2018). Inadequate staffing led to feelings of
job dissatisfaction, emotional exhaustion and burnout, as staff had
less time for patient care (Baernholdt et al., 2009; Choi et al., 2011;
Dimattio et al., 2010; Hayward et al., 2016; Nantsupawat et al., 2016;
Walker et al., 2018). Nurses felt understaffing led to greater risk of
errors and vulnerability to stress and injury for nurses, as they had
to complete tasks alone that normally required two people (Choi et
al., 2011; Nantsupawat et al., 2016). A perception that health care
had become business-focused was a reason some nurses intended
to leave their workplace (Aiken et al., 2012; Tuckett et al., 2015),
because they felt nursing was no longer patient-centred and this led
to less personal satisfaction in their job. Nurses felt the real rewards
in nursing were forming relationships with patients and providing
quality care, which was no longer possible in the business-driven
model of health care (Tuckett et al.).

The third theme concerned professional factors, including
career and professional development and participation in hospital
affairs. Perceived poor education opportunities, along with limited
possibilities to up-skill, were reasons nurses left their workplace.
Nurses wanted more professional development opportunities from
within the employing organisation. They wanted education that was
directly related to the job they were employed to do, so when they
couldn’t access this learning, they felt dissatisfied and this led to
intent to leave (Abdulkareem, Chauhan & Kura, 2014; Alasmari et
al., 2012; Dimattio et al., 2010; Nowrouzi et al., 2016; van Dam et
al.,, 2012). Nurses also wanted more career and job advancement
prospects and a greater chance for promotion (Alasmari et al., 2012;
Dimattio et al., 2010; Nowrouzi et al., 2016). However, the opposite
was true in one New Zealand study, where nurses who had left

would have considered remaining if their organisation had been less
demanding about them continuing with professional development
(Walker et al., 2018). Nurses who felt they were not involved in
hospital affairs were more likely to leave their workplace. Even
though nurses were often the ones implementing policies, many

felt they had no say in how these policies were made. Nurses were
not involved in hospital decision-making and this lack of inclusion
led them to consider leaving their workplace. Some nurses felt their
employing hospital made decisions without consulting nursing staff
and some of these decisions made it difficult for them to give quality
patient care (Dimattio et al., 2010; Heinen et al., 2013; Nantsupawat
etal., 2016). Nurses also wanted more open communication

with hospital administrators and recognition of their knowledge

and potential input into organisational-level decision-making
(Nantsupawat et al., 2016).

Conclusion

This review identifies that a perceived lack of support from their
employing organisation, management and colleagues; workload
factors including acuity, nurse-patient ratio and poor staffing; and

a lack of professional development opportunities along with limited
potential for promotion or career advancement were all factors in
nurses’ decision to leave the acute setting. There are many ways to
retain these nurses, through positive leadership, adequate staffing,
and professional development opportunities.
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Aim

The aim of this pilot study was to gain a deeper understanding
of Indian internationally qualified nurses’ (IQNs) experiences of

transitioning into a bachelor of nursing (BN) programme in New
Zealand.

Background

IQNs transitioning into the BN are exempted from the first 18
months of the programme, through recognition of prior learning, so
they enter the BN in the second year. Twenty seven percent of the
New Zealand nursing workforce are IQNs (Nursing Council of New
Zealand, 2017) so these nurses make an important contribution to
the nursing workforce. International research has highlighted an
array of issues that have a negative impact on IQNs’ learning and
clinical experiences, as well as the positives that have enabled them
to succeed, for example resilience and good support networks (Philip
et al., 2015). The experience of IQNs transitioning in New Zealand is
under-researched and requires further investigation, including those
IQNs who are not able to register immediately as their overseas
qualification is not sufficient. The tertiary institution where this
research was conducted offers IQN students an 18-month bridging
course to registration. The students undertake an initial four-week
programme which, on completion, enables them to transition into the
BN programme part way through the second year.

Methods

A qualitative descriptive method (Braun & Clarke, 2006) was used to
gain insight into the experiences of three male and one female Indian
IQN student nurses who consented to participate in the research.
Focus groups are useful when the researcher wishes to discover

the opinions and experiences of participants from a different cultural
background to their own (Liamputtong, 2010). Data was collected

via a focus group, using semi-structured questions, following ethical
approval to conduct the research. The digital recording of the focus
group session was transcribed and data analysed using Braun and
Clark’s six-stage thematic analysis process. This process involved

reading, browsing, reflecting, coding, searching for themes, and
defining and naming themes.

Findings

Four main themes were identified in the data analysis: adapting to

a new way of learning; cultural differences in adapting to living and
working in New Zealand; adapting to a different clinical environment;
and cultural safety.

Significant challenges faced the participants as they adapted
to new ways of learning in the BN programme. They experienced
significant culture shock when adjusting to the Western pedagogy.
Throughout the focus group, phrases commonly used were
“everything is new to us”, “we struggled”, “we were under immense
stress”, “we had to make lots of effort”. Key areas where they faced
difficulties as students were in critical analysis, academic writing,
and becoming accustomed to accessing and citing scholarly sources
to support their discussion. Another challenge was adapting to
living and working in New Zealand. Hurdles arose due to language
difficulties, cultural differences and the financial pressures of having
to work part-time and study. Participants were aware of living in
two different worlds. They had their world of work and study which
they were adapting to with increasing ease. However, socially
they remained significantly separate. Despite these challenges,
their overall experience of living and working in New Zealand was
increasingly positive over time.

The participants were aware before they came to New Zealand
that there would be clinical adaptations to be made. They explained
that they wanted to change and adapt as they knew that the
working environment would be better, and they wanted to work in a
developed country. The participants were inexperienced in working
autonomously and assessing patients. In addition, they had to learn
how to think critically and make decisions, as in India they had been
accustomed to working under the complete control of doctors with
no expectation that they would think for themselves. A supportive
clinical environment and learning critical thinking skills in simulation
scenarios enabled the participants to adapt successfully.

Finally, the concept of cultural safety (Nursing Council of New
Zealand, 2011) is an integral part of nursing education and clinical
practice. The unique aspects of cultural safety were new concepts
for the participants to grasp and apply in their clinical practice. The
participants reflected on how crucial cultural safety was for safe care
in New Zealand. One student commented, ‘it is the best thing the
New Zealand health system has”. Once they were in their final clinical
placement, they were able to apply the concepts they had learnt and
deliver safe nursing care.

Discussion

The findings of this study revealed the participants’ resilience
and determination. Many reasons were given for this persistence
and resilience. Firstly, financially they and their family had made
a significant investment in their education. To fail would have a
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significantly adverse impact economically but there was also the
issue of bringing shame on their family and community. A further
impetus to succeed was the participants’ perception that the New
Zealand BN was an internationally recognised qualification leading to
better employment opportunities, working conditions and pay rates,
compared with those in India. The participants struggled initially with
the change to learner-centred education; however they indicated that
over time they came to enjoy this approach and the greater depth

of knowledge that came with it. It was evident from this study that if
the participants received sufficient guidance and support right at the
beginning, the shift in learning approach was manageable. Another
educational adaptation was the notion of reflection on practice.
Reflection was a new concept for the participants, which raises
questions for educators on how best to facilitate reflective practice
with a diverse student group, including IQNs. The differences in
learning styles can present challenges for nursing lecturers, who
need to ensure they encourage an inclusive and culturally responsive
pedagogy.

International literature reveals that it takes time to adapt to a new
culture, and a new way of nursing, and to learn to nurse in a culturally
safe manner (O’Callaghan et al., 2016; Pung & Goh, 2016). The
participants in this study spoke about how they gradually learnt and
adapted over the time they had been in New Zealand, and were
able to reflect on how they were delivering safe care. Despite the
difficulties adapting to person-centred, culturally safe care, this study
and research in New Zealand by Jenkins and Huntington (2016)
show IQNs acknowledge that they value the holistic way of nursing.

Conclusions

Much of the research, both internationally and in New Zealand,
identifies the many challenges IQNs face when transitioning

to nursing in a new culture, as well as some positives of the
experience. The qualitative nature of this study means that issues
have been explored in depth. However, due to the small sample
size, the generalisability and transferability of the findings need to
be interpreted carefully. It is vital that IQN nursing students receive
adequate support and guidance right from the beginning, so they can
successfully adapt to a new academic and clinical environment. In
the clinical environment, it would be valuable if employers supported
preceptorship training to enhance cultural awareness. Cross-cultural
awareness also needs to be improved in the academic environment.
The responsibility for creating a supportive learning environment
lies not only with educators and leaders, but with other registered
nurses in the host country (Brunton et al., 2017). IQNs may need
extra support adjusting to the New Zealand health environment, to

critical thinking and decision-making, as well as managing different
expectations about power relations between nurses and medical
colleagues (Woodbridge & Bland, 2010). Nurse educators have the
potential to have a positive impact on students, by making them
aware of strategies to foster resilience.

This study highlights several issues relating to the transition of
IQNs into a BN programme. Given the scant research applicable
to the New Zealand context, this study has highlighted the need for
larger qualitative studies to be undertaken. Further research could
examine and evaluate the impact of an academic English-language
support programme for IQNs and whether this could alleviate some
difficulties and stress.

References

Braun, V., & Clark, V. (2006). Using thematic analysis in psychology. Qualita-
tive Research in Psychology, 3, 27-101.

Brunton M., Cook, C., Walker, L., & Clendon, J. (2017). Where are we? Work-
place communication between RNs in culturally diverse healthcare organisa-
tions: Analysis of a 2-phase, mixed-method study. Compiled for the New Zea-
land Nurses Organisation and the Nursing Education and Research Foundation
McCutchan Trust Grant 2015-2017. Massey University.

Jenkins, B. L., & Huntington, A. (2015). A missing piece of the work-
force puzzle. The experiences of internationally qualified nurses in New
Zealand: A literature review. Contemporary Nurse, 51(2-3), 220-231. doi:
10.1080/10376178.2016.1158079

Liamputtong, P. (2010). Performing qualitative cross-cultural research. Cam-
bridge University Press.

Nursing Council of New Zealand. (2017). Nursing Council of New Zealand An-
nual Report. Retrieved from www.nursingcouncil.org.nz/index.php/content/
download/1838/8208 /file/Annual%20Report%202017.pdf

Nursing Council of New Zealand. (2011). Guidelines for Cultural Safety, the
Treaty of Waitangi and Mé&ori Health. Nursing Council of New Zealand.

O’Callaghan, C., Loukas, P., Brady, M., & Perry, A. (2019). Exploring the expe-
riences of internationally and locally qualified nurses working in a culturally
diverse environment. Australian Journal of Advanced Nursing, 36(2), 23-34.

Philip, S., Manias, E., & Woodward-Kron, R. (2015). Nursing educator per-
spectives of overseas qualified nurses” intercultural clinical communication;
Barriers, enablers and engagement strategies. Journal of Clinical Nursing,
24(17-18), 2628-2637. https://doi.org/10.1111/jocn.12879

Pung, L. Y., & Goh, Y. S. (2016). Challenges faced by international nurses
when migrating: An integrative literature review. International Nursing Re-
view, 64(1), 146-165. https://doi.org/10.1111/inr.12306

Woodbridge, M., & Bland, M. (2010). Supporting Indian nurses migrating to
New Zealand: A literature review. International Nursing Review, 57(1), 40-48.
https://doi.org/10.1111/.1466-7657.2009.00783.x

Kai Tiaki Nursing Research

November 2020 vol 11 no 1



Kai Tiaki
Nursing Research

Published by the NZ Nurses Organisation
Vol 11 No1 November 2020

ISSN: 1179-772X






