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INTRODUCTION

Historically little attention has been given to issues
concerning ageing and HIV and AIDS in Australia.

By the end of 2005, there were an estimated 15,310
people living with HIV and AIDS in Australia. Survival
following an AIDS diagnosis increased from 17
months for cases diagnosed prior to 1996 to 45
months for cases diagnosed in 2001 (NCHECR
2006).

Over time the epidemiology of HIV and AIDS has
changed in the western world with the emergence
of an ageing population who are HIV positive due to
recent advances in the treatment of HIV. The use of
highly active antiretroviral therapy (HAART) which
reduces HIV viral load and allows immune recovery
has significantly altered the course of HIV and AIDS
to a chronic manageable condition for most people
(Auerbach 2003; PLWHA NSW 2005 ).

The long-term effectiveness of antiretroviral
treatment in preventing progression of HIV iliness is
unknown. There may be future challenges regarding
the consequences of long-term therapy for HIV
disease, potential toxic side effects and the natural
ageing process. The complexities of managing
individuals with HIV and AIDS are well documented
with emerging complications such as coronary heart
disease; metabolic changes resulting in high serum
cholesterol, triglycerides, and sugar levels; and
possible diabetes mellitus which may be treatment
related (NCHECR 2005; Pitts et al 2005).

Individuals who are HIV positive may have concerns
regarding how HIV manifests itself with chronic
diseases, often seen in ageing populations. In
this study we refer to ageing as the chronological
process in years and considered older age to be
individuals over fifty six years of age. Older age
is a strong predictor of HIV disease progression
(Kalayjian etal 2003). Studies have shown that there
are defining progressive alterations to the immune
system associated with increased mortality in the
very elderly (Vasto et al 2006). Understanding the
differentiation between age related diseases, HIV
related diseases and treatment side effects is poorly

AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 25 Number 3

understood. This population may have age related
health problems, which are not dueto HIV infection. An
HIV specialist may not be familiar with ageing issues
buta general practitioner or geriatrician may not have
HIV knowledge and so there is the potential for sub
optimal care (Montoya and Whitsett 2003).

Goodkin et al (2003), state that older people living
with HIV and AIDS (PLWHA) have rarely been
investigated with respect to their psychosocial
characteristics. They state that older HIV infected
individuals have fewer systems of community
support compared to individuals who have positive
relationships with parents, siblings, spouses and
children; may lack siblings or parents to care for
them; may have experienced multiple AIDS losses;
and live with a variety of co-morbidities that often
accompany older age, such as chronic obstructive
pulmonary disease and diabetes compared to
younger PLWHAs.

Pitts et al (2005) notes that older PLWHA are
significantly less likely to rate their health and
well-being as good or excellent; have additional
health conditions such as diabetes, hypertension
and cardiovascular disease; are less likely to be
in contact with services; and have poorer financial
circumstances and personal support (Cherner et
al 2004).

In this research respondents were given a self
administered questionnaire relating to HIV issues,
physical function, psychological issues and questions
about matters uniqgue to men’s health and the
ageing process such as prostate cancer and erectile
dysfunction. The incidence of impotence increases
in men over the age of 50. Vascular disease is the
most common cause of impotence. Men who also
have diabetes are at higher risk (Philpot and Morley
2000).

As the HIV positive population ages, there is a need
to establish strategies for future health service
requirements which are effective, client focused
and cost efficient. This study was developed as a
quality improvement activity to ascertain clients’
perceptions of or concerns about ageing issues and
HIV and knowledge of other men’s health issues. It
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was anticipated this would lead to the recognition
and development of strategies and health promotion
activities targeting clients with HIV at risk of other
processes related to ageing such as heart disease.

METHOD

Setting and Sample

The study was conducted within the Sydney South
West Area Health Service, NSW, Australia. All
clients living with HIV and AIDS and attending the
outpatient clinic of a major teaching hospital and
tertiary referral centre, overaone-month period were
considered forthe study. Participants were invited to
complete a questionnaire at their regular clinic visit
during the study period. There was a 95% response
rate with seventy two respondents completing the
questionnaire. Women were excluded from this study
duetolow numbers attendingclinic over study period.
This study was completed as a quality improvement
activity and as such Ethics Committee approval was
not sought.

Excluded from the study were people under 17 years
of age; those with a new diagnosis of HIV; individuals
with HIV related dementia; and women, due to low
numbers over study period and the consequent
gender bias of the questionnaire).

Instrument

Following an extensive literature review, a
questionnaire was developed based on themes
and outcomes of various studies and anecdotal
evidence of clinic staff, to ascertain the knowledge
and perceptions of HIV positive individuals on clinical
and social issues, which may be impacted by ageing
and being HIV positive.

Study design
Clients voluntarily completed a self-administered
questionnaire during an outpatient visit.

Statistical methods

De-identified data were entered into SPSS for
Windows (version 12.0) and frequencies of variables
were tabulated. The X?test (for categorical variables)
andthe Mann-Whitneytest (for continuous variables)
were used to look for crude associations between
selected variables.
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Results

Seventy-two questionnaires were completed with
a response rate of 95%. Topics covered by the
questionnaire included: demographics; concerns
about HIV disease; medication issues; potential
future supports; finances; and aged care.

Demographics

Fifty five of the participants identified as homosexual,
12 heterosexual and 5 as ‘other’. Thirty nine lived
alone, 17 with their partner, 16 with others. Five
owned properties, 15 had a mortgage and 52
were renting. Thirty four were employed and 38
unemployed.

Age

Thetotal mean age of respondents was 45 years. The
rangeisseenintable 1. The age ranges seenintable
1 were chosen based on the literature review.

Table 1: Age of respondents

N Mean (years)

Young (<44 years) 32 38
Mid aged (45-55 years) 34 49
Old age (>56 years) 6 63
All respondents 45

HIV and Ageing

Forty nine per cent of respondents were concerned
about ageing and being HIV positive. Fifty three
per cent thought HIV may progress faster with age
and that their immune system would not work as
well. Sixty five per cent were concerned that as they
became older any iliness may be the result of HIV
and AIDS.

CD4 levels

CD4 (T cells) levels give an indication of immune
function. The normal range is 400 x10°/I (low) to
1320 x108/1 (high). The range of the respondent’s
CD4 counts was 10 x10%/I to 1100 x108/I with a
mean of 380 x108/1.

HAART
Seventy nine per cent of respondents were on an
antiretroviral regimen. Twenty four per cent had a
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protease inhibitor (PI) (excluding atazanavir) in their
medication regimen, which may increase the risk
of raised serum cholesterol and triglyceride levels.
Thirteen per cent were taking atazanavir sulphate
(Bristol-Myers Squibb) as part of their medication
regimen, which is not considered to have as great
an effect on lipid levels.

Twenty per cent thought that ageing would affect
the effectiveness of HAART. Fifty three per cent
were concerned about the long-term effects of
the medications. Seventy six per cent considered
they would be not able to afford the cost of HAART
as they became older and 58% thought this cost
could influence their ability to continue taking these
medications as they aged.

Younger respondents (<45 years) were more likely
to be concerned about the long-term effects of HIV
medications (Mann-Whitney test, p=0.02).

Heart disease

Surrogate markers of heart disease were examined:
increased blood pressure, raised lipid levels, cigarette
smoking and age. Twenty three per cent had high
blood pressure >140/90. Fifty eight of the 72
respondents had blood lipids results available; of
those, 45% had raised lipids levels defined as total
cholesterol >5.5mmol/l ortriglycerides >2.5mmol/I.
Eighty five per cent thought that increases in
cholesterol and triglycerides are important or very
important, as they aged.

Fifty six per cent smoked cigarettes. Fifty seven per
cent were older than 45 years of age.

Antiretroviral medication can increase the risk of
heart disease, however when the respondents
considered their future health, only 18% identified
heart disease as being related to HIV. Fifty per cent
thought they were at high risk of heart disease and
hypertension due to ageing, but only 24 % thought
antiretroviral drugs could increase their risk of heart
disease.

Additional health issues

As partofthe questionnaire, respondents were asked
to rate a list of health conditions as important or not
inrelationto ageing, to determine whether they were
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aware of and concerned by conditions which were
related to HIV infection or HIV medications such as
osteoporosis, heart disease and depression. The
highest rating conditions were: decreased vision
(95%), decreased mobility (92%), decreased hearing
(89%), prostate cancer (85%) and stroke (82%).

Sexual function

There was a highly significant association between
concerns regarding sexual dysfunction, erectile
problems, loss of libido and the effects of ageing
on sexual attractiveness (p=0.008). The effects of
ageing on respondents’ appearance and concerns
regarding how others perceive their appearance as
they age was also highly significant (p<0.001).

Aged related concerns

Respondents considered issues which they thought
might be of concerntothemwhen reflecting on future
concerns regarding ageing (see table 3).

Table 3: Description of ageing related concerns

n Percentage

Lifestyle changes Lifestyle changes

Social isolation 36 50
Financial status &g 46
Changes in lifestyle 27 38
Social supports 22 31
Practical supports 14 28
Mental wellbeing
Anxiety 47 65
Loneliness 47 65
Sleep pattern changes 49 68
Depression and other mood 50 69
changes
Memory deterioration 41 57
Physical support
Impaired vision 66 92
Impaired hearing 61 85
Decreased mobility 62 86
Practical support required for 20 28

physical issues

Aged care facilities
Sixty one per cent of respondents were concerned
about future placement in an aged care facility.
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Those respondents concerned about going into an
aged carefacility who identified as homosexual were
anxious that aged care facilities may not be friendly
toward a person who was homosexual (p=0.003.)
Three other respondents who did not identify as
homosexual were also concerned about this for the
same reason. Fifty four per cent were concerned
about lack of HIV knowledge; 42% about lack of HIV
experience; and 48% aboutdiscrimination due to HIV
in aged care facilities.

DISCUSSION

As the HIV positive population ages there is a
need to establish plans for future health service
requirements which are effective, clientfocused and
cost efficient. Gathering information and addressing
issues now should assist health care providers to
plan for the future care requirements of this growing
population.

Holistic care isan optimal goal forindividuals with HIV
infection. As they age they may be affected by other
health conditions. Individuals may need to commence
taking medications for health problems related to
ageingsuchas antihypertensives. HAART prescribers
need to be vigilant when prescribing medications for
interactions, side effects and medication burden.
Optimal communication between specialities is a
key factor when providing care for ageing individuals
who are HIV positive. Health care providers need to
be cognisant of the ageing process when caring for
these individuals.

The mean CD4 count was 380 x108/1. Sixty five per
cent of respondents were concerned that as they
became older any illness may be related to HIV. Fifty
three per cent thought their HIV may progress faster
with age and that their immune system would not
workaswell. Acomparison of CD4 count, whether the
person was taking HIV medications, their concerns
regarding ageing and whether they thought HIV
would progress faster effecting immune function
as they got older showed no association between
these variables.

It was assumed that finances would be a marker
of whether a person could afford medication and
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thus affect medication adherence. Comparisons
between accommodation, employment and the
amount spent on cigarettes were considered as a
surrogate marker of socioeconomic status. Seventy
six per cent considered the cost of medications
could be an issue for the future. Fifty eight per cent
thoughtthe cost of medications would influence their
ability to keep taking the medications as they got
older, with 19% not knowing whether it would be an
issue. Although this was not statistically significant,
there were a high proportion of people concerned
about their finances with regard to medications. As
clients age, health care providers need to consider
long term strategies for care such as factors which
may influence medication adherence including
requiring medications for other concurrent diseases,
finances and dosing combinations such asfixed dose
combinations, which would incur one dispensing fee
to reduce cost of medications and pill burden.

Only 25% of respondents were not concerned
about the long-term effects of HIV drugs. Younger
respondents (<45 years) were more likely to be
concerned (Mann-Whitney test p=0.02), which is
possibly because theyare likely to be on antiretroviral
medication for a longer time and may be more likely
to experience long-term side effects.

Cardiac issues

Twenty three per cent of respondents had high
blood pressure (>140/90 mm/Hg); 45% of the
blood lipid values available (n=58) showed raised
lipids (total cholesterol >5.5 mmol/I or triglycerides
>2.5mmol/l). 24% were on protease inhibitors (PI)
excluding Atazanavir; 56% were smokers and 39
individuals were overthe age of 45 years. When these
results were compared with whether respondents
thought they were at higher risk of heart disease
and hypertension due to ageing, no correlation was
found which was surprising. It was anticipated, since
allthese factors are considered markers for potential
increase risk of heartdisease, thatthere would be an
association between those considered at increased
risk and what they perceived their risk to be.

Fifty six per cent of respondents smoked cigarettes,
which is higher than the national average of 21%
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(AIHW 2001). The HIV clinics at Royal Prince Alfred
Hospital have previously provided a smoking
cessation program. Future consideration will be given
to developing health promotion activities for reducing
cardiac risk factors leading to focused clinical
monitoring of potential cardiac risk factors including
lipid lowering agents, antiretroviral treatments and
smoking cessation.

Mental well being

There may be changesin mental wellbeing associated
with ageing. Social isolation and lack of social
supports might have animpactona person’s mental
wellbeing. Anecdotal evidence from this population
suggestsacommon fear isthat memory deterioration
may be related to the development of HIV dementia.
It was assumed that individuals would care how
others perceived them if they were to experience any
memory loss associated with ageing. This was not
the case with respondents; the results showed that
individuals thought memory deterioration was more
due to ageing than HIV. There was no association
between respondents stating that memory loss is
an issue with ageing and their concern regarding
others’ perceptions of their mental state.

Sexual function

Male clients attending the outpatient clinics are
monitored for testosterone levels and testosterone
replacement is provided when indicated to improve
the effects of low testosterone levels such as erectile
difficulty, loss of libido and fatigue. There was a highly
significant association (p=0.008) between concerns
about sexual difficulties related to ageing such as
sexual dysfunction, erectile problems or loss of libido
and the effects of ageing on sexual attractiveness.

Physical supports

As people age there is usually some impact on their
physical capability. Some may experience impaired
sightand/or hearing or decreased mobility. Although
92% of respondents were concerned aboutimpaired
vision, 85% impaired hearing and 86% decreased
mobility, only 28% stated they were concerned about
any practical support they may require relating
to these issues as they age. This was surprising
considering the degree of concern stated, but
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perhaps the respondents did not personalise their
responses when considering potential deterioration
of physical ability when considering their future.
Vigilant observation, questioning and assessment
of clients at clinical appointments, and focusing on
physical function as individuals’ age, may be helpful
to provide strategies for future need and support.

Aged care

Anecdotal evidence from discussion with expert HIV
nurses suggested clients were apprehensive when
facingthe prospect of beingadmitted toan aged care
facility; and also staff of these facilities experienced
anxiety regarding potential HIV positive residents.
Sixty one per cent of respondents in this study were
concerned regarding placement in to an aged care
facility in the future. It was anticipated that older
respondents would be more concerned about being
admitted to an aged care facility however there was
no association between age and this concern.

To provide HIV positive individuals with skilled
treatment, it is paramount for aged care health
workers and geriatricians to become aware of and
increase their knowledge about HIV related issues
and to work in collaboration with HIV specialists.
Concurrently HIV specialists need to be aware of the
ageing process to enhance care and treatments to
an ageing HIV population.

CONCLUSION

This research has provided valuable information on
how this cohort of HIV positive individuals perceives
their health needs as they age. These preliminary
results have led to changes in current clinical care
at the outpatient clinics and to the development
of strategies such as monitoring for risk markers
of cardiac disease during routine assessment.
Enhanced clinical care and improved health
outcomes may be achieved by a holistic approach to
the ageing HIV positive population using the skills
of insightful health care providers. The Advanced
Nursing Course Committee (a collaborative
partnership of senior HIV clinical nurses based in
Sydney, NSW) has recently highlighted concerns
about the level of HIV knowledge in aged care
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facilities and developed an education package for
staff working in this area. A pilot workshop was well
received. As this questionnaire was developed as a
quality improvement activity more formal research
needs to be undertaken.

Limitations of the study.

This study had a small sample size and used an
untested questionnaire which needs validating.
There was little focus on alcohol and drug issues,
mental health issues and hepatitis co-infection, all
of which could have major impact on the wellbeing
of an ageing HIV population. Women were excluded
and future replication of this questionnaire will focus
on women’s needs.
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ABSTRACT

Background

There are unique issues for families when patients

are hospitalised in non-local tertiary settings. These
challenges include facing the possibility of a loved
one’s death, especially in an environment devoid of
familiarity and social support. This paper presents
findings that emerged from a hermeneutic study that
explored the experiences of supporting spouses whose
partner was transferred to a non-local tertiary hospital.
During this time research participants faced the fear of
death, and put their ‘life on hold” amid social isolation
from family and friends.
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Objective

The objective of the PhD study was to explore the
experiences of those whose partner was hospitalised
in a non-local tertiary setting.

Design

Unstructured interviews were conducted with
individuals. Hermeneutic phenomenological
frameworks were used to analyse the transcribed
interviews. Interpretations that emerged from these
experiences enlighten understanding of similar
situations. Initially, the prime researcher (CM)
interviewed the research participants twice. However
after interviewing the first four participants it became
apparent that the participants told their entire

story during the first interview and had no further
information to offer. Subsequently, participants were
interviewed once with an invitation to contact the
prime researcher should there be other memories they
wished to share.

Participants

Spouses (n=14) of people who had been admitted to

a non-local tertiary hospital took part in this research.
Overall 10 women and four men took part in this
research. Participants were recruited by word of mouth
(snow-balling).

Results

During times of non-local hospitalisation supporting
spouses faced the fear of their partner’s death,
therefore putting their own ‘life on hold’. Uncertainty
was compounded if the supporting spouse was
surrounded by other patients who were dying and the
supporting spouses began to anticipate and prepare
for their own partner’s death. These fears were
exacerbated during times when the supporting spouse
had to make life and death decisions devoid of the
direct physical support that would be available from
family and friends had the partner been hospitalised in
a local setting.

Conclusions

Spouses of patients affected by hospitalisation in a
non-local setting often feared that their sick spouse
may die during the time of non-local hospitalisation.
This fear resulted in them putting their ‘life on hold’.
Health professionals can use strategies to minimise
the effect of this fear on couples. These can include
focussing on the patient as an individual, listening
to couples and understanding and addressing their
concerns.
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INTRODUCTION

Thediscovery of disease that requires hospitalisation
is a potential cause of stress for both the patientand
their family. This can be accentuated if the patient
is transferred to a non-local tertiary hospital where
increased technology and specialisation of services
are available. There are five tertiary hospitals in New
Zealand, which means that people living in regional
centres need to travel for specialist services. When
patients are transferred from local to non-local
tertiary centres to receive specialist treatment, they
can become dislocated from social support. When
the disease is life-threatening, such dislocation from
social support affects not only the patient, but also
the patient’s partner, who faces an uncertain future.
Fearing the patient’s death, especially when the
patientis hospitalised inanother geographical centre,
can have a significant impact on the couple.

In 2006, Mercer conducted a PhD study thatexplored
the impact of non-local hospitalisation on supporting
spouses. Trevor needed to be stabilised at the
local centre prior to urgent transfer to the non-local
tertiary centre. He was accompanied by his wife,
Zoé. Warren had several trips to non-local tertiary
centres for treatment. Each time Alice juggled her
time and commitments to support Warren and the
childrenathome. Victoriaand Don neededto change
arrangements when Don was suddenly hospitalised
in the non-local tertiary centre. Therese and Ernie
had long ago adjusted to the illness that resulted in
Ernie requiring non-local hospitalisations. Despite
havinglong periods of time to adjust, Ernie’s condition
suddenly deteriorated. The purpose of this paper
is to present research about supporting spouses’
fears of the death of a loved one while bereft of
social support, which resulted in them putting their
‘lives on hold’.

RELEVANT LITERATURE

Acute critical hospitalisation causes distress and a
sense of uncertainty for relatives, (Appleyard et al
2000; Giuliano et al 2000; Medland and Estwing
Ferrans 1998; Mendonca and Warren 1998). In
addition, spouses of acutely ill patients may face
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the possible loss of their partner, or prolonged or
poor recovery (Miller and Wikoff 1989; Thompson
and Cordle 1988). When a loved one is hospitalised
with suddenillness, family members provide support
by being at the bedside and maintaining watch
(Plowfield 1999; Coulter 1989). Carr and Clarke
(1997 pp.713-731) defined this as vigilance and
proposed that vigilance demands the family pay
constant attention to the needs of the ill family
member. Maintaining vigilance also provides family
members with a sense of control over the potential
illness outcomes and the ability to protect the
patient from harm (Agazio et al 2003; Carr and
Clarke 1997; Darbyshire 1994) thus allaying the
fear that something will happen while they are away
from the hospital (Leske 1991 p.225). The need to
maintain vigilance is driven by the fear of death, but
the opportunity to maintain vigilance is a challenge
if family are separated by distance (Mercer 2006
p.115).

The desire to have the best treatment available
also needs to be balanced with concerns about
distance fromthe treatmentarea (Weeks etal 2002;
Magilvy and Congdon 2000). Davis et al (1998
p.527) suggest that due to the increased burden of
being away from home for six weeks, rural women
are significantly more likely to undergo mastectomy
than have breast-conserving therapy. These women
express concern about the potential effect of their
absences on their children and have doubts about
their partner’s ability to cope during those absences
(McGrath et al 1999 p.38). These women may have
increased psychological needs, but be reluctant to
seek help (Girgis et al 2000; Sullivan et al 1993).
Furthermore, the reluctance of rural women to seek
assistance leads to increased social isolation and
emotional turmoil (McGrath et al 1999 p.40).

Financial situations alsoinfluence treatment choices
(Davis et al 1998; Strickland and Strickland 1995).
Forexample, poor American minority groups preferto
treat themselves at home, rather than face journeys
of up to 300 km to health services (Strickland and
Strickland 1995 p.47). Estimated out of pocket
expenses are among the determinants that rural
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American retirees used in deciding whether to use
regional hospital centres or closer private providers
(Weeks et al 2002 p.558). Additional costs for
Australian rural women seeking treatment for cancer
include paying for someone to take their place in
managing the farm and household (McGrath et al
1999 p.39).

Fear of a loved one’s death, while the supporting
spouse was bereft of social support, emerged
from a PhD study (Mercer 2006) that focused on
the experiences of those who had their spouse
hospitalised in a non-local tertiary centre. There is a
need for nurses to recognise the impact of non-local
tertiary hospitalisation and the possibilities of death
that supporting spouses face in social isolation.

METHODOLOGY

The aim of the study was to engage in a hermeneutic
phenomenological approach to explore the
experiences of having a spouse hospitalised in
non-local tertiary centres. Phenomenology offers
opportunities to explore experiences that capture
individual world-views. Hermeneutic phenomenology
is the analysis of expressions, both spoken and
unspoken, that describe these experiences.
Meanings that emerge from descriptions cannot
be presented as arbitrary interpretations (Gadamer
1975 p.238). Rather, understanding occurs when
the researcher extrapolatesthe connections between
the descriptions of the experience and previous
understandings.

Participants

Fourteen participants were recruited for the study
through a snowballing method. In other words,
people who volunteered to take part in the study
also contacted other potential research participants.
Participants were informed of the research by means
of friends and associates of the prime researcher
(CM) and then made further contact with others
who had been in similar situations. This is a very
effective process of accessing potential participants
(Dempseyand Dempsey 2000; Nieswiadomy 1998).
Recruitment for the research was conducted over a
six month period and interviews conducted shortly
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after initial contact. Selection criteria for the study
were people in a long term partnership (ie one in
which the couple were living together in a committed
relationship) with someone who was transferred to
a non-local tertiary centre with a life-threatening
condition. Research participants did not need to
have accompanied the patient to the non-local
centre. Overall 10 women and four men took part
in this research. When it became apparent to the
prime researcher that the same stories were being
told, a decision was made not to seek further
recruitment.

Ethics

Although the research participants had not
themselves been patients in a hospital setting,
permission for the study was sought and received
from relevant ethics committees. Participation
in the research was voluntary. Each research
participant was identified by pseudonym to protect
their identity.

Data Collection

Unstructured interviews (ie beginning with an
opening question and letting the participants tell
their individual stories) were used to gather the
data. This approach encouraged reflection rather
than directed the participants to focus on specific
answers to specific questions. Participants were
askedtorecallthe events leading uptotheirspouse’s
illness in general, and then focus on finding out
that their spouse was to be hospitalised in the
non-local tertiary centre. From these reflections, the
research participants were then able to describe their
experiences. Each interview was audio-taped and
transcribed by the researcher to facilitate in-depth
familiarity of the data.

Data Analysis

Data analysis began by reading each transcript
several times. Unlike quantitative methods that
begin analysis processes once all data are collected,
when using hermeneutic phenomenology, analysis
begins before data collection is completed. This is
because analysis requires the researcher to engage
in critical dialogue with the text, drawing on key
aspects, impressions and interpretations (Benner
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1994; Dahlberg et al 2001; Leonard 1994). During
theinitial analysis, the prime researcher noted words
that were used in each transcript, taking special
note of the descriptions that captured accounts
of the experiences; thus letting the data speak.
Letting the data speak involves reading the text, and
determining interpretations of the story by seeking
partnership with the story-tellers. As the researcher
reads the stories some aspect of the experience
comes to the fore and generates understanding.
This approach requires readers to read individual
texts to determine what new interpretations emerge
(Benner 1994; Dahlberg et al 2001), enabling an
understanding of life to emerge from the experience
(Dahlberg et al 2001; Leonard 1994). Hermeneutic
phenomenology is not founded on using stories to
provide examples of what you want to say; rather
it allows the phenomenon to emerge. While the
researcher focuses on one part of the description,
other components may momentarily recede. These
components are addressed in turn. Heidegger
suggests that if the causality between two events is
interpreted, the phenomenon s interpreted as being
alongside another’s world (Heidegger 1962 p.88).
The extent to which there is convergence between
the individual and others’ stories validates findings
(Burke Draucker 1999).

FINDINGS AND DISCUSSION

Findings that emerged from the study that focussed
on the experiences of supporting spouses affected
by a partner’s transfer to a non-local tertiary setting
included fear of the possibility that their partner might
die during this time. Four particular characteristics
ofthese experiences that were worth exploring were:
putting ‘life on hold’ because of the uncertainties;
awaiting; watchfulness and state of alertness; and
anticipation and preparedness for their own spouse’s
death. Overarching all of these characteristics is
the lack of social support particularly when having
to make life and death decisions while physically
separated fromthe friends and family that would have
been available had the patient been hospitalised in
a local centre. Findings from this research are that
the fear is especially acute when the couple are
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separated by non-local hospitalisation, particularly
difficult during the time of transfer.

When | got in the plane [the commercial flight to the
tertiary centre], it was the first time | had been away
from [Trevor, after treatment at the local hospital].
He was getting on that air ambulance and | was
wondering all the way up [during my flight] whether |
would get there and find that he had died. And | was
going to have to turn around and come back and |
was going to have to come back on my own. That’s
what | was worried about. And I think the biggest joy
was to see him coming down that corridor in that
wheelchair. Yeah, | do vividly remember that now. |
was on the plane and | got to [the city] and if he’'d
died, I would have to come back...Itis not like coming
home and being recalled and turning around and
coming back ten minutes later. | mean, you're an
hour or so, or you are up in the air and you’ve got
no communication whatsoever (Zoé).

The hospitalisation resulted in Trevor and Zoé being
approximately 400 km from home; an hour by plane
or 5-6 hours road travel. Had Trevor died, Zoé faced
the challenge of the distance between home and the
city of transfer. Zoé’s fears during the flight reflected
the supporting spouses’ state of alertness that was
with them the entire hospitalisation stay.

This was compounded if the supporting spouse was
staying in the nurses’ home that was now converted
to relative accommodation. Although adequate, the
accommodation consists of a single bed in a room,
with shared shower and toilet facilities. Meals can
be accessed at the hospital cafeteria. There was
little respite from the constant reminder of the
seriousness of the partner’s iliness. Each time they
went to the ward, they were not sure what they
would find, adding to the sense of waiting for the
unknown. For example, Victoria, whose father had
died recently, recalled going to the ward and finding
Don’sbed empty. Because Don was ‘missing’, Victoria
assumed his condition had deteriorated, or worse,
that he had died.

...1gotthere and Don wasn’tin his bed, and of course
you freak out when you see that he wasn’tin his bed.

68



RESEARCH PAPER

And | went to the nurse and | said “where’s Don?...1
don’t know if | was paranoid, maybe | was...l think
it is because you have in your mind that you almost
lost them.

Waiting in the face of uncertainty led to ‘awaiting’; a
time of waiting for. The constant state of watchfulness
and being alert was compounded if the supporting
spouse was aware that other patients had died,
especially if that patient had also been transferred
to the non-local centre:

There was another chap who ended up in the same
ward...l ended up realising that his wife was in the
nurses’ home. And, we ended up becoming friends,
and having tea, having breakfast and that together.
But, unfortunately, he did die...That was really, really
sad...Isortof felta bit guilty, because here was Trevor
beside me, and her husband had died (Zoé).

The other man...he died. That was really hard. [We]
immediately bonded with him, because they were
both in the same room, both getting prepared for [a
transplant]...It was the saddest part (Carol).

While it is acknowledged in the literature that
parents separated by non-local transfer have to make
crisis decisions alone (Agazio et al 2003; Tan and
Simmonds 1998), there is no literature that
acknowledges the stresses of couples facing
decisions during times of acute health crises. From
the interviews with the study participants it became
apparent that the couples were forced to make
important decisions, including those that involved
life and death, without the support of familiar
surroundings or social support. For example, one
couple had to face the possibility that the medical
condition could result in death during surgery.
Having been warned that this was a possibility, they
then had to decide whether the surgery should be
undertaken.

...we had been told [earlier] that they were going
to operate and [the operation] was going to [be
successful]...And then that night we were told
otherwise; that it looks like [the operation might
not be successful]... They don’t really know until
they go in...So we had to make a decision whether
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they [should proceed] and there was a fifty per cent
chance or even more that he would probably die on
the operating table (Alice).

This choice was particularly difficult because Alice
and Warren had no other family with them to discuss
this life-threatening condition. Another research
participant’s story accentuated the enormity of the
situation.

He was so confused, and | had to make decisions,
and things like that for him... That had sort of quite
an effect (Therese).

When anticipating the death of a spouse, Carr and
Clarke (1997) and Duke (1998) recommend that
families plan some changetolife activities so that the
transition to bereavement occurs over time. Couples
facing death are also told they should reminisce in
order to have memories once the spouse has died
(Waskowicand Chartier 2003; Duke 1998). However
although the participants were facing the possibility
of their spouse’s death, their spouse was not dying.
It was the fear of death that these participants
experienced. Those who accompanied their spouse
were reluctant to predict the possibility of becoming
widowed without the immediate access to social
support. Those who stayed at home to manage
the household were reluctant to predict becoming
widowed without the chance of being with their
spouse at that time. In encountering death so
closely, the research participants experienced what
Heidegger (1962) calls a projection of ‘being-toward’
death. In everyday living, human beings avoid
contemplation of the possibility of their own death,
reflecting upon the notion that death happens to
‘others’ (Heidegger 1962 p.296). Findings of this
research however, were that it was not un-named
others who might die; death was nearby. In contrast
the familyand friends who could cushion the awaiting
were not nearby. The awaiting and dreading death
added to the state of putting ‘life on hold’.

IMPLICATIONS FOR PRACTICE

Treatment in non-local tertiary centres is likely to
increase as services and technology become more
sophisticated. Such medical specialisation has

69



RESEARCH PAPER

nursing implications when families are affected
by the requirements to travel to specialist centres.
Recommendations from this research are that
although health professionals are not always able to
preventtheir patients from dyingthere are strategies
that they can use to minimise patients’ supporting
spouses putting life on hold in the face of death.

Nurses need to acknowledge that what is common
and worldly for the nurses in that tertiary setting is
frightening for those who have been transferred from
their home town. A simple strategy is for nurses and
other health professionals to focus on the patient as
anindividual and listento the couples to understand
their concerns. This is especially important if the
couple need to make life and death decisions
without social support. Health professionals also
need to acknowledge the fears of this client group
if surrounding patients do die and those from local
settings feel overwhelmed by the non-local tertiary
environs in the face of life-threatening iliness.

LIMITATIONS

Hermeneutic phenomenology presents individual
interpretations of those who experience a
phenomenon, in this instance, non-local tertiary
hospitalisations. The findings of hermeneutic
phenomenology are unique to those who took part
in the study. However the individual stories carry
lessonsandsharingthe individual stories with others
who have been in similar situations strengthens the
findings.

No other study was identified which has explored
the experience of non-local hospitalisation from
the partner’s experience. There is therefore, a lack
of international literature, a concern which is noted
by Agazio et al (2003) and Mercer (2002). While
this lack of international and national research has
resulted in limited literature with which the current
thesis can be compared, the findings of the current
study form a foundation for further research and
scholarly debate. Further research that examines
the impact of non-local hospitalisation on families
based on differing theoretical perspectives would
enable comparison between the current and future
findings.
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CONCLUSION

Having a condition that causes an episode of
non-local tertiary hospitalisation can result in the
supporting spouse fearing the death of a partner
and, in the resultant uncertainty, putting ‘life on
hold’. Findings of this study were that research
participantsfeltsurrounded by and walked alongside
other spouses who faced death on a daily basis. The
lack of social support, because family and friends
were unable to be physically present, resulted in
the supporting spouses being constantly alert and
watchful. Through effective communication and
listening, nurses can facilitate resolution of the
uncertainty and minimise fear of the unknown.
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ABSTRACT

Objective

To survey mental health workers’ attitudes toward
mental illness in Fiji as a means of understanding the
attitudes of these staff.

Design

A questionnaire survey using a previously validated
scale: Attitudes Toward Acute Mental Health Scale
(ATAMHS 33), was modified and distributed to
registered nurses and mental health workers at a
major mental health care setting in Fiji. The ATAMH
(33) is a 33 item measure of attitudes developed
specifically for use within inpatient mental health
settings.

Setting
A major in-patient mental health care setting in Fiji
providing primary, secondary and tertiary care.

Subjects
71 registered nurses and medical orderlies in a mental
health setting in Fiji completed the measure.

Main outcome measure
The identification of mental health workers’ attitudes
toward mental illness in Fiji.

Results

The participants expressed both positive and
negative attitudes toward individuals in mental

health care. Positive attitudes can be identified in a
range of answers to questions including psychosocial
causational beliefs and when comparisons were made
with physical health issues. Negative attitudes were
expressed with respect to alcohol abuse and lack of
self control, individuals with mental iliness lacking
control over their emotions, psychotropic medications
being used to control disruptive behaviour, and that
mental iliness is caused by genetic factors. A number
of questions provided mixed responses.

Conclusions

This paper provides a baseline of attitudinal measure
of mental health workers in Fiji toward mental illness.
It will enable future educational interventions to be
evaluated and comparison to be made with other
cultures and countries in the South Pacific region.
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INTRODUCTION

Attitudes influence both professional and personal
behaviour. In particular, stigma and discrimination
associated with mental illness and expressed by
mental health professionals as well as the general
public, results in the under-use of mental health
services (Esters et al 1998 in Emrich et al 2003).
Contact with individuals who have mental ilinesses,
and education that replaces myth with fact, can
decrease stigmatisation and positively affect
attitudes (Halter 2004; Tay et al 2004; Emrich et al
2003; Read and Harre 2001).

For the past fifty years, programs aiming to
de-stigmatise mental illness have advocated for
medical rather than psychological explanations of
mental illness. Biological and genetic factors have
been promoted as underlying causes and people
with mental disorders were considered ‘ill" in the
same sense as those with medical conditions.
Current evidence however disputes the assumption
that this information will result in more positive
attitudes toward mental iliness. In a survey of first
year psychology undergraduates in New Zealand
for instance, Read and Harre (2001) found that,
contrary to the assumption of de-stigmatisation
programs, genetic and biological causal beliefs were
related to more negative attitudes toward those with
mental illness.

Previous studies also demonstrate that health
professionals have negative attitudes toward some
aspects of mental iliness. Hugo (2001) found that
mental health professionals were less optimistic
about prognosis and less positive about likely
long-term outcomes when compared with the general
public. In this study however mental health nurses
were generally more optimistic than other health
professionals. Jorm et al (1999) also found that
comparedto members of the Australian public, health
professionals (ie general practitioners, psychiatrists
andclinical psychologists) rated long-term outcomes
more negatively and believed discrimination to be
more likely. This may be because health professionals
have greater contact with mental illness and
individuals who have chronic or recurrent problems
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thanthe publicand therefore may be more realisticin
theirassessment of long-term outcomes. If thisis so,
according to Jorm et al (1999), health professionals
need to be aware of their attitudes and be careful
about what expectations they convey to patients and
their families. Certainly, negative attitudes toward
mental illness appear to worsen the overall quality
of life of individuals with mental disorders.

Further, providing culturally specific care involves
ensuring that clinical staff are properly educated
on underlying issues (Morrison and Thornton 1999).
Cultural diversity in knowledge about and attitudes
toward mental illness requires that this issue be
explored in a wide range of cultures, especially in
developing countries such as those in the South
Pacific region.

Anecdotal evidence has suggested there may be
stigmatizing attitudes toward mental illness in
Fiji (Aghanwa 2004), although there have been
no studies identified which survey the attitudes of
mental health workers within Fiji. Aghanwa (2004)
conducted 980 structured interviews with residents
of Greater Suva, 25.3% (n = 248) of whom were
health workers, to explore the extent of knowledge
about mentalillness and attitudes toward people with
mental illness in Fiji. Health workers were recruited
mainly from the general hospital and included all
categories of health professionals and ancillary
staff. Aghanwa’s (2004) results showed that a far
greater proportion of health workers than each of
the other categories considered the hospital was
a source of help for people with mental illnesses;
expressed the greatest dislike for ‘labelling’; and
considered that persons with mental iliness were
significantly different from other people, “believ[ing]
that the way the patients would be perceived would
depend on the type of the mental illness” (p.370).
This latter finding supports that from an earlier
Australian survey (Hugo 2001) of the attitudes of
mental health nurses, medical staff,and allied health
staff toward depression and schizophrenia where
these professional groups believed that people with
schizophrenia would be more likely to experience
discrimination.
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To date, much of the research into attitudes has
focused on a broad range of health professionals
including medical practitioners and psychologists
(eg Feifel et al 1999; Singh et al 1998), and
comparisons of their attitudes to those of the general
public (Kurihara et al 2000). More recently though,
investigators have included or specifically assessed
nurses’ attitudes towards mental iliness (eg Baker
et al 2005; Halter 2004; Tay et al 2004; Emrich
et al 2003; Hugo 2001; Morrison and Thornton
1999; Munro and Baker 2007). Baker et al (2005)
developed, piloted and validated a new measure
of attitudes in acute mental health care staff:
the Attitudes Toward Acute Mental Health Scale
(ATAMHS-33). The original 64-question measure was
distributed to a sample of qualified and unqualified
nurses working in mental health care units in the
North of England. Factor analysis resulted in a final
scale consisting of 33 questions. The authors of
the ATAMHS-33 claim that the tool has the potential
to inform development of strategies to reduce the
impact of these attitudes on service user care and
evaluate the effects of educational interventions
addressing attitudinal issues in mental health
care. Their findings identified five components of
attitudes to consumers within acute mental health
care settings: care or control, semantic differentials,
therapeutic perspective, hard to help, and positive
attitudes.

Using the ATAMHS-33 (modified - see ‘Methods’
section below) in the present study with a sample
of Fijian nurses and medical orderlies may provide
initial evidence that will inform future mental health
educational programs in Fiji. In addition, it adopts
the recommendations to refine and further validate
the tool with more diverse cultural samples, as
the Baker et al (2005) sample was drawn from
densely populated, inner city units with high levels
of deprivation which they noted could influence
attitudes (Munro and Baker 2007; Baker et al
2005).

AIMS

The present study aimed to survey mental health
workers’ attitudes toward mental illness in Fiji

AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 25 Number 3

as a means of understanding the attitudes of
staff. Modification, piloting and validation of the
ATAMHS-33 questionnaire (Baker et al 2005) to the
Fijian nursing context also aimed to assist future
development of an appropriate measurement tool
for use in pre-and post-test assessments with future
groups enrolled in a proposed mental health nursing
postgraduate program commencing in Fiji in 2006.

METHOD

The project design was a questionnaire survey that
aimed to provide a snapshot assessment of mental
health workers’ attitudes toward mental illness in
Fiji. The measurement scale for this survey was
an existing tool, the Attitudes Toward Acute Mental
Health Scale (ATAMHS 33) which combines Likert
scales (n=25) and Semantic Differentials (n=8).
Six of the thirty-three questions were modified
slightly to reflect differences in terminology, English
expression, and health care context relevant for Fiji.
Forexample, ‘Patients who abuse substances should
not be admitted to acute wards’ was changed to
‘Patients who abuse drugs and alcohol should not be
admitted to hospital’. The investigators of this project
and a Fijian nurse working in the field, reviewed and
modified the questionnaire for content validity. The
instrument was not translated into local languages,
as the target population was drawn from several
ethnic groups and a vast majority of the people in
Fiji understand and speak the English language
(Aghanwa 2004). The Likert questions were coded:
1-7,with 4 representing the neutral mid point. Seventy
percent agreement in a single direction (either 1 to
3 or5to 7) was determined as group consensus for
a question. The semantic differentials were scored
on a 0-10 scale with a score of 5 indicating the mid
point. A score greater than five represented a more
positive attitude.

Data were also collected on the socio-demographic
characteristics of participants, such as: age, gender,
education, and occupation. Priorto administration of
the survey, ethics approval was sought and gained
from the relevant university Human Research Ethics
Committee and the Fiji Ministry of Health Ethics
Committee.
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Recruitment of the sample

Participants were recruited froma group of registered
nursing staff and medical orderlies attending a
one-day workshop (repeated for four consecutive
days) on mental health for staff at the only psychiatric
hospital in Fiji which provides primary, secondaryand
tertiary careto clients throughout Fiji. The hospital has
four wards and 190 beds and caters for clients with
acuteand chronic mentalillnesses, as well as clients
with intellectual disability and those on forensic
orders. Medical orderlies comprise approximately
two thirds of the staffing at the hospital and provide
much of the day to day care of clients. Registered
nurses form the remaining one third. The workshop
aimed to provide professional development for the
majority of the staff working at the hospital.

Inclusion criteria were: adults (18 years of age or
more) who were able to comprehend and write the
English language and were working as either a nurse
or orderly in mental health care in Fiji.

Data Collection

The questionnaire wasadministered on one occasion
only to a group of registered nurses and medical
orderlies attending a workshop at St Giles Hospital
in Fiji. An information sheet detailing the purpose
of the survey and its requirements. Other relevant
information was available to all potential participants
astheyentered the workshop venue. Atthe beginning
of the workshop the first author explained the
details of the project to all potential participants and
administered the questionnaire tothose who wished
to take part. To avoid perceived or actual coercion of
participants, local hospital staff were not involved in
this process. To assistthose participants with literacy
difficulties, items on the questionnaire were read to
the group when necessary and a Fijian nursing tutor
and nurse (SG and SA) were available to assist the
co-investigator or participants with clarification of
specific literacy aspects. The questionnaire however
was self-administered tothe extentthat participants’
literary competence in English language permitted.

Data Analysis
Data were managed and analysed using the
Statistical Package for the Social Sciences (SPSS
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Version 13). A number of statistical tests were
performed on the data including initial descriptive
statistics and attribution of the data to five previously
identified components (Baker et al 2005). Attitudes
of the registered nurses and medical orderlies were
compared using chi-square test, and nonparametric
correlation examined the significance of the
association between some socio-demographic and
knowledge/attitude variables. The p<0.05 level was
used for statistical significance.

Table 1: Participants who completed the ATAMHS
(33) (modified)

Variable Number
Gender
Male 27 (38%)
Female 44 (62%)
Position
Nurse 23 (32.4%)
Orderly 48 (67.6%)

Level of education
Tertiary 21 (29.6%)
12 (16.9%)

23 (32.4%)

Post-secondary certificate
Secondary certificate

Post-secondary certificate and

0,
Secondary certificate e

Missing 3 (4.2%)
Mental health course/certificate

Yes 24 (33.8%)

Not stated 47 (66.2%)
Age range
20-24 6
25-29 10
30-34 13
35-39 5
40-44 13
45-49 13
50-54 7
55-59 4
RESULTS

Of a potential 72 participants, 71 chose to take part
in the survey, giving a response rate of 98.6%. This
group constituted the vast majority of mental health
workers at the hospital. The demographics of the
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population can be found in table 1. Participants had
worked in psychiatry from between 2 and 477 months
(mean 170.3, SD 133.0 or median 132.0).

Ten questions received greater than 70%
endorsement in one direction by the mental health

workers (table 2). Responses to all semantic
differential questions are described in table 3.
Those semantic differentials with a mean score less
than five are indicative of a poorer attitude toward
service users.

Table 2: Questions which received greater than 70% endorsement in a single direction

::‘:f:e(:n Question

. ‘Mentally ill patients have no control
e over their emotions’

. ‘Mental illness is the result of negative
uesiiten 35 social circumstances’

‘Many normal people would become
Question 12 mentally ill if they had to live in a very
stressful situation’

. ‘Those with a psychiatric history should
Question 13 never be given a job with responsibility’

‘Those who attempt suicide leaving
Question 14  them with serious liver damage should
not be given treatment’
Guestion 23 ‘Psychiatric illness deserves as much
attention as physical illness’
: ‘The manner in which you talk to
QuEstem 2 patients affects their mental state’
e il ‘People who abuse alcohol have no self
control’

st AL ‘Psychiatric drugs are used to control
disruptive behaviour’

Question 22 ‘Mental ilinesses are caused by genetic

factors’

Table 3: Semantic differentials (scoring 0-10)

Semantic differential Mean SD ::'rp;it‘t:;tl:::
Safe-dangerous 4.1 2.7 Negative
Adult-child 7.2 2.6 Positive
Mature-immature 6.3 2.6 Positive
Optimistic-pessimistic 3.9 2.6 Negative
Cold hearted-caring 5.7 2.9 Positive
Polite-rude 4.1 2.7 Negative
Harmful-beneficial 3.9 2.9 Negative
Clean-dirty 4.6 2.9 Negative
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Nurses n=23 Orderly n=48

% agreement
Implication

Combined ¢, Attitude

(32.4%) (67.6%) Cumulative %

16 37 75.7% bositive
(69.5%) (77%) disagree

15 38 75.7% Sositive
(65.2%) (79.2%) agree

16 42 81.7% positive
(69.5%) (87.5%) agree

21 32 74.6% bositive
(91.3%) (66.6%) disagree

22 42 80.1% bositive
(95.6%) (87.5%) disagree

20 38 74.3% besitive
(86.9%) (79.2%) agree

21 43 91.4% bositive
(91.3%) (89.6%) agree

18 M 83.1% oo
(78.2%) (85.4%) agree g

21 42 oLI%
(91.3%) (87.5%) agree 8

15 38 76.8% o
(65.2%) (79.1%) agree &

There was no statistical difference between
attitudinal scores and gender and those who
had undertaken further mental health training
or certificates. There were statistical differences
between registered nurses and medical orderlies for
two of the domains ‘Care or control’ (p=0.021), and
‘Therapeutic perspectives’ (p=0.036). Secondary
certificates compared to tertiary also had a
significant difference in one domain ‘care or control’
(p=0.006).

For overall comparison with the original study, data
were clustered into the five domains identified (table
4).
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Table 4: Domain scores for the five components (ATAMHS (33) modified)

Number Theoretical Theoretical
Subscale . . . .

of items minimum  maximum
Care or control 12 12 84
Semantic
differentials ! Y e
Therapegtlc 6 6 42
perspective
Hard to help 4 4 28
Positive
attitudes N = S
ATAN.IH (59 33 26 255
modified

DISCUSSION

Overall, there was evidence of both positive and
negative attitudes toward people with mental
illness by mental health workers in this study, with
some differences in attitudes evident between
registered nurses and orderlies. Only one of the
questions (Question 13 in the domain ‘Therapeutic
Perspectives’), however isthe same asthe questions
identified in Munro and Baker’'s (2007) finding
of attitudinal differences between qualified and
unqualified staff.

In the current study, unqualified staff held more
positive as well as more negative attitudes than
qualified staff. Thisis generally consistent with Munro
and Baker’s (2007) finding and overall conclusion
that it cannot be assumed qualified staff will hold
more positive attitudes than unqualified staff. It is
possible that other variables such as professional
development training or other support may have
influenced their attitudes. Evidence of positive
attitudes from all the mental health workers in this
study (tables 2 and 3) can be identified in responses
to seven of the Likert questions (Questions 4, 11,
12, 13, 14, 23, 24) and three of the semantic
differentials (Adult:child; Mature:immature; Cold
hearted:caring). The mean scores for these three
semantic differentials were greater than five, which
provides further evidence of positive attitudes
toward people with mental iliness. There is however
potentially a methodological flaw with the semantic
differential Adult-child and Mature-immature, as all
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Ol?s.e rved Obs.e rved Mean SD Skewness Kurtosis
minimum maximum

32 66 478 7.64 0.357 0.002

13 61 327 98 0.518 0.588

9 39 283 6.3 -0.603 0.770

5 23 123 44 0.686 -0.013

7.4 29 23.6 43 -1.254 2.415

104.3 201.4 114.6 18.1 0.572 0.882

staff worked withinadult mental health services (over
16 years of age). These questions could have been
misinterpreted as to working with children. Altering
the wording to Childlike:adultlike may have elicited
a different attitudinal response.

The current study’s finding of positive attitudes by
these mental health workers is generally consistent
with Munro and Baker’'s (2007) although direct
comparison was not made due to differences in
the sample and context of care. The findings are
also, while not directly comparable with Aghanwa’s
(2004) previous study in Fiji, broadly consistent
with his conclusion that education about, and
experience working with, mental illness may assist
the development of more positive attitudes toward
mental illness. In accordance with previous studies
with nurses in particular, (Tay et al 2004; Emrich
et al 2003; Hugo 2001), it is also possible that
further education and training on mental iliness
and therapeutic strategies could result in the
development of more positive attitudes for these
mental health workers, including the medical
orderlies who have had limited education in mental
illness. As Baker et al (2005) identify however,
evidence of positive attitudes alone does not
indicate whether there is corresponding therapeutic
behaviourand quality of care for clients. Research into
clients’ perceptions of these mental health workers’
attitudes could provide greater understanding as
to the effect, if any, of their positive attitudes on
client care.
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Three questions (table 2) provide evidence of these
mental health workers’ negative attitudes toward
people with mental illness (Questions 1, 21, 22).
This is in keeping with the findings of several other
studies, although there are particular differences.
In the Singh et al (1998) study which aimed to
evaluate the impact of a psychiatric placement on
4th year medical students post placement, 92.7%
of the sample of medical students disagreed that
psychiatric drugs were used to control behaviour.
However, 91.3% of mental health workers in the
current study agreed with this statement. This
conflict in agreement could provide evidence of the
reliance on medication within mental health settings
to manage difficult and challenging behaviour. This
could be the experience of staff; given that these
mental health workers work within inpatient settings,
a notion of ‘ill health’ pertaining to clients admitted
is probably common. However this appraisal does
contribute directly to a poorer attitude toward
service users. It is clear that a biological or genetic
perspective of illness (Question 22) contributes
toward a negative attitude and that a vulnerability
perspective of mental illness is preferable to a
biological one (Read and Harre 2001; Read and
Law 1999; Cho and Mak 1998). Interestingly, more
orderlies (79.1%) agreed with this statement than
the nurses (65.2%). Two other questions (Q12
and Q13) in table 2 showed major differences in
opinions between nurses and orderlies. Fifteen
Likert questions appeared to show evidence of
divided opinion.

This study presents new research into the attitudes of
healthcare staff within Fijian mental health services.
The data provides a baseline for future educational
interventions which aim to improve both knowledge
and attitudes of registered nurses and medical
orderlies in Fiji. It will also enable comparisons to be
made with other cultures and countries in the South
Pacific region. With the introduction of a specialist
postgraduate course for mental health nurses in Fiji,
there is also opportunity for education on additional
theoretical perspectives to that of the traditional
biological explanation for mental iliness. This brings
a concomitant opportunity to explore therapeutic
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nursing strategies to address disruptive behaviours
and symptoms of mental illness which complement
and/or extend those of medication administration.

Limitations of the study

The limitations of the study include a relatively
small sample of health workers working within one
mental health inpatient setting in Fiji. The design of
the questionnaire was originally influenced by the
need to survey the attitudes of acute mental health
nurses who worked with service users encountered
within the UK. The scale as such may not have been
transferable to a different country/culture. The
amendment of some questions was required in order
to more appropriately reflect Fijian mental health care
contexts and use of language. There is also difficulty
incomparingthe attitudes of qualified and unqualified
workers within this setting due to their differing roles
and professional responsibilities.

Notwithstanding these limitations, this paper does
present new data on the attitudes of mental health
workers in Fiji. There is now a need to undertake
a larger survey of attitudes toward mental iliness
by mental health workers. Further analysis of the
formation of attitudes contained within the measure
used inthis study could use qualitative methodologies
to explore in greater detail the development of
attitudes.

CONCLUSION

Whilst this study hastaken a cursorylookattheissue
of attitudes of mental health workers within Fiji, it has
provided some important indications of registered
nurses’ and medical orderlies’ perceptions of mental
illness and people who have mental illness in Fiji.
The attitudes of mental health workers in Fiji have
not been sought previously. This important area of
work is currently under-researched and further work
could improve our understanding of the attitudes
that mental health workers maintain and how these
influence the quality of care consumers receive.
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ABSTRACT

Introduction

Evidence exists that child abuse has occurred
throughout human history however the magnitude of
the increased incidence of violence toward children,
as well as its complexity, deserves reflection and
consideration.

Objectives

The objective of this study was to explore a nursing
care model for child victims of violence who resided
in Homes Houses? using therapeutic play; and to
investigate the potential of using therapeutic play to
create connections between the child, the nurse, and
their surroundings in the Homes Houses.

Methodology

During completion of the Master’s Program in Nursing
at the Federal University of Santa Catarina, Brazil
(UFSC), a care model using therapeutic play was
developed with child residents of Homes Houses who
had suffered physical violence. This is a qualitative
assistential convergent research study, conducted with
four children from July 2004 to July 2005.

Results
The results provide evidence that the proposed care
model is adequate for application in this situation.

Conclusion

The model proposes a new field of practice, not only for
the nursing profession, but for caring for child victims
of violence generally.

1 Therapeutic playing and institutionalised victims of child abuse: proposing a care model in nursing. Master’s thesis presented to
the post-graduate program in nursing at the Federal University of Santa Catarina (UFSC), Brasil, 2005.

2 In Brazil, Homes Houses are houses where children and adolescent victims of violence are housed under judicial order and as a
result of a judicial process (Oliveira 1999). Some of the homes are philanthropic organisations.

AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 25 Number 3

80



RESEARCH PAPER

INTRODUCTION

Nursing practice is grounded in theories and models
(Budo and Saupe 2005), which originated in the
United States of America, later expanding to other
countries (Carraro 2001).

Nursing care models provide the systemsand science
to support nursing care. They are instruments for
the scientific planning of nursing actions and assist
in our perception of nursing practice as a dynamic,
mutational and creative process, rather than a set
of procedures. Thus, care models form the basis
for action; they justify action taken to address
identified problems and direct the activities of each
team member. Beyond this, they are a method for
documenting nursing actions; animportantaspectin
contributing to the continuity and visibility of nursing
care (Fawcett et al 2004; Carraro 2001).

The stages for developing a care model consist
of planning, development, implementation, and
evaluation (Davidson et al 2006). In the planning
stage, the conceptual framework is developed,
which, through its concepts and assumptions, forms
the basis for the construction of the methodological
proposal. The concepts of the conceptual framework
are elaborated from theories, pre-existing concepts,
oraredrawn from current literature. The assumptions
are defined from beliefs, values, and the positioning
of the author around the theme.

The increased incidence of child victims of abuse
demonstrates an urgent need to develop a care
model based on a theoretical-methodological
framework. For children who suffer from physical
abuse and are out of the hospital environment,
such as child and adolescent shelters or ‘Homes
Houses’, there is an opportunity for nursing to
develop a significant role, through caring for the
health, psychosocial and interactive needs of such
children and adolescents.

Homes Houses guarantee the rights of the children,
favourfamily ties (when permitted by judicial decree),
avoid undoing the family structure, and re-introduce
the child to society. Homes Houses count on a
multi-professional team, though currently nursing is
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not part of this team. Thus, there is an opportunity
for nursing to contribute to the promotion of health
for these children, through the development of a
theoretical-methodological framework and through
the use of therapeutic play.

Therapeutic play, which is based on a philosophy of
care, has a non-directive approach. It gives the child
the freedom to express him/herself verbally and
non-verbally, and offers a means through which the
child can share their fears and concerns, assisting
the nurse to identify their needs and feelings.

The present study’s objective was to develop a
nursing care model for children who are victims of
violence, using therapeutic play, and to understand
the contribution of therapeutic play toward the
establishment of a therapeutic bond between the
child, the nurse, and their surroundings.

The child has had various roles throughout human
history. Up until around the 17th century, children
were generally treated as ‘miniature adults’ with
similar expectations of contributing to the household.
Ratherthananeducationanda childhood, they were
required to work both inside and outside the home
and to contribute to the running of the home. They
usually had no separate bedtimes, participating
in the same night time activities as their parents,
often sleeping in the same bedrooms as adults
(Aries 1981).

Modern society however has developed a different
set of family values with respect to children (Ariés
1981). But even with the child becoming the centre
of the family, childhood continues to be violated. This
is manifested in diverse ways, such as child labor,
excessive discipline, physical and sexual abuse,
and neglect. Today it constitutes a grave problem
for health care (Dong et al 2003).

Violence is the outcome of a set of conditions that
makes violence possible (Prado 1998 p.41). There
are more than 900,000 children, or 13.9 children of
every 1000 who suffer mistreatment in the United
States of America every year. Of these, 53.5% are
neglected, 22.7% suffer physical abuse and 11.5%
suffer sexual abuse (Slep and Heyman 2004).
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The damage to the children who suffer from violence
is difficult to quantify. Beyond the physical trauma
which results from the moment of aggression, there
isassociated psychological anguish overtime, which
has ongoing psychological, physical, social, and
economic effects (Slep and Heyman 2004).

METHODOLOGY

This study consisted of qualitative assistential
convergent research (QACR). QACR is research that
requires the active participation of its subjects.
This participation is necessary in order to discover
realities, resolve or minimise problems in practice,
introduce innovations in specific situations and thus
permit theoretical construction in the context of
assistential practice (Trentini and Paim 2004).

The stages of the QACR are conception (developing
the idea); instrumentation (developing the
instrument); scrutinisation (collection of the
data); and analysis and interpretation. Each stage
comprises a sub-process with several consecutive
and inter-related steps (Trentini and Faganello
2005).

The stage of conception is related to the choice of
the subject; the direction of the guiding question;
the establishment of the goals of the research; the
review of the literature on the subject chosen; the
development of the concepts and assumptions;
and the construction of the conceptual framework.
The stage of instrumentation is the drafting of
the methodological procedures; so in this phase
the choice of the research space, selection of
participants and determining the technique for the
collection and analysis of information are included.
The phase of scrutinisation includes the collection
and recording of data which should not only provide
information to inform scientific research but also
lead to improvements in nursing care. The analysis
phase of the QACR is divided between analysis and
interpretation. The analysis is the process of discovery
oftheresearchresults, while the interpretation phase
consists of synthesis, development of the theoryand
re-contextualisation (Trentini and Faganello 2005).

The objective of the study was to develop a
conceptual framework to support the care given to
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institutionalised child victims of abuse. Four concepts
were identified: Children victims of violence; Nursing
care for children victims of violence; Therapeutic
playing; and Institutionalisation.

The study was developed in Homes Houses in
Florianépolis, Santa Catarina, Brazil. Four children,
aged ten to twelve years, participated in the study.
Two were male and two were female; all had suffered
sexual abuse, physical abuse, or neglect. They all
presented with aggressive, introspective, anti-social
behaviour, associated with anxiety, hostility, or
interpersonal difficulties.

The children’slegal guardians gave free and informed
consentto their participation in the study, by signing
the consent form.

This study was approved by the Ethics Committee
of the Federal University of Santa Catarina (UFSC),
Brazil. Anonymity of the children was guaranteed, as
well as the names used by the children during play
with particular toys or games.

The conceptual framework of care offered by the
toys was based on the technique of the dramatic
therapeutic toy cited by Borba (2002), associated
with the proposed steps of Green (1974), and the
principles of care offered by Morse et al (1990).

The technique of dramatic therapeutic play consists
of using representative figures; inviting the child
to play; giving alternatives for the location of the
game; permitting that the child play in a free fashion;
and observing and registering all the behaviour
manifested during this playtime (Borba 2002).

The therapeutic play sessions used the toy as a
mediator in creating a relationship between the
child and the nurse. The available toys were: an old
couple, adults, children, a baby, a nurse, a doctor,
electric wire, pieces of wood, a puzzle, a soccer ball
and drawing materials.

Green’s seven steps: observe, examine, analyse,
confirm, determine, plan, and evaluate, were used
for the structure of the therapeutic play sessions,
however forthis study, the seven steps were adjusted
to three: observe, analyse, and plan (Green 1974).
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The principles of care proposed by Morse et al
(1990) were used in order to identify the children’s
care needs: care as a human characteristic; care
as a moral imperative; care as affection; care as an
interpersonal interaction; and care as a therapeutic
intervention.

DATA ANALYSIS

The data was collected through open interviews with
the children and through participant observation
duringthe play sessions. The sessions were recorded
inafield diary and on audio cassettes. The study was
carried out from July 2004 to July 2005.

After application of the care model, data analysis
occurredin four processes: apprehension, synthesis,
theoretisation, and re-contextualisation (Trentiniand
Paim 2004).

Inthe apprehension process, the data were organised
intoatable whichincludedthe child’s fictitious name,
the interview notes, and the observational notes.
Synthesis consisted in subjectively examining the
associationsandvariablesfoundinthe apprehension
process.

A theoretical framework was developed from the
synthesis process in the theoretisation stage. In this
stage, the contribution of the therapeutic play toward
the children’s care was verified.

Re-contextualisation sought to offer significance
to the findings and conxtextualise them in similar
situations.

RESULTS

Nursing Care Model

The nursing care model was structured in stages
which attimes occurred simultaneously and at other
times did not. The stages were titled: “Taking in,
Playing, and Finalising”.

First Stage: Taking in
Steps: observe, analyse, plan.

The first stage of this model is composed of one or
more therapeutic play sessions in order to engage
withthe child. Its objective isto establish a connection
between the child and the nurse.
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Second Stage: Playing
Steps: observe, analyse, plan.

Inthis stage, the nurse creates a connection with the
child and uses the principles of care in an expressive
form. Itisduring this stage thatalmostallthe process
is developed. There is no predetermined number of
sessions in this stage.

Third Stage: Finalising
Steps: observe, analyse, plan.

This is the final session of play for the child, which
occurs when itis observed that the emotional needs
of the child have been met and their care deficits
resolved, or it is determined that there is a need to
direct the child to another professional, such as a
psychiatrist or psychologist.

A need for contextualisation, using observers and
social workers, may be identified during the process.
Contextualisation can occur during all stages of the
care model, from the time the child begins to play
and continue throughout the entire care process
carried out by the nurse. The objective is to evaluate
the efficacy of the play sessions; observe alterations
inthe child’s behavior; confirm the analyses; explain
and work through concerns or doubts; and evaluate
the process.

The proposed care model below demonstrates
how the steps of this process should be developed
(table 1).

The objectives of this study were met, for a nursing
care model was developed using therapeutic play
for children victims of violence living in Homes
Houses. It became clear that therapeutic toys acted
as a facilitator in the care process, as well as in the
interaction between the child, the nurse, and their
surroundings.

Thisis mydream, ma’am, because someday|’'m going
to be a football referee. But it’s hard here because
of the schedules, and also | don’t have any money
(football player)

| promised my mom that | wouldn’t get married,
so | wanted to make a story that tells of everything
here, a story where the husband cheats on the
wife, the daughter is dating, and her father beats
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her. | wanted to make a story like that, you know?!!
(memory game)

That day | didn’t say anything to my mom because |
thought he would kill me. (memory game referring to
the day he/she saw his/her sister being molested)

It was verified that care goes beyond a procedure that
issimply concrete or objective. Care can be abstract or
subjective, and is also based on sensibility, creativity,

and intuition (Prado and Souza 2002). It was further
verified that subjective care, such as that of enrolling
achild in football lessons, providing friendliness and
compassion, giving a hug, or offering encouragement
or a reward can be as important as objective forms
of care. Often the results of subjective care can only
be verified over time, however it is proposed that
this type of care can minimise the consequences for
children of violence they have experienced.

Table 1: Nursing care model for institutionalised child victims of violence using therapeutic play

CARE MODEL
TAKING IN
Observe

Verify how the child perceives his/her
relationships with other children, with
family, with the institution, and others.
Verify how to develop the play and how it
is positioned before the situations
Observe if the child is happy; sad;
introverted; and their body language.

Note the setting up of the play scenario,
the toys that are used, if sounds are
imitated, if he/she differentiates the
voices of play personalities and others.

Note the expectations of the child for the
next session.

PLAYING
Observe
Beyond was has been observed in the first
stage, the nurse will observe the following:

Verify how the child responds to the care
offered.

Verify and describe the care offered.
Methodological recommendation: If it is
verified in the analysis of the previous
session that the process with this child
can be finalised, the nurse schedules
another session where she/he will
prepare the child for conclusion.

FINALISING

Observe

Observe the child’s behavior when it is explained to him/her

that it will be the last session.

Observe verbal and non-verbal expression.

Analyse

Use the data from observation and the
participant observer recording achieved
during the play session.

Reflect on what the child expresses verbally
and non-verbally.

Observe the care principles during the
analysis, together with the data offered by
the child, thus verifying the existence of the
child’s care deficit.

Discover the meaning of the toys chosen by
the child and the child’s explanations; the
meanings of his/her commentary; and the
feelings that he/she may be expressing.

Verify the efficacy of the play and the
intervention.

Verify the connection between the nurse and

the child.

Determine the continuity or not of the
process in order to plan the next session.

Analyse

Determine whether the process will
advance to finalisation; if there is a need for
contextualisation; or if there is still a need to
remain at the same stage.

Ensure the care offered is within the care
principles.

Assess the connection between the
researcher and the child.

Determine the continuity or not of the
process for planning the next session.

Analyse

Plan

Plan the care within the
principles of care according
to the child’s care needs and
deficits.

Plan activities for the next
session.

Verify the need for referral to
another professional.

Methodological recommendation:
The nurse may, through analysis,
elicit a list of questions about

the history of the child, his/her
behavior, and other issues. Later,
these items may be clarified in
other sessions.

Plan

Plan the appropriate care for the
child using the care principles.

Complete planning for the third
stage when the child does not
present further need for the
therapeutic play; or contextualise,
seeking to verify how the child is
behaving with respect to Homes
Houses after the beginning
sessions; or continue the care.

Verify if the care deficits have been met for the moment.

Analyse the child’s behavior regarding the finalisation of the

process.

Methodological Recommendation: It is possible to initiate a
new care process with the child, if necessary, due to some

adverse event.
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CONCLUSION

Children victims of violence suffer discrimination in
society whenthey demonstrate inadequate behaviors
for social interaction as a result of the violence they
have experienced, especially if that violence remains
unresolved.

Unconditional love between parents and their
children can be buta myth. Institutionalised children
victims of violence are children who need specific
care, including attention, tenderness, and affection,
because there may be a lack of these things in their
own homes.

Therapeutic playing can be used to facilitate
interaction between the nurse and the child to
determine his/her care deficits. The therapeutic
toy and playing takes the nurse into the imaginary
world of the child, and the more the nurse is able to
understand the thoughts and feelings of the child,
the more she/he is able to offer adequate care. The
proposed care model of therapeutic play allowed
such results to be achieved.

The proposed nursing care model for children victims
of violence is an important contribution to nursing
practice. It is a dynamic, open, and continuous
process, which offers the opportunity for children to
have a healthier institutional experience and which
contributes to buffer possible trauma. Beyond that,
the developed care model was shown to be concise
and practical, easily applied by nurses in their
day-to-day practice.

The care model supports care provided by nurses;
the evaluation of the health of the child and the
violence they have experienced, as well as planning
future actionsforthe promotion of health for children
victims of violence.
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ABSTRACT

Objective

Clinical supervision (CS) is attracting attention in the
Australian nursing context with efforts underway to
embed CS into mental health settings and to extend it
to the general nursing population. The purpose of this
paper is to review the available evidence regarding
the effectiveness of CS in nursing practice in order to
inform these efforts.

Method

Relevant literature was located by first accessing
research articles in peer-reviewed publications that
related to CS and nursing. A total of 32 articles were
retrieved. In selecting articles for review, the following
criteria were then applied: the article reported an
evaluation of the effectiveness of CS; the participants
in the study included qualified nurses (not students or
generic health care workers); the approach to CS was
clearly described; and, the method of data collection
and analysis, either quantitative and/or qualitative,
was explained in detail.

Results

Of the 32 studies identified in the literature 22
studies met the inclusion criteria. One feature that
differentiated the studies was research method, for
example, pre-post design; and, articles were initially
grouped by method. The reported outcomes of the
studies were then categorised according to Proctor’'s
three functions of CS. The results of the studies
demonstrated that all three functions, restorative,
normative and formative, were evident. The restorative
function was noted slightly more frequently than the
other two functions.

Conclusions

There is research evidence to suggest that CS provides
peer support and stress relief for nurses (restorative
function) as well a means of promoting professional
accountability (normative function) and skill and
knowledge development (formative function).

86



SCHOLARLY PAPER

INTRODUCTION

Currently in Australia, there are efforts underway to
increase the use of clinical supervision (CS) in the
nursing practice arena. There are signs that clinical
supervision has been growing in the speciality
of mental health nursing as evidenced by the
establishment of standards set by the Australian
and New Zealand College of Mental Heath Nurses
(Winstanely and White 2002). Originally developed
within the mental health care context and traditional
psychotherapies (Yegdich 2001), CS is now being
implemented for nurses in other clinical contexts.
Whilst the practice of clinical supervision is
establishedin other developed countries, such asthe
United Kingdom and the United States of America,
at present it is underdeveloped in the Australian
context.

The purpose of this paper is to review selected
research studies that have focused on evaluating
the effectiveness of CSin nursing. Available evidence
about CS outcomes and effects has been accessed
and analysed. The main purpose in presenting the
review is to provide empirical evidence about CS,
especiallytoinformthose nurses who are considering
its adoption or contemplating its continuation. As
CS requires both fiscal and human resources to be
sustained, evidence from the review can be used
to offset uncritical adoption of CS or unrealistic
expectations of its effects.

What is Clinical Supervision?

Clinical supervision is a process of professional
supportand learning in which nurses are assisted in
developing their practice through regular discussion
time with experienced and knowledgeable colleagues
(Fowler 1996). During clinical supervision nurses
employthe processes of reflection in order to identify
and meet their need for professional development.
The purpose of clinical supervision is to improve
nursing practice and therefore needs to be focused
on nurse-patient interaction (Van Ooijen 2000).

The primary cognitive process of clinical supervision
is reflection, that is, thinking back on clinical
experiences in order to recount them and deepen
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understanding and/or identify areas for further
improvement. Reflection is particularly relevant to
professional growth in a practice-based discipline
such as nursing. That is, nursing knowledge is
embedded in experience, and learning through
experience is essential tothe practice of professional
nursing.

Clinical supervision enables nurses to discuss
patient care in a safe, supportive environment.
Through participation in CS nurses are able to provide
feedback and input to their colleagues in an effort
to increase understanding about clinical issues. In
this sense CS is designed to serve a peer-educative
function. The opportunity to discuss general issues
in relation to patient care also opens a window of
opportunityto develop consistentapproachestoward
individual patients and their families. In this sense,
CS provides nurses with an opportunity to improve
patient care in particular for a given patient and
in general in relation to maintaining standards of
care. In addition, CS provides an avenue for nurses
to demonstrate active support for each other as
professional colleagues. Through sharing and
understanding they come to realise that they are
‘not alone’ in their feelings and perceptions, thus
providing reassurance and validation.

The above description of CS is consistent with
Proctor’s functions of clinical supervision (Proctor,
1986). The functions are threefold; first is the
formative function, an educative activity which was
the original basis for CS; second is the normative
functioninthe sensethatclinical supervision enables
the development of consistency of approach to
patient care (ie follows ‘norms’ or standards of
practice), third is a restorative function, which
promotes validation and support for colleagues
through peer feedback. Although presented as
separate, the functions overlap and intersect in
practice. As differentiated, they provide a useful
organising schema for this literature review.

METHOD OF LITERATURE REVIEW

Clinical supervisionin nursing was assessed through
a systematic review of the nursing literature since
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evaluative literature emerged in 1993. Searches of
Medline, CINAHL, PsycINFO and Cochrane database
were undertaken. The searches were limited to
reports of research published in peer-reviewed
journals. Studies were selected for review on the
following basis: the article was an evaluation of the
effectiveness of CS; the participants were qualified
nurses (notstudents); the approach to CSwas clearly
described; and, the method of data collection and
analysis included either quantitative and qualitative
data, or both. There were no other restrictions in
terms of setting, clinical speciality or whether CS was
undertaken in a group or a one to one basis.

RESULTS

A total of 32 articles were initially located: of
those studies, 22 met the criteria for inclusion in

this research. Studies were first grouped by three
different types of research design; four studies were
considered to be comparative, three were pre-post
evaluation studies and fifteen were post-only
evaluation studies. Therefore in the majority
of studies, CS was evaluated after it had been
implemented. There maybe several reasons for
this: first, is the lack of a well-validated and reliable
measures of CS effectiveness; second, in nursing
there is strong interest in qualitative research and in
addition, there is a lack of funding for well-designed
trials of CS; and finally, the opportunistic nature of
post evaluation. Sample sizes varied and ranged
from 10 to 660 in one of the post survey evaluations
(Magnusson et al 2002). Mental health nurses and
aged care nurses are dominant in the samples
studied.

Table 1: Reported Outcomes categorised to Proctor’s model

Normative: Professional accountability

Change of action

Moral sensitivity

Problem solving

Commitment affirmation
Confirmation of actions and role
Identify solutions

Improve nursing practice

Increase understanding of professional
issues

Critiquing practice
Improving practice

Formative: Skill and knowledge development

Professional identity

Confirming uniqueness of role
Change organisation of nursing care
Improve individual’s nursing care

Risk taking

Job satisfaction

Professional solidarity

Confirmation of nursing interventions
Nurse patient cooperation

Less patient resistance

Improve patient relationship

New learning

Improved knowledge

Professional development (deeper
knowledge)

Self confidence

Self-awareness of thoughts and feelings
Improved knowledge of human rights
Recognizing family needs more

Restorative: Colleague/social support

Listening and being supportive
Improved coping at work
Accessing support

Better relationship amongst staff
Engagement in the workplace
Safe group environment

Sense of security

Satisfaction with nurses

Competence and creativity

Professional development

Confirming patient uniqueness

Gaining knowledge

Competence

Trust in self

Knowledge

Insight into therapeutic use of self when
relating to patients

Lower perceived anxiety
Understanding colleagues

Increased interest

Relief (discuss thoughts and feelings)
Relief of thoughts and feelings
Empathy

Sense of community

Catharsis

Self understanding
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Improved idea time

Idea support

Creativity and innovation
Communication skills

Improved relationship with nurses
Trust

Reduced conflict

Reduced tedium

Reduced burnout

Personal accomplishment
Personal development

Coping
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The selected studies were grouped into three types:
comparative studies in which CS was implemented
at one site, with pre test and post test measures
obtained at that site and matched site (in clinical
terms); pre test and post test evaluation studies in
which CS was introduced as an intervention without
comparison to a control group; and, post evaluation
studies in which participants were asked to appraise
their experiences of CS. The outcomes of the studies

Table 2: Comparative Studies

Author Type of CS and sample
Berg et al n = 19 experimental ward, n = 20 control
(1994) ward, nurses working in residential

dementia care

Supervision focused on one patient at a
time, patients history described, nurses
spoke of emotions evoked in themselves
and they pointed out difficulties they have
experienced

CS group met every third week during the
first 6 months, and then every fortnight in
the next 6 months, each session lasted

2 hours
Edberg et al n = 20 control group, n = 19 intervention
(1996) group, registered nurses in dementia care

Group discussion focusing on feelings
and reflections about residents and their
experiences, as a basis for the provision
of individualised care

CS group met x 2 hours every third week
during the first semester, then every
fortnight in the next semester. CS lasted
for 12 months
Hallberg and n = 19 experimental ward, n = 19 control
Norberg (1993) ward, aged care nurses in dementia care

CS group focused on emotional reactions,
reflections of primary and secondary
appraisal of harmful situations

CS group met x 2 hours every third week
during the first 6 months, then every
fortnight in the next 6 months, for a total
of 30 hours

Individualised care planning group
discussion 2 hrs per week for a total of

34 hours
Palsson et al n = 21 experimental group, n = 12
(1996) comparison group, sample were district
nurses

CS group met every 2 to 4 weeks, for 1.5
hours up to 34 hours in total

*Qutcomes = according to Proctors model
IN=normative; 2F=formative; 3R=restorative

wererecorded andthen categorisedin relationshipto
Proctor’s (1986) three-function model of CS. Terms
used to describe the outcomes of the studies were
grouped according to Proctor’s functions and listed
in table 1. Reported outcomes of the studies were
then categorised accordingto Proctor’s (1986) model
and are shown in table 2 (comparative studies),
table 3 (pre-post test studies), and table 4 (post
evaluation studies).

) ) Outcomes*
Other intervention Focus of study N' E2 R
2 day course on Burnout, tedium and creativity X X
dementia care, of working climate
plus another 2
days during the
year
Individualised care
Individualised care Morning care observations X X
2 day training with evaluation of
session on nurse-patient cooperation

dementia care

2 day course on Strain in nursing care scale, X
dementia care and emotional reactions in

Individualised care Nursing care scale

None Karolinska scale of X X X
personality, burnout measure,
empathy construct scale,
sense of coherence scale
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Table 3: Pre-Post Studies

Author

Berg and
Hallberg,
(1999)

Begat et al
(1997)

Segesten
(1993)

Type of CS and sample

n = 22 psychiatric nurses

CS group met x 2 hours every fortnight for
1 year for a total of 56 hours

Individualised care planning group
discussion 2 hrs per week for a total of
34 hours

n = 34 registered and licensed practical
nurses in medical wards

CS group to individualise care and
implement a primary nursing model
to move from collective to personal
responsibility

Groups of 5 nurses met 1.5 hours per
week for one year for a total of 75 hrs

n = 21 in two orthopaedic wards

Group supervision to assist with role
confusion following introduction of

a modified primary nursing system.

CS discussion about responsibilities,
delegation, quality of nursing care,
improving care plans and documentation,
problems with physician cooperation, and
working with the terminally ill

CS group met x 2.5 hours every fortnight
for 4 months, with two different
supervisors, for a total of 34 hours

*Qutcomes = according to Proctors model
IN=normative; 2F=formative; 3R=restorative

Table 4: Post Studies

Author

Arvidsson et al
(2001)

Berg and
Welander
Hansson
(2000)

Berggren and
Severinsson
(2000)

Type of CS and sample

n = 10 psychiatric nurses

Group discussion, using narratives,
provided pedagogical and supportive
method for reflection on nursing care

CS group met fortnightly for 2 hours, for a
total of 32 hours supervision

n = 13 dementia care nurses

Group CS nurses discussed individual
patients, nurses feelings and emotions
discussed; session ended with a decision
on how to provide further care

2 hour sessions every third week during
the first 6 months, then every fortnight in
the next 6 months, for a total of 30 hours
n = 15 registered nurses from 2 medical
wards

CS group discussion focused on
analysis of care based on holistic caring
model which places the nurse-patient
relationship at the centre of care

CS group (5 nurses per group) met x 1.5

hours every week for one year for a total
of 75 hours

Other
intervention
Individualised
care

Introduce a
primary nursing
model, which
centralises
knowing the
patient

Introduction of a
modified primary
nursing system
(nurses working
as a team for a
group of patients)

Other intervention

None

Education session
on dementia

Individualised care

Introduction of a
holistic nursing
model of care
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Focus of study Outcomes*
(outcome measures) Nt F2 Rs

Sense of coherence X X
scale, creative climate

questionnaire, work-related

strain inventory, satisfaction

with nursing care and work

questionnaire

Nurses’ satisfaction with X X
working milieu, questionnaire

regarding psychosocial

environment of ward,

nurses’ views of CS through

questionnaire at baseline

and at 9 months

Questionnaire included X X
nurses’ self description

completed before and after

CS

F f stud Outcomes*
ocus of study NI F2 R®
Phenomenological X X
interviews two years after CS
implementation

Unstructured (prompts X X

and points of clarification
only) interviews focusing

on nurses’ experiences

9 months after
implementation of CS
Questionnaire on view of the
effects of CS

Interviews to determine the  x
influence of CS on moral
reasoning and clinical
decision-making
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Table 4: Post Studies continued...

Author Type of CS and sample Other intervention

Bowles and n = 201 registered nurses working in None
Young (1999) mental health care

Mean experience ranged from 13.1
months to 30.7 months of CS

Majority were one to one sessions with
CS supervisors selected from outside own
clinical area

Hyrkas (2005) n =569, mental health nurses None

CS view based on standardised Finnish
understanding as systematic actions
after vocational education, aimed

at developing knowledge and skills,

as well as supporting, clarifying and
strengthening professional identity and

practice
Hyrkés and n =62 None
Paunonen- Multidisciplinary team/ group CS,

limonen (2001) i cluding registered nurses, doctors, and
all members of the health care team; the
supervisors were all nurses

CS group met x 1.5 hrs every 3rd week for

x 3 years, for a total of 78 hours
Hyrkas et al n = 10 supervisors, average experience None
(2002) of 15 years

Group supervision in a multidisciplinary
team with a focus on clarifying,
collaborating and solving related
problems; outside person as supervisor

CS group met x 1.5 hrs every 3rd week for
x 3 years, for a total of 78 hours
Hyrkas et al n = 32, first line nurse managers 3 study days on

(2005) Group supervision, focus on how teams  téam building and

are built and work climate created, a change
nurse manager in a time of change
CS 2 hours once a month for 32 hours
in total

Jones (2003) n = 10 registered nurses (hospice nurses) None
Group supervision support to encourage

discussion about issues related to their
professional practice

CS 1 hour per week, over 12 weeks

Lantz and n =8 ICU nurses None
Severinsson CS as a form of support in stressful
(2001) circumstances, based on reflection that

integrates theoretical knowledge with
practical experience

Group CS x 2 hour for 10 sessions over 1
year, for a total of 20 hours
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F f stud Outcomes*
ocus of study N F2 R®
11 Semi structured X X X
interviews to develop

questionnaire

21 item questionnaire based

on Proctor’s functions

National survey X X X

Manchester CS scale
Maslach Burnout Scale

Minnesota Job Satisfaction
scale

Phenomenographic group X
interviews (CS teams)

4-6 months post CS
implementation to explore

how CS affected quality of

care

Semi-structured interviews  x
based on guided

conversation to gain
supervisors’ roles and
perspectives on CS

Empathy based stories were
written by participants.
Themes included leadership,
communication skills, self
development, self knowledge
and coping

N=5 purposive sample
interviews and questionnaire
to all the nurses

n=10. Outcomes were
interpersonal learning,
identification, catharsis,
family re-enactment,

group cohesiveness, self
understanding

Interviews with participants  x
using narratives of family
interactions as illustrations
of effects of CS on
perception of family needs,
role clarity, creativity and
clarification of moral values
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Table 4: Post Studies continued...

Author

Magnusson et
al (2002)

Palsson et al
(1994)

Severinsson
and Kamaker
(1999)

Teasdale et al
(2000)

Walsh et al
(2003)

Type of CS and sample

n = 660, psychiatric nurses, district
nurses, and mental health care workers,

50.9% who receive CS

Types of supervision described as
“process orientated supervision
psychiatric care, clinical nursing
supervision, psychotherapeutic
supervision, other types of supervision,

more than one type” (p.39)

n = 23, district nurses and 9 cancer

nurses

CS group used case presentations to
provide systematic support to nurses
working in cancer care facing emotionally

demanding situations

CS ongoing x 1.5-2 hours every 2-4 weeks

n = 158, general nurses

Systematic clinical supervision
conducted: “In a mentoring style that will
encourage reflection of moral dilemmas
and ethical decision-making” (p.83)

n =211, qualified general medical/

surgical nurses

CS defined as: “having a meeting with a
designated supervisor or a supervision
group at least every 8 weeks to talk about
issues arising from your clinical work”

Critical incident:

Details of a recent situation that they
were sufficiently concerned about to have
discussed in CS or within their informal

support network

n = 6, community mental health nurses,

plus 1 leader

Development of a model for CS that
incorporated the necessary ingredients
of safety, impartiality, support, trust and
respect: CS group discussion focused on
case review by one member each month;
Rotated role of facilitator for each month

Group met x 1.5 hrs each month for 6

months, for a total of 9 hours

*Qutcomes = according to Proctors model

IN=normative; 2F=formative; 3R=restorative

DISCUSSION

Although the results of studies indicate that all three
of Proctor’s functions are evident as outcomes of
CS, the restorative functions are reported marginally
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) ) Outcomes*
Other intervention Focus of study NI E2 R
Descriptive, correlational, X X X
cross-sectional survey,
developed for the study,

to determine ways in
which clinical supervision
enhances the nurses’
ability to provide care by
increasing confidence in
their decision-making

Training program  Semi structured interviews X X X
to increase - how did CS influence

awareness of how handling of difficult

women handled situations?

breast cancer

Questionnaire designed X X
for this study which

explored work environment,

commitment to career,

moral sensitivity and

individual and organisational
characteristics

Managing critical incidents, X
burnout and perceived

workplace support

Questionnaires included the
Maslach Burnout Inventory
and Nursing in Context
Questionnaire (developed for
the study)

Written reports of critical
incidents, defined as a
recent situation that created
sufficient concern to have
discussed in CS or within
their informal support
network

Focus groups to clarify CS X X X
and develop a vision/model
to establish group norms
and process

Questionnaire developed for
the study, after 6 months to
explore aims, adherence to
norms, personal objective,
supervision functions overall
usefulness

more often. In partthisis a reflection of study design
and outcome measures. That is, when only burnout
and tedium were measured in relation to CS then
only restorative outcomes are possible. Nevertheless,
in studies where outcomes were open-ended, for
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examplethrough unstructured interviews (Ardvidsson
etal 2001; Berg et al 2000) the results indicate that
therestorative nature of CSstill predominates. Inlight
of the fact that the origins of CS were formative, the
results may serve to reinforce the stressful nature of
nursing work and the subsequent need for colleague
support.

The Restorative

Since the inception of CSinthe psychotherapies, the
notion of managing emotional response to patient
care has been paramount. Understanding the self
through exploring emotions evoked by patients
and the outward expression of emotion has been
identified as being a critical part of development as
a therapist. Given this history of CS the focus of its
evaluation has centred on measuring the intensity
of emotional labour. Considerable use of stress
related measures of human behaviour are spread
throughout the literature, in turn delivering a strong
sense and support of the restorative effects of CS.
The concepts of being able to ventilate ones own
thoughts and feelings; reduce levels of anxiety and
conflict; develop better interpersonal relationships;
and improve coping ability are identified in the CS
literature. These ideas are alsoidentified in the effects
of counsellingtherapies such as Egan (1990), Rogers
(1951) and Corey (1991). Carl Rogers, whose work
forms the basis of nursing humanistic philosophies,
stressed the need for the counsellor to become a
fully functioning human being. Whilst the benefits of
ventilating ones thoughts and emotions have been
reported to be effective, the CS process is not too
dissimilar to debriefing which has received some
criticism (Rose et al 2001).

The Normative

The normative component attempts to develop
strategies to manage the professional accountability
and quality issues in nursing. The themes that
emerge in the normative outcome such as changing
organisation of care, confirmation of nursing
interventions, problem solving, and improving and
confirming practice may lead to changes in how
nursing care is delivered. Developing a stronger
sense of professional identity and job satisfaction
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has been associated with improvements in stress
and burnout in other industries (Murphy 1996).
The quality activities generated from or undertaken
in CS may lead to greater patient safety and better
patientoutcomes, although formal studies of patient
outcomes in relation to CS are lacking.

The Formative

The Formative or skill and knowledge development
area of CS is well documented in the outcome
literature although marginally less than the other
domains. The primary outcomes in this domain
are knowledge increase and notions of increased
self-awareness, creation and innovation. The
formative component has been associated with
years of nursing experience. Bowles and Young
(1999) found that less years of nursing experience
was associated with a higher rating of the formative
domain being dominant in CS.

Study Limitations

The study was not inclusive of all studies of CS,
as some did not meet the criteria for this review.
Some of the outcomes in unpublished works and
conference reports offer more support for CS. The
interpretation of the outcomes of the studies and
their relationship to Proctors (1986) model may be
biased from the authors understanding and reading
of the literature.

CONCLUSION

Considerable evidence for CS in nursing exists in the
literature and there is sufficient empirical argument
for CS to be implemented in nursing. Evidence exists
around the three core domains of Proctors model
of CS, providing peer support and stress relief for
nurses (restorative function), as well as a means of
promoting professional accountability (normative
function), and skill and knowledge development
(formative function). The nursing literature dominates
with speciality groups such as mental health nurses
and aged care nurses. More research is nheeded to
evaluate the effectiveness of CS in other specialties
of nursing. Further study needs to explore the
differences between similar forms of supervision,
such as action learning sets and mentorship groups.
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Future studies should also focus on the relationship
between patient outcomes and CS.
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ABSTRACT

Objective

This study aims to explore the experiences, challenges
and rewards of a group of nurses qualified in other
countries in their journey through interview, selection,
arrival, registration and integration within the
Australian nursing system.

Design

The study uses narrative analysis to tell the stories of
the recruited nursing staff who took up the opportunity
to travel to Australia. It relies heavily on the expressed
and subjective experiences of the recruited nurses
and the data are captured in narrative text. Thematic
analysis was used to group the experiences into
clusters that reveal a variety of positive and negative
experiences.

Setting
All of the nurses at the time of the study were working
in an Australian public mental health facility.

Subjects

Most participants were married and at the time of
interview, their families were either with them in
Australia or in the process of immigrating to Australia.
They ranged in age from twenty six to forty one. Of

the participants, fourteen were female and two were
male. Their combined nursing experiences included
medical, surgical, emergency, neonatal intensive care,
orthopaedics, obstetrics, midwifery and psychiatry.

Main outcome measures

The main outcome measure of this study was to
explore, identify and document, in the words and
expressions of participants, the lived experience of
immigration, living and working as a nurse in a foreign
country. The study offers insights into the individual’s
experience.

Conclusions

Each story was as unique as the individual telling it
however, several broad themes emerged from the
narratives as insights to the experience. These themes
were, Trust and fear; English language requirements;
Immigration issues; Belonging, integration and family
and Living and working in the West

From these insights, recommendations for future
recruitment activity of this kind have been deduced
and included at the end of this report.
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INTRODUCTION

The issue of worldwide nursing shortages is not new.
For some time, for a variety of reasons, such as:
more career choices for women, an ageing nursing
workforce, inadequate availability of education
places, and the continued poor status and image of
the profession (Gerrish and Griffith 2004), countries
like Australia have struggled to keep adequate
numbers of nursing staff as well as consistent and
high quality nursing care to patients.

As a result, a number of organisations have
implemented recruitment and retention policies and
strategies to address this growing concern.

Our organisation had experienced difficulties
attracting suitably qualified nursing staff to one
area in particular, within the mental health service
arena, and in keeping with our recruitment strategy
advertised locally and interstate without success.
Therefore, we advertised on the internet and,
following an expression of interest from India, in
late 2002, a colleague and | travelled to South Asia
in search of twenty nursing staff to complement our
existing psychiatric nursing workforce. We returned
two weeks later having offered twenty positions and
by mid 2003, nineteen of our new recruits had arrived
in the country. One recruit had failed to register her
application to the Nurses Board of Victoria and take
up the offer of employment.

The study is part only of an overall view of the issues
and challenges our new recruits encountered before
and after arrival. Issues such as the educational
needs of these new recruits have been documented
in another study and fall outside of the ambit of this
particular study.

LITERATURE REVIEW

Much research has been conducted on topics such
as the current international nursing shortages and
a great deal written about recruitment from various
countries (Pearson 2004; Armstrong 2003; Buchan
etal 2003; Cowin and Jacobsson 2003; Kline 2003;
Stilwell et al 2003; Pacquiao 2002; Buchan 2001;
Kingma 2001; Carlisle 1996).

AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 25 Number 3

In particular, various governing bodies such as
the World Health Organisation (WHO) and the
International Council of Nurses (ICN) hold particular
ethical positions in relation to developed countries
recruiting nurses from countries considered to
be developing countries. These guidelines also
document the right of the individual nurse to choose
to migrate and the need for equity for all nurses in
relation to wages and conditions (ICN 2001; ICN
1999).

Walters (2005), Gerrish and Griffith (2004), and
Bohen and Balantac (1994), studied the educational
or adaptation needs of nurses educated outside
Australia. Parish (2003) highlighted the difficulties
professionals qualified in other countries have
in relation to language requirements. Bola et al
(2003), Hawthorne (2001), D’Cruze (1996), McMillan
(1996), Teschendorff (1995), Menon (1992) and
Martin and Belcher (1986), studied the integration
of nurses qualified in other countries and a few
studies (Venamore 2003; Gonda et al 1995; Virdi
1984) highlight the advantages of a multicultural
nursing workforce.

The lived experiences and the stories of nurses
qualified in other countries, particularly those
from developing countries migrating to developed
countries, ishowever not welldocumented. This study
will add to the work of DiCicco-Bloom (2004) whose
American study highlights themes of displacement
and the racial and gendered experiences of a small
group of nurses from Kerala, South India; and the work
of Omeriand Atkins (2002) and Jackson (1996) who
studied the lived experiences of immigrant nursesin
Australia, finding thatissues of professional negation,
marginalisation and a ‘sense of otherness’ were the
prevailing subjective concepts.

METHODOLOGY

Narrative analysis emphasises the story based nature
of human understanding and learning. It is a highly
subjective research methodology, distinguished
from other qualitative research methodologies by its
attention to the structure of narratives as a whole
and not as a fragmented text (Rice and Ezzy 1999).
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Narrative analysis extends the notion of text to
embrace in-depth interviews, life histories, historical
memoirs and creative non-fiction (Patton 2002).

Patton (2002 pp.115-116) considers that narrative
inquiry: “honours people’s stories as data that can
stand ontheirown as pure description of experience”
and expandsthis concept by stating: “The centralidea
of narrative analysis is that stories and narratives
offer especially translucent windows into cultural
and social meanings”. As new workers in a new
country and new culture, the benefits of telling these
subjective stories in narrative, with all the ambiguity
of a good story, is worthy of capture, as distinct from
scientific investigation “designed to convince of
truth through... repeatable scientifically constructed
empirical tests” (Rice and Ezzy 1999 p.119).

Truth, in essence is subjective, and as a pragmatic
investigator, the author’s application to truth in this
study is to endorse Patton’s (2002 p.578) notion of:
“What is useful is true”.

METHOD

Selection of Participants

The selection criteria included recruits who had
successfully passed either the Occupational English
Test (OET), or the International English Language
Testing System (IELTS), who had also completed the
mandatory six week Supervised Practice Program
and subsequently been registered by the Nurses
Registration Board of Victoria, Australia as registered
nurses (Division 1 in Victoria).

Out of the nineteen new recruits from South Asia,
seventeen met the selection criteria at the time of
the study. Sixteen were invited to participate; one
potential participant was not in the country at the
time of this research study.

Participants had all been qualified registered nurses
in their country of origin and most had considerable
years of experience. Some of the nurses had also
worked in the Middle East.

Participants were given a Participant Information
Sheet outlining the study.
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Confidentiality

An independent research assistant undertook the
participant interviews and transcribed the taped
data. The independent research assistant also
ensured that participants were able as much as
possible to tell their stories without fear of offending
the recruitment personnel. Confidentiality of the
contentoftheinterview was reinforced to participants
at the commencement of the interview. To ensure
confidentiality, the tapes were immediately erased
after transcription. Individual interviews were
assigned a number to safeguard their anonymity.
The numbers were assigned in random order.

Ethics

Austin Health Human Research Ethics Committee
approved the research study, which was also
endorsed and funded by the Nurses Board of Victoria,
Australia.

Data Collection

Initially it was intended that the participants take
part in focus groups for the data collection. However
due to concern that some participants might feel
intimidated in a focus group setting and to ensure
that participants did not feel compromised and to
safeguard the quality of the information given by the
participants, the idea of focus groups wasabandoned
in favour of individual interviews. Permission was
sought from each participant to tape record the
interview.

Data were collected using semi-structured interviews
with participants over a four week period. Each
participant was interviewed once only. At the
beginning of the interview, the interviewer reiterated
the aims and processes of the research and invited
participants to share their experiences of the
recruitment procedure, their subsequent arrival into
Australiaandtheir experience of the Australian health
care system. The interview questions were designed
to be used as a guide only and the interviewer
was instructed to let participants deviate from the
prescribed questions. The study was designed to
capture the participants’ stories and it was expected
that participants would digress fromthe questions as
they focussed on what was important and relevant
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for them as individuals. It was reinforced prior to
each interview that genuine responses to questions
were sought rather than answers that were given to
please the interviewer and/or investigator.

Interviews were conducted during work time and
within the workplace setting. Participants were
interviewed inthe orderthey were available to attend
the interview. Permission for participants to attend
theinterview in work-time had been obtained fromthe
nursing unit managers, and, in addition, permission
was sought from the shift-leaders during whose shift
the interviews were scheduled. Interviews varied
in length due to the responses of participants and
the speed with which they spoke. The duration of
interviews ranged from twenty five to fifty minutes.

Data Analysis and Interpretation

Data analysis and interpretation occurred at three
levels: duringthe interview; immediately following the
interview by the interviewer; and later in reviewing
the transcripts using data analysis methods. During
the interview, the interviewer sought clarification of
certain points considered ambiguous. A note was
also made of body language, such as: nods, shrugs
orfacial gestures; and emotional responses such as:
tears or laughter. Data collected were transcribed as
soon as possible following the interview in order to
capture, as much as possible, the true essence of
the story. The interview transcripts were read many
times and to identify themes. Although each story
had its own unique features, the following broad
themes were identified:

e Trust and fear

e English language requirements

e Immigration

* Belonging, integration and family
¢ Living and working in the West

Trust and Fear

Many of the participants expressed concernregarding
the authenticity of the recruitmentinterview process.
Some participants had previous negative experiences
with both foreign recruiters and agents supposedly
working in their best interests. Some participants
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travelled two or three days to attend the recruitment
interview. There was a lot at stake. Understandably,
they experienced ambivalence and uncertainty:

| was a bit scared for | had never attended any
interviews for (working in another country). This was
my first interview. | was working in Hyderabad, so it
was 16 hours journey by train to reach my place.
So my father rang up the last night ... and said:
“tomorrow morning by nine o’clock train you have to
start.” And the interview was the next day so it was
... a shock for me. And | said, “I am not prepared
for the interview”; they said it was for psychiatric
services and | was working in a neurology ICU so |
didn’t know any psychiatric drugs. So | said: “l don’t
think that I will get this chance or opportunity.” But
somehow | attended and some ofthe questions were
from psychiatric, a bit of neurology and of general
medicine. So somehow | got it (Participant 2).

Because they are a lot of different agencies, they
are conducting interviews and selecting families and
asking some money from them. Then they will, with
this moneythey’llrun away fromthere, they’llabscond
from that place. Then there won’t be any address of
those people afterwards. ... So we read this sort of
things (in) every newspaper here. A lot of people are
cheated by agents. ... During that interview process,
so many people got cheated like that. Even one of
my friends also (was) cheated like that, so | was also
bit confused. What to do ... because | shouldn’t be
cheated by somebody (Participant 16).

Lots of agents. ... will ask a lot of money as their fees;
after that, after we give the money they will say your
visa will come next month - one year, like that. So
we will have to ... find out whether this is a true one
(Participant 3).

(These interviewers) looked very friendly, rather
than others. They ... made us feel a little bit relaxed,
rather than we strictly sit in the chair. Yeah, is really
friendly, relaxed as well, compared to other interviews
which | attended; as well as the process ofimmediate
feedback to the group. After the written test, within
half an hour ... they announced the result. For the
failures they also gave some positive reinforcement:
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“Don’t worry you will get in the next time”, like that.
So that’s another different thing (Participant 3).

| attended three interviews for England and two for
USA, in all | passed the written test, and there is -
after that, nothing from them. So, | consider this (is)
also the same? When it happens, I'll believe. That
was my feelings at that time. And | said that to my
husband, but he - the results of the written test was
an excitement for my husband because this is his
first experience even though | am his wife. When he
knew that | passed ... he said, “You’ve done it well”,
and | said, “It is always like that. Don’t (get) excited,
we’ll see whether we’ll get anything after that.” ...
Everybody has this type of bitter experience from all
the interviews (Participant 3).

They called me for the seminar. It was about the
rules and the regulations, the conditions and what
it could be - like that, all those things. It took about
one hour ... then they give the contract, to sign it. And
I thought, it’s strange, with the previous interviews
nothing was there like that. So | thought maybe it
could be the right one for me ... the interview was in
November, if everything is okay | can go there by the
endof February. Sothese... promises are also strange
compared to other interviews. So, maybe | thought -
maybe happen - or maybe not (Participant 3).

First of all | was very happy, because it is a chance, a
challenge, to come to Western countries. But when |
asked some of our friends, they thought, maybe they
are cheating, it is not a true way, or something like
that. So we asked one of our friends who (knew of
the hospital) in Victoria (Australia). So we became
confident in that. So after the interview, | went back
to my old place - that is in one of the Middle Eastern
countries. | went back there and | resigned. But still
| was in a dilemma whether it is true or whether to
postpone or whether to cancel the resignation or
what. Butfinally by the end of January | was sure about
this. | came to India. They told (me) by March we will
be able to fly to Australia, but (it was) prolonged one
month, by May we came here (Participant 5).

English Language Requirements
All the participants arrived prior to passing the
Occupational English Test (OET). This test is a
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requirement ofthe Nurses Board of Victoria (Australia)
and participantsin Supervised Practice Programs for
Overseas Registered Nurses need to have passed
the OET prior to commencing supervised practice.
On one hand, this created a degree of distress for
participants as they were mindful of studying for their
English test and very much needing to pass. On the
other hand, participants had been employed by the
organisation in nursing assistant roles and as such,
conversations with co-workers and patients and the
reading and writing involved during the orientation
and education program, gave maximum opportunity
to practice the skills required to passthe test. In India,
education from junior to tertiary level is conducted
in English. In Malaysia, most education is conducted
in English although there is a strong emphasis on
Malay. Having struggled with the English test before
they arrived in Australia, most participants thought
that learning English was much easier in an English
speaking country:

They arranged for my English exam over here (in
Australia), ... but still | didn’t know whether I'll get
through the English and I'll get through the nursing
board and I'll get the four year visa. So that’s a lot
of answers. ... | was just taking the risk. Me and
my husband decided that if things don’t happen,
we come back (to India). We have got nothing to
lose. It is just a good experience. It all depends on
the English. ... So | was still not quite sure. The first
time | have no confidence in myself, so | just was
hoping that I'll get through it. ... So | didn’t have
that much confidence in myself until the day | got
my registration. Getting the registration was not a
problem atall. | passed my OET the first sitting, and |
did my supervised practice and | got my registration
within a week (Participant 7).

We came here May 12th ... and (attended) two days
a week theory class and the rest practical. That
theoretical class was very helpful for us (for) OET
and we all passed OET and after that six weeks
supervisory practice program we got registration.
We were happy (Participant 8).

First time we were very scared ... because we don'’t
knowthatlanguage, the accent, whatthey are talking,

929



SCHOLARLY PAPER

what they are asking us, but now we ... (have) no
problem with that. So we are adjusting. ... Still not
fully adjusted, but still we are learning. Sometimes ...
it is difficult to understand some patients and some
relatives (Participant 8).

About the nursing registration, they told (us), before
coming here (to Australia): “once you come here, you
have to pass the OET (Occupational English Test).
Either you pass the OET exam here, or you need
to pass the IELTS (International English Language
Testing System) exam in India.” So most of them
they tried for IELTS; they all failed. ... | was away from
there so | couldn’t attend for that, so | came here
(to Australia), and they told (me): "You need to pass
the OET, only then you can apply for ... registration.
... Through that they are also trying to improve our
language, because the accent is different ... and
with the first chance, with the first time we passed
it, though not all (Participant 5).

Oh I was not successful the first time ... | failed in my
reading part and | was very upset because | haven’t
- till this part of my career, | haven'’t failed any of
my exams, and | think that this was a sad moment
for me. ... But anyway we had to wait for a month to
write the exam ... so (the) second time | got through
the exam, just in reading. So ... | was really in tears
when | passed the exam. | was happy also. ... When
| found out, it took a long time for me to think that
| was successful because first time when | came to
work in the ward ... language was a problem area
... (Participant 12).

Actually | have never spoken to any person from
(another country), like European countries, or any
places. But... was the first person to whom I spoke or
I listened to. | think she must have understood prior
coming to the interview that the Indian language or
Indian English is not as, not as good as Australian
or may be that fast as Australian. So she, | think
she was trying to do her best there; she was trying
to speak very clearly and slowly, so that all of us
should understand (Participant 2).

She talked to us very clearly regarding ... all the
procedures or terms and conditions. ... | didn’t find
any difficulty with talking (to) her. ... 1 did find it a bit
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difficult with her in the first stage and with others
also. But now, she is very clear to me and | am also
clear to her (Participant 2).

Immigration

Visas were a particularly contentious issue.
Participants needed to submita variety of documents
inorderto progressthe visa application. Sometimes,
for a variety of reasons, these documents were hard
to produce and authorities in South Asia even harder
to negotiate with. Some participants had resigned
from their jobs in their home country in anticipation
of aspeedy response from immigration. This brought
social and financial hardships. All participants had
applied for a four year working visa with hospital
sponsorship, however only a small percentage of
participants were granted the four year visa on initial
application. Most applications were turned downand
given a three month visa. Three months did not give
time enough for participants to complete their English
test and supervised practice program. Mid-program
there was a need to apply for a bridging visa which
brought with it uncertainty regarding tenure, and
nursing registration, and a need to re-apply for the
four year visa, accompanied by another full set of
health checks. This added additional complexity and
something else for the participants to worry about.

Actually our agents ... it was the first time actually,
they organised it. So | felt (there were) some
misunderstandings ... there was communication
gaps ... there were some errors, but we can expect
that from everyone who is starting new, so we can’t
blame. ... They asked us (for) some things, especially
our birth certificate that was actually unnecessary,
because our secondary school certificate is enough
for that to show our date of birth ... but they told us
particularly they want birth certificate. So when lam
goingthere (to get my birth certificate), they said they
actually can’tfind that register where my nameis, so
they ... just gave me a letter that it is missing. They
told me, if you want to issue the birth certificate,
you have to go back to your church where you (were)
baptised. ... Near about two months | took to get my
birth certificate, and many times | walked for that.
They asked for me to come after two days. Whenever
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| go after two days ... they will say: “that staff is on
leave, you come another day.” That’s - our culture is
like that. They won’tdo their work properly, especially
if they are government staff. So ... then | asked our
agent ... what is the other alternative? Then he told
me: “you just make an affidavit.” ... So anyhow |
just made an affidavit and that was expensive. For
everything we have to give some money you know.
And some times if they come to know that we are
trying to (go to) Western countries, then they will
ask (for) more money. They will take more money
from us. When they know we are going to Western
countries. They will know that we have enough money
or we will get enough money, so they want to take
some advantage of that. They will take more money.
They will tell: “this is our charge; that is our charge,
if you want, you do like this.” So, to get our things
ready, definitely we will have to give money. ... So,
actually that was an unnecessary procedure which
they asked us to do; there was no real - no need for
that certificate (Participant 16).

They submitted our documents in our [—]immigration
department here in India. But some problems ...
delayed our processing. ... We all resigned from
our jobs, so we are jobless that time. So it was not
a good time for us. ... Aimost, | think, eight months
we waited. ... Then also we got only three months
visa, we didn’t get four year visa. So, it was not good
(Participant 13).

One participant felt that the immigration office in her
country did not recognise her central role as leader
in her family’s visa application:

So I talked to my whole family; we applied for the visa
forthe four of usandthen forthe medical exam. I think
this was (the) first case where a person - a female
bringing the family rather than the male bringing
the family. ... So the visa was in my name and the
lady who was in charge, the case manager from the
immigration office - actually she did not understand
the process itself. When I tried to explain to her ... she
keep on telling us she had to wait for directions from
Australia. So we did all the paper work and I told her
I need to be here by a certain date; she told me three
months visitor’s visa and nothing for my family. That
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was okay for me, because | was not bringing my family.
So from the day | got three months visa my husband
kept going back and reminding them to process the
three others. And last month that was January, this
is from May last year until January, so only last week
my husband got the (...) visa. It took that long for the
lady to realise - you know, the proper procedure-and
she went on Christmas leave and she was away and
when she came back, (the) case manager was away,
so all this delayed (everything). ... The immigration
in Australia was also delayed during the Christmas
(period). ... So now all of us have the (...) visa and
they can come and go anytime time (they) want and
there is no problem (Participant 10).

Belonging, Integration and Family

When the participants first arrived in the country,
they were advised they should leave their families
at home until they were established in independent
accommodation; had completed the educational
requirements; and were registered. This was possibly
not the best option for some of the participants as
they struggled with their emotions in being apart
from family, especially their children. Those who
had brought families in the early stages were less
emotionally vulnerable but struggled financially,
at least initially, as their families could not stay in
the low cost hospital accommodation on offer to
the participants who had arrived without family. All
participants saw Australia’s offer of family visas to
be a big draw card.

My husband was working in Goa, and myself and
my daughter we were in Kerala. If | want to join my
husband, | have to wait until he becomes 58 years
old. He can’tjoin us now. Before this | was in Muscat.
When my daughter was eight months old I left her to
goto Muscat. So my husband, he was in Goa, I was in
Muscat. All the time she (my daughter) was with my
parents. So actually | was looking forward to having
afamily life, you know. | was knowing that in Western
countries it is possible ... so actually for my family
life | attended this interview (Participant 15).

And my family came here; my family is with me now.
I've got one daughter. My friends they (are) all happy,
they all want to come here (Participant 5).
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The first thing | inquired was whether | can take my
family. | have my husband and two kids, so | never
thought of leaving them anyway. So the first thing |
inquired from that, can | take my family. They said,
yes you can take them. That was amazing really,
because some people, they are not allowing (you)
to take (your family) - they will tell us to wait for
three months, for permission. That was very good.
But unfortunately | came ahead of them because
of some problems with the visa processing and all.
| came two weeks, but they came after two weeks
(Participant 14).

Ididn’tapply anywhere because | am very close to my
husband and my family, so | don’t want to separate
from them, that’s why | did not apply. But still we
were in need of money. Sometimes we thought we
can go abroad, we can earn money, but because
of him | didn’t apply anywhere. The main reason
| applied for Australia is the agent told me: “They
will give family visa.” That’s why | applied. That day
| was so happy, and | went - | told my friends that |
have been selected for Australia, they didn’t believe.
Everyone was very jealous of me, but they didn’t
apply (Participant 9).

I’'m away, so there are two males in the house now,
my son and my husband. So they felt their loss. My
husband told me over the phone, that my son - he
cries, and - see, | am crying now. ... The first came |
came he was okay at the airport. No tears, nothing
... | think he did not feel the loss, but the second
time, when | came for holidays, he really cried, and
the tears were tears for me. He is 18 years old. So,
you know, he is feeling the loneliness. ... | think he is
needing a mother, and to cover up - oh, | feel guilty
leaving him, so I thought | (would) buy him a car, and
that will - | don’t know - being a mother - | was a bit
sensitive at the time. | feel really bad now, especially
as it is going to be a year in April (Participant 10).

And that time, | came with five (others), you see,
and they all came with their family and only | was
alone ... | was married in February and | came here
in May. So my husband left to (go to) Ireland and |
came here alone. And | came to the hostel here ... so
| was very homesick, | was crying with my husband’s
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photographs the whole day. ... He is with me now. He
joined me last September, so it’s nearly four months
now. ... It was a very bitter and dire experience for
me. Bad experience actually | should say. ... Things
are very different from - and the things and the life
style actually, everything was entirely different for
me, but now, I'm getting used to it (Participant 2).

Belonging at work was an important concept for
most participants:

The patients, you know, like family members here.
One day | went with one of the patients. It was for a
one-day procedure. And you know, after the surgery
they just called me to look to him! You know, | felt
so - | don't know what was the feeling ...we do
everything for them, they can’t speak - we have to
speak for them, they can’t do, we have to do it for
them. First of all | was so afraid. But it is now like
family, like some of our own. ...It'’s good, | like it here
(Participant 4).

Living and Working in the West

Participants highlighted a wide range of issues both
positive and negative about their experience of
Australia and Australians. A few selected narratives
appear below that capture the essence of the
majority:

lam here and in a good place. And lam enjoying. For
my Kkids also they can have a good and bright future.
I hope so. And also we can learn new things other
than from our country-and we can learn the different
culture. That is a good thing (Participant 1).

You cantrustpeople: that’s the thing I found. In (name
of country deleted) we can’t find anybody like that.
So it’s - it’s what | found the change from there and
here. And fear, | don’t think there is much, nothing
to fear much - once our family are there - living in
Australia (Participant 12)

| like the situation here. | like the country - | like the
work place - all the people who are working here,
really | can say even if they are seniors ... everybody
is given equal dignity and respect and whatever
questions or queries we ask them, they are ready to
help us in any way. In (name of country deleted) it
is not like that, the managers will be managers, we
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can’t even go and speak to them. We have to go in
line of authority. Here we can go talk to them - tell
our complaint and if they want to make comments to
us they do. ... And the workplace | like it very much,
because it is a mental health setting. That was what
| was longing for and | got it. | am very happy about
that (Participant 12).

When we came out here, really homesickness was
there, sure. ... Australia is a strange country for us.
Strange people, | mean, you know, strange people,
strange culture - everything was strange. We had no
friends out here, you know. When we came out here,
the initial time; that was very difficult to cope with,
this culture, like this - all these things. ... The major
problem is communication problems, you know.
Australia is very different, really difficult. But, you
know, when we (got) used to it - that (has) become
easy now. ... The Western culture is very different
from Eastern culture. ... We are trying; still we cannot
accept that culture - which is the Australian way.
Western culture, still we cannot accept (Participant
11).

You know when we came here, one patient | used
to pass, “black, black, you black,” (sic) he used to
call me. First day when | heard, | was so upset. ...
| felt very bad, then | realised he is a psychiatric
patient. He’s got brain injury. That is, because of his
illness he is calling me. It is nothing - so | adjusted
(Participant 15).

Information participants had received about Australia
prior to arrival was limited. Most participants had
considered working in another country, in countries
such as the Middle East, USA and UK, but not
Australia. The following account depicts how
participant 15 first became aware of possibilities
in Australia:

So this lady [patient] ... came to me and she said:
“I see you are very busy, you are running up and
down. ... Why don’t you come to Australia, there
nurses are well respected.” ... | don’t know anything
about it, because I didn’t know anything about this
outside life. ... Everyone in my family said (it) was
(a) really very good place, better than America, they
said. And here ... crimes are very less compared to
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other countries. It is a very good country. People are
very nice, like that, different people, different ideas
(Participant 15).

DISCUSSION

From the collected data, it became obvious that
many aspects of the recruiting process were done
extremely well. It appears that the face-to-face
interviews conducted in South Asia were well
received and organised. The immediate feedback
to applicants, and the seminar to those successful,
gave an opportunity for participants to explore the
offer further and to ask questions related to any
concerns or doubts they were experiencing.

Some participants had travelled for up to three days
to attend the interview, which indicated the high
level of desire or commitment to secure a position
in Australia. This obvious motivation came in spite
of the fact that information about Australia and the
Australian lifestyle is limited in some parts of South
Asia. Narratives frequently revealed that participants
experienced feelings of displacement and being
different once in Australia and exposed to living and
working in a foreign country. Whereas this could
be seen as a normal reaction to immigration, more
information could have been given at interview and/
or in the time lapse from interview to arrival.

Many of the narratives exposed the extent to which
nurses in South Asia, seeking opportunities abroad,
were vulnerable to exploitation. Some participants
had previous negative experiences from agents
seeking a livelihood from susceptible nurses, and in
some cases, from hospitals promising employment
andthenfailing to fulfil their offers. Many participants
expressed their reticence to believe the agent
engaged for the purpose of recruitment and also
the interviewers themselves. It appears that the
immediate feedback and offer of employment by
way of a contract to sign gave some authority to the
recruitment process although many participants
remained sceptical until they were actually on their
way to Australia.

All participants struggled initially with the language
requirementsandin particular, the Australianaccent.
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For several, the supervised practice component
of their education and therefore their nursing
registration was delayed while they studied for the
Occupational English Test. Although more difficult to
achievein countries where English is not the primary
language of verbal communication, to facilitate a
quicker and less stressful transition through the
visaand nursingregistration processes, participants
indicated that passing the English requirements
prior to arrival would have been an advantage.
Pre-emigration access to intensive English classes
involving people with Australian accents could prove
very valuable.

Oncethesupervised practice program was completed
and competency assessed, participants were very
positive about their response from the Nurses Board
of Victoria (Australia). All were registered within a
few days to one week. This enabled participants
to immediately work to their capacity as registered
nurses.

Relocating from one country to another would, no
doubt, be stressful for most people. Thisissue during
recruitmentis compounded ifthe agentand recruiters
are inexperienced and having no prior models of
recruitment from developing countries to draw on.
This can result in some information being given
erroneously whichinturn canlead some participants
on a needless pursuit of certain documents that are
not in fact necessary or could have been substituted
by other documents. Participants expressed
particular distress at the time lapse from interview
to arrival and the resultant loss of face in their
community and financial hardships as many had
resigned from jobs prematurelytotake up the offered
position.

Feelings of belonging and family togethernessfiltered
through most narratives. Some narratives highlighted
the experience of living apart from families,
sometimes for many years, whilst participants lived
and worked in gulf countries and somebody else
raised their children. There is little doubt that family
visa and sponsorship were main pull-factors toward
Australia for these participants. Balancing emotions
for those separated from families was far harder for
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some than others, however accommodation was a
problemforfamilies who arrived together. Those who
arrived a little later, when nursing registration had
been completed, hadthe advantage of animmediate
income.

Overall, comments about Australia and Australians
were positive. Participants stated that Australians are
trustworthy and Australia safe, free from terrorism
andthatcrimeratesare low. One participant had been
the recipient of derogatory racial comments. Several
participants felt they were still in an adjustment
phase and many were trying to balance the Eastern/
Western lifestyle differences. Participants have an
awareness of the extent to which Australian culture
will influence their children but the overriding sense
was one of optimism and opportunity for themselves
and their families.

CONCLUSION

Nursingshortages are estimated to increase overthe
nextdecade anditis possible that Australia mightsee
an influx of nurses from countries in South Asia and
areactive need to provide education and integration
for this potential recruiting source. The following
recommendations are offered for consideration in
future recruitment initiatives.

RECOMMENDATIONS

Interviews for qualified nurses from other countries
should be conducted face-to-face in the source
country or via phone or video conferencing.

Information regarding Australian lifestyles, culture
and working conditions should be conveyed in a
timely manner or at interview to enable selected
candidatesto make informed choices and decisions.
Information could include visual aides such as
photographs and videos.

Selected candidates should be informed as soon
as practicable following interview and given
realistic time frames for visa processing and
position commencement, in order for candidates to
appropriately manage their departure activities.
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Recruitmentagents selected to assistthe recruitment
process should be highly scrutinised and have a
clear recruitment history and expertise in the source
country.

Potential candidates should have passed the OET or
IELTS prior to arrival in Australia.

On arrival, candidates should be supported
with accommodation, settlement needs such as
establishing a bank account and employment
requirements such as applying for an Australian tax
file number.

Ongoing support should be available to facilitate
maximum integration with Australian work and life.

Nursing registration, following supervised practice
and competency assessment, should be completed
as a priority.

Candidates should delay the arrival of their families
until nursing registration is complete and a position
secured.
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ABSTRACT

Objective

To outline the case for child patients who are

minors to be allowed to participate in the medical
decision-making process and make significant choices.

Setting
The paediatric oncology department of a major
teaching hospital in Israel.

Subject

A 15-year-old boy from a strictly religious Jewish family
was diagnosed with acute myeloblastic leukaemia.
Relying on their rabbi’s advice, the parents agreed to
a chemotherapy protocol but refused an immediate
bone-marrow transplant using a central vein access
device to ease suffering and increase safety and
rejected extracting and freezing some of the boy’s
sperm (the chemotherapy would cause sterility). They
refused to let the boy take part in the discussions with
the medical staff, or even to know he had cancer.

Primary Argument

The authors consider that two principles are

decisive - the patient’s best interest and informed
consent. A teenager who has emotional maturity

and understanding is entitled to a doctor-patient
relationship based on mutual trust; on their right to
know; and their capacity for autonomy (to be judged in
light of the severity of the treatment required).

The nurse’s role is to bring the parents to acknowledge
their child’s rights; to identify where information is
needed; to help the parents express their needs and
wishes to the medical staff; to act as case manager
and patient advocate; and coordinate between all
care-givers. An ethical-problem-solving worksheet is
offered to nurses.

Conclusions

Nurses must be specifically trained for this mediating
role and be appropriately represented on local ethics
committees. Systematic decision-making protocols are
needed.
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INTRODUCTION

The case study

A 15-year-old boy from a strictly religious Jewish
family was diagnosed with acute myeloblastic
leukaemia. The physician, a nurse fromthe paediatric
hemato-oncology unit and a social worker gave the
parents as much clinical data as was available,
discussed possible treatments and made three
recommendations: (a) a known chemotherapy
protocol common in all Israeli hospitals; (b) a
bone-marrow transplant, including examining
the boy’s five siblings for donor compatibility (a
bone-marrow transplant is a relatively innovative
treatment involving some risk, yet carries a good
chance of recovery; it was suggested that the boy
have an immediate transplant using a central vein
access device (Port-A-Cath) to ease suffering during
treatment and increase safety); and (c) that some
of the boy’s sperm be frozen, since the aggressive
treatment he was about to receive would almost
certainly cause sterility. The physician suggested
inviting the boy to take part in the discussion.

The parents’ reaction was total shock and the
first thing they requested was: “Don’t tell the boy
anything”. After a while they turned to the nurse and
asked her for clarification concerning the treatment:
Where will it take place? For how long? Will he lose his
hair? After the urgency of treatment had been made
clear to the parents, they left for consultation.

Three days later the parents arrived for a second
appointmentwith the physician without the boy. They
announced their consent to the chemotherapy and
alsotoanalternative treatment but, having consulted
theirrabbi, refused consenttothe PACtransplantand
freezing his sperm. On the bone-marrow transplant
and examining their other children, they asked for
more time for consultation. They would not sign a
consent form for the treatment they had agreed to
until all their consultations were complete.

Thus a 15-year-old boy, able to be party to a
doctor-patient relationship, was denied this by his
parents. The parents refused consent to treatments
proposed by the boy’s physicians; chose to withhold

AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 25 Number 3

information from theirson;and imposed this decision
on medical staff. Relying on their rabbi’s advice,
they refused the transplant using a Port-A-Cath,
raisingarguments such as: ‘It will always remind him
that he is ill’. They were against ‘useless surgery’
and everyone knowing the boy had cancer. As for
removing and freezing his sperm, the parents also
refused, claiming their son was too young (they were
informed of a commonly used technique for taking
sperm donations from young people). They refused
to let the boy know the seriousness of his disease.
The word cancer was not to be mentioned. According
to the parents, the rabbi they consulted had already
talkedtothe boy, who had agreed to abide by whatever
his parents told him to do.

Literature Review

Today, the almost universal approach to minors’
consentemphasizesthe needtofind waysto consider
theirwishes (Carmi 1998) butthereis morethanone
approach to locating the right level of consideration.
The extreme approach of the movement for child
emancipation argues that children should have
all the autonomy of adults. A more conservative
approach sets a fixed age limit, beyond which the
child is able to take responsibility and enjoy adult
privileges. An intermediate approach would decide
each case on its own merits, looking for an optimal
balance between the child’s maturity and ability to
take rational decisions and current legal statements
and restrictions on his decision-making rights. Many
Israeli hospitals take this approach (Morag 2005;
Almog 1997).

Another approach bases competence to give
informed consenton the gravity of the patient’s state
of health and the severity of the treatment required.
The competency test is made increasingly stringent
as the potential results of treatment become more
severe (Pahiman et al 1996; Case 1988).

That parents have the right to give consent to their
minor children’s medical treatment is an almost
universal norm. Few national legal systems recognize
the minor’s right to decide independently of the
parents (Frizler 1994). Nonetheless, Zohar (1998)
and Langham (1984) claim that parental consent to
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medical treatment negates one of the mostimportant
values of medical ethics - patientautonomy. Asecond
danger is that, in claiming that the child ‘belongs’
to the parents, an ‘ownership’ notion is established,
enabling the parents to act according to their own
interests as parents and not according to the child’s
best interest. Brody (1976) questions the source
of informed consent, (who is the patient?) and the
tendency of health care systems is to see the parent
as the customer or patient. It is the parent who is
giveninformation abouttheillnessanditstreatment,
itsdangersand probabilities and who makes the final
decision. But Brody and Aronson (1978) argue that
the patient has three fundamental rights - to receive
the best treatment; to know about their condition;
but also not to know. Golan (2004) concurs, stating
it is an adolescent’s primary right to know that
their parents, doctors and nurses will never lie to
them and never exploit their weakness relative to
doctors and parents. Decisions concerning a child’s
treatment must not be made by adults alone.

The medical staff’s ethical responsibility to a minor
patient derives from the same obligation society
imposes on parents. All have a duty to provide the
child with the best care possible. Yet, when the
child is ill, the physician may be thought to be more
capable of providing for the child’s needs. Toward the
parents, the physician has an obligation to pass on
all necessary information and receive their consent
tothetreatment proposed, butthe physician also has
a direct commitment and duty to the child (Truman
and Bran 1984).

Aparticularly problematic issue that physicians face,
especially in paediatrics, is around experimental
treatments. In the field of oncology, the borders
between experimental and conventional treatment
are often unclear (Van Eys 1987). Many treatments
are based on protocols that are still under
experimental study. It is beyond question that
obtaining informed consent to innovative treatment
requires the physician to give not only a detailed
explanation of the treatment but also of the study’s
design and goals.
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DISCUSSION

When parents and medical staff disagree

When parents and medical staff disagree, complex
philosophical, ethical, and legal problems are
confronted. To what extent is it possible to scrutinize
the ‘way devoted parents should act’ when discussing
a boy ill with cancer and at high risk both from the
disease and the proposed treatment? Are there
standard criteria at all? The solution to these
complexities can perhaps be found in the concept
of the patient’s best interest. This is the standard
that must guide the course of the entire treatment.
Brody, Golan, Aronson and others argue that the
first and principal right of a juvenile with cancer is
the right to know. He has the right to be told the
truth by physicians, nurses and parents. Decisions
concerning him should not be made only by adults. A
second guiding principle is the principle and values
of informed consent (Tabak 1993). Together, the
two principles should establish the nature and goal
of the relationship between nurse, patient and the
family.

Whoisthe patient? In current Israeli law, the parents
are the staff’s partners in the informed consent
process and they are the child’s representatives. In
practice, it is the child who will or will not, receive
treatment and therefore they are the patient. The
clinicians’ roleis alwaysto acquire the patient’s trust
and suchtrustcan only be based on integrity and not
on the withholding of information. A teenager who
has emotional maturity, clear understanding and
the competence to make choices should be entitled
to all the rights of an adult. The doctor-adolescent
patient relationship must stand on the two pillars
of mutual trust and the adolescent’s capacity for
autonomy (judged on the severity of the treatment
required).

The contemporary approach is to take each case on
itsindividual merits and look for the optimal balance
between the child’s ability to take decisions and
current legal restrictions on his right to do so. If this
means asking adolescents to cope with long-term
and life-threatening data and situations, then this is

108



SCHOLARLY PAPER

their right. Cancer and chronic disease bring minors
into maturity far earlier than their healthy peers, to
the point that they are mature enough certainly to
share in making, if not to make alone, the necessary
hard choices.

Parental rights overtheir children are notabsolute but
subject to: a) the child’s growing up and b) society’s
developing understanding of children’s rights and
abilities. Both children and parents need to know the
limit of a parent-guardians’ rights and responsibilities.
In this case the limits are set by two key concepts -
the minor’s best interest and the norms and values
of society. After all, the concepts involved in this
controversy - the rights and obligations of minors
and parents and a patient’s best interest - all stem
fromsociety’sruling values and these values develop
over time. Society clearly has a legitimate voice in
the argument and doctors and nurses represent
that voice (as do hospital ethics committees and the
law courts). In refusing to acknowledge their son’s
right to a significant degree of autonomy the parents
themselves open the door for society to intervene.
At age 15, it is to be presumed, until demonstrated
otherwise, that an adolescent can think for himself.
Of course, one of the problems of this case is that not
one buttwo sets of societal norms are in competition:
those of the larger society and those of the strictly
orthodox community to which the boy and his family
belong. But even in Jewish law, the boy came to
manhood at bar-mitzvah (age 13 years) and as such,
has the personal responsibility of any Jewish adult
for obeying Jewish law.

The parents cannot protect their sonfromthe disease
so they try at least to protect him from the news. Yet,
health professionals who take care of the child see
the situation differently: The child is on the verge of
becominganadultand being prevented from realising
his rights and interests. In the present, he is denied
the basic right to know and decide and the right to
enjoy a better quality of life during his iliness. As for
the future, by refusing freezing of his sperm, the boy
is potentially prevented from procreating. Sperm
donation and freezing is a relatively simple and safe
procedure which however made the parents feel
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uneasy and required them to share the information
they have been given with their child. They derive
their right to refuse from the religious authority their
rabbis represent. The question arises as to whether
the boy’s subordination to his parents-in this specific
case - is in his best interest.

Anotherrelevantissue tendstothe same conclusion.
The parentsreportthattheirson has agreedto abide
by his parents’ wishes and guidance - presumably
either without knowing or having been misled as to
the implications of his iliness. If the child has indeed
chosen notto know there is a clash between his best
interest and his right not to know and in such cases
the decisive weight is given to his best interest.

The Nurse’s Role

The medical staff’s role is to bring the parents to
acknowledge their child’s rights over his present
and future. Within the hospital team nurses have the
right to autonomy of judgement and decision and in
conflicted situations, such asthe one described here,
they have specific roles tofill. But these roles must be
performed within an institutional context and within
a multidisciplinary team of doctors, nurses, social
workers and other carers. The nurse is required to
behave rationally and professionally so that patients
benefit optimally from her decisions. As in every
service profession, the nurses’ first duty is not to
cause harm or allow harm to be caused by others.

Nursing can solve problems only within an
inter-disciplinary framework of mutual dependence.
In a case like that presented in this paper, doctor,
nurse, social worker, psychologist, rabbi and legal
advisor are all involved. In such a scenario, one role
of the nurse is to act as the coordinator between all
these care-givers, act as case manager and keep
the balance between the physicians’ and parents’
authority and minor’s best interest.

The nurse’s particular position gives her more
opportunity than others to play a mediating,
coordinating role between all parties. In a conflict
situation as described here, when informed consent
is notforthcoming, Case (1988) stressesthe nurse’s
important role in working for an alternative decision.
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The nurse can help the parents understand the
situation; ensure they appreciate the consequences
- positive and negative, short-term and long-term - of
their decisions and actions; and show them what
parental obligation is and is not and how to give the
child the information he ought to have. The nurses
is able to take the time to sit with the parents and
set out in detail the context and consequences of
their choices and of the alternative choices, and
assistthemto a rational decision (Rotenberg 1988).
The nurses’ role is to identify where information is
needed and help the parents express their needs
and wishes to the medical staff.

Anotherrole of the nurse is that of ‘patientadvocate’,
professionally assessing a patient’s maturity and
competence to understand and cope with hard
decisions and then defend their autonomy against
the authority of physicians and parents.

The nurse owes a duty also to her profession’s own
code of ethics. In Israel this code makes no mention of
the patient’sage: in other words, to adultsand minors
alike the nurse owes the same duty to give the best

possible care and show respectforthe patient’srights
anddignity (Israel Nurses Association 1994). In such
problematical, complicated situations as outlined in
this case study, the nurse is expected to modify her
response as she evaluates the inputs from all the
many participants. This decision-making duty is a key
element of her emotional and behavioural burden.
Situations and disputes like the one described here
are bound to be stressful and the nurse has a first
choice to make between two opposing modes of
action, to accept others’ decisions or to intervene to
modify them. Clearly, the authors consider the nurse
has a duty to intervene.

There is great importance in the socialisation of
nursing to this role of mediating and balancing
between the parties and it is a role requiring special
training and understanding to help cope with the
resulting clash and stress. Clash of interest and
worldview between the professionals, the child
patientandthe alternative decision-maker have been
mentioned (Rushton 1993). Another clash may occur
between the nurse’s obligations toward the patient
and her loyalty to the physician.

The authors offer the following work sheet to help nurses cope in such situations:

The Central Issue

Telling the truth to a minor - his right to make a free choice.

The Specific Problem  Telling the truth to an adolescent before performing experimental treatment, going against the
parent’s demands to withhold information from their son and their opposition to freezing his

sperm.

Nurses’ Beliefs

Personal belief - a 15-year-old boy in today’s society has the capacity to understand and it is his

right to be part of the decision-making process over his body. He must be part of the informed
consent process together with his parents.

Professional belief (nurses’ ethical code) - “The patient has the right to receive information
concerning the diagnosis, the treatment and its consequences, including the risks, the chances
of success, and alternative treatments.” Creating a basis for informed consent is one element

in the quality of care.

Patient’s Free Choice The patient has the right to reject experimental treatment and is free to make decisions
concerning all aspects of his treatment.

Alternative courses
of action for nurses
in this case

1. Withhold information;

2. Reveal true information about the treatment;

3. Limit the parents’ authority: decide according to the child’s best present and future interest;

4. Appeal to the courts against the parent’s authority;
5. Weigh the child’s best interest against his rights.

Decision
sperm for freezing;

Give the child true information for his best interest and in order to obtain his consent to donate

Set up an interdisciplinary team to work with the parents and secure their cooperation.

Points for discussion
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Children’s rights, child’s best interest, protecting the child.
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CONCLUSIONS

When Israeli nurses are confronted with a complex
ethical dilemma their usual practice is to meet
together and use a problem-solving model to try
to reach a solution. They set out the problem and,
making explicit the distinctions between their
personal and professional codes, suggest a range
of possible solutions. Each suggestion is analysed
for its advantages and disadvantages. After general
discussion the best option is chosen for action and
the relevant physicians are informed of the nurses’
choice. Atthe end of such a decision-making process
the nurses usuallytryto generalise from the particular
dilemma so the results of their discussion can serve
theminsimilar future difficulties. In the specific case
reported here, the problem-solving model brought
the nurses to the conclusion they should try to
persuade the boy’s parents to bring their rabbi to
discuss the case with the head of the Paediatric
Oncology department.

RECOMMENDATIONS

Nurses need to learn and develop the skills needed
inobtaininginformed consent, in removing obstacles,
resolving conflicts and building up understanding.

The nurse’s advocacy role should be promoted by
devising and applying systematic decision-making
protocols and by making the appropriate
modifications to the nurse training syllabus and
professional ethics. To achieve this end, nurses
need to be appropriately represented on local ethics
committees and nursing-policy-making bodies.
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