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services (for example, catheter care, administration
of injections, medication reminders, oxygen therapy,
nutritional evaluation and other health and lifestyle
information, advice and support) that can be vital to
patients (Cho 2005; Hoye et al 1997; Freeman and
Chambers 1997). Since the 1990s, home based
health care has been one of the most rapidly growing
areas in the health care sector in the United States
of America and other western countries (Kisa and
Ersoy 2005; Madigan 1997). Market forces and
the development of government policies to control
cost increases in the health sector have driven this
development.

In Turkey, home health care services cover a broad
range and can include pharmacy services, skilled
professional and paraprofessional services, custodial
care, and medical equipment delivered to and
maintained in the home (Kisa and Ersoy 2005).
In order to be covered by health insurance, most
services must be ordered by a physician and must
be medically necessary to maintain or improve the
person’s health.

Home care serves a number of functions for acute,
continuing, preventive and palliative care; each of
these functions necessitates a different provider
mix, level of care and need for health management
in the home (Kisa and Ersoy 2005; Bradley 2003;
Congdon and Magilvy 1998). For example:

e Acute care: facilitates early discharge or prevents
admission to hospital or other costly facilities.

e Continuing care or long term care: allows
individuals to remain in their current environment
in the community as long as possible.

e Preventive care: prevents occurrence of injuries,
illnesses, chronic conditions and their resulting
disabilities.

* Palliative care: offers total care to a person and
supports caregiver(s) to improve the person’s
quality of life.

Home care services are generally defined in terms
of two broad categories: health services and home
support services. Health services are those ordered
on the patient’s behalf by a physician and comprise
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medical, nursing and rehabilitation services.
These can include infusion therapy, monitored
chemotherapy, physical therapy, occupational
therapy, social work and counselling. Home support
services are designed to complement health services
and include personal care, meal preparation,
housekeeping, transportation, and other assistance
with activities of daily living (Kisa and Ersoy 2005;
Bradley 2003).

Health services delivery in Turkey

The Turkish health care system is financed by taxes,
insurance premiums and out-of-pocket payments
which are a combination of national health insurance
and private health insurance. The health insurance
cover provided by social security is comprehensive.
The private sector is small but growing rapidly and
complements rather than competes with the state
system. The country has three main social security
organisations which are public institutions: the
Government Employees Retirement Fund (GERF)
which provides pensions for civil servants, the Social
Insurance Organisation (S10) for blue-collar workers
and Bag-Kurfor people who are self-employed. These
arealsothe public providers of the health care system
(Kisa and Ersoy 2005).

Health services in Turkey are for the most part
nationally funded and are delivered mainly at public
facilities. These include hospitals and clinics run by
the Ministry of Health (MoH), by other government
agencies, or by the universities. There are also private
hospitals and clinics, but as these are expensive,
only people who are wealthy generally access them.
The present fragmented landscape of providers is
a difficult setting in which to coordinate and deliver
health services (Kisa et al 2002; Kisa 2001).

The nationalised health care system in Turkey does
not provide extensive care for older people or people
who have a disability or who are terminally ill. Family
caregivers usually meet these needs. Home care
services are provided by private companies, but are
limited in terms of quantity, are expensive, and are
not covered by government health insurance. The
government health care system has no home health
care program or hospice program. For example,
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many of the pain-relieving drugs used for terminally
ill patients require special prescriptions and this
limits their use in home care. Additionally, health
professionals are not organised or trained to provide
home health care (Kisa and Ersoy 2005).

Consequently, home health care services are limited
to small private enterprises and are financed by
private insurance and out-of-pocket payments.
These services often amount to home visits by
physicians and nurses through agreements with
private hospitals. Home health services are generally
limited to the larger cities like Istanbul and Ankara.
Services mostly focus on maternal and child health
or basic issues such as medications, injections and
blood pressure measurement.

METHODOLOGY

To gain insight into the concerns of nurses about
the provision of home health care in Turkey, a self-
administered questionnaire was distributed to 243
staff nurses at a public hospital in Turkey. The total
number of respondents was 187 (response rate =
76.95%). Questions regarding home health care
were taken from Hoye et al (1997). Questions were
translatedinto Turkish and were pilot tested for clarity
with a group of 15 nurses. Modifications that were
felt to be necessary were incorporated in the final
version ofthe questionnaire. The questionnaire had a
total of 28 questions and was divided into two parts.
Thefirsteight questions addressed the demographic
characteristics of the respondents and the remaining
20 questions were related to the provision of home
health care.

Afive-point Likert scale was used in the design of the
questions; andthe multiple choice responsesforeach
questionranged from ‘completely disagree’ (1 point)
to ‘completely agree’ (5 points). Results were
evaluated statistically using SPSS for Windows,
Version 12. A limitation of the study is that
generalisability of the results may be affected by
the fact that all participants worked at the same
hospital.
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RESULTS

As can be seen in table 1, over half the respondents
(56.6 %) were lessthan 35yearsold; 67.9 % (n=127);
were married (mean age = 34.13 years, SD =+8.69);
and 60.4 % (n=113) had been working as a nurse
less than twelve years (mean = 11.94 years, SD = +
8.63 years). The majority of respondents worked in
inpatientclinics (74.3 %, n=139) and were vocational
school graduates (38.5%, n=72); 52.9% worked in
surgical medicine nursing areas (n=99); with 47.1 %
(n=88) working in internal medicine nursing.

Summary of findings

Tables 2 and 3 show the participants’ concerns
about home care overall, by type of specialty, type
of education, and years of work experience. Only
significant results are given below.

Table 1: Demographic characteristics of
participating nurses

n %
Age
20-24 years old 15 8.0
25-29 years old 58 31.0
30-34 years old 33 17.6
35-39 years old 36 19.3
40-44 years old 14 7.5
45 + years old or more 31 16.6
Marital Status
Married 127 679
Single 46 24.6
Divorced 11 5.9
Separated 3 1.6
Type of specialty
Internal Medicine Nursing 88 471
Surgical Medicine Nursing 99 52.9
Years worked as a nurse
1-5 years 57 30.5
6-10 years 42 22.5
11-15 years 37 19.8
16-20 years 20 10.7
21+ years or more 31 16.6
Education
Associate BS Degree 46 24.6
BS Degree 69 36.9
Vocational School 72 38.5
Type of facility
Outpatient 48 25.7
Inpatient 139 74.3
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The participants’ completed questionnaires were
gathered into two groups. Internal medicine nurses
formed the first group, with surgical medicine nurses
comprising the second group. The two groups’
questionnaire responses were compared and the
following results were obtained:

e ‘Home care serves to keep the elderly
independent’: internal medicine nurses agreed
more strongly with this statement (mean =3.78,
SD = £0.88) than did surgical medicine nurses
(mean =3.53,SD =+ 1.09). This difference was
significant (t = 1.74, p < 0.10).

e ‘Home care allows a maximum amount of
freedom for the individual’: internal medicine
nurses agreed more strongly with this statement
(mean = 3.87, SD = +0.90) than did surgical
medicine nurses (mean = 3.61, SD = + 1.03).
This difference was significant (t = 1.86, p <
0.10).

e ‘There is little fraud and abuse associated with
home care’: surgical medicine nurses (mean =
3.48, SD = + 1.28) agreed more strongly with
this statement than did internal medicine nurses
(mean =3.48, SD = £ 1.28). This difference was
significant (t =-1.91, p < 0.10).

e ‘Home care is less expensive than other forms
of care’: surgical medicine nurses (mean = 3.78,
SD = + 1.03) agreed more strongly with this
statement than did internal medicine nurses
(mean =3.78, SD = £ 1.03). This difference was
significant (t =-2.15, p < 0.05).

e ‘Home care is the preferred form of care even
for individuals who are terminally ill’: internal
medicine nurses agreed more strongly with this
statement (mean = 4.09, SD = +0.69) than did
surgical medicine nurses (mean = 3.84,SD = +
0.98). This difference was significant (t = 2.04,
p <0.05).

The education levels of participants were separated
into two groups. The first group comprised college
graduates (Bachelor of Science and Associate
Bachelor of Science degrees) and the second group
comprised vocational school graduates. The two
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groups’ questionnaire responses were compared
and the following results were obtained.

e ‘Medical care can be safely delivered at home’:
college graduate nurses agreed more strongly
with this statement (mean = 3.16, SD = +£0.85)
than did vocational school graduate nurses
(mean =2.78, SD = +1.02). This difference was
significant (t = 2.75, p < 0.05).

* ‘Home care represents the best traditions in
Turkish health care’: college graduate nurses
agreed more strongly with this statement (mean
= 3.42, SD = +£1.04) than did vocational school
graduate nurses (mean = 2.75, SD = + 1.11).
This difference was significant (t = 4.18, p <
0.05).

* ‘Home care keeps families together’: college
graduate nurses agreed more strongly with this
statement (mean = 3.70, SD = +0.94) than did
vocational school graduate nurses (mean = 3.29,
SD = + 0.95). This difference was significant (t
= 2.85, p < 0.05).

e ‘Home care serves to keep the elderly
independent’: college graduate nurses agreed
more strongly with this statement (mean =
3.83, SD = + 0.91) than did vocational school
graduate nurses (mean =3.35,SD = +1.08). This
difference was significant (t =3.24, p < 0.05).

e ‘Home care prevents or postpones
institutionalisation’: college graduate nurses
agreed more strongly with this statement (mean
= 3.87, SD = +0.90) than did vocational school
graduate nurses (mean =3.19,SD =+ 1.12). This
difference was significant (t = 4.52, p < 0.05).

* ‘Home care is safe’: college graduate nurses
agreed more strongly with this statement (mean
= 3.62, SD = +1.03) than did vocational school
graduate nurses (mean = 3.29, SD = + 1.12).
This difference was significant (t = 2.07, p <
0.05).

e ‘Home care allows a maximum amount of
freedom for the individual’: college graduate
nurses agreed more strongly with this statement
(mean = 3.83, SD = £0.88) than did vocational
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school graduate nurses (mean = 3.57, SD = +
1.09). This difference was significant (t = 1.78,
p < 0.10).

‘Home care is personalised care’: college
graduate nurses agreed more strongly with this
statement (mean =4.06, SD = £0.77) than did
vocational school graduate nurses (mean = 3.58,
SD = +£1.03). This difference was significant (t =
3.61, p < 0.05).

‘Home care involves the individual and family
in the care that is delivered’: college graduate
nurses agreed more strongly with this statement
(mean = 3.91, SD = + 0.92) than did vocational
school graduate nurses (mean = 3.56, SD = +

Completely

Table 2: Nurses’ concerns about home care and its applicability

iSaTioe Disagree
n % n %

Medical care can be safely delivered at 13 7 33 177
home
!—lome (_:are represents the best traditions 15 81 43 231
in Turkish health care
Home care keeps families together 5 2.7 23 12.6
Home care serves to keep the elderly 8 43 19 103
independent
Home gare pre\{ents or postpones 8 43 25 134
institutionalisation
Home care promotes healing 13 7 19 10.2
Home care is safe 10 54 23 124
Home care allows a maximum amount of
freedom for the individual Z R =
Home care is personalised care 3 1.6 12 6.5
Home care involves the individual and
family in the care that is delivered ! Y f2 82
Home care reduces stress 10 54 22 11.8
Home care is the most effective form of 8 43 20 108
health care
Home care is the most efficient form of 13 7 32 172
health care
Home care is given by special people 13 7 14 7.5
Home care is the only way to reach some 4 52 19 102
people
There is little fraud and abuse associated 14 75 47 2541
with home care
Home care improves the quality of life 3 1.6 22 121
Home care is less expensive than other 6 33 22 12
forms of care
Home care extends life 18 9.7 22 11.8
Home care is the preferred form of care 0 0 15 82

even for individuals who are terminally ill
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1.01). This difference was significant (t = 2.42,
p < 0.05).

‘Home care reduces stress’: college graduate
nurses agreed more strongly with this statement
(mean = 3.82, SD = + 0.94) than did vocational
school graduate nurses (mean = 3.17, SD = +
1.13). This difference was significant (t = 4.25,
p < 0.05).

‘Home care is the most effective form of health
care’: college graduate nurses agreed more
strongly with this statement (mean = 3.72, SD
=+ 0.91) than did vocational school graduate
nurses (mean = 3.28, SD = + 1.14). This
difference was significant (t =2.92, p < 0.05).

Completely

Not sure Agree agree Overall

n % n % n % Mean SD
87 46.8 45 242 8 43 3.01 094
39 21 75 403 14 75 316 111
44 24 88 481 23 12.6 3.55 0.96
31 168 98 533 28 152 365 1
28 151 96 516 29 156 361 1.04
48 258 71 382 35 188 352 112
48 258 75 403 30 161 349 1.07
34 185 85 462 39 212 3.73 0097
35 188 91 489 45 242 3.88 091
34 183 95 511 38 204 3.78 0.97
36 194 89 478 29 156 3.56 1.06
50 269 78 419 30 161 355 1.02
36 194 79 425 26 14 339 114
24 129 92 495 43 231 374 111
46 247 85 457 32 172 3.66 0.95
28 15 61 326 37 19.8 332 1.25
35 19.2 91 50 31 17  3.69 0.95
49 266 66 359 41 223 3.62 1.06
42 226 80 43 24 129 338 115
27 147 93 505 49 266 396 0.86
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Table 3: Nurses’ concerns about home care and its applicability, by type of speciality and position

1 2

Mean SD Mean SD
Me_dlcal care can be safely 3.02 095 3 093
delivered at home
Home care represents the best
traditions in Turkish health care SHiE O S Y
Home care keeps families 365 092 346 098
together
Home gare serves to keep the 378 088 353 1.09
elderly independent
Home care prevents or 3.69 103 354 105
postpones institutionalisation
Home care promotes healing 341 122 361 1.03
Home care Is safe 345 113 354 1.02
Home care allows a maximum
amount of freedom for the 3.87 09 361 1.03
individual
Home care is personalised care 3.9 09 386 0.91
Home care involves the
individual and family in the care  3.82 0.82 3.74 1.09
that is delivered
Home care reduces stress 3.6 107 354 1.05
Home care is the most effective 359 093 352 11
form of health care
Home care is the most efficient 346 108 333 119
form of health care
Home care is given by special 372 1.09 3.76 1.3
people
Home care is the only way to

3.63 0.88 3.68 1.02

reach some people
There.|s I|ttle_fraud and abuse 344 121 3.48 1.8
associated with home care
Home care improves the quality 365 092 372 098
of life
Home care is less expensive 3.44 107 378 1.03
than other forms of care
Home care extends life 3.45 1.12 3.31 1.17
Home care is the preferred form
of care, even for individuals who  4.09 0.69 3.84 0.98

are terminally ill

3 4 5
Mean SD Mean SD Mean SD Mean SD
278 102 316 085 3.08 088 291 1.01
275 1411 342 1.04 328 106 299 1.18
3.29 0.95 3.7 094 358 093 351 1
335 1.08 3.83 091 3.7 099 3,57 1.02
319 112 3.87 0.9 3.58 1.1 3.65 0.94
336 121 361 1.05 &3 1.1 354 1.16
329 112 362 103 354 1.06 342 1.09
3.57 1.1 3.83 088 3.69 0.96 3.8 0.99
358 1.03 4.06 0.77 394 0.89 3.78 0.93
356 1.01 391 0.92 3.79 089 3.77 1.08
317 113 382 094 365 097 343 117
328 114 3.72 091 354 096 355 1.12
3.06 124 361 101 351 1.06 322 1.23
347 128 391 09 386 096 3.57 1.29
344 111 379 081 3.68 098 3.62 0.92
3.01 128 351 1.2 322 126 347 124
3.33 114 391 0.77 3.74 0.9 3.6 1.02
337 1.02 378 106 358 105 3.68 1.09
318 1.14 35 114 34 115 3.34 1.15
3.77 093 4.07 08 399 0.8 3.9 0.95

1 = Internal Medicine Nursing Specialities; 2=Surgical Medicine Nursing Specialities; 3 = Vocational School Graduates;
4 = College Graduates; 5=Work Experience < 12 years; 6=Work Experience > 12 years

‘Home care is the most efficient form of health
care’: college graduate nurses agreed more
strongly with this statement (mean =3.61,SD =+
1.01) than did vocational school graduate nurses
(mean =3.06, SD = + 1.24). This difference was
significant (t = 3.30, p < 0.05).

‘Home care is given by special people’: college
graduate nurses agreed more strongly with this
statement (mean = 3.91, SD = + 0.96) than did
vocational school graduate nurses (mean = 3.47,
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SD =+ 1.28). This difference was significant (t =
2.68, p < 0.05).

‘Home care is the only way to reach some
people’: college graduate nurses agreed more
strongly with this statement (mean = 3.79, SD
= + 0.81) than did vocational school graduate
nurses (mean = 3.44, SD = + 1.11). This
difference was significant (t = 2.44, p < 0.05).

‘There is little fraud and abuse associated with
home care’: college graduate nurses agreed
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more strongly with this statement (mean =
3.51, SD = + 1.20) than did vocational school
graduate nurses (mean = 3.01, SD = + 1.28).
This difference was significant (t = 2.69, p <
0.05).

e ‘Home care improves the quality of life’: college
graduate nurses agreed more strongly with this
statement (mean = 3.91, SD = +0.77) than did
vocational school graduate nurses (mean = 3.33,
SD = + 1.10). This difference was significant (t
=4.21, p < 0.05).

e ‘Home care is less expensive than other forms
of care’: college graduate nurses agreed more
strongly with this statement (mean=3.78,SD =+
1.06) than did vocational school graduate nurses
(mean =3.37,SD =+ 1.02). This difference was
significant (t =2.61, p < 0.05).

e ‘Home care extends life’: college graduate nurses
agreed more strongly with this statement (mean
= 3.50, SD = * 1.14) than did vocational school
graduate nurses (mean = 3.18,SD = + 1.14). This
difference was significant (t =1.86, p < 0.10).

e ‘Home care is the preferred form of care even
for individuals who are terminally ill’: college
graduate nurses agreed more strongly with this
statement (mean = 4.07, SD = + 0.80) than did
vocational school graduate nurses (mean =3.77,
SD =+ 0.93). This difference was significant (t =
2.30, p < 0.05).

The mean working years of the participants as a
nurse were 11.94 years (SD = + 8.63 years). The
participants were divided into two groups. The first
group comprised nurses who had worked 12 years
or less and the second group comprised nurses who
had worked more than twelve years as nurse. The
two groups’ questionnaire responses were compared
and the following results were obtained.

* ‘Home care represents the best traditions in
Turkish health care’: nurses who had worked
twelve years or less agreed more strongly with
this statement (mean = 3.28, SD = + 1.06) than
did nurses who had worked more than twelve
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years (mean =2.99, SD = + 1.18). This difference
was significant (t = 1.75, p < 0.10).

*  ‘Home care is the most efficient form of health
care’: nurses who had worked twelve years or
less agreed more strongly with this statement
(mean = 3.51, SD = + 1.06) than did nurses
who had worked more than twelve years (mean
= 3.22, SD = = 1.23). This difference was
significant (t = 1.73, p < 0.10).

*  ‘Home care is given by special people’: nurses
who had worked twelve years or less agreed
more strongly with this statement (mean = 3.86,
SD = + 0.96) than did nurses who had worked
more than twelve years (mean = 3.57 ,SD =+
1.29). This difference was significant (t = 1.75,
p < 0.10).

DISCUSSION

Treating patients with acute medical conditions in
their homes is an increasingly common model for
the delivery of health care in the developed world.
The availability of home care has been portrayed as
a desirable option. Such a choice has been made
possible by the rapid development of scientific
knowledge, the enhanced safety and portability of
new high-technology equipmentand by the improved
housing conditions of much of the developed
world.

Nurses play a pivotal role in the provision of acute
home health care programs and, like their medical
colleagues, many have recognised the potential for
a new area of specialist practice. The purpose of
this study was to explore nurses’ concerns regarding
the introduction and suitability of home health
care in Turkey. Many developed countries deliver
home health care for their citizens. Some types of
home health care have been provided for the past
few years in the larger cities of Turkey by private
institutions but these services are not reimbursed
by the public insurance schemes. One main reason
for this is the traditional feeling by some physicians
that patients must be treated at hospitals (Kisa and
Ersoy 2005).
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As a group, the participating nurses in the study
identified the following benefits of home health
services; keeping families together; keeping older
people independent; preventing institutionalisation;
promoting healing; allowing a maximum amount of
freedomfortheindividual; involvingthe individualand
family in the care that is delivered; reducing stress;
improving quality of life; and extending life.

Although the participating nurses agreed on the
benefits of home health services in general, they
were divided on whether these services are suitable
for integration into the health system. This is shown
by the diversity of responses to questions about
home care’s safety, effectiveness and expense.
Vocational school graduate nurses were generally
less supportive of home health care, while college
graduate nurses as a group were more supportive.
Nurses in surgical medicine areas were more
supportive of home health services compared to
nurses in internal medicine specialties.

One of the main outcomes of the study was the
differencein responses between nurses with a higher
level of education and those who were vocational
school graduates. Vocational school graduates
were generally less supportive of home health
care compared to college level nurses. This may
be due to a lack of education and understanding
about alternative patient care delivery models and
their effective use. It is possible that, compared to
vocational level nursing education, university level
education yields registered nurses who are more
informed and understand cost-benefit analysis as
well as progressive, alternative patient care delivery
models that benefit the community and society, not
only in Turkey, but also in other countries.

CONCLUSION

Comprehensive home health care provides a complex
array of services and nurse involvementis important
in identifying and meeting the needs of patients.
Knowledgeable nurses can influence the evolution
of home care servicesto assure that patientsreceive
appropriate acute and longterm home care services.
Changing demographics, the emphasis on health
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promotion, health care costs, movement toward
community-based care, and expanding technology
are factors that will shape the health care system of
the future andthe educational preparation of nurses.
Only highly educated nurses will be adequately
prepared to understand and play a central role in
addressing the need for patient-sensitive, cost-
effective, and outcome-oriented health care.

The nursing education system in Turkey has
responsibilities regarding the rapid implementation
of home health care to educate nurses and nursing
studentsforthisfield of practice. As nursing educators
strive to prepare new graduates for the future, they
arelikelytoinclude home health care asanimportant
component ofthe clinical practicum experience. With
careful planning of curricula and activities designed to
provide students with not onlytechnological skills but
also the ability to think critically, act independently,
and apply theoretical frameworks creatively, nursing
educators can greatly facilitate effective care to
clients in home care and other alternative settings.
In addition, nursing educators can educate nurses
in the field regarding the introduction and suitability
of the home health care system in Turkey.

It is in the best interest of patients that nurses
become more proactive as policy advocates for nurse
involvementinhome care. Inthe context ofintegrated
health care delivery, the goal isto develop aseamless
system within which patients can receive care as
they move from hospital to home. Home care offers
challenges to current patterns of nursing practice,
and meetingthose challenges will require nurses who
are committed to the home care paradigm. Toward
this goal, nurses will need to examine their attitudes
and beliefs toward home care and educational
institutions will need to question the traditional idea
that patients must be treated at hospitals.
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ABSTRACT

Chronic hepatitis C is a major health burden world
wide. Only 1% of people with hepatitis C in Australia
have access to treatment. This paper addresses the
issue of motivating people with hepatitis C to seek
treatment and the strategy of introducing the nurse
practitioner role to effect this change.

Objective

To demonstrate that the introduction of a nurse
practitioner service model is an effective and safe
way of increasing access to treatment for people with
chronic hepatitis C.

Setting
A multidisciplinary liver service at Royal Perth Hospital,
a tertiary referral centre in Perth, Western Australia.

Subjects
People with chronic hepatitis C managed in a state
wide chronic hepatitis C service.

Primary Argument

To make any impact on controlling the hepatitis

C epidemic in Australia, the number of people in
treatment will have to triple annually. Improved access
to treatment includes the removal of mandatory

liver biopsy as a requirement to treatment and

an increase in the accessibility and availability of
effective medicines. Nurse practitioners can function
independently within clinical protocols approved by the
designated service and the Director General of Health.
The scope of practice of nurse practitioners includes
the legislated right to prescribe specific medications
and initiate diagnostic investigations as specified in
clinical protocols. The hepatology nurse practitioner
works in collaboration with medical practitioners,
co-ordinates the treatment of patients with chronic
hepatitis C, and helps to facilitate interdisciplinary
referrals within the multidisciplinary team.

Conclusion

The introduction of the nurse practitioner model
with the ability to prescribe specific medicines and
initiate diagnostic investigations within approved
clinical protocols can facilitate improved access to
hepatitis C treatment programs. It is expected that
the nurse practitioner’s expert knowledge and skill
and the application of evidence based practice in
the hepatitis specialty will assist in the provision of a
safe, competent and high quality standard of care to

patients.

107



POINT OF VIEW

INTRODUCTION

Itis estimated that 130 million people worldwide are
affected by hepatitis C (HCV), resulting in 1.4 million
deaths annually (Alter 2006; Marcellin et al 2002;
Lauerand Walker 2001). Hepatitis C has become the
single mostimportant cause of liver disease in many
countries, including the United States, Europe and
Australia and is the most frequent reason for liver
transplantation in these countries. About 75-80% of
people infected with hepatitis C will develop chronic
infectionand about 10-15% will develop cirrhosis over
15-20 years (Poynard et al 2003; Alter 2002; Gane
2002; Poynard et al 1997). In an effort to increase
access to treatment for people with hepatitis C, the
role of the nurse practitioner has been introduced
in the Liver Service at Royal Perth hospital. This
paper discusses the role of the hepatology nurse
practitioner can improve access to treatment for
people with chronic hepatitis C.

Hepatitis C in Australia

Hepatitis C is a significant public health issue for
Australia with around 1% of the community affected.
Hepatitis C is one of the most commonly reported
notifiable infectious diseases in Australia and the
most common reason for Australians to need liver
transplants (Australian Government2005). In 2006,
the prevalence of chronic hepatitis C in Australia
was estimated to be 271,000 (NCHECR 2007). Of
these:

e 68,500 had been exposed to the hepatitis C virus
but not chronically infected,

e 157,000 had chronic hepatitis C with stage FO/1
liver disease,

e 40,000 had chronic hepatitis C with stage F2/3
liver disease,

¢ 5,400 had hepatitis C related cirrhosis,

* 216 had hepatitis C related liver failure, and

e 108 had hepatitis C related hepatocellular
carcinoma (NCHECR 2007).

By 2020, projections of the number of people living
with hepatitis Care likely to be between 321,000 and
836,000 (Australian Government 2005). In order to
decrease the burden of this disease, the number of
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people receiving treatment for hepatitis C needs to
triple (NCHECR 2006).

Effective treatments for hepatitis C are available
and early implementation of therapy can prevent
the complications of cirrhosis. Effective treatment
with combination therapy of pegylated interferon and
ribavirin can lead to a sustained virological response
(SVR) of 50-80% depending on viral genotype and
stage of fibrosis (Hadziyannis et al 2004; Fried et al
2002; McHutchison et al 2002; Manns et al 2001;
Fried etal 2001). Despite the availability of treatment,
it is estimated that only 1% of people with chronic
hepatitis C in Australia are receiving treatment
(Australian Government 2005). In Australia, liver
biopsy had been a barrier to the uptake of treatment
for hepatitis C due to its invasive nature and
associated morbidity and rarely mortality. With the
removal of mandatory liver biopsy as a prerequisite
to treatment for hepatitis C, it is anticipated the
number of people treated will increase.

It has been predicted that chronic hepatitis C will
become a major burden on the health care system
in Australia over the next 10-20 years (Laws et al
2003).1n2004-2005 the estimated prevalence cost
of hepatitis C in Australia was $156 million. This was
based on an estimated 211,105 persons living with
hepatitis C. The estimated lifetime treatment cost
per incident case was $13,845 undiscounted and
$5,797 discounted at 5% per annum (Australian
Government 2006).

Chronic Hepatitis C in Western Australia

In Western Australia (WA) there are about 20,000
people affected by HCV, with 1,200 new notifications
of hepatitis C each year. The Sexual Health and
Blood Borne Virus Program, in consultation with
key stakeholders, developed a Hepatitis C Action
Plan 2006-2008 (Western Australian Department
of Health 2006). This plan details a state wide,
comprehensive public health approach to the
prevention of and improved access to treatment
for hepatitis C. A state wide hepatitis C model of
care that incorporates the nurse practitioner role is
also being developed as part of the health reform
process in WA.
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Increase access to treatment

To reduce the impact on health costs in the future,
access to treatment for people with chronic hepatitis
C needs to be improved, and awareness increased
to prevent new infections. Western Australia is the
largest state in Australia with many small populations
scattered across a vast geographical area. It will
require a focussed strategy if access to treatment
for patients in rural and remote areas is to be
increased.

To date several strategies have been used toimprove
access to treatment. These include:

e An increased in the number of liver/hepatitis
clinics in tertiary hospitals,

e The introduction of shared care programs
between general practitioners (GP) and tertiary
hospitals,

e The establishment of hepatitis C clinics in
secondary hospitals, regional centres, private
clinics and prisons, and

*  Ahepatitis CGPtraining program and accreditation
for prescribing.

Although these strategies have met with some
success, other issues such as: technological
advances; the complexities in treatment programs
(McHutchison et al 2002); and the significant rise in
the number of hepatitis patients in Western Australia,
prompted the Liver Service team at Royal Perth
Hospital to review its practice in the management of
client care. As part of this review, it was decided that
the clinical nurse consultant (CNC) role needed to
be expanded to that of nurse practitioner (NP). The
nurse practitioner scope of practice has a legislative
base which authorises the NP to order diagnostic
tests, prescribe appropriate medicines and refer
clients on to other health professionals.

Nurse practitioners

Iltwas envisaged thatthe introduction of an NP model
of care would provide increased opportunities to
improve the disease treatment processes, target
lifestyle factors associated with hepatitis C and
increase the range of health settings for treatment
and prevention of the disease.
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To ensure the success of the hepatology nurse
practitioner (HNP) role in the Liver Service at Royal
Perth Hospital (RPH), the incumbent was expected
to have postgraduate education and demonstrate
competence to practice at a level commensurate
with a nurse practitioner. In 2003, a postgraduate
degree in Clinical Specialisation commenced at the
School of Nursing and Midwifery, Curtin University
of Technology, Perth, WA. This course was approved
by the Nurses Board of Western Australia for
authorisation as a NP. The NP course includes a
clinical internship developed by the Liver Service
specifically for the HNP. In 2004, the current HNP
was awarded this degree in the clinical specialisation
of hepatology and was registered by the NBWA as a
nurse practitioner. The new title of HNP was the first
of its kind in Australia.

Following amendments to various acts and
regulations by the Western Australian Parliament
and Department of Health, a legislative framework
and a code of practice were produced which provided
the foundation for the HNP’s scope of practice. This
scope of practice was subsequently approved by the
Director of Nursing and Head of Liver Service at RPH.
A key part of the legal framework is that the HNP
must work within the approved clinical protocols that
guide the HNP’s scope of practice in the designated
area of the Liver Service.

The expanded scope of practice for nurse practitioner
includes:

e prescription of Schedule 1 and 4 medications
(as defined in the clinical protocols);

¢ Performance of advanced physical assessment;

e Initiation of routine pathology and diagnostic
tests; and

* Referralstoother members of the multidisciplinary
team.

This expanded scope of nursing practice was
recognised as an excellent way of enhancing the
RPH Liver Service. HNP activities would include
criticalanalysis, assessment, diagnosis, intervention,
evaluation, rehabilitation care, counselling,
education, clinical and professional leadership and
health promotion. The role is seen as a combination
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of expertclinical, managerial, educational, leadership
and teamwork skills that focuses on the health care
consumer (Australian Nursing and Midwifery Council
2006).

Client compliance to therapy has been shown to
significantly improve the sustained response to
antiviral therapy (McHutchison et al 1998), however
side effects from the medicines often cause clients to
discontinuetherapy. The HNP’s assessmentskillsand
pharmacotherapeutic knowledge are of great value
in identifying and providing early treatment for the
side effects of the complex medicine regimes. Thus
the HNP can potentially reduce a large number of
visits to the medical practitioner for the assessment
of these side effects.

Role of NP in multi-disciplinary team

Optimising the management of patients with chronic
hepatitis Cinvolves combining the most cost-effective
drugtreatmentwith the management of psychosocial
aspects to achieve the best clinical outcome. A
multidisciplinary team approach ensures maximal
benefit to the patient with minimal disruption to their
lives. The Liver Service multidisciplinary team consists
of medical, nursing, paramedical and support staff.
An effective team approach continues to develop
and be maintained through open communication,
mutual respect and a clear understanding of each
member’s role and responsibilities (figure 1).

Figure 1: Multi-disciplinary team in the management of chronic hepatitis C
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Hepatologist treating clinician
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Collaboration between health professionals focuses
on the interactions of individuals working together
using their skills and knowledge to achieve a
common goal. Collaboration between medical and
nursing staff provides a more comprehensive and
flexible service for patients than that provided by
physicians alone (Flanagan 1998). It also increases
access and positive outcomes through more frequent
patientcontact (Kearnes 1994). Medical practitioner
and nurse practitioner collaboration necessitates
professional, open communication and personal
maturity. It involves mutual respect and recognition
of individual skills, knowledge and scope of practice
(AlImost and Spence-Laschinger 2002; Smithson
1999). If trust and respect form part of the health
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professionals’ working relationships then there will
be open communication and shared decision making.
Working collaboratively will ultimately translate to
improved quality of patient care, quality of life and
cost effectiveness of health care delivery (Neale
1999).

The HNP works within established clinical protocols
and in collaboration with other members of the
multidisciplinary team as part of service delivery.
The HNP also facilitates the hepatitis C shared care
program which was established to improve access to
treatment for patients with hepatitis C, particularly
those in rural and remote areas (figure 2). The
hepatitis C shared care program is a collaborative
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management plan between GPs and tertiary
hospitals to ensure effective and safe management
of patients undergoing combination therapy of
pegylated interferon andribavirin. The role of the HNP
complementsthat of other health care professionals
andis an integral part of the multidisciplinary health
care provision. In a multidisciplinary approach to
health care, each profession contributes a different
variety of professional competencies and provides a
continuation of care that the health care consumer

expects (Almost and Spence-Laschinger 2002). The
HNP is central to the coordination of members of
the multidisciplinary team in facilitating the care
and management of patients with chronic hepatitis
C and ensuring compliance. This is possible as the
HNP is able to order diagnostic tests, initiate direct
referrals and treat people with hepatitis C sufferers
tostrictclinical protocols which have been formulated
by the multidisciplinary team.

Figure 2: Nurse Practitioners’ role in treatment of patients with chronic HCV
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As the HNP has referral rights, it is expected that the
improved referral process to other members of the
multidisciplinaryteam will also improve collaboration,
appropriateness and efficiency of care (Rolfe and
Phillips 1997). The HNP provides a service that
is timely and effective. Part of this service is the
continuity of patient care, which means the HNP
works collaboratively with other health professionals
to achieve an optimum health care environment.

Role of NP in the community

Traditionally, hepatitis C treatment has been
conducted ‘behind closed doors’ because of the
stigma the community attaches to the disease. This
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has affected patient compliance and attendance
at clinics in public places (Australian Government
Department of Healthand Ageing 2005).. Toaddress
this issue, the Liver Service at Royal Perth Hospital
improved its consultation and care by expanding
services into the community.

With the expansion into the community, the HNP has
become a specialist referral resource and a central
point forinformation and support. Thisrole assistsin
reducing the number of clients seeking treatment in
the acute health care system. Itisalso an expectation
that nurse-client relationships will improve, as the
nurse practitioner can have more contact through a
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one-on-one relationship withthe patient. Trustis a key
factor in patient compliance and improved rapport
between practitioner and patient could substantially
improve treatment outcomes (Smith 1995).

As the HNP has expert knowledge and skills in
hepatology, she provides leadership and mentoring
to other nurses and health professionals in the
community. The health service benefits from the
education provided by the HNP to many professional
fields, such as the general practitioner shared
care program and remote area health care worker
training.

Impact of nurse practitioner on management of
Hepatitis C

The HNP position in the Liver Service at RPH was
established in May 2005. This was the first nurse
practitioner position at RPHand thefirst such position
in hepatology in Australia. Autonomously conducted
HNP clinics have increased the number of new
patients accessing treatment from 60 to 120 per
year since the designation of the HNP in the service,
without change in the number of medical or nursing
staffing levels (figure 3). A patient satisfaction survey
conducted 13 months after the implementation of
the HNP role was positive. More than 98% of the
patients surveyed were satisfied with the quality of
service provided by the HNP.

Figure 3: New hepatitis C cases in NP Clinics
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Timely access for patients has led to a reduction
in complications and in the number of visits to
medical practitioners. Medical practitioners now
have more time to concentrate on the more complex
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and complicated cases. The successful HNP model
in Western Australia can be adopted in other states
in Australia to facilitate the management of chronic
hepatitis C.

CONCLUSION

The large number of people with existing chronic
hepatitiswhoare notseekingtreatment, compounded
bytheincreasing number of new infections eachyear,
means that hepatitis C will be a major public issue
for the health care system in Australia.

The introduction of the HNP, with the ability
to prescribe specific medicines and initiate
investigations within approved clinical protocols can
facilitate improved access to hepatitis C treatment
programs. Itis expected the HNP’s expert knowledge
and skill and the application of evidence based
practice in the hepatitis specialty will assist in the
provision of a safe, competent and high quality
standard of care to patients.
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ABSTRACT

Alcohol misuse in Australia society is a community
issue that can be addressed successfully within a
health promotion framework. It is important that
strategies are not perceived as ‘quick fixes’ but work
toward addressing some of the underlying structural
factors that contribute to the problem.

Objective

The objective of this article is to demonstrate how
nurses can use the Ottawa Charter for Health
Promotion framework in addressing alcohol misuse
among young people.

Primary argument

The Ottawa Charter for Health Promotion (1986)
provides a useful framework from which to view the
health of whole populations over their life course

and in doing so work toward strengthening peoples’
health potential (World Health Organization 2005). The
relevance of the Charter lies not only in the influence it
has on establishing health promotion practice, but also
the influence it has on health policy development and
health research (World Health Organization 2005).

Conclusion

Parents and community members have an important
role to play in addressing alcohol misuse among
adolescents but they need to be supported by nurses
who can provide care within a health promotion
framework.
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INTRODUCTION

The Ottawa Charter for Health Promotion (WHO 1986)
has been ‘phenomenally influential in guiding the
development of the concept of health promotion and
shaping public health practice’ (Nutbeam 2005).
The Charter is now more than 30 years old and, as
alandmark document, outlines a clear statement of
action that continues to have resonance for nurses
around the world. The Charter was re-endorsed in
Bangkok atthe 2005, 6" Global Conference on Health
Promotion as it had been in Mexico-City (2000),
Jakarta (1997), Sundsvall (1991) and Adelaide
(1988). The principles and action areas have stood
thetestoftimein nursing, health policy development
and health research.

Itisnow knownthere are manyfactors which influence
health andillness. There is generally no single cause
or single contributing factor which determines the
likelihood of health or illness; rather there tends
to be a variety of causes. Factors that determine
physical and mental health status include income,
employment, poverty, education, and access to
community resources. These social factors generate
people’s life experiences and opportunities which
in turn make it easier or more difficult for people to
make positive decisions about their health. While
there are many actions that a person can take to
protect their own or their families’ health, very often
the social context of their lives makes it impossible
to take those actions (Talbot and Verrinder 2005).
Health promotion and disease prevention strategies
at the societal level are now part of the repertoire of
nursing interventions.

The Ottawa Charter highlights the importance of
building healthy public policy, creating supportive
environments, strengthening community action,
developing personal skills and reorienting health
services. Used collectively in any population setting,
the action areas have a better chance of promoting
health than when they are used in isolation.
The Charter also highlights the potential role of
organisations, systems and communities, as well
as individual behaviours and capacities (Talbot and
Verrinder 2005).
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Health promotion strategies have been used
effectivelyto address healthissuesthatare identified
as problems by the community. In Australia and
throughout other western countries, the misuse of
alcohol by young people has been highlighted as a
problem (Toumbourou et al 2003).

Alcohol misuse amongst adolescents

For many Australians, alcohol consumption is a
pleasurable part of everyday life (Parliament of
Victoria 2004). However in recent years there have
been several reports highlighting that the proportion
of adolescents consuming alcohol and the amount
of alcohol they are drinking is at record levels (AIHW
2008; White and Hayman 2006; Shanahan and
Hewitt 1999). The long and short term sequelae
associated withrisky or high risk alcohol consumption
include negative physical, emotional and social
consequences (NHMRC 2001). Immediate harms
include accidents, injuries, decreased scholasticand
sporting performance, aggression, violence, assault,
disrupted family relationships, high risk sexual
activity, driving while under the influence of alcohol
anddelinquentbehaviour (Jonesand Donovan 2001).
Among young people aged 16 to 24 years, alcohol
related harm is one of the leading causes of disease
and injury burden (AIHW 20086). These findings are
consistent with population based researchin Europe,
United States and Canada (Jernigan 2001).

Community concern has been reflected in Australian
media reports about ‘teenage binge drinking’” and
the associated harms and generated debate in
the Australian media about raising the legal age of
alcohol consumption from 18 to 21 years (Editor
2008; Toumbourou et al 2008). In countries outside
Australia, studies have demonstrated that raising
the legal age for alcohol consumption reduces
adolescents’ access to alcohol and the subsequent
associated harms (Ludbrook et al 2002; Grube
1997). While there are lessons to be learned from
these settings, perceptions of health and how to
address the determinants of illness have changed
due to a combination of well informed ‘top-down’
and well anchored ‘bottom-up’ approaches to policy
making (WHO 2005). Previous reports in Australia
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have suggested there is little community support
for any proposed changes to the current age for
alcohol consumption and instead focus is more on
the enforcement of current legislation (Loxley et al
2004).

Australian parents have a critical role in influencing
the attitudes and beliefs of young people toward
alcohol consumption. However parents have
indicated they are looking for information, skills
and community support to assist them in guiding
their adolescents’ safe use of alcohol (Shanahan
and Hewitt 1999). The five action areas of the
Ottawa Charter provides strategies from which
nurses can support parents to promote health and
encourage safe alcohol consumption patternsamong
adolescents.

By using the framework of the Ottawa Charter, nurses
have a strong evidence base and useful framework
from which to support families and the broader
community inaddressingtheissue of alcohol misuse
among young Australians. Reflecting on their own
professional setting, nurses can use the Ottawa
Charterframeworkto guide and informinterventions
aimed at reducing alcohol related harm among
young people.

Using the Ottawa Charter as a framework to

address the determinants of iliness associated with

alcohol misuse

1. Action area 1: Build healthy public policy
Building healthy public policy is one of the
solutions to improving health. All public policy
should be examined for its impact on health
and, where policies have a negative impact on
health, strategiesimplementedto change them.
Healthy public policy is needed to ensure that
people are safe. In recent years, initiatives to
reduce alcohol related harm have increasingly
beenfocusedonhighriskindividuals (Parliament
of Victoria 2004). While these strategies may
be appropriate for individuals, they do little to
reduce the burden of disease at the community
level (Midford 2004). There are risks attached
to focusing on individual behaviours and victim
blaming instead of addressing the structural

AUSTRALIAN JOURNAL OF ADVANCED NURSING Volume 25 Number 4

causes of ill health. Community action strategies
are an important way of addressing alcohol
related harm (Parliament of Victoria 2004).
Regulation and restriction of sales, increased
server liability, increased alcohol taxes and
lowered blood alcohol limits are some of the
policy areas which have been shown to be
effective in reducing alcohol related harm
(Parliament of Victoria 2004). Healthy public
policy affects the entire population directly or
indirectly. Nurses have a key role in informing
and advocating on behalf of clients, families
and the broader community and in promoting
effective public policy.

Action area 2: Create supportive environments
Healthy public policy assists in creating
supportive environments that are important in
ensuring that everyone lives in a place that is
safe and enjoyable. Alcohol misuse is not just
something that pertains to young people; it
is a problem that impacts on all members of
the community. In a society where alcohol is
often seen as an integral part of life (Australian
Government 2006) and alcohol misuse is
implicated in one third of all road accidents
(Australian Government 2001) what is defined
as safe needs to be re-considered. Parents
commonly supply alcohol to their adolescents
(Graham etal 2006; Ward etal 2006; Shanahan
and Hewitt 1999) and in Australia enforcement
of currentlegislationtorestrictunderage access
to alcohol is ‘patchy’ (Loxley et al 2004). As a
result, many adolescents find access to alcohol
easy. In addition, alcohol advertising that is
targeted to youth is often linked with social
and sexual success and hence contravenes the
Alcoholic Beverages Advertising Code (Jones
et al 2001).

Public policy designed to create supportive
environments has resulted in the ‘settings’
approach to health promotion, where working
for change occurs through partnerships at
the community level (Talbot and Verrinder
2005). Nurses, for example, have a role in
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facilitating interaction between teachers and
parents and between local government and
school communities so they can exchange
information, ideas, clarify values (McMurray
2003) and identify strategies that will focus
on reducing alcohol related harm among young
people. Nurses can encourage and establish
primary care partnerships to develop alcohol
action plans designed to improve the health
and wellbeing of adolescents.

Action area 3: Strengthen community action
Strengthening community action is important
and so there needs to be mechanisms by which
the community can participate in decision
making as a community and not just as an
individual. Communities can determine what
their needs are and how they can best be met.
Thus greater power and control remains with the
people themselves, rather than totally with the
‘experts’. Community development strategies
are one means by which this can be achieved.
To date in Australia there have not been any
formal consultations with youth about raising
the legal age of alcohol consumption. Central to
the success of the Ottawa Charter is increasing
people’s control overtheirown health andissues
that impact on it. The participation of youth
groups is critical to the principles of equity and
participation. In countries outside Australia,
some community mobilisation programs have
been effective in changing community factors
(e.g.underage accesstoalcohol) thatinfluence
alcohol use amongst young people (Holder et
al 1997).

There are a number of successful community
mobilisation approaches that have focused on
reducing alcohol related harm among young
people (Hingson and Sleet 2007; Hanson et al
2000). The role for nurses is to draw on these
examplesto successfullymobilise young people
to be involved in the decision making process
about issues that impact on their health and
wellbeing.
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Action area 4: Develop personal skills
Developing personal skills is important if
people are to feel more in control of their lives
and have more power in decisions that affect
them. Helping people develop their skills
ensures that people have the information
and knowledge necessary to make informed
choices. In Australia, many parents find it hard
to communicate with their adolescents about
alcohol (Shanahan and Hewitt 1999). It is
also clear that many parents find themselves
isolated and powerless to do anything about
their adolescents’ alcohol misuse (Shanahan
and Hewitt 1999). Systematic reviews of alcohol
and other drug education programs in schools
indicate that effective school based programs
should begin before initiation to alcohol and
other drugs and that content should include
social skillsandresistance training. In addition,
community values, societal contexts and
information about drug related harm need to
be included (Midford et al 2002).

Alcohol education programs that provide
information alone have limited success (Foxcroft
etal 2003). Withoutan understanding of alcohol
related harms and interventions to address
those harms, parents and community members
cannot support initiatives for changes (Howat
et al 2007). Nurses can work with parents,
teachers and students to provide formal and
informal education (WHO 2005) which informs
alcohol related harm reduction policies.

Action area 5: Reorient health services

Reorienting health care is important in
ensuring that health promotion is everybody’s
business. Re-orientating health services means
that nurses have a pivotal role in fostering
intersectoral collaboration between the health
sector, police, education, adolescents and
parents. There is some evidence to suggest
that brief interventions can have some effect
in reducing alcohol related harm among young
people (Loxley et al 2004). However recent
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overseas evidence suggests that in settings
that are most commonly used by adolescents,
many health practitioners are not comfortable
and adequately skilled when working withyoung
people (McPherson 2005).

Working in partnership with other health care
providers, nurses can encourage positive health
practices where brief interventions that focus
on harm reduction, can be provided from places
where young people congregate (McMurray,
2003).

CONCLUSION

The development of evidence informed practice
in nursing includes using robust health promotion
models and methods to address complex issues
such as alcohol misuse. The five action areas of the
Ottawa Charter integrate the various perspectives on
health promotion. Used collectively, they still serve
a useful function in directing the practice of nurses
who work with young people, their families, and the
community.
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