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COVID-19 – nurses and midwives
impact on global security
In the year of the nurse and midwife, a global pandemic
is not what we signed up for. Nor were we to predict how
the world would be turned upside down with grief and
devastation across the globe coupled with lethal economic
impact. At the commencement of 2020 the World Health
Organization (WHO) designated this year as the Year of the
Nurse and Midwife in recognition of the contribution nurses
and midwives make to peoples lives everyday. Nurses and
midwives are the very fabric of healthcare and now we have
learnt in real-time that health is an essential component to
global security and economic stability. The value that nurses
and midwives bring is health security; without them we
would see fragile systems dangerously vulnerable to collapse,
in the shadow of this global crisis. Now there is extraordinary
recognition, but in ways we would have never predicted.
The widespread havoc, catastrophe, and insecurity has left
the world scrambling for essential supplies, workforce,
equipment, health resources, medical breakthroughs, and
economic solutions. Whilst the pandemic is set to near wipe
out the world’s economy, many low-resourced countries are
still fighting major outbreaks of other infectious diseases
such as Ebola, and controllable infectious diseases like
measles are making a vicious return. Cholera, a disease of
the Middle Ages, continues to strike and bring devastation
to millions across low resourced countries. What have we
learnt? It is distressing to know that these diseases exist when
we know how to prevent them and the importance of public
health systems in maintaining our global health security.
Whilst Australia is in the grip of the SARS-CoV-2 (COVID-19)
crisis, there is no doubt it should be taken seriously, our
best defense at present is strong public health messaging
regarding behaviour change, coupled with a resilient and
well-resourced health workforce. Across every facet of the
health crisis are committed nurses and midwives who are
mission critical to communities’ health outcomes.
What’s past is prologue; it’s fair to say that the impact of
COVID-19 was not something the health system had prepared
for. The impact the pandemic has had and will continue to
have on our health system and every day lives will change
the future and our way of living for years to come. While
the world battles the pandemic on all fronts, mental health
is currently the great sleeper issue. The blast zone of this
pandemic will be its psychosocial impact. When we do
emerge from isolation, businesses start again and life begins
to resemble something like normal – whenever that may
be – other areas may take much longer. The warning that
more people will suffer from anxiety, fear, and post-traumatic
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stress will take a significant toll on the community for years
to come. Preparedness is focused on the here and now, and
perhaps even the next six months, but we must also be
planning now for two, five and ten years time as the impact
will be wide ranging and hidden if we do not seek it out. One
in five Australians already battle a mental illness and there
is no doubt this number will increase. Connectedness and
support is a critical consideration for the future. Preparing
the health workforce to support the community and for
the community to support the health workforce as the days
ahead will be long and hard is the challenge we now need to
equip ourselves for, and translate innovative opportunities
for long-lasting benefit.
However, I would argue there are some positives emerging.
The relentless impact of COVID-19 has resulted in the speed
we have witnessed change, for example the evolution of the
adoption of technology, government policy, and legislation,
which in the past may linger for months or years. It has been
refreshing to not be bombarded by media-fueled populist
politics and stalemates in policy decision-making driven by
bureaucracy. The bickering over the cost of public healthcare
and job losses. The vacuum created by our relatively safe
and prosperous world has disappeared. The opportunity to
enact creative thinking by necessity has resulted in a new
way of working, rapid access to health equipment, increased
production to meet demand in certain areas and in amongst
all of this has been a spotlight on the incredible work nurses
and midwives do every day. On the front line there is no
doubt that nurses, midwives, medical, allied health and other
hospital staff have a massive challenge ahead of them and it is
an investment we all need to support.
It has been said we face an enemy without a flag or a face. In
response, public trust and societal stability has been tested.
This was demonstrated by panic buying, disappearance
of medical supplies, and for many a feeling and sense of
deep loss, sadness, loneliness, isolation fatigue, fear, and
the unknown. We know the pandemic will resolve, but it
is the ability to cope, in the here and now and the wake of
destruction that is unknown. It is happening and we need to
work out how to proceed. Deep in this uncertainty are nurses
and midwives working to ensure care is delivered to those
who need it every day, now deployed to COVID-19 clinics and
managing infectious clinics, tending to those diagnosed with
COVID-19. Challenged by having to wear protective clothing
all shift and then to walk out from the shift, returning to their
family, knowing they must go back tomorrow, all the while
wondering if (or when) they will contract the illness. Some
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have now chosen to distance themselves from their family,
and their friends are, understandably, not taking the risk
to see them. Such behaviours are indicative of a challenge
bigger than any of us as individuals, so as a society we must
respond.
So how do we weather the storm and where do we find the
silver lining, together, in this twin crisis? A global health
pandemic, and an economic crisis the likes the world
has not seen since the Great Depression. These uncertain
times provide opportunities to re-evaluate operations and
lower former obstacles such as utilisation of innovative
technology resulting in the optimisation of telehealth
and mobile technology, expedite access to data, utilisation
of registries, cloud-based platforms, the value of clinical
research networks, artificial intelligence for health initiatives,
health algorithms changing how we work and where we
work enabling reach to where it is needed. The awareness and
crucial role nurses and midwives are having on our health
system is paramount. The results behavioural change at a
population level can achieve to ‘flatten the curve’ when we
stand together is immense. Noting that distancing is having
one of the greatest impacts, rapid change sees growth and
opportunity such as the importance to pull together as a
nation.
April 7, 2020 was World Health Day and deliberately coincided
with the release of the first publication of the WHO The State
of the World’s Nursing Report to mark The Year of the Nurse
and Midwife. This report provides us with a detailed snapshot
of the nursing workforce globally. The focus is to build our
future workforce, continue to foster leadership, quality care
and drive policy. Leadership that is greater than a role and
title but is responsive, engaged, drives innovation, and has
the will to act.
It is not by coincidence the WHO theme for 2020, Nurses: A
Voice to Lead – Nursing the World to Health was decided, with
many stories of true altruism, heroic leadership, delivering
quality care to those at greatest need across the world, in
a world where there is fear and uncertainty, Nurses and
midwives continue to provide hope and quality care. Whilst
there has not been the fanfare and celebrations that nurses
and midwives may have hoped for in the Year of the Nurse
and Midwife, what has emerged in the wake of this COVID-19
crisis is the worldwide awareness of the critical role nurses
and midwives play to global security – a message that no
coordinated media campaign could have achieved.
Professor Marion Eckert
Director, Rosemary Bryant AO Research Centre
Professor of Cancer Nursing
UniSA, Clinical and Health Sciences
University of South Australia
Adelaide, South Australia
Australia
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ABSTRACT
Objective: To investigate if the current onboarding
process influences the organisational socialisation
of new graduate nurses and midwives into the
workforce.
Background: Positive organisational socialisation
experience for new graduate nurses and midwives
during their entry into the healthcare environment
is an important contributor when building an
organisation’s ability to increase workforce capacity.
However, few studies have investigated the
onboarding processes to promote their organisational
socialisation.
Study design and methods: A quantitative,
descriptive, cross-sectional study design was
conducted at a large Local Health District that
provides health services to almost one million
people in metropolitan, rural and remote locations.
Participants were 170 new graduate nurses and
midwives who commenced their transition program
at 21 acute and community healthcare settings within
the District in January and February 2017. Data was
collected through a document review of current
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onboarding processes and by an online survey of new
graduates. Data sets were analysed using descriptive
statistics and content analysis.
Results: The survey response rate was 47% (n= 80).
Findings highlight that the onboarding process
provided by the District was useful for the new
graduate’s transition into the workplace. The findings
also indicated that the onboarding process was
inconsistent across different contexts in the District
and required more relevant and practical components.
In addition, the current onboarding did not
adequately provide strategies to build relationships
for new graduates within their work environments.
Discussion: This study provides valuable insight into
current onboarding practices in both metropolitan
and rural contexts and highlights gaps in this
process across the health District. The findings of
the study provide insights and future direction for
improvements by addressing the inconsistency in
the structure and content of orientation programs.
The need for more accessible and consistent
organisational information and a more structured
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framework for the organisational wide onboarding
process was also identified.
Conclusion: Re-design of an onboarding process
that is relevant, consistent and enhances
relationship-building is imperative to meeting both
the professional and organisational needs of new
graduate nurses and midwives.
Implications for research, policy and practice: The
findings of the study imply a need to streamline the
onboarding process to provide greater opportunity for
new graduates to develop and sustain professional
networks and associated workplace relationships
regardless of their locations. They also signal a need
to develop policies practice and future research
to assist a better organisational socialisation, in
particular, the allocation of resources, better utilisation
of time spent on education and workplace support in
the transition into their clinical workplaces.
What is already known about the topic?
• Supporting new graduate nurses and midwives in
their first year is important for their transition into

INTRODUCTION
Organisational socialisation is critical for new employees
as it is a learning and adjustment process that enables
an individual to assume an organisational role that
fits both organisational and individual needs.1 Further,
organisational socialisation is emphasised in the literature
as crucial and necessary to assist new employees with the
capability to transit into the workforce.2,3 This is because
organisational socialisation provides opportunity to gain
organisational knowledge and increases the new employees
understanding of organisational expectations, and its culture
in their particular profession.2,4 Hence, organisational
socialisation assists new employees to assimilate into their
new work community with reduced uncertainty because
of access to organisational information such as policies
and procedures and introduction to ways of working and
building relationships.2 Organisational socialisation also
assists new employees to develop relationships with others,
while learning the social norms and how the organisation
operates.3–5
Organisational socialisation is a dynamic and complex
concept and an important step is ‘onboarding’.1,2
Onboarding is defined as the process of helping new
employees adjust to social and performance aspects of their
new jobs.2 Health organisations provide an onboarding for
new graduate nurses and midwives (NG) aimed at facilitating
their organisational socialisation in the initial period
of employment. A positive organisational socialisation
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the workforce and to increase their retention in
the profession.
• Onboarding processes for new graduates during
their transition into the workplace enhances their
professional knowledge and confidence, which
increases their capacity to provide safe quality
healthcare.
• Few studies have investigated the relationship
between the onboarding process and the
promotion of organisational socialisation within
the first three months of entering the health
workforce.
What this paper adds:
• Findings identify the need to improve the
onboarding process to better meet the complex
needs of the new graduates.
• Implementation of a tailored onboarding process,
especially in rural and specialty areas improves
organisational socialisation.
Key words: Onboarding; orientation; personal
support; transitioning to practice

experience for NGs during their transition and entry into
the healthcare environment is an important contributor to
building an organisation’s ability to retain staff and increase
workforce capacity.4
The onboarding process is recognised as an important
priority for policy makers, administrators and educators
working within healthcare environments,4,6 a number of
aspects to the onboarding process for NGs are identified in
the literature. These include structured or non-structured
orientation programs, preceptorship/mentorship
programs, supernumerary time, and professional education
opportunities.7–9 Orientation programs have been used as
an onboarding strategy to assist NGs to gain organisational
knowledge and skills so they can assimilate and perform in
the workplace.2,10 Support through preceptorship and/or
mentorship, including supernumerary time, and providing
education and training is also recognised as essential during
the transition of NGs into clinical practice.11–13
It has been identified that some NGs feel inadequately
prepared through their university studies to work in
healthcare work environments.13,14 In fact, the transition
of NGs into healthcare work environments is described
frequently as stressful.15 Some authors described expectations
that NGs need to ‘hit the ground running’.16 If NGs are not
provided with clear direction and mentorship in the first
few months of practice they are known to develop role
ambiguity, characterised by coping poorly, anxiety and a
lack of confidence.3,4 Similarly, an Australian mixed method
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cross-sectional study exploring the experiences of NGs in
their first year of employment indicated there was a lack
of evaluation of onboarding processes for NGs in health
services in New South Wales (NSW), one of the largest states
in Australia.17 In particular, there is a lack of information on
the NGs perspectives about their experiences in both rural
and metropolitan health service settings.17 Addressing the
NGs’ needs through a substantial and relevant onboarding
process may be beneficial in improving their performance,
job satisfaction and long term retention.18,19 This aspect
of organisational socialisation may be pivotal for the
retention of the Australian nursing and midwifery workforce,
experiencing long term workforce shortages.20
The District involved in this study has experienced an increase
in NG recruitment of 33% across a ten year period (171 NGs in
2008 to 228 NGs in 2018),21 paralleling with increasing intakes
of nursing students in surrounding universities. Therefore, it
is timely for the District to explore the effectiveness of its
onboarding processes in meeting the socialisation needs
of those NGs. This aligns with the NSW State Health Plan that
emphasises support and development of NGs into their
clinical roles.22 As the initial onboarding experience
is known to improve job performance and job satisfaction
and reduce unwanted turnover,2 it is therefore important
that organisations optimise their onboarding processes. The
study presented in this paper aims to provide a deeper
understanding of the onboarding process of NGs, its impact
on them, and to identify key priority areas in the onboarding
process for healthcare organisations employing NGs.

DATA COLLECTION
Phase one: A review of current onboarding processes was
undertaken through examination of current programs
and related documents, specifically reviewing orientation
programs and induction, supernumerary days, personal
support offered, and NGs information sources.
Phase two: An online survey containing 41 items was
circulated via work email to the 170 NGs at four to six weeks
after commencement of employment. The survey was opened
for six weeks with a reminder sent half way through at
three weeks.

DEVELOPMENT OF SURVEY
The survey was developed based on key constructs identified
in an extensive literature review and modifications made
from a previously validated survey used by Parker et al.17
by adding questions specifically related to the onboarding
process. The survey collected information on NG
demographics, prior nursing/midwifery work experience,
program structure and content relevance along with
locations and NG satisfaction with the onboarding process.
The survey also included a total of 19 items that explored
future education topics; four items about organisational
information, seven items about ways of working and eight
items related to coping skills. Content validity was ensured
through consultation with seven nursing and midwifery
leaders, including clinical educators and NG coordinators
who reviewed the survey and provided feedback.23

This study used a quantitative, descriptive, cross-sectional
study design.

Survey questions were structured as either multiple choice
questions or as a Likert scale where respondents were asked
to choose an option from 1 (strongly disagree) to 5 (strongly
agree). The respondents were provided with free text fields
on some questions so that they could make additional
comments.

SETTING

DATA ANALYSIS

The setting was a large health district (the District) in
New South Wales, Australia, providing health services
to almost one million people in metropolitan, rural and
remote locations. The District consists of three tertiary
referral hospitals, four rural referral hospitals, 22 district and
community hospitals, 70 multipurpose services and
community health services, three mental health facilities and
one residential aged care facility spread across 25 local
government areas (geographically about 133,000 square
kilometres in size).

Quantitative data were analysed using descriptive
statistics and frequency distribution and additional free
text comments were analysed using content analysis as
described.24 All text was analysed by taking the following
steps: read and re-read the texts, condense into meaningful
units, formulate codes, develop codes into categories and
create themes.

STUDY DESIGN AND METHODS
DESIGN

PARTICIPANTS
One hundred and seventy NGs who commenced their
transition program in the health District in January and
February 2017 across 21 acute and community healthcare
settings.
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ETHICAL STATEMENT
Approval to conduct this study was granted by the District
Ethics Committee (HNEHREC Reference No: 16/12/14/5.14).
Completion of the online survey implied consent. NGs
were informed that participation was voluntary and all
information obtained during the course of the study was
de-identified to ensure anonymity.
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RESULTS
PHASE ONE: REVIEW OF THE CURRENT
ONBOARDING PROCESS WITHIN THE DISTRICT
New graduates were expected to participate in the following
four orientation components in a face-to-face mode across
the District: 1) Corporate orientation: a two-day program
which included organisation information (eg. clinical
governance, ethics, staff health and security) and mandatory
education (manual handling, infection control, fire safety,
roles and expectation of nurses/midwives); 2) NG specific
orientation, where the information provided focused on the
perceived needs of new graduate nurses and midwives;
3) Ward induction, focused on specific ward information;
4) Supernumerary days, allowing the NG to not have a
patient load. Wide-ranging variations were identified in
these four orientation components. Further review identified
that the length and content of each component of the
program varied depending on location, facility resources
and the needs of speciality areas. An acute care hospital in a
metropolitan environment allocated a minimum of three
days for orientation, whereas an acute care setting in a rural
area provided a total of five days orientation. In addition,
new graduates in rural or remote areas and speciality areas
such as mental health or critical care were more likely to
participate in a longer orientation period, as much as two
weeks. Depending on the facilities, the length of orientation
and education topics were varied. For example, medication
safety was included in all orientation programs, but the
length of the sessions ranged from 30 minutes in one facility
to 120 minutes in another facility, and a medication safety
competency assessment was only included in two facilities.
In addition, NGs from all facilities were provided with a
site-specific NG Handbook that guided them in their first
year of clinical practice. The content and extent of this
information varied, with much duplication of information

in the handbooks. The District, in collaboration with NSW
Health, was working towards providing greater capacity for
staff to undertake online courses including specific modules
for NGs, however there was limited uptake of online courses
included in the onboarding process, with a greater reliance
on nursing/midwifery educators.

PHASE TWO: SURVEY RESULTS
The survey yielded a 47% response rate (n=80). The
characteristics of respondents were similar with the cohort
of NGs who commenced their work, except there was less
representation of male respondents in the survey (see
Table 1). The majority of respondents (66%, n=53) were
aged 20-29 years and 75% (n=60) reported having had prior
nursing and/or midwifery experiences before recruitment
to the NG program. The respondents were almost equally
located between metropolitan facilities and rural/remote
facilities, and 34% (n=27) needed to relocate to take up
their employment. Overall, all except one (98.8%) of the
respondents stated they were happy to commence their work
at the District.

ORIENTATION, WARD INDUCTION AND
SUPERNUMERARY TIME
All NGs attended either Corporate Orientation or New
Graduate Orientation with orientation periods varying
from one day to two weeks. Over 30% of respondents (n=25)
identified that they did not participate in a ward induction,
but the rest attended one to two days ward induction. All
except six NGs had supernumerary days, which varied from
one day up to two weeks.
Further, 82% (n=66) of respondents agreed that ‘the
orientation program was beneficial to a new employee’ in
their transition period. The following comments reflect the
NGs satisfaction with the orientation program:

TABLE 1: CHARACTERISTICS OF RESPONDENTS

Age

All NGs (N=170)

Respondents (N=80)

20–29 years old

73% (125)

66% (53)

30–39 years old

18% (30)

24% (19)

40–49 years old

6% (10)

8% (6)

3% (5)

2% (2)

12% (20)

2% (2)

≥50 years old
Gender

Male
Female

Location
Prior nursing and/or midwifery experience

†

The duration of your experience
†

6

88% (150)

98% (78)

Metropolitan

65% (111)

54% (43)

Rural

35% (59)

46% (37)

Yes

70% (119)

75% (40)

No

30% (51)

25% (20)

≤ 12 months

30% (35)

31% (19)

>12 months

70% (135)

69% (41)

Some respondents had worked more than one job.
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‘It was great. I felt very supported and welcomed. Coming
from out of area it was a great introduction to the XX Hospital
and made an enormous difference in my transition into the
workplace. I would definitely continue it for future New Grads.’
(Metropolitan area)
‘It has been great so far and I really have enjoyed my overall
time here at XX Hospital.’ (Rural area)
Respondents (n=53) also made comments suggesting areas
for improvement in the orientation process such as need for
relevance, practicality and redesign of supernumerary days.
Ten comments related to the relevance of the content in
meeting NGs particular workplace needs. They pointed out
that some information was redundant, for example, topics
that had previously been covered by their university study
or NGs previously employed in a different capacity at the
District were required to re-attend the orientation program.
Two respondents highlighted the need for more localisation
of content of the orientation program.
‘(The orientation program) feels like a one-size fits all
process.’ (Rural area)
‘I went to XX Hospital for my orientation and I am working a
Y Hospital, and the orientation at XX Hospital was very site
specific and not relevant to me.’ (Rural area)
Eleven comments were about the need for orientation topics
to be more practical to assist with familiarising NGs to the
clinical practice environment.
‘Introduction to all the programs that nurses use on the wards,
what they are for, and how they are used would be helpful. They
are hard to navigate and use when in the first few weeks of the
first rotation.’ (Metropolitan area)
‘Include education on expectations of documentation e.g. falls
risk, Waterlow score, and explanation of CPD points, how it
works, how to document points etc.’ (Rural area)
Some respondents asked for demonstrations of certain
procedures to enhance their skill in areas that are relevant
and important to the organisation, such as the use of
computer system procedures for leave requests, and how
to manage rosters and source policies. Another element
highlighted for improvement in the orientation program was
the lack of information available about Aboriginal health and
staff health and lack of guidance or support in developing the
competency levels they needed to achieve.

A further eight comments related to supernumerary
days, and indicated a lack of clarity about the role and
responsibilities of preceptors and NGs, and a lack of
transparency about the goals of supernumerary days.
‘I was allocated three booking in visits on my first day without a
proper supernumerary day. I found this scenario to be extremely
challenging.’ (Metropolitan area)
‘We need to have more appropriate supernumerary buddies.
Educate nurses on being supernumerary buddies so they know
what to do and how to support new grads. My buddy gave me
two of her patients without an introduction to the ward and sat
at the desk for most of the day. She also only worked one day a
week on that ward. Not an appropriate buddy.’ (Rural area)

PERSONAL SUPPORT
Respondents were asked to rate the types of personal
support they were being offered during the first month of
their employment. The majority indicated that all types of
personal support were beneficial (Table 2). In particular, 94%
of respondents agreed that the benefit of support from a
clinical mentor/preceptor or clinical educators in the initial
part of their working life as new nurses or midwives was most
beneficial. Some respondents were not sure how beneficial
regular meetings with managers and clinical supervisors
were, but they felt there was a need for them.
Twenty percent of respondents (n=16) made comments about
the importance of personal support and the lack of access
and consistency of access to personal support.
‘Having XX as an educator has been my survival line. XX really
helps the transition and also to be there to help explain things
on the ward and help us’ (Rural area)
‘Having a mentor on the ward has been amazing to bounce
questions off and know that they are okay with that rather than
burdened by it. Regularly seeing the educators has also been so
good to chat about different situations and get a helping hand.
…(with) a skill I was not confident with on my own but now
feel confident following supervision and guidance from the
educators.’ (Metropolitan area)
‘Different wards provided differing levels of support. I found to
have a lot of support in Medical 1 was brilliant and so helpful
and I found to have very minimal support in Surgical 2 which
was really hard and not fair as it has a heavy workload and is a
difficult ward to work in as a new grad RN.’ (Rural area)

TABLE 2: TYPE OF PERSONAL SUPPORT YOU FEEL WOULD BE BENEFICIAL TO YOU DURING THE TRANSITION
PROGRAM
(Strongly) Disagree
Clinical Mentor/Preceptor
Regular meeting with Nursing/Midwifery Unit Manager
Regular meeting with Clinical Educator
Clinical Supervision

7
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Neutral/Don’t know

(Strongly) Agree

1.25% (1)

4 5% (4)

93.75% (75)

10% (8)

17.5% (14)

72.5% (58)

0% (0)

6.25% (5)

93.75% (75)

3.75% (3)

21.25% (17)

75% (60)
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FUTURE EDUCATION NEEDS
Respondents were provided with a list of topics grouped
into three categories; organisational information (OI), ways
of working (WOW) and coping skills (CS). The Phase one
of the review of current onboarding processes identified
these to be the topics of education days throughout the year,
rather than during the initial onboarding period. They were
asked to rate the importance of each topic to their future
educational needs. Table 3 demonstrates that respondents
rated all three categories highly. In addition, more than 95%
of the respondents strongly agreed or agreed that some
educational topics should be addressed at the beginning
of their transition period, for example, knowing roles
and responsibilities, patient assessment, prioritising and
planning, time management and introductions to other new
graduates.

DISCUSSION
This study provides valuable insight into current onboarding
practices in both metropolitan and rural contexts and
highlights gaps in this process in a District where 170 NGs
commenced their professional practice together. Thirty

percent of this cohort were mature aged NGs, following a
trend identified by Kenny et al.16 Study findings are similar to
those in a study of NGs in NSW public sector,17 with almost
70% of NGs having more than 12 months prior nursing and
midwifery experience. These characteristics impact on a
NGs socialisation into the organisation as their life and work
experiences are factors that need to be taken into account
when planning onboarding processes.3
The District’s efforts to enhance socialisation were accepted
well by the NGs, with almost all respondents identifying
that they accessed a variety of onboarding processes such as
corporate orientation, new graduate orientation sessions,
and supernumerary days. They found that these onboarding
processes were useful for their organisational socialisation in
the beginning of their professional practice. However, more
than 30% of respondents reported not having a ward specific
induction. The District where this study was conducted uses
the ward induction as an opportunity for NGs to familiarise
themselves with their immediate working environment and
identify the people they work with. This could be a critical
limitation of the onboarding process as relationship building
is key in organisational socialisation of NGs and a challenge
for NGs.4

TABLE 3: FUTURE EDUCATION TOPICS

OI

An overview of the organisation

WOW

Neutral/Don’t know

(Strongly) Agree

3.75% (3)

13.75% (11)

82.5% (66)

Your rights and responsibilities as a nurse/midwife

1.25% (1)

5% (4)

93.75% (75)

Incident reporting

1.25% (1)

10% (8)

88.75% (71)

Education management system

1.25% (1)

8.75% (7)

90% (72)

Patient assessment

1.25% (1)

2.5% (2)

95% (76)

Documentation
Cultural awareness
Essential of care

§

Excellence*
Work health and safety
Infection control
CS

(Strongly) Disagree

Prioritisation and planning

2.5% (2)

11.25% (9)

86.25% (69)

3.75% (3)

8.75% (7)

87.5% (70)

2.5% (2)

10% (8)

87.5% (70)

5% (4)

10% (8)

82.5% (66)

3.75% (3)

13.75% (11)

82.5% (66)

5% (4)

12.5% (10)

82.5% (66)

0% (0)

3.75% (3)

96.25% (77)

Time management

2.5% (2)

2.5% (2)

95% (76)

Stress management as a new employee

2.5% (2)

8.75% (7)

88.75% (71)

5% (4)

12.5% (10)

82.5% (66)

Conflict resolution strategies

Communication strategies

3.75% (3)

7.5% (6)

88.75% (71)

How to deal with discrimination/racism/bullying

6.25% (5)

6.25% (5)

87.5% (70)

Network building

2.5% (2)

12.5% (10)

85% (68)

Introduced to other new starters

2.5% (2)

5% (4)

92.5% (74)

§ Essentials of care: a model of care.25
*Excellence includes Hourly patient rounding, Bedside clinical handover, Patient care board, and Follow up phone calls.25
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Based on the findings of this study, the authors are calling
for improvements in addressing the inconsistency in the
structure and content of the orientation programs, and the
quality of supernumerary time and levels of support across
facilities and even at ward level. In addition, the respondents
asked for more practical and relevant information to
support them through their initial transition into the
workforce. Suggestions covered more information about
the organisation, ways of working and coping skills. Further,
some respondents described parts of the onboarding process
as repetitive and unnecessary. A number of respondents were
required to complete six mandatory education modules,
which they had previously completed as part of their
clinical placements. Respondents who previously worked
in the District as enrolled nurses or as assistants in nursing
prior to being employed as NGs, felt they did not need to
attend another corporate orientation. However, attending
orientation again as a NG may be useful as the content of the
program may differ from previous orientation programs,
particularly if they were located in a different facility/ward as
the localised content would differ. This point is particularly
relevant for respondents in rural and remote locations,
who at times felt geographically isolated. NG respondents
employed in small rural locations needed to attend their
orientation program in a larger facility, but found the content
of this orientation not particularly relevant to their smaller
facilities.
The importance of a clinical mentor/preceptor and
supportive manager in the transition is well established in
the organisational socialisation.4,11,17,26 Personal support was
seen as an important element of the onboarding process
by NGs, who agreed that it helped them with learning
coping skills such as relationship building and time/
priority management skills in their initial six weeks of
employment. However, at the same time, NG respondents
reported that personal support, especially with availability
and accessibility was not adequate at times. The provision of
personal support assists the NGs’ ability to learn workplace
cultural norms, to build relationships with colleagues,
and confidence,13,27 and is therefore identified as one of
the key aspects that requires improvement in the current
onboarding process in this District.
The findings from this study highlight an onboarding
process that needs to be more tailored to the individual’s
needs to make it more meaningful, relevant, and engaging.
It calls for a District level open discussion about sustainable
and practical onboarding strategies that better meet the
needs of individual NGs. Similar to findings in the study
by Parker et al.,17 the need for better provision of consistent
organisational information and a structured framework
for an organisational onboarding process is required. An
exploration of the feasibility of alternative models, such
as a centralised internet based repository of relevant
information for NGs that links to policy documents,
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organisational information and clinical practice may be a
solution to address the lack of access to information. This
could be especially useful for the District which now employs
more than 220 NGs annually in geographically dispersed
healthcare settings. A successful onboarding process to
maximise organisational socialisation of NGs will enhance
job satisfaction and retention, and potentially achieve the
provision of quality healthcare by an adequately skilled
nursing and midwifery health workforce.

LIMITATIONS OF THE STUDY
The study focused on an investigation of a small number
of NGs’ and reflected the onboarding experiences
following a period of three months from commencement
of employment in one District only. Results of this study
may not be generalisable to other health areas, states and
countries. Further investigations about how the onboarding
process would impact socialisation across a longer term
would be useful, and how it relates to the competence of
NGs’ to deliver evidence-based, safe patient care.

CONCLUSION
Onboarding processes for NGs are important to provide
a smooth and meaningful transition experience into
health organisations and clinical practice environments to
ensure a more positive experience and increase employee
engagement. This is critical, especially for health services
which often experience high vacancy rates. This study has
been instrumental in facilitating open discussion about the
level and type of organisational support required for NGs.
It has also been the driver for the exploration of sustainable
strategies to meet NGs’ needs. Re-designing the onboarding
process to make it more relevant and consistent will enhance
relationship-building and employee socialisation which are
imperatives when trying to meet both the NGs professional
needs and those of the organisation.
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ABSTRACT
Objective: The aim of this paper is to report on
registered nurses’ adherence to current Australian
health behaviour recommendations. Barriers and
facilitators to healthy lifestyles, and their attitudes
towards being role models and promoting healthy
lifestyles to their patients.
Background: It is widely accepted that a healthy
diet, limiting alcohol consumption, abstinence from
smoking and regular physical exercise are important
components of healthy lifestyles and play a
significant role in preventing chronic diseases. Nurses
are well situated to contribute to providing health
and patient education regarding modifiable health
risk factors, however their own adherence to health
behaviours may impact this.
Study design and methods: The research is a
mixed methods study of 123 registered nurses from
both public and private organisations in regional
Queensland. Data for this paper were generated from
an online survey which is the first of two phases in
the broader study.
Results: Four health risk factors were examined; diet,
smoking, physical exercise and alcohol consumption.
BMI was also calculated and considered as a fifth
risk factor. Of this sample, 13% of participants met
the guidelines for fruit and vegetable intake, 5.2%
smoked, and only 24.2% exercised enough to be
classed sufficiently active for their health. Of the
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93.62% of participants whom consumed alcohol,
69.3% consumed more than two standard drinks/day.
The most common barriers to adhering to healthy
lifestyles were shift work, long working hours and
family commitments.
Conclusion: Many nurses are not adhering to healthy
lifestyle recommendations. It is recommended that
the health and wellbeing of our health professionals,
especially nurses be considered. Providing support
and resources to enable them to care for themselves,
may in turn allow them to better care for patients.
Implications for research, policy, and practice:
Research is needed into strategies to enable
registered nurses’ better work/life balance. To make
a real difference to health outcomes, nurses own
health and health education needs to be made
a priority that is supported and implemented at
multiple points: by policymakers, within nursing
practice, nursing curriculum, and in healthcare
institutions. Nurses need to be supported to
provide health education to their patients with
better resources, education, and time allocation.
Future research should include studies conducted
in different regions or ideally a large nationally
representative sample.
Key words: lifestyle risk factors, health behaviour,
physical exercise, patient education
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What is already known about this topic?
• Healthy diet, limiting alcohol consumption,
not smoking and regular physical exercise are
important for healthy lifestyles.
• Nurses are seen as role models for patients and the
community.

OBJECTIVE
It is widely accepted that a healthy diet, limiting alcohol
consumption, abstinence from smoking and regular physical
exercise are important components of healthy lifestyles and
play a significant role in preventing chronic diseases.1 There
is a lack of adherence to healthy lifestyles, at a population
level, that has contributed to the increasing prevalence of
obesity and smoking related illnesses.2 This phenomenon has
attracted significant attention at both national and global
levels. Nurses are well positioned to contribute to providing
health and patient education regarding modifiable health
risk factors.3 However, some studies report that nurse’s
personal adherence to healthy lifestyle recommendations
is decreasing.4–6 Furthermore, nurses’ own behaviours and
values are believed to impact on the quality and amount of
health education they provide to their patients.3,7
This paper presents the findings of an exploratory research
project that considered the role of registered nurses (RNs)
in promoting healthy lifestyles. Underpinning the research
is the premise that whilst health education is a recognised
standard for practice for Australian RNs,8 the reality of
nursing practice is significantly restricting the ability of
nurses to adequately meet this competency expectation.9
Furthermore, nurses’ own health behaviours may be an
inhibiting factor in nurses effectively promoting healthy
lifestyles to others.

BACKGROUND
In Australia, the Standards for Practice require that the role of
the RN includes the promotion and maintenance of health
and prevention of illness for individuals.8 Standard 2.4 states
RNs are to ‘provide support and direct people to resources
to optimise health-related decisions’ whilst standard 3
mandates that RNs must ensure their own health and
wellbeing as well as ‘provide information and education to
enable people to make decisions and take action in relation
to their health’.8 However, sometimes there is a dissonance
between what nurses educate their patients on in regard to
healthy lifestyles, and their own health behaviour.10,11
When RNs personally engage in behaviours that are
detrimental to their own health, they not only put the
profession in a negative light,12 but their health behaviour
may negatively impact on the behaviour of others through
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What this paper adds:
• Insight into nurse’s adherence to health guidelines.
• Nurses beliefs of how their own behaviours impact
their role model status and the health education
they provide to people they care for.

behaviour modelling.13 Research is being undertaken to
identify the cause of dissonance between what nurses say
and what they do, and the rationale behind what prevents
some nurses from adhering to the health behaviour they are
expected to teach and model.5 In Australia, with increased
attention on preventing and decreasing lifestyle-related
diseases, nurses are anticipated to be behavioural role models
for their patients, families and the wider community.14
When nurses adhere to healthy lifestyles it not only enhances
their own health but also increases their credibility as health
educators and role models. The focus of the work to date
has been on the four modifiable health behaviours most
commonly reported by the World Health Organization
(WHO): smoking, unbalanced diet, excessive alcohol
consumption and lack of physical activity.1 Little is currently
known of the personal dietary and exercise patterns of the
RN workforce from an Australian perspective. One crosssectional Australian study by Perry and colleagues found that
even though nurses perceive they have good health, almost
half indicated they had chronic disease and other health risk
behaviours.12 Other worldwide studies have tended to
concentrate on health behaviours in nursing students,13
obesity in healthcare workers,15,16 and the impact of shift
patterns on the health of nurses,17,12 and health and chronic
diseases.5 However, research into actual excess weight and
associated health behaviours in nurses is limited.18 Of the
studies conducted on nurses, most have identified
prevalence rates of health risk factors amongst nurses at least
equivalent to, or greater than general population levels.5,12
The relationship between nurse’s personal health behaviours
and nurse’s counselling of patients about health issues has
been examined in several studies. Researchers have found
that nurses who practised positive healthy behaviours
were more likely to advise patients in relation to these and
reported that compliance of health promoting behaviours in
patients had been influenced by the behaviours of those
nurses caring for them.7
The Australian guidelines for adults’ state: ‘Guideline 1 drinking no more than two standard drinks on any day
reduces the lifetime risk of harm from alcohol-related disease
or injury’.19 The guidelines also recommend that to reduce
the risk of injury on a single occasion ofdrinking, adults
should drink ‘no more than four standard drinks on a single
occasion’ (Guideline 2).19 Australian dietary guidelines
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recommend a daily intake of five servings of vegetables and
two servings of fruit.20 The recommended national guidelines
for physical activity are exercise at least five days per week,
with 150 minutes or more being classed as sufficiently active
and less than 150 minutes per week or less than five sessions a
week classified as ‘insufficiently active’ to maintain health.21
There have been no studies identified that focus on RNs in
regional Australia, where the general population are found
to have higher rates of smoking and alcohol consumption,
and lower rates of meeting physical activity and fruit and
vegetable consumption than urban populations.22 This paper
focuses on the first phase of a larger exploratory, sequential
mixed methods study. This research aimed to measure the
prevalence of modifiable risk factors in RNs within a regional
Queensland area and to explore the perceptions of nurses
towards promoting healthy lifestyles to their patients.

METHOD
A cross-sectional, online (SurveyMonkey®) anonymous
survey of RNs in the region was conducted (n = 123).

DATA COLLECTION
The survey instrument was developed using core items from
the National Health Survey (NHS) and National Nutrition
and Physical Activity Survey (NNPAS).21,24 Full details of
the survey design and measurements are available on the
ABS website.21 The instruments were adapted for this study
by selecting scales or questions of direct relevance to the
research aim. Questions were included that related to the
health risk factors of tobacco smoking, dietary behaviours
(fruit and vegetable intake), physical activity, alcohol
consumption, height, weight as well as self-rated health and
weight status. Self-rated health is a commonly used health
outcome measure and has been found to be valid and reliable
in a wide range of populations.25 The survey also included
open-ended questions relating to: barriers RNs face in
adopting and maintaining healthy behaviours themselves;
and suggested strategies to overcome these barriers, and
whether they believed that nurses who engage in unhealthy
behaviours are less likely to counsel their patients on these
behaviours. As the tool utilised a variety of formats in the
question designs, Cronbachs alpha was unable to be used
for validity.26 A copy of the final survey is available from the
corresponding author on request.

PARTICIPANTS
Convenience sampling was utilised and data collected via an
online survey, hosted on SurveyMonkey®. The explanatory
letter on the first page of the survey outlined the research
project and reminded participants of the inclusion criteria,
that is, RNs who lived in the study region. The survey was
posted to social media accounts; that being the researchers’
personal Facebook page and the local nurses Facebook group
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via hyperlink, asking RNs to share on their own pages and
also a URL to share via email with those that did not have
access to Facebook. To reduce the effects of selection bias
within the limits of the study, the survey was anonymous,
and nurses were asked to share as broadly as possible with
colleagues.

DATA ANALYSIS
The data was downloaded from SurveyMonkey® into
Microsoft Excel for checking and cleaning before being
uploaded to SPSS v22 for statistical analyses.27 Frequencies
and descriptive statistics were generated and checked for
each variable and any statistical outliers were identified.
The open-ended question data from the individual responses
were analysed using both content and thematic analyses
identifying key words, frequencies and themes. Content
analysis was used to code the responses to the first three
open-ended questions as the responses were only short.28 An
inductive categorisation method was utilised in which
recurring factors found in the responses were identified.29
The final open-ended question was analysed using thematic
analysis as participants had responded in short paragraphs
allowing emergent themes to evolve from the data.

ETHICS
The project received approval by the Human Ethics Research
Review Panel at CQUniversity (PROJECT H14/07-167).
Participant consent to take part in the study was indicated
upon their completion and submission of the survey.

RESULTS
In total 123 responses were received of which 101 had
complete data and were subsequently analysed. The
estimated population of RNs in the region is 600, according
to Human Resource records from Qld Health and the
private healthcare facilities. Therefore, the response rate was
estimated to be approximately 20.5% of RN population.
The age distribution (23-65 years, average 47 years) of the
sample is relatively consistent with the RN population of
Australia, which is 44.4 years.30 The distribution of gender in
this sample was 90% females and 10% males. All participants
were qualified RNs working: part-time (51%); full-time
(46%); or currently unemployed (3%). The average years of
experience were 17.16 years (SD 12.435).

SELF-RATED HEALTH AND WEIGHT
Participants rated their health on a standard five-point scale
from excellent to poor with the majority rating their health
as being good (42%). Participants self-rated their weight status
although when their Body Mass Index (BMI) was calculated
using their self-reported height and weight, estimations
of weight classification were consistently inaccurate
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(see Table 1). When asked had their weight altered in the
last twelve months, 22.7% reported an increase while 25.7%
reported a decrease; 51.5% reported their weight had stayed
the same.
TABLE 1: COMPARISON OF PARTICIPANTS’
SELF-RATED WEIGHT VS. CALCULATED BMI
Weight status

Self-Rated
(%)

BMI*
(calculated)

Australian
general
population
(%)

Overweight* for BMI
includes Overweight
and Obese

57.84%

70.21%

63.4

Healthy Weight

39.22%

29.79%

35.0

Underweight

0.98%

Not
calculated

1.6

Currently pregnant

1.96%

Not
calculated

n/a

Total N=102

HEALTH BEHAVIOURS
Only 5.2% of participants identified that they currently smoke
(4.2% daily smokers; 1% less than daily). Of those participants
who responded that they did not currently smoke, 55.6%
identified as ex-smokers and 15.7% as having never smoked.
Nearly all participants in this study (93.62%) reported having
consumed alcohol in the last 12 months: less than weekly
(56.82%); 1-2 days a week (17.05%); 3-4 days a week (12.5%);
5-6 days a week (7.95%); and every day (4.55%). On
the occasions that they did drink alcohol in the last
twelve months, 69.3% reported drinking more than the
recommended two standard drinks on a single occasion,19
and 39.7% reported drinking more than the recommended
four standard drinks on a single occasion. The 55-64 year age
group (N=16) most closely met the Australian guidelines for
alcohol with 56.3% drinking within acceptable limits.19 Over
the last twelve months, 8.89% said their alcohol intake had
increased, 21.11% said it had decreased and 70% said it had
stayed about the same.
TABLE 2: PERCENTAGE OF PARTICIPANTS THAT MET
ALCOHOL GUIDELINES
Age Groups

% of sample that met NHRMC guidelines for
alcohol consumption
Guideline 1

Guideline 2

Both
Guidelines

18-24

60.0

60.0

20.0

25-34

50.0

56.3

43.8

35-44

36.7

50.0

30.0

45-54

40.6

65.6

37.5

55-64

56.3

87.5

56.3

65-74

100.0

100.0

100.0
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Only 18% of participants were meeting the Australian dietary
guidelines’ recommended intake of vegetables (five servings
per day), but 61.7% were meeting the recommended daily
intake of fruit (two servings per day).20 When compared
to the guidelines, 13% of participants met both the
recommended daily guidelines for vegetables and fruit.
The age group most likely to meet the dietary guidelines were
between 45 and 54 years (30.8%). Those who worked parttime (15.7%) were also more likely to adhere to the dietary
guidelines.
Physical activity was analysed based on whether participants
met the recommended national guidelines.21 Nearly all
participants (N=99) responded to the questions regarding
their physical activity. Table 3 shows that over half of the
participants exercised less than 150 minutes per week and
were classified as ‘insufficiently active’ to maintain their
health. The age group that met the guidelines the most was
45-54 years (52.9%).
TABLE 3: COMPARISON OF PARTICIPANTS’ PHYSICAL
ACTIVITY TO THE RECOMMENDED GUIDELINES VS.
THE AUSTRALIAN POPULATION
Recommended
Guidelines

% of
Participants

% of Australian
general
population

Sufficiently active:
150 mins or more and five
sessions per week

24.2

55.5

Insufficiently active:
1-149 mins or less than five
sessions/week

59.6

29.7

Inactive:
0 mins

16.2

14.8

ADDING UP THE LIFESTYLE RISK FACTORS
The prevalence of risk factors is frequently considered in
isolation. However, there is increasing evidence that they also
have an interactive and cumulative effect.22,31 Figure 1 shows
the six risk factors used in the analysis for this section.
RISK FACTOR

GUIDELINE IDENTIFIER

Smoking

Current daily smoking

Physical inactivity

Insufficient time and sessions

Low fruit consumption

Less than two serves

Low vegetable
consumption

Less than five serves

Risky alcohol
consumption

Over two standard drinks in
any one day

Obesity

BMI of 30 or more

FIGURE 1: RISK FACTORS USED IN THE ANALYSIS FOR THIS
SECTION
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TABLE 4: PERCENTAGE OF MULTIPLE RISK FACTORS
COMPARED TO AGE GROUPS
Age
Groups

Whilst another discussed an improvement to rostering:
‘If shift rotation must be done, do the shifts in blocks so that a
routine for eating, sleeping and living can be established.’

% of age group with multiple risk factors
0

1

2

3

4

5

6

18–24

0.0

0.0

20.0

60.0

20.0

0.0

0.0

25–34

0.0

6.3

37.5

25.0

25.0

0.0

6.3

35–44

3.3

3.3

6.7

40.0

40.0

6.7

0.0

45–54

3.1

3.1

12.5

50.0

18.8

9.4

3.1

55–64

0.0

12.5

31.3

31.3

18.8

6.3

0.0

65–74

0.0

0.0

0.0

0.0

100.0

0.0

0.0

Most participants (98%) had at least one of the six risk factors
listed above (Figure 1), with the majority having two to four
(85%) (Table 4). There was no significant difference in the
distribution of risk factors according to gender or age. This
may be attributed to the sample being mostly female and the
median age 47 years.

BARRIERS AND STRATEGIES
These questions asked participants to elucidate on the
barriers and strategies to adopting and maintaining healthy
behaviours themselves. Participants identified two main
issues regarding perceived barriers RNs face in adopting and
maintaining healthy behaviours themselves. Shift work and
working long hours were cited by many participants (61.5%),
with time and family commitments also being cited by
almost half (47.4%). The detrimental impact of shift work was
described by one participant:
‘Shift work and being on our feet all day, early starts, makes me
tired, so I am more reluctant to go to the gym or go for a run.
Doing shift work makes it hard to get into a good routine with
diet sometimes also.’
Whilst the lack of time was explained by another participant:
‘Time poor. I go to work, long hours, then come home to family,
kids, chores and it is often extremely difficult to find ten minutes
to do a survey let alone find 30 minutes to walk around the
block.’
When considering strategies to overcome perceived barriers
to adopting and maintaining healthy lifestyles, prioritising,
planning and making time was reported as a potential
strategy by 34.4% of participants, whilst 28% suggested better
rostering and improved work-life balance as well as education
and support. One participant outlines how planning could
be a strategy:
‘Taking the time to plan healthy meals ahead of time and ensure
that healthy snacks are brought to work all the time so that the
temptation of vending machine food is not there.’
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Over half of the participants believed that RNs who engage in
unhealthy behaviour were less likely to counsel their patients
on these behaviours. This is at odds with the belief held by
the majority of participants that an RN has an important
role in the provision of health education. While there was
no statistically significant relationship, there was a slight
tendency towards not providing health education by those
not engaging in the healthy behaviours and that they saw this
in terms of hypocrisy, credibility and self-efficacy.
The feeling of hypocrisy was highlighted by one participant:
‘It’s easy to give education on healthy behaviours, however, up
until I quit smoking six months ago I always felt like a hypocrite
when advising others to quit smoking. I think people who are
engaging in healthy behaviours would be more likely to provide
education as people who don’t would probably feel ashamed or
feel like a hypocrite.’
Another participant emphasised the importance of
credibility:
‘If you aren’t walking the walk you can’t talk the talk. Nurses
who are overweight, smoke, eat loads of takeaway do not
portray healthy habits to patients and patients would be less
likely to want to change if they see that in nurses who do the
same as themselves.’
Those who believed nurses’ own health behaviours did
not influence their health education practices saw health
education as part of their job that was not reflective of their
own lifestyle. One participant stated it is not taken into
consideration:
‘Because when it comes to looking after patients and providing
education this is not really taken into consideration what we do
in our own lives. It’s like the saying do as I say, not as I do.’
The participants reported that their knowledge and
experiences made them more relatable and authentic and
that they believed patients felt they could understand the
challenges and barriers to achieving good health.

LIMITATIONS
The current study has a number of limitations that are
worth highlighting. The study utilised a convenience sample
conducted in a single regional area, which means the results
are not generalisable to RNs nationally. The geographic
restriction might also influence particular findings, for
example comments on workload and staffing may be more
reflective of conditions in that area. The sample size and
question format limited the analysis able to be undertaken.
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DISCUSSION
RNs working in regional Australia play a particularly
important role in promoting healthy lifestyles to their
patients and the community at large.32 While this study
has demonstrated some adherence to recommended
guidelines, it has highlighted RNs in regional Queensland
may not be adhering as closely to national guidelines around
healthy behaviours and that this may be impacting on their
willingness to provide advice around healthy lifestyles.
Self-rated health of the cohort in this study was lower than
the Australian general population as reported by the ABS.21
This could be reflective of the influence of the risk factors
under investigation – whilst smoking rates were lower,
and fruit and vegetable consumption were higher than
the general population, alcohol consumption was higher,
physical activity was lower than the general population
and there were higher rates of overweight and obesity.21
These findings are consistent with another study by Perry
and colleagues,23 of nurses in New South Wales, although
smoking rates were twice as high in their cohort, fruit and
vegetable intake, low physical activity and risky drinking
were common. When considering self-rated weight however,
the opposite effect of under reporting occurred. This is
unsurprising given previous findings around the under
estimation of self-reported weight in general.33
The prevalence of risk behaviours is of concern both in
terms of the RN’s health outcomes but also the influence
on providing health education. From a chronic disease
perspective, as the numbers of risk factors increase, so does
the likelihood of developing health problems.22,34,35 In
addition to the prevalence of chronic disease rates, with the
ageing of the RN workforce in Australia (current average age
of 44.3 years),22 reductions in overall health also put them at
higher risk of injury and emotional disease through
compromised work performance.5,18
Even though we know that adherence to healthy lifestyles
directly reduces the incidence of chronic diseases and workrelated injuries as well as increasing wellbeing, there are
barriers to this adherence. The high frequency of shift work
was cited as a barrier in this study and this is consistent with
findings from other studies.17,22 The present study identified
that RNs working part-time were more likely to meet dietary
guidelines, suggesting the influence of the time pressures
around full-time work may have a negative influence.
However, a study by West and colleagues,36 which critically
analysed findings from two previous studies, claim the
opposite and assert that nurses who do shift work have
more time to engage in activities such as going to the gym
or exercise classes and that nurses are aware of the need
to maintain health. The author’s claimed that nurses can
develop a shift work tolerance and use it to negotiate a more
manageable work/life balance. It is important to highlight
that these findings were from mid-life nurses, which is
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consistent with some findings within the present study. In
the present study RN’s in the older age brackets were also
more likely to meet guidelines. Whether this is because they
were less likely to have younger children creating additional
demands on their time or because they have developed shift
work tolerance is an issue for future investigation.
The strategies suggested by participants for assisting them
to achieve health behaviour guidelines were very broad. Two
of the suggestions were directed at themselves, highlighting
a perceived need to prioritise, plan and make time for
healthier meals and physical activity, and the desire for a
better work life balance. The findings of the current study
illustrated that nurses who had achieved success in certain
areas such as losing weight, increasing physical activity and/
or stopping smoking felt more motivated to adhere to the
recommended guidelines and confident as role models for
good health. They were also more likely to feel confident in
educating patients on the behaviours they had success in
achieving. Whereas those who smoked or were overweight
were less confident in providing education and more likely
to feel hypocritical and avoid these topics with patients.
Other researchers have found similar results reporting that
nurses felt patients would heed advice given by healthy role
models and that this would add credibility and validity to
the health education they gave whilst also reflecting well on
the organisation where they work.13,37 Confidence and selfefficacy in overcoming barriers and providing regular health
education would then in turn improve patient care.13
Some participants in the current study believed that their
own health did not impact on the care and education they
provided to patients and that the fact they were not seen as
‘perfect’ would allow patients to feel less threatened and that
they understood the same challenges. These beliefs were also
reported in other studies, with some believing that if nurses’
own health behaviours were seen as those of a real person,
patients would connect more and that unhealthy nurses were
able to provide better care as they have a greater capacity to
empathise with patients as they suffer the same conditions.38
With the rising incidence of non-communicable diseases,
many researchers are arguing that nurses are crucial as
healthy role models and are uniquely placed to support the
delivery of government and international health policy.23,39
For RNs to make a real difference to health outcomes, nurses
own health and health education needs to be made a priority
that is supported and implemented at multiple points:
by policymakers, within nursing practice, within nursing
curriculum, and in healthcare institutions. 23,37,40
As mentioned earlier, this paper reports the results of the
first stage of the research. These informed the development
of interview questions used in phase two which delves more
deeply into the value placed on health education, personal
beliefs, and perceived patient perceptions around nurse
credibility and patient readiness to accept education.
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CONCLUSION
The International Council of Nurses41 issued a call to action
for nurses everywhere to lead the fight against chronic
disease; to act as healthy role models for their families, their
patients and their communities. Nurses need to be physically
and mentally healthy to reliably focus on providing the best
care for themselves and others. The results of this study
highlight the dissonance between the health behaviours
of RN’s for this regional area and the national guidelines as
well as the perceived influence of shift work, long working
hours and family commitments on them. Whilst this was a
small exploratory study, it identifies some individual and
systematic challenges to RN’s meeting health behaviour
guidelines.

IMPLICATIONS FOR FURTHER RESEARCH, POLICY,
AND PRACTICE
Facilities need to implement more strategies to enable
nurses’ better work/life balance especially around rostering.
Nurses need to be supported to provide health education
to their patients with better resources, education and
time allocation. Future research should include studies
conducted in different regions or ideally a large nationally
representative sample.
Funding support: No funding was received in relation to the
work reported in this manuscript. This research was part of a
Research Higher Degree through CQUniversity Australia.
Declaration of conflicting interests: The authors declare no
conflict of interest.
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ABSTRACT
Objective: To evaluate the consistency of nurses’
documentation in the falls prevention assessment
tool, and to ascertain whether patients identified as
high risk of falling had falls preventative strategies
implemented.
Background: Falls are one of the leading causes of
adverse events for patients in the hospital setting.
The current practice of implementing falls prevention
strategies for patients has not been able to be
sustained, which remains a challenge for healthcare
providers. Among the falls prevention strategies,
falls risk assessment tools have been identified as a
crucial element in falls prevention so as the number
of falls are minimised.
Study design and methods: A retrospective
chart audit, with the auditing of falls assessment
documentation on the Patient Centred Care Plan.
Results: The Patient Centred Care Plan audit
revealed that 60.8% of patients (n=508) were
identified as high risk of falls by the principal
investigator. For the cohort of patients identified
by the nurses as having a high risk of falling
(53.4%), 53.7% of patients had falls prevention
strategies implemented, and only 17.5% of patients
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were engaged with their falls prevention plan. The
strategies that were documented by the nurses
on the care plan for the high-risk cohort were not
implemented for 16.8% of the patients, and 29.5% of
high risk of falls patients did not have documentation
on the plan indicating their falls status.
Discussion: The findings show that there is a
significant gap in the identification of high falls risk
patients and the documentation and implementation
of falls prevention strategies, between nursing staff
records on the Patient Centred Care Plan and the
audit conducted by the principal investigator for
patients who are identified as high falls risk. As
part of the audit patient engagement in their falls
prevention plan revealed that patients were not
informed of their falls risk status by the nursing staff.
Conclusion: The outcome from this audit signifies
that not all high falls risk patients were identified
as a high falls risk, and most of the high falls risk
patients were not engaged in their falls prevention
plan.
Implications for research, policy and practice:
Understanding the current practices of falls
prevention and raising nursing staff awareness of
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variance in the implementation of falls prevention
strategies will improve the quality, efficiency of
healthcare and patient safety.
Key words: Patient falls, assessment, implementation
of strategies, patient engagement, health education
What is already known about the topic?
• Nurses’ do not always document patient
assessment and associated nursing care.
• There are multiple factors which impact on
nurses’ documenting assessment findings and
implementation of nursing care.

INTRODUCTION
Falls are multifactorial and there are several factors which
may contribute to implementation of falls prevention
strategy. These may include nursing staffs’ knowledge,
belief, attitudes, workloads and staff culture on the ward,
environmental factors and access to required resources.1 Falls
assessment tools have been documented to be effective in
reducing falls rates and serious injuries amongst inpatients.1
Falls assessment tools help identify high falls risk patients, so
that timely interventions can be put in place.2
The 6-PACK (STRATIFY) falls prevention tool was developed
in the UK,3 and has been studied and implemented in
Australian, Canadian and European acute care hospitals.4 The
6-PACK falls prevention tool is a nurse led assessment tool
designed for acute care settings. As the tool is an accurate
predictor of falls risk it has been recommended for use in
best practice guidelines to prevent patient falls.4 ArandaGallardo and colleague’s (2015) longitudinal study of the
STRATIFY falls prevention tool, highlights that this tool
maintains validity and accuracy as a predictor of falls risk.5

PATIENT CENTRED CARE PLAN
In 2002, the hospital in this study implemented the nurse led
6-PACK falls prevention tool, as part of the Patient Centred
Care Plan (PCCP). The PCCP is a patient’s daily plan of care
which is completed by nursing staff and updated each shift
and is located in the patient’s medical record. The falls
prevention strategies documented on the falls prevention
tool are: the placement of falls alert signs above the patients’
bed, use of high low beds, establishment of a toileting
regime, supervision of patients whilst in the bathroom, use
of bed/chair alarms, ensuring walking aid is within reach,
and patient engagement/education in falls prevention plan.
The implementation of the ‘Alert Sign’ with one or more
falls prevention strategies specified in the PCCP are deemed
as correct implementation of the falls prevention plan. As
part of the implementation of the tool, the new nursing
staff are provided training on their falls prevention risk
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What this paper adds:
• At times nurses rely on a falls risk assessment
made on the previous day when not able to
conduct a current falls assessment.
• Patients are not engaged in their falls prevention
plan, even though they are identified as being of
risk of falls.
• Patients are not aware of the implemented falls
prevention strategies which are part of their care.

assessment tool as part of the orientation to the hospital.
Ward-based training was delivered by the injury prevention
champions of the designated wards, so as to prepare and
engage nursing staff in providing falls prevention assessment
and interventions. The injury prevention champions of
the ward conducted monthly audits of the falls prevention
assessment tool, and in response to the audit results feedback
was provided to the nursing staff team each shift. The nursing
staff were encouraged to instil the education provided to
the next shift to improve the assessment, documentation
and implementation of the documented falls prevention
strategies. Also, during ward handover/huddles the location of
the high falls risk patients is reinforced by the nurse in charge
to increase nursing staff awareness.
In 2002, as part of the introduction of the falls prevention
tool in the hospital that is the focus of this study a nine-year
observational evaluation study demonstrated >80%
compliance with falls prevention documentation.6 Barker
and colleagues reported a 25% reduction in falls rates
over an initial 12 month period and in the second year of
implementation, a 50% reduction.6 There continued to be a
sustained decrease in the number of falls for five years post
implementation with use of this tool in the hospital setting.4
The hospital has continued to use the falls prevention tool as
part of its falls prevention program. Falls incidents were also
classified according to an Incident Severity Rating (ISR): ‘A
score of 1, 2, 3 or 4 that measures the severity of the impact
caused to the person affected following an incident, ISR 1
being the highest or most severe and ISR 4 a near miss’.7
Despite ongoing use of the tool, in the 2015 to 2016 period,
there was a 16% increase (Table 1) in the overall number of the
reported falls (ie. 147 to 170), consisting predominantly of an
increase in no harm/near miss events (ISR-4) and with an
increase in the number of serious injuries (ISR-2) in the
medical ward. The PI abstracted the data from RiskMan,
which is the hospital’s information management system. In
response to the increased incidence of patient falls in
2015-2016, an audit was instigated to determine the factors
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that have influenced this increase as the falls prevention tool
has been a consistent component of the hospital’s fall
prevention strategy.

PARTICIPANTS

Jan-Dec
2015

Jan-Dec
2016

Incident Severity Rating 1:
Severe (death)

1

1

0

Incident Severity Rating 2:
Moderate (head injury,
subdural haematoma, fracture)

2

5

↑150

Incident Severity Rating 3:
Mild (graze, abrasion, cuts)

47

46

↓2

Incident Severity Rating 4:
No harm/near miss

97

118

↑21

The principal investigator (PI) is a registered nurse and worked
as an Injury Prevention Coordinator in the hospital for two
years where the study was conducted. The Injury Prevention
Coordinator role was responsible for the continuing education
of nursing staff in providing safe patient focussed nursing care.
Part of this continuing education involved the documentation
and implementation of the falls prevention risk assessment
tool. The nurses were registered nurses who provided
nursing care to the patients in the medical ward. The ward
staff consisted of graduate nursing staff, registered nurses,
clinical nurse specialist, associate nurse unit manager and the
nurse unit manager. Nurses on the ward use a team approach
when providing patient care and there is a strong culture
for collaboration. After the monthly auditing of the falls
prevention assessment tool, targeted education sessions were
conducted by the injury prevention champions of the ward.

147

170

↑16

AUDIT SITE

TABLE 1: FALLS INCIDENT SEVERITY RATING (ISR) 1 TO
4 AND THE TOTAL NUMBER OF FALLS FROM JAN 2015
TO DEC 2016
Falls Severity Level 1–4

Total Number of Falls

Total number of falls
2015–2016

Change
%

The aim of the present study was to determine the number
of patients admitted to the medical ward identified
by nurses as high falls risk, measure the consistency of
nurses’ documentation of the identified falls prevention
strategies using the falls prevention tool, and assess whether
preventative falls prevention strategies were implemented
for these patients.

METHODS AND METHODOLOGY
Quantitative data collection consisted of RiskMan falls data
and PCCP Audit. RiskMan is an information management
system used by hospitals to report in-house incidents. The
data obtained from RiskMan is the basis for the instigation
of quality improvement projects at the hospital. The PCCP
Audit facilitated a comparison between the principal
investigator (PI) and nursing staff identifying the patients
as high risk of falls and the data was aggregated statistically.8
RiskMan data results are presented as total number of falls
and percentages. The results demonstrated different patterns
in the identification, assessment and documentation of
implemented falls prevention strategies.9

ETHICAL CONSIDERATIONS
The audit is part of the Doctor of Philosophy research study,
and the rights of patients and nursing staff were upheld. The
data (patient medical records and RiskMan data) was
initially collected in an identifiable format but once the
datasets had been linked, the data was de-identified. Verbal
and written consent was obtained from nursing staff. The
approval for the research study was given by the Ethics
Committee of Austin Hospital HREC Project Number:
HREC17 Austin27 and Victoria University Ethics Committee.
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A point prevalence audit of the PCCP was conducted by the
PI from 20 July 2017 to 30 November 2017 in the 28-bed medical
ward at a major hospital in Melbourne. The ward has the
allocation of 16 dementia and four renal dialysis beds. The
audit was conducted each Wednesday for twenty weeks of the
PCCP.

DATA COLLECTION
The audit was undertaken in the afternoon by the PI so as
the nursing staff on the morning shift has adequate time to
complete the falls prevention risk assessment tool. Given
that the same patient could be audited more than once,
the audit results are presented in the unit of patient beds.
The PI audited the falls prevention risk assessment tool
documentation by the nursing staff, and also used the same
falls prevention risk assessment tool to rate the patient’s
falls risk. The PCCP audit results provided information on
the nursing assessment of the patient, documentation
and implementation of targeted strategies to prevent falls
on the medical ward. Furthermore, the audit provided a
comparison between the nursing staff and PI identifying the
patients falls risk score and patient engagement in their falls
prevention plan. As per the hospital’s falls prevention policy,
identified high falls risk patients are required to be engaged
in their falls prevention management plan by nursing staff,
as falls prevention is part of a high falls risk patient’s daily
management plan. The nursing staff are required to discuss
the patient’s falls risk, implement falls prevention strategies
and highlight the falls prevention patient brochure with
the patient and clarify/answer any questions a patient or
significant other may have in regard to their falls prevention
plan. Once the education session is completed the date and
who the education was provided by is documented on the
PCCP to indicate to other nursing staff that falls education
was provided.
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DATA ANALYSIS
Descriptive analysis was conducted to provide an indication
of the falls risk assessment tool completion and the falls
risk minimisation methods utilised and in practice for each
patient. Chi-squared test and Fishers’ exact tests were used
to test for differences between the registered nurses and
the principal investigator, while continuous variables were
assessed for normality, with the appropriate parametric
(Student’s t-test) and/or non-parametric (Man-Whitney) tests
applied. All analyses were conducted using STATA statistical
analyses software, version 15.1 (StataCorp, College Station,
TX, USA), with a two-sided p-value of less than 0.05 indicating
statistical significance. The number of statistical tests have
been kept to a minimum to reduce the likelihood of false
positive results, and to avoid any adjustment for multiple
comparisons, such as a Bonferroni adjustment.14

RESULTS
From a review of nurse-documented falls assessment as
indicated in Table 2, the documentation compliance of
entering a RiskMan number on the PCCP was only 60% (n=18).
Of the 508 patient beds audited, 271 were identified as a
high falls risk by nursing staff with an additional 38 patients
identified as high falls risk by the PI (p=0.016). Sixty-one
percent of the patients admitted to the medical ward over the
audit period were identified as having a high risk of falls. The
differences between the nursing staff and PI’s assessment of
patients being a high risk of falls was statistically significant
(p=0.016). Of the 60.8% of high-risk falls patients, only 53.7%
had falls preventative strategies implemented as part of their
nursing care (Classification of strategies implemented: Alert
sign and one or more strategies implemented is deemed
accurate). Seventeen percent of strategies documented on
the PCCP were not implemented and 29.5% of high risk of falls
patients had no documentation on PCCP as indicated in
Table 2.
As shown in Table 2, of the 309 patients identified as high falls
risk by the PI, only 17.5% were provided with Falls Prevention
Brochures, which indicates that 83% of patients were not
engaged in their Falls Prevention Plan. Out of 309 patients
identified as high falls risk, 2.6% were confused, and 2.6% were
non-English-speaking background.
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TABLE 2: PCCP AUDIT RESULTS OF RISKMAN NUMBER
DOCUMENTATION, IDENTIFICATION OF PATIENTS’
FALLS RISK SCORE AND ENGAGEMENT
Criteria/Questions

Number

Total
Occupied
Beds

%

Falls this admission

30

508

5.9%

RiskMan No. documented on
PCCP

18

30

60%

Staff identified patient as
high risk of falls

271

508

53.4%

PI identified patient as high
risk of falls

309

508

60.8%

Falls preventions strategies
implemented

166

309

53.7%

Falls prevention not
documented in PCCP

91

29.5%

Falls prevention not
implemented

52

16.8%

Falls prevention brochure
provided

54

309

17.5%

Falls prevention brochure not
provided

255

82.5%

Risk and strategies discussed
with patient

14

25.9%

Risk and strategies not
discussed with patient

40

74.1%

Patient confused

8

2.6%

Patient NESB

8

2.6%

Table 3 provides an indication of which falls prevention
strategies were implemented and not implemented. Of the
309 patients with falls risk 58% of patients had ‘Alert Signs’ as a
falls risk displayed above their beds, whilst 28% of patients did
not have falls risk documentation in their PCCP. In relation
to the intervention of a hi-low bed as part of a risk of falls
patient’s care, 71% of patients did not have the intervention
of a ‘high low bed’ documented or implemented. Of the
86% of high falls risk patients requiring a ‘gait aid’, only 25%
of these patients had their walking aids within reach. Only
2% of ‘toileting regimes’ and 43% of high falls risk patient’s
‘bathroom supervision’ were documented as implemented
on the PCCP. For the 14 patient beds with an alarm in-situ,
64% of the patient ‘alarms’ were not connected correctly.
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TABLE 3: IMPLEMENTED/NOT IMPLEMENTED 6-PACK
FALLS PREVENTION STRATEGIES IDENTIFIED ON THE
PCCP
Alert sign

Alert sign documented on
PCCP as implemented

Number

Total No. of
High-Risk
Patients

%

178

309

58%

Alert sign not implemented

43

14%

No documentation in PCCP

88

28%

Low bed
Low bed documented on PCCP
as implemented

90

If so, is it in lowest position

68

76%

219

71%

No documentation and no
implementation on PCCP

309

29%

Gait aid
Total no. of high risk patient
require gait aid

267

309

86%

Gait aid provided

63

267

24%

If so, is it close to patient

43

63

68%

5

309

2%

Toileting regime
Toileting regime documented
on PCCP as commenced
Toileting regime not
commenced
No documentation on PCCP

210

68%

94

30%

Bathroom
Supervise bathroom
documented

133

309

43%

Supervise bathroom not
documented

114

37%

No documentation in PCCP

59

19%

Alarm insitu
Total no. of high-risk patient
requires alarm
Alarm insitu

128

309

14

128

41%
11%

If so, is it connected correctly

5

36%

Documented PCCP but not
implemented

9

64%

DISCUSSION
This study identified variability between patients being
identified as high falls risk when comparing nursing staff
records on PCCP and the audit conducted by the PI.
Beauchet and colleagues similarly found that 13.5% of
patients that were audited to be a high risk of falls were
not identified as risk of falling.10 Accurate documentation
and the reporting of falls is crucial in improving the
quality of patient care. The findings suggest that there
is a significant gap in the identification of high falls risk
patients and the documentation and implementation of
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falls prevention strategies, along with patient engagement in
their falls prevention plan. Knowing that many falls occur in
bathrooms due to toileting, which could potentially result in
serious injuries,2 the barriers of not documenting high falls
risk patient’s toileting regime in the PCCP needs to be
identified to improve patient outcomes. Some of the barriers
that impact upon nurses’ adherence to documentation may
have been due to demands of patient care requirements
(dementia, confused, delirium, and renal impairment). Also,
the patient requirements may not always correlate with staff
capacity due to workloads, complex patient care needs, staff
allocation and skill mix.
Not displaying the ‘alert signs’ for high falls risk patients
above their beds will hinder strategies to reduce falls rates.
The allocation of alert signs increases the awareness of a
patient’s risk of falling to everyone who encounters the
patient’s surroundings, including the multidisciplinary
team of nurses, doctors and visitors, and even the tea person.
Radecki and Reynolds (2018) found that it was important
that the patient was also aware of their falls risk, so that the
patient could be an active participant in the falls prevention
interventions.11 It is imperative to document that a patient
falls prevention brochure is provided to ensure that patients
are engaged in their falls prevention plan.
Ensuring a patient’s walking aid is within their reach allows
the patient to stabilise their posture/mobility which in turn
minimises their risk of falling. The use of bed and chair
alarms for cognitively impaired patients play a crucial role in
the minimisation of falls, as the alarms alerts healthcare
professionals of movement when a patient is attempting
to ambulate without any supervision. From the patient
perspective, Radecki and Reynold found that patients’
considered alarms to be part of the falls risk strategy.11 In a
medical ward where 16 dementia specific beds are located,
having alarms not connected correctly can result in a serious
injury due to a fall. Upon investigation for the reasons why
there were a high number of alarms not documented or
connected correctly, it was highlighted by nursing staff that
the documentation was copied from the day before.
Patient centred care or patient engagement is a fundamental
care requirement of the healthcare system, and by involving
the patient in their daily care plan, evidence suggests that
this will decrease the number of falls.11 As per National Safety
and Quality Health Service Standards [NSQHS] criteria 10.9.1
patients and their carers are required to be informed of their
identified falls risk and engaged in their falls prevention
strategies and management plan.12 Patients’ cognitive
impairment or language barriers at times can hinder the
patient education process.13 As per the hospital’s policy
the nursing staff are required to provide a falls prevention
brochure and discuss the strategies implemented with the
high falls risk patient. The falls prevention brochures are
translated into multiple languages and available for nursing
staff to print and provided to the non-English speaking
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patients. In a medical ward by not actively engaging high falls
risk patients in their falls prevention plan, not only increases
their risk of falling, but also, prevents patient awareness
of their falls risk to undertake the targeted strategies
implemented/required whilst in hospital or post discharge.11
Knowing that the 6-PACK interventions are utilised as part
of patients’ daily care to decrease the number of serious
injuries, it is important to obtain nurses perceptions to
understand what constitutes the implementation of targeted
falls prevention strategies on the falls prevention tool. The
results of this study were provided to nursing staff/nurse unit
manager of the ward during focus group discussions and the
hospital’s Standard 10 falls prevention committee to improve
local nursing practice.

CONCLUSION
Even though the falls risk assessment tool was feasible to
implement and has previously reduced the fall and fall
related serious injury rate at the current hospital, the falls
rate and reported serious injuries appears to be a continuing
problem. A possible explanation for serious injuries on
the rise is the inconsistent implementation of the falls
prevention strategies. This study indicates that the nurse’s
risk assessment and implementation of falls prevention
strategies as documented in the falls assessment tool, was
not being applied as it is intended, and may not be having
the same effect of reducing the rate of falls as it did following
its introduction to the hospital in 2002. It is imperative to
identify the barriers and the enablers to further understand
the reasons behind nurses’ documentation and the apparent
lack of implementation of the targeted strategies. While the
above audit results provide an insight, further research is
required to explore the nurses’ and patients’ perspectives on
effectiveness of the current falls prevention plan is required.
The next phase of this study will explore these views.

RECOMMENDATIONS
An analysis should be conducted to determine the long-term
sustainability of the falls prevention program. As part of the
analysis the identification of the barriers and enablers that
impact upon nurses’ documentation and implementation
of targeted falls strategies, requires further examination.
The further exploration of both nursing staff and patients’
perspectives regarding the effectiveness of current falls
prevention plan, will contribute the overall analysis.
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ABSTRACT
Age standardised skin cancers (melanoma and
non-melanoma) continue to increase in Australia,
although they are stabilising for those under age 40.
People living in regional, rural and remote Australia
have higher rates of skin cancer and challenges
accessing care. Better targeting of skin protection
measures and improved opportunistic screening have
been promoted as ways to improve care for these
populations as have increased use of information
technology and upskilling of primary healthcare
nurses. The Australian Government supports that
Optimal Cancer Care Pathways for skin cancers be
used as a key resource in exploring best practice
models of care for skin cancer patients both for
the development of digital platforms and face to
face multidisciplinary teams (MDTs). Better use
of technology has been a core recommendation
of national health and skin cancer organisations
for improving prevention and early detection of
skin cancer. Skin cancers, as a primarily visual
diagnosis are considered one of the prime areas for
technological health interventions. The harnessing
of artificial intelligence (AI) technology as a tool for
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early detection and disease management of skin
cancers has great potential to reduce the burden of
healthcare costs to the regional, rural and remote
community and improve health outcomes.
Keywords: Skin cancer, rural, Australia, nursing,
interdisciplinary, artificial intelligence
What is already known about the topic?
• People living in regional, rural and remote Australia
have higher rates of skin cancer and challenges
accessing care.
• Primary care practitioners - whether nurses or GPs
in regional, rural and remote Australia are often the
primary contact for skin queries or concerns.
What this paper adds:
• Skin cancers, as a primarily visual diagnosis are
considered one of the prime areas for technological
health interventions
• Nurses in regional, rural and remote Australia are
well positioned to be at the forefront of delivering
these emerging technologies
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INTRODUCTION
SKIN CANCER IN REGIONAL, RURAL AND
REMOTE AUSTRALIA
Skin cancers (melanoma and non-melanoma) are a major
public health issue in Australia with two out of three
Australians being diagnosed with skin cancer by the age
of 70.1 The age-standardised incidence rate of melanoma has
steadily increased since the 1980s and estimates of
non-melanoma skin cancer (keratinocyte cancers, KCs) are
extremely high when compared with overseas rates.2 Skin
cancer burden is higher among people in regional, rural and
remote Australia.3 Those outside of major metropolitan cities
have the highest rates of melanoma skin cancer, while areas
of remote Australia, have lower rates, most likely due to lower
rates of skin cancer experienced in Aboriginal populations.2
Geographical disparities have also been recently noted in KC
with the highest rates in South Australia in agricultural and
coastal areas.4 This is not altogether surprising given that
farmers and outdoor workers have anywhere from three to
eight times higher ultraviolet (UV) exposure than indoor
workers and sun-protection practices in these populations
are noted to be sub-optimal with many reluctant to seek
health advice, often waiting until they have a serious health
concern.5 The most common cited barriers to seeking help for
skin cancer detection in rural Australia include; minimising
the problem, a desire to be in control, reluctance to show
emotion or complain, stoicism and concerns about privacy
and waiting times to see a doctor.6

PREVENTION, EARLY DETECTION AND SCREENING
Skin cancer prevention activities for over 40 years in Australia
have been credited with the recent stabilisation of melanoma
and KC rates in younger populations <40 years of age.
Prevention campaigns have evolved by agencies at both the
state/territory and national level from whole of population
SunSmart campaigns, to targeted campaigns such as those
aimed at farmers; Protect your farm’s most important asset.
You.7 Currently skin cancer prevention is primarily funded
by State/Territory Governments and organisations, the last
nationally funded campaign being from 2006-2010. Cancer
Council Australia and Clinical Oncology Society of Australia
(COSA) have recommended that the Australian Government
fund and conduct an ongoing national mass media social
marketing campaign to raise awareness of skin cancer risk
and sun protection.8
A number of resources for skin cancer prevention and early
detection tools have been developed for use by the general
public including tools and apps such as those developed by
SunSmart,9 risk predictor online tools such as the Melanoma
Risk Predictor,10 Scan Your Skin11 and daily ultraviolet
index alerts by the Bureau of Meteorology.12 However these
SunSmart messages may fall short in regional and rural
Australia.5 In a review of skin protection and public health
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campaigns for agricultural workers, it has been suggested
that increased use of information technology, promoting
prevention and early detection at agricultural events and
upskilling primary healthcare nurses and other healthcare
workers could play an important role in prevention and
early detection.5 Moving in this direction, a new 2019
Commonwealth funded study, Improving Melanoma and Skin
Cancer Awareness in Regional and Rural Australia, coordinated
by Melanoma and Skin Cancer (MASC) Trials in collaboration
with clinician and patient groups around Australia aims to
guide the development and requirements for resources to
support people in these areas.13
Currently in Australia, population-based screening for skin
cancer is not performed due to a lack of evidence either
for or against population-based screening.14 However,
opportunistic screening is common. The Royal Australian
College of General Practitioners guidelines currently
recommend opportunistic skin checks for people at
moderately elevated risk, and skin checks every six to 12
months plus advice on skin self-examination for those
at high risk.15 Primary care practitioners- whether GPs or
nurses in regional, rural and remote Australia are often
the primary contact for skin queries or concerns. Skin
complaints comprise approximately 15% of GP consultations,
with about one-third of these involving the diagnosis and
treatment of a benign or malignant neoplasm.16 However,
for regional, rural and remote practitioners who may already
be stretched to capacity, competing healthcare needs may
limit opportunistic skin checks when consideration is given
to the time spent on skin examination, visual diagnosis and
possible referral to a dermatologist. As 92% of dermatologists
in Australia live and work in major metropolitan cities,17
specialist visits are not easy for regional, rural and remote
people, although advances in teledermatology has improved
access.
Early detection of skin cancers, especially in the case of
melanoma is crucial with survival high if acted upon early
and localised. Melanoma rates in Australia have decreased
by more than 30% from 2002-2016 for people aged less than
40 which suggest that 40 years of skin cancer prevention
programs are having an effect.2,18 Melanoma if caught early
has a five year survival of 91%, yet in 2019 it is estimated that it
will be the ninth most common cause of death from cancer.19
Early diagnosis and treatment for all skin cancers decreases
the need for invasive and potentially disfiguring surgery
especially of the head and neck. It is believed that for older
men in particular, the higher proportion of face, scalp and
neck tumours could be related to occupational and lifelong
sun exposure rather than intermittent extreme exposures.20
While KCs mostly do not present a serious disease they are
the second most costly cancer (after colorectal) and reflect a
disproportionately high burden on the healthcare system.21
For some patients, skin cancer will require ongoing
management. In the case of KC, due to the multiplicity of
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the disease, the incidence is eight times as high in patients
who have had a prior history as for those who have not.22
In South Australia, 40% of people treated for a KC will have
another one treated within five years.4 For regional, rural and
remote practitioners, post-diagnosis skin cancer follow-ups
present challenges with the following reasons being cited:
(i) workload and time constraints for consultations (ii) GP
support, resources and infrastructure (including access to
dermatologists for the patient) and (iii) patient factors such
as poor health literacy and motivation to attend follow-up.23

NATIONAL INQUIRY INTO SKIN CANCER
Public health recommendations for optimal approaches
to the prevention, early detection and management
of skin cancer have taken the form of national reports
from government and non-government cancer control
organisations such as the Department of Health, Australian
Institute of Health and Welfare, Cancer Australia, Cancer
Council Australia, and professional organisations such as
Clinical Oncology Society of Australia. In 2015 The Standing
Committee on Health made an Inquiry into Skin Cancer with
63 submissions received from government, non-government,
professional organisations, consumers and private
individuals.8 Amongst the submissions received, a number
addressed issues specific to regional, rural and remote health
and noted the contribution of nurses and primary healthcare
teams in the provision of prevention, opportunistic
screening and early diagnosis of skin cancer and called
for greater professional support and recognition of their
services. These included submissions from the National Rural
Health Alliance and the Royal Flying Doctor Service:8
Submission 9 exert, the National Rural Health Alliance:
Notwithstanding their serious mal-distribution, it remains the
case that nurses, doctors and allied health professionals are at
the heart of primary care, including for skin cancer. Because
nurses are the largest and best-distributed health professionals
in rural and remote areas, the best way to provide a workforce for
skin cancer care in those areas is through continuing support for
their recruitment, retention and professional support. Given the
constraints on their time and energies in the vast areas they serve,
GPs cannot provide cancer care alone. These local teams also have
a key role to play in raising awareness about skin care. Providing
more support for these health professionals is imperative to enable
them to more effectively undertake the jobs for which they are
qualified.
Submission 34 exert, the Royal Flying Doctor Service (RFDS):
Skin cancer is a significant issue in rural and remote Australia,
with high incidence rates due to a range of higher risk factors. There
is also a persistent lack of services available in rural and remote
areas. Difficulties in accessing appropriate local services often
results in delayed detection and diagnosis and late treatment and
requires patients to travel great distances for treatment services.
The RFDS strongly recommends: Efforts to improve early diagnosis,
treatment and management must take into account the significant
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lack of dermatology and other specialist services in rural and
remote Australia. Recognise GPs and primary healthcare teams as
the critical service providers in these areas. There should be a focus
on enhancing and ensuring the knowledge and expertise of existing
rural and remote service providers. Innovative service models,
such as fly-in fly-out and telehealth services, should be considered
to provide more dermatology and specialist services to rural and
remote communities, in partnership with relevant rural health
providers. Specific rural and remote community awareness-raising
activities are needed that are appropriate, and targeted to rural
populations, taking into account their unique lifestyle factors.
The report from this Inquiry, Skin Cancer in Australia:
Our National Cancer, was published in 2017 with 12
recommendations made by the Committee to improve the
prevention and treatment of skin cancers in Australia.24 Three
recommendations are of particular relevance to nurses and
primary healthcare workers working in regional, rural and
remote Australia. These are:
• Recommendation 8 (part 2): Proficiency in the use of the
dermatoscope be included in the practical component of
all undergraduate medical courses and in rural nursing
training courses.
• Recommendation 11: establish a virtual platform for the
multidisciplinary treatment of skin cancer for patients
located in regional and remote Australia; and
• further develop and implement best practice models for
multidisciplinary care for the treatment of skin cancer
patients.
• Recommendation 12: The Committee recommends that
the Australian Government ensure that adequate funds
are provided for the non-medical support services of skin
cancer patients and their families, particularly support
services for those rural patients who have to travel for
treatment.

IMPROVING OPPORTUNISTIC SCREENING AND
EARLY DETECTION THROUGH TECHNOLOGY AND
NURSE-LED COLLABORATIVE ARRANGEMENTS IN
REGIONAL, RURAL AND REMOTE COMMUNITIES
Currently the most prevalent tool for identifying skin
cancers in general practice is by dermatoscopy. However
this requires specialised training and when used by less
experienced clinicians, the accuracy can be no better than
visual inspection alone.25 In 2004, in an effort to improve
dermatological services to regional, rural and remote areas
underserved by dermatologists, the Australian College
of Rural and Remote Medicine introduced the Tele-Derm
initiative, initially in Queensland and later expanding
nationally. This free online consultation service requires
the primary doctor to submit a clear resolution digital
photograph to a dermatologist to provide advice. However
barriers to doctors using the service have been cited as; lack
of remuneration (not billable in the MBS), increasing their
workload and too time consuming.26
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The importance and role of multidisciplinary team (MDT)
care in skin cancer is recognised as the best practice approach
to providing evidence-based cancer care and is supported by
the Council of Australian Governments (COAG) as reflected
in the Optimal Care Pathways (OCP) for Melanoma and nonMelanoma skin cancers.27 Nurses are key MDT members and
recognised primary care providers in rural communities,
having a broad scope of practice and working collaboratively
in advanced and extended roles.28 Within their scope of
practice nurses have been engaged in preventative and nurseled collaborative arrangements from skin cancer prevention
through to early detection and management. Examples
of nurse-led skin cancer assessment services in regional,
rural and remote areas include initiatives by the Silver
Chain organisation in Western Australia, the Skin Cancer
Remote Service (SCARS) which provides nurse-led full body
skin cancer screening with dermatoscopy and community
education and upskilling of nurses.29 Nurses have received
training in dermatoscopy through training programs
such as those offered through the National Professional
Development Framework for Cancer Nursing (EdCaN).
These learning resources can benefit health professionals
not just specialising in cancer and include learning activities
for individual nurses and nurse educators, including those
for melanoma and current prevention and early detection
campaigns. http://edcan.org.au/edcan-learning-resources/
using-edcan-resources
Better use of technology has been a core recommendation
of national health and skin cancer organisations for
improving prevention and early detection of skin cancer.
The Australasian College of Dermatologists actively
promotes the adoption of telehealth in dermatology
services to geographically diverse populations, noting the
great potential for telehealth using smart devices for health
prevention, education and rapid access to specialist opinion.
Currently, practice guidelines for teledermatology are being
developed collaboratively by the University of Queensland
and the Australasian College of Dermatologists.30
Advances in dermatological imaging and improved
communication systems will go a long way towards
improving diagnostic accuracy and facilitating services to
vast geographically diverse areas. New technologies such
as surveillance photography, teledermatology, artificial
intelligence, and apps to support patient self-examination
and triage of clinical examinations also have the potential
to reduce overtreatment or unnecessary treatment of some
lesions detected in screening. These technologies have great
potential to improve equity of access to dermatological
services for people living in regional, rural and remote areas.31
An emerging technology that is predicted to revolutionise
these existing technologies is through artificial intelligence.
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EMERGING TECHNOLOGIES: ARTIFICIAL
INTELLIGENCE (AI)
Skin cancers, as a primarily visual diagnosis are considered
one of the prime areas for technological health interventions.
While there are existing smartphone apps for skin cancer
detection, there is little evidence of clinical validation and
poorly designed, inaccurate and/or misleading consumer
applications may cause harm to patients and risk public
safety.32,33
In 2017, in a letter to the prestigious science journal Nature,
Esteva et al. described how artificial intelligence technology
called convolutional neural networks (CNNs) matched
or outperformed 21 board-certified dermatologist across
three critical diagnostic tasks: keratinocyte carcinoma
classification, melanoma classification and melanoma
classification using dermatoscopy.34 Following the
publication of these findings, the international press was
alight with headlines such as ‘Man against machine, AI is
better than dermatologist at diagnosing skin cancer’. It was
acknowledged that a dermatologist’s clinical diagnosis is
based on more than visual and dermatoscopic inspection of
a lesion in isolation, however the ability to classify skin lesion
images with the accuracy of a specialist has the potential to
greatly expand access to skin cancer care.34
In a recent trial in dermatology clinics in seven UK hospitals,
the study demonstrated that an AI algorithm using different
camera types could detect melanoma with a similar accuracy
as specialists. The authors concluded that the development
of low-cost screening methods, such as artificial intelligencebased services, could transform patient diagnosis pathways,
enabling greater efficiencies throughout the healthcare
service.32 Other specialities that will benefit from AI include
radiology and pathology, with predictions that machine
learning will soon displace most of this work.35 At Memorial
Sloan Kettering Cancer Centre in New York, AI is currently
being used and further refined by cancer pathologists with
results showing that machine-learning is approaching 100%
sensitivity for biopsies for prostate, skin and breast cancer.36
There are still issues to overcome in AI technology with
regards to early detection of skin cancers including different
skin backgrounds (most have been tested on caucasian
populations), varying camera angles and lighting. It has been
recommended in a systematic review and in several other
studies assessing CNN that to improve the robustness of the
CNN classifier, establishment of an open-access,
standardised, large skin tumour image dataset, which
includes both rare tumours/subtypes and all ethnicities, is
mandatory.37,38 In Australia, the University of Queensland is
part of the International Skin Imaging Collaboration (ISIC)
Melanoma Project which is addressing issues concerning
standards and technology and developing an open source
public access archive of skin images.39
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While an accurate history and assessment will always be as
essential component of diagnosis and management, initial
visual inspection and classification by AI will go a long way
towards early detection in communities where access to
GPs and specialist doctors are difficult such as in regional,
rural and remote Australia. Smartphone applications do
not currently incorporate AI technology; however, it is just
a matter of time before the technology is readily available
for GPs and nurses to make the best use of this technology
through smartphones. In a thoughtful editorial regarding
AI and melanoma by Associate Professor Mar of Monash
University and Professor Soyer of Queensland University,
it was noted that AI promises a more standardised level of
diagnostic accuracy, such that all people, regardless of where
they live or which doctor they see, will be able to access
reliable diagnostic assessment.40

Translation into a real-world scenario with AI technology
is not too distant in the future. Mobile app technology and
repositories of public source images of different skin lesions
are becoming available. AI for skin cancer early detection
is a good technological alternative for which there is good
evidence, and is likely to be well received, efficacious and cost
effective. There is likely to be minimal training involved and
with better support and utilisation of the existing primary
care workforce the technology should be readily adaptable
within existing services. Careful planning and collaboration
between health services will be needed to ensure that best
practice is applied in bringing these services to those in
regional, rural and remote Australia. As a needed service that
will be low cost, efficacious and has great potential for cost
savings to the health system, the time is ripe for exploring
opportunities to bring this emerging technology to those
who will most benefit from it.

WHERE TO FROM HERE?
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manuscript.

The harnessing of AI technology as a public health tool for
early detection and disease management of melanoma
and KC will differ in approach but has great potential to
reduce the burden of healthcare costs to the community
and improve health outcomes. The Australian Government
supports that Optimal Cancer Care Pathways be used as a key
resource in exploring best practice models of care for skin
cancer patients both for the development of digital platforms
and face to face MDTs.27 Delivering healthcare to regional,
rural and remote communities is challenging and nurses are
increasingly called upon to work to the full scope of practice
as well as working in advanced practice roles in Australian
rural health services in response to workforce demands.41
Nurses as primary healthcare providers in regional, rural
and remote Australia are well positioned to be at the
forefront of delivering these emerging technologies, whether
working in advanced nursing practice roles and/or working
collaboratively with GPs and dermatologists through
established multidisciplinary organisations that focus on
delivering services in regional, rural and remote areas.
As skin cancers are initially assessed on visual inspection
and prompt action is likely to result in cure, opportunistic
screening in high risk populations with AI has great promise
by means of improving diagnostic accuracy and decreasing
the high proportion of investigations of suspicious benign
lesions. It has been noted that despite the benefits of
telehealth technologies, the actual uptake and integration
into mainstream practice has been slow and fragmented, with
many pilot programs not migrating into sustained services.42
The introduction of AI potentially could remove some of
these telehealth barriers, such as the need for real-time
consultations and administrative burden. In a systematic
review of telehealth services in rural Australia, six factors
were identified that influenced success and sustainability
of telehealth services. These were: vision, ownership,
adaptability, economics, efficiency and equipment. 42
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ABSTRACT
Objective: To explore the detrimental effects of
caregiver burden, in relation to caregivers of people
with dementia, and highlight caregiver burden as an
emerging healthcare problem. The purpose of the
literature review is to inform healthcare professionals
of the barriers to utilising community respite services
by caregivers and discuss the significance of respite
services to caregivers of people with dementia.
Background: Dementia is one of the leading
contributors to burden of disease and disability.
Increasing numbers of spouse and family caregivers
play crucial roles in providing support for people with
dementia enabling them to continue living in the
community. Caregiver burden occurs in individuals
when the demands of caregiving exceeds their
resources. Community respite services are valuable
resources which provide individuals a break from
their caregiving role.
Study design and methods: The literature review
will draw attention to caregivers of people living
with dementia in the community and their utilisation
of community respite services. The target audience
are healthcare professionals in multidisciplinary
community teams composed of clinicians, educators,
managers, administrators, and researchers. Seven
online databases were accessed to search the
following terms of caregiver burden, dementia care
and community respite along with specific inclusion
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criteria. As a result, 26 scholarly articles were
reviewed for the purpose of this literature review.
Results: There are several community respite
services, which help minimise the incidence of
caregiver burden, available to caregivers of people
with dementia but there are many barriers which
affect utilisation of these services. Some of these
barriers include accessibility of information on
respite services, flexibility and affordability of respite
services, and the caregiver’s inability to recognise
their need for respite services.
Discussion: Healthcare professionals could assist
caregivers to better utilise community respite
services by performing through assessments on
both people with dementia and their caregivers.
As a result of these assessments, potential barriers
to community respite service utilisation could be
identified.
Conclusion: Community respite services are
essential to minimising the incidence of caregiver
burden. Healthcare professionals should recognise
these barriers to respite service use and implement
strategies to increase service utilisation.
Implications for research, policy, and practice:
Further research is required to investigate the
specific types of respite service caregivers need and
which respite services have been most successful
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for caregivers. This knowledge can assist healthcare
professionals in improving utilisation rates of respite
services and inform health systems on where to
focus the funding of their community resources for
people with dementia and their caregivers.
Key words: Caregiver burden, dementia, respite,
community, literature review
What is already known about the topic?
• Dementia is an emerging healthcare problem
leading to caregiver burden amongst caregivers.
• Community respite services help minimise the
occurrence of caregiver burden.

INTRODUCTION
The Australian Institute of Health and Welfare1 states
Australia’s profile of its older population is projected to
change in the coming years. In 2017, more than half of older
people (57%, or 2.2 million) were aged 65–74, one-third were
aged 75–84 (30%, or 1.2 million), and 13% were aged 85 and
over (497,000). By 2047, it is projected there will be just
under 3.4 million people aged 65–74.1 It is evident that the
number of people over 65 years will continue to grow as
the population ages. Dementia is the number one cause of
disability in Australians aged 65 years and older and it is
characterised by the gradual impairment of brain function
where the skills commonly affected include memory,
cognition and personality.2 Dementia presents a significant
challenge to health and aged care in Australia. More than
342,000 Australians are living with dementia and this
number is expected to increase up to 400,000 in less than a
decade.3 Worldwide, at least 44 million people are living with
dementia, making the disease a global health crisis that must
be addressed.3
Dementia is one of the leading contributors to burden of
disease and disability, and people with dementia (PWD)
are frequent users of health and aged care services.2 This
progressive neurodegenerative disease is difficult for both
healthcare professionals (HCPs) and family caregivers to
manage.4 There are increasing numbers of spouse and family
caregivers playing critical roles in providing support to PWD
which enables them to remain living in their own homes.5–7
Caregivers are those who share responsibility for another
person’s health, wellbeing and safety over time.8 They are also
unpaid individuals who support or provide informal care
to a person who is dependent due to long-term physical or
mental illness or to age-related problems.5 The care of PWD
provided at home often involves longer hours and more
intense care compared with amount of formal care provided
by health services.5,6 Caregiver burden can be described as the
emotional, physical, social, and financial costs that results
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What this paper adds:
• Contributes to the existing knowledge of
caregiver burden amongst Australian healthcare
professionals.
• Identifies several barriers to caregiver respite
service utilisation.
• Emphasises the significance of respite services to
caregivers of people with dementia.

when the demands of caregiving exceeds one’s resources.8–12
This literature review highlights caregiver burden as an
emerging healthcare problem as it explores the detrimental
effects of caregiver burden. Furthermore, this paper aims to
educate HCPs on the barriers to utilising community respite
services by caregivers and discuss strategies to increase
service utilisation in order to minimise caregiver burden.

METHODOLOGY
Scholarly articles were researched using the following
databases CINAHL plus, Academic search complete, eBook
collection, Health source – nursing/academic edition,
PsycInfo, Psych articles, and Socio/index with full-text.
The inclusion criteria are as follows full-text, published
between 2000–2018, and peer-reviewed. Search terms used
included caregiver burden, dementia care, community,
respite, and Australia. The primary search strategy used the
terms caregiver burden, dementia care, and community
which yielded 143 articles and a total of 95 articles excluded.
Research based in the United States, rural settings, and
non-English speaking countries were omitted due to the
unfamiliarity of the author with how community services
are delivered in these areas. In addition, research based in
residential care settings were omitted. The remaining 48
articles were reviewed and 30 articles were excluded as they
described caregiver burden not in the context of dementia
care and some articles were situated in rural communities.
As a result, 18 articles were chosen for this literature review
(Figure 1).
A secondary search strategy was conducted using the eight
previously stated databases to capture articles based in
Australia. The search terms used were caregiver burden,
dementia care, community, respite, and Australia. This
search yielded 26 articles and 14 articles were chosen as 12
were excluded due to lack of dementia care, non-Australian
articles, and focused on a specific intervention (Figure 2).
These 32 scholarly articles resulting from both searches were
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SEARCH TERMS

INITIAL SCREEN

SECONDARY SCREEN

caregiver burden and
dementia care and
community
= 143 articles

= 95 articles excluded
Research based in United
States, rural settings, and
non-English countries – 33
Residential care setting – 12
Not applicable – 50

= 48 articles reviewed
30 articles not applicable
to purpose of paper

= 18 articles
included

FIGURE 1: PRIMARY SEARCH STRATEGY

reviewed and sorted into two groups of caregiver burden
and caregiver burden resources. Upon further review of
the articles, an additional six articles were excluded as the
content was found not to be suitable for this literature review.
As a result, 26 scholarly articles were used for the purpose of
this literature review.

DISCUSSION
CAREGIVER BURDEN AND DEMENTIA CARE
IN THE COMMUNITY
Caregivers of people living with dementia experience many
challenges as the disease progresses. As dementia develops,
it leads to increased dependency and a consequent need
for continual assistance by their caregivers.13,14 People with
dementia experience disruptive symptoms such as sleep
disturbances, incontinence, decreased mobility, inability to
recognise family and friends, changes in sexual behaviour,
disorientation, paranoia, wandering, and agitation.11,14,15
As a result of this increased dependency, caregivers can
experience symptoms of burnout. Caregiver burden is a term
used to describe the negative effects of caring on the person’s
physical, mental, social, and financial wellbeing.10–12,15 Family
members, such as a spouse or adult child, usually become
the caregivers of PWD, which puts added stress on their
relationship especially when their loved one no longer
recognises them.10 In Australia, most people living with
dementia are cared for by a family member and 25% of family
caregivers provide 40 hours of care or more per week.16,17
The care they provide includes assistance with activities of
daily living, such as bathing, dressing, and eating, as well
as essential activities of daily living, such as money
management or transportation.11,18 More than two-thirds

of caregivers maintain at least 40 hours of care a week for
more than 12 months, with one-third caring at that level for
five years or more.17 This continuous and demanding role
can have a negative effect on caregivers’ mental and physical
health.

CAREGIVER BURDEN: AN EMERGING HEALTH
ISSUE
Ageing in-place movement
As the number of PWD rises, the number of family caregivers
looking after PWD will also follow in increasing numbers.
While dementia is not an inevitable part of ageing, almost
10% of Australians aged 65 or over have the condition, rising
to 30% of those aged 85 and over.19 Subsequently, there will be
a significant number of older people living with dementia
in the coming years who will require healthcare resources
both in the community and residential care. This poses
significant challenges for aged care policy and services to
shift from institutional care (higher-cost) to community
care (lower-cost) for older people living with dementia.20
The shift in aged care policy to support community care is
based on the principle of ‘ageing-in-place’ which enables
older people to remain in their own homes longer rather
than entering residential care prematurely.21 Similar to
Canada, this policy shift has been supported by older people
and governments however, this has redistributed care work
from paid institutional carers (formal services) to unpaid
carers (informal caregivers) such as family caregivers 7,20,22,23.
The Australian Institute of Health and Welfare 19 found the
shift to ‘ageing-in-place’ aged care policies over the last two
decades has resulted in the number of residential care places
per 1,000 persons aged 70 years and over dropping from

SEARCH TERMS

SCREENING AND RESULTS

caregiver burnout and dementia
care and community and respite
and Australia
= 26 articles

= 12 articles excluded
No dementia care – 5
Specific interventions – 3
Non-Australian – 2
Rural specific – 2

= 14 articles included

FIGURE 2: SECONDARY SEARCH STRATEGY
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92.2 in 1995 to 86.8 in 2010 with the number of communitybased aged care places increasing from 1.7 to 24.4 over the
same period. Although this change in health policy was
intended to allow older people to remain in their homes
longer rather than entering institutions prematurely, there
has been an inadvertent negative effect on family caregivers
where they may feel pressured into taking on the role of
informal caregivers.7,22 The informal care provided by family
caregivers assist in lowering the cost of care on health
systems but it is at the cost of their own health and wellbeing
if adequate support services are not in place. It is evident
that community resources are needed to support family
caregivers in maintaining their own health and wellbeing
and to decrease the incidence of caregiver burden.
The effects of caregiver burden
Family members who care for PWD and live in the
community experience high levels of stress and burden. It
is well established that these caregivers often experience
stress, depression, anxiety, physical illnesses, financial
strain, social isolation, and poor quality of life as a result of
their caregiving role.5,7,13,14,18,23–28 The degree of functional
impairment and behavioural disturbance of PWD has been
shown to induce high levels of caregiver stress and lower
levels of subjective wellbeing, which has been linked to
higher rates of depression in caregivers.14,28 It was found that
one in four caregivers of PWD contemplated suicide more
than once in a previous year which was a rate more than eight
times than that of the general population.25 O’Dwyer, Moyle
and van Wyk found that nearly half of the participants in
their study had experienced suicidal thoughts while caring
and half of those made plans for a suicidal act.29 Caregivers
who considered suicide ‘had poorer mental health, reacted
more strongly to the behavioural symptoms of dementia, and were
less satisfied with the social support they were receiving’.25(p.222)
Clearly, caregiver burden along with poor mental health
and evidence of depression puts family caregivers of PWD at
risk of suicide. It is important for HCPs to acknowledge the
significance and the impact of caregiver burden for those
caring for PWD.
People with dementia are commonly cared for informally by
spouses or their adult children. The current demographic
trend indicates that adult children are becoming primary
caregivers to their ageing parents.27 In Australia, 42% of
main caregivers of PWD were their spouse/partner and
44% were their son or daughter,19 while in Canada, 62% of
adult children were primary caregivers to their ageing
parents.27 Adult children who become caregivers to their
ageing parents experience different stressors to spousal
caregivers. Bastawrous explains how the provision of care
by adult children is unique as there is a role reversal within
this established relationship.27 The child who was once the
receiver of support and nurturing must now provide the
support and assistance to their parent. This role reversal not
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only disrupts the established relationship with the parent
but combined with the other demands of caregiving can
lead to hostility and resentment.27 In addition, adult child
caregivers often have to negotiate the caregiver role with
other family members and this can cause significant family
conflict and interpersonal stress.24,27
Adult children in a caregiver role have been termed
the ‘sandwich generation’ where they provide care for
ageing parents while still supporting their own children
as well as their grandchildren in some cases.20 Moreover,
if these caregivers are still working, the burden of this
multigenerational caregiving is compounded. They would
have to prioritise their time and decide where and when the
support is needed most, such as assisting their parents with
their activities of daily living, while balancing their own
work and family commitments. This can be difficult as adult
children are typically at a stage in their lives where they have
several roles and responsibilities such as being a spouse,
parent and employee.27 Subsequently, work responsibilities
can be viewed as contributing to caregiver stress outcomes
especially if the caregiver’s employment involves long
hours.23 This sandwich generation of caregivers are also at
the point in their lives where they have plans for advancing
their career, travelling during their retirement, or pursuing
their own interests.20 The unexpected responsibility of caring
for their ageing parent could affect their social and financial
wellbeing.
Integrated care for caregivers model
Daniel’s Integrated Care for Caregivers Model explains the
factors that influence the health and wellbeing of a caregiver.8
This model describes the nine domains of education,
recreation, nutrition, sleep, exercise, support, spirituality,
communication, and counselling, all of which provide the
supporting base for four key elements of a caregiver’s health
and wellbeing; physical, emotional, mental, and spiritual.8
As mentioned earlier in this paper, caregivers experience
higher levels of stress and burden when these domains are
negatively affected. These nine domains are fundamental in
determining the health of the caregiver however education,
sleep, emotional and psychological support, and counselling
will be discussed further.
Daniel states family caregivers are often unprepared to
provide care, have inadequate knowledge to deliver proper
care,8 and are unaware of community resources available
to them. It is the responsibility of HCPs to provide support
and education on the skills needed for caregivers of PWD to
manage their care and to discuss the community resources
available to them. Caregivers’ sleep patterns may be affected
over time, especially with the progression of the care
receiver’s disease, which may exacerbate depression and
symptoms of chronic illnesses.8 Healthcare professionals
can ensure caregivers are taught strategies to manage
the behaviours of PWD and to prevent the occurrence of
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these behaviours during the night (eg. taking them for
daily walks during the day). Emotional and psychological
support involves having positive interactions with a good
social support network of family and friends especially
under heightened stress.8 Healthcare professionals should
encourage caregivers to maintain their social support
and social networks in order to minimise the incidence of
caregiver burden and prevent depression. It is important
for caregivers to understand the need for counselling as it
helps caregivers improve communication and problemsolving techniques, learn various behavioural management
strategies, maintain quality care and positive outlooks.8
This model highlights the nine domains which HCPs
should consider when assessing the health and wellbeing of
caregivers.
Significance to healthcare professionals
It is important for HCPs to understand the caregiver
experience when providing care to PWD. Caregivers often
request information about dementia from prognosis to
strategies on how to deal with disruptive behaviours.5,8
Healthcare professionals have a responsibility to support
family caregivers by providing education and counselling to
promote their wellbeing. Educating caregivers is important
as it empowers caregivers through knowledge and it is a
way of supporting caregivers in their demanding role.5,30
Moreover, HCPs are fundamental in providing ongoing
emotional support to caregivers especially when they are
faced with making difficult care decisions.31 As mentioned
earlier in this paper, it is essential for HCPs to recognise poor
mental health in the presence of caregiver burden as it can
lead to suicidal thoughts in caregivers. This can be a strong
indicator of the caregiver’s physical and emotional suffering
warranting prompt intervention from HCPs.
Supporting caregivers in their challenging role has many
benefits for caregivers, PWD, and healthcare systems. The
significance of HCP involvement in decreasing the incidence
of caregiver burden is that ‘placement in residential care
facilities has been associated with rapid deterioration in health,
psychosocial challenges for patients and families, and increased
mortality’.10(p.24) Consequently, the ability for those living with
dementia to remain in their homes longer with community
support services delays institutionalisation and decreases
mortality.4,10

COMMUNITY RESPITE SERVICES
People with dementia eventually decline physically and
mentally affecting their ability to perform their activities
of daily living. Vreugdenhil found that caregivers of PWD
assisted with a wide range of activities which included selfcare, meal preparation, transport, and communication.20
Informal caregivers require formal services because caring
for PWD can be complex, demanding, and at times assistance
is needed around the clock. Formal services, which support
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caregivers in managing the people they care for, are referred
to as respite services or respite care. Respite is defined
as a pause, a temporary cessation, or an interval of rest.32
Tretteteig found in their review that caregiver burden is
significant and gives rise to a great need for support and
help.13 Respite care is a way of supporting caregivers and
delaying institutionalisation.6,13,14,30,31 It is also essential
in the home management of PWD as it helps to decrease
stress related to the demands of caring and also allows time
for caregivers to rest and do things for themselves.31 This
temporary relief of their burden of care enables them to
attend to basic everyday needs such as attending to their
own healthcare, shopping, and social needs.6 O’Connell
and colleagues found that four out of five caregivers in
their study stated that they had experienced lower stress
levels since utilising respite services and more than half
reported that their own health had improved since using
the service.6 Utilising respite services is crucial to the health
and wellbeing of the caregiver and it could possibly lengthen
their ability to care for PWD in their own home.
There are several types of respite services in the community
which can be utilised in crisis situations or in part of a
planned regular service to provide custodial care. The most
common types of respite used are at a day centre, within
the home, and at residential care.6,14,30 In-home respite
involves community health workers assisting PWD with
their activities of daily living or simply watching over them
in their home while their caregiver leaves for a much-needed
break. Day centre respite involves PWD attending for a set
period time to participate in planned activities whereas
residential care respite involves a short stay, such as a week,
within the facility.6,14

BARRIERS TO UTILISING RESPITE SERVICES
Clearly, there is a significant amount of research and
systematic reviews on caregiver burden, dementia care and
respite services in the community however there was limited
research on why caregivers underutilise community respite
services despite its benefits in reducing caregiver burden.
Caregivers face many challenges when caring for PWD and
HCPs may assume caregivers would regularly utilise the
community resources available to them. Throughout the
reviewed literature, it was evident that respite services were
underutilised due to several key barriers. Caregivers were
reluctant to utilise essential support services because of their
negative emotions of grief, sadness, or frustration or they
were unable to identify that their stress was directly linked
to the care recipient.11,12,18,32 Furthermore, caregivers lacked
the knowledge of respite services available to them.5,8,12,14,32,33
Eifert and Eddy also found some caregivers chose not to
utilise respite services because they wanted to keep their
loved one’s diagnosis private and any acceptance of help
from outside the family was seen as an invasion of privacy.11
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In contrast, when caregivers utilised respite services, they
discovered barriers themselves that prevented or limited
further respite service use. Caregivers found respite services
were inflexible or unreliable in their delivery times and it
did not meet their needs.6,12,14,18,22,32,33 Caregivers reported
that there was a greater amount of work generated when
preparing PWD for respite and this caused the caregiver
more stress.11,32 Caregivers also stated that managing the
behaviour of PWD post-respite service use resulted in
disruptive behaviours, such as resisting care or aggression,
causing additional caregiver stress.6,11,14 This interruption
of the PWD’s routine outweighed the benefits of utilising
respite services as perceived by their caregivers. Lastly,
caregivers expressed concerns of the cost of respite services
and utilisation these services depended on caregiver
affordability.6,11,33

STRATEGIES TO INCREASE RESPITE SERVICE
UTILISATION
Current health policy dictates that one of its key goals is
to delay the institutionalisation of PWD however there is
overwhelming evidence that community resources should
consider not only the care of PWD but also the health and
wellbeing of their caregivers. The benefits of broadening
the focus of care will help sustain caregivers to continue
caring for PWD in their own home for years to come. HCPs
have a significant role in performing thorough assessments
on both PWD and their caregiver. These assessments will
help identify any knowledge gaps in relation to physically
and mentally caring for PWD and communicate vital
information on the community respite services available to
caregivers. The contact with caregivers and PWD during these
assessments gives HCPs the opportunity to offer ongoing
emotional support to both the caregiver and PWD. As the
relationship between HCPs and caregivers develops over
time, HCPs are in a position to identify when additional
support is needed, such as counselling through a social
worker or the initiation of respite services. This established
and long-standing relationship between HCPs and caregivers
facilitates continuous communication where caregivers are
able to inform HCPs of any issues they might encounter in
relation to respite services, such as inflexibility, unreliability,
and unaffordability.32 Healthcare professionals should work
with the community multidisciplinary team to address the
barriers of specific services with the goal of increasing respite
service utilisation by caregivers. Furthermore, HCPs should
help caregivers create a plan of care following respite service
use to address disruptions and behaviours of PWD and
minimise caregiver stress post-respite.
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RECOMMENDATIONS FOR FUTURE
RESEARCH
There is limited knowledge on which respite services
have been beneficial to caregivers as the articles that were
reviewed only described the respite services in relation to
PWD and not their caregivers. Additional research is required
to investigate the specific types of respite service caregivers
need and which respite services have been most successful
for caregivers. This knowledge can assist HCPs in improving
utilisation rates of respite services and inform health systems
on where to focus the funding of their community resources
for PWD and their caregivers.

CONCLUSION
Caregiver burden is undoubtedly a prominent health issue
which will persist as the population continues to age and
the number of PWD increases. Caregivers of PWD partake
in a demanding role which impacts their own health and
wellbeing. Subsequently, health systems are responsible
in providing support to these informal caregivers since
they delay the use of formal services, such as residential
care, and help PWD remain in their own homes longer.
HCPs should perform thorough assessments of both the
caregiver and PWD to maintain their health and wellbeing
and to encourage the use of respite services. Furthermore,
HCPs must identify the barriers to respite service utilisation
by caregivers so that strategies are implemented and the
incidence of caregiver burden is reduced.
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