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ABSTRACT 

 
Nurses espouse a caring ethic and demonstrate effectiveness in prevention of patient falls 

but are often observed taking risks with patients’ safety.  These actions reflect poor 

congruence between espoused values and behaviours.  Attitudes, values and involvement in 

decision-making are factors that influence work behaviours.  Nurses’ attitudes are held to 

be a definitive factor in prevention work; however, few studies have focused on adherence 

with best practice principles of fall prevention.  Yet nurses claim no authority to change 

their work.  It was assumed that increased adherence would be achieved by improving 

nurses’ attitudes through participation in decision-making surrounding fall prevention 

practice.  This study aimed to tes t this assumption by empowering nurses working in two 

medical wards with high numbers of patient falls to improve their ownership of practice by 

utilising critical social theory and action research.  Nurses’ attitudes, including self-esteem, 

professional values and work satisfaction were established before and after a practice 

development project using action research.  Mixed methods were employed by praxis 

groups meeting fortnightly for a year reflecting on, and re-engineering practice.  Action 

research occurred in cycles focusing on assessment, communication, everyday work, and 

performance.  Nurses’ work was re-organised to gain time to spend in prevention work.  

Patients’ environments were made safer and more patient-centred.  New and effective ways 

of assessing risk to fall, communication of risk and monitoring nurses’ performance of 

prevention work were created and evaluated.  Analysis demonstrated that nurses had good 

self-esteem and professional values but were not satisfied with their work.  Self-esteem and 

professional values were unaffected by participation in work-related decisions however, 

nurses expressed increased sense of ownership, more satisfaction and were observed to 

engage in more prevention work.  In conclusion, manipulation of attitudes and values is not 

warranted if attitudes and values are good.  However, participation in work-related 

decision-making engages practitioners and leads to greater congruence between values and 

behaviour.  The “unspoken rules” constraining practice that were exposed in the action 

research oblige nurses to assume authority, confronting and dispelling these constraints to 

enable more therapeutic care to emerge. Recommendations include promoting practice 

development as the preferred means for cultural change and improving person-centred care 

whilst recognising its fragile nature and dependence on clinical leadership.          
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CHAPTER 1 

 

BACKGROUND 

Introduction 

Nursing is a complex and diverse discipline that crosses international boundaries, races, 

cultures and environments.  Yet, despite all its diversity, it has one common factor, the 

desire to care for others.  According to Kitson (1999), this “essence” of nursing is captured 

at the interface between the patient and the nurse.  In order to understand nursing, it is 

sometimes necessary to approach it through the study of particular situations.  This thesis 

forms part of a portfolio that seeks to do so through the exemplar of patient falls.  This 

exemplar was selected as nurses’ observed practice provided a case in point of a practice 

problem involving the nurse-patient interface.    

 

Patient falls are the most frequently reported adverse event in hospitalised patients (Evans, 

Hodgkinson, Lambert, Wood, & Kowanko, 1998).  Fall preve ntion strategies have been 

demonstrated to have a positive effect on the rate of falling, however some studies report a 

lack of adherence to these strategies by nurses (Bakarich, McMillan, & Prosser, 1997).  

Despite the large body of literature related to patient falls, there are few studies that seek to 

understand this lack of adherence or the attitudes that underpin behaviour at the nurse-

patient interface.  Therefore, the thesis aims to contribute to the understanding of this 

practice problem so that practice may improve making a hospital stay safer for patients.   

 

Practice improvement, or practice development, is aimed at questioning practice to achieve 

“increased effectiveness in patient-centred care” (McCormack, Manley, & Garbett, 2004, 

p.35).  To achieve this, questioning should consider external influences such as government 

policies on practice and internal influences such as the culture in which the practice is 

situated.   Knowledge generated from research should contribute to the questioning that 

further informs and improves practice and the skills of practice developers (French, 2004; 

Parahoo, 2000; Titchen, 2000).  Therefore, the portfolio contains pieces of work arising 

from the questioning that changed practice.   
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1.1 Framework of the portfolio 

The thesis is positioned in a portfolio of work undertaken as part of a Professional 

Doctorate.  The doctorate requires the researcher to be professionally active and undertake 

a course of work that included Health Care Policy related to the research interest, 

Leadership in Practice, and a piece of philosophical work addressing International Frame of 

Professional Practice.  All of these works and any related works, such as publications, 

supported and informed the central thesis, which required the researcher to undertake 

research addressing and seeking to change a problem arising from clinical practice.  All the 

works in the portfolio are integrated and referred to throughout the study.  The portfolio is 

presented in two vo lumes as per Table 1 below.   

 

Table 1   Contents of Portfolio of the Professional Doctorate 

VOLUME DESCRIPTION OF CONTENTS 
 

1 
 
FIGHTING FALLS WITH ACTION RESEARCH: A PRACTICE DEVELOPMENT 
PROJECT 

 
2 

 
Appendices and Reference List related to the study in volume 1.  
 
Practice development should facilitate the implementation of research into 
practice.  Therefore the portfolio contains the published article detailing the 
original work which led to the study in volume 1.  Dempsey, J. (2004). Falls 
prevention revisited: A call for a new approach. Journal of Clinical Nursing, 13, 
479-485. 
 
Practice development should consider external influences on practice therefore this 
portfolio includes: 

1) A discussion paper examining “Management Policy to Reduce Fall Injury 
Among Older People” (NSW Health, 2003) and its implementation on Central 
Coast Health, NSW. 

 
2) A report of “Central Coast Health Falls Injury Prevention Forum”, 2003 that 
was organised by the researcher and others to address the is sues identified in 
the paper above. 

 
Practice development should have consequences for education, communication, 
and leadership therefore the portfolio includes a conference presentation “Lessons 
in leadership”.  This presentation details personal experiences in leading action 
research.  It was presented at the 4th International Practice Development 
Conference, Terrigal, NSW on September 17th 2004.  This presentation is based on 
the professional doctorate work, Leadership in Practice. 
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1.2 Setting the practice scene  

The location for this study was the acute medical division of a regional teaching hospital 

situated in New South Wales (NSW), Australia. The researcher was the Clinical Nurse 

Consultant (CNC) assigned to the clinical area.  Like many organisations, this hospital uses 

patient falls as a measure of the quality of nursing care.  The use of patient falls as a clinical 

indicator is fraught with challenges as it is affected by many variables.  Although not all of 

these variables are related to nursing care, as the actions of patients can play a significant 

role, the actions of nurses have been shown to significantly affect patient outcomes.   

 

Between 1996 and 2001, the researcher conducted an investigation into the potential for a 

fall prevention program to reduce the rate of falls in the medical division (hereafter referred 

to as the Division).  The results of this investigation described in the portfolio work “Falls 

prevention revisited: A call for a new approach”, clearly demonstrated that nurses could 

positively contribute to a reduction in the fall rate.  However, the principles of the program, 

which involved best practice in fall prevention, were not always observed in nurses’ care in 

areas with the highest rate of falls (Dempsey, 2004).   

 

The rate of falls and audit data was available on nurses’ use of the current assessment and 

documentation practices.  In order to clarify the effect of non-adherence to best practice 

principles in fall prevention, the audit data was compared with the number of patient falls 

for the ward (an acute stroke and geriatric ward) with the greatest number of falls.  This 

comparison showed that when a low audit of fall prevention behaviours was identified there 

was a corresponding rise in patient falls.  Although this result supported the argument that 

assessment had a vital role in fall prevention, other questions related to fall prevention 

practice remained unanswered.  Namely, why this ward, with the highest level of awareness 

of falls due to the higher level of patient disability, had the poorest performance on audit 

compared to the other medical wards.  Also, why did nurses on this ward not actively 

embrace fall prevention?   

 

Observations of specific nursing behaviours, in this ward and other wards within the 

Division, indicated that patients were frequently placed in situations, which exposed them 
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to the risk of falling, such as having no access to call bells or personal items.  For example, 

on one day in one ward, 20 of 22 patients did not have access to a nurse call bell.  In 

response to this observation, a quality improvement project was undertaken in this ward to 

encourage nurses to rearrange the furniture from a traditional hospital placement to a 

patient sensitive placement to enable patients to access call bells.  Despite encouragement, 

nurses did not embrace the project in general and continued to use a conventional furniture 

placement even when it was inappropriate for patients.  Further discussions with nurses on 

this ward revealed that they were unable or unwilling to reconstruct the environment, as 

they were “too busy”.   

 

Another example of practice that was not patient-centred was also observed.  The standards 

of nursing practice in fall prevention for the Division stipulated that patients were not to be 

left alone in the shower or bathroom.  Despite this, nurses were frequently observed to 

leave patients with instructions to ring for assistance.  Nurses then went elsewhere to 

complete other tasks.  The following examples are from incident reports regarding the same 

patient that demonstrate this situation: 

   

Incident 1 May 16th 2003. 

Patient put on toilet for bowel evacuation. Several checks by nurse.  
Patient stating he hadn’t finished, left to finish. When nurse returned,  
patient on floor of toilet. 

 

Incident 2 May 25th 2003. 

Patient sat on toilet. Nurse left for short period. Patient fell in between  
toilet and wall.  Denies hit head and no injuries initially seen.  Patient  
drowsy, weak in arms and legs.  Previously stable enough to leave on  
toilet. 

 

When questioned about these behaviours, nurses on the ward universally maintained that 

leaving patients was necessary in order to “get the work done”.  These observations 

suggested that nurses may act in a ritualised way that was counter to their “moral agency” 

to keep patients safe (Scott, 1998, p.69).  It also suggested that the imperative to get the 

work done in a given time was more influential on nurses’ behaviour than patients’ safety. 
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More generally, nurses reported in a workforce survey that patients deserved to be at the 

centre of their work.  However, staff shortages and economic constraints had created a 

system that prevented this from occurring (NSW Health, 2000).  In this workforce survey, 

nurses reported that they were extremely dissatisfied and were leaving the profession, as 

they were no longer able to give the care they deemed necessary.  Nurses generally ascribed 

the responsibility for the deficits in the system to an economic rationalism adopted by those 

in authority (Mooney & Scotton, 1999).  Hence, the observed behaviours of nurses in the 

Division were in direct opposition to the stated value position of nurses in general (NSW 

Health, 2000).  If the stated values of nurses in this Division were the same as nurses in the 

survey, this raised the possibility that this may also have had a role to play in their levels of 

dissatisfaction with their work.     

 

Dissatisfaction was also evident in expressions of self-blame that existed within the nurses 

observed in the Division.  These nurses were not unique as this self-blame was also 

expressed in a descriptive study exploring how nurses conceptualised patients’ risk to fall 

and then chose their actions (Turkoski, et al., 1997).  In this study, nurses resembled the 

observed nurses expressing the same intense feelings of guilt, anger and self-blame towards 

themselves following a patient’s fall.  For example, the patient referred to in the incident 

form on the previous page experienced significant facial bruising from the fall and the 

nurse who completed the second incident form remarked as follows … 

I didn’t know he had fallen the other day. I don’t know how I will face his wife.  I 
feel like they are like children that we have been given the care of and we have let 
her down.  

 

However, nurses in the Division continued to be observed to take risks with patients’ safety 

by leaving patients alone in the toilet.  It was this dissonance between the observed and the 

expressed that led to the identification of a problem with psychological and social factors or 

attitudes that influenced nursing behaviours at work.   

 

1.3 Constructing the research question: Nursing ‘work’ 

As reported above, nurses in the workforce survey were discontent, as they were unable to 

deliver the care that they deemed essential.  So what was it that prevented nurses from just 
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changing the delivery of care and eliminating their distress rather than leaving?  Nurses 

may be prevented from changing care by perceptions of who controls and, therefore, owns 

their work.  This perception of powerlessness affects their attitudes, creates dissatisfaction 

for their work and, ultimately, their performance (Kuokkanen & Leino-Kilpi, 2001).  

Postulated expression of this is found in poor workplace satisfaction, low self-esteem and a 

reduction of moral agency that is reflected in poor adherence with interventions such as fall 

prevention (Falk Rafael, 1996; Koukkanen & Leino-Kilpi, 2000; Roberts, 2000).   

 

Nursing work observed in the Division was governed by a series of tasks or rituals that 

contributed to the ‘busy nurse syndrome’ and the appropriateness of tasks was not 

questioned (Dempsey, 2004).  This situation was similar to that identified by Martin (1998) 

where the nurses were preoccupied with ‘getting their work done by lunchtime’.  Lee 

(2001, p.63) described ritual as “a social practice that involves groups of people who share 

common expectations”.  An example of ritual occurred in the discussion on work following 

the furniture placement project expressed as “this is the way we always do it”.  Another 

ritual related to the bathing of patients.  Even though nurses questioned if it was necessary 

for patients to be bathed every day, no nurse took alternative action but worked according 

to this expectation.  Martin (1998) described this adherence to routine in 1989 but to date 

no changes to work practices had been made in any of the wards within the Division, 

despite the fact that staffing shortages were now evident.  

 

Some writers contend that nurses resort to ritual practice as a means of alleviating their 

anxiety in unfamiliar situations (Lee, 2001; Parker, Gardner, & Wiltshire, 1992; Philpin, 

2002).   Others contend that rituals in practice occur because nurses don't own their own 

work.  That is, nurses generally don’t contribute to standards or policies and therefore don't 

question their own beliefs, attitudes and behaviours behind their practice thereby reducing 

nursing to a series of tasks (Baker, 1997; Tonuma & Winbolt, 2000).   For nurses in the 

Division, getting the work done was more important than the purpose of the work.  This 

reality was in conflict with the espoused ethic of caring that permeated the nursing dialogue 

such as expressed in the workforce survey (NSW Health, 2000).  Therefore, if nurses caring 

behaviour was central to patient safety, what factors explained non-adherence to fall 
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prevention interventions?  Clearly there was a gap between values and behaviours, which 

had not been explored by consideration of ownership of work and nursing attitudes.   

 

1.4 Study overview 

It had become clear following the observations of nurses in the Division; that a change in 

attitude might be necessary to influence behaviour to improve patient safety.  Previous 

researchers noted that behavioural change might occur through attitudinal change (Morse, 

1993; Semin-Goosens, van der Helm, & Bossuyt, 2003).  Others maintained that change 

may only be achieved when nurses assume control of their work (Daiski, 2004).  This 

study, that forms the central component of this doctorate, considered the effect of both 

views by establishing nurses’ attitudes before enhancing the sense of ownership of work 

through group processes that analysed and reflected on work as it related to fall prevention.  

It was anticipated that this increased sense of ownership would lead nurses to an improved 

relationship with their work that was indicated by an increased use of fall prevention 

strategies.   

 

This study sought to establish that by supporting nurses to understand the impact of their 

clinical decisions, to take time to analyse and reflect on their decisions, fall prevention 

practice behaviour would change and patient falls decrease.  By using processes that were 

likely to increase self-esteem, a sense of autonomy relating to practice and professional 

agency to effect change, nurses could create patient-centred practice that enhanced patients’ 

safety.  Therefore, in the context of patient falls and nursing work, if individual 

performance was improved/changed/affected through involvement in processes that 

fostered a sense of ownership and affected values and attitudes, behaviours may alter.   

 

Critical social theory and action research processes were used to explore the constraints on 

individual autonomy, responsibility and a sense of ownership of practice (Wilson-Thomas, 

1995).  Reflection and action can change practice through nurses’ critical analyses of their 

work and the way this affects them in the decisions they make with patient care (Carr & 

Kemmis, 1986; Freire, 1972; Holter & Schwartz-Barcott, 1993; Hart & Bond, 1995; 

McCormack & Garbett, 2000).  Therefore, this research, using patient falls as the practice 
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exemplar, aimed to improve patient safety and contribute to a deeper understanding of 

nursing behaviours.   

 

1.5 Summary of chapter 1  

The practice problem is outlined as the gap between the espoused values of the nurses 

within the medical wards and their observed behaviours in fall prevention work.  An 

overview is given of the study.  The position of the study as the thesis of a Professional 

Doctorate is explained as is the relationships of the other pieces within the portfolio to the 

thesis.  Chapter 2 sets the study within the context of the literature. 
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CHAPTER 2 

 

LITERATURE REVIEW - CONTEXT OF FALL PREVENTION 

Introduction 

In chapter 1, the practice problem was presented and the gap between nurses’ espoused 

values and their observed behaviours in the management of patient falls was identified.  It 

has been postulated that this situation related to the fact that nurses did not contribute to the 

“rules”, official or unofficial, that governed their practice therefore they had no sense of 

ownership of their practice.  Ownership or ‘to own’ is defined as ‘belonging or relating to 

oneself or itself’ (Blair, 1982).  In order to relate to one’s self, it is necessary to understand 

one’s self.  So what is nursing?  How do nurses know when nursing behaviour is not 

consistent with their values?  How do they know when practice is not as it should be?  This 

chapter explores these questions through the concept of nursing as a practice discipline and 

the development of the quality agenda in nursing.  In addition, the difficulties in applying 

quality tools to nursing when using measures such as clinical indicators will be explored.   

 

2.1 Background  

2.1.1 Nursing as a practice discipline  

The meaning of nursing differs amongst theorists.  In the past, some theorists have 

interpreted nursing in a mechanistic manner that relates to reduction and measurement 

rather than a humanistic way that relates to caring (Antrobus, 1997).   Berragan (1998) 

suggests that debate about nursing presents a real danger as nursing may lose sight of what 

essentially is the reason for its existence, the desire to care.  This care differs from the 

caring provided by lay people in that its knowledge base is derived from inquiry drawn 

from many fields of endeavour.  Pearson (2000) agrees with Berragan and states that 

“Nursing is essentially a practice: a caring process that occurs between the nurse and the 

nursed”.  Nursing practice, or the delivery of nursing care, is essentially humanistic and the 

caring relationship is the beginning and the end of nursing (Antrobus, 1997; Jacox, 1974).  

Diers (2004, p.77) agrees on the importance of the relationship but extends the argument by 

postulating that “Nursing is two things: the care of the sick (or the potentially sick) and the 

tending of the entire environment with which care happens.”   
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Diers (2004, p.143) describes the unique place of nursing where… 

Nurses are invited into the inner spaces of other people’s existence without  
even asking, for where there is suffering, loneliness, the tolerable pain of cure,  
or the solitary pain of permanent change, there is the need of the kind of  
human service we call nursing. 
 

According to Bradshaw (1995), there are as many realities of nursing as there are nurses.  

However, like Diers (2004), Bradshaw (1995) postulates that nursing needs to maintain its 

basic beliefs and values that include the delivery of pe rsonal, practical and scientific care in 

which nurses work in partnership with each other to provide quality of care for patients.   

 

Indeed, one theorist who lived long enough to see how nursing evolved over time was 

Virginia Henderson.  Earlier last century, her theory of nursing formed the basis of many 

nursing curricula, which prepared nurses for practice.  Henderson’s definition of nursing 

is...   

 The unique function of the nurse is to assist the individual, sick or well,  
in the performance of those activities contributing to health or its recovery 
(or to a peaceful death) that he could perform unaided if he had the  
necessary strength, will or knowledge.  And to do this in such a way as  
to help him gain independence as rapidly, as possible (Henderson, 1966, p.15).   

 

According to Chiarella (2002), this definition of nursing remains the most frequently 

reproduced.  However, in a later biography, Henderson drew attention to the fact that 

nursing was losing its sense of the importance of this caring interface and believed that 

nursing is now in a state of total intellectual confusion and somehow nurses have to 

navigate their way out of it (Smith, 1989). 

 

By concentrating on the practice itself, the value of scientific knowledge and that gained 

from the interpretive paradigm can be merged with personal knowledge.  This suggestion is 

supported by Pearson (1992) who argues that the dilemma expressed by Henderson, may be 

overcome by a paradigm in which practice theory or “praxiology” is used to uncover 

nursing knowledge.  Nursing knowledge is also uncovered through methodologies that 

arise from the critical paradigm such as action research (McCormack, et al., 2004).  

Through this, knowledge that is inherent in everyday nursing practice, which is not 
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captured in nursing theory, can inform nursing practice.  Robinson (1993) states that the 

process of clarifying concepts or ideas related to nursing practice by the participants 

themselves is the most desirable way to generate knowledge for nursing practice.   Pearson 

(1992, p.122) advances this in the view of practice as a “world of action, where 

practitioners engage in both practical and theoretical endeavour”.  By using the paradigm of 

practice, concepts such as therapeutic nursing that emanate from the relationship between 

the nurse and the patient can be explored (Kitson, Harvey, & McCormack, 1998)   

 

In practice, nurses are required to undertake a range of duties that “protect the humanity 

and the individuality of the person for whom they are caring” (Kitson, 1999, p.43).  Kitson 

(1994) acknowledges that the philosophical basis of nursing places the patient at the centre 

of practice, but recognises that nursing requires a set of practical skills in order to deliver 

care.   These duties are deliberate and ordered in a framework synthesising the tasks to be 

completed.  Nurses organise care into a package of activities in response to a number of 

questions, which are internalised and reflect the fundamentals that comprise patient-centred 

care.  The first of these questions is “How can I ensure that the immediate environment is 

conducive to optimal care?” (Kitson, 1999, p.45).  Although the notion of caring in nursing 

pervades the literature and much of the nursing rhetoric, this is not always observed in 

reality, as the scenario presented in chapter 1 demonstrated.  It was this dissonance and the 

apparent dichotomy between Kitson’s question and the nurses’ observed behaviour in the 

scenario that has led to the study of the practice problem presented in this thesis.   

 

2.2 Quality of care 

The advancement of a paradigm of practice and a view of nursing as a caring relationship 

does not negate the need for measurement of the quality of care delivered.  Whilst debate 

exists about what constitutes nursing, this was not the imperative that drove nurses to 

examine the quality of the care they delivered.  It was not primarily the intent of the quality 

movement to simply identify what was right or valuable in health care.  Indeed, it was the 

growing cost of health care in the 1980s that provided the economic drivers that required 

nurses to prove their clinical effectiveness, as a large proportion of hospital budgets are 

assigned to nursing (Carey & Lloyd, 1995).  Therefore, nursing as the major provider of 
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patient care delivery, due to its twenty-four hour, seven day service, took a leading role in 

the health quality movement (Aiken, Scholaski, & Lake, 1997).  Indeed, beliefs that the 

nurses “responsible for the provision of care were accountable for its quality” became 

inculcated into the profession’s psyche at this time (Ventura & Crosby, 1989, p.145).    

 

A precise definition of quality is as problematic as a definition of nursing, as it varies 

according to the perspective of those attempting to define it.  Antrobus (1997) defined or 

identified quality as the uniqueness of nursing care that draws its knowledge from practice 

in order to understand the therapeutic contributions that it makes to the patients.  The 

concept of quality also incorporates the condition of the end product (the outcome) of care 

as well as the manner in which care is produced and the conduct of the people who 

produced the care (the process).  Health services outcome measures such as morbidity and 

mortality, and patient length of stay are relatively concrete and capable of measurement.  

The product of nursing, that is the care of people, is difficult to objectively measure. 

However, the product should be considered in the same light as those of any other service 

industry.  Marek (1989) defined nursing outcomes as a measurable change in a patient’s 

health related to the receipt of nursing care.  Identifying a measurable change in a patient 

that is directly attributable to nursing is difficult as “caring”, or what nurses do, is 

problematic in both description and quantification.  Taylor (1998, p.71) refers to the 

“ordinariness” of nursing and its therapeutic nature, which evolves from the interpersonal 

encounters between nurse and patient.  Capturing this complexity in a measurable outcome 

creates an enormous challenge.  Hence, certain actions that nurses undertake are often 

selected as surrogate measures of care.  

 

2.2.1 Measurement of care 

Although outcome measures were slow to develop in health care, nowadays the 

classification system of structure, process and outcome forms the mainstay of many quality 

programs.  Donabedian (1992) notes that outcomes should only be considered a flag that 

should lead the investigator to a study of the interaction between the structure and processes 

of health care systems that affect patients.  The barriers to outcome development placed by 

the medical profession, who did not wish to have the individual practice of doctors 
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questioned, substantially weakened in the 1970s.  Government actions then escalated with 

many agencies commissioned to develop outcome criteria and the tools such as clinical 

indicators to measure them (Middelton & Lumby, 1998).   

 

The difficulty in determining the contribution which nurses make to patient care is 

compounded by the fluid nature of nursing work.  Spilsbury and Meyer (2001, p.11) 

contend that smaller studies can “build a picture of the evolving nature of nursing work”.  

As nursing care was “invisible” and had no standardised language to describe it, a Nursing 

Interventions Classification (NIC) system was created in the United States of America 

(USA) in the early nineties (McCloskey & Bulecheck, 1992).  The NIC articulated the 

unique nature of nursing through a description and classification of the work that nurses 

perform and allowed the development of sets of nursing outcomes, the Nursing Outcomes 

Classification (NOC) (Johnson & Maas, 1997).  The NOC classification system has 

specific indicators, which measure the effectiveness of these interventions.  These nursing 

outcome measures are applied to particular nursing interventions such as “Safety 

Behaviour: Fall Prevention” as examples of care.   Despite the creation of the NOC, there is 

a lack of actual evidence of the relationship of nursing outcome measures to effectiveness 

of therapeutic intervention in clinical practice (Stetler, Morsi, & Burns, 2000).  However, 

there has been some progress in determining the effectiveness of nursing interventions with 

the studies on “Magnet” hospitals in the USA (Aiken, Havens, & Sloane, 2000; Aiken, 

2002; Needleman, Buerhaus, Mattke, Stewart, & Zelevinsky, 2001).  As a result of these 

studies, the impact of the quality of nursing care on many patient outcomes, including 

mortality, can now be identified. 

 

2.2.2 Adverse events 

The drive to measure quality outcomes has revealed another dimension to the phenomenon, 

that of “dis-quality” or a lack of quality (Leape, 1994).  The extent of this  problem was not 

initially recognised but now the significant contribution made by problems that arise from 

patient management has been acknowledged (Runciman, Helps, Sexton, & Malpass, 1998).  

Many errors in patient care were minor, did no harm and were often not reported.  Indeed, 

even when an error was major, it was seldom publicly reported as it happened in isolation.  
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Now, there is an expectation placed on health professionals by management to report error.  

However, Leape (1994)  contends that the pursuit of excellence in clinical practice has been 

socialised to such a degree, that infallibility has become an expectation of performance.   

 

A true awareness of the immensity of the problem created through errors in patient care did 

not filter into the health consciousness until the problem was quantified in the Harvard 

Medical Practice Study (HMPS) (Brennan, et al., 1991).  This research provided the 

industry with a view of the consequences of substandard care.  In this study, selected 

patient records were examined for evidence of an adverse event, which was defined as “an 

injury that was caused by medical management (rather than the underlying disease) that 

prolonged hospitalisation, produced a disability at the time of discharge, or both”.   Adverse 

events were found in almost four (3.7) cases per 100 admissions but a negligent act or 

omission was only found in 1%.  According to Senders and Moray (1991), human error has 

an impact on any system that may range from 30% to 80% of serious incidents.  If clinical 

practice is considered a complex system, then the issue of human error must be 

acknowledged, not for purposes of blame, but for the purposes of improving the system.  In 

the HMPS, 69% of events were caused by human error unrelated to negligence.  It was 

concluded that the presence of adverse events did not signal poor quality care, nor did the 

absence of errors indicate good quality care. 

 

Wilson, et al. (1995) conducted the Quality in Australian Health Care Study (QAHCS) in 

order to investigate if a similar situation existed in the Australian health system.  These 

authors identified an error rate of 13 per 100 admissions confirming the extent of the 

problem.  This result was higher than the HMPS and may have occurred through changing 

the definition of one of the parameters, negligence, to one of preventability.  Or it may have 

resulted from the fact that the standard of documentation may have improved, thereby 

allowing greater identification of adverse events.  The researchers also noted the 

complexity of the system they were investigating and the multi- factorial nature of adverse 

events.  It was also proposed that despite most adverse events involving human error, the 

person was often only a link in interacting organisational problems.  These studies 

underpinned the creation of the Framework for Managing the Quality of Health Services in 
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New South Wales (NSW Health, 1999) and increased the interest of nurses in the 

measurement of patient outcome measures related to clinical practice. 

 

This NSW Framework advocated measuring the clinical effectiveness of nursing care by 

using the principal tool of quality measurement, with a patient outcome measured by a 

clinical indicator.  According to Carey and Lloyd (1995), the primary purpose of any 

indicator is to act as a flag that alerts the investigator to look deeper into a particular part or 

process of the industry.  When such an indicator identifies problems, the investigator must 

then look to the situation, the people and the work as part of the process (Idvall, Rooke, & 

Hamrin, 1997).  In this way, the true nature of the problem may be elucidated and rectified, 

thereby increasing the quality of the system as a whole (Vincent, Taylor-Adams, & 

Stanhope, 1998).    

 

Whilst supporting the use of clinical indicators, the Framework for Managing Quality of 

Health Services in NSW advocates that the study of adverse events should not focus on 

poorly performing individuals, but emphasise an improvement of the system in which 

dedicated individuals work (NSW Health, 1999).  However, when used effectively, the 

indicator can lead to a deeper consideration of nursing work, the system and the behaviour 

of the workers, the nurses.   As nursing is difficult to define, process indicators arising from 

nursing work are common in quality interventions.  Patient falls have been selected as an 

indicator as falls constitute the most common “health hazard” to patients in all the health 

systems where international data are available (Evans et al., 1998). Although previous 

studies such as the HMPS and the QAHCS have focused on all adverse events in general, 

there was a continuing interest in falls by the nursing profession because of the impact 

nurses can have on the occurrence rate (Dempsey, 2004).  The NSW Department of Health 

also suggests using patient falls as a clinical indicator across all its acute services, although 

there are considerable deficiencies in data collection and a lack of standardisation in 

definition, reporting and analysis (Cowie, 2000).  Therefore, there is an urgent need for 

quality research on patient falls particularly in regard to prevention, to support the use of 

this indicator (Evans, et al., 1998).   



Fighting falls 

 
 

16 

2.3 Patient falls 

When considering the context of falls in the health care system it is necessary to 

acknowledge that like many other developed nations, Australia has an ageing population.  

The median age of the population now exceeds 30 years and is projected to exceed 40 years 

by the year 2020 (Grbich, 1996).  With this increase in age, health planners are presented 

with a range of health care issues that are projected to place enormous pressures on the 

acute health system (Mooney & Scotton, 1999).  The patient population within hospitals 

has correspondingly risen so that the average age of medical patients in hospitals is greater 

than 70 years.  Many of the issues faced by health planners are attributable to this ageing 

patient population.  One of these issues is falls, and the importance of falls as a health issue 

is critical (Hill, et al., 2000; NSW Health, 2000).  In 1997, approximately 191,000 hospital 

bed days were utilised as a direct result of a fall, at a cost of $302 million Australian dollars 

(AUD).  Even if the rate of falls remained unchanged, predicted further increases in the 

aged patient population will see the costs associated with falls soar to around $644 million 

AUD (Moller, 2000).  In order to provide care for patients who have fallen, an additional 

800 acute hospital beds per day and an additional 1,2000 nursing home beds for long term 

care are predicted to be needed (NSW Health,  2001).   Effective strategies to reduce the 

predicted incidence of older peoples’ falls are required if the Australian health system is to 

meet the expected demand (Evans, et al., 1998; Hill, et al., 2000).   

 

2.3.1 Research as a strategy 

One of the recommended strategies to reduce falls is rigorous research.   In the context of 

acute care, a systematic review of patient falls in hospitals drew attention to the fact that 

patient falls constitute 38% of reported incidents (Evans, et al., 1998).  In addition, the 

authors note the large number of publications related to falls but also remark on the relative 

lack of rigorous, robust studies related to clinical practice decision-making.  

 

Although nursing research on patient falls is quite substantial and of long standing, it is the 

robustness of the research that is questioned (Morse, 1993).  In 1993, Morse noted the 

escalation of falls research since the 1960s and the change in focus from estimating the 

number of falls to predicting the likelihood of falling.   Deficiencies in uniform definition 
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of a fall and standardised reporting are amongst the problems Morse identified.   Morse was 

also critical of the lack of comparative groups in falls research and highlighted the 

possibility of erroneous conclusions resulting from the research designs.  In addition, 

Morse claimed that the least developed area related to the testing of fall prevention.    The 

success of prevention programs appeared to be connected to the heightened awareness 

amongst nurses as a result of the research processes.  It was this awareness and nurses’ 

attitude that Morse contended offered the most successful strategy to date.  This was 

supported by later work by Semin-Goosens, van der Helm and Bossuyt (2003) who 

reported on a failed prevention program. However, difficulties in establishing the actual 

effect of the preventative work was acknowledged by Morse (1993) and more recently 

supported by O’Connell and Myers (2003). 

 

The testing of prevention strategies has developed since 1993.  Gillespie, Cumming, Lamb 

and Rowe (2000) conducted a review of falls research of randomised control trials in 

elderly people.  The reviewers concluded that there was evidence of success where 

interventions targeted risk factors in individual patients and from interventions that focused 

on behavioural changes in nurses or patients.  Therefore, they recommended that health 

care providers target both intrinsic risk factors in individual patients and extrinsic or 

environmental risk factors. 

 

In answer to the question “Do hospital fall prevention programs work?” Oliver, Hopper and 

Seed (2000) also conducted a review of randomised controlled trials for a meta-analys is. 

Although the 11 studies showed a pooled reduction of 25% in the odds to fall, the studies 

failed to demonstrate a significant effect.  The lack of historical controls to adjust for 

underlying trends in falls’ rates compromised the integrity of the stud ies.   In addition, no 

attention was paid to the effects of case mix, length of stay, bed occupancy, nursing staffing 

levels or operational policies.  The short-term nature of the programs was also raised as a 

deficit, as it was recognised that for interventions to become part of routine nursing 

practice, improvements had to be sustained.  The authors call for greater attention to 

research design, echoing much of the criticism of other reviewers in this area. 
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Both of these reviews described above eliminated many studies from consideration due to 

their lack of rigour.  However, in another review conducted by the National Ageing 

Research Institute (Hill, et al., 2000) most published studies were included.  This review 

analysed the strength of evidence for specific risk factors such as medications.  Hill, et al. 

(2000) considered not only clinical assessment but also the issue of pro-active nursing 

interventions such as that conducted by Bakarich, et al. (1997).  When considering the 

efficacy of a toileting program, (Bakarich, et al., 1997) highlighted poor adherence to the 

program by nurses.  Although nursing staffing levels, priorities and knowledge were 

purported to have affected the results, the reviewers conclude that strategies that promote 

behavioural changes require further research. 

 

Overall, most published studies have focused on the identification of characteristics of 

patients who fall such as age, gender, mobility and mental status.  Based on this, 

assessment tools with the aim of predicting falls and implementing preventative measures 

have been created (Evans, et. al., 1998).  These tools are effective in detecting risk, but 

detection does not mean prevention.  According to the National Injury Surveillance Unit, 

the number of falls continues to rise and present a major problem in clinical practice.  This 

suggests that there are other factors involved such as the behaviour of nurses and patients, 

the need for other resources or variations in practice between settings.  Cowie (1999) 

contends that the main reason for variations in medical practice, lies in the decision making 

by individual clinicians and this may also be true of nursing. 

 

2.3.2 Nurses’ attitudes to patient falls and adherence with fall prevention programs  

The impact of nursing care on fall prevention is acknowledged and factors such as staffing 

levels are considered in some studies (Tutuarima, van der Meulen, de Haan, van Staten, & 

Limburg, 1997; Whedon & Shedd, 1989).  However, whilst Morse (1993) and Semin-

Goosens, et al. (2003) claimed that the most effective preventative tool may be nurses’ 

attitudes to preventative action; this is not extensively explored in the literature.  Wright, 

Aizenstein, Vogler, Rowe and Miller (1990) interviewed patients who had fallen and found 

that they frequently did not request assistance prior to the fall, as they perceived that nurses 

might be resentful of demands on their time.  Other researchers have noted that after a 
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patient fall nurses expressed blame and guilt or the fear of litigation (Brians, Alexander, 

Grota, Chen, & Dumas, 1991; Turkoski, et al., 1997).  Morse (1993) also alludes to the 

change in researchers’ attitude from when falls were considered a normal consequence of 

ageing to now where they are considered predictable and preventable.  While researchers 

have experienced an attitudinal change/shift, nurses providing direct care do not seem to 

have changed (Mitchell & Jones, 1996; Semin-Goosens, et al., 2003).  An experienced 

nurse commented during an evaluation of a falls assessment tool, that “old and confused 

patients fall and that’s all there is about it” (Dempsey, 1997, p.10).  These words reflect the 

possibility that an attitudinal shift related to falls may not have taken place for many 

clinical nurses.  These attitudes require investigation, as falls may be preventable if the 

right intervention is used and even if nurses are not aware of the “best” interventions, they 

should be attempting to find solutions. 

 

Nurses do conceptualise patients’ risk to fall and then choose their actions.  Turkoski, et al. 

(1997) conducted a descriptive study exploring how nurses identified indicators for 

potential to fall such as confusion, age, toileting and medications but also included issues 

such as maintaining independence, the desire to maintain positive relationships with nurses 

and boredom.  In addition, nurses described intuitive factors above and beyond the 

assessment tool in use, which assisted in identifying patients at high risk of falling.  

Importantly, in this study, nurses clearly accepted accountability for assessment and 

prevention as being a nursing responsibility.  Indeed, nurses believed that patient falls were 

related to nursing behaviours, attributing falls to nurses’ laziness, lack of experience or 

knowledge of elderly people.   

 

A search of literature prior to 1995 identified few studies on falls in the Australian health 

settings (Clark, 1985; Goodwin & Westbrook, 1993).  This situation has improved with a 

number of studies now published (Brandis, 1999; Donoghue, Graham, Gibbs, Mitten-

Lewis, & Blay, 2003; Hathaway, Walsh, & Saenger, 2001; Mitchell & Jones, 1996; 

O'Connell & Myers, 2001).  Although most of these studies were able to demonstrate a 

reduction in the rate of falls using strategies identified from the literature, the difficulties of 

conducting falls research in the "swampy lowlands" of clinical practice was described by 
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O'Connell and Myers (2001).  They ascribe some of these difficulties to the complexity of 

the clinical environment in the acute setting and the lack of nurses’ ability to control the 

situation.   Mitchell and Jones (1996) reported that nurses accepted patient falls as a normal 

consequence of admission to an acute ward.  They introduced a prevention program using 

an action research approach to increase nurses’ ownership and acceptance of practice 

change.  Although they reported improvements in awareness, job satisfaction and staff 

morale as a benefit of the research, this is only briefly discussed.  Their main focus 

appeared to be on demonstrating a reduction in the rate of falls as a result of the prevention 

program.  However, these studies acknowledge that awareness of the issues related to 

attitude and behaviours was growing amongst nurses.   

 

In the main, nurses have not conducted research on nurses’ adherence with falls prevention 

programs, nor explored the reason for non-adherence.  Some studies refer to adherence as 

part of the study but have not made it their primary focus.  Donoghue, et al. (2003) reported 

poor adherence with assessment in a study of risk factors of patients who fell.  Uden, 

Ehnfors and Sjostrom (1999)  compared adherence with documentation in two groups of 

nurses following a fall prevention program in Sweden.  Adherence with documentation of 

interventions was reported in less than one third in the control group  and only 72% in the 

study group.  Even when the law compels nurses to report falls, as it does in Sweden, 

evidence of this was not always present.  These studies add support to the contention that 

nurses can successfully identify patients at risk and that prevention programs can 

significantly reduce patient falls.  However, issues of non-adherence hinder success.  

Dempsey (2004) referred to issues of adherence in an evaluation of a fall prevention 

program and explored some of the issues surrounding non-adherence.  There remains an 

important gap in knowledge surrounding the relationship of patient falls to nurses’ work in 

fall prevention and how nurses’ beliefs and attitudes affect the choices they make in the 

delivery of care.  

 

Several approaches to explor ing this gap may be taken.  The systems approach advocated 

by many may not be appropriate to study the relationship between patient falls and nursing 

behaviours (Reason, 1995; Senders & Moray, 1991; Vincent, et al., 1998).  Habermas 
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(1988) contended that the rationality of a systems approach did not assist participants to 

understand behaviour nor did it enable a culture that encouraged emancipation and change 

to emerge.   Indeed, to ensure important potential factors are considered, it may be 

necessary to reflect on the interplay between psychological factors such as attitudes and 

values and social factors such as culture and how these result in certain behaviours.  That is, 

what makes nurses behave as they do?  Unfortunately, much of the literature concerning 

nurses’ work involves a quantification of the work through dependency scoring systems.  

Although this method provides insight into the volume of activity, it does not fully 

explicate the relationship between systems, cultures and nurses’ attitudes.  Therefore, the 

literature concerned with how nurses perceived the quality of their practice and work was 

examined.  

 

2.3.3 Nurses’ perceptions of the quality of care 

The gap between espoused values and behaviours observed in the nurses of the Division 

has been demonstrated in other studies.  Coulon, Mok, Krausse and Anderson (1996, p.824) 

explored excellence in nursing exposing the dissonance between the idealism espoused by 

nurses and the reality of “nurses’ day-to-day world of work”.  Through an open ended self-

administered questionnaire, the researchers used content analysis to identify themes of 

professionalism, holistic care, practice and humanism.  Although the respondents 

contended that nurses placed patients at the centre of their concerns, nurses’ personal 

beliefs were held to affect the excellence of the care delivered.  Idealism was portrayed in 

nurses’ responses and experience was seen to have a positive effect on the definition of 

professionalism and ability to see beyond the immediate task.  This study is significant for 

the proposed research as it illustrates that there are sociological factors involved as nurses 

approach their work from different directions according to experience and personal beliefs.   

 

As seen in the HMPS and the QAHCS, quality can also be interpreted through the absence 

of error.  This approach was taken by Blegen, Vaughan and Goode (2001) who examined 

nursing care predicting that lower level of adverse events, such as medication errors and 

patient falls, meant a higher standard of patient care.  Using multiple regression analysis to 

control variables that included patient acuity, the researchers demonstrated a positive 
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significant correlation between nurses with experience and lower levels of adverse events 

for patients.  These findings support the link between excellence and more advanced 

problem solving skills of experienced nurses noted by Coulon, et al. (1996).   A limitation 

of the study may be the use of “reported” rather than observed adverse events as other 

studies demonstrate that nurses may redefine what an “error” is (Baker, 1997).  This 

redefinition can affect the reported number of incidents.  Baker (1997) concluded that 

ward-based nurses do this redefining as they contribute little to the official strategic rules 

surrounding the management of practice. 

 

The absence of time to deliver quality care was a theme arising from a number of studies 

(Bowers, Lauring, & Jacobson, 2001; Hogston, 1995; Milne & McWilliams, 1996; 

Williams, 1998).  Hogston (1995) attempted to add to understanding of quality by using a 

grounded theory approach to explore the relationship of time to the quality of nursing care.  

Similar to Donebedian’s classification described previously, the three categories identified 

by Hogston were structure, process and outcome.  The process category linked competency 

with knowledge and the outcome category with meeting patient ne eds.  Both categories 

displayed links with personal values and beliefs.  However, nurses in this study perceived 

structure as directly related to human resources.  These resources include the number and 

skill mix of nurses available that were necessary for them to have enough time to spend 

with patients to provide quality care.  Hogston interprets nurses’ responses as descriptions 

of the ideal and their criticisms as dissatisfaction with their present circumstances, which is 

the real.  In discussing this tension, Hogston (1995) raises empowerment issues as some 

nurses commented only on process and outcomes and explains this as their perception that 

structure was the province of managers and beyond their influence.  Whilst nurses 

attempted to provide the “best service that they can”, it was acknowledged that quality care 

might only be achieved when structure, process and outcome coincide (Hogston, 1995, 

p.123).   Although this study did not generate new theory, it provided valuable insight into 

nurses’ attitudes towards their work. 

 

The concepts of time and quality care were also linked in a phenomenological study where 

time as a resource was seen as “caring time” described through nurses’ experiences of 
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“being with” and “doing to/doing with” patients (Milne & McWilliams, 1996 p.811).  The 

meaning of “being with” related to caring, which occurred through nurses’ connecting with 

patients and “doing to/doing with” related to the technical, supportive and educational 

aspects of nursing (Milne & McWilliams, 1996). The overarching concept in this study was 

“spending time” in which both dimensions combined.  Although highly valued, the caring 

part of the nursing role was only enacted when the doing part was not required or when 

there was adequate time.   Nurses reported that lack of time created a tension or a struggle, 

as “doing to/doing with” was the only dimension that was actually allocated resources.  

Limited human resources led to reduced time that prevented nurses practising in a holistic 

way and tension was created by nurse managers trying to demonstrate efficiency.   

Although nurses were adept at doing multiple tasks at once, the economic constraints 

placed on nursing fragmented roles and reduced time to care.  This resulted in nursing 

becoming “a collection of tasks and procedures”, which added to nurses’ dissatisfaction. 

 

Although time was shown to affect the quality of care delivered, other factors such the 

personal attributes of nurses can also affect quality of care.  The daily realities confronting 

nurses was revealed by Williams (1998) in a grounded theory study of quality care.  This 

study concluded that high quality-nursing care occurred when care delivered met patients’ 

needs and low quality care occurred when patients’ needs were not met.  When the results 

of care were favourable, care was considered “therapeutically effective” and actively 

promoted recovery.  This occurred in this study, when nurses had positive attributes and 

when they practised competently in a functional team.  In the current context of reduced 

resources, low quality care may be delivered because of inadequate time.  Nurses perceived 

time to deliver quality care in four categories, ranging from abundant and sufficient to 

minimal and insufficient.  Williams (1998) confirmed the frustration reported by Milne and 

McWilliams (1996) as when there was insufficient time, nurses expressed dissatisfaction 

and distress.  Time- induced stress reduced nurses’ positive attributes, competence and 

ability to provide therapeutically effective care.  As available time diminished, nurses 

selected their focus, ranked tasks as priorities, became needs focused, and attended only to 

the physical needs of patients as they moved rapidly from one task to another.   
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Available time can also alter the routine of nurses’ work.  Using grounded dimensional 

analysis this was demonstrated through interviews and observations to collect data on how 

nurses establish and maintain routine, changing priorities, as time becomes less available 

(Bowers, et al., 2001).  Nurses in this study attempted to create time through working 

faster; altering the sequencing of tasks, converting wasted or “down” time or negotiating 

actual time through working early, late and through meal breaks.  According to these 

nurses, there was “should do” work and “must do” work.  When the “should do” was 

sacrificed to gain time, quality of care was adversely affected (Bowers, et al., 2001, p.484).   

A hierarchy of necessity was created.  The constant pressure to perform against time led to 

severe feelings of frustration as nurses recognised that the quality of care they provided was 

compromised.   

 

This pressure to perform and resultant dissatisfaction can also affect the quality of care 

delivered.  This dissatisfaction caused by an inability to provide quality care is described by 

Fagin (2001, p.1) as a “burden” on nurses, which results from increased patient acuity and 

shorter stays.  Fagin (2001) states that prevailing health systems and economic constraints 

has seriously eroded nurses’ capacity to deliver quality care.  According to Fagin (2001) 

nurses demonstrate extraordinary commitment in the event of national emergencies but 

when this situation is prolonged, nurses begin to resent the demands placed upon them 

leading to a profound dissatisfaction with their work.  Nurses postpone or totally miss 

tasks, as they no longer have time to deliver anything other than the most basic physical 

care.  This situation is evident in many hospitals across NSW.  The bed occupancy rates for 

the hospital where this research took place indicate that this demand is current and 

prolonged, especially over the last decade (G. Workman, personal communication, June 

30th, 2003).   

 

2.4 Retention and empowerment 

In the face of these continuing demands, one of the choices nurses are exercising is to leave 

the profession.  The conflict that has been revealed in the literature between the desires of 

nurses to deliver holistic patient-centred care in a system that does not give them the 

capacity to do so, was also identified as a contributor to the current retention problems in 
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nursing (NSW Health, 2000).  Hence the question was raised (in chapter 1), if nurses can’t 

manage the demands, why don’t they change the system?  However, in order to change a 

system the workers within that system must be able or empowered to do so.  This 

perception of a lack of ability or empowerment to change practice was confirmed in a 

survey of why nurses did not utilise research in practice (Parahoo, 2000).  Nurses reported 

that the major barrier for research was that they believed that it was pointless, as they had 

no authority to change work organisation or patient procedures.  This perception of 

powerlessness also accounts for the difficulties with using nursing outcome measures as 

nurses maintain that other nurses, without their contribution, construct policies and 

procedures governing their practice. 

  

This perception of powerlessness is long-standing, as historically doctors have been 

accepted as pre-eminent in diagnosis and therapy, leading nurses to perceive themselves as 

an oppressed group.  This perception profoundly influenced nurses’ thinking and practice 

behaviours that encourage nurses to adopt a model of care that resembles medicine and to 

exhibit behaviour that supports their belief in their subservient position (Roberts, 2000).  

Peterson and Seligman (1983, p.103) describe this modelling of behaviour on the dominant 

group that occurs in oppressed groups as “learned helplessness”.  This can also be seen 

when a marked passivity in the oppressed group is evident when interacting with the group 

with the power.  However, this may be changing as Gilbert (1995) notes growth in nurses’ 

understanding of the importance of power relationships.  Despite advances in 

understanding, Roberts (2000) contends that the processes or actions that lead to liberation 

remain poorly explored.  However Henderson (1995) maintains that emancipating research 

methods provide the answer.  Despite this, O’Connell and Warelow (2001) contend that 

this perceived lack of autonomy still accounts for some of the dissatisfaction within the 

profession.   

 

2.4.1 Empowerment and nurses’ attitude 

Contextually, nursing has been placed in hierarchical organisations with authoritative 

leadership where the positive transformative effect of empowerment to strengthen nurses' 

self-esteem and professional growth was not encouraged (Daiski, 2003; Kuokkanen & 
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Leino-Kilpi, 2000).  The concept of empowerment is intertwined with personal values and 

attitudes, such as self-esteem and with professional performance (Kuokkanen & Leino-

Kilpi, 2001).  The liberation of individuals within systems can lead to empowerment of the 

profession as a whole and in nursing, to the development of quality nursing care.    

 

Self-esteem has been linked to empowerment and Roberts (2000) proposes a model for 

viewing the stages of development of empowerment.   The first stage labelled Unexamined 

Acceptance is where individuals accept the dominant view without exploration of the 

alternatives.  In the second stage, Awareness, there is the beginning of an appreciation of 

the power structures.  At the third stage, Connection, nurses make linkages with other 

nurses to explore a new self and professional identity.  Finally in the fourth and fifth stages 

named Synthesis and Political Action, the individual internalises these feelings that 

translate into political action.  Roberts (2000) contends that self-esteem increases as nurses 

achieve the advanced stages of the model. 

 

In a similar fashion, Falk Rafael (1996) contended that historical control over nurses by 

medically male dominated structures has led to a lowered self-esteem amongst nurses.  

Fulton (1997) described the same perception of low self-esteem in a study using critical 

social theory with United Kingdom (UK) nurses.  Tension was created between dualistic 

concepts of power and caring that were characterised as "assimilated caring" versus 

"empowered caring" (Falk Rafael, 1996, p.4).  Assimilated caring occurs when power is 

acquired through assimilation of male characteristics, values and practices of the medical 

model that underpins administrative structures that exist in health care today.  In contrast, 

"empowered caring" is reforming and not related to gender or position, as there is no 

deference to medical or administrative authorities.  This empowerment enables nurses to 

equally participate in decision-making that affects patients and to be responsible for their 

actions.  Assimilated caring is seen as incongruent with the ethics of caring and forms the 

basis for disillusionment that results in nurses leaving the profession.  

 

The relationship of caring to values and attitudes is confirmed in a study exploring how 

nurses defined professional identity (Fagermoen, 1997).  Nurses in this study were shown 
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to hold strong values of humanism and holistic care.  In relation to nursing attitudes, 

Fagermoen (1997) noted the subtleties in defining professional attitude or professionalism 

as compared to a professional identity that arises from a personal perspective.  Professional 

attitudes are values that arise out of nursing work and relate to a concept of the role, 

whereas professional identity, or professional self-concept, is based on the personal values 

and belief systems of individual nurses.  Providing competent physical care through the 

skilled performance of the nurse enacted these values.  However, self-oriented values were 

also identified and these were enacted through their engagement in their work.  Factors 

such as shortages of time and personnel affected the care provided and when this was in 

conflict with their patient-centred values, a feeling of “meaninglessness” was created.  Thus 

tension between the real and ideal that is described in the nursing literature surrounding 

nursing work is also evident in the literature surrounding nursing attitudes.  

 

Attitude to practice also has a moral dimension as personal belief is connected with 

enactment (Fagermoen, 1997).  Even autonomy as a concept has a moral dimension that 

makes the practitioner professionally and morally responsible for the safety of the patient 

(Scott, 1998).   Indeed, an example is described in chapter 1.  What had become of the 

nurses’ personal and moral responsibility in implementing best practice with fall prevention 

and what had prevented them from practising in a non-ritualised and autonomous way? 

 

Along similar lines, Scott (1998, p.79) also maintains that the repressive structures of 

nursing and the context of nursing work severely inhibits moral autonomy and creates a 

"perceptual inertia".  Some nurses are so morally outraged by the current system, which 

prevents them from providing the care they deem essential, they leave the profession.  

However, there are many others who have been so blunted by the system that they exist in 

this "inertia" without questioning their behaviour.  This “blunting” appears to have led to a 

reduction in engagement with their work and resistance to initiatives such as changing 

patients’ environments to match safety needs.  This attitude also may explain the anomalies 

found in a study by Fitzgerald, Pearson, Walsh, Lang and Heinrich (2003).  In this study, 

some nurses expressed satisfaction with the level of care delivered even though it was 
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shown to be at odds with their espoused values.   Hence an understanding of the role of 

culture and attitude may be beneficial in the understanding of nurses’ behaviour in practice.   

 

2.5 Summary of chapter 2 

This review has sought to develop the links between the practice of nursing and quality 

measurement such as outcomes, which include patient falls.  In addition, the gap between 

nurses’ ideal and real practice that was revealed in chapter 1 was also identified in other 

nurses’ perceptions of the constituents of quality care.  Some of the barriers that impede 

nurses’ ability to deliver quality care were shown in these studies to include lack of time 

and resources.  The studies also demonstrated how this inability to provide quality care has 

resulted in decreases in nurses’ work satisfaction.  The lack of nurses’ perceived 

empowerment to change practice to overcome these barriers was discussed.  Chapter 3 

presents influences on behaviour and how nurses’ behaviour may be changed to reduce the 

gap between ideal and real practice  
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CHAPTER 3 

 

LITERATURE REVIEW - CONTEXT OF NURSES’ BEHAVIOURS  

Introduction 

The behaviours of interest in this thesis are those grounded in fall prevention practice and 

are expressed and observed as work-related behaviours or performance.  Amongst the 

known influences on performance are values and attitudes of workers and their 

participation in work related decisions.  This chapter explicates the relationship between 

these factors and nurses’ work at the nurse/patient interface.  The professional movements 

aimed at changing or improving practice for the benefit of the patient and the nurse to 

create person-centred care are explored.  The question “How do nurses know when things 

are not as they should be?” is discussed in chapter 2.  The theme is advanced in chapter 3 

by exploring the question “What processes do nurses need to undertake to change work 

practices that fail to keep patients safe?”     

 

3.1 Factors that affect work behaviours or performance 

When attempting to explain or predict human behaviour in the workplace, there is an 

imperative to understand the role of individual differences.  Understanding can be enhanced 

through the study of organisational behaviour, which is the study of individual or groups 

within an organisation.  Wood, et al. (1998) provide an excellent summary of organisational 

frameworks, theory and practices and use these tenets/principles/variables/constructs to 

illustrate relationships between values, attitudes, behaviour and work.  The important 

individual characteristics to explain the contributions made towards performance are 

constructed by Wood, et al. (1998, p. 111) into the following equation:   

Performance = Individual attributes x work effort x organisational support 
 
This equation is illustrated in Figure 1.  Individual attributes must match the task 

requirements to facilitate job performance.  However, other constructs such, as work effort 

and organisational support are known to have a significant influence. 
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Figure 1  Schematic representation of three categories that equate to performance  

 

 

 

 

 

 

 

 

 

 

 

(Adapted by Wood, et al., 1998 from Blumberg and Pringle, 1982, p.565) 

 
3.1.1 Organisational support, work effort and individual attributes as influences on 

behaviour 

The lack of organisational supports such as insufficient time, inadequate budgets, unclear 

instructions or unfair expectations, are situational constraints that hinder individual 

performance (Wood, et al., 1998).  Other organisational constraints on individual 

performance, such as inflexible procedures and lack of job-related authority, are suggested 

to be the grounds for nurses’ oppression (Short, Sharman, & Speedy, 1998).  Some 

constraints on individual performance relate to the personal characteristics of the individual 

as Wood, et al. (1998) note that individual attributes must also be matched by willingness 

to perform in order to achieve high standards of work.  According to Janssen, de Jonge and 

Bakker (1999) , motivation acts on work behaviour and affects work content positively or 

negatively.  This motivation or willingness to work is described as forces within the 

individual that account for consistency of effort expended in carrying out required 

activities.  Although not empirically verified, Short, et al., 1998 argue that the degree of 

control over work also affects nurses’ motivation hence there is a relationship between 

motivation, performance and autonomy. 
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Individual attributes are the variab les within performance that have the most significance 

for this study because of the focus on the performance of the individual nurse.  Motivation 

to work (willingness to perform) influences work effort, but motivation alone does not 

influence performance results (Wood et al., 1998).  Individual attributes (capacity to 

perform) have a more direct relationship to the quality of performance.  The relationship 

between individual attributes and individual performance is described in Figure 2. 

 

Figure 2  Schematic representation of relationship between attributes of performance  

 

 

 

 

 

(Adapted from Wood, et al. 1998, p.113) 
 

The first two components of individual attributes are relatively simple concepts such as 

demographic characteristics that help make up the individual such as age, gender, race and 

other aspects such as disability.  Competence is described as the capacity to learn tasks 

required and the ability to perform tasks that comprise the work involved.  In NSW, 

competence at the required level for nursing is an expectation of registration or enrolment.  

 

The third component, personality is a much more complex concept and requires further 

unpacking.  Personality is defined as “the overall profile or combination of traits that 

characterise the unique nature of a person” that is reflected in the way a person thinks, feels 

and acts (Wood, et al., 1998, p.119).  A more detailed examination of personality reveals 

the links between values, attitudes, self-esteem and individual work performance.  

According to Robbins, Bergman and Stagg (1997), personality is the combination of the 

dozens of psychological traits that classifies a person.   A number of these traits have been 

selected to demonstrate how they interact and influence the whole person (Wood, et al., 

1998, p.121).  Figure 3 depicts the relationship between traits, values, perceptions and 

attitudes to the individual’s self-concept.   
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Figure 3  Schematic representation of a personality classification framework   

  
 

 

 

 

 

 

 

 

 

(adapted from Wood, et al. 1998, p.121) 

 
Using an understanding of relationships between traits, attitudes and values to form the 

whole person, a more complete understanding of what influences individual performance is 

possible (Wood, et al. 1998).  Values are general in nature and are defined as “global 

beliefs that guide actions and judgements across a variety of situations” (Wood, et al., 1998, 

p. 138).  Values therefore reflect a person’s sense of right and wrong whereas attitudes 

focus on specific people or objects.  Wood, et al. (1998, p. 143) defined attitudes as 

“predispositions to respond in a positive or negative way to someone or something in your 

environment”.  This description of attitude advanced by Wood et al. was developed from 

the contributions of many psychological theorists.  Eagly and Chaiken (1993) assert that 

some of the earlier attitude theorists who, in the main, related attitude to an affective 

domain, did not account for the complex cognitive processes of humans.  Advancing theory 

further, attitude as a predictor of behaviour, was outlined in a theory of planned behaviour 

by Ajzen in 1991.  Franzoi (1996) summarised the many theorists who advocated a 

motivational approach to understanding attitude including the influential theory of 

cognitive dissonance that is discussed later in this chapter.  Ajzen (2001) also expertly 

reviewed more recent research that adds to theories of attitude.  The model developed by 

Wood, et al. (1998) incorporates the major affective, cognitive and motivational principles 

contained in these theories. 
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The cognitive component of attitude is made up of values or beliefs and information that a 

person holds.  The affective component is the feeling that arises from the personal impact 

of the cognitive component and is the actual attitude itself.  The behavioural component is 

the intention to behave in a certain way based on the attitude.  The relationship may be 

expressed as values and beliefs resulting in attitudes that predispose behaviour (Wood, et 

al., 1998, p.144).  Figure 4 summarises how these traits, values and attitudes link to 

performance. 

 

Figure 4  Schematic representation of the individual performance equation  

 

 

 

 

 

 

 

(Wood, et al. 1998, p.113) 
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al., 1998, p. 181).  Therefore, inconsistencies between attitudes and behaviour can lead to 

individual discomfort or anxiety and there is a natural tendency to seek ways to reduce the 

discomfort.  Festinger (1957) first named this state in his theory of cognitive dissonance.  

Its relevance to other cognitive disorders that affect behaviour, such as depression, was 

later explored by Beck (1987).  The application of this theory to individual performance has 
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been expanded to include work performance (Franzoi, 1996; Robbins, et al., 1997; 

Robbins, Waters-Marsh, Cacioppe, & Millett, 1994; Wood, et al., 1998).  If individuals 

experience dissonance between their expectations from their work and their attitudes, they 

will modify either their attitude or their behaviour to achieve congruence and reduce 

discomfort.  This modification has ramifications for their self-esteem.  However, if the 

dissonance is perceived to be the result of external imposition from authorities and beyond 

their control, their work satisfaction will be affected (Robbins, et al., 1997). 

 

In contrast, Ajzen (2001, p.28) describes attitude as a “summary evaluation of a 

psychological object captured in such attitude dimensions as good-bad, harmful-beneficial, 

pleasant-unpleasant, and likable-dislikable”.  He notes that it is possible for a person to 

have multiple attitudes to the one object.  Thus nurses may advocate an attitude of “caring” 

whilst displaying a “learned helplessness” that could be interpreted as not caring.  In 

addition, although a person’s  attitudes may arise from personal beliefs; these may change 

from positive to negative according to the context.  Therefore such important fundamentals 

of personality as self-esteem are capable of change through directed thinking tasks but may 

also serve as predictors of behaviour (Ajzen, 2001).  This understanding of the link between 

attitude and behaviour was evident when Allport (1935, p.806) wrote, "attitudes determine 

for each individual what he will see and hear, what he will think and what he will do”.  

Thus, according to Franzoi (1996 p.173), “to change an attitude is to often set into motion a 

modification of behaviour”.  

 

3.2 Nurses’ values and attitudes  

As shown in Figure 3, page 32, a person’s self-concept is comprised of personal 

perceptions and emotional adjustments.  These factors combine conceptually into attitude, 

which is defined as a positive or negative evaluation of an object (Franzoi, 1996).  

Therefore, attitude is determined by a number of factors, including past behaviour, 

emotions, beliefs, and psychological needs of the attitude holder. 

 

Self-esteem and work satisfaction is influenced by whether individual needs are met.  

Changes that result in meeting identified deficits in needs can alter work performance.  In 
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this study, nurses’ self-esteem, professional values and work satisfaction are grouped into 

attitudes.  These psychological and social factors have been demonstrated to be interrelated 

and influence behaviour.  Good self-esteem and sound values are important for nurses to 

provide effective care as they must feel comfortable with themselves before they can 

deliver care for others (Prothero, Marshall, Fosbinder, & Hendrix, 2000).  These 

psychosocial elements are strongly threatened by the traditional hierarchical systems that 

evolved in nursing (Roberts, 2000). 

 

3.2.1 Self-esteem, professional values and work satisfaction 

Attitudes and values also influence behaviour by their effect on self-esteem (Rokeach, 

1973; Weis & Schank, 2000).  Rosenberg (1988) describes self-esteem as a positive or 

negative perception of self and maintains that it is an important component of a person’s 

self-concept.  People with better self-esteem have self-respect and consider themselves to 

be of worth.  The antithesis occurs with people with poor self-esteem who perceive 

themselves as less worthy and less competent (Rosenberg, 1985).  Battle (1981) contends 

that a person’s job performance is affected by their perception of self-worth.  This concept 

is contextualised to nursing by Ohlen and Segesten (1998) who contend that a nurse’s self-

image determines their professional identity.   However, Roberts (2000) and Fulton (1997) 

argue that nurses as a group have low self- esteem but that it can be improved through 

analysing and changing the systems in which they work. 

 

Attitudes and values have a professional and a personal dimension (Fagermoen, 1997).  It is 

extremely important for nurses to be aware of the details of personal and professional 

values as these influence behaviour and the development of humanistic nursing care 

(Elfrink & Lutz, 1991).  According to Goertz Koerner (1996), a discipline is determined 

when its members share a common belief for its existence.  The professional value 

orientation that emanates from that common belief creates its practice.  Hence… 

it is the values of each nurse that guide his or her decision-making and resultant 
action in each clinical encounter.  The type and extent of care rendered by the nurse 
are directly related to the value orientation of that professional.  Thus unifying core 
values give a normative framework for decision making across the profession, and 
individual values create the unique practice pattern of each nurse (Goertz Koerner, 
1996, p.69). 
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Although understanding of the concept of professional nursing values is increasing, this is a 

poorly researched area (Silva & Sorrel, 1991).  There are limited numbers of validated 

instruments available to measure the concept of professional vales (Weis & Schank, 2000). 

An individual’s perception of their work environment can be expressed as work 

satisfaction.  Burnard, Morrison and Phillips (1999) describe work, or job satisfaction, as an 

attitudinal state that affects performance and engagement with work.   Schaufeli links 

engagement with the job and work satisfaction by defining engagement as “a persistent, 

positive affective-motivationa l state of fulfilment in employees that is characterised by 

vigour, dedication and absorption” (Maslach, Schaufeli, & Leiter, 2001, p.420).  Numerous 

robust nursing studies have reinforced the relationship between autonomy, workload, 

interaction with colleagues and communication with work satisfaction and retention of 

nurses (Best & Thurston, 2004; Cowin, 2002; Fung-kam, 1998; Hoffman & Scott, 2003; 

Janssen, et al., 1999; McNeese-Smith, 1999).  However, there is little evidence in the 

literature to indicate this relationship has been captured and translated at the clinical level 

by nurse managers. 

 

Professional values and attitudes such as self- esteem are psychological factors that affect 

individual performance; however work is a social construct, so work satisfaction can also 

be considered a social factor (Haralambos, Van Krieken, Smith, & Holborn, 1999; Short, et 

al., 1998).  Hence work performance must also be considered in its social context.    In a 

sociological investigation of work, Marx (Bottomore & Rubel, 1961) identified three 

concepts of worker alienation.  These concepts resulted from workers’ lack of connection to  

the product of their labour and lack of participation in decision-making.  Chapter 1 outlined 

deficits in nurses’ engagement with their work, which is the product of their labour and 

their ritual pursuit of “getting the work done”.  Worker alienation was expressed previously 

as nurses’ acceptance of practice that threatened patients’ safety and contravened their 

espoused values, demonstrating how alienation robs workers of personal responsibility.  

My assumption in this study was that if alienation were reversed, personal responsibility 

would improve.  Therefore, I considered that practice change that addressed nurses’ 

alienation was an imperative in achieving patient-centred care.   
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A second assumption was that the situation described in chapter 1 illustrated that worker 

alienation was a result of nurses not participating in the decision-making about the “rules” 

related to their work.  This explains the “inertia” referred to by Scott in an excellent thought 

provoking discussion of morally autonomous practice.  It may explain the exodus from the 

profession measured and described by the NSW Department of Health.  However, there are 

nurses within the profession that wish to improve autonomy and engage in decision-making 

about their own practice but they do not have the personal power to effect the change.  

They see active participation in change as the way to reverse the “inertia” that allows 

nurses’ to accept a situation that is at odds with their values.  Others desire change to 

practice, not to reverse worker inertia, but to create patient-focused and evidence-based 

care that is underpinned by increased emphasis on professional accountability and personal 

responsibility for the care delivered (McCormack, Manley & Garbett, 2004).  The outcome 

for the first change is nurse-centred whereas the outcome for the second is patient-centred.  

The concept of the importance of personhood applies to both nurses and patients 

(McCormack, 2003).  The change that linked these two parts of the nurse-patient interface 

to create person-centred practice was the third assumption that underpinned the aims of this 

research.   

 

3.3 Nursing work/practice- the product of labour 

However, in order to consider change, a precise view of what was the product of nurses’ 

labour was necessary, as various views have been espoused related to the role of work in 

practice.  Habermas (1972) maintained that scientific or technical knowledge belonged to 

the domain of work or how humans controlled and manipulated their environment.  I had 

anticipated that this research examining nursing practice would increase ownership of 

work, therefore the relationship of work to, or its role in practice, required explanation.   

 

Bishop and Scudder (1999, p.26) conceptualise nursing practice as caring that… 

fosters patient/client well-being through a direct personal-professional relationship 
between nurses and the patient/client and through coordinating this relationship into 
holistic relationships with physician, family, community, and institution. 

Essentially, practice was considered separate from work.  However, Liaschenko and Peter 

(2004) disagree with this concept that excludes task-orientated activities.  They advocate a 
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concept of nursing practice as work that does not discriminate between higher and lower 

order activities nor presuppose what is valuable.  As a result, work is seen as anything that 

“contributes directly or indirectly to the overall goal of helping the patient” (Liaschenko & 

Peter, 2004, p.493).  Therefore, all or any, nursing work is an essential component of 

practice although nurses themselves have not recognised the social value of their work nor 

personally valued their work. 

 

The lack of personal value of work, which is often performed as a team, has an impact on 

the ownership of work.  What does owning work mean?  Ownership of work is explained 

as the personal commitment an individual makes to both career and work.  This 

commitment can vary from minimal commitment to full participation in the creative 

processes of the organisation.  Active participation in strategic change is characteristic of 

the engaged worker and demonstrates the kind of ownership that substantially contributes 

to the future of the organisation.  In addition, empowerment is increased with active 

participation in decisions related to work and the organisation (Wilson & Porter-O'Grady, 

1999).  Therefore, I intended to utilise the principle that reflection and action can transform 

the present reality of lack of worker engagement and fundamentally change practice.  An 

increase in the sense of ownership of practice is sought through nurses’ critical analysis of 

their work and the decisions they make in patient care.  I anticipated that participation in 

action research would result in greater engagement with fall prevention and a change in 

practice behaviours.  This was expected to lead nurses to a re-embracing of personal 

responsibility for their behaviour, which is demonstrated through their use of best practice 

initiatives in fall prevention.   

 

3.4 Summary of chapter 3 

This chapter explored the impact that individual behaviour has on performance in the 

workplace.  The expression of nurses’ values and attitudes through their relationship to 

behaviours was explicated.  The relationship of work to practice was discussed.  Chapter 4 

details the theoretical framework of critical social theory and the action research method 

used in this PD project. 
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CHAPTER 4 

 

THEORETICAL FRAMEWORK – CRITICAL SOCIAL THEORY, PRACTICE 

DEVELOPMENT AND ACTION RESEARCH.  

Introduction  
 

Whilst an understanding of the relationship between behaviour and attitude is beneficial in 

considering fall prevention, an understanding of the socialisation of nurses and the social 

means available to change behaviour is essential to make progress.  PD provides the social 

means of working with practitioners to question how practice may be improved to ensure 

the most effective clinical care is delivered to patients (Garbett & McCormack, 2002).  As a 

means of changing behaviour, PD enables nurses to learn from practice, to shape a culture 

within the working environment that encapsulates ownership of change, which in turn 

increases personal responsibility for the benefit of the recipient of care, the patient.   

 

4.1 Practice development 

PD has become an increasingly influential movement in nursing since the late twentieth 

century, although prior to this, development focused on the evolution of the profession 

(McCormack, et al., 1999).  Pearson (2000) acknowledges the influences of Christman 

from the Rush Medical Centre in Chicago, Hall from the Loeb Centre in New York and 

Baroness McFarlane from the University of Manchester.   The work of these centres led to 

the evolution of Nursing Development Units that have influenced the advancement of a PD 

framework emanating from the United Kingdom (UK).   

 

The PD movement advocates development of nursing work patterns that are explicitly 

patient-centred.  The express purpose of PD is to increase effectiveness in care by 

impacting on how practitioners work with patients.  It derives knowledge from policy, 

theory and patients’ and nurses’ personal knowing (McCormack, et al., 2004).  Although 

PD is undeniably focused on patient care, it acknowledges the importance of the nurse in 

the caring relationship, and the relationship of nurses to nurses.  This acknowledgement is 

the basis for the person-centred approach of PD that calls on practitioners to review their 
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practice and their knowledge base, values and beliefs (Ford & McCormack, 2000; 

McCormack, 2003).  It is essential that we know the values held by each other so that we 

can work together in relationships based on respect of the person.   

 

However, as previously noted by Bradshaw (1995), in practice there are many realities and 

in PD there are many conceptual expressions (Unsworth, 2000).  These conceptual 

expressions arise from differences in knowledge that drive the endeavour, as knowledge is 

interwoven with the pursuit or the human interest.  Habermas (1972) held that there were 

three domains of knowledge emanating from specific worldviews and these determine the 

mediums for knowledge gain.  These types of knowledge are technical, practical and 

emancipatory.  The form of PD undertaken with a group is determined by the type of 

knowledge, technical or emancipatory, that underpins the desired outcome (McCormack, et 

al., 2004). 

 

Technical knowledge is about gaining expertise in a specific skill and is derived from the 

natural sciences.  PD based on technical knowledge focuses on implementing evidence that 

may benefit patient care, but it largely ignores issues of workers’ ownership of change.  

Change may even be instigated “top down” irrespective of the social context in which the 

change is introduced.  Technical PD is described in the following definition by Kitson 

(1994, p.8) as …  

a system whereby identified or appointed change agents work with staff to help 
them introduce a new activity or practice.  The new practice may come from the 
findings of rigorous research, findings of less rigorous research; experience which 
has not been tested systematically or trying out an idea in practice.  The introduction 
of the development ought to be systematic and carefully evaluated to ensure that the 
new practice has achieved the improvements intended.  

 

This type of PD has value in creating evidence-based practice but its ability to ensure 

sustained change is questionable.  The research that I conducted in 1995 that involved an 

evidence-based fall prevention program might be considered technical PD.  It was 

conducted using a positivist approach and a deductive research medium.  It was 

systematically implemented and carefully evaluated in terms of the intended outcomes, a 

reduction in the rate of falls.  There was no consideration of the social context.  It was “top 
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down” as my role as researcher was an expert authority figure.  Although the nurses within 

the Division participated in the implementation of the Falls Prevention Program, they did 

not adopt ownership of changes in practice.  The success of the program was largely 

perceived as my responsibility.  The end result was that practices changed to evidence-

based care initially but by 2001 nurses were not engaging and the improvements in care had 

not been sustained.  

 

Practical knowledge relates to knowledge derived from understanding and clarifying how 

the participants in a collaborative relationship see their world.  Knowledge is generated 

through an exploration of the meaning of their social world through language. The 

approach based on this knowledge uses mediums such as phenomenology derived from 

hermeneutic or interpretive sciences (Holter & Schwartz-Barcott, 1993).  This knowledge 

assists practitioners to understand the worldview of their patients and although, it enables 

greater understanding, it does not necessarily change nurses’ practice (McCormack, et al., 

2004).  Whilst I did want nurses to understand the implications of their lack of engagement, 

I felt that this was not enough to develop person-centred practice as behavioural change 

was needed as well.  An approach based on practical knowledge would undoubtedly be 

beneficial but would not achieve the aims of this study. 

 

The third type of knowledge described by Habermas (1972) is emancipatory in nature and 

derives from critical sciences.  Approaches using this source of knowledge concern power 

and seek to liberate individuals from constraints that create barriers to their full 

participation in their social situation (Wilson-Thomas, 1995).  According to Hyrkas (1997), 

the purpose of using this approach is to expose discrepancies in values and norms that may 

be at the core of the problems experienced in practice.  Of the three possible approaches, 

the critical approach was the most appropriate to use to achieve the aims of this study. 

 

In addition, an awareness of barriers within the social structure that act to prevent these 

values being expressed must be matched by action to remove these barriers (McCormack, 

et al., 2004).  A single critical critique may result in practical knowledge but not change 

practice.  Therefore, according to Habermas’ theory of “communicative action”, the 
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understanding and knowledge gained from the critique must be used for action to remove 

those barriers that constrain and emancipate the worker through enlightenment.  Therefore, 

PD using this approach would require critical discourse from reflection on the beliefs and 

values of workers and recognition of contradictions in their practice.  This group reflection 

and action seeks to address issues of disempowerment in practitioners in order to reinstate 

the position of the patient as central in nursing (McCormack, et al., 1999).   

 

Nurses, as stakeholders in change processes that result from reflection and action require a 

fully participatory relationship to provide nursing services in an effective and meaningful 

way.  This participatory relationship may be achieved through critical approaches that are 

aimed at practitioners’ ownership of change (McCormack, Manley, Kitson, Titchen, & 

Harvey, 1999).  According to Wilson-Thomas (1995), critical social theory underpins the 

approach of choice when seeking to understand conditions that constrain individual 

autonomy and responsibility.  The discourse and action of emancipatory PD that is framed 

within critical social theory seeks to resolve perceptions of powerlessness.  Also 

emancipatory PD values the three sources of knowledge that arise from all paradigms that 

contribute to practice.  Garbett and McCormack (2002) developed the definition of PD 

from a concept analysis that reflects an appreciation of these knowledge sources.  

Therefore, their definition included the notion of emancipation and emphasised the 

importance of teamwork, facilitation and cultural change in the following …   

Practice Development is a continuous process of improvement towards increased 
effectiveness in patient-centred care.  This is brought about by helping healthcare 
teams to develop their knowledge and skills and to transform the culture and context 
of care.  It is enabled and supported by facilitators committed to systematic, 
rigorous continuous processes of emancipatory change that reflects the perspectives 
of service users (Garbett & McCormack, 2002, p.2) 

 

Similarly, emancipatory PD underpinned by a critical social theoretical framework requires 

an evaluation method consistent with a medium of power, such as action research.  In PD 

using action research, increased understanding of the rules, habits and traditions that were 

previously accepted without question can be used to evaluate the reconstruction of new 

ways of practice behaviour that liberate nurses.  However, in building new ways to practice, 

PD and action research should also be responsive to external influences such as evidence 
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and policy.  Therefore, technical knowledge may be interwoven within a project as may 

practical knowledge as nurses gain increased appreciation of their own values and 

behaviour.  But it is the liberating effects of enhancing individual’s appreciation of the 

conscious and unconscious constraints on practice that enables emancipation from 

engagement in PD processes.  Whilst technical change was part of the aims for this study as 

updates in fall prevention practice knowledge would be included, the aims also related to 

greater understanding of the constraints that interfere with nurses’ full participation in 

practice.  These aims therefore required an emancipatory approach that also included 

technical knowledge.   

 

4.2 Theoretical framework for this study 

This  research, using action research in a PD project, aims to answer two interlinked 

questions.  These questions are based on the assumptions that values and attitudes may alter 

behaviour and/or by being part of a decision-making process that increase perception of 

ownership of practice change.  Hence my first question asks… 

1. Will an intervention reflecting and acting on practice components of fall 

prevention, change existing practice?   

My question seeks to determine if nurses can assume ownership and authority over their 

own practice and then take action to change practice. This notion of self-authorised action 

implies freedom from some constraint on behaviour experienced by nurses.  Therefore, my 

research question required the intervention to be framed with critical social theory.  

My second question asks…   

2. What are nurses’ professional values, self-esteem and work satisfaction and are 

these effected by the intervention? 

In this question, I seek to determine if there has been some fundamental change within the 

nurses themselves as a result of their participation in a PD project with me.  The 

identification of nurses’ values and beliefs through the survey used to gain some 

understanding through discussion on how these values and beliefs were enacted may have 

implied the need to incorporate a medium rooted in practical knowledge.  However, this 

research also aimed to determine if participants’ values, attitudes or behaviour changed 
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through taking action on identified barriers to practice.  Therefore, my research used an 

emancipatory PD approach that was framed within critical social theory. This theory 

complements the philosophy of holistic care through its recognition of the multi- faceted 

nature of knowledge that emanates from an every day world.  It recognises the influence of 

social structures, cultural and historical contexts that reflect the practice nature of nursing 

and it includes concepts of empowerment and change through considered action 

(Henderson, 1995).   For these reasons, this framework was appropriate for my study. 

 

4.3 Critical social theory  

Critical social theory advances the belief that no social phenomenon can be understood 

apart from the cultural, historical, economic or political context in which it is situated.  

Knowledge is also held to have a social dimension as it is the product of human activity 

(Schneider, Elliott, LoBiondo-Wood and Haber, 2003).  Social knowledge is acquired from 

many sources.  Fay (1987) acknowledged these multiple sources and claimed that critical 

social theory was a composite of a number of theories.  These theories are the theory of 

false consciousness, the theory of crisis, the theory of education and the theory of 

transformative action.  The theory of false consciousness relates to a group’s self-

understanding of the falsehood of beliefs.  A group would use the theory of crisis to 

understand how its own dissatisfaction threatens its social cohesion.  The theory of 

education occurs when the group derives benefit from this knowledge and transformative 

action when the group details a plan to take action.  When all these come together, a group 

can understand social phenomena through exploring the effects of power, knowledge and 

values (Mannias & Street, 2000). 

 

Critical social theory emerged from the precepts of Marx and the “class struggle” of an 

oppressed proletariat that has created change and helped shape human history (Crotty, 

1998).  The Frankfurt School further developed the theory through the work of 

Horkheimer, Adorno and Habermas who modified Marxist theory to reflect the early 

twentieth century (Boychuck, 1999).  The liberation movements, such as the feminist 

movement, which challenged conventional thinking and the power structures of society also 

contributed (Fulton, 1997).  Revolutionary thinkers such as Freire, who worked with the 
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dispossessed and underprivileged in South American society, enhanced the theory and 

knowledge in its lived application.   

 

As a leader in the development of this theory, Habermas (1972, p.311) maintained that an 

understanding of human reality is achieved from … 

Specific viewpoints from which we can apprehend reality in any way whatsoever 
are an orientation ‘towards technical control’, or an orientation ‘towards mutual 
understanding’, or an orientation ‘towards emancipation’.  
 

Knowledge emanates from each of these orientations.  Using this knowledge, critical social 

theory aims to provide understanding of social phenomena and social practice through 

explanations that are scientific, reflexive, critical and practical.  However, none are discrete 

as all are interlinked to enable enlightenment and empowerment that leads to emancipation 

(Fay, 1987).  Enlightenment is obtained by raising the consciousness to explain why an 

oppressed group is dissatisfied with their lives.  However, enlightenment does not achieve 

freedom from constraints.  Critical social theorists believe that collaboration with 

individuals enables empowerment as people are encouraged to undertake activity to 

improve their conditions.  Through empowering activities, people achieve satisfaction with 

their lives and emancipation as new conditions replace the old conditions that bound them 

(Fay, 1987).  In more recent times, researchers have applied critical social theory to enable 

people to identify and redress inequities related to unequal power relations more 

specifically related to their everyday lives. 

 

The scientific nature of critical social theory acknowledges the role of the empirical 

sciences to provide the technical knowledge.  In using critical social theory to explain 

social phenomena, Habermas recognised the importance of technical knowledge to 

understand the systems that exist in any given society (Bottomore & Rubel, 1961).  The 

problems that occur in systems, the adaptations that are required as a consequence of the 

problems and the learning processes that result become the grist of social development.  As 

system problems that exist in any society are identified and resultant crises confronted, new 

learning emerges.   From this learning, adaptations are made to existing processes to enable 

new learning.  Hyrkas (1997) demonstrated how learning and adaptation were used to 
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expose the discrepancies between the values and norms of the society to change the social 

order related to clinical education in Finland.  This resonates with the aims for my study.  

 

However, Habermas (1988) contends that social development is dynamic thus critical 

inquiry never ceases as when the context changes, new assumptions are reflected upon and 

action taken.  According to Crotty (1998) this exposes critical inquiry based on critical 

social theory to a criticism of “utopianism”.  This dynamic nature of critical inquiry also 

presents some practical problems for researchers on when to end or to withdraw from 

projects.  This aspect will be addressed in the design of this project by the inclusion of a 

withdrawal stage.  

 

Habermas (1988) maintains that language is the key to understanding social systems.  

Therefore, emancipation comes through communicative action or interaction that occurs in 

everyday living.  Furthermore, a discourse or a form of communication in which 

individuals subject themselves to a critique of their beliefs, norms and values, assists in the 

evolution of a society (Habermas, 1988).  It has been my experience that nurses do not have 

well-developed skills in reflection and discourse.  Therefore, my facilitation repertoire 

needed to include attention to specifically developing reflection and discourse skills to 

enable group members to participate fully in the process.  

 

The reflexive nature of critical social theory was promoted by Freire who expounded the 

belief that emancipation could come from the insight gained from reflection on the social 

cond itions that constrained and oppressed (Crotty, 1998).  In addition, Habermas (1972) 

maintained that knowledge comes from a mind shaped by and informed by history and 

society but is connected and informed by every day concerns.  That is, we are socially 

constructed beings; therefore their history and education, their culture, conditions and 

norms in which they operate, shape nurses.  Freire (1972, p.54) recognised that there was 

an indivisible connection between humans and their world that “we are not only ‘in’ the 

world but also ‘with’ the world”.  As a consequence, the world does not evolve naturally 

but historically, as humans have a guiding hand in that evolution.   This assertion laid the 

foundation for a research technique/method/process of critical social theory that was based 
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on the assumption that truth and understanding emanate from examination and reflection 

upon the human condition within the chosen context.  This applicability of critical social 

theory to the everyday world is exemplified from a quote of Carr and Kemmis (1986, 

p.136) regarding education in the following: 

…critical social science will provide the kind of self-reflective understanding that 
will permit individuals to explain why the conditions in which they operate are 
frustrating and will suggest the sort of action that is required if the sources of these 
frustrations are to be eliminated. 

 

The insight gained from this reflective understanding can lead to a transformation that 

empowers nurses as well as teachers to change the circumstances that created the 

oppression.  In choosing emancipatory PD, insight into constraints within existing practice 

would be fostered to enable nurses to gain self-knowledge that would then be applied to 

create person-centred practice.   

 

There is a convergence between the principles of critical social theory, emancipatory action 

research and the PD approach.  The practical nature of critical social theory comes from the 

recognition of the relevance of the theory to everyday existence (Crotty, 1998).  

Horkhe imer (1982) contended that the traditional thinking underpinning the Marxist 

philosophy must be applied practically to become a genuine force in society.  It is this 

practical applicability that allows inquiry based on critical social theo ry to develop local or 

personal theory, as PD and action research are embedded in the everyday world of nurses.  

The knowledge that underpins the theory can then be used to inform other settings 

(McCormack, et al., 2004).  According to Penney and Warelow (1999), in the past, 

knowledge emerging from practice was seen to be important but in more recent times, 

knowledge has been attached to academia, creating a practice-theory gap.  Praxis, or the 

combination of reflection and action, that occurs in PD and action research, enables nurses’ 

practice knowledge to emerge to create meaningful local theory.   

 

Indeed, reflection without action is meaningless and can only lead to liberation when 

insight into power structures is used to find ways to free the oppressed group.   Freire 

agreed with Habermas’ belief that only through dialogue could power structures that 
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constrain workers be changed and empowerment achieved.  Empowerment is not 

necessarily achieved by taking power from others but can occur through dialogue, better 

understanding and influence on others (Kuokkanen & Leino-Kilpi, 2000).  Reflection and 

committed participation must accompany the dialogue and the ability of the oppressed to 

reason must be trusted and valued (Crotty, 1998).  Therefore, the responsibility for action in 

emancipatory PD rests, not with the facilitator, but with the practitioners themselves 

(McCormack, et al., 2004).  My action research is based on that assumption and by using 

critical social theory and an emancipatory PD approach, nurses can: 

 1) recognise the issues 

 2) make informed decisions based on the evidence 

 3) take responsibility (ownership) for patient outcomes  

 4) measure and evaluate feedback 

 5) feel differently about their work. 

 

Critical social theory in nursing 

In an example of applying local theory to practice, Taylor (2001) demonstrated how nurses 

can use the knowledge forged from their own practice to identify and free themselves from 

constraints on their own behaviour.  By taking action to free themselves from these 

constraints, nurses demonstrated improved relationships with each other.  A year after the 

project ceased, in Taylor’s example, a deterioration in the gains was experienced.  This 

deterioration illustrates a limitation of critical inquiry, as it often requires ongoing 

participation in the processes of reflection and action to sustain the full results.  However, 

some nurses had remained permanently positively altered by the experience and had not 

reverted to previous dysfunctional behaviour.  

 

The critical nature of critical social theory is considered the ultimate goal of research 

framed within this theory, though enlightenment and social change (Schneider, et al., 

2000).  Fay (1987) maintained that the point of the knowledge gained by this type of 

inquiry is not how one can use the knowledge to manipulate variables that occur with 

technical change, but how one can gain self-knowledge to set one free.  The goal is not 

mere understanding and then control, but emancipation.  Enlightenment involves self-
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knowledge but emancipation requires individuals to transform the existing social order and 

enact advocacy for others (Henderson, 1995).  Empowered nurses seek to “understand, 

examine, illuminate and facilitate empowerment for persons interacting with the health care 

system”, that is to engender social and cultural change (Wilson-Thomas, 1995, p.572).  

Henderson (1995) effectively demonstrated how the principles of emancipatory inquiry 

could be used to raise awareness for the purpose of gaining enlightenment, then advocacy 

and ultimately, action to gain emancipation.  In this project located in a drug treatment 

community, Henderson’s study successfully exposed the values, norms and discrepancies 

within this community that enabled personal growth for the participant.  Henderson’s aims 

of transformative action that were achieved in this study were identical to one of the aims 

of my research. 

 

The use of critical social theory in research is based on the belief that the desire of people 

for independence is intrinsic and that all people are capable of reflection into the self and 

the social conditions that surround the self.  Not only has nursing utilised this theory to 

examine the position of patients within health care but also to examine its own position as a 

profession existing in a hierarchical and authoritarian system (Kuokkanen & Leino-Kilpi, 

2000).  The lack of empowerment of nurses as a group has promoted the use of critical 

social theory as a means by which nurses can examine nursing through investigations into 

its control structures (Antrobus & Kitson, 1999; Martin, 1998; Tonuma & Winbolt, 2000).   

 

Using a wide- lens approach to examine nurses as a collective, Fulton (1997) effectively 

used critical social theory as the theoretical framework in a study on nurses’ empowerment.  

Although the concept of empowerment had been widely used in nursing literature, Fulton 

provided the empirical evidence of what were nurses’ actual points of view concerning 

their position in health care.  This revealing study supported the contention that nurses were 

constrained by lack of confidence and low self-esteem that enabled continued oppression 

from more dominant groups such as medicine.  Sturt (1999) also contributed to this 

understanding of how nurses viewed their position in health care in a meaningful but more 

focused approach by using the theory in a project with primary care nurses.  Kuokkanen & 

Leino-Kilpi (2001) further supported this research in a well constructed and executed study 
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in which 30 nurses were interviewed to demonstrate how individual nurses articulated 

empowerment.  In this study, empowerment was shown to include the importance of 

values, personal endeavours and environmental factors. 

 

Also, in applying critical social theory to a review of nursing curricula, Wilson-Thomas 

(1995) concluded that many nursing theories are non-testable and irrelevant and should be 

replaced by theories that were generated from and tested in practice.  This would enable 

nursing education to free itself from the dominance of the paradigm of science and allow 

the preparation of nurses whom actualised nursing core value of holistic care. This work on 

nursing curricula using a critical inquiry method was supported by Hendricks-Thomas and 

Patterson (1995) in an interesting, but informal, reflective dialogue between academics.  

These researchers demonstrated that constraining power structures still exist within the 

profession as egalitarian relationships between teachers and students were hampered by 

teachers’ inability to relinquish control over learning experiences.   

 

Although, all these studies noted the limitations in generalising the results, they all 

maintained that the critical paradigm contributed to the participants challenging the 

traditional norms leading to increased understanding.  However, as previously noted, this 

understanding must transform into action for emancipation to occur or understanding 

remains merely a critique.  In recognising, the importance of transformative action to 

achieving changes in nurses’ behaviour, this study utilised critical social theory as the 

theoretical framework for the emancipatory PD approach undertaken.  The theory is 

consistent with the method of action research that evaluates the PD.  It matches critique 

with action and emancipates people from habit, illusion and custom that constrains practice 

(Kemmis, 2001).   

 

4.4 Action research  

Many nursing studies have sought emancipation using critical social theory as the 

framework in an action research approach through focusing on a wide range of practice 

issues (Chenoweth & Luck, 2003;  Henderson, 1995; Sturt, 1999; Titchen & Binnie, 1993; 

Waterman, Webb, & Williams, 1995).  According to Reilly, McIntosh and Currie (2002), 



Fighting falls 

 
 

51 

change that occurs through action research resides in normative re-educative strategies that 

modify habits, attitudes and values to create new ones.  This change and knowledge is held 

to be situational, participatory and self-evaluative (Schneider, et al., 2003).   

 

The purpose of change in PD is to increase the effectiveness in patient-centred care and in 

order to determine if this has been achieved, a program of PD must be systematically 

evaluated (McCormack, et al., 2004).  Therefore, according to McCormack, et al. (2004, 

pg. 86), evaluation should answer five questions which are whether the PD worked, why it 

worked, for whom it worked, under what circumstances it worked and what was learnt to 

make it work.  Guba and Lincoln (1989) argue that evaluation is value laden by the theory 

that underpins the evaluation, the interpretation of those evaluating and the methodology 

applied to undertake the evaluation.  Given that the intervention of my research, framed in 

critical social theory, and using emancipatory PD to increase ownership of practice, action 

research was chosen as the method.  This decision was supported by Schneider, et al., 

(2003, p.220) who claim that “action research is the method of choice when people want to 

join together to understand, critique and improve their situation”.   

 

As these five questions, alluded to above, are crucial to the evaluation of PD, the method of 

action research was selected to give the PD the systematic approach required and to ensure 

that the practice changes were rigorously examined.  Although action research is often 

criticised because of its situational nature, by providing audit trails in the rich description of 

action research, nurses can review the evidence-base before incorporating the 

recommended changes into their own practice.  The situational nature of action research 

also enables nurses to examine the context of the PD to ensure that changes are compatible 

with their own situations.  This enables transferability of the findings.  In answering the 

fifth question related to knowledge gain, nurses can question the usefulness of the 

knowledge to their own context of practice and understand barriers to their own 

emancipation.  Therefore, a participatory style of action research which required knowledge 

to be used to drive transformative action, can demonstrate how an emancipatory PD 

approach is actualised in practice (McCormack, et al., 2004).  
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In a discussion of the characteristics of different typology of act ion research, Hart and Bond 

(1995) noted that typology was also determined by knowledge.  If the desired change were 

based on technical knowledge, a typology would be chosen that was directive rather than 

facilitative.  If emancipatory change were the focus, an emancipatory typology would be 

applied.  However, they also note that it is not unusual for action research to evolve from 

the former to the latter typology.  A project that commences using a professionalising 

approach with a pre-determined problem and a directive project leader may be facilitated to 

become emancipatory.  As the collaboration between participants and facilitator strengthens 

and becomes more equal, the participants take ownership of practice change.  In this study, 

where the change that I desired was both technical and emancipatory in nature, processes to 

enable the achievement of both would be chosen and enacted.   

 

Like critical social theory, the knowledge on which action research is based and that which 

it generates, is culturally bound.  Thus changes in practice and culture may be derived from 

existing cultures when that culture is understood by participants (Schein, 1992).  According 

to Manley (2001), a key purpose of PD is the transformation of the workplace culture to 

make it evidenced-based and patient-centred.  Schein considered culture to be a set of 

predispositions or ‘basic assumptions’ that cause organisations and individuals to act in a 

certain way.  The desirability of this notion of culture that nurtured empowered nurses 

giving quality patient care was one of the fundamental assumptions upon which this 

research was predicated.  Values, beliefs, assumptions, norms and shared meanings are 

expression of culture and my part in the group work envisaged for this research was to 

enable participants to explore these.  

 

Carr and Kemmis (1986) define action research as “a type of self-reflective inquiry 

undertaken by participants in social situations in order to improve the rationality and justice 

of their own practices, their understanding of these practices and the situations in which 

these practices are carried out.”  Generally, this research methodology is attributed to the 

pioneering work in the 1940s of Kurt Lewin, who believed that the experimental 

approaches of the social sciences could be married with social action in response to the 

major social issues of the time (Hart & Bond, 1995).  Lewin saw action research as a 
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stepped process in which the general idea is examined and facts surrounding the idea 

collected.  These include the resources available to achieve the objective.  From these facts, 

the overall plan is developed and a decision made on the first step to take.  This step is then 

evaluated and further re-planning undertaken that may include a modification of the 

original idea.  A decision may then be made about the next step to be taken.  The cycle of 

assessment and planning, executing and evaluation and perhaps modification of the original 

idea continues until the objective is reached (Hart, 1995).   

 

According to Meyer (1995), a stepped process for a group including planning, acting, 

observing and reflecting forms the basis of most action research.   It is not always possible 

to describe what will be evaluated, as it is not known at the time what will arise from the 

group.  Despite the inability to describe the action and evaluation, it was anticipated that 

reporting of this project would follow the stages that were named by Meyer (1995) as 

assessment, negotiation, planning and action with evaluation.  However, Hyrkas (1999) 

maintains that the most characteristic feature of action research is its spiral like design, in 

which cycles evolve over time, leading into each other.  Reflection and decision-making 

lead to the next cycle of action.  At the outset it is impossible to determine how many 

cycles will be involved, although Hyrkas states that it is assumed that the research consists 

of at least two cycles.   Therefore, the relationship between the cycles of action research 

and Meyer’s stages for reporting may be described allegorically.  Meyer’s reporting may be 

likened to the road travelled from beginning to end of the action research project and 

Hyrkas’s cycles as the wheels of the action research moving along that road.    This 

relationship is shown in Figure 5.    
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Figure 5  Schematic representation of an action research design  

 
 

 

 

 

 

 

 

 

(adapted from Hyrkas, 1999, p.802 and Meyer, 1995) 

 

There are different models of action research although Holter and Schwartz-Barcott (1993) 

and Hart and Bond (1995) describe typology that includes four main characteristics.  These 

are collaboration between researcher and participants, identification and resolution of 

problems, changes in behaviour, and theory construction (Newton, 1995).  Hart and Bond 

contend that an action research process is not a static approach and that the typology may 

represent a continuum as the research evolves over time (Sturt, 1999).  As this study had a 

pre-determined problem, and required me, the researcher, to act as a facilitator, the 

professionalising approach of Hart and Bond was selected as most appropriate to 

commence this project.  In this approach a professional group, in negotiation with the users, 

may define an existing or pre-determined problem.  In this instance, the problem was 

nurses’ work and its relationship to falls prevention.  After its introduction, the researcher 

and participants work collaboratively to come to an understanding of the problem whilst 

working towards possible solutions.  According to Hart and Bond (1995) this approach is 

practitioner focused by its location in the behaviour  of practitioners and empowering by 

enhancing the individual’s ability to control her/his work situation.  However, as noted by 

Kelly and Simpson (2001) action research should be flexible and may change typology 

during the process.  As previously noted, Hart and Bond (1995) concede that often the 

typology becomes more emancipatory as the participants become more involved.  

Therefore, I planned to commence with a professionalising action research approach that I 
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would facilitate into an emancipatory typology, which was consistent with emancipatory 

PD.   

 

Although the ha llmarks of all action research and PD are that they are person-centred, 

systematic and participatory, the approach chosen affects the relationship in the 

collaboration between researcher and participants (Unsworth, 2000; Garbett & 

McCormack, 2002, Fitzgerald & Solman, 2003).  According to Meyer (2000), democratic 

participation is fundamental to action research.  Participants must see the need to change 

and be willing to take part in change processes.  In positivist research, the researcher sits as 

a powerful outsider, objective and detached, controlling the variables.  In PD and action 

research, the researcher is an insider, part of the group with power distributed equally.  The 

collaboration formed between the researcher and participants in action research uses the 

principle of shared power so that the people most affected by changes make the key 

decisions about the changes (Wood, et al., 1998).   In the professionalising typology of 

action research, the facilitator adopts a more directive leadership style than the 

transformative leadership style in the emancipatory typology.  This research required me, as 

the researcher, to be fully aware of the implications of power in the relationship and 

leadership style.  Through my own self-awareness I was confident of my ability, with the 

assistance of my critical companion and my supervisors, to make the change as the 

typology evolved from professionalising to emancipatory. 

 

This approach is often referred to as a normative re-educative strategy, which seeks to 

support changes through empowerment processes (Lancaster, 1999).   Identification of 

shared values, group norms and common goals allows support for change to emerge 

naturally and tends to be longer lasting than imposed change.   This differs from the 

rational persuasion approach, where change is attempted through the use of knowledge or 

argument.  Therefore, planned change using principles of action research should lead to 

more sustained fall prevention behaviours in the involved nurses.  Meyer (1993) maintains 

that the strength of action research is in its “bottom-up” approach, which fosters a sense of 

ownership of change by nurses themselves, resulting in change being more likely to endure.   
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Hope (1998) concurs and states that an area needs to be ‘ripe’ for intervention.  These 

conditions existed for nurses in this study.  In my discussions with nurses in the wards 

preceding the action research, these nurses affirmed their belief that there were things about 

their practice that needed changing.  The nurses also articulated a willingness to participate, 

but expressed doubt that things could change.  I anticipated that this doubt would be offset 

by the intrinsic desire that nurses have to provide the best care that they can, which has 

been illustrated in previous literature.  I, as the researcher, also be needed to be committed 

to ensure that processes remained democratic or this willingness to participate may have 

withered (Waterman, 1996).  This condition existed, as I had a personal belief in and 

commitment to this ideal.  I was also aware that the facilitation methods I employed would 

need to be enshrined in the principles of democratic participation.  McCormack (1998) 

describes facilitation as the activity that helps individuals in a group to achieve self-

confidence and motivation that enables them to take the initiative in action.  This initiative 

extends to the data collection and evaluation, as these must be collaborative to preserve 

equality in the relationship between the participants and myself.  

 

Kemmis (2001, p.92) maintains that a good deal of action research of the practical kind is 

influenced by Schön’s work on reflection, as practitioners are not only attempting to 

improve their practice but are shaping “…their ways of seeing and understanding 

themselves in context”.  Schön (1983) advanced the notion of reflection- in-action or 

“thinking on our feet”.  A group would look at their experiences, connect with their 

feelings, and build new understandings that inform actions as situations unfold.  This is 

followed by reflection-on-action that occurs after, often with a supervisor or facilitator, in 

which a group explores the reasons for their actions and their interactions within the group. 

I anticipated that this reflection-on-action would be important as the typology evolved.  

Hart (1995) contends that this reflective nature of action research that provides it with the 

potential to make fundamental changes in attitudes and beha viours of participants.  For this 

reason, the processes of the intervention chosen for this research were PD and action 

research.  The desired changes in behaviour may have been possible, but unlikely, if the 

research had employed a positivist deductive approach satisfied with technical change to 

practice, which overlooked practitioner behaviour.  Also, altered behaviour may not have 
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resulted from an interpretive inductive approach that was satisfied with enlightenment and 

practical change.  Gaining increased ownership of practice would be played out through 

greater engagement in work.  This would necessitate increased practitioner autonomy 

through change by emancipation that was reflected in: 

1) increased independent and collective decision-making about patient care 

2) increased accountability for actions taken about patient care 

3) development of new strategies to enhance patient care from the group. 

 

The program or intervention developed for this study therefore is focus group work, which 

enables the participants to become co-researchers.   Powell and Single (1996, p.499) define 

a focus group used in the research context as a ‘group of individuals selected and 

assembled by researchers to discuss and comment on, from personal experience, the topic 

that is the subject of the research’.  In the context of action research and PD, praxis is 

understood to be reflection and then action by people upon their practice in order to 

transform it to eliminate oppression and close the theory/practice gap (Freire, 1992; Penney 

& Warelow, 1999).  A praxis group occurs when this reflection and action is undertaken 

within a group process organised in the same manner as a focus group.  Through a process 

of critical reflection, the group decides on processes that will improve all aspects of 

professional nursing practice related to falls prevention.    

 

According to Fulton (1997), focus groups are congruent with critical social theory as they 

are characterised by group discourse.  In addition, focus groups are particularly suitable in 

action research to study attitudes and experiences and for operating within a cultural 

context (Kitzinger, 1995).   Padilla (1993) maintains that there are three pre-requisites for a 

focus group to be a dialogical tool.  These are having an investigator who is committed to 

improving the lives of the group, participants who consider themselves oppressed or 

disadvantaged and a joint decision by both to co-operate in a study to empower 

participants.  All of these pre-requisites were met in this project. 

 

Selection of participants in a focus group can, however, lead to an introduced bias by 

purposively selecting those with a particular point of view so that results reflect this view 
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(Powell & Single, 1996; Lane, et al., 2001).  Kitzinger (1995), however states that using 

pre-existing groups such as those who work together, can allow naturally occurring data to 

emerge.  Groups of six to eight members were considered necessary to allow an in-depth 

inquiry into specific behaviours and perceptions.   

 

Lane, McKenna, Ryan and Fleming (2001) note that there are strengths and weaknesses in 

using focus groups.  There is the potential for rich data to emanate from group members 

who are intimately involved with the issue, but there is also the possibility of an 

introduction of bias from the choice of participants.  Lane, et al., (2001) also refers to 

difficulties encountered when participants know the facilitator as this can be seen to limit 

discussion.  In order to ensure that these limitations were confined as much as possible, the 

research process included reflective practices for the researcher as well as participants. 

 

Hope (1998) uses the analogy of a serendipity journey to describe action research, as the 

plan may change according to the direction and the wishes of the group.  Kelly & Simpson 

(2001) discussed the relevance of Aristotles’ notion of two types of action to the action 

research journey.  McCormack (2003) refers to these Aristolean actions of poiesis or 

making action, and praxis or doing action.  Poiesis relates to technical knowledge as it is 

rule based, has a pre-determined end and it is judged by the quality of its end product.  

Praxis, however, is more related to practical and emancipatory knowledge as it is not 

determined by the end product but by the worthwhile exercise of getting there.  The two 

knowledge gains are inseparable and so although I did not know where the action research 

would take me, I planned to include what I call ‘process outcomes’ to record the journey.  

 

4.5 Summary of chapter 4 

In this chapter my selection of critical social theory as the framework and action research as 

the method for the PD project has been explained.  This research was designed to improve  

practice surrounding patient falls and sought to develop an increasing sense of nurses’ 

ownership for their practice.  I anticipated that by improving their sense of ownership of 

practice, individual’s responsibility and accountability to patients would improve.  Chapter 

5 details the action research method used in the project. 
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CHAPTER 5 

 

METHOD  

Introduction  

The literature review in chapter 2 examined issues surrounding fall prevention and situated 

this study within a profession interested in its standards of practice.  In chapter 3, the 

literature reviewed demonstrated how nurses’ behaviour might be affected by psychological 

and social factors such as attitudes, values and personal belief systems.  Critical social 

theory, action research and PD were identified as useful when attempting to empower 

nurses.  In this chapter, I introduce, describe and defend the method I used in this thesis.  

The procedures, participants, instrumentation and processes for analysis in the study are 

described.    

 
5.1 Research aim  

This study is based on my assumption that individual nurse’s performance as it relates to 

fall prevention strategies could be influenced by their engagement in processes that create a 

sense of ownership of practice.  I also postulated that psychological and social factors, such 

as values and attitudes that influence behaviour and may change as a result of an 

engagement in practice examination.   Therefore my research questions are:   

 

1. Will an intervention reflecting and acting on practice components of fall 

prevention, change existing practice?   

2. What are nurses’ professional values, self-esteem and work satisfaction and are 

these effected by the intervention? 

 
This study has three phases using mixed methods.  Hence my aims of the phases were: 
 
Phase 1: To establish the context of practice through nurses’ psychological and social 

factors of self-esteem, professional values and work satisfaction, observation of actual 

nurses’ behaviours and the outcome of these behaviours, the number and rate of falls. 
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Phase 2:  To conduct a Practice Development project as the intervention designed to 

increase a sense of ownership of practice through the empowering processes of action 

research.  

 

Phase 3:  To determine the influence of the intervention on practice behaviours, number of 

patient falls and related psychological and social factors noted above.  My research plan is 

illustrated in Figure 6. 

 

Figure 6  Schematic representation of the research plan  
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5.2 Phase 1: Establishing the context of practice  

This phase establishes the context of practice by examining practice behaviours, the 

outcome of those behavio urs in terms of falls and values and attitudes of clinicians.  I 

established the outcome, the rate of falls for the clinical area, using data that I had collected 

for the quality improvement program in the preceding five-year period of 1998-2002.  This 

is supplemented by a profile of those patients who fell during the same period. 

 

Practice behaviours involved in fall prevention were established in a field study that I 

undertook with nurses within wards 17 and 19 (the wards with consistently high numbers 

of falls) in which the use of specific fall prevention strategies was observed.  During Phase 

2, I conducted fieldwork observations that were repeated twice in the two wards and once at 

the end of the study in Phase 3.  In total, I conducted four episodes of fieldwork.     

 

The values and attitudes of nurses who work within all the medical wards, described here in 

terms of self-esteem, nursing professional values and work satisfaction, was measured 

using three validated tools.  I included approximately 100 medical nurses in this survey.  

The nurses working in wards 17 and 19 are a subset of this nursing community.   

 

Phase 1 provides my account of the assessment or diagnostic stage of the action research.  

 

5.3 Phase 2: Action research intervention  

An action research intervention incorporating praxis groups commenced with nurses of the 

two wards in November 2002 and finished in December 2003.  The groups met fortnightly 

with me on a Tuesday afternoon at 2pm to ensure there was an overlap between morning 

and afternoon shifts to allow maximal attendance.  Also, I considered that it was important 

that nurses’ own time was not utilised, to give the message that this meeting was a valuable 

part of nurses’ practice.  The managers of the two wards supported my decision and a 

suitable time was achieved by utilising one of the education sessions that were scheduled 

for the wards.  The meetings were limited to an hour’s duration.  Participants in the group 

decided on the time, regularity and venue for the meetings.  Although I facilitated the 
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meetings, the participants set the agenda thereby strengthening their sense of ownership and 

control of the group processes.   

 

Phase 2 incorporates the negotiation and planning stages of the action research into Cycle 

1.  The action stage is comprised of Cycles 2, 3, 4.  The evaluation of performance stage 

and the withdrawal stage are contained in Cycle 5.  

 

5.4 Phase 3: Evaluation of practice 

The purpose of this phase was to evaluate the effect of the intervention compared to the 

practices established in Phase 1.  As Phase 2 does not include my reporting of the two 

observation periods conducted in that phase, the reporting of Phase 3 includes these two 

observation episodes and the final observation of practice.  This is conducted to achieve an 

illustration of progress over time.  In order to determine trends, I added the patient falls rate 

for the 2003-year to the preceding five-year period.  I remeasured nurses’ values and 

attitudes using the three scales and compared the results to the first measurement to 

determine if change had occurred. 

 

5.5 Procedures 

5.5.1 Procedure for observation of practice in Phase 1 and Phase 3 

Practice of fall prevention 

In addition to my specific observation of fall prevention practice outlined earlier, I gathered 

field notes.  I organised these using the schema recommended for collecting information 

from observation of a clinical area (Mulhall, 2002).  This schema included structural and 

organisation features, people, and daily process of activities, special events, dialogue, a 

diary of everyday events and a personal reflective diary. 

 

5.5.2 Procedure for administration of surveys in Phase 1 and Phase 3 

Values and attitudes 

Phase 1 and Phase 3 required completion of a survey containing three instruments 

(Rosenberg Self-esteem Scale, Nursing Professional Values Scale, Index of Work 

Satisfaction).  These instruments are described in full on page 68.  I distributed the survey 
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at the hand-over session when the evening shift commenced.  I had previously experienced 

that a better return was achieved if the nurses completed the scales before becoming 

involved in direct patient care as it focused them on the task of completion.  As part of the 

explanation given to each nurse, I included the reasons for her/his role in the intervention or 

non- intervention group.  This contact also provided the nurses with an opportunity to ask 

me any questions about the research.  If the nurse did not wish to proceed, I accepted the 

decision.  Some nurses were concerned about identification so I reassured them that no 

identification codes would be applied other than a number written in order of receipt (for 

example the thirty-fifth one received was given the number 35).  Nurses then completed the 

consent form and the sur vey alone.  I collected the completed surveys at the end of the 

hand-over session.  This lapse in time gave nurses a second and anonymous chance to 

withdraw.  I repeated this process until all permanent staff had been given the opportunity 

to complete the instruments.  The results of Phase 3 are reported separately in chapter 8 and 

are compared to the context established in Phase 1. 

 

5.5.3 Procedures for the intervention in Phase 2 

Action research 

I commenced the procedures for the action research with an invitation for nurses working in 

the two wards and the managers of the Division to a forum to discuss the proposed project.  

During the action research, all other procedures were discussed until consensus was 

achieved by the participants of each meeting and ratified by the subsequent meeting prior to 

progressing.  These decisions are discussed with the findings of the action research in 

chapter 7. 

 
Meyer (1995) acknowledges that the stages of action research are not discrete and there 

may be movement between stages.  Indeed, as the practice problem has been pre-

determined, the assessment stage described by Meyer was included in Phase 1, which 

establishes the context of practice.  As the project had a pre-determined life of one year, my 

withdrawal from the action research was added as a stage to the stages described in Figure 

5 (page 54).   
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Getting started, planning or creating an agenda 

Meyer (1995) refers to a negotiation stage and notes the importance of this in setting the 

terms of the collaboration.  Hence, my first procedure was to present the problem (with the 

fall evidence available and the supporting literature) to the nurses with whom I wished to 

collaborate.  It was necessary to conduct a short educative session on the action research 

method to ensure familiarity with action research and PD.  Once there was agreement to 

participate, we set the terms of collaboration and times for the group meetings.  I shared 

with the group the terms of the ethics approval so that the group was fully aware of issues 

of confidentiality of information and publishing. 

 

In order to create a plan, I commenced the group procedures using Nominal Group 

Technique (NGT) as planned action needs to be done systematically (Schneider, et al., 

2003).  NGT is a formalised process to generate and organise ideas in a way that ensures 

that each team member has an equal say and vote on an issue (NSW Health, 2002).  NGT 

allows decisions to be reached by consensus and is useful as a starting point, as it sets the 

terms for equal participation, defusing domineering or influential members of the group 

(NSW Health, 2002).  This technique occurs in two steps.   

 

The first step of NGT is a formalised brainstorming session that commences with defining 

the task in the form of a question usually prepared by the facilitator (in this case, myself).  

A description of the process is given, which sets out the rules of the process, including for 

example that there will be no comment or discussion till the end of the session.  The 

facilitator ensures that the question is fully understood.  Each group member is then 

requested to generate and list as many ideas as possible related to the question.  When all 

members are finished, each member contributes an item from their list so that a composite 

list is constructed.  At the completion of the composite list, discussion or clarification from 

the person submitting the item may occur so that the wording is agreed upon with consent 

of the original person.   

 

The second step of NGT is a type of formalised voting to further condense the list and 

select items that the group wishes to address.  The group discusses the complete list and 
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uses a process of categorisation to reduce the options into themes.  If there is disagreement, 

the item remains separate. The themes are then assigned a priority for action.   This may be 

done by a system of assigning points to each theme or by asking each member to rank 

themes according to preference.  Each member does this individually.  The highest score 

indicates the group’s most preferred option.   If agreement is reached about the order of 

priorities, the NGT is concluded.  The priorities then become the roadmap for action.   

 

I utilised the schema described by Hyrkas (1999) and advocated by Kemmis and 

McTaggart (1988).  This schema included reflection on a theme, planning action, taking 

action to change practice, observing and evaluating, then more reflection and planning and 

so on.  I applied the schema to facilitate discussion on each of the themes raised in the 

NGT. 

 

5.6 Participants 

I divided the nursing community working in the Division of Medicine into two groups 

based on their exposure to numbers of patient falls.  The action research would require 

participants who were immersed in and had intimate knowledge of the practice problem.  

Therefore, the first group (nurses from wards 17 and 19, the location of the greatest number 

of patient falls) became the intervention group for the action research and observations of 

practice.  I assumed that by virtue of their exposure they would have greater knowledge of 

the potential dangers to patients.  The second group (nurses from the three other wards) also 

had good knowledge of fall prevention but had less exposure to the practice problem so I 

formed these nurses into the non- intervention group.  I collected demographic information 

on status, education and length of service to identify characteristics of both groups before 

and after the action research.  

 

Nurses, who were permanent staff, working day and evening, were considered to be 

representative of all nurses in the Division as the standards and expectations for fall 

prevention are consistent across all medical wards.  I was able to confirm this assumption 

during the content validation study of the Nursing Falls Risk Management Tool (NFRMT) 
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that was conducted during the action research (see Appendix 14).  I excluded nurses who 

only worked on night shifts because their work environment was different.   

 

The community of nurses was planned to comprise 100, representing 76% of the possible 

population of 130 nurses who could have completed the surveys.  On completion of the 

surveys, there was a smaller number in the groups than I had planned (95 nurses or 73% in 

Phase 1 and 96 nurses or 74% in Phase 3).  The characteristics of the nurses are outlined in 

Table 2. 

 

Table 2  Frequency and percentage of education and professional characteristics of 
participants  

 
 Intervention group Non-intervention group 
 Before 

(n=38) 
After 

 (n=41) 
Before  
(n=57) 

After  
(n=55) 

Highest level education 
• EN Tafe certificate 
• Total RNs 
 
• RN Basic hospital/  
• RN Tertiary degree 
• RN Post graduate study 

 
4 (10.5%) 
34 (89.%) 

 
4 (10.5%) 
20 (52.6%) 
10 (26.4%) 

 

 
6 (14.6%) 
35 (85.5%) 

 
11 (26.8%) 
15 (36.6%) 
9 (22.0%) 

 

 
9 (15.8% ) 
48 (84.2%) 

 
8 (14.0%) 
24 (42.1%) 
16 (28.1%) 

 
8 (14.5%) 
47 (85.5%) 

 
10 (18.2%) 
22 (40.0%) 
15 (27.3%) 

 
Median (1st and 3rd quartiles) 

Length of service 8.00 
(4.75, 16.5) 

12.00 
(3.0, 23.5) 

8.00 
(5.0, 13.5) 

10.00 
(5.0, 16.0) 

P=0.05 
 

There were no differences in the length of service between groups (X2 =0.113846).  

Although the intervention group had a higher proportion of registered nurses with tertiary 

qualifications before the intervention (79%) there was no significant difference between 

groups (X2 =0.055009).  There were no differences between groups in the numbers of 

enrolled nurses before and after the action research (X2 =0.041792).  

 

In Phase 2, the action research, nurses in the intervention group were those who worked as 

permanent members of the staff in the stroke/geriatric ward and the general medical ward, 

where there was a high number of falls and poor adherence with the Falls Prevention 

Program.  My intentional selection technique was purposive sampling where participants 

are selected as a group because of their interest in the nature of the research question.  This 
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sampling choice is consistent with focus group methods (Lane et al., 2001).  Nurses 

rostered each day ranged from 12 to 14, and number of nurses attending ranged from five to 

13 with an average of about nine per meeting.   

 

5.7 Instruments 

5.7.1 Phase 1 and Phase 3 

Practice of fall prevention 

Audit data from the quality improvement program for the Division demonstrated that 

nurses were not universally and consistently employing the Fall Prevention Program set for 

the area (Dempsey, 2004).  I complemented this data by conducting a field study to 

evaluate the program focusing on the following questions for each patient: 

a) Was the assessment chart completed? 

b) If a risk to fall was identified, was this risk communicated through means of the 

graphic on the charts and documentation of that risk on the Medical Care 

Guide? 

c) Was the patient placed safely as determined by?    

i. if the patient is orientated enough to request assistance, was the 

patient placed so they may safely reach the call bell?  

ii. if not, was the patient placed in a situation which would prevent 

harm occurring such as removing all unnecessary obstacles from 

around the bedside? 

 

Falls data were obtained from incident forms that are completed by clinicians following a 

patient fall.  I acknowledge the reservation noted by Baker (1997) in using retrospective 

incident reports however, 88% of falls are unwitnessed.  Therefore, prospective methods 

were too problematic for this instance.  I had ready access to the data as I was the CNC for 

the clinical area and I processed all incident forms on falls.  In addition, I had also 

conducted the previous research located in this setting that demonstrated that most falls 

were reported, even those without injury (Dempsey, 1997). 
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Values and attitudes 

Three instruments I chose to measure psychological and social factors were those that 

measured components of values and attitude, which may influence work.  These were self-

esteem and professional values and work satisfaction.  The particular instruments I used 

were:  

1. Nurses’ global self esteem = Rosenberg Self-esteem Scale (RSES) 

2. Nurses’ work related values = Nursing Professional Value Scale (NPVS) 

3. Nurses’ work satisfaction = Index of Work Satisfaction (IWS ) 

 

Rosenberg Self-esteem Scale  

The RSES is a measure of global self-esteem widely used in social science research 

(Rosenberg, 1986).  Self-esteem was measured as nurses were commonly reported to have 

low self-esteem (Fulton, 1997; Roberts, 2000).  The scale has 10- items rating self-esteem 

using a four-point Likert scale rated from ‘strongly agree’ (1) to ‘strongly disagree’ (4).  

Five items are worded negatively to prevent response bias and are reversed scored.  All 

responses are added to obtain a total score that may range from 10 to 40 with the lowest 

score having the highest self-esteem.   

 

The RSES has been used successfully in nursing studies (Carson, Fagin, Brown, Leary, & 

Bartlett, 1997; Fothergill, Edwards, Hannigan, Burnard, & Coyle, 2000).  This includes 

Australia, where is has been used to measure nursing students’ self-esteem (Lo, 2001).  The 

RSES scores are compared to these studies in chapter 7. 

 

The RSES has achieved adequate internal consistency (Alpha Co-efficent=0.92) and has 

demonstrated construct validity as a measure of global self-esteem (Carpenter, Brockopp, 

& Andrykowski, 1999).  The internal consistency of the RSES in this study was high for all 

nurses (Alpha Co-efficient =0.8793, see Appendix 2a for reliability studies). 

 

Nursing Professional Values Scale. 

The instrument chosen to measure work related value was the NPVS (Appendix 2b).  This 

instrument is designed to test professional values, rather than general life values, of 
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working nurses and is the only one of its type available.  The NPVS is a norm-referenced 

instrument that is based on the Code of Conduct of the American Nurses Association (Weis 

& Schank, 2001).   

 
Items are organised into 11 codes using 44 items.  Each item is a short descriptive phrase 

reflecting a specific code statement from the Code of Conduct.  Participants respond to 

each item by using a five-point Likert scale ranging from ‘not important’ (1) to ‘most 

important’ (5).  The possible range of scores is 44 to 220, with a high score indicating a 

strong professional value orientation.  The total mean score as well as code means are used 

for data analysis.  The NPVS was established as reliable (Alpha Co-efficient=0.94) and 

valid by factor analysis with varimax rotation in its initial testing (Weis & Schank, 2001).  

 

In this study, the internal consistency of the NPV was high for both groups (Alpha Co-

efficient all nurses =0.9557, see reliability studies in Appendix 2b).  However, when I 

examined each code for internal consistency, some items in the first take did not contribute 

to the alpha.  The different cultural context may have contributed to this as interpretation of 

some items by Australian nurses may have altered scores.  For example, verbal feedback 

from the participants indicated a varied interpretation of item 36 “Act as a patient 

advocate”.   Some of the codes relate to the care-giving activity of a nurse whereas others 

relate to professional activities not involving direct patient care.  Therefore, I only used 

those codes that contributed positively to the alpha and related to the nurse-patient interface 

for analysis (see Appendix 2b).  As a consequence I rejected Codes 2,9,10 and 11 and used 

Codes 1,3,4,5,6,7,8, for the analysis of the NPVS.  The number of items was reduced from 

44 to 26 and the possible range in scores from 26-130.  The revised Alpha was 0.9406 for 

the seven codes. 

 

Index of Work Satisfaction 

The IWS was developed by Stamps and Piedmonte in 1986 and is a widely used instrument 

to measure nurses’ work satisfaction (Burnard, et al., 1999; Fung-kam, 1998).  The IWS 

assesses a comprehensive range of satisfaction with work related factors such as pay, 

professional status, interpersonal interactions, task requirements, organisational policies 

and autonomy.  The IWS is made up of two parts.  Part A contains paired comparisons of 
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statements whereas Part B contains the ranking of 44 statements using a seven-point Likert 

scale from ‘disagree’ (0) to ‘undecided’ (4) to ‘agree’ (7).  Part B consists of a 

questionnaire format containing 44 statements related to work satisfaction.  The possible 

range of scores is 44 to 308 with the lower scores indicating lower work satisfaction.   Like 

the RSES, the IWS has both negative and positive items randomly arranged through the 

scale to prevent response bias.  The negative responses are reversed when scored.  Stamps 

and Piedmonte (1986) recommend the use of Part B only when surveying hospital nurses 

but suggests using the weighting obtained from the normative data in Part A to give the 

actual IWS score as this is required for comparisons.  

 

The authors recommend analysis of the IWS using the total scale score, the total item mean, 

the component total score and the component total mean in Part B to determine existing 

satisfaction.  Further, they recommend the use of the weighting coefficient to compare the 

existing level of satisfaction expectations with an adjusted score.  This adjustment 

represents the current leve l of satisfaction standardised for the level of importance.  Each 

component mean is multiplied by the weighting coefficient that is determined from Part A 

to give an adjusted score.  These adjusted scores are totalled and dividing by six (the 

number of components) to give the IWS score itself for the group.  The ranking of the 

component means before adjustment can be compared with the ranking of the components 

after adjustment to demonstrate discrepancies between the ideal and real (Takase, Kershaw 

& Burt, 2001).  The actual level of satisfaction for each component is determined using 

quartiles in which the level of acceptable satisfaction is above the 50th quartile.  As I did not 

conduct Part A, I utilised the component weighting coefficients determined by a recent 

Australian study (Takase, et al., 2001).  

 

The reliability of the IWS has been established (Alpha Co-efficient=0.82003 and Kendall’s 

Tau=0.9213) as has the validity (Factor Analysis with varimax rotation) (Stamps & 

Piedmonte, 1986).  The IWS has been used frequently in nursing studies including 

Australian samples as a measure of general work satisfaction (Baggs, 1994; Cowin, 2002; 

Takase, et al., 2001).  In this study, I found internal consistency of the IWS was high for all 

nurses (Alpha Co-efficient=0.8861, see Appendix 2c for reliability studies).   
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All three instruments were developed in North American but I made no changes in wording 

for the Australian context so that the meaning was not changed.   

 

At the commencement of the action research, I measured nurses’ perception of 

empowerment in the ward in which they worked using the Nelson and Burn’s framework of 

organisational development (Wolf, Boland, & Aukerman, 1994).   The framework requires 

participants to choose one of four descriptions of the ward in which they worked as 

illustrated in Table 3. 

 

Table 3   Nelson and Burn’s framework of organisational development 

 
Reactive  Individual contributions are diffuse, fragmented, and controlled  

Responsive Each member of the team recognises their values, talents, and abilities, and applies them in 

achieving organisational goals 

Pro-active Individuals work to develop skills that enable higher levels of performance for themselves and 

others.  Creativity and innovation is implemented 

High 

Performance 

Members can create a synergistic environment that capitalises on individual abilities.  

Transformational change is embraced and ongoing 

 

5.8 Data analysis  

5.8.1 Data analysis for observations of practice in Phase 1 and Phase 3 

Practice of fall prevention 

I calculated the number of falls using a rate to standardise for activity (number of patient 

falls per 1000 occupied bed days).  I then compared the rate for the year 2003, during 

which the action research was conducted, to the rate for the proceeding five-year period 

1998-2002 using a non-paired t-test (Schneider, et al. 2003).  I utilised Statistical Package 

for Social Sciences (SPSS) Version 11 for analysis with p set at <0.05.   

 

I utilised observations to determine improvements in nurses’ fall prevention practice.  My 

observations were used to frame the Nursing Falls Risk Management Tool (NFRMT) 

developed during the action research.  This enabled me to compare proportion of nurses 
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using fall prevention strategies encompassed in the questions of the NFRMT before, during 

and after the intervention.    

 

5.8.2 Data analysis for surveys in Phase 1 and Phase 3 

Values and attitudes 

For the attitude scales, I was required to pool responses, as it was impossible to match the 

responses in Phase 1 and Phase 3 (see ethical issues page 76).  I analysed data from the 

attitudes scales using Mann Whitney U test with p set at <0.05 to determine group 

differences before and after the action research for both intervention and non- intervention 

sub-groups.   

 

5.8.3 Data analysis for action research in Phase 2 

Practice development 

Improving practice may require use of both an inductive and deductive approach (Kitson, 

Ahmed, Harvey, Thompson & Seers, 1996).  Although Titchen (1995) sees action research 

as essentially a qualitative research strategy, Karim (2001) maintains that it may be 

categorised as quantitative or qualitative as it frequently incorporates both types of data.  

Indeed, according to Webb (1990), the choice of data is determined by what is being 

considered.  Therefore each project was evaluated by the group according to that of the 

method applied.  

 

5.9 Confirmation of the “rightness” of the plan/method 

I hypothesised that it was the perception of a lack of ownership of practice that influenced 

nurses’ engagement in behaviour such as fall prevention.  I also assumed that nurses’ 

values and attitudes in turn influenced their behaviour.  Consequently, my design required 

understanding these attitudes and behaviours so that an intervention could be styled to 

increase the sense of ownership.  The fact that I was conducting the research from the 

inside increased its strength because I was intimate with the structure and politics of the 

organisation, the culture of the medical wards and the way work was organised (Coghlan & 

Casey, 2001).  In addition, my familiarity and experience with previous collaborations gave 

the participants confidence in my ability as the researcher.  In addition to being an insider, I 
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was also an outsider as I was not part of the ward team.  The CNC position is a clinical 

position but is perceived by many nurses to be a position of authority.  Therefore, my role 

as the researcher did place some limitations on the collection of data, as trust was 

compromised by this perception of authority.  Although the nurses willingly completed the 

attitude scales, they were concerned that they would be identified even if codes were used.  

This limited the ability to make comparisons between the two sets of scores for each 

participant and meant that only group differences could be determined.  The issues related 

to the power relationship between myself and the group members were handled through 

open and honest communication and debate of all issues within the group.  Any tension that 

I felt related to the insider/outsider role was recorded in my reflective diary maintained 

throughout the research.  

 

Action research required nurses to understand their attitudes and behaviours as they de-

constructed and re-constructed their practice.  Action research provides the best method for 

this process of enlightenment as its philosophy is generated from a critical paradigm, where 

an important feature is a resolution of the contradictions in practice in order to improve the 

quality of peoples’ lives (Webb, 1996).  Reflection in action or reflective praxis within 

action research allows clinicians to use their ‘coalface experience’ and enables a clear 

identification of behaviours that appear contrary to espoused beliefs (Penney & Warelow, 

1999, p.260).  Involving nurses in action research could strengthen the sense of ownership 

of the project therefore changes in practice are more likely to be internalised and are more 

likely to be sustained (Wood, et al., 1998; McCormack, et al., 2004).  

 

The clinical area selected was particularly appropriate for this research.  Previous work in 

this clinical area showed that nurses were able to significantly contribute to fall prevention, 

but were unable to sustain behaviours when evaluated five years later (Dempsey, 2004).   

This project provided an opportunity to explore the issues surrounding the practice of fall 

prevention.  
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5.10 Trustworthiness of the data  

The concept of validity, or the truth of claims made by researchers, can differ between 

quantitative and qualitative research (Titchen, 1995).  Validity in quantitative research is 

derived from the assumption that there is only one reality, which can be viewed objectively, 

controlled and manipulated.   Action research, although using mixed methods, is generally 

considered qualitative research, which acknowledges that many realities exist for 

participants.  Although there is debate about what constitutes validity in action research, 

Titchen (1995) maintains that trustworthiness of data can be determined in three ways.  

Data should be triangulated and collected from multiple sources, there should be persistent 

observation in the field and there should be participant validation.  In this study, I sought to 

ensure trustworthiness of data through all three means.   

 

Action research is context specific as it addresses specific needs in a specific context 

(Schneider, et al., 2003).  Whilst this increases the relevance of any study it also creates 

limitations as results are unable to be generalised beyond the immediate setting.  If the 

findings of this study are to be applied in different clinical areas, other researchers and 

clinicians must have a clear picture of how the findings were achieved.  Therefore, I had to 

pay careful attention to the validity or trustworthiness of the method employed to collect 

and analyse data.  Conseque ntly, when I chose the instruments, only reliable and valid 

instruments were considered.  Also, when using strategies such as focus groups to examine 

nurses’ work, the thematic analysis used to analyse data from the group requires an 

excellent audit trail to maintain rigour.  In this study, my audit trail process is outlined 

below. 

 

Participant validation was achieved by recording decisions made at each meeting in the 

minutes and posting a copy of the minutes on a notice board in the two wards until the next 

meeting.  This posting ensured nurses free access and enabled participants time to read the 

minutes and bring any discrepancies to the next meeting.  Minutes were then stored in a 

folder kept on each ward.  At the commencement of the meeting, any decisio ns made 

previously and recorded in the minutes were reaffirmed prior to commencing new 

discussions.  However, the ultimate test for the plausibility of findings is in participants’ 
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perception of the meaningfulness of the research.  Hence the question of meaningfulness 

was explored in the final reflective exercise for the group undertaken in Phase 2. 

 

The possibility of introducing bias through the selection of participants in the focus group 

was accepted.  Therefore, exclusions were restricted to a minimum and involved only 

nurses on night duty.  My decision to restrict the attitude scales to permanent nurses was 

made before the study commenced because there was a number of transient staff on the two 

wards.  However, the group made the decision relating to potential participants in the 

meetings.  The inclusion of transient nurses such as those on training programs was 

discussed and the decision was made for these nurses to choose.  In reality, these nurses 

often did not participate as they remained in the wards to deliver patient care, thereby 

giving the permanent nurses the opportunity to attend.  However, the group recognised the 

importance of inclusion of these nurses in all evaluations and made conscious efforts to 

ensure that their opinions were sought. 

 

5.10.1 Facilitator’s reflective diary 

Reflexivity, or the understanding of how one’s own experiences influence the way one 

thinks, is an important component of action research (Taylor, 1998, Coghlan & Casey, 

2001).  This reflexivity was ensured through my use of reflective exercises with the group 

and through my reflective diary I maintained through the course of the project.  In this diary 

I considered the impact of language and processes that I used to facilitate discussions 

within the group.  The first person is used through this research as an expression of this 

reflexivity. 

 

Another potential issue in action research is that a facilitator may introduce bias into the 

research.  There is an implicit bias in the aim of the research because of my assumption that 

there was an improvement that could be made in practice, but it was important to ensure 

that I did not allow this bias to deliberately influence the realities of the group (Titchen, 

1995).  In addition to my reflective diary, I used a companion skilled in PD who met with 

me after most groups to discuss the entries in the diary and to assist in discussion about the 

possibility of introducing bias (Lax & Galvin, 2002).  The companion was introduced to the 
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group at the first session and the role explained to the group.  If the companion detected 

that I was biased, the next group was advised and the decision re-evaluated.  Selected 

entries from my reflective diary have been included in the reports where appropriate to 

enhance, support or explain findings in the action research.  

 

5.11 Ethical issues 

In Phase 2, it was necessary for my to confront several important ethical issues typically 

related to action research in terms of informed consent, undue influence and the use and 

confidentiality of information.  The issue of informed consent is difficult as it is not 

possible to inform participants about what the cycles are as they are unknown (Williams, 

1995).  Therefore, I made available to each participant an information sheet with well-

defined clauses that allow withdrawal from the project without penalty (see Appendix 3).  It 

is a feature of action research and focus groups that participants may come and go, so I 

informed each new participant and requested consent in the same manner as at 

commencement of the project.    

 

In order to maintain the democratic nature of action research and to avoid potential for 

participants to be exploited, issues pertaining to the relationship between myself, as the 

researcher, and the participants also required attention (Williams, 1995).  The relationship 

is particularly important in the professionalising approach of action research because the 

researcher takes a more directive role.  My role of CNC had potential to affect the decisions 

made and freedom of expression within the group as the role was considered to be one of 

authority (Asselin, 2003).  The method I used to avoid participant exploitation and reduce 

freedom of expression, was to ensure that participants were involved in all decision-making 

during the project.  According to Kelly and Simpson (2001) this requires action researchers 

to be acutely aware of the ethical dimensions of their role and that all issues are discussed 

as openly as possible when they arise.   

 

As confidentiality of information for group work is difficult, Berg (1995) contends that this 

may be logically dealt with by having all members agree that no information or discussion 

outside the group will take place without specific permission of the group.  In addition, the 
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content and format of any information arising from the group is negotiated prior to release.  

If a member of the group is apprehensive about the ability of the group to adhere to such an 

undertaking, that member must be able to retire without penalty.  Therefore, we discussed 

the ethics of the situation in the values setting exercise conducted with the group and a 

democratic decision was made.  Confidentiality was requested as to group attendance and 

only the number attending, not names, were recorded.  If publication of the minutes of the 

group named individuals, these individuals must give their consent.  Two independent 

nursing officials (the Area Director of Nursing and the Professor of Nursing) were chosen 

to vet any publications arising from the research prior to submission to ensure that there 

had been no misuse of power or exploitation of the participants. 

 
In Phase 1 and Phase 3, the scale measurements required written consent from participants 

(see Appendix 3).  I had anticipated in the ethics proposal that participants would require 

guarantees of confidentiality through use of codes for nurses to protect privacy in any 

publication arising from the research.  However, the nurses decided that they did not want 

any identification (even a code).  As I noted previously, this meant that I could only 

examine group differences, as individuals could not be followed.  My guarantee of 

confidentiality was also given for safe storage of and access to data (hard and electronic) 

for a period of seven years and that data would only be used for the project and only 

accessed by my supervisor and myself.  

 

5.12 Summary of chapter 5 

This chapter details my aims and design of the research using critical social theory as the 

framework and the Hart and Bond professionalising typology for action research as the 

method.  The phases of the research are outlined.  The instruments used to establish the 

nurses’ values and attitudes are the RSES, the NPVS and the IWS.  The rate of falls and 

measures of nurses’ performance of fall prevention work are the measures utilised to 

establish nurses’ fall prevention practice and are analysed using SPSS.  The nursing 

community of the Division participated in Phase 1 and Phase 3.  In the action research, 

Phase 2, group membership was comprised of nurses working in Ward 17 and Ward 19.  I 

maintained a reflective diary to manage the ethical considerations of insider research and 

focus groups.  The minutes of the group meetings were utilised to maintain an audit trail 
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and achieve participants’ validation.  Chapter 6 presents the results of Phase 1 and 

establishes the context of practice. 
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CHAPTER 6 

 

PHASE 1 - RESULTS OF ESTABLISHING THE CONTEXT OF PRACTICE  

Introduction 

In this first phase, my aim was to establis h the context of practice prior to the 

commencement of the action research in Phase 2.  This initial phase is often regarded in 

action research as the Assessment or Diagnostic phase (Meyer, 1995).  The nursing practice 

related to fall prevention was examined using available data from the Division’s quality 

improvement (QI) program and through my observation in the field.  The outcome of fall 

prevention practice was assessed using a fall rate standardised for activity (number of 

patient falls per 1000 occupied bed days).  Work related values and attitudes were assessed 

using three instruments, the NPVS, The RSES and the IWS described previously.   

 

6.1 ASSESSMENT STAGE OF ACTION RESEARCH 

The outcome of nurses’ fall prevention practice was assessed using the number of patient 

falls on the Division audit.  I used this information to show that there was a relationship 

between nurses’ practice and falls (Dempsey, 2004).  The best monthly performance on 

audit was 92% adherence, and this aligned with the lowest number of falls at 57.  Where 

there was a pattern of decreasing adherence to the program by nurses, there was a rise in the 

incidence of reported falls.  Auditing processes only examined the completion of the Falls 

Assessment chart and the reporting of a fall so it was not clear if the information gained on 

assessment was actually incorporated into prevention strategies.  My previous research 

conducted in the clinical area on fall prevention over a number of years is presented in the 

portfolio as “Fall prevention revisited: A call for a new approach” (Volume 2) to identify 

the context of this project.  This project then contributed to establishing the context of 

practice for nurses by identifying some of the issues related to adherence with fall 

prevention practice.   

 

6.1.1 Number and rate of falls results (Time1) 

The number of patient falls was calculated for the five-year period up to the 

commencement of the research (1998-2002).  According to best practice guidelines, the 
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number of falls should be standardised for activity when used for comparisons.  Both 

results are presented below in Table 4.  The rate of falls demonstrated an increase of 55% 

over the five years.   

 

Table 4   Number and rate of falls per year 1998-2002 in Wards 17 and 19 

 
Year 1998 1999 2000 2001 2002 

Number of falls  138 208 224 242 272 

Rate of falls  
(number of falls x number of occupied bed days/1000) 

3.5 5.1 5.3 6.2 6.4 

 

Once the extent of patient falls was determined, I constructed a profile of patients who fell 

to further inform the process of diagnosis. This profile corresponds with the same period 

used above (1998-2002) and is described below.  

 

6.1.2 Patient profile 

Detailed information on falls was often difficult to obtain, as most falls were not witnessed 

(88%) although a small number of reports noted observed fall risk taking behaviour of the 

patient (11%).   This meant that a profile of patients who fell was difficult to undertake 

using prospective means therefore I used incident reports to compile a composite picture of 

the most representative patient (see Appendix 4).  The typical patient was likely to be aged 

greater than 71 years (69%) admitted for a reason other than a fall or gait disorder (90%) 

likely to need assistance with walking (72%).  Most patients fell only once (88%) and most 

(63%) did not result in injury that required any intervention.  Of the four time periods used, 

most falls occurred on a morning shift from 6am to 12 o’clock midday (54%) probably 

because patients tend to be more active.  A large proportion (55%) of falls occurred in the 

patient’s room and 60% of these were either in bed or sitting in a chair.  An important risk 

factor involved the patient’s voiding and continence (39%).  Gender and confusion levels 

were inclusive with 57% of the patients being female and 52% described as alert.  Of the 

five wards that make up the Division, the two wards in the study had the least beds (37%) 

but a disproportionate number of falls (48%). 
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6.2 Nurses’ fall prevention practice and performance  

My observations of nursing practice and performance were conducted over three days in 

the two wards prior to the intervention to help understand the context.  These observations 

are outlined below.  The observations are organised into categories of structural and 

organisational features, people, daily processes of activities, special events and dialogue as 

advocated by Mulhall (2002). 

 

6.2.1 Structural and organisational features 

Both wards are organised around a central corridor with patients’ rooms on either side.  

Ward 17 has 24 beds and the four -bed rooms are small whereas Ward 19 was designed to 

accommodate stroke patients and also includes a gymnasium and a specifically designed 

shower room to accommodate the special equipment needed for bathing.  This ward has 22 

beds. 

 

A “nurses’ station”, where the administrative functions of the wards are conducted, is 

located in the centre of each ward and nurses’ used this station most often to write in 

patients’ notes.  In both wards patients’ medical, allied health and all other documentation 

are kept in the nurses’ station.  Nursing notes, medication and observation charts specific to 

the patient are placed on the end of the beds or outside the patient’s room.  Both wards use 

a Care Guide that is a hybrid of a patient care plan and a clinical pathway specific to the 

patient’s condition.  These Care Guides incorporated a Falls Assessment Chart. 

 

Ward 17 has medications stored in a central treatment room and in locked cupboards within 

writing areas at each end of the ward.  Ward 19 has each patient’s medication stored in the 

locked cupboard in the patient’s room.  Both wards store all other supplies in centrally 

placed storerooms.  The health service has a ‘No Lifting’ policy and all patient lifting must 

be done with mechanical aids.  The types of patients nursed in these two wards necessitate 

a number of lifting machines and these are stored within the corridors. 

 

The patients’ beds are organised in rooms with four beds or with a single bed.  There is a 

common bathroom and toilet for each four-bed room.  The single rooms have a dedicated 
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toilet/bathroom combined.  Both wards are older style medical wards that were renovated to 

include bathrooms for most of the rooms. The furniture is the same in both wards.  Each 

bed ward comprised a bed, a bedside locker and a bedside table, all of which are on wheels 

and capable of easy movement.   The bedside locker is available in each room for patient’s 

belongings.  However, in Ward 19 each room has an extra cupboard to accommodate 

patient’s belongings. Figure 7 shows the normal configuration of patients’ rooms in both 

wards.   

 

Figure 7  Diagram of conventional furniture placement in a patient’s room in Ward 17 and 19  
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In the profile of patients who fell, most often falls occurred in the patient’s room whilst the 

patient was in bed or sitting in a chair.  Patients were routinely placed in a chair very early 

in their recovery.  One problems identified during my observations of practice was that 

patients could not reach their personal belongings or call bells (or these were drawn so taut 

that they constituted a hazard).  Also, a bed obscured the view of patients from the central 
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corridor.  As most falls were unwitnessed, it was considered essential that all patients at 

risk should be visible from the corridor.  

 

6.2.2 People 

The nurses are organised basically into three shifts, morning, afternoon and night-duty, 

although night duty staff were exempt from this study.  Each ward has a Nursing Unit 

Manager (NUM) on duty for the morning shift and a senior nurse in charge for othe r shifts. 

The ratio of nurses to patients per shift varies due to the different number of patients in 

each ward.  Ward 17 has seven nurses working in the morning and five in the afternoon 

whereas Ward 19 has eight nurses working in the morning and five in the afternoon.  

 

Nursing staff may include Clinical Nurse Specialists (CNS), Registered Nurses (RNs) 

Enrolled Nurses (ENs) and Trainee Enrolled Nurses (TENs).  Some of the RNs are new 

graduate nurses who are allocated to the wards as part of a new graduate training program.  

The TENs are also allocated to the wards for training.  The experience level in these 

transient nurses may range from being on their first placement to being at the end of their 

program.  Absent nurses are replaced by nurses from a casua l nursing pool that is controlled 

by the hospital’s nursing administration.  

 

Medical officers are allocated as teams to specific Visiting Medical Officers (VMOs) and 

move between wards according to where patients are placed.  Allied health personnel are 

allocated to serve multiple wards.  Consequently, medical and allied health personnel do 

not work in a specific ward for a shift.  As a General Medical Ward, Ward 17 has more 

medical teams involved and there were more personnel rotating through the ward.  

 

Both wards have patients accommodated according to medical specialty.  Ward 19 is 

designated to acute stroke and gerontology patients.  Ward 17 is assigned to take the 

overflow from Ward 19.  Therefore, patients in both wards are similar in diagnosis, age and 

gait disturbances and number requiring assistance with walking aids.  The major difference 

between the wards in patient type is that Ward 17 has more single rooms.  Therefore, Ward 

17 receives patients for palliative care in addition to stroke and gerontology patients.  
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Palliative patients have more belongings and appear to have more visitors so there are more 

chairs in the rooms.  As a result, Ward 17 has visibly more obstacles in patients’ rooms and 

this has ramifications for fall prevention. 

 

6.2.3 Daily process of activities 

Work is organised on a shift basis.  Each shift in both wards commenced with a hand-over 

from nurses on one shift to the oncoming nurses on the next shift.  Hand-over was held at 

the nurses’ station or in the conference room in Ward 17 and in Ward 19 in the gymnasium, 

and therefore away from patients.  Each nurse caring for a patient gave the hand-over for 

that patient.   

 

The model of care was purported to be team nursing with a dedicated team leader and 

patient allocation according to the Division’s standards of practice (Dempsey, 2003).  I 

observed that the NUM or the nurse in charge allocated patients and nurses according to 

patients’ condition and nurses’ experience but there was no actual designation of team and 

team leaders.  However, I frequently observed teamwork between nurses, as care of a 

debilitated patient often required two nurses working together.  Despite the lack of formal 

designation of team leaders, I did observe that nurses informally identified a person to 

whom they reported changes in patients’ condition. 

 

Morning shifts were observed to involve more nursing activity overall than afternoon shifts.  

Each day began in both wards with intense nursing involvement in medication 

administration and preparation for meals.  Bathing, routine patient observations and 

organisation of patients’ environments absorbed most of the time up to nurses’ main meal 

break at midday.  Procedures and patient tests occurred randomly throughout the day, 

although there were fewer procedures conducted on afternoon shifts.  Procedures and tests 

were seen to take priority over bathing.  When their condition allowed, most patients were 

sat out of bed in chairs after a shower.  Both wards had a patient rest period when lights 

were dimmed and dependent patients were returned to bed.  However, there was no 

observable change in nurses’ behaviour or their general activity during this time.   
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6.2.4 Special events 

The most commonly occurring special event observed in the wards during my fieldwork 

was deterioration in the patient’s condition requiring immediate medical intervention, 

including cardiac arrest.  Similar immediate care would be required with a fall, although no 

falls were observed during the fieldwork.  Patients were able to have visitors throughout the 

shifts although the majority visited in the afternoon prior to the evening meal.  Another 

event, which disrupted ward routine, was the medical round by the VMO and his/her 

medical team that occurred at the convenience of the VMO.  The time of medical rounds 

varied considerably. 

 

6.2.5 Dialogue 

I, as the CNC, was a frequent visitor to these wards so nurses did not consider my presence 

unusual, however, it was necessary to explain my presence to patients.  I noted the 

following interchange…   

In doing observation, started talking to a patient who wanted to know what I was 
doing.  I explained that I was researching falls and was looking at the room.  She 
stated that that the main reason for falls was that everything was back to front.  The 
bell and table were on the wrong side of the bed so that if she wanted something she 
couldn’t get it.  Also stated that she didn’t want to ring the bell all the time and that 
she thought some nurses didn’t want you to have a bell.  The other thing she had 
noticed was that the nurses coming on to a shift didn’t seem to know the patient’s 
history.  She gave an example of the lady next door (in a Hi-Lo bed lowered to the 
floor) who was a problem as she had had lots of falls before this.  A male nurse took 
the lady to the toilet on his own but he was too small and couldn’t manage the 
patient.  He had to be rescued to stop the patient from falling.   

 
Although this information was unsolicited, the patient summarised the most commonly 

occurring problems related to fall prevention that the researcher had observed in nurses’ 

practice.  My observations were used to formulate a checklist of components of fall 

prevention.  The components included assessment of risk, communication of an identified 

risk, safe placement and access to a call bell and removal of obstacles from the patient’s 

room.  The checklist was presented to the praxis group and formed the basis of the project 

that created the Nursing Falls Risk Management Tool, which is reported in Phase 2 Cycle 5 

Practice and performance.   
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During my observations, I noted an incident that illustrated the practice problem.  An EN 

was seen to chastise a new graduate RN for giving the patient a call bell as the patient kept 

asking for help thus requiring more attention.  This anecdote provided an example of 

behaviour that is contrary to the espoused values of nursing. 

 

6.3 Values and attitudes 

As concluded in chapter 1, the values and attitudes an individual holds influence the work 

behaviour of that individual.  As described in chapter 5, the Rosenberg Self-esteem Scale, 

Nursing Professional Values Scale and the Index of Work Satisfaction measured these 

values and attitudes.  The scores of both groups are detailed below in Table 5. 

 

Table 5  Comparison of total mean score and range between groups for self-esteem, 
professional values and work satisfaction 

 
  Intervention group Before  

(n=37) 
Non-intervention group Before  
(n=58) 

Total mean 
score 
SD 

16.81 
 

4.62 

16.86 
 

4.61 

 
Self-esteem 
(RSES) 
Possible range (10-40) 
0=high self-esteem   
40= low self-esteem 

 
Range 

 
10-24 

 
10-33 

Total mean 
score 
SD 

106.3 
 

13.93 

106.9 
 

13.87 

 
Professional values  
(NPVS) 
Possible range (26-130) 
0=negative values  
130= positive values 

 
Range 

 
74-130 

 
73-130 

Total 
Scale mean 
Score 

 
183 

 
176 

Range 97-235 103-248 
Percentiles (163.5-178-211-235) (156.5-180-194.25-248) 

 
Work satisfaction 
(IWS) 
Possible range (44-308) 
0= low work satisfaction   
308= high work satisfaction Satisfied/ 

Dissatisfied 
 

Satisfied (50th percentile) 
 

Dissatisfied (50th percentile) 
p= <0.05 
  

6.3.1 Rosenberg Self-esteem Scale results (Time 1) 

The level of self-esteem identified by this study is better than the literature reports (Falk 

Raphael, 1996; Fulton, 1997, Roberts, 2000).  Tables of item means are in Appendix 5a.  

The scale is interpreted using the method recommended by Rosenberg (1985). Scores 

within 10-20 are considered to have average to positive self-esteem.  From this it can be 
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concluded that the majority of nurses had positive self-esteem (46%) or an average or 

balanced view of themselves (35%).  The non- intervention group had more nurses (85%) in 

the higher categories than the intervention group (75%).  The interpretation of scores is 

seen in Table 6. 

 

Table 6  Interpretation of Rosenberg Self-esteem scores for both groups prior to the 
intervention. 

 
  Intervention group 

(1 missing score) 
Non-intervention 
group 

Score Interpretation n = 37 % n = 58 % 
10-13 You see yourself very positively as a competent and 

valuable person 
12 32 17 29 

14-16 You generally have a positive view of yourself  
 

6 16 9 16 

17-20 You have an average, fairly balanced view of yourself as 
having both good and bad points  

10 27 23 40 

21-25 You tend to be somewhat negative and self-critical 
 

9 24 6 10 

> 25 You generally see yourself very negatively as less valuable 
and competent than others  

0 0 3 5 

 

No differences were found in self- esteem between groups (Mann Whitney U Z= -0.05, p = 

0.960).  The mean score of the RSES for the intervention group was 16.81 (sd 4.62) and 

16.86 (sd 4.61) for the non-intervention group which is above the normative score of 15.27 

for both men and women (Rosenberg, 1985).  The nurses in the Division have similar 

scores to nurses in the UK (Carson, et al., 1997; Fothergil, et al., 2000).  

 

Of the 10 items in the RSES, the item that was scored the lowest across both sub-groups 

was Question 9 “All in all, I am inclined to feel that I am a failure” indicating a positive 

general view of their abilities.  The highest score was Question 6 “I certainly feel useless at 

times,” suggesting that there were times when their positive self-view was challenged.   

 

6.3.2 Nursing Professional Values Scale (NPVS) Results (Time1) 

The tables of item means for this scale are in Appendix 5b.  There are no differences in 

values between the groups (Mann Whitney U Z= -0.19, p= 0.852).  The NPVS has not been 

widely used in nursing studies to date; therefore, no comparative data are available.   

Nurses in this study had a mean NPVS score of 4.10 which is higher than the mean score 
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(3.78) achieved during construction of the instrument in a USA population (Weis & 

Schank, 2000).  Therefore, nurses in this study are described as having very positive values. 

 

Codes for the NPVS were also ranked according to the mean for each group and both 

groups were similar as illustrated in Table 7.   The two most important codes related to 

respect and accountability were the same for the non- intervention group, although the first 

two statements were reversed in rank.  Both groups ranked all other statements in the same 

order.   

 

Table 7  Ranking of code mean score from highest to lowest for the Nursing Professional        
Values Scale for the intervention group 

 

NPVS 

Code 

Code 

mean 

Rank Statement from the American Nurses Association Code  for Nurses 

1 4.39 1 The nurse provides service with respect for human dignity and the uniqueness 
of the client, unrestricted by considerations of social or economic status, 
personal attributes, or the nature of health problems  

4 4.38 2 The nurse assumes responsibility and accountability for individual nursing 
judgements and actions 

6 4.30 3 The nurse exercises informed judgement and uses individual competence and 
qualifications as criteria in seeking consultation, accepting responsibilities and 
delegating nursing activities to others 

8 4.09 4 The nurse participates in the profession’s efforts to implement and improve 
standards of nursing 

5 4.06 5 The nurse maintains competence in nursing 

3 3.95 6 The nurse acts to safeguard the client and the public when health care and 
safety are affected by the incompetent, unethical, or illegal practices of any 
person 

7 3.75 7 The nurse participates in activities that contribute to the ongoing development 
of the profession’s body of knowledge 

 

6.3.3 Index of Work Satisfaction results (Time 1) 

Tables of item means are in Appendix 5c.  Using the method recommended by Stamp 

(1997) where the 50th percentile is the threshold for satisfaction, most nurses were 

dissatisfied (score 179, 50th percentile 180).  Nurses in the intervention group, however, 

were more satisfied (score 183, 50th percentile 178) with their work although not 

significantly different to those in the non- intervention group (score 176, 50th percentile 180) 

(Mann Whitney U Z = -1.26, p= 0.206).  
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As described in chapter 5, the IWS is composed of six components, Pay, Professional 

status, Interaction, Task requirements, Organisational policies and Autonomy.  The factors 

that create more or less satisfaction can be determined by ranking the item means.  Stamps 

(1997) recommended adjusting scores with a coefficient weight to correct for the level of 

importance held by nurses for the component.  The coefficient weighting is seen in Table 8. 

 

Table 8   Coefficient weighting for level of importance 

 Component Weighting coefficient 

Autonomy  3.82 

Pay 3.21 

Professional status  3.18 

Interaction 3.27 

Task requirements  2.75 

Organisational policies 2.38 

 

The adjusted score changes are presented in Table 9.  The highest two components, 

professional status and autonomy, are the same rank across both groups.   

 

Table 9  Ranking of components in the Index of Work Satisfaction after adjustment with the 
coefficient weighting (Time 1) 

 
 Interv ention group (n=37) Non-intervention group (n=58) 

     Component Adjusted score Component Adjusted score 
Components  
1=highest 
6=lowest 

1. Autonomy  
2. Professional status 
3. Interaction 
4. Organisational policies 
5. Pay 
6. Task requirements 

18.15 
16.85 
15.47 
9.19 
8.47 
8.33 

1. Autonomy 
2. Professional status 
3. Interaction 
4. Pay 
5. Task requirements 
6. Organisational policies  

17.88 
16.09 
15.78 
9.34 
7.76 
7.50 

 
IWS 

 
13 

 
12 

 

The results demonstrate that nurses believe autonomy to be very important; however both 

groups score below the 50th percentile (see Appendix 5c) which indicates dissatisfaction 

with the component.  Satisfaction with task requirements was one of the components 

ranked lowest in both groups as nurses considered task requirements to have the least 
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impact on their work satisfaction.  Despite this, the groups scored task requirements above 

the 50th percentile indicating satisfaction with the component.   

 

The adjusted scores are then totalled and divided by the six components to give the IWS 

which can then be compared to other nurses’ reports.  Work satisfaction for the sample 

(12.5) was consistent with previous national and international reports of 12.5 (Stamps, 

1997) and 12.9 (Takase, et al., 2001).  In comparison to other Australian reports, Cowin 

(2002) found professional status the highest scored component whereas Takase, et al. 

(2001) found autonomy the highest.  Pay was a component of dissatisfaction in both studies 

with Takase, et al. (2001) reporting it to be the lowest scoring component.  Cowin (2002) 

found task requirements to be the lowest component amongst experienced nurses, however 

Takase, et al. (2001) ranked task requirements fourth. Best (2004), in a Canadian study, 

found professional status and autonomy ranked highest and notes that this is similar to most 

other studies in the North American context.  Fung-kam (1998) found professional status 

and autonomy as the highest and task requirements as the lowest amongst Hong Kong 

nurses. 

 

6.4 Summary of chapter 6  

This chapter establishes the context of practice and provides baseline data against which the 

intervention can be evaluated.  Patient falls are described demonstrating an increasing rate 

of falls over five years.  The typical patient most likely to fall is aged, with a gait disorder 

and is most likely to need assistance when walking.  

 

The practice context of the nurses is described through my observations conducted in the 

field.  The nurses in this study work in an acute medical setting, and the physical setting 

itself is organised on conventional lines.  The people and processes of activities are detailed 

and demonstrate that nurses’ practice is also conventional, with work routines that are 

typical of most medical settings.   

 

From the surveys, it can be concluded that nurses had an average to positive view of 

themselves in terms of self-esteem, which did not differ substantially from others working 
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in the same profession.  Nurses in this study had a professional values orientation that was 

positive and patient focused.  The le vel of work satisfaction amongst these nurses overall 

was poor with the intervention group demonstrating more satisfaction than the non-

intervention group.  The ranking of the components of work satisfaction by both groups 

showed similarities, with the highest component means in autonomy and professional status 

and the lowest for pay and task requirements.  Nurses in this study were shown to be 

similar in their levels of work satisfaction to other nurses in Australia and internationally.  

 

The instruments demonstrated a number of anomalies.  Firstly, autonomy was reported to 

be the most important work value through the ranking of work satisfaction.  However, 

despite this high ranking, nurses were dissatisfied with their autonomy.  Secondly, the 

ranking of their values demonstrated how important nurses considered the “hands on” role 

of the nurse.  It is noted in their values that nurses ranked responsibility and accountability 

for their actions as very important although they do not regard task requirements as 

important in establishing their work satisfaction.  Moreover, their observed practice showed 

work behaviours in patient fall prevention could be improved because they were in direct 

contrast with their stated values.  Chapter 7 provides an account of the action research 

processes.  
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CHAPTER 7 

 

PHASE 2 – RESULTS OF THE ACTION RESEARCH PROCESSES 

Introduction 

Each stage in action research may not be discrete, as there may be elements of stages 

scattered through the action research (Meyer, 1995). For example, my negotiation with co-

researchers occurred throughout the collaboration.  In order to maintain sense for a reader, 

each stage reports the primary function of the stage.  An example is the negotiation stage 

that reports the major negotiations between myself and participants that occurred in 

commencing the action research.  However, other negotiations may be reported within a 

cycle such as the less significant negotiation that occurred with the bathing project.  In 

addition, cycles occurring within stages may contain actions that happen concurrently but 

are gathered together for reporting in order to assist a reader such as has been done with the 

communication cycle.  Generally, however each cycle follows the assessment, planning, 

and action and evaluation nature of the cycles described by Hyrkas (1999) although these 

are not labelled so as to reduce confusion with many like terms.  

 

The action research aimed to increase the intervention group’s sense of ownership of 

nurses’ fall prevention practice.  In all, 26 meetings were conducted, with nurses from both 

wards attending 24 meetings.  One meeting was held for Ward 19 only and one for Ward 17 

only.  One meeting was cancelled due to demands from the clinical areas, which made it 

inappropriate for nurses to leave the wards.   

 

7.1 Preparation of the research environment 

Although most of the nurses in both wards had experienced working collaboratively with 

myself, as the CNC, on a previous project, they had no experience with the research 

framework.  Therefore, in order for nurses to make informed decisions, I commenced the 

project with an exploration of action research, PD, and some of the professional issues 

facing nursing generally.   
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McCormack (2003) notes the importance of preparing the environment for person-centred 

research.  The involvement includes all those who may potentially be within the context, 

not just the potential participants in the action research.  The following account contains the 

elements of discussions held in the area for all nurses.  The first session centred on the need 

for the group to have a common understanding of the issues and the terminology used.  

Discussions centred on justifying these issues and included the reasons why action research 

processes were recommended for the examination of practice problems.   

 

As a result of these discussions, the nurses agreed to participate.  Their collective decision 

was based on several premises that arose from the discussions.  Firstly, nursing is a social 

process concerned with people, their actions and interactions.  Nursing also requires some 

natural science knowledge but the focus is about the relationship between the nurse and the 

nursed (Pearson, 2000).  The group identified three major professional issues of concern.  

These were related to the theory/practice gap, power, and dissatisfaction.  Firstly, often 

knowledge derived from research does not fit with what nurses actually do, so nurses must 

generate knowledge that is relevant.  Secondly, nurses do not use research findings to direct 

nursing practice/work, as they are an “oppressed” group who believe that they do not have 

the authority to change their practice.  These issues matched the assumptions that I was 

bringing to the research.  Lastly, it was unanimously agreed that nurses had a general sense 

of dissatisfaction as a group and would welcome the opportunity to change their practice to 

promote retention in the workforce.   

 

The second discussion session focused on action research as a collaborative process 

between myself, as the researcher, and the co-researchers in the group as it was important 

that participants had an understanding of the method.  We discussed the problem of patient 

falls and the nurses accepted that in this situation, action research was appropr iate, as there 

was an actual situation available that exposed the real versus the ideal in practice.  In 

addition, in the context of patient falls, we explored the potential for reflection to enhance 

nurses’ appreciation of the link of attitudes to behavio ur.  The requirements of the research 

project in terms of time and commitment were also discussed.   
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Once there was an agreement to participate, the remainder of this second discussion session 

related to the actual method and the design for this project.  I explained the aim of each of 

the phases and described the stages of assessment, negotiation, planning, action, evaluation 

and withdrawal for the nurses (Meyer, 1995).  I then presented data from the preliminary 

assessment or diagnostic stage and this was discussed.   

 

This assessment stage led into Phase 2, with the action research commencing with the first 

cycle where the negotiation stage led to a planning stage.  This cycle evolved into the 

action stage that contained the next cycles.  The last cycle contained the evaluation of 

performance and withdrawal stages in which I left the project.  The option to continue with 

the project beyond the year was reinforced.  Reflection occurred throughout the cycles 

particularly at times of decision-making.  Phase 3 was a practice evaluation phase in which 

comparisons were made with data from Phase 1.  Once I had completed the explanations of 

the phases, the first meeting was scheduled to commence the negotiation stage.  

 

CYCLE 1  

7.2 NEGOTIATION STAGE OF ACTION RESEARCH  

The negotiation stage mainly occurred within the first three meetings.  These meetings 

included presentation of the practice problem, decisions about the group processes, a values 

setting exercise and determination of the roles, and the rights and responsibilities of the 

group members including those of myself as the researcher.  I advertised the first meeting 

to commence the project by a circular inviting all nurses working in the two wards to 

participate.  Lane et al. (2001) recommends that focus group participants be provided with 

written material on the aims of the research to ensure that it is ethically sound.  Hence, I 

prepared and distributed at the meeting, a handout that showed the main points of the 

literature on falls and work and how these linked to the research question (see Appendix 6).  

The meeting was chaired by myself and attended by the nurse manager of the Division so 

that managerial support for the project was demonstrated.  However, it was left to the group 

to decide on the degree of participation desired from the manager.   
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My plan to use an outside “critical companion”, who was a nurse educator, as a support for 

myself during the research was noted in chapter 5.  She attended this meeting so that all the 

nurses could meet her.  We explained both the particular format of the action research 

approach and the role of the leader/researcher, and described the pre-determined problem.  

The terms of the ethics approval, which included issues related to exploitation, consent, 

confidentiality and publishing were detailed.  At this point, I commenced the reflective 

process with the nurses by asking them to reflect on the information presented.  A decision 

for “buy-in” by nurses and management was then requested and obtained.  Practical issues 

such as any barriers to attending meetings were identified and resolved. 

 

7.2.1 Getting started 

From this first meeting, there was group consensus that members could contribute to 

improving practice through setting up a research group.  Participants then made decisions 

about the working of the group meetings.  The need to name people for reporting was 

discussed and resolved.  I would be referred to as the researcher if this were necessary.  

Nurses who attended the meetings were to be referred to as group members.  In some 

instances, more nurses than those attending the group meetings were involved in an activity 

such as a trial, survey or evaluation.  In this event, these people would be referred to 

collectively as the nurses.  

 

We decided to meet fortnightly on a Tuesday afternoon, where there were no other meeting 

commitments for most nurses and there was an overlap between completion and 

commencement of shifts.  The group considered the venue for the first meeting as 

inadequate and I was requested to negotiate a more suitable venue for the course of the 

project.  In this meeting, we set ground rules based on several principles and these are 

explained below. 

 

7.2.2 Ground rules 

Rule 1: Record-keeping and informing others.   

I contracted with the group to provide any clerical support required.  Informal minutes were 

to be kept from the notes that I made during meetings.  The minutes would include the 
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number of group members attending each group meeting, a summary of the discussion and 

decisions made.  The names of those attending would not be recorded.  I committed to 

circulating the minutes to all nurses working within the two wards one week before the next 

meeting.   

 

Rule 2: Roles and responsibilities of the researcher and the group members.  

The critical companion offered an example of the role statements developed in a PD project 

conducted in another clinical area for consideration by the group.  We reviewed and 

amended these and then circulated the document amongst all the nurses to obtain further 

comment.  The role statements were accepted with minimal changes (Appendix 7).  One 

addition was the inclusion of reflective practices in decision-making.   

 
Rule 3: Inclusive decision-making within/without the group. 

In keeping with the tenets of action research, processes for decisions had to be democratic 

and inclusive.  Everyone could contribute an issue about her/his work for consideration.  

The group would then vote on the priority of the issue and work as a team on the selected 

issues systematically according to priority.  I did not present any problem to the group other 

than falls and facilitated discussion on the issues.  I did not vote on any issue.   

  

Rule 4: Systematic measure of action taken and evaluation achieved. 

The need to be systematic and rigorous was appreciated by the group but there were 

reservations about how complex this needed to be.  As a demonstration of how 

measurement may be simple but systematic, baseline perceptions of the autonomy of the 

ward were measured using the descriptions in the Nelson and Burn’s framework described 

in the method. 

 

Rule 5: Standards of behaviour through values setting. 

According to McNeese-Smith and Crook (2003), values influence selection of priorities 

that are enacted in professional life, consciously or unconsciously, and shared values in the 

workplace build trust and commitment.  Values are essential in good teamwork as they 

guide behaviour and act as an internal control for the group (Wood, et al., 1998). Therefore, 
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this exercise was considered an essential first step for the action research project (Kitson, 

2001).   

 

Thus, immediately after setting the ground rules, the group values were developed and 

articulated in a charter.  This process is outlined below.  The value statements were then 

compared with assessment data from Phase 1.  In this way, the group considered the “ideal” 

behaviour and was able to make comparison to the “real” behaviour. 

 

7.2.3 Values and “ideal” performance 

A value clarification session establishing the norms and the rules of engagement for the 

group was undertaken using an exercise from other PD projects undertaken within the 

health service as the framework.  Group discussion commenced with consideration of the 

questions illustrated in Table 10. 

 

Table 10  Group values clarification exercise 

 
• What do we stand for?  

• What are the core values that are most important to us as a ward and what attitudes 

and behaviour do we want? 

• What behaviour would mirror these values? 

• What do we mean by professional behaviour? 

• How do we model professional behaviour and how do we want people to be treated 

at work? 

• Who are our customers and how do we want them treated? 

• How do we currently recognise work effort in the ward and does this differ 

according to status? 

• What do we stand for?  

 

A contract for behaviour in the meetings was developed from this discussion and was 

circulated for comment until agreement was reached.  These statements were also displayed 

in both wards for the following fortnight and comments collected from all the nurses.  

These comments were then returned to the group and the statements reconsidered.  The 
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final value statements were accepted and the agreed statements were displayed in the two 

wards for the duration of the research.  Table 11 details the charter constructed to govern all 

group members’ behaviour throughout the project.  This charter clearly demonstrated that 

group members approached their practice from a position of sound values, which were 

patient-centred and included keeping patients safe. 

 

Table 11 Group values statements 

 
To enable us as clinical nurses to provide professional nursing care we agree with the 

following values: 

• We are committed to the provision of quality nursing care that is free from 

prejudice and preserves the dignity of the individual 

• We recognise the importance of the delivery of care that enhances the physical, 

social, cultural and emotional wellbeing of the individual 

• We are committed to the protection of the rights of the individual to make 

informed choices about their health care 

• We are committed to optimal standards of practice that are based on courtesy, 

compassion and a fundamental duty of care to the patient 

• We recognise the contribution of all members of the team and the knowledge and 

experience each individual brings to the workplace 

• We are committed to a culture of collegiality where individuals are mutually 

respected and respectful 

 

When asked to reflect on the work so far, the group confirmed the belief that there was a 

sense of commitment to improve their practice and with their shared purpose and value 

system articulated, they could begin to evaluate their current practice.    

 

7.2.4 Actual or “real” performance 

Group members were asked to reflect on how their value statements related to data 

available on fall prevention.  As previously noted, all the nurses had been exposed to the 

literature concerning patient falls and nursing work such as the NSW Nursing Workforce 
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Research Project (NSW Health, 2000).  This reflection reaffirmed the belief that any 

deficits in practice or expressions of dissatisfaction were not just local issues.  Indeed, they 

could see that nurses all over NSW were leaving the profession citing the reason that they 

could no longer give the care they deemed adequate.  With this reassurance, group 

members decided to commence the assessment of their performance by collecting as much 

information as they could about patient falls.  The group posed the questions as follows in 

Table 12.   

 

Table 12 Group assessment of patient falls and nurses’ performance 

 
• What is the number and rate of falls and how does this compare over time? 

• Which patients fall? 

• What is the most common fall and where does it occur? 

• What has been done before in this area? 

• What is our practice and what requires change? 

 

The answers to these questions were available from data that was presented in Phase 1.  

These data included patient fall rate, the profile of patients who fell and observation of 

practice.  The results of my fieldwork were shared with group members. 

 

Process outcome - Recognition of a gap between ideal and real performance 

During this process, group members reflected on the information presented.  They 

concluded that they had an accurate grasp of their current practice, processes and the parts 

of their performance that required change.  I recorded these observations: 

Frank and open discussion occurred about the barriers.  It helps amazingly to have 
people in the group that have good values as they create a standard.  I was amazed 
how cognisant they were of people who resist change and others articulated my 
concerns about ‘robot’ nursing.  They wanted people who would ‘walk the talk’ not 
just ‘talk the ‘talk’ (Researcher). 

 

This  enabled the group to construct a Macro, Mini and Micro Flow Diagram beginning 

with the patient’s admission through to delivery of fall prevention behaviour (NSW Health, 
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2002) (see Appendix 12a).  Group members decided that with an understanding of current 

practice, the next stage of planning the action to be undertaken could commence. 

 

7.3 PLANNING STAGE OF ACTION RESEARCH 

7.3.1 Plan to reduce the gap 

I introduced the Nominal Group Technique (NGT) to commence the planning stage with 

the group using the following two questions: 

1. What do we need to do to keep a person safe? 

2. What are the barriers that are preventing us from doing it? 

The group responses to the questions were collected, as described in chapter 3, until no new 

information was gathered.  The items for each question were then organised into eight 

categories.  In line with NGT recommendations, the eight categories were reduced to five to 

create a workable plan as seen in Figure 8 and Figure 9.  These five categories then became 

the focus for the most important actions to meet safety needs.  
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Figure 8 Nominal Group Technique exercise to answer question  “What do we need to keep a  person safe?” 

 
The list of items for Q1 organised into categories  

Knowing the 
patient's fall 
history  
 
Knowing the 
patient's 
medications 
 
Awareness of 
patient’s 
physical and 
mental 
attributes  
 
Patient 
observation 
and 
assessment 
 
Patient 
orientation  
 

Knowledge 
of correct 
restraints 

Evidence 
of postural 
blood 
pressure 
 
Vigilance 
over 
change in 
condition. 
 

Visitors and 
family education 
for awareness of 
safety 
 
Clear 
communication 
of the risk. 
 

Making 
sure the 
patient has 
a call bell 
in reach 
 
Adequate 
sleep 
 
Keeping a 
patient in 
view 
 
Safe 
footwear 

Keeping a safe 
area around the 
bed 
 
Environmental 
awareness 
 
Making sure the 
bed is in the 
low position 
 
Moving the 
furniture to suit 
the patient 
 
Making sure 
fluid (including 
thickened 
fluids) isn't on 
the floor 

Assistance 
for patients 
especially at 
meal times 
 
Regular 
toileting 
 
Keeping the 
patient busy 
with 
diversion 
activities 
 
Making 
sure 
equipment 
is available 

Prevention 
strategies 
 
Being 
accountable for 
a fall 
 
All staff having 
the same 
standards/ 
values of 
practice 
 
Not taking 
shortcuts in 
patient care 
and safety 
 
Time for 
patient safety 
 
Responding to 
patient needs 

Adequate 
staff. 
 

The categories were then named. 
 

Knowing 
the 

patient 

Ongoing 
monitoring 

Communication  Safe 
placement 

of the 
patient 

The patient’s 
environment 

Quality of 
performance 

Nursing 
practice 

Human 
resources 

 
 

 
Patient 

assessment and 
monitoring 

 
Communication 

 
The safe (macro/micro) 

environment of the patient 

 
Nursing work/practice  

and performance 

 
Human 

resources 
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Figure 9   Nominal Group Technique exercise to answer question  “What are the barriers that 
prevent us from doing it?” 

 
The list of items for Q2 organised into categories  

Poor or no 
initial 
assessment.   
 
Poor 
documenting 
of initial 
assessment 
 
 
Poor 
assessment of 
patient's 
knowledge 
and cognitive 
ability 
 

Individual 
education 
levels  
 
Knowledge  
of what 
medication 
causes risk 
 
 
 
 
 

Elaborating 
on what 
exactly is the 
risk 
 
Hand-over 
problems with 
irrelevance, 
priorities and 
interruptions 
 
Poor or no 
communicatin
g risk 
identified 
 

Time 
restrictions 
 
Wandering 
patients in 
different 
rooms 
 
Allocation of 
patients and 
staff 
 
Demanding 
schedules 
 
Work 
organisation 
 

Sundowning 
 
Lack of 
available safe 
room 
 
Hazards in the 
environment  
 
Furniture 
 

People 
unwilling to 
change  
 
Preserving 
the status 
quo 

 
Institutional 
behaviour of 
staff 
 
Opportunity 
to voice an 
opinion 
 
Knowing 
that your 
opinion is 
valued  
 
Stress on 
senior staff 

The "my room" 
syndrome 
 
Apathetic 
attitude 
 
Taking 
responsibility 
for own 
professional 
development 
 
Lack of 
accountability 

Not 
enough 
staff to 
do the 
job 
 
Staff 
work 
load 
 
Skill 
mix and 
casuals 
in 
charge 
 

The categories were then named. 
 

Assessment  Education Communication Our days work, 
re-engineering 
the work 

The patient's 
environment 
 

Empowering 
staff and 
overcoming 
the resistors 
to change 

Staffing 
performance 
and valuing 
each other 
and 
ourselves 

Physical 
staffing 

 

 

Patient assessment 
& monitoring 

Communication  
 

"Our day's work" 
& the patient’s 
environment 

Nursing practice & 
performance 
 

Staffing  

 

Processes in the Macro, Micro Flow Diagram were targeted in the plan for action.  These 

areas were highlighted (see Appendix 12). 

 

Reflection: Gap between values and behaviour  

Consideration of a gap between values and behaviour was the first issue that the group had 

faced that required some critiq ue of themselves and their performance.  Consequently, 

vigorous debate arose about this gap, which required sensitivity by myself, as this was a 
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critical point for the project.  By continued reference to their strong patient-centred value 

statement, I was able to overcome the challenges of the situation.  The reflections 

articulated by the group started to become more critical and a more frank appraisal of the 

situation was achieved as the participants gained confidence.  The following entries were 

made in my diary at this time: 

Approached by a participant of the group who wanted to tell me how uplifting the 
group was, how it really made you feel that you were doing something important 
and valuable and how motivated the group was.  “You left feeling really good about 
yourself…and Yes, hey, we do a good job…and yes we can do this” (Researcher). 

 
 

Process outcome - Commitment to action 

The NGT answers to the two questions posed about patient safety needs (Figure 8) and the 

barriers (Figure 9) were compared and relationships examined.  Themes were then 

combined and organised into categories by the group in order of priority for action.  This 

process resulted in the following proposed sequence of the action cycles (Table 13). 

 

Table 13 Plan for cycles in the action stage  
 
Priority for action Action cycle 

1 Patient assessment and monitoring 

2 Prioritising patients’ micro/macro environment and “our day’s work” 

3 Communication 

4 Nursing practice and performance 

5 Human resources and staffing 

       

The outcome of this process was a firm commitment to undertake action to reduce the gap 

between ideal and real practice.  The group articulated the realisation that patient falls had 

an impact on them personally.  This outcome is of primary importance as it involves 

recognition that a fall is not a “normal” occurrence and they as clinicians have a role in 

prevention.  I noted: 

Lots of humour in the meeting but real commitment expressed to do something 
about falls.  Older nurse talked about risk taking and the terrible guilt that one felt 
but how this guilt may serve as a lesson not to do it again (Researcher). 
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Summary of Cycle 1 

This cycle began with the negotiation stage of the action research project in which nurses 

agreed to participate as co-researchers.  Times and ground rules for the group meeting were 

set.   Ground rules related to record keeping, roles and responsibilities for group members, 

method for decision-making, and being systematic in measurement and evaluation were 

established.  The final ground rule related to standards of behaviour for group members.  

The values setting exercise reinforced these values by establishing a charter for behaviour 

during the project.  These agreed value statements also enabled the ideal practice to be 

articulated.  Group members’ reflections focussed on the real performance of nurses that 

was deduced using data from the first phase.  The outcome was that the group recognised 

that there was the gap and committed to action.   

 

From this recognition, a plan to reduce the gap was developed and a ranking established for 

priorities for action.  With the first cycle completed and the plan formulated, group 

members decided to commence projects arising from the plan thereby entering the action 

stage.  The second cycle focussed on patient assessment and monitoring. 

 

CYCLE 2   

7.4 ACTION STAGE OF ACTION RESEARCH – Assessment and monitoring 

risk to fall 

I noted in my diary how enthusiastic group members were to commence action and made 

the following entry…  

The problem is trying to keep this project organised so we do it in a structured, 
systematic way, as they want to fix everything NOW!!! (Researcher) 

In an attempt to deal with this, I assisted in organising suggestions from the brainstorming 

session into an Ishikawa Cause and Effect Diagram shown in Figure 10 (NSW Health, 

2002). This exercise allowed the group members to look at the problem in a systematic 

way. 
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Figure 10 Ishikawa Cause and Effect Diagram for problems with patient assessment and 
monitoring  

 
Procedures     People 
 
                                                      
 
            
  
  
 
 
 
 
 
Equipment     Environment 
 
        
           

 
 
 
 
 
 
 

Having examined the problem and identified the directions for actions, the group allocated 

tasks to members. One member was to investigate nurses’ knowledge of fall prevention 

work.  Another member was to investigate the assessment charts that were available in the 

rest of the health service and in the literature, and another to investigate the opportunities to 

use the computerised Patient Information System to tag patients’ files.   

 

As an evaluation of fall assessment charts was anticipated, the group decided to conduct a 

preliminary survey to establish nurses’ knowledge of assessment to determine if any pre-

education was required.  The survey and full results may be seen in Appendix 8.  Nurses 

were asked to list five things that they knew about prevention of falls and five things that 

they were unsure about.  Fifty survey forms were distributed amongst nurses from the two 

wards with 27 returned (54%).   

 
Process outcome - Confidence in nurses’ knowledge of fall prevention work  

From the results of the survey, the group decided that knowledge of assessment was 

adequate and there was a general appreciation of the importance of assessment.  Eighty-

Absent or 
inadequate 
assessment, 
monitoring and 
communication 
of risk 

Lack of accountability  (What do 
staff think?   Is assessment and 
monitoring of risk a priority?) 
Lack of knowledge of assessment 

(What do staff know?)  

Inadequate or inappropriate 
assessment tools (What do    
other areas do, what other 
forms exist?)Ward 6 

paperwork               

Lack of communication of 
falls on notes (Can we tag on 
computers? Is the red graphic 
working? Is there another 

way?) 

Incomplete assessment (Do we 
assess for risk?  Do we include 
carpet, cubicles, and call-bells?) 
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nine percent reported that knowing the patient was paramount and 67% that knowing the 

environment was important.  However gaps in knowledge was evident as only 30% thought 

it necessary to communicate what they had found on assessment. Also, there were issues 

related to accountability and responsibility for fall prevention to be considered as the 

project progressed as only 11% related supervision to prevention and only 7% connected 

their personal accountability to fall prevention.  The process outcome indicated that there 

was confidence in the group that there was sufficient knowledge for the group members to 

undertake the second task related to the fall assessment charts.   

 

The tasks undertaken by the group identified the need to create a new assessment chart.  

The project for the creation of a new assessment chart is detailed in the practice report 

“Creating the Central Coast Health Fall Risk Assessment Chart”.  This project is reported 

in Appendix 15.  An example of the Central Coast Health Fall Risk Assessment Chart 

(CCHFRAC) is also contained in the report. 

 

Process outcome - Engaging in clinical research 

On reflection, the group acknowledged that clinical research was unfamiliar territory but 

were confident to continue once they were reassured that advice was available other clinical 

research staff and myself when required.  The achievements of the group in creating the 

CCHFRAC gave them confidence in their ability to undertake a more complex piece of 

clinical research.  For many group members this was their first experience of being 

involved in research.  The process of participation was appreciated as the following 

example from a group member’s reflection demonstrated… 

As is the case with many extracurricular activities in nursing we went along to our 
first meeting fearful of more work. However, after the project was outlined and 
broken down into small steps it was easy to participate and soon I was looking 
forward to our weekly meetings.  Certain tasks were delegated among the group 
and this meant not only was the overall work shared but also that we had 
interesting feedback at each meeting. I enjoyed seeing the results put into practice 
as the new assessment chart was adopted after we collected data.  It was great to be 
part of a team that was really able to demonstrate practice improvement in action 
(R1) 
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Reinforcement of the usefulness of research for practice was established by participation in 

the project.  Another group member reflected …  

On a personal note, taking part in this project reiterated to me the power of 
research in practice.  It demystified the idea that research stand outside clinical 
practice.  Being part of this project showed us all how that you can still be 
primarily clinically based but conduct research studies that impact on patient 
outcomes (T1) 

 

The third task the group assigned themselves linked into Cycle 4 – Communication and is 

reported in that cycle in this chapter.  This task related to the way information gained on 

assessment was disseminated. 

 

Summary of Cycle 2 

Cycle 2 arose from the plan created in Cycle 1. Priority was given to assessment and 

monitoring, as good assessment was considered the most important requirement for patient 

safety and poor assessment the greatest barrier to be overcome.  The group used a cause 

and effect diagram to consider deficits in people, procedures, equipment and environment 

that may lead to poor assessment.   A survey was conducted to determine if nurses had 

sufficient knowledge to undertake an evaluation of assessment processes.  It was concluded 

that knowledge was adequate so a project was undertaken to evaluate the current fall 

assessment charts available.  When it was established that a new chart was desirable, the 

group undertook a clinical research project that created a new fall assessment chart 

(Appendix 15).    

 

The fall assessment chart created by the group included a scoring system for category of 

risk, similar to the assessment of risk for pressure areas, so there was consistency in risk 

assessment.  The portfolio includes the report of the testing that was undertaken to achieve 

a reliable, valid, and locally appropriate chart that was considered easy to use by clinicians.  

Participation in this project provided nurses with evidence upon which to base their practice 

and an affirmation of their role in creating that evidence.  As general support for the change 

in the practice was confirmed amongst all the nurses, the decision was made to implement 

the CCHFRAC.  The group then moved to consider Cycle 3 – Prioritising the macro/micro 

environment and “Our days work”. 
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CYCLE 3 

7.5 ACTION STAGE OF ACTION RESEARCH – Prioritising the macro/micro 

environment and “Our days work” 

Group members confirmed what they believed the standards of care should be in order to 

deliver care to patients in a timely and efficient manner in response to accurate assessment.   

In principle, they decided that their work should create a safe environment that reduced the 

risk of falling.  The group discussed issues that surrounded this principle using the literature 

in chapter 2.  Having time to spend with patients was identified as a critical factor.  Hence 

the aim of this cycle was to re-engineer nurses’ work to give nurses more time to spend 

with patients, thereby increasing their safe environment. 

 

The first task undertaken was to examine the literature on nurses' work to determine if there 

were previous studies of work re-engineering.  The literature using work sampling yielded 

comprehensive information with examples available from an Australian setting.  Therefore, 

it was decided that there was little to be gained from conducting a local work sampling 

study.  The group could utilise the three categories of work defined in the literature 

(Cardona, Tappen, Terrill, Acosta, & Eusebe, 1997; Fitzgerald, et al., 2003; Prescott, 

Phillips, Ryan, & Thompson, 1991; Urden & Roode, 1997).  These authors demonstrated 

that work could be divided into categories of direct care, indirect care including ward 

management, and personal time.  The group interpreted personal time as meal breaks and 

calculated it as a proportion of the shift (15% of 8.5 hours).  This proportion was consistent 

with previous reports of 10-17% so, it was decided not to act on this category (Prescott, et 

al., 1991).  

 

The group considered the categories of direct and indirect care.  Group members decided to 

use Nominal Group Technique (NGT) as they appreciated the structure that the NGT had 

provided in organising the assessment and monitoring cycle.  From this exercise, the group 

created priorities for action on what constituted direct and indirect work.  Although projects 

emanating from the direct and indirect care were attended concurrently, they are reported 

separately for clarity. 
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The first category to be addressed was direct care or care that required the most time and 

involved immediate contact with the patient.  The NGT was conducted to answer the 

question: 

What aspects of direct care take the most time? 

 

Group members’ responses to this question were collected until no new information was 

gathered.  Items were then sorted into eight categories and as before, these categories were 

reduced to five as seen in Figure 11.  These categories then became the focus for the work 

review.  

 

Figure 11 Nominal Group Technique exercise to answer the question  “What aspects of direct 
care take the most time?” 

 
The list of items categorised into themes  

Giving 
medications 
 
Getting 
medications from 
pharmacy when 
not on imprest list  
 
Talking and 
responding to 
patients and 
relatives 
 

Bathing patients  
 
Toileting patients 
 
Occupied bed 
making  
 
Walking with 
patients  

Feeding patients or 
giving drinks 
 
Setting meals up 
for patients 
 

Delivering 
treatments 
(dressings etc.) 
 
Doing 
observations 
 
Collecting 
specimens 

Managing 
challenging 
behaviour 
 
Supervising 

The categories were then named. 
 

Managing 
medication 
(giving, getting 
and educating) 
 

Managing patient 
hygiene and 
elimination 
 

Managing meal 
times and  
Feeding patients 

Managing 
procedures and 
observations 
(including patient 
education) 

Managing 
behaviour 
 

 

Medications Bathing/toileting Feeding patients Procedures Managing 
behaviour 

 

The group eliminated the categories of procedures and managing behaviour as it was felt 

that there were insufficient gains to be made.  These two categories were considered too 

variable and were not amenable to pre-planning.  The three remaining categories became 

the focus for action.  
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7.5.1 Medications and time 

The process of obtaining, administering and recording medications was examined to 

determine what work or task took the most time, was most amenable to change but did not 

reduce the quality of patient care.  The task that was agreed upon was the process of getting 

non- imprest list medications as time was spent faxing medication sheets to pharmacy.   The 

imprest system did not contain commonly used drugs for this clinical area, such as 

Clopidogrel, Dipyridamole, Dexamethasone and Gabapentin. 

 

Although there were no regulations about who established the imprest list, nurses widely 

believed that the pharmacy department and medical staff created it.  The group decided that 

nurses should have a role in decision-making and resolved to collect data to support their 

contention that an amended imprest list could save time.  Following consultation, the 

pharmacy department agreed to supply data on usage of these medications.  If it was proved 

that the usage was frequent, the pharmacy department agreed to revise the imprest list with 

the exception of Gabapentin, which required a special authority to order.  The data 

supported the contention that Clopidogrel was frequently used (Ward 19 used 425 units, or 

items dispensed, and Ward 17 used 187 units in two months).  The pharmacy department 

conceded the case for change and added Clopidogrel to the imprest list.  After a month, 

nurses were surveyed to determine if time was being saved by the changed imprest list.  

Most nurses (64%) felt time had been saved but some (55%) felt that Coversyl should also 

have been be included.  The data collection was repeated and Coversyl was also added to 

the list. 

 

Process outcome - Recognition of “urban myths” in interdisciplinary decision-making 

This exercise, involving another department, demonstrated to the group that there were 

“urban myths” surrounding who made the rules.  The ease with which this change was 

achieved both surprised and delighted the group, as they had never sought a voice in the 

process prior to this.  They resolved to do so in the future as drug protocols changed.  This 

project also demonstrated that there was time to be gained when work activities were 

analysed and planned action taken to effect change.   
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7.5.2 Bathing and time 

The next item in the category of direct care was bathing/toileting patients.  Toileting 

activities for the patients were considered to be too unpredictable.  However, bathing was 

considered by the group to be the most ritualised of all nursing tasks and certainly took the 

most time.  Therefore the decision was made to look at the way patient showers were 

attended.  Despite the fact that there was agreement in the group that daily bathing was a 

ritual, the group appeared to have a great deal of trouble confronting this issue.  Responses 

to suggestions for change included “people will whinge”, “families won’t like it”, and that 

there were “no patients suitable”.  Entries in my reflective diary refer to two possible 

interpretations of the discussions.  The first was that the group members did not want to be 

seen to be making an unpopular decision on behalf of other nurses.  Secondly, they did not 

want to “upset” the NUM (who was not present at this meeting).  I referred the group back 

to their value statements and introduced the issue of patient-centredness into the discussion.  

The group concurred that their reluctance was related to their own issues, not the patients.  

Once this point was recognised, it was confronted.  The group developed a trial for the 

following month.  However, the group voted for me to introduce the trial to the nurses in 

the ward whose NUM was not present at the meeting.   

 

The trial process commenced with the Clinical Coordinator, who was the senior nurse 

delegated to coordinating patient care on the ward when the NUM was involved in 

managerial tasks.  This nurse chose four patients (requiring less care and who agreed to 

having their shower in the afternoon) to be showered by nurses who were on the 12.30 

afternoon shift.  However, there was a proviso that all patients must be kept clean, safe and 

comfortable.  There was greater participation in the ward where the NUM had been present 

for the discussion than in the ward where the NUM had been absent.   

 

During the trial, a comment sheet was placed on the noticeboard so that all the nurses could 

make a running notation of advantages and disadvantages.  At the end of the trial, nurses 

were surveyed for their opinion on whether to continue.  There was considerable resistance 

to change as most (92%) felt it didn’t work.  Amongst the reasons given for the lack of 

success of the trial were changes in patients’ condition, doctors’ rounds, patients attending 
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tests, changes in staff and patients’ movement between wards.  Support for the project was 

limited, as most nurses were non-committal (42%).  Some of the nurses were willing to 

continue (33%), but many (25%) wanted it to finish.  

 

Process outcome - Recognition of the role of ritual in practice  

The discussions generated by the feedback of these results reflected how challenging this 

project had been to the nurses in general.  The group noted how difficult it had been to get 

nurses to participate “as everyone is just showering the patients’.  The circular argument of 

“busyness” was demonstrated by the comments “the morning shift is so busy” therefore, the 

nurses were too busy to participate.  When asked why they were so busy, they replied 

“because they do all the showers”.  The group recognised that there was a general 

resistance to change and explored reasons for this.  Some suggestions were that 

preservation of rituals or tasks such as showering in the morning provided a mental 

checklist and… 

Maybe it’s a way of keeping chaos at bay and feeling that you have achieved 
something in your own 8 hours (W1).  

 

One group member noted how the phrase “At least I got my showers done” was often used 

during periods of intense activity.   In this respect, it was conceded that ritual in work could 

be protective against anxiety caused by extreme activity.  Another group member referred 

to the default position in nursing in which activity is performed without thought so that … 

Even when they do reflect and think about what they are doing, when they get 
stressed they revert to their tunnel vision (R1). 

 

The group had given nurses a reassur ance that no changes would be made without wide 

support.  Therefore, it was resolved not to continue with this change in practice as a 

formalised process.  Instead, it was decided to leave the change in showering time up to the 

discretion of individual practitioners.  The following entry was recorded on the comment 

sheet during the trial…   

This is a very good idea – if the morning shift is very busy, and one cannot shower 
all one’s patients’ safely/properly in the time one has. To not feel pressured by 
other staff or a particular policy/ruling is a very positive thing.  This would 
definitely prevent excessive rushing to finish in a certain time – causing accidents, 
and dare I say it, even FALLS (W1).   
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Group members acknowledged that they would have a part to play in changing attitudes as 

other nurses often experienced hostility from the next shift that had to deliver the deferred 

showers.  Also, there appeared to be a general expectation from families and friend of 

patients that all bathing was attended to early in the day.  The nurses often confronted 

criticism from families when other activities were placed ahead of bathing.   

 

I particularly noted the difficulty individual group members had in acting in an autonomous 

way when the decision made in the group could be seen as unpopular.  This difficulty also 

occurred when it could be seen to upset their immediate superior, the NUM and I recorded 

this reflection…  

No-one wanted to be the one to tell their colleagues.  They wanted me to do it.  I 
pointed out to them that this didn’t make them autonomous if I made it happen.  I 
think this is the greatest cultural change we have encountered yet.  All the rest was 
skirting around the fringes (Researcher). 

 

Without total commitment from all nurses, the group conceded that the re-education 

required for such a significant change would need to happen over a longer period than 

available, so they resolved to move to the next item, the feeding of patients. 

 

7.5.3 Feeding and time 

The susceptibility for action research to be influenced by external events was experienced 

at this time as a serious incident had occurred with a patient receiving the wrong meal.  The 

whole process was subject to an investigation organised by the Quality Resource Unit 

(QRU) for the health service.  Therefore, it was decided not to pursue this category, with 

the exception of an extremely small issue that caused irritation to nurses, as it was 

considered such a time waster.  Patients were only supplied with one sachet of sugar on 

their meal trays, however, many patients requested two sachets.  Nurses then had to retrieve 

another one from the central ward kitchen.   The person in charge of catering was contacted 

and the problem discussed.  The results of the discussion were reported back to the group 

who then agreed that this issue could be considered along with other changes that may 

occur from the QRU investigation.  In the meantime, nurses would carry extra sugar in their 

pockets during meal times. 
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Process outcome – Recognition of competing agendas in clinical practice 

The group was aware of the constraints imposed on their practice by economic forces 

through various cost rationalisation exercises imposed by management.  However, the task 

to re-engineer work related to feeding patients exposed multiple other forces that impact on 

their practice and interfere with their empowerment.  I had shared with the group the 

intention of NSW Health to introduce a Falls Injury Risk Management policy that is 

discussed in the portfolio item “Understanding policy and  its’ impact on health service”.  

The university affiliated with the hospital was conducting a leadership master class for one 

of the NUMs in which she was expected to lead a project in her ward.  The group 

reflections revealed an understanding of the issues as shown in the following comments 

recorded in the group… 

The manager wants the issues fixed immediately and sees this as the NUM’s 
responsibility.  There isn’t truly recognition of the principles of autonomy building.  
Is it because the manager doesn’t have the luxury of allowing things to evolve as 
what if there is a complaint in the meantime?  Also there isn’t truly a cultural shift 
in thinking if we just do as we are told  (J3). 

 

The discussions focused on how to manage these competing agendas in a way that 

preserved their autonomy related to decision-making for their practice.  They began to think 

creatively about ways to link agendas into the group activities so that their voice was heard.  

The group suggested that the NUM lead one of the projects in this research agenda so that it 

linked into the fall policy for her university project.   A group member was appointed to the 

QRU investigation and agreed to act in a liaison role with the group.  A “road map” of 

achievements to date was made and displayed on the wall of Ward 19 so that the work 

being undertaken by the group was obvious to all nurses. 

The group then resolved to move to the category of indirect care.  The same NGT process 

for determining the focus for previous actions was applied to indirect care as seen in Figure 

12. 
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Figure 12 Nominal Group Technique exercise to answer the question  “What aspects of indirect 
care take the most time?” 

 
The list of items organised into categories 

Talking to 
relatives 
 
Mediating between 
staff members 
 
Team leader 
rounds 
 
Chasing pathology 
results  
 
Hand-over 
 
Doctors’ rounds 
 
Case conferences, 
meetings, inservice 
 
Finding 
information for 
education or 
discharge 
 
Waiting for the 
return of pages 
from Drs, allied 
health and 
management 
 
Looking for notes 

Taking phone to 
patients  
 

Documenting in 
care plans and 
progress notes  
 
Other 
documentation 
(diet lists, 
condition lists, 
isolation lists, 
incident forms, 
menus, white 
boards) 
 
Deciphering 
handwriting, 
querying orders, 
correcting orders 
 
Faxing 
 

Tidying rooms  
 
Collecting 
equipment 

Auditing drug 
books 
 
QI audits 
 
Checking 
equipment 
 
Looking for 
assistance 
 
Debriefing after 
critical incidents 
 
Teaching other 
staff 
 
Assessing other 
staff 

The categories were then named. 
Giving and 
obtaining 
information 
 

Phones  
 
 
 

Documentation 
 

Housework and 
equipment 
 

Staff issues 
(assessment and 
legalities) 
 

 

Sharing 
information- 
Communication 

Phone calls Sharing 
information – 
Documentation 

Housework and 
the patient’s 
environment 

Staff issues  

 

As the indirect care category proved to be so large, one particular item from each theme was 

chosen by the group and assigned priority as illustrated in Table 14. 
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Table 14 Plan of priority for action in indirect care 

 

Priority for action Action cycle 

1 Sharing information through communication – Hand-over 

2 Phone calls – Afternoon phone calls for patients 

3 Staff issues – Staff assessments and legalities (Auditing drug books) 

4 Housework – Moving furniture  

5 Sharing information through documentation – Documenting a fall 

 

The sharing of information through hand-over and documentation was also considered 

communication and is therefore reported in Cycle 4. 

 

There was difficulty in controlling the multiple influences on practice and this  has been 

reported previously (O’Connell & Myer, 2001).  Activities happening within the Division, 

within the health service and within the profession at large affected nurses’ practice in these 

two wards.  Some of the issues identified by the group as problematic were also identified 

by other groups of nurses at other venues and were subject to action outside of the two 

research wards.  These events in turn affected the decisions of the group, particularly when 

considering phone calls and staff assessments. 

 
7.5.4 Phone calls and time 

The time taken to respond to phone calls had been acknowledged as a long-term source of 

frustration for nurses working on afternoon shifts, as there was no clerical support to take 

patient inquiries or to take the mobile phone to patients.  After setting priorities for action 

and resultant discussions, the two NUMS in the group were able to report on an experiment 

happening in another medical ward where nurses were attempting to resolve this issue.  In 

addition, the NUMS as a professional group were consulting with the Director of Nursing, 

as the problem existed in all clinical areas.   

 

Process outcome – Acknowledging when to delegate  

The fact that there was other work being done on the frustration of phone calls affected the 

group’s priority for action.  Also there was a growing awareness in the group that they 
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could not take on all the problems that had been identified and that it was possible to 

delegate some issues to relevant members but still remain involved.  Therefore, the group 

delegated the two NUMs to represent them in the wider discussions and to liaise with the 

group on decisions. 

 
7.5.5 Staff issues and time 

Similarly, issues related to time taken for nurses to manage staff issues were also affected 

by external factors.  These staff issues related to the mandatory competency-based 

assessments for Cardio -Pulmonary Resuscitation (CPR), Manual Handling and other 

clinical skills.  Some members of the group were senior nurses who had the responsibility 

to conduct these assessments annually.  They believed that time taken for these assessments 

impacted on time that they had in the clinical area.  During the course of this project, the 

Division initiated the implementation of clinical portfolios for individual registered nurses 

starting in Ward 19.  This made it difficult to initiate a project specifically addressing this 

issue.  The Clinical Nurse Specialists (CNSs) involved in the group were requested by the 

group to refer this to the Division’s Clinical Education meetings for further consideration as 

part of the implementation process. 

 

The second staff related issue also involved senior nurses and related to time taken to 

maintain the requirements for auditing drugs of addiction. This audit was historically 

conducted at t he shift change over from morning to afternoon, when other activities such as 

hand-over were under way.   It was considered that it was the time (calculated to be 30-40 

minutes for two nurses) rather than the system that was the problem.  The system for 

checking used on other wards was investigated and there were no differences.  It was then 

decided to investigate the basis for the decision to conduct the check at this time.  The 

group obtained documents related to this procedure, and as there was no directive as to 

which two shifts should do the check, it was decided to trial the audit on different shifts.  

The Schedule 8 drugs were allocated to the 12.30pm shift interchange and the Schedule 4D 

to the 10pm shift interchange.  This proposal could not be decided in the group, as night 

duty staff did not participate.  One CNS took responsibility to negotiate the change with the 

various night duty nurses, conduct a short trial and an evaluation.  Both changes were 
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implemented smoothly with no real resistance or problems encountered.  The time 

consuming task was effectively removed from the critical period involving hand-over. 

 

Process outcome - Recognition of “urban myths” in nursing decision-making 

This process change had quite an effect on the group members’ thinking despite the fact 

that it was simple and uncomplicated.  One nurse remarked, “How simple was that?  Why 

didn’t we think of it sooner”.  It was a simple but powerful demonstration that they could 

take the initiative and change practice to suit their own environment despite the beliefs and 

conventions that existed around an issue.  The rule for when drug audits should be done 

was a convention, which could be changed.  It proved to be another “urban myth”, which 

had been taken for granted and not questioned.  The process now took the same time but it 

was divided and reallocated to a less crucial time of day when there was less activity in the 

ward. 

 
7.5.6 Housework and time 

Although most of the other projects included in the indirect care category considered 

reducing work and time, the issue of housework and the patient’s environment was directly 

related to fall prevention practice.  Group members considered the underlying issue to be 

nurses taking personal responsibility for the environment in which the patient was placed.  

A number of the group had worked in the ward during a previous project when the nurses 

had been encouraged to move the furniture to make it more patient-friendly and safe.  They 

integrated their experiences into the discussion, including consideration of the origin of the 

rules about placement of patient furniture.  After their experiences in detecting other “urban 

myths”, the group conceded that they did not know who had ordered furniture placement 

and that the routine placement was rea lly a convention rather than a rule.  Ward 19 (Ward 

17 had space restrictions) elected to continue this as their project.  The nurse caring for the 

individual patient was to make the decision about how the environment was to be 

constructed to suit each patient’s needs.  Individual group members were to practice in this 

way and attempt to influence transient staff by role modelling the creation of a safe and 

effective environment.   
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An example of furniture placement in practice is illustrated in Figure 13 (see conventional 

placement in chapter 6, page 82).  In this example, patients 1 and 2 were non-ambulant 

patients who had been placed in chairs.  Patients 3 and 4 were ambulant and did not need 

the environment changed. 

 

Figure 13 Diagram of amended furniture placement in patient’s room to suit their condition 

 
 

= Bed               = Bedside              = Chair        = Call bell            = Bedside  
     chest                   table 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

Process outcome - Challenging “urban myths” in nursing decision-making 

The group recognised that furniture placement was problematic to evaluate, as it was 

difficult to prove that this affected safety.  In addition, it was considered inappropriate to 

use patient satisfaction as a measure as many of these patients had communication 

problems as a result of their stroke or dementia.   However, during the course of the project 

for the furniture placement, there was no recorded fall for a patient who had had the 

environment adapted.  Interestingly, those group members who undertook the project 

became extremely committed to the principle of adapting the environment and petitioned 

the NUM to purchase call bells with longer leads.  These group members had also 

A3 

A1 A2 

A4 

B1 B2 

B3 B4 
door 

window 

A  B                      



Fighting falls 

 
 

120 

discovered in the literature that patient boredom was considered a risk factor for falling 

(Turkoski, et al., 1997).  This knowledge was shared with all nurses and practice expanded 

to include tuning ward radios into the channel for senior citizens or using tape recorders to 

add music to the environment.  For the nurses involved, changing the environment became 

part of normal practice and was the subject of positive feedback from management, other 

health professionals, family and other patients.  However, barriers to changing practice 

were exposed in a situation that demonstrated how ritualised health care was in families’ 

minds.  A family vocalised disdain for the radical shift in furniture placement during an 

interview to gain consent for a photograph.  Attempts were made to explain how this 

benefited their relative but the family responded with “well, what does the doctor think?”  

This demonstrated that, just like the showers, the public also holds conventions on how 

hospitals should look and who should make decisions.  Fortunately, most families and 

visitors endorsed the changes as a move to a safer environment.  Subsequent discussions 

revealed nurses’ appreciation that this project involved cultural change and would require a 

long-term view.  The nursing standards written for the Division were amended to include 

furniture placement as a fall prevention initiative.   

 

Summary of cycle 3 

In this cycle, group members examined aspects of their work to determine if there were 

ways to gain time that could then be applied to creating a safer environment for patients.  

Work was categorised into direct and indirect care and projects evolved from these 

categories.  The group learnt a great deal in this cycle such as there is time hidden within 

ritualised nursing routines that could be accessed.  Projects such as alteration of medication 

imprest lists, drug audit schedules and more patient-centred furniture placement were 

successful in gaining time and creating safer environments.  Although, not all projects were 

successful, such as revised schedules for bathing patients, the group was able to learn about 

their practice.  The role of ritual was explored but not challenged whereas the urban myths 

surrounding decision-making were challenged.  The multiple agendas impacting on practice 

were acknowledged and pro-active ways were enacted to make nurses’ voices heard.  

Group members learnt to use other avenues within the organisation to achieve their 

objectives and this gave them a sense of control over issues related to their practice. 
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The communication issues identified in Cycle 2 and Cycle 3 such as hand-over and 

communication of information gained on assessment led into Cycle 4 - Communication. 

 

CYCLE 4 

7.6 ACTION STAGE OF ACTION RESEARCH - Communication 

Whilst this cycle is reported separately, some of the activities occurred concurrently such as 

the information gathering for the pink stickers occurred during the project on assessment of 

the patients’ risk to fall.  However, all the communication-related processes were drawn 

together for this cycle.  As part of this gathering, the process began in the same manner as 

with the other cycles, by the group asking the questions in Table 15.   

 

Table 15 Group assessment of communication related to fall prevention 

 
• When a patient is assessed as a risk to fall, how is the risk communicated to other 

nurses and health care workers? 

• How is the fact that the patient has had a fall communicated? 

  

Existing practice involved placement of a red graphic of a falling patient at the front of 

patients’ notes when patients were identified as being at risk to fall.  The admitting nurse 

who did the initial assessment placed this graphic on the notes.  According to the nursing 

standards, communication of a fall should occur at hand-over and be documented in the 

progress notes, Care Guides (a hybrid care plan and clinical pathway used to guide and 

document care) and on an incident form.  The group recognised that this process did not 

always occur and brainstormed ideas to create the following list of three major related 

problems: 

 

Problem 1: Fall risk was not standard communication at hand -over.  A patient’s fall was 

often only communicated in the shift immediately following the fall.   

 

Problem 2: A patient’s fall history (even if they were not at risk now) gained them a red 

graphic so this led to too many red graphics.   Often the graphic was not removed in 
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between patients so that they were placed on inappropriate patients.  This graphic only 

marked the notes that were kept at the bedside separate from the progress notes.  As a 

result, these notes were primarily nursing notes and were rarely consulted by medical or 

allied health staff. 

 

Problem 3: A patient’s fall on a previous hospital admission was buried in the old notes, 

which were stored in a different file to the existing one in use.  Progress notes contained a 

problem list (Alert Summary Sheet) at the front of the file that was carried over from 

admission to admission but this was frequently not completed.  The information was also 

frequently omitted from the admission assessment conducted in the Emergency 

Department. 

 

Problem 1, communication of fall risk, was considered with the hand-over project.   Ward 

17 had been working on time taken for hand-over prior to the action research and felt they 

had solved their problems.  Ward 19 considered they still had a problem because morning 

to afternoon hand-over was taking 45 to 60 minutes.  Problems that were contributing were 

identified as: lot of chat time, wasting time waiting for the next person to come for the 

hand-over, information was repetitive and included what could be read on the Care 

Guides/Medication Charts.  Whereas, important information such as risk of falling and 

actual falls occurring, were not being given.  Therefore, the group resolved, for Ward 19 to 

commence a project aimed at improving hand-over and share the results with Ward 17 if 

any new ideas were generated.  The project would experiment with a sheet that was used to 

guide and record information and the process of conducting the hand-over.  The group 

delegated a member to coordinate the project.   

 

7.6.1 Hand-over 

Initial discussions were held with all nurses of the ward to decide on the categories of 

information to be handed over.  These categories were then formulated into a printed hand-

over sheet, which was trialed and revised until all were satisfied with the content.  On the 

first round, information such as the equipment to be used and tests to be attended was 

printed.  This method was rejected as nurses wished to write this for themselves as there 



Fighting falls 

 
 

123 

was too much alteration required when conditions and situations changed.  Certain symbol 

for falls and other circumstances such, as ‘Not For Resuscitation’ orders were trialed until 

agreement was reached for the selected symbols (see Appendix 9).   

 

It was decided that some of the problems could be overcome if one person gave the hand-

over, however this person must have all the information required.  A trial was conducted on 

several variants of the process.  One variant was that the hand-over sheet was kept in the 

treatment room and updated by a certain time.  This, however, was unsuccessful as updates 

were left until the last moment, creating chaos, as all the nurses tried to do it at once.  The 

best variant involved the Clinical Coordinator (a senior nurse) speaking to each of the 

nurses, after lunch, updating the sheet and then giving hand-over to the afternoon shift. 

 

Hand-over was successfully reduced to an average of 20 minutes in Ward 19.  The nurses 

in both wards were surveyed to determine how effective this change was using a four-point 

Likert scale.  Most of the nurses surveyed (92%) agreed that the hand-over gave existing, 

accurate and relevant information in a format that was easy to understand and saved time.  

 

Process outcome – Improved communication of risk at hand-over 

Hand-over now appeared to function effectively in both wards.  The information of fall risk 

and occurrence was now communicated for the whole admission.  In addition, more nurses 

were on the floor for supervision and more time was available for other purposes.   

 

Problems 2 and 3, relating to an identified risk to fall or occurrence of a previous fall, were 

considered together.  A group member was delegated to investigate the possibility of using 

the computer system to tag the notes of patients who had been assessed as a high fall risk.  

This did not prove to be a viable option due to organisational issues.  An alternate plan was 

formulated to obtain a sticker that could be used to tag all documentation in place of the red 

graphic.  The group member then negotiated with the Clinical Information (medical 

records) Department to locate a suitable sticker.  Funding for a trial of the sticker was 

obtained from the Division’s research fund.   
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7.6.2 Fall risk sticker 

Several samples of stickers were obtained and the sticker chosen was bright pink and came 

in two sizes (see Appendix 10). The pink sticker warned of the risk to fall.  The large 

sticker was placed on the Care Guides as well as on the old notes to warn of the risk.  To 

address the issue of excessive stickers experienced with the red graphic, the group decided 

only to use the pink stickers for those patients at HIGH risk who had not fallen.  This 

method was proved to capture 83% of falls.  If a patient fell, they became a HIGH risk and 

the pink sticker was added.  In addition, the small pink sticker was stuck on the Alert 

Summary sheet and in the progress notes with the date and an account of the fall.  

 

Three hundred patient notes were tagged in this manner.  The group then surveyed nurses to 

evaluate the effectiveness of the stickers.  Nurses rated the sticker as 92% effective as an 

alert system using a visual analogue scale.  They were also asked to compare the pink 

sticker to the red graphic for effectiveness and indicate preferences.  Some nurses preferred 

the red graphic alone (19%) but most (50%) preferred the pink stickers alone. There 

appeared to be some misunderstanding that one replaced the other as some said they 

preferred both (31%).  The nurses also reported that they preferred the pink sticker method.  

In this method, individual patient’s notes were marked whereas the red graphic was 

separate to the notes, so there was the danger of the alert being left on the clipboard when 

the patient was discharged from hospital.   

 

Process outcome – Recognition that change is not always a threat  

The group believed that they had a simple but effective way of documenting patients’ fall 

risk.  As changes in practice were explored, the issue of resistance to change was discussed.  

The following comment about the change with the sticker was recorded in a group 

member’s reflections as follows… 

Nurses have often, perhaps unjustly, been labelled as adverse to change.  
Reluctance is probably a healthier description.  Clinical nurses on the floor also 
want to see things improve but their defensive response may be due to the 
imposition of more paperwork or increased responsibility that accompanies change.  
The sticker project was so simple but so effective.  Change doesn’t always hurt (J1). 
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Group members expressed their opinion that the project was a clear example of how change 

may not be a threat.  By participating in and taking control of the change, it may be kept 

simple, effective and meaningful for the user.   

 
7.6.3 Incident forms 

The group then considered the main method to gather information about patient falls.  The 

primary source of information was the incident forms, which were completed by the 

clinicians (mainly nurses) after a patient fall.  It was concluded that these forms needed 

revision, as essential information was often not included. In addition, the individual 

(usually a nurse) completing the form was often not the person involved with the fall.  As 

there was no connection between the incident and the aftermath in the existing form, it was 

considered that it didn’t encourage accountability.  This situation was considered by the 

group to be important because only a small number of nurses (7%) had noted on the survey 

of fall knowledge, that personal accountability was a fall strategy.  

 

Process outcome – Recognition of accountability 

Throughout the action research, there was an increasing appreciation of nurses’ 

responsibility for their patients.  The “normality” of falls was increasingly questioned.  The 

nurse’s role in prevention was expressed in the following excerpt from a group member’s 

reflection… 

My initial interest in the project was sparked due to the relevant nature of the study 
to my clinical area.  I now understand first hand the effect that a fall in this cohort 
had on the overall outcomes of the individual patient and how we as nurses could 
help avoid these untoward events (T1). 

 

Discussions within the group reflected the need to maintain a philosophy of no blame, but 

to increase accountability.   The literature was consulted and a prototype of an incident 

form was found.  This form required the person reporting the fall to complete risk factors 

present, strategies already in place and the outcome of the fall.  It was believed that if the 

person completing the form also had to complete the investigation, this would increase 

accountability.  The decision was made to amend the prototype incident form to include 

local issues and conduct a trial of the revised form for the next 100 falls.  This trial 
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continued beyond the scope of this research.  The issues of accountability were seen to link 

into Cycle 5 - Practice and performance. 

 
Summary of Cycle 4 

In Cycle 4, communication of the patient’s risk to fall was considered.  Problems with 

existing practice were identified as lack of information being handed over at the change of 

shifts and from one admission to the next and overuse of the red graphic.  Several projects 

were undertaken to address these issues.  A pink alert sticker was in troduced and found to 

be effective as an alert and as a means of marking the notes so that information on 

identified risk was carried forward.  The hand-over model was modified to create improved 

communication between shifts.  A trial of an incident form designed to improve individual 

responsibility and improved information gathering was commenced but continued beyond 

the action research. Cycle 5 considered the nurses’ practice and performance of fall 

prevention work. 

 

CYCLE 5  

7.7 EVALUATION STAGE OF ACTION RESEARCH - Practice and 

performance 

As time was created through work re-engineering, the group considered how additional 

time should be used in relation to fall prevention.  Therefore the fifth cycle centred on 

evaluating practice and nurses’ performance of fall prevention.  The scope of fall 

prevention practice was debated within the group and described as assessment and 

communication of risk to fall, actions taken in response to an identified risk to fall, and 

actions taken if a patient fell.  The group commenced this cycle by posing the questions 

illustrated in Table 16.   

Table 16 Group assessment of fall prevention practice 

• What is a fall? 

• What should we be doing in our practice? 

• What are we actually doing in our practice? 

• Can we improve our performance? 
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The group recognised that there were variations in practice as nurses had different 

perceptions of what actually constituted a fall and this altered their perception of risk to fall.  

Also nurses had different thresholds fo r reporting, and different perceptions of their 

performance.  It was considered that perception of risk and communication was adequately 

standardised through the work related to the assessment chart therefore the consensus was 

that the current cycle should concentrate on other parts of nursing practice.  I suggested that 

a possible starting point could be the Nursing Standards of Practice for the Division of 

Medicine (Dempsey, 2003).  These standards were written documents that were based on 

best practice principles obtained from the Joanna Briggs Institute and were available in all 

clinical areas.  This document could be used to examine the questions posed.   

 

7.7.1 What is a fall? – Definition of a fall 

A definition of a fall was available  in the Division Standards and was the definition used in 

the 1997 study (Dempsey 2004).  This definition of a fall had been obtained from the 

literature, although no sources were quoted, by an area-wide working party in 1993, as 

follows: 

A sudden unexpected change from a vertical plane or from one horizontal plane to a 
lower horizontal plane with or without injury. 

 

The group believed that this definition was not “nurse friendly” and should be changed if a 

simpler one could be found.  Group members submitted two definitions for consideration.  

The first of these definitions had been used in the project for the assessment chart.  This 

was:  

An untoward event, which results in the patient coming to rest unintentionally on 
the ground or other lower surface (Morris & Isaacs, 1980, p.181). 

 

The second definition came from the briefing paper for the proposed Management Policy to 

Reduce Fall Injury among Older People” (2003).  This was: 

A sudden, unintentional change in position causing an individual to land at a lower 
level, on an object, the floor, or the ground, other than as a consequence of a sudden 
onset of paralysis, epileptic seizure, or overwhelming force (Feder, Cryer, Donovan, 
& Carter, 2000, p.1007). 
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A third alternative of writing our own definition was dismissed.  The Morris and Isaacs’ 

definition was voted to be the least confusing.  The second definition from Feder, et al. 

(2000) was considered to be too limiting due to the exclusions such as paralysis or epilepsy.  

The group then decided to adopt Morris and Isaacs’ (1980) definition for the Division 

Standards.   

 

7.7.2 What should we be doing in our practice? – A fall protocol 

In addition to the debate about the definition, the group also considered whether the format 

of the Division’s standards was the best conduit to reach the majority of nurses.  Several 

group members revealed that they did not know that the Division Standards existed.  

Investigation determined that the standards were part of the induction process for the 

clinical areas but nurses quickly forgot them.  It was agreed that the standards might 

become accepted practice if they were displayed in a more public way such as on a wall 

chart.   

 
At this time, an issue concerning a threat to the group’s ability to make decisions about 

their practice emerged.  The Area Health Service was conducting a Falls Forum in response 

to the proposed implementation of the fall policy from NSW Health.  The purpose of this 

Falls Forum was to develop local policy that was consistent with government policy.  The 

policy is detailed in the portfolio item “Understanding policy and its’ impact on health 

services- Falls Forum”.  Three Clinical Reference Groups (CRG) based on contexts of care 

were formed in response to the policy and their members were instructed to identify areas 

to develop and determine three priorities.  The CRG for acute care identified priorities of 

assessing patients on intake, development of a fall prevention protocol and managing high-

risk patients. 

 

Two of the NUMs, myself, and several of the group members had been involved in the 

CRG.  The fact that there was potential for practice to be determined by outside means was 

discussed.  Group members considered that they had already done a significant part of the 

work for the CRG and could contribute to the process.  A working party led by one of the 

NUMs was formed to construct a protocol that could be used as a wall chart (see Appendix 

11).  This was presented to the group and amended until all were satisfied.  The CRG 
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accepted the changes and the protocol was then circulated to all the nurses in the research 

area.  In the evaluation, nurses expressed approval of the protocol with minor changes.  

Group members also noted that the process map constructed earlier did not include a 

section that related to when a patient fell, so that the process map was adapted (see 

Appendix 12).   The group acknowledged that this protocol would need to be applied across 

the whole division.  Therefore, the next step should involve presenting the protocol to a 

wider audience and having wall charts made as a reference.  This display would then 

achieve the objective of a more public display of the Division’s standards.   

 

Process outcome – Taking charge of practice 

Negotiation by the group members resulted in the CRG adopting the work that had been 

achieved to date, thereby averting the threat to independent decision-making by the group. 

Suggestions made by the CRG were incorporated into the construction of a fall protocol 

following a patient fall.  This demonstrated for the group that they could influence practice 

beyond their own immediate clinical setting through articulation with processes that were 

occurring outside the group.   

 

Once the group agreed that the Division’s standards reflected government policy in addition 

to the Joanna Briggs Institute’s best practice principles, it was possible to consider the next 

question and consider if time saved was used for improvements in prevention work.   

 

7.7.3 What are we actually doing in our fall related practice? – Measurement of 

performance 

In the assessment stage (see chapter 6) my fieldwork observations demonstrated that fall 

prevention practice could be improved.  However, group members also wanted to know 

how they would be able to determine if nurses had improved their performance and 

suggested using my fieldwork data to create a chart to measure performance over time.  

Throughout the project, the need to maintain a systematic and rigorous process in PD was 

supported by myself.  The group concurred and accepted this as important.  As a result, 

when the suggestion was made to conduct a content validation study of the chart developed, 

the group agreed, but acknowledged that they would need the skills that I could offer to 
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undertake such a task therefore, I led this project.  The chart was developed with measures 

of performance in three domains, namely assessment, communication and environmental 

safety.  An example of the chart is contained in the portfolio with a full report on the study 

titled “Content validation for measurement of fall prevention: A guide for practice 

developers”.  The study details the steps taken to establish inter-rater reliability (93%) and 

content validation index (CVI) of the chart (0.92 [p=0.05]).  This chart was named the 

Nursing Falls Risk Management Tool (NFRMT).   

 
Process outcome – Taking responsibility for performance 

The NFRMT was then used to assess nurses’ performance in fall prevention in their 

practice.  It was decided that the group itself should conduct the assessment as part of 

accepting responsibility for practice.  The original decision was to have two group members 

from each ward observing the other ward, however, the demands of the clinical 

environment made it impossible to release four nurses for the length of time required.  

Hence, it was decided to only use one of the members who also worked part-time as the 

manual-handling assessor, because she/he was able to move between the wards during the 

shifts.  This nurse completed the NFRMT for the three observation periods conducted 

during and after the intervention in December 2002, April 2003, September 2003 and 

December 2003.  Feedback to the group occurred after each period and the results were 

discussed in the group.  The categories of fall prevention that were determined in Phase 1 

were required for the complete practice.  The results were averaged to look at trends as 

detailed in Table 17 and ranked in Table 18. 

 

Table 17 Field observations using the Nursing Fall Risk Management Tool 

 
 Assessment Communication Environmental safety Average 
Observation 
period 

Documented 
assessment 
of risk 

Communication of 
risk to health care 
worker 

Communication by 
patient to health 
care worker by 
call-bell 

Safe 
placement  
of patie nt 

Removal of 
obstacles  

 

December 
002 

68% 55% 53% 89% 80% 69% 

April  
2003 

81% 62% 83% 91% 55% 74% 

September 
2003 

83% 59% 73% 95% 78% 77% 

December 
2003 

95% 63% 72% 90% 84% 81% 
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The most improved component observed over time was assessment.  During this time, the 

new assessment chart was trialed and evaluated.  A Hawthorn effect was anticipated for this 

period by Morse (1993) however, the best result occurred after the project was completed 

in December 2003.   The biggest problem in assessment appeared to be related to the way 

assessment was undertaken.  Assessment was conducted as part of a Health Assessment 

Day on admission to the ward.  Reassessment was not required and did not occur unless 

there was a change in the patient’s condition.  If the chart was not completed for some 

reason during the Health Assessment Day, and there was no significant event in the 

patient’s progress, no effort was made to complete the chart at other times.  During the 

project the group discussed this issue, and the decision was made that assessment with the 

new chart would occur daily.  When the ranking of components is compared from the 

beginning of the project to the end of the project seen in Table 18, assessment has assumed 

a primary role. 

 

Table 18 Ranking of field observations component performance from most to least using the 
Nursing Fall Risk Management Tool 

 

 Component performance 
Rank  First observation period Last observation period 

1 Safe placement of patient  Documented assessment 
2 Removal of obstacles  Safe placement of patient 
3 Documented assessment Removal of obstacles  
4 Communication of risk to health care worker Call bell availability 
5 Call bell availability Communication of risk to health care worker 

 

Communication of an identified risk continued to be an issue throughout the project and 

despite some improvement, was the poorest performing component.  The main problem 

was the use of the red graphic, as this was frequently left on the patient’s clipboard after 

discharge.  Consequently, the next patient may have been inappropriately identified as a 

risk.  In addition, the red graphic may have been placed on the bed notes without any 

evidence of assessment.  During one of my observation days, every patient on Ward 17 had 

a red graphic, although the majority of these were appropriate.  The group described this as 

“red graphic overload”.  The red graphic was continued during the trial of the pink stickers.  

The use of the graphic is now under review.  As the pink stickers are placed on the actual 
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notes, not on the clipboard, it is anticipated that the sole use of these stickers would 

improve the communication of appropriate risk in the future. 

 

The practice to ensure availability of the call bell made a marked initial improvement and 

continued to improve after this.  However, call bell availability may continue to be 

problematic as the following observation from my reflective diary demonstrated the 

difficulties… 

The clinical environment is so complex.  It’s so uncontrolled.  For example the 
RMO (resident medical officer) examined the patient and then put the bed rails back 
up but allowed the call bell to fall down behind the bed.  Without the opportunity to 
ask for help these bed-rails can become a real danger (Researcher).   

 

This observation demonstrates that although nursing practice may improve awareness and 

prevention must become multidisciplinary.  The RMO believed she had done the “right 

thing” and had not thought about the consequences.  One situation did show considerable 

improvement.  During my first observations the following scenario was described: 

Doing the observations, I noticed that patients are often in bed with the call bell 
present, then moved to a chair for breakfast but they don’t move the call bell to the 
chair (Researcher).   

There was an observable improvement in this situation through the use of more creative bed 

placement and the longer call bell chords.   

 

Safe placement of the patient was defined as placement without any observable or potential 

risk to safety.  This component was performed well during most of the project so only 

marginal improvements could be achieved overall.  However, there were some risks 

identified that were not previously considered.   

 

One such risk related to the lack of storage space for the mobilisation aids (known as 

walkers) required for the patients who had gait disorders.  The physiotherapist had 

commenced a project during this period whereby the walker was marked with a red or 

green flag.  The green flag meant that the patient could ambulate independently with the 
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walker.  A red flag meant that the patient required supervision with the walker during use.  

Consequently, one potential risk to fall was identified as leaving a patient in reach of a 

walker with a red flag.  Many of the patients so flagged have had a stroke and/ or were aged 

with memory impairment or problems with insight.  Consequently, these patients may have 

used the walker unsupervised if it was left within the patient’s reach.  It was very difficult 

to make transient staff aware of this as a potential hazard.   

 

The second problem identified was even more difficult to resolve as it was a culturally 

entrenched practice.  As most patients were elderly and were sat out of bed in a chair for 

long periods, they were assumed to get cold.  Therefore, it was wide spread practice to fold 

the bed blankets in two and place these over patients’ knees.  The blankets then became a 

hazard to trip patients if they stood and tried to walk.  This actually occurred to one patient 

during the project.  This was such a wide spread and long standing practice that it was 

difficult to change, but is being addressed as a consequence of this project.   

 

The removal of obstacles did not improve at the second and third observation points but 

improved overall.  The major problem was found to be in Ward 17, where there was a 

particular problem associated with palliative care patients who needed more chairs for 

visitors and more equipment for use by nurses.   The problem was referred to the committee 

planning the new wards that were under construction in the hospital.   

 

When all components of fall prevention were aggregated, the NFRMT demonstrated an 

overall improvement in nurses’ performance in fall prevention in the two wards over time.   

However, there were still areas that could be improved such as the call bell availability and 

communication of risk.  The changes in practice are most evident when the results are 

presented graphically in Figure 14.  Assessment improved markedly and steadily.  The 

other components had a more varied progression but all components improved from the 

beginning to the end of the project.  
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Figure 14 Percentage of  field observations for each category of the Nursing Fall Risk 
Management Tool from December 02 to December 03. 

 

 

When I presented the results of their performance to them, the group comedian responded 

with “Jeez, we’re clever”, a comment endorsed by the others.  This was the last project 

undertaken by the group prior to the closing presentation.  The final decision was taken to 

implement findings into the QI program for the whole Division so that the feedback on 

performance provided by the NFRMT was provided on a regular basis.  The current 

averages of each category of the NFRMT were set as the threshold or the benchmark for 

improvement. 

 

Summary of Cycle 5 

Cycle 5 focused on the scope of fall prevention practice and nurses’ performance.  The 

group debated and chose a definition of a fall that was subsequently used to develop a fall 

protocol to guide nurses’ actions after a fall occurs.  My observations from the fieldwork in 

Phase 1 were used to create a chart that measured nurses’ use of fall prevention strategies 

over time.  The chart was named the NFRMT, was found to be reliable and valid in a 

content validation study and demonstrated that practice had improved.  
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7.8 WITHDRAWAL STAGE OF ACTION RESEARCH 

The group was aware from the commencement of the action research that I was undertaking 

this project as part of a degree and that this determined the length of time that I could be 

involved.  The future of the group was discussed and it was decided to reconvene in 2004 

when another facilitator would be available.  At the completion of the last cycle, a 

presentation was conducted for managers and other nurses in the Division.  Each part of the 

project was presented by one of the nurses who had taken a particular interest in that 

activity.  In all 17 nurses presented.  Agreement was reached with those present that the 

work of the group would be rolled out across all the other wards within the Division.   

 

Leaving the group did raise some issues for me.  By the end of my involvement in the 

project, I believed that there had been real progress in the way group members confronted 

issues.  Reflection on the meaning of these issues to their practice became a feature in most 

discussion.  At the end of my year collaborating with the group, I took leave to write up the 

project.  Although I was confident that I had left behind champions that would carry on the 

approach to change that was introduced through our collaboration, the group’s reservations 

to embrace change that was controversial was concerning.   

 

This reservation to the possibility of the group achieving a higher level of empowerment 

was shared with my critical companion who also contracted to continue her role with a new 

facilitator.  Therefore, I was reassured that the group’s work would continue.  I received 

affirmation that the group had moved to a new position of empowerment before I returned 

to work.  Unbeknownst to me, the group had elected to participate in a travelling road show 

that presented achievements in practice development.  This I believed, was the most 

effective demonstration that they had assumed ownership of the changes to practice that 

had occurred during the year.  The personal lessons that I had learnt through my 

collaboration with the group are presented in the conference paper “Lessons in Leadership” 

in the accompanying Portfolio.  
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7.9 Summary of chapter 7 

In chapter 7, the action research project stages of negotiation, planning, action, evaluation 

and withdrawal are described.  Cycle 1 included a negotiation stage in which the nurses 

agreed to participate and the roles and responsibilities were determined for myself as the 

researcher and for the group members.  The group developed a charter of their values for 

the project that articulated their ideal value orientation.  The comparison of their observed 

behaviour resulted in the plan for action that evolv ed into four more cycles.  Cycle 2 

focussed on assessment and the group developed an assessment chart that reflected the 

needs for the particular local setting.  The chart underwent a number of tests and compared 

favourably to the Morse Fall Scale.  In Cyc le 3, the group examined practice to attempt to 

gain time to devote to fall prevention work.  Projects such as modification of the imprest 

medication lists showed that there was time that could be gained through changes to work.  

Cycle 4 concerned the communication of identified risk to fall.  Projects included 

successful trials of alert stickers and improved models of hand-over between nurses’ shifts.  

Cycle 5 was dedicated to definition and evaluation nurses’ practice and performance related 

to fall prevention.  A chart to measure performance over time was developed and 

demonstrated that nurses’ performance improved during and after the action research.  

Processes for my withdrawal from the project are described.  Chapter 8 presents the 

outcomes of the action research in terms of falls rate and comparisons of the results of self-

esteem, professional values and work satisfaction measures completed after the action 

research.   
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CHAPTER 8 
 

PHASE 3 – RESULTS OF EVALUATION OF PRACTICE - Fall rate and surveys-  

 
Introduction 

In Phase 1 discussed in chapter 6, the context of practice prior to the action research was 

established.  This chapter compares the same values and attitudes after the action research.  

These measures include the number and rate of falls and the work related values and 

attitudes measured by the RSES, NPVS and the IWS. 
 

8.1 Patient falls 

8.1.1 Number and rate of falls results (Time 2) 

The number of falls for the year during which the research project was conducted was 

compared to the previous five years (1998-2003) in Table 19.   

 

Table 19 Number and rate of falls per year 1998-2003 in Wards 17 and 19 

 
Year 1998 1999 2000 2001 2002 2003 

Number of falls 138 208 224 242 272 259 

Rate of falls  3.5 5.1 5.3 6.2 6.4 5.9 

 

In this year, 2003, there was a 9% reduction in the falls rate and a 5% reduction in total 

falls number.  This was the first year when falls did not increase.  

 

8.2 Values and attitude  

8.2.1 Rosenberg Self-esteem Scale results (Time 2) 

Compared to Time 1, in Time 2 the intervention group scores decreased on self-esteem 

values (mean difference 0.57, Mann Whitney U Z= -0.55, p=0.584) indicating improved 

self-esteem although this was non-significant.  The non- intervention group increased non-

significantly in scores on self-esteem values (mean difference 0.89, Mann Whitney U Z= -

1.22, p=0.224) indicating poorer self-esteem as detailed in Table 20.  However, after the 

action research the two groups did not significantly differ on self-esteem values (mean 

difference 1.51, Mann Whitney U Z= -1.15, p=0.249).  
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Table 20 Comparison of total mean score between groups for the Rosenberg Self-esteem Scale  

 
  Intervention 

group Baseline 
n=37 

Non-intervention 
group Baseline 
n=58 

Intervention 
group Follow-up 
n=41 

Non-intervention 
group Follow-up 
n=55 

RSES Total mean 
score 

SD 16.81 4.62 16.86 4.61 16.24 
 

4.53 17.75 
 

4.89 

 
(Possible range 10-40, 10= exceptionally good self-esteem, 40 = poor self-esteem.  See Table 21 for 
categories) 
 

Despite the increase in the scores for the intervention group, the comparison in the 

proportions of the self-esteem categories is the same (76% average to positive) at baseline 

and follow-up indicating that any changes arising from the intervention were minor.  Table 

21 details interpretation of the scores. 

 

Table 21 Interpretation of Rosenberg self-esteem scores (intervention to non -intervention group 
at follow-up) 

 
   

Intervention 

Non-

intervention 

Score Interpretation n % n % 

10-13 You see yourself very positively as a competent and valuable 

person 

12 29 11 20 

14-16 You generally have a positive view of yourself 9 22 9 16 

17-20 You have an average, fairly balanced view of yourself as having 

both good and bad points  

10 24 21 38 

21-25 You tend to be somewhat negative and self-critical 9 22 10 18 

> 25 You generally see yourself very negatively as less valuable and 

competent than others 

1 2 4 7 

 

At baseline, Question1 for the intervention group and Question 6 for the non- intervention 

group had the highest scores.  However, Question 9 had the lowest score for both groups at 

baseline.  After the action research, Question 8 had the highest score for both groups that 

shows that self-respect had become more important as the determining factor in their self-

esteem.   The lowest score, Question 9, was unchanged at follow up for both groups.  
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8.2.1 Nursing Professional Values Scale results (Time2) 

The nurses at baseline were shown to have positive values towards the positive end of the  

range. The group receiving the intervention demonstrated a non-significant improvement in 

values at follow-up with higher scores (mean difference 1.5, Mann Whitney U Z=-0 55, 

p=0.582).  Whereas the non- intervention group values had a non-significant decline (mean 

difference 3.7, Mann Whitney U Z= -1.00, p=0.317).   However, there were no significant 

differences between the groups on values (mean difference 4.5, Mann Whitney U Z= -1.39, 

p= 0.166) identified in Table 22.  

 

Table 22  Comparison of total mean score between groups for the Nursing Professional Values 
Scale 

 

  Intervention 
group Baseline 
n=37 

Intervention 
group Follow-up 
n=41 

Non-intervention 
group Baseline 
n=58 

Non-intervention 
group Follow-up 
n=55 

NPVS Total mean 
score 

SD 106.3 13.93 107.7 
 

15.00 106.9 13.87 
 

103.2 15.79 

 

(Possible range 26-130, 26= poor values, 130 = exceptionally good values) 

 

The only code that changed rank over time was Code 6 in the intervention group.  This 

result meant that Code 6 (The nurse exercises informed judgement and uses individual 

competence and qualifications as criteria in seeking consultation, accepting responsibilities 

and delegating nursing activities to others) was more important to the nurses.  The result 

supported the contention that the action research did  increase nurses’ sense of responsibility 

to the patient. 

 

8.2.3 Index of Work Satisfaction results (Time 2) 

In the main, nurses in the study area were dissatisfied with their work and this persisted 

over time despite small gains.  The groups were not significantly different at baseline in 

satisfaction levels (mean difference 7.0, Mann Whitney U Z=-1.26, p=0.206).  At follow-

up, there was also no significant difference in work satisfaction between groups (mean 

difference 3.0, Mann Whitney U Z= -0.50, p=0.614).  From baseline, there was a non-

significant rise in satisfaction levels for nurses in the non- intervention group (mean 
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difference 10.0, Mann Whitney U Z= -1.83, p=0.067).  Despite a rise in satisfaction levels 

(mean difference 6.0, Mann Whitney U Z=0-.61, p=0.541), the intervention sub-group now 

fell below the 50th percentile, hence were rated as dissatisfied as demonstrated in Table 23.   

 

Table 23 Comparison of total mean score, percentiles and satisfaction status between groups for 
the Index of Work Satisfaction 

 

  Intervention 
group Baseline 
n=37 

Intervention 
group Follow-up 
n=41 

Non-intervention 
group Baseline 
n=58 

Non-intervention 
group Follow-up 
n=55 

IWS Total mean score 
 

183 189 176 
 

186 
 

 Percentiles (163.5-178-211-
235) 

(168-191-210-
265) 

 (156.5-180-
194.25-248) 

(171-187-203-
250) 

 Satisfied/ 
Dissatisfied 

50th percentile = 
178 = Satisfied 

50th percentile = 
191=Dissatisfied 

50th percentile = 
180 =Dissatisfied 

50th percentile = 
187 =Dissatisfied 

 
(Possible range 44-308, 44= poor work satisfaction, 308 = exceptionally good work satisfaction.  Percentiles 
used instead of SD to determine satisfaction status). 
 

The individual components affected the results in various ways and were considered in 

Table 24 by ranking the item means.  

 

Table 24 Ranking of components in the Index of Work Satisfaction 

 
Intervention group Follow-up n=41 Non-intervention group Follow-up n=55 

Component Mean Component Mean 

 
 
 
Components  
1=highest 
6=lowest 

1. Professional status 
2. Autonomy  
3. Interaction 
4. Organisational policies 
5. Task requirements 
6. Pay 

5.31 
4.70 
4.67 
3.80 
3.50 
3.33 

1. Professional status 
2. Interaction 
3. Autonomy  
4. Pay 
5. Organisational policies 
6. Task requirements 

5.27 
4.90 
4.68 
3.50 
3.42 
3.02 

 

The ranking remains substantially the same, before and after the intervention when adjusted 

to obtain an IWS score (Table 25).   

 
The IWS for the intervention sub-group is the same as before the action research however 

the non-intervention group scores increased but not significantly.   
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Table 25 Ranking of components in the Index of Work Satisfaction after adjustment with the 
coefficient weighting (Time 2) 

 
Intervention group Follow-up n=41 Non-intervention group Follow-up n=55 

Component Adjuste
d score 

Component Adjusted 
score 

     
 
 
 
Components  
1=highest 
6=lowest 

1. Autonomy  
2. Professional status 
3. Interaction 
4. Pay 
5. Task requirements 
6. Organisational policies 

17.95 
16.89 
15.27 
10.69 
9.36 
9.04 

1. Autonomy  
2. Professional status 
3. Interaction 
4. Pay 
5. Task requirements 
6. Organisational policies 

17.88 
16.76 
16.02 
11.24 
8.31 
8.14 

 
IWS 

 
13 

 
13 

 

At follow-up, nurses were significantly more satisfied with their pay (mean difference 3.74, 

Mann Whitney U Z= -3.31, p=0.001).  During this period there was considerable industrial 

action and the nurses were awarded a pay rise of sixteen percent (16%).  The improvement 

was significant with the non- intervention group (mean difference 3.55, Mann Whitney U 

Z= -2.55, p=0.001).  This group had more enrolled nurses so the effect of a pay rise may 

have had more impact than that seen with the intervention group (mean difference 4.41, 

Mann Whitney U Z= -1.01, p=0.313). 

  

In the component for interaction there were no differences from baseline to follow-up for 

any group.  In professional status there was a small difference for the non- intervention 

group from baseline to follow-up that was not significant (mean difference 1.45, Mann 

Whitney U Z= -1.262, p=0.207).  An explanation of this result is difficult as the follow-up 

group contained only one extra registered nurse in the group than at baseline.  

 

The last three components of autonomy, organisational policies and task requirements were 

considered to be more likely to be affected by the action research.  In the autonomy 

component there was no difference in the means of the items between any of the groups at 

baseline and follow-up.  However, there were changes in the ranking from baseline as the 

nurses in both groups at follow-up moved from dissatisfied to be satisfied for these three 

components.  
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The remaining two components demonstrated considerable variation.  In the component, 

organisational policies, there were significant differences between the groups at baseline 

(mean difference 0.44, Mann Whitney U Z=-3.07, p=0.002) that persisted at follow-up 

(mean difference 1.86, Mann Whitney U Z=-2.14, p=0.032).  The satisfaction level was 

lower for both groups at follow-up but was significantly lower with the non- intervention 

group.  When compared to baseline, at follow-up there was a difference with the non-

intervention group (mean difference 4.96, Mann Whitney U Z=-1.51, p=0.130) that was not 

significant.  There was no change at follow-up for the intervention group.    

 

In the component for task requirements the groups were not different at baseline (mean 

difference 1.23, Mann Whitney U Z= -1.31, p=0.190) however, a significant difference was 

found at follow-up (mean difference 1.2, Mann Whitney U Z= -2.25, p=0.025).  From 

baseline to follow-up there was no difference for the non- intervention group however the 

intervention group significantly improved in work satisfaction (mean difference 2.82, Mann 

Whitney U Z= -2.05, p=0.041).  The follow-up intervention group had the highest 

satisfaction level with task requirements and ranked this component higher than the non-

intervention group.   

 

8.3 Summary of chapter 8 

In chapter 7, the nurses’ practice in the two wards involved in the research had changed 

with improved performance in fall prevention work.  The outcome of this work was 

reflected in a decreased number and rate of falls, which decreased for the first time in five 

years.   

 

In the values and attitudes scales, the self-esteem scale indicated that nurses’ positive and 

balanced view of themselves was substantially unaffected by the action research.  The non-

intervention group differed from baseline to follow-up. Similarly, the action research had 

no significant effect as the professional value orientation, which remained positive in both 

groups.  At follow-up, there was some movement in scores however these were small and 

probably resulted from inclusion of different nurses. 
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In work satisfaction, there were no significant changes over all however there were changes 

in the individual components of the IWS.  The IWS score, obtained after adjustment with 

coefficient weighting, remained the same for the intervention group but increased for the 

other group.  The individual components of satisfaction demonstrate the positive effect of a 

pay rise on satisfaction levels that was most marked in the non-intervention group that 

consisted of a higher proportion of enrolled nurses.  This increased satisfaction with pay 

may also have affected satisfaction with professional status in the non- intervention group. 

Both groups rated professional status highest of all the components.  The component that 

demonstrated a significant positive effect (upward ranking, increased mean score) was in 

task requirements for the intervention group after the action research that was not seen in 

the non-intervention group.  A difference before and after the action research was detected 

in the component of organisational policies for the non- intervention group but this appeared 

to be negative (downward ranking) and was not demonstrated in the intervention group.  

Interaction and autonomy was unchanged from baseline to follow-up for intervention and 

non- intervention groups.  Chapter 9 discusses these results. 
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CHAPTER 9 

 

DISCUSSION 

Introduction  

It was my contention that nursing work or pract ice which is person-centred and based on 

sound values and evidence (Fitzgerald, et al., 2003; McCormack & Garbett, 2000; Stetler, 

et al., 1999) should result in improved patients’ safety and fewer falls.  The results showed 

that nurses’ practice behaviours were changed to become observably more patient-centred 

and based on evidence gathered in a rigorous and systematic way that led to a reduction in 

the number and rate of patient falls in the two wards.  The impact of attitudes that may 

influence nurses’ behaviour was assessed to identify any effects of the intervention on the 

personal constructs of nurses’ self-esteem, professional values and work satisfaction.  The 

findings showed that the action research did not alter nurses’ self-esteem or professional 

values, but had a small effect on work satisfaction.  

 

I demonstrated that the changes in behaviour were achieved through nurses’ participation in 

the processes of a PD project.  Participation strengthened their beliefs in the role of 

prevention in falls practice and reinforced the need to use information gained from patients’ 

risk assessment in their work.  Increased congruence between nurses’ stated values related 

to the delivery of care and their behaviour was demonstrated through improvements in the 

Nursing Falls Risk Management Tool (NFRMT) that was developed from my observations 

of nurses’ practice.  The NFRMT, which was a composite of all components considered 

essential for fall prevention demonstrates measurable changes in nurses’ performance.  

There was a 12% overall improvement in the total components of fall prevention as 

measured by the NFRMT (refer to Figure 14).  Individual components of the NFRMT are 

discussed later in this chapter. 

 

The NFRMT provided clinicians with the ability to evaluate their own performance by 

establishing a baseline to measure improvements in performance during the project and in 

the future.  For the intervention group, the creation and continued use of the NFRMT 

became a positive representation of the efforts made towards fall prevention.  In the past, 
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participation in the QI program was a passive process for these nurses.  I believe that 

nurses’ decision to actively participate was a demonstration of greater congruence with 

their values as the group accepted greater accountability for the quality of care delivered 

(Ventura & Crosby, 1989).  

 

I had hypothesised that nurses’ increased accountability for their own performance would 

lead to a decreased rate of falls because nurses would use more preventative strategies.  

Prior to the study, the falls rate increased steadily.  The increase was 11% from 2001 to 

2002 whereas in 2003, the year when the action research was undertaken, the falls rate 

decreased by 5%, despite the assumption that a Hawthorn effect might increase reporting of 

falls.  The decrease in the fall rate was considered by the group as an important 

consequence of the program as only the year of the action research changed for the better.  

We do, however, acknowledge the difficulties in establishing a cause and effect relationship 

between increased prevention work and a reduction in the number of patient falls.  The 

decrease in falls may have resulted from overall increased awareness amongst clinicians 

rather than the PD project although we were also cognisant that increased awareness alone 

may also result in more falls reported (Stetler, et al., 1999; Whedon & Shedd, 1989).   

 

Fall rates should be interpreted with reservation particularly as quantitative comparisons of 

before and after for the intervention group and non- intervention group, may not reliably 

reflect increased patient safety due to increased reporting.  The communication cycle 

included the trial of a new incident reporting form.  In addition, fall rates should be 

considered over a longer period of time than one year to ensure that any decrease has been 

sustained (Dempsey, 2004).  However, despite the difficulties in establishing causal 

relationships between rates of falls and changes in practice, I believe that fall prevention 

practice became more meaningful for nurses as exemplified in the following reflection from 

a member of the group… 

I believe the fall focus group gave us the opportunity to be able to reflect on our 
current practice and look at why we do what we currently do.  As a group we were 
able to brainstorm on several issues, critically analyze, think with problem-solving 
skills and then implement falls strategies that could be applied to everyday clinical 
ward practice (J2). 
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The results of my study indicate that practice changed and patients had fewer falls.  

However, my proposal that psychological factors would influence work behaviour was 

incorrect despite the contention in the literature that empowering processes improve self-

esteem and work satisfaction.  The core value expressed generally by nurses in the survey 

and the action research, was related to their professional care that upholds the human 

dignity of patients (Fagermoen, 1997; Prothero, et al., 2000).  Values link to self- esteem, as 

nurses’ self-concept is enhanced by their ability to actualise their core values.  The third 

component of attitudes, satisfaction, also has links to positive self-esteem, as development 

of personal and professional pride counteracts low self-esteem (Roberts, 2000).  However, 

nurses’ self-esteem, professional values and work satisfaction remained substantially the 

same despite the action research.  One interpretation may be that the instruments chosen to 

measure these factors were not sufficiently sensitive.  The established validity and 

reliability of the instruments make this interpretation unlikely. 

 

The results also challenge the notion of low self-esteem in nurses and therefore their ability 

to actualise their core values as suggested by other authors (Fagermoen, 1997; Fulton, 

1997; Kuokkanen & Leino-Kilpi, 2000).  Even before participation in the action research, 

nurses in this study proved to have a view of themselves that Rosenberg (1985) described 

as “balanced to positive”.  Their score was higher than the normative data for the 

Rosenberg Self-esteem Scale (RSES) and on par with international-nursing colleagues.  

Comparison of the results with other Australian nurses was not possible as different 

systems were employed to score the response processes in other studies (Lo, 2002).   

 

The action research had no effect on the self- esteem of group members as measured by the 

RSES.  The positive feelings towards their work revealed by the group in reflective 

exercises at the end of the action research, and the increased perception of empowerment 

shown in a repeat of the Nelson and Burn’s Framework were not reflected in the RSES.  

This may be due to the fact that manipulation of work related self-esteem by the action 

research was insufficient to change global self-esteem.  Global self-esteem is generally a 

stable characteristic in adults therefore the action research did not achieve measurable 
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differences in the RSES (Blascovich & Tomaka, 1993).  There may also be other work-

related attitudes that are not addressed in this study that are more powerful.  

 

A similar situation was demonstrated in nurses’ values.  Although greater congruence 

between behaviour and values was demonstrated, the action research did not change the 

values nurses expressed, nor did it substantially alter the relative importance of some.  The 

Nursing Professional Values Scale (NPVS) enabled the work-related values of this group of 

nurses to be clearly articulated and ranked according to importance.  In Phase 1, the nurses 

proved to have a professional value orientation emphasising the importance of the care-

giving role.  The most highly rated value for nurses in this study was that nurses provided 

unrestricted, dignified and humanistic services based on respect for human dignity.  This 

finding echoes the primary moral princip les described by Fagermoen (1997) and Kitson, et 

al. (1998). Similarly, the core value of personhood and moral orientation of care was 

identified in other studies as it was in this study (Bowers, et al., 2001; Coulon, et al., 1996; 

Milne & McWilliams, 1996; Kuokkanen & Leino Kilpi, 2001).  

 

An explanation of this finding may be that values or strongly held beliefs are difficult to 

change and may only respond to powerful influences, such as those that occur during the 

socialisation of nurses (Short, et al., 1998).  It may also have been because the existing 

values were already relatively sound, reflecting those articulated by Bradshaw (1995), 

Diers (2004) and Kitson (1999).  Therefore, the action research aimed at strengthening 

values did not create significant alterations.  

 

There was also no substantial change in nurses’ work satisfaction although there was some 

improvement in one of the components in the group that undertook the action research.  

Overall, the Index of Work Satisfaction (IWS) revealed that the nurses were ambivalent 

about satisfaction with their work.  This finding is supported by the results in Cowin’s 

study (2002).  The three components of the IWS that I did not expect to change were pay, 

professional status and interaction because these did not relate to care-giving activities 

considered in the action research.  However, the positive effect of an unanticipated pay rise 

was experienced and reflected in the measure.  Similar to Cowin’s (2002) and Ohlen and 
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Segesten’s (1998) findings, nurses in this study demonstrated that they were most satisfied 

with their professional status.  Interaction with their peers was positive and was therefore 

unlikely to be changed by the action research, although the bathing experiment 

demonstrated a specific situation where this was not the case.  This challenge to the group 

members’ positive relationship with their peers provoked much anxiety, reinforcing the 

importance of preserving this relationship as an influence on behaviour.   

 

I had presumed that the empowering effects of action research would lead to improvements 

in nurses’ perception of autonomy.  This did not occur, as reported autonomy using the 

IWS was unchanged after the action research.  However, interaction with medical 

colleagues in the course of their days work was shown by their reflections, to influence 

their perceived autonomy.  As the action research focused on the nurse-patient relation, my 

consideration of the nurse-doctor relations was not part of the action research.  This 

paradox in perceptions of autonomy is discussed later in this chapter. 

 

Organisational policy was a component that could have been affected by the action research 

but was not.  The achievements of the group may have been too localised to result in a 

change in the IWS.  The component that was likely to be affected by the action research 

was “Task requirements”.  Whilst, no overall change occurred, some individual item results 

did improve such as “I have sufficient time for direct patient care” supporting changes 

identified by Coulon, et al. (1996), Hogston (1995), Milne and McWilliams (1996) and 

Williams (1998).  Satisfaction increased for both groups but was more marked in the action 

research group (M 2.89 [sd 1.63]).   In both groups, the statement “I could deliver much 

better care if I had more time to spend with the patient” had the lowest mean item score but 

an increase in the mean score occurred with the intervention group (M 1.73 [sd 1.05] to M 

2.54 [sd 1.50]).  These findings suggest that the action research had a positive effect related 

to the ability to actualise the values that were held by these nurses (Fagermoen, 1997).   

 

The failure of action research to change nurses’ work satisfaction probably resulted from 

the fact that there was no change in the factors that caused the most dissatisfaction.  Work 

loads resulting from increasing patient acuity and activity and insufficient nurses are factors 
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that cause dissatisfaction as they thwart nurses’ ability to provide patient-centred care (Best 

& Thurston, 2004; Cowin, 2002; Kitson, 1997; McNeese-Smith, 1999; Tovey & Adams, 

1999).  I believe that the increase in satisfaction that is shown in the nurses’ reflections 

probably resulted from their increased ability to provide direct patient care that meets their 

values (Bowers, et al., 2001; Coulon, et al., 1996; Hogston, 1995; McNeese-Smith, 1999; 

Milne & McWilliams, 1996; Williams, 1998).  Direct patient care is only a small part of the 

IWS and it may not have had the weighting required to enable changes to be reflected in the 

results.  

 

In summary, the psychological and social factors that influence behaviour that were 

measured in this study did not substantially change but practice behaviours did change. It 

may be that the link between values, attitudes and behaviour is weaker than previous 

theories suggest.  Therefore, I contend that my second proposal, that worker participation in 

work-related decisions influenced behaviour, was the more correct and that collaboration 

and participation in the action research processes in this PD project were the factors that 

facilitated change (Newton, 1995; Wallis, 1998; McCormack, et al. 2004).  Further 

discussion of these issues centres on the possibilities for achieving person-centred care and 

the threats for nurses in actuating that care.  These possibilities and threats are depicted in 

the conceptual map for the research in Figure 15.  
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Figure 155 Conceptual map of the research 
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actively engage in care decisions that place the patient at the centre of those decisions.   
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9.1 Possibilities of patient-centred, evidenced-based care 

9.1.1 Achieving changed practice and safer care by reducing the gap between observed 

behaviour and espoused va lues to improve performance.  

The possibility of safe care was achieved as demonstrated by the individual components of 

the NFRMT.  This tool provided nurses with a valid and reliable instrument that measured 

the implementation of safe care by quantifying how they used information gained on 

assessment to guide their actions.  This is in direct contrast to previous falls research, which 

was limited by failure to link components of prevention (Evans, et al., 1998; Hill, et al., 

2000).  The NFRMT overcame previous research limitations by assessing if fall prevention 

strategies were being implemented in reality throughout patients’ stay (Connell & Myers, 

2001).  

 

Group members had ranked patient assessment for risk to fall, as the highest priority for 

safer care and this was the most improved individual component of the NFRMT at 27%.  

This improved assessment of fall risk was achieved by revising the chart used in current 

practice that was found on evaluation to be inadequate.  It had not been tested for reliability 

and validity and was not locally relevant (Evans, et al., 1998; Myers, 2003).  A selection of 

other assessment instruments was examined for relevance to the risk factors found in this 

particular clinical setting.  None of the selection proved suitable.  Consequently, we 

developed a new CCH Fall Risk Assessment Chart (CCHFRAC) that had equivalent 

sensitivity and specificity to the Morse Falls Score, which was the most widely used chart.  

A limitation of the CCHFRAC was insufficient testing at other sites that restricted 

generalisability but this limitation may be applied to most assessment charts (Myers, 2003).  

However, any chart is only useful if it is used consistently by all nurses.  Lack of adherence 

with the use of an assessment chart was found by other organisations that have recently 

undertaken similar endeavours (Donoghue, et al., 2003).  Improvements in adherence to 

assessment may have been achieved with the CCHFRAC due to increased awareness 

resulting from the development of the chart.  It may also have been achieved as nurses had 

some ownership in the product as they had actively participated in developing the chart.  I 

am optimistic that nurses’ participation will lead to a more consistent and sustained use of 

the assessment chart.   
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The second category ranked in priority as a safety need by the group members included the 

patients’ environment.  The component that corresponded to this in the NFRMT was safe 

placement of patients and related to positioning the patient so that he/she was minimally 

exposed to an extrinsic risk of falling.   This component achieved little change, as my initial 

observations used to create the NFRMT showed that this component was already well 

managed and therefore would not be expected to improve.  However, some improvements 

in patient safety were made as the NFRMT enabled placement to be looked at more 

specifically.   Although, the NFRMT demonstrated that patients overall were placed safely, 

the project on furniture placement confirmed that a more patient- focused approach was 

achievable.  The inability of nurses to change the structural design of the ward at this time 

was reflected in the minor change of 4% made with the removal of obstacles.  

Improvements in this component were dependent on the availability of storage and the 

inclusion of storage facilities as a possible solution was not feasible, as the ward would 

soon be moving to a new hospital building.  However, the systematic identification and 

elimination of small risks cumulate and create a safer environment.  

 

Communication was the third ranked safety need by the group members and this improved 

between health care workers and patients.  The disability level of patients in these wards 

and the lack of visibility of the patients from the desk areas made it vital that patients had 

access to call bells.  The availability of the call bell improved by 19% but the best result of 

72% indicates that there are still significant gains that could be made.  Communication 

between health care workers made minor improvements only (8%) as the problems with 

indiscriminate use of the red graphic for the duration of the project may have had an effect. 

I believe this should substantially improve when the red graphic is removed and replaced 

with the pink sticker.  The full effect of the alert stickers may not be realised until the future 

so only contributed slightly to the overall result in communication.  The NFRMT only 

measured documented communication of risk and did not include verbal communication of 

risk through hand-over.  The inclusion of fall risk and fall history into the hand-over 

template substantially improved verbal communication however this was not measured.   
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The active role of nurses in the collecting of data, testing of alternatives and evaluation of 

the instruments such as the NFRMT and the CCHFRAC ensured that the prevention 

program was locally relevant and evidenced-based (Evans, et al., 1998).  Stetler, et al. 

(1999) supports the importance of nursing care that is based on evidence rather than habit. 

By increasing the focus on patients’ safety needs as the guide for nursing actions, and 

enhancing personal accountability for the care delivered, practice became more patient-

centred and therapeutic (Taylor, 1998).  Group members clearly accepted fall prevention 

work as a nursing responsibility but acknowledged that other disciplines also delivered 

services to patients.  However these nurses concurred with Aiken, et al. (1997), that nurses 

spent the majority of time with patients and this enabled them to become “the thread” that 

linked all personnel.  This “thread” was demonstrated particularly in the project related to 

patient placement as this environmental change required cooperation from other health care 

professionals.  The intervention group also expressed the same sense of responsibility for 

the prevention of a fall, and for the investigation of a fall should it occur, as the nurses in a 

study by Turkoski, et al. (1997).  Responsibility was demonstrated through the group’s 

decision to utilise the NFRMT to monitor their performance during and after the project.  

Accountability was ensured through their decision to monitor future performance.  The 

group members were keen to have their work made visible as nurses frequently were 

required to defend their actions rather than being seen as agents who prevented something 

from happening (Stetler, et al., 2000).  The group members also recognised from their own 

experience that participation in the collection of data for feedback on performance is a 

powerful tool for behavioural change (Carey & Lloyd, 1995; Idvall, et al., 1997; Reilly, et 

al., 2002, Vincent, et al., 1998). 

 

The possibility of patient-centred nursing care based on the values nurses espoused was 

also achieved.  In the action research, I used the value statements as a framework for all the 

projects undertaken over the year.  The values in the statements emphasised the importance 

of care giving and were patient-centred.  Generally, these values were maintained but at one 

point I was required to direct the group back to their value statements.  The proposed 

activities were extremely nurse-centred rather than patient-centred.  At all other times, the 
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decisions were patient-centred, even when nurses were required to contribute extra time or 

effort.   

 

There were also occasions when the group members themselves used the statements as a 

reminder of stated values.  Group members’ value statements in the action research 

contained two statements that pertained to their relationship with other nurses.  On one 

occasion, a group member, who had volunteered to provide education on the trial of the 

new chart, was leading a session when another nurse, who had not been part of the 

discussion, verbally criticised the proposed change in an aggressive manner.  The other 

group members present challenged the behaviour as unacceptable by raising the value 

statement about mutual respect for their colleagues.  I was not present during this exchange 

and the nurse leading the session reported this to me.  Both the nurse and myself interpreted 

this exchange as a positive and genuine attempt by the nurses to “walk the talk”.  At the 

time, I recorded the following… 

The interesting observation was from the Ward 19 nurses who were upset not only 
for B1 but because the nurse was so negative towards what we are trying to 
achieve.  The second interesting thing was that the group was not lowered to the 
negative level (Researcher). 

 

The point in the project, where it became necessary for me to remind group members of 

their stated values because their behaviour was at odds with these values occurred during 

the reflective exercise on the non-success of the bathing trial.  During the discussion that I 

facilitated, the group acknowledged that behaviour occurring during hand-over was 

sometimes contrary to their espoused values.  If a nurse reported that a shower was not 

attended on the morning shift, she/he was subjected to colleagues’ criticism as change in 

nursing routines is often perceived as a threat to the order of the day (Walsh & Ford, 1989).  

The group members conceded that changes would be required if the time of showering was 

left to the individual judgement of the nurse.  This result suggested to me that there was 

greater congruence between values and behaviour related to the nurse-patient interface than 

those related to the nurse-nurse interface. 
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There was however, another social value that could have influenced the results that was not 

measured and was unrecognised by the group, as it did not appear in their values charter.  

This was revealed, however, as group members were more open to resolve the differences 

between their patient-centred values and behaviour than the differences between their 

values and their behaviour to each other.  According to cognitive dissonance theory, when 

values are at odds with behaviour, discomfort is experienced and individuals will seek ways 

to align what they say and what they do in a way, or ways, that appear rational (Robins, et 

al., 1994).  According to Goertz Koerner (1996), group norms have an impact on values 

expressed by nurses, as pressures to conform profoundly influence behaviour.  However, 

nurses will only seek to resolve the discomfort if it is important enough (Franzoi, 1996).  It 

may be that this value of the  group culture is greater than the need to reduce discomfort 

caused by lack of fit between values and behaviours.   

 

Values are formed over a lifetime of experiences, making them difficult, but not 

impossible, to change (Robins, et al., 1994; Wood, et al., 1998).  Change may result 

through a process of questioning of values, such as occurred with the action research when 

the part of the project involved did not threaten security such as that related to the 

assessment chart.  However, sometimes the process can simply reinforce a rationalisation 

that occurs to reduce discomfort from lack of congruence such as occurred with the bathing 

project.  This rationalisation is particularly relevant when the individual perceives that 

she/he has no control over the situa tion or when change threatens something fundamental 

as group security gained from belonging to a collective (Franzoi, 1996).  

 

Indeed, the positive effects of the questioning that occurred through the reflective processes 

in the action research may have been the impetus for resolving some of the differences 

between values and behaviour.  Habermas (1988) contended that language, values and 

norms in every-day should be subjected to critique and then action.  This was achieved in 

the action research.  Peer-related values and behaviour problems revealed in the bathing 

exercise suggest to me that a longer period of time for discourse may be required to resolve 

all of the issues.  However, the fact that congruence was observed with nurse to patient 

rather than nurse to nurse suggests that additional socialisation processes, outside of the 
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action research, were influencing the results.  Therefore, I argue that a longer period of 

questioning and reflection may have been necessary for nurses to understand the 

implications of their socialisation and to resolve the lack of congruence between their 

values and behaviour to each other.  This situation will need resolution to achieve person-

centred care, as the well being of the person providing care may also need to be cons idered 

in addition to the person for whom the care is provided. 

 

9.1.2 Threats to the possibilities of patient-centred, evidenced-based care. 

Whilst the achievements within this project demonstrate that nurses can create more 

patient-centred care through their own endeavours, nurses lack of control over time and 

resources remains a significant threat.  According to Crotty (1995), critical social theory 

accepts that oppression is more pervasive when subordinates accept their lesser status as 

inevitable.  This project demonstrated for the nurses that their subservient position was not 

a reality and that they, working as a group could effect change within and outside of their 

own discipline.  Although our examination of work showed group members that time could  

be gained by challenging conventions, this did nothing to overcome the lack of funding 

needed to undertake any major initiatives.  Power that comes from the control of resources 

remains in the hands of hospital bureaucracies (Hogston, 1995).  Indeed, gains made in 

empowerment through this practice change in fall prevention would need to be applied 

more extensively for nurses to assume total authority to change practice. 

 

In chapter 7, I demonstrated how the group had moved to a more enlightened position that 

understood the competing agendas in health care.  A major threat to nurses’ ability to own 

and control their own practice comes from management structures that are resistant to 

change as they are not exposed to questioning and re-positioning that occurs through action 

research.  At one time during the showering project, a nurse manager, who was very 

supportive of the project, approached me and I recorded the following… 

Asked if it was reasonable that a patient who had been transferred from another 
ward at 11am had not had a shower attended.  My response was...How can we 
empower nurses to challenge the culture that all showers must be attended to by 
10am if we don’t allow this of others? (Researcher) 
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This demonstrates that although the manager had accepted a new way of working for the 

nurses in this project, she was unable or unwilling to expand this notion to apply to other 

settings.  My position as an insider in the group enabled the group to challenge my attitudes 

but I remain apprehensive that their capacity to challenge others in positions of power has 

developed.  I believe that it will take considerable time and cultural change for nurses to 

question the attitudes of those who are seen to be in authority.  Until this occurs naturally, 

managerial attitudes must be considered a threat to nurses’ development of person-centred 

care that may be overcome through active recruitment of managers into change processes 

such as the action research. 

 

9.2 Possibilities of empowered nurses 

9.2.1 Achieving empowered nurses with patient-centred values and attitude. 

Initially, nurses’ professional behaviours appeared more nurse-centred than patient centred.  

My fieldwork demonstrated that there were behaviours that were in direct contradiction to 

nurses’ stated values.  The finding of nurse-centred values rather than patient-centred 

values has implications as these values may lead to practice behaviours that are 

problematic, such as deliberately withholding a call bell from a patient.  This situation, 

however, was not unique to this clinical setting. Coulon, et al. (1996) and Fitzgerald, et al. 

(2003) also found differences in espoused values and practice behaviour in nurses.  

However, through the empowering processes of action research, nurses working in the 

research area displayed increasing congruence between their values and behaviour over the 

course of the project.  The action research processes in the PD project helped make their 

practice as defined by Kitson (1999) more patient-centred.   

 

The group also emerged with a greater appreciation of how their behaviour impacted on 

patients.  Improvements in care were reflected in an enhanced view of themselves as caring 

nurses.  Empowerment and self-esteem was linked by Roberts (2000) who contended that 

self-esteem was affected by nurses’ oppressed position within the social order of health 

systems.  In terms of Roberts’ model of nursing empowerment, the group’s reflective 

expressions at the end of the action research suggests to me that group members had moved 

beyond the first (Unexamined Acceptance) and second stage (Awareness).  The action 
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research may be considered an expression of the third stage (Connection) but group 

members had not yet moved to the higher stages (Synthesis and Political Action).  It may 

be that changes need to be of greater magnitude than that achieved in this study and the 

higher stages need to be realised for self-esteem to be effected.  Therefore, my presumption 

that action research may change global self-esteem may have been too ambitious as the 

changes may have been too small to register.  However, the reflections support the notion 

that actions based on critical social theory may assist nurses to achieve these higher stages.   

 

9.2.2 Threats to the possibilities of empowered nurses by the paradox of autonomy 

Although the action research may have increased nurses’ sense of ownership of their 

practice, I maintain that their ability to be autonomous in decision-making related to other 

factors such as workload may be required in order to increase nurses’ work satisfaction.  

The relationship of satisfaction with autonomy as measured by the IWS creates a paradox 

when compared to the group contributions.  The group perceived themselves as satisfied 

with their autonomy in the IWS after the action research and  yet their examination of 

practice revealed that they were still constrained by conventions and “unspoken rules”.   

 

However, the IWS does not measure nurses’ opinion of whether they are autonomous or 

not.  It measures the satisfaction with the level they have achieved.  The adjustment for 

importance shows that autonomy was important to these nurses and changes in the choice 

of statements in the Nelson and Burn’s framework indicate that they perceived that they 

were empowered by the action research.  This perception may have been too subtle to be 

captured in the IWS total score however it can be seen when the level of satisfaction for the 

autonomy component is measured against the 50th percentile.  It changed from dissatisfied 

before to satisfied after the action research.  Therefore, growth in autonomy may be an 

incremental process and the IWS autonomy component may be an expression of 

satisfaction with autonomy achieved so far with the action research.  I believe the 

perception of dissatisfaction with autonomy that is shown in the written reflections may be 

a more expansive view resulting from recognition of greater possibilities that nurses can see 

beyond the action research. 
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In the study by Kuokkanen and Leino-Kilpi (2001) on the qualities of an empowered nurse, 

the interviewees disclosed an interesting anomaly that may be relevant to the results 

presented here.  Nurses acknowledged that hierarchies and bureaucratic hospital institutions 

are barriers to empowerment, however they did not perceive that they were an “essential 

hindrance to the empowerment of an individual nurse” (p. 278).  The IWS reflects the 

perception of satisfaction with the level of autonomy of the individual nurse.   

 

In the IWS, the autonomy component only measures nurses’ perception of satisfaction 

within their own work environment.  It relates to their ability to make decisions about their 

own work and the level of supervision.  It doesn’t reveal how nurses see themselves in the 

wider health world.  So it does not necessarily preclude my argument that nurses are 

dissatisfied with the degree of autonomy given to the profession of nursing per se.  The way 

care is organised with nurses following protocols, rather than guidelines, means that one 

nurse cannot do “her/his own thing”.  Hence organisations work against the autonomy 

notion.  Certainly in the responses from the reflective exercises conducted in the action 

research, there was a realisation that there needs to be greater collaboration with other 

disciplines in the development of guidelines because there must be some capacity for 

individual variation.  This included the need to make nurses’ voices and opinions heard.   

 

The hand-over example demonstrated how ritual might be used in a positive way to change 

behaviour but also exemplifies that nurses’ behaviour reinforces the notion of their 

oppression as described by Short, et al. (1998).  Nurses conformed to the prescribed 

behaviour with the devaluing of members of their own group.  This devaluing occurs 

despite stated values of mutual respect and is a known symptom of oppressed behaviour.  

This observation directly contrasts with nurses’ report of positive perceptions of autonomy 

in the IWS. 

 

There were numerous references to the subordinate position of nurses to doctors as 

exemplified by the answer to the question “If you could change practice, how would you 

change it?”  One nurse wrote, “Medical training and the medical model should be changed 

to become a team model”.  There were numerous suggestions about more collaborative 
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practice and being listened to, in the responses such as “more consultation with us on all 

levels”.  These responses indicate to me that there are still issues regarding nursing 

autonomy in relation to medicine that are similar to those found by Adamson, et al. (1995).  

This paradoxical situation related to perceptions of autonomy of nurses, I believe 

constitutes a continuing threat to progress towards person-centred care. 

 

9.3 Possibilities of nurses engaging in work related decisions  

9.3.1 Achieving nurses empowerment to change practice by engaging in work-related 

decision-making.  

The group members’ written reflections that illustrated that perceptions of empowerment 

were improved for the group, is consistent with critical social theory’s tenet that a 

perception of freedom comes through communicative discourse (Habermas, 1988).  

However, my assumption that greater engagement with their work would change nurses’ 

satisfaction was not supported by the IWS data.  Interestingly, however, improved work 

satisfaction was demonstrated by comments such as… 

Being involved in the falls research gave me personally a great deal of satisfaction 
as it gave me a voice.  Having a voice makes you feel even more a part of the team, 
which gave me enthusiasm to complete my job to the best of my ability (B1).  

 

Therefore, it is proposed that the processes of communicative discourse in accordance with 

critical social theory, action research and PD enabled the change in the way nurses viewed 

their work.  The increase in ownership and improved perception of empowerment for the 

group resulted from the following contributions to understanding summarised under the 

following themes. 

  

The opportunity to have “a voice” 

Expressions of increased ownership by group members were frequently referred to as being 

“given a voice”.  Having a voice was important to group members in two ways.  Firstly, it 

ensured that their opinions were reflected in practice change so that the work was a true 

reflection of their beliefs.  In addition, participation in the action research processes of the 

PD project ensured that their opinions were present in new knowledge that was generated.  

Previously hidden problems in nursing practice have been identified during action research 
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projects (Newton, 1995).  Similarly, in the current study, examples of risks to patients’ 

safety previously unrecognised were identified such as occurred with tagging of the 

patients’ walkers.  Also, despite the primary role of incontinence acting as a risk to patient 

safety from falls that was evident in the literature, this was previously overlooked.  

Therefore, I maintain that the theory-practice divide for these nurses was reduced through 

the process of collaboration and using knowledge derived from their clinical practice as this  

knowledge is the most meaningful for nurses (Antrobus, 1997; Pearson, 1992; Robinson, 

1993; Street and Robinson, 1995).  Nurses’ active involvement in the research process 

enabled practitioners to incorporate research-derived knowledge into their everyday work. 

 

Secondly, it is my contention that having a voice in decision-making was empowering to 

group members and gave their work more meaning for them.  The worker who is engaged 

in her/his work contributes in a more meaningful way and makes a more meaningful 

contribution when encouraged to participate in decision-making (Burnard, et al., 1999; 

Kitson, 1997; Maslach, et al., 2001; Wilson & Porter-O’Grady, 1993; Wood, et al., 1998).  

Group members’ reflections indicated that participation in the action research processes of 

the PD project improved their engagement with their work.  However, more universal and 

sustained communicative discourse and an increased sense of ownership in which all nurses 

participated may have been necessary for change to be detected as increased satisfaction by 

the IWS (Habermas, 1988).   

 

My belief that nurses’ perception that they had no authority to change practice was 

manifested in this study in the project about patient furniture.  Group members were unable 

to explain the origin of rules about placement but believed that they couldn’t contradict 

them.  It was possible that nurses perceived that the “rules” had been “ordained” by 

management and were beyond their control similar to nurses socialised to hierarchy in a 

study by Hogston (1995).  It was only through the discourse in the group that these 

unspoken rules were challenged and confronted so that nurses changed patients’ 

environments to increase safety.  This ability to challenge “unspoken rules” will be 

necessary for nurses to move to the higher stages of Synthesis and Political Action in the 

Robert’s model for empowerment (Roberts, 2000). 
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The invitation to participate in action research for a PD project was a practical 

demonstration of giving permission to question rules of practice that grew to a realisation 

that they had the authority to change their work.  Marx described how oppression can 

permeate all aspects of a person’s life even shaping how a person thinks (Crotty, 1998).   

Critical inquiry can enable clinicians to find new ways of understanding the way that their 

own beliefs bind them.   It is the ‘false consciousness’ that binds people through their belief 

that they as workers have no authority to change work.   

 

Nurses’ acceptance of “unspoken rules” that govern their practice is similar to the findings 

of Parahoo’s study (2000) that nurses’ believed they couldn’t change practice.   The two 

major obstacles to nurses’ use of research in practice were time and funding (Parahoo, 

2000).  By us challenging the source of authority to make decisions such as imprest 

medication lists, nurses in this study gained time in their work for the benefit of patients.  

This project also overturned nurses’ belief that there was no time to be gained in nurses’ 

work.  Manley (1999) maintained that this breaking of the cycle of “busyness” was the first 

step towards emancipation. 

 

Leadership  

As part of the process of participation, the impact that I, as a leader/facilitator, had on the 

change must be considered, as the action research utilised a professionalising approach 

described as being professionally led (Hart & Bond, 1995).  Acknowledging this, I adopted 

a transformational style of leadership that resulted in a transfer of power from the leader at 

the start of the project to the group throughout the project.   Therefore, the development of 

ownership by the group could be interpreted as the group becoming more empowered as 

my transformational leadership skills increased and the relationship strengthened (Harvey, 

et al., 2002).   

 

In addition, my leadership contributed to the project in other ways.  Leadership is the 

relationship that is forged with a group in order to manage change and not what someone 

actually does (Atsalos & Greenwood, 2001).  My relationship forged with the group 

enabled myself as leader to provide motivation, support and research skills, and to 
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demonstrate how to work collaboratively.  A leader with developed skills in facilitation was 

essential, especially during exercises that involved confrontation such as differentiating 

between real and espoused values (Manley, 1999, 2000a).   

 

The work for nurses in the clinical setting for the action research was physically very heavy 

in terms of activity and physical load and often my role was to act as motivator when 

demands of the work environment were strong and group members tired.  Hannagan (1995) 

describes the leadership relationship as one of motivating people to act in the ways that 

achieve particular goals.  The reflections from the group demonstrate how important this 

aspect of my role was.  One participant wrote… 

A cause always needs a champion, a driving force to help sustain motivation and 
commitment (Participant J1)  

 

Another expressed in a reflection on the project about my leadership… 

Her enthusiasm drove us along even on days when the workload on the ward may have 
left me drained (Participant W1) 

 

Self-motivation was also important for me.  In my reflective diary that I maintained 

throughout the research, my entries often noted how difficult it was to maintain the 

momentum of the project and to keep up the level of enthusiasm…  

I am constantly reflecting on the enormous pressure of doing a PD project as part of an 
already complex job.  It’s the constancy of keeping your mind on the job. Keeping all the 
balls in the air.  Encouraging people to follow through on their projects.  Most of all it’s 
the enormous responsibility of keeping all the commitments.  There is no room for ‘sorry 
didn’t have time’.  I guess it’s the role modelling.  If I don’t make time, how can I expect 
them to make time given their demands as well?  I think this will be a long year! 
(Researcher) 

 

A group member described my role in the following excerpt from the refle ctive exercises… 

She is a role model to all of the team and provided the group with the knowledge and 
processes required to carry out the tasks required and helped maintain the momentum 
needed to see the project to its conclusion (T1). 

 

These statements demonstrate the importance of supportive leadership to the action 

research process.  Action research for PD also requires skills in measurement and analysis, 
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change management and problem solving (McCormack & Garbett, 2003).   With my 

support, the skills of the group also developed.  Initially, I provided the knowledge for 

different methods of evaluation such as those used to compare the old and the new 

assessment charts.  However, as group members became more confident and completed a 

few evaluations, they were able to assemble the evaluations for the hand-over sheet and the 

imprest list independently.  Another of the group’s achievements was the development of 

the NFRMT.  I supported the group members in developing skills to test the content 

validity and reliability of the measurement instrument to enable them to complete the 

project. 

 

Modelling as a way to work collaboratively was found to be an important contribution.  

McCormack, et al. (2001), who contended that transformational leadership creates an 

environment for cultural change, supports this.  The interchange of ideas in an atmosphere 

where all were encouraged to participate in discussions was clearly appreciated by the 

group members.  One wrote in her reflection… 

Varied ideas led to conflicting opinions (eg the idea of showers to be left for the 
afternoon staff) but all ideas were considered and discussed (W1). 

 

The democratic processes that I fostered within the action research method provided an 

alternate view of decision-making, although apprehensio n over the showering project 

demonstrated that the NUM was still seen as a figure of authority (Cook, 2001a; Cook, 

2001b).   

 

Not only did group members have to collaborate with each other to change practice but 

they had to collaborate with others outside their clinical area.  During the project, I made 

the following entry in my diary “How difficult it is to keep the research field clear as there 

are so many competing agenda in the clinical field”.  Through the projects undertaken in 

the action research, group members became more aware of the influences on practice that 

emanate from external forces such as the Department of Health.  An example occurred with 

the formation of the Clinical Reference Group prior to the introduction of the new fa lls 

policy.  The group was able to use an external influence and fit it to the needs of their 

clinical setting so that change was controlled and internalised rather than imposed.  This 
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situation provided an example of how group members could move to a more empowered 

position by controlling change for themselves.  

  

Development of a change enabling culture 

The additional benefit of transformational leadership is that it creates an environment that 

encourages translation of practice knowledge into caring action (Kitson, et al., 1998; 

McCormack, et al., 2002).  When transformational leadership is strong, effective teamwork, 

democratic and inclusive decision-making creates an empowered workforce in a culture 

that is based on clearly articulated values and beliefs.  However, this can only occur in a 

context of managerial support such as occurred with this study, as bureaucratic controls on 

resources remain powerful determinants of successful change.  One such resource is time, 

as cultural change does not occur immediately.  Although a new culture did not appear 

within the year, promising signs were recorded in the reflections.   

 

Habermas (1988) describes time and space as a feature of communicative action as 

communicative space in which discourse occurs.  Manley (1999) maintains that creating 

time and space to reflect is the first step towards enlightenment that must precede 

empowerment.  My allocation of time and space within work time for the discourse proved 

to be valued and important to the group.  Although some group members had experienced 

learning in reflection at university, many of the group were hospital trained and had not 

experienced reflective practice.  This was a new skill that I was able to facilitate for the 

group, which contributed to the beginnings of cultural change.  According to Harvey, et al. 

(2002), the role of the researcher can range from providing support to achieve a set team 

objective to an enabling role assisting team reflection on attitudes, behaviour and new ways 

of working.  My actual experience of facilitating the PD project was recorded in a reflective 

diary and showed how both of these roles were encountered.  I wrote… 

I was amazed how my thoughts on ‘robot nursing’ were articulated by others and how 
cognisant they were of people who resist change (Researcher). 

 

Reflection was encouraged by the value that was given to discussion and feedback.  This 

too was demonstrated as follows…  
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She asked each person individually if they had any comments or concerns and in this 
way, all participated (W2). 

She led, organised and clarified the suggestions and was open to all ideas – 
encouraging thinking ‘outside the square’ (W1). 

 

“Unspoken rules”, rituals and norms of practice 

In addition to providing evidence upon which to base practice, the project enhanced nurses’ 

understanding of the role of rituals in work through discourse.  The need to uncover 

contrasts between “unsafe outdated practices” that should be relinquished and the role of 

ritual in contributing to group cohesion was supported in an ethnographic study of nursing 

culture by Holland (1993, p.1461).  As cycles evolved and were evaluated, the group 

accepted that there was ritual in their practice and discussed whether ritual had a positive or 

negative influence on patient care (Philpin, 2002).    

 

A positive effect meant that patient well being or safety was enhanced.  An example of a 

positive ritual was expressed in the discussions in the communication cycle.  Problems wit h 

rituals surrounding hand-over as discussed by Parker, et al. (1992) were well recognised by 

the group, as this had been the focus of previous discussions.   Indeed, Ward 17 nurses had 

commenced work on their hand-over prior to this project. In this instance, inclusion of 

certain information as a common expectation was considered positive (Lee, 2001).  The 

Ward 19 hand-over project attempted to create a new ritual to replace the old that did not 

contribute to patient safety.  Hence, a practice such as giving information that was readily 

available on the bed notes was discouraged, while information on fall prevention or fall 

history was actively encouraged.  These actions function as sanctions on behaviour so that 

desired behaviours were pos itively reinforced through praise and undesirable behaviour 

discouraged though criticism.  Once the desired behaviours were embedded, this became 

the new norm for the group (Short, et al., 1998).   

 

A negative ritual was detrimental to patient safety, for example, furniture placement that 

was governed by nurses’ perception of “rules”. The principle, that furniture should be 

moveable to suit patients rather than conform to a convention, was adopted by the group 

and represented a major break from ritual.  Importantly, I had previously attempted the 
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same change without success in these wards.  The embracing of the action by the group 

vindicated the power of the normative re-educative process in changing group behaviour.  

When nurses contributed to the decision rather than being given an imposed decision to 

change, new ways of working were adopted. 

 

Ritual attached to the time patients were bathed was generally believed by the group to be 

neither positive nor negative as it did not jeopardise patient safety.  My observations in the 

fieldwork demonstrated that nursing work was still structured according to that described 

by Holland (1993) and Tonuma and Winbolt (2000).   Day to day activities, such as 

bathing, was enacted in a traditional way without consideration for patient preferences.  In a 

discussion of ritual and routine, Martin (1998) postulated that nurses structure work in 

ways that maintain control over the social order whereas Parker, et al. (1992) maintained 

that ritual has a protective role.  This protective role was supported by the group members’ 

discussions on how ritual in work provided a way of managing “chaos” in their day.  One 

nurse reflected thus… 

Maybe the routine offered a mental checklist that nurses mark off to say they have 
done what they are supposed to (W1). 

 

Therefore, it is understandable that the proposal to alter the bathing ritual was resisted by, 

and caused anxiety to, most of the nurses, as suggestions of change appeared threatening.  

The group forwarded multiple explanations for why it would not work.  Whether this was 

because it removed the protective nature of ritual or because it created radical shifts in 

power relationships with patients was not within the scope of this study.  

 

In sociology, normative re-educative strategies recognise the influence of subjective socio -

cultural norms on behaviour (Franzoi, 1996).  Ajzen (2001) adds the concept of ‘perceived 

behavioural control’.  That is, the person must have confidence in her/his ability to control 

the behaviour or the influence is negated.  Therefore, I considered that nurse ‘buy in’ and 

ongoing belief in the Fall Prevention Program in place in the Division was essential.  The 

action research achieved ongoing commitment through attention and reflection on the 

norms, which increased the relevance of the program.  Many of the respondents in the 
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reflective exercises comment that the project was “meaningful”.  One group member 

wrote… 

For me the best feature of the program was the encouraging of ward staff to 
participate in assessing and suggesting strategies that were appropriate to our 
setting.  This increases interest and awareness and involvement of the staff (W1).    
 

The group’s decision to adopt the NFRMT as the means of determining the quality of their 

performance demonstrated a change in acceptance of adherence with the program as one of 

their cultural norms.  Reilly, et al. (2002) noted such a change in societal norms is 

necessary if a normative re-educative strategy, such as active participation in data 

collection, is to result in behavioural change.   The societal norm that changed for the group 

was a belief that a fall was a normal occurrence in a medical ward.  As I noted previously, 

individuals will try to reduce discomfort caused by dissonance by modifying what is said 

(Robbins, et al., 1994).  If falls were considered as normal events, then there is no 

discomfort.  During my observations on the ward prior to the action research, the 

interchange between a new graduate nurse and several experienced nurses was observed.  

The new graduate had left a patient alone in the shower to retrieve a bandage.  On return 

she had found the patient on the floor.  She expressed how badly she felt to one of the other 

nurses who responded with “don’t worry about it. It happens all the time around here”.  

Other nurses present agreed.  This may have been the nurse’s “way” of supporting the new 

graduate but the fact that the other nurses concurred indicated a common belief or norm 

was operating and the values of the group superseded patient values. 

  

During group discussions on nursing rituals surrounding the bathing of patients, group 

members reflected how they felt when something “bad” happened to their patient.  Shifts in 

perspective of nurses found in the study conducted by Mitchell and Jones (1996) and by 

Dempsey (1997) were also experienced in this study.  Sharing of feelings and the 

challenging of conventions appeared to reverse nurses’ acceptance of falls as normal.  As 

the nurses undertook activities that were based on the presumption that they could change 

what happened to patients, the norm changed.  If the new practice initiated by the group 

was to be embedded in the culture of the wards it was imperative that a new norm was 

established.  Acceptance of falls as normal was at odds with their stated value of a duty of 
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safe care for patients.  However, opportunities to discuss their feelings and proactively 

implement prevention strategies may have allowed the discomfort from the dissonance 

between values and behaviour to be resolved.  Therefore, the rationalisation of falls as 

normal was no longer required as a way of reducing discomfort.  The NFRMT was seen as 

the means to ensure that the new norm of adherence with the prevention program became 

the expected behaviour of the nurses.   

 

Not all group members had accepted falls as normal and their discomfort could be seen in 

the examples of feelings of guilt expressed earlier.  These members demonstrated that there 

might be differences within the group itself and between individuals within the group.  The 

decision about the NFRMT recognises the collective responsibility of the group to the 

patient.  However, other decisions demonstrated that they also believed, like Turkoski, et al. 

(1997) and Brians, et al. (1991), that the individual practitioner should be accountable for 

her/his behaviour.  The decision to amend the form and the process for the incident forms 

acknowledges the connection of the individual to the event.  In the existing process the 

person completing the form was often not the person involved in the incident.  As 

previously noted, norms have common expectations.  In the new process, the person 

involved was “expected” to complete the form and provide all relevant information.   This 

decision reflects a clear shift in the acceptance of individual’s accountability.  There was 

now concordance with their actions and their expressed value in the NPVS of taking 

responsibility for their decisions and actions.   

 

9.3.2 Threats to achieving the possibilities of engaging nurses in work related decisions  

through nurses’ inability to subject fundamental norms to scrutiny.  

Habermas (1988) maintained that serious social analysis of ritual should address whether 

norms are followed because of legitimacy or because they are imposed to stabilise 

relationships of power.  Rules are only legitimised when they have personal assent because 

they are morally right.  However, communicative action can lead to a mutual understanding 

and an unforced consensus on what to do with rules that are not legitimate (Habermas, 

1996).  I do not believe that this understanding and consensus will occur until nurses can 

confront some of the issues raised in this project.  These issues were exposed when we 
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attempted to alter fundamentals of care arrangements such as bathing, which provoked the 

most anxiety and divisiveness amongst nurses that was experienced during the project.  

According to Habermas (1992), society has created situations where understanding and 

consensus have been suspended and workers simply get on with the job.  However, these 

situations have a cost through their contribution to workers’ alienation and reduction of 

personal responsibility.  This situation, I believe was experienced during this research.  

Further exploration through communicative action to elucidate why nurses were prepared 

to change practice such as drug audits but not the core of their work such as bathing should 

be encouraged to overcome the threat to achieving person-centred care.  

 

This inability to confront rituals that ‘bind’ also threatens the development of a culture 

based on engagement and empowerment, as honest reflection is a prerequisite to 

enlightenment.  According to Ford and Walsh (1994), this ability to examine rit ual 

underpins empowerment for nurses to escape their oppression.  Empowerment however 

may be different according to who is doing the oppression.  Group members demonstrated 

the ability to discuss rituals in a mature and constructive way when the ritual or belief 

exposed was related to an outside discipline.  The group readily tackled the pharmacy 

department about the system of imprest lists for drugs when problems were recognised and 

the inequities in nurses’ power to make decisions were confirmed.  However, the inability 

of group members to expose themselves to possible criticisms from other nurses about 

changes to bathing was quite different.  DeLuca (1995, p.141) wrote that “…attempts to 

eradicate rituals are attempts to change powerful attitudes that may have originated from 

needs nurses themselves might not consciously or rationally be able to acknowledge”.  

Therefore, I believe that an explanation for this inability to address the issues exposed by 

the “bathing experiment” may lie in the socialisation of nurses into a collegial collective 

(Bradby, 1990; Melia, 1984; Short, et al., 1993).  This socialisation starts with students in 

clinical placements, where “fitting in” becomes the primary means of survival in the 

stressful work environment.  This process continues into the role of graduate nurse, where 

the collective nature of the group is reinforced through positive and negative sanctions 

(McCoppin & Gardner, 1994).  Therefore, group me mbers did not want to challenge the 

collective by being seen to be making decisions that could be unpopular with other nurses.  
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Again group values were stronger than patient values.  However, further reflection beyond 

the scope of this study would be needed for the group to explore “meanings” within the 

bathing project. 

 

As previously, noted empowerment will also require nurses to challenge those seen to be in 

positions of authority.  In the bathing project, the group did not want to make a decision 

that might be seen by the NUM as controversial.  The group’s reluctance to upset the NUM 

suggests that hierarchical power still existed even when the NUM was part of the project.  

Despite this, small gains in nurses’ empowerment were achieved as evidenced by the 

decisions made concerning imprest systems and furniture placement in patients’ rooms.  

However, nurses’ empowerment must be personal before professional.  A certain degree of 

empowerment is necessary before attempting to combat the powerful constraints imposed 

by bureaucratic structures.  Daiski (2003)  and Roberts (2000) also found that nurses 

contributed to the continuing domination from other more powerful groups in the health 

system.  Although, there are still threats to empowerment for nurses, I contend that the 

benefit of using methods steeped in critical social theory has been justified.  However, more 

time may be needed to address these issues and achieve remarkable change. 

 

9.4 Achieving person-centred care  

Pre-emptive work to keep patients safe that was sustainable was considered an important 

outcome in the change process (Dempsey, 2004).  Therefore the action research sought to 

increase the sense of ownership of practice by using normative re-educative strategies that 

were more likely to be internalised by the worker.  This internalising encourages change to 

be sustained (Wood, et al., 1998).  The reflection in Phase 2 demonstrated that nurses had 

developed a very real sense of ownership of the fall prevention practice that holds promise 

for the future.  A longer period of evaluation will be required to demonstrate if this sense of 

ownership of practice results in sustained change.  The ability of nurses to apply processes 

learnt in the project to another clinical problem involving suction equipment demonstrates 

extension and reinforces the confidence that change achieved by the action research will be 

ongoing.   
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In summary, the action research processes may not be isolated factors that enabled the 

changes in practice to occur.  However, reflective practice in clinicians with positive values 

that genuinely wanted the opportunity to improve their work achieved a change in the way 

the group members perceived and undertook their work.  Transformational leadership and 

processes that empower through giving value to the opinion of others, was a factor as was 

providing time and space for change to occur.  The matching of knowledge derived from 

practice to theory for the use of clinicians did appear influential.  Perhaps, as advocated by 

Habermas (1992), change through communicative action that considered the lifeworlds of 

person and society worked together to create a culture of considered person-centred 

practice.  The research undertaken in this project confirms that successful change can occur 

through active participation in group processes without the need to change individual’s 

psychological factors if they are positive.  It may well be that changes would occur in 

individuals with lower scores or those who spend more time in discourse.  Therefore, group 

participation may need to be more extensive than the time and scope of this study.  In the 

action research, change was incremental and as each project was successfully completed, 

nurses’ confidence to change practice increased. 

 

9.5 Strengths and limitations of the study 

This study contributes to knowledge related to nursing as a practice discipline by 

demonstrating how group reflection and discussion may be utilised as a way to create a 

sense of ownership of practice.  The result of nurses’ reflections and discussions was 

greater engagement with work as it relates to fall prevention and other activities such as 

management of medication that gained time to spend in prevention work.  At the end of the 

year, group members had influenced the practice of nurses in this clinical area so that more 

prevention strategies were incorporated in patient care.  However, there was no significant 

change in the psychological factors that had previously been identified from the literature 

as influencing behaviour .   

 

This is the first time that the effects of psychological and social factors on practice 

changing processes or actual participation have been measured during Practice 

Development to determine if changes in attitude occurred as well as behavioural changes.  
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Contrary to previous accounts in the literature, the nurses did not report low self-esteem 

and their professional values, shown to be very patient-centred, did not change.  Group 

processes did not change their work satisfaction as measured by the IWS, as the instrument 

contains other factors that were not included in the group work.   The study may have been 

improved by the ability to examine the psychological factors of individual group members, 

however this was not possible as the nurses wished to ha ve their attitude scales result to 

remain anonymous.  As a result, only group averages could be considered.  The situational 

nature of action research is acknowledged, as is the fact that the group had sound values 

and attitudes from which to build person-centred practice.  However, I concluded that 

change that is owned and developed by nurses as a group did not require by manipulation 

of psychological variables but it occurred through active participation in shaping practice.   

 

Although, I found action research to be immensely rewarding as I witnessed nurses’ 

increasing sense of accountability and responsibility to the safety of their patients, I became 

aware of some of the anomalies it presents.  One of the major incentives for the group was 

the vision of seeing their work extended beyond their immediate wards and adopted by 

other nurses in the Division.  This vision was empowering for the nurses who had been 

involved in creating practice changes but would not be perceived in this light by nurses 

outside of the project.  Change, for these nurses, may well be perceived as imposed change, 

not by management but by other nurses.  Therefore, the benefit of improved practice as 

nurses owned the changes would only apply to the nurses of Ward 19 and 17.  This benefit 

would not extend to the nurses who had not participated.  Large-scale clinical practice 

change that enabled ownership for all would have necessitated a team of nurses from the 

whole Division and would have been too large and unwieldy to manage.  Teams within 

teams would also have been difficult to ensure commonality of vision and consensus in 

decision-making.  There may have been a danger in achieving consensus as this widens the 

lens and potentially reduces the focus.  Therefore, action research as a me thod based on 

praxis teams that seek to acquire ownership of change, works well for local change.  

However, its effectiveness to manage widespread change may be impaired by requirements 

for high level organisation and logistics to achieve the collaboration considered necessary.   
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A model for the future within an organisation such as a Division, when widespread change 

by clinicians owning the changes is the desired outcome, may be one in which the larger 

team collaborates to establish the values and princip les related to the change.  Smaller 

localised teams could then collaborate to actuate the change in ways that were meaningful 

for the participants but reflective of the agreed values and principles of the team.  This 

model would require acceptance of some differences in expression but would preserve the 

principle that those who own change are more accountable and take greater responsibility 

for their practice. 

 

Action research and PD are demanding methods in terms of the personal commitment 

required from the facilitator and the participants.  Although this study was conducted within 

nurses’ work time, there were often occasions when nurses would contribute extra time and 

effort particularly in evaluation work.  Therefore, it is important that the rewards match the 

energy expended.  Building a culture around participation and reflection is a worthwhile 

undertaking but involves considerable human resources and time.  The challenge will be if 

the model used for this project can be sustained and transferred to other clinical issues in 

the face of fierce competition for limited resources, both human and time, in acute care 

settings.  My suggested model requires testing in a real time, real world situation. 

 

9.6 Summary of chapter 9 

The literature surrounding fall prevention and nursing work reveals a gap between nurses’ 

ideal and real practice (Wright & McCormack, 2001).  A possibility for achieving greater 

congruence between values and behaviour may be through alteration of nurses’ values and 

attitudes (Carr & Kemmis, 1986, Schneider, et al., 2003).  However, changing nurses’ 

practice behaviours to become more responsible and accountable through participation in 

work-related decisions may also reduce this gap.  These principles were tested in a survey 

of nurses’ attitudes before and after a PD project using an action research approach.  In this 

project, reflection and action were undertaken by nurses to change and improve existing 

practice ensuring patients were assessed and those at high risk of falling were identified 

(Gillespie, et al., 2000). 
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Prior to the action research, the ideal practice of fall prevention in the wards was based on 

best practice principles outlined by the Joanna Briggs Foundation.  However, the 

preliminary assessment phase demonstrated that ideal practice described in the best practice 

principles and based on patient-centred values was not matched by real practice.  The 

research group identified areas in which practice could be improved.  Fall prevention 

practice did change through improvements in assessment and monitoring of risk to fall and 

in communicating that risk to others.  Work was re-engineered to gain time to spend with 

patients to prevent falls.  Nurses demonstrated better use of time and enhanced personal 

accountability through increased use of prevention strategies.  Through the group processes 

of action research, changes in practice did occur, making it more evidence based, patient-

centred and safer for patients.  Measurement of self-esteem, professional values and work 

satisfaction, before and after the action research, demonstrated that the change in practice 

resulted from participation rather than manipulation of these attitudes that were already at 

high levels.  Therefore, it is concluded that nurses need to be given time and space to reflect 

on and shape their practice to achieve congruence between their values and behaviour.  

Chapter 10 discusses the implication of the findings of this study to practice and research.  
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CHAPTER 10 

 

CONCLUSION AND RECOMMENDATIONS 

This study demonstrated that nurses who participate in processes that review and change 

practice have a greater sense of ownership that is displayed through greater use of fall 

prevention strategies.  Patient falls was the practice exemplar that exposed the clinical 

problem however the findings of this study have implications for practice and research.  

This chapter discusses these implications related to nursing work and the “unspoken rules” 

that constrain it, the importance of leadership to the future of PD and the value of clinical 

research that emanates from practitioners themselves.   

 

The contention that fall prevention practice would provide an exemplar for issues related to 

nursing work was justified.  By utilising this practice example, the gap between ideal and 

real practice was enunciated.  Through the work of the group to reduce this gap, greater 

understanding of nursing work was achieved.   

 

The benefits of some aspects of this PD project may take time to reveal themselves.  The 

impact that the reflections on rituals and beliefs have on nurses is difficult to measure and 

may not be obvious in the short term.  Similarly, the learning that occurred through the 

discourse may not reveal itself until other ‘urban myths’ are encountered and challenged.   

 

The ‘busy nurse syndrome’ was reported to be a protective device that separated nurses 

from anxieties associated with patient care (Walsh & Ford, 1989).  Nurses in this project 

confirmed that ritual may be protective as it related to the chaos of their work situation 

(Parker, et al. , 1992).  However, nurses were able to experience how ritual and belief may 

rob them of time and trap them into routines that are driven by expectations derived from 

themselves.  The project was an active expression of how nurses can escape this trap and 

challenge these expectations. 

 

The creation of a patient-centred culture is an expression of the sound value position the 

nurses bought to the PD project.  However, this project revealed that there was another 
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powerful value that shapes the way nurses make decisions about their work.  The 

socialisation of nurses has long been known as a force that shapes relationships in nursing 

and the action research exposed how these forces translate into the actual work that is 

enacted.  It provided an example of how powerful the need for nurses to belong and be 

accepted as part of the group is.  Even being part of a small group could not compensate for 

the value attached to being part of a group that is nursing as a collective.   

 

Some writers maintain that nurses do not challenge routine behaviours as it perpetuates the 

social order with patients (Holland, 1993; Philpin, 2002).   The findings of this study 

support the argument that it is not challenged because it would disturb the social order 

amongst themselves.  The belonging value is enacted through the nurses’ actions and 

decision-making and consequently there is no discomfit caused by dissonance.  It may be 

the congruence between this powerful value and their behaviour that enables the nurses to 

accommodate the discomfort caused by the dissonance between their other actions and 

stated values. 

 

Oppression that results from hierarchical structures and bureaucracies that control resources 

is one thing (Roberts, 2000).  However, powerful socialisation processes also oppress 

nurses and these will need to be confronted if nurses are to move towards a more 

empowered position in health care.  Facing these processes may be harder and more 

challenging than to break down than the barriers impeding nurses from participating in 

decisions ‘at the top’ in the political arena.   The action research shows how the first steps 

in this process of emancipation may be achieved however this must become the new norm 

for nurses, which is recognised and encouraged and above all allocated resources.  Support 

for PD as a means of achieving practice change is recommended for future endeavours that 

lead to the creation of person-centred care. 

 

This study demonstrates how change may be implemented through PD that is rigorous, 

systematic, participatory and engaging.  However, the fragility of change that occurs as a 
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result of action research or PD must be recognised for the future.  Despite obvious success 

PD can be extremely dependent on the skills and qualities of the leader.  Experienced 

clinical leaders become a much sought after commodity and frequently moved on to other 

posts leading to periods of instability and inactivity (Atsalos & Greenwood, 2001).  The 

emphasis of PD on systematic change that is based on the evidence goes some way to 

militate against the opportunity for this to occur.  However, the potential to destabilise the 

ward and unravel all the growth by changes in significant clinical positions such as the 

NUM must be recognised and guarded against.   

 

For PD to become the preferred way for most practice problems to be solved there must be 

considerable investment in training of clinical leaders.  Clinical leadership preparation for 

the long-term should be commenced amongst potential leaders and included in initial 

under-graduate programs (Antrobus & Kitson, 1999; Cook, 2001a; Cook, 2001b; 

McCormack, et al., 2001).  Whilst waiting for this strategy to deliver the leaders of the 

future, leadership programs for significant professional groups should begin now.   In the 

main, leadership skill development has been directed at ward managers or NUMs.  This is 

probably due to the long standing nature of the position in health services worldwide 

whereas other roles such as the consultant nurse are newer and differ in scope between 

countries and, in Australia, between states.  However, when all the qualities and skills of 

the facilitator in PD are described, they are all articulated in the functions and scope of 

practice of the CNC (Manley, 2000a; Kitson, 2001; McCormack & Garbett, 2003).  This 

places the CNC in an appropriate position to act as a facilitator.  CNCs are well placed with 

the necessary skills in research and analysis upon which to base further development of 

leadership skills for PD.   

 

This study supports the contention that with PD as the norm, the culture of nursing may 

make great advances towards person-centred care.  However, nurses often desire quick 

results and do not recognise the importance of cultural change.  As Manley (2000a) notes, 

cultural change takes time but unless this change is embedded, the clinical area may default 

to the pre-PD environment, as the hierarchical and bureaucratic nature of health settings is 
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strong (Kelly & Simpson, 2001).  Nurses need patience and commitment if the promise of 

PD is to be realised.  

 

The gap between research and theory and practice can be reduced by studies such as this.  

Nurses in this study demonstrated their willingness to participate in, utilise and contribute 

to clinical research and showed how nurses value knowledge emanating from clinical 

practice, especially when it relates specifically to their own practice.  It is acknowledged 

that lack of resources such as time creates barriers to nurses participating in research 

(Parahoo, 2000).  However, this study, that redefined education to include research so that 

in-service time could be used, demonstrates how time can be invested in research leading to 

improvements in patient care and nurses’ participation in knowledge building related to 

practice.   

 

In conclusion, this study has contributed in a meaningful way to nursing practice through 

demonstrating that processes of participation in decision-making improves the nurse-patient 

interface.  As health care services struggle with rising numbers of patient falls as hospitals 

fill with older and sicker patients, there is a growing realisation that patient falls may never 

be completely eliminated.  However, this study provides the evidence that increased use of 

prevention can be achieved through nurses actively engaging in practice review, change 

and evaluation.  This participation in itself can be interpreted as a fall prevention strategy.  

The findings of this study have wider implications for clinical practice that include the need 

for sustained investment in cultural change in nursing to support further empowerment of 

nurses from “unspoken rules” that bind.  In addition, the need for active encouragement of 

clinical leadership to facilitate and lead change is imperative if nurses are to be supported to 

confront such issues as how processes of socialisation impede progress towards 

empowerment.  Without leadership, powerful bureaucratic forces in health care threaten 

sustained success of initiatives as achieved with the action research through PD.  With 

effective leadership, the possibilities are myriad and exciting providing hope and 

encouragement. 
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APPENDIX 2  Measurement instruments (Rosenberg Self-esteem Scale, Nursing Professional Values  
Scale, Index of Work Satisfaction) 

 
• Permission to use the Rosenberg Self-esteem Scale has been granted by the Rosenberg 

family.  
• The Nursing Professional Values Scale is not available in published form.  Permission 

to use the Nursing Professional Values Scale is included in Appendix 2b. 
• The Index of Work Satisfaction is available in published form therefore did not require 

permission for use. 
 
 
APPENDIX 2a Rosenberg Self-esteem Scale -  
 
Rosenberg Self-esteem Scale 
 
The scale is a ten point Likert scale with items answered on a four point scale – from 
strongly agree to strongly disagree.  The scoring for some items needs to be reversed so that 
in each case the scores go from less to more self-esteem.   
 
Instructions for scoring:  Below is a list of statements dealing with your general feelings 
about yourself.  I f you strongly agree, circle SA.  If you agree with the statement, circle A.  
If you disagree, circle D.  If you strongly disagree, circle SD. 
 
  Strongly 

agree 
Agree Disagree Strongly 

disagree 
1 On the whole, I am satisfied with myself  

 
SA A D SD 

2 * At times I  think I am no good at all 
 

SA A D SD 

3 I feel that I have a number of good qualities  
 

SA A D SD 

4 I am able to do things as well as most other people 
 

SA A D SD 

5 * I feel that I do not have much to be proud of 
 

SA A D SD 

6 * I certainly feel useless at times 
 

SA A D SD 

7 I feel that I am a person of worth, at least on an equal 
plane with others  
 

SA A D SD 

8 * I wish I could have more respect for myself 
 

SA A D SD 

9 * All in all, I am inclined to feel that I am a failure 
 

SA A D SD 

10 I take a positive attitude toward myself 
 

SA A D SD 
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APPENDIX 2a Reliability Scores For Rosenberg Self-esteem Scale - All nurses – Phase 1 
 
Method 2 (covariance matrix) will be used for this analysis  
 
N of Cases =        95.0 
 
                                                    
Statistics for Scale             
Mean    Variance     Std Dev   N of Variables 
16.9789    23.6378      4.8619        10 
 
Item Means            
Mean    Minimum    Maximum      Range    Max/Min   Variance 
1.6979     1.4105     2.0105      .6000     1.4254      .0443 
 
Item Variances        
Mean    Minimum    Maximum      Range    Max/Min   Variance 
.5026      .3371      .7765      .4394     2.3037      .0235 
 
 
Item-total Statistics 
 
       Scale  Scale      Corrected 
       Mean  Variance       Item-        Alpha 
       if Item     if Item       Total         if Item 
       Deleted     Deleted    Correlation      Deleted 
 
R1          15.0632      19.3364     .6086         .8619 
R2          15.1789      18.9783     .5960         .8631 
R3          15.4526      20.3568     .5619         .8659 
R4          15.3579      21.3599     .3566         .8784 
R5          15.4211      18.8421     .6782         .8563 
R6          14.9684      19.2011     .4740         .8760 
R7          15.4737      19.5073     .7126         .8559 
R8          15.0211      18.1059     .6784         .8562 
R9          15.5684      19.1628     .6598         .8580 
R10         15.3053      19.2782     .7212         .8546 
 
 
Reliability Coefficients    10 items 
 
Alpha =   .8749           Standardized item alpha =   .8793 
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APPENDIX 2b Nursing Professional Values Scale -  
 
Nursing Professional Values Scale 
Indicate the importance of the following value statements relative to nursing practice.  
Please circle degree of importance (1 = not important and 5 = most important) for each 
statement. 
 
 
  Not 

important 
Somewhat 
important 

Important Very 
important 

Most 
important 

  1 2 3 4 5 
 
1 

 
Engage in on-going self-evaluation 
 

 
1 

 
2 

 
3 

 
4 

 
5 

2 Request consultation/ collaboration 
when unable to meet client needs 

1 2 3 4 5 

3 Protect public from unsafe health 
products/practices 

1 2 3 4 5 

4 Participate in public policy decision 
affecting dis tribution of resources 

1 2 3 4 5 

5 Articulate values and goals of the 
nursing profession 

1 2 3 4 5 

6 Provide pertinent client data to 
health team 

1 2 3 4 5 

7 Participate in peer review 
 

1 2 3 4 5 

8 Use guidelines to determine 
appropriateness of research 

1 2 3 4 5 

9 Establish standards as guide for 
daily nursing practice 

1 2 3 4 5 

10 Maintain standards where planned 
learning activities for students take 
place 

1 2 3 4 5 

11 Initiate actions to improve working 
conditions 

1 2 3 4 5 

12 Use assessment data to formulate 
nursing diagnoses  

1 2 3 4 5 

13 Seek additional continuing 
education updating knowledge and 
skills  

1 2 3 4 5 

14 Accept delegation relative to 
competency and legality 

1 2 3 4 5 

15 Devise care plans with client/family 
participation 

1 2 3 4 5 

16 Seek peer review and evaluation of 
own practice 

1 2 3 4 5 

17 Delegate nursing care activities 
based on knowledge, skill, 
education, and legalities 

1 2 3 4 5 

18 Promote equitable access to nursing 
and health care 

1 2 3 4 5 

19 Assume responsibility for meeting 
health needs of the public 

1 2 3 4 5 

20 Provide data for client/family 
decision making 

1 2 3 4 5 
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  Not 
important 

Somewhat 
important 

Important Very 
important 

Most 
important 

  1 2 3 4 5 
 
21 

 
Recognise client’s right to choose 
treatment plan 

 
1 

 
2 

 
3 

 
4 

 
5 

22 Follow written guidelines for 
information on disclosure requests 

1 2 3 4 5 

23 Participate in development of 
ethical guidelines  

1 2 3 4 5 

 
24 

Assume accountability to public for 
implementing and monitoring 
nursing standards 

 
1 

 
2 

 
3 

 
4 

 
5 

25 Participate in determining terms 
and conditions of employment 

1 2 3 4 5 

26 Recognises the boundaries of 
professional nursing practice 

1 2 3 4 5 

27 Use title of registered nurse to 
enhance image of the profession 

1 2 3 4 5 

28 Provide high quality nursing are in 
accord with standards 

1 2 3 4 5 

29 Participate in evaluation of 
standards to improve nursing care 

1 2 3 4 5 

30 Accepts responsibility and 
accountability for own practice 

1 2 3 4 5 

31 Maintain competency in area of 
practice 

1 2 3 4 5 

32 Promote consumer education of 
health care products and practices 

1 2 3 4 5 

33 Participate in institutional decisions 
affecting distribution of resources 

1 2 3 4 5 

34 Protect moral and legal rights of 
clients 

1 2 3 4 5 

35 Refuse to participate in care if in 
ethical opposition to own 
professional values 

1 2 3 4 5 

36 Act as a patient advocate 
 

1 2 3 4 5 

37 Participate in nursing research 
 

1 2 3 4 5 

38 Foster working conditions 
conducive to practice by 
established standards 

1 2 3 4 5 

39 Provide care without prejudice to 
clients of varying lifestyles  

1 2 3 4 5 

40 Safeguard client’s right to privacy 
 

1 2 3 4 5 

41 Confront practitioners with 
questionable or inappropriate 
practice 

1 2 3 4 5 

42 Protect rights of participants in 
research 

1 2 3 4 5 

43 Use appropriate research in practice 
 

1 2 3 4 5 

44 Use the Code of Ethics as guide for 
practice 

1 2 3 4 5 
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APPENDIX 2b Consent to use the Nursing Professional Values Scale  
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APPENDIX 2b Reliability Scores for Nursing Professional Scale - All nurses – Phase 1 
 
Method 2 (covariance matrix) will be used for this analysis  
 
N of Cases =        95.0 
 
Statistics for Scale       
Mean    Variance    Std Dev   N of Variables 
178.8632   459.8853     21.4449         44 
 
Item Means  
Mean    Minimum    Maximum      Range    Max/Min   Variance 
4.0651     3.1789     4.7579     1.5789     1.4967      .1802 
 
Item Variances 
Mean    Minimum    Maximum      Range    Max/Min   Variance 
.7264      .2269     1.3803     1.1534     6.0839      .0733 
 
 
R E L I A B I L I T Y   A N A L Y S I S   -   S C A L E   (A L P H A) 
 
Item-total Statistics 
 
       Scale        Scale      Corrected 
       Mean         Variance   Item-           Alpha 
       if Item      if Item    Total           if Item 
       Deleted      Deleted    Correlation     Deleted 
 
NPV1   175.1789   439.7017    .4560       .9517 
NPV2   174.6105     442.2190     .5070         .9513 
NPV3   174.2421     447.1003     .5185         .9514 
NPV4   175.4211     440.0123     .4682         .9516 
NPV5   174.9579     430.5940     .7142         .9500 
NPV6   174.5579     441.3769     .5623         .9510 
NPV7   175.4737     435.7413     .5123         .9514 
NPV8   175.3053     429.3207     .6923         .9501 
NPV9   174.6842     437.4950     .5822         .9509 
NPV10  174.6000     443.6043     .5215         .9512 
NPV11  174.4947     444.6569     .5109         .9513 
NPV12  175.0316     432.5841     .6499         .9504 
NPV13  174.5158     441.1673     .5725         .9510 
NPV14  174.6105     440.5595     .6143         .9508 
NPV15  175.0632     435.4215     .5715         .9509 
NPV16  175.3789     430.9825     .6973         .9501 
NPV17  174.6000     439.3064     .6396         .9506 
NPV18  174.8842     436.1247     .6487         .9505 
NPV19  175.3263     434.7966     .5857         .9508 
NPV20  174.9158     435.4822     .6255         .9511 
NPV22  174.6526     441.6972     .5332         .9512 
NPV23  174.8632     436.2258     .6000         .9507 
NPV24  175.0211     433.3187     .6497         .9504 
NPV25  175.0421     444.5940     .3475         .9524 
NPV26  174.4842     443.1886     .5480         .9511 
NPV27  175.3684     443.4054     .3052         .9532 
NPV28  174.2316     443.6054     .6695         .9508 
NPV29  174.7789     437.0889     .6341         .9506 
NPV30  174.1053     448.1377     .5698         .9513 
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NPV31  174.1474     447.9355     .5814         .9513 
NPV32  175.3895     436.9212     .5907         .9508 
NPV33  175.6842     440.8567     .4454         .9518 
NPV34  174.2632     445.0896     .5456         .9512 
NPV35  174.8842     452.5290     .1397         .9540 
NPV36  174.4105     445.3722     .4132         .9518 
NPV37  175.5579     433.5046     .5890         .9508 
NPV38  174.9895     438.0744     .6304         .9506 
NPV39  174.3579     442.3812     .5123         .9513 
NPV40  174.1789     448.1059     .4920         .9515 
NPV41  174.4000     441.7745     .5884         .9509 
NPV42  174.7053     431.4867     .6571         .9504 
NPV43  174.8947     433.5633     .6966         .9502 
NPV44  174.4842     436.8056     .6584         .9505 
 
 
Reliability Coefficients    44 items 
 
Alpha =   .9521           Standardized item alpha =   .9557 
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APPENDIX 2b Decision matrix for the use of the codes in the Nursing Professional Values Scale based  
on reliability scores for the group of all nurses before the intervention. 

 

 

 

 

 

 

 

 

 

 

 

C
ode 

Cronbach 
alpha 

Item not 
contributing 

Cronbach alpha 
if item deleted 

Reason Decision 

1 .6616 
 

Item 35 .7728 
 

Maybe due to interpretation of 
wording, Directly related to care-
giving,  

Accept code 
without item 
35  

2 .5644 Nil Not applicable Does not relate to care-giving Reject code 

3 .5277 
 

Item 36 for 
intervention group 

.5731 Maybe due to interpretation of 
wording 

Accept code 
without item 
36 

4 .6770 Nil Not applicable Directly related to care-giving Accept code 
unchanged 

5 .7200 Nil Not applicable Directly related to care-giving Accept code 
unchanged 

6 .7537 
 

Item 2 .7637 Directly related to care-giving Accept code 
without item 2 

7 .8143 Nil Not applicable Related to performance as 
participation, increases own 
knowledge 

Accept code 
unchanged 

8 .7552 Nil Not applicable Related to performance as 
participation, increases own 
responsibility 

Accept code 
unchanged 

9 .6135 Item 25 .6456 Does not relate to care-giving Reject code 

10 .4688 Item 3  .5579 Nurses in this context do not 
participate in product selection, Does 
not relate to care-giving 

Reject code 

11 .7731 Nil Not applicable Does not relate to care-giving Reject code 

 

CODE 

Does this code directly relate to the 
Nurse/patient interface (care-giving) in the 

context of patient falls? 

Yes No 

Accept Reject 
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APPENDIX 2b Reliability Scores For Nursing Professional Values Scale - All nurses - adjusted 
 
Method 2 (covariance matrix) will be used for this analysis  
 
N of Cases =        95.0 
 
                                                     N of 
Statistics for Scale    Mean    Variance    Std Dev  Variables 
              106.6526   191.0163    13.8209         26 
 
Item Means   
Mean     Minimum    Maximum      Range    Max/Min  Variance 
4.1020     3.3053     4.7579     1.4526     1.4395      .1631 
 
Item Variances        
Mean    Minimum    Maximum      Range    Max/Min   Variance 
.7196      .2269     1.1552      .9283     5.0918      .0682 
 
R E L I A B I L I T Y   A N A L Y S I S   -   S C A L E   (A L P H A) 
 
Item-total Statistics 
 
       Scale  Scale      Corrected 
       Mean  Variance       Item-        Alpha 
       if Item     if Item       Total         if Item 
       Deleted     Deleted    Correlation      Deleted 
 
NPV1   102.9684    176.6692     .5005         .9373 
NPV7        103.2632    175.4087     .5076         .9374 
NPV8        103.0947    171.4697     .6864         .9344 
NPV9        102.4737    175.9328     .6076         .9355 
NPV10       102.3895    180.5169     .5177         .9367 
NPV12       102.8211    172.0421     .7049         .9341 
NPV13       102.3053    178.7037     .5820         .9359 
NPV14       102.4000    178.5830     .6110         .9356 
NPV15       102.8526    175.8717     .5426         .9366 
NPV16       103.1684    171.6522     .7281         .9338 
NPV17       102.3895    177.9637     .6271         .9354 
NPV20       102.7053    175.5292     .6128         .9355 
NPV21       102.1579    180.2408     .5629         .9362 
NPV23       102.6526    176.9738     .5452         .9364 
NPV24       102.8105    174.1552     .6373         .9351 
NPV26       102.2737    180.4562     .5336         .9365 
NPV29       102.5684    176.0139     .6468         .9350 
NPV30       101.8947    183.6909     .5484         .9369 
NPV31       101.9368    183.5492     .5610         .9368 
NPV34       102.0526    181.7951     .5233         .9367 
NPV37       103.3474    173.3142     .6122         .9356 
NPV39       102.1474    179.7015     .5092         .9368 
NPV41       102.1895    179.2829     .5890         .9359 
NPV42       102.4947    173.0611     .6420         .9351 
NPV43       102.6842    174.5162     .6758         .9346 
NPV44       102.2737    176.0094     .6637         .9349 
 
Reliability Coefficients    26 items 
 
Alpha =   .9381           Standardized item alpha =   .9406 
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APPENDIX 2c Index of Work Satisfaction 
 
Index of Work Satisfaction 
 
The following items represent statements about satisfaction with your occupation.  Please 
respond to each item.  It may be very difficult to fit your responses into the seven 
categories, select the category that comes closest to your response to the statement.  It is 
very important to give your honest opinion.  Please do not go back and change any of your 
answers. 
 
Instructions for scoring Please circle the number that most closely indicates how you feel 
about each statement.  The left set of numbers indicate degrees of disagreement.  The right 
set of numbers indicates degrees of agreement.  The centre number means “undecided”.  
Please use this as little as possible.  For example, if you strongly disagree with the first 
item, circle 1; if you moderately agree with the first statement, you would circle 6. 
 
Remember: The more strongly you feel about the statement, the further from the centre you 
should circle, with disagreement to the left and agreement to the right. 
 
 Disagree Agree 
1 My present salary is satisfactory 1 2 3 4 5 6 7 
2 Most people do not sufficiently appreciate the importance of 

nursing care to hospital patients 
1 2 3 4 5 6 7 

3 The nursing personnel on my service do not hesitate to pitch in and 
help one another out when things get in a rush 

1 2 3 4 5 6 7 

4 There is too much clerical and “paperwork” required of nursing 
personnel in  this hospital 

1 2 3 4 5 6 7 

5 The nursing staff have sufficient control over scheduling their own 
work shifts in my hospital 

1 2 3 4 5 6 7 

6 Physicians in general cooperate with nursing staff on my unit  1 2 3 4 5 6 7 
7 I feel that I am supervised more closely than is necessary 1 2 3 4 5 6 7 
8 Excluding myself, it is my impression that a lot of nursing 

personnel at this hospital are dissatisfied with their pay 
1 2 3 4 5 6 7 

9 Nursing is a long way from being recognised as a profession 1 2 3 4 5 6 7 
10 New employees are not quickly made to “feel at home: on my unit  1 2 3 4 5 6 7 
11 I think I could do a better job if I did not have so much to do all 

the time 
1 2 3 4 5 6 7 

12 There is a great gap between the administration of this hospital and 
the daily problems of the nursing service 

1 2 3 4 5 6 7 

13 I feel I have sufficient input into the program of care for each of 
my patients  

1 2 3 4 5 6 7 

14 Considering what is expected of nursing service personnel at this 
hospital, the pay we get is reasonable 

1 2 3 4 5 6 7 

15 There is no doubt whatever in my mind that what I do on my job is 
really important 

1 2 3 4 5 6 7 

16 There is a good deal of teamwork and cooperation between various 
levels of nursing personnel on my service 

1 2 3 4 5 6 7 

17 I have too much responsibility and not enough authority 1 2 3 4 5 6 7 
18 There are not enough opportunities for advancement of nursing 

personnel at this hospital 
1 2 3 4 5 6 7 

19 There is a lot of teamwork between nurses and doctors on my unit  1 2 3 4 5 6 7 
20 On my service, my supervisors make all the decisions.  I have little 1 2 3 4 5 6 7 
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direct control over my own work 
21 The present rate of increase in pay for nursing service personnel at 

this hospital is not satisfactory 
1 2 3 4 5 6 7 

22 I am satisfied with the type of activities that I do on my job 1 2 3 4 5 6 7 
23 The nursing personnel on my service are not as friendly and 

outgoing as I would like  
1 2 3 4 5 6 7 

24 I have plenty of time and opportunity to discuss patient care 
problems with other nursing service personnel 

1 2 3 4 5 6 7 

25 There is ample opportunity for nursing staff to participate in the 
administrative decision-making process 

1 2 3 4 5 6 7 

26 A great deal of independence is permitted, if not required, of me 1 2 3 4 5 6 7 
27 What I do on my job does not add up to anything really significant 1 2 3 4 5 6 7 
28 There is a lot of “rank consciousness” on my unit.  Nursing 

personnel seldom mingle with others of lower ranks 
1 2 3 4 5 6 7 

29 I have sufficient time for direct patient care 1 2 3 4 5 6 7 
30 I am some times frustrated because all of my activities seem 

programmed for me 
1 2 3 4 5 6 7 

31 I am sometimes required to do things on my job that are against 
my better professional nursing judgement 

1 2 3 4 5 6 7 

32 From what I hear from and about nursing service personnel at 
other hospitals, we at this hospital are being fairly paid 

1 2 3 4 5 6 7 

33 Administrative decisions at this hospital interfere too much with 
patient care  

1 2 3 4 5 6 7 

34 It makes me proud to talk to other people about what I do on my 
job 

1 2 3 4 5 6 7 

35 I wish the physicians here would show more respect for the skill 
and knowledge of the nursing staff 

1 2 3 4 5 6 7 

36 I could deliver much better care if I had more time with each 
patient 

1 2 3 4 5 6 7 

37 Physicians at this hospital generally understand and appreciate 
what the nursing staff does 

1 2 3 4 5 6 7 

38 If I had the decision to make all over again, I would still go into 
nursing 

1 2 3 4 5 6 7 

39 The physicians at this hospital look down too much on the nursing 
staff 

1 2 3 4 5 6 7 

40 I have all the voice in planning policies and procedures for this 
hospital and my unit that I want 

1 2 3 4 5 6 7 

41 My particular job really doesn’t require much skill or “know-how”  1 2 3 4 5 6 7 
42 The nursing administrators generally consult with the staff on 

daily problems and procedures 
1 2 3 4 5 6 7 

43 I have the freedom in my work to make important decisions as I 
see fit, and can count on my supervisors to back me up 

1 2 3 4 5 6 7 

44 An upgrading of pay schedules for nursing personnel is needed at 
this hospital 

1 2 3 4 5 6 7 

 
Ward:   Years of service: 
 
Circle answers 
 
EN RN  Certificate Degree  Postgraduate 
 
Have you done this survey before: Y N 
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APPENDIX 2c  Reliability Scores For Index of Work Satisfaction - All nurses – Phase 1 
 
Method 2 (covariance matrix) will be used for this analysis  
 
N of Cases =        92.0 
 
Statistics for Scale       
Mean    Variance    Std Dev   N of Variables 
179.4565   895.7014    29.9283         44 
 
Item Means            
Mean    Minimum    Maximum      Range    Max/Min   Variance 
4.0786     1.7609     6.5217     4.7609     3.7037     1.4625 
 
Item Variances        
Mean    Minimum    Maximum      Range    Max/Min   Variance 
2.6837      .8457     5.4773     4.6316     6.4768      .6476 
 
 
Item-total Statistics 
 
       Scale  Scale      Corrected 
       Mean  Variance       Item-        Alpha 
       if Item     if Item       Total         if Item 
       Deleted     Deleted    Correlation      Deleted 
 
P1        176.4565       855.9212     .3461         .8865 
P8        177.0543       863.0629     .3454         .8864 
P14       176.8370       850.2478     .4305         .8851 
P21       176.4130       847.1682     .3942         .8857 
P32       175.9022       869.9354     .2025         .8889 
P44       177.2500       865.9698     .3280         .8866 
PS2       174.5217       903.4171    -.1019         .8935 
PS9       176.5109       853.2636     .3984         .8856 
PS15      173.0217       876.7028     .2643         .8874 
PS27      173.3913       863.5815     .3771         .8860 
PS34      174.4022       839.6716     .4742         .8843 
PS38      175.3261       824.7716     .4869         .8840 
PS41      172.9348       890.2594     .0838         .8890 
IN3       174.5543       863.1728     .3606         .8862 
IN10      174.2391       869.7444     .2082         .8888 
IN16      174.4565       855.8113     .4251         .8853 
IN23      174.2717       864.9473     .2930         .8872 
IN28      173.6848       873.0094     .2283         .8880 
IN6       174.5326       864.2077     .4100         .8857 
IN19      174.7609       863.3927     .3442         .8864 
IN35      176.2500       855.7500     .3302         .8868 
IN37      175.0761       844.1810     .5232         .8837 
IN39      174.9239       858.2689     .3597         .8862 
TR4       176.9130       877.5968     .2028         .8882 
TR11      177.4022       882.3530     .1627         .8885 
TR22      174.6739       842.9914     .5290         .8836 
TR24      175.9783       833.4940     .5651         .8828 
TR29      176.7500       856.1896     .3602         .8862 
TR36      177.6957       885.7745     .1013         .8894 
OP5       175.4022       843.1002     .4550         .8846 
OP12      176.7283       862.8814     .3398         .8865 
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OP18      175.6630       840.1160     .5415         .8834 
OP25      176.6522       846.7129     .5301         .8838 
OP33      175.6739       846.2002     .5083         .8840 
OP40      175.9565       838.5256     .4798         .8842 
OP42      176.2609       845.5576       .4647       .8845 
AU7       173.8804       869.8866       .2729       .8874 
AU13      174.4783       850.7578       .4890       .8844 
AU17      175.5978       847.5618       .4799       .8844 
AU20      174.5109       846.0328       .4693       .8845 
AU26      174.6413       859.8150       .3509       .8863 
AU30      175.1522       863.8887       .3030       .8870 
AU31      174.5543       849.6124       .3981       .8856 
AU43      175.2935       832.0338       .6005       .8823 
 
 
Reliability Coefficients    44 items 
 
Alpha =   .8884           Standardized item alpha =   .8861 
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APPENDIX 2d Instrument used to measure nurses’ perception of empowerment within their own  
unit. 

 
Nelson and Burns Framework   DATE  _________/_________/_________ 
 
 
The following four sentences describe your ward and your team.  Please choose (tick) 
one of these that best describe your ward. 
 
Could you please choose a name for yourself that only you know and that will protect your 
identity.  You must remember what this is so your response today may be matched with 
your response at a later date. 
           
 Name:______________________  
 
 

ο Reactive:  Individual contributions are diffuse, fragmented, and 
controlled 

 
 

ο Responsive: Each member of the team recognises their values, talents, and 
abilities, and applies them in achieving organisational goals  

 

ο Proactive: Individuals work to develop skills that enable higher levels of 
performance for themselves and others.  Creativity and 
innovation is implemented 
 

ο High-performance team:    
Members can create a synergistic environment that capitalises 
on individual abilities.  Transformational change is embraced 
and ongoing. 
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APPENDIX 3  Information sheet and consent for participants 
 

                          Information sheet on research project 
 
Research project title: THE ELUSIVE INDICATOR: WILL 
IMPROVING NURSES' RELATIONSHIP TO THEIR WORK,   

 INCREASE THEIR USE OF FALLS PREVENTION STATEGIES. 
 
Research project - information 
The purpose of this research is to investigate if an intervention aimed at improving nurses' 
relationship to their work will lead to increased use of falls prevention strategies.  This study is part 
of a Doctor of Nursing degree with the University of Technology, Sydney and the researcher will be 
supervised by Professor Judith Donoghue (ph. 02- 950 2184) judith.donoghue@uts.edu.au. 
 
All the nurses working in the medical wards at Gosford Hospital will be invited to participate in this 
research project.  The research would include completion of some questionnaires on work 
satisfaction, self-esteem and nursing professional values.  Nurses working in Ward 17 and 19 will 
also participate in group sessions that will examine and evaluate falls prevention strategies such as 
assessment, communication and current practice.  The researcher will also conduct a small field 
study prior to the groups observing current practice.  It is anticipated that the group sessions will 
lead to new work practices that will be implemented and evaluated. 
 
Field notes will be collected during the group work and participants may review or request erasure 
at any time during these sessions.   
 
Participation in the attitude part of the project is entirely voluntary and participants may withdraw at 
any time without reason.  If any participants decide to withdraw, their decision will be accepted 
unconditionally and their data destroyed.  Non-participation will not result in any adverse effects for 
the individual and will not affect the relationship of the nurse with the Area Health Service or other 
staff.  However, participation in the group work is considered an acceptable part of the practice of a 
nurse.  Consideration and exemption without penalty will be given to any nurse who does not wish 
to have their responses included in the research.  
 
Confidentiality of the material collected will be guaranteed and all names will be substituted with a 
study number.  Data will be accessible to the researcher and the supervisor only.  Hard copy of data 
from the questionnaires, observations and any field notes will be stored in a locked cupboard and 
electronically stored data will be password protected during the study and for seven (7) years after.  
In addition data will be stored in a secure area within the Faculty of Nursing, University of 
Technology, Sydney for five (5) years.  After this time, all documents and data will be destroyed. 
The data gathered will only be used for this project and will be published with the prior approval of 
the participants. 
 
Any information about this research project either before agreeing to participate or later, may be 
directed to Jennifer Dempsey, Clinical Nurse Consultant, on 02 43 20 3745  or 
jdempsey@doh.health.nsw.gov.au.  Results of the project will be contained in a report for the 
University of Technology, Sydney and CCH and will identify important strategies that may improve 
the use of falls prevention strategies in an acute care facility. 
 
NOTE:  
If you have any complaints or reservations about any aspect of your participation in this research which you cannot resolve with the 
researcher, you may contact the Eth ics Committee through the Research Ethics Office, Ms Susanna Davis (ph: 02-9514 1279) 
Susanna.Davis@uts.edu.au.  Any complaints you make will be treated in confidence and you will be informed of the outcome. 
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                                    Consent to participate in research 
 
THE ELUSIVE INDICATOR: WILL IMPROVING NURSES' RELATIONSHIP TO 
THEIR WORK, INCREASE THEIR USE OF FALLS PREVENTION STATEGIES. 
 

I ______________________________ agree to participate in the research project named above 
being conducted by Jennifer Dempsey (0243 203745) jdempsey@doh.health.nsw.gov.au of the 
University of Technology, Sydney, for the purpose of her Doctor of Nursing degree. This research 
will be supervised by Professor Judith Donoghue (ph. 02- 950 2184) judith.donoghue@uts.edu.au. 
 
 
I understand that the purpose of this study is to investigate if an intervention aimed at improving 
nurses' relationship to their work will lead to increased use of falls prevention strategies.  I 
understand that I will be required to complete three questionnaires.  In addition, I understand that 
there will observations of nursing practice in Ward 17 and 19 conducted during the research period. 
 
I understand that my consent to participate in the attitude testing is voluntary and I may withdraw at 
any time without reason.  My decision not to volunteer or to withdraw will be accepted 
unconditionally and will not result in any adverse effects for me or alter my position or relationships 
within the Health Service. 
 
I understand that field notes will be collected during the group sessions and that I may review these 
at any time and request erasure.  If I wish to clarify any issue raised during the group, I may discuss 
these at the time or may contact the researcher at a later point.  The mailing address is: Clinical 
Nurse Consultant, Division of Medicine, Gosford Hospital, Holden Street, Gosford, NSW 2250. 
 
I understand that information from the questionnaires will be confidential and that identification of 
me in the research report or any other publication arising from the research will not be possible.  If I 
participate in the group work, I understand that my identity will be protected by a code and that this 
consent allows the use of my responses for the research.  In addition, I confirm that I will not 
communicate or in any manner disclose publicly information that is discussed during the course of 
that group work.  I agree not to talk about material relating to this study with anyone outside my 
fellow group members and the researcher.  I agree that the data gathered for this research project 
will only be used for this project and will be published in a form that does not identify me in any 
way.    
 
I have read and understood the information sheet provided by the researcher and all questions have 
been answered to my satisfaction.  I consent to participate in the research about nurses' work and 
falls prevention. 
 
..............................................    .........................................................   ........./......../..…... 
Signed by (Name)     Signature                                 Date 
 
..............................................    ........................................................   ........./......../…...... 
Witnessed by (Name)    Signature    Date  
 
 
NOTE:  
If you have any complaints or reservations about any aspect of your participation in this research which you cannot resolve with the 
researcher, you may contact the Ethics Committee through the Research Ethics Office, Ms Susanna Davis (ph: 02-9514 1279) 
Susanna.Davis@uts.edu.au.  Any complaints you make will be treated in confidence and you will be informed of the outcome. 
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APPENDIX 4  Profile of patient falls  
 

Gender Male  Female  Age < 71yrs 71-
80yrs  

81-
90yrs 

>90yrs 

 654 501   365 385 347 81 
 

            
Mental Alert Not alert  Location Bed Bath Other 
status 544 510   706 264 321 

        

            
   
Activity Bed Walk Shower Toilet Chair Other  Witness Not witness. 

 352 337 78 165 206 15  255 931 
 

Gender

57%

43% Male 

Female

Age

31%

33%

29%

7%

< 71yrs

71-80yrs

81-90yrs

>90yrs

Mental status

52%
48% Alert

Not alert

Activity

31%

29%
7%

14%

18%
1%

Bed

Walk

Shower

Toilet

Chair

Other

Witness to the fall

22%

78%

Witness

Not witness.

Location

55%

20%

25%

Bed

Bath

Other
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Mobility S/amb Amb/1 Wheel Bedbound  Time 6/12 
pm 

12/6 
pm 

6/12 
am 

12/6 
am 

status 318 696 61 81   372 254 307 233 
     

  
 

Injury Injury Serious  Non 
injury 

 Stroke R stroke Stroke Other 

         
410 24 721   41 127 987 

 

Mobility status

28%

60%

5%

7%

S/amb

Amb/1

W h e e l

Bedbound

Time of fal l

32%

22%

26%

20%

6/12pm

12/6pm

6/12am

12/6am

Injury

35%

2%
63%

Injury

Serious

Non injury

Impact of stroke

4%
11%

85%

R stroke

Stroke

Other
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APPENDIX 5  Comparison tables for item means for Rosenberg Self-esteem Scale, Nursing  
Professional Values Scale & Index of Work Satisfaction. 

 
 
Table 1  Comparison between groups for item means for the Rosenberg Self-esteem Scale (p<0.05) 
 

Rosenberg 
Questions 

All Before 
intervention 
 
n=95  

All After 
intervention 
 
n=96 

Intervention 
group 
Before 
n=37 

Intervention 
group After 
 
n=41 

Non-
intervention 
group Before 
n=58 

Non-
intervention 
group After 
n=55 

 Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Q1 1.92 
.710 

1.74 
.567 

1.95 
.743 

1.66 
.480 

1.90 
.693 

1.80 
.621 

Q2 1.80 
.780 

1.87 
.790 

1.73 
.805 

1.83 
.803 

1.83 
.753 

1.89 
.786 

Q3 1.53 
.581 

1.54 
.541 

1.54 
.505 

1.49 
.506 

1.47 
.537 

1.58 
.567 

Q4 1.62 
.587 

1.69 
.586 

1.68 
.580 

1.61 
.628 

1.54 
.503 

1.75 
.552 

Q5 1.56 
.725 

1.59 
.748 

1.65 
.857 

1.59 
.774 

1.45 
.536 

1.60 
.735 

Q6 2.01 
.881 

1.92 
.804 

1.87 
.918 

1.83 
.803 

2.16 
.875 

1.98 
.805 

Q7 1.51 
.599 

1.63 
.603 

1.49 
.507 

1.46 
.505 

1.48 
.628 

1.75 
.645 

Q8 1.96 
.837 

1.97 
.814 

1.92 
.759 

1.88 
.812 

1.97 
.878 

2.04 
.816 

Q9 1.41 
.692 

1.44 
.558 

1.43 
.689 

1.32 
.522 

1.36 
.613 

1.53 
.573 

Q10 1.67 
.626 

1.73 
.571 

1.57 
.555 

1.59 
.547 

1.72 
.547 

1.84 
.570 

Scale 
SD 
Item mean 

16.98 
4.86 
1.70 

17.10 
4.77 
1.71 

16.81 
4.62 
1.68 

16.24 
4.53 
1.62 

16.86 
4.61 
1.69 

17.75 
4.89 
1.78 
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Table 2  Comparison between groups for item means for the Nursing Professional Values Scale (p<0.05) 
 

Code 1 All Before 
intervention 
 
n=95  

All After 
intervention 
 
n=96 

Intervention 
group 
Before 
n=37 

Intervention 
group After 
 
n=41 

Non-
intervention 
group Before 
n=58 

Non-
intervention 
group After 
n=55 

 Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Item 20 3.95 
.904 

3.93 
.921 

3.97 
.957 

4.20 
.813 

3.93 
.876 

3.73 
.952 

Item 21 4.49 
.682 

4.46 
.679 

4.43 
.835 

4.56 
.594 

4.53 
.569 

4.38 
.733 

Item 34 4.60 
.626 

4.52 
.680 

4.60 
.599 

4.56 
.634 

4.60 
.647 

4.49 
.717 

Item 39 4.51 
.784 

4.49 
.681 

4.49 
.837 

4.54 
.674 

4.52 
.755 

4.46 
.689 

Scale 
SD 
Item mean 

17.55 
2.33 
4.39 

17.40 
2.31 
4.35 

17.49 
2.48 
4.37 

17.85 
1.96 
4.46 

17.59 
2.26 
4.40 

17.10 
2.50 
4.26 

 
Code 3 All Before 

intervention 
 
n=95  

All After 
intervention 
 
n=96 

Intervention 
group 
Before 
n=37 

Intervention 
group After 
 
n=41 

Non-
intervention 
group Before 
n=58 

Non-
intervention 
group After 
n=55 

 Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Item 7 3.39 
1.08 

3.57 
.971 

3.41 
1.07 

3.66 
.990 

3.38 
1.09 

3.51 
.960 

Item 23 4.00 
.911 

3.73 
.957 

4.19 
.701 

3.81 
1.08 

3.88 
1.01 

3.67 
.862 

Item 41 4.46 
.712 

4.34 
.856 

4.35 
.753 

4.34 
.855 

4.54 
.681 

4.35 
.865 

Scale 
SD 
Item mean 

11.85 
1.93 
3.95 

11.65 
2.13 
3.88 

11.95 
1.89 
3.98 

11.81 
2.10 
3.94 

11.79 
1.97 
3.93 

11.53 
2.17 
3.84 

 
Code 4 All Before 

intervention 
 
n=95  

All After 
intervention 
 
n=96 

Intervention 
group 
Before 
n=37 

Intervention 
group After 
 
n=41 

Non-
intervention 
group Before 
n=58 

Non-
intervention 
group After 
n=55 

 Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Item 12 3.83 
.975 

3.85 
.917 

3.62 
1.06 

3.88 
.927 

3.97 
.898 

3.84 
.918 

Item 15 3.80 
.985 

3.98 
.870 

3.76 
1.04 

4.22 
.725 

3.83 
.958 

3.80 
.931 

Item 30 4.76 
.477 

4.55 
.724 

4.87 
.347 

4.56 
.808 

4.69 
.537 

4.55 
.662 

Item 44 4.38 
.814 

4.25 
.929 

4.32 
.915 

4.32 
.986 

4.42 
.750 

4.20 
.890 

Scale 
SD 
Item mean 

16.77 
2.39 
4.19 

16.64 
2.66 
4.16 

16.57 
2.63 
4.14 

16.98 
2.57 
4.24 

16.90 
2.24 
4.22 

16.38 
2.73 
4.10 
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Code 5 All Before 
intervention 
 
n=95  

All After 
intervention 
 
n=96 

Intervention 
group 
Before 
n=37 

Intervention 
group After 
 
n=41 

Non-
intervention 
group Before 
n=58 

Non-
intervention 
group After 
n=55 

 Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Item 1 3.68 
1.00 

3.615 
1.01 

3.5 
1.01 

3.71 
1.08 

3.74 
1.00 

3.55 
.959 

Item 13 4.35 
.755 

4.26 
.785 

4.35 
.716 

4.34 
.884 

4.35 
.785 

4.20 
.705 

Item 16 3.48 
.966 

3.54 
.917 

3.46 
.869 

3.61 
.946 

3.50 
1.03 

3.49 
.900 

Item 31 4.72 
.476 

4.56 
.678 

4.73 
.450 

4.66 
.575 

4.71 
.496 

4.49 
.742 

Scale 
SD 
Item mean 

16.23 
2.44 
4.06 

15.98 
2.66 
4.00 

16.14 
2.39 
4.03 

16.32 
2.74 
4.08 

16.30 
2.49 
4.07 

15.73 
2.60 
3.93 

 
Code 6 All Before 

intervention 
 
n=95  

All After 
intervention 
 
n=96 

Intervention 
group 
Before 
n=37 

Intervention 
group After 
 
n=41 

Non-
intervention 
group Before 
n=58 

Non-
intervention 
group After 
n=55 

 Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Item 14 4.25 
.729 

4.09 
.872 

4.27 
.693 

4.24 
.830 

4.24 
.757 

3.98 
.892 

Item 17 4.26 
.747 

4.19 
.812 

4.19 
.739 

4.27 
.807 

4.31 
.754 

4.13 
.818 

Item 26 4.38 
.702 

4.29 
.857 

4.43 
.689 

4.39 
.771 

4.35 
.715 

4.22 
.917 

Scale 
SD 
Item mean 

12.90 
1.80 
4.30 

12.57 
2.14 
4.19 

12.89 
1.75 
4.30 

12.90 
2.06 
4.30 

12.90 
1.84 
4.30 

12.33 
2.18 
4.11 

 
Code 7 All Before 

intervention 
 
n=95  

All After 
intervention 
 
n=96 

Intervention 
group 
Before 
n=37 

Intervention 
group After 
 
n=41 

Non-
intervention 
group Before 
n=58 

Non-
intervention 
group After 
n=55 

 Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Item 8 3.56 
1.03 

3.41 
.936 

3.51 
.932 

3.51 
.952 

3.59 
1.09 

3.51 
.952 

Item 37 3.31 
1.03 

3.41 
1.14 

3.35 
1.01 

3.56 
1.23 

3.28 
1.06 

3.56 
1.23 

Item 42 4.16 
1.00 

4.05 
.945 

4.08 
1.06 

4.07 
.959 

4.21 
.969 

4.07 
.959 

Item 43 3.97 
.881 

3.97 
.888 

4.03 
.867 

4.12 
.900 

3.93 
.896 

4.12 
.900 

Scale 
SD 
Item mean 

14.99 
3.167 
3.75 

14.83 
3.18 
3.71 

14.97 
3.16 
3.74 

15.27 
3.32 
3.82 

15.00 
3.20 
3.75 

15.27 
3.32 
3.82 
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Code 8 All Before 
intervention 
 
n=95  

All After 
intervention 
 
n=96 

Intervention 
group 
Before 
n=37 

Intervention 
group After 
 
n=41 

Non-
intervention 
group Before 
n=58 

Non-
intervention 
group After 
n=55 

 Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Mean 
SD 

Item 9 4.18 
.887 

4.08 
.970 

4.05 
.970 

4.12 
1.01 

4.26 
.828 

4.05 
.951 

Item 10 4.26 
.718 

4.24 
.778 

4.32 
.669 

4.34 
.762 

4.22 
.750 

4.16 
.788 

Item 24 3.84 
.949 

3.69 
.987 

3.89 
.906 

3.83 
.998 

3.81 
.982 

3.58 
.976 

Item 29 4.08 
.834 

4.07 
.886 

4.05 
.880 

4.30 
.901 

4.10 
.810 

3.91 
.845 

Scale 
SD 
Item mean 

16.37 
2.59 
4.09 

16.08 
2.92 
4.02 

16.32 
2.64 
4.08 

16.59 
2.84 
4.15 

16.40 
2.58 
4.10 

15.71 
2.95 
3.93 
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 Table 3  Comparison between groups for item means for the Index of Work Satisfaction (p<0.05) 
 

IWS total scale scores, range and total scale means and 50th percentile 

 All Before 
intervention 
 
n=95  

All After 
intervention 
 
n=96 

Intervention 
group 
Before  
n=37 

Intervention 
group After 
 
n=41 

Non-
intervention 
group Before 
n=58 

Non-
intervention 
group After 
n=55 

Total 
mean 
score 

 
179 

 
187 

 
183 

 
189 

 
176 

 
186 

Range 97-248 116-265 97-235 124-264 103-248 116-250 
Item 
mean 

 
4.08 

 
4.26 

 
4.17 

 
4.29 

 
4.02 

 
4.24 

50th 
percentile 

 
180 

 
187 

 
178 

 
191 

 
180 

 
187 

Satisfied/ 
dissatisfied 

 
Dissatisfied 

 
Satisfied 

 
Satisfied 

 
Dissatisfied 

 
Dissatisfied 

 
Dissatisfied 

 

Each component was examined against the 50th percentile to determine level of satisfaction.    

Table 4  Comparison between groups at the 50th percentile of the Index of Work Satisfaction before the action 
research. 

 

Component Intervention group Before 
n=37 

Non-intervention group 
Before n=58 

 
Pay 

 
Slightly above = satisfied  
(score 16 percentile 15) 

 
Slightly above = satisfied  
(score 17 percentile 16.5) 

 
Professional 
status 

 
Slightly below = dissatisfied 

(score 37 percentile 38) 

 
Slightly below = dissatisfied 

(score 35  percentile 37) 
Interaction: 
Nurses 
 
 
Doctors  
 
 
Combined 

 
Slightly below = dissatisfied 

(score 27 percentile 29) 
 

On the percentile = satisfied 
(score 22 percentile 22) 

 
On the percentile = satisfied 

(score 24 percentile 24) 

 
On the percentile = satisfied 

(score 26 percentile 26) 
 

Slightly below = dissatisfied 
(score 22 percentile 22.5) 

 
On the percentile = satisfied 

(score 24 percentile 24) 
 
Task 
requirements 

 
On the percentile = satisfied 

(score 18 percentile 18) 

 
Slightly above = satisfied  
(score 17 percentile 16.5) 

 
Organisational 
policies 

 
Slightly below = dissatisfied 

(score 27 percentile 28) 

 
Slightly below = dissatisfied 

(score 22 percentile 23) 
 
Autonomy  

 
Slightly below = dissatisfied 

(score 38 percentile 39) 

 
Slightly below = dissatisfied 

(score 37 percentile 37.5) 
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Table 5  Comparison between groups at the 50th percentile of the Index of Work Satisfaction after the action 
research. 

   

Component Intervention group After 
n=41 

Non-intervention group 
After n=55 

 
Pay 

 
Slightly below = dissatisfied 

 (score 20 percentile 22.5) 

 
On the percentile = satisfied 

 (score 21 percentile 21) 
 
Professional 
status 

 
Slightly below = dissatisfied 

(score 37 percentile 38) 

 
Slightly below = dissatisfied 

(score 37 percentile 38) 
Interaction: 
Nurses 
 
 
Doctors  
 
 
Combined 

 
Slightly below = dissatisfied 

(score 27 percentile 28) 
 

Slightly below = dissatisfied 
 (score 20 percentile 21) 

 
On the percentile = satisfied 

(score 24 percentile 24) 

 
Slightly below = dissatisfied 

 (score 26 percentile 27) 
 

On the percentile = satisfied 
 (score 23 percentile 23) 

 
Slightly below = dissatisfied 

 (score 24 percentile 25) 
 
Task 
requirements 

 
On the percentile = satisfied 

(score 21 percentile 21) 

 
Slightly above = satisfied  
(score 18 percentile 17) 

 
Organisational 
policies 

 
Slightly below = dissatisfied 

(score 27 percentile 28) 

 
On the percentile = satisfied 

(score 24 percentile 24) 
 
Autonomy  

 
Slightly above = satisfied 
(score 38 percentile 37) 

 
On the percentile = satisfied 

(score 37 percentile 37) 
 
 
The Pay component total scores, range, quartiles and means (p<0.05). 

Pay All Before 
intervention 
 
n=95  

All After 
intervention 
 
n=96 

Intervention 
group 
Before  
n=37 

Intervention 
group After 
 
n=41 

Non-
intervention 
group Before 
n=58 

Non-
intervention 
group After 
n=55 

Total 
component 
score 

 
17 

 
21 

 
16 

 
20 

 
17 

 
21 

Range 6-34 6-41 6-34 6-40 6-32 6-41 
Quartiles 10-16-22-34 15-21-25-41 8-15-21.5-34 10-17-22.5-40 11.75-16.5-

23.25-32 
17-21-26-41 

Mean & SD 

Item 1 2.98 
1.79 

3.81 
1.74 

3.00 
1.72 

3.59 
1.87 

2.97 
1.85 

3.98 
1.64 

Item 8 2.40 
1.49 

3.01 
1.49 

2.35 
1.70 

2.95 
1.53 

2.43 
1.35 

3.06 
1.47 

Item 14 2.61 
1.68 

3.34 
1.72 

2.62 
1.71 

3.27 
1.73 

2.60 
1.68 

3.40 
1.73 

Item 21 3.02 
1.94 

3.29 
1.70 

2.65 
1.70 

3.32 
1.85 

3.26 
2.05 

3.27 
1.60 
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Item 32 3.59 
1.85 

4.05 
1.69 

3.19 
1.84 

3.73 
1.79 

3.85 
1.83 

4.29 
1.58 

Item 44 2.21 
1.42 

3.04 
1.74 

2.00 
1.41 

3.10 
1.91 

2.35 
1.42 

3.00 
1.61 

Total of 
item mean 
SD 
Component 
mean 

16.81 
 

7.73 
 

2.80 

20.55 
 

7.17 
 

3.43 

15.81 
 

8.30 
 

2.64 

19.95 
 

7.85 
 

3.33 

17.45 
 

7.34 
 

2.91 

21.00 
 

6.66 
 

3.50 
 

The Professional status component total scores, range, quartiles and means (p<0.05). 

Professional  
status 

All Before 
intervention 
 
n=95  

All After 
intervention 
 
n=96 

Intervention 
group 
Before  
n=37 

Intervention 
group After 
 
n=41 

Non-
intervention 
group Before 
n=58 

Non-
intervention 
group After 
n=55 

Total 
component 
score 

 
36 

 
37 

 
37 

 
37 

 
35 

 
37 

Range 20-46 17-49 24-46 24-48 20-45 17-49 

Quartiles 32-37-41-46 34-38-40.75-
49 

34-38-41-46 34-38-42-48 28-37-40-45 34-38-40-49 

Mean & SD 

Item 2 4.95 
1.77 

4.92 
1.57 

5.11 
1.82 

4.76 
1.58 

4.85 
1.75 

5.04 
1.56 

Item 9 2.91 
1.70 

3.33 
1.73 

3.14 
1.72 

3.51 
1.76 

2.76 
1.68 

3.20 
1.70 

Item 15 6.42 
1.13 

6.28 
1.12 

6.41 
1.26 

6.34 
.911 

6.43 
1.05 

6.24 
1.26 

Item 27 6.05 
1.36 

6.00 
1.39 

6.24 
1.09 

6.12 
1.35 

5.93 
1.51 

5.91 
1.43 

Item 34 5.08 
1.89 

5.30 
1.52 

5.38 
1.71 

5.22 
1.41 

4.90 
1.99 

5.36 
1.60 

Item 38 4.16 
2.34 

4.78 
2.09 

4.38 
2.31 

4.90 
2.19 

4.02 
2.37 

4.69 
2.03 

Item 41 6.51 
.944 

6.38 
.976 

6.46 
.931 

6.32 
.986 

6.54 
.959 

6.42 
.976 

Total of 
item mean 
SD 
Component 
mean 

36.07 
 

6.34 
 

5.15 

36.99 
 

6.00 
 

5.28 

37.11 
 

5.60 
 

5.30 

37.17 
 

5.78 
 

5.31 

35.41 
 

6.74 
 

5.06 

36.86 
 

6.21 
 

5.27 
 

Interaction is divided into two parts for consideration.  These are interaction between other 
nurses and interaction with doctors.  These two scores are then added to give the total score 
for interaction.  
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The Interaction component total scores, range, quartiles and means (p<0.05). 

Interaction 
nurses  

All Before 
intervention 
 
n=95  

All After 
intervention 
 
n=96 

Intervention 
group 
Before  
n=37 

Intervention 
group After 
 
n=41 

Non-
intervention 
group Before 
n=58 

Non-
intervention 
group After 
n=55 

Total 
component 
score 

 
26 

 
27 

 
27 

 
27 

 
26 

 
26 

Range 9-35 13-35 13-35 13-35 9-35 15-35 
Quartile  22-27-30-35 23-27-30-35 22.50-29-31-

35 
22-28-31.5-35 22-26-29-35 24-27-30-35 

Mean & SD 

Item 3 4.93 
1.43 

5.00 
1.44 

5.03 
1.55 

5.07 
1.51 

4.86 
1.36 

4.95 
1.41 

Item 10 5.22 
1.83 

5.45 
1.59 

5.46 
1.89 

5.59 
1.58 

5.07 
1.79 

5.35 
1.60 

Item 16 5.01 
1.50 

5.07 
1.42 

5.24 
1.34 

5.24 
1.46 

4.86 
1.59 

4.95 
1.38 

Item 23 5.21 
1.63 

5.33 
1.49 

5.43 
1.71 

5.39 
1.72 

5.07 
1.57 

5.29 
1.32 

Item 28 5.78 
1.50 

5.67 
1.54 

5.84 
1.57 

5.46 
1.89 

5.74 
1.47 

5.82 
1.22 

Total of 
item mean 
SD 
Component 
mean 

26.15 
 

5.53 
 

5.23 

26.52 
 

5.16 
 

5.30 

27.00 
 

5.70 
 

5.40 

26.76 
 

5.68 
 

5.35 

25.60 
 

5.41 
 

5.12 

26.35 
 

4.79 
 

5.27 
 

Interaction 
doctors 

All Before 
intervention 
 
n=95  

All After 
intervention 
 
n=96 

Intervention 
group 
Before  
n=37 

Intervention 
group After 
 
n=41 

Non-
intervention 
group Before 
n=58 

Non-
intervention 
group After 
n=55 

Total 
component 
score 

 
22 

 
21 

 
20 

 
20 

 
22 

 
23 

Range 5-35 6-35 5-35 6-34 8-35 13-35 
Quartile  18-22-25-35 18.25-22-25-

35 
15.50-20-24-

35 
16-21-24-34 19-22.5-26-35 20-23-25-35 

Mean & SD 

Item 6 4.87 
1.31 

4.81 
1.40 

4.87 
1.27 

4.51 
1.65 

4.88 
1.34 

5.04 
1.15 

Item 19 4.67 
1.49 

4.55 
1.41 

4.35 
1.65 

4.05 
1.48 

4.88 
1.35 

4.93 
1.23 

Item 35 3.17 
1.87 

3.32 
1.79 

2.68 
1.78 

2.83 
1.77 

3.48 
1.88 

3.69 
1.72 

Item 37 4.34 
1.62 

4.25 
1.36 

4.08 
1.67 

4.22 
1.31 

4.50 
1.58 

4.27 
1.41 

Item 39 4.47 
1.66 

4.53 
1.49 

4.30 
1.71 

4.22 
1.71 

4.59 
1.62 

4.71 
1.32 
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Total of 
item mean 
SD 
Component 
mean 

21.53 
 

5.91 
 

4.31 

21.47 
 

5.55 
 

4.29 

20.27 
 

6.38 
 

4.05 

19.83 
 

6.34 
 

3.97 

22.33 
 

5.50 
 

4.47 

22.64 
 

4.60 
 

4.53 
 

Interaction
all 

All Before 
intervention 
 
n=95  

All After 
intervention 
 
n=96 

Intervention 
group 
Before  
n=37 

Intervention 
group After 
 
n=41 

Non-
intervention 
group Before 
n=58 

Non-
intervention 
group After 
n=55 

Total 
component 
score 

 
24 

 
24 

 
24 

 
24 

 
24 

 
25 

Range 14-35 13-34 16-35 13-34 14-31 17-34 
Quartile  21-24-27-35 21-24-27-34 20-24-28-35 20.525-27-34 22-24-27-31 22-24-28-34 
Total of 
item mean 
SD 
Component 
mean 

47.75 
 

8.59 
 

4.77 

47.99 
 

8.59 
 

4.80 

47.27 
 

9.63 
 

4.73 

46.59 
 

9.52 
 

4.67 

48.05 
 

7.92 
 

4.81 

48.98 
 

7.86 
 

4.90 
 

The Task requirements component total scores, range, quartiles and means (p<0.05). 

 

Task 
require-
ments 

All Before 
intervention 
 
n=95  

All After 
intervention 
 
n=96 

Intervention 
group 
Before  
n=37 

Intervention 
group After 
 
n=41 

Non-
intervention 
group Before 
n=58 

Non-
intervention 
group After 
n=55 

Total 
component 
score 

 
17 

 
19 

 
18 

 
21 

 
17 

 
18 

Range 6-32 6-34 8-32 10-34 6-29 6-32 
Quartiles 13-17-21-32 15-20-23.75-

34 
13-18-22-32 16.5-21-25.5-

34 
13-16.5-
20.25-29 

13-17-22-32 

Mean & SD 

Item 4 2.54 
1.34 

2.60 
1.45 

2.41 
1.34 

2.71 
1.63 

2.63 
1.35 

2.53 
1.32 

Item 11 2.11 
1.27 

2.79 
1.61 

2.30 
1.39 

3.24 
1.66 

1.98 
1.17 

2.46 
1.51 

Item 22 4.77 
1.64 

4.83 
1.49 

5.03 
1.57 

4.78 
1.57 

4.60 
1.68 

4.87 
1.44 

Item 24 3.49 
1.81 

3.71 
1.41 

3.81 
1.87 

4.00 
1.47 

3.28 
1.76 

3.49 
1.35 

Item 29 2.72 
1.73 

3.29 
1.91 

2.89 
1.63 

3.71 
1.82 

2.61 
1.80 

2.98 
1.93 

Item 36 1.79 
1.35 

2.12 
1.37 

1.73 
1.05 

2.54 
1.50 

1.83 
1.53 

1.80 
1.18 

Total of 
item mean 
SD 
Component 
mean 

17.42 
 

5.31 
 

2.90 

19.34 
 

6.06 
 

3.22 

18.16 
 

5.47 
 

3.03 

20.98 
 

5.87 
 

3.50 

16.93 
 

5.19 
 

2.82 

18.13 
 

5.96 
 

3.02 
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The Organisational policies component total scores, range, quartiles and means (p<0.05). 

 

Organisat-
ional 
policies 

All Before 
intervention 
 
n=95  

All After 
intervention 
 
n=96 

Intervention 
group 
Before  
n=37 

Intervention 
group After 
 
n=41 

Non-
intervention 
group Before 
n=58 

Non-
intervention 
group After 
n=55 

Total 
component 
score 

 
24 

 
25 

 
27 

 
27 

 
22 

 
24 

Range 9-49 11-42 11-49 11-41 9-38 11.42 
Quartiles 18-24-30-49 20.25-25-

29.75-42 
21.5-28-33-49 20-28-30-41 16-23-26.25-

38 
20-24-28-42 

Mean & SD 

Item 5 4.07 
1.84 

4.45 
1.73 

4.89 
1.61 

4.93 
1.65 

3.55 
1.80 

4.09 
1.71 

Item 12 2.74 
1.52 

2.67 
1.50 

3.24 
1.74 

3.07 
1.78 

2.42 
1.29 

2.36 
1.18 

Item 18 3.82 
1.68 

3.97 
1.67 

4.00 
1.87 

4.20 
1.62 

3.71 
1.55 

3.80 
1.70 

Item 25 2.80 
1.50 

3.24 
1.35 

3.14 
1.75 

3.20 
1.25 

2.59 
1.29 

3.27 
1.43 

Item 33 3.79 
1.61 

4.01 
1.61 

4.22 
1.55 

4.20 
1.60 

3.52 
1.60 

3.87 
1.62 

Item 40 3.53 
1.90 

3.57 
1.63 

4.03 
1.95 

3.68 
1.74 

3.21 
1.81 

3.49 
1.55 

Item 42 3.25 
1.75 

3.16 
1.50 

3.51 
1.90 

3.31 
1.56 

3.09 
1.65 

3.04 
1.45 

Total of 
item mean 
SD 
Component 
mean 

24.00 
 

7.73 
 

3.43 

25.06 
 

6.89 
 

3.58 

27.03 
 

8.17 
 

3.86 

26.59 
 

7.29 
 

3.80 

22.07 
 

6.84 
 

3.15 

23.93 
 

6.41 
 

3.42 
 

The Autonomy component total scores, range, quartiles and means (p<0.05). 

 

Autonomy  All Before 
intervention 
 
n=95  

All After 
intervention 
 
n=96 

Intervention 
group 
Before  
n=37 

Intervention 
group After 
 
n=41 

Non-
intervention 
group Before 
n=58 

Non-
intervention 
group After 
n=55 

Total 
component 
score 

 
37 

 
38 

 
38 

 
38 

 
37 

 
37 

Range 8-56 18-56 8-56 18-51 18-52 20-56 
Quartiles 34-38-42-56 33-37-42-56 34.5-39-42.5-

56 
32-37-42.5-51 32.75-37.5-

42-52 
33-37-42-56 

Mean & SD 

Item 7 5.59 
1.46 

5.54 
1.33 

5.46 
1.39 

5.34 
1.48 

5.67 
1.52 

5.67 
1.20 
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Item 13 4.99 
1.49 

4.97 
1.19 

5.11 
1.41 

5.00 
1.16 

4.91 
1.54 

4.95 
1.22 

Item 17 3.83 
1.62 

4.10 
1.61 

4.11 
1.58 

4.15 
1.56 

3.65 
1.64 

4.07 
1.67 

Item 20 4.96 
1.70 

4.91 
1.43 

5.11 
1.65 

4.98 
1.39 

4.86 
1.74 

4.86 
1.47 

Item 26 4.82 
1.60 

4.80 
1.51 

4.84 
1.66 

4.85 
1.54 

4.81 
1.58 

4.76 
1.49 

Item 30 4.35 
1.65 

4.34 
1.48 

4.30 
1.63 

4.66 
1.32 

4.39 
1.68 

4.12 
1.56 

Item 31 4.90 
1.83 

4.63 
1.76 

4.81 
2.03 

4.46 
1.96 

4.97 
1.70 

4.75 
1.60 

Item 43 4.19 
1.74 

4.24 
1.62 

4.24 
1.74 

4.15 
1.82 

4.16 
1.76 

4.31 
1.46 

Total of 
item mean 
SD 
Component 
mean 

37.63 
 

7.59 
 

4.70 

37.53 
 

7.39 
 

4.69 

37.97 
 

8.12 
 

4.75 

37.61 
 

7.66 
 

4.70 

37.40 
 

7.29 
 

4.68 

37.47 
 

7.25 
 

4.68 
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APPENDIX 6. Handout on the relevant literature provided to wards prior to commencement of  
research 

 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

NURSES CARING 
- Nurses place the patient at the centre but 

personal values affect excellence of care 
- Experience & personal beliefs of nurses 

affect how they approach their work 
- Nurses are morally & professionally 

responsible for the care delivered 
- "Assimilated caring versus empowered 

caring" 
- Idealism versus realism 

NURSES WORK 
- Quality of care is important 
- Knowing the patient, being with, doing 

to/doing with, lack of time leading to 
dissatisfaction with work 

- Must do work, should do work 
- Nurses create time by working faster, 

converting down time leading to frustration 
- The caring part of their role is not funded 
- Because there isn't the time and resources 

nurses postpone or totally miss tasks 
- Work is ritualised governed by a series of 

tasks that are not questioned 

NURSES EMPOWERMENT 
- Oppressed group working in oppressive 

structures that stifle caring  
- Hierarchical organisations & authoritarian 

leadership 
- Male dominated medical structures 
- Disempowerment & the routism of care 

that have lead to negative attitudes that 
have reduced nursing to a series of tasks 

- Empowerment is entwined with 
performance, lack of self esteem, poor 
work satisfaction, changes in values 

- Stress reduces the nurses positive attributes 
so that nurses become needs focused & 
only attend to physical tasks, " hierarchy of 
necessity" 

- Nurses are leaving the profession instead 
of changing their work 

PATIENT FALLS 
- Falls prevention programs 

work but are poorly researched 
especially in acute settings 

- Research tends to focus on one 
thing  

- Some consideration to human 
behaviour (staff & patient) 

- Systems research  & the value 
of the individual 

FALLS as an INDICATOR 
 
- There is a link between nurses 

behaviour and falls 
- Many prevention programs 

demonstrate lack of 
compliance  

- Nurses attitudes & awareness 
may be the best weapon  

- When patients fall nurses 
express blame & guilt leading 
to dissatisfaction 

RESEARCH QUESTION  
 

Will an action research 
intervention examining 
practice components of fall 
prevention change current 
practice and make it safer for 
patients? 
a) What are nurses’ 
professional values, self-
esteem and work satisfaction? 
b) Do these change/modify 

after the action research? 
 

PRACTICE DEVELOPMENT  
 & ACTION RESEARCH 

Empowering, Relevant 
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APPENDIX 7  Roles and responsibility statement for participants in action research 
 
  
RESEARCHER GROUP MEMBERS 
Schedule meeting time and dates and related 
education 

Attend meetings whenever possible and participate 
actively.  If unable to attend, provide feedback via 
another nurse 

Lead meetings Identify issues in the workplace and be tolerant of 
change processes  

Be objective and honest Demonstrate open and honest communication 
Ensure that all processes are fair and equitable 
and that no one person dominates the agenda 

Promote teamwork and accept majority rule in 
decisions.  Accept that not all issues will have positive 
outcomes 

Be a positive role model for change   
Facilitate others as leaders 

Read the minutes and actively encourage other to do 
the same 

Summarise discussion and decisions for each 
meeting 

Be committed to participate in projects and work to 
time frames where possible 

Challenge participants to explore alternatives Share information within the boundaries of the ethics 
approval 

Encourage reflection prior to decision-making 
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APPENDIX 8  Data collection form and results of survey conducted to discover what nurses knew  
about falls prevention and what they were unsure about. 

 
 

Fall prevention survey 
 
Dear colleague  
 
Your assistance in sought in this survey of nurses’ knowledge of fall prevention work in 
your area.  
 
 
Please state five things that you do know about fall prevention 
 
1  
2  
3  
4  
5  
 
Please state five things that you are unsure of about fall prevention 
 
1  
2  
3  
4  
5  
 
Your participation is much appreciated.  Please return your survey to the NUM or the staff 
member delegated for your ward. 
 
Table x.  Survey results  
 
% What nurses knew 
89%  Knew need to know the patient but  
67%  Knew need to assess the environment 
41%  Knew need to assess for equipment  
30%  Knew need to communicate the risk 
22%  Knew need to educate the patient & monitor for changes in condition 
11%  Knew supervision was a strategy 
7%  Knew nurses had personal accountability and responsibility for prevention 
  

What nurses were unsure about  
47%  Need practical advice about medication & condition  
26%  Need to know the best use of restraint 
21%  Need to know the best way to use their time 
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APPENDIX 9  Example of the hand-over sheet developed by the group 
 
 

Ward 19 Date: R=Fall Risk  ? = NFR   E= Electric Bed  A= Air Mattress

R / NFR Name Diagnosis Age Lives Waiting Diet I.V + Cont. Mob. Analg. Comments  

Room List Meds BO obs, GMR,Tests.

     1   1

2

3

4

       2    5

S           6

T           7

R           8

O     3    9

K         10

E         11

12

       4   13

14

15

16

      5    17

18

19

20

      6    21

     7    22
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APPENDIX 10 The pink stickers  
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Falls research group, Division of Medicine, June 2003.

APPENDIX 11 Protocol for actions after a patient falls

AN UNTOWARD EVENTS THAT RESULTS IN THE PATIENT COMING TO REST
UNINTENTIONALLY ON THE GROUND OR LOWER SURFACE  (Morris and Isaacs, 1980)

Assessment for
Injury

Nurse assessment
for:
v Pain (identify

site & level)
v Bony injury

(deformity &
swelling)

v Orientation
(TPP)

v GCS (if head
hit)

v A complete set
of observations
that include a
postural BP (if
able)

v Skin integrity
↓

v If injury evident,
suspected or any
abnormal
observation , or
change in
condition found,
notify RMO
with the results

↓
Medical assessment
for:
v Review if injury

suspected
v Review

medications
v Review postural

hypotension if
evident

v Document
details in the
patient health
record

Review of care
needs & Referral

to
ACTION

v Immediately
make the
environment
safe for the
particular patient

v Review need for
change of
equipment eg.
Hi Lo bed

v Review need for
restraint (see
Policy)

v Review
footwear

v Review need for
physio
assessment if not
already being
seen

v Review need
for OT
assessment for
home
modifications
etc.

v Check vision

v Consider referral
to discharge
planner as
patient may be
at risk if
returning home

Communication

v Handover
(enter symbol on pre-
printed handover
sheet to indicate high
risk & when fall
occurs
eg t  = High Risk or
Fall)

v If not done
already, mark the
Care Guide with
large Pink sticker,
& another on the
outside of the old
notes, place small
sticker on the
Risk Alert
Summary sheet
with the date

v Notify carer of
fall & outcome

v Notify
management
(DNM/After
hours SNM) if
injury

Documentation

v Complete
Incident form
(recommend
reformatting
the current
form using
tick boxes &
prompts as
well as
description)

v Document
fall in
progress
notes

v Update
handover
sheet

v RMO to
include fall
on discharge
summary

v Nurse to
include fall
on any inter-
agency or
community
nursing
referral

v Update
mobility
chart & Falls
Risk
Assessment

Patient Falls
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APPENDIX 12 Macro, Mini, Micro Diagrams  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
MACRO, MINI and MICRO flow diagram 

 
 
 
 

 
MACRO 
 
 
 
 
 
 
 
 
 
MINI 
 
 
 
 
 
 
 
 
 
MICRO 
 
 
 
 
Falls research group 2003 
 

 
Patient admitted, 
medical 
assessment 
completed 

 
Patient transferred 
to a ward within 
the Division of 
Medicine 

Patient admission 
process completed 
and orientated to 
the ward by the 
nurse 

 
General Health 
Assessment 
completed in the 
Care Guide 

Risk assessment 
completed on 
admission and when 
the patient's 
condition changes 

Patient assessed for 
risk of pressure 
areas, falls, danger 
with hot liquids, and 
manual handling 
risks 

Patient Risk 
Assessment chart 
completed for 
individual risk to 
fall 

Patient assessed for history of falls, 
dizziness or balance problems, paralysis, 
sensory impairment, 
confusion/disorientation/lack of insight, 
withdrawal from drugs or ETOH 

 
 
Patient risk to fall 

established 

 
 

Nurse matched 
identified risk with 

care needs 

 
 

Options chosen 
that best suit risk 

identified 

Care need options chosen from 
list: education, bed position, side 
rails, supervision in shower and 
toilet, supervision, locking tables, 
mattress on floor, other restraints 
and postural hypotension check 

Patient care 
needs 

incorporated into 
care guide, risk 
alert placed on 

bed notes  

 
 

Patient care 
enacted to reduce 

risk to fall 
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MACRO, MINI and MICRO flow diagram 

 
 
 

 
MACRO 
 
 
 
 
 
 
 
 
 
MINI 
 
 
 
 
 
 
 
 
 
MICRO 
 
 
 
 
Falls research group 2003 
 

 
Patient admitted, 
medical 
assessment 
completed 

 
Patient transferred 
to a ward within 
the Division of 
Medicine 

Patient admission 
process completed 
and orientated to 
the ward by the 
nurse 

 
General Health 
Assessment 
completed in the 
Care Guide 

Risk assessment 
completed on 
admission and when 
the patient's 
condition changes 

Patient assessed for 
risk of pressure 
areas, falls, danger 
with hot liquids, and 
manual handling 
risks 

Patient Risk 
Assessment chart 
completed for 
individual risk to 
fall 

Patient assessed for history of falls, 
dizziness or balance problems, paralysis, 
sensory impairment, 
confusion/disorientation/lack of insight, 
withdrawal from drugs or ETOH 

 
 

Patient risk to fall 
established 

 
Nurse matched 

identified risk with 
care needs & 

communicated 
patient needs 

 
 

Options chosen 
that best suit risk 

identified 

Care need options chosen from 
list: education, bed position, side 
rails, supervision in shower and 
toilet, supervision, locking 
tables, mattress on floor, other 
restraints and postural 
hypotension check 

Patient care 
needs 

incorporated into 
care guide, risk 
alert placed on 

bed notes  

 
 

Patient care 
enacted to 

reduce risk to 
fall 
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MACRO, MINI and MICRO flow diagram 
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Patient care 
enacted to reduce 
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Patient falls  

 
FALLS PROTOCOL 

 
Appropriate response, reassessment 
 
Further strategies enacted 

 
Fall reported 

Profile built 
Prevention & research  

 
Patient assessment & prevention strategies  

 
FALLS POLICY for CCH 



APPENDIX 13 Mann Whitney U tests 
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APPENDIX 14 CONTENT VALIDATION FOR FALL PREVENTION: A GUIDE  
FOR PRACTICE DEVELOPERS. 

 

INTRODUCTION AND BACKGROUND 

The Practice Development (PD) movement in nursing continues to gain momentum and as 

it does clinicians are discovering that new skills are required.  PD is defined as a continuous 

process of improvement towards increased effectiveness in patient-centred care that 

involves a systematic approach to change that is rigorous and context specific (Garbett & 

McCormack, 2002).  Therefore, clinicians must have access to a range of instruments that 

enable practice to be evaluated and improvements demonstrated (Zuzelo, Inverso, & 

Linkewich, 2001). 

 

The profession of nursing advocates that governance should be based on the evidence 

generated from its practice (Antrobus & Kitson, 1999; Ingersoll, 2000; Kitson, 1997).  This 

need for evidence is now accepted as fundamental on both a personal practice level and on 

a political level (Pearson, 2003; Winch, Creedy, & Chaboyer, 2002).  In the past, clinicians 

often developed instruments that were circulated for opinion in an unstructured way 

(Slocumb & Cole, 1991).  With the development of evidenced-based nursing, such 

practices must be replaced with those that ensure rigour in the method so those instruments 

have validity to ensure that the results have credibility. 

 

Consequently, for the contemporary nurse new knowledge and skills are required that was 

previously the preserve of the academic researcher.  Amongst these skills required are to 

develop and evaluate instruments, testing their reliability and validity.  This study, in the 

context of acute medical nursing, provides an example of how this was achieved.  The 

instrument developed measures whether information gathered on assessment for risk to fall 

is enacted in patient care and allows changes in performance to be demonstrated over time.  

This paper outlines the results of the processes undertaken to establish the inter-rater 

reliability and content validity of the ‘Nursing Fall Risk Management Tool’ (NFRMT).  

 

Purpose of the study 

This study is part of a larger project examining nurses' attitude related to fall prevention 
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work using action research.  The action research was conducted in an acute hospital facility 

with a group of nurses working in the two medical wards that had the highest number of 

patient falls.  The researcher was the Clinical Nurse Consultant (CNC) for the clinical area.  

In this action research, nurses considered components of personal accountability related to 

fall prevention.  Assessment of risk to fall was considered their highest priority however 

nurses also agreed that this must be matched by effective communication and action or it 

was a meaningless exercise.  Unfortunately, in the 'real world' of clinical practice, 

adherence to these principles were often not observable in practice (Dempsey, 2004).  This 

situation is supported by other literature related to fall prevention in which non-adherence 

to prevention programs by nurses is reported (Bakarich, McMillan, & Prosser, 1997; 

Donoghue, Graham, Gibbs, Mitten-Lewis, & Blay, 2003; O'Conne ll & Myers, 2001; Uden, 

Ehnfors, & Sjostrom, 1999).  As part of the action research, the lack of a valid instrument 

evaluating nurses' use of fall prevention strategies was identified.  Although, patient 

assessment instruments are available, there are no instruments reported measuring if 

information gained on assessment has been carried into actual practice (Morse, 1993; 

Myers, 2003). 

 

LITERATURE REVIEW 

Like many other developed nations, Australia has an ageing population resulting in many 

health issues that are projected to place enormous pressures on health systems (Grbich, 

1996).  Specifically, the impact caused by falls is now being appreciated as increasing 

trends in fall related injuries requires expansion of services to meet the health needs of 

fallers (Hill, et al., 2000).  Amongst recommended strategies to deal with rising trends is 

rigorous research into prevention so health systems can meet dema nds in the future (Evans, 

Hodgkinson, Lambert, Wood, & Kowanko, 1998; Hill, et al., 2000). 

 

Nurses have contributed to fall prevention research for decades however most of the studies 

lack the rigour required for evidence based practice (O'Connell & Myers, 2001; Rawsky, 

1998).  Large systematic reviews detail the scope of research that reflect interest in the 

phenomenon (Evans, et al., 1998; Gillespie, Cumming, Lamb, & Rowe, 2000; Hill, et al., 

2000; Oliver, Hopper, & Seed, 1997, 2000).  Despite the range of studies available, most of 
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these centre around the identification of the “at risk” patient and the testing of selected 

interventions.  Unfortunately, little attention has been given to issues of adherence with 

these strategies leading to the action research (Dempsey, 2004).   

Studies related to fall prevention within Australian health settings has continued to grow 

however, these studies each have a different perspective and none specifically relate to 

nursing staff’s adherence or performance (Brandis, 1999; Clark, 1985; Donoghue, et al., 

2003; Goodwin & Westbrook, 1993; Hathaway, Walsh, & Saenger, 2001; Mitchell & 

Jones, 1996; O'Connell & Myers, 2002).  Despite this, adherence is noted indirectly in the 

most recent studies.  O'Connell and Myers (2002) describe difficulties in determining if 

preventative strategies were implemented throughout the patient's hospitalisation.  Mitchell 

and Jones (1996) recognised the impact of staff attitude on performance, but report only on 

an evaluation of strategies that were in place with patients that fell.  Donoghue, et al.(2003) 

report on low levels of completed assessments but the focus of the study was on the 

assessment instrument itself.  Therefore, it is anticipated that this study of inter-rater 

reliability and content validation of an instrument that measures performance will 

contribute to the repertoire of clinicians involved in falls prevention. 

 

Care, including fall prevention, which is delivered to patients by nurses, should be based on 

evidence however this principle has been slow to progress in reality (Hunt, 1996; Rycroft-

Malone, 2004).  PD, however, is advocated as a means of overcoming this by bridging the 

gap between theory and practice and by encouraging nurses to contribute to clinical 

knowledge (McCormack, Manley, & Garbett, 2004).  This contribution enables clinical 

judgement to be validated and adds to “professional craft knowledge” (Titchen, 2000).  The 

development of the NFRMT is a demonstration of this principle in action.   

 

Inter-rater reliability refers to the consistency of observations between two or more 

observers expressed as a percentage (Schneider, Elliott, LoBiondo-Wood, & Haber, 2003).  

The commonly accepted meaning of content validity is that the instrument measures what it 

intends to and is grounded in psychometric theory (Slocumb & Cole, 1991).  Guidance for 

clinicians attempting to undertake this task for the first time has been provided by other 

researchers (Davis, 1992; Grant & Davis, 1997; Lynn, 1985; Slocumb & Cole, 1991).  
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Examples exist of expert panels developed to establish content validity for instruments in 

midwifery and for patients with Aids (Beck & Gable, 2000; Berk, 1990).  Also, (Zuze lo, et 

al., 2001) used problem-based learning with students to establish content validity of an 

instrument that was already in use to measure medication error.  These studies reinforce the 

importance for clinicians to acquire the skills necessary to undertake content validity 

studies.  This paper also provides an example for clinicians as an example of the process.  

 

METHOD 

The research plan. 

According to Lynn (1985), content validation occurs in two phases.  The first phase is the 

Development phase in which the form of the instrument is constructed using a stepped 

process.  These steps are domain identification, item generation and instrument formation 

that includes the determination of an acceptable level of inter-rater reliability.  Zuzelo, et al. 

(2001) states that this acceptability level ranges from 70% to 80%.  The final phase is the 

Judgement-Quantification phase where the instrument is submitted to a panel of experts to 

determine content validity (Davis, 1992).   

 

Ethics approval 

The NFRMT arose from the observations undertaken to establish the baseline practice for 

the action research.  Ethical approval was gained for these observations prior to the larger 

action research study commencing.  However, during the action research, nurses decided to 

use information gained from these observations to construct an instrument measuring their 

performance in falls prevention.  Therefore, the need to establish content validity, and the 

intended involvement of an expert panel, necessitated amendments to the ethics 

committee’s approval.  The study was blinded to preserve the experts’ confidentiality so 

their written responses were returned to an independent person. 

 

PHASE ONE: Development of the instrument 

Domain identification 

Berk (1990) instructs that the first step is domain identification.  The domains, or universe 

of what is to be measured, were identified from fall prevention literature and the 
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researcher’s observations.  There is agreement in that literature that patients should be 

assessed for risk to fall that is communicated verbally at hand -overs between shifts and 

through aids such as armbands, graphics and care plans.  The domains of Assessment and 

Communication are derived from this literature.  Davis (1992) notes that another source for 

domain identification may be clinical practice.  As the literature provided little information 

related to enactment other than completion rates of assessment charts, the remaining two 

domains of Safe placement and call bell access, and Obstacles, arose from the researcher's 

observations. 

 

Item generation. 

As data gathering should be systematic to ensure that validation evidence is strong, the 

second step of development involved sampling in the two representative wards where the 

action research was conducted (Slocumb & Cole, 1991). The questionnaire shown in Figure 

1 was used to collect data.  The domains were tested and the individual items generated as 

follows.  

 

One hundred and thirty-eight observation points were attended over 6 weeks to ensure 

different patients, nurses and situations were included.  From these, items were generated to 

include all possibilities observed.  The items were then retested with another 138 

observation points and readjusted to include any new information or to achieve greater 

clarity in wording and style.  This step should not be overlooked as "no amount of 

statistical manipulation after the fact can compensate for poorly chosen questions; those 

that are badly worded, ambiguous, irrelevant, or -even worse- not present" (Streiner & 

Norman, 1996). 

 

Instrument formation.  

The third step of the development process was assimilation of items into a useable form or 

instrument.  Therefore, each item was assigned a weight so that a score was obtained for 

each domain and a total mean score to enable calculation of change in performance over 

time.  The instrument was then tested using another 125 observation points in three other 

clinical areas in acute medicine.  No new information was collected however small 
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adjustments were made to the wording of items.  A further 60 observation points were 

attended at another medical facility within the area health service to ensure that items were 

not facility specific but no changes were necessary.  

 

Inter-rater reliability 

According to Schneider, et al.(2003), ‘measurement instruments that use direct 

observations and systematic recording of variables’ should be tested for inter-rater 

reliability.  It was anticipated that a range of individuals would use the instrument in a 

variety of settings.  Therefore, prior to moving into the final phase, the instrument was 

tested with the researcher and three other clinicians concurrently assessing the same 

situations.  These clinicians interchanged and sessions repeated 12 times with the 

percentage of agreement calculated as 93%.  As reliability was within the acceptable range, 

the process for content validation was progressed to the next phase.  

 

PHASE TWO: Judgement-Quantification  

Participants  

Following approval of ethics amendments, the study entered the final judgment phase using 

a panel of experts.  It is recommended that experts should be chosen for their knowledge of 

the phenomenon of interest, professional credibility, research-based activities and/or 

clinical practice experience (Grant & Davis, 1997; Lynn, 1985).  The number may vary as 

the range of expertise required to achieve adequate representation (Grant & Davis, 1997) 

determines it.  However, a minimum of five experts may be required to ‘provide a 

sufficient level of control for chance agreement…’ although there can be difficulties in 

finding the required number of experts available in the area of interest (Lynn, 1985, p.383).  

In this study, all the experts had extensive experience in evaluating nursing work. They 

included three Professors of Nursing, two Clinical Nurse Consultants, one Nurse Educator 

skilled in PD, two Nursing Administrators and the manager of the unit that coordinates 

patient safety data.  Balance was achieved between experts in the clinical field and in 

instrument construction (Slocum & Cole, 1991).  The inclusion of some experts from 

outside the health service increased the chance of identifying inappropriate colloquial or 

facility specific terms.      
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Expert validation 

The validation review was conducted in the systematic way advocated by Davis (1992).  

The experts were sent personalised letters of request and on agreement to participate, a 

package that includ ed a literature review, an outline of what the instrument was meant to 

measure and the conceptual and operational definitions of the domains and items.  The 

package also contained a content validation form that was formatted to enable rating of the 

relevance of items using a four-point ordinal rating scale and for comments. The four-point 

scale ranging from "not relevant" to "highly relevant" removed the possibility of 

ambivalence that may occur with a five -point scale (Zuzelo, et al., 2001). 

 

Analysis 

A content validation index (CVI) was calculated for each item based on expert responses 

that were scored 3 or 4 on the scale.  Lynn (1985) published a table from which could be 

calculated the possibility of experts’ agreement by chance known as the Proportion of 

Experts Whose Endorsement Is Required to Establish Content Validity Beyond the 0.05 

Level of Significance.  This table was used to determine if each item received sufficient 

endorsement to be judged as content valid.  A total CVI was calculated from the proportion 

of items achieving content validity.  Inter-rater agreement (IRA) between experts was 

calculated by dividing the number of complete agreement of items rated three and four 

amongst experts divided by the total number of items in the instrument (Grant & Davis, 

1997). 

 

RESULTS 

In total eight experts (89%) returned the work sheets generally describing the instrument as 

"comprehensive" and "effective”.  According to Lynn (1985), seven out of eight experts 

had to rate the item three or four to gain content validity of 0.86, the level needed for 

significance (p=0.05).  Twenty-two from 24 items were found to have a CVI greater than 

0.86.  The two items that did not achieve this had a CVI of 0.43 and 0.71.  According to 

Grant and Davis (1997), a new instrument should ideally have a CVI that exceeds 0.80.  

This was achieved by the NFRMT as the total CVI was 0.92 indicating a content validation 
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that was statistically significant (p=0.05).  However IRA was low at 66% as only 15 of 24 

items achieved total agreement.  

 

DISCUSSION 

The NFRMT was found to have acceptable content validity to enable recommending its use 

to measure nurses’ performance in fall prevention work.  According to Lynn (1985), items 

that do not achieve the minimum CVI should be revised or eliminated.  The two items that 

received less than 0.86 agreement were "Patient independent with aid/aid present & no 

bell" and "Patient dependent with aid/aid present, bell available".  Although these items 

were rated poorly by the experts, they were observed in practice and so were revised as 

examples of an item (environmental risk) that had achieve the minimum CVI rather than 

eliminating them. 

 

Although content validity was achieved, the lack of complete agreement amongst experts in 

the IRA was concerning.  The low IRA could have been caused by confusion in the scaling 

instructions as Davis (1992) notes that this can occur when different levels of education or 

experience are used or insufficient explanation is given to the panel.  In this instance it 

appears that the latter was relevant as most of the lack of agreement (24%) centred on just 

two of the experts.  Davis (1992) contends that poor agreement may be overcome with pre-

training in the use of the scale so that any lack of understanding is rectified prior to the 

validity study.  Therefore, the need for pre-training is added to the advice for other 

clinicians undertaking this activity.  Despite this low IRA, the total CVI was not affected as 

the two items that had more than one expert disagree with the others were the two that were 

eliminated because of their unacceptable CVI. 

 

The experts may also be asked to identify areas of omission or area for item improvement 

or modification.  An important omission identified related to supervision and this was 

introduced into the reworked examples.  Amongst the valuable contributions for 

improvement made by the experts, was the suggestion to reorganise the domains into three 

constructs of Assessment, Communication and Environmental safety.  Reorganisation also 

enabled actions to become discrete, eliminating combined actions and half-weights as some 
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items became examples of another.  Items retained were those that had received total 

agreement amongst experts. (Grant & Davis, 1997; Lynn, 1985).  The importance of the 

construct of Assessment was confirmed as it received unanimous agreement amongst the 

experts and remained unchanged.  The realignment also substantially simplified the scoring 

of the instrument and reduced the 24 items to 18.  

 

The benefit of reorganisation, however, can be seen in Communication items.  The creation 

of two subsets of communication as between health-care worker and health-care worker 

and patient to health-care worker, resulted in some items becoming redundant such as "No 

assessment and no communication".  Further simplification was achieved by changing the 

item "Risk communicated but did not match assessment" to "Incorrect communication 

evident as risk communicated did not match assessment".  This enabled two other items to 

become examples of the incorrect communication.  Similarly, recommendations to create a 

construct of Environmental safety enabled the domains of safe placement and 

environmental safety to become one domain.  This enabled sensible realignment by making 

some items examples of environmental risk rather than stand-alone items.  As previously, 

the item retained was one that had received unanimous rating of 1.0 by the experts.  This is 

illustrated in the case of "Restraint required but not present" becoming an example of 

"Patient placed with environmental risk present".  

 

The experts also contributed by identifying language that could confuse users especially if 

the instrument was to be applied in another setting.  An example was to replace "etoh" with 

"alcohol".  Changing “Assessment of risk” to “Documented assessment of risk” rectified 

anomalies created through lack of definition.  It was also recommended to include 

examples of "communication of risk in the accepted manner" that could change when 

applied in other areas.  The meaning of some terms was expanded to capture more 

possibilities. Hence, communication from the patient to the health-care worker was 

expanded to include "other means" to the use of the call bell and "risk" was expanded to 

include supervision in items such as "Patient confused/wandering but no gait problems & 

supervision evident". Such suggestions greatly aided the transportability of the instrument. 
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CONCLUSIONS  

Amongst the comments received from experts was the question " How will this improve 

falls other than existing practice?"  At present, there was no means to identify patient fall 

prevention practice other than if the assessment chart was completed.  Therefore, the 

contribution of this instrument to clinical practice is confirmed as it helped identify "what is 

existing practice".  In addition to identifying practice, it enabled change to be measured 

over time so that clinicians could test improvements in prevention. 

 

With the assistance of the clinicians engaged in action research, the NFRMT was found to 

have a satisfactory level of inter-rater reliability.  The panel of experts in clinical nursing 

held it to have a content validity that gave it credibility for use in actual practice although 

the level of inter-rater agreement was disappointing.  The reorganisation of the NFRMT 

into three constructs should be retested in the same manner amongst the experts as an 

improved IRA could be anticipated.  Overall, the NFRMT provided clinicians with 

confidence in an instrument that could be used to evaluate changes made to their practice 

through action research.  

 

In conclusion, development of the NFRMT provides a reliable and valid instrument for use 

in fall prevention practice so that clinical effectiveness of nursing interventions may be 

demonstrated.  Often clinicians are constrained to use instruments that have no proven 

reliability or validity and need to develop new skills to overcome this.  Therefore, this study 

also contributes to the wider world of clinical practice by providing an example for other 

clinicians in how to complete a validation study.  The skills acquired may be applied to a 

wide range of clinical scenarios.  By ensuring that all measurement instruments are reliable 

and valid, the evidence base of clinical practice is supported and reinforced. 
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Figure 1  The questionnaire used to collect data to develop the Nursing Fall Risk Management 

Tool  

 

Observation Additional information 

Was the patient assessed for risk? Y N If  Y what was the tool used ? 
If a risk was identified was this risk communicated to other 
staff?                                        Y N 

If  Y how was the risk communicated ? 
 

Was the patient able to obtain assistance by placing the patient 
so as to reach the call bell?  (For the purposes of this study the 
patient must be orientated and able enough to request 
assistance.  If not choose N/A) Y N N/A   

If  N/A why was this chosen ? 
 

Was the patient placed safely? (If the patient was not alert or 
orientated and had no insig ht into risky behaviour, was the 
patient placed in a situation to prevent harm occurring e.g. the 
use of stroke tables on chairs?) Y N N/A   

If  N/A why was this chosen ? 
 
If  N what was the risk to the patient ? 
 

Was the furniture in the room placed so as to constitute an 
obstacle for the patient?  Y N N/A   

If  N/A why was this chosen? 
 
If  Y what was the obstacle to the patient ? 

 
 

 

 

 

 

Figure 2  The Nursing Falls Risk Management Tool before the content validity study 

 

Case Number =   
   

Item (score).  Choose 1 item that is most appropriate  Present Score 
Assessment of risk   
1. Patient assessed for risk (10)   
2. Not assessed for risk, or obvious risk (gait disorder, etoh withdrawal) not identified on assessment  (0)   

   
Communication of identified risk   
1. No risk identified on assessment & no risk communicated (10)   
2. Risk identified & communicated in the accepted manner (10)   
3. No assessment but risk communicated (5)   
4. Risk communicated but did not match assessment (5)   
5. Risk identified but not communicated (0)   
6. No assessment & no communication (0)   

   
Safe placement & access to call bell   
1. Patient placed safely to prevent harm & able to reach call bell (20)   
2. Patient unconscious/fully paralysed but safe (20)   
3. Patient independent & ambulant (without aid) & able to get bell without risk (20)   
4. Patient confused/wandering, no gait problems & able to get assistance (20)   
5. Patient independent & ambulant but risk involved to get bell (10)    
6. Patient placed safely but unable to reach call bell (10)   
7. Patient independent with aid/aid present & no bell (10)   
8. Patient dependent with aid/aid present, bell available (10)   
9. Patient placed with environmental risk (blanket/bed position high/no brakes/footwear), bell available (10)   
10. Patient placed with environmental risk present, no bell (0)   
11. Patient dependent with aid/aid present, no bell (0)   
12. Patient independent with aid/no aid present & no bell (0)   
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13. Restraint required but not present (0)   
14. Patient confused/wandering with gait problems (0)   

   
Removal of obstacles   
1. No obstacles evident (10)   
2. Obstacles evident (Clothing bags, floor signs, laundry baskets, drip stands, extra chairs, foot stools) (0)   
Total score   
 

Figure 3  The Nursing Falls Risk Management Tool after the content validity study 

 

Case Number =   
Concept (score).  Choose 1 item from sections ABCD&E that are most appropriate Present Score 

Assessment    
A. Documented assessment of risk   
1. Patient assessed for risk using a validated tool (10)   
2. Not assessed for risk, or obvious risk not identified on assessment  (eg. gait disorder, alcohol withdrawal) 
(0) 

  

   
Communication    
B. Communication of identified risk to other healthcare workers   
1. Risk assessment is attended & no risk identified (10)   
2. Risk identified & communicated in the accepted manner (Risk alert in situ) (10)   
3. Incorrect communication evident as risk communicated did not match assessment (0)   
(Risk identified but not communicated, No assessment but risk communicated)   
C. Communication of patient to healthcare worker (eg by access to call bell/other means)   
1. Able to to use & access call bell/other means without risk (10)   
2. Unable to use call bell/patient unconscious/ fully paralysed (10)   
3. Able to use call bell but unable to reach/risk present in accessing call bell (0)   
4. Unable to use call bell/no alternative appropriate/ no alternative provided (0)   

   
Environmental safety   
D. Safe placement of the patient   
1. Patient independent & ambulant (if aid required, aid present) (10)   
2. Patient unconscious/fully paralysed (10)   
3. Patient placed safely to prevent harm (no environmental risk present) (10)   
4. Patient confused/wandering but no gait problems & supervision evident (10)   
5. Patient confused/wandering with gait problems & no supervision (0)   
6. Patient placed with environmental risk (blanket around feet,bed position high/no brakes, inappropriate ,    
footwear, Patient needs help with aid/aid present, Patient independent with aid/no aid present, wet/slippery   
floor,Restraint required but not present) (0)   
Removal of obstacles   
1.all unnecessary obstacles removed (10)   
2. Obstacles evident (Clothing bags, floor signs, laundry baskets, drip stands, extra chairs, foot stools) (0)   

   
Total score   
 

The following package was distributed to each expert. 

 

Content Validity rating form 

 

Nursing Falls Risk Management Tool 
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The purpose of this instrument was to create the ability to measure the nurses' translation of 

falls assessment information into action so that changes in performance can be measured 

over time.  It forms part of a larger study that is currently examining nurses' attitude to their 

work and patient falls.  During planning for this study, the lack of a suitable valid 

measurement tool was discovered.  Although a number of falls assessment tools are 

available in the literature there are none that measured if the information collected at 

assessment has been carried into practice (Morse 1993).  Few clinicians would dispute that 

effective practice must include assessment, communication and action or it becomes a 

meaningless exercise.  Unfortunately, this can be observed in the 'real world' of clinical 

practice and is supported by the falls literature in which adherence to prevention programs 

by nurses has been reported ((Bakarich, et al., 1997).  

 

Literature review  

The impact of an aged related issues such as falls injury and the magnitude of the 

associated costs to the health system is staggering. In 1997, falls were estimated to cost $ 

302 million.  Most often those who fall are elderly women.  Population trends demonstrate 

an increase in this particular group that will more than double in fifty years.  Even if the 

rate of falls remained unchanged, the costs associated with falls could soar to around $ 644 

million Australian (AUD) totally overwhelming the health system.  Therefore clinicians 

must appreciate the urgency of the problem and implement strategies now if the health 

system is to meet the demand (NSW Health, 2001). 

 

Falls prevention has been of major concern to nurses in the acute care setting for decades 

however there is little rigorous research evident (Rawsky, 1998; Oliver, et al. 2000).  Large 

systematic reviews conducted by the Cochrane Collaboration (Gillespie, et al. 1997), the 

Johanna Briggs Foundation (Evans, et al. 2000), and the Commonwealth Centre of Applied 

Gerontology (Hill, et al. 2000) detail the wealth of information and interest in the 

phenomenon from the profession.  Despite the range of studies available, most studies 

centre on the identification of the “at risk” patient and the testing of certain selected 

interventions.  Very little attention has been given the issue of compliance with these 

strategies.  This constitutes a gap in the research that has motivated this study. 
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Definitions  

 

The chart is divided into four domains that encompass the "universe of the concept" of falls 

prevention (Slocumb & Cole 1991). Although falls prevention is a complex concept, it is 

basically comprised of principles of management of the risk to fall that is based on: 

• informed clinical decision-making through assessment of risk to fall 

• sharing of that decision with other clinicians to enable them to act on this 

information eliminating the need for assessment at every encounter 

• action to place the patient safely based on the information gained on assessment 

• the ability for the patient to request assistance if required through the 

convention of using a nurse call bell 

• an environment that is free from obvious physical obstacles to safe passage.  

These principles were organised into domains of Assessment of risk, Communication of 

risk, Safe placement and access to call bell, and Removal of obstacles.  The first two 

domains are supported by a large body of literature related to the need for identification of 

the patient at risk and communication of that risk to others.  Four hundred and sixty one 

observations of actual practice in a variety of settings have provided the data to create the 

remaining domains.   

 

Each of the domains contains operational descriptions of central items or tasks that 

actualise that domain.  The task involved was given weighting of 10 points.  Some tasks 

could be achieved in two steps so are capable of scoring five points.  Others are actually 

combined tasks therefore could score 20 points.  Absence of evidence of the task scored no 

points.  The total score is 50 points.  The weighting allows for determination of 

improvement in each of the domains and across the whole concept.  Inter-rater reliability 

testing has achieved 93% level of agreement between five assessors. 
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Table 1. The objectives, concepts, definitions, and organisation of items on the 
Falls Risk Management Tool (Davis, 1992) 

_____________________________________________________________________ 

Instrument objectives: To determine if information on risk to fall gained on assessment is 
communicated to others in the health team and actioned to provide the patient with safe placement in 
an area free from hazards from obstacles and in which there is the ability to request assistance from a 
nurse.  To develop a chart that meets the objectives in a format that can be used in any setting, by any 
person and is capable of repetition to measure change in performance. 
 

Concept The definition Instrument items  

 
Assessment of 
risk to fall 

 
Best practice for falls prevention is 
to identify the patient at risk of 
falling by using a risk assessment 
tool (Brandis et al.  2001) 

 
Items 1 to 2. Assessors are asked to determine if the 
patient has been assessed for risk using the accepted 
tool for the organisation.  Yes =10. If No = 0, or an 
obvious risk overlooked = 0 (examples of risk 
included in brackets). 

 
Communication 
of identified 
risk to fall 

 
Effective falls prevention requires 
communication of the risk to fall  
between relevant health team 
members (Brandis et al. 2001). 

 
Items 1 to 6. Assessors are asked to determine if the 
identified risk (half points) was communicated (half 
points) in the accepted manner of the organisation 
to gain the (total) points. The communicated risk = 
5 should match the risk identified on assessment = 
5 to gain the full 10 points.  The absence of 
communication = 5 must be matched by no risk on 
assessment =5 to gain the full 10 points.   

 
Safe placement 
and access to a 
call bell 

 
The implementation of falls 
prevention strategies must include 
the safe placement in the ongoing 
care that is delivered to the patient 
(Brandis et al. 2001).  Safe 
placement is defined as placement 
that eliminates the risk to fall for 
that individual patient and may be 
achieved in a number of ways.  As 
contemporary nursing frequently 
results in the nurse being away 
from the bedside, the patient must 
have the ability to ask for assistance 
as required.  

 
Items 2, 4, 13, & 14 relate only to the placement of 
the patient who for reasons of condition are unable 
to utilise a call bell for request of assistance.  The 
remaining items relate to the varied safe placements 
possible for the patient who is able to utilise a call 
bell for assistance. Assessors are asked to determine 
if the patient is placed safely (half points) and was 
able to request assistance in the accepted manner of 
the organisation (half points) to gain the (total) 
points.  These items were assigned a double weight 
to accentuate the importance of this domain. 

 
Removal of 
obstacles 

 
Falls prevention includes providing 
an environment that is safe from 
hazards with adequate walking 
areas free from obstacles (Brandis  
et al. 2001). 

 
Items 1 to 2. Assessors are asked to determine if the 
walking areas are free from obstacles.  Yes =10. If 
No = 0 (examples of obstacles are included in 
brackets). 

Relevance scale 

1 = not relevant        2 = unable to assess relevance without item revision or item is in  
                                          such need of revision that would not be relevant  
 
3 = relevant but needs minor alteration                    4 = highly relevant       (Lynn 1985) 
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Instructions for the Panel:  The instrument items shown in Column A have been developed to measure the 
concept defined below each domain.  Please read each item and score it in Column B for its relevance in 
representing the concept (Davis, 1992). 
Below each item is a section for comment if you would like to provide comment on item content, style or 
comprehensiveness or to recommend the item revision. 
 

TABLE A TABLE B 
Item (score).  Domain - Assessment 1 2 3 4 
1. Assessed for risk (10) 
Comment: 
 

    

2. Not assessed for risk, or obvious risk (gait disorder, etoh withdrawal) not identified 
on assessment  (0) 

Comment: 
 

    

Assessment of risk to fall = Best practice for falls prevention is to identify the patient at risk of falling by using 
a risk assessment tool (Brandis et al. 2001) 
Item (score).  Domain - Communication 1 2 3 4 
1. No risk identified on assessment & no risk communicated (10) 
Comment: 
 

    

2. Risk identified & communicated in the accepted manner (10) 
Comment: 
 

    

3. No assessment but risk communicated (5) 
Comment: 
 

    

4. Risk communicated but did not match assessment (5) 
Comment: 
 

    

5. Risk identified but not communicated (0) 
Comment: 
 

    

6. No assessment & no communication (0) 
Comment: 
 

    

Communication of identified risk to fall = Effective falls prevention requires communication of the risk to fall 
between relevant health team members (Brandis et al. 2001). 
Item (score).  Domain - Safe placement & access to call bell 1 2 3 4 
1. Pt. placed safely to prevent harm & able to reach call bell (20) 
Comment: 
 

    

2. Pt. unconscious/fully paralysed but safe (20) 
Comment: 
 

    

3. Pt. independent & ambulant (without aid) & able to get bell without risk (20) 
Comment: 
 

    

4. Pt. confused/wandering, no gait problems & able to get assistance (20) 
Comment: 
 

    

5. Pt. independent & ambulant but risk involved to get bell (10) 
Comment: 
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6. Pt. placed safely but unable to reach call bell (10) 
Comment: 
 

    

7. Pt. independent with aid/aid present & no bell (10) 
Comment: 
 

    

8. Pt. dependent with aid/aid present, bell available (10) 
Comment: 
 

    

9. Patient placed with environmental risk (blanket/bed position high/no 
brakes/footwear), bell available (10) 

Comment: 
 

    

10. Patient placed with environmental risk present, no bell (0) 
Comment: 
 

    

11. Pt. dependent with aid/aid present, no bell (0) 
Comment: 
 

    

12. Pt. independent with aid/no aid present & no bell (0) 
Comment: 
 

    

13. Restraint required but not present (0) 
Comment: 
 

    

14. Pt. confused/wandering with gait problems (0) 
Comment: 
 

    

Safe placement and access to call bell = The implementation of falls prevention strategies must include the 
safe placement in the ongoing care that is delivered to the patient (Brandis et al. 2001).  Safe placement is 
defined as placement that eliminates the risk to fall for that individual patient and may be achieved in a number 
of ways.  As contemporary nursing frequently results in the nurse being away from the bedside, the patient must 
have the ability to ask for assistance as required. 
Item (score).  Domain - Obstacles 1 2 3 4 
1. No obstacles evident (10) 
Comment: 
 

    

2. Obstacles evident (Clothing bags, floor signs, laundry baskets, drip stands, extra 
chairs, foot stools) (0) 

Comment: 
 

    

Removal of obstacles = Falls prevention includes providing an environment that is safe from hazards with 
adequate walking areas free from obstacles (Brandis et al. 2001). 

 
Overall value of the Nursing Falls Risk Management Tool         (Grant & Davis 1997)  
 1 2 3 4 
Please rate the comprehensiveness of the instrument to measure the concept. 
Comment:  
 

    

Please indicate if there are any items that should be included or deleted: 
Comment: 
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APPENDIX 15 CREATING THE CENTRAL COAST HEALTH FALL RISK  
ASSESSMENT CHART.  

 

INTRODUCTION  

Amongst the health disciplines, nurses spend the most time with patients providing most of 

the supervision in care.  Therefore, nurses have a primary role to play in contributing to 

knowledge surrounding the best methods of assessment of risk and prevention of adverse 

events.  According to the Australian Incident Monitoring System (AIMS), the adverse event 

(38%) most freque ntly reported in acute hospital settings is patient falls (Evans, et al., 

1998).  The continuing rise in reported rates of falls in the acute medical wards of a tertiary 

hospital, on the Central Coast of New South Wales (NSW), Australia was the impetus for 

an action research project aimed at increasing nurses’ sense of ownership of their fall 

prevention practice.  This paper specifically reports the findings of a pilot project related to 

development of a fall risk assessment chart that was one of the cycles of the action 

research.  

 

BACKGROUND AND LITERATURE REVIEW 

Australia’s ageing population has placed extreme pressure on the acute health system as 

attempts to meet demands caused by chronic illness and aged related adverse events such as 

falls are experienced (Grbich, 1996; Hill, et al., 2000; NSW Health, 2000; Mooney & 

Scotton, 1999).  The Central Coast has a larger percentage of the population (45% more) 

aged greater than 80 years (4.5%) compared to the NSW state average (3.1%).  Gosford 

Hospital’s admissions profile is even more heavily skewed to the elderly, where 

approximately 40% of all patients admitted from the Emergency Department are aged over 

70 years of age (J. Death, personal communication, November 22nd, 2004).  This demand 

is predicted to increase as the group that has the most falls, older women, will increase 

twofold in fifty years (Moller, 2000).  Therefore, greater resources will be required to 

provide acute and long-term care for fallers (NSW Health, 2001).   

 

A recommended strategy to assist health services cope with increased demand for acute 

services is rigorous research that may be applied to prevention practice (Evans, et al., 1998; 

Hill, et al., 2000).  Nurses have demonstrated continuing research interest in identifying the 
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patient at risk to fall however research conducted in the past has been criticised for its 

rigour (Evans, et al., 1998; Hill, et al., 2000; Morse, 1993).  Published studies have focused 

on the identification of the characteristics of patients who have fallen such as age, gender, 

mobility and mental status however studies have lacked power or historical controls to 

adjust for underlying trends in falls rates (Oliver, Hopper, & Seed, 2000).  Arising from this 

interest, many assessment tools have been created with the aim of predicting falls and 

implementing preventative measures.  However, according to Evans, et al. (1998), none of 

these are superior to those developed for local use.  This study details the development of a 

locally relevant fall assessment chart that was tested for inter-rater reliability and sensitivity 

and specificity in predicting risk to fall. 

 

The number of studies that consider fall risk assessment supports the contention that 

assessment is an important component of prevention programs.  Several Australian studies 

evaluated prevention programs without including details of the assessment instrument itself 

(Hathaway, Walsh, Lacey, & Saenger, 2001; Mitchell & Jones, 1996).  Reference is made 

to the development and implementation, however, no information is given on reliability or 

validity of instruments.  Other studies have adopted assessment tools developed elsewhere.  

Prior to commencing a prevention research initiative, Donoghue, Graham, Gibbs, Mitten-

Lewis, & Bray (2003) reviewed patients who fell to validate components of a risk 

assessment instrument that was based on an instrument developed in Victoria.  This study 

investigated the evidence on the characteristics of fallers rather than the instrument itself 

and aimed to test an abbreviated version in the future.  Information on reliability or validity 

of the original; instrument was not included.  Therefore, recommendation to include these 

instruments in clinical practice is contrary to the principle that assessment information 

should be evidenced based (Antrobus & Kitson, 1999; French, 2005; Ingersoll, 2000; 

Kitson, 1997; Pearson, 2003; Schneider, Elliott, LoBiondo-Wood, & Haber, 2003;Winch, 

Creedy, & Chaboyer, 2002).  

 

In a review of the literature related to patient fall risk assessment instruments, Myers (2003) 

also exposes the lack of rigour in research design.  Of the 47 articles related to fall risk 

assessment, only 17 discussed reliability and validity of the instrument developed.  The 
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ability of instruments to discriminate between levels of risk is also questioned with 

sensitivity ranging from 54-91% and specificity ranging from 27-78%.  Another major 

limitation is the lack of testing in clinical areas outside of the area in which the instrument 

was developed (Myers, 2003).  Four of the instruments developed used case controls to 

compare characteristics of fallers to non- fallers.  These four instruments were considered 

for use in this study.  The STATIFY instrument developed by Oliver, Britton, Seed, Martin 

and Hopper (1997) required a mobility score to be obtained from a Barthel’ Index prior to 

scoring. .  Although, the evidence obtained from the Barthel’s score was supported it 

introduced another step in the assessment process and so was rejected by nurses who felt 

time-challenged.  One study that did supply information on sensitivity and specificity on an 

assessment instrument was the predictive model developed by Hendrich, Nyhuis, 

Kipperbrock and Soja (1995). However, this model involved more than simple assessment 

of risk and was marred by potential differences in interpretation (Stetler, Corrigan, Sander-

Buscemi, & Burns, 1999).  In addition, as there was no reference to this instrument being 

tested within an Australian context, it was also rejected.  Sensitivity and specificity for the 

remaining two instruments were available from Australian studies (Myers & Nikoletti, 

2003; O’Connell & Myers, 2001).  The Morse Falls Chart is the more widely used, has 

been more widely tested, achieving better sensitivity and specificity than the chart 

developed by Schmid (Myers & Nikoletti, 2003; O’Connell & Myers, 2001).  Therefore, 

for the purpose of this study, the Morse Falls Chart was selected as the benchmark for 

comparison during development of the CCHFRAC. 

 

The alternative to using assessment instruments to identify risk to fall is to rely on nursing 

clinical judgement however this is often dependent on a range of factors.  Turkoski, et al. 

(1997) explored the role that nursing clinical judgement had on identifying patients at risk 

to fall and found that it was influenced by familiarity with geriatric patients and a range of 

subtle clues that were learnt over time.  However, Myers & Nikoletti (2003) compared the 

accuracy of clinical judgement to three instruments with known sensitivity and specificity. 

Poor specificity, high positive predictive values and inability to discriminate categories of 

risk was found in both instruments and nurses’ clinical judgement.  The accuracy of nurses’ 

clinical judgement was found to vary between years of service and training.  Use of nursing 
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clinical judgement alone or with the assessment instruments tested was not supported and 

further research was recommended into both (Myers & Nikoletti, 2003). 

 

Acknowledgment that assessment instruments can only be as good as the person using 

them, introduces the issue of compliance.  In the main, nursing research has not included 

studies on nurses’ compliance with falls prevention programs, nor the reason for non-

compliance.  Some studies refer to compliance as part of the study but have not made it 

their primary focus (Donoghue, et al., 2003; Dempsey, 2004; Uden, Ehnfors, & Sjostrom, 

1999).  In recognition of the importance of compliance, Brandis, Lewis, Simpson and Tuite 

(2001, p.8) list as one of the essential characteristics of successful assessment instruments 

as being “quick, simple and easy to use”.  Participation of clinicians in development of 

tools used in practice is claimed to assist in increasing compliance (McCormack, et al., 

2004; Wood, et al., 1998).  This may be the reason why assessment instruments developed 

locally are as efficacious as those developed in other settings (Evans, et al., 1998).  

Consequently, this study of the development of an assessment instrument is an important 

element of the larger action research.  

 

Participants 

The researcher was the Clinical Nurse Consultant (CNC) for the clinical area.  The other 

participants were nurses who worked in the two wards that had the most falls.  This 

purposive sample was appropriate as these nurses had sufficient knowledge, experience and 

interest in the subject to contribute in a meaningful way to the study.  The collaboration for 

the action research was conducted over the period of one year. 

 

METHOD 

This pilot project related to risk to fall assessment was part of an action research study 

using critical social theory and Practice Development principles in praxis groups to enhance 

nurses’ sense of ownership of practice surrounding fall prevention.  A professionalising 

approach of action research underpinned the study as it is empowering and focuses on 

practitioners and processes (Hart & Bond, 1995). The five steps for action research 

described by Meyer (1995) as negotiation, planning, action, evaluation and withdrawal, 
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provided the structure for the study.  The first stage is negotiation where a facilitator (the 

researcher) presented the situation to nurses working in the chosen clinical area.  Once 

agreement to collaborate with the researcher was reached, the nurses (group members) 

created a plan for action using Nominal Group Technique (NGT) (NSW Health, 2002).  

NGT enabled categories to emerge from responses to two fundamental questions.  These 

questions were “What was needed to keep a person safe?” and “What were the barriers that 

prevent this from happening?”  Of the five areas identified for action, priority was given to 

adequate assessment of risk to fall and availability of a reliable and valid measurement 

instrument that was locally appropriate for the setting and patient profile.  This study arose 

from this theme.  Group members determined that a successful chart should have inter-rater 

reliability, ability to identify risk (sensitivity, specificity and predictive values), presence of 

a category of risk, ease of use, local relevance, and acceptance by the majority of nurses.  

The project was conducted in rounds or phases each building on the results as may been 

seen in the following description. 

Rounds 
1. Evaluation of current measurement of risk instrument (chart) 
2. Clinician comparison of new and current instruments 
3. Trial use of new instrument 
4. Testing for inter-rater reliability, sensitivity, specificity and predictive values 
5. Clinician satisfaction 

 
Data collection and analysis  

The pilot project employed mixed methods, collecting both quantitative and qualitative data 

according to the purpose of the round.  Sample size, analysis and evaluations were matched 

to the purpose of the task (Schneider et al., 2003).  Where appropriate, statistical 

significance was set at p=0.05.  Qualitative data was represented to the participants for 

validation and an audit trail was maintained through minutes of group meetings.   

 

Ethical considerations 

Ethical approval was obtained for the action research from the organisation’s and the 

university’s Ethics Committees.  Individual patient consent was not required however 

approval was granted to use de-individualised patient records when necessary.  Group 

members participating in the action research praxis groups signed a written consent. 

Participation in activities of this particular pilot project, such as trialing and evaluation an 
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assessment of fall risk chart, was considered acceptable nursing practice that did not require 

additional consent.  However, all responses to evaluation surveys were anonymous to 

protect individual confidentiality.  A review process involving the Area Director of Nursing 

and the Clinical Professor of Nursing guaranteed protection from exploitation in the event 

that any studies emanating from the action research were published. 

 

Procedures and results  

Round 1 

The project commenced with an evaluation of the chart in current use where group 

members posed the question “Is the current assessment chart meeting our needs?”  After 

reflection and discussion, group members decided that the current chart was too 

generalised. Also, the chart did not include all risk factors identified in the literature and a 

profile of patient who had fallen in the last five years (Evans, et al., 1998).  For example, in 

the literature and the profile, incontinence featured as a significant risk factor but was not 

present on the current chart.  Mobility was also identified as an important factor but the 

current chart did not consider gait other than paralysis (Dempsey, 2004).  Furthermore, the 

chart did not have capacity to distinguish between high and low risk so interventions could 

not be matched to level of risk.  Therefore, group members decided to search for a chart to 

replace the one in use and if not successful, to develop their own. This decision was 

supported, as charts developed to suit local needs were acceptable if rigour was evident 

(Evans, et al., 1998). 

 

For reasons explained previously, the MFS was selected in favour of other charts available 

from the literature.  It was also decided to review an amended MFS that had been adapted 

to suit acute medical patients.  A chart specifically designed for use with elderly patients 

was also selected.  Finally, a chart developed in the same health context and used in the 

adjacent area health service was selected. The selection provided the group with a fair 

representation of charts available.  Each chart was then assessed for reliability and validity, 

ease of use, fit with the local profile and ability to apply a category of risk.  Each of the 

charts had advantages and disadvantages but none met all requirements as illustrated in the 

following decision matrix seen in Figure 1.  
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Figure 1  Decision matrix for evaluation of selected fall assessment charts by group members 
 

Chart Morse Falls Chart  
(Morse, Morse & 
Tylko, 1989) 

Modified Morse 
Falls Chart at 
Pinderfields & 
Pontefract Hospitals 
Trust (Barnett, 
2002) 

Falls risk in older 
people  (Feder, 
Cryer, Donovan, & 
Carter, 2000) 

Hornsby Ku-ringai 
Falls Risk Tool  
(Northern Sydney 
Health Service, 
2003) 

EVALUATION 

Reliability 
& validity 

Reported Not reported after 
changes 

Reported Not reported 

Fit with 
local 
patient 
profile 

No incontinence  
 

Wider definition of 
equipment, No 
medications 

No incontinence, 
equipment or 
cognition 

Previous fall a risk 
without specifying a 
period, Includes 
visual impairment & 
incontinence  

Ease of 
use 

Complicated 
scoring 
 
 

Could be completed 
multiple times  
 
 

Simple scoring  
 
 

Double scoring for 
mobility & transfer 
score, Single sheet 
without running tally 

Category 
of risk 

Creates categories 
of risk 

Creates categories of 
risk 

Creates categories of 
risk 

Nil categories  

DECISION 
 Reject Reject Reject Reject 

 

The prototype fall assessment chart was prepared (see example 1) and when satisfied with 

the categories/items/descriptors, group members introduced a scoring system that placed 

patients in a category of risk (see example 2).  To avoid confusion, they also decided to 

have the scoring system range similar to the Norton Score (used in current practice to 

assess for risk of pressure areas) so that HIGH-SCORE = LOW-RISK. Each of the 

categories of risk was assigned appropriate interventions to be carried out by nurses 

attending patients (see example 3). 

 

Round 2 

A second testing round was undertaken comparing the old and new chart with a purposive 

sample of 31 nurses working in the two wards assessing 31 patients.  Each nurse selected a 

patient to assess risk to fall using both charts.  Not all these nurses were participants in the 

action research praxis group as some were transient new graduate and casual nurses.  

However, all nurses were required to assess patients so had the requisite knowledge.  

Nurses were then surveyed to determine if a risk was identified and if so on which chart.  



 85 

Both charts identified a risk to fall (97%) but not always the same patient on each chart.  It 

was most likely that the high rate of risk identified resulted from nurses choosing patients 

most likely to fall as the choice of patients was left to nurses.  Nurses were also surveyed 

for their perceptions of accuracy and preference for use.  A content analysis of the 

comments was conducted and themes of functionality and practicability emerged as the 

basis upon which nurses made their choice.  Functionality (Does it do what you want it to 

do?) was based on the range of risk factors that required nurses to know patients better so 

there was better assessment, allowed categories of risk to be determined and gave a better 

prescription for care to be implemented.  Practicability (How easy was it to use?) was based 

on the time it took to complete and the ease of scoring and matching with the Norton score.  

Most nurses (81%) thought the new chart was more accurate and precise as risk could be 

categorised as high or low and most (83%) preferred it for use.  

 

Round 3 

Once group members were satisfied that they had support from othe r nurses to continue, 

they commenced testing categories by conducting a review of patients who had fallen.  The 

aim of this round was to determine patients’ category of risk and if the high-risk category 

captured those who fell.  A prospective convenience sample of the first 30 patients who fell 

after a certain date was set but as some patients had multiple falls, 39 falls were included 

(Schneider, et al., 2003).  Group members created three levels of risk similar to the Norton 

Score.  As each fall was reported, the patient was scored using the new chart and a category 

of risk identified from the scores then proportions of patients scoring <30 (high-risk) was 

calculated.  On the first attempt, the high-risk category was 67% therefore, group members 

recommended changes to make history of fall, gait & confusion the same weight (= 5) and 

to combine weak and impaired gait as this judgement was subjective (score = 0).  The same 

patients were retested after these changes with the high-risk category (<30) improving to 

78%.  Consequently, the range for the medium to high category rating was extended to <35.  

The same patients were retested and the high- risk category improved to 83%.  To support 

this, families of patients who were in low-risk categories were interviewed concurring that 

they did not consider that their relatives were at risk to fall.  Several exercises were then 

conducted using multiple nurses assessing the same patients to test inter-rater reliability 
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with 96% agreement achieved.  Other recommendations from group members were to add, 

"remove obstacles" to the interventions and strengthen instructions related to not leaving 

patients alone in the toilet/bathroom.  To improve clarity, group members also 

recommended making the order of items more logical, adding bed-bound as an example of 

mobility and examples to the sensory impairment item.  

 

Round 4 

Group members then expressed confidence with the chart’s rating and commenced round 4 

to trial the new chart now named the Central Coast Health Fall Risk Assessment Chart 

(CCHFRAC).  The aim of this round was to test the CCHFRAC’s ability to discriminate 

actual risk.  A convenience sample of 200 patients admitted to the two wards after a certain 

date was assessed prospectively on admission using the CCHFRAC as the  primary 

assessment instrument.  The sample represented 70% of the average admissions for a 

month.  

 

Round 4 aimed to test sensitivity (Does it identify who is at risk?) and specificity (Does it 

identify who is not at risk?) as this determines the accuracy of discrimination between 

categories of risk (Myers & Nikoletti. 2003).  As noted previously, the MFS is reliable, 

valid and widely accepted with comparative data available in an acute Australian hospital 

setting (O’Connell & Myers, 2001).  Therefore, sensitivity, specificity and positive 

predictive values were calculated for the CCHFRAC from the sample and compared to 

O’Connell and Myer’s data as seen in the Table 1 and Table 2.  

 
Table 1  Morse Falls Scale (MFS) data (O’Connell & Myers, 2001) 

 
 Fall No fa ll Total 

High risk MFS 138 630 768 
Low risk MFS 28 263 291 

Total 166 893 1059 
 
 

Table 2. Central Coast Health Fall Risk Assessment Chart (CCHFRAC) data 
 

 Fall No fall Total 
High risk CCH 20 111 131 
Low risk CCH 1 70 71 

Total 21 181 202 
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For the MFS, sensitivity was 83%, specificity was 29% and positive predictive value was 

18%.  A false positive identification of risk occurred in 70.5% of patients.  By comparison, 

the CCHFRAC sensitivity was 95.2% and specificity was 38.6%.  The CCHFRAC 

however, had a positive predictive value at 15.2% but had a lower false positive at 61.3%.  

The results were submitted to a statistician who advised the following seen in Table 3.   

 

Table 3  Confidence intervals for comparison between the MFS and the CCHFRAC 
 

 MFS vs Fall/ no fall CCHFRAC vs Fall/ No fall 
 % 95% CI % 95% CI 

Sensitivity 83% (77%, 88%) 95% (76%, 100%) 
Specificity 29% (26%, 33%) 39% (32%, 46%) 

 

The advice was that the CCHFRAC did not differ in sensitivity or specificity to the MFS 

and further testing was needed, as the sample size (n=166 for the MFS and n=21 for the 

CCHFRAC) was too small to detect significant differences for sensitivity.   

 

Round 5 

As the CCHFRAC appeared to compare favourably with the best-known international 

example, it was decided to accept the chart for the time being until a larger study was 

organised.  Further testing was considered beyond the scope of the action research as the 

sample had taken two months to collect and involved many nurses.  The group was 

confident that the CCHFRAC contained all the advantages of the examples, matched the 

patient fall profile, and gave a range of recommended prevention strategies.  Therefore, 

group members decided to progress to a final evaluation round, as they were aware that 

wide support would be required for this change in practice.  Nurses working in the two 

units were surveyed for their opinion as to accuracy, relevance and time taken to complete 

using a visual analogue scale ranging from 0 to 100%.  The results were 82% for accuracy, 

95% for relevance and 97% for ease of use.  These results indicated that the CCHFRAC 

met the last two criterions, ease of use and clinician acceptance. 

 

DISCUSSION 

The structure of the CCHFRAC provided clinicians with an assessment tool that had 

considerable credibility because of its relevance to their local practice.  It is acknowledged 
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however, that this local alignment limits the ability to generalise the findings of this pilot to 

other areas.  Despite this limitation, examination of the literature related to fall risk factors 

exposed these nurses to the scope of literature available and what other clinicians had 

discovered in clinical areas similar to their own (Evan, et al., 1998, Hill, et al. 2000).  By 

increasing awareness of the profile of patients who fell in this particular area, nurses 

developed a comprehensive picture of risk factors that were relevant to patients they were 

actually caring for.  Therefore, nurses readily appreciated the relevance of the CCHFRAC 

to themselves and their patients.  Increased compliance with completion of the CCHFRAC 

should result from this credibility and will be the subject of evaluation in the future to 

determine if improvements have been sustained. 

 

The chart also fitted conceptually with another commonly used assessment tool used to 

determine risk, the Norton Score.  Similarly to how Norton Score levels of risk were 

matched to interventions recommended to prevent damage from pressure, interventions to 

prevent falls could be tailored for each level of risk.  Flexibility in determining appropriate 

interventions also enabled adaptation for a range of clinical areas further increasing its 

credibility for nurses.  A small pilot was conducted in a rehabilitation unit in another 

facility that confirmed that interventions would  need adaptation for each area, as 

interventions applicable to acute settings were not suitable for rehabilitation settings.  

Increased compliance resulting from participation in development would be difficult to 

reproduce as the CCHFRAC is rolled beyond the two test wards.  However, participation 

on building appropriate interventions for their own clinical areas gives other nurses 

opportunity to contribute to decision-making related to the instrument.  

 

As duration of the admission was known to have significance as fall risk increased 

according to length of stay, the capability of the chart to assess the patient daily was 

considered advantageous (Oliver, et al., 1997; Stetler, et al., 1999).  Changes in patients’ 

condition could then be captured and interve ntions adjusted accordingly.  Formatting of the 

chart also enabled the CCHFRAC to be embedded into the Care Guides (a hybrid care plan 

and clinical pathway) that was the primary means of recording care planned and delivered 
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to the patient.   Results of the  daily assessment were recorded succinctly, taking very little 

space, but were visible to all clinicians in an easily understood form (Brandis, et al., 2001).  

 

Processes undertaken in developing the chart were also beneficial for clinicians in this 

project.  Exposure of nurses to this research process made clinical research meaningful to 

their own practice area (French, 2005).  Nurses who participated in the study had a range of 

skills and knowledge with some nurses having many years’ experience however their 

exposure to concepts such as reliability, sensitivity and specificity was limited.  Other 

nurses had recently graduated from university where they were taught such concepts 

however had no personal experience of these concepts as they related to their day to day 

practice.  Applications of these concepts to an assessment tool that they contributed to and 

used each day made clinical research real and meaningful (Stetler, et al., 1999).  It is also 

anticipated that this experience may make them more discerning with other assessment 

instruments used in practice. 

 

The inability to utilise a chart already in use that suited local conditions was overcome with 

the development of the CCHFRAC.  The outcome of the process was a chart that appeared 

to have the potent ial to match the MFS for sensitivity and specificity although a larger 

sample would be needed to confirm this.  Further testing in other clinical areas would be 

required to overcome criticism that assessment tools were often not tested outside of the 

area in which they were developed (Myers, 2003).  The CCHFRAC was found to be easy to 

use and could be introduced into each clinical area with minimal instruction required.  

 

The high positive predictive value of the CCHFRAC may be considered a limitation that is 

shared with similar assessment instruments (Myers, 2003).  Myers and Nikoletti (2003) also 

contend that this weakens the faith of clinicians, as there does not appear to be a 

satisfactory correlation between those identified at risk and those who actually fall.  

However, the anthesis may also be claimed as this positive prediction to fall can be 

influenced by prevention thus reinforcing the notion that nurses can make a difference. 

According to Oliver, et al. (1997), risk to fall is endemic amongst elderly patients with 

chronic illness who are typical of patients in acute medical wards.  Therefore the demand to 
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create a chart with specificity that absolutely identifies those not at risk may be demanding 

the impossible.  Also it does not take into account that some patient falls are true accident 

that are unpredictable, unexpected and happen with the same degree of chance that occurs 

in the general population. 

 

RECOMMENDATION 

In conclusion, participants in the action research evaluated the current fall risk chart as 

capable of improvement as it did not meet the requirements that constitute evidence-based 

practice.  Especially, it did not include the range of risk factors that were noted to be 

significant in the literature and a local profile of patient who fell.  The development of the 

CCHFRAC however, provided an assessment instrument that met criteria of good inter-

rater reliability, adequate sensitivity and specificity.  This was achieved with a chart format 

that was easy to use and married well with current paperwork and other assessment tools.  

Participants in the action research had sufficient confidence in the CCHFRAC to 

recommend its adoption as the assessment instrument of choice for determining risk to fall 

for the whole area health service.    In the future, more data could be collected to confirm 

the favourable sensitivity and specificity results achieved in the pilot.  Therefore, the 

researcher as the CNC for the area was requested to expedite this recommendation. 
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Example 1  CCHFRAC before scoring  

FALLS SCALE Date Date Date Date Date Date 

History of  falling within the previous year other than a seizure.         

Problems with gait/ dizziness / balance  
 

      

Use of mobility        

Attachment to equipment (eg IV/ monitoring/ catheter stand/ 
oxygen equipment)   

      

Confusion/ disorientation / over estimation or forgeting own 
limitations.  

      

Sensory impairment  to the extent that everyday function is 
affected (visual, hearing, peripheral)   

      

Number & type of medications per day 
 

      

Withdrawal from drugs / ETOH 
 

      

Postural hypotension evident 
 

      

Incontinent or requiring frequent toileting 
 

      

Total score        

 
Nurses' initials 

      

 

Example 2  CCHFRAC with scoring added 

FALLS SCALE Date Date Date Date Date Date 

History of  falling within the previous year other than a seizure.  
No = 5  Yes = 0 

      

Problems with gait/ dizziness / balance 
Normal = 5  Weak/Impaired = 0 

      

Use of mobility aids      Nil required = 10 Crutch/stick/walker = 5  
Furniture walking/ Bedbound = 0 

      

Attachment to equipment (eg IV/ monitoring/ catheter stand/ 
oxygen equipment)  No = 5  Yes = 0 

      

Confusion/ disorientation / over estimation or forgeting own 
limitations. No = 5  Yes = 0 

      

Sensory impairment  to the extent that everyday function is 
affected (visual, hearing, peripheral)  No = 5  Yes = 0 

      

Number & type of medications per day 
Less than 4 = 5  Four or more/or on S8 drugs = 0 

      

Withdrawal from drugs / ETOH 
No = 5  Yes = 0 

      

Postural hypotension evident 
No = 5  Yes = 0 

      

Incontinent or requiring frequent toileting 
No = 5  Yes = 0 

      

Total score       

 
Nurses' initials 
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Example 3  Interventions added to chart with scoring in the same manner as that applied to  

the Norton Score 
 

 
FALLS SCALE – Interventions 
 
51 - 55+  points 

 
36 to 50 points 

 
0 to 35 points 

Low risk 
Standard precautions  

Low to Medium 
Risk precautions  

Medium to High Risk  
High Risk precautions  

Patient education 
Bed in the low position 
Buzzer must be accessible 
for use 
May require adjustment of 
environment 
Check footwear 
Remove all obstacles from 
bed area 

Standard + Risk precautions  =  
Consider side rails if patient is 
not confused & has not 
attempted to climb over the same 
MUST NOT be left alone in 
toilet/ showers 
Medication/postural hypotension 
review 
Report risk at handover 

Standard precautions + Risk 
precautions + High Risk precautions 
Mattress on floor or Hilo bed (see NUM) 
Consider “sitter” for close supervision 
 
REQUIRES PINK STICKER ON 
CARE GUIDE, OLD NOTES & RISK 
ALERT SHEET  
 
Locking table on chairs as a reminder 
Restraints require a written order 
 

 
 
 
NORTON SCALE –  Interventions 
 
15 to 20 points 

 
10 to 15 points 

 
5 to 10 points 

Low risk 
Standard precautions  

Low to Medium 
Risk precautions  

Medium to High Risk  
High Risk precautions  

 
Encourage patient to 
change position every two 
hours 
 

Standard + Risk precautions  = 
Second hourly turns 
Spanco mattress 
Check serum proteins 
Control continence 
RMO review 

Standard precautions + Risk 
precautions + 
Check pressure points hourly 
Use lifters  
Water chair if sat out of bed 
Consider pressure relieving support 
surfaces  
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TITLE: Understanding Policy: Implications for Central Coast Health of the 
Health Management Policy to Reduce Fall Injury among Older People.   

 
This discussion paper examines the policy, ‘Health Management Policy to Reduce Fall 

Injury Among Older People, 2001-2005’ (hereafter known as the Falls Policy) recently 

published by the New South Wales (NSW) Government.  Although this policy has been 

published, it has not been widely disseminated for implementation, as there are funding 

issues that remain unresolved.  An examination of the Falls Policy, the theoretical 

frameworks on which it is based, and the imperatives of the interest groups that drive it, 

will aid in preparation for implementation through identifying the barriers to being 

articulated into current practice within the Central Coast Health service (CCH). 

 

In order to understand policy making it must be acknowledged that there are multiple 

perspectives that reflect the complexities of human behaviour and relationships.  One way 

in which governments and other agencies seek to deal with the issues that arise from these 

perspectives is through the development of policies.  According to Lancaster (1999), 

policies are simply a guide to decision making in any area that involves individuals in an 

actual or potential problem and pertains to all aspects of living.  Lancaster (1999) defines 

policy in terms of private policy, public policy, health policy and healthy policy.  These 

policies can guide law formation, interpretation and enactment in conjunction with the 

allocation of resources to achieve the objective of the specific policy.   

 

The Falls Policy has a direct bearing on the Professional Doctorate Portfolio, of which this 

paper forms a constituent part.  This work in progress relates to the construct of nurses' 

“relationship” to their work.  The doctoral topic is nursing professionalism evidenced in 

clinical work or practice using the exemplar of fall prevention.  This is of particular 

importance within acute care settings where nurses constitute an essential component of the 

service and where falls constitute the most reported adverse event that can cause death (2%) 

or serious injury (10%) (NSW Health, 2001).  The cost of patient falls to the health system 

is immense and its importance as a public health issue cannot be underestimated.  In 1997, 

approximately 191,000 hospital bed days were utilised as a direct result of a fall at a cost of 

$ 302 million Australian (NSW Health, 2001).  Given the importance of patient falls and 
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the fact that nurses provide the bulk of physical care, it is not surprising that falls for many 

years have become a measure of the quality of care in the absence of more meaningful 

measures (Ventura & Crosby, 1989).  The importance of this policy to nursing is 

considerable and it is paramount that nursing occupies a leading role in its translation into 

practice.  An understanding of the issues involved in the policy formation process should 

assist in identifying any impediments to change and help clarify the role needed for nursing 

leadership in implementing the policy for the CCH.   

 

Dalton, Draper, Weeks, & Wiseman (1996a) contend that health policy, like social policy, 

exists in a particular cultural, economic and political context and is an expression of the 

society that develops it.  Therefore, to completely appreciate a particular health policy,  it is 

necessary to examine that context from each perspective.  In addition, policy frequently 

derives from and meshes with existing policy; therefore it is necessary to examine the 

history as well as the links to affect a complete understanding of a part icular policy 

(Gardner, 1997).  The Falls Policy will be evaluated using each perspective.  

 

Policies are not created within a vacuum and may be illustrative of the differing political 

approaches to a social problem, consequently, the political context in which the Falls Policy 

was developed is important and relevant (Gardner, 1997).  This political context must be 

considered from a federal and state level as both governments have a role in policy 

development.  From a federal perspective, injury prevention and control was identified as 

one of the six priority health issues for the Australian population (Commonwealth 

Government, 2001).  Although the Falls Policy is derived from the NSW Sate Government 

it meshes with the Natio nal Injury Prevention Plan, 2001-2003.  The goal of this federal 

initiative is to reduce the impact of injuries on the health and well being of the Australian 

population.  This Plan contains four priority areas with one of these being ‘Falls in Older 

People’.  The broad scope of the federal plan is embedded into the state policy but the state 

policy pays greater attention to the detail and the application of the principles.  The federal 

government funds the states to deliver all social policies such as health and it is the state 

governments that are charged with the delivery of health care whereas the federal 

government has a more global approach.  According to Gardner (1995), this is consistent 
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with other health policy, as whilst the Commonwealth Government is prepared to leave the 

provision of health care to the states, it is not prepared to relinquish control over how these 

services should be shaped.  

 

As policies are the expression of the objectives of governments, the political processes and 

imperatives of the day undoubtedly influence them (Gardner, 1997).  Driving those 

processes are the theoretical and ideological framework upon which the political party in 

power draws its position.  Within health at this present time, all states are composed of 

Labor Party governments whereas the Liberal Party maintains power centrally at the federal 

level.  Therefore there is a fundamental difference in the expression of policy making.  The 

Social Liberal tradition that underpins the position of the Liberal Party is based on the 

principle of the free market and that there should be minimalist intervention by 

governments in order to preserve the freedom of the individual.  Indeed, government 

intervention is only justified to ‘pursue common social goals’ such as health or physical 

security (Dalton, et al., 1996a).  This has lead to a philosophy of the individual being 

responsible for his/her own welfare and the “user pays” principle in health care.  Therefore, 

there is little actual provision of resources within the National Injury Prevention Plan other 

than initiatives that are encompassed with federal government responsibilities such as the 

management of veterans or access to research funding.   

 

In opposition to the stance of the Liberal Party, the NSW state Falls Policy is an expression 

of the Labor Party’s objectives that emanate from the philosophy of egalitarianism and 

communitarian beliefs (Dalton, et al., 1996a).  Arising from this philosophical position, the 

Labor Party has expressed a greater commitment to the provision of services to those who 

cannot obtain these through the means of the free market economy.  This position has 

resulted in a greater willingness for the state government to act in a more interventionist’s 

way and provide more care in the community through legislature, policy development and 

service provision (Gardner, 1995).  Therefore, the focus of the federal Plan and the state 

policy differs because of who is responsible for the delivery of the services but also arises 

from the fundamental philosophies of the opposing political parties. Despite these 

differences, however, both political parties believe in the common social good that has 
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resulted in similarities in social policy (Gardner, 1995).  This accounts for the common 

principles that underpin both the National Injury Prevention Plan and the Falls Policy that 

may be described as follows: To prevent older people becoming incapacitated 

unnecessarily, to save health care (public) costs, and to prevent pressure on overloaded 

health services.         

 

Although there are these common principles between both levels of government, the 

philosophical position of the state Labor Party leads it to take a much more directional role 

in guiding policy (Gardner, 1997).  Indeed, NSW Health (1998) defines health policy as ‘a 

statement that defines specific goals in a given area and a framework to guide action to 

achieve them’.  Through health policies, the NSW Government is able to articulate their 

broad health objectives into enforceable action that draws its authority from the legislature.  

Policy statements allow clear enunciation of the Government’s position that eliminates 

inconsistencies removes duplication and provides guidelines that allow for coordination and 

integration of purpose and action (NSW Health, 1998).  Despite the fact that the NSW 

Government may only regulate those authorities in which it has direct control such as 

public health facilities, by coordinating its approach with the federal or Commonwealth 

Government initiatives, it has the power to influence the actions of the non-government 

sector.  Within the scope of care for older people this is especially important as the 

Commonwealth Government maintains control over the supported care sector (Mooney & 

Scotton, 1999).  

 

In addition to the political context, the cultural and social context in which a policy is 

developed may also determine the priorities and directions of the policy.  According to 

Kessler (1995), health policy is aimed at preventing a problem from occurring or evolves as 

a response to an existing situation.  The existing social situation in which this Falls Policy 

developed is that of an ageing society where the median age of the Australian population 

has now exceeded 30 years and is projected to exceed 40 years by the year 2020 (Grbich, 

1996).  In the past, this ageing of the population has been interpreted only in terms of 

burden and dependency with little attention given to the fact that ageing is a dynamic 

process and contains many positive aspects.  From a sociological perspective, ageing is a 
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social construct and social forces shape concepts surrounding the aged thereby contributing 

to policy development (Grbich, 1996).  Previous governments have considered aged care 

only in terms of providing institutional support for the frail aged and overlooking the 

potential of preventative public health strategies that aim to increase and prolong 

independence (Gardner, 1997).  Changes have occurred in the last decade with a shift 

towards community-based support programs and away from institutionalised residential 

care (Mooney & Scotton, 1999).  The role of primary and continuing care sectors has 

increased and the power of public health initiatives for positive ageing has received greater 

attention (Grbich, 1996).  This policy is among a range of issues in which the governments 

in Australia, both state and federal, seek to deal with an ageing society in a constructive 

way that advocates prolongation of independence and engagement with the mainstream.   

 

Despite the move towards a positive perspective of ageing, an existing stereotyping of 

dependency, frailty and vulnerability that leads to discrimination of the aged has not been 

overcome (Grbich, 1996).  There is no doubt that with age comes chronic conditions and 

disability however the overall dependency rate (the number of people outside the current 

working ages of 15 to 64 years) will be lower in 2031 than in the 1960’s (Grbich, 1996).  

The perception of burden is strengthened by the economic rationalism that pervades the 

development of health policy as the very old (ie above 75 years) consume substantially 

more health resources per capita than other groups in society (Mooney & Scotton, 1999).  

Sax (1993) argues however that this higher consumption of the health dollar is due to a 

greater utilisation of services and the medical profession finding more things to do to older 

people rather than the ageing of the population itself.  Despite this, the rationale in the 

preamble to both the Federal Plan and the Falls Policy is based on the economics of health 

care, demonstrating that the ageist notion of the burden imposed by older people has not 

been eradicated.  However the initiatives within the policies themselves do represent a 

change as they evolve from the notion that a positive approach to ageing based on 

enhancing preventative and primary care has the greater potential for health gain.  

 

Whilst governments recognise the need to foster a positive ageing of society to prolong 

peoples’ independence, it is impossible to eliminate the economic imperatives of the 
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argument that underpins the need for this policy.  According to Mooney and Scotton 

(1999), it is only towards the end of the century that economic considerations became part 

of policy development however nowadays it is an integral part of the process.  Indeed, the 

actual and associated social costs related to falls cannot be ignored.  The direct cost to the 

Australian Health system of the consequences of falls was calculated in 1995/96 as $688 

million dollars Australian (AUD).  This is 20% higher than equivalent costs for all 

conditions due to external causes at all ages (Commonwealth Government, 2001).  When 

indirect costs were considered, this increased to over $1,080 AUD (Commonwealth 

Government, 2001).  These indirect costs have enormous social consequences in terms of 

injury, lost time for carers and increased demand for residential care as over 40% of nursing 

home admissio ns are related to falls (Rawsky, 1998).  In NSW, the projections for hospital 

bed days required for the increases in population are for 800 more hospital beds and 1200 

more nursing home places.  On the Central Coast, the bed day demand is projected to rise 

by 26% by the year 2016 (NSW Health, 2001).  For this reason NSW Department of Health 

does recognise the economic imperatives that face service delivery but also the need for a 

long-term public health strategy that is encompassed in the Falls Policy (NSW Health, 

2001). 

 

Aligned to the economic rationalism that drives policymaking, the culture in which health 

care is delivered also has relevance.  This has direct bearing on the Falls Policy, as falls 

have become part of the quality agenda in health care.  As the cost of health as a proportion 

of the Gross Domestic Product (GDP) has increased, so has the demand increased for 

accountability and justification of that cost (Mooney & Scotton, 1999).  Therefore there has 

been a greater use of managerial ideas in health care and the concept of quality service 

delivery within the budgeted cost has become pervasive in policy making.  The use of 

outcomes as a tool to measure effectiveness is part of this agenda.  A health outcome is 

defined as ‘a change in the health of an individual or group of people or population which 

is attributable to an intervention or series of interventions’ (Commonwealth Government, 

1997).  Therefore, both the National Injury Prevention Plan and the Falls Policy compose 

part of the federal and state quality initiatives that include “Safety” as a primary dimension 

of health care.  The safe progress of consumers through all parts of its health system is a 
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major objective of the NSW Department of Health (NSW Health, 1999).  Indeed, falls 

within health facilities is proposed as an indicator of quality of health care delivery (Cowie, 

2000).   Through the use of outcome measures, governments have powerful measures of 

accountability and performance that can justify use of resources.  In addition, outcomes can 

be and are frequently used for political purposes to enhance electoral approval as the 

government of the day can be seen to be meeting an identified need.         

 

As a reflection of the context in which it was developed, the Falls Policy itself is 

underpinned by a broad set of principles for action.  These principles are used to justify and 

shape the policy through an emphasis on the individuality of older people, the freedom to 

make decisions based on information, and the ability of primary prevention to affect health 

status in the long-term and lead to a state of health ageing.   It is constructed in a spiral in 

which the broad goals are outlined and then the details become more explicit as each goal 

has strategies to achieve these.  Assigned to each of the strategies are recommended actions 

that are based on the available evidence.  One such example is: 

Goal 1 – Develop pro-active approaches to fall injury prevention 

Strategy – Actively encourage all people to maintain an active and healthy lifestyle 

Recommendation – Maintain a diet with adequate calcium and Vitamin D.   

Through this design, the policy provides a philosophical concept and a plan to achieve the 

desirable state, or goal, that is reduced injury from falls.  The policy is a product in that it 

is a series of conclusions and recommendations for improvement.  In addition, the policy is 

a process, the mechanisms for attainment of the product, however it is flexible enough to 

allow for implementation across a wide range of health services.  The roles of the different 

sectors within the system are acknowledged and the potential for conflict is addressed in the 

policy.  It provides a framework for action through the specific inclusion of the goal to 

Improve continuity of care through partnerships between health care settings that seeks to 

minimise conflict and enhance ‘seamless care’.   

 

An awareness of the political and social context in which policy is developed enhances 

understanding of that policy as these influence the shape and direction the policy takes. 

This understanding in turn aids analysis, however, most policy analysis is based on 
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decision-making models Lancaster (1999).  Amongst the multiple models for policy 

analysis available in the literature is that proposed by Kingdom (1984) in which three 

streams are considered.  These are: 

  The problem stream 

  The policy stream 

  The political stream 

Although each of the streams is conceptually different, they interact with one another as the 

circumstances and participants’ opinions change.   

 

Using this framework for analysis, the first stream, the problem, involves an investigation 

of the complexities of the problem of falls and should include an investigation of the 

alternatives.  The extent of the problem was quantified using data supplied to the State 

government through its reporting systems supported by the data available from the 

Australian Bureau of Statistics (ABS) (NSW Health, 2001).  Alternatives to the policy were 

considered using projections from demographics to illustrate the impact that the problem 

would have on the health system if no action were undertaken.  The policy was developed 

in a logical, orderly and incremental way using the evidence obtained from the wide body 

of research available in the field.  This research demonstrated that there was potential for 

significant improvement through the implementation of specific interventions at an Area 

Health Service level.  A comprehensive picture of the problem of falls was detailed in a 

discussion document that was circulated to a wide range of health professionals and service 

providers (Health, 2001). 

 

However, a major problem in implementing the policy at a local area lies within the ability 

of the CCH to quantify the problem for itself.  Allen, Lyne and Griffiths (2002) describe the 

importance of data to the delivery of health care that seeks to integrate public, private, 

voluntary and social agencies in providing services that are tailored to the needs of 

individuals.  At present the reporting system within the CCH is so inadequate that it is 

impossible for a global picture to be obtained.  Health Promotions have established a data 

link with the Emergency Department Information System (EDIS) however, there is no link 

to the acute care setting and in-patient data (A. Warn, Health Promotions Officer, personal 
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communication, June 14, 2002).  Within the acute setting itself, there is a uniform reporting 

system to the centralised Occupational Health and Safety Unit but this unit has been unable 

to provide a feedback mechanism to clinicians.  Therefore each clinical unit has had to 

maintain their own database of falls.  This situation constitutes a major impediment to the 

attainment of the policy, as access to current and comprehensive data is fundamental for 

identifying needs.  In addition, the Falls Policy is a health policy that necessitates close 

liaison between in-patient, community and health promotion sectors.  Currently there is no 

dialogue or data sharing between these areas so that it is almost impossible to identify the 

extent of the local problem that is required in the Falls Policy. 

 

In the second stream of the policy analysis, the contribution of research, interest groups and 

professional organisations are considered.  According to Gardner (1995), in a pluralist 

democracy all people are able to exercise their right to contribute to and to influence 

policymaking.  However, this is seldom true with most policy influenced by interest groups, 

with the most significant influence arising from the most organised and articulate of these 

groups (Dalton, Draper, Weeks, & Wiseman, 1996b).  In the past, the development of aged 

care policy in Australia has been criticised for its apparent lack of consultation and 

consideration of the wishes of older people (Brown, Davey, & Halladay, 1986).  Some 

activist groups such as the ‘grey power’ movement has started to demonstrate the potential 

for political influence however in comparison to other interest groups, such as the gay 

movement, it is underdeveloped (Gardner, 1995).  The NSW government is cognisant of 

this criticism and has made consumer participation a prerequisite in policy formation in its 

Government Action Plan for health.  The discussion paper that preceded the policy 

indicates that there was consultation with various stakeholders representing older people 

and information obtained from the NSW Older People’s Health Survey 1999 was utilised 

(Health, 2001).  In addition, following the circulation of the discussion paper, consultation 

workshops were conducted in June 2001 prior to completion of the policy document.  Goal 

6 in the policy, includes the strategy Build partnerships with key sectors dealing with the 

needs of older people, and lists a wide range of potential and actual stakeholders.  These 

include government agenc ies, non-government organisations, professional organisations 

and special interest groups.   
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Duckett (1984) contends that there are three structural interest groups in health policy 

development.  These are the professional monopoly, which is largely the medical 

profession, the corporate sector that is responsible for long-term planning and the provision 

of health care and the equal-health advocacy movement whose major concern is to improve 

the health of all sectors of society.  Although there is reference throughout the policy to the 

medical profession that is largely related to the practice of general practitioners, there is 

little real evidence of substantial influence in the policy by the medical lobbyists.  Without 

any doubt however the two most influential stakeholders were those corporate agencies 

who are responsible for the delivery of health and residential care.  These major 

stakeholders are the state government itself through its role in the provision of acute 

services, and the nursing home industry who provides the bulk of supported care.  The 

economic rationalism principles of effectiveness that serve the interests of the major 

stakeholders in the system are evident in the policy and are expressed in goals 3 and 4.   

 

Although the power of the corporate sector is important, the principal interest group that 

has influenced the Falls Policy appears to be the equal-health advocates within the Health 

Promotions sections of the government and non-government agencies (NSW Health, 2001).  

Indeed, the policy document itself acknowledges that it is a public health initiative that 

recognises the importance of prevention.  This builds on previous important preventative 

work undertaken by Health Promotion Units at local levels such as the CCH “Slips” project 

that targeted falls in community dwelling older people.  Also an Active Over 50s Program, 

encourages fall prevention through promoting an active lifestyle for the elderly (A. Warn, 

Health Promotions Officer, personal communication, June 14, 2002).  The valuable 

contribution of this sector in the policy formation is unquestionable however there are 

significant local issues that would need to be addressed prior to any attempt to implement 

the policy.  The lack of linkages of these primary care programs to and beyond the acute 

care setting that could occur through referral on discharge is significant.  In addition, the 

lack of meaningful dialogue amongst health professionals working within these settings 

constitutes a major impediment.  This would require immediate rectification, as would the 

linkages between the acute and supported care sectors.  Within the supported care and the 

acute care setting the principal discipline providing direct care is nursing therefore it is 
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imperative that consultation and negotiation occur with this discipline prior to 

implementation. 

 

Despite the fact that the Falls Policy has resulted in a comprehensive framework, it does 

have omissions related to certain sections of society that are affected by falls.  There is no 

real evidence in the policy of the marginalisation of older women that Grbich (1996) 

believes pervades society as it is clearly stated that the group mainly affected by falls is 

elderly women.  The policy recognises that population trends indicate that in 50 years this 

group will more than double making this group a priority for attention.  Indeed, substantial 

consideration has been given in the policy to gender issues such as management of 

menopause and osteoporosis.  However, the silent contribution of women receives minimal 

attention, as although many older people access health services after a fall the principle 

carers within communities are women (Grbich, 1996). Therefore there should have been 

greater emphasis on supportive advice and information to carers of older people in the 

section related to community care.  The intention may have been to include these people 

generally through the application of preventative measures however; the omission of issues 

related to the particular needs of carers detracts from the comprehensive nature of the 

policy.  Perhaps this omission is an example of the lack of power of older women.  Gardner 

(1995) maintains that this section of aged care is freque ntly overlooked in policy 

development therefore any local initiatives should attempt to overcome this deficit. 

 

The last stream in the Kingdom model for policy analysis is the political stream in which 

the political nuances of the situation are considered.  Whilst it is acknowledged that an 

understanding of the political context in which the policy is developed is imperative, so is 

an appreciation of the political and cultural context of the local organisation into which the 

policy will be implemented.  Within the CCH, the principles of the Falls Policy marry with 

those that underpin the Quality Ageing Strategy (Central Coast Health, 1997).  This 

strategy, which emerged from the NSW Healthy Ageing Framework, is based on the 

principle of developing positive attitudes to the elderly, encouraging active participation in 

community life, and providing an intergraded system of health that makes the best use of 

available resources.  It recognises that the compartments that occur in care result from the 
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different funding models for services delivered at a state or federal level.  Included within 

the wider recommendations for innovations in care of the ageing in the community are calls 

for coordinated care, better discharge planning from hospitals, and communication of risk 

of injury from and to General Practitioners.  There is a recognition of the domination of the 

hospital system in health care planning that needs to be offset by good public health policy 

development (Gardner, 1997).  Therefore this policy constitutes an important step in 

fulfilling the objectives of that strategy and in making the ideal the real.  The challenge for 

those implementing the policy is to make those involved in service delivery accountable for 

that coordination.  Allen, et al. (2002) note that much policymaking occurs ‘at street level 

where clients and service providers meet’.  The powerful ability of the media to shape 

public opinion and policymaking may have to be harnessed to encourage greater 

accountability for coordinated care and may form the genesis of a local initiative as the 

Falls Policy is implemented. 

 

Beside the broad issues that may affect implementation, there are particular issues within 

settings.  For the CCH, one such issue in the acute setting is the way in which health care is 

delivered throughout the organisation.  In this setting standardisation of practice is limited 

as clinical practice differs between clinical areas or divisions, and between campuses.  The 

movement towards clinical streaming within the CCH may overcome the “silos” that grow 

from divisional structures however, there needs to be considerable consultation and 

negotiation so that a universal approach to fall prevention is implemented.  In addition, the 

“silos” that occur between professional disciplines have to be overcome through fostering 

of collaborative practice.  Above all the practice standards that are developed must be 

owned by the people using them therefore active participation of all those involved in the 

care of older people is essential (McCormack & Garbett, 2000).   

 

The Falls Policy acknowledges the workforce issues in preventative work particularly in the 

acute and supported care settings.  The evidence in the literature supports this where 

staffing levels or mixes were demonstrated to be crucial to successful prevention programs 

(Evans, Hodgkinson, Lambert, Wood, & Kowanko, 1998; Tutuarima, van der Meulen, de 

Haan, van Staten, & Limburg, 1997; Whedon & Shedd, 1989).  The current situation in 



 130 

nursing seriously undermines the potential contained within the policy as the health system 

is faced with a critical recruitment and retention situation with its nursing workforce.  In 

2000, 27% of the nursing workforce was lost due to retirement and nurses leaving the 

profession by choice (NSW Health, 2001, NSW Health, 2000).   The Falls Policy 

recommends that staffing levels reflect the age of the patients and the level and mix of 

staffing should be adjusted to the changing needs of the patients.  At present, the acute care 

setting is staffed for a level of 85% occupancy despite the average occupancy levels of 96% 

(Central Coast Health, 2002).  In addition, there is no patient acuity system that allows for 

staff adjustment according to patient dependency.  A reliance on casual staffing and 

trainees such as new graduates also make it difficult to maintain standards of care that 

include fall prevention (Central Coast Health, 2002).  The economic factors that drive 

nursing staff levels must by mitigated to allow staffing and care to become more patient-

centred for older people (Gardner, 1997; Wright & McCormack, 2001).  Unfortunately, the 

Falls Policy represents an optimal situation that cannot be achieved within the current 

workforce constraints that beset the acute setting.  Each setting will have its own peculiar 

difficulties however this critical workforce issue is replicated in the supported care setting 

(Commonwealth Government, 2002).  Staffing issues in all sectors seriously impact on the 

capacity of users to uphold the professional care ethic to protect patients from harm. 

 

In addition to workforce issues, the culture and ageism in nursing are important 

considerations that have the potential to create barriers to the successful implementation of 

the Falls Policy (Lookinland & Anson, 1995).  Indeed, significant nursing leadership will 

be required to overcome these barriers (Wright & McCormack, 2001).  In addition, the 

policy calls for a partnership between staff and patients however observations that were 

conducted prior to the action research within the doctoral work demonstrates that this is not 

occurring.  It is most marked in those populations that are at greatest risk of falls such as 

the elderly and stroke patients.  Morse (1993) states that the most effective fall preventative 

tool may be the nurses’ attitude, as this translates into pro-active surveillance of patients’ 

safety.  However, this is seldom explored in the literature although practice development 

recognises the essential role of practitioners’ values in cultural change.  Morse alludes to a 

change in attitude from when falls were considered a normal consequence of ageing to now 
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when falls are considered predictable and preventable however this attitudinal change has 

not been substantiated in the workforce providing direct care.  Contained in an exchange 

with an experienced nurse during an evaluation of a fall assessment tool, was the comment 

that “old and confused patients fall and that’s all there is about it” (Dempsey, 1997).  This 

appears to indicate the possibility that the attitudinal shift has not taken place and requires 

investigation.  The research component of this Professional Portfolio is directed towards 

practice development that is based on this as an issue.  Indeed, McCormack and Garbett 

(2000) acknowledge the influence of policy on practice development therefore creating a 

link between the doctoral research and policy implementation into practice.  It is anticipated 

that this research will make a significant contribution towards implementation of the policy 

that is related to the acute care setting and may potentially influence the supported care 

setting.  Dalton, et al. (1996b) refers to the power of the ‘bottom up approach’ in 

implementing policy and the research is an expression of this.   

 

The ultimate test of this policy will be whether it can or has achieved its aims.  Despite the 

positive aspects of this health policy, the constraints that face the acute facilities in the 

public sector must be recognised.  For the CCH, the major barriers to successful 

implementation are multiple.  These barriers include the lack of information technology 

that would allow for the problem to be quantified and interventions to be monitored.  The 

lack of dialogue between critical sections of the service such as Health Promotions and the 

acute setting also impedes implementation.  Most importantly, however, the inability for 

the nursing workforce to reflect the needs of the patients and a nursing culture that has not 

sufficiently addressed issues of ageism and ritualised care are the greatest barriers.  Some 

of the recommendations in the policy are already in place in clinical units across the area 

health service such as the Fall Prevention Program in Medicine and the Risk Profile in 

Surgery however standardisation will be required to enable future evaluation of the policy.  

The problems outlined are not insurmountable but effective nursing leadership and 

adequate resources may be required to mitigate their effects.  

 

In conclusion, the recently published Falls Policy is an important landmark in the care of 

older people.  It provides an excellent opportunity for health and service providers to focus 
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and integrate changes in culture and practice related to falls prevention.  Although it is 

principally a health policy, it provides a blueprint for a collaborative approach to falls 

prevention for all those that have an interest in the care and welfare of the older person in 

NSW.  Through a translation of this policy into action within its own facilities and in the 

community sector, considerable advances in the prevention of injury from falls are possible.  

These advances, however, are only possible if the concomitant change in the culture and 

structure of health care facilities also form a significant part of the action.  The paper has 

examined the context in which the policy was developed and used an analysis framework to 

identify those barriers to successful implementation at a local level.  When complemented 

by the research component of this portfolio, it is anticipated that the major goals of the 

policy will be achieved within the CCH. 
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EXECUTIVE SUMMARY- THE PURPOSE OF THE FORUM 
 
In 2001, NSW Health published The Management Policy to Reduce Fall Injury Among 

Older People as part of Healthy People 2005.  The preamble to the policy states that … 

"This initiative clearly recognises the importance of prevention and… is complementary to 

work undertaken in the acute and supported care sectors on continuity of care and discharge 

planning, quality of care, management of dementia, and the overall planning for the ageing 

of the NSW population".  While it is pre-eminently a Health Policy, it identifies roles for 

other sectors and organisations.  

 

The health and safety of older people is influenced by the work of many sectors outside the 

health system.  This policy is relevant to all those who work with, or plan products and 

services for older people and who can contribute to a reduction in the frequency and 

severity of fall injuries among older people.  While the policy has been developed primarily 

for use within the hospital, residential and community care settings of the NSW Health 

system, it seeks to build upon partnerships between disciplines within the health sector and 

between health and other sectors. 

 
Current costs 

 
Admissions to hospital for fall related injury, particularly among older people, currently 

consumes an estimated $324.2 million in health resources each year in NSW.  No other 

single injury cause, including road trauma, costs the health system 1more than fall injury.  

 
Implications for the future  

 
It is estimated that costs to the NSW Health system will escalate to $644.7 million by the 

year 2050.  This translates to additional four 200 bed acute care facilities and 1200 new 

nursing home places stemming from fall injuries.2 

 

 

_________________________________________ 
1NSW Health Management Policy: Reduce Fall Injury Among Older People; Policy in Brief 2002-2006 
2NSW Health Management Policy: Reduce Fall Injury Among Older People; Policy in Brief 2002-2006 
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There is a need to take a long-term public health approach. While the problem emerges 

among older people, the root of the problem generally lies in patterns of physical activity 

and diet in earlier years that interact with the processes of ageing and  

the environments in which older people live. 

 
Quality of life 

 
Falls also have hidden costs that impact on the lives of older people and their relatives and 

carers.  Fear of falling can be debilitating and lead to severe restrictions in activity and 

social interaction.  The investment in fall injury prevention should be made with a view not 

only to managing health care costs, but improving the quality of life of older people, by 

reducing pain, fear and isolation and increasing independence and well being. 

 

A problem of this magnitude requires a systematic, multifaceted approach to be put in place 

as an investment in reducing future costs and service demands and improving the quality of 

life and independence of older people in NSW.  The goals of the policy are included in the 

presentation by Rebecca Mitchell (see page 13). 

 
 
NSW Health is committed to entering into partnership with all relevant players to bring 

about optimal management of fall related injury among older persons". 

(NSW Health 2000). 
 

 
Therefore in order to achieve Goal 5 of the policy which is to :Define local needs and 

allocate optimal mix of preventive and treatment strategies by the health sector, Central 

Coast Health Service conducted the Falls Injury Prevention Forum to commence the 

collaborative process between all sections of the Central Coast community who were 

involved in the care of older people.  Invitations were extended to organisations and 

individuals from the community, acute care and supported care sectors to share their 

expertise and to establish the current position of Falls Injury Prevention (FIP).  By sharing 

information on what is available on the Central Coast, it was anticipated that it would 

become possible to identify what would require development. 
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Examples of projects being undertaken at present were shared through presentations from 

those working in the field of Falls Injury Prevention (FIP). Following the presentations the 

participants joined in workshops (Community, Acute Care & Supported Care) to consider 

the goals of the policy relevant to their area and to establish three agreed priorities to work 

towards achieving the goals of the policy throughout the Central Coast community. The 

proceedings from each of the groups are available in this report.  These priorities 

established are: 

 

COMMUNITY 

• Development of a Falls Prevention website for Health Professionals 
 
• To develop a physical activity option for people unsuitable for the Active Over 50 

program 
 
• To develop a generic risk assessment tool 
 

ACUTE CARE 

• Assess patients on intake  
 
• Develop a fall prevention protocol 

 
• Manage high-risk patients 
 
 
SUPPORTED CARE 

• This group identified that there is a need to improve current staffing ratios before the majority of 
excellent strategies discussed can be implemented.   

 
• Improve mobility and strength among residents through Exercise Programs and Nutrition 

 
• Develop risk assessment and referral processes among health practitioners though 

communication between staff, residents, GPs and families. 
 

Three Clinical Reference Groups (CRG) composed of interested people from the workshop 

were formulated to carry the work forward on the identified priority areas.  It is anticipated 

that the CRG will form the genesis of the collaborative endeavours that will be required to 

achieve the implementation of the policy goals for the Central Coast.    

    Jennifer Dempsey, March 2003. 
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FOREWORD 

 
This forum marks the commencement of the process towards the development of the 

Central Coast Policy for Falls Injury Prevention.  Central Coast Health has a strong 

commitment to Falls Injury Prevention.  Indeed, the Central Coast is the first area to 

attempt to apply the State Policy to meet the local needs of its older population.  

 

The implications of the increase in numbers of older people and the effect that this will 

have on the health system make this an imperative for this area.  The Australian Bureau of 

Statistics (ABS) project population trends to increase by 4.7 per cent of people in the 60 to 

74 year age group with a smaller growth for people aged 75 years or older.  Taking into 

account this change in population demographics, there will be a concomitant rise in bed day 

demand for people from fall-related injury.   

 

It is obvious that a long-term coordinated population health approach is needed. Short term, 

non- integrated reactions to changing demand will be ineffective and inefficient.   

We need to make existing services more effective and develop new services that respond to 

the changing lifestyle choices of older people, to assist them with the maintenance of 

mobility, dignity and purpose. 

 

As Chief Executive Officer of Central Coast Health, it gives me great pleasure to have been 

associated with this forum and look forward to the initiatives that will undoubtedly result 

from the collaborations between those involved in the care of older people. 

 
Jon Blackwell 

CEO, Central Coast Health 
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SUMMARY OF THE QUESTIONNAIRES 
 

In preparation for the forum, information on current Falls Injury Prevention was sought 
from the participants.  The following represents a compilation of the returns. 
 
 
COMMUNITY SERVICE / PROGRAM BASED: Total = 23 = 100%         
Facilitites represented: 
 
Aged Care Assessment Team Life Links Community Support 
Aged Services Emergency Team Long Jetty Hospital Outpatients 
Baptist Community Services Home Flexi Care SOS Nursing Service 
Cade Unit Long Jetty Tarragal Glen Village  
CCH Community Occupational Therapy Wyong Hospital  
CCH Community Stroke Support Service Wyong Hospital OT 
CCH Gosford Hospital CCH Physiotherapy Department 
CCH Podiatry Central Coast Easy Care 
CCH Rehabilitation Physiotherapy Coastal Physiotherapy Clinic 
 Yallambee 
 
 

Question 
 

YES 
 

NO 
DON’T 
KNOW 

 
Does your organisation provide a service to the community? 

 
95.5% (21) 

 
4.5%(1) 

 

Does your organisation provide a Falls Injury Prevention 
Program? 

 
30.4% (7) 

 
69.7%(16) 

 

 
Does your organisation have a definition of a fall? 

 
13.6%(3) 

 
81.8% (17) 

 
4.5% (1) 

Does your organisation have a written Falls Injury 
Prevention Policy? 

 
14.3% (3) 

 
81.0%(17) 

 
4.8% (1) 

 
Do you collect data on falls?   

 
40%(8) 

 
60% (12) 

 

 
How is the data you collect used? 
 

 
assessment       
evaluate impact on falls in home  
identify risk 
info given to doctor 
not adequately collated                
pattern, trends, problem solving   
prioritise urgent care.reduce delay  
used to reduce falls/ injuries 

             
 
SUPPORTED AND ACUTE CARE :  Total = 44 = 100%  
 
Facilities represented: 
 
Adelene Hostel                                            
Adelene Retirement Village 
Berkeley Vale Aged Care Facility        

Physiotherapy, CCH          
Gosford RSL Leisure Living     
Lakehaven Masonic Village  
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Berkeley Vale Private Hospital                             
Bethshan Aged Care Centre                           
Brisbane Water Private Hospital                      
Cade Unit, CCH                                          
Cardiac Unit, CCH 
Cardiac Rehabilitation, CCH 
Community Nursing, CCH Wyong       
Community Rehabilitation, CCH 
Continuing Care Team, CCH 
Division of Anaesthesia and Surgery, CCH 
Maternity, CCH 
Rehabilitation, Wyong & Gosford, CCH 
Glenmore residential aged care facility 
 

Nareen gardens nursing home 
Neurology & Neurophysiology, 
CCH 
Orana centre for aged care                   
Peninsula village                 
Tarragal glen village                        
Tarragal house nursing home                    
The Hammond care group, Erina    
Veronica nursing home    
Woodport nursing home    
Woodport retirement village     
Woy Woy hospital, CCH 
Wyong hospital, CCH 
 

 
 

Question 
 

YES 
 

NO 
DON’T 
KNOW 

 
Does your facility have a definition of a fall? 

 
17.1% (7) 

 
82.9% (34) 

 

Does your facility currently have a written falls injury 
prevention policy? 

 
15.4% (6) 

 
84.6% (33) 

 

 
Do you have a falls injury prevention approach to care? 

 
95.8% (23) 

  
4.2% (1) 

 
What does your fall injury prevention program include? 
n=23 
 

 
fall injury prevention committee  9%   (2)   
individual risk factor assessment  91% (21) 
& care plan  
environmental audits            87% (20) 
structured exercise for residents/patients  
                                         70% (16) 
routine medication reviews           97% (22) 
other                                              17% (4)  
 
Other (5): 15-30 minute surveillance, 
educating staff re risk factors, activity 
program, exercise and walking program, 
individual physiotherapy, identification of 
other risk factors, implementation of 
strategies is dependent on client assessment, 
nurse initiated investigation form following 
fall.  

 
Question 

 
YES 

 
NO 

DON’T 
KNOW 

 
Is information about residents / patients fall recorded? 

 
100% (27) 

 
0% 

 
0% 
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What information is recorded? n=27 
 

 
brief description of the fall                                       96.3% (26) 
activity at the time of the fall                                   92.6% (25) 
time of day                                         96.3% (26) 
place where fall occurred                                       96.3% (26) 
what resident/patient fell from                                 92.6% (25) 
use of walking aids at time of incident          65.4% (17) 
any environmental hazards                                      74.1% (20) 
risk factors identified before the fall                        61.5% (16) 
preventative measures taken                                    64.0% (16) 
immediate impact of the fall                                    80.8% (21) 
nursing intervention                                       88.5% (23) 
other                                         43.5% (10) 
 
Other (9) = entry on care plan, relative notified, action by 
coordinator investigation, site of injury, notify NOK / NSW, 
medical interventions, medications, other contributory factors, 
monthly stats, recurrences followed up, notify relatives, witnesses, 
review by medical officer, falls with staff present, falls without staff 
present, 
review by the physiotherapist.   
 

 
How do you measure your rate of 
falls?  
 

 
audit on ward                                                                  5.9% 
can't read                                                                         5.9%     
can't read writing!                                                           5.9%    
database                                                                         11.8%   
database analysed monthly                                             5.9%     
don't know!                                                                     5.9%     
graphed monthly                                                             5.9%     
incident form, database, no. per month                           5.9%  
measure overall fall rate quarterly                                   5.9%   
monthly audit graded for high risk                                  5.9%     
monthly stats                                                                   5.9%    
no. of falls                                                                       5.9%  
patient incident form. visitor incident form                    5.9%     
statistically, compare to previous months                       5.9% 
various data collected see questionnaire                         5.9%     
ytd totals monthly, overall rate beddays                         5.9%    
n = 17                                                                          100.0%  

 
Question 

 
YES 

 
NO 

DON’T 
KNOW 

 
Has the rate of falls decreased since 
the commencement of the fall injury 
prevention approach? n=19  

 
47.4% (9) 

 

 
21.1% (4) 

 

 
31.6% (6) 

 

 
Is there any further information 
regarding your fall injury prevention 
program that you would like to share 
with us? 
 

n=3 
• analysed by cause, person, time - preventative action take  
• I think the program would be CCH wide but don't know detail                              
• risk assessment included in care plan, starting in ED           
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PROFILE OF THE PRESENTORS 
 
Dr Scott Whyte 
Dr Whyte is a geriatrician and neurologist and is the Director of Neurology at Central Coast 
Health.  This position enables him to bring a remarkable insight to the causes and problems 
related to falls injuries in the older population. 
 
 
Rebecca Mitchell 
Rebecca is a psychologist with Masters Degree in the Arts and Occupational Health and 
Safety.  Rebecca is a Senior Policy Analyst in the Injury Prevention and Policy Branch of 
NSW Health where she is involved in numerous injury prevention programs, including falls 
injury prevention strategies for older people. 
 
 
Dr Stephen Lord 
Associate Professor Stephen Lord is a Principal Research Fellow at the Prince of Wales 
Medical Research Institute in Sydney. His research interests include the identification of 
risk factors for falls in older people and the evaluation of falls prevention strategies. With 
colleagues from the Prince of Wales Medical Research Institute, he has recently written a 
book "Falls in older people: risk factors and strategies for prevention" which 
comprehensively summarises the work undertaken in this field. 
 
 
Professor Judith Donoghue 
Professor Donoghue is a Professor of Nursing from the University of Technology, Sydney 
and is the Director of the Nursing Practice and Acute Care Research Unit at St. George 
Hospital.  Judith has extensive experience in nursing research on a range of topics that 
recently include falls in the acute setting and the efficacy of patient controlled analgesia.  
She has multiple publications to her credit and has presented at numerous conferences both 
nationally and internationally.   
 
 
Jennifer Dempsey 
Jennifer is the Clinical Nurse Consultant for Medicine at Central Coast Health.  Jenny has 
extensive nursing experience in general, psychiatric and emergency nursing.  She has a 
Masters of Nursing Studies and is currently undertaking a Professional Doctorate in 
Nursing.  Her area of interest is in falls prevention in acute medical patients and the 
development of nursing practice.  This continues her long interest in quality of care in 
which she has published.  Jenny has recently joined the NSW Falls Injury prevention 
Network continuing the contribution from the Central Coast. 
 
 
Annie Warn 
Annie is the Health Promotion Unit, Injury Prevention Coordinator for Central Coast 
Health and has a long association with falls injury prevention.  As a foundation member of 
the NSW Falls Injury Network, Annie has contributed in a significant way to the 
development of state wide co llaborations such as the NSW Health publication, Prevention 
of Falls Injury in Older People, and local initiatives such as the Active Over 50s Program.  
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Annie contributed to the development of the Falls Injury Management Policy and has 
presented the policy on behalf of NSW Health.   

 
 

PURPOSE OF THE WORKSHOPS 
 
 

The participants were welcomed to the workshops and the aims were explained as being 

essentially threefold: 

 

 

• To develop a registry of good things that were currently being undertaken in relation to 

falls on the Central Coast in the Community, Acute Care and Supported Care 

environments, something which has never been done before 

 

• To elect a reference group and a convenor from participants in the various workshops 

with the aim of working toward implementing identified priorities from the policy. 

 

• To nominate two or three top priority strategies, in the areas of Community, Acute Care 

and Supported Care to be addressed by the Clinical Reference Group following this 

forum to feed back to the State Falls Policy Unit. 

 

The following account is a summary of the contributions to the discussion from the 
participants. 
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FALLS INJURY PREVENTION FORUM  

 
The workshop information from the community and supported care setting is not 
included in this portfolio report.  
 

FALLS INJURY PREVENTION 
ACUTE CARE SETTING 

 
Facilitator:    Jenny Baker, Manager Quality Resource Unit, Central Coast Health 
 
 
INTRODUCTION 

The ageing of the population is likely to increase the cost of health care services.  
To some extent this may be offset by improvements in health and consequent shorter 
terms of illness and dependency.  The major costs will come from chronic illness 
and dependency, to which falls are a major contributor.  Loss of independent 
lifestyle and accompanying depression and psychological illnesses are major 
contributors to the level of health care utilisation by older people.  The maintenance 
of mobility, dignity and purpose must therefore rank high in considering the mix of 
strategies to be used.  NSW Health 2000. 

 
 
4.1 REDUCE INJURY AMONG OLDER PEOPLE RECEIVING ACUTE CARE 

SERVICES 
 
 4.1.1 Identify people at risk in Emergency Departments 
 
♦ Emergency Department nurses do risk response program assessment for Over 55 year 

olds. 
 
♦ Is 55’s too young ? 
 
♦ ASET team is commencing in Emergency Department with Dr John Death 
 
♦ Is 2 weeks too long for waiting to see a professional? 
 
 
4.1.2 Assess patients on Intake 
 
♦ Is this on the nursing care plan?  YES 
 
♦ Is it validated in CCAHS?  – YES 
 
♦ Is it validated in private?  - NO 
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♦ Malnutrition, dehydration and going into withdrawal should be added to assessment of 
patient. 

 
 
4.1.3  Manage high-risk patients in Acute Care  
 
♦ Systems used to identify risk level of patient – should be the same throughout whole 

health system not just within each organisation. 
 
♦ Lack of space around bed area difficult when extra equipment needed. 
 
♦ Should be expressed specifically at hand-over along with others of concern  e.g. diet, 

infection. 
 
 
4.1.4 Manage high-risk patients following discharge 
 
♦ Risk level different from hospital to home 
 
♦ No real plan to ensure that Falls Risk on discharge is in place. 
 
 
4.1.5 Manage risk associated with early mobilisation 
 
♦ Not enough time 
 
♦ In stoke unit (ward 19), the allied health and medical wards ensure this happens. 
 
 
4.1.6  Enhance Patients’ and carers’ knowledge of falls risk and risk management 
 
♦ Fall brochures given to patients on discharge at Wyong/training is given to carers of the 

patients. 
 
 
4.1.7 Develop fall prevention protocols   
 
♦ ‘What is a fall’ – is not defined. 
 
 
4.1.8 Manager Risks associated with medication 
 
♦ ‘Standing’ blood pressure should be on patients 
 
♦ Not noted by pharmacists on chart 
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♦ Not a nursing task 
 
♦ Need pharmacists and doctors to be involved. 
4.1.9 Use Protective Equipment and care systems  
 
♦ Not usually available in sufficient supply (hip protector) 
 
♦ Beds (high/low) are not available – hard to use – not good for resuscitation 
 
♦ Bed rails an issue – not safe with patients that wander/more of a problem – they fall out 

over them.  
 
♦ Equipment within hospital in each ward is usually not shared between wards. 
 
 
4.1.10 Develop systems to address Activities of Daily Living 
 
♦ staff levels – not a do-able – refer to Occupational Therapy 
 
♦ Rehab is currently working with physio’s in morning session. 
 
♦ Workloads – staff not doing all showers at once – try to alternate or split up these 

procedures. 
 
 
4.1.11  Develop and implement fall injury prevention guidelines for constructing and 

equipping facilities  
 
♦ Long Jetty Health Centre – focus group used when building this  
 
 
4.2 IMPROVE FALLS INJURY PREVENTION SYSTEMS IN ACUTE CARE 

FACILITIES 
 
4.2.1 Develop inter-disciplinary information systems on fall risks 
 
♦ Done/but not universal 
 
♦ Non compliance from nurses 
 
♦ Not required to be written in the notes 
 
♦ Should be in the information that is accessed by all disciplines 
 
♦ Collaborative information 
 



 149 

♦ Process issue 
 
♦ Need more information from relatives on the current status of patient. 
 
 
4.2.2 Review current discharge planning processes 
♦ 60 years is a high risk anyway 
 
♦ need to change 
 
♦ not established processes 
 
 
4.2.3 Review inter-disciplinary information systems  
 
♦ Compliance is poor from GP’s on post discharge to allied health 
 
♦ Reporting of falls left to nursing staff as they are responsible for patient – training needs 

to be given to all staff/community nursing to complete forms. 
 
 
4.2.4 Assess staffing needs to manage risks 
 
♦ Create short shifts 
 
♦ Relates back to 4.1.2 and 4.1.8 
 
 
4.2.5 Manage risks linked to buildings and facilities 
 
♦ More risk with all extra equipment now used in ward 
 
♦ Patient environmental risk assessment needed within wards/buildings 
 
 
4.2.6 Strengthen links with Quality Improvement 
 
♦ Safe patient practice care should be a quality priority. 
 
♦ Can’t flag previous patient on the computer screen program 
 
♦ Coloured sticker on patients' notes might be a good idea for awareness reasons. 
 
 
PRIORITIES 
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The 3 priority issues chosen by this group were: 
 
4.1.2 Assess patients on intake 
 
4.1.7 Develop fall prevention protocol 
 
4.1.3 Manage high risk patients 
 
 

FUTURE DIRECTIONS 
 

The attendance and range of people who attended this Falls Injury Prevention Forum 

indicates how much enthusiasm and good will there is for effort on this topic.  At a meeting 

convened recently by the New South Wales Health's Chief Health Officer where he asked 

how much support this policy could expect at local leve l, I indicated that there are a lot of 

people already working enthusiastically to improve things.  It is likely that there will be 

some resources allocated across NSW to support initiatives and the Department of Health is 

open to advice on effective use of those.  

 

The work today will inform the local response to State policy and place us in a position to 

take advantage of any funded opportunities. But probably more importantly it places us in a 

position to harness the goodwill of many committed players for cooperative local efforts.  

The it anticipated that the three Clinical Reference Groups will take forward the work on 

the three identified priorities and will reconvene at a later date to share their progress.  

 

Doug  Tutt 

Director, Health Promotion Unit 

Central Coast Health 

 

 

 


	Title page
	Acknowledgements
	Vol. 1Table of Contents 
	List of Figures
	List of Tables
	Abstract
	Chapter 1
	Chapter 2
	Chapter 3
	Chapter 4
	Chapter 5
	Chapter 6
	Chapter 7
	Chapter 8
	Chapter 9
	Chapter 10
	Volume 2
	Vol. 2 Table of Contents 
	Appendix 1a
	Appendix 2
	Appendix 3
	Appendix 4
	Appendix 5
	Appendix 6
	Appendix 7
	Appendix 8
	Appendix 9
	Appendix 10
	Appendix 11
	Appendix 12
	Appendix 13
	Appendix 14
	Appendix 15
	Reference List
	Portfolio
	Understanding Policy: Implications for Central Coast Health of the Health Management Policy to Reduce Fall Injury among Older People
	Understanding the impact of policy on health service: Implications for service delivery across the Central Coast

