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Abstract
Background: There is limited evidence of research undertaken in and on practice by
Australian oncology NPs. Research is important to support the NP role in the cancer care
setting and to develop the NP role to its full potential.
Aim: The aims of the study were to explore the perceptions and experiences of undertaking
research in and on practice and the barriers and enablers to undertaking research in practice
as described by Australian oncology NPs.
Methods: A Husserlian phenomenological approach underpinned the framework of the study
with descriptive in-depth interviewing as the method of data collection. Thematic analysis
was undertaken using Colaizzi (1978) phenomenological analysis.
Findings: Developing and fostering research, balancing clinical practice and research and
organisational support were the key themes described by the fourteen (n=14) participants in
the study and are representative of the fundamental structure of the phenomenon under study.
Discussion: The study presented in this thesis is one of the first to explore Australian
oncology NPs undertaking research in and on practice, in particular the barriers and enablers
to undertaking research. The participants as individuals appeared to accept the barriers to
undertaking research. There was no evidence in the data to support the participants had
sought solutions to address the barriers.
Conclusion: Research is important to support the NP role within the cancer care setting and
the role’s long term sustainability in cancer care. The findings of the study highlight potential
strategies for further development to strengthen research in practice. The need for
professional discussions concerning education, policy and practice are needed to identify
potential solutions to the issues raised through this research and to support research in
practice for the Australian oncology NP. Consultation at an organisational level to review
current oncology nurse practitioner roles to facilitate research in practice in addition with
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collaboration between universities and health care settings may further support research in
nursing.
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Brief Abstract
The purpose of this descriptive phenomenological study was to investigate why there is
limited evidence of research undertaken in and on practice by Australian oncology NPs.
The perceptions and experiences of undertaking research in practice as described by
Australian oncology NPs were explored along with the barriers and enablers to undertaking
research in and on practice. The findings of the study identified developing and fostering
research, balancing clinical practice and research and organisational support as representative
of the fundamental structure of the phenomenon under study. These findings may assist with
strategies to support research in practice for Australian oncology NPs.
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Glossary of Terms
Cancer Care
For the purpose of this study, the cancer care setting was defined as a specialist service
provided in both acute, sub-acute and community settings. Oncology NPs practice across
diverse areas including public and private health care settings located in rural, regional and
metropolitan Australia. This thesis is fortunate to have participant representation from all
these sites within the context of this study.
Nurse Practitioner (NP)
In this study, a NP in Australia is defined as “A Nurse Practitioner is a Registered Nurse who
has completed both advanced university study at a Master’s Degree level and extensive
clinical training to expand upon the traditional role of a Registered Nurse. They use extended
skills, knowledge and experience in the assessment, planning, implementation, diagnosis and
evaluation of care required.” (ACNP, 2010). Additionally, the NP requires an endorsement
on their registration to use the title, which is protected by law.
Nursing and Midwifery Board of Australia (NMBA)
The NMBA is responsible for the registration of nursing and midwifery practitioners and
students, assesses overseas applications of trained practitioners and develops the standards,
codes and guidelines for the nursing and midwifery profession. The handling of notifications,
complaints, investigations and disciplinary hearing are managed by the NMBA. The NMBA
approves the accreditation standards and accredited courses of study (NMBA, 2013).

xvii

Scope of Practice
Scope of nursing practice is described as “that in which nurses are educated, competent to
perform and permitted by law” (NMBA, 2013, p7). The scope of practice of NPs is
influenced by the settings in which they practice, the health requirements of people, the
degree of competence and self-reliance of the nurse and the policy requirements of the
service provider (NMBA, 2013).
Researcher’s definition of research in this study
For the purpose of this thesis, oncology NPs undertaking research in and on practice is
defined as the NP taking the lead as researcher and/or being a member of a research team to
lead innovation in nursing practice.
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Chapter One - Introduction
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1.0 Chapter overview
This chapter will introduce the thesis, and provide a background to the study. The aims
of the study will be presented. It will then discuss the relationship between the thesis
and the Australian nurse practitioner [NP] standards of practice followed by a discussion
on the development of NP role both internationally and in Australia. The significance of
the thesis will then be discussed and finally a brief synopsis of the thesis is presented.

1.1 Introduction
The NP is an emerging role in Australia. Research is acknowledged as a core component of
practice in the Nursing and Midwifery Board of Australia (NMBA) NP Standards for Practice
– effective from 1st January 2014 (NMBA, 2013). There is limited evidence in Australia of
oncology NPs undertaking research in and on practice or the barriers and enablers that
prevent or facilitate research in practice. Research is important to support the oncology NP
role within the cancer care setting and is fundamental to ensure long term sustainability and
development of the role to meet the needs of the Australian health care system.
The researcher’s motivation for undertaking the study
My personal experience as an oncology NP has prompted this research. I was driven to
explore how NPs in cancer care particularly within Australia undertake research in and on
practice. Limited research was available to support a business case for the development of the
NP role within my work setting. Evidence was limited with many articles authored by
academics on the NP role rather than the NP demonstrating the benefits of the NP role within
the health care setting.
2

1.2 Study Aims
The aims of this thesis were to:
1. Explore the perceptions and experiences of undertaking research in and on practice as
described by Australian oncology NPs; and
2. Explore the barriers and enablers to undertaking research in and on practice as
described by Australian oncology NPs.

1.3 Australian NPs Standards of Practice
The interpretation of the description of research outlined in the NMBA NP Practitioner
Standards for Practice – Effective from 1 January 2014, requires further clarification.
In particular, the standards state that the NP:
“Evaluates the outcomes and improves practice”; and
“the NP implements research-based innovations for improving care and secondly the
NP contributes to research that addresses identified gaps in the provision of
care/services.” (NMBA, p. 6, 2013).
Where clarification is required within the NMBA NP framework (2014), is a more detailed
explanation on the level of research the NP is required to undertake to meet the standards of
this component of the NP framework (2014).

3

Figure 1.1 NPs standard framework 2014, NMBA
The domains of education, research and leadership are embedded within the clinically
focused standards. “The use of knowledge in the research domain is evidenced through the
judicious application of research evidence in formulating practice decisions, self- regulation
and the development of new systems of care” (NMBA, 2013, p.2). As an oncology NP, I
understand the rationale of applying research evidence to support decision making. In the NP
breast cancer follow up clinic I apply international and national research evidence in the form
of guidelines that outline the first five years of breast cancer follow up, including the
frequency of clinical breast examinations and mammography.

In reflecting on my example, the NP through undertaking research, could provide evidence of
the effectiveness of the NP role within the cancer care setting compared to the traditional
model of breast cancer follow up by an oncologist by applying the NP standards framework
“development of new systems of care”, (NMBA, 2013). In a phase of observation of NPs in
practice against the NMBA NP standards (2014), Cashin, Buckley, Donoghue, Heartfield,
Bryce, Cox, Dunn (2015) reported, “a high variance in levels of NP practice from novice to
experienced existed, especially in the domains of leadership, education and research”.
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This finding may suggest further training in the areas of leadership, education and research
may be required to fulfil the NMBA NP standards of practice (2014). Furthermore,
measuring the performance of NP’s may be limited by the lack of specificity of the
requirements for research within the NMBA NP standards (2014) resulting in NP’s not
fulfilling the practice standard for endorsement in Australia.
Criteria 4.3, Standard 4: Program development, NP accreditation standards (2015) states,
“sciences that underpin all elements of NP practice and clinical research and practice
improvement methodologies are to be included as requirements for NP program content”
(Australian nursing and midwifery council [ANMC], 2015, p.17). The scope of this thesis
does not allow for individual examination of each NP pre-endorsement program in Australia
to determine the degree and depth of engagement of criterion 4.3. However, research
specific to criterion 4.3 is suggested to determine the degree of research education is
incorporated into NP pre-endorsement programs in Australia.

1.4 History and contexts of the NP Role
Historical development of the Australian NP role
The first NP role implemented in Australia was in New South Wales [NSW] in 2001
(Driscoll, Worrall-Carter, O'Reilly, Stewart, 2005; Lowe, Plummer, Boyd, 2013). Reasons
cited for the creation of the role included: A shortage of doctors especially in the rural and
remote areas of Australia (Driscoll & colleagues, 2005) and a shortage of experienced nurses
with many leaving the workforce, reporting a lack of clinical career structure and job
satisfaction (Driscoll & colleagues, 2005). Previous research had established a more
effective and efficient use of the nursing workforce to relieve the pressure on overcrowded
accident and emergency departments was required, with the emergency NP developed to
meet this need (Lowe & colleagues, 2013). However, establishing the NP role in the rural
setting has been slow with most of the NP positions being established in metropolitan areas;
5

despite medical practitioner shortage in these settings being less of an issue. In Victoria, the
implementation of the NP role was not related to a shortage of doctors, rather the
development of a nursing framework which focused on advanced nursing practice and
decision making to ensure the needs of patient and the community were met (Driscoll &
colleagues, 2005).
Over the course of the 1990’s, other Australian jurisdictions followed developing their own
NP frameworks: South Australia 1999, Western Australia and Queensland 2003, Australian
Capital Territory 2005 and Tasmania 2008 (Harvey, 2011). As such, the NP roles were
developed to meet the individual needs of each jurisdiction rather than the nation (Wintle,
Newsome, Livingston, 2011). A unified national approach to defining, scoping and regulating
the role didn’t take place until 2010 (Wintle & others, 2011).
International perspective of the development of the NP role
Training and employment of NPs in the United States commenced in 1965 to address a
shortfall in medical doctors especially in disadvantage communities (Driscoll & colleagues,
2005; Duffield, Gardner, Chang, Catling-Paull, 2009). As of 2010 there were more than
125,000 NPs in the US, with the majority practicing in primary health care (Szanton, Mihaly,
Alhusen, & Becker, 2010). An estimated 6000-8000 new NP graduates enter the workforce
annually (Szanton & colleagues, 2010).
Similarly to the United States, the NP role was introduced in the United Kingdom to improve
access to health care. Implementing the role enabled a shift away from acute care to primary
care so as to provide a more flexible health care system to meet the needs of communities and
individuals (Offredy, 1998).

6

Defining the NP role
Within the United States and the United Kingdom there has been, and continues to be,
confusing issues related to the NP role. In particular, the use of nomenclature and the
diversity in pre-endorsement educational levels required to practice as a NP (Driscoll &
colleagues 2005; Offredy, 1998, 2000). Within the United States, multiple titles are attached
to the advanced practice nursing role these include advanced practitioner, NP, advanced NP
and nurse anaesthetist. The role which has ignited discussion in the United States is the
clinical nurse specialist [CNS] (Driscoll & colleagues, 2005), which was introduced into the
American health system in the wake of World War Two. With the rise of the NP, the
boundaries between the NP and CNS are seen as comparable, leading many to question the
scope of practice for each (Driscoll & colleagues, 2005).
In the United States the CNS and NP roles include advanced assessment skills, competencies
and advanced knowledge, the similarities is resulting in confusion within the health care
system especially at a time when the demand for advanced nursing roles is growing as the
demand for equitable health care increases (Driscoll & colleagues, 2005). In the United
Kingdom the boundaries between the two roles are clear, the CNS is recognised as a
specialist nurse who has advanced knowledge and cares and manages a specific group of
patients, the NP is described as an autonomous doctor substitution role that has an expanded
scope of practice (Driscoll & colleagues, 2005).
Preparing NPs
Educational levels of NPs globally are varied (Gardner, Gardner, Middeleton, Gibb, Della,
Duffield, 2010). In the United States the American Association of Colleges of Nursing
[AACN] mandated from 2015 the minimum requirement for registration to practice as a NP
is a Doctorate of Nursing Practice. This deemed necessary by the AACN due to the increase
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in complexity of health care and decision making required within the United States of the NP
role. The higher level of education the AACN believe is required to provide safe and
effective patient care.
In the United Kingdom there are several levels of NP educational training ranging from three
days to six months (Offredy, 2000). A further challenge is the NP title, in the United
Kingdom the title is not protected as it is in the United States and Australia, this permits
different levels of education to be offered against the title in the UK (Offredy, 2000).
Acceptance of NP Roles
Role clarity, level of education, lack of funding, medical and organisational support and
exploring the leadership role of the NP, has been reported by (Carryer, Gardner, Dunn,
Gardner, 2007; Driscoll & colleagues, 2005; Elliott, Begley, Sheaf, Higgins, 2016 & Lowe &
others, 2013), as issues, which can impede successful introduction of the NP role. The lack of
role delineation in these circumstances may result in a blurring of boundaries leading to
misinterpretation and confusion of roles, ensuring clarity of the NP role may assist
multidisciplinary teams to both understand the benefits of the role (Wintle & others, 2011).
Furthermore this confusion may hinder progression of the NP role affecting the potential
contribution the role can deliver to the health care setting (Lowe & others, 2013).
Autonomous Practitioner or advanced Practitioner: Changing terms?
Globally, concerns lie in the terminology being used to describe or explain advanced,
expanded or extended nursing roles leading to confusion in distinguishing between these
titles and the NP role (Manias, Happerll, Elsom, 2006). Currently there are many terms used
in nursing to describe advanced practice and specialisation, these include generalist,
specialist, advanced, extended, expanded, endorsed, enhanced, and maximise. Daly &
Carnwell (2003); Manias & colleagues (2006) and Torn & McNichol (1998) define advanced
8

practice, as the degree of autonomy given to a nurse practicing in extended or expanded role.
Manley (1997) argues, in advanced practice the scope of clinical practice is less important it
is the level of expertise of the nurse in performing identified nursing tasks.
The Australian Context
The first Australian national census on NPs was conducted by Gardner, Della, Middleton,
Gardner (2009). Results identified, NPs indicated for the level of expertise they hold they
were under-utilised partly due to the restrictions to the role that impeded on their practice and
role development, which came from both a local and commonwealth level (Gardner &
colleagues, 2009). Much of this was related to restrictions or no access to PBS or Medicare
reimbursement. Resulting in inequity in access to health care specifically for the disadvantage
communities as individual’s seeking health care by a NP would have to pay full consultation
costs (Driscoll & colleagues, 2005).
In 2010, designated NPs working in the private sector were allocated provider numbers, but
legislative practices remained to prevent rural NPs from practicing to full potential (Harvey,
2011). Effectively the rural NP was required to be employed by a medical practitioner, this is
not usually the case and maintains constraints on the NP’s practice and prevents the NP from
acting to the full potential of the role (Harvey, 2011).
The census was repeated in 2011, the findings were similar to the 2009 census, with many of
the frustrations around restrictions to practice at full potential continued to be highlighted
(Middleton, Gardner, Gardner, Della, 2011). Other studies have attempted to explore the
work patterns of NPs in various settings. Using a work sampling method, Gardner, Gardner,
Middleton, Della, Kain, Doubrovsky (2010) identified, NPs spent 36.1% of their time in
direct patient care, 32.2% in indirect care and 31.9% in other service requirements.
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There is, and continues to be, a lack of consensus across Australia on the definition of a NP.
In particular, the disagreement concerns the scope of practice, educational qualifications and
specialised functions, which has resulted in fragmentation of the role at national level
(Barton, Thome & Hoptroff, 1999; Reveley, 2001). The problem is further complicated by
the CNS and the clinical nurse consultant [CNC ] role, which prior to the introduction of the
NP role were recognised as advanced practice roles regardless of the difference in levels of
education and scope of practice (Gardner, 2004; Reveley, 2001; Roberts Davis & Read,
2001). Within Australia there are set boundaries between the scope of practice of a NP to a
CNS and CNC. Australian legislation provides the NP with an extended scope of practice
which includes authority to prescribe, write referrals and order diagnostic tests. The CNS
and CNC are not authorised to undertake these expertise clinical skills (Driscoll &
colleagues, 2005).
A previous study by Gardner, Chang & Duffield (2007), illustrated two differentiated
legislative practice parameters which bring clarity between the advanced practice roles of
CNS, CNC and the NP within the Australian context. According to Gardner & others (2007),
the advanced practice nurse practices within the scope of practice of a registered nurse
whereas the NP meets the local jurisdiction requirements to practice within an extended
scope of practice.
In Australia in comparison to the United States and the United Kingdom the
recommendations for both accreditation and education of NPs has been comprehensive.
Within Australia the minimum requirement is a Master’s degree which has been designed
specific to meet the needs of the NP role. Previous research suggests, Australian NPs support
a master’s level academic program, acknowledging a level of skill, knowledge and expertise
acquired at a higher degree ensures confidence to the public and provides personal
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satisfaction (Carryer, Gardner, Dunn, Gardner, 2006). Furthermore, there is an ongoing
discussion on the need for post master’s professional development including follow-up
programs by tertiary institutions for maintenance of extended skills and knowledge (Kralik,
Trowbridge, Maddock, 2007). To date in Australia other than a PhD there is only one post
Masters postgraduate course specific for NPs, this is the Professional Doctorate in NP
(Research) conducted through the University of Canberra.

1.5 Significance of this thesis
In this thesis, I will explore a previously undocumented aspect of the oncology NP role. NP
care in oncology nursing in Australia is still emerging and the findings of this research will
add to the body of knowledge about this developing role. I will start to address significant
gaps in the literature: original research by Australian oncology NPs in and on practice is
limited. Similarly, there was limited research by other subsets of Australian NPs identified,
no studies which explored the NPs undertaking research in and on practice was found in the
literature. Research is important to provide evidence to support the Australian NP role within
the cancer care setting, and in doing so, may reduce the burden of cancer on the Australian
health care system through implementing innovative models of care.
This thesis further aims to explore the barriers and enablers of undertaking research in and on
practice by Australian oncology NP’s, with findings utilised to assist in developing strategies,
plans and policies to encourage and enable research in this setting.
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1.6 Synopsis of the thesis
Chapter 2 – Literature review: Explores oncology NPs both in Australia and internationally
undertaking research in and on practice. Research undertaken by other subsets of Australian
NPs is also explored to gain insight into the Australian context of research undertaken by
NPs.
Chapter 3 – Methods: Provides details of Husserlian descriptive phenomenology, data
collection and analysis and procedures carried out in Chapters 4 and 5.
Chapter 4 – Findings: Provides the findings of the participants from the study which
explored the perceptions, thoughts and lived experience of Australian oncology NPs
undertaking research in and on practice.
Chapter 5 – Discussion and conclusion: A discussion of the findings of the study in relation
to existing research and theory. Followed by a review of the findings of the thesis, the
contribution to current knowledge and suggested future research regarding oncology NPs
undertaking research in and on practice.
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1.7 Chapter summary
This chapter has introduced the aims of the study; exploring oncology NPs perceptions
and experiences of undertaking research in and on practice including the barriers and
enablers to research. This chapter proposes research is necessary to support the NP role
within the cancer setting and the role’s sustainability in cancer care as well as the
development of the role to its full potential. The existing literature supporting NP care
and research has been explored and the sparseness of Australian research identified. The
chapter examines the development of NP roles both internationally and in Australia.
Undertaking research in and on practice for oncology NPs will be explored further in
Chapter two.

13
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Chapter Two - Literature Review
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2.0 Chapter Overview
This chapter reviews the literature concerning NPs undertaking research in
and on practice. The review included what may constitute the barriers and
enablers to NPs undertaking research. It describes the methods used to
review the literature and provides evidence for the gaps in the literature that
this thesis aimed to address. This literature review is important in positioning
the thesis within the existing literature.

2.1 Introduction
As presented in Chapter One, the focus of this study was to explore the perceptions and
experience of Australian oncology NPs undertaking research in and on practice and the
barriers and enablers to undertaking research. Research is an essential domain of the
standards for practice for Australian NPs developed by the Nursing and Midwifery Board of
Australia [NMBA] (2013).
In particular, the standards state that the NP:


“Evaluates the outcomes and improves practice”; and



“the NP implements research-based innovations for improving care and
secondly the NP contributes to research that addresses identified gaps in the
provision of care/services.”
(NMBA, p. 6, 2013)

16

2.2 Method
A narrative review of the literature was undertaken to locate and critique the current research
related to the barriers and enablers of oncology NP’s undertaking research in and on practice.
The review was not limited to any particular research design. Results of a scoping review
included research studies using a range of methodologies, systematic and literature reviews,
commentary, and opinion pieces. The scoping exercise showed the literature as being quite
heterogeneous. As such, a narrative approach was chosen to guide the review (Wong,
Greenhalgh, Westhorp, Buckingham, Pawson, 2013).
Inclusion criteria for this study consisted of oncology NPs endorsed through the Australian
Health Professional Regulation Authority (AHPRA) and working within an Australian health
cancer setting. Exclusion criteria included NPs whose primary role was within palliative
care. This decision was based on the knowledge that not all palliative care patients have a
diagnosis of cancer, the experiences of NPs involved in non-cancer conditions was not within
the scope of this study. The primary focus of the study was oncology NPs practicing within
the cancer setting.
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2.3 Search strategy
Research topic: What are the perceptions and experience of oncology NPs
undertaking research?
P

Australian Oncology NPs

Population and their problems

Australian NPs
Oncology NPs
E

Exposure

Research, cancer/health
outcomes, cancer care, nurse
led clinics

O

Outcome of themes

Experiences, perceptions

PEO format – qualitative: Bettany-Saltikov, J. (2012)

A search period of 1997 to 2017 was selected. The twenty-year time frame was chosen as
NPs were not a legal reality until the late 1990s in Australia. While NP roles have existed
elsewhere prior to 1997, the unique way the NP role has been implemented in Australia
warrants a time frame specific to the Australian experience.
Data bases utilised in the search included: Medline, PubMed, CINAHL, Scopus and
Academic Search Complete. In addition, grey literature, including unpublished studies,
unpublished submitted theses and conference abstracts, were also included
Truncators and wild-card characters specific to the databases used where also included to
ensure the maximum possible capture of potentially includable articles. Google Scholar was
used to check for any additional articles. The reference lists of selected papers where
examined to also determine any possibly missed papers.
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2.4 Data analysis
The PRISMA flow diagram 2009 was used to guide the appraisal of the literature, Figure 1.
(Moher, Liberati, Tetzlaff, Altman, 2009)

19

Identification

Figure 2.1 PRISMA Diagram for the Literature Review
Records identified through database searching

Additional records identified through other sources

(n = 161 )

(n = 3 )

Records after duplicates removed
(n = 156 )
Records excluded
(n = 18 )
Records screened
(n = 156 )
Full-text articles excluded, with reasons
(n = 106 )

Screening

Full-text articles assessed for eligibility
(n = 138)

(n=39) Australian academic papers on
NPs written by academics not by NPs
Studies included in qualitative synthesis
(n = 4)

No Australian academic papers specific
to the Australian oncology NP were
identified.
(n=2) Australian government papers on

Studies included in quantitative synthesis

Eligibility

(n = 10)

oncology NPs not written by oncology
NPs.
(n=1) Australian government paper on

Studies included in multiple method synthesis
(n=3)

NPs not written by NPs.
(n=27) International academic papers on
NPs written by academics (not related
oncology NP).

Studies included in case study synthesis
(n=2)

(n=8) International academic papers on
advanced/specialist/NPs in oncology
written by academics not oncology NPs

Included

Studies included in Delphi method synthesis
(n=1)

(n=12) International papers by oncology
NPs not related directly to research
question.

Study included in Critical reflexivity synthesis

(n=14) International papers by non-

(n=1)

oncology NPs not related to research
question.
(n=3) submitted (non-published)

Literature reviews included (n=2)

international theses related to NP role

Systematic reviews included (n=4)

Discussion/commentary papers included
(n=5)
Final sample included full text articles
(n=32)
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2.5 Findings
A total of one hundred and thirty-eight (n=138) full text articles were located and assessed for
eligibility. One hundred and six (n=106) were excluded, leaving a final sample of thirty two
(n=32) deemed eligible papers. The final sample (n=32) comprised fifteen (n=15)
international and seventeen (n=17) Australian articles. Of the excluded articles (n=106),
thirty-nine (n=39) were Australian academic papers and three (n=3) were Australian
government reports. These articles, although written on Australian NPs, were not authored or
co-authored by Australian NPs and therefore did not meet the inclusion criteria of the study.
Within the fifteen (n=15) included international articles none were authored by Australian
NPs.
The seventeen (n=17) Australian papers included in the final sample were authored or coauthored by Australian NPs with five (n=5/17) from oncology NPs. Within those seventeen
(n=17) Australian NP articles, six (n=6) were studies led by an academic institution in which
three (n=3) NPs were the lead author and three (n=3) NPs were co-authors and members of
the research team.
The aims of this research programme will focus this literature critique on Australian
oncology NPs undertaking research in and on practice. Published articles by other Australian
NP subsets are acknowledged in table 2.1.
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Table 2.1: Australian NPs Publications 2005-2017
Author/s

Title

Aim

Sample /
Setting

Research
Design

Major Findings

NP Subset

Cox, Karikios,
Roydhouse,White.
2013

Nurse-led
supportive care
management:
A 6 month
review of the
role of a NP in a
chemotherapy
unit.

Evaluation of
the oncology
NP (ONP) role
within a day
chemotherapy
unit.

NSW
metropolitan
public hospital.
Sample (n=72)

Case study
analysis

87 unscheduled
patient visits over a
6 month period.
Presenting
symptoms nausea,
vomiting and
dehydration. The
ONP increased
access to timely
care and provided
appropriate
healthcare to this
patient population.

Oncology

(Hungerford, Prosser,
Davey, Clark. 2016)

The Australian
“grey nomad”
and aged care
NP models of
practice: A case
study analysis

To describe the
key
components of
a communitybased, clinic
located NP
model
developed to
address the
health needs of
a remote
community
with no GP as
well servicing
travelling grey
nomads

Sole NP role
based at one
Australian
remote
communitybased clinic.
Sample (n=1)

Case study
analysis

Patients, colleague
and clinic factors
are key points to
consider when
developing NP
positions

Academic NP
lead
researcher

Morcom,) Dunn,
Luxford,
2005

Establishing an
Australian NPled colorectal

Implementation
of a NP led
colorectal
cancer
screening clinic.

Metropolitan
public hospital
in South
Australia
Sample (n=100)

Commentary
article Data
sources
included
published
articles,
abstracts, book
chapters and
personal
experience

The NP led service
according to the
author has met the
need s of average
risk clients by
providing an
alternative
screening

Surgical /
oncology

Murphy, Sabesan,
Steer, Yates, Booms,
Jones, ... Goldstein
2015

Oncology
service
initiatives and
research in
regional
Australia

Reflects on the
growth of
cancer research
in some of
Australia’s rural
health centres
including the
areas of clinical,
translational
and health
services.

Setting:
Rural/regional
Australia
Discussion
paper, sample
no. applicable

Collaborative
commentary
article with
contributions
from rural
health
researchers,
clinical and
cancer services
staff from
several
different
regions.

The article
acknowledges this
work has led to the
development of
more effective
cancer networks
and new models of
care designed to
meet the needs of
the rural cancer
patient.

Oncology

Case study
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Commentary/opinion papers
Leidel, 2014

NPs in Australia:
strategic errors
and missed
opportunities

Opinion piece
on the
development
of the NP role
in Australia

Western
Australia
opinion article,
sample no.
applicable

Opinion based
article

Recommends future
research to measure
NP outcomes

Academic NP
lead
researcher

Schubach, 2014

NP-led sexual
health and
erectile
dysfunction
clinic

Describes the
implementatio
n of the NP
role in a sexual
health and
erectile
dysfunction
clinic

A large public
cancer centre
Victoria
Australia
Sample (n=150)

Commentary
article Data
sources
included
published
articles and
personal
experience

No measurable
outcomes reported

Urological/on
cology

Hungerford, Prosser.,
Davey
2015

The key role of
nurse
researcher in
the evaluation
of NP models of
practice

Describes the
process the
framework
that was
developed to
support the
evaluation of
this program.

ACT Australia
NP Discussion
paper, sample
no. not
applicable

Commentary
article Data
sources
included
published
articles,
guidelines, and
book chapters

Nurses have an
influential role in
the evaluation of
new innovative
approaches to
practice.

Academic, NP
lead
researcher

Australian NP
practice: Value
adding through
clinical
reflexivity

NP’s apply
critical
reflective
inquiry to
practice to gain
understanding
of the meaning
of their
practice. The
aim to deliver
improvements
to practice
through selfreflection may
lead to the
development
of new models
of care.

Tasmania
Australia
Public Hospital
Sample
NP diabetes
(n=1) NP chronic
health (n=1)

Critical
reflective
enquiry

Critical reflective
inquiry resulted in
an inductive and
reflective view of NP
practice. Resulting
in the facilitation
and provision of
evidence for
critically orientated
practice change.

Diabetes/Chr
onic health

Consensus on
an Australian
NP specialty
framework
using Delphi
methodology:
Results from
the CLLEVER 2
study.

Achieve
professionwide
consensus on
an Australian
NP specialty
framework.

Australia wide
Purposive
sampling and
snowballing
techniques.
Online survey,
Sample (n=966)

Delphi method

A large sample of
NPs achieved
consensus on an
Australian metaspecialty
framework. The
findings suggesting
probability of
widespread
agreement by NP’s

Academic NP
on research
team

Critical reflective enquiry
Woods & Murfet
2015

Delphi method
Helms, Gardner, &
McInnes, 2016

.
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Literature review
Fong, Buckley, Cashin,
& Pont, 2017

NP prescribing
in Australia: A
comprehensive
literature
review.

Identifying
gaps within the
literature in
relation to NP
prescribing in
the Australian
health context.

Literature search
between years
January 2000 to
January 2016.
Sample (n=16)
articles

Literature
review Data
sources used
were MEDLINE,
CINAHL,
Pubmed and
Psycinfo.

Recommends
further research to
ascertain the
outcomes of NP
prescribing on
patient and health
service outcomes.

Academic NP
on research
team

O'Connell & Gardner,
2012

Development of
clinical
competencies
for emergency
NPs: A pilot
study.

Test data
collection
methods, tools
and processes
in preparation
for a larger
national study
to investigate
specialist
competency
standards for
emergency
NPs.

Queensland
Australia Sample
(n=17)
Emergency NPs

Multi methods
including focus
group
workshop and
Delphi
technique.

Preliminary data on
the formation of
specialty
competencies for
the emergency NP is
produced as a first
step in developing
an Australian
framework.

Emergency

Stanley, WorrallCarter, Rahman,
McEvedy, & Langham,
2015

Assessment of
an established
dialysis NP
model of care
using mixed
methods
research.

Evaluate a
dialysis NP
model of care
by examining
patient
outcomes and
the
experiences of
nurses.

Victoria
Australia
Haemodialysis
patients (n=45)
Haemodialysis
nurses(n=10)

Multi methods
Patient survey
and in depth
interviews with
haemodialysis
nurses (n=10).

NP model is
effective in
enhancing patient
care within a
collaborative
framework.

Renal

The experience
and
effectiveness of
NPs in
orthopaedic
settings: A
comprehensive
systematic
review.

Evaluate the
experience and
effectiveness
of NPs in
orthopaedic
settings?

South Australia
No sample
provided by
author

Systematic
review Data
sources
included Joanna
Briggs Institute
(JBI) library of
systematic
reviews,
Cochrane
library,
PubMed,
CINAHL

A systematic review
of literature
identified no
existing or
systematic reviews
underway on the
topic. Based on
these findings the
authors planned to
commence

Orthopaedic

The impact of
NP services on
cost, quality of
care, satisfy
action and
waiting times in
the emergency
department: A
systematic
review

Evaluate the
effectiveness
of the
emergency NP
service

Queensland
Australia
Sample (n=14)
articles

Systematic
review utilising
MEDLINE,
CINAHL,
EMBASE AND
Cochrane

Emergency NP
service impacts
positively on patient
satisfaction and
waiting times. Cost
effectiveness was
shown to be equal
to other health
professionals within
the emergency
department.
Overall quality of
care was higher
with the NP service.

Academic NP
on research
team

Multi methods

Systematic review
Taylor &
Staruchowicz,

2012

Jennings, Clifford, Fox,
O'Connell, & Gardner,
2015
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Qualitative
Using the lens
of enablement
to explore
patients’
experiences of
NP care in the
primary health
care setting.

To explore
patients’ lived
experience of
NP care in the
primary health
care setting
through the
lens of
enablement.

ACT
Australia
Sample
(n=12) patients
(n= 6) NPS

Interpretive
phenomenologi
cal approach

Findings suggest
within the primary
health care setting
patients are enabled
following
consultations with
NPs.

Primary
health

Jennings, Gardner,
O'Reilly 2014

A protocol for a
pragmatic
randomized
controlled trial
evaluating
outcomes of
emergency NP
service.

The evaluation
of emergency
NP service and
effectiveness
on patient
outcomes
related to
quality of care
and service
responsiveness
.

Melbourne,
Victoria.
Sample (n=260)
Emergency NPs

Pragmatic
randomized
controlled trial

Further evaluation
of the emergency
NP models of care is
recommended.

Emergency

Coventry,Pickles, Sin,
Towell, Giles, Murray
& Twigg
2017

Impact of the
orthopaedic NP
role on acute
hospital length
of stay and
cost-savings for
patients with
hip fracture: A
retrospective
cohort study.

To compare
acute hospital
length of stay
and costsavings for
patients with
hip fracture
before and
after
commencemen
t of the
orthopaedic
NP Variables
are explored
that increase
length of
hospital stay.

Western
Australia
Sample
Data from two
populationbased cohorts
2010 (n=354),
2013(n=301)

A retrospective
cohort study.
Multivariate
linear
regression was
used to model
factors affecting
length of stay in
hospital.

The orthopaedic NP
can reduce acute
hospital length of
stay resulting in
important costsavings in patients
with hip fractures

Orthopaedic

Frost, Currie,
Cruickshank, &
Northam,
2018

Quantitative
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The review recognised a diverse range of methodologies were applied across the Australian
NP presented papers, the methodologies are described in Table 2.
Table 2.2: Australian NPs Publications 2005-2017: Methodologies Applied

Methodology

n

%

Case study

2

11.8

Commentary/Opinion

5

29.4

Critical reflective
enquiry

1

5.9

Delphi Technique
(Consensus)

1

5.9

Literature review

1

5.9

Multi-methods

2

11.8

Systematic review

2

11.8

Qualitative

1

5.9

Quantitative

2

11.8

2.6 NPs and Research
Involvement in research by oncology NPs is varied across the eligible papers in terms of
research methods used. One of the earliest studies in the United States by Kinney, Hawkins,
& Hudmon (1997), explored the role of the oncology NP through a self-administered
questionnaire which utilised both multiple-choice and open ended questions to gather data on
demographics, practice settings, scope of practice and working conditions. The findings by
Kinney & colleagues (1997), reported oncology NPs spent the smallest proportion of their
time undertaking research, administration, education and training, with direct patient care
taking up the majority of work time. Kinney & colleagues (1997) primary aim was to explore
the role of the NP, the barrier and enablers for NPs undertaking research was not one of the
aims of the study listed.
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Four (n=4) studies, reported findings associated with outcomes of NP-led interventions
specific to oncological care (Dyar, Lesperance, Shannon, Sloan, Colon-Otero, 2012; Mason,
Derubeis, Taylor,Worden, 2013; Ruegg, 2013; Traeger, McDonnell, McCartney, Greer, EIJawahri, Temel, 2015). A randomised controlled pilot study of NPs by Dyar & colleagues
(2012), reported on a NP-led intervention focusing on early palliative care, hospice education
and quality of life assessments. The findings demonstrated an improvement in the emotional
well-being and mental quality of life of patients with metastatic cancer compared to the
control group which was physician based care (Dyar & colleagues, 2012). Using the FACTG assessment tool which is validated as a measure for QoL endpoints, the study reported
statistically significant improvements from baseline scores for the emotional domain
p = 0.0106 in the intervention arm with none of the other FACT-domains reporting
statistically significant difference between the two groups (Dyar & colleagues, 2012). The
LASA survey was administered to both patient cohorts, the baseline mental QoL was
statistically improved p = 0.0219 in the intervention group as compared to the control group
(Dyar & colleagues, 2012). Limitations of the study included a small size cohort with the
study closed early due to published results demonstrating improvement in outcomes from a
nurse-driven intervention (Dyar & colleagues, 2012). With the researchers concluding it was
unethical to continue to accrue to a control group without the potential benefits from the NP
intervention (Dyar & colleagues, 2012). Furthermore, low sample size and a prolonged time
to hospice referral, resulted in the endpoints pertaining to hospice utilization and sense of
abandonment were not able to be properly assessed (Dyar & colleagues, 2012).
A retrospective study by Mason & colleagues (2013), demonstrated, more frequent follow-up
with a sole NP led intervention had improved patient outcomes compared to standard care.
Standard care consisted of an NP and physician model where patients were reviewed less
frequently. The findings by Mason & colleagues (2013), identified, the sole NP intervention
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led to reduced rates of hospital admission, chemotherapy dose deviations and improved
completion of treatment rates. Although Mason & colleagues (2013) study produces
promising results to support the NP role in cancer care, the findings are based on
retrospective data and include uncontrolled variables, such as changes to antiemetic
medication from one time period to the next which could influence the outcome of the study.
These limitations are recognised by Mason & others (2013), who suggest, further
investigation into the cost effectiveness of the NP intervention using a prospective approach
would produce further supporting evidence of this model of care.
According to Reugg (2013), providing comprehensive care for patients with cancer is
complex. Particularly, in managing severe treatment related side effects with hundreds of
thousands of patients in the United States attending emergency departments each year for
treatment (Reugg, 2013). The study by Reugg (2013), explored, if an immediate care centre
[ICC] developed within a comprehensive cancer centre reduces cancer patient presentations
to the emergency department. The use of descriptive statistics by Reugg (2013) to report
cancer patients’ presentations to the ICC improved patients’ access to care is valid. However,
Ruegg's (2013) study, was not designed to capture patient outcome-related data relevant to
the oncology NP intervention, rather the descriptive statistics measured the number of patient
presentations and reasons for presentations to the ICC. Although the ICC is seen as an
invaluable facility for cancer patients through reducing presentations to the emergency
department (Ruegg, 2013), the ICC itself has limitations, resulting in some cancer patients
still requiring to attend the emergency department (Reugg, 2013). These limitations include,
lack of space to accommodate the population the cancer service serves and no cardiac
monitoring available for patients with chest pain or requiring aggressive infusional electrolyte
replacement (Reugg, 2013).
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Results from a randomised controlled trial utilising a combination of home and telephone
visits by a NP (the intervention arm) compared to no follow up care (the control arm) were
mixed for patient reported outcomes (Traeger & colleagues, 2015). The findings suggest, a
proactive intervention delivered by a NP provided reassurance to the patient, yet the results
did not support improved symptom burden, satisfaction with care, or reducing the likelihood
of anxiety and depression symptoms during the first two cycles of chemotherapy (Traeger &
colleagues, 2015). Methodological limitations include, a single site study and the patient
sample was largely homogeneous with respect to racial and ethnic considerations, these
limitations may have affected the outcomes of Traeger & colleagues (2015) study.
Qualitative studies by Barton & Mashlan (2011), Johnson, (2016) and Stahlke Wall &
Rawson, (2016) focused on the influence of NPs on models of patient care. Barton &
Mashlan (2011) used a simple qualitative discursive design to explore the effects of an NPled service on organisational infrastructure. The overall conclusion of the study was that
while a NP-led intervention was an emerging model of non-medical led care, organisational
constraints including relationships with members of the health team and professional and
authority issues formed barriers to implementation (Barton & Mashlan, 2011). However, the
study by Barton & Mashlan, (2011) has notable methodological weaknesses. No
philosophical or conceptual framework to underpin the study is addressed by Barton &
Mashlan, (2011), trustworthiness and credibility are not reported, leaving the rigor of the
study under question. Furthermore, Barton & Mashlan, (2011) did not seek ethics approval,
with the study seen as a service review and ethics approval was not required, however
employee interviews were undertaken, which were transcribed and analysed. Johnson (2016)
applied a grounded theory approach to define the processes employed by oncology NP
patient navigators in caring for patients with cancer. Four specific areas of the navigation
process were identified and included; fielding phone calls, providing support, coordinating
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care and tracking the patient through stages of care (Johnson, 2016). The study by Johnson
(2016), however, has methodological limitations, overall the sample was small with three
(n=3) participants. Although the participants were employed in different areas, it was unclear
if the participants all work for the same organisation, where processes around patient
navigation may be similar which may influence the findings of the study. Stahlke Wall &
Rawson (2016) in a large exploratory qualitative designed study of twenty nine (n=29)
participants, which included NPs, physicians and administrators, explored the characteristics
of the NP role in cancer care. The aim, to identify ways in which the NP adds value to cancer
care and ways the organisation can better support the NP role (Stahlke Wall & Rawson,
2016). The findings demonstrated the NPs envisioned a non-traditional, holistic, patient
centred approach to care that challenged the traditional medical model (Stahlke Wall &
Rawson, 2016). The physicians viewed the NPs as a high-level help to assist with their
workload, while the administrators saw value in a NP-led innovation, yet tended to use the
NP to manage patient workload within the traditional physician focused system (Stahlke Wall
& Rawson, 2016). Eleven NP role responsibilities were listed by the participants (Stanlke
Wall & Rawson, 2016), research was not within the list, nor was research identified or
discussed as a core activity of the NP role within the context of the study. Considering one of
the aims of the study was to identify ways in which the NP adds value to cancer care it is
unclear in the article how Stahlke Wall & Rawson (2016) achieved this.
Systematic reviews by NPs Johnson, (2015), Spears, Craft & White (2017) and Stanik-Hutt
& colleagues (2013), contribute to the literature about the NP role through their exploration
of whether quality and effectiveness of NP led care influence patient health outcomes. The
purpose of the review by Stanik-Hutt & colleagues (2013), was to explore how do NPs affect
patient outcomes on measures of care quality, safety and effectiveness. Data from thirty
seven (n=37) studies which included fourteen (n=14) randomised clinical trials and
30

twenty-three (n=23) observational studies which, combined, identified eleven (n=11) patient
outcomes indicators influenced by NPs (Stanik-Hutt & colleagues, 2013). Spears & others
(2017) reviewed sixteen (n=16) studies on advanced practice nurse-led cancer survivorship
care, the content included four (n=4) randomized controlled trials, two (n=2) mixed methods
and ten (n=10) considered to be descriptive, quasi-experimental, or pilot studies. The findings
suggest using advanced practice nurses [APN] for cancer survivorship care supports
improvement in quality of life measures and process/cost efficiency compared to the other
health professionals (Spears & others, 2017). Most of the studies reviewed by Spears &
others (2017) lack clarity in defining the percentage of NPs and CNSs in the context of the
articles reviewed under the title of APN. It is therefore important to note, that the
heterogeneous nature of the included studies reviewed by Spears & others (2017), which
refers to the NP and the CNS roles within the context of the APN title limits the
transferability of the findings to other studies. Johnson (2015) reviewed seven articles with
varying study designs including one (n=1) randomized controlled trial, one (n=1)
retrospective cohort, and five (n=5) descriptive studies. The findings provides evidence to
support the NP improved clinical outcomes for cancer patients through navigating patient
care by supporting patients through what often can be seen as a complex journey (Johnson,
2015). Similarly, as with Spears & others (2017), the heterogeneous nature of the studies
reviewed by Johnson (2015) which had a population of NP’s and CNS’s limits the
applicability to this review of literature.
Summary
Although none of the articles explored oncology NP’s undertaking research or the barriers
and enablers to under taking research the articles provide insight to the types of research
undertaken by oncology NP’s at an international level. The context of the studies included
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exploring the ONP role which encompassed demographics, practice and work settings, scope
of practice and working conditions. Other studies included NP led interventions to improve
cancer patient care which included emotional and physical health outcomes and the influence
of the NP role on symptom management. Limitations identified within the articles included
small sample size, single site studies, use of retrospective data, homogeneous samples in
regards to racial and ethical considerations and confusion over the advanced practice nurse
title in the United States setting.

2 .7 The Australian perspective
Of the five (n=5) articles authored/co-authored by Australian oncology NPs, four (n=4) were
commentary/opinion pieces. Although these articles do not report original research, the
articles do provide some historical information on how Australian oncology NPs write about
the NP role. No randomised controlled trials or cohort studies were identified in the literature,
the fifth article (n=1) was a case study.
Cox & colleagues (2013), Morcom & colleagues (2005) and Schubach (2014), describe the
oncology NP role in the context of how the role was implemented within the service. A case
study approach was adopted by Cox & colleagues (2013) the overall aim to evaluate the
oncology NP role in a day chemotherapy unit. The use of descriptive statistics by Cox &
colleagues (2013) to justify the oncology NP role is effective by demonstrating the oncology
NP provides timely access to care. Although the aim of this study was not to measure NP
outcomes, Cox and Colleagues (2013) suggest, further research to explore NP outcomes
involving patient distress screening and health economic analysis is warranted to further gain
insight into the NP role within the cancer setting (Cox & colleagues, 2013) .
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Morcom & colleagues (2005) suggest, a NP led intervention using a flexible sigmoid scope
demonstrated patient outcomes compared favourably with other colorectal screening services
with a high level of patient satisfaction. This assumption was based on the results of a patient
questionnaire and audit initiated following the first one hundred (n=100) patients attending
for the NP led procedure. The article by Morcom & colleagues (2005) is commentary based
with no other forms of supporting data presented in terms of NP practice, nor are the
limitations presented. The article by Schubach (2014) is also commentary based and
describes the implementation of an oncology NP led model of care within a sexual health and
erectile dysfunction clinic. Schubach (2014) suggests, the NP delivers a valuable service for
patients by providing timely access to evidence-based information and consultation regarding
erectile dysfunction and concerns about sexual health. Schubach (2014) provides no data to
substantiate these claims, nor does Schubach (2014) describe the level of evidence-based
information being provided to the patient. The articles by Morcom & colleagues (2005), Cox
& colleagues, (2013) and Schubach (2014) adds to the growing body of knowledge on the
Australian oncology NP, by illustrating how NPs choose to write about the NP role. This is
relevant to the current study, noting only one of five articles found in the literature by
Australian oncology NP’s was original research, the remaining were commentary, opinion
based articles. Furthermore, Schubach (2014), claims, the NP led clinic is a financially cost
effective model of care. However, as with Morcom & colleagues (2005) no data to this effect
to substantiate these claims is presented by Schubach (2014), which may suggest, education
for NPs on writing for publication is necessary to accurately present the literature.
Murphy & others (2015), claim, the NP role in rural cancer care “provides quality care”
(p.43). However, no explanation or evidence is provided by Murphy & others (2015) to
define what quality care is within the context of the article and how this is achieved by the
NP. What is not evident in the literature by Morcom & colleagues (2005), Murphy & others
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(2015) and Schubach (2014), and in a limited capacity by Cox & colleagues (2013), is the
reference to research in the form of collecting evidence to support the literature they present
or the barriers to undertaking research within their practice.
Leidel (2014) discusses the importance of collecting key data to support the NP role within
the context of the Australian health care system. Leidel (2014) is critical in claiming NPs
spend more time in meetings and completing administrative work than direct clinical care, in
comparison to equivalent roles internationally where the NP role is more clinically focussed.
Leidel (2014), further suggests, for long term sustainability of the NP role within the
Australian health care system, evaluation of key indicators including cost savings, increased
productivity and improved efficiency is required.
Summary
The volume of articles identified in the review is scarce with much of the context being
opinion or commentary based with only one (n=1) article being original research. As with
section 2.6 there were no articles which explored the ONP undertaking research within
practice or the barriers and enablers to undertaking research. The focus of three (n=3) of the
five (n=5) articles was on implementation of the ONP role with two (n=2) of the articles
providing no data to support the claims by the authors. There are missed opportunities in
providing robust data to support and showcase the role of ONP in undertaking and leading
research. This may be related to lack of knowledge, skill and barriers to undertaking research
which this study aims to explore.
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2.8 Continuity of Care
The purpose of literature review by Cooper, Loeb & Smith (2010), was to explore the role
primary care and oncology NPs have in providing long-term surveillance and health
maintenance for cancer survivors throughout the continuum of cancer care. Nine (n=9)
articles were cited as meeting the inclusion criteria, three (n=3) randomised clinical trials,
two (n=2) descriptive studies, two (n=2) qualitative, one (n=1) literature review and one
(n=1) single case study. The findings suggest, NPs provide improved outcomes for quality of
life measures which included psychosocial and emotional outcomes which for cancer patients
are known to have long term psychosocial implications (Cooper & colleagues, 2010).
Which according to Carroll-Johnson,Gorman & Bush (2006) is a component of cancer care
often under emphasised, resulting in poor patient outcomes and quality of life.

2.9 Barriers and Enablers to Undertaking Research
Barriers to NPs undertaking research have been recognised by Kacel, Millar, Norris (2005),
Ginex (2013), Maylone, Ranieri, Quinn Griffin, McNulty, Fitzpatrick (2013), Johnson (2015)
and Harbman, Bryant-Lukosius,Martin-Misener, Carter, Covell, Donald & colleagues (2017).
Commonly reported barriers to undertaking research by nurses in advanced practice roles
according to Harbman & colleagues (2017) include; inadequate knowledge and skills, time
away from clinical responsibilities, lack of organisational support for research and lack of
mentors and resources. The study by Harbman & colleagues (2017) included sixteen (n=16)
NPs and four (n=4) CNSs. It is important to note as with other studies in this literature review
where the title of APN is cited and is representative of both the NP and CNS the
heterogeneous nature of the study limits the transferability of the findings to other studies and
must be interpreted with caution.
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Ginex (2013), suggests, nurses are generally interested in research, as well, understand and
support the benefit of research for both their professional growth and clinical practice. In a
survey exploring nurse’s attitudes to research, Ginex (2013), reported, 375 nurses identified
organisational support for research was insufficient. With 64% (n=240) of participants in
Ginex (2013) study, reporting qualified mentors were not available for assistance and
support, with 78% (n=293) stating time during the day was not allocated for research. Sixtythree percent (n=236) responded they would be interested in undertaking research or
evidence-based practice project, with only 50% (n=188) felt supported to participate in such
endeavours (Ginex 2013).The population of nurses recruited to Ginex (2013) study included
NPs, CNSs and RNs employed at a large comprehensive cancer centre, no specific data was
provided on the percentage of each nurse category and therefore due to the heterogeneous
nature of the research the findings must be read with caution.
Furthermore, Kacel & colleagues (2005) used a descriptive correlation designed study to
examine factors that lead to job satisfaction and dissatisfaction among a randomised sample
of one hundred and forty seven (n=147) NPs. The study reported, lack of time allocated for
involvement in professional development, including research, were factors for dissatisfaction
which grew with each year of service (Kacel & colleagues, 2005).
Harbman & colleagues (2017), further suggest, many nurses practicing in advanced nursing
roles are confused as to how to start the research process, or do not have the necessary
knowledge and skills to successfully integrate research into clinical practice. Harbman &
colleagues (2017), imply, as clinical and service demands on advanced practice nurses
continue to increase, involvement in non-clinical activities, including research, may become
an increasingly unrealistic goal for nurses to attain, including NPs. This statement by
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Harbman & colleagues (2017) raises some concern considering that research is one of the
four domains of the NMBA NP standards for practice – effective from 1 January 2014.

2.10 Gaps in the Literature
This literature review identified, there is a paucity of studies from an international perspective
of oncology NPs undertaking research. Within the Australian oncology NP context research
is scarce. Additionally, whilst the international studies were focused on exploring the
oncology NP role or a component of, there was only one study found within the literature
which focussed on exploring the barriers to undertaking research within NP practice. No
Australian studies were found that explored the barriers or enablers to undertaking research in
any of the subsets of NPs. These findings highlight a lack of research nationally and
internationally on exploring the barriers and enablers to undertaking research, specifically in
the setting of NPs. This finding is a concern, considering for Australian oncology NPs,
research is a core standard of practice (NMBA, 2013).
Furthermore, this literature review identified seventeen (n=17) articles authored or coauthored by Australian NPs during the period 2005 to 2017. Currently 1519 endorsed
Australian NPs are registered with the Australian Health Professional Regulatory Authority
(Nursing and Midwifery Board of Australia, 2017). Of interest, four (n=4) of the five (n=5)
oncology NP articles were commentary/opinion pieces with only one article an original
research study. This finding demonstrates why the study presented in this thesis is necessary.
The findings highlight that the gap in original research conducted by Australian oncology
NPs as either principal or associate investigators is challenging and needs to be explored
further.
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Conducting this research study is important to identify the barriers and enablers to
undertaking research in and on practice by Australian oncology NPs. Without this
knowledge, the development of the oncology NP role in Australia may be impeded due to
limited evidence to support the role within the Australian health care system. Enabling
oncology NPs to undertake research in their discipline will strengthen the evidence-base and
grow the role beyond the limitations presented in this review. Research is important,
necessary and vital in producing evidence to support the oncology NP role in cancer care.

2.11 Chapter Summary
The literature so far identifies there is limited evidence to support original research is
undertaken by Australian oncology NPs in and on practice. No Australian studies were
found that explored the barriers and enablers to undertaking research for NPs,
international research was limited. By exploring the barriers and enablers to undertaking
research in and on practice by Australian oncology NPs, this study will produce valuable
data which can be utilised by oncology NPs, nurses, academics and administrators to
address and develop strategies, plans and policies to encourage and enable research in
this setting.

38

Chapter Three - Methods
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3.0 Chapter overview
In Chapter two, a review of the literature which underpins this study was presented. The literature
identified there is limited evidence of original research undertaken by Australian oncology NPs.
The literature identified barriers and enablers for NP’s to undertake research, however, this was
from an international perspective further research is required to explore these within the
Australian NP context. Chapter three outlines the methodology guiding the study. Following a
restatement of the aims and objectives of the study, a discussion of the rationale for the research
paradigm will be presented prior to a detailed presentation of the methods of the study.

3.1 Introduction
The study aimed to understand through the application of a Husserlian phenomenological
framework and Colaizzi, (1978) analysis the meanings embedded in the participant’s
descriptions of undertaking research in and on practice. Common themes identified through
the analysis formed the fundamental structure of the phenomenon under study. These
findings may lead to the development of strategies and recommendation to support research
in and on practice for the Australian oncology NP.
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The aims of the study were to:
1. Explore the perceptions and experiences of undertaking research in and on practice
as described by Australian oncology NPs.
2. Explore the barriers and enablers to undertaking research in and on practice as
described by Australian oncology NPs.

Exploring the perceptions and experiences of undertaking research in and on practice of the
participants in this study was guided by descriptive phenomenology. Husserl’s
phenomenology is considered the most appropriate approach for eliciting meaningful data
when the aim is to gather descriptive accounts of the phenomenon under study (Reiners,
2012). Husserl’s descriptive phenomenology insists on the careful description of ordinary
conscious experience of every- day life; a description of things as people experience them
(Reiners, 2012). In this chapter, the study aims to provide justification of the philosophical
foundation of the study incorporating paradigm, axiology and methodology.
A description of the research design and the strategies used to ensure the credibility and
trustworthiness of the study will be discussed along with ethical considerations and
limitations of the study presented.

3.2 Justification of the research paradigm
Converse (2012), suggests, for nurse researchers to construct philosophically congruent,
phenomenological research designs, the researcher should understand and appreciate the
history and the philosophical underpinnings of phenomenology. If a researcher is to apply a
phenomenological approach then the philosophical beliefs of the methodology must be welldefined and the research and the research design must follow those assumptions (Converse,
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2012).The research methodology, according to Walters (1995), will depend on the question
and, notably, on the researcher’s standpoint on the phenomenon of interest.
As a practicing oncology NP, my everyday world is embedded in the experiences of patients
and professionals who bring meaning and value to my practice through the interpretation of
their descriptions of lived experiences. Thus as a researcher my ontological and
epistemological philosophical belief is influenced and shaped through how I view and act
within my interior world and how that world is exteriorised through my outward actions in
practice. The constructivist paradigm enables me, as the researcher, to study the social world
from the perspective of the interacting individual and to seek answers to questions that
emphasize how social experience is created and give meaning.
Husserlian phenomenology emphasises epistemological questions of knowing and
concentrates on describing the experience of the individual’s mind-body, which Husserl
believes lives in a world of objects (Koch, 1995). According to Reiners (2012), Husserl’s
philosophy is founded on the belief that perception, thought, memory, imagination and
emotion bring meaning and awareness to an individual’s experience. This epistemological
position is supported by Husserl’s phenomenological philosophy of impartiality, where
preconceived notions, bias or judgements are set aside, or bracketed (Reiners 2012).
As a practicing oncology NP and researcher I chose to acknowledge, appreciate and set aside,
in the context of this study, my prior experience as an oncology NP, so I would be conscious
of the potential of instilling or influencing the study process and thereby introduce any bias
during the study. I used a reflective journal to enable the bracketing process where I scribed
any preconceptions, thoughts and feelings associated with my past experience and the
research. The process of bracketing continued during the research, commencing with the
participant interviews and ending following the analysis of the data. Awareness of my
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thoughts and feelings that became apparent on reading the reflective journal facilitated action
on the researcher’s behalf to reduce the risk of bias within the study.
As one of the aims of this study was to explore the experience of undertaking research in and
on practice, as described by Australian oncology NPs, rather than quantify the research
undertaken by oncology NPs, the constructivist paradigm using a qualitative descriptive
methodology was selected. The researcher set aside positivism based approaches as the
assumption is that objectivity measures knowledge and is independent of human interaction
with the findings of quantitative research based on the tenets of empiricism and reductionism
(Reiners 2012). Research from a positivist paradigm, Donomyer (2008), suggests, refers to
approaches to empirical inquiry that collect, analyse, and display data in numerical rather
than narrative form. Which according to Polit & Beck (2012), is directed at understanding the
underlying causes of phenomena.
In comparison, studies from the constructivist paradigm are focused on understanding the
human experience and involve in-depth analysis to identify meanings from the data (Polit &
Beck, 2012). Liamputtong (2011), suggests, inquiry within the constructivism paradigm is an
essential method for eliciting evidence from diverse individuals, population groups and
contexts. According to Polit & Beck (2012), knowledge is greatest when the distance
between the enquirer and those under study is minimised with the voices and interpretations
of the research participants being vital to providing meaning to the phenomenon being
researched.
Qualitative research, according to Denzin & Lincoln (2005), is a situated activity that locates
the observer in the world and produces knowledge about the world. Thus the focus of this
study it about the world of oncology NPs as I live, observe and interact within to produce rich
descriptions that are valuable.
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3.3 Research design and methodology
Utilising a constructivist paradigm, a qualitative study design was selected to explore the
perceptions and experiences of undertaking research in and on practice as described by
Australian oncology NPs. Specifically, descriptive phenomenology, as informed by Husserl
(1960), was selected as the methodology for the study.
The foundations of phenomenology, according to Carpenter (2011), are based in the theories
of philosophy and epistemology and aims to search for multiple meanings attributed to a
phenomenon that provides comprehensive descriptive accounts of the events rather than an
explanation. This theoretical approach is conductive to this study, the aim to provide
descriptive accounts of the participant’s meanings perceptions and experiences of the
phenomenon under study. Schensul (2008), further suggests, phenomenology is a paradigm
that focuses on the meanings that can be attributed to events, places, and interactions that
involve people. Oncology NPs and the meanings this group apply to undertaking research in
and on practice along with the barriers and enablers to undertaking research is the focus of
this study.
Phenomenology can be descriptive where detailed descriptions of the experience are created
or interpretive phenomenology where the researcher focuses on interpreting the meanings of
the experience as told by the individual (Carpenter, 2011). According to Dowling (2007),
Husserl, regarded experience as the fundamental source of knowledge and viewed the aim of
descriptive phenomenology as a rigorous and unbiased study of things as they appear in order
to arrive at an essential understanding of human consciousness and experience.
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Phenomenological research is considered subjective, inductive, and dynamic (Reiners, 2012).
The engagement between the researcher and participant, Reiners (2012), suggests, has
presented researchers with an understanding about phenomenon not usually studied.
Prior to undertaking the study the researcher explored different research designs for their
potential suitability and contribution. An ethnographic and grounded theory approach was
considered however these paradigms were rejected as they were not suitable to the study’s
aim which was to explore a phenomena and not a culture or an individual’s behaviour.

3.4 Participants: Australian oncology NPs
Sampling and recruitment
Purposive sampling was chosen because the study sought to explore the perceptions of a
specific group. Purposive sampling recruit’s individuals who are capable of providing rich or
in-depth information about the issue being researched (Liamputtong, 2011). Purposive
sampling, according to Carpenter & Suto (2008), relates to a deliberate selection of specific
individuals because of the crucial information that this sample can provide, where
information may not be necessarily obtained through other channels. Howie (2011), further
suggests, purposive sampling is commonly used to choose small numbers of people who
share perceptions, behaviours, experience or contexts pertinent to the study aims. Purposive
sampling allows for the establishment of inclusion and exclusion criteria to ensure
participants have the desired qualities or abilities (Howie, 2011).
The purposive sample was recruited through professional cancer and nursing organisations
which included the Australian College of NPs (ACNP) and the Cancer Nurses Society of
Australia NP Specialist Practice Network (CNSANPSPN). According to the CNSANPSPN
(2017), there are currently twenty to twenty-five endorsed oncology NPs employed within
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cancer settings across Australia. These two professional organisations were chosen as they
are specific organisations whose membership met the criteria for the study. An electronic mail
out from each of these organisations to the membership inviting oncology NPs to participate
in the study was actioned with the researcher’s contact details available for interested
participants. The researcher was not provided with any membership details from the
professional organisations and was totally reliant on the member making contact to enrol in
the study. Following contact from a potential participant the researcher provided a research
package detailing the aims of the study as well as a consent form to sign and to return prior to
the interview taking place.
Following completion of the interviews if data saturation, had not been met, which is
sampling to the point at which no new information is obtained that would add to the
categories being developed and explored (Minichiello, Aroni, & Hays 2008 & Polit & Beck,
2012) other forms of recruitment strategies would have been considered.

Data collection
In-depth interviewing with semi-structured questions was selected as the method of data
collection for the study. There are several definitions of in-depth interviewing to consider
when applying this method of data collection to a research study. Taylor & Bogdan (1998)
and Serry & Liamputtong (2011) concur, in-depth interviewing is directed toward
understanding participants perspectives on their lives, experiences or situations as described
in their own words. This is achieved by eliciting fruitful information on a selective topic from
the participant whilst the researcher is actively engaged in listening and facilitating the flow
of conversation. (Taylor & Bogdan, 1998 & Serry & Liamputtong 2011).
This allows the researcher, according to Serry & Liamputtong (2011), to examine people’s
attitudes, the researcher adopts the ‘depends’ expression rather than agree or disagree
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response which provide limited information on the topic under study. In-depth interviewing
as a methodology involves addressing a framework, which Patton (2002), describes, as three
levels of interview structure which provides several alternative styles that can be applied
according to the type of qualitative study being undertaken. These are described as informal,
semi-structured or open-ended interview questions (Patton, 2002). Questions that are
designed to be descriptive, Minichiello & colleagues (2008), suggest, are used when the
researcher is asking the participant to provide descriptive accounts of events, people, places
and/or experiences.
Oncology NPs are an identified group of specialist nurses their work patterns, practices and
descriptions of undertaking research in and on practice are the focus of this study. Research
questions were designed to elicit data relevant to the phenomenon under study. Semistructured interviews were conducted, this method is recommended when there is an in-depth
examination of individuals and topics (Minichiello & colleagues, 2008). In-depth
interviewing, according to Carpenter (2011), does not use fixed questions, broad and semistructured questions are preferred in phenomenological studies to ensure a full exploration of
the experience.
In this study, during the period October 2015 to March 2016 fourteen (n=14) interviews were
undertaken, three (n=3) were face to face and eleven (n=11) by telephone. The length of the
interviews ranged between thirty to sixty minutes, all interviews were conducted solely by the
researcher with the use of a recording device. Limitations to undertaking telephone
interviews was considered, this included a less personal connection with the participant in
comparison to a face to face interview. The length of the interview was not affected by the
telephone method in comparison to the face to face interviews. A further consideration
included the risk of the participant pre reading the interview questions and preparing the
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responses prior to the interview particularly in phenomenological research. This concern was
reduced by emailing the research questions to the participant as the interview commenced.
Analysis of the interview transcriptions did not provide data which was inconsistent between
the face to face interviews and the telephone interviews. This conferred to the researcher that
both methods of interviewing was appropriate for this study.
Furthermore a prepared interview guide based on the recommendations of Minichiello &
colleagues (2008) and Kvale & Brinkman (2009) supported the structure of the interview
process . The research questions evolved from the findings of the literature search and the
methodological approach to the study. These questions were designed to elicit and encourage
the participants to talk freely and to tell their stories using their own words to describe their
thoughts, feelings and experiences of undertaking research in and on practice.
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Table 3.1: Research interview questions

1. How best would you describe your perception of the value of clinical research within
nursing?
2. Have you had the opportunity to undertake or been involved in a clinical research
study?
3. Do you have a topic or area of interest within your practice that you would like to
explore further through research?
4. Within your workplace is there an ethos on nursing research which is promoted by a
nursing practice development or research unit or an affiliated university school of
nursing?
5. What do you see as barriers or impediments to undertaking research in your clinical
practice?
6. What are the enablers that you foresee would assist and support you undertaking
clinical research?
7. As an oncology NP how do you view participating in clinical research as a core
competency for endorsed NPs?
8. How would you like to see clinical research in cancer nursing develop in the future?
Why?

Data analysis
The foundations of the study are based on the philosophy of Husserl (1960) descriptive
phenomenology. Three commonly used analysis methods for descriptive phenomenology are
Colaizzi, (1978), Giorgi (1985), and VanKaam (1966).
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These methods based on Husserl’s philosophy all search for common patterns with an
outcome of a description of the meaning of an experience including identifying essential
themes. However there are differences in each of the three approaches, Giorgi (1985) method
relies solely on the researcher’s interpretation of the data, VanKaam (1966) requires
intersubjective agreement be reached with other expert researchers and Colaizzi (1978)
validates findings by returning the data to the participants for verification. All three methods
have the potential to elicit new knowledge from the data, however, as a novice researcher I
required a structured framework to assist and guide me through the complex analysis of
phenomenological data gathered during the data collection period. Application of
phenomenologist Colaizzi, (1978) seven stage framework of phenomenological analysis met
this requirement. Furthermore, the application of Colaizzi, (1978) phenomenological
framework further demonstrates how each stage of the framework has been applied to the
analysis of research data, discussing the processes that have been employed to interpret and
make sense of the research material.

Data from in-depth interviews is full of the participant’s accounts of their beliefs, feelings
and experiences which provide evidence and clues from which knowledge and understanding
can emerge (Minichiello & colleagues, 2008). For data to become meaningful, Minichiello &
colleagues (2008), suggest, the researcher is required to identify common themes which link
common issues together arranging and presenting information in order to search for ideas.
Willis & Anderson (2011), suggest, categories, subcategories and themes emerge through the
process of coding, sorting and organising data which evolves through identification and
making comparisons between similarities and differences within the data.
In phenomenological analysis Polit & Beck (2012), imply, phenomenologists often prefer
“holistic, contextualizing strategies that involve interpreting the narrative data within the
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context of a whole text” (p.565). Within this approach the researcher is positioned to an
exhaustive, reflective process of detailed analysis for each individual experience (Carpenter,
2011).
Applying Colaizzi” (1978) phenomenological analysis framework
The following seven stages represent Colaizzi, (1978) process for phenomenological data
analysis

1. Each transcript should be read and re-read in order to obtain a general sense about the
whole content.
2. For each transcript, significant statements that pertain to the phenomenon under study
should be extracted. These statements must be recorded on a separate sheet noting
their pages and line numbers.
3. Meanings should be formulated from these significant statements.
4. The formulated meanings should be sorted into categories, clusters of theme and
themes.
5. The findings of the study should be integrated into an exhaustive description of the
phenomenon under study.
6. The fundamental structure of the phenomenon should be described
7. Validation of the findings should be sought from the research participants to
compare the researcher’s descriptive results with the participant experience.
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Stage One
Transcripts returned to the
participants for verification

Stage Two
Identifying significant statements
and phrases

Stage Three
Formulated meanings

Stage Four
Categories, Clusters of Themes and
Themes developed

Stage Five
Exhaustive Description of the
Phenomenon

Stage Six
Fundamental Structure

Stage Seven
Validation of Exhaustive Description
and its Fundamental Structure

Figure 3.1 - The process of descriptive phenomenological data analysis
created by Colaizzi (1978) applied by the researcher.
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Stage One - “Acquiring a sense of each transcript (Colaizzi, 1978)
Colaizzi (1978), suggests, the researcher should read the participant’s narratives to attain a
feeling for their ideas in order to understand them. Haase & Myers (1998), further suggest,
the audio tapes should be listened to several times to interpret the data.
Each of the fourteen individual audiotapes was listened to twice with each transcript read four
times to gain a sense of the whole document and the relationship between the interview
question and the response provided by the participant. During this process, the researcher
kept a reflective journal. Thoughts, feelings, and perceptions were added to the reflective
journal. The researcher believed this explored the phenomenon as experienced by participants
rather than those perceptions of the researcher by reducing bias and generating
trustworthiness and rigor within the study. The exhaustive description of the transcript was
returned to each of the participants within four to eight weeks. Member checking is not
advocated by Colaizzi (1978) in this stage, rather in stage 7 of the framework. Due to the time
frame of the study (six years) member checking may have been disputed by the participants
due to the lengthy time period from the initial interview. To maintain rigor and overall
trustworthiness of the study member checking was undertaken in stage 1 of Colaizzi (1978)
framework. Furthermore, Holloway & Wheeler (1996), concur, the researcher should return
the exhaustive description to the participant rather than the essential structure as the
exhaustive format looks more recognisable to the participant and ensures rigour within the
study.
Stage 2 - Extracting significant statements” (Colaizzi, 1978)
During this stage of the analysis, significant statements and phrases from the interviews
related to the participants’ thoughts, feeling and experiences of undertaking research in
practice including barriers and enablers were extracted from each of the fourteen transcripts.
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This process was obtained through methodically reading and re-reading each of the
individual transcripts to identify and highlight the participant’s descriptions of their
thoughts, feelings and experiences.
Rather than utilise a computer program for analysis of the qualitative data, this process was
undertaken manually. Manual transcription and analysis, according to Shosha (2012),
enables the researcher to have continual engagement with the data. Thoughts and feelings
that arose during this stage were included in the researcher’s reflective journal that may
assist when interpreting the results of the study.
Significant statements as per Colaizzi (1978) framework, were written on a separate
document and coded based on their transcript, page, and line numbers.

Stage 3 - “Formulation of meanings” (Colaizzi, 1978)
During this stage of the analysis, Colaizzi (1978), advocates, that the researcher attempts to
create more general restatements or meanings for each significant statement extracted from
the text. It is during this stage that Ashworth & Hagan (1993), note, the need to highlight
key texts to recognise any presumptions, to avoid misinterpretation of the participants’
views. A fundamental and primary aspect of data analysis is phenomenological reduction or
bracketing. According to Husserl, (1960), and Colaizzi, (1978), bracketing is crucial, since it
is only after this has been completed that more detailed investigations can begin.
By stating one’s own thoughts and experiences related to the study aided the awareness of
any presumptive thoughts as the formulate meanings were extracted from the significant
statements.
Meanings were formulated from the significant statements as the analytical process
continued.
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Each underlying meaning was coded in its own category as they reflect an exhaustive
description.
The whole statements and their meanings were checked by the researcher’s supervisor who
found the process as correct and the meanings consistent,
Stage 4 - ‘Organising formulated meanings into clusters of themes” (Colaizzi, 1978)
Following agreement on the formulated meanings with the researcher’s supervisor, the
process of grouping all these formulated meanings into categories that reflect a unique
structure of clusters of themes commenced. Each cluster of theme was coded to include all
formulated meanings, related to that group of meanings.
In the following process, groups of clusters of themes that reflect a particular issue were
incorporated together to form a distinctive construct of theme. All of the themes are
internally convergent and externally divergent, meaning that each formulated meaning falls
only in one theme cluster that is distinguished in meaning from other structures (Mason,
2002). The process of grouping cluster of themes from the formulated meanings and the
accuracy of the thematic map was checked with the researchers’ supervisor.

Stage 5 - “Exhaustively describing the investigated phenomenon” (Colaizzi, 1978)
In this step of the analysis, all emergent themes are described into an exhaustive description.
After merging all study themes, the whole structure of the phenomenon which includes the
thoughts, feelings and experiences of Australian oncology NPs undertaking research in and
on practice was extracted.
On completion, the findings were reviewed in terms of richness and completeness to provide
sufficient description and to confirm the exhaustive description reflects the perceptions of
Australian oncology NPs. Confirmation of this exhaustive description was validated by the
researcher’s supervisor.
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The exhaustive description is presented in a detailed structured account which incorporates
the emergent themes, theme clusters and formulated meanings which together incorporate
the elements of the experience as described by the oncology NPs.
Stage 6 - “Describing the fundamental structure of the phenomenon” (Colaizzi, 1978)

In this stage of Colaizzi (1978) framework, reduction of the findings was undertaken in
which redundant, misused or overestimated descriptions were eradicated from the overall
exhaustive structure to produce an essential structure which Colaizzi, (1978), suggests,
becomes the fundamental structure of the phenomenon. According to Sanders (2003),
development of the essential structure is necessary due to the length of the exhaustive
structure and is produced through a series of analytical steps. Vague or repetitive structures
that weaken the whole description were eliminated.
On completion of this process the final thematic map was created which describe the overall
experience of the phenomenon under study.
Stage 7 “Returning to the participants” (Colaizzi, 1978)
Colaizzi, (1978) suggests, the final validation process of data analysis should involve
returning the essential structure of the phenomenon to the participants for validation to
support the data represents their experience. As explained earlier in this chapter the
transcripts were returned to the fourteen participants in stage 1 of Colaizzi, (1978)
framework.
Member checking, Colaizzi (1978), believes, demonstrates trustworthiness and rigour within
the study by the participant validating the data to be truly representative of their experience
as told in the interview.
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3.5 Credibility and Trustworthiness
It is largely acknowledged that without rigour, research, no matter the methodological
approach, fails to contribute to the professional knowledge base or to evidence-based practice
(Carpenter, 2011). According to Carpenter (2011), there are a number of strategies that can
be employed to increase the rigour of qualitative research. Carpenter (2011) suggests, these
must be selectively employed, adapted and combined to achieve the purposes of specific
studies. With their use justified by linking strategy decisions with the research question,
chosen methodology and study design (Carpenter, 2011).
To ensure validity and reliability in all stages of a study including data collection, data
analysis and descriptions, qualitative research has to demonstrate trustworthiness, rigour and
strength, (Speziale & Carpenter, 2007; Vivar, McQueen,Whyte & Armayor, 2007) .
According to Marshall & Rossman (2006), Speziale & Carpenter (2007) and Cresswell
(2009) member checking is one strategy which can be achieved by attaining agreement from
the participants on the accuracy of the transcripts. In this study member checking was
undertaken in stage one of Colaizzi (1978) phenomenological framework.
All fourteen interviews were transcribed verbatim and sent to the participants to confirm the
transcriptions were a true and accurate description of their experiences as told in the
interview. Carpenter (2011) suggests, transcribing the interviews verbatim provides
evidence to support the interpretations and the meanings expressed are those of the
participants own words, rather than the researcher’s words and therefore inform and support
the researcher’s interpretive decisions.

In addition, in this study the researcher reflected on her own presuppositions by bracketing.
Bracketing, according to Marshall & Rossman (2006) and Cresswell (2009), aims to
eradicate any bias inherent in the researcher’s beliefs and attitudes. Gearing (2004),
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suggests, bracketing brings depth and value to qualitative research through reducing bias.
Gearing (2004) agues, this occurs by “suspending certain components by placing them
outside the brackets, which then facilitates focusing in on the phenomenon within the
brackets” (p. 1430). According to Carpenter (2011), bracketing encourages the researcher
to put to one side or place outside of the brackets their internal beliefs, experiences,
understandings, biases, judgements and assumptions. This process, Carpenter (2011),
suggests, allows the researcher to authentically listen to the participants’ perspectives which
will permit the researcher to describe the essence of the phenomenon under study.
To be consistent with these concepts bracketing was utilised in this study through the
researcher applying several techniques. This included reducing the participants’ exposure to
the research questions to a minimum to prevent interpretation of the questions prior to the
interview [external bracketing], (Gearing, 2004). A reflective journal was utilised where the
researcher documented any presuppositions and thoughts that could influence the research
process [internal bracketing], (Gearing, 2004). Reflecting on each interview guided the
researcher to the next interview, through assessing her behaviour and encouraging the
participant to speak and the researcher to listen in an interactive relationship. This process
was in keeping with Papp, Markkanen & von Bonsdorff (2003) who utilised bracketing to
reduce bias. Papp & colleagues (2003) wanted to hear the experiences of the student nurses
rather than the experiences of the researchers.
In this thesis the researcher wanted to hear the experiences of the participants (oncology NPs)
rather than those of the researcher who is a practicing oncology NP. The researcher was in a
unique position of being both the researcher and an NP. The researcher felt there was an
inherent risk of bias occurring in the study related to this uniqueness and therefore imposed
bracketing to reduce the risk. For the purpose of the study the researcher held the position of
researcher only.
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3.6 Researcher reflexivity
According to Carpenter (2011), reflexivity is “an essential strategy that makes explicit the
deep-seated views and judgments that affect the research process, including a full assessment
of the influence of the researcher’s background, assumptions, perceptions, values, beliefs and
interests” (p. 131). To address reflexivity in the study, the researcher methodically and
critically reflected on and analysed all the decisions made during the research process and
created a reflective account in the form of a journal. In reflecting throughout the research
process, the researcher’s assumptions became explicit. For example, the researcher developed
self-awareness that her own experience as an oncology NP could influence the outcome of the
interview, by drawing on personal experiences within the context of the interview to further
the discussion rather than those experiences of the participant leading the interview. In order
for the researcher to hold subjective perspectives and theoretical constructs in abeyance and
facilitate the essence of the phenomena to emerge, the researcher applied Husserl’s
phenomenological reduction (Racher & Robinson, 2003). Which according, to Scheubert &
Carpenter (2003), is an eidetic understanding of what is meant in the description of the
phenomenon under investigation. The focus, according to Dowling (2007), is on the primeval
form, what is immediate to our consciousness before we have applied ways of understanding
or explaining it, and as Crotty (1996), states, “it is experience as it is before we have thought
about it” (p.95).

The researcher in this study attempted to meet the phenomenon as free and as unprejudiced as
possible in order that the phenomenon present itself as free so that it can be precisely
described and understood as described by the participants. The researcher to be in keeping
with this belief applied Gearing's (2004) temporal structure of bracketing, in which the
researcher delineated the start point, duration and end point of bracketing. In this study
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bracketing start point commenced at the participant interviews and the end point on
conclusion of the analysis of the data. This process was in line with the approach taken by
Mavundla (2000), who clearly delineated when bracketing was initiated and completed in her
research on nurses perceptions' of nursing mentally ill people in a general hospital setting.

3.7 Axiology
Lincoln, Lynham & Guba (2011), suggest, values feed into the inquiry process through
several ways which include, “the choice of problem, choice of paradigm to guide the problem,
choice of theoretical framework, choice of major data-gathering and data-analytic methods,
choice of context, treatment of values already resident issue within the context, and choice of
format(s) for presenting findings”( p.116). These reasons, Lincoln & colleagues (2011),
believe, are convincing enough for the inclusion of values as a key point of departure between
positivist, conventional modes and interpretive forms of inquiry.
Lincoln & colleagues (2011) suggest, values should be made part of the basic foundational
philosophical dimensions of paradigm proposal. In doing so, Lincoln and colleagues (2011),
believe, it will assist us to witness the embeddedness of ethics within, not external to
paradigms and will contribute to the consideration of a dialogue about the role of spirituality
in human enquiry.
Furthermore, the participants, according to Polit & Beck (2012), must not be exposed to
unnecessary risks of injury or discomfort, and their participation must be crucial to achieving
scientifically and societally essential aims that could not otherwise be realised. In research
with humans, injury and discomfort can be physical, emotional, social or financial and ethical
researchers must use strategies to minimize all types of harms and discomforts, even ones that
are temporary (Polit & Beck, 2012).
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Within the constructivist paradigm, Denzin & Lincoln (2005) suggest, it is the obligation of
the researcher to accurately represent the voices of the participants. To guarantee this, it is
essential that the positioning of the researcher within this study is discussed. The researcher
is an endorsed NP with the Australian Health Professional Regulation Authority and
credentialed within the Tasmanian Health Service to practice as an oncology NP. There were
fourteen Australian oncology NP participants within the study, one participant (n=1) the
researcher has practiced previously with within the oncology setting. This occurred nineteen
years ago and both the participant and researcher were not employed in NP roles at the time.
Of the remaining thirteen (n=13) participants the researcher was acquainted with five (n=5) in
a professional capacity through attendances at national oncology or NP meetings.
The participant information package was provided to the participants prior to consenting to
participate in the study, the package explained the researcher’s role and position as researcher
within the study.

3.8 Ethical considerations
This study was approved by the University of Canberra Human Ethics Committee (HREC 15110).
There are generic ethical considerations to consider; no harm must occur to the participants
and the researcher; trust and confidentiality must be maintained; safe and secure storage of
data along with de-identification of data; who benefits from the study and who has access to
the data and results. Each of these were considered including providing the participant with
an information and consent form outlining the objectives of the study and the role of the
participant and researcher. Interviews were conducted face to face or through the telephone,
participants were required to sign the consent form prior to the interview and were provided
with the opportunity to ask questions related to the study. Confidentiality was maintained
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through each participant provided with a pseudonym and personal details were kept separate
in a locked drawer in a locked office. All data related to the study was stored on a password
protected computer and in a locked filing cabinet in line with the University of Canberra’s
policy and NHRMC guidelines.
Specific ethical concerns related to in-depth interviewing and the relationship between the
researcher and the participant were considered and included, who has control of the
interactions? Whose interpretation of the situation is accorded validity? Are the views of the
participant and the researcher evenly weighted? Is the researcher’s interpretation of the
participant’s account true and accurate? (Minichiello & colleagues, 2008). The use of
bracketing and a reflective journal by the researcher assisted with identifying and managing
these risks.
Maintaining anonymity for the participants who are often the sole employed oncology NP is
recognised to decrease the risk of participant identification. This was managed through
de-identifying the participant and not naming specific Australian regions or places of
employment in the findings. Other ethical and safety issues which may put the participants at
emotional and physical risk include inducing anxiety in the participant when reflecting on
work where there may have been a particular distressing case.
Although this may provide the opportunity for the participant to debrief, the researcher must
take into account that they are foreign to the participant and may not fully understand the
distressing feelings of the participant in comparison to a colleague who can understand or
relate to how the participant is feeling. The researcher provided permission to the participant
to stop the interview at any time for a break if they felt overwhelmed and to return to the
interview when they felt emotionally capable. This would also be applicable to unpredictable
situations that may arise throughout the interview where the participant may lose their focus
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and require a break from the interview process. This may allow the participant to refocus
their concentration on the aims and objectives of the study and in doing so provide rich and
meaningful data that relates to the study (Polit & Beck, 2012).
The researcher is not an experienced qualitative researcher. The researcher required
mentorship from senior researchers/supervisors throughout the study to reduce the risk of
ethical and safety issues from occurring.

3.9 Methodological considerations and limitations
NPs practicing in cancer care represent a small population (n=20-25) (CNSANPSPN, 2017)
of the NP workforce in Australia (n=1519), (Nursing and Midwifery Board of Australia,
2017). The participants in this study (n=14) represents the thoughts, feelings and experiences
of Australian oncology NPs. The findings discussed in this study are related to those of the
participants and are not reflective of the Australian oncology NPs in cancer care who were not
participants in this study.
It is also acknowledged that this study has been completed solely in Australia and that
Australian oncology NP’s perceptions of undertaking research in practice may differ from
other countries.
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3.10 Chapter summary
In this chapter I have provided a description of the philosophical
underpinning of the study including paradigm, axiology and methodology.
The research design including sampling, recruitment, data collection and
data analysis for the study was discussed. Ethical considerations of the study
were discussed and finally the limitations of the study were reported.
Chapter Four sets out the findings of the study.
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Chapter Four - Findings
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4.0 Chapter overview
This chapter reports the findings from the methods chapter of this thesis including a
description of the significants statements, formulated meanings, emergent themes and
the final thematic map following the application of Colaizzi, (1978) phenomenological
analysis framework. Participant’s descriptions representative of the fundamental
structure will be used within the context of the findings to demonstrate the relationship
between both and to provide meaning to the experiences of the participants.

4.1 Introduction
Husserlian phenomenology recommends member checking (Husserl, 1960). Member
checking allows the participant to confirm the transcript is a true reflection of their
experience as told in the interview (Husserl, 1960). At the end of each interview, each
participant was reminded there was a need for a second contact through a telephone call or
email to enable this process.
Twelve of the fourteen participants returned confirmation the transcription of the interview
was a true reflection of their own experiences as disclosed in the interview. Despite several
attempts two of the participants were unable to be contacted. One participant was known to
have relocated to another state of Australia with this participant only using their previous
employment contact details during the interview process.
The pool of participants (Australian oncology NPs) available for the study was small with
twenty to twenty-five oncology NPs known to be practicing in cancer nursing in Australia
(CNSANPSPN, 2017). After reviewing the transcripts it was determined by the researcher
data saturation had been reached (Minichiello & colleagues, 2008; Polit & Beck, 2012). The
researcher sought the advice of her supervisors to confirm data saturation had been reached.
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This was confirmed by both supervisors independently. In the case if data saturation had not
been met, there was approximately eleven (n=11) endorsed oncology NPs available who did
not participate in the study who could be potentially recruited through the utilisation of
further recruitment strategies.
Table 4.1 Oncology NP participant’s codes and pseudonyms

Participant Code

Pseudonym

Participant A

Clare

Participant B

Wendy

Participant C

Cora

Participant D

Geoff

Participant E

Peter

Participant F

Deborah

Participant G

Kerry

Participant H

Jim

Participant I

Eliza

Participant J

Hannah

Participant K

Rebecca

Participant L

Nick

Participant M

Tracey

Participant N

Tina
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Table 4.2 Participant demographics
Variable

n

%

Female

10

71.4

Male

4

28.6

Medical oncology

6

42.9

Medical oncology and haematology

3

21.5

Medical oncology and palliative care

2

14.3

Medical oncology, haematology and
radiation oncology

1

7.1

Surgical oncology

1

7.1

Haematology/apheresis

1

7.1

Metropolitan health service

8

57.1

Regional/Rural health service

6

42.9

Public Health System

12

85.7

Private Health System

2

14.3

Gender

Area of Practice

Urban/Regional Setting

Place of Employment

4.2 Analysis of findings
The application of (Colaizzi, 1978) seven stages of phenomenological analysis identified five
hundred and twenty seven significant statements within the fourteen transcripts (appendix 6
part A). Three hundred and sixty eight formulated meanings emerged from the five hundred
and twenty seven significant statements (appendix 6 part B). From the formulated meanings a
unique structure of clusters of themes were developed and eight themes emerged (appendix 6
part C).
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Final thematic map
Following the completion of the exhaustive description of the phenomenon, using Colaizzi,
(1978) phenomenological analysis, a reduction of the findings was undertaken. Redundant,
misused or overestimated descriptions were eradicated from the overall exhaustive structure
to produce an essential structure which was identified as the fundamental structure of the
phenomenon (Shosha, 2012).
Applying these amendments generated clear relationships between clusters of theme and their
extracted themes. Vague or repetitive structures that weaken the whole description were also
eliminated. From eight themes emerged three final themes which are identified as the
fundamental structure of the phenomenon (appendix 7).
Theme 1: Developing and fostering research;
Theme 2: Balancing clinical practice and research; and
Theme 3: Organisational support.
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Theme 1: Developing and fostering research
Clinical evidence was described by the participants as necessary to support decision making
in nursing with research being the platform for the development and distribution of research
outcomes. Research in nursing was considered by all participants as having the potential to
influence change in both clinical practice and within the profession.
“There are other times when we haven’t got a clue that we’re not doing the right thing
because we’ve never looked for an alternative and to me that’s’ what the research
process of nursing is all about. Is being able to provide the best care for my patient
and that’s where evidence based practice comes into it because you use your research,
you generate the evidence and it doesn’t have to be necessarily analytical studies.”
(Cora, c)
“I think clinical research within nursing it’s crucial it’s crucial to provide evidence
based care of a high standard which will lead to optimum outcomes for the patients.
It’s crucial for gaining respect from other health professional groups and also it’s
required as nursing wants to continue to be recognised by other health professions you
know”. (Tina, n)

Some participants described there is a lack of understanding within the nursing profession of
the time and work involved and the necessary skills to undertake research.
“we all understand the value of research but not necessarily the individual
contribution to that body of knowledge”. (Clare, a)

The participants believed attitudes need to change in nursing to address this lack of
understanding yet acknowledged this was multifactorial requiring all levels of nursing to be
involved in developing research within the profession.
“Research does need to be developed like we need to have more of it and I think we
should be encouraging more nurses to be looking in to it but they’ve got to have time
and they’ve got to have passion and they’ve got to have motivation”. (Eliza, i)
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In regards to the NP role, all participants believed research was necessary to provide evidence
of not just the effectiveness of the NP role within cancer care but evidence of what the NP
actually does within the role and what is it within the role that makes a difference to patient
care and the health care system.
“I think as a nurse practitioner research will help us in clarifying what we can do
what we can change but also clarify to the outside world what a nurse practitioner
does. So it sort of research as a change in health care but also research as capacity
building in regards to all descriptions of function and putting some validity towards the
whole.” (Wendy, b)

Building evidence through research the participants believe would support the validity and
sustainability of the NP role within both the nursing profession and the overall health care
system. This is born out in one participant’s comment:

“Very valuable, I think in the past we haven’t had enough nursing led research, but
we’re getting better at that. I think in terms of defining what it is we do as NPs, it’s
really helping being able to articulate what we do and why.” (Cora, c)

Of the fourteen participants in the study, eleven (n=11) described being involved in clinical
research. For ten (n=10) of these eleven participants, the research role they described
included data collection, undertaking audits and recruiting participants for local, national and
international studies. The eleventh participant stated the study they had been involved with
had been published.
“I led a study into decisions about end of life care and advance treatment planning for
oncology patients in 2010. The results were published and then two and a half years
ago I was involved in a study of the benefits of exercise for women with ovarian cancer
and we’re just rolling out a new study now on exercise physiology.” (Cora, c)
“We’ve just finished a supportive care needs study of our aboriginal cancer patients, it
was good to be part of you know, it was a Menzies health thing so that was interesting.”
(Peter, f)

71

The participants considered the oncology NP as competent to inform local, national and
international healthcare and government bodies on issues related to cancer care.
With dedicated research time, development of integrated research and clinical practice roles,
the participants described the NP to be the most influential position in cancer nursing.
“Maybe that’s the role of the NP to read the research and understand it and be able to
tell others what it’s about and how to explain it so I think that is important but as I said
I think it’s almost impossible with time constraints.” (Eliza, i)

All participants believed the NP role to be the pivotal leadership position which drives
clinical practice, innovation and research, however, three (n=3) participants did not agree
research should be a core standard for NPs.
“I think it’s essential I think it’s a clear requirement to maintain my endorsement. I
think it’s a clear requirement to be a nurse leader, as a senior nurse within the
organisation and I think for my own professional development.”(Cora,c)
“I think as a core competency as a clinical nurse leader I think it’s a vital element for
one of the core competencies for NP you need to be able to from I guess your
knowledge base and the way you interact within your health care team to provide that
leadership. But also within your workplace need to be given the space to be able to
develop it portray it and present it. At least if some NP was doing research and getting
it published it does make that role stand out more.” (Peter, e)
“I completely support this I mean we’re meant to be leaders meant to lead by example
for the future and you know not enough nurses are involved in research or grasp how
important it is and so you know hopefully by us leading by example.” (Tina, n)
Geoff stated,
“I don't feel it should be a core competency I will say that because for me personally I
actually feel the role is clinical. My job as a NP is at the bedside assessing my patient
coming up with a diagnosis formulating a treatment plan and initiating appropriate
treatment or referral for my patient. That is the primary business of a NP if I did a
master’s in nursing research I would expect you to tell me I should be doing research.
That’s an issue I’ve had with the wording of APHRA. They state that you should have
involvement you know when you do the thing for endorsement I don’t feel it should be a
necessary thing. Doing research does not make me a better clinician, does not make me
a more competent practitioner.” (Geoff, d)
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There were three participants (n=3) in the study who stated they had not been involved in any
clinical research as a practicing NP. Some of the reasons stated were related to demanding
workload resulting in no time to pursue research interests, lack of funding, organisational and
mentor support. One participant recognised the importance but could not move forwarded in
putting the ideas into action.
“I’d like to do some research it’s something that kind of keeps knocking, you know for
me I keep knocking on the door sort of saying should I really want to have a look at this
[research]. There’s a couple of projects that I am toying with even at the moment but
haven’t got kind of far enough with having a firm proposal and that sort of thing yeah
but there’s things around implementation but I very aware that I could implement these
things but I’d be doing it without actually gathering evidence about it I mean I’m pretty
sure it’s a good idea” (Jim, h)

Several participants however described there was confusion with the description of research
within the NMBA NP standards for practice (2014). Leading to ambiguity in regards to what
is expected in terms of research by the NMBA particular if the NP’s registration and
endorsement was audited.
“So although it is an important core competency I think they should make it a little bit
clearer what they want and understand by your contribution to research ,helping others
or is it something that you do on your own some guidelines in what they accept as
research.” (Clare, a)

All participants described an area of interest they would like to research within cancer
nursing, the focus of interest was on patient care, nursing practice or exploring the oncology
NP role in terms of substantiating the work of the NP.
“I think the other real key issue that we need to look at is a NP
outcome, how NPs impact on patient outcomes.” (Kerry, g)
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Several participants further stated;
“The other thing would be to get more data or research on NPs I think, we don’t have
enough and I think that is holding everyone back.” (Eliza, I);
“how do we prove that we’re you know we’re effective we’re doing what we should be
doing” (Hannah, J); and
“It’s not so much justifying the role but promoting the role and the benefit of it or to
look at where it’s not working well.” (Tracey, m)

Many of the participants identified several priorities to develop research in cancer nursing,
these included: raising the profile of nursing through research such as publication and
presenting at conferences, developing links between universities and fostering research
amongst nurses, particularly graduates.
“I would like to have an increase linking with the university. I want it more transparent
I want it more flexible” (Wendy, b)

Cultural change, collaboration, perseverance, equity, and engaging consumers were terms
described as other important elements to develop and drive research in cancer nursing.
“I think it’s to me probably about a cultural change because I don’t think we have a
research culture in nursing.” (Jim, h)

Within their daily practice several of the participants were involved in other methods of data
collection including clinical audits related to the NP workload which encompassed patients
seen, procedures performed, referrals written, prescribing and investigations ordered.
Quality improvement activities which involved developing, introducing and monitoring the
effects of patient assessment tools were also described by the participants.
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“I work more with audits and things like that rather than real clinical research just
because I am such a solo practitioner here. I said is difficult to get that knowledgeable
support I guess is what I should say, yes I have but not as much as I would like to.”
(Hannah, j)

Several participants acknowledged they would support involvement in national NP research
however these participants envisaged either a nurse researcher or professional body would be
responsible for leading the research not themselves.
There were six participants in the study representing rural and remote oncology NPs with
three describing further challenges to undertaking and being involved in clinical research.
Reasons described included clinical workload demanding all of the participants’ time and less
access to research support compared to metropolitan NPs. Overall many of the participants
believed the NP role improves cancer patient outcomes and acknowledged in Australia there
was limited evidence to support this. However, during the course of the interview the
participants identified the NP is a key person in producing and delivering the supporting data.
The responses from the participants was positive, much enthusiasm was generated on the
concept of undertaking research in and on practice. However, it was evident from the content
of the data from the interviews the participants lack the ability to take the research discussion
and ideas forward within their practice or work setting.
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Theme 2: Balancing practice and research
The majority of participants identified demanding clinical workload, lack of time, insufficient
support for research including organisational, financial costs and lack of research experience
as factors preventing them from undertaking research. Several participants stated;
“Not just figuring it out what it is I want to research but actually getting the time to do
the paperwork to submit it.” (Cora, c),
“Yeah there’s no time at all there’s no time allocated there’s no time given I mean I’m
conscious this is my ideal if I get the NP role, I would like to be able to allocate one
day a fortnight on research.” (Eliza, i)
“Sometimes it’s’ clinical load, sometimes it’s just having some clinical research
support, you know things like assistance with statistical analysis. (Clare, a)

The participants demonstrated enthusiasm in wanting to be involved and undertake research
within their practice particularly those NPs who have been in the role for more than three
years and were now confident to further develop the NP role to include research. However,
finding a balance between clinical practice and research and setting priorities was described
as being the greatest challenge.
“Well we do have the time to undertake research some days but we put patients ahead
of that and prioritise differently”. (Tracey, m)

Knowledge of research processes including writing research proposals, completing ethics
applications and understanding methods of analysis was also described by some participants
as necessary in order to approach research with confidence.
“I look at ethics proposals and they’re so enormous, and I just think oh I can’t put this
together by myself.” I do actually get put off by just how overwhelming the process of
doing research is and the process of getting a proposal up. I do feel a bit overwhelmed
by that.” (Jim, h)
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When asked to describe the enablers to undertaking research the participants described
organisational and research mentor support, allocated research time and financial assistance
as factors that would facilitate and support research in practice which was also stated by the
participants as the barriers to research.
“Putting that sort of magic formula together so that we can actually be more in control
of our work, our staff establishment our workforce and our workload. Then we make
sure these sort of elements such as having clinical research integrated to how we work
its part of that.” (Peter, e)

Developing a collaborative approach between hospitals and universities was also identified
by several of the participants to enable and integrate research into practice.
“those university co-joint appointments need to be actually visible to nurses, working
with nurses actively doing some research” (Kerry, g)

The participants further described drawing on the knowledge and skills of nurses with
research experience and working within a network of nurses committed to sharing research
ideas and data has the potential to develop and build nursing research for oncology NPs.
“…if we can find someone like a co-researcher, co -author or so, it will be their name
or experience that they [researchers, nurses] will take notice of, also they [coresearcher, author] can teach us as well as we go along” (Clare, a).
“I have joined the specialist network group of NPs and I have indicated that I would be
interested in research but I don’t think I would be able to do something on my own. I
think I would need, I think having support or being a part of a research group would be
a good thing.” (Eliza, i).

77

Theme 3: Organisational support
Participants described the support for research ranged from minimal or no organisational
support to a model of collaboration and support from nursing research units within the
organisation and affiliated universities.
“My managers don’t actually do research but they support you when you are
motivated and when you are doing it but there is not necessarily any additional
resources to be able to do that.”(Clare, a)
“You know there’s either investment in research and support for staff and if staff
want to look at research there’s people they can contact to help them initiate it or
there’s nothing” (Rebecca, k).

Although some participants stated there was support for research within their work
setting, the data from the participant interviews did not identify there was allocated
research time or provision of financial support to assist with research by the
organisation. Advice from nurse researchers and professional development sessions
within the organisation was often the level of support described.
“They expect you to do research but it needs to be supported. I think that this is
my role it’s part of my competency as a NP if you want me to practice in this
hospital as a NP then I need to be a give an amount of research time.” (Rebecca,
k)

The findings suggest inequities across all settings for oncology NPs to access support for
research however the difficulties was more evident in regional and rural sites where the NP
was often the sole practitioner with less access to support and the surrounding infrastructure
was less.
“we are affiliated with many of the regional [name of location] universities so as I’ve
said I think people are interested but it’s really challenging to do out here. Like even
[name of location] which is two hours from us which is the nearest regional centre and
[name of location] as well to speak to people they have no understanding of what it’s
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like here so you know even their knowledge and experience and all of that often isn’t as
helpful as it was when I was in the city because it was easily translatable. But out here
it’s not as easily translatable.” (Hannah, j),

Geoff however believed there is inequity in access to research in comparison to other nursing
roles,
“I’m in the NP role it’s not really feasible to backfill me to do a research project. In
other roles though I know that they are very supportive in doing that they will backfill,
they will take you offline.” (Geoff, d)
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4.3 Summary

In the findings chapter the application of Colaizzi, (1978) phenomenological analysis identified
five hundred and twenty seven significant statements from which three hundred and sixty
eight formulated meanings were developed. From the formulated meanings stemmed eight
themes which formed the essential structure of the phenomenon. The fundamental structure
describes three themes which represent the phenomenon under investigation.
The final thematic map:
1. Developing and fostering research;
2. Balancing clinical practice and research; and,
3. Organisational support.
These themes represent the true thoughts, feelings and experiences of undertaking research in
and on practice as described by Australian oncology NPs in this study.
The following chapter the relationship between Husserlian phenomenology and the findings of
the study will be discussed and explored and related to existing literature. This will be followed
by a summarisation of the findings of the thesis, the contribution to current knowledge and
suggested future research.

80

Chapter 5: Discussion & Conclusion
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5.0 Chapter overview
In chapter Four, three key themes were presented as being representative of the
fundamental structure of the phenomenon under study: developing and fostering research,
balancing clinical practice and research, and organisational support. These findings
uncovered through the application of Colaizzi (1978) phenomenological framework,
through exploring the participant’s descriptions of their lived experience of undertaking
research in and on practice. In this chapter, the findings within the context of the wider
literature will consider how the study contributes to existing knowledge. A discussion on
the relationship between the findings and Husserlian phenomenology will follow. The
findings of this study will be summarised, strengths and limitation together with
recommendations for further study posed and practice implications discussed.
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5.1 Aims of the Study
As previously stated the aims of this study were to explore the:
1. Perceptions and experiences of undertaking research in and on practice as
described by Australian oncology NPs; and
2. Barriers and enablers to undertaking research in and on practice as described by
Australian oncology NPs.
Figure 5.1 Thematic framework illustrates significant statements, clusters of themes and the
final fundamental structure identified in this thesis. These findings will be discussed within
the context of their contribution to existing knowledge in this chapter.
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Figure 5.1 Thematic Framework - Barriers & enablers to undertaking research for Australian oncology NPs
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5.2 Theme 1: Developing and fostering research
The first of the aims of this study was to explore the perceptions and experiences of
undertaking research in and on practice by Australian oncology NPs. In particular, the study
sought to determine the participant’s perceptions of the value of clinical research within
nursing for the NP. The participants, on the whole, suggested that the development and
progression of nursing research by NPs contributes to nursing’s professional standing and
knowledge base. A stance taken by the NMBA (2013).The participant’s considered that this
validates the NP role in cancer care, demonstrates clinical evidence for provision of care and
informs practice change. Although these descriptions by the participants appear genuine, they
were not evident in their practice, which the researcher questions why, considering research
is a core standard by the NMBA (2013) to practice as a NP.
When further explored the participant’s described demanding clinical workload, lack of
funding, organisational and research support as barriers to undertaking research in and on
practice. These findings confirm and build on similar findings of those by Oh (2008),
Akerjordet, Lode & Severinsson (2012) and Harbman & colleagues (2017). Several of the
participants stated they would like to be involved in research, but held the view they did not
have the capacity to lead research, that others, such as professional organisations would have
to take this role. This was highlighted further by the participant’s from Australian regional
and rural settings, who described practicing in these sites were a further barrier to
undertaking research. Reasons cited included: being the sole oncology NP in a region, long
distances to travel resulting in even less time to allocate to research, less likely to gain access
to research mentor support and a lack of understanding and inequities to services by affiliated
universities. There were no studies found within the literature that discussed access to
research support for NPs in rural or regional sites both within Australia and internationally.
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The participant sample in this thesis was represented by all but one Australian state, with all
participants describing similar barriers to undertaking research within their NP practice,
regardless of their employment location. What has not been known from previous research is
the enablers suggested in this thesis to facilitate research in practice will be appropriate for
each Australian setting. Taking into consideration access to organisational, university and
research mentor support in smaller regional and rural health facilities may be more
challenging than metropolitan sites. Further research is necessary to test the enablers for
undertaking research recommended in this thesis for their applicability across a diverse range
of Australian oncology NP settings.

The literature review conducted as part of this thesis found no evidence of Australian studies
which explored oncology NPs undertaking research in or on practice, or actual and potential
barriers and enablers to research for NPs. The findings from this thesis produced similar
findings to previous international studies (Oh, 2008; Akerjordet, Lode & Severinsson, 2012).
However, the international literature is centred on clinical specialist nurses, registered nurses
and APNs (Oh, 2008; Akerjordet & colleagues, 2012; Harbman & colleagues, 2017). These
international findings therefore may not be readily transferable to the Australian NP setting
and need to be interpreted with caution, highlighting an ongoing gap in Australian oncology
NP practice which has not been previously researched.

With respect to the international studies, Oh (2008), in a multi-site study involving critical
care specialist nurses, reported insufficient time and lack of clinical support as barriers to
implementing research findings into practice. Furthermore, Akerjordet, & colleagues (2012),
in a descriptive, cross-sectional survey identified lack of designated time and research
supervision as barriers to support, undertake and implement research in practice. The
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findings by Oh (2008) and Akerjordet & colleagues (2012) involve registered nurses, not
NPs, with the studies being quantitative in design.

With regards to NPs, the literature however, found one article with APNs, the study was from
the US and is worthy of note. Harbman & colleagues (2017) explored the barriers of APNs to
undertake research through a practice/academic collaboration model. Harbman & colleagues
(2017) used a pre and post intervention survey that encompassed a predetermined list of nine
options of facilitating and limiting factors to undertake research. Harbman & colleagues
(2017) reported the most important enabler to facilitate research was access to a research
mentor, whilst no access to a mentor was viewed as a barrier to research. The findings by
Harbman & colleagues (2017) is representative of the combined participant group of APNs,
the study did not report individual findings of the NP or CNS participants. It is not known
whether separating the NP and CNS findings in Harbman & colleagues (2017) study is
relevant, however Begley, Elliott, Lalor, Coyne, Higgins and Comiskey (2013) raise some
important facts to consider.

Begley and colleagues (2013) compared the roles, responsibilities, and perceived practice
outcomes of CNSs, clinical midwife specialists [CMS] and advanced nurse practitioners
[ANPs]. The study reported CNS/CMSs were more likely to be involved in audits than ANPs
(Begley & colleagues, 2013). The reason cited, was that within the US health care setting,
there is no specific requirement for CNS/CMSs to undertake research, where research is a
key concept for the ANP role (Begley & colleagues, 2013). This finding is in keeping with
the Australian NMBA NP standards for practice (2014) which states research as one of the
core standards of the NP role. All other Australian registered nurse roles comply against the
NMBA registered nurse standards for practice (2016), which does not include research as a
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core standard to practice. This is an important point when considering the argument for
designated research time and support for Australian oncology NPs.

Furthermore, the quantitative approach by Oh (2008), Akerjordet & colleagues (2012) &
Harbman & colleagues (2017), in contrast with the qualitative design of this study, do not
allow for the descriptive in-depth personal accounts of experiences as presented by the
participants’ of this study. This thesis provides a subjective and yet deeply meaningful insight
into the participant’s experiences which reflect the perceptions of a substantial proportion of
Australian oncology NPs, with these findings available to support multi-stakeholders debate
and collaboration in facilitating greater participation and leadership in research by NPs.

As the NP is an emerging role in Australia, there was poor understanding of the NP role
within the health care profession particularly in relation to researching being core standard of
practice for the role. While several participants described clinical practice was the priority
from both a NP and organisational perspective, with many participants stating that nursing
management was supportive of the NP undertaking research, the overwhelming perception
was that clinical practice eclipsed research almost entirely. There was no recognition or
direction within the organisation to undertake research as a requirement of the NMBA NP
standards (2014) or as an expectation of employment. Several participants described in
nursing there was no evidence to support a culture of research which they felt further
separated research from clinical practice.

As described in figure 5.1, several participants stated research was a method to provide
justification of the oncology NP role and to produce evidence of what oncology NPs actually
do and achieve in terms of their practice. Currently within the context of oncology NPs
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literature, data on outcomes of NP practice are sparse, which confirms those findings of
Lynch (2001), Jennings & colleagues (2015) and Stahlke Wall & Rawson (2016).
According to Jennings & colleagues, (2015) the impact of the emergency NP on patient care
delivery, requires evaluation by robust research to produce evidence that informs healthcare
policy, service developments and ensure sustainability and ongoing service reform models.
In the current Australian emergency department context there is limited evidence evaluating
the effectiveness of the emergency NP role (Jennings & colleagues, 2015). Lynch (2001),
identified research outcomes involving the advance practice nurse in oncology is scarce.
Stahlke Wall & Rawson (2016), acknowledge that NP outcomes to measure the value of the
NP care is difficult, with administrators and NPs calling for effective measures to determine
NP care outcomes. The findings of this thesis along with those by Lynch, (2001), Jennings
and colleagues (2015) and Stahlke and Rawson (2016) are relevant to NP practice and can be
utilised to inform peak bodies including the NMBA and ACNPs to address solutions to
facilitate NP research.
In Chapter two of this thesis the review of literature identified seventeen published articles by
Australian NPs during the period 2005-2017. Gardner, Carryer, Dunn & Gardner (2004)
reported, in the period of January 1999 to December 2003, nine (n=9) research articles had
been published about Australian NPs. Several of the articles sourced by Gardner &
colleagues (2004) referred to descriptions of or discuss findings from Australian trials.
However, as found with several articles in the literature review undertaken for this thesis,
several articles in Gardner & colleagues (2004) review did not include rigorous explanations
of trial methods or provide a critique of research. Although it is not clear if any of the articles
reviewed by Gardner & colleagues (2004) were written by NPs, the continual and persistent
gap identified in both these literature reviews over a combined period of nearly two decades
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highlights a crucial issue in Australian NP practice. The findings from this thesis,
demonstrates the Australian NP is not practicing to their full potential as outlined in the
NMBA NP standards for practice (2014). The Australian oncology NP role is still emerging,
to further understand the role and determine its position within cancer care. The oncology NP
must consider research to provide evidence of NP practice and to raise the profile of the NP
in healthcare.

5.3 Theme 2: Balancing clinical practice and research
The value of research, as reported by the participants in the thesis, was not supported by
scholarly outputs and suggests that either: the participant’s utilised research outputs rather
than doing/leading research or, they were involved as data collectors/recruiters not
researchers. When the participant was asked if they had been involved in clinical research,
eleven of the fourteen participants described they had participated in research as a NP. This
involvement appeared to be at varying levels with ten of these participants role in research
identified as low level, which included being data collectors/recruiters. It is possible that the
explanation for this is the level of understanding of research by the participants, resulting in
research being undertaken at a lesser capacity with emphasis on scholarly research not being
considered. Another possible explanation for this finding is suggested by Rolfe (2016), who
argues there is a general perception in nursing that only quantitative, preferably funded,
multi-authored data papers are published in high profile journals. Although this perception is
likely to be inaccurate, research output in many university departments is driven by this
benchmark which reduces the capacity for other lesser research to be recognised (Rolfe,
2016). In contrast, Overcash (2013) suggests, small research projects are central to the
establishment of nursing inquiry and should not be discounted. Particularly in oncology
nursing where nurse scientists have contributed to the evidence in managing side effects of
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cancer treatment including constipation and end of life care (Overcash, 2013). Small research
projects supported by a mentor, according to Overcash (2013), is crucial to growing the
scientific evidence that serves as a basis of supportive care in oncology nursing. The articles
by Rolfe (2016) and Overcash (2013), along with the findings of this thesis provide another
perspective for the researcher to consider when suggesting recommendations for facilitating
research into practice for the oncology NP.
Previous research by Higgins, Parker & Keatinge (2010) and Uysal, Temel, Ardahan &
Ozkahrman (2010) reported nurses generally have a positive attitude towards research and
believe their practice should be evidenced based, this was also found in the results of this
thesis. Whilst, Fink, Thompson & Bonnes (2005), Moreno-Casbas, Fuentelsaz, de Miguel, &
lez- Marı´a (2011), and Uysal & Colleagues (2010), concur, that despite nurses awareness of
the importance of research, the majority of clinical nurses do not incorporate research
findings into their practice. Brown, Ecoff , Kim & colleagues (2010), Jones, Crookes,
Johnson ( 2011) and Jamerson & Vermeersch (2012), suggest that it is related to clinical
nurses not acquiring research-related knowledge and education to use research findings in
nursing practice.

Therefore, based on the findings of Brown & colleagues (2010), Jones & colleagues (2011)
and Jamerson & Vermeersch (2012), this thesis questions to better prepare NPs to undertake
and lead research, do organisations need to consider investing in research training of nurses
along the continuum of nursing to reduce this knowledge gap as nurses prepare to undertake
NP roles. This thesis further found several of the participants described they did not feel
adequately prepared to undertake research. In particular, essential research skills including
completing research proposals and ethics applications, with several participants describing
they would require mentor support to undertake research. This finding is important as it
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highlights the gap in research training NPs are receiving in pre-endorsement NP programs in
Australia, given the requirement for research activity considered core by the professional
standards for practice.

In the context of practice-based research, Ryan and Nilsson (2011) suggest that health
practitioners should generate their own research questions that are designed to address
practice issues that have been raised by the practitioner. Practice-based research, according to
Ryan & Nilsson (2011), encourages the practitioner to be engaged in research that builds
knowledge and improves practice. With appropriate supports from the healthcare system,
profession and employing organisations, including research mentors, such an approach may
enable NPs to design research programs to answer relative practice-based questions (Ryan &
Nilsson, 2011).

In figure 5.1, the participants in this thesis identified allocated research time, organisational
support and the support of research mentors as enablers to undertake research in and on
practice.
Within the context of the Australian literature, no studies were found which explored the
enablers for oncology NPs to undertake research nor were there any studies which
represented other subsets of Australian NPs. The findings from this thesis demonstrate the
initiation of a national conversation concerning the enablers to research for NP’s and could be
applied initially to the oncology NP workforce and then extended to other subsets of
Australian NPs once tested. Furthermore, in a wider review of the literature, the findings of
this thesis confirm those of Oh (2008), Akerjordet & colleagues (2012) and Harbman &
colleagues (2017), in identifying common themes to facilitate research in nursing practice
with these findings utilised to further support the discussion on this issue.
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Akerjordet & colleagues (2012), Harbman & colleagues (2017) and Oh (2008) described
organisational support as being crucial to facilitate research in practice. Particularly in
providing designated time to undertake research and facilitating assistance with mentorship
and research supervision (Oh, 2008; Akerjordet & colleagues, 2012; Harbman & colleagues,
2017). Furthermore, Harbman & colleagues (2017) suggest, by developing a
practice/academic collaboration model that creates an organisation that promotes values that
support creating a culture of inquiry and prioritising research, APNs may incorporate
research into practice.

5.4 Theme 3: Organisational support
This thesis identifies there is a persistent gap in oncology NP practice of research not being
undertaken by NPs to lead innovation in nursing practice and patient care. Particularly at a
time when alternative models of care are being explored to manage increasing health care
demands. In Australia, the regulatory authority responsible for endorsing NPs stipulates
research is a core standard for endorsed NP’s to practice via the NMBA NP standards for
practice (2014). In the context of this thesis, the findings question the level of understanding
of organisational, governmental and professional organisations of the NMBA NP standards to
practice (2014), particularly in relation to research as a core standard. This thesis identifies a
critical issue affecting the Australian oncology NP and could be applied to other subsets of
NPs within the Australian context. As previously noted in this chapter, this issue requires
discussion with multi-stakeholders including organisational, governmental and professional
organisations as a priority to enable research in oncology NP practice
The Nurse Practitioner Policy Directive South Australia (2017); Strategic plan for Nursing
and Midwifery in the Northern Territory 2015-2018 (2015) and Nurse Practitioners in the
Australian Capital Territory in 2017 - A review (2017), do not reference research as a
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component of the NP role. The Policy Directive for Nurse practitioners in NSW (2012) is
currently under review with a draft document in place (2017), with both versions stating
allocated non-clinical time is recommended but the specifics is not detailed or research
referred to. Web site documents on NPs by Australian Department of Health and Human
Services: Queensland health (2017), Victoria health (2018) and Tasmanian health (2017)
contain direct links to the NMBA NP standards of practice (2014), these local documents do
not discuss research within the NP role. The ACNP website (2010) describes “what is a nurse
practitioner” and refers to the NP as being capable in clinical research, education and
leadership, the interpretation of “capable” requires greater definition if research is to be
recognised and promoted as a core component of the NP role.
This thesis questions is the lack of engagement in research by oncology NPs a symptom of
insufficient research education, is there enough educational opportunities in research
training, is balancing clinical practice and research a critical issue or has clinical practice
becoming a barrier to undertaking research? Furthermore this thesis questions has
governmental and employment organisations failed to understand the NMBA standards of
practice for NPs (2014) to those NMBA standards for registered nurses (2016,) resulting in
research not being promoted as a core component of NP practice. An approach to enforce
research into practice for NPs which will drive innovations in practice to support the
Australian health care system is necessary with the findings from this study used to support
the argument.
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5.5 Strengths of the study
The congruence between Husserl’s phenomenological approach and the findings of the
study
Findings of the study identified varying levels of experience of research amongst the
participants in the study. Based on this finding there is recognition to further develop research
capacity, in particular skills and knowledge, of Australian oncology NPs. This finding forms
a key recommendation of the study, which is central to Husserl's (1962) belief that the
fundamental recognition of experience is the ultimate ground and meaning of knowledge.
Husserl introduced the concept of the ‘life-world’, or ‘lived experience’ and claimed that this
life-world is not readily accessible because it constitutes what is taken for granted or those
things which are common sense (Husserl, 1962). Demanding clinical workload, lack of time
and funding and organisational support were common themes described by the participants,
and are in keeping with the concept of ‘lived experience’ described by Husserl (1962).
These themes were accepted by the participants as normal everyday feelings of the lived
experience of undertaking research in and on practice.
By conducting this study the aim was to explore the experiences as described by the
participants in an attempt to re-examine these things that are taken for granted and to make
sense of it all. According to Husserl, (1962) reality is the life-world hence the study focus
was on the meaning of the human experience as described by the oncology NP undertaking
research as they see it within their world.
Husserl’s phenomenology has three important elements, intentionality, essences and
phenomenological reduction (bracketing or impartiality). Bracketing has been previously
discussed in chapter 3, in this chapter intentionality and essences along with existing
literature will be discussed in their relationship to the study.
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Intentionality
The experience of perception, thought, memory, imagination, and emotion, involve what
Husserl called “intentionality”, which is one’s directed awareness or consciousness of an
object or event (Reiners, 2012). Thus, the critical question for Husserl was: What do we
know as persons? In this study the thesis questions, what does an Australian oncology NP as
a person know about undertaking research in and on practice?
Consequently Husserl developed descriptive phenomenology, whereby everyday conscious
experiences were described while preconceived opinions were set aside or bracketed,
(Reiners, 2012). Husserl’s idea was that the mind is directed towards objects and that this
direction is called ‘intentionality’ (Husserl, 1962).
“Intentionality” was demonstrated in this study by the participants describing their individual
experience based on their perception, thought, memory, imagination and emotions in regards
to the object of undertaking research in and on practice. The focus of this study is on
oncology NPs undertaking research. The researcher feels certain that the participant’s
conscious awareness of undertaking research in and on practice and the descriptions told by
the participants belongs to each participant and their described experiences are accurate and
come from their own conscious awareness. This idea is based on the belief that our own
conscious awareness was one thing of which we could be certain (Husserl, 1962). The
participants’ demonstrated through their descriptions they were conscious of something, that
being, undertaking research within their practice and being aware of things that they
perceived and thought about in relation to research including the barriers and enablers.
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Essences
One of Husserl’s essential components of phenomenology was that it should be a descriptive
psychology, which would ‘return things to themselves’ and to the essences that constitute the
consciousness and the perception to the human world (Husserl, 1962). Thereby Husserl,
(1962) hoped to come face to face with the ultimate structures, or essences, of consciousness.
Thus phenomenological research involves describing a systematic view of mental content and
believes that this is possible if symbols demonstrating the world are manipulated in the mind,
as these manipulations allow the external world to be brought into internal consciousness by
cognitive processes (Husserl, 1962).
The ‘essences’ inherent in the phenomenon of this study were identified and interpreted
through applying Colaizzi, (1978) phenomenological framework. This process was in line
with studies by Papp, Markkanen & von Bonsdorff (2003), Sanders (2003) and Shosha
(2012) whose research was focussed on exploring a phenomena using Husserlian descriptive
phenomenology with data analysis undertaken through the application of Colaizzi, (1978)
framework. Analysis of the significant statements in this thesis identified the essences that
emerged as being representative of the phenomenon under study, which were symbolic of the
participant’s knowledge, understanding, intentions and actions which have originated from
the participants mind, the mind being the only source of meaning and interpretation. These
findings are in keeping with those of Colaizzi, (1978), who states “ significant statements
capture respondents descriptions to reveal the hidden qualities of phenomena, where one is
lifted from the level of everyday behaviours and attitudes” (p.61).
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Objectivity
Central to maintaining objectivity is the strategy of bracketing drawn from Husserl, (1962)
phenomenology. For Husserl, the aim of phenomenology is the rigorous and unbiased study
of things as they appear in order to arrive at an essential understanding of human
consciousness and experience (Dowling, 2007). The Husserlian approach to objectivity in the
study has been previously discussed in chapters 3 and 4 through describing the application of
bracketing to study things as they appear through the researcher holding in abeyance any
preconceptions or suppositions that may influence the outcome of the study.
To demonstrate validity within this study, the process of member checking was undertaken
between the researcher and the participants. Twelve of the fourteen participants in the study
validated the transcripts were a true account of the descriptions as told in their interviews.
This process is in line with participant validation in Husserlian phenomenology, in which the
researcher identifies the truth or facts in consultation with the participants because the
meanings of the experiences are ultimately known by the actual participants (Walters, 1995).
The Husserlian notion of ‘letting the facts speak for themselves’ is congruent with this
perspective, in that it suggests that people’s experiences can be analysed with the same
certainty as physical phenomena (Walters, 1995). It is possible, therefore, to achieve a valid
or true analysis of experience by identifying the ‘facts’ of the situation by Husserlian
phenomenological reduction (Walters, 1995). Therefore, in this thesis, by using Husserlian
phenomenology, the truth or facts are identified in consultation with the participants through
member checking. Furthermore, valid or true analyses were achieved, through the
involvement of the participants in the process of member checking. It was the participants in
the study who actually conferred the validity on the researcher’s analyses.
This thesis provides insight into the use of descriptive phenomenology to explore an
important area of oncology NP practice in Australia. To achieve this the researcher was
97

required to consider the values of the participants’ experience and their whole being whilst
recognising and validating the whole person and their experience. Through the application of
Colaizzi (1978) phenomenological analysis framework a fundamental structure incorporating
three themes representative of the phenomenon under study was identified, which can be
applied to oncology NP practice to facilitate research in practice.

5.6 Limitations
The purpose of this research was to gain rich meaningful insights into the experience and
practice of undertaking research within the oncology NP setting in Australia. Although the
findings cannot be generalised to other settings, they do have substantial practical and policy
implications at a micro, meso and macro level. The findings from this study need to be used
with caution, but could be tested for its applicability to NP care in other settings. The small
sample size of NPs used for this study also means that the results must be interpreted with
caution. However, all but one Australian state [Northern Territory] was represented in the
study. Furthermore, the findings of the study identified the interpretation of research by the
researcher may of been different to the interpretation of the participants. Several participants
described being involved in research within their practice. With several of the participants
describing their participation in research (Chapter 4) involved recruitment of participants and
data collection for clinical trials or research studies. This was found to be at a different level
of research to the researcher’s interpretation which included leading research to influence
innovation in practice... Moreover, it is probable that Australian cancer care differs from
cancer care in other countries in term of structure, function and funding model, making these
results of this study less generalizable internationally.
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5.7 Implications for practice
The results of this study provide a basis of further research which has the potential to
influence health policy on a national level. Research undertaken by oncology NPs has the
potential to report evidence of NP practice in cancer care especially in terms of demonstrating
the importance of employing NPs in this arena. Australia lags behind other countries in the
implementation of NP roles in cancer care. This study shows a previously undocumented
area of research on Australian oncology NPs and adds to the current and future body of
knowledge on NP’s practice in Australia.

5.8 Future research
This thesis provides insight into the Australian oncology NP’s experience of undertaking
research in and on practice, further studies are required to illuminate the barriers and enablers
from both the NP and an organisational stance. Several future studies have been identified
from this thesis which include: organisational support for NP research, consensus study of
NPs leading and participating in research, analysis of the stakeholders (NMBA, ACNP, state
governmental departments, employment organisations) understanding of research for NPs,
analysis of the research component of NP pre-endorsement curriculum in Australia, a
snapshot from the NMBA of all NPs in Australia involvement in research and exploring
clinical practice as a barrier to research.
Broader issues to be covered in future work
NP care in the cancer care setting in Australia is an emerging role, by overcoming the barriers
to research and facilitating the enablers which have been identified in this study the
opportunity may exist for future research work to examine other outcomes measures with this
group of NPs. It is important that the time a NP spends with a patient is recognised for the
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long-term health benefits it has the potential to provide. Future research is also necessary to
explore NP care in regards to chronic illness related to long term cancer survivorship care.

5.9 Recommendations
The findings from this thesis produce three recommendations for oncology NPs to undertake
research in and on practice. There should be an expectation when a NP completes a preendorsement NP program in Australia, the NP has developed a level of understanding of
research methodology to undertake, facilitate and lead scholarly research to produce
contemporary evidence to inform practice. A recommendation of this study is a review of
Criteria 4.3, Standard 4: Program development, ANMC, NP accreditation standards (2015)
against each pre-endorsement NP program in Australia. This will ensure NP students receive
the required level of research training within the program.

Lesser research roles including data collection, clinical audits and recruiting participants for
local, national and international clinical trials were discussed within the context of this thesis.
Research is important for supporting nursing practice, particularly in the context of this
thesis, oncology NP practice. Further exploration of the contribution of research at a lesser
level to oncology nursing practice is a recommendation of this thesis through discussions
with researchers, academics and clinicians.

The findings of this thesis will be disseminated through publication, local and national NP
and oncology chapter meetings including the ACNP, CNSANPSN, conferences, and
seminars. Discussions with Australian chief nursing officers, unions and within the NP
organisation in the form of employment bargaining agreements [EBA], is necessary to raise
the profile of research for NP practice through the distribution of these findings. It is
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envisaged as a collective group of oncology NPs the findings will be shared and utilised to
drive and facilitate research in NP practice.
These findings could be tested for their applicability to other NPs research practice in
Australia.

5.10 Conclusion
In conclusion, this study contributes to the body of knowledge in several ways: This study
is the first of its kind to explore Australian oncology NPs undertaking research in and on
practice. The perceptions and experiences of undertaking research in and on practice as
described by the participants in this study highlights the barriers to research and identifies
the enablers to facilitate research in practice. Although the participants in this thesis
suggested enablers to undertaking research, there were no attempts to enact these to improve
access to research by the participants.
These findings have implications for practice, self-management strategies and problem
solving skills which could be improved at an individual and professional interface by NPs.
Consultation is required at organisational level to review current oncology NP roles within
the organisation to incorporate research time within working hours to facilitate research, as
this was a big concern to the participants in this study. In addition collaboration between
universities and health care settings was described by the participants as being an enabler to
undertaking research. Discussions between these institutional bodies require facilitation to
encourage collaborative research networks.
The findings of this thesis can be added to the growing body of knowledge on Australian
oncology NP’s. These findings may be relevant to other subsets of NPs and be used to assist
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local and national governments to inform policy concerning the efficacy of various models of
cancer care in Australia, including the wide employment of NPs.

5.11 Chapter Summary
In conclusion, this thesis provides evidence of the barriers and enablers to
undertaking research for Australian oncology NPs as described by the oncology NP
participants in this study. The three themes representative of the fundamental
structure of the phenomenon under study, developing and fostering research,
balancing clinical practice and research and organisational support contribute to
building upon this body of knowledge. Research is important in providing data to
support the NP role, the role’s position within the cancer care setting and to
support the role’s long term sustainability in cancer care.
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2: Introductory letter to professional bodies for membership access
Introductory Letter
Date: 28/6/2015
Chief investigator name: Louise Nicholson
Qualifications: MN, MN(NP), Grad Cert. Apheresis Nurse, Oncology Certified Nurse
(USA), Cert. Haematology and stem cell nursing
Affiliations: Current membership, Australian College of NPs (ACNP), Clinical Oncology
Society of Australia (COSA), Cancer Nurses Society of Australia (CNSA), Oncology
Nursing Society (ONS, USA), Committee member COSA Rural & Regional Executive
Committee.
Title of Study: Measuring outcomes of practice through clinical research; Barriers and
enablers for the Australian oncology NP

A description of the commitment expected by the participant including time: Each
applicant is expected to participate in an interview which will take on average an hour.
During the analysis period of the data the participant may be asked to read the researchers
interpretation of the interview to validate the researcher’s interpretation of the participants
responses to the interview are correct.
Outline of research study
Research aims and objectives:
1. To explore the role of the oncology NP as perceived by practitioners.
2. To explore the views of oncology NPs undertaking or applying current research to their
practice.
3. To explore the meaning of clinical research to oncology NPs, including the barriers and
enablers to their participation in clinical research.
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Significance of the research
In Australia, the oncology NP impact is unknown in terms of their impact on clinical care.
Nationally the role does not appear due to the lack of evidence to contribute to either
improving the outcomes of cancer patients or reducing the burden on health care through
increasing access to cancer care. Evidence is limited, Current Australian studies (n=3) are of
qualitative design with findings related to descriptive accounts of the role and patient
satisfaction reports. To support the benefits and the long term sustainability of the oncology
NP role in Australia more research studies producing robust data is necessary. The study aims
to contribute to the body of knowledge through informing what clinical research in practice
means through capturing the perceptions, experiences and interpretations from in-depth
interviews with Australian oncology NPs.
Ethics approval (see attachment)
Funding sources (currently there are no funding sources attached this study, I have
submitted an application for the Ollie NP scholarship 2015/2016)
Expected start and completion dates: Can commence once recruitment of participants have
occurred, completion is aimed for December 2017.
How the research will benefit NPs in Australia: Data collected will contribute towards
new knowledge through informing the wider community of health professionals, academics
and consumers the meaning and interpretations of Australian oncology NPs towards
undertaking clinical research in practice and how applying clinical research to practice
enables measurement of clinical outcomes to support the sustainability of the role.
How the research will benefit ACNP members specifically
As above (how the research will benefit NPs in Australia). Plus oncology NPs who are
members of the ACNP are provided with the opportunity to discuss through participating in
the study the meaning of research in clinical practice which could have the potential to
influence the development of the oncology NP role in Australia.
Full research proposal (attached)
Other supporting evidence which may be included;
122

Interview questions (within research proposal, attached)
Introductory letter for participants (attached)
Consent form (attached with introductory letter for participants)
Proposed advertisement expected of ACNP (attached)
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3: Participant recruitment flyer

Dear Oncology NP,
I am an endorsed NP enrolled in the Doctorate in NP (Research) Degree at the University of
Canberra.
My research study is titled: Measuring outcomes of practice through clinical
research; Barriers and enablers for the Australian oncology NP. To undertake the
research I am required to undertake interviews with practicing oncology NPs who work in medical
oncology, haematology, bone marrow transplantation and apheresis. If you are interested in
participating in this research project please contact me by email
louise.nicholson@dhhs.tas.gov.au and I will forward you further information including
participant information and consent form.

This research has been approved by the University of Canberra Human Research Ethics
Committee 15/6/2015.
Thankyou
Louise Nicholson 28/6/2015
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4: Participant information statement and consent form

PARTICIPANT INFORMATION STATEMENT AND CONSENT FORM
Measuring outcomes of practice through clinical research; Barriers and enablers for the
Australian oncology NP
Louise Nicholson (Nursing Professional Doctoral candidate) supervised by Dr Maggie
Jamieson (Associate Dean, Primary Supervisor) of the Faculty of Health, University of
Canberra, is conducting a professional doctoral research project. The aim of the project is to
explore the meaning of clinical research in Australian oncology NPs. Through conducting
in-depth interviews, the collection of valuable data may provide insight into the barriers and
enablers of undertaking research in practice for oncology NPs which is necessary to support
the benefits of the role through providing valid and robust data.
The project will consist of 15-20 in-depth interviews with oncology NPs, from Australia.
You will be asked to undertake an interview by Telephone, Skype or face to face, lasting no
more than 1 hour. All interviews will be at a time, date and location convenient to the
participant, including the option of by telephone or skype.
During the interview, I would like to take notes and, with your permission, record what is
said so that my notes are more accurate. What you tell me will be completely confidential and
will not be disclosed to anyone other than the researchers involved in the study, except as
required by law. You will not be identified in any publications from the research – this means
that your name will not be included and that any issues or information particularly
identifiable to you will not be disclosed.
The data collected will be coded and securely stored throughout the project in a locked filing
cabinet. Electronic records will be kept in a password-protected UC computer.
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At the completion of the project, all data will be securely stored on a password-protected UC
computer at the University of Canberra for a period of five years after which it will be
destroyed. Access to the data will be limited to the researchers directly responsible for this
project.
On completion of the study each participant will receive a short summary of the research
outcomes as well as following publication each participant will also be provided with a full
journal article on the research study.
Your choice to participate is voluntary and you are free to withdraw from the project at any
time without penalty. If you do participate, you are also free to decline to answer particular
questions during the interview.
If you agree to be part of this project, please sign the consent form that is attached.
This project has been approved by the Committee for Ethics in Human Research of the
University of Canberra. Ethics approval No.: 15-110
If you have any concerns or complaints at any time about your part in the study, you can
contact the University of Canberra Ethics and Compliance Officer, Mr Hendryk Flaegel:

Mr Hendryk Flaegel
Ethics and Compliance Officer
Telephone (02) 6201 5220
UNIVERSITY OF CANBERRA ACT 2601
Email: hendryk.flaegel@canberra.edu.au
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If you have any questions or comments at any time during the project, please contact either:
Louise Nicholson
Email: u c email u3095174@uni.canberra.edu.au
Dr Maggie Jamieson
Phone: (02) 6201 5442
Email: Maggie.Jamieson@canberra.edu.au
I thank you for your help with this research.

129

PARTICIPANT INFORMATION STATEMENT AND CONSENT FORM (continued)
RESEARCH PROJECT
Measuring outcomes of practice through clinical research; Barriers and enablers for the
Australian oncology NP

You are making a decision whether or not to participate in the research. Your signature
indicates that, having read the information provided above, you have decided to participate.

………………………………

….……………………………

Signature of Research Participant

Signature of Witness

………………………………

……………………………….

(Please PRINT name)

(Please PRINT name)

……………..

.……………

Date

Date

Nature of Witness
……………………………
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5: Research questions
TITLE:
Measuring outcomes of practice through clinical research; Barriers and enablers for the
Australian oncology NP
RESEARCH IN-DEPTH INTERVIEW QUESTIONS
In-depth interviews may take place via face to face, skype/tele-conference or telephone using
descriptive questions to guide the interview. The interview questions will be directed at
obtaining descriptions of oncology NPs perceptions of clinical research and the barriers and
enablers of undertaking clinical research within their practice.
1. How best would you describe your perception of the value of clinical research within
nursing?
2. Have you had the opportunity to undertake or been involved in a clinical research study?
3. Do you have a topic or area of interest within your practice that you would like to explore
further through research?
4. Within your workplace is there an ethos on nursing research which is promoted by a
nursing practice development or research unit or an affiliated university school of nursing?
5. What do you see as barriers or impediments to undertaking research in your clinical
practice?
6. What are the enablers that you foresee would assist and support you undertaking clinical
research?
7. As an oncology NP how do you view participating in clinical research as a core
competency for endorsed NPs?
8. How would you like to see clinical research in cancer nursing develop in the future? Why?

Louise Nicholson: Chief Researcher
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Appendix 6 Part A: Participant significant statements using Colaizzi (1978) phenomenological framework
I think Clinical research in nursing is very important, I think it is undervalued at times there is not a lot of nurses in the clinical setting that has a post doctorate so my perception of how important it is may not be the most common perception the fact
with NPs are postgraduates and we have all done a little bit in practice and even the more junior nurses value the evidence base practice but they may not value the time it takes for them to participate in it. PQ. 1 T- 1. P. 1. line 19-23
P. You need to value it, value your own contribution and your own skills. I think there is a lot of people in the clinical environment who don’t have the research skills and the ones who do feel they have the skills necessarily don’t get the time in
practice do this.Q.1. T-1, p. 1. Line 27-29
P. That’s right when people say you know the critical evidence is something we all understand the value of that but not necessarily the individual contribution to that body of knowledge for nurses.Q.1 T-1. P.2. line 47-48
R. I think there is a lot of people interested and don’t know how to get started or sometimes they think it is out of their reach but as you said we all contribute every day to some form of collecting data and putting together to tell a story really isn’t it.
Q.1 T-1. P.2. Line 44-46
P. I think the value of research is um capacity building the future direction of health care services community service to patients but also to improve patient centred care I think as NPs we are change managers they have a good grasp of specific needs of
patients of health care needs of patients Q.1 T-2. P.1. line 20-23
P. I think as a NP research will help us in clarifying what we can do what we can change but also clarifying to the outside world what a NP does, so um it sort of research as a change in health care but also research as a capacity building research in
regards to all description of function and um putting some validity towards the whole Q 1 T-2, P.1-2 line 25-29
P. Yes because it’s not much research done about that ah the financial validity of NPs the change what we bring in the health care setting there is very little evidence of that Q 1. T-2, P.2 line 31-32
P. Hard core or robust data out there to support the benefits of what oncology NPs do, there’s bit of stuff from the States Um but there’s not a great deal and especially in Australia as well and that’s what I’m looking at Australia

Q.1 T-2, P.2

line 37-39
P. Ah very valuable um I think in the past we haven’t had enough nursing led research but we’re getting better at that um and I think in terms of defining what it is we do with nurses its really helping um being able to articulate what we do and why we
do it Q.1. T-3 P.1. line 4-6
P. To me personally clinical research in nursing is exceptionally valuable to do nursing properly. We can’t do it to the best of our absolute ability without good research backing it supporting it and developing it taking it forward. We can do it to some
extent of our ability but not to the absolute best extent of it because we need to be guided in changing practice and giving what is the best care Q.1. T-4 P.1. line 3-6
P. But without that sort of advancement process in the middle you can’t say what needs to change and without actually looking at a problem or a situation or a patient or a case load or any aspect of the role and going why are doing this this way, is
there a better way, and… we’re never going to advance. You know nursing still doesn’t really have professional status in terms of the dictionary definition of a profession of a unique body of knowledge and skills, because it can’t do, because of what n
Q.1. T-4 P.1. line 8-13.
P. But to try and gain that professional status yes it was one thing taking everything into tertiary education but it’s another thing going beyond that to actually establish an evidence base and a rationale for why we do thingsQ.1. T-4 P.1. line 15-17
P. There’s other times when we haven’t got a clue that we’re not doing the right thing because we’ve never looked for an alternative and to me that’s what the research process of nursing is all about is being able to provide the best care for my patient
and that’s where evidence based practice comes into it because you use your research you generate the evidence and it doesn’t have to be analytical studies Q.1. T-4 P.1. line 23-27
R. And it’s at that level it does come from experience and the knowledge as well it’s not all um stats and everything but as you said to drive change and everything you do need you know sometimes that to support the change Q1. T-4. P.1 Line 34-36
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P. And you have to provide that level of evidence in the beginning beforehand before you can bring in any change before you can use the research Q.1. T-4 P.3. line 76-77
R. Also to support change you know if you got you know a change of culture you’ve got to provide those employees the stats to say why we’re giving it a go because if you don’t provide stats sometimes people thing well why are we changing it so
you need to show that data. Q.1. T-4 P.3. line 84-86
P. One of the things I very much have is this sort of big respect for research and for evidence based care because from a service point of view yes it helps us to deliver the most safe and effective care Q.1. T-4 P.6. line 174-176
P. Because if I have the best available research and evidence and I do separate the two because they are different um if I have that supporting me and informing me as to what I’m doing I’m always going to be providing my patients with the highest
standard of care that I possibly can Q.1. T-4 P.6. line 181-185
P. Um to nursing and um I think we have a great deficit of clinical research in nursing um I’ve just been to the CNSA over in Perth recently and you know we talk about we talk about issues that I know that have come up year after year and we don’t
seem to get closer to answering some of the questions that we need to answer Q.1. T-5 P.2. line 34-37
P. One of which is research and I’ve always had this idea that NPs would end up would be the clinical element and then there would be another research nurse consultant and education nurse and those sort of things in breaking it up I don’t think we
have we don’t have people that can focus well enough on some of the clinical nursing questions Q.1. T-5 P.2. line 43-46
P. I thinks it’s a high value in it and I think part of that would actually be the hub of moving nursing forward um it is it is you know setting some of the questions we seem to drift over and never quite answer and being more structured around that in
each working area really Q.1. T-5 P.2. line 54-58
P. A whole different um a whole different set of dynamics and parameters and how we work and I thinks it’s really important that nurses are able to reflect they’ve got to focus on something different think about something in a different way and how
do we embrace that and being able to encourage and support people to take on clinical research as you say it doesn’t have to be an academic document. Q.1. T-5 P.3. line 83-87
R. Yes because often that can grow from something small and once you start getting other stakeholders and always have to do it by yourself putting in a team so that everyone has a designated role and then people think oh wow I could actually be
putting this out to do something greater with this then you can look at yeah um it’s not just an in-house problem its usually it’s a national problem Q.1. T-5, P,3-4 Line 93-97
P. It’s terribly crucial in fact there’s no money effectively, who could afford to do that, trying to get you know um I think if you edge into it um you effectively have to be in the position in my view aah and if you undertake a PhD or um or a masters
whatever you need to do that. Q.1. T-6 P.2. line 46-48
P. I don’t know if there’s support to do that and most of the time and um but I like to see nursing research positions being part of clinical roles. It occurs very briefly but there’s just been nothing you know there’s no new research positions in acute care
at my hospital um there isn’t and it’s certainly one of the things ….. Amalgamation we’d be one of the biggest breast cancer units in the country Q.1. T-6 P.2. line 50-54
P.I think it is very important and um I guess having been nursing for many years you try to and be involved in research buts it’s very hard when it’s just there’s no time allocation for such activities even as a NP we have 8 hours of um a week non
clinical time but that non clinical time has lots of requirements but I think that clinical research is very important um and the more that um the more that we can do to support nursing research the better. Q.1. T-7 P.1. line 24-28
P. Yeah so um I think the um clinical research is a really important um role of all nurses doesn’t matter what level you need to be involved in that. Q.1. T-7 P.2. line 55-56
P. Um because that’s how we look at our practice I mean our practice is still just because that’s the way it’s always been done or a hospital way of doing things or based on some research that’s happened overseas for example that you know the
environments different the cultures different those sorts of things so it’s true local research and national research we understand the Australian perspective as well. Q.1. T-7 P.2. line 58-62
P. I think it’s really important um I think um I think there are a lot of things still in the things that we do without lots of evidence. Q.1. T-8 P.2. line 44-45
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P. But I do think even um observing and reflecting on how things are already done currently um you know even with of you to reflecting on them and seeing whether that’s the best way would even be a useful thing to do but I think still there is a lot of
stuff that we just do because we always did it like that Q.1. T-8 P.2. line 50-53
P. Yes so opportunities there isn’t there, Yes tons because I think nursing has done so little of its own like research of itself Q.1. T-8 P.2-3. line 58-59
P. Um and there are tons and tons and tons of opportunities for research to be done practically everything we do we could do research on Q.1. T-8 P.3. line 61-62
P. So exploring what we do and really what we do does that make a difference and is there some other way we can do things Q.1. T-8 P.3. line 65-66
P. Exactly so exactly so yeah I think that it is that thing does it make a difference are we actually adding anything by with the particular systems or practices or you know groups of practices that we undertake um pretty routinely is it just that it’s routine
or is there anything that substantiates that particular pattern of activities that thing that we do Q.1. T-8 P.3. line 67-70
P.I don’t think nurses value their own research Q.1. T-9 P.4. line 114
P. Pretty much I think that um it’s just it’s just from doing our think it’s that step up when you’re doing your masters or anything the NP is my second masters, Yes, And I think that from the people that I work with that haven’t done any
Yes Um university work they would never look at a research paper, No So I think it’s really under- valued Yeah And I don’t think most nurses see the importance of um nursing research Q.1. T-9 P.4-5. line 116-125
P. She’s always saying oh you know get the research on that but I think well why no-one reads it in actual fact a lot of them don’t know how to read them they don’t understand learning to read research is actually an art . Q.1. T-9 P.5. line 135-137
P. And we’ve probably um we probably don’t get taught a lot about how to um to read research and I have to be honest I’m not the greatest either at it I um I struggle with you know working out whether a paper is valuable you know whether it’s
supportive of what it’s saying you have to really think about it and I think that probably puts a lot of nurses off Q.1. T-9 P.5. line 139-142

P. You know whatever mathematical um equation they use you’ve got to understand that I think it’s complicated and I think most how do you accept that I think most nurses would probably lean more towards the clinical qualitative research than the
quantitative Q.1. T-9 P.5. line 149-151
P. You know most nurses I talk to see that as pretty airy fairy you know think a lot the majority of nurses would be quite practical in that sense you know what I mean Q.1. T-9 P.5. line 153-154
P. And they probably actually need the hospital we probably actually need to have some but not too complicated courses on research just you know some programs on being able to interpret quantitative research because nursing doesn’t do probably
academic side but clinical nurses don’t do a lot of quantitative research. Q.1. T-9 P.6. line 159-162
P. So but then it’s not our expertise to do quantitative some people love figures and do it really well but to interpret figures and equations and values is its complex.Q.1. T-9 P.6. line 167-168
P. Yeah exactly and you know I think that um if you can show the value of research and how it actually comes out on the floor and how it benefits patients and nurses actually at the clinical point Q.1. T-9 P.6. line 169-170
P. Well look I personally think it’s extremely important I um very respectful of how much work is involved in it though and it is very challenging especially where I am, um to get the um I guess the experience and the support to do clinical research but
you know as clearly it’s extremely important um the challenge however is achieving you know getting it done um within the very busyness of our clinical lives Q.1. T-10 P.2. line 41-45
P. Um well my perception would be I mean it’s you know extremely important Q.1. T-11 P.3. line 60
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P. You know it’s necessary you know we can’t change our ways if you know I mean a lot of our stuff changes a result from um you know the results of the research Q.1. T-11 P.3. line 62-63
P. Yes and sometimes we just don’t get a time to sort of and there is things that we do so traditionally we don’t even get time to look at to re-challenge some of them the ways that we do things. Q.1. T-11 P.3. line 69-71
P. Yeah well I think it plays like a really important part I mean obviously in helping to improve our processes particularly as a NP um it helps to sort of improve people’s knowledge of what we do as a role as well um and I think not only just you know
a big proper research project but also quality improvement projects are really important to um sort of improve the nursing as a profession particularly you know cancer nursing and with the new sort of NP that’s going up.Q.1. T-12 P.2. line 40-45
P.I think it’s valuable I think um historically nurses weren’t um you know the role of nurse being established clinical research was not there I think when you actually have nurses involved in clinical research the likelihood of one visibility people
seeing them involved and two um the opportunity to see back on outcomes and I think it also probably increases the likelihood of whatever those outcomes are being um included in to practice in to your individual organisations and I think it probably
also builds a contrast of enquiry in the hospital so um I think that the old thing of doing something because you’ve been told to do it or someone else does it I think that nurses being involved in clinical research that changes things mmmQ.1. T-13 P.23. line 57-64
P. Yeah we have to question our practice don’t we because we can still get caught up with traditional ways without questioning and but I think but more and more as you see people come through people do query it and with other things like EviQ and
that help sort of plan out protocols these which are um it helps us review what we’ve always done now it’s good to look at what we’re doing nationally.Q.1. T-13 P3. line 65-69
P. Um and to put it on the agenda and to be someone that participates within that and work within a research team that will include a whole pile of people you know from nursing, pharmacy um research, finance, pathology, executive I think there’s
community I think there’s actually you know a lot to be gained Q.1. T-13 P3. line 72-75
P. So um so yeah and also some of the people when you talk to you know it doesn’t have to be a formal research project a lot around QI activities we can gives us an opportunity to review our work and how we can do things differently Q.1. T-13 P3.
line 86-88
P. Um well I think it’s um I think clinical research within nursing it’s crucial it’s crucial to provide them evidence based care of a high standard which will lead to optimum outcomes for the patient s it’s crucial for gaining respect from other health
professionals health professional group um and also it’s um it’s also required as nursing wants to continue to be recognised by other health professions you know.Q.1. T-14 P3. line 72-76
P. Yes, co-supervisor for Adelaide University and Johanna Briggs, views this is a contribution to research. Getting Master’s dissertation published. Uses validated research tools in workplace for auditing purposes Pick the right journal for publication ie
clinically based versus research/academic based. 2, T-1. P 2. Line 55-62
R. And just getting your work published is huge big work you know it is peer reviewed especially these days by individuals at an academic level so when assessing your article it is very much viewed at a research level. Q.2, T -1. P.3. Line 70-72
P.I was approached to write an article and the second one looking at what my target audience would be for a piece of work I had done at an academic masters of, nursing science a little while ago and it was about picking the right journal if you want to
pick a journal that is heavily weighted with research then you are going to find it quite challenging or maybe if you pick a journal that is clinically focussed then you might find the peer review a little bit more less challenging. Q 2. T-1, P-3 Line 74-78
P. we were investigating the attitudes towards pain management with nurses looking after cancer patients the aim of that research was to choose the pain scale with a number of days of patients who were admitted to the hospital with cancer pain there
was a retrospective study done but also linked to an online education course where nurses were going to attend module education or phone education to improve their skills around assessing cancer patients Q.2, T-2, P-3. Line-78-83
P. Actually see the part of research um I collect data myself um from the time I was employed as a NP sometimes the difficulties was what was I going to do with this data and it was an official collected data and I had to find myself I had not really any
guidance from management as to what data I was collecting. Q2. T-2,P-4, Line 95-98
P. Yeah it’s a very it has been quite frustrating as well to actually come up with yeah what is actually what am I going to collect and what am I going to do with it Q. 2, T-2, P-4, Line 108-110
P.I led a study into um decisions about end of life care and advance treatment planning for oncology patients in 2010 I think it was which was published and then ah two and a half years ago I was involved in a study of the benefits of exercise for
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women with ovarian cancer Q.2, T-3. P.1, L ine15-17
P. And we’re just rolling out a new study now for again um exercise physiology Q.2, T-3, P.1, Line 19
P.I have done a few different clinical research studies both parts of academic programs and otherwise some them have been like very clinical fact finding as in one of the ones I did years ago. One was about um sepsis associated with lines and it was a
time when I was working in anaesthetics and it was quite commonplace for lines to be dragged along the floor and you know lots of caps to be left off things in the old days when we had caps on things Q2. T-4. P-7, Line 195-199
P. We’ve just finished a supportive care needs one of our aboriginal cancer patients within that um it was good to be part of you know it was a Menzies health thing so that was interesting Q2. T-5, P-8. Line 235-237
P. We set up um clinical placements for aboriginal health care workers earlier this year and we’ve gone to their services to talk to them and send people firstly great in terms of this sort of building connections and dispelling some of the myths around
what we do um so that’s been really interesting and I think the supportive care needs for us sort of with alongside it the actual projects probably more worthwhile than the supportive care needs to us but um it was nice to be able to do that one of the
things we’ve just been able to one of probably the simplest projects is getting better at how we identify people within our service. Q2. T-5. P. 8 Line 244-250
R. That we can’t just have a straight Australia and this is the way a western world model where everyone has to adapt to the type of cancer care because you know sometimes culturally it’s just not acceptable some of the practices and then you don’t
have compliance with treatment no one really understands why and people just come to their own conclusions why someone’s not compliant but it might be for cultural reasons Q2. T-5. P.9 Line 268-72
P. Clare and myself and we’re almost ready to start a paper on breast cancer in the elderlyQ2. T-6. P.1 Line 8-9
P. We are actually looking at um it’s not specifically a NP it’s really being able to look at our patients and how they’re how they’re looked to see whether the treatment is different to our older people instead of our younger people in our local
hospital. It’s very it’s very um a general type research but we’re doing it and the other things we hope to we keep we has had trouble with our …. basically doesn’t quite understand what’s going on with um it’s usually the other way round and
um………… look at the data that we have we’ve been doing that um but it is tricky when you also work in a clinical setting….. and we I’ve done a couple of post presentations um just some ……………………..satisfaction I did a survey Q.2 T-6. P.1
Line 11-18
P. And that shows that women that who regardless of what their outcome a whether the surgery was a success or not the women who went through the process feel the process was worthwhile regardless of whether they had a successful outcome or not
and so that was quite so they actually all seemed to pull out the value of testing in that process. Q2 T-6 P.1 Line 23-26
P. I think I think that we sometimes think for me it really comes to nursing leadership in research. Something in there on the annual report and you think well I’m going to do it properly you know you probably need to do it as part of a PhD or a
masters um and that seems to be the likely thing at the moment Q2 T-6 P.2 Line 39-42
P. Mainly only audits to be honestQ2 T-7 P.3, Line 65
P. that’s all you know from a time perspective that you really have time to doQ2 T-7 P.3 Line 47
P. Unless you’re doing it as part of a masters or doctorate procedure it’s something that you have to take study leave to do Q2 T-7 P.3 Line 69-70
R. That’s what we found with like any of our studies isn’t it the only way we do get to do this it doesn’t matter if it is a grad cert or any sort of level is that there’s expectations that we have to complete certain thingsQ2 T-7 P.3 Line 71-73
R. That enables us but for anyone just to do research and today it’s probably one of the hard things to sort of incorporate, are your audits around your own practice Q2 T-7 P.3 Line 75-76
P. Yeah they might be like um chemotherapy induced nausea and vomiting we’ve done an clinical audit um you know we’ve done basic action research you know getting with um prophylaxis for DVT’s and um just really basic sort of audits of general
practice looking at our documentation um we did an audit on our chemotherapy oral chemotherapy monitoring just basic audit type activities Q2 T-7 P.3 Line 77-80

137

R. But at least you got some data collected there that you could you know down the long run um use Q2 T-7 P.3 Line 81-82
R. Probably branch out to some research to get something to get some results you can think I want to explore this further so it’s a good start Q2 T-7 P.3 Line 84-85
P. Yes we have a little research interest group and you know we’ve got a few projects we want to do but we’ve always um one of the biggest handicap is getting funds available I know question there furtherQ2 T-7 P.3 Line 86-88
P. One of the activities we want to look at is doing um supportive care screening for our non-English speaking patients.Q2 T-7 P.3 Line 94-95
P. However we haven’t started as nurses to start to apply for the grants through organisations such as NHMRC you know some of those that aren’t scientific based studies Q2 T-7 P.4 Line 103-104
R. That’s right yeah to employ a research assistant which you do need because it’s that data collection and then it’s it’s um transcribing trying to if you’re doing an interview to try and transcribe it’s a huge amount of time to do it and again we’re all
doing it in our work time Q2 T-7 P.4 Line 108-110
P. so that makes it very hard to budget for such a research proposal um yeah and I think if you’re going to do things sometimes I think we try to do things and we never get them finished because we just don’t have that time or those funds to employ
someone to do that data management, there’s a whole unit downstairs that looks after all the clinical trials and that’s all funded through clinical trials money Q2 T-7 P.4-5 Line 125-129
R. Yes and the clinical trials funding is set for clinical trials as said our establishment in clinical trials has grown to about six FTE’s now but it’s always just centred on that workload. A couple of times over time the nurses said can we extend this and
be looking at nursing research but their time at the moment is caught up and is funded around doing those particular trials. Q2 T-7 P.5 Line 130-133
P. I might see I look after all the patients on an OPAL trial which is a um a trial that we are running for elderly lung cancer patients on oral chemotherapy I monitor all the bloods and all that sort of stuffQ2 T-7 P.6 Line 174-176
P. it’s an in-house study I’m involved in that because simply because I do all the overseeing of the patients Q2 T-7 P.6 Line 178-179
P. yeah that’s about all I’m involved in with it obviously involved in the trial design and recruitment Q2 T-7 P.6 Line 181-182
P. And so that was some years ago um and it was more in the case of finding making time and space available and being willing to have the research to be conducted in my unit Q2 T-8 P.4 Line 91-92
P. I’d like to do some research it’s something that kind of keeps knocking on you know for me I keep knocking on the door sort of saying are you really should I really wants to have a look at this there’s a couple of projects that I am toying with even
at the moment but haven’t got kind of far enough with having a firm proposal and um and that sort of thing yeah but there’s things around implementation um but I very aware that I could implement these things but I’d be doing it without actually
gathering evidence about it I mean I’m pretty sure it’s a good idea Q2 T-8 P.4 Line 98-103
P. Um I still think that I would find it difficult in terms of like time Q2 T-8 P.5 Line 98-131
P. And opportunity um I do think that that’s that has more to do with my knowledge of research processes and getting support for that Q2 T-8 P.5 Line 133-134
P. I have um in a just last year involved in one in Newcastle and it was um for cancers with unknown primary Q2 T-9 P.6 Line 189-190
P. Yeah so I did that I was one of the researchers so I had an interview with a patient who had an unknown primary they sort the patients and then I had a phone interview and ask them questions in that respect I’ve been involved and I guess um I’ve
been involved in little things I’ve done a few little clinical audits here just to mainly for the masters and stuff but that’s probably the extent of it Q2 T-9 P.7 Line 192-196
P. Yeah I guess so yeah and um knowing a little bit about what their journey would be like anyway I think you had to know you’ve got to know a little bit about the right questions to ask to get the answers that they wanted to the questions do you

138

know what I mean Q2 T-9 P.7 Line 199-201
P. I think that Hunter New England um it was coming from Newcastle so they had a few of us from rural areas um but I think it was part of a national study Q2 T-9 P.7 Line 210-211
P. Yes I mean I’ve been involved before I worked here I was involved with a lot of um research um you know supporting mostly doctors and things like that but I’ve done a couple of things and certainly there’s a group of us NPs that are currently um
looking at the role of cancer NP um so we’re kind of working on that but unfortunately well I do I mean I try I work more with audits and things like that rather than real clinical research just because I am such a solo practitioner here which I said is
difficult to get that support um a knowledgeable support I guess is what I should say yes I have but not as much as I would like to Q2 T-10 P.2 Line 48-54
R. Yeah many of the others I have spoken to have got their audits and but that’s all good numbers to keep though because that can all form part of research Q2 T-10 P.2 Line 55-56
R. You know when those opportunities arise because it’s all about obviously the work that you’re doing Q2 T-10 P.2 Line 58-59
P. Well not specifically sort of in a roundabout way um only because like we have um palliative care trials you know because I’m employed by palliative careQ2 T-11 P.3 Line 74-75
P. so we have the packs trials Q2 T-11 P.3 Line 80
P. So it’s more that you know I would refer people on to the trial team Q2 T-11 P.3 Line 82
P. Than me actually being really involved in it it’s just more time constraints Q2 T-11 P.3 Line 84
P. No so I was going to say it’s more just me sort of you know finding people and you know passing it on to them Q2 T-11 P.4 Line 90-91
R, But still but still you’re involved in that and I think you know sometimes it you know obviously there’s the criteria you find those patients and you refer them on um Q2 T-11 P.4 Line 92-93
P. I have I haven’t um haven’t actually you know got my name down on any big projects but I’ve been involved in a number of small projects um a couple of um with our national NP group that I’m um involved with they’ve committee with a number
of cancer NPs we did do a research project um last year um on the role of the cancer NP so um that was a good one Q2 T-12 P.2 Line 51-55
P. JH Um gee I can’t remember now ha ha basically it was just um it sort of looked at all of our sort of experiences as NPs and what um our roles and how they differed and how they were similar I think we found most of the roles were pretty similar
Q2 T-12 P.3 Line 70-72
P. But um we did slightly different things across the board from State to State which is pretty um I think you will find is pretty common across all the different NPs Q2 T-12 P.3 Line 74-75
P. I Did one I was involved with one locally with our um our NP group here at the hospital so we have a um within Bendigo Health we have um an unusual unusually large amount of NPs we have about at one point we had eleven Q2 T-12 P.4 Line
98-99
P. Um and it was kind of like it was almost like a perception study what people think of what we do Q2 T-12 P.4 Line 107
P. And what we do sort of thing and um I got I would have been too busy with my daily workload Q2 T-12 P.4 Line 109
P. Kind of had to pull out of that but um that’s still ongoing and hasn’t been completed yet Q2 T-12 P.4 Line 111
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P. Ok so yes I have and um in regards to quality activities we’ve undertaken um development of you know patient communication tools through diary implementation um DVD implementation, auditing that consumer involvement you know um reediting things and re-evaluating what we’ve done and changing it um and I undertook a study looking at um unplanned admissions in the cancer centre over a six month period Q2 T-13 P.4 Line 94-98
P. Who was coming in and why they were coming in what times of the day and looking at how many of them were preventable and what solutions we could have around that Q2 T-13 P.4 Line 100-101
P. What sense of solutions um and that was largely part of you know um work around incorporation of a NP role Q2 T-13 P.4 Line 103-104
P. Um in regards to clinical research um we are just about to undertake a two part study one will be patient satisfaction that kind of PICC devices but then were going to a fully randomised control trial of factual devices and look at line … infections,
clot um benchmark it against the previous satisfaction with what we’ve had in place um you know in … cost … because for us you’re an underfunded item and so unfortunately they probably come at about one hundred dollars per per um you know
dressing Q2 T-13 P.4 Line 106-111
P. And um we haven’t really evaluated anything so it’s the first time we’re actually going to do it as a proper research study um but that fairly big project fairly onerous Q2 T-13 P.4 Line 113-114
P. Into patient reported outcomes studies and um you know quality of life studies um interventional studies so yeah Q2 T-13 P.5 Line 130.131
R. That’s quite excellent really because you don’t hear a lot of hospitals like a lot of it yeah most oncology units will say I’ve got clinical trials but it’s not the sort of research that we’re looking at um that you know is can be your daily management of
patients over the whole focus of their care so that’s excellent and that’s also a reputation the hospital can have too which helps in recruitment of people doesn’t it Q2 T-13 P.5 Line 132-136
R. In your study on the unplanned admissions did you find out the stats that you could a NP could have actually if the patients had presented earlier to the NP they would have prevented the um admissions Q2 T-13 P.5 Line 138-140
P. Probably eighty percent of patients Q2 T-13 P.5 Line 141
P. Or eighteen percent or something you know when you looked at what they were coming back for they could have been if they had been reviewed um intervened with early we could have definitely done something you know with those people we
also kept a lot of people in we still continue to do probably out of safety fears for low risk … neutropenia so our length of stay has extended compared to national and international benchmark um yeah Q2 T-13 P.5 Line 148-152
R. LN Yeah because I remember oh a couple of years ago I tried to get I pulled some data from accident and emergency and it was a lot of our patients and people sort of thought they were coming in after- hours well most portion weren’t they were
coming in business hours and Q2 T-13 P.5 Line 153-155
P. Eighty oh what was is seventy nine percent of our patients came in business hours Q2 T-13 P.6 Line 164
P. That’s totally in line with international studies it’s exactly what happens overseas Q2 T-13 P.6 Line 166
P. Yep so um well before I worked here I was I worked at the cancer fund and they treated patients under a prostate cancer study Q2 T-14 P.3 Line 79-80
P. Currently we’re involved in a blinded study it’s for hemochromatosis patients Q2 T-14 P.3 Line 82
P. So we’re blinding them they don’t know whether they’re getting a plasma depletion or a red cell depletion and it’s Q2 T-14 P.3 Line 84-85
P. Trying to determine the optimal treatment for patients with moderately high ferritin levels so that’s between 300 and a 1000 Q2 T-14 P.3 Line 87-88
P. and I’ve been involved in um you know collecting all the data um for a couple other papers that that were published um with the team so I’m like I’m an author on them as well Q2 T-14 P.3 Line 90-91
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R. It’s always good sort of building up your research portfolio and you learn from others when you work as that big team and I think that’s part of it too you know it’s like most of us get caught up doing research projects like mine is part of a degree
but it’s good if we are actually recognised as nurses being part of that whole big team of research isn’t it Q2 T-14 P.4 Line 94-97
P. I think looking at what is the value of the NP and certainly if you have published something that adds to the value in terms of financial value as one thing it would be nice to look at survivorship it is an area a lot of oncologists don’t necessarily do it
is an area whereby they feel that nurses are capable of doing survivorship follow up and end of treatment summaries and so summarising their treatment it is an area that is an opening for NPs and also for clinical practice consultant as well for nurses
themselves an area where the medical staff are keen for us to go it would be good to look at what did the patient gain from you doing that exercise and what was the financial impact of it if it takes 6 hours to do it and the patient doesn’t think it is of
any value then that would be something interesting for the cancer community to know. Q 3. T-1, P.3 Line- 84-92
P. What we know intuitively it is a good idea, sounds like a good idea but we have not actually measured what the patients think about it need a focus group it would be nice to get a cohort of patients and gather some very basic data to ask did they
think it was any value, have you even read it and if it took 6 hours to do and they have not read it they can’t find the document you might be actually wasting your time therefore um survivorship plan may be better targeted at their primary care
provider. Q 3. T-1, P.3 Line- 94-99
R. It would be interesting to find out the effectiveness of the plans but it is probably too early to find out because we haven’t reach that point when everyone is getting survivorship plans where in America its standard where everyone has to get one but
are they any good we give it to someone they put it somewhere in their bag put in the cupboard and never use it .Q 3. T-1, P.4 Line- 107-110
P. That’s right so if you do it as a quality assurance then what you can do you can ask those questions of patients at a later date without skewing what they feel about it if you go through ethics you have to get the patient consented for them to be
involved in the research project and then they going to think they have to keep that piece of paper because I am in a clinical trial about this they don’t know any of that they are just given it and asked in 3 months’ time or 6 months’ time you say know
that piece of paper that summarised your treatment have you still got that Q 3. T-1, P.4 Line- 111-116
R. Then you are getting a true account of the patient perspective Q 3. T-1, P.4 Line- 117
P. You are, and you’re not getting that patient hawthorn effect whereby just by the fact the patient knows you are going to be looking at what they do and how that looks. It’s about intuitively it sounds a good idea but what we don’t know is what the
patient thinks, we know what focus groups think about it. Q 3. T-1, P.4 Line- 118-121
R. As you said there is a lot of research to come in the role of the NP in following patient’s in long term follow up in survivorship like at the moment colorectal patients coming back to the surgery clinic they can’t manage that load anymore and they
want oncology to pick it up or they think a nurse led clinic can pick it up but you have to look at all the ways around this, how we manage this but certainly there are lots of possibilities by looking at models of care to be explored for their benefits down
the track. Q 3. T-1, P.4-5 Line- 134-139
P. I am commencing my PhD at the moment as well trying to investigate um a chemotherapy discussion with people above 75 who are of ECOG three or four score to see if a palliative care discussion can help with these people as well but also
looking retrospectively what data is actually getting recorded in regard ECOG score in regard with the discussions held with these people Q 3. T-2, P.5 Line- 145-148
P. I would also like to look at mortality data of patients older than 75 and die within 28 days post chemo Q 3. T-2, P.5 Line- 150-151
P. Yeah so to bring the palliative care oncology together, so currently I’m doing research to write a chapter for the University of Pennsylvania. I have been approached to write a chapter around geriatric oncology and the NP role in relation to that so
that’s a critical view what I need to write and I do research to bring that together .Q 3. T-2, P.5 Line- 153-156
P. I want to do some research on the supportive care needs for patients with grade 4 brain tumours Q 3. T-3 P.5 Line- 31-32
P. And also the supportive care needs for women with metastatic ovarian cancer Q 3. T-3, P.5 Line- 34
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P. Many so many I think one thing that I’ve always wanted to explore and I’m sure you’ve had your own experience of this at some level or another is the eat your young culture in nursing Q 3. T-4, P.9 Line- 275-276
P. But beyond that there’s a sort of accepted level of bullying that happens in nursing and I’ve been subject to it in multiple jobs at multiple levels and it’s always really not pleasant to deal with, R. Mmm, P. and I would like to investigate why we do
that Q 3. T-4, P.10 Line- 286-289
R. And depending and does it might be interesting to find out is there groups of certain ages that are doing it to you know what need the research would be interesting is it more from females that are doing it because the majority is in nursing Q 3. T-4,
P.15 Line- 447-449
P. Well I think the main thing would be NP Q 3. T-5, P.9 Line- 276
P. That’s hopefully another couple of things I’m particularly interested in central line stuff and particularly interested in sort of equitable access to care for people in rural areas Q 3. T-5, P.9 Line- 282-283
P. Particularly around trials we have we don’t have any trials stuff in this area and um I think big barriers for people in rural areas getting involved in clinical trials because too far to go so we won’t tell them about it Q 3. T-5, P.9 Line- 285-287
P. There are a I did look ….what was it was about it was actually about drain care I know a lot of stuffs been done there’s a lot of work we could be doing um we could be um doing more research on how we manage patients um post operatively so
you know drain care challenging some of the paradigms around when we take drains out there’s been quite a lot of opportunity there um that you could you could look at quality of life with people going home with drains how um and really perhaps
dispel some of the myths around that um you could look at effectiveness of .um aargh um at the moment we having this sort of discussion around providing post- operative physiotherapy and I take the view that you target people who might require it
and rather than blanket everybody …necessary service if you like so Q 3. T-6, P.3 Line- 90-98
P. But some of the major ones which I’m really interested in is looking at more of that shared responsibility um looking at using simple one page summaries for patients after their initial consultation and key points rather than a doctors letter go to the
doctor GP caring for them, R. Yes P. Patient recapping what’s happening in their consultation, Q 3. T-7, P.6-7 Line- 189-193
P. Because you know communication is still a huge problem patient’s unable to hear everything in consultation. Q 3. T-7, P.7 Line- 195-196
P. Another area that we are looking at using mantra pens for to um translate um they’re a special pen that they use for teaching languages overseas Q 3. T-7, P.7 Line- 208-209
P. And their supportive care needs are often very difficult why didn’t you use an interpreter but you know it’s they certainly don’t get the supportive care um options that an English speaking person gets so using the mantra pen um I’d like to look at
just many symptom management many symptom issues um you know they’re using all the new therapies when to start when to know we’ve got algorithms for the steroids but what’s the next step often so um yeah there’s just lots of symptoms issues
that I would like to look at but one step at a time Q 3. T-7, P.7 Line- 217-222
P. And I think one of the other really key issues that we need to look at is a NP outcome how NPs impact on patient outcomes Q 3. T-7, P.8 Line- 224-225
R. Yeah and that’s what probably what led my study really because to start with the basics of finding out why the NP. I think everyone it seems to be timely because a lot of people being in the NP role for a couple of years so can now sort of see well
how can I valuate and support the ongoing function of the role and show the outcomes of the role. But a lot of it comes down to be able to collect data do the research to be able to present it and um what’s stopping you from doing it. Q 3. T-7, P.8
Line- 229-234
P. Yeah a couple actually um I do I’m interested in um exercise Q 3. T-8, P. 5 Line- 147
P. And particularly for people during their treatment Q 3. T-8, P. 5 Line- 149
P. So it’s more around fatigue management Q 3. T-8, P. 5 Line- 151
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P. And on general conditioning and whether that makes a difference for people um actually managing coping with their chemotherapy Q 3. T-8, P. 6 Line- 153-154
P. I’d be keen on looking at the prostate stuff again and also myeloma um because that’s a group that I have something to do with Q 3. T-8, P. 6 Line- 160-161
P. Physical one and emotional fatigue as well can’t quite deal with the idea Q 3. T-8, P. 7 Line- 188
R. Yeah and yeah and from a nursing perspective we got those patients right in front haven’t we to do that sort of research Q 3. T-8, P. 7 Line- 189-190
P. That’s right in terms of doing research we have fantastic and important subjects Q 3. T-8, P. 7 Line- 191
P. I wouldn’t mind it would be interesting to do some things on survivorship Q 3. T-9, P. 7 Line- 222
P. And people that actually do get through it and their perception of I guess um keep going back to their journey but that’s how everyone describes it um and how their how their faring after they’ve been technically cured or in remission Q 3. T-9, P. 8
Line- 224-226
P. Be interesting and the other thing would be get some more data or research on NPs I think Q 3. T-9, P. 8 Line- 228-229
P. We don’t have enough and I think that’s holding everyone back Q 3. T-9, P. 8 Line- 231
R. Well yeah and I think because sustainability of the role and further development of the role um more research on the outcomes and the practice of the um you know influence NP has um would be a great value I think especially in as you said in
trying to put positions in place that sort of information is what you can draw on isn’t it Q 3. T-9, P. 8 Line- 232-235
R. Survivorship plans have gone to the primary health physician than actually to the patient so there’s opportunities for research and I think um from one of the other interviews I’ve had with NP too there’s a big area where the NP can play a role in
doing Q 3. T-9, P. 9 Line- 258-260
P. Exactly and that’s my point I think that that’s I think follow up um you know once they’re passed that initial three monthly six monthly follow up with the oncologist they should I think the NP is perfectly placed to talk about how they go forward
from there Q 3. T-9, P. 9 Line- 261-263
P. Well look as I said we’re working on the cancer NP role and how to you know my interest I guess is how do I make it sustainable and how do I um you know work to make sure it’s well supported and things like that so that’s sort of a really big
interest and how do we prove that we’re you know we’re effective we’re doing what we should be doing um and then of course there’s always you know the littler things you know do we use heparin in port I know you know just those silly little things
that it’s just like I just wish we could um formally you know debunk um I guess that practice so they would be my two things at the moment I am quite interested in moving forward with Q 3. T-10, P. 3 Line- 65-72
R. LN Yeah that’s probably what sort of started my research is that when I did the literature for my research question there is there’s only three articles by Australian oncology nurse oncology NPs that have been published two of them like one was a
very small one just in a corner of an ANF journal and two others where written but they’re more written from a patient survey effectiveness Q 3. T-10, P. 3 Line- 73-77
R. Of the role we don’t actually have any hard core statistics to show outcomes like hospital avoidance Q 3. T-10, P. 3 Line- 79-80
P. And the reason that is because we are kind of slipping in and we don’t have the kind of I mean how do you see whether we um avoided hospital with patients and I don’t know anyway Q 3. T-10, P. 3 Line- 83-84
R. Yeah I think there’s the opportunity to collect some stats but I think for the role which is in its still early years Q 3. T-10, P. 3 Line- 85-86
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P. Um I sort of well I’ve been pushing I suppose more for lung cancer Q 3. T-11, P. 6 Line- 162
P. Um just because I think that’s such a oh it’s such a hard area you know so many of them are um they have palliative treatment Q 3. T-11, P. 6 Line- 164-165
P. You know they have all this hope that they’re going to do so well but you know in three to six months often they’re not doing so well you know the majority um or even um pancreatic cancer Q 3. T-11, P. 6 Line- 167-168
P. Like I went through it we had a talk here at work the other night with a um Melbourne oncologist came and talking about pancreatic cancer you know and all these trials and how I was wow they’ve got you know increased survival by four weeks
and you think yeah but three of them are probably spent in hospital with all of the side effects Q 3. T-11, P. 6 Line- 170-173
P. And you think Jesus they’re so symptomatic to start with and then they’ve got all those side effects and that’s as you know harsh treatment for sick people Q 3. T-11, P. 7 Line- 206-207
P. Yeah so they’re sort of you know areas I encourage but yeah might take me a while so I’d like to do something in that Q 3. T-11, P. 7 Line- 209-210
R. So um that’s something worth yeah putting aside and having a think of later for research Q 3. T-11, P. 8 Line- 216
P. Yeah so the main thing I’m looking at the moment is oral chemotherapy because that is like the you know is one of the big things at the moment Q 3. T-12, P. 4 Line- 116-117
P. Um I think um looking Australia wide we’re not doing it very well Q 3. T-12, P. 4 Line- 119
P. And um it’s something we can do better so I’ve been oh look with oral we I formed a group teamed up with some other nurses last year and we started looking at it at our own processes as a bit of a quality improvement project and it kind of blew
up into like a the start of a full blown research project and um it didn’t really get anywhere and um but cut it right back and we’re doing it as a small quality improvement project which we are going to start in the next couple of weeks oral chemo is
probably the big thing I’m looking at at the moment um but um yeah at this point that’s probably the main thing I’m looking at Q 3. T-12, P. 4-5 Line- 121-127
R. Well it is where one of the gaps is isn’t it because when reflect their intravenous chemotherapy because they see a nurse while they are administering the treatment Q 3. T-12, P. 5-Line- 128-129
P. So I have a very strong gynae oncology focus here and um I’ve got to the point of actually writing a project brief and you know having to undertake the literature review and looking at a study design of looking at the supportive needs of women
with ovarian cancer. Q 3. T-13, P. 7-Line- 193-195
P. What I’m really interested in is broader than that is looking at um the actual outcome measures of integrated model of care with the NP so I want to know I really wanted it randomised I wanted to know patient aim patient … so set them up and
you actually watch them from diagnosis through Q 3. T-13, P. 7-Line- 201-204
P. Um and have you know set points of measure and look at the toxicity measures and the unclaimed admissions their overall satisfaction care and the satisfaction of their community providers GP’s and whoever else can guide and their family
members um what was the level of satisfaction and also what was the resource um implications for the patient with lost work hours and also time spent in hospital and all the you know the health economics of um effects on budget so um and I wanted
to look at grade two toxicity you know when you look at data you don’t ever get … you get stage three and for a lot of people even a grade one toxicity it’s enough to not make them feel good Q 3. T-13, P. 7-Line- 206-213
P. Um and I wonder we don’t give really give that much validity and I wonder if we captured it and actually looked at the impact on quality of life Q 3. T-13, P. 7-Line- 215-216
P. Um you know are we being you know are we being remiss and missing that um so I’m interested in that and I think the other thing historically as NP is the order of our patients do you feel safe with us do you like it is your confidence in our care
and we’ve done that with our medical colleagues Q 3. T-13, P. 7-Line- 218-221
And it’s not so much justifying the role but promoting the role and the benefit of it or to look at where it’s not working well Q 3. T-13, P. 8-Line- 236-237

144

P. And to have a platform so that’s to be honest with you that’s what I’m really interested in um I’ve written a business case to move to another hospital Q 3. T-13, P. 8-Line- 239-240
P. We’ve just swapped our cell separators over to all spectra Optia Q 3. T-14, P. 4-Line- 105
P. And Um obviously there’s a little validation study um you know when we’ve swapped over and it basically looked at sixty on one and sixty on another Q 3. T-14, P. 4-Line- 109-110
P. But I want to do like really big numbers just to make sure that you know they are compatible and so yeah and then I’d like to you know present that some place or maybe publish that and then there are some things I want to do on the therapeutic
side of things but is very difficult because with apheresis on the therapeutic side of things some of its um you know the numbers are very small Q 3. T-14, P. 4-Line- 112-115
P. Yes we don’t have an educational unit per say, the university that is affiliated with this hospital more than the other, We have three universities but the one that is mostly affiliated is Adelaide University they are actually not running a NP course just
now I don’t think they have their registration running so we don’t have. My managers don’t actually do it but they support you when you are motivated when you are doing it but there is not necessarily any additional resources to be able to do that Q 4.
T-1, P. 5-Line- 144-149
R. Yes you almost need a dedicated time where you can do the research and it is one of the competencies for the NP plus also it can make that role a lead role in driving research in in you know in the hospital Q 4. T-1, P. 5-Line- 156-158
P. It is, and we are all very interested in the value of the NP and research may add to that in part we need to move beyond that to research other topics aren’t necessarily are related to the NP practice but a clinical issue

Q 4. T-1, P. 5-Line-

159-161
P. Yeah this is the cancer centre it is a new cancer centre we want to build this cancer of excellence um day care centre for excellence a service of excellence which incorporates research the managers in this facility are very promoting of research as
well of bringing the health service that next step further they promote linking with ANU and the Canberra University ah for teaching as well but also in relation to research connections ah we have within the team a doctor doctorate with cancer specific
education qualifications David who informs us around research projects here nationally and internationally so Q 4. T-2, P. 7-Line- 188-194
P. It’s quite interlinked with universities within Canberra Q 4. T-2, P. 7-Line- 196
P. We also have a we working together with Claire Holland House a hospice where there is also a professor located who is professor in research and a person is also a good resource person for us in regard with research projects Q 4. T-2, P. 7-Line196
P. Yes there’s funding availability as well we ah are we have access to funding to go to conferences which is important for that networking as well Q 4. T-2, P. 7-Line 202-203
P. Yeah um so this organisation promotes that agreeing the chief health nurse she really promotes really well the researches section of our job Q 4. T-2, P. 7-Line 205-206
P. Um we have the um nursing midwifery research office which offers scholarships and support so If you can think of a project you can go to them and they will help within cancer services we have um David Larkin who’s been appointed in the last
twelve months as ah he’s got a PhD and he’s our research person for oncology um so we have those two people I think a lot of it is still up to us Q 4. T-3, P. 2-Line 46-49
P. To run with it to find the time Q 4. T-3, P. 2-Line 53
P. To make it work um and that’s the frustrating bit Q 4. T-3, P. 2-Line 55
P. When you have full time clinical or a more than full time clinical load Q 4. T-3, P. 2-Line 57
P. And um and from any perspective we all want to do it but it’s difficult with the time because your day is full doing work Q 4. T-3, P. 3-Line 60-61
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R. But we all recognise the value of it but it is difficult Q 4. T-3, P. 3-Line 63
P. We have an incredibly supportive executive here in the nursing side of things in the cancer centre Q 4. T-4, P. 16 Line 486-487
P. Who will back you 100 percent of the way and do anything they can and bend over backwards to facilitate you furthering the profession Q 4. T-4, P. 16 Line 489-490
P. You know and creating stuff that yes will make local impact first and foremost but could make massive ripples and waves across the world Q 4. T-4, P. 16 Line 492-493
P. A change in practice a new way of thinking and a new way of doing things so there’s an incredibly supportive culture here and because of it being a cancer background you know there’s so much external that’s going on there’s always conferences
there’s always the development Q 4. T-4, P. 17 Line 497-499
P. There’s so much going on and were all very encouraged to take part in it Q 4. T-4, P. 17 Line 507
P. You know what when my manager offered me my current post she had to be quite quick on the phone because she said I’m at CNSA conference and I have to go in there’s a presentation I really want to see Q 4. T-4, P. 17 Line 512-514
P. And to be so high up and not going to strategic development conferences Q 4. T-4, P. 17 Line 516
P. And management and leadership but actually Q 4. T-4, P. 17 Line 518
P. Engaging in clinical research Q 4. T-4, P. 17 Line 520
P. That shows the value to me Q 4. T-4, P. 17 Line 522
P. Exactly and that you know that’s the level of support we have right from the very top down we are encouraged to engage with it to participate Q 4. T-4, P. 18 Line 530-531
P. Um there is there has been a quite a strong push over the last twelve months the um with the research directorate up at Wollongong the hospital connected with Wollongong unit and they’ve been doing they run a research um what do they call them
research cafes down here in Nowra Q 4. T-5, P. 11 Line 342-344
P. Every week and they had a whole series of research basics lunchtimes you know sessions looking at this opening doors to people talking about projects getting them to bring them forward um and I think this session actually at the end of the week
there is there is that um there’s definitely that happening locally that trying to talk to people around what would you like to do anything we can do to help um for me yes I’d love to but you know it’s really around you actually meet some stunt timers
from both in your work Q 4. T-5, P. 11 Line 346-351
P. Lots of people have got lots of ideas and it’s great you’ve got these people who want to help but the help is actually reducing your clinical workload so you can do some of the wider aspects of your work Q 4. T-5, P. 11 Line 355-357
P. We have loose connections we’ve got connections with all the universities, 3 major universities, Flinders, University of South Australia and University of Adelaide Q 4. T-6, P. 4 Line 105-106
P. and his background was very much physiology and he was really keen to get surgical involved like get …but he um it just it’s just the resource and then there was another there was another um opportunity that came up we’ve got a we’ve got a
research institute up at the hospital called the Basil Hepworth Institute Q 4. T-6, P. 4 Line 112-115
P. But there’s no nursing positions across there it’s all very much um managed or driven by medical units Q 4. T-6, P. 4 Line 117-118
P. So we actually did develop a research proposal, I think it was 18 months ago a group of nurses put together as we were approached probably through Adrian um and Mike Robert’s who’s been I don’t know where he actually lives somewhere in
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Australia ha ha ha ha Q 4. T-6, P. 4 Line 126-128
P. He’s involved it’s a real powerhouse um and he came across and he said……………wanted to do ………and I thought I’ve really got nothing to do you know it’s probably research let’s see where it goes and we put together a bit of a research
proposal that looks at nursing it’s actually really exciting to people looking at nursing looking at laboratory analysis and it was actually breast cancer, it’s about wound healing and wound recovery Q 4. T-6, P. 4 Line 130-134
P You know and that wasn’t really it I had hoped that it might give nursing a bit more guts rather than just having a nursing research position a research nurse position that does all the work never gets her name on the paper Q 4. T-6, P. 5 Line 144146
P. Um but we sort of set it up to ensure or hopeful that we would get our name on the paper Q 4. T-6, P. 5 Line 148
P. And that’s what it is all about Q 4. T-6, P. 5 Line 150
R. It is especially if you’ve been that collaborative part of that group you should be Q 4. T-6, P. 5 Line 151
P. Yeah and it’s still I mean from a clinical research point of view a lot of the nursing research comes out of academia um yeah it’s you know it may be that the case is you actually had research fellowship you would get a lot more nurses being
involved in research Q 4. T-6, P. 5 Line 152-154
P. So we’re affiliated with unis and we have some associate professors, professors you know a part of our establishment in their nursing research unit Q 4. T-7, P. 10 Line 313-314
P. And they do facilitate research around the organisation Q 4. T-7, P. 10 Line 316
P. and um Helen helped us when we were doing some of our clinical audit um through from an research perspective from our research unit Q 4. T-7, P. 10 Line 318-319

P. Our nursing research unit ah but it is that ability to link in to people to help um a little bit like what you were saying before and that we access them Q 4. T-7, P. 11 Line 321-322
P. Um which is it gets a bit frustrating when you go with an idea and it changed and you end up with doing something that’s not really wanted to take it to anyway Q 4. T-7, P. 11 Line 326-327
R. That’s okay yeah we had a research project and the research unit went up to the palliative care ward said we would like to do this and this and we said was there any dollars in it to help support us do this oh there is but we need it for the research
assistant to help them collect the data so there was actually nothing to support the unit again its people expecting to do it on their daily work but the research unit was keeping the money to assist them Q 4. T-7, P. 12 Line 353-357
P. and if you’re really honest about these things because then we work later and we say we’re doing it in work time but then we’re not getting home till late or really doing it at home um so I think that is a real issue as well it’s not while its put in every
job description it’s the medical team after 6, 7 years of service they can take up to 6 months sabbatical Q 4. T-7, P. 12 Line 363-666
P. We have an affiliated university or a couple actually and we do have but I wouldn’t say yet that there’s an ethos on nursing research Q 4. T-8, P. 10 Line 301-302
P. No I think that there is a unit, Um but it is pretty quiet Q 4. T-8, P. 10 Line 304 & 306
P. It’s more supportive of those who go to it Q 4. T-8, P. 11 Line 308
Q 4. There doesn’t seem to be a huge promotion in nursing research but if you are a nurse and you want to do some research Q 4. T-8, P. 11 Line 312-313
P. Then there will be someone there to help you I don’t know how much kind of material support we actually get because I don’t think it’s something that commonly happens very much normally Q 4. T-8, P. 11 Line 315-316
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P. I don’t hear much about nursing research here there’s sort of an affiliated university the University of New England Q 4. T-9, P. 10 Line 306-307
P. And it I think it focuses on the medical students Q 4. T-9, P. 10 Line 309
P. I don’t think they do a lot of um look I find universities a little bit disappointing sometimes Q 4. T-9, P. 10 Line 311
P. I feel like it’s about money to them as well and getting people through who they want to get through and but I um no I have to say no Q 4. T-9, P. 10 Line 313-314
R. And you sort of think now that universities are just focused on the current students that they have they’re not really focusing on um there’s other needs out there as you said Q 4. T-9, P. 10 Line 315-316
P. I don’t think they blend the actual workplace with the university very well at all Q 4. T-9, P. 11 Line 321
P. That’s correct it certainly is um you know we are affiliated with many of the regional um you know certainly for us it’s Ballarat and Federation University so yeah as I’ve said I think people are interested but it’s really challenging to do out here um
you know to have um you know are we all a really strong research focus although we are very evidence we are always looking at evidence um bases but then again you know often it’s not there so we just have to move on with you know whatever we
can Q 4. T-10, P.5 Line 130-135
P. Yeah it’s also you know like even Ballarat which is two hours from us Q 4. T-10, P.5 Line 139
P. Which is the nearest regional centre and Melbourne as well to speak to people there they have no understanding of what it’s like here so you know even their knowledge and experience and all of that often isn’t as helpful as it was when I was in the
city because it was easily translatable but out here it’s not as easily translatable Q 4. T-10, P.5 Line 141-144
P. Um I’d say yes Barwon Health really pushes research and there’s always um sessions that you are encouraged to attend you know to get you know more information about how to start research projects and you know what it’s involved and um I
would say generally yes in that a lot of areas not just oncology um like I say our palliative care team we’ve got a big research area um sorry more trials and things Q 4. T-11, P.8 Line 220-224
P. And um there is a lot of um promoting research generally speaking Q 4. T-11, P.8 Line 226
P. Just had research week this week so you know Q 4. T-11, P.8 Line 228
P. They encourage lots of input and you know there’s big posters up presentations everywhere and lots of talks we’ve got one of now on diabetes there’s a lot diabetes research so I’d say very proactive Q 4. T-11, P.8 Line 230-232
R. You know there’s either investment in research and support for staff and if staff want to look at research there’s people they can contact to help them initiate it or there’s nothing Q 4. T-11, P.8 Line 236-237
R. And there the focus isn’t nursing or um so yeah so it’s interesting it’s interesting the setting the couple of course more rural settings have obviously got less access but then these days with health and trying to send more um people out for training In
the rural setting so that’s a lack that can actually make it hard for people to actually sustain roles out there Q 4. T-11, P.8 Line 239-242
P. Yeah no not particularly at this point so we don’t we’re not affiliated with a university here we do have a research department within the hospital which are mainly involved with clinical trials and things like that Q 4. T-12, P.9 Line 250-252
P. Um so but we don’t have like a dedicated researcher or research assistant within our department which makes it hard to get anything off the ground Q 4. T-12, P.9 Line 254-255
P. You’re doing it by yourself and that’s what I found with the oral chemotherapy project I started you had to do it all yourself and when you don’t have time to do it falls over Q 4. T-12, P.9 Line 257-258
P. We have a nursing research chair here through Curtain University and then we also have an affiliation with Notre Dame UniversityQ 4. T-13, P.12 Line 372-373
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P. Through catholic education and then um we have um medical research fellows were and we have a clinical trial department on site and we have um a um in gyne oncology we have a research fellow who um works also across the nursing discipline
as well or allied health he’s very good um he’s quite amazing and um so there very much is a push about research and for a private hospital there’s a lot of output coming out however Q 4. T-13, P.12 Line 375-379
P. And there is funding and resource for what I call hard core data Q 4. T-13, P.12 Line 383
P. It comes out of a petrie dish Q 4. T-13, P.12 Line 385
P. It comes you know with a drug attached to it then it’s got validity but that like I think stuff we I’m wanting to do and it’s all write your own proposal Q 4. T-13, P.12 Line 387-388
P. Get it through ethics do your research do your literature review design your study Q 4. T-13, P.12 Line 390
P. See your patients write up the transcriptions analyse your data and when I speak to my colleagues on the east coast they say why don’t you talk to your research department they can get your proforma together and you know then you can review
some of the literature I think are you kidding me so there is no RA Q 4. T-13, P.12 Line 392-395
R. And that’s most responses I’ve had most of the people some are either had no ethos or there has been but it comes down to the lack of support to actually move forward with it and one of the um participants is involved with sitting on the ethics
committee and they said once they’ve seen what has to go through there it’s just to try and do that replicate that yourself to get through Q 4. T-13, P.12 Line 398-401
P. Ok so um when I’m not really involved in it um but within the cancer care there’s a cancer nursing professorial precinct which is affiliated with QUT (Queensland University of Technology) and that does encourage a lot of nursing research um with
oncology patients um so yeah things like that are definitely encouraged and um definitely try to encourage staff to participate in these things Q 4. T-14, P.5 Line 132-135
P. Sometimes its clinical load, sometimes it’s just having some clinical research support um you know things like assistance with statistical analysis Q 5. T-1, P.6 Line 176-177
P. You may do a quantitative or a qualitative research, if you do a quantitative research you have some grounding in research when it comes to your previous academic qualifications but really it is only a grounding I don’t actually know how to analyse
to have some statistical rigour and even things like clerical for example clerical assistance so often that’s a barrier especially if you want to do something qualitative just transcribing long pieces of text like what we are doing now. Q 5. T-1, P.6 Line
179-183
P. It takes a long time if you are the one transcribing, the transcribing if you had someone to do that it would free up a lot of your time. It may not be daunting to undertake something like that if you had that kind of assistance Q 5. T-1, P.6 Line 185187
P. Is that a quantitative, mixed methods you know all of those things , and to find out what research grants are out there , how best do I put a grant proposal forward . Q 5. T-1, P.6 Line 192-193
R. Exactly you know if you have someone to bounce that off especially around the methodology of some research especially you know if you wanted to form in a program or you want to get it published down the track you know you want to get the
best results but most of us if you are not academic or work in academic don’t know all of these methodologies and getting someone to bounce the research question to help you and support you through it. Q 5. T-1, P.6 Line 194-198
P. Yes you often have the clinical question and you have the skills to do the literature background research you have often go that but when it comes to the methodology I think that’s something that gets stuck. Q 5. T-1, P.6 Line 199-201
P. And maybe people like myself hark back to how difficult it is to write a dissertation but really when you are thinking of publishing your research it is normally between 3000and 5000 it is not a dissertation size but we just have this terrible memory
of academic proportion whereby 40,000 was the minimum and then you have to reset this and say it is not all my work, this work can be shared. Q 5. T-1, P.6 Line 203-206
R. Yes, it is daunting especially if you have to write a chapter of methodology or so,Q 5. T-1, P.7 Line 207
P. That’s right and if you are doing it for an academic achievement then that’s part of your course but I think that is why our memory is like we sometimes forget that doing research in the clinical practice one your research does not have to be as long
149

, your methodology you can get help with you can have a statistician doing that and it is all about how many co- authors you are going to have it is not about your body of work but saying all that I have not done core research and I think how someone
can help you to get through ethics. Q 5. T-1, P.7 Line 208-213
P. One of the major barriers would be time because we have a huge clinical load 5. T-2, P.7 Line 215
P. Ah so a lot of the research time is spent is after hours um linking with universities um I think that’s more like an enabler the um we have the opportunity to link with them as well and that gets promoted by managers so I really think the managers
enable us here for research to happen I think time constraint, financial constraint with that as well um plus also uh computer systems that’s a big barrier in this hospital there’s 4 different computer systems which doesn’t talk to each other and to collect
data is one thing but to find it um so for example I’ve been ah documenting um doing my entries of every patient contact I had since the day I started working here Q 5. T-2, P.7-8 Line 217-223
P. Time is the biggest thing for me um being able to focus on the one on one project Q 5. T-3, P.3 Line 67
P. With one group of patients because I have a shared role um the other thing is I guess is the whole getting the ethics approval you know Q 5. T-3, P.3 Line 69-70
P. Not just figuring it out but actually getting the time to do the paperwork to submit it and Q 5. T-3, P.3 Line 72
P. The amount of time that that takes before you can actually start Q 5. T-3, P.3 Line 74
P. Obviously there’s the first one of financial barriers the biggest one I actually find is time barriers Q 5. T-4, P.18 Line 536
P. Most research with exception of you know like clinical trials things doesn’t actually have that much cost to it , Q 5. T-4, P.18 Line 538-539
P. Other than time, Q 5. T-4, P.18 Line 541
P. And it’s actually being able to take the time out of the clinical workload and at this moment in time I’m lucky that I’m sharing my service with a registrar Q 5. T-4, P.18 Line 543-544
P. Like with me it’s not because I’m in the NP role it’s not really feasible to backfill me to do a research project Q 5. T-4, P.19 Line 568-569
P. In other roles though you know I know that they are very supportive in doing that will backfill they will take you offline Q 5. T-4, P.19 Line 571-572
P. So far to do research and obviously with the links with ANU and Q 5. T-4, P.19 Line 590
P. Canberra and the universities in the area it’s quite well resourced academically Q 5. T-4, P.19 Line 592
P. Well for me it’s purely clinical workload Q 5. T-5, P.11 Line 360
P. I mean I’m currently we have a situation here now and have for the last year where we’re supposed to have a career medical officer senior registrar you know we haven’t had that position Q 5. T-5, P.11 Line 362-363
P. So I’ve done three jobs really in the last year or so it’s impossible to do every time I see Moira my lecturer Moira she says how you’re going with that research idea? I say I would really love to but Q 5. T-5, P.12 Line 365-367
P. The really clinical workload is a barrier Q 5. T-5, P.12 Line 369
P. I think time and resource so you know Q 5. T-6, P.6 Line 184
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P. You need to be it needs to be valued um so it’s the credibility more the …..it needs to be valued so if you value having a nurse research fellow you’ll value ……………………………made available if you value the nursing contribution you’ll want
to do research um to improve the outcome if you don’t value it if you think we’re just we’re just the workers that do the work for others then you will never put in the money um and I there’s an element of that you know um just valuing the professional
um role of nursing is an ongoing challenge and I think that we still haven’t nailed that Q 5. T-6, P.6 Line 186-191
P. But yeah I’d you hear people say oh well you know we want ….to value nursing but it’s really quite patronising and um you don’t want nurses to be given the level of responsibility that the that comes with that um value yeah and so I think that um
we need to be constantly remind people that nursing isn’t just about um doing as your told and filling out the forms and you know it is about challenge in practice it is about research the only way to ensure that that exists put in the resource and I think
that’s an ongoing battle yeah just for something basic you know it’s not research but it is nursing professional development its professional development money that goes into every hospital into each hospital but that professional development money
has been put into learning a new computer system Q 5. T-6, P.6 Line 193-201
R. Yeah so as you said it is challenging your practice and not just coming to work and thinking this is how we’ve always done it and we’ll just continue this way there hasn’t been any harm from doing what we are it is about when you read widely and
think oh well we should be looking at what we’re doing Q 5. T-6, P.6-7 Line 207-210
P. Look to be fair we’re very fortunate in our unit my unit we’ve got a research co-ordinator it is about coming up with different ideas and I think there is within my unit there’s great respect and support for what I do and coming up with innovative
ideas like particular looking at cracks in remote areas and how we can work more effectively for the women who don’t want to come and spend you know 8 hours on the road and you don’t um who don’t have to do that they’re too tired they’re elderly
they want it really simple you know and um …………I think within my unit there’s still lots of …………………but hey let’s …….but getting the time to do that is the next challenge so but I’m very hopeful that we will be able to do so I guess the
limitations is that being a commission you have I can’t I’m not going not be able to do what you do but I do little research projects on small and large projects you know what I mean Q 5. T-6, P.7 Line 211-220
P. Um well I think the major ones are we choose to put patient care ahead. Q 5. T-7, P.13 Line 400
P. So I’m not saying that you know there is allocated time we do have the time but we put patients ahead of that and prioritise differently you know for example um the medical oncology oncologists will have a clinic in the morning and they just leave
when they finish. Q 5. T-7, P.13 Line 402-404
P. My clinical practice it is going to be um in truth one of the things that really is a barrier for me to undertake clinical research is that I am a member of the human research ethics committee. Q 5. T-8, P.11 Line 319-320
P. And when I look at what you have to go through Q 5. T-8, P.11 Line 324
P. To put a research proposal together Q 5. T-8, P.11 Line 326
P. It scares the crap out of me Q 5. T-8, P.11 Line 328
P. And I just think it’s overwhelmingly difficult Q 5. T-8, P.11 Line 330
P. You know I have to look at ethics proposals and they’re so enormous Q 5. T-8, P.11 Line 334
P. And I just think oh I can’t put this together by myself Q 5. T-8, P.12 Line 336
P. yeah and I do actually get put off by just how overwhelming the process of doing research is and the process of getting a proposal up here I do feel a bit overwhelmed by that
Q5. T-8, P.12 Line 338--339
R. Yeah and that’s been a common theme with a lot of these interviews that it’s the ethics proposal and as you said you sit on the committee how many times it can go back to an individual Q 5. T-8, P.12 Line 340-341
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P. It can be months and months and months before you can start investigating Q 5. T-8, P.12 Line 349
P. Um and you know I think that really does put people off Q 5. T-8, P.12 Line 351
P. Um and one of the other ones is time you know even just time to gather the data, enter the data um analyse the data write the thing up Q 5. T-8, P.13 Line 368-369
P. Within my role um yeah otherwise I mean those are practical things I don’t see any other really impediment Q 5. T-8, P.13 Line 373-374
P. Well no support Q 5. T-9, P.11 Line 324
P. No support and time Q 5. T-9, P.11 Line 326
P. You know you’re doing your own job anyway there’s no time Q 5. T-9, P.11 Line 328
P. Yeah there’s no time at all there’s no time allocated there’s no time given I mean I’m conscious this is my ideal if I get the role, I would like to be able to allocate one day a fortnight on research Q 5. T-9, P.11 Line 332-333
R. Yeah and in one of the interviews I’ve done the NP is given 8 hours of non-clinical time in a fortnight and but they’ve found at the moment that’s consumed with doing paperwork for patients’ Q 5. T-9, P.11 Line 334-335
R. But no actual time where you could actually develop research and I think that’s something like probably needs you know can be something that can be recommendation maybe from a research that you know in future roles a part of the statement of
duties or employment is that you know so much time is given for the NP to do or undertake research because really I see that NP because it is a clinical leadership role um should be like a leader for clinical nursing research Q 5. T-9, P.11 Line 343348
P. Well I guess it’s that it you know number of people um and yes just that support um as I’ve said I’m collaborating with some other cancer NPs around Australia to do some work um and that’s all very well but um but it’s much more difficult to
really do work here um in the country it’s just that bit more challenging Q 5. T-10, P.5 Line 147-150
P. To me personally time Q 5. T-11, P.8 Line 246
P. it’s you know the biggest thing for me um because my role was the CNC role Q 5. T-11, P.9 Line 248
P. And then that changed to a NP role so they expect you to do you know so much more of the NP Q 5. T-11, P.9 Line 250
P. That you know I don’t get any allocated office time I don’t get any allocated specific NP time that’s you know but I want you to increase your clinic numbers I want you to do this and you think you know and we could have um twenty patients on
our list that we’re seeing every day Q 5. T-11, P.9 Line 256-259
P. And you know research that’s a big thing part of NP you know you’re expected to be involved in it Q 5. T-11, P.9 Line 264-265
P. I mean I’d like to do something you know even something really um simple and small numbers Q 5. T-11, P.10 Line 2P. Just about say um you know what are the benefits of the NP clinic Q 5. T-11, P.10 Line 291
P. And but that would be more you know patient satisfaction Q 5. T-11, P.10 Line 293
P. And things like that so that’s probably where I would start initially I suppose Q 5. T-11, P.10 Line 295
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R. So at least you’ve got some data there it’s just being able to um be able to get to have support to move that forward are you involved with the specialist group network through CNSA? Q 5. T-11, P.11 Line 321
P. Yeah so I’m afraid number one is time Q 5. T-12, P.9 Line 261
P. Mmm so um obviously when you need to see an amount of patients a day most of your day is taken up by the clinical Q 5. T-12, P.9 Line 263-264
P. Um so you know you do sort of need to put some time into the research side of things doing quality improvement um but when most of it is being taken up by clinical it’s difficult to get that done um and you know it is actually and you need to get
the time to be able to get off the floor to be able to sink your teeth into it to get things done and that’s also without having to do it in your own time that’s the thing if you really want to do it you need to set that extra time away from work to be able to
do it really at this point. Q 5. T-12, P.9 Line 266-271
P. Um and um the other barrier is not having a dedicated sort of research team within our department that could or a research department we do have clinical trials and things Q 5. T-12, P.9 Line 273-274
R.

Yeah and that’s what mostly I think from the same responses you know even though we have a nursing unit and they call themselves like a nursing unit research unit um apart from them driving a few research projects which are from their view

not from nurses on a floor it’s coming from um the research unit um there’s not a huge um ethos on doing research most and I probably you find the same most nurses do research like myself I’m doing a formal program so that’s part of my program so
even when my nurses have been doing grad certs or dips they always have to do some project and that’s really over the years how we have implemented some changes or reviewed our practices by people having to do projects. Q 5. T-12, P.9 Line 277284
P. That’s right and I think that’s one of the barriers as well because people don’t when you I know from with our nurses you know our chemotherapy unit’s run as most chemotherapy units are run since they did the chemotherapy redesign here in
Victoria last year everybody’s in the same boat they’re so busy getting the patients through. Q 5. T-12, P.10 Line 285-288
P You don’t have any time to do anything else. Q 5. T-12, P.10 Line 290
P. Is the lack of resource Q 5. T-13, P.13 Line 418
P. And um no time there’s no and I work I’m paid 36 hours a week Q 5. T-13, P.13 Line 420
P. And I am doing on average about um probably 57 to 60 hours a week Q 5. T-13, P.13 Line 422
P. My clinical load is huge and it’s just got bigger and bigger and now we’re coming up to accreditation and there’s just I feel like I’m being rolled out. Q 5. T-13, P.14 Line 424-425
P. It’s a highlight but it’s a highlight that isn’t being supported and like the output that’s coming is coming at a personal cost to me. Q 5. T-13, P.14 Line 427-428
R. Yeah and um yes that’s probably the most thing coming across from people it’s the time and the support you know Q 5. T-13, P.14 Line 429-430
R. But sometimes expectations are greater from when people expect that can be done what we’ve sort of a few you know a bit like you said you’ve had talks with other oncologists is that having non clinical time and like in the future you like to see
you know that the research is a part of the NP role so you should be given so much time in your role per week or per fortnight where dedicated doing research or a QI project or making some change within your clinical practice because otherwise it
becomes unachievable. Q 5. T-13, P.14 Line 432-437
P. Um in my in my area um a barrier is as I said the numbers to get anything so I can do case studies I could do a you know case series but um to get the numbers actually I’m limited to what I can actually write about and look up um other barriers
what did I write it’s yeah just a small area and I mean it would be more medically focused other than NP focus actually to go back to one of your other questions. Q 5. T-14, P.5 Line 138-142
R. Yeah and do you see too if you had the numbers if time be a factor because in a lot of the other um interviews time finding time in your daily work to do research has been quite a um limiting factor for people doing it but would you find time as an
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issue Q 5. T-14, P.5 Line 151-153
P. On yes definitely I mean there is some day’s when I can’t have time and then there’s some days I mean I can’t really plan it. Q 5. T-14, P.5 Line 154-155
P. So when I want to work on something I just work when I get the space when I get the time Q 5. T-14, P.5 Line 157
P. You know I mean I have to put that on the back burner and then go and see the patient so yeah um it’s definitely a barrier to the point where you know you’re still working on something the night before you’ve got to present. Q 5. T-14, P.6 Line
159-161
R. Yes and if your numbers increase to do the research then of course you’re going to be busier anyway as the numbers because of the numbers. Q 5. T-14, P.6 Line 162-163
P. Exactly exactly yeah Q 5. T-14, P.6 Line 164
P. Clerical support , um you have support from research area also got support from a very practical side whereby it’s about people collating things for you people transcribing things you know all of that and enabler that support to be shared by another
person so you are not doing on your own. Q 6. T-1, P.7 Line 217-219
P. In going back an enabler is to have a project officer as part of your grant money use that but a barrier to that is if you don’t have a history of research and successful grant applications then sometimes that can be quite hard to get a decent amount to
be able to employ that person. Q 6. T-1, P.7 Line 225-227
P. That’s right and as you say if you don’t have a track record of research a track record of successful grant applications or getting those chunkier grants gets more difficult because we are not familiar with pit falls and the ways around to get those
grants and employ someone to help ease the burden. Q 6. T-1, P.7 Line 231-234
R. Yes it is good if we can find someone like as you said can be a co, co researcher, co -author or so, it will be their name or experience that they will take notice of and also they teach us as well as we go along .Q 6. T-1, P.7 Line 235-237
P. Well management definitely they’re big enablers they want research to happen, they see that as the future Q 6. T-2, P.9 Line 258-259
P. Yeah ah patients also the consumer there is a huge consumer buy in here in Canberra they are very much on top of everything they sit in every meeting they facilitate research they want to participate in research Q 6. T-2, P.9 Line 261-263
P. I’m not sure about nursing enablers Q 6. T-3, P.4 Line 98
P. Here in our own organisation perhaps in conjunction with some of the oncologists that I work with Q 6. T-3, P.4 Line 100
P. Um I would be able to get something going and also as I say the exercise physiology project that we are doing at the moment that’s run through UCLA the main driver of that is the exercise physiologist Q 6. T-3, P.4 Line 102-104
P. so you know we’ve got people out there Q 6. T-3, P.4 Line 106
P. And also I work closely with the gynae patients through the Royal Hospital for Women so I work with the surgeons there.
Q 6. T-3, P.4 Line 115-116
P. So they often have much more research focus than we do um I think just because of the nature of being in Sydney Q 6. T-3, P.5 Line 118-119
P. Major hospital um so there’s been a few things that I’ve been sort of involved with on the periphery but haven’t actually Q 6. T-3, P.5 Line 118-119

154

P. That I probably could if I had the time Q 6. T-3, P.5 Line 126
P. Look a lot of it stems down to having the time and the ability to Q 6. T-4, P.20. Line 596
P. Do it and actually being able to categorically say I’m going to take ten days to do this research study Q 6. T-4, P.20. Line 598-599
P. Um and I think that’s a big deal I think some of its motivation yes there are financial things as an enabler um in that if it does have a financial cost you do have to get a grant Q 6. T-4, P.20. Line 605-606
P. Or funding for it from somewhere and you know like um it’s always hard to find that Q 6. T-4, P.20. Line 608
P. Because hospitals do have big research grants and huge amounts of money to use but it goes quickly because when everyone doing their little project it adds up to a lot of big projects Q 6. T-4, P.20. Line 610-611
P. So financial resources are always there human resources and having access to people and the data that you need is just so invaluable Q 6. T-4, P.20. Line 613-614
P. If they’re funded for it if you have a research officer if you have a project officer if you have someone who is dedicated just to us doing this you really lucky because probably real life you don’t Q 6. T-4, P.20. Line 616-617
P. You have to bring involved and getting the logistics of research to work I think is always very hard. Q 6. T-4, P.21. Line 616-617
P. Well I was going to say the main thing is I think is just staffing Q 6. T-5, P.13. Line 418
P. The clinical research which is really important one of the things particularly in medical oncology for us is it’s actually the nursing staff with the medical oncology that drive clinical change Q 6. T-5, P.13. Line 420-421
P. Oncology staff have learnt you know they might be involved in drug trials um you know in terms of new protocols and those sort of things for new drugs to become available the nursing staff and the pharmacy staff that drive clinical change here
were currently looking at the desensitisation of stuff around some drugs and you think well you know wouldn’t it just be lovely to have more of a focus to be able to do that and you can only do that if you start building that into your nursing service Q
6. T-5, P.13. Line 423-428
P. Putting that sort of magic formula together so that we can actually be more in control of our of our work um of our staff establishment and our of our workforce and our workload and then we can we can make sure that you know these sort of
elements such as having clinical research integrated to how we work its part of that Q 6. T-5, P.14. Line 439-442
R. So um but yeah they don’t understand that so um but that’s where our research needs to grow which is so many things out there for us to do but as you said one of the biggest barriers is trying to get time it would be nice in the future that a NP when
they get employed is like well you know a set amount of hours per week or Q 6. T-5, P.17. Line 534-537
P. Yes We have we we’re very fortunate that we always allowed each other to talk and to express our ideas and um yeah it’s fabulous because without ……..to develop that um develop that collaboration but there is this culture of mutual respect you
know and say this is what I think and um and they go oh and then it goes off in a different direction it’s difficult to …discussions Q 6. T-6, P.7. Line 228-231
P. You know and I think that’s really exciting so ………… within our little unit even within tis quite restrained financial environment I think there is still quite positive um things going on so yeah I think I’m probably my own worst enemy because I
think I want to do this fantastic ……project but clearly within you’ve got to be practical you’ve got to be realistic all the way though as being in control and like you say collaborative taking opportunities like I’m doing today um to collaborate with
you Q 6. T-6, P.7. Line 233-237
P. Yep and I think the sabbatical opportunities I think opportunity to have access to funds to support the research um I think the main one and also to have access to a group of um research assistants Q 6. T-7, P.13. Line 412-413
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P. That can do a lot of the data collection um we do have access to our hospital statisticians Q 6. T-7, P.14. Line 416
P. Um to so that’s an enabler um I think another enabler is to have affiliations with universities Q 6. T-7, P.14. Line 418
P. For those university co-joint appointments to be actually visible to nurses and wanting to get the whatever level of nursing actively doing some research so you know it’s not always be the nurse or nursing group that wants to do the research at that
really team approach to things Q 6. T-7, P.14. Line 420-422
P. Well equally the fact that I have been on the research ethics committee Q 6. T-8, P.13. Line 379
P. It makes you understand that process Q 6. T-8, P.13. Line 381
P. That’s probably in one sense a barrier and in another sense it’s an enabler um I do I think that there are some enthusiastic people here in terms of nursing staff who would be willing to assist I’m keen to look at an idea what can we learn more about
so there are one or two people that would contemplate a small core that might make a good research group Q 6. T-8, P.13. Line 383-386
P. Um I think if I was to have an idea and take it to my organisation they would probably support me they are fairly keen to get some ideas to develop oncology Q 6. T-8, P.13. Line 388-389
P. And um the idea of some clinical research would be um a good thing the ICS in Victoria. Q 6. T-8, P.13. Line 391-392
P. Cancer Services they are often quite helpful in providing monies like grants for nurses trying to undertake researchQ 6. T-8, P.13. Line 394-395
P. Yeah so it’s pretty good like that so they can be a real resource it’s just knowing what they’re making the money available for um Q 6. T-8, P.14. Line 397-398
P. Well for me being rural Q 6. T-9, P.12. Line 354
P. I think that um I would need any research that I would have to undertake I think I have to be a part of something I don’t think I would be able to run something on my own. Q 6. T-9, P.12. Line 356-357
P. So I think an enabler would be a network and I have joined the specialist network group of NPs and I have indicated that I would be interested in research but I don’t think I would be able to do something on my own I think I would need so I think
having support or being a part of a research group would be a good thing. Q 6. T-9, P.12. Line 359-362
P. Yeah exactly and I mean the other thing is understated is the importance of rural input you know because as I said before I think that that is where um NPs I feel is their value. Q 6. T-9, P.12. Line 369-370
P. But see I think that that’s what I find obviously the enablers having time to and having support Q 6. T-9, P.12. Line 372
P. Um probably the passion for cancer I think my passion certainly. Q 6. T-10, P.5 Line 153
P. Is wanting to do it um and people are very supportive it’s just a matter of you know me being able to articulate and um what it is I need um but probably also financial again you know we don’t have lots and lots of different people that can take over
and pick up slack and help us out so you know we don’t have many other in fact probably no other clinical research you know we don’t have a clinical research area when we can just pop down the corridor and get help even if they specialize in other
research so um having that work or that ability really is um what but yeah sort of lost my thread now yeah to me money I suppose um and my passion for research and the patients I guess they are really also passionate about um helping so you know
they’re always on board when I want something Q 6. T-10, P.5 Line 155-163
R. Yes the patients can be good um research because there is so much in oncology with patients that can form research .Q 6. T-10, P.5 Line 164-165
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P. Make a difference Q 6. T-10, P.6 Line 16
P. Um oh again time Q 6. T-11, P.12 Line 345
P. Support you know that it’s encouraged and that it’s actually you know if it was made part of um you knowQ 6. T-11, P.12 Line 347-348
P. Then certain time even if it was you know half a day a fortnight 6. T-11, P.12 Line 352
P. Or something that you’ve got allocated time you can lock yourself away and do what you have to do and not have you know the pager go the phone go you know I’ve got to see this patient now what about this and you know it could and that’s how
it’s supposed to be done Q6. T-11, P.12 Line 354-356
R. Position description should have as you said one afternoon a fortnight where it is dedicated to research and that becomes part of your employment and um and no-one everyone knows what you’re doing in the afternoon so they don’t disturb you
Q 6. T-11, P.12 Line 360-362
R. So I think that just needs to be built for the NP because I see the NP role as being very the most senior clinical leadership role really and it’s really a role that NPs really take as leading with research to our other clinical partners. Q 6. T-11, P.12
Line 367-369
P. And they (medical officers) get a week of you know non clinical time and you know to meet with the statistician and do all that and you think well why can’t Q 6. T-11, P.13 Line 374-375
P. It be the same for us Q 6. T-11, P.13 Line 377
R. Yeah and I suppose that’s not something nursing has actually pushed but I think the time is coming now that is probably something that does needs to go on agenda. Q 6. T-11, P.13 Line 378-379
P. Because I don’t necessarily see that coming from our nursing universities they’re not sort of asking for that to be in your they’re very much about their university but when it gets into the clinical setting where nurses obviously come to there’s
nothing there’s no discussion around that so it probably needs to go on the agenda doesn’t it. Q 6. T-11, P.13 Line 381-384
P. I’m afraid number one is time Q 6. T-12, P.9 Line 261
P. Having a dedicated sort of research team within our department that could or a research department we do have clinical trials and things. Q 6. T-12, P.9 Line 273-274
P. Hahaha and um you really need the enabler there is you need staff that are enthusiastic and that want to be involved in those projects as well um and are able to you know have that vision to be able to do it Q 6. T-12, P.10 Line 310-312
P. Yeah you know and I think people who are individuals and very supportive and very um interested and generous with their time Q 6. T-13, P.14 Line 441-442
P. And um you know I think the enablers are the deadlines and the meetings that say this has to be done so whilst it’s a negative enabler it’s something that’s supported on so I feel pressure to do it but that still does enable it but not in a very good way
Q 6. T-13, P.14 Line 444-446
P. Um I think that um you know we’ve just recently been given access to a statistical package that’s helpful rather than having to re add things in but yeah there aren’t a lot. Q 6. T-13, P.14 Line 448-449
P. You don’t see someone allocated to us that said okay now the senior nursing leadership team this is someone we’re going to map out your project for the next twelve or fifteen or eighteen months and we are going to divide up your RA support and
we’re going to actually give you some support to write your ethics stuff and to get it through and design your tools to measure up um knowing that this isn’t your area of expertise you know that would be really helpful. Q 6. T-13, P.14-15 Line 453-457
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R. That’s right a research assistant I think is gold in helping doing all of that because that’s their expert field and then you have the ideas where you want to go and what you want to do but someone can actually put all that together for you um which
saves an enormous amount of time and it saves a lot of the rejigging if it gets sent back to you so. Q 6. T-13, P.15 Line 458-461
P. Well medical support here is unbelievable for my role and um you know they definitely encourage any type of research. Any kind of mention of wanting to do some type of research, they encourage us to make that a project get out there and present
it and go to conferences and definitely it makes the medical team are um absolutely brilliant um and you know. I suppose I probably I mean don’t see from a nursing perspective I don’t I wouldn’t like there wouldn’t be an impediment or barrier but I
don’t know if they would assist and support hahaha. 6. T-14, P.6 Line 167-172
R. And what about like your nursing management they would be quite supportive. Q 6. T-14, P.6 Line 173
P. Yes yes Q 6. T-14, P.6 Line 174
P. As long as they don’t have to get involved. Q 6. T-14, P.6 Line 178
P. Yeah I think that would change um so long as it didn’t need anything from them. 6. T-14, P.6 Line 182
P.I think it should be a core competency but I think there needs to be some um realisation that it is not a quarter of what you do not a third of what you do the reality of what it is a lot less than that and I am just wondering whether thought this is a core
competency but whether NPs and I am one of them put it in the too hard basket. Q 7. T-1, P.8 Line 243-246
P. And when you think about your key performance key indicators for your workplace that is often not included. Q 7. T-1, P.8 Line 248-249
P. So you know you don’t necessarily put that in your scope of practice so therefore not only do you put it in the too hard basket other people are not pushing you to do it either. Q 7. T-1, P.8 Line 251-252
P. So although it is an important core competency I think they should make it a little bit clearer what they want and understand by your contribution to research helping others or is it something that you do on your own some guidelines in what they
accept as um research. Q 7. T-1, P.8 Line 254-256
R. Yes I also wonder like something down the future something like your position statement of duties for NP has something built into it saying like so many hours per week is put aside for undertaking research or being involved in clinical research you
know I wonder if we have to give percentages of you know clinical time you know obviously it is not cut and dry it is written in somehow the NP can argue that um I was employed to get you know a afternoon a week I can apply clinical research it can
be working with other people in a clinical research team Q 7. T-1, P.8 Line 257-262
P. That’s right exactly and you know it is not necessarily that you get your name on any publication but it would be still nice if these are the elements when we talk about research that accept this and fulfilling your reregistration as a NP. Q 7. T-1, P.8
Line 263-265
P. I think it’s very important for such a clinical role you need to also justify somehow. Q 7. T-2, P.9 Line 281
P. Ah what it is what you do to change and you can say whatever you want if you don’t back it up with data things are not happening Q 7. T-2, P.10 Line 283-284
P. I think for sustainability of the role for future development of the role ah for capacity building, team building ah I think the NP has a central role in that we also have the academic capacity to actually do research which I don’t expect from a level
one nurse level two nurses really. Q 7. T-2, P.10 Line 288-290
P. I think you need to have the academic maturity to do that as well and to guide that and that goes together with leadership as a leader in nursing ah we like I said before I changed managers and we can only change health by producing data
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Q 7. T-2, P.10 Line 292-294
P. And I think we have the academic capacity to do that Q 7. T-2, P.10 Line 296
R. Yes and when you get to that senior level a role in that clinical expertise it almost becomes an expectation that people in those roles Q7. T-2, P.10 Line 297-298
R. Are producing that sort of academic research Q 7. T-2, P.10 Line 300
P. Definitely it’s an expectation Q 7. T-2, P.10 Line 301
R. Whereas the other people might be a choice that they are interested in it but when you get to this level it is expected that you will participate in this research Q 7. T-2, P.10 Line 302-303
P. Yeah, yeah the expectation is also that you sort of interlink with people international and nationally and presenting data of conferences is part of the NP role as well we are ah leaders where we educate we inform healthcare we inform government
we are on the cusp of where the problems are and we are not bureaucrats sitting around a table trying to change health care ah bureaucrats don’t it’s hard for them to really know what’s going on Q 7. T-2, P.10 Line 306-310
P. I think it’s essential I think it’s a clear requirement to maintain my endorsement Q 7. T-3, P.3 Line 84
P. I think it’s a clear requirement to um be a nurse leader. Q 7. T-3, P.3 Line 86
P. As a senior nurse within the organisation. Q 7. T-3, P.3 Line 88
P. And I think for my own professional development. Q 7. T-3, P.4 Line 90
P. It’s a requirement Q 7. T-3, P.4 Line 92
P. I don't feel it should be a core competency I will say that because for me personally I actually feel the role is clinical. Q 7. T-4, P.21 Line 640-641
P. My job as a NP is at the bedside assessing my patient coming up with a diagnosis formulating a treatment plan and initiating appropriate treatment or referral for my patient. Q 7. T-4, P.21 Line 643-644
P. That is the primary business of a NP. Q 7. T-4, P.22 Line 646
P. If I did a master’s in nursing research I would expect you to tell me I should be doing research. Q 7. T-4, P.22 , Line 648
P. And that’s an issue I’ve had with the wording of APHRA. Q 7. T-4, P.22 , Line 650
P. Yes is that they state that you should have involvement you know when you do the thing for endorsement Q 7. T-4, P.22 , Line 652-653
P. And it says involvement in research I disagree with that completely because I don’t feel it should be a necessary thing. Q 7. T-4, P.22 , Line 655-656
P. For you to be a NP it’s highly beneficial. Q 7. T-4, P.22 , Line 658
P. But doing research does not make me a better clinician Q 7. T-4, P.22 , Line 660
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P. Does not make me a more competent practitioner Q 7. T-4, P.22 , Line 662
P. Any more so than attending a seminar Q 7. T-4, P.22 , Line 664
P. Than updating my skills than going to a workshop than reading something that’s been published if I have a need to find out something I should be able to and I believe that we should have the skills to do it. Q 7. T-4, P.22 , Line 666-668
P. But to have it as a mandatory competency Q 7. T-4, P.22 , Line 670
P. I disagree Q 7. T-4, P.22 , Line 672
P. And I think that that’s one thing that APHRA very much needs to look at is that statement of being involved in research Q 7. T-4, P.23 , Line 674-675
P. Because what is research Q 7. T-4, P.23 , Line 679
R.

That’s right and you know it just starts with other people research doesn’t necessarily mean you are running you know you’re doing a whole big ethics research which sometimes people um envisage that’s what it is but it might be research

involved in working collecting data or supporting stuff but it needs to be spelt out because you know when things are put down as core competencies that can be um you know for NPs I think what do I need to be doing here. Q 7. T-4, P.23 , Line 680684
P. Well that’s it and like I said my core competency is being able to look after that patient in that bed Q 7. T-4, P.23 , Line 685-686
P. I think I think it’s vital Q 7. T-5, P.18 , Line 576
P. I think I think as a core competency as a nurse clinical nurse leader um I think it’s vital a vital element for one of the core competencies for a NP you need to you need to be able to go from I guess your knowledge base and the way you interact with
your within your healthcare team to provide that leadership um but you also within your workplace need to be given the space to be able to develop it um portray it and present it I guess Q 7. T-5, P.18-19 , Line 591-595
R. That’s right so at least if some NP was doing research and getting it published it does make that role stand out more. Q 7. T-5, P.20 , Line 636
P. I think it is I think any opportunity that you can take is because you have always reflect clinically analyse what you’re doing it’s not that you but also time and I guess um keep yourself up to date you know with your clinical practice so talking to
others so for example you know I’m mentoring a NP um she’s a haematology NP and she’s fairly new in the role and so we chat. She’s got ideas of how we sort of improve and how we go about it not just that clinical practice for us is also about um
our effectiveness as a group and also progressing the role progressing Q 7. T-6, P.7-8 , Line 244-248
P. It’s one thing that’s sort of been missing I think a little in the last lot of NPs competencies I don’t think it’s articulated as well. Q 7. T-7, P.14 , Line 438-439
P. In the current NP competency standards um I think it was very well articulated in the first one um NP competencies but I think it should be spelt out as something that is really important um competencies. Q 7. T-7, P.14 , Line 441-443
R. Yeah because it allows that sort of NP to stand out as a bit of a leader doesn’t it it’s that’s another part of their role is. Q 7. T-7, P.14 , Line 444-445
R. Driving and leading research and also then you can sort of you bring other staff involved isn’t it that’s how you can actually develop I think a lot of clinical research I think what’s coming from you know the education nursing unit it’s not
necessarily about clinical its always about some other something their agendas buts it’s not really the core clinical on the floor Q 7. T-7, P.14-15 , Line 447-450
P. Yeah yeah but I think um I think we’re going roundabout. Q 7. T-7, P-15 , Line 451
P. There’s certainly times when you need to lead from the top um and we’re certainly going roundabout to what a couple of years ago we had an extensive education session which saw each unit to really target best care they called it and they taught us
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all skills and um tools to use to change care um and a lot of that is really action research based um and then that just suddenly fell out away for those roles you know people move on and they do another project. Q 7. T-7, P-15 , Line 453-457
P. And now it’s more about at the moment its more about um patient experience so if I had a research proposal about patient experience then I’m sure that I would get more vying from the organisation than looking at assistance. Q 7. T-7, P-15 , Line
459-461
P. I would have to put it in those words so I think it’s about capturing what’s happening around the place and wording things in a way that um gets people higher up involved in it Q 7. T-7, P-15 , Line 463-464
P. I think it is I mean in saying that I am aware that I haven’t done it um but I think it should be um a um that part of being clinical leaders and NPs should be involved in actually expanding the knowledge Q 7. T-8, P-15 , Line 435-437
P. Of the area and you do that through research so I do think it is a core function or I don’t know whether it is necessarily a competency. Q 7. T-8, P-15 , Line 439-440
P. But certainly it should be a role expectation of an endorsed NP . Q 7. T-8, P-15 , Line 442
P. Yes that’s right and so I would agree with that and I think because of that um then we absolutely should be involved in examining our own practice and expanding the knowledge and expanding the evidence and the knowledge that sits behind it. Q
7. T-8, P-15 , Line 445-447
P. I think too I would say to argue against it is and that doesn’t make any sense Q 7. T-8, P-15 , Line 449
P. Yeah I think it’s really important and like you said I think that the NP as they are the clinical leader well they should be the clinical leader I mean they have done the work for it and they’ve certainly got the knowledge base for it so I think um that
um participating in clinical research and passing that on not just participating it but also dispersing that knowledge so I think that I would see my role as also think well our stuff here you know. Q 7. T-9, P-12 , Line 375-379
P. There’s this new research what do you think about that maybe that’s the um role of the NP into read the research and understand and be able to tell others what it’s about and how explain it so I think that um I think it is important but as I said I think
it’s almost impossible with time constraints. Q 7. T-9, P-12-13 , Line 381-384
P. Absolutely yes um and however once again it’s got to be the level of participation for many of us because it is much more challenging to participate here. Q 7. T-10, P-7 , Line 203-204
P. But you know it’s something I work really hard to try and bring to um this area um we’re looking at the opal study which is the cancer council um and having tele support for lung cancer patients. Q 7. T-10, P-7 , Line 206-208
P. So I’m like no come on let’s bring it out here lets’ you know have a go and participate and have our people have a voice really and it’s the ideal place for to know whether tele support works um so yeah that’s um I think that again I think it’s um
must be a competency but determining what level of research we have to achieve is um to be competent is going to be challenging. Q 7. T-10, P-7 , Line 212-215
R. Your participating in the research with me today so therefore you know you’re acknowledging in the importance of research this will all go towards Q 7. T-10, P-7 , Line 220-221
R. A published article in the indicating why there is barriers and enablers there Q 7. T-10, P-7 , Line 223
P. But I think it should be part of our um what do I say as a competency. Q 7. T-11, P-13 , Line 390
P. You know we have we have to do so many hours you know CPD you’ve got to do your 30 hours you’ve got do so much for medication well it’s expected that we are part involved in research well then you know maybe there’s something we have to
be involved in each year . Q 7. T-11, P-13 , Line 392-394
R. Yeah and with one of the other interviews I discussed it with I said it’s not necessary you have to be doing your doctorate program it can be you know someone was mentioning they’re involved with the opal study um and it can be like well you’re
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participating in research with me now Q 7. T-11, P-13 , Line 395-397
R. Of what they expect you to do but it needs to be supported I think that this is my um my role it’s part of my competencies as a NP if you want me to practice in this hospital as a NP then I need to be a give an amount of research Q 7. T-11, P-13 ,
Line 402-404
R. Time Q 7. T-11, P-14 , Line 406
P. Actually I’ve signed up for the opal study as well Q 7. T-11, P-14 , Line 407
P. Yeah well I think it I think it is a core competency but as I was saying before it doesn’t always just have to be a formal research project. Q 7. T-12, P-14 , Line 325-326
R. Mmm and even like you being involved in assisting with research like doing this and the study that you mentioned um with McConnelly that’s all being involved. Q 7. T-12, P-11 , Line 329-330
R. It’s just participating and it’s furthering giving the opportunities to further research or get findings from your area of practice really isn’t it Q 7. T-12, P-11 , Line 332-333
P. Yes absolutely Q 7. T-12, P-11 , Line 334
P. I think it is very hard to be a core competency without the support in place Q 7. T-13, P-15 , Line 465
P. I wouldn’t be asked to prescribing and offering diagnostic assessment without a computer and without ... and therapeutic guidelines and all those things but I don’t have the tools to do research. Q 7. T-13, P-15 , Line 467-468
P. But I’m being asked to do that so without something that time and has expectation on organisation when you are given a job given a role this is what is expected like when the health department put down criteria of how your role is going to work
saying so in order this person must have x amount of time non clinical like they do in NSW Q 7. T-13, P-15 , Line 470-473
P. Non clinical being these are the things that must be in place to enable the research. Q 7. T-13, P-15 , Line 475
P. Um so I feel differently than I use to I use to think yep you just have to do it as part of the job and I do think you should do it but um yeah you can’t do it the way it is Q 7. T-13, P-15 , Line 477-478
P. You know and you know and I looked at some research a couple of years ago with the NP group and you know you think you’re doing a lot of clinical you do a good .. of clinical Q 7. T-13, P-15 , Line 485-486
P. But you actually do a hell of a lot of admin stuff. Q 7. T-13, P-16 , Line 488
P. I completely support this I mean we’re meant to be leaders meant to lead by example for the future and you know not enough nurses are involved in research or grasp how important it is and so you know hopefully by us leading by example we can
encourage more participation from more junior nurses but also participation from the management you know to encourage junior nurses because again these junior nurses don’t get involved in research because they have even less time than me. Q 7. T14, P.6-7 , Line 187-192
P. Um they can’t and so they don’t get involved so yeah I think I think um you know clinical research in cancer nursing is crucial. Q 7. T-14, P.7 , Line 196-197
R. Yeah and I think as you said as the NP is that highest level of clinical nursing it’s good to see that the nurses practitioner could be the driving leader of nursing clinical research within the area Q 7. T-14, P.7 , Line 198-200
P. Yeah yeah Q 7. T-14, P.7 , Line 201
P. I think what I would like to see is better support for NPs to actually undertake research and the support we need is not necessarily time per say but it is practical skills, it’s assistance with things we are not familiar with, that’s statistical analysis
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assistance. Assistance with clerical those kind of things, whether we get that through a grant or not through a grant that is something else I think what we would like Q 8. T-1, P.10 , Line 346-340
P. I would like to have an increase linking with university ah I don’t have the feeling it’s ah sort of how can I say I want it more transparent I want it more flexible ah I feel universities should come to us as well and I feel there is sort of a link apart
from having a doctorate sitting here ah yeah there’s not really much that I hear from universities like Q 8. T-2, P.11 , Line 325-328
P. I feel it should be a two way street um I also feel in regard with funding for research to happen we can provide huge benefit to universities through actually bringing the university together well for them to attract more people who want to do the
doctorate. Q 8. T-2, P.11 , Line 335-337
P. Ah I feel the linking could be a lot better ah I also feel the consumer input is going to be very important because if you want change in health the consumers are the one who actually need to drive it. Q 8. T-2, P.12 , Line 349-351
P. I’d like to see us allocated some time to actually do it so you know some non- patient actual time where somebody does our job Q 8. T-3, P.5 , Line 130-131
P. For x number of hours a week or a month to enable us to get actually things underway and I’d like to be able to do that so that I can foster it at a lower level so I can be mentoring. Q 8. T-3, P.5 , Line 133-134
P. I think it needs to be a bit more public and open Q 8. T-4, P.23 , Line 692
P. let’s all be involved in the actual doing the research Q 8. T-4, P.24 , Line 709
P. Which I know is a logistical nightmare and the research teams too big and its more difficult for data collection and data analysis and everything like that I think it needs to be yes it’s a specialised skill Q 8. T-4, P.24 , Line 711-713
P. But I actually feel like out there on the floor Q 8. T-4, P.24 , Line 722
P. People have no idea Q 8. T-4, P.24 , Line 724
P. Really about what research involves Q 8. T-4, P.24 , Line 726
P. About the process Q 8. T-4, P.24, Line 728
P. Well that’s it and I think that would hopefully promote a bit more of a culture of research Q 8. T-4, P.25 , Line 762
P. You know but I actually really feel there needs to be a big promotion of doing it and getting involved with it. Q 8. T-4, P.26 , Line 781-782
R. Yes supporting people to undertake especially said there would be nurses on the floor that wouldn’t have had any involvement in that before so they need support. Q 8. T-4, P.26 , Line 783-784
P. That’s it Q 8. T-4, P.26 , Line 785
P. Advance research in nursing Q 8. T-4, P.27, Line 797
P. Those most people need to be involved in it Q 8. T-4, P.27, Line 799
P. I think biggest thing is collaboration Q 8. T-5, P.23, Line 746
P. And even more than Louise it’s about just sharing ideas Q 8. T-5, P.24, Line 759
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P. We might like to do it as a clinical project someone else might just like to do a pilot study to see if it works there Q 8. T-5, P.24, Line 761-762
P. And not have to do the whole you know somebody not go through ethics and all that sort of stuff Q 8. T-5, P.24, Line 764
P. It’s about sharing ideas and it’s you know we all have things that we think oh god I wish we had time to have a look and think about that and um yeah so I think that’s the big thing is and I think um the more connected cancer nursing is the um more
sort of stimulating and sort of self-enriching in a way. Q 8. T-5, P.24, Line 766-769
P. Well I think again it’s about putting the resources like the even if you have a cancer nursing fellow that would be really that would be the aim of it all so it’s valuing each clinical unit how do we should there be some sort of model or algorithm if
you’ve got what I is it about um the financial models that fund clinical units that would incorporate a nursing research monetary component stuff so could you actually say oh you know if your unit is this size I’m not sure how you would do it. Q 8. T6, P.12, Line 404=408
P. But actually make it almost standard that you have to have nursing research and how you fund that so it makes it a lot easier for nurses to participate and you might have different opportunities so you actually say let’s see if we clinical research
small projects that you could be involved in but not on top of your daily work but as part of it Q 8. T-6, P.12, Line 410-413
R. Form positions within the cancer service you know to support a nursing fellow like you could just have a nursing fellow a 12 month nursing fellow position that’s standard in oncology and then people apply for it and um move through it each year
and at the end of that they produce a research project. Q 8. T-6, P.13, Line 420-423
P. And having a short term contract so people can move in and out Q 8. T-6, P.13, Line 432
P. And so that provides sustainability but it’s not locked up by one person Q 8. T-6, P.13, Line 434
P. And it you know if you’re doing it you could attach that to a masters or PhD but your also you’re also getting paid and that’s fabulous. Q 8. T-6, P.13, Line 436-437
R. It is and again having people move through it allows different projects if you’ve got one person owning that position it could only might be on one particular subject but if you’ve got people rotating through on a 12 monthly basis then all different
types of research can occur. Q 8. T-6, P.13, Line 441-443
P. Yes I think that would be I totally agree with that it creates ……the more people you put through the more it infiltrates into the cultural change of that increase value of nursing research. Q 8. T-6, P.13, Line 444-445
P. And the nursing practice nursing profession so over time Q 8. T-6, P.13, Line 447
P. Imagine the culture change that would occur Q 8. T-6, P.14, Line 449
P. Well I think that national perspective is a key. Q 8. T-7, P.15, Line 470
P. So and really sharing things around Australia um rather than everybody doing their unique projects in their little organisation Q 8. T-7, P.15, Line 472-473
P. Have little outcomes that they can only attract you know ten participants or in order to write it all up those sorts of things um one of the studies I’m involved in at the moment is the opal study of the lung cancer study looking at patient information
needs Q 8. T-7, P.15, Line 475-477
P. I think it’s to me probably about a cultural change because I don’t think we have a research culture Q 8. T-8, P.16, Line 473-474
P. In nursing um and so it is about all nurses at all times looking at questions that could be researched and research becoming more closely linked to daily practice Q 8. T-8, P.16, Line 476-477
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R. So given the opportunity to explore your clinical practice is where it all lies really doesn’t it Q 8. T-8, P.17, Line 490
P. So it actually can possibly motivate a certain population of nurses to say that was a really good experience now I actually know something with evidence that I didn’t know before. Q 8. T-8, P.17, Line 507-508
P. Yes and yeah people might have said before I know this isn’t quite right we could achieve this and when they actually see a result they think oh yes this bit of work extra work we do has made a difference. Q 8. T-8, P.17, Line 511-512
P. And so you know having nursing research which is outcome focused um I think it’s probably a way at the beginning to um to get greater engagement with it but I do think the main thing is how difficult it is to do. Q 8. T-8, P.18, Line 518-520
R. Especially if you are doing qualitative research because you know that’s really then capturing the true experience of the patient and often patients are going to feel more comfortable with nurses that work in that environment. Q 8. T-8, P.18, Line
528-530
P. Um well I wouldn’t mind obviously we need more nursing input um and I think we’re probably I just think it needs to be encouraged and I think more nurses need to see the value of it and I think we should be invited to participate in the unit more
and I think we should be valued as a voice because I think it’s um you know when you think about it for instance NPs you know you are trying to encourage people to reach further than what they are Q 8. T-9, P.17, Line 508-512
P. And I’m talking about your nursing colleagues so for instance here you know I get and you do get your nurses that say oh why did you bother you know you have struggling to get a job you’re struggling to get respect you know and I get that I see
that but I think it’s only through research well not only research I think there’s other things obviously research is one of them where you get a little bit more respect that’s probably what I’m looking at the word I think nursing cancer nursing research
should be done in order to get respect and the value of cancer nurses be seen by more people Q 8. T-9, P.17, Line 514-519
P. Yeah and you can’t read everything you just can’t you know keep up to date with it so it’s really important that I think nursing research should be in there for nurses. Q 8. T-9, P.17, Line 530-531
P. And I do think that um it does need to be developed like we need to have more of it and I think we should be encouraging more nurses to be looking in to it but they’ve got to have time and they’ve got to have passion and they’ve got to have
motivation. Q 8. T-9, P.19, Line 577-579
P. I just want to see it becoming you know as I said we really need to look at those barriers and the enablers and help you know and remember that we are a really untapped often the cancer NP and the cancer nurses they all Q 8. T-10, P.8, Line 238240
P. You know there’s a lot of medical research going on but there’s not that much nursing research and a lot of that is because you know they don’t get you know doctors get certain amounts of time that they’re allowed Q 8. T-10, P.8, Line 242-244
P. They get paid to do research they get um you know it all comes to them people approach them and say look I’ve got this research study I want you to help it doesn’t help as much with cancer nursing um so having people like yourself and all of the
nurse researchers Ray Chan all those people um you know actually coming to us more and more and saying hey let’s do this and here’s how you can help Q 8. T-10, P.8, Line 246-250
P. Taking the ideas and saying right we’re starting this who wants on board as I said with the heparin thing if someone could get it going and then say right you know how many of you cancer nurses out there we could have you know most of Australia
participate without a lot of work and um we would get a really good answer. Q 8. T-10, P.8, Line 256-259
P. Absolutely it can be done but it’s just getting that you know that top level work or someone that is able to you know to contact us or um and I also think you know it’s education contributing you know I’ve done you know I did some of my masters
I’ve started doing masters in research um and kind of just didn’t finish it and weeks in to my NP masters and but even then Q 8. T-10, P.9, Line 264-267
P. Absolutely and it’s one that you know as I said we’re so focused on you know clinical skills because that’s something that we have to keep at a really good level but it’s easier to keep because you know we can tap in to all the medical education and
things like that but actually getting you know um research education and particularly nursing research education is much more challenging Q 8. T-10, P.9, Line 283-286
P. Would be more things like on symptom management and not just disease. Q 8. T-11, P.16, Line 467
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P. Because I think so much of the cancer research is you know it’s all chemotherapy related. Q 8. T-11, P.16, Line 471
P. It’s um you know actually response to the needs. Q 8. T-11, P.16, Line 473
Yeah I think where as it more what is there for symptom control. Q 8. T-11, P.16, Line 475
P. You know what about all the side effects what about the you know peripheral neuropathy and you know that’s fine but then I’m sorry you can’t have any more Oxaliplatin because you’ve got too much peripheral neuropathy but what are we doing
about the peripheral neuropathy nothing you know that that sort of thing so I suppose symptom management and supportive care I’d like to see areas. Q 8. T-11, P.16, Line 477-480
R. Because that’s the sort of research findings that as NPs we can then put in to practice. Q 8. T-11, P.16, Line 481-482
R.

Because everyone’s thinking about it and might come up with their own strategies but by sharing it’s a global thing really isn’t it Q 8. T-11, P.17, Line 519-520

P. Yeah yep and that’s it I think that’s really sort of you know the cancer nursing whereas all the other cancer research is medically researched. Q 8. T-11, P.17, Line 521-522
P. And that’s what they’re interested in where I think that’s a field that we can sort ofQ 8. T-11, P.17, Line 524
P. Move on in Q 8. T-11, P.18, Line 526
P. And lead really Q 8. T-11, P.18, Line 528
P. Yeah I’d like to see from what I was saying before I’d like to see our clinical department being able to show off some of the things that we have done. Q 8. T-12, P.11, Line 336-337
P. Because they’ve done some excellent things dealing with doubts um outreach stuff our chemotherapy education courses we weekly run um outreach education we provide none of that stuff has been written up. Q 8. T-12, P.11, Line 339-341
P. I’d like us to have a um kind of like a standardised a design set that we can all report on nationally Q 8. T-13, P.17, Line 527-528 P. So we’re looking at apples with apples Q 8. T-13, P.17, Line 530
P. Um and then we can benchmark so we know you know this person in this hospital sees x amount of patients and this is what they see this is their outcomes this is their …… this is the you know impact time on hospital bed days and health
economics and utilisation of evidence based practice like low risk …….clinics and you know that’s what I’d like to do I’d like to be able to have something that we all are working on Q 8. T-13, P.17, Line 532-536
P. So if you look at a we have a colorectal database it’s being going for ten years I reckon maybe nine years it’s fantastic it enables report on our outcomes so their experience in doing certain procedures the patient outcomes …., morbidity, mortality
um and um you know when you compare that against what’s happening around the rest of the States my god it helps you to decide where you’re going to go and who you’re going to see and um I think that that sort of data is really powerful . Q 8. T-13,
P.17, Line 538-543
P. we’re about to um get a researcher on to the committee um as basically a bit of a researcher and getting some items out we’ve completed our strategic plan for the next two years . Q 8. T-13, P.18, Line 570-571
P. I like to see it develop I mean I think there’s an awful lot of qualitative nursing research there’s not a lot of quantitative research. Q 8. T-14, P.7, Line 205-206
R. It’s got to be easier really and the resources have to be there like some of the stuff we’ve talked about on these interviews it would be great to have a research fellow position where nurses could go in to a research fellow position for 12 months have
a research project so it was already signed off by ethics and actually would achieve it and a part of that would be presenting it nationally and just building that nursing um foundation for research really isn’t it .Q 8. T-14, P.8, Line 223-227
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Appendix 6 Part B: Formulated meanings, theme clusters using Colaizzi (1978) phenomenological framework

Formulated Meanings

Theme Clusters

Clinical research in nursing is important
The participant believes research in nursing is undervalued at times.
Junior nurse’s value evidence base practice but they may not value the time it takes to undertake the research that provides the
evidence.
Participant believes an individual needs to value research, value their own contribution and own research skills.

Awareness of understanding the value of research to nursing
Informs provision of optimal patient care

Critical evidence is valued but not necessarily the individual’s contribution to developing the evidence.
Participant believes a lot of nurses are interested in conducting research but may not know how to get started or it may be out if
their reach.
Value of research is it has the capacity to build the future direction of health and community services and improve patient centred
care.
NPs are change managers. The NP has a grasp on the needs of patients.
Research will assist nurse NP’s to clarify their role, implement change and inform the outside world what a NP does. Research
assists in making it all valid.
Little evidence of what NP’s bring to the health care setting
Very little hard core or robust data available to support the benefits of what Australian oncology NPs do.
in terms of defining what it is nurses do nursing research is helping to articulate what nurses do and why nurses do it
Clinical research in nursing is exceptionally valuable to do nursing properly.
To nurse to the best of our absolute ability good research is required to back it support it and develop it in taking nursing forward
In order to implement change research assists nurses to look at a problem or a situation or to question why are nursing doing this or
is there a better way.
Establishing an evidence base rationale for why nurse’s do things will gain professional status in nursing.
In evidence based practice nurses both use and generate research findings to provide best patient care.
experience and the knowledge
To drive change evidence is required to support the change
Before you can use the research need to provide the evidence prior to initiating any change.
Providing data/stats provides the data to support the argument for change
Research provides evidence base care that allows nurses to deliver the most safe effective care.
Research and evidence support and inform nursing practice to deliver nursing care to the highest standard of care.
There is a great deficit of clinical research I nursing.
Year after year the same questions/issues are raised but never answered.
Hierarchy of nurse researchers to focus on clinical nursing questions
Research in nursing is valued highly.
Will assist in moving nursing forward and may answer the questions in nursing that are never quite answered.
Nurses need to focus/reflect on embracing, encouraging and supporting clinical research in practice
Through a team approach the research question may be identified as an national issue rather than a local issue.
Research in nursing is terribly crucial, no money to support research
Nursing research positions should be part of clinical roles
Research in nursing is very import.
Time allocation to conduct or be involved in research is difficult.
Nurse’s need to support nursing research.
Clinical research is important for all nurses of all levels
Important for nurses to understand the Australian perspective of research in nursing and not to be influenced by cultural (past ways)
or overseas practices/research.

Awareness by others of individuals contribution to research
Awareness of nurse’s level of research knowledge/skills to undertake research
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Awareness by individuals of own contribution to research

Justifies & informs forward planning of nursing services.

Demonstrates work and worth of the NP role

Some current practices may not be evidence based. Research is important to manage these.
Reflective practice to explore past and present practices.
Nursing has done little research of nursing. Opportunities to be involved in nursing research are therefore less
Many opportunities for nursing to apply research to practice.
Exploring current practices in nursing through research provided opportunities to challenge old/current practices.
Some nursing practices are routine, is there anything that substantiate these practices? Will research change these practices
Nurses don’t value their own nursing research
Nursing research is really under- valued
Participant believes most nurses don’t see the importance of nursing research unless the nurse is enrolled in a post graduate nursing
degree.
Nurse’s may find it difficult to interpret research articles and therefore may not read them.
Participant believes nurses are out of reading research articles as it is difficult to interpret the value of the article towards nursing
practice.
Most nurses would probably lean more towards the clinical qualitative research than the quantitative because of the difficulty in
understanding equations.
The participant states most nurses they talk to see qualitative research as pretty airy fairy
Programs on interpreting quantitative research should be offered to nurses to encourage participation in this method of research.
Complex process in interpreting figures and equations.
Improving clinical outcomes for patients from nursing research needs to acknowledge the value of nursing’s contribution to the
results.
Participant believes research in nursing is extremely important.
Participant respectful to nurses undertaking research in practice as aware balancing work and research is challenging.
Research in nursing is extremely important.
Research is necessary in nursing it is required to change practice.
Lack of time to challenge traditional nursing practices.
Important for a NP, has the capacity to improve people’s knowledge of what NPs do. Research can improve nursing as a profession
particularly cancer nursing.
Valuable to nursing
Builds on a process of encouraging enquiry in practice
Nurses visibly seen as participating in clinical research and then feeding back the result to the clinical team through implementing
change can encourage other nurses to be involved in research.
Nurses need to question practices and not rely on traditional nursing ways.
A lot to be gained in developing research teams with individuals representing all fields from health care.
Reviewing nursing practices does not have to be through formal research, quality improvement activities can provide positive
outcomes.
Clinical research within nursing is crucial. It’s crucial to provide evidence based care of a high standard which may lead to
optimum outcomes for the patient.
Research in nursing is crucial to gain respect from other health care professionals.
Co-supervisor at Adelaide Uni/Johanna Briggs
Participant is working on getting Master’s dissertation published.
Uses validated research tools in workplace for auditing purposes
Published work peer reviewed usually at academic level.
Approached to write an article, participant discusses choosing the right journal academic vs clinical
A retrospective study Investigating the attitudes towards pain management with nurses looking after cancer pts.
Collects data on own workload as a NP
Confusion over what data to collect and what the participant is going to do with the data.(cont. from above)
Participant led a study into decisions about end of life care and advance treatment planning for oncology patients in 2010.
Participant two and a half years ago was involved in a study of the benefits of exercise for women with ovarian cancer
Just rolling out a new study now on exercise physiology
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Awareness of understanding the value of contributing to research to provide optimal patient
care.

Study exploring sepsis associated with IV lines
Menzies health study examining supportive care needs of our aboriginal cancer patients.
One of the simplest projects is getting better at how we identify people within our service.
Study is exploring cultural needs and compliance within a westernised health care system. (discussed also above)
Participant writing a paper on breast cancer in the elderly. (cont. below)
The study plans to look at elderly breast cancer patients and how they’re are viewed to see whether the treatment is different for
older patients instead of our younger patients in a local hospital. It’s general type of research.
Satisfaction survey was completed by participant. The survey collected data
to show women who had surgery feel the process was worthwhile regardless of whether they had a successful outcome or not.
Participant states in order to develop nursing leadership in research to do it properly you know nurses need to do it as part of a PhD
or a master’s degree.
Conducting audits in the workplace, collecting data that later can be used for research.
n/a
n/a
Enrolled in post graduate studies has expectations that research studies undertaken have to be completed.
Audits around one’s own NP practice
(Examples in next section)
Audits undertaken include;
Chemotherapy induced nausea and vomiting
Prophylaxis for DVT
Looking at documentation
Oral chemotherapy monitoring
(discussed above)
Progress from audit to conducting research.
Research interest group in workplace
The group has a few research ideas to progress.
One such study would be to explore supportive care screening for our non-English speaking patients
Require financial support to commence research.
Resources required to undertake research, ie research assistant.
Unable to progress research study, main factors appear to be finance and time.
n/a
Participant manages patients on the OPAL trial which is a trial for elderly lung cancer patients on oral chemotherapy.
The opal study is an in-house study the participant is involved in overseeing the patients.
Participant is involved in the Opal trial design and recruitment of patients.
Participant former role was a manager of a chemotherapy unit. The role included making time and space available and being
willing to have the research to be conducted in the unit.
(mainly clinical trials research)
Participant would like to do some research there’s a couple of projects that the participant is toying with but states they haven’t got
kind of far enough.
Participant states time is the factor that they have not progressed with the research.
Participant has knowledge of research processes. Participant feels this is an advantage.
Participant involved in a study for cancers with unknown primary.
(continued below)
Participant had an interview with a patient who had an unknown primary. The participant then had a phone interview and asked the
patient questions.
Conducted clinical audits of workplace
Participant understands a little bit about the right questions to ask to get the answers that they want.
Participant from rural area, thinks the study it was part of a national study
(unknown primary study)
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Participant is part of a group of NPs who are currently looking at the role of cancer NP
(has not progressed to formal study)
Participant has undertaken workplace audits.
The participant is a solo practitioner which the participant states it is difficult to get support particularly knowledgeable support for
research.
Researcher identifies many of the participants have data collected from audits they have conducted which can be used for research
projects both local and national at a later date.
n/a
Participant involved in palliative care trials
n/a
The participant identifies recruits and refers people on to the palliative care trial team.
Due to lack of time the participant is only minimally involved in the palliative care trial.
(Stated above)
n/a
The participant has been involved in a number of small projects. Involved with the national NP group. The NPs did a research
project last year on the role of the cancer NP.
(Cont. from above)
The study looked at the experiences of cancer NPs and what their roles were and how they differed and how they were similar.
Outcome of the study showed the roles were similar.
(These outcomes of this study have not been published).
As above
Participant involved in a local study with other NPs within their health care setting. The study was looking at the NP role
organisation wide and staffs perception of the role. Participant withdrew from the study due to workload.
(As above)
(As above)
(As above)
(As above)
Participant involved in quality activities which include patient communication tools through diary and DVD implementation.
This was followed by auditing through consumer involvement and re-editing things and re-evaluating what we’ve done and
changing it to meet the needs of the patient/organisation.
Participant researched unplanned admissions over a six month period
(cont. from above)
The study looked at why patients were presenting what times of the day and how many presentations were preventable and what
solutions could be implemented to avoid these presentations.
(cont. from above)
Participant questions if the NP role be one of the solutions in reducing unplanned admissions)
Participant is to undertake a two part study. One will be patient satisfaction of PICC devices and second is related to PICC line
infections and clot formation and then benchmark results against the previous satisfaction survey.
Participant recognises research on PICC lines will be fairly onerous.
Participant involved in a pain study which is about to commence. This is collaborative study between the hospital and university.
Participant states nursing department has a strong research focus. Main research areas are patient reported outcomes, quality of life
studies and interventional studies
n/a
n/a
n/a
n/a
n/a
n/a
n/a
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Participant involved in a blinded study for hemochromatosis patients
(cont. from above)
Patients’ are blinded they’re get either a plasma depletion or a red cell depletion.
(cont. from above)
Aim of study is to determine the optimal treatment for patients with moderately high ferritin levels so that’s between 300 and a
1000
Participant is a co-author on papers that were published with the team.
Participant states it is good if nurses are actually recognised as being part of a whole big team of researchers.
Participant wishes to explore the value of the NP in cancer care
Awareness of multiple areas of practice which can be investigated through research.
Explore Survivorship care in cancer, types of models, outcomes,
The participant questions whether there is any value in Survivorship plans from both a patient perspective and a primary health care
provider perspective.
Participant recommends reviewing the international perspective on survivorship care/plans
Participant questions the use of Quality improvement projects/versus/research projects in collecting data on survivorship care.
n/a
Participant would like to explore patient’s views about survivorship and survivorship plans.
Participant would like to explore the effectiveness of the NP role in survivorship care through conducting research.
The participant asks, what is the role of the NP in survivorship care in the cancer setting?
Participant would like to exploring how chemotherapy discussions occur with people aged above 75 and have an ECOG status of
three or four.
Participant would like to review retrospective data to explore whether the ECOG score of the elderly patient is documented during a
chemotherapy discussion.
Participant queries how many patients >75 years of age die within 28 days of receiving chemotherapy.
Participant plans to exploring the value of the NP role in geriatric oncology
The participant would like to research the supportive care needs of neuro-oncology patients.
Participant would like to research the supportive care needs of women with metastatic ovarian cancer.
Participant would like to explore why bullying occurs in nursing practice
As above
Participant queries if bullying in nursing may be gender driven?
Participant would like to explore the role of the NP in cancer nursing further.
Participant would like to explore the use of CVADS in oncology nursing practice
Participant would like to research equitable access to cancer care in the rural setting particularly access to clinical trials.
Participant plans to explore models of care for post- breast surgery particularly wound drains and early discharge home.
Participant would like to research shared care in oncology including the development on one page summaries that reflect the
important aspects of a consultation.
Participant recognises communication can be an issue in a consultation leading to gaps and missing important facts.
Participant would like to explore methods of communication for patients where English is the second language.
Participant recognises the supportive care needs of patients where English is the second language are less met compared to those
patients where English is the first language.
Participant recognises multiple areas of cancer care that can be researched by nurses including symptom management and
medication management.
Participant recognises NPs as an individual and as a group need to look at NP outcomes and ask how NPs impact on patient
outcomes.
Researcher reflects on reason for research and supports the participant’s views.
Participant is interested in exploring the outcomes of exercise in cancer patients undergoing chemotherapy: Does exercise assist
with fatigue management and general condition and build resilience.
As above
As above
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As above
Participant would like to research physical and emotional fatigue in patients with prostate cancer and myeloma.
n/a
Participant recognises oncology patients provide research opportunities for cancer nurses.
Participant would like to explore the area of survivorship in cancer
Participant would like to explore the patient’s cancer experience.
Participant recognises more research data is required on the role of the NP in cancer care to support the role.
As above
Researcher recognises conducting research into the role of the NP can produce useful data that can support the sustainability and
future development of the role.
Researcher discusses areas of research for oncology NPs include primary health care and survivorship care.
Participant recognises there is a role for oncology NPs in long term follow up care of cancer patients.
Participant recognises research in the role of the oncology NP is important in developing sustainable models of care.
Participant understands research is important to provide evidence to prove that the cancer NP is effective and that the NP is working
at the level expected and not below this.
Researcher identifies only a small number of research articles have been written and published by Australian oncology NPs.
Researcher identifies there is no research data to indicate oncology NPs reduce cancer patient presentations to the ED or
admissions.
Participant unsure if data would be easy to collect on oncology NPs having an impact on hospital avoidance.
As above
Participant recognises research in lung cancer and palliative care could be beneficial.
As above.
Participant recognises the loss of hope has an impact on patients with lung and pancreatic cancer.
Participant recognises quality of life is important for cancer patients with poor prognosis and questions the effectiveness of clinical
trials on emotional and physical wellbeing of patients.
Participant recognises suffering in patients with poor prognosis receiving chemotherapy. Participant recognises the treatment is
harsh and questions themselves why are these sick patients receiving treatment. This is the participant’s perspective not the
patients.
As above
As above
Participant recognises oral chemotherapy is an area of research for oncology NPs. Participant recognises the gaps within oral
chemotherapy include patient education and patient compliance.
As above
Participant questions if the work with oral chemotherapy should be a quality improvement project/s or a research project/s in order
to meet the current demands in a timely manner.
Researcher supports participant’s discussion.
Participant recognises the importance of research in measuring the outcomes of an integrated model of care whether a NP from
diagnosis can meet the supportive care needs of women diagnosed with ovarian cancer.
As above
Participant recognises toxicity from cancer therapies have a huge burden on health care economics including for patient lost hours
of employment, impact of unplanned admissions on hospital services and patient/community satisfaction.
Participant recognises research is required to provide useful data on these topics.
Participant questions if cancer clinicians look at the impact of toxicities on quality of life.
Participant indicates research is important to identify if patients feel confident with the role of the oncology NP particular in
decision making about their care.
Participant recognises data is required as discussed above to acknowledge the benefit of the oncology NP role.
n/a
Participant recognises a validation study is useful when changing/upgrading equipment to the service.
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Participant recognises in quantitative research sufficient numbers are required to support an argument.
Participant recognises that due to small numbers in their service the results of the study will take some time for the study to be
completed.
Participant identifies managers support nursing research but recognises there are no additional resources available to support nurses
undertaking research.
Affiliated universities, participant recognises the support from these institutions are for students not general ward nurses.
Researcher identifies the NP can be a lead in nursing research and drive change in nursing.
Participant identifies there needs to be a wider focus on nursing research just not focussing on the NP role.
Participant identifies within the workplace there is a strong focus on excellence which includes linking research into practice
through amalgamating services including local universities.
As above
Participant acknowledges affiliated sites are linking and conducting relevant research.
Participant acknowledges there is access to funding to support research.
Participant acknowledges high level nursing support for research in nursing.
Participant identifies access to research support is available through high level nursing office including a designated oncology
research fellow.
n/a
n/a
Incorporated in below comments
Participant identifies above there is research support from high level nursing sources however acknowledges undertaking research
in practice is difficult due to high clinical workload.
Regardless of the challenges in undertaking research in practice the participant recognises the value of research in nursing.
Participant acknowledges within the workplace there is high level nursing support/commitment to research in nursing to further and
recognise the nursing profession.
As above
Participant recognises nursing research outcomes may have an impact on both local and global health services.
Participant acknowledges there is a culture of support within the workplace to explore new practices and ways of thinking in
nursing.
Participant recognises all nurses within the workplace are encouraged to participate in research.
n/a
n/a
n/a
Participant identifies support for research from high level nursing acknowledges the value of research to nursing.
As above
As above
Participant recognises workplace support through weekly research workshops and assistance to develop projects on hand.
As above
Participant recognises to undertake research in practice there will be an impact on clinical workload.
Participant recognises there is university affiliation with the workplace but acknowledges there is no designated research nursing
positions.
As above
As above
Participant discusses a research proposal which was centred on pathology in relation to wound care and healing rather than nursing
care of the breast cancer patient. Participant and other nurses became involved in order to be recognised as nurses particularly in the
publication.
As above
As above
As above
As above
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As above
Participant states designated research nursing positions may assist in encouraging more nurses to undertake research in nursing.
Participant recognises within the workplace there is a nursing research unit that employs associate professors/ professors who
facilitate research within the organisation.
As above
As above
Participant recognises the value of having access to people who will assist with undertaking research.
Participant displays frustration with original research question changed by research unit changing the focus of the research.
Researcher reflects on past experience with a research unit where the clinical staff felt they were not receiving support through the
allocation of resources to conduct a research project which would benefit both the clinical unit and the research unit.
Participant recognises the burden commitment to research can be on personal time.
Participant identifies there is no ethos on nursing research within the organisation there is an affiliated university to the workplace.
Participant recognises there is a research unit within the organisation who will assist staff if they attend the unit.
As above
Participate identifies from her perception within the organisation there is not a huge promotion on nursing research however
recognises there is assistance available to nurses who do want to undertake research.
As above
Participant acknowledges workplace has an affiliation with a university but does not identify nursing research has a focus in the
workplace. There is a focus on medical research.
As above
Participant feels the focus of universities is on students and income not on building partnerships with hospital clinicians.
As above
As above
As above
Participant recognises affiliation with regional universities but acknowledges the difficulties with undertaking research in the
regional health care setting. Participant recognises time and distance can be a factor.
Participant identifies the differences in metropolitan health care and access to assistance for research compared to the regional
setting. Participant identifies health care settings are very different and to translate knowledge and skills from metropolitan to
regional is difficult.
Participant acknowledges within the organisation there is a strong focus on promoting nursing research this includes research
sessions and assistance in undertaking research projects.
As above
As above
As above
Research reflects on some of the mixed responses to this interview question.
Researcher acknowledges that some organisations receive support for nursing research where as others do not.
As above
Participant recognises there is no affiliated university or research nursing unit within the organisation other than a clinical trials
unit.
Participant acknowledges without the support of a research unit it is difficult to undertake research.
Participant reflects on a past failed research project which was a result of lack of research assistance.
Participant acknowledges organisation is affiliated with universities. A research fellow is employed to work across all disciplines
including nursing. However the main focus is on medicine including research funding is allocated to quantitative research.
As above
As above
As above
As above
As above
A above
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Participant reflects on other organisations access to research support compared to their organisations. Participant identifies there is
varying degrees of support across organisations.
Researcher concludes there is a mixed response amongst the participants. There is a +/- ethos on nursing research, access to
research support and affiliation with universities.
Participant identifies there is a cancer nursing professorial precinct within the organisation which has an strong affiliation with the
university. Participant states ‘there is a strong focus on nursing research and staff are encouraged to be involved.
Participant identifies clinical load, and lack of clinical research support as a barrier to undertaking research.
Awareness of a varied range of barriers which impede research being undertaken in nursing.
Participant acknowledges lack of experience with data analysis, grounding in statistical rigour and transcribing interviews is a
barrier to undertaking research.
Participant acknowledges self- transcribing interviews is lengthy and can be a barrier to undertaking research.
Participant recognises some assistance would reduce barriers in finding out available research grants and support in putting a
research proposal together.
Researcher supports participant’s claims that barriers to undertaking research can be reduced if experience help is provided to guide
first time researchers.
Participant acknowledges receiving guidance in developing the methodology increases confidence to both understand and undertake
research.
Participant is able to rationalise to make outcomes from research achievable.
n/a
Participant recognises undertaking research within clinical practice opposed to postgraduate research does not have to be as
complex and may be more achievable especially if working within a team where allocated roles are designated within the research.
Participant recognises time as a barrier to undertaking research.
Participant recognises IT systems within the organisations are multiple and do not necessary connect to one another which is a
barrier to collecting reliable and consistent data.
Participant identifies having designated time to focus on a specific project is a barrier for undertaking research.
Participant acknowledges other time barriers include working in multiple roles and finding time to complete an ethics approval
application.
As above
Participant recognises a lot of work is required in developing the research project before the project commences which can appear
as a barrier to nurses.
Participant identifies time and financial costs as barriers to undertaking research.
Participant believes undertaking research in practice does not impact on cost as much as it does on allocating time from clinical
work load.
As above
Participant states other nursing roles may be backfilled within the organisation to support a nursing research project however the
participant does not believe this would be the case for the NP role.
As above
Participant identifies there are enablers to undertake research but recognises that time is the barrier that will prevent them from
undertaking and participating in clinical research.
As above
Below T-5 P.12 Line 369
Below T-5 P.12 Line 369
Participant recognises barriers to undertaking clinical research within the rural setting include continuing difficulties in recruiting
and maintaining staff which has a direct impact on clinical workload.
Participant identifies time and resources as a barrier to undertaking research in nursing.
Participant recognises for nursing to be valued as a profession nurses need to value and participate in research.
Participant continues discussion on valuing nursing and provides another example of the organisation investing professional
development funds into purchasing IT equipment rather than allocating the funds directly to fund research in nursing.
Researcher confirms with participant it is important for nurses to question practices and not to become accustomed to traditional
ways of doing things.
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Participant identifies that time may be a barrier in undertaking a large research project but will continue to do small research
projects that may have outcomes for her local area.
Participant identifies by putting patient care first it has produced a barrier to allocating time towards nursing research.
Participant reflects and recognises there are opportunities to allocate time for nursing research however the personal decision is to
put patients ahead and use this time for patient related matters.
Participant identifies two barriers for undertaking research in nursing. One is related to clinical practice which the participant does
not extend on. The second is the participant is a member of the organisations human research and ethics committee and is
overwhelmed at the thought of developing and submitting a research proposal to the ethics committee.
As above
As above
As above
As above
The researcher confirms with the participant these barriers have been identified by other participants in the study.
Participant recognises the lengthy process of undertaking research can be a barrier and can deter nurses.
As above
Participant recognises allocating time to complete the requirements of research is barrier.
As above
As above
Participant recognises allocating time and lack of resources as a barrier to undertaking research in nursing.
As above
As above
Researcher identifies from current study some participants are allocated non clinical time but use this time on completing patient
related paperwork.
Researcher addresses one method of allocating time for research with NPs may be formally through incorporating research as a
necessary requirement of employment in the job description.
Participant identifies undertaking research when employed in the rural setting is challenging due to time and lack or resources for
support.
Participant identifies due to undertaking combined roles of CNC/NP time is a barrier to undertaking research in nursing.
As above
Participant discusses it difficult in her role to differentiate allocated time for the specifics of the NP role in comparison to the CNC
role.
Participant discusses there is an organisation expectation that NPs are undertaking/involved in research.
Participant identifies area of research interest. Time is identified as the barrier in moving this idea forward from a thought to
initiating a research project.
Researcher acknowledges participants discussion and offers support mechanisms.
Participant acknowledges high clinical workload resulting in lack of time is a barrier to undertaking research.
As above
Participant identifies lack of allocated time by the organisation to undertake research in nursing is a barrier.
Participant recognises lack of resources within the organisation to support nursing in research is a barrier.
Researcher identifies research objectives from nursing research units within organisations may not be the same as
individuals/clinical units. Researcher recognises cross objectives may be a barrier for individuals to undertake research unless the
individual has a defined project related to an academic program they are enrolled in.
Participant states increasing clinical workload across all cancer nursing units in her state will be a barrier to undertaking nursing
research. The participant states there is just no time to do anything other than clinical workload.
As above
Participant identifies lack of resources is a barrier to undertaking research in nursing.
Participant identifies time as a barrier to undertaking research in nursing. Participant states they already work nearly double of
employed hours to complete clinical workload leaving no time to consider including research in their practice.
As above
176

Participant has highlighted research needs to organisation. Participant feels there is a lack of support from the organisation, the
focus in on clinical workload.
Researcher acknowledges participants statements.
Researcher discusses incorporating designated research time for the NP in future positions/position descriptions. Researcher
believes by promoting this it may overcome the identified barriers especially time allocation for research.
Participant identifies obtaining patient numbers especially in specialised services to complete a research project will be the major
barrier.
As below
Participant identifies due to the unknown nature of clinical workload time could be a barrier especially if the workload increases.
The participant recognises this is twofold, more numbers are required to complete the project however more numbers would
increase workload and less time to undertake research.
Participant identifies balancing workload and spare time may assist in undertaking research.
As above
As above
As above
Participant believes support from clerical staff, the research unit and colleagues within a collaborative setting are all enablers to
support undertaking research. If funding is available to support a project officer the participant recognises the value of such a
position in enabling research.
As above
As above
Researcher supports participant’s argument of developing a collaborative partnership with experienced researchers as an enabler for
undertaking research.
Participant identifies support from management as an enabler for undertaking research.
Participant indicates consumers within the organisation are very supportive of facilitating research by being active members of
committees.
Participant identifies medical support as an enabler for undertaking research rather than nursing.
As above
Participant identifies others within the research team as enablers to supporting undertaking research through a collaborative
approach.
As above
As above
Funding to support research is identified by the participant as being an enabler to undertaking research particularly if the funding
supports designated time to undertake research or the employment of a project officer/research assistant...
Participant believes motivation to undertake research is an enabler.
As above
As above
As above
As above
As above
As above
Participant identifies appropriate staffing levels as an enabler for undertaking research in nursing.
As above
As above
Participant identifies a model where clinical research is integrated into nursing practice. The participant views this as the “magic
formula” for enabling research in nursing practice.
Researcher proposes a future NP model which incorporates both clinical and research into the role would potentially enable
research to become part of the NP’s practice.
Participant acknowledges a collaborative model is a supportive model for enabling research in practice. However at times the
participant states the discussions go in different directions which prevents the research from moving forward which could be seen
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as a barrier to progressing research in nursing.
Participant identifies having a personal agenda for research is good. The participant recognises time wise this may not be realistic
and a collaborative approach may enable research to progress in nursing.
Participant identifies sabbatical leave (currently unavailable to most clinical nurses) and access to funds is an enabler for
undertaking research in nursing.
Participant identifies access to a statistician within the workplace is a support mechanism and an enabler for undertaking research.
Participant identifies a collaborative model/affiliation with universities enables research through the combination of expert clinical
staff and academic staff.
The participant identifies co-joint positions between the university and hospital has the potential to enable research in nursing.
However the participant recognises the positions must be visible within the clinical setting to be successful.
Participant identifies participating as an active member on the research ethics committee enables them to understand the process of
undertaking research.
Participant identifies developing a small core group of nurses who share an interest in research has the opportunity to enable
research through a common interest.
Participant believes the organisation is supportive towards nursing research particularly in oncology.
As above
Participant believes the organisation will provide funds to enable nurses to undertake research. The participant however is unsure of
the criteria which could be a barrier if the participant is unclear.
As below
The participant identifies practicing in the rural setting is a barrier to research however the participant recognises they can be
involved in research but through a collaborative model that may be with metropolitan hospitals/universities.
The participant identifies being an active member of the cancer nursing specialist network with CNSA is an enabler to being
involved in nursing research particularly cancer nursing.
This model the participant believes would foster research from nursing collaborating across a national group with national
outcomes.
The participant identifies the importance of data from rural areas to represent patients and to identify the value of the NP role in this
setting. The participant recognises collaborative research particularly with cancer nursing organisations may enable this research to
occur.
Participant acknowledges allocated time and support to undertake research in clinical practice is an enabler.
Participant acknowledges her passion for cancer care is an enabler for pursuing research in nursing.
Participant recognises patients are very driven and passionate towards patient care and enable research by participation in either
nursing research or enrolment in clinical trials.
Participant acknowledges staffing to provide backfill or to assist with research is an enabler
Researcher acknowledges patients due to the nature of their diagnosis can be good subjects for cancer nursing research.
As above
As above
Participant believes an enabler to support clinical nursing research in practice involves the organisation providing
allocated/dedicated non-direct patient care time.
As above
As above
Researcher supports participant’s argument of dedicated research time to facilitate research within the organisation.
Researcher identifies the NP role as a senior leadership role which drives/participates/facilitates nursing research within the
organisation.
Participant identifies medical staff’s level of support for undertaking research in practice and proposes nursing staff should receive
the same level of support within the organisation to enable nursing research.
Researcher supports participant’s argument.
Participant identifies increased support from universities which is focussed on nursing research at a clinical level rather than just
student support would enable research in nursing.
Participant identifies allocated time to undertake research in nursing as an enabler.
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Participant recognises a dedicated research team would support and enable research in nursing.
Participant identifies an important enabler for nursing research is staff who have vision and enthusiasm for undertaking/facilitating
research.
Participant acknowledges individuals who offer their knowledge, skills and time in assisting and supporting research are enablers
for developing and growing research.
Participant recognises that deadlines are difficult to meet in research but identifies they are important enablers to keep the research
on track.
Participant acknowledges small contributions from the organisation towards research including IT data analysis packages enables
research through reducing workload on the researcher.
Participant argues to enable research in nursing practice a research assistant allocated to the service can reduce workload by
managing much of the paper work including the ethics application.
Researcher supports the participant’s argument for a research assistant to enable research to occur and continue- in nursing.
Participant acknowledges medical colleagues as a hug support in enabling research including financial support in attending
conferences to present results.
Participant believes nursing services are supportive however the participant recognises nursing services would not assist and
support research if resources or funds were required.
As above
As above
Participant supports research as a core competency for NPs but questions the percentage of workload.
The participant questions if NPs put research into the too hard basket to avoid facing it.
Participant identifies research has not been considered as a key indicator for practice.
Participant identifies research has not been included in the NP scope of practice which may indicate research is not valued as highly
as clinical skills.
Participant acknowledges research is a core competency for NPs however further clarification is necessary to the level required for
the NP to meet competence.
Researcher supports designated time for NP to undertake research to meet competency standards.
Participant identifies the possible positive outcomes of undertaking research as a NP.
Participant identifies undertaking research as a core competency is necessary to justify the NP role.
Participant believes research as a core competency for NPs enables the sustainability and development of the role.
Participant believes NPs are academically prepared and have the capacity to both undertake and lead research in nursing.
As above
Researcher views senior nurse clinicians including NPs as a matter of course should be undertaking research in practice as a core
competency.
As above
As above
Participant further believes extending this competency to include delivering facts and findings at conferences and meetings to
inform health care providers/government.
Participant believes research should be a core competency for NPs to enable leadership within the organisation and professional
development.
As above
Participant identifies the NP role as a clinical role only and does not support research as a core competency.
Participant discusses examples of practice to support argument the NP role is clinically focussed not research based and therefore
research should not be a competency.
Participant identifies research as a benefit to the NP’s practice but does not support research being a core competency to be
endorsed to practice as a NP.
Participant argues including research as a competency from his view does not make him a better clinician.
As above
Researcher discusses different levels of activities which can be identified as undertaking/participating in research in practice.
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As above
As below
Participant believes research as a core competency for NP is a vital element of clinical leadership within the health service.
Participant identifies to foster research within the NP role support is required from management.
Researcher believes by research being a core competency for NPs it promotes the role through the research being visible in
presentations and publications.
Participant believes research is an important core competency for NPs. Participant states research keeps NPs up to date with the
most available evidence.
Participant identifies research as a competency is important for NPs however the participant discusses the lack of clarification
around the competency for NPs.
As above
Participant believes NPs drive and lead research. Research as a competency standard for the NP the participant believes facilitates
this.
As above
As above
As above
As above
Participant acknowledges they have not undertaken research but identifies NPs as clinical leaders who should be involved in
expanding knowledge and believes undertaking research should be an expectation of the role.
However the participant questions should research be a core function of the role rather than a core competency?
As above
As above
Participant believes research as a core competency is important for the NP. The participant believes the importance is related to the
NP interpreting and dispersing the outcomes of the research to other nurses to influence practice
As above
Participant strongly agrees research should be a core competency for NPs. However the participant questions, determining what
level of research the NP has to achieve to be competent is going to be challenging.
As above
As above
As above
As below
The participant supports research as a core competency for NPs but questions achieving this may be difficult due to meeting other
requirements of the role.
Participant identifies working collaboratively with research projects rather than independently will facilitate in meeting the
competency standard for research.
Participant identifies support from the workplace organisation in providing time and resources is important in achieving
competence in research for the NP.
As above
Participant believes research is a core competency for NPs and identifies the competency can be achieved through participating in a
collaborative approach.
Researcher supports a collaborative approach to research as one method of facilitating the NP to undertake research within their
practice.
As above
As above
Participant aware of required research competency standard for NPs. Participant argues the workplace should hold accountability
in ensuring the NP is provided with the support to achieve this standard.
As above
As above
As above
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As above
Participant identifies NPs as leaders in clinical nursing practice. Participant believes NPs are crucial in driving, participating and
facilitating research to influence other nurses to participate/undertake research in nursing.
As above
As above
As above
Participant indicates improved support including academic mentorship and clerical support for NPs would be how they would like
to see cancer nursing research develop in the future.
Participant believes to develop research in cancer nursing for the future requires a transparent and flexible service with universities
linking more closely with hospitals and clinicians. Shared access to funding with both university and hospital sharing a common
goal the participant believes may increase nursing staff to undertake research and lift the profile of both services which may
increase enrolment numbers.
As above
As above
Participant believes to develop cancer nursing research in the future requires support from management to allocate non clinical time
to conduct research which is supported by backfill of positions.
Participant believes for cancer nursing research to develop in the future requires the breakdown of silos, change the current culture
of exclusion and promote research is achievable amongst all levels of nursing.
As above
As above
As above
As above
As above
As above
Participant believes to develop clinical nursing research in Australia requires collaboration between all levels of nursing at both the
university & hospital.
The participant believes this collaboration requires the sharing of ideas.
Participant indicates the sharing of ideas will stimulate the development of research questions which can develop into clinical
projects and along the way strengthen the research process in nursing.
Participant believes research in nursing can be fostered through nurses becoming connected through the sharing of ideas,
stimulating conversations and developing self-enrichment amongst the individuals/groups.
Participant believes resources to support nurses undertaking research is necessary to progress, develop and continue nursing
research in the future.
The participant states each individual unit regardless of the size must be valued for its’ contribution to research to encourage
ongoing research.
Participant argues nursing research should be mandatory within organisations. Participant believes if this was the case the
organisation would fund/provide the resources to support research in nursing practice.
Researcher believes a research fellow fixed term position in nursing could encourage nurses to undertake research projects they
may not normally have the opportunity to undertake when employed in direct care roles. Hence encouraging the development of
research in nursing.
Participant supports the argument for a research fellow position in nursing to develop and encourage research in cancer nursing.
As above
Participant believes a research fellow position in nursing may influence a cultural change within nursing research and increase the
value of research within nursing.
As above
Participant argues a national perspective on research will develop cancer nursing greater than individual projects being undertaken
by nurses.
Participant believes a national research perspective will gather larger amounts of data due to the sharing of information.
Participant believes national data has the opportunity to produce greater results and influence national outcomes rather than
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individual unit changes.
Participant believes to develop research in cancer nursing there needs to be a culture of research which the participant argues is not
currently present in Australia.
Participant believes to develop research in cancer nursing nurses need to question their practice and then link this to research.
Researcher believes exploring clinical practice will facilitate research in cancer nursing.
Participant believes developing research in cancer nursing will require nurses to be motivate if they want to make a difference to
their practice.
Participant believes to develop cancer nurse research for the future will require nurses to understand research takes extra work and
time if nurses want to make a difference to practice.
Participant believes cancer nursing for the future will need to develop research which is patient outcome focussed.
Researcher would like to see cancer nursing develop in the area of qualitative research exploring the true experience of the patient.
Participant would like to see clinical research in cancer nursing develop by nurses understanding the value of research and how
research contributes to nursing practice.
Participant would like to see nurses develop respect for research.
Participant believes the development of research in nursing practice can influence respect on the profession by both colleagues and
the wider community.
Participant believes for clinical research to develop the research needs to be focussed on nurses and being inclusive rather than
exclusive.
Participant states time, passion and motivation are required to develop cancer nursing research in Australia.
Participant would like to see the barriers and enablers to undertaking research in cancer nursing addressed in order to develop
research in nursing.
Participant would like to see dedicated time allocated to nurses to undertake research.
Participant states developing research in cancer nursing can be achieved through providing equity amongst health care
professionals.
Participant would like to see cancer nursing develop through a national focus on collaboration and sharing of ideas, information and
data.
Participant believes a top level position/individual is required to pull nurses together to develop and lead research in cancer nursing.
Participant would like to see clinical research in cancer nursing develop in the future through nurses addressing and understanding
the challenges to undertaking/participating in research.
Participant would like to see cancer nursing research develop by being symptom management and supportive care focussed rather
than disease focussed.
As above
The development of nursing research that focuses on symptom management and supportive care will the participant believes
provide evidence/guidelines that NPs can put into practice.
The participant would like to see the developing a global perspective on cancer nursing research to further advance cancer nursing
practice.
Participant would like to see cancer nursing develop in the future through nursing becoming the leaders in patient focussed care
related researched in comparison to medically disease focused research.
As above
Participant would like to see cancer nursing research develop in the future through nurses being proud of their work and presenting
the results both within and outside the healthcare setting.
Participant would like to see clinical research in cancer nursing develop in the future by producing a set of national standards that
would produce data which would be comparable across the states which would assist in benchmarking and comparing national
outcomes of care.
The participant believes putting a strategic research plan in place will develop cancer nursing research for the future.
Participant would like more quantitative research to be developed in cancer nursing to inform others of another side of nursing ie
infections in patients on TPN and the importance of nursing in preventing these.
Participant would like to see clinical research in nursing develop through the support of resources to enable the research to produce
results of the highest quality.
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Appendix 6 Part C: Themes 1-8 using Colaizzi (1978) phenomenological framework

Theme 1

Theme 2

Theme 3

Theme 4

Theme 5

Theme 6

Theme 7

Theme 8

Research is valued

Participating in research

Topics of research interest

Organisational

Barriers to

Enablers

Research as a core

Developing and

support for research

undertaking research

to undertaking research

competency

fostering research
in cancer nursing

Provides clinical evidence for
provision of care

Provides an opportunity to
publish research

Informs & promotes research in
practice

Demonstrates role of NP is integral
to the role

Demonstrates
retrospective/prospective research
in pain; decision making/end of
life; palliative care; benefits of
exercise for women with ovarian
cancer; sepsis associated with IV
lines /PICC lines; supportive care
needs of aboriginal cancer
patients in the rural setting;
cultural needs and compliance
within a westernised health care
system; elderly breast cancer
patients and access to equity of
care; apheresis research and the
Opal national cancer study

Contributes to the validity of the
NP role

Demonstrates research involving
Australian oncology NPs

Demonstrates changes NP make to
nursing care, including financial
implications

Demonstrates NPs collect
data/conducts audits to validate
workload and reserves for later
research

Provides information which can be
used to promote practice change
Informs capacity building for
nursing services
Contributes to nursing’s
professional standing & knowledge
base

Facilitates NP articulation of the
role
Is under-recognised, in particular
the time involved, lack of
designated time and the skills
needed and work involved in
conducting clinical research

Provides justification of the NP
role.
Demonstrates key performance
indicator data to support
effectiveness of NP role
Contributes by undertaking
quality activities to validate tools
for clinical practice
Identifies having knowledge of
research processes is an
advantage to undertaking research
Identifies resources and finances
are necessary to support research

Identifies effectiveness and
value of the NP role in cancer
care.
Identifies the supportive care
needs of neuro-oncology,
metastatic ovarian, lung and
pancreatic cancer patients.
Identifies cancer treatment and
effects on the geriatric
population.
Identifies equitable access to
cancer care in the rural setting
particularly clinical trials.
Identifies central venous access
devices in cancer care.
Identifies wound drain
management/early discharge
post breast cancer surgery.
Identifies the process of shared
care in oncology
Identifies methods of
communication for oncology
patients where English is the
second language.

Senior nursing managers support
nursing research at varying levels
from no ethos on nursing research
to nursing research units/positions
Benefits to organisation is
identified but no additional
resources available to support
nurses undertaking research
Identifies Universities and
hospitals are affiliated at varying
levels. From core business
focusing on students and income
generation to building excellence
and linking research to practice
Inequities in regional
healthcare and access to
assistance for research
compared to the metropolitan
setting is identified
Funding is recognised as
supportive of medical and
quantitative research in
comparison to nursing /allied
health and qualitative research.

Barriers to undertaking
research include time, clinical
workload ,research
preparation and managing a
balance between
clinical care and research
Lack of research knowledge,
skills and understanding of
research processes
Rural/remote and regional
settings are identified as having
less support.
Nurse Practitioner role often a
solo role, no replacement
available for backfill.
Identifies inadequate
resources and
technical support.

Facilitates research through
developing a collaborative
model
Identifies support within the
organisation including
designated research time
funding and allocation of
resources as key enablers for
research
Consumer’s
contribution to research through
facilitation and participation is
identified.
Nursing groups/networks with
an interest in research are
developed to facilitate research
in nursing in practice.
Individuals with research
knowledge and experience
contribute to developing and
building research in nursing
practice.
Passion, vision and enthusiasm
contribute to enabling research
in nursing.

Identifies cancer treatment
symptom/toxicity and
management of.

Opportunity exists to argue
dedicated research time for NPs
Competency demonstrates the
NP drives and leads research
Competency demonstrates
expansion of NP knowledge to
other health care professionals
and to the larger community
Provides opportunity for NPs to
further research and disperse
findings to own and other areas
of practice
Demonstrates the development,
progression and influence of
nursing research by NPs.
Informs national and
international healthcare and
government bodies of research
outcomes by NPs
Demonstrates leadership by the
NP in nursing research
Confusion exists over definition
by AHPRA/Nursing an
midwifery board on clarification
of type/level/degree of research
is required by NPs to be
competent
3 out of 14 NPs in this research
study do not support research as
a core competency for NPs

Identifies the impact of cancer
therapy toxicities on health care
economics, lost hours of
employment, quality of life and
the impact of unplanned
admissions on hospital and
community services.

Demonstrates knowledge
and skills in research
processes require
development to further
research in cancer
nursing
Developing links between
universities is required to
further research in cancer
nursing
Engaging consumer
involvement can develop
and drive research in
cancer nursing
Collaboration is necessary
to further develop research
cancer nursing.
Cultural change in nursing
is required to further develop
research in cancer nursing.
Hard work, time, patience
and perseverance is
required to further develop
research in
cancer nursing
Recognition and management
barriers to research in
nursing are required to
further research in cancer
nursing
Inequity to research is
identified and addressed
Qualitative research is
justified as a legitimate
method
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Identifies rural/remote settings’
and solo NP roles have further
challenges to undertaking
research
NP participation in research is
identified through
integrating research into
nursing practice

Identifies emotional and
physical well- being of patients
on clinical trials particularly
patients with poor prognostic
cancer.
Identifies exploring the
experiences of patients with a
diagnosis of cancer.
Identifies if exercise in patients
undergoing chemotherapy
positively influences fatigue
management and builds
resilience.
Identifies factors influencing
emotional and physical fatigue
in patients with prostate cancer
and multiple myeloma.
Identifies patient compliance in
oral chemotherapy.
Identifies bullying in nursing
practice
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Appendix 7: The Final Thematic Map (Colaizzi 1978)
Theme 1

Theme 2

Theme 3

Balancing clinical practice and research

Organisational support

Australian oncology NPs identify

Australian oncology NPs identifies

Developing and fostering research

Australian oncology NPs recognise research provides


Clinical evidence for provision of care



Promotes and informs practice change



Supports capacity building for nursing services



Contributes to nursing’s professional standing & knowledge base.



Demonstrates role of NP is integral to cancer care.



Facilitates research through developing a collaborative model.

levels from no ethos on nursing research to nursing research



Supports the validity of the oncology NP role.



Opportunity exists to argue dedicated research time for NPs.

units/positions.



Demonstrates changes oncology NPs make to nursing care, including



There are challenges to undertaking research in metropolitan, rural and

financial implications. .Facilitates articulation of the NP role.







Nursing groups/networks with an interest in research are developed to



facilitate research in nursing in practice.

funding and allocation of resources are key enablers for

Individuals with research knowledge and experience

research.

contribute to developing and building research in nursing practice.






Evidence to validate workload and justifies the value and effectiveness

Senior nursing managers support nursing research at varying

Benefits to organisation are identified but no additional
resources available to support nurses undertaking research.

remote regions of Australia.

Identifies Universities and hospitals are affiliated at varying

of the role.

levels. From core business focusing on students and income

Demonstrates expansion of NP knowledge to other health care

generation to building excellence and linking research to

professionals and to the larger community.

practice.


Demonstrates the development, progression and influence of nursing

Inequities in regional healthcare access to assistance for
research in comparison to the metropolitan setting is identified.

research by NPs.


Support within the organisation including designated research



Informs national and international healthcare and government bodies

Funding is recognised as supportive of medical and
quantitative research in comparison to nursing/allied

of research outcomes by NPs.

health and qualitative research.


Australian oncology NPs identify

Resources and finances are necessary to support participation
in research.



Having knowledge of research processes is an advantage and requires
development to further research in cancer nursing.



Developing collaborative models between universities and hospitals is
required to further research in cancer nursing.



Cultural change is required to further develop research in cancer
nursing.
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Nurse practitioner standards for practice –
Effective from 1 January 2014
Updated March 2018

Orientating statements
Nurse practitioners have the capability to provide high levels of clinically focused nursing care in a
variety of contexts in Australia. Nurse practitioners care for people and communities with problems of
varying complexity.
The nurse practitioner (NP) scope of practice is built on the platform of the registered nurse (RN)
scope of practice, and must meet the regulatory and professional requirements for Australia including
the Registered nurse standards for practice and Code of conduct for nurses.
The nurse practitioner standards (Standards) build on, and expand upon, those required of a
registered nurse. When assuming the title and scope of practice of a nurse practitioner, the NP
understands the changes in the scope of practice from that of a registered nurse, and the ways that
these changes affect responsibilities and accountabilities. Fundamentally, a nurse practitioner
provides nursing care within their regulated scope.
The core Standards in this document are the minimal Standards that are applicable across diverse
practice settings and patient/client populations for both beginning and experienced NPs.
Nurse practitioner attributes are consciously cultivated through formal learning that includes a work
based component. The educational requirement for endorsement of NPs in Australia is a Masters
degree. This formal learning builds on demonstrable advanced practice within the RN scope.
The nurse practitioner has a high degree of systems literacy and can manage care across a variety of
health systems to maximise outcomes; NPs engage in complex and critical thinking; integrate
information and/or evidence; judiciously use clinical investigations; and skilfully and empathetically
communicate with all involved in the care episode, including the person receiving care and their family
and community, and health professional colleagues.
NP attributes are clinically focused, and NPs are capable in research, education and leadership as
applied to clinical care (Refer Figure 1). Research includes processes to support reflective practice,
evidence-based care and quality management. The NP has the capability to educate others related to
the focus of, and available options, of care. Nurse practitioners are leaders and have an ability to lead
care and care teams. Nurse practitioners engage in reflective practice and support others in this
process through clinical supervision or mentoring.
Nurse practitioners are capable of managing episodes of care, including wellness focused care.
Nurse practitioners may be the primary provider of care or part of a care team. They collaborate and
consult with health consumers, their families and community, other professionals, including health
personnel, to plan, implement and evaluate integrated care that optimises outcomes for recipients and
the systems of care.

Nursing and Midwifery Board of Australia G.P.O. Box 9958 | Melbourne VIC 3001 |
www.nursingmidwiferyboard.gov.au | 1300 419 495
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As part of providing care, NPs can order and interpret investigations to facilitate diagnosis and care
planning. Care may include nursing interventions that involve initiation, titration or cessation of
medications. Nurse practitioners take responsibility for following-up on any components of care
initiated. They are accountable for care provided and self-monitor their work.

How to use these Standards
The Standards have been written so as to be easily accessible to a variety of groups, including nurse
practitioners, governments, regulatory agencies, health care professionals and the community. It
should be noted that the Cues (refer to Glossary) written below the Statements are indicative of nurse
practitioner behaviours, they are not intended to be exhaustive. Rather, the cues are examples of
activities that demonstrate the Statement for that standard.
These Standards should be read in conjunction with other relevant NMBA documentation, including:
the Registered nurse standards for practice and the Code of conduct for nurses. They should also be
read in conjunction with the attached Glossary, which clearly stipulates the way in which key terms
are used in the Standards.
In Figure 1, the Nurse practitioners standards framework is illustrated. There are four domains,
namely:

The education, research and leadership domains are couched within the clinically focused standards.
The knowledge and skills contained within the three domains of education, research and leadership,
are integrated in their expression in the clinical role or work.
Collectively, these attributes expressed in nurse practitioners’ knowledge, skills and affect, are applied
in the education domain through educating those receiving care, peers and colleagues. The use of
knowledge in the research domain is evidenced through the judicious application of research
evidence in formulating practice decisions, self- regulation and the development of new systems of
care. The domain of leadership, initially evident in clinical work, increases in capacity to include
community and political engagement.
Figure 1: Representation of how the education, research and leadership domains are couched within
the clinically focused standards
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Nurse practitioner standards
Standard 1: Assesses using diagnostic capability
Statement 1.1: Conducts comprehensive, relevant and holistic health assessment
Cues:

data that inform differential diagnoses
alth care needs of the person receiving care through
synthesis and prioritisation of historical and available data
-existing, multiple pathologies and
prior treatments in the assessment of the person receiving care
ethnic and cultural dimensions
istory,
including prior treatment outcomes, physical findings and diagnostic data to identify normal, at risk
and abnormal states of health

Statement 1.2: Demonstrates timely and considered use of diagnostic investigations to inform
clinical decision making
Cues:
-focused diagnostic investigations that are informed by
clinical findings and research evidence
countability in considering access, cost, clinical efficacy and the informed decision
of the person receiving care when ordering diagnostic investigations

untable for the interpretation of results and for following-up the appropriate
course of action
professionals of the health assessment findings and diagnoses.
Statement 1.3: Applies diagnostic reasoning to formulate diagnoses
Cues:
behavioural sciences, psychopathology, environmental risks, demographics and societal processes
when making a diagnosis
Considers the person’s expectations of assessment, diagnosis and cost of health care

lation of an accurate diagnosis from an informed set of
differential diagnoses through the integration of the person’s history and best available evidence.
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Standard 2: Plans care and engages others
Statement 2.1: Translates and integrates evidence into planning care
Cues:
decision making about health care management and interventions
or care through the integration of
assessment information, the person’s informed decision and best available evidence

Statement 2.2: Educates and supports others to enable their active participation in care
Cues:
experience or episode, whilst ensuring access to accurate and appropriately interpreted information
theory-based and evidence-informed
prognosis
tified needs for educating others regarding clinical and ongoing care.
Statement 2.3: Considers quality use of medicines and therapeutic interventions in planning
care
Cues:
mbers of the
healthcare team and relevant agencies
practitioner scope of practice
als and options
-based treatment options including medicines, in regard to
commencing, maintaining/titrating or ceasing interventions
en planning
treatment.
Statement 2.4: Refers and consults for care decisions to obtain optimal outcomes for the
person receiving care



Collaborates with other health professionals to make and accept referrals as appropriate
ers to other health services, disability services, aged-care providers and
community agencies at any point in the care continuum.
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Standard 3: Prescribes and implements therapeutic interventions
Statement 3.1: Prescribes indicated non-pharmacological and pharmacological interventions
Cues:
evidence-informed management plan
e characteristics and
concurrent therapies of the person receiving care
manufacturers and pharmaceutical organisations
-informed invasive/non-invasive interventions for the
clinical management and/or prevention of illness, disease, injuries, disorders or conditions
-up the findings of screening and diagnostic investigations in an appropriate
time frame during the implementation of care.
Statement 3.2: Maintains relationships with people at the centre of care
Cues:
prognoses and self-management, including their personal responses to illness, injuries, risk factors
and therapeutic interventions
effects, unexpected effects, interactions, importance of compliance and recommended follow-up

-care providers, agencies and community
resources
s to the person receiving care and other health professionals;
mitigates harm, and reports adverse events to appropriate authorities in keeping with relevant
legislation and organisational policy
care system and policy decisions that
affect health and quality of life.
Statement 3.3: Practises in accordance with federal, state and territorial legislation and
professional regulation governing nurse practitioner practice
Cues:
e in accordance with relevant legislation and regulation
appropriate alterations to practice in response to such changes
and procedures appropriate to context and specialty.
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Standard 4: Evaluates outcomes and improves practice
Statement 4.1: Evaluates the outcomes of own practice
Cues:
h persondetermined goals and health care system outcomes
person receiving care and other members of the health care team
nce to identify and select appropriate outcomes measures of
practice
to promote safe practice

ents research-based innovations for improving care

Statement 4.2: Advocates for, participates in, or leads systems that support safe care,
partnership and professional growth
Cues:
that such an expansion will improve access to quality and cost-effective health care for specific
populations
linical leadership in the design and evaluation of services for health promotion,
health protection or the prevention of injury and/or illness

as an educator and/or mentor to nursing colleagues and others in the healthcare team
for whom they care
-care policy and practice through leadership and active
participation in workplace and professional organisations.

Glossary
Advanced nursing practice (ANP): ANP is a continuum along which nurses develop their
professional knowledge, clinical reasoning and judgement, skills and behaviours to higher levels of
capability (that is recognisable). Nurses practising at an advanced level incorporate professional
leadership, education and research into their clinically based practice. Their practice is effective and
safe. They work within a generalist or specialist context and they are responsible and accountable in
managing people who have complex health care requirements.
Advanced nursing practice is a level of practice and not a role. It is acknowledged that advanced
nursing practice is individually attributed within a regulated nursing scope (enrolled nurse, registered
nurse or nurse practitioner).
Advanced practice nursing (APN): APN in the Australian nursing context identifies the additional
legislative functions of an endorsed nurse practitioner that are outside the contemporary registered
nurse scope of practice.
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Advanced practice nursing as a nurse practitioner is a qualitatively different level of advanced nursing
practice to that of the registered nurse due to the additional legislative functions and the regulatory
requirements. The requirements include a prescribed educational level, a specified advanced nursing
practice experience; and continuing professional development.
Advanced practice nursing should not be confused with the term ‘practice nurse’ that is used
colloquially to describe nurses working in the general practice setting.
Attributes: Are characteristics that underpin competent performance. Refer to the NMBA’s
Registered nurse standards for practice
Competence: The combination of skills, knowledge, attitudes, values and abilities that underpin
effective and/or superior performance in a profession/occupational area. Refer to the NMBA’s
Registered nurse standards for practice
Cues: Key generic examples of competent performance. They are neither comprehensive nor
exhaustive. They assist the assessor when using their professional judgement in assessing nursing
practice. They further assist curriculum development. Refer to the NMBA’s Registered nurse
standards for practice
Nurse Practitioner: A nurse practitioner is an advanced practice nurse endorsed by the Nursing and
Midwifery Board of Australia (NMBA) to practise within their scope under the legislatively protected
title ‘nurse practitioner’.
Person/people: In these Standards, person/people is used to refer to those individuals who have
entered into a relationship with a nurse practitioner. Person/people encompass patients, clients,
consumers and families that fall within the NP scope and context of practice.
Prescribing: is defined as the steps of information gathering, clinical decision making, communication
and evaluation which results in the initiation, continuation or cessation of a medicine.
Scope of practice: The scope of nursing practice is that in which nurses are educated, competent to
perform and permitted by law. The actual scope of practice of individual practitioners is influenced by
the settings in which they practise, the health needs of people, the level of competence and
confidence of the nurse and the policy requirements of the service provider
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