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ABSTRACT
This descriptive case study was undertaken to geoan account of chemotherapy

practice in a nurse-led clinic located within aalUdew Zealand area. The researcher, an
oncology nurse specialist, worked along side cglles for thirteen months to enable
practice development. This clinic developed out oked to have services closer to rural
patients in order to address issues of equity,ssc@are integration and the fiscal and
social constraints associated with the “cancerduaf care.” The research provides a
vehicle for the voice of the nurses to be heard prowide treatment to these patients. It
is also an opportunity for me as the researchaséathe case study to articulate my own
narrative and experiences of working and livinghis area. Capturing the range of data
applicable to this case; the ability to concepagit as a service within its context was
possible using case study research methods. Fosgsinvolved in the chemotherapy

clinic were participants in this study.

The findings of this study reveal that what coutdderceived as barriers to outcomes
and practice can in essence be turned into oppbesito develop new ways of caring
for the patient and supporting nursing practiceesehnurses view their practice as safe
within the clinic despite resource constraints. yriwerk in many ways to support each
other and to cushion the patient from the impaditofational and contextual influences.
Nursing practice was shown to evolve as a diresttlt®f internal and external
influences which were the impetus for nurses takasponsibility for their own

competency.

This study also explored what it meant to be areggpced nurse but novice in a
speciality practice. It challenges previously haesdumptions that, to deliver
chemotherapy successfully, a nurse needs to batopgfrom a previously held body of
oncology nursing knowledge. Many challenges aredamn a day to day basis in a rural
practice environment to just maintain consistené @nd promote good patient
outcomes. The nurses are well aware of their rontributing to patient’s quality of

life and the roles they take to meet the growingdseof the patient as a consumer. This



study delves into the multifarious nature of thisse-led clinic and discusses the

processes and relationships that are forged toetedare.
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GLOSSARY OF TERMS

Case Study: A research strategy that investigafggenomenon within
its real life context using multiple sources ofdarnce to
allow the exploration of interventions or thingsspiecial
interest (Yin, 2003).

Chemotherapy: A single drug or combination of cammrugs used in the
treatment of cancer

Nurse-led models of care: A model of care primai#ged in the ambulatory care
setting managed by nurses utilising advanced krayae
and skills (Loftus & Weston, 2001).

Rural nursing: Nursing in areas which are defimeterms of their
geographical location, isolation, physical and hama
remoteness, population density and distance aresado
healthcare services (MacLoed, Browne & Leipert,8)99

Clinical Nurse Specialist: A nurse who is recogdias an expert in a defined area of
knowledge and selected clinical practice (Raja-3pne
2002).

Mentor: An experienced nurse who role models stedglof
practice and who guides, advises and supervises the
training of a less experienced nurse to assisgtain t
practice development (Kilcullen, 2007).
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CHAPTER ONE: INTRODUCTION TO RESEARCH — LAYING DOW N THE
THREADS

“To weave — to make fabric by interlacing yarn” (lGios et al., 2006, p. 838).

Introduction

As a clinical nurse specialist in oncology andip#lle care | was seconded to a rural
area of New Zealand for a thirteen month tenurguide colleagues in developing
advanced skills and insight into the delivery oérfotherapeutic agents. | felt confident
to be able to share this knowledge having workeshimcute oncology and palliative
care setting for the past six years. However,d discovered rural life and the joys and
challenges of nursing in a rural setting in NewlZed. This case study reveals as much
about my journey during this year as it does alloeicolleagues with whom | had the
privilege of sharing my expertise and time. Theapymity signalled acknowledgement
in New Zealand that nurses do lead clinics for mgpgcialised areas of the health

services and (most) especially in rural and rerseteéngs.

The current healthcare environment is charactebga@pid changes in both treatment
and technology requiring nurses to be skilled @tracal level with appropriate
theoretical knowledge to effectively manage whataw proven to be complex patient
care situations (Yates, 2001). This has certairnbmy experience whilst working in
this speciality area of practice as I've encourterewer cancer drugs, complex
treatment regimens and new and improved devicescaahimproving administration
techniques. | consider ongoing skills acquisitiod a@rofessional development to be a
taken for granted aspect of contemporary nursiagtfme. It is a Nursing Council of
New Zealand (2003) professional requirement fonafkes to maintain competence and
develop expertise. Cancer nurses in New Zealandesigeas subscribe to certain
standards of practice and guidelines to defineesrsdire their quality of practice.

Institutional credentialing for the delivery of e¢hetherapy is the norm in New Zealand



(Jacobs, 2000) and this has been recognised lyaheer Nurses Section of the New
Zealand Nurses Organisation (NZNO, 2004). Histdigdais has been conducted by
more experienced staff mentoring colleagues ofotteNurses involved in
administering chemotherapy in New Zealand are reduio complete some form of
formalised chemotherapy education, offered by tisétutions they work in, on the job
training and attain clinical proficiency in thigy of treatment (NZNO). Many rural
nurses attain their chemotherapy credentialing utidedirection and supervision of
experienced nurses in oncology services in largetres. This is because many of the
oncology services offered in rural areas have lgatéhks to major specialist centres
whose oncologists are contracted to provide sesuméhese areas. Thus the protocols,
policies and procedures instituted for chemothegapyinistration are usually adopted
from guidelines in these centres and in some igstmay be altered to reflect the rural

situation.

My orientation and experience in rural nursing ficac coupled with the challenges of
providing chemotherapy care in a nurse-led cliwias the impetus behind this research.
| used my secondment as an opportunity to look rolmsely into how this rural service
managed to establish and deliver a highly speeidlmirsing service which requires
advanced nursing practice. | was able to docuniménitiirough describing the issues the
nurses identified as affecting their practice. Témult is a descriptive case study
believed to be the first of its kind in New Zealaitdherefore has the potential to inform
future research projects that will hopefully refimersing practices for those delivering

chemotherapy in rural settings.

This project provided me and colleagues with insigto the issues impacting on care.
This enabled us to consider strategies during tbeq and these are aimed at
generating improvements in the overall outcomedéth patients and healthcare
professionals. This descriptive case study frameslelivery of chemotherapy as a
speciality area of nursing practice located inralr(based) hospital; it is based on my
experiences and observations of the clinic setimdjis informed by the conversations

and interviews | conducted with the nurses. The d@gglf is made most explicit through



the nurse’s statements and my engagement with fheralucidate the findings of this
study | locate these insights within literaturédteld this picture of practice in its
context.

I chose the concept of ‘weaving threads of fabtifeveal the intricate process by
which | analysed and then synthesized the datas. dibled me to provide a range of
insights into the wealth of descriptive data | lgathered. | visualised rural practice and
rural life as intertwined like threads in a pieddabric. The many different threads are
woven together to make a whole using the metaphidiabric that reveals people in this
setting to be durable and able to withstand adyerEhe threads also signify the
different relationships and connections that asemsal to sustainable health care
services. This case in fact identifies these trsesd enables me to make this claim.
The idea of threads, weaving and fabric have alsuigled a conceptual framework for
the investigation and this sits alongside the motibdescriptive theory and enables the
whole fabric to be considered a cohesive and rasable case study to those who live
and work in this setting. The hallmark of trustvaness in research was of prime
importance to me and so finding a way to presenfintings of the case study using the
fabric metaphor was satisfying for all. As will described below | have chosen chapter
headings throughout this thesis that convey thispter. For instance, Chapter One
lays down the threads that form the basis forrésgarch project, by providing the
background to the research, its aims and objectitiesnethodology used and the
direction the thesis will take. This chapter alstlines my position as senior nurse and
researcher within this body of work. Laying doweshk threads starts the weaving
process towards gathering information, articulatdeps and understanding the gestalt
of the research project, all of which form the fdation of what will ultimately be the

fabric of this thesis.

Background to Research

My involvement with the nurse-led clinic deliverisgemotherapy treatment in this
rural setting came about as a result of my appantras the oncology nurse specialist

to this district for a period of thirteen monthsy Mecision to work in this area was



driven mainly by a desire to broaden my scope atfice and to experience new
challenges that | was certain to encounter in mwy rede. | was aware that | would face
challenges inherent in rural practice that weréed#it from my experiences in the city.
There were a number of issues | identified firsthas impacting on my practice. These
included the lack of onsite specialist oncologyuingnd no peer review from oncology
nurses. These increased my feelings of isolatiohsaparation from what | had come to
view as crucial support for my practice. | worrggdgbut my practice accountability and
ongoing competency. | was working with limited Hbeére resources, providing care
for patients who lived long distances away. | félad an immense responsibility for the
service combined with the fact that | was new ®ahea and unfamiliar with local
culture. From my impressions and experiences | @kt provide an account of nursing
practice, particularly the delivery of chemotheragyd provide insight into the issues
the nurses saw as affecting their practice. Thewadowvas to be designed as a case study
of chemotherapy administration and in line withecagidy methods the researcher’s
viewpoint and experiences as an insider in the aes@ist as crucial to the subjective
experiences of the nurses working in the clinion(X003). The location of this case
study within its context regardful of subjective anengs and experiences allows a

picture of the nature of practice to be reviewed.

Part of any large acute modern hospital settinlgagrovision of onsite oncology
services which include the organisational and teethmspects necessary to maintain the
day to day chemotherapy clinics. This involves tBeehealthcare and administrative
personnel and requires auxiliary services only sedime larger city centres. Such
services are designed to deliver complex care endeveloped with relatively long
term vision population growth plan as a baselinen{8fry of Health, 2005). A
contractual agreement exists between the Speditisblogy Centre located in another
region and this DHB to provide oncology care fotigras in this district. A medical and
radiation oncologist visit monthly and the oncolagyse provide a key role in care
integration and support. In New Zealand the systiendavelopment of cancer care
services has occurred in six main centres, Aucklbfagnilton, Palmerston North,

Wellington, Christchurch and Dunedin. A full seviwould be considered a site where



surgery, radiotherapy and chemotherapy serviceaaiéable for people of that region
both urban and rural. Education and training dff s¢éaconsidered critical to the ability

of such a centre to deliver services that are dddeagling edge. This means that such
centres maintain a strong research and developioeut with the aim to deliver the
best treatment known internationally to the popaka{Ministry of Health, 2003a,

2005). While the services are funded by the MigisfrHealth coordination and
management of the services occurs for the regimugin these Cancer Centres. They
are hubs from which regional services span oubtmect the rural population in diverse
way. Understanding the national picture of caneevises in New Zealand is important
in view of the projected increase in cancer patiembers but also for future service

configurations.

In the rural area where | was seconded from orlkeomain cancer centres | found the
oncology nurse combines the roles of a number idgomel that would be located in a
city hospital. | was responsible for ensuring tinat treatment was prescribed; the
pharmacy had timely access to the scripts; thepatknew when treatment was to
occur; that a room was available to give treatmiiatt patients had bloods taken on
time; that enough time was allocated for the treatmthat the clinic had staff to
administer treatment. The list is exhaustive busaesulates the complex processes
behind ensuring a successful treatment outcomecase study will reveal how events
such as inadequate staffing resources or the mmalaof chemotherapy drugs impacted

on patient treatment schedules and interruptedrtiaoth operation of the clinic.

Chemotherapy practice is acknowledged as challgrgial complex and this is due to
the nature of the drugs involved and the complexess taken to facilitate smooth
delivery of treatment (Gilbar, 2001; Lasselter & ek, 2003; McCarthy et al., 2003).
There is no research nationally identifying thecgjpeissues in nurses delivering
chemotherapy in rural and remote areas. In facetisdittle research into this issue
internationally and most of the research appeacsmoe from Australia. My case study
closely resembles that of McCarthy et al. who tigiothe use of survey methods were

able to document the nature of chemotherapy pexctic Australia. Many contextual



and situational influences were found to impacthensafe delivery of chemotherapy in
rural areas and amongst these were human and imha@sources, geographical location
and distance from treatment centres (McCarthy.eTahghe et al., 1996; Yates et al.,
2000). The nurse-led clinic in this rural areaas exempt from these influences and the
nurses face many challenges to maintain theirssaild practice. The identification of
the issues through conversation with the staff@ygervation of the conduct of practice
was intentional with the aim of providing a wayesfsuring that old practices were
reviewed, refined and new strategies generatedthéhultimate aim of improving

service outcomes for patients, nurses and headéilprafessionals alike.

While my aim for the project was to describe theureof chemotherapy, | wanted to
provide an insider’s account of practice in thisicl Obviously this account is through
my eyes as the specialist oncology and palliatare ourse engaged to work alongside
staff to enable further professional developmermhemotherapy practice. This case
study is unique for several reasons amongst whiglthat it locates a highly specialised
service managed by nurses in a rural area. Thivedome evident in the body of the
thesis. Although it was not the focus or intentidrthe thesis | also argue that this work
reveals my expert practice as a chemotherapy ntineedynamics of practice and the
ways it informs itself and engages those involeadaled to me that to divorce myself
from the situation would be an act that would diistinmy integral role and contribution
to this practice environment. By reason of choosiase study method as a strategy and
being the nurse delivering education in this sgtohcourse | would be describing my
own practice. Initially this position did not sibmfortably with me. However, | came to
understand that | needed to position myself withenbody of this work and that my
contribution and practice, although viewed as sdaonto the research was a crucial

factor underpinning the integrity of the study.



Methodology

| chose to use a case study approach both as matitoals the vehicle for describing the
nurses’ practice. This choice is congruent withtthditions of Lincoln and Guba (1985)
and Yin (2003) and importantly allows me to locatg professional impressions and
experiences as | was engaging both as a clinicada¢dr and researcher with the nurses.
This position and its ethical considerations angared in chapter four in which |
describe the research methods. The thesis touchathoy areas of practice however it
is important to identify what this thesis is nobab The thesis does not intend to
explore the role of the Nurse Practitioner whichusrently developing in New Zealand,
(although this is pertinent because these nurseducd research as integral to their
practice). Nurses are most likely to deliver chemecapeutics agents to patients with
cancer and the contemporary New Zealand contextendweh practices are occurring
are being identified as nurse-led clinics. Therétle research into actual chemotherapy
practices in nurse-led clinics internationally ¢gsimmons et al., 2004) and none to my
knowledge nationally. My intent in describing piieetis to present the clinic as a
unique case and this has wider implications fohlibé patients and nurses. It is not the
intent of this study to investigate the organisato the cancer services of the region or
even comment on service delivery in which this pcads located; however it is
important to understand the context in which pcacticcurs. Any comments made in
the research to the service have been most careésikarched with respect to ethical
requirements for confidentiality of staff, patieatsd location of the service.
Descriptions of the organisation and service agecfiore made in the interests of
locating the value and insights of comments madenéyurses in the clinic in relation

to their practice goals and expertise.

The case study approach enabled me to gather plgerilata to reveal a detailed
picture of practice and to also locate a highlycgdesed nursing service in its context.
This method is an appropriate research stratedicpkarly when applied to new areas
of research which delve into real life situatio@sgziano & Raulin, 1993; Pegram,
2000; Sandelowski, 1996). | began the study witihynabjectives and gradually refined

10



the focus of what | was most interested in revgahen | began to appreciate the
challenges for the nurses in the setting. This Honen the issues the nurses identified
as affecting practice and uncovered insightful gées into practice which will be the
focus of discussion in Chapter Seven. The casgwelent recommendations for service
improvements with the intention of contributingadionale for arguments made through
the case study for improved patient and nursingaes. Furthermore, the study seeks
to test two theoretical propositions that | develdpo assist me with the direction and
focus of my investigation. In developing these m®ipons | was making hypothetical
statements that firmly positioned the focus ofitigauiry of the case. This positioning
created structural scaffolding that ensured timaadle links between the data and
propositions to either support or refute them wattiie course of the investigation. The
first theoretical proposition | developed soughéxamine how the survival and support
of chemotherapy practice in rural areas was grodimdenutually beneficial
relationships fostered by contextual influenceand around practice. The second
theoretical proposition sought to test my assunmgttnat if attention was paid to
developing a nurse’s knowledge and skills, whitstvading her with access to
appropriate resources; these would provide thepiatvith greater protection and
improve chemotherapy outcomes. The underlying aggans guiding these statements
and links to the data collected will be examined discussed in Chapter Seven in light
of the findings of this study. According to Yin (@8) theoretical statements direct
attention to something that should be examinedimvitie study and provide direction
when looking for relevant evidence. For examples study will examine relationships
that support the infrastructure of the service githee relative isolation from mainstream
oncology services. It will also delve into issuégducation, competency and skills
acquisition in light of contextual influences.

The New Zealand healthcare environment is evolinmmgsponse to fiscal constraints

and consumer demands. Nurse-led clinics are a xample of the innovative ways

nurses have responded to these challenges (Lofit¥egton, 2001). It’s fortuitous that
this service has developed within a timeframe wiherNew Zealand government’s

healthcare policies are geared towards develogngces in local areas pertinent to

11



population needs. The initial description of theve and the immediate impressions of
the context need to be located within the radibahges within New Zealand’s
healthcare environment that have taken place treelast two decades and this will be
discussed in more detail in Chapter Two. The ctigenernment has made a
commitment to strengthening primary health careises based on international
evidence and the belief that this will lead to ioyed health outcomes and reduced
costs (Hodgson, 2006). One strategic vision linkeinproved care in the future is the
emergence of new models of nursing practice ththiplaly a greater role in managing
chronic disease in the New Zealand population (lHody As a sign of its commitment
the current government had provided funding fromytear 2004 to 2006 for eleven
Innovative Models of Primary Health Care Nursing
(http://www.moh.govt.nz/moh.nsf/indexmh/nursing.ifhe criteria for funding
maintained that these models be grounded in primeajth care, strengthen nursing
leadership in this area, and meet the objectivéseoPrimary Health Care Strategy
(2001c). These projects have also been subjebetprocess of evaluation to assess
their effectiveness and have had varying degressafess (Primary Health Care Nurse

Innovation Evaluation Team, 2007).

No service or system is perfect, and in order torove the quality of care delivered, the
issues that affect practice must continue to infdrendebate that will lead to safe care.
This study sought to sensitively highlight the ssaffecting the practice of nurses
delivering chemotherapy in this setting. Througpasing these issues and detailing the
internationally approved processes for best pradtaonsidered that we could
collaborate in making a case for quality and aumdgroving practice. This research will
add to nursing knowledge on rural chemotherapytipesand hopefully establish a
point of reference for future research into thisjeat. It will also provide suggestions
and strategies for current and future service agweents that can be used to influence

care in both rural and nurse-led services.

12



Overview of the Thesis

This introductory chapter outlines the objectivéghe research project providing a
background to understanding why this line of inguuas undertaken, the methodology
used and the importance of this study to ruralingrehemotherapy practice issues. The
way in which service based issues are addressaaiplex cancer services was

introduced in this section.

Chapter Two provides a rich description of the amee the background that led to the
development of this nurse-led clinic. It also pd®s an overview of the wider socio-
economic and political influences on the internagiccancer healthcare setting and
reforms in New Zealand. It provides insight inte thider influences impacting on

nursing care, by building the case that informsrésearch question under study.

The focus of Chapter Three is a review of theditiere in relation to the changing nature
of cancer care delivery and the place of nurseelieics in this environment. | will also
discuss the challenges of chemotherapy deliveryral settings and highlight the
characteristics of practice amidst contextual atudsonal influences. This will provide

insight into the impact of the wider influencestbe cancer practice setting.

In Chapter Four the research methodology is inttedwand the rationale behind using a
qualitative approach is explained. Descriptive tady methods are utilised to answer
the research questions. | discuss the researapndeshical considerations, data
collection methods and analysis techniques. | dest¢he process in which | reached a
point where | could identify the dominant themelc#ted after much review of the data.
Included in this chapter will also be a discussbthe limitations of the study and the

difficulties encountered during this phase of thelyg.

Chapter Five is devoted to a case narrative desgrthe nature of observed practice
through the lens of the researcher. This is tdfiggrovide a vicarious experience for the
reader allowing them a glimpse into what chemoimemactice entails in this setting.

Secondly this account also provides additionaldeion of the study and builds on the
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evidence gleaned from the nursing interviews whwdhbe presented in Chapter Six.
This chapter ends with a reflective account of sofrtae researcher’s experiences to

provide additional insights into this practice epuiment.

The aim of Chapter Six is to present further evigeto inform the study. This was
gleaned from the data analysis of the interviewseséarch participants. The research
focused on the issues that the nurses identifiedfasting their practice. A profile of
the nurses working in this setting is presented@boith a description of practice as
revealed through three predominant themes contistidentified from this data. The
chapter concludes with the suggestions the nureggged that could be used to
enhance practice. Overall, this chapter providesynessential answers to my question
about issues in a nurse-led clinic from the penspeof participants involved in this

practice setting.

In Chapter Seven there is a discussion of the dindings and the implications for
practice revealing new insights into this reseavith reference to supporting literature
to verify or challenge the results. Suggestionsnaade to improve practice and care in
this setting. The intent is also to provide a forfiamdiscussion which hopefully will be

used to maintain, strengthen and enhance the fabtits practice.

Chapter Eight concludes the case study and proaidgesnmation of the research and
key findings. It also concludes with suggestionsfiibure research thereby linking all
the threads of this fabric.

There are few studies addressing rural chemothgragntice issues and these appear to
come from Australia. Little is understood about tiz¢ure of chemotherapy practice in
rural New Zealand settings. The aim of this desimepcase study was to document the
delivery of a highly specialised nursing servicairural nurse-led clinic. The findings
from this study will be used to plan for furthesearch and to support recommendations
to improve the service that is provided to rurdlgras. The goal is also to improve the

working conditions of the nurses in chemotherapyickettings. The findings of this
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case study do offer suggestions for how these swae maintain competence and

develop expertise in their practice.
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CHAPTER TWO: LOCAL CONTEXT -THE THREADS IN THE FAB RIC

“Threads —strands or filaments of yarn used in weg¥(Collins et al., 2006, p. 777).

Introduction

The purpose of this chapter is to position thesindts context. Towards this aim |
provide a general description of the area in withehclinic is located and its people. |
wanted to examine the context in which this serwes developed incorporating the
wider socio-economic and political influences thate precipitated changes within the
healthcare sphere of New Zealand. The way nursesipe and the shape of current and
future services is driven by intrinsic and extrinsifluences. This case would be less
informed if the context of these influences werecunsidered. In accordance with case
study methodology, documents | considered to vagit to the context of the clinic
and nurses practice were examined to provide baakgrinformation about this case
and enable me to develop some understanding @r#atice context. The methods used
to review these documents will be discussed in rdetail in chapter four which sets out
the research methods. The timely development sfgivice has occurred within a
period where the New Zealand government’s healéhpalicies are geared towards
supporting nurse-led initiatives pertinent to papigin needs (Ministry of Health,
2003b). The use of metaphor to create a pictuthrefds intertwined and woven
through a piece of fabric is carried throughoutttiesis to facilitate the understanding
of the different parts that make this case. Theafigseetaphor sits alongside Yin's
(2003) idea of descriptive theory which | use teed a picture of this practice in
context. These threads form part of the strandscthvaribute to the fabric that is

essentially the case study of this practice.

Description of the Area

New Zealand is described as a land of vast costralsich are apparent in its shape,

flora, fauna, dramatic scenery and climatic vaoiagi The area of interest is recognised
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as a predominantly rural area of New Zealand wigakell known for its stunning
landscapes marked with lush green vegetation amddant waterways in the form of
rivers, lakes and scenic coastlines. This areahadove average rainfall in comparison
with the rest of the country and a mild temperéiteate (Wikipedia, 2007). This region
encompasses an area of 23, 000 square kilometleb@most recent census data
indicates that there is a population of approxityad&, 000 people (Statistics New
Zealand, 2006). Early European settlement wasenfted by the discovery of gold and
coal in this region. The economic activities thag@ge the people of this place are
focused mainly around mining, forestry, farminghfng and ecotourism (New Zealand
Tourism, 2006). The nurse-led chemotherapy cliocated at the base hospital in the
largest town of the region. This hospital is thealgpoint for medical care in this area
and offers a range of medical services supporteddityng specialists from other
centres. In addition the health needs of the conitymane supported by general
practitioner services and rural nursing centrasag#td at strategic places in the area
(WCDT, 2005). Some patients have to travel sigaiftadistances to access care at the
hospital because of their rural abode. For thosema requiring advanced diagnostic
procedures and specialist care (not provided byatispital) a trip to a major city
hospital can take anywhere from three to six hoursore depending on their place of
abode. Public transport is limited and in somesrem existent however there are good
road, rail and air links with major urban centrélse people of this area have a
reputation for being warm, friendly, hospitable atoic. These attributes | found from
my association with them contribute to their distive rural culture which carries with

it a strong sense of community spirit and supparefich other.

Development of the Nurse-led Clinic

The nurse-led clinic (NLC) in this rural base hdapivas a relatively new service, just
over two year’s duration when | encountered it. Bhekground to why it was
established relates to the year 2000 when coneeresexpressed by the visiting
oncologists and local Cancer Society regardindable of support and care coordination
for oncology patients in the area. (Referencestdigporting documents are not provided

in this section due to confidentiality and anonynésues). Dialogue was entered into
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with the local District Health Board (DHB) to seevihcancer services could be

improved for patients in this area. These concemrg many (see Table 1).

Table 1: Mitigating Reasons for Developing Oncologiurse Position and Nurse-led Clinic

Increasing demands on visiting oncologists regarthie ongoing care of patients
Increasing patient demands on the local canceetoci

Poor service coordination and minimal support focalogy patients

No appointed person to assist with patient caredination

Lack of access and inconsistency of chemotheraayrtrents locally

No specialized nursing input

Doctors administering chemotherapy had little oerperience in this practice area
Nursing shortages impacting on staff availabiliy fraining

High general practitioner turnover in the area campsing care of oncology patients

Inadequate cancer support education

Also of interest was the fact that the number aigpds receiving treatment in this area
had declined markedly and this was thought to Btdwa lack of trained personnel to
administer chemotherapy. There was no appointesbpdp coordinate care for
oncology patients and this was identified as afaskor in their outcomes. Many
patients and support persons found the socialiaaddial cost of travelling long
distances to receive treatment prohibitive. Foryraatients treatment decisions were
based on and influenced by the distance from theialjist services. The documents
show that the establishment of an oncology nursdipo in 2002 and the clinic in 2004
were in response to these concerns. They estathlessh&tionale for the reduction of
patient distress and aimed for improved patientaues by establishing services closer

to patients.
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The development of this service coincided with@Di¢B’s attempt to address cancer
care gaps within its service in line with strategavernment documents. These were,
The New Zealand Health Strate@inistry of Health, 2000)He Korowai Oranga The
Maori Health StrategyMinistry of Health, 2001a)The Palliative Care Strategy
(Ministry of Health, 2001b)The Primary Health Care StrategMinistry of Health,
2001c), and’he New Zealand Cancer Control Stratéiinistry of Health, 2003a). In
its assessment report into the health needs pbpslation the DHB recognised the
socio-economic impact on patients having to tréwed) distances to specialist centres
and stated its intent to improve access to locahatherapy services for eligible
patients (Wellington School of Medicine, 2001).tAis stage little chemotherapy was
being given in this area for the above mentionedaas. Although this clinic serves the
needs of some patients in the region, | need tot it that all paediatric and most
haematology patients and a certain percentagecoi@yy patients still continue to
receive their treatment at the distant speciatistises. This is because of the client type
and speciality input that this service is not gdaceoffer. It may also be a result of
personal patient preference and the perceived p@gooethat better treatment and care is
given in the city. This DHB has a contractual agrest with this regional Specialist
Oncology Service some 250 kilometres away who p@wnedical and radiation
oncology care for cancer patients in this distfittese oncologists hold monthly clinics
and dependant on the services required, some {skiane to travel to the main centre
for further treatment and support. This clinic veatablished to provide certain
chemotherapy treatments and ongoing support fonotteerapy patients. It is linked
and supported by this off site Specialist Oncol8gyvice who also provides accredited

chemotherapy training for the nurses working i tinic.

My appointment to work in this area was as the @QrggoNurse Specialist. A meeting
with the three nurses involved in chemotherapy adstration at this hospital revealed
that they had arrived from various clinical setirsgound the hospital. On introducing
ourselves to each other we all found that we hatdwanging experience in our

backgrounds. It made sense when they relateddheirse expertise and related how

they simultaneously sustained multiple roles ireottiinical areas of the hospital.
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As we shared in this introductory stage the nuvgere able to share with a colleague
who had insight into the demands of delivering cb#marapy. The nurses revealed that
one of the challenges they encountered in praatagethe constraints on their time and
availability in the chemotherapy clinic. | refledten this and considered that in my
experience infrequently administering chemother@mss not provide adequate
opportunity to develop the nurses’ theoretical elmdcal knowledge in chemotherapy.
Of course this occurred in this setting becausestheere limited patient numbers. When
| reflect back on my nursing career | learnt myftcflarough direct involvement with
patients, observing others, mimicking them, throogntored relationships and
acquiring knowledge and skills through training @neoretical education. Nursing
practice is firmly grounded in experience whicheslplace against a background of
experiential learning, theoretical knowledge, ctigaiskills and processes to execute
the art and craft of practice (Benner, 1984; Ev&mdonnelly, 2006; Tabari-Khomeiran,
Kiger, Parsa-Yekta & Ahmadi, 2007). Nursing CouraéiNew Zealand (2003)
requirements for competency include a componentlwvhcompasses direct care
giving and professional development hours to b&feet competent or proficient. The
International Council of Nurses recognises thatiralmer of factors influence the domain
of competency and they maintain tHdthe competence of an individual nurse within
the legal scope of practice is influenced by aetgrof factors including education,
experience, expertise and interests as well asah&ext of practice’{International
Council of Nurses, 1998).

There is a plethora of literature about competassyes and definitions. However these
are framed, one thing is consistent; competenaytisulated through a range of
descriptive actions and behaviours and encompasaeg dimensions of practice
specific to its context (Arbon, 2004; Evans & Doltyie2006; Meretoja, Eriksson &
Leino-Kilpi, 2002; Tabari-Khomeiran et al., 200Axccording to Benner (1984) any
nurse entering a new speciality practice area araligszunfamiliar with the
accompanying patient care practices is in essextieced to a novice level of practice.
When acquiring a new competency in a clinical dreausual to frame acquisition and

maintenance of competency in terms of numbersiefitd seen with various protocols
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and conditions. The range and diversity of patiant$ the experiences derived from

direct care giving actions then enables the nursxtend their expertise.

The reports | had read to understand the regidrsarvice indicated that there were a
number of eligible patients who could have thesatments in this area. Because no
service was available this group of patients weressing care at the specialist centre at
great financial and social cost. The nurses irctiméc were able to corroborate these
reports and indicated that the development of inean which some of them had being
involved, had relieved what they regarded as theeaburden of care experienced by
some patients. | was interested in this being dtatehe outset and recognised their
ability to advocate and assess the bigger pictudd@nger term trajectory of care that is
required for cancer patients and their familieseSéhnurses were long time rural
residents and showed in-depth insight into theeissifecting patients and access to
services. Most of these nurses have been involvetdtieir patients often from the
point of initial diagnosis and in their capacityfaly functioning members of this

community.

The impact of cancer on New Zealand’s societydaraent contemporary issue and is
reflected in the government’s stand to reducertipact of this illness by making it the
subject of a strategic action plan. Deaths fronteaare on the increase afikde Cancer
Control StrategyMinistry of Health, 2003a) rates it as the legdoause of death in
New Zealand accounting for 29 percent of death®s fah causes. The objectives in the
supportingCancer Control Action PlafMinistry of Health, 2005) are directed at
reducing the prevalence and impact of cancer irsoaiety by investing in activities
that will provide better prevention, screening,dlynaccess to treatment and support of
cancer patients. The impact of this ‘burden of eanags articulated in this document is
as much a reality for these nurses involved irrtpaiient’s care as it is for the patients
themselves. | was able to use this as a contgddibion and describe my previous
involvement with chemotherapy practice and whatuld bring to share with colleagues
in this nurse-led clinic. | knew that my appointrhas the oncology nurse specialist to

this district would be for a period of thirteen nttmnand during this time | revealed that
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| wanted to engage with them in a project docunngntine nature of chemotherapy
practice, particularly as it pertained to a runalse-led clinic. While they were
somewhat nervous at the idea of their work beiegstibject of research they were
enthusiastic about revealing the uniqueness of tiegtknew they contributed. |
indicated that given the changes in the health €gstem in New Zealand that this

would make a worthwhile contribution.

Changes within the New Zealand Healthcare System

In order to appreciate the nature of delivering eomplex service that is considered
highly specialised to people who are themselvegtifeatened, it is critical to
understand the political and social context withimich it is located. This clinic is
important, not only because it is a nurse-led serbut because it exists to alleviate the
burden of cancer care experienced by patientdsneigion. The initial description of
the service and the immediate impressions of théegbd need to be located within the
radical changes within New Zealand’s healthcareérenment that have taken place

over the last two decades. A brief overview is pted of some of these changes.

In 1993 the public health care system was radicayructured with health reforms
geared towards a market orientated model basedensens trends (Ashton, 1999).
There were changes in the way hospitals providedcss with reductions in the
number of available hospital beds. Barnett (208f)ans that this trend is consistent
with international experience and could be expldibg the decline in the relevance of
the hospital as a therapeutic environment. Theaaggs have occurred amidst a climate
of increasing costs and changes in clinical practitany changes have proved to be
unpopular with the general public and healthcacégssionals alike (Ashton). The
healthcare policies and practices of this era kadlted in a reduction in public and
professional confidence in the government’s abitityook after the health of its people.
Health remains, and has always been a contentmiieal issue and the Labour
Government’s 1999 pre-election promise soughtdtrueture the healthcare system to

one that was responsive to public demands (Ash@mange is not always perceived in
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a positive light and this in part depends on hoat thange impacts on a person at an

individual level.

A survey by Barnett and Coyle (1998) provided enieof the wider implications of
the government’s socio-economic restructuring. Liogaeioeconomic groups were
struggling to access health care. This becameifadehas the access and equity
principle and later became enshrined in policy ksyaperformance indicator (New
Zealand Public Health and Disability Act, 2000).spee healthcare and technological
advances New Zealand, in comparison with otherldped countries has significant
health disparities. These are found amongst diftesecio-economic and ethnic groups
and those living in geographically isolated arddmistry of Health, 2002b). According
to Gauld (2001) the government’s new focus was td&za more patient focused
approach, with greater centralization of core gretmlist services. The shifts in health
care services were argued as being towards adugess socio-economic determinants
of health and illness. The compelling aim of theegoment’s health care strategies
(Ministry of Health, 2000, 2001a, 2001c, 2003a) Wwarseduce healthcare inequalities
and improve the overall health of the New Zealaoputation. Achieving this occurred
in two areas; it meant getting to the roots ofriagon’s health problems, by addressing
the issues that impacted on health and strengthgmimary health care services by
encouraging flexible, appropriate and affordablelets of care. Strategic policies were
developed to address individual diseases that datsehighest mortality such as
cardiac, respiratory and cancer. T®encer Control Strategy Action Plavas aimed at
reducing the burden of disease in the populatiomi@iy of Health, 2005). This was in
line with the World Health Organisation recommeratad that maintain that countries
who desire to reduce the impact and incidence ndéemare best served by
implementing strategic plans at national level (istiry of Health, 2003a). These
strategic documents had stated goals and targetielivering health care
organisationally. Key to the delivery of the seegavould be well trained professionals.
Clinical Training Agency funds were sourced cemgribm the Ministry of Health to
encourage staff across the healthcare spectrupgt@de their expertise through

targeted postgraduate education (Ministry of He&@02a).
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At an organisational level the health restructuohghe early 2000’s saw the de-
establishment of Health Funding Authorities in oegil areas and the transition to
District Health Boards. Their task was to buildtparships with their communities to
provide appropriate health and treatment serviGealld, 2001)The New Zealand
Health StrategyMinistry of Health, 2000) had provided a framewdok DHB’s to
improve healthcare disparities. This goal mearttttihm government and the healthcare
sector would have to work closely to identify amltligess problems and issues
associated with poor health outcomes. Closing #ps gneant identifying and removing
those barriers to care, equitable access to appteservices, better care integration and
coordination of services. A commitment had alsonbmade to workforce development
and research activities with ongoing monitoring amdluation of services at a local
level (Ministry of Health, 2000). The governmensichallenged DHB’s to develop
programmes in line with specific community needs.part of this remit DHB'’s were
provided withCancer Control Toolkitsvhereby a number of prescriptive strategies were
suggested for them to institute (Ministry of Heal003a). Amongst these included
programmes directed towards smoking cessationchegisunscreen exposure,
promoting safer sexual behaviours, healthy eatimjiacreased breast and cervical
screening. The current government made a committoesitengthening primary health
care services based on international evidencehanbelief that this will lead to
improved health outcomes and reduced costs (Hodg@8@). In 2005 Pete Hodgson,
the Minister of Health, announced funding for fteprojects that would advance the
goals of theCancer Control Strategic Action Plan 2005-2QH0bdgson, 2005). Some of
these projects were aimed at mapping the New Zeéalancer patients’ journeys and
clinical pathways. In 2006 with funding from themtry of Health and in partnership
with the DHB, Cancer Society and a local Charitabiest a research project was
undertaken in this region to map the journeys ofdicer patients (Doolan-Noble,
McKinley & Cormack, 2006). The intent of this projevas to identify service gaps and
provide insight into the experiences of cancergodsi and health professionals in this

region. The knowledge from this study will be usedform current and future service
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developments that will hopefully reduce the impafatancer on the population in this

region.

The shifts in our healthcare system towards a pyirhaalthcare focus are apparent in
the number of nurse-led initiatives that are enmgygn response to these changes and as
a direct result of government funding (Ministrykdéalth, n.d.). The government’s
expectation is that nurses will play a greater nolmanaging chronic disease in the New
Zealand population (Hodgson, 2006). One examptaefovernment’'s commitment to
strengthening its primary healthcare focus andingrgadership is the Counties
Manukau Innovation Project.

The Counties Manukau Primary Health Care NursimpWation project in Auckland

city received government funding in 2005 of $750 @9er three years (PHCNIET,
2007).1t was one of eleven new primary nursinggrty funded by the government.
This innovation was aimed at developing and stiteghg the nursing workforce and
infrastructure by supporting workforce developminbugh education and

collaboration across the healthcare sector. It aldo enable the identification and
development of strategies within the community thauld address healthcare
disparities. There have been many achievement&wifils project to date which has
being deemed highly successful and to be workidmewith the Primary Health Care
Strategic objectives. Goodman and Lynch (2007)meigome of the accomplishments
within this innovative project. A Primary Health i@a\ursing Team was established
consisting of a nurse leader, clinical nurse spistsaand educators to address the focus
of the Primary Health Care Strategy. Nurse leaderg also appointed to Maori and
Pacific health Primary Health Organisations to addrspecific health care inequalities
suffered by these groups. Clinical Training Agefhayding was accessed to support the
development and training of nurses particularlyhijm areas of chronic care management.
The team have been involved in the scoping of tirad?y Health Care Nursing

Scoping Project which supports the involvementwkimg care along the entire patient
continuum of care. Another project under this intmn involves the scoping of all

nurse-led services in this DHB. Multiple stratediase been embarked on to address
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healthcare disparities at different levels and itm®vation project is a prime example of
the government’s commitment to the health of itguysation and its goal of
collaboration for mutual benefit. It is also an exde of how the service and the

community have intersected to deliver on the gbatducing the burden of illness.

Conclusion

This case is made up of many parts located in gbatel could be likened to the
multiple threads intertwined and linked to weavgexe of fabric. The nurse-led clinic
did not develop in isolation but as a direct resfiintrinsic and extrinsic forces. The
context of this case is important in view of theiseconomic determinants of health
and the implications of market forces on the waysmivices are constructed. This case
is also important in view of the practice implicats for the nurses who are delivering
chemotherapy in this setting. New Zealand’s healthsystem is undergoing rapid
changes in response to political influences, magetanstraints, and the challenging
needs of its population. It is not economicallybk&ato have specialist oncology centres
located in areas with a low population density,deethhe need for relationships between
regional services aimed at providing appropriatd eguitable access to care. The
development of new models of nursing care is se@na way of addressing care gaps.
These current and future developments will not libomt obstacles and perceived
threats. However, these changes represent exaitidghallenging times for nurses in
New Zealand and will enable the development ofslioknursing practice that are
unique to the New Zealand context. In Chapter Thyssition the case in its wider
context and provide a review of the literatureatation to the changing nature of cancer
care. These lengthy threads of influence contiowhaipe and influence practice within
all healthcare settings and to understand this isaseposition it amidst its contextual

influences.

26



CHAPTER THREE: A LITERATURE REVIEW — WEAVING THE ST RANDS

“Weave — to move from side to side whilst goingvésd” (Collins et al., 2006, p. 838)

Introduction

The delivery of cancer care is constantly evolumgesponse to evidence which means
that local delivery is also constantly evolvingttis chapter | continue to develop and
weave the strands that form the basis of this stagly by clearly locating it in the
context of wider influences. Internationally chasgéthin the cancer care setting are
occurring rapidly and New Zealand has not been gxdérom these forces. Nurses
locally and nationally who manage delivery of chémeoapy treatments in the
outpatient setting are anecdotally known to indidhat they enjoy this evolution of
knowledge and those who have been in practiceoimesime can relate the
development of their practice through eras of dagimens and protocols. They keenly
observe the outcomes of such agents and in sorae base been involved in clinical
trials to test such protocols. These nurses alsagrese the impetus behind such
changes have come about through global forces$taince, from drug companies
which impact on technological influences. New athithallenges have also arisen
within the practice setting amidst escalating ddfierknowledge and this in turn has
challenged traditional ways of practice. Many pasgeare well read on their disease
process and possible drug trials and there are midsfar models of care that are
responsive to their unmet needs; for example thebwnselling and support and
education at different stages of the illness. Narsewell aware of their role in
contributing to patient’s quality of life and thele they have to meet with the growing
needs of the patient as health consumer. Thesetasgeahe role ‘chemotherapy nurse’
are not necessarily indicated when the nurse eebiaccreditation to be a primary
caregiver in this treatment, but the ability to doat conversations about the nature of
the drug and the potential outcomes sit alongsievkedge on the toxicity effects and

safe handling. The nursing role does not exteridiew Zealand to prescribing
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chemotherapeutic agents however in this settingutinges are the immediate health
professional at hand and in the case of an emeygerable to deliver first aid if

required.

In line with the conceptual framework developedtfos study (see Chapter 4, Figure
1).  wanted to locate this case amidst the cordegtobal forces. In the previous
chapter | positioned the case is relation to itell@and national context and outlined
some of the changes taking place within the Newafebhealthcare environment. This
chapter further advances that exploration and exasthe global changes as they
impact on the cancer care setting, the relevanoeiisie-led models of care and the
place of chemotherapy delivery in the disciplinaofsing. | refer to the literature to
inform this inquiry and to provide insights intcetkextrinsic influences that impact on

this setting and the challenges nurses face admiimg chemotherapy in rural areas.

The changing nature of cancer care delivery

Cancer care has emerged as a global concern. Faglimegates maintain that 10 million
deaths will occur on a yearly basis from canceuadathe world by the year 2020
(Jones, Chilton, Hajek, lammarino & Laufman, 2006)e fiscal constraints and
consumer demands forced on the healthcare enviminmas meant that healthcare
systems have had to change towards delivering mada&are that are economically
viable, and are appropriate and responsive torgatieeds. The impact of these changes
has affected the way care is delivered acrossiatyaf clinical settings both abroad

and in New Zealand (Buchsel & Glennon, 2005; Keprda899; Macduff, Leslie &

West, 2001; McCaughan & Thompson, 2000). Prolorgespital admissions are no
longer considered appropriate and most patiengswectheir cancer treatments in the
outpatient setting (McCaughan & Thompson; Moor&7tarish, 2000). Significant
advances in cancer treatment modalities combin#ddintreased technology have also
impacted on the way treatment is carried out. Oflaetors driving these changes are; an
increasingly elderly population, greater numbérgatients with chronic disease,
increased patient acuity, and the fact that trewigi ways of caring for patients is no

longer adequate or appropriate (Buchsel & Glenhoftus & Weston, 2001). Nurse-led
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clinics have evolved as a prime example of anradter model of nursing care developed
to meet some of the challenges posed by the cuneaithcare system (Buchsel &
Glennan; McCavana, 2000; Wiles, Postle, Steiner &3, 2001). Nurse led clinics
(NLC) have not developed without a degree of anbivwae and mistrust (Fitzsimmons
et al., 2004). This in part is suggested to betdyeevailing medical attitudes and
whether the clinics are perceived as positive mgatening and whether they are proven

effective (Loftus & Weston).

Nurse-led clinics

Despite a mixed consensus towards supporting tbdehof care, there is a growing
trend towards the development of NLC’s and the bgraent of nurses in clinical
leadership roles to manage these clinics. The eokeslescribed as advanced nurse
practitioner roles in cancer care (Buchsel & Glanr2005; Corner, 2003; Cox &
Wilson, 2003; Egan & Dowling, 2005; Kearney, 19886ftus & Weston, 2001; Moore,
1997; Parish, 2000). New models have arisen toesddrare gaps and nurses have
responded in positive ways to these challengles.New Zealand Primary Health Care
Nursing Innovation Project€007) are prime examples of how nurses have nefgub

to the challenges brought about by this new pamadigthin healthcare. There are many
different models of care all falling within the badaries of NLC’s. Some models
involve the extension of nursing roles which haenseurses subsume roles and tasks
that were previously the domain of doctors. Othedets have enhanced and developed
the nursing role with nurses functioning as autoogspractitioners developing distinct

lines of practice.

In response to these different views, attitudesatoe NLC’s continue to vary. Moore
(1997) views NLC's as a supportive model of careettgped primarily to address the
unmet needs of the patient, whilst Egan and Dow(2@5) describe it as a service
providing an interface between nursing and mediciiey maintain that this service is
run by nurses who have taken on previously heldad@croles and tasks. An accusation

of ‘doctor nurse substitution,’ is an alternatemp®int put forward by Corner (2003)
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and Wiles et al. (2001) who suggest that the nuasedeing used to address doctor

workforce issues.

| suggest that competing tensions will remain ansbrgnsumers and healthcare
professionals alike as to the positive and negditereefits of NLC’s. This is due to
complex issues such as: the type of model instifutes roles the nurses play; the
context in which the clinic develops; plus prevaglimedical attitudes (Corner, 2003;
Fitzsimmons et al., 2004; Moore, 1997). In the BadiStates of America advanced
nursing roles are commonplace and have been aaditett training for a number of
years. However, in some parts of Europe and othntces the resistance to NLC’s is
high. Corner’s rationale again suggests the reasensomplex: it could be high doctor
patient ratios; or the perception that this modelat necessary; or concerns around the

educational preparedness of nurses to take oadkenced role.

In a review of the literature to evaluate the intfpEmurse-led follow up care, Cox and
Wilson (2003) found that this type of care was faenl by patients and proven to be an
acceptable and feasible model of care. However ¢hationed that the effectiveness of
NLC’s across a range of specialties is still tqpb@ven and remains a subject that
requires further study. A report by Parish (2000raandomized trial comparing
traditional medical follow up care versus nursedade interestingly found that patient
satisfaction was high in both services. Howevéwgafactor to emerge from the group
in the nurse-led clinic was the value placed byep#s on the prompt access to the
nurses and the time spent listening to their prableThese findings are consistent with
a quantitative study by Egan and Dowling (2005) vidnnd high patient satisfaction
rates with care in a rural nurse-led oncology cli@orner (2003) suggests that whether
nurse-led care is acceptable to patients as opposktttors’ advice and treatment is
still a factor that requires further clarity. Sinelicates that a lack of professional
development and a degree of resentment that (tegytrses are being used to address
current doctor shortages could be a factor why soanges do not want to embrace

these advanced roles.
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The inadequacy of traditional models of care vetBasncreasing need for cancer care
presents a challenge in today’s healthcare enviemifiParish, 2000). Whether NLC'’s
are a cost efficient answer to addressing the &s&@ cancer care burden remains to be
proven (Moore, 1997). Fitzsimmons et al. (2004)shhis view point and suggest that
nurse-led clinics should not be viewed as the oplyon in relation to future
chemotherapy delivery services. The role of thes@aum the oncology outpatient setting
is an area that still needs further research (E&gaowling, 2005; Fitzsimmons et al.).
A difficulty in evaluating these services for futuplanning stems from the fact that
there are different models of care located withffecent specialties all falling under the
rubric of nurse-led care. This means that althaugharticular model may be effective
that assumption should not be generalized to anotlrse-led model of care. These
models of care have evolved to meet specific patieads and in some instances in
response to fiscal and resource issues. The ingp#ets model of care on the
development of nursing has also highlighted mamcems over the professional
development of nurses to take over this role. Qof2@03) clearly has indicated that not
all nurses embrace this concept and not all nwses to be engaged in ongoing study.
In some situations this type of model is perceiteele threatening to the professional
dominance of doctors. However in contrast, thel sgding necessitates nurses evolve
their practice to meet the challenges of providiage in an environment with fiscal and
contextual constraints. Many rural services relgnig on the nurse to deliver care. This
NLC model of care has worked successfully in thigkregion of New Zealand and will
continue to play a role in future care deliverywéwer ongoing professional
development, workforce specialization combined wsithivities that promote research
are crucial components of practice if nurses wakmthese areas are to ensure
appropriate care delivery and sustainable outcdBweshsel & Glennon, 2005;
Fitzsimmons et al; Kearney, 1999; Loftus & West20Q1; Mooney, 2001; Wiles et al.,
2001).
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Characteristics of chemotherapy practice in rural aeas

The factors that necessitate the need for skileadth professionals who support the
patient during the patient journey recognise thmbulent time the patient is
experiencing. They recognise that the patientabgly regarding their diagnosis as life
threatening. Cancer remains the second highest acdwdeath in New Zealand and the
numbers of people expected to develop cancer esahiy expected to increase in line
with global trends (Ministry of Health, 2003a). Ngwliagnosed cancer patients are
faced with many treatment options and decisiongnaga background of significant
emotional stress and attempts to make sense okthenformation they’ve been given
(Hoelz, Sladek & Michaelson, 2007; Wilkes, White&Riordan, 2000). They may be
familiar with terms such as radiation and chemahgibut may have little
understanding of the impact of these treatmenthein lives. Chemotherapy will be
used as a treatment modality for significant nuslodéithese patients, both those with
acute disease and those who are palliative. Teatelhat is most appropriate for each
patient the treatment is tailored very specificijydose, and timing by the oncology
specialist team. (McCaughan & Thompson, 2000; Sohister, 1999). The age and
severity of the disease and the patient’'s expegiefthe treatment will all be taken into
consideration as the treatment continues. Chematlgerursing practice therefore
occurs as part of a team of experts and requieeatilization of a vast array of
organizational and clinical skills and expert knedgde; all being cognisant that care is
taking place within an environment characterizeddpid changes in treatment methods
(Gilbar, 2001; Lasselter & Warnick, 2003; McCarttyal., 2003). The majority of
chemotherapy is now given in the outpatient setbyngurses because chemotherapy
drugs by nature are considered toxic and havedtenpal to cause numerous side
effects (Gilbar, 2001) this knowledge is integmathe nurses’ practice. The nurse
recognises that the patient having chemotherapyligerable in multiple ways
throughout the disease trajectory. At the firselesf organising the assessment
obviously the nurse is always thinking about thiégpd's quality of life and takes into
account a range of criteria such as: the impattieoflisease; the place where treatment

takes place; treatment schedules; drug toxiciéied;chemotherapy related side effects.
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Errors made at any point from the work-up to treattmduring the writing and ordering
of drugs, to the administration and ongoing manasggraf treatment can have serious

consequences for the patient (Tanghe et al., 1996).

A chemotherapy regimen may consist of one or sédeugs each with their own
narrow therapeutic range. These drugs come witlriay of side effects and when used
in combination the potential for adverse effectangplified. The toxic nature of this
class of drugs is considered critical and a confmrall practitioners who are involved
in the prescribing and administration of chemotpgrtdat error is avoided. Although
medication errors can and will occur in any praesetting the potential for errors to
occur in rural environments is amplified due toesaVinfluences. These include
distance from specialist input, the practice conteadequate resources, staffing skills,
appropriate education, including logistical issabtaining treatment drugs and timely
blood results (Gilbar, 1999, 2001; McCarthy et 2003; Tanghe et al., 1996; Wholey,
Moscovice, Hietpas & Holtzman, 2004; Yates et2003).

A high probability of errors was indicated to bgly possible as the result of a
retrospective study by Gilbar (1999) who auditegldihug records of patients receiving
chemotherapy who were referred from main centresliase hospital (which might be
considered similar to the setting where | was netaag practice). This research report
suggested a series of errors occurred for instan@@cumentation; in unclear or absent
information; or in ambiguous instructions that ¢eeba high potential for
misinterpretation. In a later study Gilbar (20019intained that the most important
reason that medication errors occurred in this tfpgetting was due to the fact that
information about the patient and the medicationewmt always available when
required. | will indicate later in the paper thdbuind these research findings highlighted

similar situations.
| was made more sensitive to these nuances inréotige setting through research

findings which indicate that the problems of estdtihg safe delivery of chemotherapy

are universal. The context within which rural nogspractice occurs can present many
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obstacles that interfere with safe chemotheramtrivent as suggested by the findings of
a survey by McCarthy et al. (2003). Some of théojmnms encountered which require
nurse planning were as follows: the infrequencyredtment schedules to maintain
competency; no dedicated chemotherapy spacespaddquate information arriving
with the drug orders to enable safe managemendefedfects. This study suggested
that exposure to issues impacting on patient ansimgioutcomes is a way toward
improving a service and the standard of care peakid hese findings support previous
studies and confirm that the potential for pooigrdtand nursing outcomes are high in
rural practice settings due to multiple influenddewever, the opportunity to strive for
high quality in the service through education,rirag and auditing of the processes

alongside system development was obvious.

Nurses in rural areas play a major role in patoamé and in order to best meet and
understand their patients’ needs, they becomeatttmand responsive to the issues that
influence and affect their health. Gaining newlslaind the desire to provide
comprehensive cancer care for their patients fsa#lenge rural nurse’s readily embrace
(McCarthy et al., 2003; Rosenberg & Canning, 20@ellenges in delivering safe and
consistent care are also hampered by the distatmnfs live away from treatment
centres, the supportive networks they have in pdackthe knowledge held by the
healthcare professionals looking after them (Bug0Q6).

Conclusion

This chapter has focused on the nature of cancerdsdivery in response to socio-
economic influences and the fact that traditionatleis of care are rapidly being
replaced with ones that appear to be responsigattent needs. Nurse-led clinics are
described as one way of bridging the gaps and impgdealthcare outcomes.

However, the effectiveness of the clinics is detbdtg other professionals. This research
intends to describe the specific challenges rugalth care providers face when
providing chemotherapy treatment particularly wkessed with contextual, fiscal and

resource constraints. While research indicatestigapotential for medication errors
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and poorer outcomes is amplified in less controfliedironments, the research will

consider if this is in fact evident in this casedst.

The literature in this chapter talks about balamaethe fulcrum where the decisions are
made when the patient is present in the ruralnggttiten come down to the decision
making of the nurse. Whilst practicing as the oagglnurse with concern to engage as
a peer and offer education to colleagues from ndewexperience, | found that | faced
many challenges on a day to day basis just to mnaicbnsistent care and to promote
good patient outcomes. | used the case study Fsaaran opportunity to articulate my
own narrative and will indicate how this contribaite the trustworthiness of the overall
study. These wider threads are the basis of theeinées that drive change within our
healthcare setting and in turn influence the wag awoven across the healthcare
continuum. The focus of the next chapter four ish@research methods employed by
the researcher to undertake this case study ofiggat present a strong narrative voice
in chapter five in order to show the link betwe@oking that negotiating care is an
ongoing fight and balance between healthcare resswand situational influences which

often are out of one’s control.
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CHAPTER FOUR: DESIGN AND METHODS OF INQUIRY — THE S TRENGTH
OF THE FABRIC

“Strength — the quality of being strondCollins et al., 2006, p. 742)

Introduction

In this Chapter | discuss the design and methodsqoiiry applied to the case. The
study design, methods of investigation and thegssof data analysis were important
to the case and to me as the researcher in tvauit allow the case to stand as a
credible piece of research. It is these qualitieslieve that contribute to the strength of
this research. The research is focused on theenatwwhemotherapy practice in a rural
practice setting and the issues the nurses indidgatpeacted on their practice. A
descriptive exploratory case study design was ogeel to capture the range of
gualitative data to explore the multiple viewpoiatel perspectives of the nurses in the
chemotherapy clinic. The design allowed real lifeastigation into the question under
study. The established understanding of a casg ssithethodology was most useful as

it was like a strong fabric which allowed for ridlscription.

The case study as a research strategy was corgsilgpeopriate to illuminate the topic
of nursing delivery of chemotherapy in a ruralisgtbecause there has been no research
on this subject within New Zealand and little im@&tionally. Within this chapter | will
discuss the research methods undertaken and expjaiationale behind using this
approach to explore the research question. Theshsm will encompass the study
design, conceptual framework, the ethical consid®ra relevant to the study, data
collection methods and the process of analysingnfieemation gathered. | will also
integrate issues of how trustworthiness, rigor ealdlity of the study were maintained
along with the limitations of the study. | also yiae a reflective account of the
difficulties | encountered during this phase of tegearch project. The strength of this
fabric - the case - rests on the design, the metbotployed, acknowledgement of the

challenges encountered and the steps taken to metirese difficulties.
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Rationale for using Case Study Methods

The work of Yin (1984, 2003) and Stake (1995, 20@% chief proponents of case
study methods have informed this work. My decidmnuse this (form of) research
method was driven by a number of influences. Myagiggnent to work alongside my
peers as a Clinical Nurse Specialist to enabletipeadevelopment provided what |
believe to be an ideal opportunity for us to gaisight and knowledge into this unique
practice situation. My attempts to uncover anytegsresearch into rural nurse
chemotherapy practices in New Zealand were unssftdeso this case (in essence)
could be taken as a starting point for future ermogliforms of inquiry in New Zealand
into this subject. Secondly, because the natuoasd study inquiry involves looking
into the multifarious nature of a situation withiis context, with regard for the
subjective experiences and meanings uncoveretiefuiricreased its appeal to me. The
case study would allow my colleagues and | to uacdve issues affecting practice and
in turn provide a vehicle for the voices of my geter be heard. Thirdly, the use of case
study methods appealed to that inherent part afhaieloves to delve and uncover a
good story. Nursing has a long history of oralitiads and passing on information
through story telling and from my experiences Ided it is an activity that is enhanced
by rich description which in turn tells the taletbé unfolding drama of human life. |
liked the idea of investigating multiple viewpoirdsthe case to create a portrait which
would stand and be credible and convey what ks to be a nurse in this practice

setting.

Case Study: A Methodology within the Qualitative Paadigm

Case study methods are a research strategy aptiehemenon under scrutiny is
defined as the case (Yin, 2003). The phenomencherhotherapy practice located in a
rural base hospital was able to be studied usiag study methods. The literature
maintains that as a research strategy it lends$ itseew research of real life situations
where not much is known about a subject (GraziarRRe&lin, 1993; Pegram, 2000;
Sandelowski, 1996). As a form of empirical inquimyqualitative research its
application has become increasingly widespreadas Bnd more disciplines utilise this

method to investigate phenomena (Stake, 2000). Sladg research methods can sit
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within the quantitative or qualitative paradigm.wver when one considers the
definition of case study methods, which are acemydo Yin (2003) is an investigation
of a phenomenon in real life context with its megsi and experiences, it appears to sit
firmly within the qualitative paradigm. This fornf empirical research at times does
utilise quantitative data to provide additionalamhation to inform the subject under

study.

Research types such as phenomenology, ethnogrgqmunded theory, and

biographical studies all fall within the qualitagiparadigm (Hancock & Algozzine,
2006). Qualitative research strategies are aimeceating better understanding of the
different dimensions of the human experience atjestive meanings (Liehr &

Marcus, 1994). The experiences we bring to thisgtisialled life are coloured with our
different viewpoints and perspectives of what wigelve to be our reality. It is these
gualities say Pegram (2000), that allow us to ustded what we know as our world and
gualitative methodology is the vehicle we use teemto this landscape. The
researcher’s role in real life investigations iattbf being an essential tool to collect
information from the different sources to pieceetbgr a picture that explains the
subject under review (Liehr & Marcus). Criticisnfsqualitative methods in research are
usually directed at perceived researcher biagkadareproducibility, generalisations
and the huge amounts of information garnered frorallssample sizes. In response to
these criticisms Mays and Pope (1995) contendwhdst all research is selective the
different methods employed to collect informatidirhave their own inherent strengths
and weaknesses. Furthermore, how are we to studgiibehaviour in a real life
context fraught with its dramas, if we do not enypluialitative methods? This research
design was strengthened by keeping an audit mdiracords of data collection methods
which included detailed notes of the data analysisess and the way interpretations
were reached. Participants also provided verificaind feedback on the outcome of the
research to ensure that the researchers accounmepessented their viewpoints. One
advantage of using qualitative strategies is thiatuseful when seeking the gestalt or

emergent holistic picture of chemotherapy pradticiis setting.
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Case study is a method of inquiry and accordingimo(1984) its intent is to find out
more about a subject. The subject of that inqueryrtaintains is the case which is made
up of many parts and which is investigated wittontext. Stake (2000) provides a
slightly different viewpoint in that he contendsititase study is not so much a
methodological decision but a choice to study sbimgtand that when we exercise that
choice we are in essence studying a case. Whahsetsaase apart, what makes it
unique, are questions that should drive the fo¢tiseinquiry allowing the researcher to
get to a point where they can truly say | knowdhase well (Stake, 1995). This case
delves into chemotherapy practice issues by a gobupral nurses and our investigation
sought to uncover the unique and particular elegatt contributed to the function of
the case. Yin (2003) recommends that the case seséarcher draw up a
predetermined template as a guide to what shouidvastigated within the case. He
maintains that the additional purpose of this textgolvould allow boundaries to be set
to limit the study. To address this | developeiadf issue statements and questions
prior to the research identifying a range of topie | would consider, providing a
complete description of the essence of this pragétting (see Appendix A). The
flexibility of case study methods and the utilisatiof different techniques to gather
evidence are key characteristics that allow a cetegdicture of the phenomenon under

scrutiny to emerge (Lincoln & Guba, 1985).

As a research approach case study methods argempefrom criticisms and part of
the problem could be the fact that a case studypeaabout an individual, group,
organisation, event or outcome. Also terms suataas study, review, report and
management are used loosely therefore it's notisimg that some degree of
ambivalence exists towards this methodological @ggh. The root of these criticisms
rest with researchers who use less rigorous rdséacbniques, have not clearly defined
their case and wider concerns that case studiesastdered in evidence based
modelling but provide little basis for scientifiemgeralisations (Bergen & While, 2000;
Pegram, 2000; Yin, 2003). Yin is however clear wherasserts that it is not possible or
advisable to make generalisations from a single cagxperiment and then apply these

to other situations. The only generalisations addwvithin this methodology he
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proposes should be those of a theoretical natumever readers can make their own
comparisons and judgements based on their unddnstpaf the data. This case is about
what sets this practice apart and my intent wagmevgeneralise it to other settings
because contextual variables in other settingsliasgmilar. There are several types of
case studies however Stake (2000) outlines thrée tyy@es. He firstly identifies an
intrinsic case study which is embarked on becatigs mterest factor and the
researcher wants to gain a deeper understandithg slubject. He secondly identifies an
instrumental case study where the focus of theiipgsiinsight into an issue; the case is
of secondary importance to the main intent whidlwisnderstand something else. In the
next section | give two examples of instrumentalecstudies where this aspect is
demonstrated. Thirdly Stake identifies a collecttase study approach whereby several
cases are jointly investigated to understand aghenon. These cases are studied
collectively to lead to better understanding ofstipular issue. In the case of
instrumental and collective case studies thesesaisenake generalisations. This
appears to be in contrast to the stand Yin (20834 on generalisations and this can be
confusing to novice researchers, which is whenerily place myself. | believe that my
case has a high interest factor and | locatentlfirwithin the category of intrinsic case

study and | present it so that it can be readsapect worthy of interest.

Applicability of Case Study to Nursing Research

Case study methods are and have been increasmglpyed by other disciplines such
as sociology, medicine, psychology, law, busineasagement and education and it has
its origins in the social and behavioural sciendés, 2003). The use of case study
methods in nursing could be said to be somewhits infancy and one indication of this
according to Bergen and While (2000), is that ufil secently nursing research texts
have paid little attention to this empirical forthiloquiry. The flexible and diverse

nature of nursing practice (which) is ever unfofdand could best be described as
occurring in the "here and now,” making it a suigadubject to which case study
research methods can be applied (Pegram, 2000 &he indications both in New
Zealand and abroad of the increasing use by nofsesse study research methods. The

advantages of using this approach can not be uatinisand its potential value to
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nursing is immense. It allows the study of conterapppractice in real life situations,
employs many methods to gather information andtéscthe person and their
experiences as central to the case (Ammenwergh,&IMansmann, 2003; Bergen &
While, 2000; Smith & Topping, 2001). In my reseatieh case study approach was the
best fit because it allowed me to do all of thevaband to also explore my role within

the case.

In order to demonstrate the value and applicabilityase study research to nursing |
outline a few examples of its use nationally artdrimationally. These cases also
demonstrate the multiple methods used to infornh saiedy and how particularly in
instrumental case study the primary focus of atmsintase can change as the
investigation uncovers previously unrevealed refeghips or new information. There
appear to be increasing calls within the nursitegdiure for nurse researchers to utilise
case study methods as an alternative to othetitradi approaches to descriptive study
(Bergen & While, 2000; Smith & Topping, 2001; Zuck2001).

Sims (2004), a Masters student with Victoria Unsigrof Wellington, employed case
study methods in her study into the benefits okeavMealand Nursing Undergraduate
Clinical Education Model. She identifies her resbaas an instrumental case study
which is undertaken to facilitate understandingahething else. In line with a mixed
method approach of collecting data she sourcedrnrdtion from organisational records
and conducted interviews with key informants taateea bigger picture to inform the
study and to establish validity. What emerged ftbra study was a description of a

multifaceted role of the undergraduate Clinical #duEducator (Sims).

Similarly an overseas example of instrumental sasey research in nursing is the
Smith and Topping (2001) study. This study evaldidte impact of staff participation

in a Neuroscience Course and the perceived impagtdztitioners of that education on
their practice. This course was instituted in resgoto an educational needs analysis of
nursing staff working in a children’s ward whictertified a number of areas where

ongoing education and training was needed. Datacoléected from interviews, self
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report evaluations and performance assignmentgwsrtually used to fulfil the
research objectives. The findings of the study destrated a positive relationship
between participation in the educational prograname the ability of the nurses to
provide improved care. According to the researcttersadvantage of using this
methodological approach was that it allowed expioneof relationships in practice,

individual interpretations and uncovered hitheummoticed connections within the case.

The Ammenwerth et al. (2003) study is yet anotlxarmgle of the application of case
study methods in nursing research. This studysetiliquantitative and qualitative
techniques to evaluate a computer-based nursingnueatation system in four hospital
wards. This was not the primary focus of the calses# real aim was to ascertain the
benefits of applying triangulation techniques tis florm of evaluative research. When
the data was gathered from its many sources itcollsted to confirm the results and to
also highlight what new information had been uncegeThe results of this study
showed that triangulation techniques utilised gase study were of immense benefit
when used to confirm results from different paftthe study and to validate the
research. This case is not only an example of eymgccase study as a research
strategy; it could also be termed a collective cigdy because it involved the joint
study of four different areas. This case also Mgt how nursing can successfully
incorporate techniques from both the quantitativeé qualitative paradigms to promote
rigor and validity thus ensuring that case studyhmés can stand equally with other

forms of inquiry as credible and worthy of note.

Study Design

This study took place in a rural New Zealand arbare the researcher worked for a
period of thirteen months as the Oncology Nursecfapist involved in the coordination
and administration of the nurse-led chemotheraipycclData to inform the context of

the study was obtained from a review of existibgyréture, service and organisational
documents plus observation of the clinic and ngrgiractice. The three nurses working
in the chemotherapy clinic were interviewed to ghieir perspectives on practice issues.

Permission was sought from the ethics committedso interview the previous
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oncology nurse who was on leave at the time obthdy and who had returned
temporarily to the area. She was a relevant safrgsdormation as she had been
instrumental in the development of this servicee Tésearcher participated in the study
as a participant observer providing the unique pigw of being inside the case and
who was familiar with the practice and processeslired with chemotherapy. Excluded
from the study were the two nurses involved inatisthemotherapy practice at another
rural hospital in the region. This was becausdeirtimited range and scope of
chemotherapy practice. These nurses may not adericisemotherapy for weeks or

months on end.

A sequence of logical steps was undertaken wheelaolgwng this case study. Step one
involved the researcher collecting as much inforoma&s possible about the case, the
service, its activities, clients and contextuatisgt This was in line with Yin’'s (2003)
recommendations to compile a list of topics torbestigated within the study which
will in turn provide a holistic account of the sabj under investigation. The data was
derived using multiple methods such as the examoimaif organisational records,
review of documents, and observation of the pradgtting, and interviewing key
participants who worked in the clinic. The secotgpsnvolved organising the
information into an approach that highlighted tbeus of the study. Whilst reviewing
documents the information was organised into chiagical order outlining how the
clinic evolved, the impetus for development, asccitrrent state. All the data | gathered
was summarised for key information, concepts archts which then resulted in a
descriptive account of practice that tells theystwrthis case. The next step involved
validation of the research account by researchggaaihts. This was to establish if the
account written by me the researcher accuratelictdgbparticipants’ perceptions of the
issues under study. In the next section | disdus€onceptual and theoretical

framework which informed the case; the baselinavbith this case stands.
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Conceptual and Theoretical Framework

The direction, structure and boundaries of theystud supported by a conceptual and
theoretical framework in line with Yin’s (2003) mmmendations to researchers
embarking on case study research. This framewarkigeed me with a focus and plan in
determining what information to collect and provdden additional means of
strengthening the validity of this research. Theosptual and theoretical framework in
figure 1 outlines how the case was organised witkinontext and the map | used to
position data | collected as evidence to informgtly. | had in-depth exposure to the
practice environment and, based on my experiehncEseloped two theoretical
propositions to assist me with the direction armifoof my investigation. A proposition
is defined as a statement or even a suggestioreafi@rtheory can be a set of ideas to
explain something or a hypothetical statement {@®kt al., 2006). These definitions
appear to be similar and appear confusing whenaheysed interchangeably. In terms
of these definitions it would be reasonable totbay a theoretical proposition is a
hypothetical statement. Similarly a concept ismidias a general idea or could also be
a hypothesis (Collins et al.). In developing thpsgpositions I'm making hypothetical
statements that firmly position the focus of thguimy of the case. This positioning
created structural scaffolding that ensured timaadle links between the data and
propositions to either support or refute them witthie course of the investigation.
Overall, this scaffolding ensured that | stayechithe boundaries of the case as my
attention was directed to reveal something worthipwestigation in the course of the

inquiry.

The first theoretical proposition | developed saughexamine how the survival and
support of chemotherapy practice in rural areasgrasnded in mutually beneficial

relationships fostered by contextual influenceand around practice.

The second theoretical proposition sought to tgsagsumption that if attention was
paid to developing a nurse’s knowledge and skillsist providing her with access to
appropriate resources; these would provide the patéent with greater protection and

improve chemotherapy outcomes. The underlying aggans guiding these statements

44



and links to the data collected will be examined discussed in chapter seven in light

of the findings of this study.

The conceptual framework clearly identifies theecasd is informed by a list of issue
statements, questions and theoretical propositiemsloped prior to collecting
information. The case is examined within its cohtxmultiple levels. These include
the immediate practice environment, the organisatitevel and national context
together with the position of this case in relatiorthe discipline of nursing and
associated theory. The links between the data eswsed to inform the study, the
context and the case are clearly shown withinfthimework. This process is made

explicit in Figure 1.

Chemotherapy Practice in a rural setting Definition
‘The case’ Issue questions &
The Beneficial relationships & embedded units of statements
analysis +— Theoretical
Case propositions
The ) ) - . .
Nursing Practice Organisation National Level Professional
Context discipline & theory
Observed Service & Strategic healthcare & Nursing and
Data Sourct practice Organisational policy documents research
Interviews document review Literature literature

Figure 1: Conceptual and theoretical framework: thecase, context and multiple data points

45



Ethical considerations

The ethical considerations relevant to this stugyaatlined in this section. Permission
was sought and received from the District HealthrBlovhere the clinic is situated and
the regional ethics committee to carry out theaese Participants were identified and
approached in writing inviting participation in teidy. Documentation about the
study and its aims and objectives and what theystualved for participants were
outlined in the information provided to them (sg@pAndix B). A consent form
outlining voluntary participation in the study wsigned by participants before the
research commenced and they were informed thatahelgd withdraw at any time from
the study if they so wished (see Appendix C). Tesprve participants’ anonymity,
identity and place of work, names of people, plaseslocation are not referred to in
this study. Also any references to literature timatld identify this place and its people
are not referred to in this work. Due to the spe@ktionship the participants had with
the researcher and their collegial role, confideityi agreements were an additional
protective measure enabling discussion about khganigicipants in the project; they
were signed by participants prior to interviews ahlic observation sessions (see
Appendix D). Participants were also given the oppaty to verify the information

they provided and to say what information couldlm®used in the study. A key issue
to emerge out of the ethics application was theeisd gathering of information during
the observation of practice without the knowledgpatients in the clinic at the time.
This was overcome by telephoning patients the @égrb treatment to inform them of
the research and giving them the opportunity td tea study information sheet. All
patients who were contacted and were receivingnreat at the time observations were
carried out for research purposes, consented ftedhe observation of nursing

practice relevant to their treatment.

Data Collection and Method of Analysis

This section on data collection and analysis methedeported concurrently because
as information was gathered | began the analydiseofesearch. | needed to understand

this case from the viewpoints of the other nurseskimg in the clinic and wanted to
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capture their subjective experiences and the mganirey assigned to these. | observed
nursing practice in the clinic and carried out setniictured interviews to delve into the
issues that cried out for attention in the caseeg®arch journal was kept and key
organisational documents pertaining to the studyeweviewed. | also observed the
practice setting, its site, situation and cont&kiese multiple methods were utilised to
acquire the evidence necessary to build a holwtitire of the nature of chemotherapy
practice in this setting. Entering the study witlistof issue statements and questions
that represented a range of topics to be investiganabled me to keep the study
focused on the important issues within the casdstt ensured that the data collected
was manageable and created a boundary aroundhite dif the study. Yin (2003) talks
about boundaries within case study research amdd&tains that researchers who
don’t set these run the risk of collecting vast ants of information with no clear
definitive purpose as to what they will do with ttivdormation. He further states that
it's impossible to investigate everything aboupadfic subject hence the need for a
clear definitive purpose to the investigation. &getermined flexible list of interview
guestions was also made available to participais fo interviews (see Appendix E).
The use of multiple methods to collect informataiout a case provides a means of
ensuring that the rich descriptive account thatrgeeencompasses the reality of those
involved in the case (Erlandson, Harris, Skippeilén, 1993; Hancock & Algozzine,
2006; Yin). If only one source of information warsed to make this case there would
be an incomplete picture of practice. Within thesteon | choose to briefly discuss the
methods used to gather evidence to inform the aaddhe analysis process | used to
advance the inquiry. Document review, participdrgesvation and interviews were the
main tools used to build a picture of this practibese methods combined together
further strengthen the validity of the research.

Document Review

Organisational documents pertaining to the chenmmafiyeclinic were examined in
order to gather background information about treechselected the documents based
on their relevancy to the issues under investigafart of that investigation focused on

answering key issue questions such as the impetukd development of the clinic,
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key advocates, funding and the wider socio-econamfiicences driving change within
this organisation. The analysis and review of daeni@tion is a common method used
by case study researchers who gather informat@n fnany sources which is then
summarised and interpreted to understand the s@dancock & Algozzine, 2006).
Excluded from this document review were medicabrds or notes containing personal
patient information. | read the documents througdt fo ascertain their relevance to the
study. Selected documents were then read throsghand time with key information
highlighted. A process of ongoing reading and sunsimg of information occurred
several times and the information extracted was tlsed to provide literal answers
required to inform the study. Although documents awvaluable source of information
and at times are easily accessible, they may alstaim errors, discrepancies and
record bias according to the author of the docurf@rgy, 1994). In this study | was
satisfied that the literal information provided tyg documents reviewed supported the
information gathered from participants who were ifeanwith the circumstances

surrounding the development of the clinic.

Participant Observation

Part of my research methodology to inform this cdedy included the observation of
nursing practice in the chemotherapy clinic. Whil$ obviously unstructured early on
in the inquiry, observation is a powerful tool whegsplied to natural settings and
becomes more focused as the observer developsa skwhat is important (Lincoln

& Guba, 1985). Becoming a participant observer m#eat | (as the researcher)
became the primary instrument for collecting analgsing the information gathered.
The intent of my observation was to gain a deepdetstanding of what was occurring
in practice and the interactions taking place tgtoigentifying the key activities in this
setting. The other intention was to provide evidetiat would support or refute some
of the issues raised by the nurses and provideiadali information which could not be
sourced through other means to build a pictureadtice. The concept of participant
observer did not come easily to me. | had to cansty learn to view practice critically
and systematically pay attention to detail thingsuld ordinarily view as mundane

and ordinary. It meant training myself to gain pexive or look with three
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dimensional vision. | did this by asking myself dugestion several times, ‘what is
actually going on heréPermission to observe practice was sought befamd from
participants and clients coming into the clinictlsat the nurses were clear when | was
observing practice. When practice breaks occurkeduld note my observations and
impressions. At the end of each clinic observagienod | would spend some time
organizing my data and reflecting on the whole pssc | would also write a reflective
account of what | had observed. | observed prabticeet periods of time during four
occasions when the clinic was held. Different atpetpractice were observed each
time. For example, on one occasion time was devotedchronological account of the
activities the nurses were engaged in and the artigjngs that stood out that day. The
data from the clinic observations were generatethbyn my role as participant
observer. The text was read several times with ésemctivities and events highlighted.
Ongoing reading, summarising, reflecting on thedatd making connections between
events was a process | used to build a picturedigsdribed what was happening in the
clinic. Manual thematic analysis techniques as psepd by Roberts and Taylor (2002)
were used as a guide to make sense of the datasBiatration point had been reached
when | could no longer redefine the themes or categ without getting the same
results (Roberts & Taylor). Three themes were &testly identified which resonate
with the themes yielded from the analysis of therwiew data. These themes will be

identified and discussed in detail in Chapter Simolw presents the case study.

Interviews

Semi-structured interviews were held with particigausing predetermined and
flexibly worked questions to obtain their differamewpoints. Dependant on the
answers elicited from participants additional gioest were asked to probe the issues
raised to create better understanding. An interngeggested (Dexter,1970 as cited in
Lincoln and Guba, 1985) is a conversation with gopsge to obtain amongst many
things the realities, viewpoints, concerns and ggpees of participants. Similarly,
Grey (1994) maintains that sometimes informatiaom @aly be obtained from
participants by asking them about it. The intergewvere taped, transcribed,

summarised and then returned quickly to participémt review and correction.
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Following the initial reading and analysis of thaniscripts | contacted participants to
arrange a further interview to explore some ofissees raised and in order to provide
further information about the case. The transcrygge treated to Roberts and Taylor’s
(2002) manual thematic analysis techniques. | thadranscripts initially to get an idea
of their content. They were then read through agaimghlight major themes, ideas,
and narrative accounts. | made notes in the maseginie my impressions and the links |
was making to ideas about what | was observingerpractice. | then wrote a
reflective account of each interview. The data tha® treated to another analysis in
relation to four key issues. These were firstlg tharacteristic of practice; secondly
the characteristics of the nurse; thirdly the isdinat particular nurse viewed as
affecting practice; and lastly the suggestionsitinese put forward to enhance practice.
An important part of data interpretation is linkedunderstanding the characteristics of
participants and their unique viewpoints as itteddo the topic studied (Smith &
Topping, 2001). This process of reading, summaygisimd interpreting the data
continued several times as | extracted ideas, gwapd categorised themes and sub
themes until | reached a point where all the caiegavere reduced to three major
themes which proved consistent with all the datheyad from the interviews and
observed practice sessions. The themes extractedtifre data analysis are presented in

Chapter Six which focuses on the results of thégygant interviews.

Trustworthiness

This case was selected on the basis that it wassemtative of the phenomenon under
study and it's relation to the research questiasgasked. The inquiry was focused
on the nature of chemotherapy practice in a r@ting) and sufficient detailed
description of the case is provided within the bofithis thesis to create a clear
understanding and explanation of this phenomenbaliéve that the case meets and
satisfies the criterion which establishes it agmadfide example of the subject under
scrutiny. The fittingness of this case is linkedHe validity of the study and | can

assert that this case remains true to the purgddbe aquiry.
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Validity

Validity — the strength or legitimacy of this stu@ollins et al., 2006) was ensured by
a number of strategies. An audit trail was kephefresearch process. This involved
the researcher keeping a record of the researcdegspthe methods used, details of
data analysis, the decisions undertaken and tleegses used to interpret the findings.
This research was further strengthened by the fueoretical propositions and a
conceptual framework before engaging in data ctileanethods. This is a recognised
technique used by some case study researcherséase the validity of their results
and to maximise confidence in the findings (Pegrad®0;Yin, 2003). Confirmation of
the research findings was done by gaining feedbrack participants to see if the
researcher’s accounts matched participant’s peocepof the issues under study.
Seeking this sort of feedback from study partictpas vital in terms of contributing to
the rigor and credibility of the study (Hancock dgazzine, 2006). The use of multiple
methods to gain information about this case furfilievided a means of strengthening
this research to accurately depict the phenomendarnstudy and enhance validity.
This process known as triangulation uses manyreiffesources of evidence to support
the facts of a case and according to Yin is a m&tf@ngth of case study research.

Personal Reflection

The process of developing the data collection aradlyais was not without problems.
Equipment failures were a feature affecting myt finserview and | realised that some
of the questions | asked were too lengthy and @patnts were having difficulties
following the line of questioning. | solved thisoptem by refining my questions in the
follow up interviews to hone in on the pertinersuiss. | also positioned the genesis of
the question. This process was indicative of mytjpmsas a novice researcher and in
hindsight | should have tested my questions anthptdist with an independent
colleague before the study. Two of the participavese quite nervous during their
initial interviews and this affected the flow ofanmation between us. They admitted
that this was solely due to the fact that the inésv was being taped and that we were
in a research situation. When the tape was turffezboversation and responses flowed

more easily. One of the participants opted to waifage of how she viewed the issues

51



in the clinic and found this a better way to estdibher viewpoint. Regarding
participant observation of nursing practice, Gidired Jackson (2002) caution that the
presence of an observer may change a situatioalssrdhe behaviour of participants
so that it is unclear what is being observed. Was initially the situation in the first
observation session when the nurses were a bit@fane. However once they saw
that | was not doing anything different they soorgbt the ‘research Hatwas wearing
for the day and continued to engage in practiagsasl. There is also the issue of the
likelihood of the researcher becoming a supporténegroup under study and a lack
of objectivity when asking questions or viewing etgefrom different perspectives
(Yin, 2003). I entered this phase of the reseassly mindful of this and took pains to
be objective by using critical reflective practiemd systematically journaling my
impressions and ideas to maintain a sense of ggebpicture of this project.
Collecting information from many sources to prove&edence to support the case was
one way of ensuring the trustworthiness of thiglgtieing mindful of my position and
collegial relationships and taking care not toedllinformation under deceptive means
was another way of ensuring trust with my colleagUde strength of my contribution
to this research was my familiarity with this arerigractice and my in-depth
knowledge of the organisational and technical issreund practice. The study was
further strengthened by my past clinical experisraned my relationship with
colleagues in the clinic. The insights | have bidug this case study would not have

been possible if a passive observer had carrieth@mutesearch.

There is an abundance of research into the rdleechdvanced practitioner and the
clinical nurse specialist. However, when definitstatements are made (both) in New
Zealand and overseas about these roles, the rthe olurse as researcher is seen as
integral to this advanced practice. In fact thig i@s researcher is firmly embedded in
these defining statements sitting alongside otblerdescriptors such as clinical expert,
consultant and educator (Jacobs, 2003; Moore & 8meaa, 2004; Pearson, 2002;
Raja-Jones, 2002; Richardson, 2005). When | engaghis research | was in essence
fulfilling part of my role as a clinical nurse spalest engaging in research-based

activities to advance nursing practice and knowdedg
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Conclusion

In this chapter | have discussed case study rdseaethods and how its application fits
within the framework of this research. It is a &gy employed in empirical research
and it allowed me to understand the multifacetadnesof practice in its contextual
setting, enabling the voices of the participantsadeard. | have detailed my journal as
I moved through the process of designing the staldigining ethical approval and
applying analysis and research techniques thatdralidw this work to stand the tests
of rigour, validity and reliability. A descriptivaccount of practice emerges in the

following chapters as the findings of this reseaant presented and discussed.
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CHAPTER FIVE: Observing the Fabric

“To observe — to notice or to watch something aaltgf (Collins et al., 2006, p. 525)

Introduction

The purpose of this chapter is to describe thereaitiobserved practice through the
lens of the researcher providing an indirect exgrexe for the reader of what practice
entails. Because practice changes and evolvesdiegdp internal and external
influences, what is essentially described as ngrgmactice today may not be the
practice tomorrow. However, the essence remaingtasdletail of the day to day

practice known as the essence of practice is Wieatdse study reveals.

A brief description of the way the service is consted follows. The model of care
delivering chemotherapy at this rural (based) ek nurse-led. The nature of practice
is small, and the median average number of patga®s per month is eighteen. Patients
are referred to the service from a large acutehmigpital with specialist oncology and
haematology services. This service has contratitlks to this rural hospital and
provides oncology and haematological support Igpteone, email and monthly visits
by consultants. Three nurses including the oncofagge specialist coordinate care and
deliver treatment. The nurses come from variedadirbackgrounds with a combined
total of 67 years nursing experience. The clinicakl weekly in the out patient
department, usually with two nurses in attendaBoenetimes chemotherapy is given
more than once a week in response to patient nEedsxample, a delay in treatment
due to iliness. A total of ten different chemothmwraegimens are given in the clinic and
range from the simple to moderately complex. Initait bisphosphonates and hormone
injections are also given. For those patients raggivery complex and long regimens,
this usually means a trip to the specialist cetttneceive care. Treatment schedules
range from weekly, or to once every third or foustek. Patients can spend a total of

five to six months completing their chemotheragatments. The coordination of the
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clinic and its services require an array of exgerttechnical skills and strategic
planning. Tasks which would ordinarily be carried by supportive administrative
personnel in a larger centre are now primarilyrdsponsibility of the oncology nurse.
The following description of practice reflects thature of practice pertinent to the
period of time spent by the researcher in this anehtherefore events described in this
section need to be read and interpreted in ligiheality being constructed in this way.
In addition a brief reflective account of the resbar’s experiences, including vignettes
from practice will be highlighted to provide additial insights into this practice

environment.

The Nature of Observed Practice

Chemotherapy practice was observed on four sepacatesions. The following
narrative is a descriptive account of practice Whigifies the normal and unique
processes that are characteristic of practicelmrsg day. Imagine a fairly large room
which appears small in space due to clutter fromigthings and fittings. The room is
known only as the "eye roohas it is traditionally the place where the eyaick are
held. This room is situated in the outpatient depant of the base hospital in close
proximity to the accident and emergency departméms is a strategic location in the
event that quick access to medical attention igired by those in the clinic. A large
white recliner chair takes pride of place in thieicland during the course of the day;
nurses and patients are frequently noted to joketaltho gets to sit in the chair. This
chair is ‘the coveted place to be in,” when haviregtment due to its comfort and the
fact that it is the only one of its kind in the moThe patients who arrive first derive
great pleasure from being there to claim that spBice day usually begins at 08.30
hours in the morning when the nursing staff dragi@gent used in the clinic out from
its storage places to set up ready for treatménd.fifst two patients are scheduled to
arrive at 09.00 hours. Additional equipment sucinaavenous stands and pumps are
accessed from the emergency department and othds Wwathe hospital. A compact
disc player sits in the corner of the room playlight music to set the tone for the day.
The nurses are busily involved with the usual clprieparations, hanging up bags of

intravenous fluids, checking to see that drug chand lab results are present, going to
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the pharmacy to collect the chemotherapy and hestting about things in general. They
discover that the chemotherapy has not been disdandime for the arrival of the first
patient. The chemotherapy is made up and ordeoed tihe manufacturer a few hours
flight away in a large city. The pharmacy departtreas suffered from a number of
issues this year related specifically to recruith@erd retention of skilled trained
personnel. The impact of this delay on practicayodill mean that the patients are kept
waiting, treatments are prolonged and additiorrakstis placed on the nurses as they try

to adjust the schedules and smooth troubled waters.

As today is a busy day there is an air of expemtadind excitement, six patients are
scheduled to have treatment, and five of theséniesats are expected to last anywhere
between one to two hours. Appointments are arramgidconsideration to contextual
and situational issues affecting the patients.dxample, the distance patients have to
travel to the clinic, treatment delays such astamdil blood testing, convenience and
whether patients in the clinic at any given time kkely to be able to engage in
conversation with each other. The clinic organaais predominantly the responsibility
of the oncology nurse who draws up weekly listhesitiles appointments, negotiates
care with the nurses and liaises with other mudtighlinary team members. Dependant
on patient numbers the clinic is usually staffedy chemotherapy-certified nurses,
one of whom would be the oncology nurse. On thisalefour nurses involved with the
clinic are present. They usually meet once a mtm#éngage in ongoing education and
skills maintenance within the clinic. The clinicused as a training ground for practice
development and one of the nurses is working tosvaedt chemotherapy accreditation

and is being supervised and mentored by the ongalogse.

The day starts out messily. The nurses appeartlatsefhere are frequent interruptions
(to practice) as inquiries are dealt with from othealth professionals and patients
seeking one or the other of the nurses. One afiihges absents herself from the clinic
at the start, as her other role as the urologyenspecialist requires that she attend to
urgent matters elsewhere. The extended rolesullforses hold outside of

chemotherapy practice interfere with the smootmingp of the clinic this day. This is
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observed to be a normal occurrence within thistmasetting and goes in line with the
multiple roles rural nurses have. These diversesrate an asset in this environment as
the nurses change, fit and adjust to changingipeaconditions. The newest team
member is an experienced nurse with many yearsagtipe, and she is also responsible
for coordinating care in a number of outpatientick. Her input and advice is sought
several times during the day and at times she apfleatered and frustrated at the
ongoing interruptions to her supervision and tragniT he patients arrive throughout the
day at set times with their support persons. Theaphere in the clinic is happy as
bonds are quickly re-established amidst commerdatahe weather and the patient’s
wellbeing. Treatment delays are experienced throupgtihe day due to dispensing
issues, blood testing and waiting for patientsea@annulated by staff in the emergency
department who support the clinic with their skillfiese delays are accepted as integral
and are known as part and parcel of the practige@mment; most of these issues are
considered unavoidable, not being within anyoneistiol. These setbacks at times are
noted to be stressful for nursing staff; particylarhen informed that another patient
has arrived and is waiting for treatment. The stie®vident in the looks they give each
other and the terse comments made in passing koother. The patients do not appear
to be adversely affected and are frequently heaeXkpress their relief that treatment is
going ahead and gratitude that this is taking pladkeir local area. Despite these
setbacks there is a joyful atmosphere in the clifinere is also a sense of satisfaction

from nurses and patients alike once a treatmertrnigpleted safely.

Conversations in the clinic centre mainly on gehissaies such as the weather and then
move to more specific topics such as patient welthesymptom management and
assessment, education, sexuality and chemothexpgyiences. These conversations
take place between the nurses and patients aneé®etive patients themselves. |
frequently observed the nurses praising and acletdyuhg the journey of their patients

between cycles and giving them advice and hugs.

One of the patients in the clinic has come fronisgadt area and on hearing that her

blood results are satisfactory to proceed withttneat, grabs her nurse and together
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they do a celebratory dance. The clinic eruptaughter and in support of this
momentous event. A sense of support and camaragesis between patients and
nurses. Humour is observed to play a huge roleignsetting by relieving the stress and
anxiety experienced by those receiving care ansktidelivering care. The patients who
come to the clinic also use their time there toehiéne nurse listen to their problems and
solve some of their issues. Being a small commumitgre everyone knows everyone
else, patients are observed to offer informal agl\stipport and education to each other
and often sit together for longer times supporéagh other after their treatments are
completed. Representatives from the local Canceie8odrop in to see those patients
from distant areas and to also offer support infonen of meal and petrol vouchers.

The oncology nurse does not give chemotherapydtys Her role is mainly supervising
and assisting the nurses, coordinating care aisgde@#ppointments, plus fielding
telephone calls. During the morning when therebseak, she sits down with one of the
nurses and assists her with a case study shedusssted assistance to complete.
Informal education is an important feature of pictn relation to keeping the nurses
skilled to give safe care and equipping the patienth information that will improve
their outcomes. Nursing practice is observed tedie despite situational influences.
Care is taken throughout the chemotherapy checkimdggiving process. The nurses are
acutely aware that safe practice hinges on the& @ad attention to the details of
administration. They are observed double checkings] calculations, patient identities,

using protective equipment and measures that eipsacéce is safe.

The end of a clinic day is most always a time &tection and a cup of tea. The
oncology nurse sits down with the new trainee @ne is spent reflecting on her day
and experiences. The new trainee has dealt wigle thatients and many interruptions.
She admits finding this frustrating and stresshurtipularly as she’s trying to learn new
skills. The highlight of her day was the measur&wdt shown to her by her three
patients. They felt safe enough with her as thetis@ to disclose personal issues and
concerns that were particularly meaningful to th&ims newest member of staff, rich in

nursing and life experiences, had managed to agladet in terms of emotional support
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for the patients that day. This could be attributethe fact that she is well known to the
patients having lived and worked in this area ftwray time. This incident highlighted

to me the fact that the function of the clinic @&t just about giving chemotherapy; it's
also about meeting a range of patient needs anddhexperiences a nurse brings to the
practice environment is an essential part of trekéiaof skills we utilise to improve

patient outcomes.

Personal Reflections — Snippets from practice joural

It was only through working and living in this rliexea that | (more) fully developed an
appreciation for the challenging healthcare envirent in which rural nurses work. My
first few weeks in the area were certainly a peabddjustment and adaptation for me
and | learnt valuable lessons along the way. Avptliset of my tenure | knew that | had
a lot of knowledge and skills to be able to infloempractice however as practice
changed so too did my nursing experiences changétdfiest | found it difficult to
understand why many of my patients would approbetdcal Cancer Society for help
with medical issues bypassing me as the oncologgenit worried me, until | learnt that
this was a common behaviour of long time ruraldests who feel more comfortable
seeking help first from other locals before aceesgsielp from an outsider. | realised that
trying to fit a city model of practice into a rursgtting wasn’t going to work. | learnt
that adaptation and flexibility were key to praetand that things are not always what
they appeared to (me to) be at first impressiatedrly remember the first two
chemotherapy clinics | attended: the patients didppear to arrive at a set time; and
they stayed on for long periods of time encroaclingvhat | considered were other’s
treatment times. Remembering my past practice exqpaes | decided to improve the
organisation of the clinic and drew up a list aattolated how much time each
treatment would take and informed the patients wtheg should arrive. The patients
complied by arriving on time, however they did@ale when | expected them to. They
stayed behind for cups of tea, chatted to thesnfis (other patients), asked us advice
about their health issues and to coordinate ofégintments. | would be asked
several times to phone a general practice to reggodi free prescription for medication

that had run out, with financial hardship oftennigecited as a reason. My experience
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that day illuminated for me the hidden role of dtaic in this area. The role of the
chemotherapy clinic is one of socialisation, supdogaling, networking and assistance
in mitigating the cancer care burden for theseepédi | thought | was a ‘change agent
and | left that day being a "somewhat changed dddwntexperiences of practice within
this setting have shown me that although therenaney challenges to delivering care it
is possible to deliver safe care and this hingeattyr on the commitment and
responsibility the nurses hold towards their pcactAlthough they have no control over
many situational influences, they revealed just#ydow they have control over their
individual practice and can refine the care thdiwdeto each person they meet. | am
used to working in large city hospital with a vastay of resources at hand however;
when | first came to this area | saw the deficiithin the service as barriers and
obstacles to good patient and nursing outcomesemdagement with colleagues in this
setting has shown me that their viewpoint is sonagwdifferent to mine, in that barriers
to practice in many instances are seen as chaldngeeek new ways to deliver care.
The nurse in the chemotherapy clinic is recognisegatients as being the person who
plays a vital role in the care coordination andweey of the service that is their life line

in this area.

Conclusion

Challenges within and surrounding the practice remvhent shape the nature of care
delivery. Despite these influences safety is patarto practice in this setting and is
reflected in what the nurses do and in the orgéinisaf the clinic. The environment
supports ongoing education and skills acquisitamits nursing staff and supports
therapeutic relationships between the patientsnanses and between the patients
themselves. Appointments take longer than they aveldewhere because of the hidden
role of this service. In this chapter | have pr@dda descriptive glimpse of practice
through my eyes illuminating the nature of practigthin the clinic. If | were to provide
a descriptive summary of practice | would truly $agt it is rich, varied, filled with
drama and laughter and hugely supportive of patiant nurses alike. The reason being
that change happens and if you live in an isolated you learn to rely on your friends

and neighbours, and supportive networks (in tuake ton a new meaning. The next
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chapter discusses the findings of the study intgvsiand builds on the evidence used to

inform this case study.
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CHAPTER SIX: Study Findings — The Fabric that is the Clinic

“Fabric — woven cloth, a framework or structurg¢Collins et al., 2006, p. 276)

Introduction

The purpose of this chapter is to present additim@ings which bring through the
detail to the case study in light of data colleced analysed from the nursing
interviews. | used multiple methods to gather infation to construct a picture of
practice that is this case. The research also éatcan the issues that the nurses
identified as affecting their practice. | will detie the characteristic profiles of the
nurses working in this setting and the nature atpce in relation to them as revealed
through three major themes which were consistedéstified from the gathered data.
These themes are summarised in Table 2 below dhdenthe focus of this chapter,
together with the strategies the nurses suggestamve practice. Socio-economic,
political, contextual and situational influencesé&all contributed to the shape and form
of what is essentially the fabric of chemotherapcpice in this New Zealand setting.
This descriptive case study reflects the viewpaoaftsarticipants involved in the case
and hence the nature of practice needs to be eterpin light of this fact. | have used
exemplars and summarised statements of practicgdapmd from the nursing interviews

to illustrate some of the study findings.

Table 2: Major themes: Chemotherapy Practice in a Bral New Zealand Setting

1. The holes in the safety net — Barriers to practice
2. Cushioning the impact — The safety net

3. Evolving practice

62



Characteristic Profile of Nurses

Four nurses, including the oncology nurse who waexdended leave and had returned
to the area at the time of the study, agreed tticpzate in this research. Table 3 presents

a profile of the nurses interviewed for the study.

Table 3: Profile of Four Participants

Demographic

Information Details

Age Range 40 — 50 years
Sex All female

Years nursing Range 20 — 29 years
Long time rural dwellers 3 of the nurses

New comer to rural area 1 nurse

Three of the nurses have lived and worked in ramahs most of their lives and these
same nurses have had no prior chemotherapy experieiore involvement with this
nurse-led service. One of the nurses is new tarba and has had some oncology and
haematology nursing experiences and previous clieragly involvement. The nurses
are experienced practitioners and all have oventiyweears nursing experience. The age
of the nurses’ range between 40 to 50 years artbhlla variety of roles within this
base hospital. For example, the palliative carsaig also the urology specialist nurse
and when the occasion demands takes on the oncologg role. Improving the quality
of care for their patients, service gaps, past ggpees and the need to acquire new
skills and knowledge were the influencing factoebibnd these nurses becoming
involved in chemotherapy practice. The following@auants illustrate these factors and
show why these nurses responded by developingse+ed clinic:

I knew when | applied for the job it was part of tiole...l thought well it's not going to

happen unless | go and do the course and actutaly doing it mysel{Participant 4).

In the haematology clinic we had a little old lagiting in a chair crying and crying...it

was not the chemotherapy she was upset aboutsitkeabig drive over, driving in the
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city, finding a car park, just everything in théyciSo when we decided we were coming
here... | thought well, I'll get involved in chemaddmaybe a few more people won't

have to go over ther@articipant 2).

| think its getting to know them and seeing th&aries and their journey’s, it's better
being involved — | think it was just a developnfenn all that, the next step was being

able to be involved in their treatme(ftarticipant 1)

The Nature of Practice

The nature of chemotherapy practice in a nurselladt is revealed in this chapter in a
presentation of three major themes which emerged the data (see Table 2). "The
holes in the safety natentify the barriers to practice identified bgthurses in this

rural setting. "Cushioning the impabtghlights the strategies employed by these nurses
to lessen the impact of contextual and situatiarfalences on care. The third theme
“evolving practiceédescribes how these nurses viewed the impactumfation,

mentoring and support on their individual practice.

The holes in the safety net — Barriers to practice

"The hole in the safety ries the title of the first major theme to emerganifrthe data
which reveals the barriers to practice as idemtibg the nurses in this study. Some of
the barriers described as contextual are; geograploication, isolation and distance and
are part of the cost borne by people choosings/®dnd work in rural locations situated
a distance away from mainstream treatment cenfitesbarriers to practice as identified
in this study have been summarised in Table 4.eCllely the nurses described many
services and organisational issues that impactactipe; secondly they described the
issues they recognise directly affect the patiedtlastly they describe the issues they

view as impacting on their own practice.
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Table 4: The Holes in the Net: Barriers Impacting @ Practice

Barriers

Description

Service issues

Direct patient issues

Direct nursing issues

No dedicated chemotherapy roomntgelihgiquipment
Problems with the supply and delivery of drugs, getling
prescriptions on time
Recruitment and retention of allied health stafbvelupport
clinic
Little or no input from onsite doctors
Knowledge gaps in medical staff regarding chemaitner
Poor communication between consultants

Distance impacting on acaaggreatment decisions
Lack of local after hours support for chemotherpairents
Difficult cannulations, need for patients to tralaig distances
to have central venous access devices inserted
Patients may not see oncologist for at least Zycks of
treatment
Huge socio-economic burden of care
Variable standard of post chemotherapy care if #tdchto local
hospital

Limited patient numberscimmpetency development
New practitioners supporting new practitionershwit means
of comparing practice
Limited nurses available impacting on time off ttead
educational courses, and availability to give chiémm@py
No-one to replace staff when they are away
Being left alone to give chemotherapy
Knowledge gaps, lack of oncology educational suppor

Multiple roles held by nurses
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Service | ssues

The lack of a dedicated chemotherapy room and ade@guipment resources to
enhance practice was a strong issue that resotitegyhout the data for these nurses.
The frustrations of having to look for supplementaquipment on a weekly basis, such
as pumps and intravenous stands (to facilitatenrexat) and not having a regular room
set up (for treatment) was seen by these nursag@ficantly impacting on the smooth
operation of the service. Patient care and nunsiagtice is disrupted and compromised.

These accounts highlight the impact of these imites on practice:

Our physical environment is certainly far from itle&/e have to go and beg and borrow
and steal equipment from all over the hospital. /ebrt of doing chemotherapy on a
bit of a shoestring budget really — we're like thimderella’s of the servic@Participant

3).

Having our own equipment and everything set upéroom just for chemotherapy
would make things easier...People would know thatwreese they were going to have
it (the chemotherapygnd that it is in that room and that the room wageing to get
changed at the drop of a hat or at the last mir{@@rticipant 1).

If there was a chemo spill, it wouldn’t be veryeshécause we haven't got a proper
room to handle that sort of thing; our facilitiesem’'t as good as they could be

(Participant 2).

Other departments in the hospital support the simopération of the chemotherapy
clinic mainly the accident and emergency service laboratory and the pharmacy. The
pharmacy plays a crucial role in the ordering, eiigng and supply of chemotherapy
drugs and as a safety check in regard to dosaglesadient blood results in order to
proceed with treatment. The nurses have describedatfailure within one service
department has the impact to significantly affeet $ervice they provide and patient

care. An example of this is highlighted in this@aat by participant three:
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We've certainly had chemotherapy not turn up. Weae to turn patients away which
has being hugely devastating for the patients waeeliravelled and psyched themselves
up for chemotherapy and we turn around and say,I’@tsorry it hasn’t turned up

because the pharmacy hasn't ordered it or in actaat(name withheldhasn't sent it.

For the nurses in this study recruitment and regenssues around skilled hospital
pharmacists have been responsible for some oftivece issues they’ve experienced in
their department. As maintained by this nurse:

We've got a full time pharmacist now for the momehton’t know how long that’s
going to last but hopefully it will and we haveh&d too many problems with this one so
far (Participant 1).

Because nursing and medical staff on the wards kiaowledge gaps in relation to
chemotherapy the nurses identified this as impgaimtheir own role in patient care.
There is little or no input from onsite doctorsairthis nurse-led service. The
significance of this has meant that the nurses @lenucial role in the event of

emergencies encountered within the chemotherapipget

We've had little or no input from doctors as sugkrethough we’re based at the
outpatient department. If anything immediately gmwesng, | think that we're still the
pivotal people that are going to deal with that egemcy situatior(Participant 3).

Many staff working in this area have little or nqperience with chemotherapy practice.
| think the doctors don’t feel confident with chéhssapy (we certainly saw that a lot

last year) just as most nurses working on that weade never come across chemo or

have given i{Participant 3).
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The nurses in this study maintain that communicabetween the main oncology centre
and doctors in this area is poor and could be ingdo enhance practice and patient

outcomes. As this nurse reflects:

It's difficult when the main physician is {place name withheldgnd perhaps the
physician here feels one step down. We've found te&ictant to liaise with the

physicians over ther@articipant 3).

The potential for these service issues to impagtifscantly on the quality of service for
patients in the clinic and nursing outcomes hawnbéentified by the nurses in this

study. The next section focuses on the barriepatient care as described by the nurses.

Direct Patient | ssues

The nurses collectively described how the impadatistance on access to care,
treatment decisions, timely blood results and diagjn facilities impact on patient care.
Some patients live many hours away from medica beln areas with no doctors. If
the weather is poor then these patients can’t acz@e when required. The decision to
have treatment for those living in isolated arsasat taken lightly. As related by this

nurse:

They live in areas where they may be up to two$away from getting any medical
assistance. There may not be a doctor in their ateall, and if the weather is bad they

can't get to us anywaffarticipant 1).

After hours access and support for chemotherapgrgatis limited and fractured and is

perceived by the nurses to be a weak link in theice
There’s no after hours service as such and isfaslif patients are left in limbo. Their

only back up is the A and E department at the baspital. The services @lame

withheld) are very basic. The support at the end of thenphie missindParticipant 3).
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When planning care the nurses take into considerati these factors noting them to be
crucial to successful outcomes and patient’s copbilities. Where a patient lives has

implications for when treatment is delivered aneitipost chemotherapy care.

Getting patients down is an issue — relatives ocatnsgek. You can'’t give chemotherapy
and let them go away unless they were staying lisrthree to four hours away.
There’s no proper medical backup and what if thagspout from a delayed reaction. If
someone wanted chemotherapy, and was living fayatliay would need to be

committed to staying here for a few délyarticipant 1).

The nurses in this study also acknowledge that no&ttye barriers to practice as

experienced by the patients are out of their céntro

I don’t know how we can improve the fact that these a lot of people from good
distances that have to travel, and getting blooaisedisn’t an easy thing. Patients

actually forget believe it (or not) to have thelotds taker(Participant 3).

The barriers to optimal patient care in this ameaiafluenced by contextual challenges,
which encompass the distance patients live away fre treatment centre, the weather,
access to resources and after hours support. Teesin this study are cognisant of
these factors when planning care. The next secteeals the issues the nurses saw as

impacting on their practice.

I ssues Directly Impacting on Nursing Practice

The nurses have described the challenges withitipeaaround maintaining their skills
and competency. These include the other roleshbkl; limited patient numbers for
practice development, infrequency of chemotherapgtce and getting time off to
attend educational courses. The clinics are hekklyen a Thursday and some nurses

may only get to give chemotherapy once or twiceoatim
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As nurses we do not have huge chemo patient Itda@lsisks are that we may not be as
skilled on a day to day basis as our colleagueéncity who are giving chemo more
frequently(Participant 4).

Education is recognised as a key component ofgafeice for these nurses. These
nurses collectively identified barriers to attergdaducational courses particularly when
these are held off site. These barriers includelwads, their other roles, limited

staffing resources and no-one to do their jobefthre away. As related by this nurse:

I missed out on the biohazard study part of ibdldn’t get back to do that, so that’s
one of the problems that | have, being free fronothgr roles to participate in that
role...It's quite difficult for méParticipant 1).

These nurses also identified individual knowledgpsgin relation to enhancing their
practice and feeling safe. Competency in adminiggechemotherapy with no
subsequent attention to their theoretical knowleédgeknowledged by these nurses as
having implications for their safe practice andgratoutcomes and was an issue of
concern for them. These nurses work in isolatiomfmainstream oncology treatment
centres with no oncology peer review and ongoingplogy in-service education. As
this nurse puts it:

If we don’t have education, there’s a real riskiwsiafety. My knowledge in oncology is
not great(Participant 2).

It's quite hard coming in and giving chemo withtheg knowledge behind(Participant
1).

These sentiments were particularly relevant tantlrses who had only been working in
the clinic for a short period of time and are iradice of their feelings behind not having
the theoretical education to build up their skatgl knowledge in this area. The nurses

working in this nurse-led service see themselveseaspractitioners who are in turn
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supporting new practitioners and this has implaraifor the direction and shape of the
service and their practice. Specialised help istroften accessible by telephone,
however offsite oncology services are three andlfahours away and they lack the

benefit of seeing how other practice settings fianct

I don’t know how chemotherapy clinics’ functiomldn’t know if they have a resident
doctor you see at the door or if it's all run byrses. | haven’t seen any other clinics to

compare with how ours is rufParticipant 1).

Dependant on patient numbers, at times the oncalagge or the palliative care nurse
may be the sole practitioner delivering treatmbiutises are often left alone for brief
periods of time when giving chemotherapy because#tond nurse may be engaged in
other tasks or called to attend an emergency. fdgsmplications for safe practice
given the unpredictable nature of chemotherapytioemand can be a terrifying
experience for the nurse left alone who has to wéhlan unexpected emergency

situation. The following descriptive account bytpapant three illustrates this issue:

We were giving this gentleman his R-CHOP. The atbese had to pop out for only ten
minutes. This gentleman needed to go to the tait@th was virtually five minutes
across the hall. By the time this gentleman hadogok to the room he was having what
we thought was an allergic reaction to the Rituxinaad had bottomed out on his blood
pressure. He was getting grey, his blood pressuaresgordable and he collapsed into
my arms, where | managed to get him to the Lazychay. There was no bell — the
other nurse was called away for five minutes, sb Was an extremely terrifying

experience for me, | must admit.

You can’t predict what's going to happen and atweest possible time, when

someone’s out of the roofRarticipant 3)
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Despite the obstacles encountered in their pratitie@urses in this study did not view
practice as unsafe and when asked to describaubse-led service the nurses

maintained that the clinic is well run and safe.

| think we do most things well — | think we relatell to people — | think we safely give

chemotherapyParticipant 1).

Frequent interruptions to practice are commonpiladbis setting as patients or other
health professionals seek one or another of theesuil his appears to be characteristic
of rural practice and goes in line with limitedffitey resources necessitating nurses with
multiple skills in varied roles to better meet thgatient’s needs. This was confirmed in

this description of practice by this nurse:

There’s so many roles that each person hold, tleegften got other things to do,
emergencies that they’ve got to go out and ha(feieticipant 2).

Four nurses are involved in chemotherapy practicktheir availability is not always
guaranteed. The oncology and palliative care npisea crucial role in the clinic and if
one or both of these nurses are away for whateason this has an impact on the
service as there is no one else to pick up thé&x fidiey have identified a need for the
other nurses to know their roles in order to mamtiae service. The reflections by this
nurse highlight the impact of staffing resourced sole diffusion on the maintenance of

this service:

We're talking about limited resources. | mean walyeonly have four nurses that give
chemotherapy and unless you take into accountittetiat you know those nurses have
other jobs. So if a nurse leaves, there’s sickdeaxe run on a bit of a shoe string really
with staffing resources.lf we are away for whatever reason, all falls dowbecause

we are small and there’s not many of(Barticipant 3).
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The nurses in this study have described many bamied influences affecting their
ongoing professional development due to the vaonéss they hold, staffing resources
and limited patient numbers in the clinic for pregtdevelopment. The next section
deals with the challenges of maintaining safe @athis setting and the strategies the

nurses use to cushion the impact of contextualséodtional influences on practice.

Cushioning the Impact — the Safety Net

“Cushioning the impact — the safety’nethe title of the second predominant theme to
emerge from the data which focuses on the processkactivities the nurses engage in
to cushion their patients and themselves fromripgact of situational influences. This
study has revealed the many challenges the nuasesathen seeking to deliver care and
the challenges patients face when accessing thatThais study confirms that the
function of the clinic varies according to the patisituation and that there is a lot of
role diffusion amongst nursing staff. The nursargi\the patient their treatment today
could well be the same nurse coordinating car@atheer clinic and is thus in a position
to expedite speedy access to ongoing care if reguirhis study showed that the staff
working in the clinic are an integral link betwetlie different services when it comes to
coordinating and advocating for good patient céhe clinic is not simply just about
giving chemotherapy; it's about meeting a rangpaifent and nursing needs.
Appointments are arranged so that support canfeesdffrom those in similar
circumstances and also in consideration of thewd¢gts patients have to travel to the
clinic. Patients ask the nurses advice on a rahgedical and social issues and seek
assistance with various problems they are encdagterhe study found that the nurses
collectively contrived to create a safe therapesmtizironment to support, provide
reassurance, consistency and holistic care to plagients and family members. They are
most often involved in their patients care from ieginning to the end of the illness

trajectory. When describing practice within theniithis is what this nurse relates:

In the clinic we have lots of laughter and fun. ¥éat the whole person. Appointments

are longer, it's a friendly small intimate enviroent. ... We help them on their journey
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of cancer, support them, and travel beside therh aut care and knowledge

(Participant 1).

The knowledge that these local nurses have of gatients and their families through
living and working in this area is seen as havimpsitive influence on patient care in
terms of the support offered, continuity of card &elp in navigating the health care
system. The nature of the nursing involvement trepécare is encapsulated in this

statement:

We are right there through the whole journey farsh people. We become very close to
them and their families, so there’s a lot of pesittherapeutic relationshig®articipant
3).

The provision of treatment in their local area basefited many cancer patients by

reducing the socio-economic and social impact efilthess. As this nurse maintains:

It's such a vital thing for people to be able tosbaheir chemotherapy on tkeame
withheld).l mean travel is hugely onerous on patients, hatingavel on a three
weekly basis tghame withheld)It has a huge impact on their ability to cope
(Participant 3)

The nurses in this study view education as a glyate strengthen their own personal
practice and as a means of equipping patientsimfithmation to keep them safe so that

they will know what to do if they become unwell.

The education is just so important, that they bdlsafe, that they’ll ring us up if they
have a problengParticipant 2

In turn patients are also taught to be assertivenwhcomes to advocating for their care,

given the practice environment and the fact thatymaedical professionals have
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knowledge gaps in relation to chemotherapy practiwerelated side effects. As this

nurse stated:

It's also about teaching our patients to be assergnough to say that what | need is to

have my blood tested and not get fobbedRudfticipant 4).

The nurses collectively view the culture of thenidias supportive not only of patients
but of themselves and their practice. Recognismmgedge gaps and the barriers to
obtaining education specific to their situatiore tiurses in this study embarked on
regular monthly educational sessions held in thecclo improve their skills and

confidence. A description of this type of suppsrput forward by this nurse:

We have an education day once a month that affeectaursing care a lot you know, it
just grows and it make us feel more confident witlat we're doing. ... The chemo

clinic is a supportive environment for staff withine unit(Participant 2).

In terms of the rural location and staffing resasrthe nurses described their roles and
relationships with other services, each other aed tesponsibility for practice, as vital

to good patient and nursing outcomes.

We're a small team and you can’t afford to let ggrsimmer, we work well together

(Participant 3).

The nurses access advice and support from ofBaitelogy services, although at times
this may not be readily available or easily acddssiThe nurses have become an
integral part of their patients care and in patéicthe oncology and palliative care
nurses carry an immense responsibility for thesemis which does not stop when
treatment is over. These nursing responsibilite gver into times when these nurses
are off duty and the measure of their commitmematient care is seen by their

willingness to see these patients out of duty hours
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Our responsibilities don’t just stop when they wailit the clinic; those responsibilities

go to those people who are out there in the commp(fParticipant 3).

Well our patients sit in A & E for quite a long rmwaiting to be seen. They are
supposed to be triaged one. If I'm around I'll comend deal with ther(Participant
4).

Having chemotherapy treatment in a rural situatioallenged by many practice issues,
has seen a number of strategies and processesyeptocushion the impact of these
influences. The way the nurses deliver care, |dtd and educate their patients, take
measures to address competency issues and fogpartue relationships are key
findings of this part of the study. Evolving praetiis the focus of the next section of this
chapter and reveals the influences of educationten@g and support on the practice of
these nurses.

Evolving Practice

The third predominant theme in this study is egditlevolving practiceand reveals the
changing nature of the practice of these nurseslation to education, support and
mentoring by the oncology nurse specialist. Nurgirggtice changes and evolves
according to internal and external influences. fidsearcher coming into this practice
setting as the oncology nurse specialist, withralmer of years experience in acute and
palliative care oncology had an influence on pcactirectly and indirectly. The study
reveals how the three nurses working with the meses acknowledge the evolution and
growth of their practice in relation to walking alygside an experienced mentor, and
ongoing education. The following statements by thisse encapsulate the evolution of

practice within the clinic.

We have informal education throughout our cliniazirwith different members being
able to share different areas of knowledge as ®pame up. ... With education sessions
once a month we are extending our knowledge bagthwhpacts significantly on our

confidence and care of patients. ... We help eaddr athreach their full potential
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within our nurse-led clinic. We have a coordinatorlead us and are all encouraged to
fully achieve within our clini¢Participant 2).

Two of the nurses in this study were engaged ifegsional educational courses at the
time of the research. The monthly sessions in liheeavere tailored specifically to
issues related to oncology and chemotherapy peaatid, coupled with a supportive
training environment, were found to have signifitaeontributed to the nurses

knowledge, confidence, skills and growth in praeti&s this nurse reflects:

| think that we have had huge improvements in denwtherapy and in the way that we
do it this year. It's absolutely not perfect buhink that new blood, a new broom
coming and looking at it in a different way has madir service a better service. | think
it's made us more confident, it's made us lookwuaterlucation and the fact that we need
to keep ourselves up to date...Next year we’ll hadesomeone elgeeturn)that’s gone
away and given chemotherapy in another countryinkt that she’ll be bringing new

fresh ideas about how we can improv@Piarticipant 3).

The implications of “on the job trainihgducation and mentoring have significance
particularly when applied to rural situations whetgses experience a number of
challenges trying to improve their practice in sfiespecialities. Increased knowledge,
improved confidence and skills were the benefitsw@aed by these nurses, who saw their
practice evolve as a result of walking alongsidexgmerienced oncology nurse. The
following section of this chapter deals with theatgies the nurses identified that could

be employed to enhance and improve practice.

Strengthening Practice

When asked about how their practice could be imguiaw this clinical setting, the
nurses in this study identified a number of strigethat could be used to improve

practice (see Table 5).
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Table 5: Strategies to Strengthen Practice

Description

A dedicated adequately resourced chemotherapy room

Time away to improve skills and gain experiencmain oncology centre

Regular ongoing specific education to address kedge gaps

More educational support and input from the maiocobogy centre

Improvement of quality systems within other depamis that support the clinic

Better communication between the oncology centtedinic regarding changes to
protocols and guidelines

Organised tele-med links with oncologists for thpagents who will not be seen for
lengthy periods

Organised meetings with other rural chemotherapgtfiioners to exchange ideas and
enhance practice

Training of other nurses involved in the clinic aeding the organizational and technical
aspects of practice as the oncology nurse is m@yal available

Managerial support and financial input

Improved medical backup and knowledge to handlenciteerapy- related issues

One strategy involved time off from their othere®lto work in the main oncology
centre to maintain their skills, coupled with edimaal support specific to their practice
area locally and off site. There was also the rieetietter communication between the
oncology centre and this clinic, particularly imatéon to changes in any drug protocols
and guidelines, so that practice is consistenerieticine was suggested as a way of
linking up with oncologists to provide support &mme patients who may not be seen
for two or more cycles. Meeting with other ruralses involved in chemotherapy
practice was a wish expressed by the oncology ragseway of exchanging ideas and
enhancing practice. The provision of an adequatsgurced dedicated chemotherapy

room was a strong issue for all these nurses dsas/@hproving the systems within the
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departments that support the clinic, so that patiervice is not compromised. Linked to
service growth and support was ongoing managemthfiaancial support. This point

was put across succinctly by this nurse who maistthat:

| certainly cannot see it growing if it is not adedely supported by our managers and it
won’t grow if money is not put into it...and if wendallow our staff to have the
education that they neBarticipant 3).

An issue to arise from this study was that somsesifound it difficult to articulate a
vision for the service given their limited practieeperience. As reflected by this nurse:

Personally | don’t think that I've had enough expace in chemotherapy and being
part time, it's actually quite difficult for me tmave a vision of how to improve the
service...I'm probably having to and have been rglyin other peoples experiences

and vision to improve my weaknesses and to imgheveervicgParticipant 3).

Conclusion

In concluding this chapter, it could be said tihat hature of practice within this rural
setting is challenging with many situational andteatual influences impacting on
practice. The nurses deliver care in a less theal ienvironment, with limited resources,
and face many challenges to maintain their skiltd @@mpetency. Despite these
obstacles practice within the clinic is viewed aesEducation is essential to keep
nurses and patients safe. The nurses suggestedstnategies to improve and enhance
practice amongst these a dedicated adequatelyroesbahemotherapy room to provide
optimum patient and nursing care. The practicéefriurses continues to evolve in
response to influences in and around practice falwgc that is essentially the clinic is
rich, varied and continually changing. In Chaptevéh | discuss the significance of the
findings of this study together with the implicatgfor practice. | also discuss the
findings in light of the two theoretical proposit®that were developed prior to entering
into the research.
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CHAPTER SEVEN: DISCUSSION OF RESULTS - MAINTAINING THE
FABRIC

“To maintain — to care for, keep up or preserveaativity” (Collins et al., 2006, p.
463)

Overview of study

The purpose of this chapter is to discuss therigsliof this study and to reveal new
insights into this research with reference to suipg literature to verify or challenge
the results. In this chapter | also discuss thairiigs in light of the two theoretical
propositions that were developed prior to condggctive research. The study limitations
impact on the discussion. These included a smalpkasize and the fact that the
research took place within a time frame under tifleénce of a new oncology nurse
specialist. There are many service providers dyrectindirectly involved with this

clinic and it would have been useful to gain thparspective on practice issues. In light
of these points and in order to scale this prajaty the nurses involved with the
chemotherapy clinic were included in this reseaf¢te results of this study need to be
interpreted in light of these boundaries. Initidligid see them as limitations, but as |
worked with the data from the project | realisedttthe intent of this case study was not
to generalise findings to other rural settings.d®ea may of course identify
commonalities with the nature of chemotherapy [racho matter the setting, but |
have chosen to present this without comparisongo@iade beyond the context and
beyond my own experience as a cancer nurse. Givgpadsitioning, this study does
provide an account of actual chemotherapy praatieenurse-led service in a rural New

Zealand setting and is likely to have importantliogtions for practice development.

The case study is presented to build on knowleddglis$ subject area and to hopefully
provide a forum to debate issues affecting serde®ery with the aim to advocate for
best practice. This case study is also importamigw of the socio-political implications

of market forces on our healthcare environment. 8ter shrinking healthcare dollar is
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set against an environment where, people are lianger with chronic disease, sicker
patients are seen in the outpatient setting, agret tis a global shortage of nurses; and
that is not expected to improve in the near fu{Bleck, Claffey, Korow & McCaffrey,

2005). All these things impact on the shape anecton of our services and the ability

of healthcare providers to provide a sustainabédtheare system.

The following discussion is presented as a whode study to reveal the nature of
practice. When | reflect on the word "natueme it encapsulates the following; the
challenges of working in this area; the contexg; idolation; the characteristics of the
people; the geography and climate; the significarfagorking with cytotoxics; patient
safety and practice development. Although this caseade up of many parts the case is
made most explicit through the nurses’ statemamisnay engagement with them. | then
locate these insights in literature that buildsciupe to convey to readers the realities of
what it's like to be in this practice setting. Tkisse study also establishes how a rural
service manages to deliver a highly specialisedingrservice requiring advanced

nursing practice to the people of this region.

Two theoretical propositions bounded this casefearded the way the detail was
arranged in the discussion. These hypotheticarsiants meant that | was standing in
different positions to see the three dimensional bwas also aware of the whole in
response to these two concerns. | restate them agdi then after the discussion
indicate how they impacted on how | have shapedntieeaction in the project and (of
course) the discussion. The first proposition sotglexamine how the survival and
support of chemotherapy practice in rural areasgrasnded in mutually beneficial
relationships fostered by contextual influenceand around practice. The second
proposition sought to test my assumption thatté@rdgion was paid to developing a
nurse’s knowledge and skills, whilst providing eth appropriate resources, these
would provide the patient with greater protectiod anprove chemotherapy treatment
outcomes. This study has provided a descriptive sagly of chemotherapy practice. It
has also uncovered the issues the nurses iderasi@ffecting their practice together

with their suggestions for improved practice. Maining and strengthening the fabric of
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this service is important to cancer care outconfigmtients in this region and has wider

workforce implications.

Discussion and Implications for practice

It's presumptuous to assume that any healthcawcsestands alone. The connections,
threads and relationships that form the integrptts of our health service are crucial
to the sustainability and quality of the serviceyided. The conceptual framework
underpinning this case allowed investigation if® tomposite parts of this system
within its context. Three themes were extractethftbe data gathered to inform the
research, and were a result of my interpretatiah@finformation. These themes
encapsulate the nature of practice as it pertaitisig setting as revealed by the nurses
and they will be discussed in relation to the &tare. The first theme to emerge, ‘the
holes in the safety negignify the barriers the nurses identified asafifeg practice. The
barriers to practice could be summarised as thiosetly impacting on the service and
organisation; those directly impacting on the pdtiand lastly those barriers that impact

on the nurses’ own practice.

The holes in the safety net — Barriers to practice

This case study has shown that resource issugspsyailures and problems in other
departments in the hospital setting, have the piatdn significantly impact on the
functioning of this service. The success and supgfdhis clinic is dependant on strong
multidisciplinary links with many services. Includlen these essential links are the
accident and emergency department, the pharmazyjalloratory, the hospital wards,
offsite oncology services and the local Cancer &gciSome of the issues identified by
the nurses as impacting on patient and nursingicaeh@ded the lack of a regular
designated treatment room, insufficient equipmeut groblems with the ordering,
timely arrival and dispensing of chemotherapy drdde pharmacy department plays a
crucial role in supporting this service and hadegignced significant problems the year
of the study due to personnel difficulties to attrand retain skilled pharmacists. The
flow-on effect (of this) has meant that patientsehaexperienced delays in their

treatments, nursing schedules have had to be adjumtd overall care is placed under
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threat. These problems are not uncommon to ruedtheare providers whose resource
constraints and staffing issues impact on theiitaho deliver an optimum service.
These findings which show problems with a lacke¥ge integration impacting on
care in other departments are consistent with wielggarch literature on this subject
(Curtiss, 1993; Dewar, Steginga, Dunn, McCarthyte¥aet al., 2003; Ross, 1999;
Turnbull, 2001). To a lesser degree urban settilogsxperience similar issues which are
recognised by Lamkin, Rosiak, Buerhaus, Mallory ¥illiams (2001). The alignment
of the different parts of healthcare systems iatieh to quality indicators, cost
efficiency and a seamless transition to care ftiepss is a contemporary topic that is
receiving increasing attention in the healthcaezdiure (Gilchrist, 2006, Montagu,
2006, Turnbull, 2001). This is because of incregsvidence that failures in one area
can significantly impact on care in another and alscause of the fiscal constraints
imposed on health providers who must prove costiefft quality services in a climate
of accountability for actions. Cluttered workplaa®vironments, stress, fatigue and
uncontrolled practice variables all increase thepiial for chemotherapy errors to
occur (Gilbar, 2001; Schulmeister, 2005). Obseovetiof the practice environment
showed that chemotherapy is delivered under lessitteal conditions and that the
nurses’ practice is beset by frequent distractidhgese distractions in the form of
frequent interruptions to practice occur mainlaagsult of the other roles the nurses
have. Although they appeared to find these stregsduticularly at busy times, it was
not a significant issue for them. Recent literatoremerge has linked the nursing work
environment and job stressors to job satisfactiomlity of care, safety and retention
issues (Egglefield-Beaudoin & Edgar, 2003; Lin &hg, 2007; Schulmeister, 2005).

The nurses themselves in this study indicated rewice gaps have put patients and
nurses at risk. There is limited after hours supfuorpatients receiving chemotherapy.
Oncology specialist care and input is not alwayslgaccessible or timely. There is
little or no input from onsite doctors into thisrea-led service and for many health
professionals working in this area they recogrtise they have significant knowledge
gaps in relation to oncology and chemotherapy m@churses at times have to give

chemotherapy alone as the sole practitioner. Pmanaunication between consultants
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and offsite oncology services was identified asdditional issue affecting outcomes in
this service. The literature cites similar circuamgtes in rural Australia (McCarthy &
Hegney, 2001; McCarthy et al., 2003; Yates et2800). However the hospital is not
operating in crisis mode according to the nursekthay were able to reveal how they
took charge of their practice as professionalss Ehrvice needs to be evaluated to
assess if it's meeting its objectives and to idgmare gaps with the ultimate aim of
improved services. There is a need in this ar@altlwess resource issues within the
clinic and look into improved integration withinetldifferent departments because of
wider implications for patient, nursing and servacgcomes. Egglefield-Beaudoin and
Edgar (2003) purport that “Until we know exactly atltomposes nurse’s work and

affects their work lives, we will not be able tchamce its quality.(p. 106)

The evaluation of services is also linked to tategic objectives in the Government
Cancer Control Strategic Action PIg8005) and in its attempts to improve cancer care
outcomes. The financial implications of failuresneet treatment schedules because of
system failures and poor coordination is huge dtehaffects the patient directly
(Bourke et al., 2004; Turnbull, 2001). The dramaypt out in this practice setting
reveals costs associated with long distance tratdtcare, patient distress and the loss
of income for working support persons of patieeteiving treatment. There are the
additional costs of adjusting treatment schedubesrairsing time as the service adjusts

to these influences.

Typically in health services in large city basedtoes management input is required to
look at how service gaps may be addressed. In s@idilhgs the practitioners
themselves have established the service and are #wey need to audit and evolve the
services. Furthermore, a needs analysis and ei@luattthis service was recognised as
being required to strengthen existing practice.rblg as peer in this setting was to
articulate the nature of advanced chemotherapyemnactice within the cancer nursing
role. Such practice analysis identifies care galpislware argued as being essential to
the evolution of best practice and therefore egseotthe ongoing provision and

maintenance of a safe, quality service (Gilch#8606; Montagu, 2006).
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Cushioning the impact — the safety net

The second theme extracted from the data wasezhti@ushioning the impact — the
safety nétand reveals the strategies these nurses have ydplotheir practice to
lessen the impact of contextual and situationdli@rfces on care. It was evident in all
nursing interviews that the nurses in this studyehaultiple nursing roles and function
in a variety of capacities necessary to meet tleelsef their patients and the service
they work in. Quite often in the chemotherapy dlithie nurses find themselves dealing
with a wide array of medical and social conditiodaving a good general knowledge of
many patient conditions, varied clinical experieaad the flexibility to move within
different roles is seen by these nurses as crtcgdod outcomes. The patients who
come to the clinic use their time there not onlhawe chemotherapy but to have the
nurse listen to their problems, solve symptom issurel to share their concerns and
experiences. When describing the nature of prastitiee clinic the nurses used terms
such as supportive, therapeutic, intimate, friendhyd humorous with a family
atmosphere. The study found that these nursesrbated a supportive environment for
themselves and the patients and the clinic revatddddden role. This could be
reflective of rural situations which in turn havecessitated supportive relationships
amongst people to see them through difficult tifigsshy, 2000). When | first started
working in this area | made comparisons based opasy experiences in a city hospital
and | saw many of the deficits in practice and uese issues as huge barriers to patient
outcomes and practice. This was my view and cedyténat of the nurse who was a
newcomer to this area. However we both learntdbatiiewpoints were diametrically
opposed to those of the nurses who were long Esidents in this area. What | viewed
as barriers were seen by these nurses as oppm@sunitdevelop new ways of caring for
the patients and supporting nursing practice. Thiipte roles and the continual
acquisition of new skills by these nurses, andctieation of a therapeutic environment
within the clinic to improve the care they providepport this view. There is the
additional fact that most of these nurses know th&iients well and that comes from
living and working in a small community. The nurgeevide continuity of care and
support, and adaptation and flexibility appearedby characteristics of this nurse

practice. Literature into rural nursing sugges#t this could partly be due to the learnt

85



ability rural nurses have developed which enaliiemtto work best with what they’ve
got under difficult circumstances (Bushy, 2006; gp8charff & Weinert, 1997; Ross,
1999). This ability could also be viewed as an issareas functioning with limited

resources.

Providing a safety net for patients has not contaauit cost to these nurses. The nurses
in this study recognise that cancer patient cacerapasses multiple roles. However this
has major implications for their responsibilitiesyrticularly when working in an area
hampered by staffing constraints and distance Spetialist support services. In this
study nursing roles and responsibilities were riageto be heightened in relation to
service gaps. The nurses describe their burdesspbnsibility as huge however they
did view themselves as principal holders of knowgketh this area of practice.
Particularly for the oncology and palliative cargses, their involvement in patient care
begins from the diagnosis to the end of the catmaggctory. This burden of
responsibility has extended to the point wheredhmesses have at times made
themselves available to patients for care afterdiand on weekends. These service
gaps have created an unequal load of responsiailidypressure upon these nurses. The
nurses’ value and enjoy a large degree of profeakmutonomy and recognise their
professional responsibility as they practice imtige isolation from oncology support.
This has implications for their practice accourltghijob satisfaction and also raises the
issue of support for them. The current focus orceanare outcomes is on reducing the
“cancer burden of car@Ministry of Health, 2003a). | suggest that we chéz also look
into the burden of responsibility that rural ongptand palliative care nurses
experience as they work as sole practitionerseir 8peciality areas. Studies have
confirmed that nurses are working harder, haveibegatient workloads and that the
profession has become physically and mentally ehglhg (Beatty, 2001; Bourke et al.,
2004; Day, Minichiello & Madison, 2006; Joiner & B&am, 2004). The reasons for this
have being linked to the current health work fagbertages, fiscal constraints and
increased service and patient demands. Some nuoskig in rural areas may be the
sole health provider, and thus they provide anyasfaatient services, some of these

maybe outside the scope of their practice (Bed@9,1). The current burden of
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responsibility the nurses in this nurse-led serfé@e has implications for this service,
particularly in view of the anticipated growth imetnumbers of people expected to
develop cancer. This means that future workforgeirements and problems around the
recruitment and retention of skilled staff will iileqgt on care delivery in this area. The
significance of this burden of responsibility iglhlighted particularly in view of the
implications surrounding continuity of care whee tincology or palliative care nurse is
away; services come to a standstill. Cancer isatiy the leading cause of death in our
society and 17 000 patients are diagnosed withezaaery year in New Zealand and
numbers are expected to increase (Ministry of He@005). There are many times that
the practice of rural nurses is compromised as toeyinually strive to meet the
increasing demands of patients and the servicéhiohathey work (Curtiss, 1993; Ross,
1999). In addition general practitioner shortagethis area have further added to the
pressures facing nurses (Ross). The pressuresi@dustaining the ability to do a good
job, monitoring for professional burnout and reviegvtheir decision as to whether they
will remain in their areas of practice (these tbesome real issues). In addition there
appeared to be some underlying tension betweencalesiaff and nurses in this service
that | discerned, as was suggested by some olutisesi in their statements. They
recognised that the doctors, despite their limitedlvement in the clinic are still

crucial in the event of an emergency, but aremela the nurses’ knowledge in

administering chemotherapy.

The conditions under which chemotherapy treatmedelivered can contribute to a

high probability of errors (Gilbar, 2001). Howeekey finding of this study was that
despite situational circumstances the nurses p&@eheir nursing practice to be safe.
These findings challenge previously held assumpttbat to deliver chemotherapy
successfully a nurse needs to be operating fromurdiation of oncology nursing
knowledge (Buchsel & Glennon, 2005). The idealatittn where a new service is set up
is to have an experienced speciality nurse to coatel and execute the service. These
nurses have stated that they are essentially naetifooners supporting new
practitioners. The reality of this clinic was mautessible through a decision by a nurse
to ‘take the bull by the horhand (get on and) do it. She maintains, that ifdide’t
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make a stand and if the service had waited for itiesal person to come along then it
would not have been developed. In seeking to fmdraswer to why these nurses
perceived their practice to be safe | consultedt wie wider literature to explain this

phenomenon.

Arbon (2004) talks about the holism of an individnarse’s practice which in essence
allows her to be a therapeutic tool. This holisrhugt up from life and nursing
experiences and not just from clinical experieralese. The more holistic experience a
nurse has, the more she is comfortable with hekwnorterms of an experienced nurse
entering a new area of speciality, he or she nraylfie concerned with core clinical care
giving experiences associated with safety, andiigeof equipment. In this nurse-led
clinic it would mean that the nurse’s focus wouéldm learning how to administer
chemotherapy safely and learning how to utilisegiample, central venous access
devices. He then maintains that as the nurse becomee familiar with these aspects of
care she becomes more comfortable and confidehtheit skills and in turn, her ability
to provide safe care. He argues that too much foctie past has been made of the
skilled elements of care that has not recogniseather aspects of experience that
contribute to holistic nursing. The nurses in 8tisdy are experienced nurses with many
years of practice and Arbon’s theory could explahy these nurses maintained their
care was safe; they felt comfortable with their kv@rheir practice was safe because of
other factors besides proficiency in performingtidmk of chemotherapy administration.
These nurses came with a basketful of skills thetrporated life long learning, active
listening and assessment skills and nursing expeege The clinical aspects of practice

were just a small but essential part of the bagxpkrience they brought to this setting.

Similarly, a study by Meretoja, Eriksson and Lekitpi (2002) to identify indicators

for competent safe nursing practice, suggestedctirapetent practice was grounded in
the holistic management and understanding of &alisituation. In the performance of
patient care, experienced nurses utilise many geimelicators of competent practice.
Some of these include judgement, collaboratiorghtieg, situation appraisal and

coaching skills. These indicators contribute tddtiml practice and these tie into Arbon’s
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(2004) theory of the holism of practice to enswake €are. In endeavouring to explain
this phenomenon my intent was not to delve intoasof competency, however the
multifaceted nature of competence which the nursgb to the treatment environment

provides her with the confidence to provide safeca

The nurses in this study viewed their practiceads and were confident despite lacking
a broader knowledge in oncology and chemotherapgtioe issues. | argue that perhaps
theses nurses had enough knowledge to be safeoanktent without the depth of
knowledge required to be considered as expert. £aad Donnelly (2006) suggest that
a skill is grounded in the context of the situationvhich it is performed. They attempt
to explain the relationship between knowledge, @mdgnt and skills in practice and the
links to confidence in a nurse’s ability in the giee environment. They make reference
to a personal communication with Benner in theidgtthat provides an explanation
around the dynamics of experienced nurses leamemgskills. The proficient or expert
nurse who chooses to gain new competencies in @nclihical area is in essence a
novice in that area. However because of their @gstriences and deeper understanding
of clinical practice and the body of nursing knogide they bring with them, they move
onto higher levels of proficiency faster that adstot just out of nursing college. Linking
Benner’s explanation with that of Arbon’s theorp2) this means that these
experienced nurses working in the chemotherapycdhave reached a level of comfort
and proficiency with their work hence they do reelfunsafe. Arbon’s theory still
remains to be tested; however it does provide tennate explanation into why these
nurses felt the way they did. In no way am | tryingliminish the importance of

practice linked to experience in the work environtmélowever, | believe these nurses
have proven that safe speciality care can be peovid rural areas as long as it is
grounded in a personal commitment to safe praciggported by professional
relationships within and around the service andrimied by extensive nursing
experience. This finding has implications for theection and development of services
in New Zealand, particularly in rural areas. It irap that experienced nurses can obtain
new core clinical competencies to set up new sesvand these will be safe. | suggest

that the concept of ‘the need will drive the wheelf shape and develop future
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services. Curtiss (1993) suggests that when narsesquipped with the skills and
knowledge to maintain current practice, complexodogy care is possible in rural
environments and this confirms the findings of gtisdy. In turn Bushy (2000) contends
that despite barriers to optimal practice, rurakea are usually committed to

maintaining current up to date practice, and atecdéed health professionals.

Evolving practice

The third theme extracted from the study data wiled "evolving practiceand

reveals the changing nature of the practice ofetimesses in relation to education,
support and mentoring by the oncology nurse spstidlhe influence of the oncology
nurse specialist was acknowledged as the impetusdwing practice to another level.
The result was increased knowledge, confidenceskitid as she was able to support
and provide further training for these nurses baseller wider experiences. Monthly
education sessions were tailored to improve thekedge with on-the-job support and
training. Nursing has a long history of mentorietationships both at a formal and
informal level (Johnson, Cohen & Hull, 1994). Thtatement by this nurse sum up the

impact of the mentorship relationship on the pcacénvironment:

| think that we have had huge improvements in denwtherapy and the way that we
do it this year. It's not absolutely perfect buhink that new blood; a new broom
coming and looking at it in a different way has madir service a better service. | think
it's made us more confident, it's made us lookwuaterlucation and the fact that we need

to keep ourselves up to dgtearticipant 3).

The implications of on the job training, educatard mentorship have significance
particularly when applied to rural situations ahd literature increasingly links these
factors to job satisfaction, workforce developmeamigl recruitment and retention issues.
Block et al. (2005) provide an overview of recetgrhture into the value of mentoring
for healthcare organisations. They suggest thalkeewe exists to conclude that
mentorship programmes do assist with retentioressund this is a cost effective

strategy particularly when faced with retainingfsitaa climate already affected with
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nursing shortages. The current nursing shortagetiexpected to improve in the short
term and some of the reasons given for this wdrelissatisfaction, poor remuneration
in comparison with other countries, workloads, lowtrand nurses moving into other
non clinical nursing roles (Block et al., 2005)rtRa the solution advocated by Block et
al. is for organisations to create supportive mg&nvironments where the nurses will
want to work in, because they know they will bemaped in their ongoing training and
education. Similarly the findings of a study byd(llen (2007) indicated that mentors
played a major role in advancing students nursmgedge and this supports the
findings of this study. The practice of the nunsethis nurse-led clinic evolved in
relation to having a mentor to support them, aimglltas many implications for the
organisation in view of the rapid changes in heaébhnology and treatment. The
domain of cancer care amidst these changes alsactsypn nurses working in
outpatient settings. The need for flexible formsiofsing and to continually up-skill and
multitask has challenged traditional nursing bouisda(Flanagan, 1998). Many patients
now receive their chemotherapy treatment in theatignt setting by nurses. Current
literature reinforces the issue of ongoing prof@sal development because nurses in
rural areas are now taking on many cancer-relaties and thus need the education,
knowledge and skills to fulfil their portfolios (@iss, 1993; Dewar et al., 2003; Wyatt,
2007; Yates et al., 2000, 2003). Patients havelssome more proactive participants of
their care. Their demands to know about their gnat different stages of the disease
and treatment, and for information to improve tiseif care abilities are high
(Clavarino, Lowe, Carmont & Balanda, 2002; McCaugB&aThompson, 2000). The
role of the nurse in this cancer care setting ttesomes crucial if these needs of these

patient are going to be met (Clavarino et al., SaffSsher et al., 2000).

For the nurses in this study maintaining their pcacskills and knowledge is a balance
between increasing patient and service demandesigaiactice obligations and their
own educational needs. Key concerns were the @kentoff to attend courses; this is
problematic organisationally as there is no onepbace the nurse if she goes away.
Low patient numbers for practice development aeagain commonalities shared

with other studies into rural nursing issues (Deetaal., 2003; Hegney, McCarthy,
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Rogers-Clark & Gorman, 2002). There are the aduiichallenges of meeting the
educational needs of the generalist nurses irctimE who are also required to address
other competencies relevant to their areas of jgeacYates et al. (2003) acknowledge
the difficulties rural providers face trying to tdge knowledge gaps in professionals
working in non-specialist settings. Ongoing proiesal development will remain a
reality of the current healthcare environment (NCREZ03). The nurse, by virtue of her
position plays, an important role in meeting thesgiirements. Today's practice
environment requires a process of ongoing competengew, up-to-date practice and
continual refining and acquisition of skills to é&mgood safe outcomes (Dewar et al.,
2003; Hegney et al., 2002; MacDuff & West, 2001;dvley, 2001). Many innovative
models have been suggested to address the edatatemds of rural nurses. However,
the overarching theme in the literature is thatcational requirements need to be
tailored to the practice environment (Dewar et@ibb, Anderson & Forsyth, 2004;
Hegney et al., MacDuff & West; Wyatt, 2007).

The nurses themselves in this study have suggsstadgies to address their
educational needs (see Chapter 6) and these sbeulsed to inform the debate between
themselves and the organisation. One way of addgesancer care competencies in

this particular situation is to perhaps adopt a@hsdch as the one suggested by Curtiss
(1993). In this model each nurse, after an educalispecific needs analysis, designed
their own oncology learning programme and then wdnwith nurse educators on and
offsite to see how these could be met. This alloiwadamental knowledge gaps to be
addressed before moving onto broader educatiogalreanents. The impact of the
internet and distance learning has had a majoctafie the current learning environment
with access to education quite literally at theértips of the nurse (Dykman & Davis,
2008) and this has been important for nurses @ areas. Currently in New Zealand
there exists no clinical pathway for oncology nera@rking in rural areas, therefore
each nurse must seek to develop her own pathwaeThalso a need to look into
supporting the specialist nurses up to a level izagw with Nurse Practitioner status
given service gaps, the immense responsibilitiesaalvanced level of practice required

of these nurses.
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Threats to this nurse-led service will come from éxpected growth in future cancer
patient numbers, and if no subsequent developnmehtedfinement of this service takes
place. There will also be threats around futurekfaoce issues given the median age of
the nurses. Immediate threats come from the hugehwof responsibility some of these
nurses hold and if one crucial person, for exartipgeoncology nurse, is not available
(for whatever reasons) then this service will beapmmised. Threats to this service
continue because of a lack of after hours suppattkaowledge gaps in other health

professionals who have input into the service.

Descriptive Theoretical Propositions

Two descriptive theoretical propositions were depet prior to entering into this
research to provide a framework and direction tewheining what information should
be collected and to provide links between the ssiaf evidence to inform the study.
The study sought to test the following statemehit® first proposition sought to
examine how the survival and support of chemothepeipctice in rural areas was
grounded in mutually beneficial relationships fosteby contextual influences in and
around practice. The second statement soughtttamteassumption that if attention was
paid to developing a nurse’s knowledge and skillsi)st providing her with access to
appropriate resources these in turn would pro\néepatient with greater protection and

improve chemotherapy treatment outcomes.

In relation to the first descriptive statement shady has shown that multiple
relationships exist between this service and gtheviders and without these links this
service would not be possible. These beneficialtiaiships exist because of resource
constraints and geographical location and alsousecthe healthcare service is a
multidisciplinary partnership. When this case wganeined in context, mutual
beneficial relationships were shown to exist at ynarels. They existed between the
government, and the organisation and the populaimshare made implicit in the
commitments made in the various healthcare stregesgid the funding provided to

improve care outcomes and for education. Relatipsshere also shown to exist

93



between the different regions as the major citycisist service provided oncology

input and nursing support and education into tres.aAt the organisational level
multiple health providers were involved in the patis care to ensure good outcomes,
but the impact of system failures was shown instiiely to significantly impact on care.
Relationships were also shown to exist within th@cbetween nurses and patients,
and between the patients themselves. The hidderofahe clinic was shown to exist to
meet a range of patient needs based on suppoetaonships. Informal networks are
strong and exist because the long time rural ressdenow each other well (Bourke et
al., 2004). Relationships are stronger becaudeeoitipact of rural challenges and these
are seen in the support amongst the nurses thezsgel\enhance practice. Bushy’s
(2000) work on partnership frameworks supports\res/point. This study has shown
that beneficial relationships are the threads ppsut that maintain this chemotherapy
service and its structural integrity. Some of thedationships are strong and others are
tenuous. The study has also shown that some nmegéijos are unequal and this is
reflected in the burden of responsibility thesesesrcarry, however if all these threads
of support are strengthened then we’ll all be adivanin the same direction towards the

goal of reducing healthcare inequalities.

The second proposition was that "attention to aeisreducation and provision of
appropriate resources would provide the patiertt giitater protection and improve
chemotherapy treatment outcom&¥ithout skilled nurses many rural services would
not exist and patient care would be seriously camgsed. The study shows that this
service exists because of a nurse-led initiativienfarove patient outcomes. Education is
the key to implementing strategies to improve Healitcomes and to professional
workforce development and is recognised withingbeernment’s framework of
reducing inequalities and providing population sfeprogrammes (Health Workforce
Advisory Committee, 2002). This study revealed temlucation was important to
advancing practice so that the nurses could dedivestter, safe service. The nurses
themselves spoke of how crucial to their practies the provision of ongoing education
and training. According to Beatty (2001) rural regsequire a broad knowledge base,

because often their practice intersects into theaio of other health professionals
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simply because there is a shortage of skilled perslo The nurses need education to
provide effective care and for these expandingst@ead the patients need education not
only about their iliness but how to care for thelvsg Turnbull (2001) proposes that
attempts should be made to make patients safer actave way and education is one
way of addressing this issue. When taken in théestof this environment and most
healthcare settings | would maintain that educadiopatients and nurses will provide
the greatest protection and | believe this studwshthis. However, although education
is crucial to healthcare outcomes there are algtysendicators that are linked to
resources and the attitudes, and health-seekirgytmehs of patients that do put them at

risk. The statement made by one of the nursesigtgklthis issue:

Patients believe it or not actually forget to ge¢it bloods teste@Participant 3).

Rural nursing theory supports the role of healdksey behaviours and attitudes in

determining healthcare outcomes (Bushy, 2006)

Conclusion

The rural health care network could be likened talaic with different woven threads,
intertwined and linked. When weaknesses and hglesa in this fabric then the
integrity of the structure is threatened and carmmpromised. This study sought to
uncover the special and unique qualities inherettis case of chemotherapy practice.
The case for practice was made implicit in the esirstatements as they were linked to
the wider literature. The study suggests that gmod can be delivered in resource poor
environments and that need will shape and be tpetins for service developments.
This has implications for future service developtsen rural areas. Despite contextual
constraints people expect good quality of care drethey reside in rural or urban
settings. Fostering pockets of excellence in praatequires attention to those factors
that contribute to the bigger picture. In this attan this involves looking into what
additional resources and support the nurses retpuineprove their care, the conditions
under which treatment is delivered and what stragegre required to support

educational development. These things require tapagement input into actual
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practices taking place at ground level. This stiidy also provided insight into how
nurses perceive their practice in this clinic anovgled examples of how these nurses
worked to cushion their patients from situatiomdluences. Education and supportive
networks were shown to be crucial to the sustalityloif this service. In concluding this
discussion | would like to say that the nature raicgice within a nurse-led clinic has
been revealed. This thesis is also a story abotkimgptogether to support skills
acquisition and confidence. It's about these nulsasing from me regarding my
oncology and palliative care skills and in turis @bout me learning from them about
rural life, nursing and learning to work in anotlfiremmework from a city model.
Collectively it's about us taking the best from leather to enhance and develop our
nursing life experiences. The next chapter condwdéh a summation of the study and

recommendations for future research.
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CHAPTER EIGHT: Conclusion - Laying the Fabric to Rest

“To rest — to remain, to continue to béCollins et al., 2006, p. 649).

This chapter concludes this study by providingrmmary of the research and key
findings ending with recommendations to improvecficeg and suggestions for future
research. This study sought to provide a descamncount of the nature of
chemotherapy practice in a rural New Zealand ggttiralso sought to uncover the
issues the nurses saw as impacting on their peaatid to provide new information and
insights into this area. The influences in and adopractice have been shown to impact
on the way patients access care and the way tisesigeek to meet their patient’s needs.
This service was borne out of a need to addressaiheer burden of care experienced by
patients in this region, and it is a prime exangflaurses taking the initiative to

improve outcomes. Linking the final threads in taisric concludes this research

project.

| utilised case study methods in this researchsigagegy to uncover the unique aspects
of chemotherapy practice in this rural setting.sTorm of qualitative inquiry allowed

me to study this contemporary issue within its eghand to provide a platform for the
nurses’ voices to be heard. Not much is known ahaal chemotherapy practice in
New Zealand and this study contributes to the lddyursing knowledge that hopefully
will inform the debate to advocate for improvedvesgs. The propositions developed
prior to conducting the research, provided a rogdtoalirect my attention as the
researcher to what should be examined in the stadine with these hypothetical
statements, relationships were shown to be crtwigde survival and sustainability of
chemotherapy in rural settings and cancer careomés. Some of these relationships
appeared to be strong, others tenuous, whilst smpeared unequal particularly when it
came to the burden of responsibility held by thaesses. Significant barriers to access
specific practice education were identified in tstigdy. Education was also shown to be
an important factor to support and advance praetickto improve the quality of patient

care in this setting. The support of mentored i@hkahips is an important aspect of the
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study to emerge as it played a crucial role in adiray the practice of these nurses. The
nurses themselves had developed some strategi@srmome gaps in their knowledge
and have in turn identified ways in which the oligation can support them in their
ongoing professional development. Some of theegir@s mentioned have the potential
to assist other rural health providers strivingrieet the educational needs of their

nurses albeit within a climate of fiscal and reseuronstraints.

This case is also important in view of the chandargiscape of New Zealand’s
healthcare environment and the future shape aedtin of nurse-led services. Cancer
has emerged as the leading cause of death andsmtkplay a key role in delivering
treatments and developing services that are agptefo the context in which care is
delivered. This also has implications for ruraleer&ho continue to experience issues
around the recruitment and retention of skilledtheare professionals. The insights of
experienced nurses as novice practitioners in eiapg practice were highlighted. The
study findings challenge assumptions that to pmwadpeciality service the nurse needs
to be operating from a specialised body of nur&mgwledge. The knowledge of these
nurses is developing and is shaped and informeatédogontext of their practice and
their experiences are borne out of a need to pecigervice where previously none

existed.

Barriers to practice were shown in this study t@pportunities to enhance care and
these nurses were innovative in the way they mredtito cushion their patients from the
impact of situational influences. Humour in praetimultiple skills and scheduling
appointments to meet a range of patient needs stiggghioning strategies to improve
outcomes. The patient in today’s healthcare enwiemt will require the input of several
members of the multidisciplinary health team asdifferent systems intersect to deliver
care. The impact of system failures in one aremlualthcare system was shown in this
study to influence outcomes in the clinic. Qualmprovement outcomes have become
increasingly linked to aligning the different conmemts of a system to provide a

seamless interface for the patient. It is hopetlttiefindings of this study will be
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utilised to foster and improve service networkshed good consistent care is

maintained and not put under threat.

Changes within the cancer care setting will cor@iand rural New Zealand areas will
not be exempt from these influences. This studyiges a first time account of practice,
locating a specialised service delivering chematpgin a rural New Zealand area. It is
my hope that this case study will be useful to otheal health providers facing similar
issues and that the knowledge gleaned will in tamtribute to ongoing debate and
overall service refinement. The findings of thisearch should be viewed cautiously
and within context of this particular practice s&jt The metaphorical fabric that is this
case study has revealed the multiple threads liene that maintain its structure.
These intrinsic and extrinsic threads allow usiags$e into the complex nature of
service delivery that appears to be charactems$tour healthcare service and peculiar to
rural services. This study also provides a seecbmmendations which are given in the

spirit of uplifting practice in this nurse-led sam.

Recommendations to improve practice

Ongoing commitment and improvement of healthcareises is a remit of all
healthcare providers and this service like anyrotleeds to be evaluated periodically to
identify service gaps and ascertain if it is megtime needs of the population it serves.
An urgent need assessment of the service is needéentify what additional resources
and support these nurses require to maintain satige. Included in this assessment
should be an evaluation of actual practices irctiméc. It should also encompass the
role of the oncology and palliative care nurse gpists to ascertain the range and extent
of their responsibilities. This is to identify hdheir practice could be supported with a
view to sharing the burden of responsibilities éhrarses carry. Attention should also
be paid to workforce issues so that replacemestpravided to allow time off to study
and for sick and annual leave. Attention should &als paid to developing an improved
after hours support for chemotherapy and oncola@giepts. This may mean looking at
instituting a local after hour’s telephone supmydtem particularly for those patients

identified to have complex needs. Telemedicine mel be the answer to improving
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the consultative process particularly when patigrilisnot be seen for a prolonged
period of time between treatments. However, asaify management efforts are
needed to strengthen existing structures and sgdbexause failures in other
departments have been proven to significantly impaaare in the clinic. An education
specific needs analysis of each nurse should bertalen to identify specific skills and
knowledge that they need to improve their indiviquactice in the clinic. Once this is
identified, nurses could then work with the onsitaical nurse educators and the offsite
oncology nurse educator to adopt strategies amdifgeesources that can be utilised to
meet these needs. Temporary clinical placemerds\elop expertise and secondment
of skilled nurses for training and practice devehent are just some methods that can be
employed. Competency issues in nurses and any logadth professionals coming into
contact with patients receiving chemotherapy neduktaddressed. Attention to these
knowledge gaps particularly on the wards will eealbiproved care of those with post
chemotherapy complications. Support and developfesih oncology and palliative
care nurse practitioner role with limited presanigprights. Expand the role of the clinic
to include regular wellness and symptom manage@rgultations for cancer patients
who are not receiving chemotherapy. This will draaiapproach that is proactive
instead of reactive and may well reduce the pressomn the oncology clinics and in turn

meet a range of unmet (psychological) needs ottpasients.

Future Research

There is a need for research into chemotherapyipeadn other rural New Zealand
settings. It would be useful to know the extent aatlire of these practices, uncovering
issues affecting care and in turn contributing kmawledge base which can be used to
improve and develop rural services. It would alsaibeful to research these services
from the perspective of the patients, and fromehaeko provide support for these
services. Their view point into practice issues ea is a valuable way of identifying
care gaps within the service with the aim of imgaWwealth care outcomes.
Additionally there is a need for research intortble of the rural oncology and palliative
care specialist nurses in order to ascertain thgerand extent of their responsibilities

and to assist with clear well defined clinical padlys to aid professional development.
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Celebration of resilience

I end this thesis with a section celebrating tis#lience of these rural nurses. | left the
area at the end of my tenure with a feeling of uotl respect and admiration for the
work these people do. For a brief period of timeak one of them (a rural nurse). | kept
a journal during my time in their place and | nafer to this record to provide insight
into the nature and spirit of this place. Afteraatjcularly busy day at the clinic | wrote

this in my journal.

One of the strengths of this clinic is its abilibybe flexible to accommodate the
patient’'s needs. Often chemotherapy is given onsebrduled days to accommodate
patients who live long distances away so that ttaysee the oncologist on the same
day they receive treatment. This saves the padiemtdditional trip or even the cost of
an overnight stay in town. As nurses, we keenltlieestresses and strains of the day
however; we offer each other support and guidancenndealing with the issues that
crop up. The patients in the clinic are unawar@uof feelings and the usual clinic
atmosphere of a relaxed jovial environment preva&lsemotherapy treatments are
stressful, more so when affected by service iskwegver, our patients don’t need to
see us stressed or know about our difficulties avéeprofessional at all times; we can’t
let our patients see the impact wider issues haveso We continue with rigid safety
checks when alone and when together, becausecdhthé we are working in isolation
is ever present in our minds. We are profoundlyravhat our unsafe actions could
have dire consequences for our patients. Despésetlissues the chemotherapy clinic
continues to project an atmosphere of friendlinesgmth, support and
professionalism. Patients are grateful to be reicg\treatment in their local area and
are somewhat accepting of delays and setbacks wiéghnot be the case in other
centres. My role and that of the other nurses imé@nse. Wider issues have impacted on
care today. It's not simply a matter of handingropeur tasks to someone else to do —
because you're it, the only one.

Most of the nurses in this study are long timelrtgaidents and when they say they

know their patients well, they truly mean this. Jla@e active community members and
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often met their patients in other social domairfeuhd a spirit of friendliness and
support to exist in this service and the staff weepared to go to great lengths to help
each other and their patients. The multiple rdhey ach hold is testament to the fact
that they care enough about patient care to meetghtient’'s needs at many levels.
Despite the many barriers to ongoing professioraetbpment these nurse are keen to
learn, and it's not something they have to do,damething they want to do. Without
the dedication and commitment of rural nurses, ni@althcare services would not
exist. This thesis celebrates these nurses’ caniwib to this community, in providing a

specialised service to cancer patients in thisoregi
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APPENDIX A: LIST OF ISSUE STATEMENTS & QUESTIONS

According to Stake (1995) these can be statedyway that is helpful, they can appear
as cause and effect relationships.

Background and theory

Prime advocates for chemotherapy clinic — Why?
Consultation with stakeholders, who are these?

Context at time of development, socio-politicaloeomic, New Zealand’s
health reforms, changing healthcare environmenslliy, nationally, globally.

Context now

Roles played by DHB/other funding bodies

Characteristics of chemotherapy practice, sitaagon, regimes, median
average number of patients seen monthly, area ed\®r service, features of
room, access to emergency services, equipment

Staffing, patient population

The role of chemotherapy in cancer care, cancertmarden

Educational preparation of nurses to deliver chtaerapy, support after
credentialing

The significance of working with cytotoxics, issuef patient, staff and
environmental safety

—

What is the relationship between the chemothectipic and offsite specialis
oncology services

The role of supportive services in chemotherapiyelsy

Structure of clinic, nurse-led, why?
How many nurse-led clinics in the area

Chemotherapy delivery prior to nurse-led service

Rural context of practice, challenges, isolatiwwaather, nature of rural
dwellers, contextual issues impacting on patierg delivery
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APPENDIX B: PROSPECTIVE PARTICIPANTS INFORMATION FO RM

A descriptive case study of practice development ia rural nurse-led chemotherapy
clinic

Thankyou for taking the time to consider my reskanoposal. As part of my studies
towards a completion of a Clinical Master’s in allve care at Victoria University, |

am undertaking qualitative research into rural cbign@rapy practice and the issues that
impact on safe care.

Research Question
What is the nature of practice in a rural nurseeleemotherapy clinic?
The aims of this study are to:
» Specifically document and observe the practicehehwotherapy nurses working
in a rural New Zealand setting
* ldentify the issues that nurses identify as aiffigctheir practice
* Provide a case study of cancer nursing practiceermmmendations for service
improvements that lead to improved patient outcomes

Selection Criteria
To be eligible for participation in this study, kyormants need to be:

* Nurses working in the nurse-led chemotherapyclini

Participant Involvement

Should you agree to take part in this researchwibbe asked to participate in a face to
face semi-structured interview with the researemer permission will be sought from
you to observe your nursing practice during a clifiihe interview will take
approximately 45 to 60 minutes and may be taperdecb A time and place that is
convenient and mutually agreeable to both partitipad researcher will be selected.
After the interview you will receive a transcridttbe proceedings to verify that this is a

true record of your interview and to allow for aztyanges you may wish to make. The
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analysis of your interview may result in additiogalestions which may be the focus of
a brief 30 minute interview, or a telephone or drmanversation. Observation of your
nursing practice will involve the researcher watghihe way you work, documenting
the activities and processes of the clinic in aobfirusive manner. You will be informed
when your practice is being observed for reseamcpgses. At the end of the
chemotherapy clinic the researcher will sit dowthwiou to discuss her observations to
ascertain if her accounts of events are a trueatdin of what has happened and you
will be given an opportunity to comment on thessawlsations. Since your nursing
practice involves patient care, a few days pricattending the chemotherapy clinic
prospective patients will be informed about thalgtthrough a telephone conversation
and permission sought to observe practice. If patigerest is expressed in the study a
copy of the information sheet will be sent to thdinthe patient expresses concern about
being observed then the researcher will not obsateparticular chemotherapy session
as part of the study. At the conclusion of thiseesh you will receive a summary of the
findings. The results will inform the thesis andyntee presented at local or international

conferences.

Confidentiality and anonymity

Anonymity, confidentiality and privacy of participes will be ensured by the use of
pseudonyms, numerical codes and illustrative naeswith personal identifiers
removed. Names of places and location will notdferred to in this study. Pre- research
confidentiality agreements between participantsrasdarcher and between researcher
and transcriber will be signed. Only the researetmer research supervisor will have

access to all of the transcripts.

Data collection and storage

Access to data material will be limited to the esber and supervisor and material will
be kept in a locked filing cabinet. At the compdetiof the study research notes and
tapes will continue to be kept in secure storagewaili be retained for potential
development of a pilot into a more comprehensiudystiealing with rural

chemotherapy practices. Any identifying person&rmation will be destroyed.
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Withdrawal from the research

You have the right to decline to participate irstbiudy without any disadvantage to you
either in the form of censure, coercion or pendftyou would like to be a participant
you may withdraw from the study at any time if y@wish. You also have the right to
refuse any question asked of you and to say wiatnhation can or cannot be used in
the study. You also have the right to ask thatéeerder be turned off at any stage
during the interview. It is possible, but rare thati may experience some personal
distress during the revelation of information dgrthe interview. If this is an issue for

you, counselling and debriefing sessions are ahlaila

The contacts for counselling are:

Picc Neilson

Phone 03 7680499 extension 2710

Or

Employee Assistance Programme Counsellors

Ursular Niclaus, phone 03 7686828: Claire Hollgypne 03 768 9917

If you have any queries or concerns regarding yigiats as a participant in this study
you may wish to contact a Health and Disability Adate, telephone

South Island except Christchurch 0800 3777 766

Christchurch 03 377 7501

Consent

Participation in this research project is entinedjuntary and if you agree to be a
participant, please complete the enclosed consemt &nd return this in the self
addressed envelope to Glynnis James. Once | hag®&ved your consent form | will

contact you and arrange a suitable date and timanfinterview.

This study has received ethical approval from tippés South A Ethics Committee
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If you have questions concerning the study eitlosv ar in the future you can contact

the following people:

Glynnis James, Researcher

Phone 03 3479307

Or:

Dr Margaret Martin, (Research Supervisor)
Victoria University of Wellington

Phone 04 4636140

Email: margaret.martin@vuw.ac.nz

Thank you for considering participation in thiseasch project.

Regards

Glynnis James

Researcher
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APPENDIX C: INFORMED CONSENT FORM

Research Title: What is the nature of practice in aural nurse-led chemotherapy
clinic?

Researcher: Glynnis James

| have read the information sheet concerning #dgarch project and understand what it entails.
| give my consent to be interviewed by the researalout information pertaining to the study
and rural chemotherapy practice. | understandthiginterview is part of this process and may
lead to greater understanding of the subject.

| agree to be interviewed at a date and time thatutually agreeable to both myself and the
researcher and in a place where privacy can beaakdwnderstand that the interview may take

up to 45 minutes and may be taped.

| agree to have my nursing practice observed duhaghemotherapy clinic. | understand that
the researcher will be observing my work and netgatients.

| understand that | was selected to participathisstudy because of the knowledge that | hold
which may inform the research.

The consent | give is voluntary and | realise tren withdraw from the study at any time
without censure or risk and that my participatiall mot influence my relationship with the
researcher or my work organisation.

| am aware that the information | share with thsearcher will be reviewed and accessed by the
research supervisor only and that my identity amzhgmity will be preserved.

| appreciate that the study has ethical approvdithat | can contact Glynnis James or the
research supervisor Margaret Martin if any concarnse.

| consent to the information gathered about megaged for future research into rural

chemotherapy studies subject to ethical approvabbgiven by a New Zealand accredited
ethics committee. YES/NO

| agree to take part in this study under the almovalitions and those set out in the information
sheet.

Date: ..ocoooviiiiiin, Research Participants Signature................ococovivieennnen.

Date: .....covvviiiiieviienns Researchers Signature............ooocev i i e e,
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APPENDIX D. CONFIDENTIALITY STATEMENT

(This will be signed prior to any participant obssion or interviews)

Thank you for agreeing to take part in this rede@aroject entitled, "The nature of rural
nurse-led chemotherapy practice.” This projeceisnty undertaken by Glynnis James, a
student of Victoria University of Wellington as paf tertiary studies towards

completion of master’s degree in palliative caree Tesearch project is being supervised
by Dr Margaret Martin, School of Nursing and Mideny, Victoria University of
Wellington.

I would like to emphasise that:

e your participation is entirely voluntary

* you are free to refuse to answer any questions

* you are free to withdraw from the research prog¢ny time

* You will always be informed if your practice is hgiobserved for research

purposes

I would like to assure you that all data collectethis interview and during observation
will be treated as confidential and will only beadable to the above mentioned people.
Excerpts from the interview or observation of pigemay be used in the final research
report but will be done so anonymously or changeslich a way that any identifying
features are removed. Any changes to these conglitidl be made only with the
approval and consent of the participant.

This study has received ethical approval from tippés South A Ethics Committee

Please sign the form to show that you have readdhtents.

Printed Name: .......ccooeivii i,
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9.

APPENDIX E. LIST OF INTERVIEW QUESTIONS

How many years have you being nursing?
How long have you being involved in the chemothgremic?
What influenced your decision to work in this area?

Besides working in the chemotherapy clinic whaeottoles are you currently
involved within the hospital?

What do you perceive to be your role in this cltic
Has your role changed in anyway over the last sixthns?

What do you see are the issues relating to safetyiak regarding the
following?

* The patient
e Yourself

* Disease

e Environment

Can you describe a situation in which you felt dasehilst working in the
clinic?

What do you feel are the strengths of the clinic?

10.How can the clinic be improved to enable it to fume more effectively?

11.What is your vision for this service?
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