Title:
Nursing Care of Older People in Emergency:
The Nursing COPE Study.
Name:
Debra Deasey

PhD Thesis:
School of Nursing and Midwifery,
Faculty of Health and Medicine.
University of Newcastle.

STATEMENT OF ORIGINALITY

This thesis contains no material which has been accepted for the award of any other
degree or diploma in any university or other tertiary institution and, to the best of my
knowledge and belief, contains no material previously published or written by another
person, except where due reference has been made in the text. I give consent to the
final version of my thesis being made available worldwide when deposited in the
University’s Digital Repository, subject to the provisions of the Copyright Act 1968.

**Unless an Embargo has been approved for a determined period.

Debra Deasey

Date: 24th April, 2017

PUBLICATIONS LIST
Deasey, D., Kable, A. & Jeong, S. Influence of Nurses’ knowledge of ageing and
attitudes towards older persons on therapeutic interactions in emergency care: A
literature review. Australasian Journal on Ageing, Volume 33, Issue 4, pages 229–236,
December 2014.

Deasey, D., Kable, A. & Jeong, S. An exploration of emergency nurses’ understanding
of the ageing process and knowledge of their older patient: A comparison between
regional and metropolitan nurses in Australia, International Emergency Nursing (2016),
doi:10.1016/j.ienj.2016.03.004. Published online April 2016.

Deasey, D., Kable, A. & Jeong, S. Emergency nurses’ attitudes towards older people in
the emergency department: a cross sectional study. Contemporary Nurse, Volume 52,
Issue 2-3, pages 369 – 380, August 2016.

Deasey, D., Kable, A. & Jeong, S. Results of a national survey of Australian nurses’
reported practices caring for older people in the emergency department. Journal of
Clinical Nursing, Volume 25, Issue 2-3, pages 3049 – 3057, April 2016.

KEY TO TRANSCRIPTIONS
The following abbreviations and conventions have been used throughout the thesis,
where excerpts from the participants’ transcriptions have been used.

…

indicates a pause contained in the original material.

…//…

material edited from the original for clarity

Bold

indicates words, phrase, or sentence relevant to the
theme(s) or narrative(s)

ABBREVIATIONS
ED

Emergency Department

RN

Registered nurse

OPACs

Older Person Acute Care Survey

ASET

Aged Care Services Emergency Team

CENA

College of Nurses Australasia

MNCLHD

Mid North Coast Local Health District

FoAQ

Facts of Ageing Quiz

ACKNOWLEDGEMENTS

I would like to acknowledge the support and help of my supervisors, Associate
Professor Ashley Kable, who gave so much support and kindness and who believed in
me (even when I didn’t believe in myself), and to Associate Professor Sarah Jeong,
whose support and help was invaluable.

I would like to acknowledge and thank Christopher Oldmeadow from The Hunter
Medical Research Institute for his support with my statistical analysis.

On a personal note, I would like to dedicate my thesis to my father, who is now gone
but never forgotten, and whose voice remained in my head to throughout the journey to
just “give E for effort”.

To my wonderful mum, thank you for everything and for having faith in me.

To my friends, thank you for listening and for not letting me quit.

i

SYNOPSIS
This study is titled ‘Nursing Care of the Older Person in Emergency’ (C.O.P.E). This
study sought to answer the question: “How does nurses’ knowledge of ageing and
attitudes towards older persons influence clinical practice and therapeutic interactions
in Emergency Department settings?”
Older patients constitute an increasing number of presentations to Australian
emergency departments (ED); and the nurses employed in the EDs specialise in
trauma, and may have no or little experience with the specialised care required for the
older person’s chronic and complex care needs. The ED’s fast-paced environment is
inconsistent with older people’s chronic and complex needs, and can impact on both
the ED nurse and older patient.
This study explored nurses’ knowledge and understanding of the ageing process and
their attitudes towards the older person; and the impact on their clinical practices and
therapeutic interactions in emergency department settings. A person-centred care
framework was used as the conceptual framework for the study. A mixed methods
approach was used in the study and included two phases. Phase one incorporated a
survey that was distributed to all of the members (n=973) of the College of Emergency
Nursing Australasia (CENA). Phase two of the study involved semi-structured
interviews with fourteen emergency nurses at two regional hospitals in Australia.
The findings of the survey suggested that ED nurses had a basic knowledge of the
ageing process and related care issues. The findings of the qualitative interview with
nurses revealed many issues that mitigate the provision of person centred care in the
ED setting. The attitude towards the older person in both phases were variable with the
interview data revealing ageist attitudes that were not revealed in the survey.
In conclusion, ED nurses’ negative attitudes and inadequate knowledge about ageing
can lead to poor clinical practice and an increase in adverse events for older people.
This study indicates that ED nurses need to be equipped with appropriate attitudes and
knowledge that will support older patients’ health care decisions and needs. If the ED
nurse can recognise the unique needs of the older person, then discrimination and
marginalisation of the older person can be prevented, and person centred care can be
achieved in the ED setting.
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CHAPTER 1 INTRODUCTION
This thesis reports the findings of a study designed to explore nurse’s knowledge and
understanding of the ageing process; their attitudes towards the older person and their
clinical practices and therapeutic interactions in an emergency department setting.
The research methodology used a mixed methods concurrent design incorporating two
phases (Creswell and Plano Clark 2007). Phase one incorporated a survey that was
distributed to all of the members of the College of Emergency Nursing Australasia
(CENA). Phase two of the study involved semi structured interviews with fourteen
emergency nurses at two regional hospitals in Australia.

1.1 BACKGROUND
Population demographics worldwide are changing (Gray, Peel et al. 2013) and older
patients constitute an increasing number of presentations to emergency departments
(ED). Globally, the population of older people is increasing, with the proportion of the
older population (aged 65 years and over) predicted to double by the year 2050 (World
Health Organisation 2011); with the proportion in Australia predicted to rise from 14%
to 20% by the year 2051 (Commonwealth Department of Health and Ageing 2012,
Australian Bureau of Statistics 2013). In 2015-2016, people over the age of 65 years
made up 15% of the Australian population, but accounted for 20% of all ED
presentations (Australian Institute of Health and Welfare. 2016); with an estimated 36% annual increase of ED presentations for the developed world (Slade, Manidis et al.
2015).
As older people are the “core business” of public hospitals, hospitals will struggle to
adapt if health structure does not change (Parker 2017). Acute care in Australia works
within a medical and curative model which can result in rapid treatments, short stays
and rapid discharges (Russell, Anstey et al. 2015). The medical model provides a
traditional approach to treatment of a person. The health professional focuses on the
“physical or biological aspect of the disease or condition” only (Harris, Nagy et al. 2010)
and does not take into consideration any other factors for the patient, such as social,
psychological or multiple issues that can be caused due to the diagnosis. Rose et al,
(2005: 52) suggest that the medical model places emphasis on the technical or
medically related aspects of the patient. This can devalue the patients individual
experience (Rose, Best et al. 2005, Russell, Anstey et al. 2015) and is not aligned with
person centred care.
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This model is inconsistent with managing a typical older person with chronic and
complex conditions. The leading causes of chronic and complex conditions are heart
disease, diabetes, cancers, respiratory disease and cognitive decline (dementia), with
seven million of Australians, 35% of the population, currently experiencing a chronic
condition (Department of Health. 2016). These conditions require a more integrated
healthcare services and management with healthcare models that encompass their
psychosocial needs; and with individual attention to their disease pathway trajectories
(Boltz, Capezuti et al. 2008). The unmet needs of older patients, due to an
incompatible model of care in ED, can have an impact on both the older person and
the nurse (Boltz, Capezuti et al. 2008). Older people are at risk of deterioration, both
functional and psychological, while in the ED environment, due to long wait times, poor
environment and lack of staff knowledge about the unique needs of the older person
(Victoria Department of Health. 2015). Risks, such as delirium, increased falls, the
potential for medication side effects and a loss of independence that could lead to an
early admission into a residential aged care facility are all probable risks for the older
person while in an emergency department (Edvardsson and Nay 2009).
When an older person presents to an ED they first encounter a triage process, where
they are given a score from 1-5 based on the severity of their clinical presentation (New
South Wales Department of Health 2009). This ranking determines the time the patient
may wait to see a health professional in the department. Some metropolitan and
regional emergency departments in Australia have Aged Care Services Emergency
Teams (ASET) (New South Wales Department of Health. 2014) which respond and act
to prevent the functional decline of the older patient while they are in the ED. The older
person, over the course of their time in the ED, will also see a medical officer, allied
health professional or specialty officers if necessary, and be moved into a variety of
rooms, including a waiting room, consultation room, diagnostics such as x-rays and
then, possibly, to another hospital ward (Slade, Manidis et al. 2015).
Emergency departments are designed on a medical model, and the primary function is
to provide acute care, such as responding to accidents and emergencies. The nurses
are employed to specialise in trauma, and may have no or little experience with the
specialised care required for the older person’s chronic and complex care needs.
Gerontological nursing is highly complex, as nurses’ need to consider not only the
physical aspects of their patients, but also the social, religious, ethical and economic
aspects. The skills required by registered nurses’ caring for older adults directly
emphasise the importance of forward planning and full physical and cognitive
assessment. The older population require increased and integrated healthcare services
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and assistance, often with increased acute care length of stay due to the complexity
[such as cognitive impairment, social issues and multiple co-morbidities] of their
presentation (Hickman, Newton et al. 2007, Higgins, Van Der Riet et al. 2007, Bridges,
Flatley et al. 2010). This can result in frustration for nurses and patients due to limited
understanding of the gerontic process and care; as the nurses are not equipped with
appropriate knowledge about dementia, issues such as social isolation and awareness
that a biopsychosocial approach is required for optimal care of the older patient.
Older patients have different needs compared with younger patients, because older
patients have a high prevalence of physical and cognitive disability and complex social
circumstances (Australian and New Zealand Society for Geriatric Medicine 2009). As
dementia is predicted to surpass any other health condition, knowledge about
dementia care is vital for the ED nurse. Alzheimer’s Australia (2017) state there are
413,106 people currently living with dementia, with 244 people diagnosed each day.
This is expected to increase to 653 per day by 2056 (Alzheimers Australia. 2017). In
2017, the financial cost in the community and residential aged care within Australia is
currently 14.67 billion dollars. The cost is expected to increase to 1.033 trillion dollars in
the next 40 years (Alzheimers Australia. 2017).
A rapid decline in cognition, such as delirium, [that is not pre-existing dementia], is
associated with negative consequences, such as longer hospital stay, and an
increased mortality (McCabe and Kennelly 2015). Previous research reports
approximately 10% of older people presenting to an ED meet the criteria for delirium
(Han, Zimmerman et al. 2009); such as an acute and fluctuating mental status,
inattention, disorganised thoughts and an altered level of consciousness (Young and
Inouye 2007). Due to the busyness of the ED, delirium can often be overlooked, with
76%-84% of delirium cases being missed in the ED (Han, Shintani et al. 2010). Due to
this risk, emergency nurses must be equipped with the correct knowledge to
adequately identify this vulnerable group of older patients, within the busy ED
environment and provide measures to prevent delirium including basic care, such as
hydration and nutrition and orientation to the ED (Han, Shintani et al. 2010).
Nurses who have chosen the speciality of emergency nursing as their career may
struggle with the concept of the increasing numbers of non-acute older people
presenting to the emergency department. The nurses may not have chosen to work
with older persons, yet there will be patients who will be over the age of 65 years, that
the nurse will need to treat (Wells, Foreman et al. 2004, King, Roberts et al. 2013).
Training and skills in acute care allow the ED nurse to rapidly recognise a critical
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illness, however the same nurse may struggle to detect an issue with an older patient
with non-specific symptoms due to the complexity of some conditions (Smith 2007,
Institute of Medicine. 2013)
Nurses’ attitudes towards the older person may also be affected due to lack of
specialised gerontology education (Boltz, Capezuti et al. 2008). Ageism, which is
demonstrated by Chaikens three components of ageist attitudes, such as how people
emotionally respond to older people, peoples beliefs and stereotypes towards older
people, and how they act towards older people (Kite and Wagner 2002, Huppes 2015),
can be reflected in any setting, such as community, public and private sectors and in all
generations. Ageism, for this study, is defined as the stereotypical process developed
from negative attitudes towards people solely based on their age (Greenberg, Schimel
et al. 2002). These stereotypes are overgeneralisations, and can be positive or
negative. Negative stereotypes, leading to ageism, can contribute to myths, resistance
or marginalisation of an older person (Crisp and Taylor 2009). Labelling or stereotyping
the older patient can cause the older person to be patronised and infantilised
(McLafferty and Morrison 2004); and can lead to poor communication by the treating
nurse (Higgins, Van Der Riet et al. 2007), as the nurse’s voice or mannerisms can be
perceived as concealment and can marginalise the older patient (Slater 2008).
It has been reported that ED nurses' have less than positive attitudes, because they
consider that the ED is an inappropriate place to care for an older person, especially if
the older person presents with a non-acute presentation or non-urgent presentation [as
described by Table 1: Hospital triage, (New South Wales Department of Health 2009)],
that could have been seen by their general practitioner within the next few days
(Kihlgren, Nilsson et al. 2005, McCloskey 2007, Lyons and Paterson 2009).
Emergency nurses may also feel trapped between a realistic and idealistic situation, in
which they wish to provide the appropriate care for their older patient and become
frustrated and negative due to not having sufficient time and staff to provide adequate
care (Slade, Manidis et al. 2015). This is thought to be due to time constraints and
because the older patient is often not given a high priority in an acute emergency
department (McCormack and McCance 2006); and nurses’ negativity towards patients
with greater dependency levels has also been reported (Australian Nursing Federation.
2009).
Nurses’ therapeutic interaction with their older patients may be compromised
depending on the nurses’ attitude and knowledge about older person nursing. The
older person can present with a complicated medical and social history that can require
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extensive care planning for the older person and the ED nurse may not feel confident
to assist them. The time taken to provide support and education to older people in
complex situations can have an impact on the nurses’ time management and
performance indicators for the ward. The interactions between the nurse and complex
older patient, such as a patient with dementia, may also affect the nurses future
judgement and attitude towards the older person with dementia (Hagerling 2015).
Emergency nurses need to be equipped with the education and knowledge about these
specialised issues to provide best practice to their older patients.
Acute care nurses face the challenge of responding to the increasing numbers of older
patients presenting to emergency departments; and also preventing further
complications, such as geriatric syndromes and functional decline of the older person,
from both acute and chronic diseases while the patient is in their care (Gillis,
MacDonald et al. 2008). Complex health issues need a coordinated approach,
especially while the person is in an acute care setting, to prevent any further decline,
either functionally or cognitively. Increased knowledge about gerontology and ageing
processes will allow ED nurses to recognise deterioration in an older person and preempt and prevent geriatric syndromes and will promote positive attitudes towards older
adults.
There has been minimal recent Australian research that has examined the experiences
of care of older people in the ED setting (Courtney, Tong et al. 2000, Higgins, Van Der
Riet et al. 2007, Slater 2008, Fry, Gallagher et al. 2014).

1.2 RESEARCH QUESTION AND PURPOSE OF THE STUDY.
The research question for this study was:
“How does nurses’ knowledge of ageing and attitudes towards older persons influence
clinical practice and therapeutic interactions in Emergency Department settings?”
The purpose of the study was to identify what is known about emergency department
(ED) nurse’s knowledge and understanding of the ageing process and their attitudes
towards the older person; and whether these influence the therapeutic relationships
and interactions between older persons and nurses. Previous research has suggested
that emergency nurses may report concerns about the number of older patients they
care for, and question the legitimacy of the need for the older patient to be in an
emergency department (Robinson and Mercer 2007, Edvardsson and Nay 2009, Fry,
Gallagher et al. 2014). There are some international studies (Mead and Bower 2000,
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Bridges, Flatley et al. 2010, Boltz, Parke et al. 2013, Skirbekk and Nortvedt 2014), but
to date, there have been no Australian studies that consider emergency nurses’
attitudes and knowledge and how this translates into their practice and interactions with
older people.
The objectives of this study were to:
(a) Assess nurses' knowledge of ageing and attitudes and clinical practices towards the
older person in Emergency Department settings.
(b) Explore whether nurses’ attitudes influence the clinical practice provided to older
persons in emergency department.
(c) Explore whether nurses’ attitudes influence therapeutic interactions with older
persons in the emergency department.

1.3 EMERGENCY TARGET PERFORMANCE INDICATORS THAT IMPACT
ON CARE
There is one main policy and one tool that can affect older patients’ treatment in the
ED. The policy was the National Emergency Access Target (NEAT), now called
Emergency Treatment Performance (ETP), was set up for all Australian EDs by the
National Partnership Agreement in 2012 (Sullivan, Staib et al. 2016) after previous
studies reported there was increased in-hospital mortality due to ED overcrowding and
prolonged lengths of stay in Australian ED’s.
The Emergency Treatment Performance policy requires ED clinicians to deliver fastpaced emergency care to the older patients who present to an EDs, while also
preventing further complications and decline of the older person function when patients
are in their care. The aim of the ETP was for all Australian EDs to reach a target of
90% of patients seen within their targeted time by 2015. This target time was called the
‘four-hour rule’ because all patients in the ED were to be admitted, discharged or
transferred to another hospital for treatment within four hours.

Effective communication is the key to successful person centred care, as
communication increases patient satisfaction, patient safety and engagement of the
patient in their own healthcare consultation (McMillan, Kendall et al. 2013, Slade,
Manidis et al. 2015). The ETP policy can be viewed as a factor that may contribute to
the fragmentation of communication between the nurse and older patient. This
fragmentation can lead to adverse events, where the information given to the patient
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can be misunderstood or lost, and this can potentially compromise patient safety
(Slade, Manidis et al. 2015). This fragmentation can lead to a detachment of the ED
nurses from their patients (Kihlgren, Nilsson et al. 2005, Slade, Manidis et al. 2015).
This is especially vital in the older person’s discharge from the ED, within the time
frame of the ETP. Discharge communication is the final opportunity for the nurse to
ensure the older person is aware of their final diagnosis, medications and follow up
care; and if it is rushed or too brief, the older person can be at risk of re-presentation to
the ED (Vashi and Rhodes 2011).
The tool that can affect waiting times for older patients is the Australasian Triage Scale
(ATS): a tool that was designed for Australian and New Zealand’s emergency
departments, in which patients presenting to the ED are given a score from 1-5 based
on the urgency of their clinical presentation (see table 1 below) (New South Wales
Department of Health 2009, Australasian College of Emergency Medicine 2016). This
ranking determines the time the patient may wait to see a health professional in the
department. Older patients who present with non-specific symptoms [such as fatigue,
nausea or lethargy] or social issues or who are unable to communicate effectively, may
be given a category 5 on the triage scale and can wait for lengthy periods until they are
seen, during which time the older persons’ condition can deteriorate, and their risk for
delirium and distress can escalate.
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Table 1: Hospital triage, (New South Wales Department of Health 2009)
Description of Australasian Triage categories
Triage cat 1. People who need to have treatment immediately or within two minutes are categorised as having an
immediately life-threatening condition.
People in this group are critically ill and require immediate attention. Most would have arrived in Emergency
Department by Ambulance. They would probably be suffering from a critical injury or cardiac arrest.
Triage cat 2. People who need to have treatment within 10 minutes are categorised as having an imminently lifethreatening condition.
People in this group suffer from a critical illness or are in very severe pain. People with serious chest pains, difficulty
in breathing and severe fractures are included in this group.
Triage cat 3. People who need to have treatment within 30 minutes are categorised as having a potentially lifethreatening condition.
People in this group suffer from severe illness, bleed heavily from cuts, have major fractures, or be dehydrated.
Triage cat 4 People who need to have treatment within one hour are categorised as having a potentially serious
condition.
People in this group have less severe symptoms or injuries, such as a foreign body in the eye, sprained ankle,
migraine or earache.
Triage cat 5. People who need to have treatment within two hours are categorised as having a less urgent
condition.
People in this group have minor illnesses or symptoms that may have been present for more than a week, such as
rashes or minor aches and pains.

1.3.1 ASET nurses
Many metropolitan and regional emergency departments in Australia have models of
care in place to prevent the functional decline, such as delirium, of the older patient
while they are in the ED. One of the most successful models is the Aged Care
Services Emergency Teams (ASET) (New South Wales Department of Health 2009,
New South Wales Department of Health. 2014).
Aged Care Services Emergency Teams were established by NSW Health in late 2002
to assist in improving the care and management of the increasing numbers of older
persons presenting to an emergency department. ASET provide early identification of
older persons in the Emergency Department who require a comprehensive geriatric
assessment and subsequent early referral to service groups, specialist care or allied
health. The ASET nurse undertakes geriatric assessments and makes
recommendations to the ED doctors about plans of care for the older person.
For this study, fourteen emergency nurses at Study site one and study site two were
interviewed about their experiences caring for older patients.
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At the study site one emergency department (primary site of interviews), the ASET
team is comprised of one experienced registered nurse a day, seven days a week and
ten hours a day. The aged care nurse is not allocated patients in the emergency
department. The role is for the ASET nurse to attend a cognitive and physical
assessment screen on all patients over the age of 65 years and to review the patients’
social situation and how this may affect their current physical health. The aged care
nurses will arrange for any home services on discharge from the department and make
recommendations to the ED doctors about treatment options and best practice.
Study site two (secondary site for interviews) did not have a dedicated ASET nurse in
the ED at the time of this study.

1.4 RESEARCHER BACKGROUND
The researcher has ten years’ experience as a Nurse Practitioner for older people,
attached to an emergency department, but her main role was predominantly in the
community. Prior to this, the researcher had been employed as a clinical nurse
specialist in aged care, in both an emergency department and community. The
researcher has a Masters in Gerontology and a Masters in Nursing (Nurse
Practitioner).

1.5 DEFINITIONS USED IN THE STUDY
Attitudes
Attitudes, whether positive or negative, can be described as a person’s innermost
convictions about situations (Harris, Nagy et al. 2010). Attitudes are not passive, but
can exert a direct influence on a person’s behaviour (Jain 2014). Attitudes can modify a
person’s choice, interactions or personal actions towards someone or something as
attitudes have a cognitive and affective element (McCabe and Timmins 2006).
Attitudes are often an umbrella term, incorporating theories such as feelings, emotions,
values, morals, judgements, opinions and expectation (Jain 2014). Having a positive or
negative attitude towards someone does not necessarily translate into positive
interactions or therapeutic relationships (Jain 2014). However, attitudes influence how
open we may be to suggestions, and formation of our values and responses to certain
situations, both positive and negative (Jain 2014).
This is reflective of Chaiken’s model of attitude. This model has three components that
interlink to describe an attitude, cited in Huppes (2015).
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1.

Affective (feelings) are an attitude that is the emotional response (either like or
dislike) that is then directed toward an object or, in the case of ageism, a group
of people.

2. Cognitive (beliefs) are attitudes that are evidenced by the beliefs and
stereotypes. Cognitive attitudes refers to the thoughts of the person and the
beliefs that they then have towards a person or object (Jain 2014).
3. Behavioural attitudes. This can be verbal or non-verbal, and it involves the
person physical response, either favourable or unfavourable, towards a person
or object (Huppes 2015).
Ageism
The term ageism was conceived by Dr Robert Butler in 1968, who initially defined
ageism as “a systematic stereotyping of and discrimination against people because
they are old” (Currey 2008). Slater (2008) reported that ageism is born from negative
myths, and this is especially seen in Western societies, where older people are
portrayed as dull, intolerant or unproductive, while in reality older people are productive
members of society (Slater 2008). If society is influenced by these myths, then a
negative attitude can be created unjustly (Slater 2008).
Ageism is a negative attitude, and Chaiken’s attitude model, consisting of three
components can be adapted to constitute attitudes to older people to demonstrate
evidence of ageism:
1. Affective attitudes or how people emotionally respond towards older people
2. Cognitive attitudes that are evidenced by the beliefs and stereotypes of
what is an older person is,
3. Behavioural attitudes, or how people act towards and with older people
(Huppes 2015).
This model reflects how a person’s feelings, belief or behaviour toward an older person
can all influence their attitude towards the older person.
For the purpose of this study, the term ageism referred to the stereotypical process
developed from negative attitudes towards people solely based on their age
(Greenberg, Schimel et al. 2002), and may be reflected in participants descriptions
about caring for older people
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Stereotype
Stereotypes are a “constellation of beliefs, ideas, associations and emotions that can
be either negative or positive” (McCabe and Timmins 2006). Stereotyping can also be
categorising people influenced by a person’s judgement of what they see, what they
know or what their beliefs may be.
Stereotypes are overgeneralisations, usually of people, which can be either negative or
positive in nature. If negative, prejudgements or biases (attitudes) can occur about the
person’s attitude towards situations. These negative attitudes can contribute to myths,
resistance or marginalisation of a certain group of people due to emotions learnt from
people of authority, learnt behaviours from a young age or ignorance (Crisp and Taylor
2009).
For this study the term stereotype means how nurses may think, feel and act towards
their older patients. The outcome can be either positive or negative.
Older Person
For the purpose of this study, the definition of an older person is adopted from the
World Health Organization; which reported most Westernized countries have “accepted
and defined the chronological age of 65 years as the definition for the elderly or older
person” (World Health Organisation 2012). Throughout this thesis, I have referred to
the older person or older patient, and both define the person over the age of 65 years
who requires treatment in an emergency deportment.
Therapeutic interaction
Communication or interactions are used in all nursing care. Therapeutic communication
is ensuring that the exchange of feelings and ideas from nurses to patients conveys
respect for each other and acceptance or consent (Crisp and Taylor 2009). The
interactions can include both verbal and non-verbal behaviours and the experience for
the patient or nurse can be either positive or negative due to the interaction.
Techniques for therapeutic interaction include active listening, empathy, sharing ideas,
appropriate touch and clarifying the patients’ needs.
Staff in emergency departments where time is limited and the nurse-patient
relationships are of a short duration, can still maintain therapeutic interactions by eye
contact, smiling and open mannerisms, and a calm and steady voice (Pearson,
Vaughan et al. 2005).
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For this study, therapeutic interactions include making the patient feel relaxed in the
ED and providing a patient centred approach to care which includes clarifying the
patient’s wishes, active listening to ensure the patient is heard, openness, empathy
and warmth and tone of voice.
Medical model
The medical model provides a traditional approach to treatment of a person. The health
professional focuses on the “physical or biological aspect of the disease or condition”
only (Harris, Nagy et al. 2010) and does not take into consideration any other factors
for the patient, such as social, psychological or multiple issues that can be caused due
to the diagnosis.
Rose et al, (2005: 52) suggest that the medical model places emphasis on the
technical or medically related aspects of the patient and this can devalue the patients
individual experience (Rose, Best et al. 2005, Russell, Anstey et al. 2015). The medical
model is reductionist and dualistic in approach as it reduces a person to a set of body
parts or symptoms and does not include a mind and body connection that is required
for an individual and person centred care approach (Rose, Best et al. 2005).
For this study, a medical model in the emergency department is defined as the person
being a diagnosis or disease only, and where interventions are episodic and do not
provide a person-centred care approach to treatment.
Emergency nurse
The definition of an emergency nurse used for this study is defined as a nurse with a
current registration with Australian Health Practitioner Regulation Agency (AHPRA)
(Australian Health Practitioners Regulation Agency. 2016) who is employed at an
Australian emergency department. The registered nurses may hold the title of an
advanced practice nurse, Nurse Practitioner, Clinical Nurse Specialist or Clinical Nurse
Consultant or Clinical Nurse Manager.
Emergency Department
The definition of an emergency department for this study is a ward in a public hospital
that provides treatment for patients who have an urgent medical or surgical need
(Australian Institute of Health and Welfare 2017). An emergency department is also
known as accident and emergency, casualty or emergency room.
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Person Centred Care
Person centred care is when the ‘person’ should be at the center of any process and
that person centered care provides the fundamental basis for all principles of care
(Watson 1985, Roach 1987). In this study person centered care is defined as
embracing the persons’ (patients) whole story including medical, psychosocial,
emotional, personality and family aspects

1.6 STRUCTURE OF THE THESIS
This thesis comprises a traditional thesis with two chapters presented as papers that
were published throughout the study.
The thesis is presented in six chapters. The first chapter is an introduction to the thesis
including the research question, purpose, objectives and background.
The second chapter comprises the published literature review conducted prior to the
study, “Deasey, D., Kable, A. & Jeong, S. Influence of Nurses’ knowledge of ageing
and attitudes towards older persons on therapeutic interactions in emergency care: A
literature review. Australasian Journal on Ageing, Volume 33, Issue 4, pages 229–236,
December 2014.”
Chapter three outlines the research methodology, design and methods used for the
study. Chapter three also describes the person-centred care framework used in the
study.
Chapter four presents three published papers detailing results from phase one of the
study: The National survey of emergency nurses who were members of the College of
Emergency Nurses Australasia.
Deasey, D., Kable, A. & Jeong, S. An exploration of emergency nurses’ understanding
of the ageing process and knowledge of their older patient: A comparison between
regional and metropolitan nurses in Australia., International Emergency Nursing
(2016), doi:10.1016/j.ienj.2016.03.004. Published online April 2016.
Deasey, D., Kable, A. & Jeong, S. Emergency nurses’ attitudes towards older people in
the emergency department: a cross sectional study. Contemporary Nurse, Volume 52,
Issue 2-3, pages 369 – 380, August 2016.
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Deasey, D., Kable, A. & Jeong, S. Results of a national survey of Australian nurses’
reported practices caring for older people in the emergency department. Journal of
Clinical Nursing, Volume 25, Issue 2-3, pages 3049 – 3057, April 2016.
The fifth chapter presents the findings from phase two: the qualitative interviews with
ED nurses.
The last chapter presents the discussion about the quantitative data and qualitative
data in relation to the research question and study objectives. It includes consideration
of the limitations of the study and implications for clinical practice, education of ED
nurses about older people and recommendations for future research.
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CHAPTER 2 LITERATURE REVIEW
The purpose of this literature review was to establish what is known about this
contemporary topic of emergency department nurse’s knowledge and understanding of
the ageing process and attitudes towards the older person; and whether these
influence the therapeutic relationships and interactions between older persons and
nurses.
The literature review will further expand on the impacts of Impact of inadequate
gerontological knowledge on older people and ED nurses, factors that inﬂuence
nurses’ attitudes to older people and the impact of nurses’ attitudes on older people
and ED nurses.

2.1 Influence of Nurses’ knowledge of ageing and attitudes towards
older persons on therapeutic interactions in emergency care: A
literature review.
The literature review (word document below) has been published:
Deasey, D., Kable, A. & Jeong, S. Influence of Nurses’ knowledge of ageing and
attitudes towards older persons on therapeutic interactions in emergency care: A
literature review. Australasian Journal on Ageing, Volume 33, Issue 4, pages 229–236,
December 2014.

http://onlinelibrary.wiley.com/wol1/doi/10.1111/ajag.12169/full
Objective: The purpose of this literature review was to determine nurses’ knowledge
and understanding of the ageing process and attitudes towards older persons in
emergency care settings.
Methods: Primary research publications about emergency nurses’ attitudes towards
and knowledge about older persons were sought in six databases and Google.
Results: Sixteen articles were reviewed, including seven cross-sectional surveys,
seven qualitative studies and two mixed-methods studies.
Conclusion: Emergency department nurses’ attitudes towards and knowledge about
ageing processes may affect therapeutic interactions between nurses and their older
patients. Issues such as managerial style, past experiences and the medical model
used for healthcare delivery were secondary factors shown to inﬂuence emergency
nurses’ negativity towards their older patients. Further research focused on nurses’
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attitudes to and awareness or knowledge of gerontological issues, in particular in the
ED, is warranted and would contribute to achieving desired cultural change.

Keywords: attitude, emergency, knowledge, older person, nurses

Introduction
Older people are large consumers of healthcare services, with the proportion of the
population aged 65 years and over predicted to rise from 14 to 20% by the year 2051
(Commonwealth Department of Health and Ageing 2012, Australian Bureau of
Statistics 2013). This is of particular importance, as older people require more and
better integrated healthcare services than younger ones and often have an extended
stay in hospital due to the complexity of their presentation (Higgins, Van Der Riet et al.
2007). Older people often have chronic and complex care needs, resulting in extra
burden on an already overcrowded public health system and creating challenges for
nurses delivering care.
Societal and media perceptions of how older persons present – that is, with a chronic
illness or only requiring basic or rudimentary care – can inﬂuence a nurse’s attitude
towards older people (Alabaster 2007). Emergency department (ED) nurses’
knowledge of ageing and attitudes to older people have potential to impact on the
quality of care given to older persons. A deﬁcit of gerontology skills or lack of
understanding of the ageing process can have a negative inﬂuence on nurses’
attitudes towards older people (Wells, Foreman et al. 2004, Mellor 2006) and the
quality of care provided. Therefore, nurses play a vital role in contributing to a positive
experience and healthy outcomes for older adults in emergency care settings.
This paper reports a review of literature published between 2004 and 2012 about ED
nurses’ knowledge and understanding of the ageing process and attitudes towards
older persons in ED settings. Guidelines were used for documenting the search
strategy (Kable, Pich et al. 2012).
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Methods
Search engines and limits
Relevant published reports were identiﬁed using searches of electronic databases,
manual searches of reference lists and Google Scholar. Databases searched included
CINAHL, MEDLINE, Cochrane, Scopus, Mosby’s Index and the Joanna Briggs Institute
database. Across all search engines, the following search limits were applied to search
results: articles published between 2004 to 2012, written in the English language and
including only human subjects aged 45 years and over. Although the age bracket for
the older person has been deﬁned as over 65 years, this age range in the literature
varied according to the cultures or communities the literature reported on.
Inclusion criteria
Published research articles were deemed eligible for inclusion if they were primary
research studies conducted in ED settings (and acute care hospital studies that
included EDs) that dealt with: patients in Australasian triage categories 3–5 or patients
with a cognitive impairment; patient advocacy issues; best practice interventions for the
older person; nurse leadership styles; or older person clinical management by
registered or enrolled nurses. In order to explore the experiences of older persons
within the ED, articles about relatives’ and/or carers’ experiences were also included.
Exclusion criteria
Studies were excluded if they had been conducted outside acute care settings in
places such as residential aged care facilities or specialised geriatric units. Articles
about student nurses and discharge services were excluded, along with any studies of
attitudes towards a speciﬁc disease that did not address these issues in older persons
or did so in subgroups such as paediatric or trauma patients. No articles about patients
in triage category 1 or 2, outpatient services/primary health care or end of
life/bereavement were included.
Search terms
The search terms were nurs* AND (acute care OR emergency) AND (old* OR age* OR
elder*) AND (attitude OR stereotype OR ageism OR ageist OR discrimination) AND
(knowledge OR education). See search terms and databases in Table 3: Literature
Review Search results from all databases.
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Articles retrieved
Initial searching using six search engines retrieved 648 articles. Search limits were
then applied, and 306 articles remained. Duplicate articles were removed, and 156
articles remained. After exclusion and inclusion criteria were applied, 122 articles were
excluded.
A manual search of references retrieved an additional six articles. Google was used to
locate a further eight articles deemed appropriate for the review. A search of the
Australasian Digital Theses Program database detected two appropriate theses
utilising the search terms and limits. Fifty articles remained prior to assessment of the
quality of each article.
Quality assessment
Following the location of relevant articles, all articles were appraised using the Critical
Review Forms for quantitative studies (Law, Stewart et al. 1998a, Law, Stewart et al.
1998b) or qualitative studies (Letts, Wilkins et al. 2007, Letts, Wilkins et al. 2007).
Thirty-four were excluded following critical review because they were not primary
research studies; due to small sample size (and associated lack of statistically
signiﬁcant results); or use of non-validated tools.
Sixteen articles remained after quality assessment was completed: 13 original articles,
one article from the manual reference search, one article from Google searching and
one thesis.
Results
The articles included in this review consisted of seven quantitative studies using crosssectional surveys or audits (Wells, Foreman et al. 2004, Hweidi and Al-Hassan 2005,
Mellor 2006, Robinson and Mercer 2007, Boltz, Capezuti et al. 2008, Gillis, MacDonald
et al. 2008, Scherer, Bruce et al. 2008), seven qualitative studies that utilised
interviews and/or focus groups or observational methods (McLafferty and Morrison
2004, Kihlgren, Nilsson et al. 2005, Smith 2006, Higgins, Van Der Riet et al. 2007,
Salvi, Morichi et al. 2008, Slater 2008, Lyons and Paterson 2009) and two mixed
method studies (Fessey 2007, Alzheimer United Kingdom 2011). Not all the studies
were conducted exclusively on participants from EDs. Three studies focused on ED
nurses or patients (Kihlgren, Nilsson et al. 2005, Salvi, Morichi et al. 2008, Lyons and
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Paterson 2009), and others were focused on acute care or general ward settings
(McLafferty and Morrison 2004, Wells, Foreman et al. 2004, Hweidi and Al-Hassan
2005, Mellor 2006, Smith 2006, Fessey 2007, Higgins, Van Der Riet et al. 2007, Boltz,
Capezuti et al. 2008, Scherer, Bruce et al. 2008, Slater 2008, Alzheimer United
Kingdom 2011), or were reviews of education and/or patient ﬁles (Robinson and
Mercer 2007, Gillis, MacDonald et al. 2008). The search results are presented in Table
3: Literature Review Search results from all databases. The summary of studies
included in the review is presented in Table 2: Literature Review: Summary of all
studies. Lack of homogeneity between the study populations and methods prevented
analysis of combined data, and thus the review is presented as a narrative analysis.
Five themes were identiﬁed in this review. Lyons and Paterson, Salvi et al. and the
Alzheimer’s Society explored models of care for older persons in the ED (Kihlgren,
Nilsson et al. 2005, Smith 2006, Boltz, Capezuti et al. 2008, Salvi, Morichi et al. 2008).
Multiple studies documented emergency nurses’ knowledge of older person nursing
and the impact of inadequate gerontological knowledge (McLafferty and Morrison
2004, Mellor 2006, Smith 2006, Fessey 2007, Higgins, Van Der Riet et al. 2007, Boltz,
Capezuti et al. 2008, Alzheimer United Kingdom 2011). Factors inﬂuencing nurses’
attitudes to older people and the impact of nurses’ attitudes on older people were also
frequently reported (McLafferty and Morrison 2004, Wells, Foreman et al. 2004, Hweidi
and Al-Hassan 2005, Kihlgren, Nilsson et al. 2005, Smith 2006, Fessey 2007, Higgins,
Van Der Riet et al. 2007, Robinson and Mercer 2007, Gillis, MacDonald et al. 2008,
Slater 2008).
Discussion
The older person in the ED model of care Acute care in Australia works within a
curative model that often involves rapid treatments, short stays and rapid discharge
(Salvi, Morichi et al. 2008). This is inconsistent with managing a typical older person
with chronic and complex conditions, which requires more intensive specialised care
within a healthcare model that considers the patient’s psychosocial needs and involves
individualised attention to disease pathways (Boltz, Capezuti et al. 2008). The current
ED model is episodic and disease and/or symptom oriented and does not adequately
provide for the needs of the older population. The emphasis for clinical management
within the ED is on lifesaving measures, yet for many frail older people, it may be
equally important to alleviate pain and distress (Kihlgren, Nilsson et al. 2005). Failure to

24

meet the needs of older patients due to an incompatible model of care in the ED can
have an impact on both older persons and their nurses (Boltz, Capezuti et al. 2008)
The practice of holistic care, which is the very essence of nursing, can be undermined
due to cost pressures relating to nurse/patient ratios (Smith 2006). One of the core
management roles is to ensure stafﬁng levels and knowledge bases (skill mix) are
allocated appropriately to ensure provision of best practice, yet ED nurses report that
workloads are the main factor associated with lack of time to attend to the psychosocial aspects of care that older people often require (Kihlgren, Nilsson et al. 2005,
Smith 2006, Boltz, Capezuti et al. 2008). It is important for managers to understand
that nurses with appropriate knowledge and skills in gerontology will maximise beneﬁts
to both the patient and the institution.
ED nurses’ knowledge of older person nursing
The number of older people presenting in EDs is increasing (McLafferty and Morrison
2004, Boltz, Capezuti et al. 2008), and nurses have a duty of care to deliver best
practices for managing older people in their care. Older patients present with
specialised clinical needs in acute care settings due to the complexity of their
conditions and comorbidities (Higgins, Van Der Riet et al. 2007), and the care of the
older person is no longer the sole domain of specialist gerontological nurses (Mellor
2006). Training and skills in acute care may allow a nurse to recognise a critical illness
rapidly, yet the same nurse may struggle to detect a complex issue with an older
patient that does not present as a straightforward diagnosis (Kihlgren, Nilsson et al.
2005, Smith 2006). A holistic approach towards older patients requires critical thinking
skills to minimise adverse events and prolonged admission, as well as effective
planning and organisational skills (Kihlgren, Nilsson et al. 2005).
Evidence shows nurses do not routinely receive the education required to understand
the physiological ageing process (Fessey 2007, Robinson and Mercer 2007, Gillis,
MacDonald et al. 2008). Undergraduate nursing curricula either do not contain an
appropriate amount of gerontology (Robinson and Mercer 2007) or contain too much
theory and provide little practical exposure to older patients. Nurse seniority (years of
experience) has been shown not to correlate with effective geriatric nursing and
knowledge of best practices (Hweidi and Al-Hassan 2005, Boltz, Capezuti et al. 2008).
A nurse may be proﬁcient in his or her specialty, but experience in other areas does
not correspond to experience in caring for older patients. Being knowledgeable
includes being able to manage time and prioritise tasks effectively (Kihlgren, Nilsson et
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al. 2005). Each episode of care for the older person requires knowledge about multiple
problems and complex interventions (Smith 2006).
In addition, it is vital for the ED nurse to be educated about dementia care. It is
predicted that dementia will soon overtake all other health conditions in prevalence
among older people presenting to hospitals, yet little effective dementia education is
given pre- or post-registration to nurses (Fessey 2007). EDs can place the person with
dementia under extreme stress and can cause episodes of increased confusion due to
the fast pace of the department, high turnover of patients and the brightly lit and noisy
environment. ED nurses will face future challenges in this regard, as it has been
estimated that dementia diagnosis will more than double in the next 30 years
(Alzheimer United Kingdom 2011), with nurse/patient ratios not matching the need.
Impact of inadequate gerontological knowledge on older people and ED nurses
Nurses are the primary providers of care to older patients; therefore, it is vital that
nurses be aware of the quality of care they give. A relationship exists between adverse
events experienced by hospitalised older people and the lack of knowledge of the staff
caring for them (Boltz, Capezuti et al. 2008, Scherer, Bruce et al. 2008). Adverse
events include increased length of stay and/or incidence of hospital-acquired infections
(Scherer, Bruce et al. 2008). The Alzheimer’s Society reported that a lack of expertise
in caring for people with dementia puts the older person at risk of use of inappropriate
chemical or physical restraints (Alzheimer United Kingdom 2011). Older patients
become vulnerable due to lack of specialist skills in communication and/or
understanding of chronic disease processes (Fessey 2007, Robinson and Mercer
2007).
Discrepancies between the care required by older patients and the care provided by
ED nurses are important to note. ED nurses are trained to react in emergency
situations, but efﬁcient and effective nursing care for the older patient also includes
planning skills and empathy (Kihlgren, Nilsson et al. 2005). Nurses working in the ED
may ﬁnd older patients challenging to manage due to a lack of specialised training in
gerontology (Hweidi and Al-Hassan 2005, Robinson and Mercer 2007, Boltz, Capezuti
et al. 2008, Lyons and Paterson 2009). Technical tasks may take precedence for acute
care nurses rather than basic nursing care and/or psychosocial care, but provision of
these types of care allows the patient to feel secure (Kihlgren, Nilsson et al. 2005). The
ED nurse’s time management can be in turmoil, as nurses may not be educated about
how to effectively promote autonomy (which is time consuming), consequently allowing
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the older patient to become dependent (Higgins, Van Der Riet et al. 2007, Gillis,
MacDonald et al. 2008). If the older patient also has a cognitive impairment or
dementia, this can increase the complexity for treating nurses who lack the specialised
skills required (Fessey 2007).
Factors that inﬂuence nurses’ attitudes to older people
Older people experience an excess of negative stereotypical attitudes from acute care
health professionals, with an associated effect on nurses’ work practice and
interactions (McLafferty and Morrison 2004, Wells, Foreman et al. 2004, Hweidi and AlHassan 2005, Robinson and Mercer 2007, Slater 2008). In Western societies, negative
myths regarding the older person have been at the heart of ageism, with older people
portrayed as dull, intolerant or unproductive, while in reality older people are productive
members of society (Slater 2008). If inﬂuenced by these myths, the attitudes of health
professionals can have a direct negative effect on older patients in their care (Slater
2008).
Reports of ED nurses’ less than positive attitudes can be attributed to nurses believing
that the ED is an inappropriate place to care for an older person with a non-acute
presentation (Smith 2006, Fessey 2007). Some emergency nurses express their
concern over the number of older patients they care for and question the legitimacy of
the need for older patients to be in the ED (Kihlgren, Nilsson et al. 2005, Fessey 2007,
Robinson and Mercer 2007); ED nurses’ motivation decreased when the patient was
no longer acutely ill but remained hospitalised in an acute area. Emergency nurses felt
presentations in the ED by non-acute nursing home residents (who were discharged
the same day) were inefﬁcient and avoidable and added to the high workload in the ED
(Robinson and Mercer 2007). These attitudes were reported to be due to time
constraints, the reality that the older patient is often not given a high priority within the
acute ED (Kihlgren, Nilsson et al. 2005), and the constant and revolving workload of
patients throughout the day.
Other evidence indicates that not all nurses have a negative attitude towards their older
patients (Hweidi and Al-Hassan 2005, Kihlgren, Nilsson et al. 2005, Gillis, MacDonald
et al. 2008). Religious and cultural systems, social structures and individual nurses’
values were found to affect how older patients were valued or viewed in acute care
(Hweidi and Al-Hassan 2005, Higgins, Van Der Riet et al. 2007). Some cultures, such
as Jordanian Muslims, are taught to respect and value older people, and this may
impact positively on nurses’ attitudes towards older patients (Hweidi and Al-Hassan
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2005). Exposure to older people within a nurse’s personal life can also assist in
creating a positive attitude. Hweidi and Al-Hassan reported that the majority of nurses
surveyed (n=143) who were living with an older relative had a more positive attitude
towards their older patients than nurses who had little or no exposure to older relatives
(Hweidi and Al-Hassan 2005). This suggests that there is a difference between
stereotypically held views about older people and views and behaviours based on
actual experiences with individual older people (Higgins, Van Der Riet et al. 2007).
The impact of nurses’ attitudes on older people and ED nurses
Negative attitudes among nurses towards the health care of older persons in the ED
can also be associated with patient dependence. Dependence has been reported to
make nurses’ attitudes more negative, mainly due to a lack of understanding of the
ageing process and the challenges of caring for the older patient (McLafferty and
Morrison 2004, Wells, Foreman et al. 2004, Hweidi and Al-Hassan 2005, Slater 2008).
Nurses expressed high anxiety levels with regard to caring for their older patients,
mainly due to the frailty of the latter (Wells, Foreman et al. 2004). The frail older adult
may also have cognitive impairment, decreased functional skills, decreased mobility
and/or lethargy and may be taking several medications. Frailty, combined with long
wait times and complex comorbidities that complicate the diagnosis or lead to orders
for pathology or radiology, can cause further issues for an older patient (Robinson and
Mercer 2007). Frailty can render older people highly vulnerable to adverse health
outcomes (Robinson and Mercer 2007). There is a high probability that a set of
symptoms known as ‘geriatric syndromes’ (which may include confusion, incontinence
or decline in mobility) can then occur to complicate the older person’s presentation and
treatment. This may result in a poor outcome for the older person due to a decline in
health, as well as further frustration for staff as the person is not being ‘cured’, which
can contribute to negative attitudes towards older patients in acute care (Higgins, Van
Der Riet et al. 2007).
Wells et al.’s qualitative cross-sectional study (n = 205) explored whether nurses may
have negative stereotypes about older persons due to systemic factors such as
prestige associated with working with ‘high-tech’ equipment in conjunction with a lack
of education about the ageing process (Wells, Foreman et al. 2004). Technology can
distract nurses, and they may then be seen to be caring for machinery rather than the
person in question, which may result in negative consequences such as the older adult
feeling devalued (McLafferty and Morrison 2004). Nurses are aware of these concerns

28

and have repeatedly reported that they lack time and are inadequately staffed, which
detracts from their ability to care appropriately for older persons; therefore, these
stressors contribute to nurses’ negative attitude towards their older patients (Fessey
2007, Higgins, Van Der Riet et al. 2007).
Casual comments during nursing handovers, such as describing an older patient as a
‘nursing home type patient’ or ‘slow’, ‘dependent’, ‘disruptive’ or ‘resistive’, may reveal
negative overtones towards that patient (Higgins, Van Der Riet et al. 2007). McLafferty
and Morrison found that senior staff’s retelling tales of the ‘old days’ about the care of
older adults within the ED to younger and vulnerable staff can demonstrate negative
attitudes that can be passed through nursing generations (McLafferty and Morrison
2004). Propagation of negative stereotypes through nurse communication in handovers
can also affect junior nurses’ attitudes. This is of concern, as senior nurses providing
support and mentorship to junior nurses can pass on negative stereotypes without
realising future consequences.
Labelling the older patient, sometimes called ‘elderspeak’, can cause the older person
to be patronised and infantilised (McLafferty and Morrison 2004). An older patient is
readily categorised as ‘confused’ or ‘wandering’ after receiving an anaesthetic,
whereas a younger person may be described as ‘disorientated’ (McLafferty and
Morrison 2004). Labelling an older patient can lead to poor communication by the
treating nurse (Higgins, Van Der Riet et al. 2007). Further, the nurse’s voice and
mannerisms or choice to withhold information can be perceived as secrecy and can
marginalise the older patient (Slater 2008).
Attitudes are formed early in a nurse’s career. Nursing undergraduate lecturers’
attitudes begin to shape a student nurse’s opinions in geriatric nursing (McLafferty and
Morrison 2004). Younger nurses may be reluctant to enter geriatric nursing as a career
due to negative stereotypes formed early in their nursing education (McLafferty and
Morrison 2004). Early positive exposure to gerontology for young nurses is vital to
maintain expertise in this growing specialisation.
Emergency nurses may feel trapped between reality and their ideals, wishing to
provide appropriate care for their older patients and becoming frustrated and negative
due to not having sufﬁcient time and staff to provide adequate care (Kihlgren, Nilsson
et al. 2005). Nurses who have chosen the specialty of emergency nursing as their
career may struggle with the increasing numbers of non-acute older people presenting
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to the ED even though they may not have chosen to work with older people (Wells,
Foreman et al. 2004).
Increased awareness and knowledge on the part of ED nurses would promote more
effective therapeutic interactions and engagement with older people in the ED. Quality
of care also depends on management’s knowledge of older people. Management tools
for cost-effectiveness are not good indicators of the quality of care for older persons
(Smith 2006); rather, matching nurses with patients according to their knowledge and
skills in gerontology will ensure nursing care is not labour intensive or costly, as the
knowledge will be directed appropriately (Boltz, Capezuti et al. 2008), and will ensure
safety for older patients.
Strengths and limitations of the review
The strength of this review is that the majority of the studies reviewed were qualitative,
providing a rich and descriptive insight into nurses’ personal attitudes towards and
knowledge base about older people within their care.
A limitation of this review was the lack of homogeneity in the study populations and
geographical locations. The primary focus set for the review was ED settings, but not
all the articles were ED based. Three articles focused on ED nurses or patients
(Kihlgren, Nilsson et al. 2005, Salvi, Morichi et al. 2008, Lyons and Paterson 2009), 11
on acute care or general wards (McLafferty and Morrison 2004, Wells, Foreman et al.
2004, Hweidi and Al-Hassan 2005, Mellor 2006, Smith 2006, Fessey 2007, Higgins,
Van Der Riet et al. 2007, Boltz, Capezuti et al. 2008, Scherer, Bruce et al. 2008, Slater
2008, Alzheimer United Kingdom 2011) and two on reviewing education and/or patient
ﬁles (Robinson and Mercer 2007, Gillis, MacDonald et al. 2008). This clearly indicates
that research about our topic in ED settings is limited.
The contexts of some research studies were not clearly outlined. Some studies
included a broad range of healthcare professionals and did not exclusively recruit
nurse participants (McLafferty and Morrison 2004, Wells, Foreman et al. 2004, Mellor
2006, Slater 2008, Alzheimer United Kingdom 2011). There was also potential for selfselection bias for the studies utilising self-report mechanisms such as questionnaires or
interviews. Some studies used validated instruments (Hweidi and Al-Hassan 2005,
Mellor 2006, Robinson and Mercer 2007); however, others did not. In one study,
participants who lived in rural areas with small populations may have modiﬁed their
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answers, rather than providing an honest reﬂection based on their experiences, due to
risk of being identiﬁed.
Further, the authors note that gerontological nurse practitioners and innovative models
of clinical management have recently been introduced in ED settings; however, the
literature retrieved in this review did not report their impact on nurses’ knowledge and
attitudes with regard to older people in ED settings.
Conclusion
EDs provide expert care in all ﬁelds, including gerontology. However, the literature
review found that emergency nurses, while competent in providing acute care, are not
equipped with the knowledge and skills required for this specialty. In addition, nurses’
attitudes are directly linked with their understanding of the ageing process, yet little
education is given to emergency nurses to equip them to manage the increasing
numbers of older adults presenting to the ED.
The literature suggests that care of the older person within an acute care setting should
become part of the undergraduate nurse curriculum, with mandatory postgraduate
education for ED nurses on the essentials of basic care for the older person. This
would also include an awareness of the biopsychosocial impact that a nurse’s negative
attitude could have on an older person. Increased knowledge about gerontology and
ageing processes will allow ED nurses to recognise deterioration in an older person
and pre-empt and prevent geriatric syndromes and will promote positive attitudes
towards older adults. Positive feedback from management acknowledging nurses’ selfeducation and reﬂections about their practice could also contribute to a positive
experience for older persons presenting to the ED.
Emergency nurses face the challenge of delivering fast paced emergency care to
increasing numbers of older patients presenting to EDs while also preventing further
complications from both acute and chronic diseases when patients are in their care. A
change in culture for EDs may be required, and nurses must be equipped with
gerontological knowledge, combined with the expert knowledge and skills in
emergency situations, to prevent any further patient decline, whether functional or
cognitive. Education about processes of ageing and management techniques for ED
nurses would be warranted to ensure improved clinical outcomes and prevention of
complications such as geriatric syndromes. Increased awareness and knowledge on
the part of the ED nurse will also promote more effective therapeutic interactions and
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engagements with older people in the ED. Further research focused on ED nurses’
attitudes towards and awareness or knowledge of gerontological issues, in particular in
the ED, is warranted and would contribute to achieving the desired cultural change.
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Table 2: Literature Review: Summary of all studies
Author &
Country
Boltz et.
al.(2008).
(USA)
Fessey (2007).
(United
Kingdom (UK))

Gillis et. al
(2008)
(Canada)

Higgins et al.
(2007).

Brief Study aim
To test the relationship between
nurses’ perceptions of the geriatric:
nurse practice environment, care
delivery and nursing knowledge
To determine the knowledge and
understanding of adult nurses
working with patients who present
with dementia in a general hospital
ward and implications for care.

To determine nurses’ knowledge,
beliefs, attitudes, and confidence in
providing care to prevent and treat
deconditioning in hospitalized older
adults and to identify factors that act
as barriers to the prevention and
treatment of deconditioning
explore the attitudes of health care
workers towards older people in an
acute care setting.

(Australia)

Hweidi et. Al
(2005).
(Jordon)

Attitudes toward older patients in
acute care settings

Research Study Design, setting
and sample size (response rate)
Cross-sectional survey.
75 acute care hospitals
(n=9802nurse response)
From varying acute
care/emergency settings
Mixed method approach
Cross-sectional survey.
1 acute hospital ward.
(87 registered nurses)
(RR = 56% or 49 participants)

Quantitative.
Cross sectional survey.
1 Post graduate bachelor of
science nursing program.
A total of 157 of 310 distributed
questionnaires were completed
and returned, (RR: 50.6%)
Descriptive qualitative approach
utilising a sub sample of 9
interviews from a larger study
exploring same study aim.
Setting: 550 bed metropolitan
acute care teaching hospital.
Descriptive cross sectional design
was used.
(n= 200)
RR: 75%
Participants: nurses working in
acute care in three public
hospitals.

Data Collection method and analysis

Findings/results

Limitations

Descriptive statistical analysis. Baseline
descriptive data of the hospital and nurse
sample was analysed and compared to national
data on hospital and nurse characteristics.

Reported an association between positive geriatric
nurse practice environment and positive geriatric care
delivery (F=4,686, p<.0001) but not geriatric nursing
knowledge.

Self -reported nurse
perceptions and
potential for self selection bias

Study-specific questionnaire based on Kitwood’s
Malignant Social Psychology concept. It
comprised a vignette describing a patient with
dementia in an acute ward, with associated
stem questions and multi-choice responses and
comments.
Two sets of data were collected: the responses
to the questions, which were analysed
using descriptive statistics, and the qualitative
comments, which were sorted to determine a
focus of themes.
A descriptive cross-sectional survey was used to
assess nurses’ knowledge, attitudes, beliefs, and
confidence regarding functional decline in older
adults.

Nurses view person centred care is best practice, but
they do not understand it fully or show awareness of it
as a specific method of care for people with dementia.
This demonstrates that there is a gap in nurses’
knowledge and understanding of dementia.

One study site, self reported nurse
perceptions and
potential for self selection bias.

Study suggests importance for gerontology education
to assist with nurses confidence levels when caring for
them.
Participants’ scores on the deconditioning test
reflected substantial gaps in their knowledge and
theoretical understanding of deconditioning.

9 nurses interviewed
Two scenarios used as a prompt for the
interviews.

Two main themes from nurses interviewed:
1. Marginalisation and oppression of older
people and older people are relegated to a
lower status in acute care. .
2. Stereotyping the older person and how this
can cause an ageist attitude in nurses. .

More education
focused.
one study site, self reported nurse
perceptions and
potential for self selection bias.
Did not capture actions
of nurses

Thematic analysis utilised.
Validated tool: Kogan’s (1961) Attitudes Toward
Old People Scale was administered.
Nurses’ attitudes were described by using
descriptive statistics.

as the number of years of a nurses clinical experience
increased, nurses developed positive attitudes toward
older patients. Nurses who lived with one or more
elderly relative reported more positive attitudes.
This sample reported moderately positive attitudes
(M=118.64, SD = 11, CI=116.16–121.12) with 51%
scoring more than the mean, 20% of the sample
demonstrated greater positive attitudes (one SD or
greater above the mean).

Kogan’s Scale is a valid
measure of attitudes
toward older people in
the west, it may lack
sensitivity to measure
the same construct in
the Jordanian culture
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Author &
Country
Kihlgren et. Al
(2004)
(Sweden)

Lyons et. Al
(2009)

Brief Study aim
Experiences of emergency nurses to
illuminate what constitutes good
nursing care for patients 75 years or
older transferred to emergency
departments.

(UK)

Mellor et.al
(2006)
(Australia)

The first 10 emergency nurses
who volunteered to participate
were included in the study.

Data Collection method and analysis

Findings/results

Limitations

Study part of a larger observational study by
author.

Stusy showed older person knowledge was necessary
to be able to provide good nursing care. Good nursing
care themes included: being knowledgeable,
understanding the patient situation, responsibly

Potential for self selection bias

Qualitative interviews carried out by the first
author.

Themes preventing good nursing are included:
prioritising medical care, routines.

Setting: university hospital
emergency department in
Sweden

Thematic analysis utilised.

What Emergency Department care is
important to the older patient.

Qualitative grounded theory.
A purposive sample included 20
patients between ages 66 and 94
years who presented to an
emergency department.

Patients interviewed after episodes of
emergency care were completed and the patient
was either discharged or transferred to an
inpatient bed.
Taped interviews of patients.
Open ended questions.
Systematic analysis of themes using NVivo
software and axial coding

Older people have specific preferences about how care
is delivered. Interviews show patients have two main
areas of need:
1. For information, clarification and physical
care for their health care needs
2. Empathy, reassurance, concern and
understanding.

Potential for self selection bias

Explore the attitudes of a range of
nurses and nurse teachers towards
working with older adults, each
drawn from different points of
professional
experience.

A qualitative approach with focus
interviews. For nurses in acute
care, students and nurse
teachers.
Interviews of general/surgical
nurses (n=13) RR: 35
Students: (n= 46) RR: 32
Teachers (n= 10) RR: 70

Focus group interviews were used identifying
factors which may influence attitudes and
beliefs both negatively and positively.

Themes included: Skills and knowledge required for
care of older adults, Looking after older adults
Labelling older adults influences on caring for older
adults.

Potential for self selection bias

Descriptive non experimental
quantitative with self -report
questionnaires.
(n=31) RR: 100%

Data were collected using a self-report
questionnaire - tools validated.

(UK)

McLafferty et.
Al (2004)

Research Study Design, setting
and sample size (response rate)
Qualitative interviews

The purpose of this study was to
explore the attitudes of nurses
working in a multi-purpose health
service (MPHS) toward elderly people
and their understanding of gerontic
care.

Videorecorded for validity.
Thematic analysis utilised with Tech (1990) as
the framework.

Researchers were onsite to supervise the
completion of the questionnaire at convenient
times for the participants over a four week
period.

Majority of participants
were students

Stereotyping devalues care and affects quality of
practice, patient dependency on nurses who do the
tasks for them, teachers may convey negative attitudes
towards older adults to their students.

Fundamental gaps on physiological changes with
ageing can cause a less than positive attitude in nurses.
.
RNs showed a higher positive attitude to older people
– education as a predictor of attitude?

Tools used were not
designed for MPS units.
Participants may
respond with socially
acceptable answer even
though it is not a true
reflection of the
respondents’ views due
to work environment.
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Author &
Country
Robinson et.al
(2003)

Brief Study aim
Care of the older person in an ED

(USA)

Scherer et.al
(2007).
(USA)

Survey of NPs to determine how
knowledgeable they felt about
activities related to caring for
individuals aged 65 years and older

Research Study Design, setting
and sample size (response rate)
quantitative
206 older adult patient files
reviewed who had presented to
an emergency department.
Survey completed by 18 (37%) of
50 Emergency Department
nurses.
Quantitative using self -report
survey sent to selected Nurse
Practitioners certified to practice
in new York State – mainly in
acute care settings.
(n=222)
RR: 44%

Data Collection method and analysis

Findings/results

Limitations

Retrospective review of 206 patient records post
discharge ED nurses completed the Geriatric
Institutional Assessment Profile (measures
knowledge of older adult care) - a 5-point Likert
scale.
Alpha coefficients to measure internal
consistency of the items of the scales ranged
from 0.60 to 0.93
The Geriatric Curriculum Survey designed by the
researchers was based on the 47 ‘‘Older Adult
Care’’ competencies developed by the American
Association of Colleges of Nursing. The survey
was mailed to the subjects along with a stamped
self-addressed envelope.

ED nurses perceptions of obstacles to care is linked to
their level of satisfaction with care

Only conducted in one
ED thereby decreasing
generalizability of the
findings.

study showed that nurses were challenged when
combining both ED skills with gerontology knowledge.

Ninety-five percent of nurses indicated they would be
better prepared to care for individuals aged 65 years
and older if a didactic course in geriatrics was required
in their program of study.

Range of Nurse
Practitioners from
differing settings
answered – how a high
level nurse feels about
aged care.
Potential for self selection bias

Smith (2006)
(UK)

Comparing practice versus theory
with nurses caring for the older
person

Qualitative ethnographic.

Non-participant observation, followed by semistructured interviews.

17 participants selected.
Setting: three older adult wards
within two acute care hospitals.

Researcher undertook 40 observations of
complete episodes of nursing care for each
participant.
Thematic analysis utilised.

Wells (2004)
Australia

Examining attitudes and practices
among health services providers in
Australia

Quantitative
Nurses (n=205)
Physician (n=298)
Other (n= 86)
Direct care (n=133).
RR: 13% from RACF to 70% for
aged care assessments services
to acute care nurses.

Questionnaire: “Attitudes towards older
patients” developed and pilot tested.
One-way analysis of variance was used to
compare attitudes of nurses against other
professionals and t-tests used to compare
groups within the sample of nurses.

Older people's nursing was more than the activities
performed in the nurses' daily work.

Potential for self selection bias

The importance of care and caring about the older
patient and their carer was central to the nurses'
practice.
Main themes included: nursing assessment, nursing
therapeutics, communication, decision making,
collaborative nursing and management of patient care
.
Nurses’ attitudes towards older people is likely to
influence career choice.
Gerontology knowledge improves nurses’ attitudes
towards older people.
Older patients clinically challenge an ED.

Potential for self selection bias
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Author &
Country
Reference
search

Brief Study aim

Research Study Design, setting
and sample size (response rate)

Data Collection method and analysis

Findings/results

Limitations

Salvi et al
(2008)

Outcomes of ED and Geriatric ED as
per representations rates of over 65
years

Qualitative

Interviews were conducted onsite with the
patient or carer. Thirty-day and 6-month followup telephone interviews were conducted with
the person (patient or proxy).

Representation rates and functional decline collected
on initial visit, 30 day and 6 month follow ups.

Convenience sample of
200 elderly ED patients.

EDs need a model of care to suit older patients due to
their high presentations rates.

Excluded patients too ill
to collaborate and those
with
cognitive impairment
and no available carer

Questionnaires (dementia hospital research
[DEMHOS]) were sent to all ward managers and
nurse managers in England, Wales and Northern
Ireland extracted from two databases (specialist
nurses and NHS management). The information
was purchased from a health and care
information specialist organisation. The
recipients of the questionnaires were asked to
distribute the questionnaire to relevant nursing
staff.

Predications of dementia incidence and costs
associated.

UK only and worldwide
generalisations.

How hospitals can effectively care for people with
dementia.

Self-selecting sample

Focus groups and single interviews were used to
collect the data in which participants explored
their own, and other healthcare staff, attitudes
towards older people in the acute care setting.

Nurses attitudes towards older people stem from lack
of power, lack of support from managers, personal
experiences and lack of person centred care.
Older person education and knowledge can assist with
more positive attitudes.

(Italy)

200 patients who presented to
two urban Emergency
Departments consented to
participate.

Identification of Seniors At Risk (ISAR) screening
tool used.

Google and
reports
Alzheimer’s UK
(2011)

Dementia costs in the UK and
worldwide predications

(UK)

Mixed method
(n=2000)
Carers (n=1291)
Nursing (n= 657)
Nurse managers (n=479).
Questionnaires sent to carers and
nurses on acute care wards
across England, Wales and
Northern Ireland.

Themes included: Knowledge of dementia, provision of
Person centred care approach, issues with
communication, dignity and respect and problems with
discharge.

Thesis database

Slater (2008)

Attitudes of health care staff towards
older persons within acute care

Qualitative approach with a focus
on the discourses provided by
the participants.

(Australia)
24 participants who comprised
15 healthcare staff, 6 patients
and 3 carers.
Setting was a large referral,
teaching hospital that has 550
beds and provides acute care for
people from a large geographic
area.

Scenarios used in focus interviews representing
positive and negative situations.
Thematic analysis and then a discourse analysis
approach were used to analyse the data of 24
participants

Does not utilise an
emergency department.
Potential for self selection bias

Table 3: Literature Review Search results from all databases

Search
engine

Search terms.

CINAHL

Nurs*
AND
Acute care Or emergency
Search combined with
Old*,or elder* or age*
and
Attitude or stereotype or ageism or ageist or
discrimination
And
Knowledge or education
Nurs*
AND
Acute care Or emergency
Search Combined with:
Old*,or elder* or age*
And
Attitude or stereotype or ageism or ageist or
discrimination
And
Knowledge or education
(old*, elder*, ageing, aging, aged) and (acute care,
emergency, accident and emergency, casualty, critical
care) and (patient centred care, patient interaction,
clinical practice, interpersonal relationship, nurse patient
communication) in all products

Medline

Cochrane

Mosbys
Index

Joanna
Briggs

Scopus

Total for
all

Nurs*
AND
(Acute care Or emergency)
and
(Old*,or elder* or age*)
And
(Attitude or stereotype or ageism or ageist or
discrimination)
And
(Knowledge or education)
Nurs*
AND
Acute care Or emergency
And
Old*,or elder* or age*
And
Attitude or stereotype or ageism or ageist or
discrimination
And
Knowledge or education
Nurs*
AND
Acute care Or emergency
And
Old*,or elder* or age*
And
Attitude or stereotype or ageism or ageist or
discrimination
And
Knowledge or education
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No of papers
located with
search terms
(78649)

211

(16538)

203

76

81

Limits

Search
results
108

Published
2004-2012
English
language
Human
Age groups:
45years and
over

Published
2004-2012
English
language
Human
Age groups:
45years and
over

122

Published
2004-2012
English
language
Human
Age groups:
45years and
over
Published
2004-2012
English
language
Human
Age groups:
45years and
over

38

23

0

0

77

15

648

306
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2.2 Justification for study
The Australian Institute of Health and Welfare (2010), states that people 65 years and
older are the fastest growing age group within Australia. People aged 65 years and
over made up an estimated 21% of the total Mid North Coast Local Health District
[where part of the study was conducted] compared to 14.5% of NSW people aged 65+
years. This is projected to grow to 20% by 2031 (NSW Government Department of
Planning and Environment. 2014).
The dramatic increase of older people with chronic illness in the next 20 years will
place an extra burden on acute care systems that are already struggling. Nurses need
to be aware of the direct impact of any nursing deficits in attitudes or knowledge
towards the older person so clinical interactions with their patients remain positive and
effective. Studies report westernised cultures have negative stereotypical attitudes
about the older person, and this affects the nurses attitude towards the older person
and decreases interest in further increasing the nurses’ knowledge base on
gerontology (Higgins, Slater et al. 2007; McLafferty and Morrison 2004). The attitude of
the health professional towards the older patients within the acute care setting may
have a direct effect on their care (McLafferty and Morrison 2004; Hweidi and Al-Hassan
2005).
Although there have been several studies about nurse’s knowledge and attitudes
towards older persons (McLafferty and Morrison 2004, Wells, Foreman et al. 2004,
Hweidi and Al-Hassan 2005, Kihlgren, Nilsson et al. 2005, Mellor 2006, Higgins, Van
Der Riet et al. 2007, McCloskey 2007, Robinson and Mercer 2007, Boltz, Capezuti et
al. 2008, Gillis, MacDonald et al. 2008, Edvardsson and Nay 2009, Lyons and
Paterson 2009), no Australian study that investigates nurse’s knowledge and attitudes
exclusively within emergency departments has been reported.
This study examines nurses’ knowledge of ageing and attitudes toward the older
person in clinical practice and therapeutic interactions in an emergency department
setting. The objectives of the study include assessing ED nurses’ knowledge, attitudes
and clinical practice towards older people; and determining if the nurses attitude or
knowledge affect their clinical practice or therapeutic interaction with older patients.
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CHAPTER 3 RESEARCH METHODOLOGY,
DESIGN AND METHODS
This chapter describes the framework, context and methodological approach used to
address the objectives of the study.

3.1

AIM

This study aimed to explore nurses’ knowledge and understanding of the ageing
process and attitudes towards the older person and the impact of these on their clinical
practice and therapeutic interactions in an emergency department setting.

3.2 RESEARCH QUESTION
The research question for this study was:
“How does nurses’ knowledge of ageing and attitudes towards older persons influence
clinical practice and therapeutic interactions in Emergency Department settings?”
The objectives of this study were to:
(a) Assess nurses' knowledge of ageing and attitudes and clinical practices towards the
older person in Emergency Department settings.
(b) Determine whether nurses’ attitudes influence the clinical practice provided to older
persons in emergency department.
(c) Determine whether nurses’ attitudes influence therapeutic interactions with older
persons in the emergency department.
This mixed method study was conducted in two phases. Phase one was a national
survey of members of the College of Emergency nurses Australasia, using a validated
Older Persons in Acute Care survey. Phase two was a qualitative approach in which
individual interviews, designed to explore ED nurses knowledge about, and attitudes
towards older people, were conducted with fourteen ED nurses.
The quantitative survey addressed objective (a) assess nurses' knowledge of ageing
and attitudes and clinical practices towards the older person in Emergency Department
settings and (b) Determine whether nurses’ attitudes influence the clinical practice
provided to older persons in emergency department.
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The interview data addressed objective (b) Determine whether nurses’ attitudes
influence the clinical practice provided to older persons in emergency department and
(c) Determine whether nurses’ attitudes influence therapeutic interactions with older
persons in the emergency department.

3.3 THE RESEARCH FRAMEWORK
The choice of framework to guide the study was influenced by a need to find a
mechanism to accommodate the recognised complexities of, and issues associated
with older person care. The person centred care practice framework can be used in a
variety of settings and populations, but for this study, the framework was used to
provide a perspective on nurses engaging with the older person population in an
emergency department setting. The framework enabled the researcher to examine how
nurses perceived their interaction with older people when providing care in ED; and to
identify components and factors involved in the care delivered to older people. Due to
an ED’s unpredictability of patient presentations and the associated lack of familiarly
between health care professional and older patients (Slade, Manidis et al. 2015); the
framework is also provides a useful lens for reflecting on the evidence from the data
collected.
The core concept embedded in this study was that the ‘person’ should be at the center
of any process and that person centered care provides the fundamental basis for all
principles of care (Watson 1985, Roach 1987). The study was premised on the
assumption that acute care in the ED, has traditionally been delivered by nurses using
a medical model, where the persons’ disease guides the therapeutic approaches of
health professionals. This medical model only provides nurses with a limited view of the
older patient’s overall story and the reason for the person’s presentation to hospital. By
using a person centered individualistic approach (Pham, Trueger et al. 2011), nurses
should embrace the persons’ whole story including medical, psychosocial, emotional,
personality and family aspects. This is especially important for nurses in designing best
care treatments for the older person and including the person in their care.
The International Council of Nursing (2010) factsheets on healthy ageing include the
following statements which are consistent with the framework for person centered care.
“The goal of nursing care is to assist older persons in achieving optimal health,
wellbeing, and quality of life, as determined by those receiving care or consistent with
the values and known wishes of the individual” (International Council of Nursing 2010.).
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3.3.1 The Person-Centred Care Practice Framework.
Theoretical underpinnings of person centred care
Person centred care was created in the 1940’s from the “Rogerian model”, which was
based on the client centred care counselling approach by Carl Rogers (Lane 2000).
Rogers model claimed that “no one can make decisions for another, act for them or
solve their problems — because these are matters of personal responsibility and
choice” (cited in Lane 2000, p. 311). Rogers’ theories were in direct opposition to how
therapists were trained in 1940, because he maintained that the therapist was there to
listen and maintain a supportive demeanour and environment, so then their clients
would reach a resolution to their own problems (Lane 2000).
Principles underpinning Person Centred Care Practice
The wording, person centred care, can be interchangeable with client centred care or
patient centred care or approach, because the philosophical foundation underpinning
the wording is the same (Bradley and Mott 2013). The philosophical basis for this
approach, is ensuring that the person or patient’s needs, which articulates that person
includes everyone involved in care (eg staff, patients and families), and preferences
are central to their health care delivery (Ewart, Moore et al. 2014). This philosophy can
be achieved by ensuring the key principles of person centred care are central to
providing clinical care.
Figure 1: Key Principles of Person Centred Care







Valuing people and treating people with respect and dignity,
Respect for life choices made by people and maximising the persons strengths and
abilities by building independence,
Recognising the importance of the persons’ past, present and future needs,
Social connectedness with the community and building collaborative relationships,
Organisational values to adopt the philosophy of person centred care that is
responsive to an individual’s needs.
Adapted from Bradley and Mott (2013).

Australian policies that support patient centred care.
There are many national standards and policies that support a patient centred care
approach, including: The Australian Charter of Healthcare Rights, the Australian Safety
and Quality Framework for Health Care, the National Safety and Quality Health Service
Standards, along with national policies and local policies and initiatives (Australian
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Commission on Safety and Quality in Health Care (ACSQHC) 2011). These standards
provide strategies and approaches to patient centred care for public hospitals for
accreditation.
The Victorian Department of Human Services (2006) found the practice of person
centred care can have a positive impact on health outcomes for older people
(Victorian Department of Health 2010). By placing the person at the centre of their
care, collaboration and respect are formed between the patient and staff (service
provider) as both parties can utilise their knowledge, needs and goals to create an
informed decision about health care. Patients are seen as people and treated as such,
rather than being seen as a diagnosis. This contributes to satisfaction levels of both
patients and staff, and staffs professional sense of responsibility towards their patients.
The Person-Centred Care Practice Framework
The person-centered care practice framework prescribes how holistic and
individualistic care should be delivered to the older person. Binnie and Titchen (1999)
suggest that a person centered care approach can decrease nurses anxiety and
increase patient satisfaction by promoting a team environment (Binnie and Titchen
1999). The nurse-patient relationship would then be built on mutual trust and respect
and a sharing of knowledge (McCormack 2001).
For this study, the framework can be divided into four main components that all interact
and build on each other (McCormack and McCance 2010). Figure 2 (below) depicts
the four areas which include:
1) Nurse attributes or prerequisites required for care, which focuses on the nurses’ own
values and beliefs about care and commitment to their working environment;
2) The environment in which the care is being delivered, such as having the
appropriate skill mix of staff, with effective decision making processes in place so all
nurses can function as an effective team. Workplace cultures and the quality of the
leadership within the department would affect nurses’ ability to communicate effectively
with their patients;
3) The fundamental principles of person centered care such as ensuring the person
has input into their health decisions and plans and developing a plan of care that works
with the patients’ belief system and values;
4) The outcomes or results expected describes satisfaction with the care provided and
involvement of the patient in their care, as major factors in evaluating person centered
care. The outcomes of person centered care should be visible, such as good team
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cohesion and communication, clear leadership style, communication and listening to
co-workers and patients. All of these contribute to the patients feeling valued and
involved in their health care.
Figure 2: Overview of the four components of Person Centred Care Practice
Framework: developed by McCormack and McCance. For this study, one specific
section of the framework, relevant to older persons, was used to provide a focus on
older persons in the ED.

Nurse attributes or
prerequisites

The outcomes: good
team cohesion and
communication and
listening , clear
leadership style;
patients feeling valued

Older
Person

The environment: skill
mix of staff;
teamwork; workplace
culture

Principles of person
centred care integrated
with patients’ belief
system and values

Figure 2 illustrates an adaption of a modified model (Watson 1985, Lane 2000,
McCormack and McCance 2010, Victorian Department of Health 2010, Bradley and
Mott 2013) used to illustrate the person-centered care for older people in this study
setting, that was situated within the four components that required various interactions
among the different elements. These four components were the elements the
researchers used as a foundation to consider the factors that could affect the older
person in the emergency department setting. With this in mind, the person-centered
care practice framework was used as a lens during analysis of the data. The lens
provided an ideal reference point for evaluating the data collected in this study. Nurses’
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knowledge of ageing and attitudes towards older persons were examined; as part of
nurse attributes or prerequisites for care. By examining the relationship between the
reported clinical practice provided to older persons and nurse attributes and/or
prerequisites the researcher gained an understanding about the care environment and
culture in which the care was being delivered. The researcher also considered the
extent and the way patients’ belief systems and values were visible and integrated in
the nurses’ interactions with older persons and with others involved in the delivery of
care. Furthermore, a comparison of the qualitative and quantitative data was also
undertaken to determine the similarities and differences in these data sets.
The nursing model uses a person-centred care practice approach with the assumption
that human will and freedom is retained in the presence of debilitating illness and/or
disability. Providing care should be consistent with the patients’ values and a focus on
ability rather than dependence (McCormack 2001).
Person Centred Care in the Emergency Department
Communication in an ED is essential (Slade, Manidis et al. 2015), as EDs rely on
effective communication and collaboration between health professionals and patients,
so appropriate examinations and diagnosis can be made, based on the patients
explanation of their symptoms (Slade, Manidis et al. 2015). This communication will
then ensure the older person, along with carers, family and friends and healthcare
professionals, will have their emotional, as well as their physical needs met, while in
the ED (Australian Commission on Safety and Quality in Health Care (ACSQHC)
2011). By refining the skills and capacity of the ED nurses to practice patient centred
care for their older patients in the ED, the older person can achieve better health
outcomes.
Implementing the Person Centred Care (PCC) Practice Framework
While person centred care seems to have many barriers, lack of understanding is at
the forefront. Staff may not understand the concept of how person centred care would
be a benefit to all parties, so clear concise definitions need to be given regarding
person centred care. Other barriers including time, lack of clarity as to what constitutes
person centred care, communication difficulties, care environments and staff
experiencing a loss of “power” are all reported to be difficulties with implementing
person centred care (Lutz and Bowers 2000, Mead and Bower 2000, Victorian
Department of Human Services 2006).
Challenges unique to providing person centred care within the ED include: lack of a
previous established relationship with the patient, overcrowding of the department, an
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environment that is noisy and brightly lit, time pressures, sensitive issues such as
elder abuse and/or violence, and discussions about advanced care planning or
invasive procedures including resuscitation efforts (Pham, Trueger et al. 2011). Cultural
or societal issues, such as allowing multiple family members to stay with the unwell
person in the ED, cannot be adhered to, due to lack of space.
Staff that are experienced and willing to provide opportunities for their patients and
carers to become involved in the care giving process and decision making, will create
an enriched environment based on mutual respect and trust, and contribute to person
centred care. Management who are willing to allow open reflection and a transparent
process would encourage feedback from staff, patients and service providers to allow
the person-centred care process to flow seamlessly.
Person centred care can be encouraged in several key areas. Table 4 below depicts
the main areas of person centred care and how they may be implemented. The table
is arranged by person centred practice principles and key elements, and these are
relevant in the acute care setting, including the ED and triage.
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Table 4: Adapted from: Victorian Government Health Information, Person centred
th
practice, updated 29 March 2010.
Person centred
practices
1. Getting to know the
person
2. Sharing power and
responsibility

3. Service flexibility and
accessibility

4. Coordination and
integration

Key Elements



Utilise patient and family support
Use a holistic assessment







Goal setting
Mutual care planning and decision making
Case conferencing
Patients and families as advisors
Be aware of patient rights and responsibilities and ensure
patients are aware of these also.
Provide information and education to family and patients
Cultural awareness
Resource availability to patients and families
Triage so patient is seen by the best person









5. Environment







Assessing charting and documentation to minimise duplication
Single point of access for services or key person to call to
minimise patient or family anxiety
Discharge planning and post discharge follow up
Leadership and mission statement
Appropriate recruitment / orientation and use of volunteers
Assess (and change as necessary) attitudes and organisation
culture
Look at the physical environment to ensure conducive
Transport for families and patients available

(Victorian Department of Health 2010)

3.4 CONTEXT OF STUDY AND RESEARCH DESIGN
A concurrent mixed method design was adopted for this study to allow the
researcher to collect, analyse and then integrate both qualitative and quantitative data
(Creswell and Plano Clark 2007) in an attempt to answer the question “How does
nurses’ knowledge of ageing and attitudes towards older persons influence clinical
practice and therapeutic interactions in Emergency Department settings?’. The
researcher can address the research question more comprehensively by using both
qualitative and quantitative approaches to answer the research question (Evans, Coon
et al. 2011). The qualitative data set could then assist to expand or validate the
quantitative data (Gelo, Braakmann et al. 2008).

A mixed method design allowed the researcher to treat both the quantitative and
qualitative data sets as distinctive entities (Sandelowski 2010), and both data results
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were integrated and synthesised to answer the research question and objectives. Guba
and Lincoln (2005) suggest methods can be mixed as long as they share a world view
(or paradigm). An advantage of mixed methods research, is that the strengths of each
approach together (qualitative and quantitative) can make up for the weaknesses of
the other (Teddlie and Tashakkori 2011), The use of both qualitative and quantitative
approaches together provides a more comprehensive and complete understanding of
the research problem than either approach can achieve alone (Creswell and Plano
Clark 2007). A weakness of mixed methods is the difficulty of integrating both types of
data during the analysis phase (Creswell and Plano Clark 2007), and the increase in
time to plan the design of the research due to combining both methods.
Mixed method studies are generally linked to a pragmatic world view (Teddlie and
Tashakkori 2011), meaning that both qualitative and quantitative approaches can be
used together to ensure the research question and its objectives are answered
effectively (Johnson and Onwuegbuzie 2004). Pragmatism emphasises the
importance that both paradigms are needed to answer the research question (Creswell
and Plano Clark 2007), as pragmatism gives the mixed method study an opportunity to
further understand the data (Johnson and Onwuegbuzie 2004).
With both qualitative and quantitative data collection methods used in the mixed
method design, a better understanding of the research question is produced, than
using just one method alone (Creswell and Plano Clark 2011). Tashakkori and Teddlie
(2011) argue that using both methods, instead of a single method, is the central
premise of a pragmatic approach and its philosophical reasoning based in research
(Teddlie and Tashakkori 2011). This reasoning argues that the pragmatic approach
using a mixed method study is the best design to answer this research question.
Johnson and Onwuegbuzie (2004) suggest that the truth in the research findings today,
may be proven false or misleading tomorrow; therefore, pragmatism accepts that the
truth and knowledge from the research are dynamic and can change as new research
is learnt. Pragmatism suggests it is important to focus on the research outcomes, that
are built on a person’s own experiences, and this forms a basis for building knowledge
(Johnson and Onwuegbuzie 2004). This fluid and flexible approach then allows the
researcher to adopt both a positivist and constructivist approach when designing a
mixed method study (Creswell and Plano Clark 2007, Teddlie and Tashakkori 2011).
In this study, pragmatism provided the flexibility of both the qualitative approach of
interviews with ED nurses; and the quantitative approach with a National survey. This
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pragmatic approach ensured both methods were used, to answer the research
question and achieve the study objectives.
Mixed methods designs are best suited for broad and multi-faceted questions and are
often used in the complex health services research (Creswell and Plano Clark 2007).
The researcher formulated a plan for the mixed method research that first developed a
research question that was measurable and required complementary quantitative and
qualitative data to answer it. The quantitative phase used a validated survey tool
(Appendix 1 – CENA Member Survey) OPACS (Courtney, Tong et al. 2000).
As the research question had three distinct components of ED nurses attitudes,
knowledge and practice, one method of data collection would not accurately or
sufficiently answer this research question and objectives (Alaf and Sheppard 2007). By
using both qualitative and quantitative methods for this research, the approach allowed
the researcher a deeper insight into the data and diversity of the emergency nurses’
views and opinions by comparing quantitative and qualitative data (Teddlie and
Tashakkori 2011).
A concurrent approach was used so the data could be validated by the findings of each
data collection method (Creswell and Plano Clark 2007). Tashakkori and Teddlie
(2011) also supported this, stating mixed methods can answer a research question that
a single method cannot, allowing a greater diversity of participant and researcher views
to be presented, which in turn broadens the scope of the research and allows greater
insight (Teddlie and Tashakkori 2011). Creswell and Plano (2007) also suggest a major
strength of this approach to mixed methods, is that there can be a shorter data
collection time for the researcher and the results can be easily validated and
substantiated. A weakness of collecting data concurrently is the difficulty collecting
both sets of data and addressing any discrepancies that may arise (Creswell and Plano
Clark 2007). Connelly (2009) states that this is not a weakness, but a strength as the
multi-methods used to collect the data can answer a more complete range of research
questions and objectives and provide an insight that a single study cannot (Connelly
2009).
The study was further separated into priority stages. “Priority is given to the method
that has the strengths that are most important to the study goals, research questions
and audience of the study” (Wilkins and Woodgate 2008). Priority was given to the
quantitative data in phase one, which included the cross-sectional survey of College of
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Emergency Nurses Australasia (CENA), because the data had strengths that were
central to the research question and objectives.
Phase two data included the semi-structured interviews, which were conducted near
the end of the quantitative data collection. A purpose developed semi structured
interview schedule (See Appendix 6: Interview Schedule for ED Nurses) was used for
interviews with participants. The interviews with emergency department nurses were
conducted as the qualitative stage which then complemented, informed and further
contributed to addressing the objectives of the study.
The qualitative component of the study allowed the participants to discuss their views
about nursing older people in an emergency department. The collaboration of both
approaches (Alaf and Sheppard 2007) will ensure a deeper understanding of the data.
The researcher confirmed that both the qualitative and quantitative components of the
research would complement each other to answer the research objectives and
question.
A segregated model was the approach used to present the findings of the research; in
which the qualitative and quantitative findings are presented separately (Chapters 4
and 5), with the discussion chapter integrating the findings to answer the research
question (Sandelowski 2010).

Table 5 - Research objectives and methods of data collection

Research objectives

Research methods

Data collection methods

Quantitative

Survey: Palmore’s Facts of Ageing
Quiz & OPACS

Quantitative

Survey: Palmore’s Facts of Ageing
Quiz & OPACS

Qualitative

Interview with ED nurses

Qualitative

Interview with ED nurses

Assess nurses' knowledge of ageing and
attitudes towards the older person in
emergency department settings
Determine whether nurses’ attitudes
influence the clinical practice provided to
older persons in emergency department.
Determine whether nurses’ attitudes
influence therapeutic interactions with older
persons in emergency department.
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3.4.1 Overview of study sites
Both of the phases of the study were conducted concurrently and a brief explanation of
each phase is given below. A more detailed description of each study site is provided
later in the chapter.
Phase One
All members of the College of Emergency Nursing Australasia (CENA) were invited to
participate in a national cross sectional survey. The College of Emergency Nursing
Australasia (CENA) is the peak professional association representing emergency
nurses, with over 1200 members nationally and internationally.
Phase two
Two rural sites study site one and study site two were selected as the sites for
qualitative data collection in this study.
People 65 years of age and over made up an estimated 21% of the total Mid North
Coast Local Health District, compared to 14.5% of NSW people aged 65+ years. This
is projected to grow to 20% by 2031 (NSW Government Department of Planning and
Environment. 2014).

3.5 DATA COLLECTION METHODS
3.5.1

Phase One: National cross sectional survey.

Recruitment and study population
All members of the College of Emergency Nursing Australasia (CENA) were invited to
participate in a national cross sectional survey by answering a self-reporting
questionnaire about emergency nurses’ perceptions of the care required by older
people in the emergency department setting. The survey contained questions about
nurse’s knowledge of gerontology and nurses practice and attitudes towards older
persons (Courtney, Tong et al. 2000).
Information statements ( Appendix 3: Survey Information Statement), surveys
(Appendix 1 – CENA Member Survey) and reply paid envelopes were packaged in
envelopes by the researcher and sent to CENA head office where CENA members’
addresses were attached and mailed out in (February 2013). Study packages were
mailed to all members of the College of Emergency Nursing Australasia Ltd, which in
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2012 were approximately 973. Participation was voluntary and implied consent was
given by the participant nurses who completed and returned [within a three-month
period] the anonymous survey to the research team using the reply-paid envelope.
The research team was not able to identify any individual participants from the data
collected on the survey forms. CENA published a reminder notice about the study in
their electronic newsletter, six weeks after the study packages were distributed to
members. This approach follows recommended strategies to maximise response rates
in questionnaires (Edwards, Roberts et al. 2002, Dillman, Smyth et al. 2009).
Sample size calculation
Assuming a 30% response rate, we anticipated a response rate of approximately 292
nurse participants. This would allow the estimation of the point prevalence of
emergency nurses who report having practice experience, attitudes and knowledge of
working with older persons in their workplace with 95% confidence intervals within +/5.2%, assuming a prevalence of 50%.
Data collection Instrument
The survey was an Australian validated tool measuring nurses’ knowledge and
attitudes about older people in acute care. The Older Persons in Acute Care survey
(Appendix 1 – CENA Member Survey) is a validated tool with a Kappa statistical score
of (0.756) that determined the survey to be of high reliability (Courtney, Tong et al.
2000). Written permission from the original author was given to use the OPAC selfreporting survey (Appendix 2 – OPAC Author Permission).
The Older Persons in Acute Care (OPACs) is a self-reporting questionnaire consisting
of 86 items, structured in 4 main sections (including a demographics section),
measuring 13 different characteristics that influence acute care nurses clinical care of
the older person. The OPACs instrument assesses nurses’ communication with older
patients, knowledge of medications, continence, hygiene, pain management,
psychological status of older patients, ageist stereotypes; discharge planning,
mobilisation and nurse attitudes to the older person in an acute care setting (Courtney,
Tong et al. 2000).
Section 1 measured the nurses’ practice experience with older people (over 65 years).
The section contains 36 questions with five point Likert scales with answers ranging
from never (0) to very often (5).
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Section 2 contained 50 questions measuring the nurses’ general knowledge and
attitudes towards people over 65 years of age, with a similar five point Likert scale for
responses.
Section 3 contained a modified Palmore’s Facts of Ageing quiz. The quiz includes 24
questions about the nurse’s general beliefs about older people. The quiz has true and
false answers and has been modified to contain a “don’t know” response to
statements.
Section 4 contained items about participants’ demographic details such as
postgraduate nursing education in aged care, age of nurses, years of experience and
designation in nursing.
The survey took participants approximately 20 minutes to complete.

3.5.2 Phase Two: Qualitative approach
3.5.2.1 Research setting
The two rural sites were selected as the sites for this part of the study. In the 2011
census, analysis of the age groups within both study sites, compared to Regional
NSW showed that there was a lower proportion of people in the younger age groups (0
to 17 years) and a higher proportion of people in the older age groups (60+ years).
Overall, 21.8% of the population was aged between 0 and 17, and 32.1% were aged
60 years and over, compared with 23.6% and 24.5% respectively for Regional NSW
(Australian Bureau of Statistics 2013).
Study site one is a major referral hospital for the Hastings Macleay Network.
Study site one had 15 beds (including two resuscitations beds) within the emergency
department and staffed by seven registered and enrolled nurses on each shift, with six
on night shift. In 2013-2014, the emergency department had 29,745 presentations to
the ED (Australian Institute of Health and Welfare. 2017).
Study site two is a peripheral hospital with the larger tertiary hospital. Study site two
had three emergency beds and staffed by one staff member who also assisted on the
general wards.
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3.5.2.2 Recruitment of participants
All registered nurses who were employed and working in the emergency departments
at study site one and study site two were invited to participate in the interviews.
Potential participants were eligible for inclusion in the study if they were registered
nurses currently working in an ED in Australia. This purposive sampling approach,
ensured the individuals who were interested in participating in the study, had
experience with the phenomenon of interest (Creswell and Plano Clark 2007). The
participants expressed a willingness to participate and communicate their experiences
with caring for older patients in the ED. The interviews provided an opportunity for them
to articulate their opinions in an reflective and expressive manner (Palinkas, Horwitz et
al. 2015).
After ethical approval was granted, the researcher contacted the emergency
department educator(s) about recruiting participants for the study. The emergency
department educator informed staff about the study and organised an information
session(s) in the ED. The researcher provided two presentations to emergency nurses
about the study. The presentations were included as part of the ED nurses’ in-service
topics roster, which allowed the researcher 20 minutes to; 1) outline the rationale for
the study, 2) describe who could participate, 3) and how they could participate, and 4)
what they would be required to do if they consented. Participant Information sheets
(Appendix 5: Information Statement for Nurses (interview) and consent forms
(Appendix 4: Nurse Interview Consent Form) were supplied at the end of each session
to potential participants prior to seeking their consent. Participation was voluntary.
Interested nurses contacted the educator or the researcher to arrange a time for an
interview. Written consent was obtained from the participants prior to their interview
commencing. The consent form (Appendix 4: NURSE Interview Consent Form) was
explained by the researcher and signed by the participants, who agreed to the
interview being recorded and a written transcript being sent to the participant
afterwards for verification. There were ten participants from study site one and four
participants from study site two , with a total of fourteen participants.
Study Participants
Interviews were conducted until adding more interviews became counterproductive as
it was determined that no new information was being collected by the interview
process. Any new information that was discovered was not adding anything new to the
data (Strauss and Corbin 1998). The final sample size for this study that was found to
generate adequate descriptions of the experiences of nurses with older patients in ED
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was 14 RNs. There were 10 nurse interviews at the study site one and 4 interviews at
the study site two.
3.5.2.3 Data collection
Following the receipt of participants’ consent, the researcher conducted semistructured face-to-face interviews with individual RNs. All interviews were conducted in
the participants’ own time and in various locations, where it was convenient to the
participants. The researcher conducted one interview session with each participant
during the period, January to May 2013.
The interview questions (Appendix 6: Interview Schedule for ED Nurses) were
developed by the researcher in consultation with experienced experts on the topic and
were based on insights from the researcher’s previous experience in ED and
contemporary literature. A structured interview schedule provided a means of
classification and categorisation that is more reliable than non-structured interview
techniques, however it may result in the interviewer not being able to respond to any
novel or meaningful answers, unless this can be achieved within the context of the next
scheduled question (Patton 2001). For this reason, semi-structured and open ended
interviews were used, which allowed the researcher to elicit specific information
relevant to the focus of the study, and still provide the participants with an opportunity
to express their perspectives and experiences of older people in ED. The interview
schedule contained open ended questions and the interviewer prompted for topics that
emerged during the interview. Using the five questions in the interview schedule, the
ED RNs were invited to express their experiences of caring for older people in the ED.
They also had an opportunity to talk about what they liked and disliked about caring for
older people, and how they would like an ED to function for older people.
The interviews were digitally recorded and subsequently transcribed verbatim by the
researcher and a sample transcript was checked by a qualitative expert. Identification
numbers (P1, P2, P3…) were used in the transcripts to maintain participant
confidentiality. All transcripts were provided to the participants to confirm their
accuracy. All participants gave verbal feedback about the accuracy of the transcripts.
The participants were aware that they could withdraw their data at any time. No
participant withdrew from the study or chose to amend their transcripts.
Several strategies were employed to increase the participant responses during data
collection;


Timing interviews during less busy periods, allowing participants sufficient time
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to respond to questions, and providing a relaxed, supportive atmosphere. The
interview locations were also selected by the participants.


Open-ended questions were designed to elicit extensive information and
possibly the reasons for the respondents’ pattern of thinking, which would in
turn enhance the validity of results.



It was also decided that the interviewer should probe further by asking the
respondent questions such as … what do you mean exactly by …?’, or ‘…
could you clarify that by giving some examples?’ This was designed to resolve
any lack of clarity or ambiguity in the response or enhance the response with
further elaboration.

3.6 DATA ANALYSIS
3.6.1 Quantitative data analysis
The survey form contained dichotomous data and Likert-type scale data items.
Analysis and interpretation of quantitative data was conducted using the software
STATA version 12 (StataCorp. 2011).
Data items reported were measurements of nurses’ practice, knowledge and attitudes
towards older people. The data were reported using descriptive analyses including
proportions (%) and 95% Confidence Intervals or where appropriate, means or
medians.
Data were compared between regional and metropolitan geographic areas and years
of experience and other demographic data items using chi-square tests and t-tests as
appropriate or their non-parametric equivalent. Means were used to report the
responses to survey items where data were normally distributed. Medians were used
where the data distribution was skewed. Significance was determined at 5%. P-values
of less than 0.05 were considered to be significant.

3.6.2 Qualitative data analysis
The interview data were analysed using the Colaizzi’s method (Colaizzi 1978). This
method involved reading, reflection, coding, and validation of codes and searching for
emerging patterns in the data (Polit and Hungler 1995). This method was chosen to
assist the researcher to ensure an active strategy was employed to present an
accurate description of the perspectives and experiences of ED nurses while caring for
older people. Colaizzi’s method allowed the researcher to review the data with a
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practical and logical focus, set within a pragmatic approach that was built from the
participants own experiences. The researcher was then able to generate statements
that were relevant to the research questions through this process (Polit and Hungler
1995, Morse, Barrett et al. 2002). The process occurred as soon as possible to
minimise the risk of erosion of data quality (Krueger 1994).
Analysis was conducted by following Colaizzi’s seven step method (outlined below).
The seven-step method included:
1. Participant interview transcripts were initially returned to each participant for
verification of their accuracy prior to commencement of the analysis.
Colaizzi (1978) suggests that the essence of what the participant is communicating
needs to be captured.
2. Significant statements were extracted e.g. phrases and sentences that
directly pertained to the experience of the ED nurse caring for older
patients. Each significant statement was numbered as it was extracted (eg
SS1, SS2, SS3…..).
Colaizzi (1978) advises that a statement is deemed significant enough to extract from a
transcript, if the statement directly relates to the phenomenon under investigation ie:
the research question (Colaizzi 1978).
3. Formulated meanings were created from each significant statement.
Each significant statement was carefully examined by the researcher and a meaning
was formulated for each significant statement. Each statement was examined carefully
by the researchers to determine the true sense of the statement (Sanders 2003).
4. Each formulated meaning was organised into groups of similar
type/meaning.
The researcher divided Colaizzi’s step four into two separate steps. The first step was
to create a simple theme cluster for each formulated meaning. This was then
extensively discussed with an expert qualitative researcher in the second step which
generated more comprehensive theme clusters and emergent themes were developed.
Themes were discussed with qualitative researchers to examine the relationship
between formulated meanings, theme clusters and emergent themes and to ensure
that the interpretive process was clear and that clusters and emergent themes were
representative descriptions of the participant experiences.
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5. A comprehensive description was developed through synthesis of all
resulting ideas.
The emergent themes, theme clusters and formulated meanings were integrated and
synthesised. (Colaizzi 1978, Sanders 2003). The comprehensive description was
developed after we exhausted all the terms. This description was reviewed and
discussed with the supervisors for validation and then revised accordingly.
6. The fundamental structure of the phenomenon was identified by a rigorous
analysis of the comprehensive description and research questions.
A matrix (Appendix 9: Matrix of Theme Cluster (TC) and Emerging Themes (ET) and
Appendix 10: Summary of the analysis of the interview data) was developed by
scrutinising the relationship between all the resulting ideas and research question and
objectives.
7. The comprehensive description was returned to the participants to ensure
the description was a true and accurate version of their interview and for
final validation.
3.6.3

Rigour and qualitative data

Qualitative researchers have emphasised the need to establish and maintain
trustworthiness in qualitative research in order to contribute to knowledge. Criteria to
establish trustworthiness include credibility, transferability, dependability, and
confirmability (Shenton 2004). A full description of aspects of rigour addressed in this
study is provided in Appendix 7 (Appendix 7: Research audit trail: qualitative
component). The strategies adopted to increase rigour in this study were as follows:
Credibility
Credibility was addressed by ensuring adoption of an established internationally
proven analysis method [Colaizzi] (Shenton 2004). Other strategies included:
interviewing consenting participants that were willing to share their experiences freely,
and each participant was aware that they could withdraw at any time. Member
checking, which Guba and Lincoln (2005) state is the most important strategy to
demonstrate study credibility, was also achieved when each interview transcript was
sent back to participants for checking and verification of accuracy of transcripts (Guba
and Lincoln 2005) in step one and step seven, as per Colaizzi’s approach.
Peer review of the analysis process by the two research supervisors was provided
throughout (Shenton 2004). The themes that emerged were challenged and reviewed
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by supervisors, in order to allow different interpretations of the concepts to be identified
and to determine the most accurate representation of the participants’ view.
Credibility was achieved by ensuring the ED nurses had time to share their views and
experiences of working with older people. The ED nurses had credibility as the ED
nurses had an average of seven years’ experience in an emergency department, and
many of the nurses had more than twelve years working in an ED. All the interview
participants had recent experience caring for older people in the ED setting.
Transferability
The inclusion and exclusion criteria for the study were established, so the reader is
aware of the context, setting and boundaries of the study (Shenton 2004). The
boundaries for the study were included at the outset of the study design, including the
geographical location of the study, type of sample, number of participants involved,
data collection methods used; and the time period in which the data were collected.
Whilst the findings of the interviews cannot be generalised, they can be transferred to
other ED settings.
Dependability
While it is impossible to show that similar results will be reported by utilising the same
methods and a similar participant group, the researcher has ensured the process was
reported in detail so replication of the study can occur (Shenton 2004). The interview
schedule (Appendix 6: Interview Schedule for ED Nurses), asked the ED nurses their
years of experience as a clinical nurses and years of experience in the ED setting, age
of the nurse, gender and if the nurse had any training in gerontology. Interview
questions consisted of the nurses likes and dislikes about caring for older people, the
ED environment for the older person, issues that may affect care fo the older person
while in the ED (positive and negative), and improvement the nurses would like to see
in the ED to improve care to the older person.
Confirmability
The documentation of an audit trail ensures the analysis can be replicated step by step
by using Colaizzi’s method. The exhaustive description was reviewed and discussed
with the supervisors for validation. By ensuring member checking at the beginning and
end of the steps of Colaizzi’s method, this ensures the participants experiences and
ideas are a true and accurate reflection of their responses and not a reflection of the
researchers’ opinions.
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3.7 ETHICAL CONSIDERATIONS
The risk and the benefits of the research
There was no anticipated risk or disadvantage associated with participating in the
study. There was a concern that in the course of interviews participants may become
distressed when discussing their experiences of working in the emergency department.
In such instances the interviewer would have offered to terminate the interview and
refer them to counselling as needed, including providing contact information for
Lifeline, employee assistance programs or community counselling. There were no
participants that became distressed during the interview.
Participant consent and Voluntary participation:
Participation for the OPACS survey sent to members of the College of Emergency
Nurses Australasia was voluntary and implied consent was given from the participant
nurses who completed and returned the anonymous survey to the research team by
mail. The research team was not able to identify any individual participants from the
data collected on the survey forms.
Semi structured interviews with ED nurse participants were conducted at the two
selected study sites. Interviews with nurses were voluntary and written consent
(Appendix 4: NURSE Interview Consent Form) was given by each participant prior to
commencement of the interview and recording of the data.
Protection of participants’ privacy, confidentiality, and anonymity:
Survey: Surveys were packaged by the researcher and sent to CENA head office for
CENA members’ addresses to be attached and mailed to CENA members. The
research team were not able to identify any individual participants from the data
collected on the survey forms. Responses were anonymous and data were nonidentifiable.
Interview: All interview data were de - identified prior to commencement of the analysis
process.
Interviews were digitally recorded and stored electronically on Mp3 files. Interview
participants were requested not to use names during the interview. Any names or
identifying information recorded were omitted when transcribed and participant codes
were used. Data from interviews were in coded forms that were re-identifiable to
researchers during the study only. Confidentiality of participants and their data was
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protected due to all data being re-identifiable to the researcher only, and was
maintained in the reporting of these data.
Storage of data
All paper records, such as survey forms and consent forms, are kept in a locked
cabinet in the researchers’ office and only the researchers had access to these data.
Any access to electronic files of the survey results is protected by a password known
only by the researchers.
During the study, computer records were password protected and all names and
contact details were stored separately from the data. The data were kept on the
principal researcher's office computer and backed up on an external hard drive that
remained in her possession. The hard drive was encrypted and password protected.
Electronic copies of all documents were password protected and backed up on an
external hard drive. This is in case of damage by fire, flood or misadventure.
Consent forms with participant codes were stored separately from data documentation.
This allowed the research team to send the correct transcripts to the participants to
verify accuracy of their interview. At the completion of the study, all participants’ contact
details will be destroyed.
Disposal of data
The research findings and data remains the property of University of Newcastle as per
research higher degree student candidature rules. Data will be kept for 7 years from
date of publication as per the Australian Code for Responsible Conduct of Research
(NHMRC, ARC, UA, 2007)
All information and data will be destroyed following University of Newcastle procedures
for shredding of sensitive documents. Electronic files will be permanently erased.
Researcher role:
The researcher and nurse participants interviewed were all employees of the same
local health service. The researcher is employed by the ED but her main role was in
the community. For the purpose of this study, the researcher was removed from all
obligations of an employee. For the duration of the study the researcher did not have
any clinical responsibility or engage in any potential responsibilities towards nurse
participants in the ED. This minimised any potential sense of obligation to participate in
the study by potential participants.
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Duty of care to participants
The researcher took into account the potential benefit from the research, such as a
contribution to knowledge and understanding, and considered whether the research
outweighed any potential risk to participants (Australian Commission on Safety and
Quality in Health Care (ACSQHC) 2011), and adhered to the NHMRC National
Statement on Ethical Conduct (National Health and Medical Research Council
(NHMRC). 2016).
The researcher made sure that there was no imminent physical health problem or
psychological distress during the interview with the participants. There was no occasion
on which the researcher had to refer the participants to seek medical attention or
psychological support after an interview. Confidentiality was maintained throughout the
interview and data analysis process.

3.8 Conclusion
In this chapter, the framework, context and methodological approach used to address
the objectives of the study were outlined. A mixed method study was conducted in two
phases. Phase one was the national survey of members of the College of Emergency
Nurses Australasia; and phase two was the fourteen individual interviews with ED
nurses, designed to explore ED nurses knowledge about and attitudes towards older
people. The framework and philosophy of the study, using person centred care, was
described as a mechanism to enable the researcher to examine how nurses perceived
their interaction with older people when providing care in ED; and to systematically
identify person centred care components and factors involved in the care delivered to
older people.
In the next chapter, the results from the national survey of Australian ED nurses are
presented in three separate published articles. The first article reports an exploration of
emergency nurses’ understanding of the ageing process and knowledge of their older
patient. The second article reports a cross sectional study of emergency nurses’
attitudes towards older people in the emergency department. The third article reports
results of a national survey of Australian nurses reported practices caring for older
people in the emergency department.
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CHAPTER 4 QUANTITATIVE SURVEY RESULTS
The results from the national survey of Australian ED nurses are presented in this
chapter. Surveys were distributed to all members of the College of Emergency Nursing
Australasia Ltd, which in 2012 were approximately 973. Surveys were packaged by
the researcher and sent to CENA for members’ addresses to be attached and mailed
to CENA members. Participation was voluntary and implied consent was provided by
the participant nurses who completed and returned the anonymous survey to the
research team in the pre-paid envelope. The survey commenced in February 2013
and was completed in April 2013. There were 371 (39%) completed and valid surveys
returned to researchers.
The final section of the survey contained dichotomous data items about participants’
demographic details such as postgraduate nursing education in aged care, age of
nurses, years of experience and designation in nursing. The survey has previously
been used in studies of acute care nurses, but not specifically ED nurses, and there
has been no comparison between geographic areas, where access to education and
distribution of older people can vary.
Metropolitan and regional areas were identified in the data by coding the areas by
postcode using the Australian Bureau of Statistics standard geographical classification
(Australian Bureau of Statistics 2006).
The survey results were reported and published in three separate articles.
Each article answered an objective of the study; which was to examine emergency
nurses’ attitudes, knowledge and practices towards older people in an emergency
department setting, using a validated instrument (OPACS) (Courtney, Tong et al.
2000).
The first article reports an exploration of emergency nurses’ understanding of the
ageing process and knowledge of their older patient: a comparison between regional
and metropolitan nurses in Australia
The second article reports emergency nurses’ attitudes towards older people in the
emergency department: a cross sectional study
The third article reports results of a national survey of Australian nurses reported
practices caring for older people in the emergency department.
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4.1 An exploration of emergency nurses’ understanding of the ageing
process and knowledge of their older patient: a comparison between
regional and metropolitan nurses in Australia
The article (word document below) has been published: Debra Deasey, Ashley Kable,
Sarah Jeong, An exploration of emergency nurses’ understanding of the ageing
process and knowledge of their older patient: A comparison between regional and
metropolitan nurses in Australia, International Emergency Nursing (2016),
doi:10.1016/j.ienj.2016.03.004
(Deasey, Kable et al. 2016)
Aims: The aims of the present study were to report and compare regional and
metropolitan Australian ED nurses’ knowledge and understanding of age related
characteristics of the older person.
Background: ED nurses, who have a duty of care to deliver best practices for
managing the older person, can be challenged due to the complexities and comorbidities associated with older person presentations in the ED. Nurses in regional
areas may have limited access to continuing education programmes and limited
opportunities to attend such programmes.
Design: A cross-sectional survey using previously validated instruments (OPACS and
Palmore’s Facts of Ageing Quiz) was conducted to measure emergency nurses’
knowledge and perceptions of physical, physiologic, and age related characteristics of
older people; and aspects of hospitalisation that affect older people.
Methods: Members of the College of Emergency Nursing Australasia (CENA) were
invited to participate in the present study. There were 371 (39%) completed and valid
surveys returned.
Results: The OPACS results indicate that 66% of ED nurses had a basic knowledge
about physical aspects and hospitalisation issues that affect older people. There were
59% correct responses for the Palmore’s Facts of Ageing Quiz items measuring
knowledge of physiologic and age related characteristics of older people. There were
few differences between regional and metropolitan nurses.
Conclusion: Increased knowledge of ageing is required for emergency nurses to
continue to provide adequate care to older patients presenting to the ED to avoid
adverse outcomes for these people.
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1. Introduction
In 2004, Mezey (2004, p. 73) stated that ‘older people are the core business of
hospitals’. Globally, the population ageing in this century will be greater than any other
(Mezey 2004) and while Australia’s is similar to that of the developed world, areas
have higher populations of older people than. This increasing older population, who
often have chronic care needs, places an extra burden on an already overcrowded
public health system and creates challenges for nurses delivering care.
Due to the increasing number of older persons presenting in emergency departments
(ED) (McLafferty and Morrison 2004, Boltz, Capezuti et al. 2008) nurses who have a
duty of care to deliver best practices for managing the older person are challenged.
The care of the older person is no longer the sole domain of specialist gerontology
nurses (Mellor 2006).
There are currently no Australian studies comparing Australian emergency department
nurses’ knowledge of age related characteristics in geographic regions.
2. Background
In the ED, nurses are the primary providers of care that the older person would receive,
and it is vital that nurses are aware of the quality of care they provide. However, there
may be discrepancies between the care required by older patients and the care
provided by ED nurses. The emphasis for an emergency nurse is on life saving
measures, based on an acute, rapid response model within the ED (Kihlgren, Nilsson
et al. 2005). Emergency nurses are trained to react in emergency situations; however,
efficient and effective nursing care for the older patient includes planning skills and
empathy (Kihlgren, Nilsson et al. 2005). Technical tasks may take precedence rather
than basic nursing care and/or psychosocial care that are essential for older patients in
ED (Kihlgren, Nilsson et al. 2005). The unmet needs of older patients, due to an
incompatible model of care in ED, can have an impact on both the older person and
their nurses (Boltz, Capezuti et al. 2008). A relationship exists between adverse events
for older people and the lack of knowledge of staff caring for the older person (Boltz,
Capezuti et al. 2008). For example, the length of stay and/or incidence of hospital
acquired infections for the older patient may increase (Scherer, Bruce et al. 2008). The
ED nurse’s time management can also be in turmoil, as nurses may not be educated
about how to effectively promote autonomy (which is more time consuming),
consequently allowing the older patient to become dependent due to time constraints
(Higgins, Van Der Riet et al. 2007, Gillis, MacDonald et al. 2008).
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The evidence suggests that nurses working in the ED find older patients challenging to
manage due to a lack of specialised training in gerontology (Hweidi and Al-Hassan
2005, Robinson and Mercer 2007, Boltz, Capezuti et al. 2008, Lyons and Paterson
2009). For example, often older patients may have vague symptoms and this can
become frustrating for the ED nurse due to their lack of knowledge and expertise in
gerontology (Kihlgren, Nilsson et al. 2005). The older patient may present with
cognitive impairment in addition to their physical problems, and this may increase the
complexity for the treating nurse if they do not recognise that person centred care and
effective communication will assist in decreasing the patients risk of decline (Fessey
2007). Calman (2006) suggested that patients expect the nurse to be technically
competent and to adopt a person centred care approach during interpersonal
interactions (Calman 2006). In a recent comprehensive literature review it is reported
that emergency nurses, while competent in providing acute care, are not with the
knowledge and skills required for this specialty (Deasey, Kable et al. 2014). In addition,
nurses’ attitudes are directly linked with their understanding of the ageing process
(Mellor 2006). Therefore, empirical research on this topic is warranted
3. The study
3.1. Aims
The aims of the present study were to report and compare regional and metropolitan
Australian ED nurses’ knowledge and understanding of age related characteristics of
the older person.
3.2. Study participants
All members of the College of Emergency Nursing Australasia (CENA) were invited to
participate in a national cross sectional survey by answering a self-report questionnaire
that contained items measuring emergency nurses’ knowledge and understanding of
age related characteristics of the older person.
Surveys and reply paid envelopes were sent to CENA for them to distribute to their
members in January 2013. Participation was voluntary and implied consent was given
from the participant nurses who completed and returned the anonymous survey to the
research team.
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4. Methods
4.1. Data instrument
The Older Persons in Acute Care Survey (OPACS) is a validated tool, including the
Palmore’s Facts of Ageing Quiz, measuring nurses knowledge and attitudes about
older people in acute care, and a Kappa statistical score of 0.756 was reported and
determined the survey to be of high reliability (Courtney, Tong et al. 2000). The
OPACS tool has been used internationally and an overall Content Validity Index (CVI)
for the OPACS was reported (CVI = 0.918) indicating a high content validity
(Malmgreen, Graham et al. 2009). The OPACS author granted permission for the use
of the tool for the present study.
The OPACS is a self-reporting questionnaire consisting of 110 items, structured in 4
main sections (including a demographics section and the Palmore’s Facts of Ageing
Quiz), that measures 14 different characteristics that influence acute care nurses
clinical care of the older person. The OPACS instrument characteristics measure
nurses’ discharge planning, age related issues, acute care issues, stereotypes,
medications and pain management, communication, admission, hygiene, continence,
decision making, general issues, psychological issues and mobilisation (Courtney,
Tong et al. 2000).
Section one of the survey measured nurses’ practice and experience with the older
people, with responses rated on a five point Likert scale with scoring for strongly agree
(1), agree (2), unsure (3), disagree (4) to strongly disagree (5). Section two contained
50 questions on the nurses’ general opinion on knowledge of and attitudes to people
over age 65 years, with a similar five point Likert scale for responses. There were 21
knowledge questions within sections one and two of the OPACS.
In section three, the participants’ knowledge of ageing was measured by the Palmore’s
Facts of Ageing (FAQ1) Quiz (Palmore 1977). The Palmore’s quiz contains 24
questions on common misconceptions of physical, mental and social aspects of
ageing. The quiz has true and false answers and ‘don’t know’ responses to statements.
The final section of the OPACS survey contained dichotomous data items about
participants’ demographic details such as postgraduate nursing education in aged
care, age of nurses, years of experience and designation in nursing. The survey was a
written self-administered survey that took participants approximately 20 minutes to
complete.
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4.2. Data analysis
The survey form contains dichotomous data and Likert-type scale data items. Data
were checked for quality and accuracy by an independent member of the research
team. A random sample of 30% of all surveys received was reviewed and found to be
correct. Analysis and interpretation of quantitative data was conducted using the
software STATA version 12. Data items reported included measurements of nurses’
practice, knowledge and attitudes towards older people. The data were reported using
descriptive analyses including proportions (%) and 95% confidence intervals, or where
appropriate, means or medians.
Data were compared between geographic areas and years of experience and other
demographic data items using chi-square tests and t-tests as appropriate or their nonparametric equivalent. Significance was determined at 5%. P-values of less than 0.05
were considered to be significant.
4.3. Sample size calculation
The membership of CENA in January 2013 was approximately 973. Assuming a 30%
response rate, we anticipated a response rate of approximately 292 nurse participants.
This would allow the estimation of the point prevalence of emergency nurses who
reported having practice experience, attitudes and knowledge of working with older
persons in their workplace with 95% confidence intervals within ±5.2%, assuming a
prevalence of 50%.
4.4. Ethical considerations
The study was approved by the Human Research Ethics Committee (HREC) at the
University of Newcastle, Australia.
The present study presents the findings from the ED nurses’ knowledge of ageing
domains, using 21 items from OPACS and 24 items from the Palmore’s Facts of
Ageing Quiz. Data about attitudes and practice will be reported in separate papers.
Nurses’ responses are compared across geographic areas.
5. Results
The survey commenced in February 2013 and was completed in April 2013. There
were 371 (39%) completed and valid surveys returned to researchers.
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5.1. Participant characteristics
Table 6: OPACS Survey Participant Characteristics (n=371) shows the majority of the
study sample (n = 371) was female (85%). In addition, the average age of a
metropolitan emergency nurse was 42.07 years and regional nurse was 45 years.
Mode of employment was similar across geographic areas, with 53% of nurses working
full time.
Most participants had been working as registered nurses in an ED for five years or
more (88%), and 9% had between 2 and 5 years of experience. One third of
participants (35%) were registered nurses and the remainder were advanced practice
nurses: 34% were clinical nurse specialists or consultants, 7% were educators and
23% were nurse practitioners or in a management role.
Nursing qualifications varied, with 41% holding an undergraduate nursing qualification
compared with 33% holding a general hospital certificate. Nearly half the participants
(40%) held a post graduate qualification, and of these, participants had Masters
qualifications (22%) and emergency or critical care certificates (22%). Only a small
number (4%) of nurses held any qualification in gerontology.
5.2. Nurses’ knowledge of ageing
The emergency nurses’ knowledge of ageing was measured by two separate parts of
the survey. The first part was the OPAC knowledge questions (21 items measured on a
Likert scale) and the second part was the Palmore’s Facts of Ageing Quiz (24 items
measured using true/false or don’t know answers).
5.3. OPAC knowledge items
From the 21 OPAC knowledge questions, the results are reported in four sections: (1)
correct knowledge scores, (2) scores that represent knowledge deficits, (3) unsure
scores that represent nurses’ uncertainty about knowledge of ageing, and (4)
differences in knowledge scores between regions. See Table 7: OPACS Knowledge
questions from all domains for results of the analysis of OPACS data items using chisquare tests.
5.4. Correct knowledge scores
Correct knowledge scores were reported in 14 out of the 21 questions, with both
regional and metropolitan nurses’ scores demonstrating similar responses.
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The three highest correct knowledge scores identified in the OPACS were (1) 96% of
participants agreed that older people will be on more medication than younger people
when in hospital (Q2); (2) 93% of participants agreed that older people are more likely
to require assistance with mobility than younger people (Q13); and (3) 87% of ED
nurses disagreed that older people are at lesser risk of falling than younger patients
(Q15).
Nurses displayed an adequate knowledge about the physical aspects of ageing. ED
nurses agreed (82%) that older people have impaired peripheral circulation (Q8) and
that older people have more skin problems that younger people (Q7, 80%). Nurses
also agreed (69%) that older people experience changes in their bowel elimination
patterns while in hospital (Q9) and that older people have stiff joints (Q14, 81%). The
ED nurses all had similar responses to topics such as post-operative complications
with 75% of nurses agreeing that these complications are more likely to develop in an
older patient (Q11).
Over two thirds of ED nurses (Q10, 64%) agree that older people become confused
after a procedure or operation and that older people are more prone to nosocomial
infections (Q12, 64%) than younger patients, and 54% of participants agreed that early
discharge was difficult to achieve with older patients (Q6).
Overall, both groups responded that they agree that older people become confused in
a new setting (Q4, 56%) or feel isolated while in hospital (Q5, 60%). Most ED nurses
disagreed that older persons are often less anxious than younger people when they
are in hospital (Q3, 69%).
5.5. Knowledge deficits
A knowledge deficit was determined when the answer was not deemed correct.
Knowledge deficits were reported in one OPAC question for both regional and
metropolitan ED nurses. Seventy three percent (73%) of ED nurses agreed that poor
nutrition is a not a problem associated with ageing (Q1).
5.6. Unsure
There were six questions that had scores indicating that nurses were unsure about
these items. An unsure response was determined when there was a high percentage
of nurses who responded with neither correct nor incorrect scores, but responded with
the category of unsure. An unsure response corresponds to a knowledge deficit as the
participant did not know the correct response to the question. For these items, unsure
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responses have been added to the incorrect response totals to report an overall
percentage.
Nurses were unsure about physical aspects of ageing including 86% of nurses who
were unsure whether older people have healthy eating habits (Q20), and 63% who
were unsure whether older patient’s health problems are often incurable (Q17). Nurses
were also unsure about aspects of hospitalisation and effects on older people,
including 81% who were unsure whether older people tend to speak to older people
while in hospital (Q21).
Participants (83%) were unsure whether older people are more likely to have open
surgery rather than laparoscopic surgery (Q18). A further 69% of participants were
unsure whether eating and drinking are the most common activities performed by older
people in hospital (Q16), and 73% of ED nurses were unsure about whether older
people tell health professionals about their incontinence status (Q19).
Overall, participants responded incorrectly to 7 out of the 21 knowledge items,
indicating 33% of ED nurses had a knowledge deficit about older people in their care,
measured by the OPACS instrument.
5.7. Differences in knowledge scores between regions There were five significantly
different responses between metropolitan and regional participants. Regional
participants reported significantly higher correct responses for the following items: older
people are more likely to develop post-operative complications (Q11) (P = 0.02); older
patients are more prone to nosocomial infections (P = 0.02) (Q12); early discharge is
difficult to achieve with older patients (Q6) (P = 0.02); poor nutrition is a problem
associated with ageing (Q1), (P = 0.05); and older patients have more skin problems
than younger patients (Q7), (P = 0.05).
5.8. Palmore’s Facts of Ageing Quiz items (Table 8: The % of participants responding
correctly to Palmores FAQ )
The Palmore’s Facts of Ageing Quiz is a short tool that measures misconceptions
about ageing. The quiz consisted of 24 true/ false questions, and the correct answer
and proportions of responses for each region are reported in Table 8: The % of
participants responding correctly to Palmores FAQ, following chi-square analysis.
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5.9. High knowledge scores
Overall, both regional and metropolitan nurses had a greater than 50% correct
response for 14 out of the 24 questions (59%). The four top scores were 92% for
knowledge about senility in older people and the decline in physical strength in old age
(Q1 and Q5), and 88% for knowledge about the ability of older people to learn new
things and slower reaction time of most older people (Q12 and Q13).
For demographic knowledge, over half of the participants (Q18, 54%) responded that
12% of the population is now over the age of 65 years.
Overall, participants scored a higher percentage of correct answers to the questions
about basic physiologic knowledge about older people. Over two thirds (74%) of ED
nurses correctly agreed that ‘lung capacity tends to decline with age’ (Q4), and 68%
identified that all five senses decline with age (Q2).
Participant’s knowledge about characteristics of older people included the following.
They knew that older people are not set in their ways (Q10, 58%) and are not ‘pretty
much alike’ (Q14, 86%) and that older workers are just as effective as younger workers
(Q8, 70%). They identified that older people are working or would like some kind of
work to do (Q21, 65%) and that older people still have an interest in sexual relations
(Q3, 79%).While the ED nurses recognised that it takes more time for the older person
to learn something new (Q11, 53%), they consider that it is not impossible for the older
person to learn new things (Q12, 88%).
5.10. Knowledge deficits
There were 10 items on the Palmore’s Facts of Ageing Quiz that scored less than 50%
correct responses overall (ranging from 12% o 48%).
In terms of demographic knowledge, the majority of ED nurses (88%) falsely believe
that all older people live below the poverty line (Q20), with approximately half (48%) of
total participants responding that the socioeconomic status of older people will be the
same in the year 2020 (Q24). Only 36% ED nurses identified that one tenth of older
people live in a facility or some kind of age care home (Q6).
Participants’ knowledge about other characteristics of older people was less evident.
While the participants were positive that older workers were effective, they were
divided about whether they have more accidents (Q17), with only 30% of nurses
responding correctly. Participants also responded similarly to the question of older
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drivers having fewer motor vehicle accidents (Q7), with only 29% ED nurses scoring
correctly.
The question of whether ‘the majority of older people are seldom irritated or angry’
(Q23) had only 17% of ED nurses responding correctly that older people are seldom
irritated or angry. This was in contrast to 79% believing that older people are bored
(Q15) and only 34% ED nurses correctly responded that older people do not become
more religious as they age (Q22).
The ED nurses thought that older people are socially isolated and lonely (Q16), with
only 46% responding correctly to this statement and only 47% of the participants
identified that the statement ‘most medical practitioners tend to give a low priority to the
aged’ (Q19) was false.
5.11. Differences in knowledge scores between regions
There are no items in the Palmore’s Facts of Ageing Quiz data that indicate significant
regional differences.
6. Discussion
The demographic profile of emergency nurses in the present study is similar to the
Australian Health Workforce 2011 data, which report that 90% of the nurse and
midwifery workforce is female, with an average age of 44.5 years, and the proportion of
nurses over the age of 50 years old is 38.6%, which is a 5.8% increase since 2009. In
2011, The Australian Institute of Health and Welfare reported that there were 27,344
nurses working in critical care and emergency, with an average age of 39.4 years, with
20.1% of nurses over the age of 50 years in these departments (Australian Institute of
Health and Welfare 2011).
Overall, nurse participants in the present study scored 59% correct responses to the
Palmore’s Facts of Ageing Quiz, which measured common misconceptions about
ageing, and 66% correct responses from the OPACS survey knowledge questions. The
results for the Palmore’s Facts of Ageing Quiz are similar to results of other studies that
used this instrument, and reported that nurses and allied health professionals scored
between 60% and 70% of correct responses (Horowitz and Bressler 2000, Giles,
Paterson et al. 2002, Jacelon 2002). In the present study, overall the Palmore’s Facts
of Ageing Quiz scores indicated that most participants had a general knowledge of
ageing with correct responses to the 5 basic ageing physiology questions and
approximately half of the 19 questions about characteristics of ageing.
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However, there were 33% unsure responses to the OPACS instrument knowledge
questions about the older person, and 42% incorrect responses for the Palmore’s
Facts of Ageing Quiz questions. The Palmore’s Facts of Ageing Quiz identified that ED
nurses were aware of the physiological changes in the ageing process (Q1– Q2, Q4–
Q5, Q13), but they had limited knowledge about the characteristics of ageing (in
response to the unsure results in the OPACS item 16, 18–19, 21). A previous study of
Australian medical-surgical nurses (n = 210) reported significant knowledge gaps for
basic physiology, similar to the ED nurses in the present study (Courtney, Tong et al.
2000). However, direct data comparisons are not possible as the previous study did not
report all of the results.
The knowledge section of the OPACS survey contains seven measures of clinical care
characteristics. These seven characteristics included communication, incontinence,
medications, psychological status, discharge planning, age related issues and
mobilisation. The ED nurses demonstrated an awareness of the older persons physical
and psychosocial needs combined with a basic clinical knowledge of the ageing
process. Knowledge influences nursing practice in emergency departments, yet
previous studies report that nurses do not routinely receive the education required to
understand the ageing physiology process (Fessey, 2007; Gillis et al., 2008; Robinson
and Mercer, 2007). ED nurses have been reported to attend to routine duties, such as
observations, medication rounds and technical activities; however, attention is not
given to the basic care needs such as elimination, hygiene and mobility (Stevens and
Herbert 1997, Kihlgren, Nilsson et al. 2005). The present study has identified that
nurses do have a basic knowledge of older people and this knowledge can help to
prevent any detrimental effects for the older person in the nurses’ care. Early detection
of the older person’s cognitive or functional impairment is imperative to maintain
independence and prevent a decline in physical or psychosocial function. These
conditions can greatly impact an older person, if left untreated (Department of Health
2012).
Nurses working in the ED may find older patients challenging or frustrating to manage
due to a lack of specialised training in gerontology (Hweidi and Al-Hassan 2005,
Robinson and Mercer 2007, Lyons and Paterson 2009, Boltz, Parke et al. 2013). The
challenge of caring for the needs of older people in this environment needs to be
multifactorial and targeted for the older person, supported by a sound knowledge of
older person’s needs.
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The results of the OPACS knowledge survey indicate that ED nurses did recognise that
the older person can become isolated and confused in a new setting. This is vital as
delirium is often an underlying factor for many cognitive changes, with reported
prevalence rates for delirium ranging from 10% to 31% at admission (Travers, Byrne et
al. 2013), and the problem is expected to increase as older people have a greater
likelihood of being admitted to hospital at an older age (Travers, Byrne et al. 2013).
The older person is at a higher risk of acute confusion and delirium in an ED because
of the high probability of a set of symptoms known as ‘geriatric syndromes’. Geriatric
syndrome is the name for a set of common clinical conditions that don’t fit into a
specific disease category (Brown-O'Hara 2013). The older person can exhibit signs of
confusion and have episodes of incontinence or decline in mobility, which can then
complicate the older person’s treatment (Higgins, Van Der Riet et al. 2007) and result
in an increase in mortality, disability, length of stay in hospital and reduced quality of
life (King, Roberts et al. 2013). Previous research has shown that emergency
department environments can place an older person under extreme stress, can cause
episodes of increased confusion due to the fast pace of the department, and with the
high turnover of patients, older persons with geriatric syndrome symptoms can be
missed as a consequence of the busyness (Kihlgren, Nilsson et al. 2005, Smith 2007).
The ED nurses’ basic knowledge of gerontology and the ageing processes would allow
ED nurses to recognise and respond to deterioration in an older person, which would
pre-empt and prevent geriatric syndromes.
Although the ED nurses responded positively to the physical ageing changes, they
struggled with the common misconceptions of ageing evident in the Palmore’s Facts of
Ageing Quiz (Table 8: The % of participants responding correctly to Palmores FAQ ).
The current trends in population ageing provide a strong argument for emergency
nurses to increase their knowledge about older patients to prevent the potential for
adverse events occurring. The increasing ageing population has been a media topic for
many years, more so since the Federal Treasurers articulated concern about the
impact of the ageing population (Council of the Aged 2014). This study revealed a lack
of awareness of population ageing demographic information such as poverty levels,
and the health and socioeconomic status of the older person. However in this study
and others, nurses did perceive that there are increasing numbers of older people
presenting to the ED (Roethler, Adelman et al. 2011), which corresponds with the
increasing aged population in Australia.
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International reports have shown that medical practitioners (and nurses) often give
older patients a low priority compared to their younger counterparts (Oliver 2012,
Skirbekk and Nortvedt 2014). Oliver’s (2012) report on ‘Transforming healthcare for
older people in hospital’ stated that medical training has to ‘catch up’ to the population
ageing worldwide. Oliver (2012) recommended that a patient centred care approach
should be adopted such as treating an individual and not a diagnosis; patients being
given informed choice on healthcare and doctors acting as role models to other staff by
avoiding negative labelling of older people. This concept could be adapted for ED
nurses, with the introduction of geriatric specific assessments to be used in the ED,
which have been reported to deliver better patient outcomes than more ‘high tech’
interventions (Oliver 2012). Previous studies have reported that ED nurses are trained
to react in emergency situations, but many nurses may not be aware of the skills
needed for effective and efficient care of the older person (Kihlgren, Nilsson et al.
2005). In an emergency setting, the focus is on the main presenting condition, and
many of the other issues may be left undetected and untreated (Centre for Applied
Gerontology 2004) or ED nurses may develop negative attitudes towards older
patients.
Research suggest that older patients can be disadvantaged in EDs as healthcare
system is not organised or appropriate to provide the care to the needs of the older
population (Ewart, Moore et al. 2014). In 2013, Australia introduced the National
Emergency Access Target (NEAT), on which funding is based, and this target aims for
a four-hour time frame for 90% of patients to be admitted, discharged or referred
elsewhere (New South Wales Department of Health 2013). This rapid, short stay
system for emergency departments in Australia is inconsistent with managing a
complex older patient, who requires integrated healthcare services on discharge (Boltz,
Capezuti et al. 2008, Salvi, Morichi et al. 2008). The time pressure placed on nursing
staff threatens to create an atmosphere of negativity (Lowthian, Jolley et al. 2011) and
good nursing practice directed towards the older patients, as the nurses try to balance
good nursing care with medical/ technical tasks and time pressures when treating older
patients.
Ageism, which the ED nurse may not be aware of, was revealed by some of the ED
nurses’ responses to the Palmore’s Facts of Ageing Quiz. This ageist stereotyping can
be perpetrated by the media or by a learned behaviour or culture from the nurses’ work
environment (Cuddy and Fiske 2002). Research has shown that even if older patients
are not openly discriminated against due to their age, treatment can still differ because
of it (Skirbekk and Nortvedt 2014). Many nurses in the present study perceived that
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older people are bored, irritable and angry, socially isolated and lonely. McGuire et al.
(2008) suggested that stereotyping of older people could be addressed with
appropriate ageing education (McGuire, Klein et al. 2008). A deficit of gerontology skills
or lack of understanding of the ageing process can have a negative influence on the
nurses’ attitude towards older persons (Wells, Foreman et al. 2004, Mellor 2006) and
the quality of care provided, and result in poorer outcomes for older people presenting
to ED (McLafferty and Morrison 2004, Mellor 2006, Higgins, Van Der Riet et al. 2007,
Gillis, MacDonald et al. 2008, Topaz and Doran 2013).
Finally, there were five questions in the OPACS instrument that demonstrated regional
variation, with nurses in regional areas reporting more positive knowledge scores. This
is clinically significant because regional areas have higher proportions of older people
compared with metropolitan areas (45% in inner and outer regional areas compared to
19% in metropolitan areas) (Australian Institute of Health and Welfare 2011).
Although regional areas have higher proportions of older people, they are at a
disadvantage due to a lack of discharge services because of reduced local services
and community infrastructure, compared to metropolitan areas. This shortage of
services can increase presentations to the emergency departments in regional areas,
as continuity of care cannot be provided in the older person in their home (National
Rural Health Alliance 2005). The regional ED nurses in the present study had higher
knowledge scores for the five items where regional differences were reported and this
may be due to their increased experience and contact with older people in these
communities.
There are a number of scholarships offered by the Australia Government; however,
opportunities for continuing education for regional nurses post graduate learning, both
formal and informal, are limited. Continuing education has the potential to improve the
practice and quality of care provided by the nurses (Mezey 2004) to the older patients,
but workforce shortages, travel expenses and lack of access to courses all have an
impact on regional nurses (Garvan Research Foundation 2015). Due to the regional
workforce shortages, the nurses cannot be released to travel to attend specialised
courses, and the lack of continuing education can have an impact on the quality of care
delivered to the older person (Garvan Research Foundation 2015).
7. Limitations
The study sample was a cross sectional sample that included ED nurses who were
members of the College of Emergency Nurses Australasia. There was potential for
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non-response bias in the study although the response rate was good. The results of
the present study are not generalisable based on the response rate; however, the
authors’ view is that the sample is representative of ED nurses in Australia.
8. Conclusion
In the present study, the OPACS survey has identified that 66% of ED nurses have a
basic understanding of ageing knowledge. The results of the Palmore’s Facts of
Ageing Quiz indicate that ED nurses have some knowledge of physiologic aspects of
ageing but only moderate knowledge of the characteristics of older people. The
implications for clinical practice are significant because this basic knowledge can result
in positive clinical responses and better outcomes for older people in the ED. Further
research is warranted with interviews or observation of ED nurses in how this basic
knowledge result in a clinical response. Recommendations would include a tailored
education programme about older person physiology for both regional and metropolitan
emergency nurses to enhance this knowledge.
Conflicts of interest
None declared.
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Table 6: OPACS Survey Participant Characteristics (n=371)
Metro n=211
(%)

Regional
n=160
(%)

Total
N=371
(%)

Male
Female

32 (15)
179 (85)

23 (14)
137 (86)

55 (15)
316 (85)

Mode of employment
Full time

116 (55)

80 (50)

196 (53)

Part Time

95 (45)

80 (50)

175 (47)

ED Experience
<6 months

0

1 (0.6)

1 (0.3)

6 to <12 months

0

0

0

1 to 2 years

5 (2)

2 (1.4)

7 (2)

2 to 5 years

21 (10)

14 (9)

35 (9)

5 years or more
Nursing role *
Endorsed Enrolled Nurse

185 (88)

143(89)

328 (88)

1 (0.5)

0

1 (0.3)

Registered Nurse (including clinical nurse coordinator)

66 (31)

65 (41)

131 (35)

Clinical Nurse Specialist – all grades

58 (27)

40 (25)

98 (26)

Chi2

p
value

(1)
0.0451

0.8324

(1)
0.9043

0.3230

Gender

Clinical Nurse Consultant

18 (9)

13 (8)

31 (8)

Educator

18 (9)

6 (3.5)

24 (7)

Other:
Nurse Practitioner (including training NP)
Nurse Unit Manager (including clinical NUM)
Other (Director Of Nursing, remote and flight nurses)

13 (6)
34 (16)
3 (1.5)

7 (4)
27 (17)
2 (1.5)

20 (5)
61 (17)
5 (1.3)

Qualifications **
General hospital certificate

63 (30)

59 (37)

122 (33)

Post registration certificate

87 (41)

63 (39)

150 (40)

Undergraduate nursing degree

89 (42)

64 (40)

153 (41)

Post graduate education in aged care

8 (2)

6 (4)

14 (4)

49 (23)
50 (24)

34 (21)
33 (21)

83 (22)
83 (22)

8 (2)

3 (2)

11 (3)

Other:
Masters
ED or Critical Care – includes post grad ED and CC,
grad cert and trauma management
Other: remainder

(41)
2.0925

0.8383

(6)
8.6708

0.1155

*Note: EEN (Endorsed Enrolled Nurse or equivalent to a Licence Practising Nurse in US), RN (Registered Nurse), CNS
(Clinical Nurse Specialist), CNC (Clinical Nurses Consultant), TNP (Transitional Nurse Practitioner) NP (Nurse
Practitioner), CNUM (Clinical Nurse Unit Manager), NUM (Nurse Unit Manager), DON (Director of Nursing). **
Participants could select more than one response for qualification
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Table 7: OPACS Knowledge questions from all domains
No.

Question

Location

1

Poor nutrition is a problem
associated with ageing
Older patients are likely to
be on more medication when
admitted to hospital than
younger patients
Older patients tend to be
less anxious than younger
patients when they are
admitted to hospital
Older patients become
confused in a new setting

M
R
M
R

5

6

2

3

4

7

8

9

10

11

12

13

14
15

16

17

18

19

20

21

n

Strongly
Agree
(%)

Agree
(%)

unsure
(%)

Disagree
(%)

Strongly
Disagree
(%)

Mean

SD

P
value

211
160
211
160

15
18
43
46

52
61
52
50

14
8
1
2

17
13
3
2

2
1
1
1

2.28

0.94

0.05

1.63

0.68

0.67

M
R

211
160

1
3

13
13

18
14

46
58

22
12

3.71

0.95

0.23

M
R

211
160

9
11

44
48

28
25

18
13

1
3

2.54

0.93

0.23

Older patients feel isolated
in the acute care setting

M
R

211
160

9
9

51
51

26
32

13
8

1
1

2.44

0.83

0.39

Early discharge is difficult to
achieve with older patients
Older patients have more
skin problems than younger
patients
Older patients have impaired
peripheral circulation

M
R
M
R

211
160
211
160

9
15
17
21

43
41
58
64

27
22
16
8

19
15
9
7

2
0
1
0

2.50

0.94

0.02

2.10

0.80

0.05

M
R

211
160

16
19

63
66

13
8

8
6

1
0

2.09

0.77

0.09

Older patients experience
changes in bowel elimination
patterns in the acute care
setting
Older patients become
confused after
operations/procedures
Older patients are more
likely to develop postoperative complications
Older patients are
particularly prone to
nosocomial infections
Older patients are more
likely to require assistance
with mobility than younger
patients
A lot of older patients have
stiff joints
Older patients are at less
risk of falling than younger
patients
In hospital, eating and
drinking are the most
common activities performed
by older patients
Older patients’ health
problems are often incurable

M
R

211
160

9
13

59
56

26
24

6
6

1
1

2.28

0.76

0.61

M
R

211
160

8
18

56
45

25
28

10
10

1
0

2.35

0.83

0.28

M
R

211
160

7
17

64
62

19
16

9
5

1
0

2.23

0.75

0.02

M
R

211
160

10
20

50
47

26
23

13
10

2
0

2.36

0.89

0.02

M
R

211
160

24
27

68
66

4
3

3
3

2
1

1.86

0.69

0.59

M
R
M
R

211
160
211
159

16
19
2
4

64
62
8
8

13
8
2
3

6
9
43
43

2
2
45
43

2.14

0.84

0.96

4.20

0.98

0.34

M
R

211
160

3
2

25
31

40
36

28
29

4
2

3.01

0.89

0.50

M
R

211
160

7
13

35
33

20
18

35
32

4
4

2.89

1.10

0.22

Older patients are more
likely to have open surgery
than laparoscopic surgery
Older patients tend not to tell
health professionals if they
are incontinent
Older patients have healthy
eating habits

M
R

211
160

4
12

17
12

62
59

16
16

2
1

2.89

0.80

0.14

M
R

211
160

6
3

38
38

34
26

26
30

2
3

2.87

0.94

0.52

M
R

211
160

1
1

15
13

39
42

42
39

3
6

3.34

0.79

0.56

In hospital, older patients
tend to speak with other
older patients

M
R

211
160

4
5

44
46

33
29

18
20

1
0

2.66

0.85

0.78

79

Table 8: The % of participants responding correctly to Palmores FAQ
Question

1

The majority of old people (past age 65) are senile (ie. defective

Answer

Metro

Regional

Total

(211)

(160)

(371)

P value*

(%)

(%)

(%)

False

199 (94)

142 (89)

341 (92)

0.76

memory, disorientated, or demented).
2

All five senses tend to decline in old age

True

137 (65)

116 (73)

253 (68)

0.09

3

Most old people have no interest in, or capacity for sexual

False

176 (83)

118 (74)

294 (79)

0.90

relations
4

Lung capacity tends to decline in old age

True

146 (69)

129 (81)

275 (74)

0.60

5

Physical strength tends to decline in old age

True

193 (92)

150 (94)

343 (92)

0.51

6

At least one-tenth of the aged are living in long-stay institutions

True

74 (35)

60 (37)

134 (36)

0.92

True

62 (29)

45 (28)

107 (29)

0.66

False

153 (73)

108 (68)

261 (70)

0.54

True

163 (77)

119 (75)

282 (76)

0.48

(ie. nursing homes, mental hospitals, homes for the aged)
7

Aged drivers have fewer accidents per person than drivers
under age 65

8

Most older workers cannot work as effectively as younger
workers

9

About 80% of the aged are healthy enough to carry out their
normal activities

10

Most old people are set in their ways and unable to change

False

120 (57)

95 (59)

215 (58)

0.77

11

Old people usually take longer to learn something new

True

111 (53)

84 (53)

195 (53)

0.69

12

It is almost impossible for most old people to learn new things

False

195 (92)

133 (83)

328 (88)

0.39

13

The reaction time of most old people tends to be slower than

True

187 (89)

141 (88)

328 (88)

0.58

reaction time of younger people
14

In general, most old people are pretty much alike

False

192 (91)

129 (81)

321 (86)

0.23

15

The majority of old people are seldom bored

True

41 (19)

36 (23)

77 (21)

0.36

16

The majority of old people are socially isolated and lonely

False

102 (48)

68 (43)

170 (46)

0.42

17

Older workers have fewer accidents than younger workers

True

66 (32)

44 (27)

110 (30)

0.63

18

Over 12% of the Australian population are now age 65 or over

True

117 (55)

83 (52)

200 (54)

0.54

19

Most medical practitioners tend to give low priority to the aged

False

110 (52)

63 (39)

173 (47)

0.62

20

The majority of older people have incomes below the poverty

False

24 (11)

20 (13)

44 (12)

0.50

True

146 (69)

95 (59)

241 (65)

0.10

level (as defined by the Federal Government
21

The majority of older people are working or would like to have
some kind of work to do (including housework and volunteer
work)

22

Older people tend to become more religious as they age

False

70 (33)

57 (35)

127 (34)

0.39

23

The majority of older people are seldom irritated or angry

True

34 (16)

28 (18)

62 (17)

0.43

24

The health and socioeconomic status of older people

False

101 (48)

76 (48)

177 (48)

0.74

(compared to younger patient) in the year 2020 will probably be
about the same.
* p-values < 0.05 were considered significant. Chi square used for analysis
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Emergency nurses’ attitudes towards older people in the emergency

4.2

department: a cross sectional study
This article (word document below) has been published: Deasey, D., Kable, A. &
Jeong, S. 2016 Emergency nurses’ attitudes towards older people in the
emergency department: a cross sectional study. Contemporary Nurse. 52:2-3, 369380.

(Deasey, Kable et al. 2016).
Aim: To report nurses’ attitudes towards older people in the emergency department
(ED).
Background: A nurse’s attitude towards an older person can have an effect on nurses’
work practices and interactions and can result in adverse outcomes for the older
person.
Design: A national cross-sectional survey using a previously validated instrument Older
Person in Acute Care Survey (OPACS) was conducted to measure emergency nurses’
attitudes towards older people in their care.
Methods: Members of the College of Emergency Nursing Australasia (CENA) were
invited to participate in the study. There were 371 (39%) completed surveys returned.
Results: The OPACS survey identiﬁed that ED nurses have positive attitudes towards
older people in the ED. The implications for practice are clinically signiﬁcant because
positive attitudes can result in prevention of discrimination and marginalisation of the
older person in the ED.
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Introduction
Globally, the population of older people is increasing in all countries, with the
proportion of the older population (aged 65 years and over) predicted to double by the
year 2050 (World Health Organisation, 2011 (World Health Organisation 2011); with
Australia predicted to rise from 14% to 20% by the year 2051 (Commonwealth
Department of Health and Ageing 2012, Australian Bureau of Statistics 2013).
Recent international research is reporting a growing body of knowledge regarding
acute care nurses’ positive attitudes towards older patients (Mellor 2006, Doherty,
Mitchell et al. 2011, Topaz and Doran 2013). These studies report that the level of
gerontology knowledge inﬂuences attitudes of nurses (Deasey, Kable et al. 2014), and
that both attitudes and knowledge are important for prevention of adverse events in the
older patient (Boltz, Capezuti et al. 2008).
Attitudes can modify a person’s choices, interactions or personal actions towards
someone or something because attitudes have a cognitive and affective element
(McCabe and Timmins 2006). A nurses’ negative attitude towards an older person can
have an effect on nurses’ work practices and therapeutic interactions. There have been
concerns expressed that the gaps between the care required by older patients and
care provided by emergency department (ED) nurses may be attributed to their attitude
towards older people in the ED (Deasey, Kable et al. 2014).
Background
During the last two decades, the care of the older person in an ED has changed
substantially; and the numbers of older people presenting to an ED are increasing as a
consequence of the ageing population (Grief 2003). Older patients who present to the
ED have high levels of acuity, accompanied by complex medical and psychosocial
issues that can create challenges for the ED nurses caring for them (Aminzadeh and
Dalziel 2002, Nolan 2009), and healthcare systems should be responsive to these new
challenges (Courtney, Tong et al. 2000).
Unfortunately, discrimination is an issue that the older population have been reported
to encounter in the ED. Ageist discrimination is when the older person is treated less
favourably than another person because of their age (Australian Human Rights
Commission 2012). In Western societies, negative myths regarding the older person
have been at the heart of ageism for decades, with older persons portrayed as dull,
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intolerant or unproductive, whilst in reality older people are productive members of
society (Slater 2008).
Consequently, the attitude of the health professional, inﬂuenced by these myths, can
have a direct negative effect on the older patient in their care (Slater 2008), resulting in
poor quality treatment or unfair resource allocation (Lowthian, Jolley et al. 2011). The
ﬁrst step in understanding the many facets of interactions between nurses and older
patients is to identify preconceived ideas or attitudes towards their older patients.
In a recent comprehensive literature review by Deasey et al. (2014), it was reported
that emergency nurses, while competent in providing acute care, are not equipped with
the knowledge and skills required for the specialty of gerontology. Given that nurses’
attitudes are directly linked with their understanding of the ageing process (Mellor
2006) empirical research on nurses attitudes towards older people in ED is warranted.
Aim
The aim of this paper is to report the results of an Australian national survey of
emergency nurses’ attitudes towards older people in the ED, and to determine
differences in attitudes between geographic areas.
Methods
Study participants
All members of the College of Emergency Nursing Australasia (CENA), the peak
professional association representing emergency nurses, were invited to participate in
a national cross-sectional survey by completing a self-report questionnaire about
emergency nurses’ perceptions of the care required by older people in the ED setting.
It is unknown what percentage of ED nurses are members of CENA, therefore the
sample is representative of the CENA membership only. In 2013, there were 913 ED
nurses registered with CENA.
Recruitment and data collection
The surveys were packaged together with an information statement and reply paid
envelope by the researchers, and these packages were sent to the CENA ofﬁce, where
the CENA members address labels were attached, and survey packages were mailed
by the CENA staff to potential participants. A reminder postcard was mailed to potential
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participants by CENA one month later to encourage ED nurses to complete the survey.
Participation was voluntary and implied consent was given by the participant nurses
who completed and mailed the anonymous survey to the research team in the replypaid envelope. The survey responses provided data about ED nurses attitudes towards
older patients.
Data instrument
The OPACS is a validated tool measuring nurses’ knowledge and attitudes about older
people in acute care (Courtney, Tong et al. 2000).
The OPACS is a self-reporting questionnaire consisting of 110 items measuring
knowledge, attitudes and practices, related to 14 different characteristics that inﬂuence
acute care nurses’ clinical care of the older person. In the second section of the
OPACS, there are 30 questions that explore ED nurses’ attitudes for 9 characteristics
including general ageing (Q4, 7, 13, 16), incontinence (Q18), medications (Q22, 28),
pain management (Q6, 8), psychological status (Q21), ageist stereotypes (Q5, 9, 12,
14, 15, 17, 19, 24, 25, 27, 30), decision-making (Q1, 23), discharge planning (Q10, 20)
and the older person in acute care (Q2, 3, 11, 26, 29). Participants were asked to rank
their responses on a 5-point Likert-type scale, scoring respectively for strongly agree
(1), agree (2), unsure (3), disagree (4) and strongly disagree (5).
The ﬁnal section of the OPACS survey contained data items about participants’
demographic details such as postgraduate nursing education in aged care, nurses’
age, years of experience and designation in nursing. The survey was a written selfadministered survey that took participants approximately 20 minutes to complete.
This paper will report an overview of the participant characteristics and the 30 attitude
questions in the second section of the OPACS.
The survey was conducted over a three-month period, commencing in February 2013.
There were 973 surveys distributed and there were 371 (39%) completed surveys
returned to the researchers. There was one incomplete survey that was excluded from
this analysis.
Data analysis
The survey form contained dichotomous data and Likert-type scaled data items.
Analysis and interpretation of quantitative data were conducted using the software
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STATA version 12. The data are reported using descriptive analyses including
proportions (%) and means and standard deviations. Correct attitude scores are
reported by combining “strongly agree” and “agree” responses, or “strongly disagree”
and “disagree” responses, where they were scored by at least 50% of participants. The
remaining items scored < 50% for combined agreed or disagreed responses and are
reported as incorrect scores. For these items, the unsure scores were combined with
the incorrect scores because an unsure response indicated that the participant did not
respond correctly to the item. The scores on negatively worded items were reversed
prior to analysis (Q4, 6, 8, 9, 12, 14, 17, 18, 21, 22, 24, 25). Items reported as correct
scores indicated that ED nurses had positive attitudes towards older patients.
Metropolitan and regional areas were identiﬁed in the data by coding the areas by
postcode using the Australian Bureau of Statistics standard geographical classiﬁcation
(Australian Bureau of Statistics 2006). Data were compared between geographic areas
using chi-square tests. Statistical signiﬁcance was determined at 5%.
Sample size calculation
The membership of CENA in January 2013 was approximately 973 emergency nurses.
A response rate of less than 50% was reported to be common when surveying nurses
(VanGeest and Johnson 2011). Assuming a 30% response rate, we anticipated a
response of approximately 292 nurse participants. This would allow the estimation of
the point prevalence of emergency nurses who reported attitudes about older persons
presenting to their workplace with 95% conﬁdence intervals within ±5.2%, assuming a
prevalence of 50%.
Ethical considerations
The study was approved by the Human Research Ethics Committee (HREC) at the
University of Newcastle, Australia.
Results
Participant characteristics
There were ED nurse participants from metropolitan (n = 211) and regional (n = 159)
areas. The majority of the study sample (n = 371) was female (85%) and the average
age of a metropolitan emergency nurse was 42.07 years and regional nurses was 45
years, and 53% of nurses worked full time. Most participants had been working as
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registered nurses in an ED for ﬁve years or more (88%). One-third of participants
(35%) identiﬁed as a registered nurse, and 26% identiﬁed as a clinical nurse specialist
or consultant, 7% as an educator and a further 23% identiﬁed as a nurse practitioner or
in a management role.
Nursing qualiﬁcations varied, with 41% holding an undergraduate nursing qualiﬁcation
com-pared with 33% holding a general hospital certiﬁcate. Nearly half the participants
(40%) held a postgraduate qualiﬁcation and of these, participants had Masters
qualiﬁcations (22%) and emergency or critical care certiﬁcates (22%). Only a small
number (4%) had a qualiﬁcation in gerontology.
OPAC attitude items
From the 30 OPAC attitude questions, the results are reported in three sections: (1)
scores that represent nurses’ correct attitudes about ageing (Table 9: Scores that
represent nurses' correct responses to attitudes about ageing); (2) scores that
represent nurses’ incorrect combined with unsure answers about attitudes towards
their older patients ( Table 10: Scores that represent incorrect responses combined
with unsure responses, about attitudes towards their older patients); and (3)
differences in attitude scores between regions.
Correct attitude scores (Table 9: Scores that represent nurses' correct responses to
attitudes about ageing)
For 25 questions, both regional and metropolitan nurses’ scores demonstrated correct
attitudes.
The six highest correct attitude scores identiﬁed in the OPACS were: (1) 90% of
participants agreed that older people are capable of making their own decisions (if not
confused) (Q1); (2) 90% of participants agreed that older patients should have a say in
whether they receive lifesaving treatment (Q2); (3) 88% of participants indicated that
they think it is a good idea for all hospitals to have an acute gerontological ward (Q3);
and (4) and there were three items where 86% of participants disagreed that older
people are a nuisance to care for (Q4), disagreed that older patients require less pain
relieving medications than younger patients (Q6) and agreed that younger patients are
embarrassed when their body is exposed (Q5).
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Participants scores indicated that they consider that older people are not less likely to
become addicted to pain relieving medication than younger people (80%, Q8), and half
(57%) of the participants disagreed that older people become addicted to sleeping
medications easily (57%, Q22).
Participants’ (81%) scores indicated that an older patient’s family/carer should be
involved in their care (Q7), with 55% of participants agreeing that family members
should be involved in decision making processes for older people (Q23). ED nurses
indicated that they disagreed that older people pretend not to hear you (80%, Q9).
ED nurses’ scores indicated that they like to care for older patients (75%, Q13); that
older patients are not confused (75%, Q12); that older patients are not “bed blockers”
(53%, Q24) and that older people do not have similar needs while in hospital (50%,
Q25). Two-thirds of participants (66%) considered that incontinent patients were not a
bother (Q18).
Participants (76%) agreed that older patients have more discharge problems than
younger people (Q10), and 64% of the participants indicated that older patients are
likely to be more dependent than younger patients on discharge (Q20). Sixty-nine per
cent of participants disagreed that older patients require placement in a long term care
following a hospital admission (Q14), and 76% of ED nurses agreed that rehabilitation
of older patients is part of the nurses’ or doctors’ role (Q11).
ED nurses indicated that they disagreed that older people have to follow a special diet
(66%, Q17); 69% of participants agreed that older patients are more concerned about
their bowel habits than younger patients (Q15); and 62% disagreed that older patients
are more likely to be depressed than younger patients (Q21). ED nurses agreed (65%)
that older patients are embarrassed when their body is exposed (Q19). Two-thirds
(66%) of participants reported that they ﬁnd it easier to cope with the death of an older
patient than a younger patient (Q16).
Incorrect scores (Table 10: Scores that represent incorrect responses combined with
unsure responses, about attitudes towards their older patients )
There were ﬁve questions with scores that indicated incorrect responses. The total
percentages for the incorrect scores and the unsure scores were combined as follows:
Participants (70%) agreed that too many older people receive lifesaving treatments
(Q26) and that there are too many older people in acute care hospitals (57%, Q29). In
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addition, participants agreed that older people do not know the actions and interactions
of their medications (59%, Q28).
Over half of the participants responded that urinary incontinence is a part of the ageing
process (57%, Q30). Two-thirds (69%) of these nurses considered that older people
adapt easily to the sick role (Q27).
Differences in attitude scores between regions
There were ﬁve statistically signiﬁcant different scores between metropolitan and
regional participants. Metropolitan ED nurses reported higher agreement that older
people are capable of making their own decisions (Q1, p = .03), and higher agreement
that too many people receive life-threatening sustaining treatments (Q26, p = .05).
Regional ED nurses reported higher agreement about older patients having more
discharge problems than younger patients (Q10, p = .01), older people being more
dependent than younger people at the time of discharge (Q20, p = .03); and older
patients being more concerned with bowel habits than younger patients (Q15, p = .04).
Discussion
These results have been grouped in three main sections and are discussed using the
nine characteristics that the OPACS attitude items measured.
The ﬁve characteristics discussed in this section are: general ageing, ageism, older
person in acute care, psychological status and incontinence
There is extensive research reporting negative stereotypical attitudes from nurses, and
the associated effect on the nurses work practice and interactions (McLafferty and
Morrison 2004, Wells, Foreman et al. 2004, Hweidi and Al-Hassan 2005, Robinson and
Mercer 2007, Slater 2008); but the OPACS attitude scores in this study suggest that
Australian ED nurses attitudes are more positive than those reported previously. While
the nurses agreed that it would be beneﬁcial to have an acute gerontology unit, their
responses did not indicate many negative attitudes about older people in the ED.
Emergency nurses encounter many barriers to providing care to older people in an
environment designed for acute, rapid responses that does not match the older
person’s needs (Boltz, Capezuti et al. 2008, Salvi, Morichi et al. 2008). In Australia,
funding is provided based on meeting certain targets within an ED, but an older person
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with complex and chronic needs within an ED often makes it difﬁcult to meet the time
frames speciﬁed for the funding. The National Emergency Access Target (NEAT) is a
component of the National Partnership Agreement on improving public hospital
services (New South Wales Department of Health 2013). The aim of NEAT is for 90%
of all presentations to an ED to be either discharged, admitted or referred elsewhere
within four hours of presenting (New South Wales Department of Health 2013). The
NEAT can have an adverse effect on the care for the older person as older people
have a longer length of stay (5–6 h) in the ED compared to younger patients, and if the
patient is from a residential aged care facility, then the length of stay can increase
further(Joanna Briggs Institute. 2011). This can place pressure on emergency
departments and hospital management that can then create an atmosphere of
negativity towards the older patients in the ED (Lowthian, Jolley et al. 2011). In a
previous study, emergency nurses felt presentations such as non-acute nursing home
residents in the ED (who were discharged the same day) were inefﬁcient and avoidable
and added to the high workload in the ED (Robinson and Mercer 2007). In this study,
ED nurses would like a specialised unit for the older person, but considered that acute
care is the right place for older people to receive care.
The nurses’ responses in this survey also represent an understanding of the physical
and psychological impact of their care on the older person that can create an
atmosphere of trust between the nurse and older patient. An appreciation of the unique
needs of older patients was conveyed when ED nurses scores indicated that they like
to care for older patients, did not consider that incontinent patients were a bother, and
did not think older patients are a nuisance. Participants further reported that older
patients are not confused, do not have similar needs and do not pretend not to hear
you.
Previous research has shown that, even if older patients are not openly discriminated
against due to their age, treatment can still differ because of it (Skirbekk and Nortvedt
2014). Few ageist stereotyping responses were reported by the Australian ED nurses
in this study, which is clinically signiﬁcant because stereotyping can cause
generalisation and marginalisation of the older person. Casual comments during
nursing handovers, such as describing the older patient as a nursing home type
patient; or slow, dependent, disruptive or resistive, can all depict negative overtones
towards that patient (Higgins, Van Der Riet et al. 2007) and, combined with a lack of
understanding of older people needs, can cause adverse effects for the older person.
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The two characteristics discussed in this section are medication and pain management
Research has shown that negative health outcomes for older people can occur within
the ED due to lack of awareness of the older persons pain and adverse events can
occur due to lack of awareness of pharmaco-therapeutic issues (Jones, Johnson et al.
1996). Fundamental care needs such as pain relief and ensuring comfort are not
always addressed adequately in an ED setting (Kaye, Baluch et al. 2010). Barriers to
effective pain management of older people include persons presenting with atypical
presentations of pain and the patient can underreport their pain (Kaye, Baluch et al.
2010). The management of the older person’s pain can be complicated by complex
and chronic medical problems, but their pain can be identiﬁed early by effective pain
assessments within the ED.
Previous studies have reported that stereotyping the older person as experiencing less
pain than younger patients was a strong indicator for older people not receiving
adequate analgesia in an ED (Jones, Johnson et al. 1996). For example, a study of
provision of analgesia for fracture pain in ED’s reported that patients aged 90 years
and over had the lowest rates for receiving analgesia for moderate to severe pain
(Brown, Klein et al. 2003).
The Australian ED nurses’ attitude scores about medications contrast with these
previous studies, with 86% of ED nurses in this study indicating that they thought that
older people do not require less pain medication than younger people. They also
considered that the older person is not less likely to be addicted to pain relief than
younger people; and disagreed that older people become addicted to sleeping
medications easily. However, participants considered that older people did not know
the action/interactions of their medications.
The two characteristics discussed in this section are decision-making and discharge
planning
The ED nurses scores in the OPAC survey indicated that they consider that older
people, or the older person’s family, should have a say in whether they receive
lifesaving treatment, as the older person is capable of making decisions about their
care. These results contrast with a study by Skirbekk and Nortvedt, which reported that
older patients were often given a lower priority and treated differently than younger
patients (Skirbekk and Nortvedt 2014) and were not involved in decisions about their
care.
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Therapeutic communication between the nurse and older person, such as involving
family or a responsible person in the older person’s health care, can help to develop a
trusting relationship between the nurse and patient. Ciofﬁ, Salter, Wilkes, VonuBoriceanu, and Scott (2006) agrees that the family of the older person should be
involved in a person’s care, as family customs and cultures need to be considered
while the patient is in an acute care setting. For many cultures, illness can be a “family
affair” and the responsibility of the illness is shared along the family members. Family
members have a right to extend their care giving role in the ED, therefore nurses in the
ED must be ﬂexible in considering illness and cultures to provide the best environment
for the older patient (Cioffi, Salter et al. 2006). This ﬂexibility should extend to people
with dementia so that nurses would be equipped with the education and knowledge on
specialised issues to provide best care to their older patients (McCloskey 2004).
The difﬁculties involved with discharging older people from EDs have been previously
reported (Challis, Hughes et al. 2014). Adverse outcomes after discharge can occur for
the older patient if their discharge needs are not satisfactorily met. The nurses in the
ED are at the forefront of this challenge of tailoring a discharge plan for the older
person within their care for a short time who is not admitted to hospital (Joanna Briggs
Institute. 2011). The ED nurses in the OPACS survey reported that older people do
have more discharge problems, and while they considered that older people were more
dependent than younger people, they disagreed that the older person should be placed
in a long-term care facility following a hospital admission.
Comparison with the previous study by Courtney, Tong, and Walsh (2000a)
A previous state-wide cross-sectional survey of acute care nurses using the OPACS
(n= 320; metropolitan 54% and regional 46%) reported 47% of participants disagreed
that older patients easily become addicted to sleeping medication (Courtney, Tong et
al. 2000) compared with 57% in this study.
The previous study reported that 72% of nurses agreed that it was a good idea to have
an acute gerontology ward (Courtney, Tong et al. 2000) compared with 88% in this
study.
This study reported that 90% of ED nurses had positive attitudes towards nonconfused older patients’ decision making, which is similar to the result of 98% in the
previous study (Courtney, Tong et al. 2000).
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Similar results are reported in both studies about older people having more discharge
problems than younger people (76% and 74%, respectively) (Courtney, Tong et al.
2000).
This study has similar results compared with the previous study that used the OPACs
(Courtney, Tong et al. 2000), and reports many positive attitudes. In the Courtney,
Tong and Walsh study, the OPACS was used to measure attitudes of acute care
nurses, but not speciﬁcally ED nurses, and this different study population may account
for some differences between the two studies in reported attitudes.
Previous research suggests that differences between metropolitan and regional areas
can be due to variable access to continuing education and resources and differing
nurse ratios between regions (Standing Council on Health 2012).
The introduction of Aged Care Services Emergency Teams (ASET), established by
New South Wales Health in late 2002 could have also contributed to the positive
attitude scores reported in this study. The ASET team assists in improving the care and
management of the increasing numbers of older persons who present to emergency
departments. ASET provide early identiﬁcation of older persons in the ED who require
a comprehensive geriatric assessment and subsequent early referral to service groups,
specialist care or allied health. The ASET nurse conducts geriatric assessments and
makes recommendations to the ED doctors about plans of care for the older person
(New South Wales Department of Health 2007).
As attitudes drive behaviours, it is vital that nurses are aware of their attitude and the
impact their attitude has on their patients. Research has shown that a nurse’s attitude
can inﬂuence the care that is delivered to patients (Courtney, Tong et al. 2000).
International care delivery approaches, such as person centred care, have produced a
positive impact on nurses attitudes (McCormack 2004), which improves the patient
experience. Improved patient experiences due to the nurses’ positive attitudes will
result in reduced adverse events for older patients (Boltz, Capezuti et al. 2008).
Limitations
The study sample was a cross-sectional sample of ED nurses who were members of
the College of Emergency Nurses Australasia (CENA). It is unknown what percentage
of ED nurses were members of CENA, therefore the sample is representative of the
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CENA membership only. There was potential for non-response bias in the study
although the response rate was good.
Conclusion
In this national study, the responses to the OPACS survey indicated that Australian ED
nurses, who are members of the College of Emergency Nurses Australasia, have many
positive attitudes towards older people. The international implications for practice are
clinically signiﬁcant because positive attitudes can result in nurses recognising the
unique needs of older people, and prevent discrimination and marginalisation of the
older person in the ED.
With the global trend towards an increasingly ageing population, international
implications of this study indicated that nurses need to be equipped with appropriate
attitudes that will support older patients’ health decisions and needs. This Australian
study supports a growing international body of knowledge about nurses’ positive
attitudes towards older patients.
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Table 9: Scores that represent nurses' correct responses to attitudes about ageing from
the OPACS survey
Metropolitan (M): n= 211
No.

Regional (R) n= 159

Question
Metropolitan
Location

1
2
3
4
5
6
7
8
9
10

Older patients, if not confused, are capable of making
decisions about their care
Older patients should have a say in whether they receive
life-sustaining treatments
It would be a good idea for all hospitals to have an acute
gerontological unit
Older patients are a nuisance to care for
Younger patients are embarrassed when their body is
exposed
Older patients require less pain relieving medication than
younger patients
An older patient’s family/carer should be involved in their
care
Older patients are less likely to become addicted to pain
relieving medications than younger patients
Older patients pretend not to hear you

12

Older patients have more discharge problems than
younger patients
Rehabilitation of older patients is part of the
doctors’/nurses’ role
Older patients are confused

13

I like to care for older patients

14

17

Older patients require placement in long term care
following a hospital admission
Older patients are more concerned with their bowel
habits than younger patients
I find it easier to cope with the death of an older patient
than a younger patient
Older patients have to follow special diets

18

Incontinent patients are a bother

19

24

Older patients are embarrassed when their body is
exposed
At the time of discharge older patients are likely to be
more dependent than younger patients
Older patients are more likely to be depressed than
younger patients
Older patients become addicted to sleeping medications
easily
Family members/carers should be involved in the
decision making process for all older patients
Older patients are “bed-blockers”

25

Older patients tend to have similar needs in hospital

11

15
16

20
21
22
23

M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R
M
R

and Regional

Combined

%

%^

Mean

SD

93%
86%
92%
87%
90%
85%
88%
84%
86%
86%
85%
86%
84%
78%
78%
81%
81%
78%
70%
82%
76%
75%
79%
71%
77%
72%
73%
65%
64%
74%
63%
68%
66%
66%
66%
66%
69%
61%
58%
69%
64%
60%
57%
57%
58%
52%
55%
51%
51%
48%

90 %

1.54

0.94

0.03

90%

1.50

0.94

0.11

88%

1.75

0.88

0.18

86%

4.21

1.08

0.27

86%

2.00

0.76

0.84

86%

4.16

0.85

0.90

81%

1.90

0.92

0.15

80%

3.99

0.89

0.42

80%

4.01

1.06

0.47

76%

2.16

0.91

0.01

76%

2.15

0.92

0.83

75%

3.82

1.04

0.09

75%

2.30

2.18

0.33

69%

3.71

0.99

0.07

69%

2.38

1.02

0.04

66%

3.76

1.11

0.26

66%

3.69

0.90

0.95

66%

3.58

1.29

0.94

65%

2.45

0.98

0.10

64%

2.53

1.00

0.03

62%

3.56

1.15

0.45

57%

3.46

1.10

0.94

55%

2.60

1.07

0.20

53%

3.32

1.21

0.39

50%

3.09

1.12

0.52

p-value

Chi square analysis was used to calculate p values to determine differences between metropolitan and regional
responses (%).* p-values < 0.05 were considered significant ^ .5 percentages were rounded up to the nearest

full number
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Table 10: Scores that represent incorrect responses combined with unsure responses,
about attitudes towards their older patients from the OPACS survey.
Metropolitan (M): n= 211
Regional (R) n= 159
No

26

27

28

29

30

Question

Location

Metropolitan and

Combined

regional %

%

Mean

SD

P

70%

2.69

1.21

0.05

69%

2.79

1.07

0.29

1.19

0.13

value *

Too many older patients receive life-sustaining

M

75%

treatments

R

65%

Older patients adapt easily to the sick role

M

66%

R

71%

Older patients do not know the actions and

M

55%

interactions of their medications

R

63%

59%

2.98

There are too many older patients in acute care

M

56%

57%

3.06

1.22

0.75

hospitals

R

58%

Urinary incontinence is part of the ageing

M

56%

2.99

1.16

0.78

process

R

58%

57%

Chi square analysis was used to calculate p values to determine differences between
metropolitan and regional responses (%).
* p-values < 0.05 were considered significant
^ .5 percentages were rounded up to the nearest full number
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4.3 Results of a national survey of Australian nurses reported practices
caring for older people in the emergency department.
This article (word document below) has been published: Deasey, D., Kable, A. &
Jeong, S. 2016 Results of a national survey of Australian nurses’ reported practices
caring for older people in the emergency department. Journal of Clinical Nursing,
25, 3049–3057
(Deasey, Kable et al. 2016).
Aim and objective. To report Australian nurses’ practices caring for older people in the
emergency department.
Background. Unmet clinical needs of older patients in the emergency departments can
have a negative impact on nurses and patients.
Method and design. A national cross-sectional survey using a previously validated
instrument, Older Person in Acute Care survey, was conducted to measure Australian
emergency nurses’ attitudes towards older people in their care. Members of the
College of Emergency Nursing Australasia (CENA) were invited to participate in the
study. There were 371 (39%) completed and valid surveys returned.
Results. This study determined that Australian emergency department nurses report
many positive practices used for older patients in their care.
Conclusion. In this study, the Older Person in Acute Care survey has identified that,
overall, emergency departments nurses have positive clinical practices towards their
older patients in the emergency departments. The implications for clinical practice are
significant as patient centred care in the Australian emergency departments will reduce
adverse events for the older patient.
Key words: clinical practice, emergency, nurse, older person
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Introduction
Population demographics worldwide are changing (Gray, Peel et al. 2013) and older
patients constitute an increasing number of presentations to emergency departments
(ED). Older patients have different needs compared with younger patients, because
older patients have a high prevalence of physical and cognitive disability and complex
social circumstances (Australian and New Zealand Society for Geriatric Medicine
2009). The increase in older people with chronic and complex illness in the next 20
years will be a challenge for acute care systems that are already struggling (World
Health Organisation 2011). The current ED model is episodic and disease and/or
symptom orientated and may not adequately provide for the needs of the older
population. ED nurses’ who work under this model are under constraints although they
have a duty of care to deliver best practice for their older patients as the practice of
care towards older people is no longer the sole domain of gerontology nurses (Mellor
2006).
Background
Acute care in Australia works within a curative model which can result in rapid
treatments, short stays and rapid discharge (Salvi, Morichi et al. 2008). This is
inconsistent with managing a typical older person with chronic and complex conditions
that requires more integrated health care services and management with health care
models that encompass their psychosocial needs, and with individual attention to their
disease pathways (Boltz, Capezuti et al. 2008). The unmet needs of older patients, due
to an incompatible model of care in ED, can have an impact on both the older person
and the nurse (Boltz, Capezuti et al. 2008).
A holistic approach towards older patients requires critical thinking skills to minimise
adverse events and prolonged admission, as well as planning and organisational skills
for optimal care (Kihlgren, Nilsson et al. 2005). While training and skills in acute care
allow the ED nurse to rapidly recognise a critical illness, yet the same nurse may
struggle to detect an issue with an older patient that does not present as a
straightforward diagnosis due to the complexity of some conditions (Kihlgren, Nilsson
et al. 2005, Smith 2006).
Nurses’ who have chosen the speciality of emergency nursing as their career may
struggle with the concept of the increasing number of non-acute older people
presenting to the ED (Wells, Foreman et al. 2004). The nurse may feel frustrated
because of the tension between the idealistic perception of what they thought their
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practice would involve in the ED, compared with the reality of caring for a high volume
of older patients with complex physical and social needs (Kihlgren, Nilsson et al. 2005).
In a recent comprehensive literature review it was reported that emergency nurses,
while competent in providing emergency care, can struggle with caring for the complex
needs of older people (Deasey, Kable et al. 2014). A previous study reported that
nurses aged 21 and 35 years are dissatisfied in their career, mainly due to lack of
experience with older patients that demand more time due to increased dependency
(Salonen, Kaunonen et al. 2007). The ED nurses have also been reported to have less
than positive attitudes towards older people in an ED, and consider that the ED is an
inappropriate place to care for an older person with a nonacute presentation (Kihlgren,
Nilsson et al. 2005). These challenges can influence ED nurses’ practices towards
older people.
The study
Aims
The aim of this paper is to report the results of an Australian national survey of
emergency nurses’ practices caring for older people in the ED.
Study participants
All members of the College of Emergency Nursing Australasia (CENA) were invited to
participate in a national cross-sectional survey by answering a self-report questionnaire
about emergency nurses’ perceptions of the care required by older people in the
emergency department setting. Participation was voluntary and implied consent was
given from the participant nurses who completed and returned the anonymous survey
to the research team.
The survey responses provided data about ED nurses practices caring for their older
patients.
Data instrument
The Older Persons in Acute Care Survey (OPACS) is a validated tool measuring
nurses’ knowledge and attitudes about older people in acute care, with a Kappa score
of 0.756 that determined the survey to be of high reliability (Courtney, Tong et al.
2000).
The OPACS is a self-reporting questionnaire consisting of 110 items measuring
knowledge, attitude and practice, structured in four main sections (including a
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demographics section), and measuring 14 different characteristics that influence acute
care nurses clinical care of the older person. In the survey, there are 35 items and 11
characteristics that relate to nurses’ practice. These 11 characteristics include general
ageing and the older person in acute care, communication, admitting and discharging
an older person, hygiene, incontinence, medications, pain management, ageist
stereotypes and decision making. The survey was a written self-administered survey
that took participants approximately 20 minutes to complete.
Data analysis
The survey items measuring nurses’ practice used a Likert type scale. Participants’
were asked to indicate the frequency of their usual practice in response to 35
statements in a 5-point scale ranging from never, rarely, sometimes, often and very
often. Higher scores indicated more frequent practices. Analysis and interpretation of
quantitative data were conducted using the software STATA version 12 (StataCorp.
2011). The data were reported using descriptive analyses including proportions (%)
and means or medians.
Data were compared between geographic areas using chi-square tests. Significance
was determined at 5%.
Sample size calculation
The membership of CENA in January 2013 was approximately 973. Assuming a 30%
response rate, we anticipated a response rate of approximately 292 nurse participants.
This would allow the estimation of the point prevalence of emergency nurses who
reported practices caring for older people in their workplace.
Ethical considerations
The study was approved by the Human Research Ethics Committee (HREC) at the
University of Newcastle.
Results
The survey commenced in February 2013 and was completed in April 2013. There
were 371 (39%) completed and valid surveys returned to the researchers. There were
211 metropolitan participants and 160 participants from a regional geographical area.
The majority of the study sample (n = 371) was female (85%), and most participants
had been working as registered nurses in an ED for five years or more (88%), and 9%
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had between 2–5 years of experience. Nearly half the participants (40%) held a
postgraduate qualification and of these, participants had Masters qualifications (22%)
and emergency or critical care certificates (22%). Only a small number (4%) held any
qualification in gerontology.
OPAC practice items
From the 35 OPAC practice questions, the results are reported in two sections: (1)
Scores that represent nurses’ frequently reported practice (Table 11: Scores that
represent ED nurses' frequently reported practice) and (2) Scores that represent
nurses’ less frequent practices (Table 12: Scores that represent nurses' less frequent
practice).
Frequently reported practices (Table 11: Scores that represent ED nurses' frequently
reported practice from the OPACS survey)
There were 29 scores indicating that ED nurses’ practice was beneficial for the older
person. These have been divided into two areas. (1) Routine practices adopted
irrespective of the age group, and (2) Practices specifically directed towards older
people.
Routine practices adopted irrespective of the age group. Half of the ED nurses (55%)
reported that although they often find older patients more time consuming than younger
patients (Q18), 57% allow more time to prepare an older patient for discharge than a
younger patient (Q17), with 48% beginning discharge earlier in an older patients stay
than a younger patient (Q8).
Eighty-six (Q1) percent of participants involve younger patients and 82% (Q2) involve
older patients in decisions relating to their health respectively. The ED nurses reported
they often involve the older patients’ family members in their care (74%, Q12); and
similarly, 64% involve a younger persons family in their care (Q13).
Participants (66%) like to have a social chat to older patients (Q26) and younger
patients (48%, Q27) respectively. The ED nurse participants (84%) disagreed that they
call older patients ‘mate’ more often than younger male patients (Q3), in comparison,
70% of participants reported rarely calling older female patients ‘love’ or ‘dear’ more
frequently than younger patients (Q4).
Emergency departments nurse participants (52%) reported they rarely ask older
patients if they have pain more often than younger patients (Q20), and 57% of
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participants rarely asking older patients if they require more pain relieving medications
than younger patients (Q21).Half (52%) rarely ask an older patient if they would like
something to help them sleep more often than a younger patient (Q25) and 41% rarely
or never check an older patient’s understanding of patient-controlled analgesia more
often than a younger patient (Q23).
Half of the participants (49%) sometimes ask older patients if they have incontinence
problems (Q28), in comparison to 78% of participants rarely asking younger patients of
they have incontinence issues (Q29).
Participants (79%) agree that they ask older patients if they require assistance with
activities of daily living (ADLs) more often than younger patients (Q9), and ED nurses
(74%) reported that they rarely are more likely to use some form of restraint on older
patients than younger patients (Q11).
Half (54%) of the participants reported that they rarely would ask an older patient if
they would like to see a minister of religion more often than a younger patient (Q24).
Practices specifically directed towards older people. Although 64% of participants
rarely use a health assessment tool specifically designed for older patients (Q7), 78%
report that they often encourage older patients to maintain independence while in the
hospital (Q10), and 82% of participants use the information gathered during an older
patient’s admission to plan their care (Q6). Pain medications are often explained more
than once to an older patient (53%, Q19) and 36% of participants are less likely to
encourage an older person to self-medicate while in hospital (Q22).
Nearly all (94%) of participants watch confused old patients more closely (Q14) and
65% of nurses observe all older patients closely (Q15). ED nurse participants (63%)
often offer assistance with personal hygiene to older patients (Q16) and 82% of
participants reported they do not find it difficult to find an older person’s pulse (Q5);
Less frequently reported practices (Table 12: Scores that represent nurses' less
frequent practice from the OPACS survey. )
There were six items that most participants reported practising sometimes. These
scores indicated that participants may be unsure about their response and this may
represent less frequent practice that would benefit older people.
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Over half (57%) of participants sometimes find older patients difficult to care for (Q30),
with 46% finding it sometimes difficult to obtain a comprehensive health history from an
older patient (Q35).
Participants responded they sometimes speak in more simple language to an older
patient than a younger patient (36%, Q31), speak slower (42%, Q32) and louder (45%,
Q33) to an older patient and allow extra time for admitting an older patient (42%, Q34).
Overall, there are few regional differences (Q23, 27, 30); and the clinical practices are
consistent across all geographic areas indicating a widespread adoption of beneficial
practices by ED nurses caring for older people in an emergency department.
Differences between geographic areas
Overall, the clinical practices are consistent across all geographic areas indicating a
widespread adoption of beneficial practices by nurses caring for older people in
emergency departments. There are three significant differences between metropolitan
and regional participants. Regional nurses reported checking an older patients’
understanding of patient-controlled analgesia more often than a younger patients’
(Q23, p = 0.01), and that they tended to have a social chat with younger patients, more
than metropolitan nurses (Q27, p = 0.04). Metropolitan nurses reported that they found
older patients more difficult to care for than regional nurses (Q30, p = 0.01).
There were no significant differences identified from the comparison of other
demographic variables, including nursing education.
Discussion
An international study of 13 emergency departments across seven countries
demonstrated that the issues that older people present with to an ED are similar
worldwide (Gray, Peel et al. 2013). The ED nurses practice is crucial to the older
person as the emergency department environments can place an older person under
extreme stress, can cause episodes of increased confusion due to the fast pace of the
department; and with the high turnover of patients, older persons with geriatric
syndrome symptoms can be missed (Kihlgren, Nilsson et al. 2005, Smith 2006). In this
study, we report that ED nurses’ perception of their practice towards older people is of
a high standard.
There are routine practices that the nurses should adopt specifically for older patients
in an ED. Gray et al. (2013) state that EDs should focus their attention on the needs of
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the frail older person due to the increase in presenting numbers to prevent geriatric
syndromes and functional dependence of the older patient while in the ED (Gray, Peel
et al. 2013). Geriatric syndrome is the name for a set of common clinical conditions that
do not fit into a specific disease category (Brown-O'Hara 2013), and the older person
can exhibit signs of confusion, have episodes of incontinence or a decline in mobility;
which can then complicate the older person’s treatment (Higgins, Van Der Riet et al.
2007). This then can result in an increase in mortality, disability, length of stay in
hospital and a reduced quality of life (Brown-O'Hara 2013).
Although over two-thirds of the sample of Australian ED nurses reported that they did
not use a specific health assessment designed for older people, nurses were still
aware of the issues such as adequate pain control, hygiene, psychosocial care and
maintaining the independence of an older person in their care. The introduction of
Aged Care Services Emergency Teams (ASET), established by New South Wales
Health in late 2002 could have contributed to the results of ED nurses not using a
specific assessment tool, as the comprehensive and specific tools for gerontology are
used by the ASET team and this information is then given to the health professional
caring for the patient. ASETs provide early identification of older persons in the ED who
require a comprehensive geriatric assessment and subsequent early referral to service
groups, specialist care or allied health (New South Wales Department of Health 2007).
Previous research has reported that technical tasks may take precedence over basic
nursing care for acute care nurses (Kihlgren, Nilsson et al. 2005, Smith 2006, Boltz,
Capezuti et al. 2008). Technology can distract the nurse and they can then be seen to
be focused on the machinery rather than the person, which has been reported to result
in negative consequences such as the older adult feeling devalued (McLafferty and
Morrison 2004). However, the study reports that the Australian ED nurses adopt
beneficial practices for older patients such as maintaining their independence,
providing close observation for the confused older person in particular and ensuring
ADLs are met.
These Australian ED nurses reported using appropriate language when addressing the
older person, with the ED nurses reporting that they like to ‘have a chat’ with the older
person. These participants responded that, while they sometimes speak in more simple
language to older people, they did not call older patients ‘love’, ‘dear’ or ‘mate’,
showing they do not label, patronise or infantilise the older person in their care.
Labelling an older patient with these words can lead to poor communication by the
treating nurse (Higgins, Van Der Riet et al. 2007).
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While it is optimal that all patients, regardless of age, be treated equally, there are
sound clinical reasons why practices may vary in an ED. This study reports that there
are some differences in care towards older patients compared to younger patients. An
example of this would be that the ED nurses found older people can be more time
consuming, and that a comprehensive history can sometimes be difficult to obtain, but
they also responded that they plan the older person’s admission and allow more time
for discharge than a younger patient.
Although ED nurses reported that they are less likely to ask the older person to selfmedicate while in hospital, they reported asking older patients more than once about
pain issues, with similar attention to the frequency of pain relief and sleep medication
being offered to younger patients. The Australian ED nurses responses are in contrast
to international research which reports that fundamental care needs, such as pain relief
and ensuring comfort, are not always addressed adequately within an ED (Kaye,
Baluch et al. 2010), with negative health outcomes for older people occurring in the ED
as a consequence of this (Jones, Johnson et al. 1996).
These study results were considered in the context of person- centred care principles
that include the person being viewed as an individual, with an understanding of the
persons’ history and values to help to develop trust between the ED nurse and patient
(Australasian College of Emergency Medicine 2015). This study found that the majority
of ED nurses involved younger patients (86%) and older patients (82%) in decisions
relating to their care. These responses suggest that ED nurses provide older patients
with individualised care consistent with the principles of person centred care including:
(1) the person being viewed as an individual, (2) nurses engaging with older people in
their care, and (3) nurses being sensitive to the patients’ beliefs and values
(McCormack and McCance 2006). The Victorian Department of Human Services
(2006) reported that the practice of person centred care can have a positive impact on
health outcomes for older people (Victorian Department of Health 2010); and contribute
to satisfaction levels of patients and nurses, and the nurses’ professional sense of
responsibility towards their patients. By placing the person at the centre of their care,
collaboration and respect are formed between the patient and nurse as both parties
can use their knowledge, needs and goals to create an informed decision on health
care.
While person centred care may be challenging, a lack of understanding is a key barrier.
Limited time, lack of clarity about what constitutes person centred care, communication
difficulties, care environments and staff experiencing a loss of ‘power’ are all reported
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to be difficulties associated with implementing person centred care (Lutz and Bowers
2000, Mead and Bower 2000, Victorian Department of Human Services 2006).
Although the ED nurses have reported that they find the older patients can be more
time consuming than younger patients, the nurses reported that they allow more time
for admission and discharge of an older person, encourage the older person to
maintain independence while in hospital, and offer assistance with personal hygiene
and commit more time to watching the confused older person. Promoting autonomy of
the older person in a highly acute area such as an ED, can be more time consuming,
but the benefits of this is vital to prevent the older person becoming dependent while in
acute care (Higgins, Van Der Riet et al. 2007, Gillis, MacDonald et al. 2008).
All Australian nurses abide by specific polices and frameworks on how to provide best
care and practice to the older person in an acute care facility (South Australia
Department of Health: Statewide Service Strategy Division 2009, Australian
Commission on Safety and Quality in Health Care (ACSQHC) 2011). All frameworks
express the need for patient centred care to maintain an older patient’s independence,
dignity and respect while in hospital and to ensure that the person is involved in their
own care. This study has reported that the majority of the Australian ED nurses adopt
practices that are beneficial for the older patients in their care.
Limitations
The study sample was a cross-sectional sample that included ED nurses who were
members of the College of Emergency Nurses Australasia. There was potential for
nonresponse bias in the study although the response rate was good. The results of this
study are not generalizable based on the response rate; however, the authors’ view is
that the sample is representative of ED nurses in Australia. While the authors used a
validated instrument that is useful in nurses’ self-reporting, the tool is subjective and
future research, should use more objective approaches to measurement.
Conclusion
In this study, the OPACS survey has identified that, overall, ED nurses have reported
using positive clinical practices in caring for their older patients in the ED. These
findings support the growing body of research that suggests patient centred care in
Australian EDs will reduce adverse events for the older patient and minimise length of
stay. The areas where there is scope to improve clinical practice regardless of
geographic area, include language used when addressing the older person, tone and
pitch of speech, and time allowed with the older person for clinical practice. The
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findings compare well with previous research about ED nurses’ practices. Based on the
evidence, the authors recommend further observational research into the practices of
nurses caring for older people in the ED.

106

Table 11: Scores that represent ED nurses' frequently reported practice from the OPACS
survey
No

Question

Location

Never

Rarely

Sometime

Often

Very

(%)

(%)

(%)

(%)

Often

Mean

Media

SD

n

P
value

(%)

1

2

3

4

I involve younger patients in decisions

M

2

2

14

43

39

relating to their health

R

1

3

8

43

46

I involve older patients in decisions

M

1

2

15

45

37

relating to their health

R

2

6

9

46

36

I call older male patients “mate” more

M

47

38

7

5

3

frequently than younger male patients

R

47

36

4

4

9

I call older female patients “love” or

M

33

37

11

12

6

“dear” more frequently than younger

R

40

30

11

9

10

I have difficulty finding an older patient’s

M

26

56

14

3

1

pulse

R

24

58

16

2

0

I use the information gathered during an

M

1

2

14

53

29

older patient’s admission to plan their

R

2

4

12

53

29

I use a health assessment tool

M

38

28

14

13

6

specifically designed for older patients

R

39

23

16

11

11

I begin discharge planning earlier in an

M

8

15

28

32

17

older patient’s stay than in a younger

R

8

11

34

31

16

I ask older patients if they require

M

1

3

15

49

31

assistance with their activities of daily

R

1

4

16

50

28

I encourage older patients to maintain

M

0

2

17

46

35

their independence whilst in hospital

R

0

2

24

43

31

I am more likely to use/order the use of

M

34

42

15

7

2

some form of restraint on an older

R

33

38

16

11

2

I involve an older patient’s family/carer in

M

0

4

19

50

27

their care

R

0

8

22

44

26

I involve a younger patient’s family/carer

M

3

5

31

41

20

in their care

R

0

4

29

42

25

I find it necessary to watch confused

M

1

1

6

34

58

older patients closely

R

1

1

4

40

55

I find it necessary to observe older

M

1

4

28

50

17

patients more closely

R

1

1

35

49

14

I offer/order assistance with personal

M

1

9

24

50

15

hygiene for older patients more often

R

2

6

31

49

12

I allow more time to prepare an older

M

2

8

32

40

18

patient for discharge than a younger

R

2

9

33

41

15

I find older patients more time

M

1

8

37

39

15

consuming than younger patient

R

0

6

38

32

24

I explain medications more than once to

M

1

6

43

34

16

4.21

4

0.83

0.10

4.11

4

0.87

0.36

1.84

2

1.09

0.16

2.19

2

1.24

0.96

1.98

2

0.76

0.78

4.05

4

0.82

0.75

2.23

2

1.29

0.39

3.26

3

1.13

0.86

4.03

4

0.83

0.45

4.08

4

0.79

0.13

2.06

2

1.01

0.43

3.95

4

0.82

0.18

3.78

4

0.89

0.08

4.47

5

0.70

0.82

3.77

4

0.75

0.64

3.64

4

0.87

0.55

3.61

4

0.92

0.42

3.65

4

0.88

0.16

3.58

4

0.86

0.98

female patients
5

6

care
7

8

patient’s
9

living more often than I ask younger
patients
10

11

patient than a younger patient
12

13

14

15

16

than younger patients
17

patient
18

19
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20

21

older patients to ensure understanding

R

2

4

38

43

13

I ask older patients if they have pain

M

21

33

29

13

3

more often than I ask younger patients

R

20

29

26

22

3

I ask older patients if they require pain

M

24

34

31

8

3

relieving medication more often than I

R

19

36

21

21

3

I am less likely to encourage an older

M

11

26

31

24

8

patient to self-medicate while in hospital

R

14

21

29

24

11

I check an older patient’s understanding

M

21

27

28

18

3

of patient controlled analgesia more

R

11

22

35

27

1

I am more likely to ask an older patient if

M

23

27

26

19

5

they would like to see a minister of

R

20

38

20

19

4

I am more likely to ask an older patient if

M

26

26

23

20

5

they would like something to help them

R

20

31

21

23

4

I tend to have a social chat with an older

M

0

5

27

56

12

patient

R

1

10

26

53

10

I tend to have a social chat with a

M

1

9

45

37

7

younger patient

R

0

4

43

43

9

I ask older patients if they have

M

3

9

46

29

13

incontinence problems

R

2

8

34

39

16

I ask younger patients if they have

M

34

44

18

3

1

incontinence problems

R

29

49

15

6

2

2.51

2

1.09

0.17

2.41

2

1.07

0.06

2.94

3

1.16

0.55

2.67

3

1.08

0.01

ask younger patients
22

than a younger patient
23

*

often than a younger patient’s
24

2.53

2

1.15

0.65

2.57

2

1.19

0.36

3.69

4

0.77

0.08

3.48

3

0.76

0.04

3.48

3

0.93

0.07

1.96

2

0.86

0.18

religion than a younger patient
25

sleep than a younger patient
26

27

28

29

M= 211,

R=160

* p-values < 0.05 were considered significant

*
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Table 12: Scores that represent nurses' less frequent practice from the OPACS survey.

No.

30

31

Question

Never

Rarely

Sometime

Often

Very Often

(%)

(%)

(%)

(%)

(%)

M

3

25

58

10

3

R

2

21

56

10

11

I am more likely to speak to an older

M

6

36

40

12

6

patient in simple language than to a

R

9

35

32

16

8

I tend to speak slower when I talk with

M

5

29

43

17

6

an older patient

R

7

24

40

18

11

I tend to speak louder when I talk with an

M

6

20

44

20

9

older patient

R

4

19

46

20

11

I allow extra time when I am going to

M

6

14

37

39

3

admit an older patient

R

4

11

46

34

4

I find it more difficult to obtain a

M

2

10

49

26

13

comprehensive health history from an

R

0

10

43

39

8

I find older patients difficult to care for

Location

Mean

Media

SD

n

P
value

2.94

3

0.84

0.01

2.77

3

1.01

0.66

2.94

3

0.99

0.24

3.08

3

1.00

0.37

3.21

3

0.91

0.56

3.41

3

0.86

4.40

younger patient
32

33

34

35

older patient than a younger patient

M= 211; R= 160
P-values <0.05 were considered significant.
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4.4

Summary

The survey results show overall that ED nurses reported a basic understanding of
ageing (66% correct responses), but the Palmore’s facts of Ageing Quiz identified only
a moderate number of nurses have any knowledge of the characteristics of older
people. The implications for clinical practice are significant because this basic
knowledge can result in positive clinical responses and better outcomes for older
people in the ED. The national study identified that Australian ED nurses also have
positive attitudes towards their older patients, which when combined with a basic
knowledge of ageing, has been proven to prevent adverse events for the older person
and can create a culture of person centred care for the older person in the ED. The
areas where there is scope to improve clinical practice regardless of geographic area,
include language used when addressing the older person, tone and pitch of speech,
and time allowed with the older person for clinical practice.
With the global trend towards an increasingly ageing population, international
implications of this study indicated that nurses need to be equipped with appropriate
attitudes that will support older patients’ health decisions and needs. The international
implications for practice are clinically signiﬁcant because positive attitudes can result in
nurses recognising the unique needs of older people, and prevent discrimination and
marginalisation of the older person in the ED.
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CHAPTER 5 QUALITATIVE INTERVIEW RESULTS
5.1 INTRODUCTION
This chapter presents the findings from the qualitative part of the study. The chapter
describes the research setting, participants, recruitment process and data collection;
including an overview of the analysis techniques, and the themes that emerged from
the interview data.
A qualitative descriptive approach was used for this part of the study. The purpose of
this phase of the study was to:
(a) Determine whether nurses’ attitudes influence the clinical practice provided to
older persons in emergency department; and
(b) Determine whether nurses’ attitudes influence therapeutic interactions with older
persons in the emergency department.

5.2 RESEARCH SETTING
Qualitative data were collected using semi structured interviews with emergency
nurses from two participating emergency departments. A full overview of the research
setting and data collection process is presented in Chapter 3.
Recruitment
Semi structured interviews with ED nurse participants were conducted at the two
selected emergency department sites. All registered nurses who were employed and
currently worked at the two emergency departments were eligible to participate in an
interview. People who were not employed as nurses in ED were not eligible.
Interviews with nurses were voluntary and written consent (Appendix 4: NURSE
Interview Consent Form) was given by each participant prior to commencement of the
interview and digital recording of the interview.
Data Collection Process
The interview questions were developed by the researcher in consultation with
experienced experts in the topic and were based on insights from the researcher’s
previous experience in ED and contemporary literature. The questions were developed
to reflect the objectives of the study. The interview schedule contained open ended
questions (Appendix 6: Interview Schedule for ED Nurses) and the researcher directed
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questions into areas that emerged during the interview. All interviews with nurses were
transcribed by the researcher and given back to the nurse participants for review and
confirmation of accuracy. Each interview transcript was then signed and dated by the
participant and the researcher.

5.2.1 Participant Characteristics
Study Participants
As the emphasis of the interviews lies in exploring individuals’ personal experiences
(Teddlie and Tashakkori 2011), the number of participants to be interviewed in this
project was small. Interviews were conducted until adding more interviews became
counterproductive as any new information that was discovered was not adding
anything new to the data (Strauss and Corbin 1998). The final sample size for this
study that was necessary to generate adequate descriptions of the experiences of
nurses with older patients in ED was 14 RNs. There were 10 nurse interviews at the
Study site one and 4 interviews at the study site two The demographic characteristics
of the participants are presented in Table 13.

Table 13: Demographic characteristics of interview participants
Characteristics
Gender
M
F
Age
< 30 years
31 – 40 years
41 – 50 years
51 - 60 years
Years as a clinical nurse
10 years or less
11 – 15 years
15 years +
Years in ED
5 years or less
6 - 10 years
10 years +
Education in gerontology
Nil
Informal in-services in the ED
Certificate courses

Total Participants (14)

5
9
2
2
4
6
2
1
11
2
6
6
2
10
2
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5.3 DATA ANALYSIS
5.3.1 Overview of Colaizzi’s method
The interview data were analysed using Colaizzi’s method (Colaizzi 1978). This
method was chosen to assist the researcher to ensure an active strategy was
employed to present an accurate description of the perspectives and experiences of
ED nurses with caring for older people. Colaizzi (1978) advocated for a descriptive
approach to analysis, as this would allow the experiences of the participants to be
described from the participants’ point of view (Colaizzi 1978, Polit and Hungler 1995,
Sanders 2003). This is especially relevant and appropriate for this study as each
emergency nurse interviewed would have a different perspective about nursing older
people, which was shaped by their own experiences.
The researcher, by applying Colaizzi’s method, ensured that significant statements
relevant to the research questions were extracted from the excerpts, which were then
converted to formulated meanings. Theme clusters were developed from the
formulated meanings which allowed the main themes from the interviews to emerge,
without losing the true and accurate meaning of the ED nurses interviews (Colaizzi
1978, Creswell and Plano Clark 2007). This process required the researcher to gather,
edit, cut, stitch, highlight, synthesise excerpts, prioritise and discard information in
order to lay out all the statements, and formulate meanings, theme clusters and
emergent themes in relation to the research questions (Patton 2001).
The raw and significant statements to which the Colaizzi’s method was applied,
generated 10 emergent themes under three overarching themes, which corresponded
to the five interview questions. The themes representing ED nurses’ knowledge,
attitudes and experiences with older people are presented in Appendix 10 (Appendix
10: Summary of the analysis of the interview data).

5.3.2

Audit trail

An audit trail was constructed documenting the procedural steps followed using
Colaizzi’s method and the strategies used to ensure rigour throughout this process.
(Full audit trail: Refer to Appendix 7: Research audit trail: qualitative component and
Appendix 8: COLAIZZI’S Method applied to analysing qualitative data in this study).
1. Participant interview transcripts were initially returned to each participant for
verification of their accuracy prior to commencement of the analysis.
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2. Significant statements were extracted. eg phrases and sentences that
directly pertained to the experience of the ED nurse caring for older patients.
Each significant statement was numbered as it was extracted (eg SS1, SS2,
SS3…..).
3. Formulated meanings were created from each significant statement.
4. Each formulated meaning was organised into groups of similar type/meaning
(theme clusters). Then the theme clusters were synthesised into emergent
themes that will answer the research questions. Themes were discussed with
qualitative expert researchers to ensure clusters and emergent themes were
descriptive of the participant experiences.
5. A comprehensive description was achieved by incorporating the emergent
themes, theme clusters and formulated meanings into the description to create
overall structure (Colaizzi 1978, Sanders 2003). The ten emerging themes were
organised into three main overall themes, which would answer the research
question of ED nurses’ attitudes, knowledge and practice.
6. The fundamental structure of the participants’ experience was identified by
ensuring a rigorous analysis of the comprehensive description.
7. The comprehensive description was returned to the participants to ensure it
was a true and accurate version of their interview and for final validation.
8. Peer review of the analysed data and further discussion confirmed the final
10 emergent themes under three overarching themes.

5.3.3 Overview of the findings
The following section provides examples of the responses to the open-ended questions
in the schedule. The researcher kept the research questions in mind when
interrogating the data using Colaizzi’s method.
A matrix of themes cluster and emerging themes was developed (Appendix 9: Matrix of
Theme Cluster (TC) and Emerging Themes (ET)) with each theme cluster and
emerging themes matched to the research questions. This demonstrates that the
emerging themes identified answer the research question of: “How does nurses’
knowledge of ageing and attitudes towards older persons influence clinical practice and
therapeutic interactions in Emergency Department settings?”
From the fourteen interviews, there were 101 significant statements collected from the
interview data, which were synthesised into ten prospective emergent themes. The
researcher and two supervisors scrutinised and finalised these ten emergent themes
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through rigorous discussions to answer the research questions (Sanders 2003). Within
the ten emergent themes, three distinct overarching themes were further identified
(Appendix 9: Matrix of Theme Cluster (TC) and Emerging Themes (ET)). A table
documenting significant statements and emergent themes is provided in Appendix 10
(Appendix 10: Summary of the analysis of the interview data).
The findings of the study are discussed under three overarching themes. Figure 2
(page 42) was used as a lens for analysing the data.
1. ED context, policy and practice: The first overarching theme of ED context,
policy and practice identified nurses’ frustration due to lack of time with
patients, inability to provide adequate care due to time limits and what ED
nurses consider is their main responsibility to older patients. The
environment, skill mix of the staff, workplace culture, communication and
leadership style from Figure 2 (page 42) were used as a lens for this theme.
2. ED nurses’ knowledge: The second overarching theme, ED nurses’
knowledge, determined that nurses felt they lacked the appropriate
knowledge to care for older patients. The nurses’ attributes and
prerequisites from Figure 2, were used a lens for this theme.
3. ED nurses’ attitudes: The third overarching theme of ED nurses’ attitudes
described how nurses felt about older people in general, and about caring
for older people in the ED. The principles of person centred care, integrated
with the patients’ beliefs system and values, were used as a lens for this
theme.

5.4 THE FINDINGS
5.4.1 ED context, policy and practice.
The findings of the study identified that ED nurses’ experiences with older patients
were related to the context and policy of ED. Nurses found that the care needs of older
patients’ social and medical issues were complex and overwhelming, and the ‘quick
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turnover’ policy does not align well with meeting the needs of older people in the ED
setting.1
This section presents four emergent themes (ET) including: ET1: Mismatch between
the complex care needs of older patients and the ‘quick turnover’ policy; ET2: We don’t
do holistic care in the ED; ET3: ED is not appropriately set up for the care of older
persons; and ET4: Poor end of life care for older patients in ED.

ET1: Mismatch between the complex care needs of older patients and the
quick turnover policy
The nurses responded that they felt caring for older people is complicated by the
complex medical and social needs of older patients, and the emergency department
policies of treating the presenting problem, combined with time pressures, does not
allow the nurses to meet the needs of older people.

A 58 year old female registered nurse (RN) who has worked in an ED for ten years
expressed that:
‘There is just so many issues (with the older patient) and I think that doctors
and nurses are just a bit overwhelmed … what is going to be treated first… I
think it is very difficult to stick to our emergency department policy of only
treating what that person presented with’ (SS87).
A male RN with 20 years of experience in the ED stated:
‘…main issues are the complexity of some of the elderly patients (and the)
volume we get into a busy, rushed emergency department, where the focus
is turnover rather than concentrating on trying to …manage and fix some of
the problems (of older patients)’ (SS51).

1

The National Emergency Access Target (NEAT), now called the Emergency Treatment Performance
(ETP), encourages emergency departments to admit or discharge any person presenting to the emergency
department within four hours. A diagnosis is required for admission or discharge, and the nurses felt that
this increases the pressure on health professionals to work within tight timeframes that can lead to an
incorrect diagnosis; and by treating the presenting problem only, basic nursing care may be omitted. The
nurses felt that this can result in unsuitable discharges and inappropriate readmission back to the ED
because the person has not been treated for their primary presenting diagnosis
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The quick turnover policy (Emergency Treatment Performance) had an impact on the
nurses’ experiences with older patients, which is evident in the participants’
responses regarding how they feel about older people being discharged too quickly
and why. The examples given below demonstrate how the older person can be
discharged too quickly, because the ED is too busy to treat the older patients’
concerns effectively.
A 42 year old female RN with 15 years of ED experience reported that
‘…it is just time management and your boss telling you to get them (older
patients) out of the bed because they need the bed for someone else’. (
SS64).
My concerns are that you are busy and they (older patients) are discharged
too early or inappropriately and you think “yeah maybe (they) should have
stayed” …(SS61) (stated by a 47 year old female RN with 20 years ED).
The ED nurses indicated that they were aware of the consequences for older patients
who are discharged too quickly from the department.
A 55-year-old female RN with eight years of ED experience reported:
” …a lot of the times they (older patients) re-present. Things are missed and
they get worse and worse” (SS57).
A 38-year-old male RN with 20 years of ED experience expressed
” …are they (older patients) safe to go home … we rush to fix their medical
issue and … quickly discharge them, . . . we don’t address the whole
problem and try and solve that, and put arrangements in place and the elderly
are not managed correctly and will often re-present causing more harm and
problems later on down the line” (SS59).

ET2: We don’t do holistic care in the ED
Basic nursing care is a fundamental aspect of person centred care and can encompass
any activity of daily living that the older person may need such as toileting, personal
hygiene, feeding or communication. The ED nurses responded they were aware that
they need to provide holistic care (including basic, social, acute, chronic, person
centred and relationship centred care); but that holistic care is being ignored or missed
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because the nurses felt that basic care was too time consuming or that it was not part
of their role, and was taken away due to their focus on acute/ medical care.
” …there is an ethic in our emergency department…that basic nursing care is not or
doesn’t need to happen in this department… (stated by a female RN with 10 years
ED experience).” (SS8)
A 58-year-old female RN with 10 years ED experience expressed:
I think that older people present one of the most complex challenges for
health .. so it is just not a medical diagnosis it is .. one of the most holistic
nursing that you can do because it all must be attended if you are going to be an
effective nurse. (SS16).
: … they (older patients) come from a very different world than what we have grown
up in, so a lot of the (older) people don’t question and … will not make a fuss about
not getting what they need, so if there is no one there as advocate for (older
patients) then …. it is easy to push them into a corner because they (older people)
are not complaining, then nothing happens for them. (SS55) (stated by a 51 year
old female with 20 years ED experience).

ET3: ED is not appropriately set up for the care of older persons

The lack of equipment and facilities to care for the older person in an ED can
exacerbate or cause deterioration for the older person’s condition. The ED
nurses expressed their frustration that the ED was not set up to care
appropriately for older patients.
The ED is cluttered and we have only got 12 beds, which is really hard for
some elderly as they have slept the night in a chair and it is really tough
for them. You know, imagine yourself if you had to do that, let alone a 90-yearold. (SS93)
...The long periods in the ED . . . is an issue because if you have dementia and
are in here for like 20 hours before you get a bed, you are in a high stimulus
area, there is screaming, people running around, monitors beeping, it is a big
shock for the dementia person.(SS90)
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Lack of equipment can be a factor for the lack of holistic care due to the time taken to
find appropriate equipment for the older person. This was expressed by a 55 year old,
female RN, with 12 years ED experience:
…quite often you have them (older patients) here for a very long time and you
haven’t got the equipment. You have to run around for lifters, commodes,
four-wheel walker, appropriate cups and stuff like that. The ED is not very well
equipped for older people. (SS71)

ET4: Poor end of life care for older patients in ED
The ED nurses in this study recognised the importance and benefits of end of life
planning for older patients and they wanted to respect the older person’s end of life
decisions (if a formal plan was known); but when the nurses encountered an older
patient with end-of-life care issues they were challenged by ‘Poor end of life care for
older patients’. The ED nurses responded that the presentation of the older person in
ED, without an end of life plan, is both frustrating and challenging for nurses who want
to advocate effectively for the older person. Nurses are concerned about the decisions
made by doctors when an end of life plan is not known. Nurses responded that older
patient’s end of life wishes can be overridden, even if a formal plan was in place.
Emergency nurses expressed frustration with nursing staff at aged care facilities, as
they felt the nursing staff at aged care facilities did not represent the best interests of
the older person with end of life planning.
…when I started this job, I suppose a fixed belief that … when someone gets to
a certain age you should let them go, just comfort, but having talked to these
people for the last 10 years, I find that many elderly don’t want that. They do
want treatment, and who are we to play god and say you can’t have that
because you are 90 and because there are no clear guidelines, ... choice of
treatment is all left up to the doctors’ choice as to whether they are
treated... quite often we do get it wrong in how much we do choose to
treat that elderly person (SS21): voiced by participant eleven, a 58-year-old
female RN with 10 years ED experience).
A 47-year-old female RN stated:
They die here in the ED ...I find that very sad for that (older) patient to die in
a sterile environment when they wanted to die at home and did not have a say
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in being transferred to ED. The care facility made that decision for them
and we deal with (the) consequences (SS101).

5.4.2

ED Nurses Knowledge

The findings of the study identified that ED nurses have a lack of knowledge in caring
for older patients (particularly those with dementia and delirium). The nurses
responded they found education on aged care helpful but they did not receive specific
education about aged care even though that is the age group with the highest
presentation rates to the ED.
ET5: Lack of aged care specific education for ED nurses.
I think as nurses as we don’t get specific training in the elderly. We tend to
prejudge (older patients) on their personalities ... (SS82: a 48-year-old male
with seven years ED experience)

…paediatric or trauma and that’s what the education (in ED) is based
around. It (ED education) is not based around the aged patient which is
the majority coming through the doors (SS84: a 51-year-old female with 20
years ED experience).

5.4.3

ED Nurses Attitudes

The study findings related ED nurses’ attitudes range from positive attitudes about
caring for older people to nurses experiencing how older patients can be made feel
unwelcome and/or not treated with respect by nurses and doctors in the ED.
Nurses were concerned that the cost of care is a factor that affects the treatment the
older person receives. Nurses knew that older people have the right to investigations
and treatments, but responded that older people are not always given the treatment (or
procedures) that might benefit them because of their age.
This section presents five emerged themes which include; ET6: nurses’ encounters
with ageism in ED by doctors and nurses; ET7: nurses’ negative perceptions of caring
for older people in ED; ET10: nurses value the older patient as a person; ET8: nurses’
negative attitudes towards older people in ED are a reality and it affects their

120

interactions and practice with older people in ED, and; ET9 families impact on the
workload and the attitude of the nurses.

ET6: Nurses’ encounters with ageism in ED by doctors and nurses.
Nurses stated that the age of a patient may be a factor in treatment decisions, which
can cause adverse events for the older patient.
A female RN with 25 years ED experience stated:
…sometimes there are procedures you think they (older patients) would benefit
from that (but) they are not given the opportunity to have (because of their
age). (SS17).
This was supported by an RN with ten years of experience:
… the older the person, the more complex and more grey that area
becomes and in turn that leads to lack of care or reduced care, lack of care
or no care, or wrong care (SS75).
And a male RN with 20 years’ experience:
… some people just don’t like working with the elderly as they find them too
complicated and too needy (SS27).

ET7: Nurses’ negative perceptions of caring for older people in ED

Some ED nurses had negative views about nursing older people and reported that
older people were time consuming, emotionally draining and hard work; and that
nursing older people does not have the “adrenalin rush” associated with other types of
ED nursing such as trauma cases.
I think a lot of ED nurses go into ED role because of the adrenalin rush and
you don’t get that (when) nursing older people (SS73) (voiced by a female
RN with 20 years ED experience).
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A 55 year old female with 12 years ED experience stated:
ED nurses are there to only do the glory bits. (SS74)
With the heavy workload …..it can be very, very frustrating.. they (older
patients) can be emotionally draining. (SS31)

ET8: Nurses’ negative attitudes towards older people in ED are a reality and it
affects their interactions and practice with older people in ED.

Some ED nurses believed that older people make frequent/repetitive trips to ED and
older patients take up too much time and space in ED. This belief (and attitude)
negatively affects how nurses engage with older person. For example, some nurses do
not take time to provide the care required which is of concern to other nurses.
(nurses’ concern about caring for older people is that) the rush (of the
department) or even ignoring the issues…. (nursing) staff ignore some of the
complaints (of older patients) or just brush over it - it is going to get worse
and that’s the problem (SS36: expressed by a 38 year old male RN).
The busyness (of the department). The fact that the elderly are usually the
ones that are missed. They are the ones that are ignored. They are the ones
lying there and people just go “they are the pains, just ignore them” (SS35:
voiced by a 42 female RN).

ET9: Families impact on the workload and the attitude of the nurses
The nurse participants found the interactions with the older person’s family members,
while sometimes helpful, can be challenging due to poor family dynamics. The nurses’
attitude towards the older person was influenced by the older patients’ family dynamics
and family interactions in the ED.

I think the relatives are wonderful, but I am thinking nowadays, there
are a lot of fractured families so you might get three different stories from
three different siblings because they might not get on as well as they used
to.(SS39)
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We are not really there as social workers or mediators but often
times you find yourself having to do that … that integration with the family
or … carers who ... want to get them out of the home or facility and … into
hospital and you may not see that as necessary.(SS25)

ET10: Nurses value the older patient as a person
Some nurses responded that they recognised the complex care needs of older people
and saw the need to provide holistic care to older people in the ED to prevent
deterioration and harm. Nurses considered it was important to see the older person as
an individual or person, and that an older patient should be respected by ED nurses for
their knowledge in life and contribution to life.
I think it is a privilege to look after them (older patients) and give something
back ..., they have worked and done a lot in their life and they are great fun to
talk to and they have a lot of knowledge… (SS40: voiced by a 38-year male
RN).
Their stories. I love their stories (SS43: voiced by a 55 female RN).

5.5 CONCLUSION
In this chapter, the analysis and findings from the participant interviews are presented.
Overall, nurses identified they responded slightly positively to older patients, but they
were not adequately educated to deal with the complexity of caring for older patients.
The older patients were considered as complex due to the medical and social issues,
and the nurses felt overwhelmed by the multifaceted concerns the older patients often
had. Basic nursing care was often neglected as it was deemed too time consuming and
was not an integral part of the ED nurses’ role. The ED environment, the quick turnover
policies within the ED and the lack of training regarding advocacy for their patients
within the ED, all created an atmosphere of negative perceptions on older patients in
the ED, although the ED nurses responded that they valued their older patients as a
person.
In the next chapter, a discussion of all the results will be provided, to answer the
research question “How does nurses’ knowledge of ageing and attitudes towards older
persons influence clinical practice and therapeutic interactions in Emergency
Department settings?”
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CHAPTER 6 DISCUSSION
This study addressed the question of “how does nurses’ knowledge of ageing and
attitudes towards the older person influence clinical practice and therapeutic
interactions in Emergency Department settings?” The study results were considered in
the context of the framework of the study, the person centred care principles that
include the person being viewed as an individual with an understanding of the persons’
history and values to help to develop trust between the ED nurse and patient
(Australasian College of Emergency Medicine 2015).
This study aimed to identify what is known about ED nurses’ knowledge and
understanding of the ageing process, and their attitudes towards older persons in the
ED and whether these influence their therapeutic relationships and interactions with
older people.
The data in Chapters 4 and 5 have addressed the research question and achieved the
three objectives of investigating ED nurses’ knowledge of ageing, attitudes and clinical
practices towards the older person and the influence of the ED nurses’ knowledge and
attitude on their therapeutic interactions with their older patients.
This chapter synthesises the findings from the quantitative and qualitative data in
response to the research question and study objectives, and discusses some issues
identified in these data. By using both qualitative and quantitative methods together,
the researchers were able to demonstrate a more comprehensive and complete
understanding of the research problem than either approach can achieve alone
(Creswell and Plano Clark 2007). The person centred care practice framework was
proved to be as suitable framework when used as a lens for the analysis of the
qualitative data. The limitations of the study are described and implications for clinical
practice, education and recommendations for future research are presented.

6.1 ED NURSES’ KNOWLEDGE ABOUT OLDER PEOPLE AND ITS
IMPACT ON THEIR PRACTICE
In 2014 – 2015, people aged over the age of 65 years accounted for 20% of
presentations to Australian emergency departments (Australian Institute of Health and
Welfare. 2015); and emergency nurses are challenged to provide specialist geriatric
care to this increasing number of older people (McLafferty and Morrison 2004, Boltz,
Capezuti et al. 2008).
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Older patients who present to the ED have high levels of acuity accompanied by
complex medical and psychosocial issues that can create challenges for the ED nurses
caring for them (Aminzadeh and Dalziel 2002, Nolan 2009). Previous research has
shown that knowledge influences nursing practice in emergency departments (Fessey,
2007; Gillis et al., 2008; Robinson and Mercer, 2007). Kavlak et al. (2017) found
nurses who ask for more education in aged care issues, display a more positive
attitude towards their older patients, and they do not view the older person as a factor
that can increase bed block in a hospital (Kavlak, Yildiz et al. 2015). This was
consistent with the findings from this study to some extent.
This survey found that ED nurses have a good basic knowledge of older patients’
physical issues, such as how the skin, joint and bowel can change as the person ages.
This is a promising result as early detection of an older person’s functional impairment
is imperative to prevent a decline in physical or psychosocial function while the older
person is in the ED (Department of Health 2012). However, knowledge deficits were
reported for the issues such as eating habits of older people or the curability of health
problems of older patients. The participants in this study also had several
misconceptions about older people, such as older patients being more angry and
irritated than younger patients and thinking that older people are often bored. This
study also revealed a lack of awareness of population ageing demographic information,
such as poverty levels, and the health and socioeconomic status of the older person.
The results of this study agreed with previous studies (Roethler, Adelman et al. 2011)
in that ED nurses report that they recognized that there are increasing numbers of
older people presenting to the ED.
As outlined in the Person-Centred Care (PCC) framework, a good knowledge of
physical issues is important but a lack of knowledge and misconceptions about older
patients can have a detrimental effect on how nurses interact with their older patients.
For example, the qualitative data from the interviews identified that ED nurses do not
consider that providing basic nursing care (which is essential for older patients) is part
of their role. This is consistent with other studies, where ED nurses have been
reported to attend to routine duties, such as observations, medication rounds and
technical activities; however, their attention is not focused on the basic care needs
such as elimination, hygiene and mobility (Stevens and Herbert 1997, Kihlgren, Nilsson
et al. 2005). In this study, participants responded that they were aware that holistic
care included socialisation, hygiene, toileting and assistance with all activities of daily
living, but felt that basic nursing care was too time consuming, and was peripheral to
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their acute care focus. Research has shown that the basic nursing tasks, that are
central to person centred care, are devalued and more value is placed on medical
tasks, such as cannulation, as nursing care becomes an extension of medical care in
the ED (Möller, Fridlund et al. 2010). This phenomenon is described as the detachment
of care by Kihlgren et al. (2005). This detachment of care, places an already vulnerable
older group of patients in a precarious situation, because of the high risk of delirium in
the ED. Good basic nursing care, such as ensuring hydration, toileting and
communication, which are consistent with the elements of person centred care, have
been proven to prevent delirium in older patients (Han, Shintani et al. 2010).
This acute care focus could be attributed to the finding that ED nurses in this study, for
both the surveys and interviews, do not receive the education required to adequately
care for their older patients. Participants in this study responded that their education is
based on trauma or paediatric issues, and not on the acute/chronic needs of older
people. This explains the strong perception among both the survey and interview
participants that there was a need for a specialised gerontology unit or section within
the ED. The ED nurses responded that a dedicated unit for older people, staffed by
trained nurses in gerontology, would improve the treatment, waiting times and
interpersonal communication between the nurse and older person. Emergency nurses
responded that they wanted the specialised gerontology education so they could be
confident explaining disease processes to family members and teaching families how
to recognise and prevent functional decline in the older person.

6.2 ED NURSES’ ATTITUDES TOWARDS OLDER PEOPLE AND THE
IMPACT ON THEIR PRACTICE
This study reported contrasting results for the ED nurses’ attitudes towards older
people in a number of items. First of all, the survey results reported ED nurses had
good attitudes towards older people in that; 1) they included the older person and
family in health decisions, 2) the nurses liked to care for older people, 3) they (older
people) were not viewed as “access blockers’ in the department, and 4) ED nurses
liked listening to the older patients’ stories. Secondly, end of life decision making for
the older patient was recognised as important, and the survey results indicated that
while the participants responded that too many people receive life sustaining treatment,
participants believed that the older person should have a say in making decisions
about their care.
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However, the ED nurses also had some negative views about caring for older people.
The ED nurses’ interview data indicated that they considered that the ED was an
inappropriate place for them to be because nurses were concerned that the cost of
care may dictate the treatment provided to older people. They stated that treatment or
procedures may be withheld due to a patients’ advanced age. This was elaborated in
the interview data that doctors often override the older persons’ decision for end of life
care and that the nurses felt powerless to intervene. Research has shown that if the
nurse has developed a therapeutic relationship with their older patient, then the nurse
would feel confident to advocate for that patient (Cluckey, Hayes et al. 2009), and this
would include issues associated with of end of life care. In addition, they reported that
older people take up too much time and space in the ED, and that the family members
can complicate issues for the nurses. The nurses reported that they do not like caring
for older people as they [older people] are too complex and emotionally draining.
Nurses’ clinical practice towards older patients in ED is expected to be ‘person centred’
and involve a holistic approach. Nurses recognise that ‘good nursing care’ does not
just include medicating the older person (Bulut, Yazici et al. 2015), but also includes
psychological and physiological care (Kihlgren, Nilsson et al. 2005). However, this
study identified, in the survey and interviews, that nurses are frustrated because they
do not have the time to provide quality care. Previous research has reported that
because the health care services in EDs are subject to time pressure and performance
measurement (Nugus, Forero et al. 2014), interactions with patients are too brief to
create a meaningful relationship between the ED nurse and older patient (Andersson,
Jakobsson et al. 2012).
Overall, ED nurses’ attitudes measured in the survey indicated that the majority of
nurses (90%) have a positive attitude, with the ED nurses stating they loved to chat to
older people, sometimes speak in more simple language, use an appropriate tone of
voice towards older patients, they did not call older patients ‘love’, ‘dear’ or ‘mate’,
showing they do not label, patronise or infantilise the older person in their care.
However the nurse participants in the interviews described some ageist attitudes. This
may reflect the various attitudinal components (Huppes 2015). The attitudes measured
in the survey may indicate cognitive attitudes, and the attitudes identified in the
interviews may reflect affective and behavioural attitudes. Whilst the cause of these
contradictory findings is unknown and beyond the scope of this study, one must
question what we make out of these contradictory findings. The following provides a
further discussion on this phenomenon.
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At the commencement of this research in 2010, there were few studies conducted in
Australia to investigate whether nurses’ attitudes toward older patients affect their
clinical practice towards older patients in ED and what contributes to a nurse’s negative
attitude. In earlier, Gallagher et al. (2006) found that nurses’ positive or negative
attitudes towards older people were reported to be variable depending on workplace,
specialty and duration of nursing experience. Since then, Liu et al. (2013) found that
nurses’ attitudes associated with how they view older people directly affect the care
delivered to their older patients; and Kavlak et al. (2017) found nurses who care for
older patients increase their positivity towards older people when their working
conditions improves (Kavlak, Yildiz et al. 2015).
ED nurses in this study demonstrated more negative attitudes when they perceived
that the clinical needs of the older person were high. Rush et al. (2017) reported
nurses attitudes were directly related to the older person care demands on the nurse,
and this was reflected in how the nurse approached the care for the older person
(Rush, Hickey et al. 2017). The interview data indicated that the ED nurses disliked
older people who needed more assistance with basic needs such as toileting or
nutrition. This is consistent with the findings from other studies where negative nurse
attitudes have been linked to how dependent a patient is on a nurse, mainly due to a
lack of understanding of the ageing process, and the challenges such as the amount of
time needed while caring for the older patient (McLafferty and Morrison 2004, Wells,
Foreman et al. 2004, Hweidi and Al-Hassan 2005, Slater 2008).
Other studies suggest that the ED nurses’ less-than-positive attitudes can be attributed
to nurses’ belief that the ED is an inappropriate place to care for an older person with a
non-acute presentation (Smith 2006, Fessey 2007). This concern is also reported in
another study (Robinson and Mercer 2007) that emergency nurses felt presentations
by non-acute nursing home residents were inefﬁcient and avoidable as it only added to
the high workload in the ED. Consistent with other studies (Kihlgren, Nilsson et al.
2005), the ED nurses in this study questioned the legitimacy of the need of the older
person to be at an emergency department.
In summary, consistent with previous studies, the qualitative data from this study found
nurses described some negative attitudes towards older people, and there is likely to
be an associated effect on the workplace and nurse interactions with their older
patients (McLafferty and Morrison 2004, Wells, Foreman et al. 2004, Hweidi and AlHassan 2005, Robinson and Mercer 2007, Slater 2008). Currently available research
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including this study suggests a number of factors that are related to nurses’ negative
attitudes towards older patients. Systemic factors, such as a lack of time, inadequate
staffing or equipment or lack of appropriate education in a clinical area, can affect
nurses’ attitudes towards their older patients (Fessey 2007, Higgins, Van Der Riet et al.
2007). Some are internal such as a nurse’s own belief about the legitimacy of the need
of the older person to be at an ED, specialty and duration of nursing experience while
other factors are professional and organisational such as a lack of time, staff or lack of
appropriate education in a clinical area. It is not known if those factors directly cause
the negative attitudes as currently available evidence is descriptive and exploratory.
Nevertheless, it is clear that the nurses’ negative attitudes affect their clinical practice
and therapeutic interactions with older patients in ED. It is also clear that nurses’
attitudes and associated practice is a complicated phenomenon with a number of
issues intertwined. This indicates that nurses need to be aware of the direct impact of
any nursing deficits in attitudes or knowledge towards the older person, so clinical
interactions with their patients remain positive and effective.
The positive attitude scores reported in this study could have been influenced by the
introduction of the Aged Care Services Emergency Teams (ASET), throughout
Australia. This study produced more positive scores than previous research (Courtney,
Tong et al. 2000) on nurses attitudes, and the researchers think it is worth recognising
that this may be due to the introduction of the ASET team being introduced prior to this
research commencing. ASET provide early identiﬁcation of older persons in the ED
who require a comprehensive geriatric assessment and subsequent early referral to
service groups, specialist care or allied health and makes recommendations to the ED
doctors about plans of care for the older person (New South Wales Department of
Health 2007). The ASET team assists in improving the care and management of the
increasing numbers of older persons who present to emergency departments.

6.3 ED POLICY AND ITS IMPACT ON ED NURSES’ PRACTICE AND
THERAPEUTIC INTERACTIONS WITH OLDER PATIENTS
Another factor that contributes to the discrepancy between the nurses’ knowledge and
practice is the challenge that emergency nurses face due to the ED policy. The
Emergency Treatment Performance (ETP which replaced NEAT) policy requires them
to deliver fast-paced emergency care to increasing numbers of older patients
presenting to EDs, while also preventing further complications from both acute and
chronic diseases when patients are in their care. The environment in which the care is
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being delivered, including skills mix, decision making processes and quality of
leadership, is an essential component in the person-centred care framework.
The rapid, short stay, time based system of the ETP Target for emergency
departments in Australia, is inconsistent with managing a complex older patient, who
requires integrated healthcare services on discharge (Boltz et al., 2008; Salvi et al.,
2008). Previous research has reported processes, such as time based measures of
moving the patient throught the department within a certain time frame, can increase
the workload of the ED nurse and increase adverse events (Andersson, Jakobsson et
al. 2012, Nugus, Forero et al. 2014). The time pressure placed on nursing staff creates
an atmosphere of negativity (Lowthian et al., 2011) and interferes with good nursing
practice directed towards the older patients, as the nurses try to balance good nursing
care with medical/ technical tasks and time pressures when treating older patients.
Research reports a lack of person centred care in the ED can lead to a lack of
meaningful interactions with patients, increased waiting times and patient
dissatisfaction with care (Andersson, Jakobsson et al. 2012) and this can lead to
fragmented care due to a detachment of the ED nurses from their patients (Kihlgren et
al., 2005).
Another challenge derived from the ETP is reported to be poor discharge planning. The
discharge communication is the final opportunity in the older patients journey for the
ED nurse to ensure the older person is aware of their final diagnosis, follow up care
and medications, to ensure the older person does not risk re-presenting to the ED
(Vashi and Rhodes 2011). Slade (2008) reports effective communication is the key to
successful person centred care, as communication increases patient satisfaction,
patient safety, engagement of the patient in their own healthcare consultation
(McMillan, Kendall et al. 2013, Slade, Manidis et al. 2015), so the patient can gain a
greater understanding on their procedures, treatments and diagnosis (McMillan,
Kendall et al. 2013). This is particularly important with discharge planning for the older
person.
Although nurses in the ED are at the forefront of tailoring a discharge plan for their
older patients (Joanna Briggs Institute. 2011), management can infiltrate all levels of
care (Welford 2014), and this can result in fragmented care due to poor management
tools being used for indicators of quality of care (Smith 2006). These tools are
financially focused, so do not ensure nurses’ skills are matched with their patients’
needs or ensure safety for older patients (Boltz, Capezuti et al. 2008). The ED nurses’
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in this study thought that the discharge of the older person was poorly done, although
stated the discharge process was vital for the optimal outcome for the older person.
The pressure that the participants felt from management to discharge older patients
was overwhelming and frequently reported in the interview significant statements
(Appendix 10: Summary of the analysis of the interview data). If the discharge process
was fragmented and incomplete, it can then place the older person at risk of adverse
events post discharge (Marty, Bogenstatter et al. 2013).
Previous studies have reported the impacts of nurses’ poor knowledge and attitudes
about older patients in ED (McCabe and Kennelly 2015). This study provides new
empirical evidence that ED nurses’ practice and their therapeutic interactions with older
patients, are also affected by the ETP policy. Issues such as basic care, discharge,
time limitations, communication and end of life care, can all be affected by time based
indicators. Nurses themselves felt overwhelmed, frustrated, and resentful about not
having sufficient time to spend the time with their older patients, and all interview
participants strongly agreed that they loved listening to older patients’ stories and
getting to know the person behind the patient, but they felt that time pressures did not
allow this to occur often. Nurses expressed concerns that the care provided to older
patients was less than adequate and that they want to provide better care.
Person centred care is practical in all clinical settings, with the focus on respecting and
being responsive to older patients needs and values. When healthcare professionals,
managers and families all support the older person to achieve better health outcomes,
this also positively affects business metrics, such as finances, satisfaction, safety and
quality of the hospital (Australian Commission on Safety and Quality in Health Care
(ACSQHC) 2011). Policies, such as the Emergency Treatment Protocol (ETP), were
viewed as leading to a fragmentation of communication between the nurse and older
patient. This fragmentation can lead to adverse events where the information given to
the patient can be misunderstood or lost, and this can potentially compromise patient
safety.

6.4 SIMILARITIES IN DATA COLLECTED USING MIXED METHODS IN
THIS STUDY
The data were collected using Figure 2 (page 42) as the ideal reference point to
determine the similarities in the data sets. The demographic profile of the emergency
nurses in this study reflects the Australian Health Workforce (2011) data with the
average age of an ED nurse being 39.4 years, 20.1% were over the age of 50 years,
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and the majority of nurses were female (Australian Institute of Health and Welfare
2011).
Emergency nurses’ knowledge results from both the interviews and the self-reporting
survey were similar to international studies that report that acute care nurses do not
routinely receive the education required to understand the ageing physiology process
(Fessey, 2007; Gillis et al., 2008; Robinson and Mercer, 2007).
Knowledge influences nursing practice in emergency departments (Henderson, Briggs
et al. 2011). The international evidence suggests that nurses working in the ED find
older patients challenging to manage due to a lack of specialised training in
gerontology (Hweidi and Al-Hassan 2005, Robinson and Mercer 2007, Boltz, Capezuti
et al. 2008, Lyons and Paterson 2009). This study identified that ED nurses have a
basic knowledge about physical aspects and hospitalisation issues that affect older
people but that ED nurses do not feel they receive adequate education about age
related issues, and therefore can struggle to care for their older patients. This was also
reported in the interviews in this study, as the nurses responded that they found aged
care education helpful, but did not receive adequate specific aged care education,
even though it was the age group with the highest presentation rates for their area.

Although the ED nurses responded positively to the physical ageing changes, they
struggled with the common misconceptions of ageing which was evident in the results
of the Palmore’s Facts of Ageing Quiz. This was also identified in the ED nurses’
interviews. The interviewees responded that they (ED nurses) were aware of the
increasing number of older people presenting to the ED, but they felt that the education
in the department is focused on paediatric and trauma only. Consequently, the ED
nurses expressed strong opinions that they would like more education about disease
processes for older people, and this is consistent with studies that report that nurses
judge themselves as being unable to meet standards of care, due to lack of education
(Fry, Gallagher et al. 2014).
ED nurses described compassion and respect for the older person and wanting better
care for their older patients, which is consistent with previous research (Boltz, Parke et
al. 2013). For example, nurses expressed frustration with aged care facilities for
sending older residents to the ED [often against the patient’s wishes] as the aged care
facility could no longer care for them. The nurses were sad that the older person was
removed from their home and transported to the ED in their last moments, where they
died in a sterile and unfamiliar environment. The nurses in this study also wanted the
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best end of life care for older patients, but expressed frustration at the lack of
resources, such as space and equipment, to be able to adequately provide end-of-life
care for these patients. The ED nurses strongly want to advocate for their patients on
these issues, but described feeling as if they did not have a voice to do so.
The ED nurses felt that the older person was not given opportunities for treatments or
procedures that would usually be available to younger patients, because of their age,
and that nurses did not have the knowledge to effectively advocate for their patients.
Previous research supports this finding and Boltz et al. (2013) suggest that doctors
often make healthcare decision for older patients without fully knowing their wishes
(Boltz, Parke et al. 2013). International studies have shown that health practitioners
(doctors and nurses) often give older patients a low priority compared to younger
patients (Oliver 2012, Skirbekk and Nortvedt 2014).
The major issues of appropriate time and staff to provide care to older patients in ED
are widely reported (Wells, Foreman et al. 2004, Robinson and Mercer 2007, Boltz,
Parke et al. 2013) and are consistent with this study’s findings that nurses feel under
pressure and understaffed to effectively care for older patients. Previous studies also
support the benefits of gerontological expertise in an appropriate environment that
caters for older people, reduces adverse events and provides a safe and enabling
environment (Boltz, Parke et al. 2013). A relationship exists between adverse events
experienced by hospitalised older people and the lack of knowledge of the staff caring
for them (Boltz, Capezuti et al. 2008, Scherer, Bruce et al. 2008). A safe environment
will decrease mortality for the older person if staff are trained in the speciality of
gerontology (Aminzadeh and Dalziel 2002, Nolan 2009)

6.5 CONTRASTS IN DATA COLLECTED USING MIXED METHODS IN THIS
STUDY
The data were collected using Figure 2 (page 42) as the ideal reference point to
determine the differences in the data sets. This study identified some contradictory
evidence between the national survey data and the interview data about ED nurses’
attitudes. The OPACS survey reported that nationally, Australian ED nurses have a
positive attitude towards their older patients. The nurse interviews identified that while
they are positive about caring for older patients, older people can be discriminated
against in the ED or the nurse may have negative perceptions about caring for older
patients.
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Transparent ageism was reported in the interview data. Previous research has shown
that, even if older patients are not openly discriminated against, due to their age,
treatment can still differ because of it (Skirbekk and Nortvedt 2014). It is of concern that
in this study, nurses reported that older people can have a lack of, or reduced care
because of their age. Prejudging older people, calling them “pains” or “ignoring them”
can have a direct negative effect on the older patient in their care (Slater 2008),
resulting in poor quality treatment or unfair resource allocation (Lowthian, Jolley et al.
2011). The ﬁrst step in understanding the many facets of interactions between nurses
and older patients is to identify preconceived ideas or attitudes towards their older
patients, as nurses’ attitudes are directly linked with their understanding of the ageing
process (Mellor 2006).
Unfortunately, discrimination is an issue that the older population have been reported
to encounter (Australian Human Rights Commission 2012). Ageist discrimination is
when the older person is treated less favourably than another person because of their
age (Australian Human Rights Commission 2012). There is research reporting nurses
negative attitudes towards older people, and the associated effect on the workplace
and nurse interactions with their older patients (McLafferty and Morrison 2004, Wells,
Foreman et al. 2004, Hweidi and Al-Hassan 2005, Robinson and Mercer 2007, Slater
2008).
ED nurses in the survey recognised the importance of providing holistic care to older
patients, and that the older person should be given the respect and acknowledgement
they deserve. This appreciation of the unique needs of older patients was conveyed
when ED nurses scores indicated that they like to care for older patients, did not
consider that incontinent patients were a bother, and did not think older patients are a
nuisance.
In contrast, ED nurses’ negative perception of caring for older people was revealed in
interview data. The nurses viewed nursing older people as “heavy”, “unglamorous”,
“pain in the arse as they get in the way of other (more important) work”. The patient
experience in the ED also reflects these negative attitudes, with patients reporting
feeling unwelcome, unwanted and forgotten in the ED environment (Elmqvist, Fridlund
et al. 2012).
ED nurses expressed frustration over the numbers of older people presenting to the
ED. Other studies report that nurses who have an idealistic perception of their role in a
specialist department, may struggle with the reality of the increasing number of non-
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acute older people presenting to the ED (Wells, Foreman et al. 2004) and find caring
for a high volume of older patients with complex physical and social needs frustrating
(Kihlgren, Nilsson et al. 2005).
The volume and complexity of older patients presenting to the ED, is often regarded as
a cause of “access block” [All available beds in the ED are full with patients unable to
transfer to other wards or be discharged] causing frustration for ED nurses, because
there can be pressure from management to discharge patients who would benefit from
a longer hospital stay. A lack of understanding of ageing issues combined with
pressure from management and no clear diagnosis for the older person can cause time
delays on treatment. This tension is noted in the nurses’ negative attitude as they feel
they cannot effectively advocate for their patient against management. The study did
identify that ED nurses considered that there were too many older people in hospital,
but considered that acute care was the right place for older people to receive the care
they needed. This indicates that ED nurses wanted older people to be provided with
the appropriate care in the appropriate environment for an optimal outcome. Elmqvist,
Fridlund et al (2012) reported that patients felt a sense of security being in an ED,
knowing that they would have their symptoms treated there (Elmqvist, Fridlund et al.
2012), even though they knew their care may be fragmented; or they may have a poor
quality of interaction with the staff (McConnell, McCance et al. 2016).
Medications were an issue with conflicting results. The survey found that most (86%)
Australian ED nurses knew pain relief should be identified early, while the interview
results identified that lack of time, hasty discharge and lack of accountability towards
the older patient, can result in poor pain medication or treatment for the older person.
This lack of awareness of fundamental needs is consistent with research that suggests
pain relief and comfort are not adequately addressed in an ED environment (Kaye,
Baluch et al. 2010).
The question of involving family members in the older persons’ decision making also
produced variable results. The nurses reported in the survey that the older persons’
family should have a say in their decision making, while the interview participants felt
that families can impact on the workload and attitude of the nurse. The nurses knew
that families can help with the history of the older patients, but felt, due to the many
fractured and problematic families, that the older persons familiy can cause more
difficulties if they are in the ED. Previous research has recommended that caregivers
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be included (Parke, Hunter et al. 2013) in decisions that affect an older person.
However, ED nurses found it challenging.
The interviews reflected and expanded on the survey results, and participants identified
that ED nurses should not have to attend to basic nursing care for the older person.
Participants did not view basic nursing care, such as toileting, personal hygiene and
mobility, as a core role of the ED nurse. Previous studies have reported that ED
nurses attend to routine duties, such as observations, medication rounds and technical
activities; however, attention is not given to the basic care needs of older people, such
as elimination, hygiene and mobility (Kihlgren, Nilsson et al. 2005).
This is an issue internationally, with research showing nurses are aware of what is
required for the care of the older person, but often time constraints, poor environment
or the dependency of the patient can all affect the care given (Bulut 2014). ED nurses
found the poor environment of the ED and lack of time to adequately care for the older
person can manifest in communication problems, with the patient and their families.
A central principle of the person centred care articulates that (older) patients are able
to make their own health care decisions and be involved in their care (Andersson,
Jakobsson et al. 2012, Nugus, Forero et al. 2014, Slade, Manidis et al. 2015). ED
nurses also expressed concerns that there are too many older people in acute care
hospitals and that they may not be given the appropriate treatment options due to their
age. Nurses reported that they lacked advocacy skills and education to effectively
assist the older person with quality of life choices, so then this decision is often left to
the doctor or hospital management. This was a concern for ED nurses as they felt
economic issues may dictate the care of the older person.
The differences in attitude results could have been due to the different data tools used,
and ED nurses interviewed were from one local health district. The interviews were
semi structured and informal, and the researcher/interviewer was known to the
participants. This could have led to a more relaxed and open conversation between the
researcher and participants where the interviewees felt comfortable discussing how
they felt about older patients in their care, and resulted in a frank discussion. In
contrast, the survey used a Likert scale and participants may have chosen an answer
the participant felt was “correct”.
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6.6 CONTRIBUTION TO RESEARCH EVIDENCE BY THIS STUDY
This study has provided several original contributions to the field of research about ED
nurses’ knowledge and attitudes towards older people. This is the first Australian
National survey of emergency nurses’ knowledge and attitudes towards older people.
The results of this study that demonstrate person centred care are: the ED nurses had
some positive attitudes towards older people, the nurses expressed compassion and
described valuing the older person, they had a good basic knowledge about nursing
older people and they genuinely cared about older people.
However, a number of results in this study demonstrated deficits in the person centred
care philosophy. The survey identiﬁed that although ED nurses have some positive
attitudes towards older people in the ED, there is a lack of specialised education and
resources for the ED nurses to avoid adverse outcomes for their older patients. These
Australian ED nurses expressed compassion towards their older patients, but reported
that they felt that their patients were not receiving the most appropriate care due to
factors such as time and management issues, with an emphasis on the ED nurses not
having the education to effectively advocate for their older patients.
Although some negative perceptions of older people were reported, the ED nurses did
report valuing some older people in the department, and responded that the negativity,
lack of knowledge and lack of the ability to build a therapeutic relationship with their
older patient, was because of quick turnover and performance based indicators and
policies that did not match the needs of older people. The ED nurses reported a lack of
time to build a therapeutic relationship with their older patients, or that the older
patients were too time consuming due to their basic care needs. This may be due to
the time pressures of the ETP policy. However, the perception of ED nurses being time
poor is flawed, as a recent study has reported that a person centred communication
style did not prolong consultations between patients and health care professionals
(Slade, Manidis et al. 2015). In this study, participants responded that they considered
management and policies created time pressures for the nurses and this did not allow
for effective communication. Slade (2015) disputes this, stating ED clinicians create
their own time barriers they spend with older patients (Slade, Manidis et al. 2015). This
is supported by McMillian, Kendall, et al (2013), who reported taking the time to
develop the nurse-patient relationship does not lengthen the consultation time for the
clinician (McMillan, Kendall et al. 2013).
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Ensuring consideration of patients’ needs and preferences is central to providing
person centred care (Ewart, Moore et al. 2014), however, this was not always apparent
in the data. The issue of a diminished value associated with older person care was
evident in the interviews and nurses were concerned that treatment options and
procedures for certain older people would not be offered due to high costs. The
interviews with nurses demonstrated a lack of knowledge about how to advocate
effectively for their older patients with many of the nurses reporting that older people
were not given the choice of care due to their age. The interview participants were
concerned about this but were unsure how to help their older patients exercise their
right to make an informed choice about their health care.
The nurses in the interviews reported practice deficits associated with providing basic
nursing care for their older patients. All the participants knew that basic nursing care
was fundamental to good nursing and patient centred care, but the nurses did not view
that basic nursing care was part of their role as an ED nurse. This lack of provision of
basic nursing care is in conflict with a person centred care model, which would ensure
an ED nurse would build a trusting and connected relationship with their older patient,
and be responsive to their needs (Bradley and Mott 2013). The provision of basic care,
including communication and the person centred care principles, can help to prevent
adverse outcomes, such as delirium, in older patients.
Lack of specialised knowledge was a factor influencing clinical practice and therapeutic
relationships for the ED nurses. Although a good basic knowledge was reported in both
phases of the study, lack of knowledge on specific aged care issues was reported to be
a factor contributing to some negative perceptions that the ED nurses held about aged
care. Nurses responded that they receive education on trauma and paediatrics, but
limited education about the complex aged care issues such as dementia and delirium,
and the participants felt that this was affecting their ability to care for older patients.
Some research has suggested that ED nurses do not want to care for older people
(Wells, Foreman et al. 2004, King, Roberts et al. 2013), but this study has shown that
the ED nurses genuinely care about their older patients, but feel the older patient’s
deserve a more appropriate environment with resources such as specialist nurses in
gerontology. This was seen in the interview responses regarding end of life care.
These ED nurses reported an awareness of the need for more effective end of life care
for older people. The nurses reported frustration with residential aged care facilities for
not ensuring that their standards of care were met towards the dying person. For
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example, the older persons’ wishes were ignored by the aged care facility and they
were sent to die in the ED, instead of in the person’s own familiar environment.
This study has shown that ED nurses’ knowledge and attitudes affect their clinical
practice and therapeutic interactions however, it is not only knowledge and attitudes
that affect their practice and interactions. Issues such as time based policies, funding
based performance indicators, management style and the prevailing culture regarding
roles and tasks an ED nurse should perform, should also be taken into consideration.

6.7 IMPLICATIONS FOR CLINICAL PRACTICE, POLICY, EDUCATION
AND FUTURE RESEARCH
Clinical practice
The results of this study varied between the qualitative and quantitative data, but
identified overall that ED nurses had some ageist views towards older people and that
this impacted on the quality of the therapeutic relationship and interactions with this
age group.
ED nurses’ should adopt person centred care principles, such as developing
therapeutic relationships and providing for the basic care needs of the older person, as
a core role. This will prevent deterioration, delirium and exacerbation of chronic
conditions while the older person is in the ED.
Organisational Policy
This study revealed the policies, funding based performance indicators, management
style and the culture concerning the tasks an ED nurse should be to be taken into
consideration.
Health organisations should consider revising emergency department policies,
including the ETP, to align with person centred care principles. This will create an
atmosphere for improved therapeutic interactions, engagement between nurses and
their older patients, and help to develop a strategy for an improved person centred care
approach in the ED.
Tools used in the ED, such as triage categories, should be revised to consider the
persons’ age and co-morbidities and the possibility of functional decline of the older
person due to waiting times. Specialty aged care health professionals, such as the
Aged Care Services Emergency Team, should be mandatory for all ED’s, to ensure
appropriate assessments, care and discharge are conducted.
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Education
ED nurses should consider increasing their knowledge of gerontology and ageing
processes, including the multilevel physical, functional health and socioeconomic
status of the older person, to prevent poor outcomes.
Health management should consider strategies for the ED nurses’ education about
differentiating the signs and symptoms that older people may present with, to prevent
adverse outcomes.
Future research
Further research needs to be undertaken using empirical and experimental approaches
to address the direct impact of any nursing deficits in attitudes towards the older
person, in order to ensure the clinical interactions with their patients remain positive
and effective. Future research needs to focus on where the ageist attitudes originate
from, on ED nurses perceived role, and observed interactions while nursing older
people in the ED.
Future research is warranted to investigate the extent of the impact of the policies such
as the ETP and management styles in the ED on nursing practice and interactions with
older people. The discharge procedures for older people need to be addressed to
prevent adverse events, such as the re-admission of the older person to the ED.
ED nurses in this study felt that the standard of care and appropriate care was not
given to some older people, but if a specialised unit for older people existed, then older
people would get the respect, care and time they deserve. It is necessary to examine
what a specialised unit should entail.

6.8 TRUSTWORTHINESS AND RIGOUR IN THE QUALITATIVE PHASE OF
THE STUDY
The criteria adopted by the researcher to establish trustworthiness include credibility,
transferability, dependability, and confirmability (Shenton 2004). The strategies
adopted to increase rigour in this study are as follows:
Credibility was addressed by ensuring adoption of an established internationally
proven analysis method (Shenton 2004). Credibility was also shown throughout the
research process by participants’ voluntary consent and their awareness that they
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could withdraw at any time. Member checking of the interview transcripts was
conducted twice throughout the analysis process as recommended by Colaizzi.
Peer review of the analysis process by the two expert researchers was provided
throughout to ensure any potential researcher bias was considered (Shenton 2004).
This process ensured the themes identified were a true representation of the
participants’ view. The inclusion and exclusion criteria for the study and data collection
methods, interview participants and study sample and context for the study were
described to enhance the potential transferability of the findings.
Dependability was achieved by a transparent process so the study could be replicated,
utilising the same methods and a similar participant group (Shenton 2004).
The documentation of an audit trail (confirmability) ensured the analysis could be
replicated step by step by using Colaizzi’s method. Member checking throughout the
analysis process, and a peer review of the comprehensive description of the data to
ensure an accurate reflection of the participants’ responses, also demonstrates
confirmability.

6.9 STUDY STRENGTHS AND LIMITATIONS
This research used a mixed method approach which contributed positivist and
naturalistic strengths to the research.
An internationally recognised validated survey tool was used. This survey was
distributed by the College of Emergency Nurses Australasia, to ensure a representative
cross sectional sample of ED nurses was recruited. A response rate of 39% provided a
sample that represented responses from ED nurses from all the States and Territories
in Australia.
There was potential for non-response bias in the study and the results of this study are
not generalizable based on the response rate. Another limitation was that the survey
required self-reporting and there is potential for bias in cross-sectional surveys, where
participants may select a response that is viewed as a “correct” response.
The potential for bias due to self-selection of participants for interviews was another
limitation. Participant volunteers may have had strong feelings regarding the topic and
wanted to discuss their opinions, or alternatively, may have felt that they could not
share their opinion due to the researcher being known to them.
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The interview participants were from two sites within a Local Health District that had
one of the highest populations of people over the age of 65 years in Australia.
Participants were interviewed until there was no new information emerging from the
data. Interview participants were involved at several points during the analysis to
ensure a true and accurate record of the participants’ views was reported.

6.10 CONCLUSION
This study answered the research question: “How does nurses’ knowledge of ageing
and attitudes towards older persons influence clinical practice and therapeutic
interactions in Emergency Department settings?” and the three objectives:
(a) Assess nurses' knowledge of ageing and attitudes and clinical practices towards the
older person in Emergency Department settings.
(b) Determine whether nurses’ attitudes influence the clinical practice provided to older
persons in emergency department.
(c) Determine whether nurses’ attitudes influence therapeutic interactions with older
persons in the emergency department.
This study has investigated ED nurses’ knowledge and attitudes towards older people
and the impact on their interactions with older patients. The person-centred care
framework underpinned the investigation and the findings inform how the nurses’
knowledge and attitudes affect the delivery of person centred care to older patients in
ED and identifies areas for improvement.
The four components of person centered care (Figure 2: Overview of the four
components of Person Centred Care Practice Framework: developed by McCormack
and McCance. For this study, one specific section of the framework, relevant to older
persons, was used to provide a focus on older persons in the ED. ), can provide a
framework for EDs to identify areas for improvement in delivering person centered care
to older people.
This research reported that the ED nurses are well intentioned and seek to deliver
person centered care but the data have revealed that the nurses have difficulties
implementing the philosophy in their practice environment. The person centered care
philosophy can help to shape ED nurses’ attitudes and knowledge and clinical practice.
Whilst nurses have demonstrated positive attitudes towards older people in the ED, the
contradictory findings between the survey and interview data warrants further
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investigation. This is evident from the nurses in both the survey and interviews
responding that they love to converse with older patients, but time pressures prevent
these conversations.
Within the person-centred care framework, the ED nurses in this study reported that
they have compassion and respect for older people which are essential attributes and
prerequisites required for care. Whilst they have demonstrated commitment for their
work, the working environment in which they deliver the care is challenging in many
aspects. For example, at the macro level, the policy (Emergency Treatment
Performance) contradicts the nurses’ values and beliefs about holistic care that older
people deserve; and the workplace culture and leadership aligned with the policy affect
the nurses’ ability to engage and communicate with older patients and deliver optimal
care for them. The impacts of these issues are noted in the reported lack of appropriate
skills mix and specialised education for the staff, lack of nurses’ involvement and
participation in decision making processes to advocate for older patients, and lack of
opportunity for older patients to contribute to decision making processes and care
plans. The outcomes associated with this lack of person centred care approach were
beyond the scope of this study but future research should expand and include older
patients’ views.
It is also apparent that at a micro level, the nurses’ own values and beliefs about caring
for older people influenced their clinical practices in the ED. The data indicated that ED
nurses are disconnected from their older patients due to poor management styles and
policies that encourage a quick turnover of patients and fragmentation of care.
Technical tasks often take priority over basic nursing care and communication, so the
nurses, while knowing holistic care is desirable, do not view this [basic nursing care] as
part of their role. This disengagement from their older patients, due to the influences
beyond their control, such as time pressure, poor environment, skill mix of staff and a
lack of suitable management style, is in conflict with the person-centered care
principles. Participants described attempting to fix the issue for the older patient in the
interviews, but the nurses also stated that the bigger picture of why it may have
happened was not addressed, and this then causes re-presentations and adverse
events for the older patient, such as an increased risk of delirium and functional
decline. The impact of these adverse events would increase the length of stay in
hospital for the older person and place them at a higher risk for a loss of
independence.
With more knowledge and education, the person-centered care principles of
developing a plan of care that would respond to the patients’ needs could address the
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issues in the fast-paced environment of an ED. In this study, the responses to the
OPACS survey indicated that Australian ED nurses [members of the College of
Emergency Nurses Australasia] have some positive attitudes towards their older
patients; but they struggle with the practice of person centred care. This was evident in
the areas requiring improvement such as the language used when addressing the
older person, tone and pitch of speech, and time allowed with the older person for
clinical practice.
The interview data provided additional insight about how some ED nurses view older
patients. The nurses identified that they were not adequately educated to deal with the
complexity of caring for older patients. Overwhelmingly, the participants responded that
they understood basic nursing care should be provided, but they felt basic nursing care
was often neglected as it was deemed to be too time consuming and was not an
integral part of the ED nurses’ role. The ED leadership style, lack of training on
advocacy issues and ED environment led the ED nurse interviewees to have some
negative views about older patients. They explained the time pressure placed on
nursing staff to meet performance indicators can interfere with good nursing practice
when treating older patients.
The fundamental principles of person centered care such as ensuring the person has
input into their health decisions that works with the patients’ belief system and values,
was recognised by the ED nurses as an important element in delivering person
centered care but the nurses responded that the notion of delivering the care was
difficult due to lack of education and knowledge or the attitude of other health care
professionals. The majority of survey participants (90%) responded that they thought
older people are capable of making their own decisions and having a say about their
care and life saving treatment options. The interview participants further elaborated
that, although older people should have a say in their care, in reality, the doctor often
makes the decision for the person or they are not offered treatment or procedure
options due to their age. This ageism was recognised by the ED nurses but pressures
and policies were influencing their practice towards older people because they were
not consistent with person-centered care principles.
The ED nurses considered that the ED environment and ward culture was not suitable
for older people, and identified what constituted good nursing care and the benefits for
the ward if this good nursing care could be routinely adopted. This was evident in the
interview and survey participants reporting they wanted a dedicated unit for older
people so that they can receive the appropriate care needed with staff that are trained

144

in gerontology. Nurses considered the hospital was driven by a sign off checklist
system, so if a task was not on the list, then it was not a core nursing duty and did not
need to be done. Person centered care is not task oriented, so the principles need to
be adopted to help shape the ED nurses’ attitudes and practices towards older people.
The implications for practice are clinically signiﬁcant because negative attitudes and
inadequate education and support for ED nurses, can lead to poor clinical practice and
an increase in adverse events for older people. Discrimination and marginalisation of
the older person in the ED can be prevented if the ED nurses can recognise the unique
needs of older people. Emergency department management should provide an
environment that supports staff to deliver person centred care and that minimises the
risk of poor outcomes for older people.
With the global trend towards an increasingly ageing population, this study indicated
that ED nurses need to be equipped with appropriate attitudes, knowledge, resources
and policies that will support older patients’ health decisions and needs. The desired
components of a person-centered care approach in the ED, such as a clear
management style, good team cohesion, effective and therapeutic communication and
a visible plan that includes the patient, would all be achieved by actively implementing
the four domains of person centered care within the ED as an overarching policy; and
because of this, adverse events for older patients would be reduced and staff
satisfaction, knowledge and practice with working with older people would increase.
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Appendix 1 – CENA Member Survey

OLDER PERSONS IN ACUTE
CARE SURVEY (OPACS)

Older Persons in Acute Care Survey originally accessed from:

Courtney, M. S., Tong, A., & Walsh, A. B. A. (2000b). Older People in the Acute Care setting: Rural
and Metropolitan Nurses' knowledge, attitudes and practices. Australian Journal of Rural
Health, 8, 4-102.

Permission to use the tool is conditional upon:
-

not reproducing the tool in any published format. e.g. research article
forwarding back a copy of the results of her study when complete
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Information
This research aims to explore emergency nurses’ perceptions of caring for
older persons within an emergency department. With shorter hospital
stays and the increasing number of older people admitted to acute care
hospitals the quality of care and the quality of life that older people
experience during their hospitalisation is an important issue which may
have some influence upon the outcome of their stay. There has been
minimal Australian research that has examined the experiences of care of
older people in the acute care setting.
As a health professional working in an acute care setting and caring for
many older people your contribution to the study is greatly valued. You
are invited to participate in the national survey of emergency nurses
project by answering this questionnaire about emergency nurses
perceptions of the care required by older people in the emergency
department setting. It is anticipated that the questionnaire will take
approximately 20 minutes to answer. After completing the questionnaire
please enclose it in the reply paid envelope provided and forward it to The
University of Newcastle.
Please do not write your name or organisation on the questionnaire as we
do not wish any individual or organisation to be identified in the data
collected. All information will be kept in secure storage accessible only to
the researchers and no information about the project will be published in
any form that would allow any individual or organisation to be recognised.
Participation in this research is voluntary. By completing this questionnaire
you are deemed to have agreed to participate in this project.

INSTRUCTIONS
1. The questionnaire asks for your general opinions about caring for
older patients and your practice experience when caring for older
patients in the emergency department setting. Your individual
answers will not be shared with anyone.
2. Please answer every question by marking the answer as indicated.
3. In some instances certain questions may look alike but each one is
different.
4. There are no right or wrong answers. If you are unsure how to
answer a question please give the best answer you can.
5. After you have completed the questionnaire please place it in the
reply paid envelope supplied and return it to The University of
Newcastle.
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Section 1: The following items ask about your PRACTICE EXPERIENCE when caring
for older patients (age 65 years and over) in the acute care setting.
There are no right or wrong answers. We are interested in learning what you have
experienced when caring for older patients in the acute care setting.
Please circle the number that best describes you practice experience for each question.

N = Never; R = Rarely; S = Sometimes; O = Often; VO = Very Often

1
2
3
4
5
6
7
8
9
10
11
12

13
14
15
16

17
18

19
20
21
22
23
24

I find older patients difficult to care for
I find older patients more time consuming than
younger patients
I find it necessary to observe older patients more
closely
I am more likely to speak to an older patient in
simple language than to a younger patient
I tend to speak slower when I talk with an older
patient
I tend to speak louder when I talk with an older
patient
I tend to have a social chat with an older patient
I tend to have a social chat with a younger patient
I call older female patients “love” or “dear” more
frequently than younger female patients
I call older male patients “mate” more frequently
than younger male patients
I allow extra time when I am going to admit an
older patient
I find it more difficult to obtain a comprehensive
health history from an older patient than a
younger patient
I use the information gathered during an older
patient’s presentation to plan their care
I use a health assessment tool specifically
designed for older patients
I find it necessary to watch confused older
patients closely
I am more likely to use/order the use of some form
of restraint on an older patient than a younger
patient
I offer/order assistance with personal hygiene for
older patients more often than younger patients
I ask older people if they require assistance with
their activities of daily living more often than I ask
younger patients.
I have difficulty in finding an older patients pulse
I ask younger patients if they have incontinence
problems
I ask older patients if they have incontinence
problems
I involve a younger patients family/carer in their
care
I involve an older patients family/carer in their care
I explain medications more than once to older
patients to ensure understanding

N

R

S

O

VO

1
1

2
2

3
3

4
4

5
5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1
1

2
2

3
3

4
4

5
5

1

2

3

4

5

1

2

3

4

5

1
1

2
2

3
3

4
4

5
5
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25

26
27

28

29

30

31
32
33
34
35
36

I am less likely to encourage an older patient to
self medicate while in hospital than a younger
patient
I ask older patients if they have pain more often
than I ask younger patients
I ask older patients if they require pain relieving
medication more often than I ask younger
patients.
I check an older patients understanding of patient
controlled analgesia more often than a younger
patient
I am more likely to ask an older patient if they
would like something to help them sleep than a
younger patient
I am more likely to ask an older patient if they
would like to see a minister of religion than a
younger patient
I involve younger patients in decisions relating to
their health
I involve older patients in decisions relating to
their health
I encourage older patients to maintain their
independence whilst in emergency
I begin discharge planning earlier in an older
patients stay than a younger patient
I allow more time to prepare an older patients for
discharge than a younger patient
I find it easier to cope with the death of an older
patient than a younger patient.

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

Section 2: The following items ask for your GENERAL OPINION about caring for older
patients (those aged 65 years and older) in the acute care setting. There are no right or
wrong answers. We are interested in your general opinion about the following.
Please circle the number that best describes your general opinion for each question
SA = Strongly Agree; A = Agree; U = Unsure; D = Disagree; SD = Strongly Disagree

37
38
39
40
41
42
43
44
45
46
47

I like to care for older patients
Older patients adapt easily to the sick role
Older patients tend to have similar needs in hospital
Older patients are confused
Older patients pretend not to hear you
Older patients are a nuisance to care for
Older patients are more likely to be depressed than
younger patients
Older patients have to follow special diets
Older patients do not know the actions and
interactions of their medications
Older patients require less pain relieving medication
than younger patients
Older patients are less likely to become addicted to

SA A

U

D

SD

1
1
1
1
1
1
1

2
2
2
2
2
2
2

3
3
3
3
3
3
3

4
4
4
4
4
4
4

5
5
5
5
5
5
5

1
1

2
2

3
3

4
4

5
5

1

2

3

4

5

1

2

3

4

5
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48
49
50
51
52
53
54
55
56
57
58
59
60
61

pain relieving medications than younger patients
Older patients become addicted to sleeping
medications easily
Incontinent patients are a bother
Urinary incontinence is part of the ageing process
Older patients are more concerned with their bowel
habits than younger patients
Older patients are embarrassed when their body is
exposed
Younger patients are embarrassed when their body
is exposed
An older patient’s family/carer should be involved in
their care
Older patients, if not confused, are capable of
making decisions about their care
Family members/carers should be involved in the
decision making processes for all older patients
Rehabilitation of older patients is part of the
doctors’/nurses’ role
Older patients should have a say in whether they
receive life-sustaining treatments
Too many older patients receive life-sustaining
treatments
Older patients have more discharge problems than
younger patients
At the time of discharge older patients are likely to
be more dependent than younger patients

1

2

3

4

5

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

62

Older patients require placement in long term care
following a hospital admission

1

2

3

4

5

63

Older patients are “bed-blockers

1

2

3

4

5

64

There are too many older patients in acute care
hospitals

1

2

3

4

5

65

It would be a good idea for all hospitals to have an
acute gerontological unit

1

2

3

4

5

66

Older patients tend to be less anxious than younger
patients when they are admitted to hospital

1

2

3

4

5

67

Older patients are likely to be on more medication
when admitted to hospital than younger patients

1

2

3

4

5

68

Older patients become confused in a new setting

1

2

3

4

5

69

Older patients feel isolated in the acute care setting

1

2

3

4

5

70

In hospital, older patients tend to speak with other
older patients

1

2

3

4

5

71

In hospital, eating and drinking are the most
common activities performed by older patients.

1

2

3

4

5

72

Older patients have healthy eating habits

1

2

3

4

5
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73

Older patients have more skin problems than
younger patients

1

2

3

4

5

74

Older patients have impaired circulation

1

2

3

4

5

75

Poor nutrition is a problem associated with ageing

1

2

3

4

5

76

Older patients are more likely to require assistance
with mobility than younger patients

1

2

3

4

5

77

A lot of older patients have stiff joints

1

2

3

4

5

78

Older patients are at less risk of falling than
younger patients

1

2

3

4

5

79

Older patients tend not to tell health professionals if
they are incontinent

1

2

3

4

5

80

Older patients experience changes in bowel
elimination patterns in the acute care setting
Older patients health problems are often incurable

1

2

3

4

5

1

2

3

4

5

82

Older patients are more likely to have open surgery
than laparoscopic surgery

1

2

3

4

5

83

Older patients become confused after
operations/procedures

1

2

3

4

5

84

Older patients are more likely to develop postoperative complications

1

2

3

4

5

85

Older patients are particularly prone to nosocomial
infections

1

2

3

4

5

86

Early discharge is difficult to achieve with older
patients

1

2

3

4

5

81
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Section 3: The following items refer to your GENERAL BELIEFS about Older people
(those aged 65 years and older). For each item, please tick the column that best that you
think is either true or false. There are no right or wrong answer. We are interested in
what you personally believe about older people. Please tick the number that best
describes your general belief for each question.
(T = True; F = False; DK = Don’t Know)
True

87
88
89
90
91
91

93
94
95
96
97
98
99
100
101
102
103
104
105
106
107

108
109
110

The majority of old people (past age 65) are senile
(ie. defective memory, disorientated, or demented).
All five senses tend to decline in old age
Most old people have no interest in, or capacity for
sexual relations
Lung capacity tends to decline in old age
Physical strength tends to decline in old age
At least one-tenth of the aged are living in long-stay
institutions (ie. nursing homes, mental hospitals,
homes for the aged)
Aged drivers have fewer accidents per person than
drivers under age 65
Most older workers cannot work as effectively as
younger workers
About 80% of the aged are healthy enough to carry
out their normal activities
Most old people are set in their ways and unable to
change
Old people usually take longer to learn something
new
It is almost impossible for most old people to learn
new things
The reaction time of most old people tends to be
slower than reaction time of younger people
In general, most old people are pretty much alike
The majority of old people are seldom bored
The majority of old people are socially isolated and
lonely
Older workers have fewer accidents than younger
workers
Over 12% of the Australian population are now age
65 or over
Most medical practitioners tend to give low priority to
the aged
The majority of older people have incomes below the
poverty level (as defined by the Federal Government
The majority of older people are working or would like
to have some kind of work to do (including housework
and volunteer work)
Older people tend to become more religious as they
age
The majority of older people are seldom irritated or
angry
The health and socioeconomic status of older people
(compared to younger patient) in the year 2020 will
probably be about the same.

False

Don’t
know

Office
use
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Section 4: The following items ask for some information about you. Please tick the box
that best describes your circumstances for each question or supply details when
indicated.
1.

In your main job, are you employed?
 Full time

2.



Part time



2 years to 5 years



5 years or more





CNC
Educator
CNS2

How long have you practiced emergency nursing?
 <6 months




6 months to <12 months
1-2 years or more

3. What level are you employed at?

EEN

RN

CNS1 
Other …………………………………..

4.

The postcode of your hospital where you

5.

How many years of post Registration experience do you have? ………………… years

6.

What are your Qualifications?







General Hospital Certificate
Post Registration Certificate
Undergraduate nursing diploma/degree
Post gradate education in aged care
Other ……………………………

7.

What is your gender?

8.

What is your age?

1
1

2
2

work is:

3
3

4
4



5
5

6
6



Female

7
7

8
8

9
9

Example, if your age is 63, circle “6” in row one and circle “3” in row two.

Thank you for your participation in this research.

0

Male
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Appendix 2 – OPAC Author Permission
Dear Miss Deasey,
Yes, permission is given for you to use the tool in her research studies.
Permission to use the tool is conditional upon:
-

not reproducing the tool in any published format. e.g. research article
forwarding back a copy of the results of her study when complete.

I have attached the tool, the item concept document and articles we have published in this area to date.
Best wishes with your studies. We will be interested to hear about your findings.
Kind regards
Anne
Dr. Anne Walsh, RN, EM, BA, Grad Dip HProm, MHSc, PhD, FRCNA, MPHAA
Lecturer, School of Nursing and Midwifery
Queensland University of Technology
GPO Box No 2434
Brisbane, Qld. Australia 4001

Tel: +617 3138 3905
Fax: +617 3138 3814
Email: am.walsh@qut.edu.au
Home page http://www.hlth.qut.edu.au/nrs/about/staff/staffprofile.jsp?id=28
E-prints http://eprints.qut.edu.au/view/person/Walsh,_Anne.html
CRICOS No 00213J

From: Deasey, Debbie [mailto:Debbie.Deasey@ncahs.health.nsw.gov.au]
Sent: Friday, 12 March 2010 10:40 AM
To: Anne Walsh
Subject: OPACSDear Dr Walsh
I am a research candidate at University of Newcastle. My research question is the knowledge and
attitudes of emergency nurses towards aged care, and if this influences treatment.
I am very interested in using the OPACS tool that yourself and your team developed.
I am hoping that you may direct me how I can please secure your and your colleagues permission and a
copy of the tool and interpretation guide please.
Kind regards
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Appendix 3: Survey Information Statement
Information Statement for the Research Project:
Care of the Older Person in Emergency Study: Survey

You are invited to participate in the research project identified above which is being conducted by Debra
Deasey (research student) and Dr. Ashley Kable and Dr. Sarah Yeun-Sim Jeong from the University of
Newcastle. This research is part of a PhD study, by Debra Deasey, from the School of Nursing and
Midwifery at the University of Newcastle.
Why is the Project being done?
The purpose of the project is to examine emergency department nurses knowledge and understanding of
ageing and the attitudes towards the older person in an emergency department setting. There has been no
previous Australian study conducted specifically in an emergency department about attitudes to caring for
elderly patients.
Who can participate in the research?
All members of the College of Emergency Nursing Australasia are invited to participate.
What choice do you have?
Participation in this research is entirely your choice. Only those people who give their informed consent
will be included in the project. Whether or not you decide to participate, your decision will not
disadvantage you in any way and will not affect your relationship with the College of Emergency Nursing
Australasia. If you do decide to participate, you may withdraw from the project at any time without giving
a reason.
What do you need to do to participate?
Complete and return the survey attached in the reply paid envelope provided. This will be taken as your
informed consent to participate. We ask that you do this in the next 2 weeks but definitely within the next
2 months.
How much time will it take?
Approximately 20 minutes

Are there any risks or benefits of participating?
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There is no known or potential benefit from participating in this research and risks will be minimal.
How will your privacy be protected?
This questionnaire is anonymous and it is not possible to identify you from your answers.
How will the information collected be used?
Information gathered from this research study will be reported in papers in scientific journals.
Complaints about this research
This project has been approved by the University’s Human Research Ethics Committee, Approval No. H2012-0223. Should you have concerns about your rights as a participant in this research, or you have a
complaint about the manner in which the research is conducted, it may be given to the researcher, or, if an
independent person is preferred, to the Human Research Ethics Officer, Research Office, The Chancellery,
The University of Newcastle, University Drive, Callaghan NSW 2308, Australia, telephone (02) 49216333,
email Human-Ethics@newcastle.edu.au.
Thank you for considering this invitation.

Dr Ashley Kable

Dr. Sarah Yeun-Sim Jeong

Debra Deasey

Associate Professor

Senior Lecturer

Research Student

Deputy Head of School (Research)

International Student Liaison Officer

School of Nursing and

School of Nursing and Midwifery

School of Nursing and Midwifery

Midwifery

Faculty of Health

Faculty of Health

Faculty of Health

University of Newcastle

PO Box 127 Ourimbah

University of Newcastle

Tel: +61 2 4921 6334

Sarah.Jeong@newcastle.edu.au

Tel:

Fax: +61 2 4921 6301
Ashely.Kable@newcastle.edu.au

Debra.Deasey@uon.edu.au
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Appendix 4: Nurse Interview Consent Form
Nurses Consent Form for the Research Study:
Care of Older Persons in Emergency Study
I agree to participate in the above research project and give my consent freely.
I understand that the project will be conducted as described in the Information Statement, a
copy of which I have retained.
I understand that I can withdraw from the project and withdraw my data at any time and do not
have to give any reason for withdrawing.
I consent to; (please tick each item you are consenting to participate in)
 A research assistant phoning me to organise a time and location for an interview.
 The interview being recorded on a digital recorder.



Being sent a copy of the interview transcript to confirm that it is accurate



Direct quotes from the interview being used (anonymously) as examples in reported
data from this study (No individual will be identified in reported data).

I understand I can request a summary of the study results at completion of the study.
I understand that my personal information will remain confidential to the researchers. I have
had the opportunity to have questions answered to my satisfaction.
Please return this completed from in the locked box provided in the emergency department.
Name:______________________________________________________________
Contact Phone:_______________________________________________________
Signature:___________________________________________________________
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Appendix 5: Information Statement for Nurses
(interview)
Information Statement for the Research Project: Care of the Older Person
in Emergency Study
You are invited to participate in the research project identified above which is being conducted by
Debra Deasey (research student) and Dr. Ashley Kable and Dr. Sarah Yeun-Sim Jeong from the
University of Newcastle. This research is part of a PhD study, by Debra Deasey, from the School
of Nursing and Midwifery at the University of Newcastle.
Why is the Project being done?
The purpose of the project is to examine emergency department nurses’ knowledge and
understanding of ageing and the attitudes towards the older person in an emergency department
setting. There has been no previous Australian study conducted specifically in an emergency
department about attitudes to caring for elderly patients.
Data will be collected from emergency nurses about caring for older persons in the emergency
department.
Who can participate in the research?
All nursing staff working in two designated emergency departments are invited to participate.
Study information has been provided to educators and nursing staff at each study site.
What choice do you have?
Participation in this research is entirely your choice. Only those people who give their informed
consent will be included in the project. Whether or not you decide to participate, your decision will
not disadvantage you in any way and will not affect your relationship with the emergency
department. If you do decide to participate, you may withdraw from the project at any time without
giving a reason. If you wish to withdraw you also have the opportunity to withdraw any identifiable
data that may have already been collected from you.
What would you be asked to do?
If you agree to participate, you will be asked to sign the consent form that is attached and provide
your contact details to organise an interview to comment on and discuss any recent emergency
department experiences with caring for the older persons.

The researcher will phone you to

arrange a date and time for you to attend an interview.
During the interview, you will be asked to describe/talk about your experiences of caring for the
older person in the ED. The discussion will be recorded and later transcribed. At any time during
the discussion you may request that the recording be stopped or that something you may already
have said not be transcribed into text. If you participate you are welcome to review the recording
and/or transcript of the interview to edit or erase your contribution. No identifying information will be
recorded during the interview.
How much time will it take?
The interviews are expected to take 30 - 60 minutes.
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Are there any risks or benefits of participating?
There is no personal benefits from participating in this research and it is anticipated the risks will be
minimal. In the event if any participant becomes distressed, they will be referred to the Employee
Assistance Program (552 42099).
How will your privacy be protected?
All information received from you will be stored securely. Codes will be used instead of names
throughout the research process to identify participants. Completed consent forms and participant
codes will be stored separately in locked filing cabinets or on a password protected computer and
accessible only to the research team. No identifying data will be placed on any data collection
forms.
Interview participants will be requested not to use names during the interview. Any names or
identifying information recorded will be omitted as the recording is transcribed. At the completion
of the study, the data and consent forms will be securely stored for a minimum of five (5) years.
After this time all information and data will be disposed following University of Newcastle
procedures for shredding of sensitive documents and erasure of electronic data. Access to data
will be restricted to the research team.
How will the information collected be used?
Information gathered from this research study will be reported in papers in scientific journals. The
data from this research will also contribute to the researcher’s thesis. You may request to receive a
summary of results of this study.
What do you need to do to participate?
If you would like to participate please complete the attached consent form and place in the locked
box within the department. The signed consent form will be accepted as your informed consent to
participate.
A researcher or research assistant will then contact you to arrange your attendance at an
interview. For further information about the project, please contact Dr Ashley Kable on 02
49216334.
Complaints about this research
This project has been approved by the University’s Human Research Ethics Committee, Approval
No. H- 2012-0223.
Should you have concerns about your rights as a participant in this research, or you have a
complaint about the manner in which the research is conducted, it may be given to the researcher,
or, if an independent person is preferred, to the Human Research Ethics Officer, Research Office,
The Chancellery, The University of Newcastle, University Drive, Callaghan NSW 2308, Australia,
telephone (02) 49216333, email Human-Ethics@newcastle.edu.au. Thank you for considering this
invitation.
Dr Ashley Kable
Associate Professor
Deputy Head of School (Research)
School of Nursing and Midwifery
Faculty of Health
University of Newcastle
Tel: +61 2 4921 6334
Fax: +61 2 4921 6301
Ashely.Kable@newcastle.edu.au

Dr. Sarah Yeun-Sim Jeong
Senior Lecturer
International Student Liaison Officer
School of Nursing and Midwifery
Faculty of Health
PO Box 127 Ourimbah
Sarah.Jeong@newcastle.edu.au

Debra Deasey
Research Student
School of Nursing and
Midwifery
Faculty of Health
University of Newcastle
Tel:
Debra.Deasey@uon.edu.au
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Appendix 6: Interview Schedule for ED
Nurses
Care of the Older Person in Emergency Study
Age
Gender:
Years in ED:
Years as a clinical nurse?
Training in gerontology?

Interview questions for emergency department nursing staff:
1. Can you tell me about the patients you care for in the emergency department?
2. Can you tell me about your experiences caring for older people?
3. What do you consider to be the specialised needs of older people in the
emergency department?
4. Can you tell me about some of the issues you face caring for older people in the
emergency department?
5. Can you tell me about any concerns you might have caring for older people in
the emergency department?
6. What do you enjoy about caring for the older person in the emergency
department?
7. What do you dislike about caring for older persons in the emergency
department?
8. What in the emergency department environment make it difficult to provide
adequate care for older people? how or why?
9. What do you think affect the care you provide to older person in the emergency
department?
10. What do you suggest to improve the care of the older person in the emergency
department?
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Appendix 7: Research audit trail: qualitative
component
Research question:
The primary research question developed for this study was: “How does nurses’
knowledge of ageing and attitudes towards older persons influence clinical
practice and therapeutic interactions in Emergency Department settings?” This
research question was developed by the researcher based on identified gaps in
the literature and clinical practice.
Research process:
The objectives of the study were to identify what is known about emergency
department (ED) nurses’ knowledge and understanding of the ageing process
and their attitudes towards the older person; and whether these influence the
therapeutic relationships and interactions between older persons and nurses. A
mixed method approach (National survey and semi-structured interviews) was
used to gain insights into the nurses’ clinical practice.
A concurrent mixed method design was adopted for this research. The chief
advantage of this method was the comparison and contrast, integration and
synthesis between the quantitative results from the surveys with the qualitative
results from the interviews. The qualitative data set could then assist to expand
or validate the quantitative data (Gelo, Braakmann et al. 2008).
Trustworthiness is the approach used to establish rigour in qualitative research,
and includes the researcher making the decision trail visible and auditable
(Sandelowski 2010). If the researcher uses several verification strategies, then
the rigour is clearly demonstrated and the evidence can add to the knowledge
base (Morse, Barrett et al. 2002).
Trustworthiness and rigour:
Strategies for ensuring trustworthiness for this study were used to meet the four
criteria of rigour (Shenton 2004, Guba and Lincoln 2005). Credibility;
Dependability; Transferability and Confirmability. A table and flowchart are
presented to outline the research processes and strategies used to ensure rigour
throughout the study
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Table 14: Research audit trail: Qualitative component
Research process components

Criteria for ensuring rigour

Strategies used to demonstrate criteria for trustworthiness

Research design and context



Credibility

Credibility was achieved by the adoption of a well-established research

(qualitative component of the study)



Transferability

method (Shenton 2004). The inclusion and exclusion criteria for the study



Dependability

were established, so the reader is aware of the boundaries of the study



Confirmability

(Shenton 2004). The context for the study was described at the outset of
the study design, including the setting of the study, type of sample,
number of participants involved, data collection methods used, the number
and length of the data collection sessions, and the time period in which the
data were collected (transferability).
Dependability was achieved by providing sufficient information about the
processes in the study to demonstrate the extent to which proper research
practices have been followed and to allow replication of the study. While it
is impossible to show that similar results will be reported by utilising the
same methods and a similar participant group, the researcher has ensured
the process was reported in detail so replication of the study can occur
(Shenton 2004). Confirmability was achieved with the researcher’s
ongoing reflective conversations with the experienced researchers, and
the documentation of the audit trail which demonstrates the extent of the
decisions made and procedures undertaken.
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Sampling process



Credibility

Credibility was achieved in the design of this study by the use of purposive
sampling and voluntary participation to ensure honesty. Registered nurses
currently working in an emergency department within Australia were
recruited for the survey and interviews. Credibility was established by
verbal and written consent that was given voluntary prior to the interviews.
The participants had the right to withdraw from the study at any time which
enhanced trustworthiness and were provided with an assurance that their
data would be de-identified and that confidentiality would be maintained.
Close supervision of the student and debriefing by expert researchers also
added to the credibility of the study.

Data Collection: Semi-structured



Credibility

Credibility was achieved by interviewing consenting participants and each

interviews



Confirmability

participant was aware that they could withdraw at any time. Participants
were interviewed using a purposive developed interview schedule.
Credibility was further achieved through close supervision of the student
researcher by expert researchers, and ongoing peer review of the data
collection process added to the research rigour.
Confirmability was achieved through the use of the Person-Centred Care
Framework (Chapter 3). The framework enabled the researcher to
examine how nurses perceived their interaction with older people when
providing care in ED and to systematically identify components and factors
involved in the care delivered to older people.
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Member checking, which Guba and Lincoln (2005) state is the most
important strategy to demonstrate study credibility and confirmability was
also undertaken. Interview transcripts were sent back to participants for
checking and verification of accuracy of transcripts (Guba and Lincoln
2005) in step one and step seven, of the Colaizzi approach to analysing
data.
Data Analysis



Credibility

Credibility was addressed by ensuring adoption of an established



Confirmability

internationally proven analysis method (Colaizzi 1978, Shenton 2004).
Credibility was achieved through the comparison of the study findings
against previous research conducted in this field. Credibility was achieved
by peer review of the analysis process by the two research supervisors
throughout, to ensure any potential researcher bias was questioned
(Shenton 2004). The themes that emerged were challenged and reviewed
by supervisors, in order to allow different interpretations of the concepts to
be identified and to determine the most accurate representation of the
participants’ view.
Confirmability and credibility were achieved by ensuring member checking
at the beginning and end of the steps of Colaizzi’s method. This ensures
the participants experiences and ideas are a true and accurate reflection
of their responses and not a reflection of the researchers’ opinions. Where
appropriate, the use of direct quotes to represent the participants’ voices
was also used to promote confirmability.
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How does nurses’ knowledge of ageing and attitudes towards older persons influence clinical practice and therapeutic interactions in
Emergency Department settings?

Study process

Study sample and sampling method

Researcher

Interview phase

Research question and objectives

Clearly delineate

of study clearly defined
Study sample: All Registered nurses within two EDs

researcher role from

in one Local Health District invited to be interviewed

clinical role in all aspects
of study design
Use the Person Centred
Framework to systematically
identify components and factors
involved in the care delivered to

Criterion sampling method for nurses

older people

The researcher held
no clinical role with
the participants at
the time interview

Mixed method

data were collected.

approach and two
phases of data
collection

RNs working in an ED
responded to the
invitation to participate
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Data collection
Interview phase

Nurses (n = 14) working in an emergency
department on the Mid North Coast

Interviews using semi-structured interview
schedule with open ended questions.

Interviews recorded and transcribed by
researcher
Interviews concluded
Transcripts checked for accuracy by researcher
and supervisors.

when it was
determined that there
were no new themes
emerging from the
data.

Member checking of transcripts (n=14).
Transcripts deemed accurate.
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Emergency Department settings?

Data Analysis

Review and reading of interviews by researcher

Colaizzi’s method utilised. A descriptive approach to allow
the experiences of the participants to be described from
the participants’ point of view
Major themes and
sub-themes
generated from
analysis

Peer review of data analysis
by supervisors and peers
Description sent back to participants for validation
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Appendix 8: Colaizzi’s Method applied to
analysing qualitative data in this study
An audit trail has been constructed around the following the seven procedural steps in
Colaizzi's method. Each step is outlined in detail below:
Step 1:
Participant interview transcripts were initially returned to each participant for verification
prior to commencement of the coding trail.
Colaizzi (1978) suggests that interview transcripts do not need to be transcribed
verbatim, but the essence of what the participant is communicating needs to be
captured (Colaizzi 1978)
The researcher initially listened to each audiotape twice prior to transcribing participant
interviews. Interviews were then transcribed by the researcher and reread to ensure a
true and accurate report of the transcript was given. A sample set of the interview
transcripts were then sent to a third party within the research team to ensure accuracy
in transcription.
Within six weeks of each interview and transcription, the researcher then returned a
copy of the transcribed interviews to each participant to ensure the transcripts
accurately described the participants’ thoughts and opinions. Feedback from each
participant was they felt that the transcript accurately represented their interview.

Step 2:
Significant statements were extracted eg phrases and sentences that directly pertained
to the experience of the ED nurse caring for older patients.
Colaizzi (1978) advises that a statement is deemed significant enough to extract from a
transcript, if the statement directly relates to the phenomenon under investigation ie:
the research question (Colaizzi 1978). The researcher reread the transcripts and
highlighted main areas that related to the research question of ED nurses practice,
knowledge and attitudes towards older people. The highlighted statements were then
copied manually into a table (Appendix 10: Summary of the analysis of the interview
data). Each significant statement was numbered as they were extracted (eg SS1, SS2,
SS3…..). Each statement was also recorded with the de-identified participant number
and the page and line number of the transcript for the researcher to conduct coding
throughout the analysis process.
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Analysis of the statements was done manually by the researcher, so the researcher
could become immersed in the data to provide a true record for each statement.
From the fourteen interviews, 101 significant statements were identified. These
statements were then returned to the research team for validation and to ensure rigour.
Below is an example of how significant statements were extracted. Example from
participant 4 and 13.
Table 15: How significant statements were extracted

If we get a severely demented patient who is not orientated to anything, we don’t
have the facilities … quite often you have them (older patients) here for a very long
time and you haven’t got the equipment. You have to run around for lifters ,
commodes, 4WW, appropriate cups and stuff like that. The ED is not very well
equipped for older people. (P4)
The ED is cluttered and we have only got 12 beds, which is really hard for some
elderly as they have slept the night in a chair and it is really tough for them. You
know imagine yourself if you had to do that let alone a 90 year old. (P13)

Step 3:
Formulated meanings were created from each significant statement.
Each significant statement was carefully examined by the researcher and a meaning
was formulated for each significant statement. Each statement was examined carefully
to determine the true sense of the statement (Sanders 2003). Each formulated
meaning for each statement was discussed with a qualitative researcher within the
research team.
Below is an example of a significant statement and meaning formulated.
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Table 16: Significant statement meaning formulated.

Significant Statements
(SS)

Formulated Meaning (FM)

SS89: If we get a severely
demented patient who is not
orientated to anything, we don’t
have the facilities ..(P4)

FM94: Nurses think that they do not have the facilities in ED
to care for older patient with severe cognitive impairment due
to dementia who is not orientated

SS71: …quite often you have them
(older patients) here for a very long
time and you haven’t got the
equipment. You have to run
around for lifters , commodes,
4WW, appropriate cups and stuff
like that. The ED is not very well
equipped for older people. (P4)

FM71: Nurses feel the ED environment is not appropriate
for care of the older person.

SS93: The ED is cluttered and we
have only got 12 beds, which is
really hard for some elderly as
they have slept the night in a
chair and it is really tough for
them. You know imagine yourself
if you had to do that let alone a 90
year old. (P13)

FM93: Nurses think the ED environment is inappropriate
for the older person.

Step 4:
Organising formulated meanings into groups of similar types/meanings (clusters of
themes).
Each formulated meaning was organised into groups of similar type/meaning. These
similarities were called theme clusters. This researcher broke Colaizzi’s step four into
two separate steps. The first step was to create a simple theme cluster for each
formulated meaning. This was then extensively discussed with a qualitative researcher
as a second step to synthesise the multiple theme clusters into a final theme cluster.
An example of this is:
Table 17: Formulated meanings into theme clusters
FORMULATED MEANING
FM94: Nurses think that they do not
have the facilities in ED to care for
older patient with severe cognitive
impairment due to dementia who is not
orientated

FM71: Nurses feel the ED
environment is not appropriate for
care of the older person.
FM93: Nurses think the ED
environment is inappropriate for the
older person.

THEME CLUSTER
TC19: Nurses are aware that
ED does not have facilities to
accommodate older patients.

TC19: Nurses aware that ED
does not have facilities to
accommodate older patients.

TC19: Nurses aware that ED
does not have facilities to
accommodate older patients.

FINAL TC2:
Nurses admit and are frustrated
that the ED is not appropriately set
up for the older patients, due to
lack of equipment and facilities to
care for the older person, as their
condition can deteriorate while the
older person waits in an
inappropriate ED environment.
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In searching for answers to the research questions, 13 final theme clusters were
synthesised into emergent themes. Themes were discussed with qualitative expert
researchers to ensure clusters and emergent themes were descriptive of the
participants’ experiences. There were ten emerging themes identified in this step
(Appendix 10: Summary of the analysis of the interview data) These included:
(ET1) Mismatch between the complex care needs of older patients and the quick
turnover policy in the ED.
(ET2) We don’t do holistic care in ED.
(ET3) ED is not appropriately set up for the care of older persons.
(ET4) Poor end of life care for older patients in ED.
(ET5) Lack of aged care specific education for ED nurses
(ET6) Nurses’ encounter with ageism in ED by doctors and nurses’ treatment.
(ET7) Nurses’ negative perceptions of caring for older people in ED.
(ET8) Nurses’ negative attitudes towards older people in ED are a reality and it affects
their interactions and practice with older people in ED.
(ET9) Families can impact on the workload and attitude of the nurse
(ET10) Nurses value the older patient as the person.

Step 5: Comprehensively describing the investigative phenomenon.
A comprehensive description was developed by incorporating the emergent themes,
theme clusters and formulated meanings into the description to create an overall
structure (Colaizzi 1978, Sanders 2003). The ten emerging themes were organised
into three main overall themes, which would answer the research question of ED
nurses’ attitudes, knowledge and practice.
The three overall themes included: 1) ED context/policy and practice, 2) ED nurses’
knowledge and 3) ED nurses’ attitudes. An example of the formulated meaning
relationship to the emerging theme is provided below.
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Table 18: Emerging themes to overarching theme

FORMULATED MEANING

THEME CLUSTER

EMERGING THEME

OVERALL THEME

FM94: Nurses think that they do
not have the facilities in ED to
care for older patient with severe
cognitive impairment due to
dementia who is not
orientated

FINAL TC2:
Nurses admit and are
frustrated that the ED is
not appropriately set up
for the older patients,
due to lack of equipment
and facilities to care for
the older person, as
their condition can
deteriorate while the
older person waits in an
inappropriate ED
environment.

ET3: ED IS NOT
APPROPRIATELY
SET UP FOR THE
CARE OF OLDER
PERSONS

ED CONTEXT/POLICY
AND PRACTICE

FM71: Nurses feel the ED
environment is not
appropriate for care of the older
person.
FM93: Nurses think the ED
environment is inappropriate
for the older person.

Step 6: Describing the fundamental structure of the participant experience.
The fundamental structure of the participant experience was identified and described,
by ensuring a rigorous analysis of the comprehensive description. A matrix (Appendix
9: Matrix of Theme Cluster (TC) and Emerging Themes (ET)) was developed to ensure
all aspects of the research question and the objectives were thoroughly analysed.
The matrix (Appendix 9: Matrix of Theme Cluster (TC) and Emerging Themes (ET)) is
separated into the research questions fundamental elements and matched with the
objectives. Each of the ten emerging themes has been derived from categories within
the matrix.

Step 7:
Returning to the participants.
The comprehensive description was then returned to the participants to ensure the
description was a true and accurate version of their interview and for final validation. All
participants agreed that the description of their interviews was true and accurate.
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Appendix 9: Matrix of Theme Cluster (TC) and Emerging Themes (ET)
Final themes clusters were developed from the significant statement and formulated meanings (Appendix 9 Table below). Emerging themes were then
developed.
The ten emerging themes were then matched to the five main interview questions that each participant was asked. The emerging themes are:
(ET1) Mismatch between the complex care needs of older patients and the quick turnover policy in the ED.
(ET2) We don’t do holistic care in ED.
(ET3) ED is not appropriately set up for the care of older persons.
(ET4) Poor end of life care for older patients in ED.
(ET5) Lack of aged care specific education for ED nurses
(ET6) Nurses’ encounter with ageism in ED by doctors and nurses’ treatment.
(ET7) Nurses’ negative perceptions of caring for older people in ED.
(ET8) Nurses’ negative attitudes towards older people in ED are a reality and it affects their interactions and practice with older people in ED.
(ET9) Families can impact on the workload and attitude of the nurse
(ET10) Nurses value the older patient as the person.
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The ten emerging themes were then progressed to three main overarching themes that were matched to each interview question.
Questions
Final Theme Clusters
Emerging Themes
Question 1: The overall
experiences of ED nurses with
caring for older people

TC1: Nurses admit that there is a negative attitude toward older people in ED. Nurses
experienced that older patients are not welcome and nor treated with respect in ED. Nurses
accept that older people do have the right to investigation and treatment but are not given the
treatment (procedures) that might benefit them because of their age. Nurses are concerned
that cost of care is a factor that affects what treatment the older person receives.
TC2: Nurses admit and are frustrated that the ED is not appropriately set up for the older
patients, due to lack of equipment and facilities to care for the older person, as their condition
can deteriorate while the older person waits in an inappropriate ED environment.
TC3: Nurses see the importance and benefits of end of life planning for older patients in
advance. Nurses want to respect the older person’s end of life decisions if known. But the
presentation of older person in ED without EOL planning is frustrating and challenging for
nurses. Nurses experienced that older patient’s EOL wishes were overridden even if it is
known. Nurses in ED do not believe that staff in aged care facilities represent the best interest
of older people. Nurses are concerned about the decisions made by doctors when it is not
known.

ET6: Nurses’ encounter with ageism in
ED by doctors and nurses treatment.
ET7: Nurses’ negative perceptions of
caring for older people in ED

Overarching
Themes
ED CONTEXT/POLICY
AND PRACTICE
ED NURSES
ATTITUDES

ET8: Nurses’ negative attitudes towards
older people in ED are a reality and it
affects their interactions and practice with
older people in ED.

TC8: Nurses admit that basic care towards older patients is ignored or missed, but nurses also
feel that basic care is too time consuming or that it is not part of their role as they need to focus
on acute/ medical care needs. But nurses are also aware that they need to provide holistic
care, including basic, social, acute, chronic, person centred and relationship centred care.
TC 11: Nurses’ practice/care toward older people is affected by the years of experiences,
personal attributes, and the medically driven system/policy.
Question 2: The aspects of care that
they enjoy about caring for older
people.

TC6: Nurses realise the complex care needs of older people and see the need to provide
holistic care to older people in the ED to prevent deterioration and harm. Nurses find this
experience as positive and rewarding.

ET10: Nurses value the older patient as
the person.
ED NURSES
ATTITUDES

TC7: Nurses see the importance of seeing the older person as an individual or person. Older
patients are respected by ED nurses for their knowledge in life and contribution to life.
TC12: Nurse found that the interactions with the older person’s family members can be helpful
at times, but also problematic due to the older person family dynamics.
Question 3: The aspects of care that
they dislike about caring for older
people or the aspects of care that
they find challenging

TC2: Nurses admit and are frustrated that the ED is not appropriately set up for the older
patients, due to lack of equipment and facilities to care for the older person, as their condition
can deteriorate while the older person waits in an inappropriate ED environment.
TC3: Nurses see the importance and benefits of end of life planning for older patients in
advance. Nurses want to respect the older person’s end of life decisions if known. But the

ET4: Poor end of life care for older
patients in ED
ET7: Nurses’ negative perceptions of

ED CONTEXT/POLICY
AND PRACTICE
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Question 4: The factors that affect
the care they provide to older
people in ED?

presentation of older person in ED without EOL planning is frustrating and challenging for
nurses. Nurses experienced that older patient’s EOL wishes were overridden even if it is
known. Nurses in ED do not believe that staff in aged care facilities represent the best interest
of older people. Nurses are concerned about the decisions made by doctors when it is not
known.
TC10: Nurses do have a negative attitude towards older people in ED. They believe that older
people do make frequent/repetitive trips to ED and do take up too much time and space in ED.
This belief (and attitude) negatively affects how nurses engage with older person. For example,
some nurses do not take time to provide the care required which is of concern of other nurses.
TC4: Nurses find that the care needs of older patients are complex and overwhelming, as older
patients have both social and medical issues that need to be treated, and the ‘quick turnover’
policy is not adequate to support this.
TC5: Nurses admit that they have a lack of knowledge in caring for older patients (e.g.
dementia and delirium). Nurses found education on aged care useful but they do not receive
specific aged care education.
TC7: Nurses see the importance of seeing the older person as an individual or person. Older
patients are respected by ED nurses for their knowledge in life and contribution to life.
TC:8 Nurses admit that basic care towards older patients is ignored or missed, but nurses also
feel that basic care is too time consuming or that it is not part of their role as they need to focus
on acute/ medical care needs. But nurses are also aware that they need to provide holistic
care, including basic, social, acute, chronic, person centred and relationship centred care.
TC 11: Nurses’ practice/care toward older people is affected by the years of experiences,
personal attributes, and the medically driven system/policy.

Question 5: The suggestions to
improve the care of older person in
ED

TC13: Nurses would like to have a dedicated care for older people, staffed by trained nurses
in gerontology, so older people are seen and treated quicker, as a reduced length of stay is
better for the older person. Nurses want older people to get the respect, care and time they
deserve, and the nurses suggest more specific education and a specialised unit will help this.

caring for older people in ED

ED NURSES
ATTITUDES

ET2: We don’t do holistic care in ED.

ET3: ED is not appropriately set up for
the care of older persons.

ED CONTEXT/POLICY
AND PRACTICE

ET1: Mismatch between the complex
care needs of older patients and the
quick turnover policy in the ED

ED NURSES
KNOWLEDGE

ET5: Lack of aged care specific
education for ED nurses

ED NURSES
ATTITUDES

ET8: Nurses’ negative attitudes towards
older people in ED are a reality and it
affects their interactions and practice with
older people in ED.
ET9: Families can impact on the
workload and attitude of the nurse
ET5: Lack of aged care specific
education for ED nurses
ET1: Mismatch between the complex
care needs of older patients and the
quick turnover policy in the ED.

ED CONTEXT/POLICY
AND PRACTICE
ED NURSES
KNOWLEDGE
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Appendix 10: Summary of the analysis of the interview data
Significant Statements (SS)

Formulated
Meaning (FM)

Theme Cluster (TC)

SS89: If we get a severely demented patient who is not orientated
to anything, we don’t have the facilities ..(P4)

TC19: Nurses are aware
that ED does not have
facilities to accommodate
older patients.

SS69: ..then they (older patients) don’t have to listen to that drunk that
comes in swearing and carrying on or the baby screaming which sets
them off. If we can’t take them to the ward at least (we should)
have an area in the ED where you can look after them better. (P4)

FM94: Nurses think that they
do not have the facilities in
ED to care for older patient
with severe cognitive
impairment due to dementia
who is not orientated
FM71: Nurses feel the ED
environment is not
appropriate for care of the
older person.

SS71: …quite often you have them (older patients) here for a very long
time and you haven’t got the equipment. You have to run around for
lifters , commodes, 4WW, appropriate cups and stuff like that. The ED
is not very well equipped for older people. (P4)

FM71: Nurses feel the ED
environment is not
appropriate for care of the
older person.

SS70: ….there are some of them (older people) that need to be fast
tracked, not because of their acuteness but because they are old and
frail and they cannot sit in a wheelchair out the front waiting for hours
where the air conditioner is freezing, and you get them in here and they
are cold and cranky, they have pain, they have arthritis, so we
complicate things and keep them here longer by not housing
them correctly. (P7)

FM 74: Older people
deteriorate in the ED if they
are not seen quickly due to
inappropriate/inadequate
facilities for them.

TC54: older patients
become worse if not
seen quickly.

FM93: Nurses think the ED
environment is
inappropriate for the older
person.

TC19: Nurses aware that
ED does not have
facilities to accommodate
older patients.

(ET3): ED IS NOT
APPROPRIATELY
SET UP FOR THE
CARE OF OLDER
PERSONS

ED
CONTEXT/POLICY
AND PRACTICE

FM71: Nurses feel the ED
environment is not
appropriate for care of the
older person.
FM95: Nurses found that the
period that older patients

TC21: Nurses feel that
older people are just left
in the ED.

(ET3): ED IS NOT
APPROPRIATELY
SET UP FOR THE
CARE OF OLDER
PERSONS

ED
CONTEXT/POLICY
AND PRACTICE

SS93: The ED is cluttered and we have only got 12 beds, which is
really hard for some elderly as they have slept the night in a chair
and it is really tough for them. You know imagine yourself if you had
to do that let alone a 90 year old. (P13)
SS90: ..the long periods in the ED that they spend in (ED) is an issue
because if you have dementia and are in here for like 20 hours before
you get a bed, you are in a highly stimulus area ,there is screaming,
people running around, monitors beeping, it is a big shock for the
dementia person

TC19: Nurses aware that
ED does not have
facilities to accommodate
older patients.

Emerging
sub theme
(ET)
FINAL TC2:
Nurses admit and are
frustrated that the ED is
not appropriately set up for
the older patients, due to
lack of equipment and
facilities to care for the
older person, as their
condition can deteriorate
while the older person
waits in an inappropriate
ED environment.

(ET3): ED IS NOT
APPROPRIATELY
SET UP FOR THE
CARE OF OLDER
PERSONS
(ET3): ED IS NOT
APPROPRIATELY
SET UP FOR THE
CARE OF OLDER
PERSONS
ET3): ED IS NOT
APPROPRIATELY
SET UP FOR THE
CARE OF OLDER
PERSONS
(ET3): ED IS NOT
APPROPRIATELY
SET UP FOR THE
CARE OF OLDER
PERSONS

Overarching
theme

ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE
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Significant Statements (SS)

Formulated
Meaning (FM)

Theme Cluster (TC)

Emerging
sub theme
(ET)

Overarching
theme

(ET4): POOR EOL
CARE FOR
OLDER
PATIENTS IN ED

ED
CONTEXT/POLICY
AND PRACTICE

(ET4) POOR EOL
CARE FOR
OLDER
PATIENTS IN ED

ED
CONTEXT/POLICY
AND PRACTICE

(ET4) POOR EOL
CARE FOR
OLDER
PATIENTS IN ED
(+VE)

ED
CONTEXT/POLICY
AND PRACTICE

(ET4) POOR EOL
CARE FOR
OLDER
PATIENTS IN ED

ED
CONTEXT/POLICY
AND PRACTICE

spend in ED is long and
shock for them, especially the
person with dementia.
SS18: ..end stage elderly … there is no advanced care directives. So
when they present to ED with something really serious we don’t know
how far to really take it. Does this 92 year old lady want to be
intubated? We don’t know, whereas we have to take those steps in ED
to do it all and then the family say no she didn’t want anything like that.
We don’t know that at the acute time and that is frustrating. (P4)
SS19: ..GPs need to be more active, and the carers and Alzheimer’s
association need to be more actively discussing with patients,
when they are well and not necessarily when they can’t breathe, and
how far do they want to go and have a family discussion about
it……so we know where we stand when they come in. (P4)

SS20: … if you have a person who is unwell with COPD, short of
breath, home oxygen and has all these issues then you can’t really
approach a person who is on BiPAP who is in a CO2 state and say
what do you really want? Do you really want to die or do you want this
type of care such as ventilation. I just don’t think that is an
appropriate time because the patient doesn’t or isn’t in a state to
make a good clinical decision (P4)
SS21: …when I started this job..I suppose a fixed belief that … when
someone gets to a certain age you should let them go, just comfort, but
having talked to these people for the last 10 years, I find that many
elderly don’t want that. They do want treatment and who are we to
play god and say you can’t have that because you are 90 and
because there are no clear guidelines, .. choice of treatment is all
left up to the doctors choice as to whether they are treated.. (we)
quite often we do get it wrong in how much we do choose to treat
that elderly person. (P11)

FM21: Nurses are frustrated
about lack of end of life
planning for older patients.

TC2: The lack of EOL
planning is frustrating
and challenging for
nurses.

FM22: ED nurses
experience a challenge
when there is no
direction/discussion on
EOL treatment planning for
older patients prior to ED
presentation.
FM24: ED Nurses do not
see their role in EOL future
planning.
FM23: ED nurses view the
benefits of advance care
directives for older patients
and would like it to be done
prior to ED presentation.
FM21: Nurses are frustrated
about lack of end of life
planning for older patients.
FM26: Nurses want to
respect the older person’s
end of life decisions if
known.
FM28: Nurses are frustrated
about lack of clear
guidelines for EOL
treatment preferences of
older patients. But nurses
experienced the choice of
treatment is left with doctors
when there are no
directions/guidelines. This is

TC2: The lack of EOL
planning is frustrating
and challenging for
nurses.

TC4: Nurses see the
importance and benefits
of end of life planning for
older patients

TC3: Nurses are
confused on how far they
can go in someone’s
care for EOL.
TC6: Nurses are
concerned that EOL
treatment choices are left
to the doctors to decide.

FINAL TC3: Nurses see
the importance and
benefits of end of life
planning for older patients
in advance. Nurses want
to respect the older
person’s end of life
decisions if known. But the
presentation of older
person in ED without EOL
planning is frustrating and
challenging for nurses.
Nurses experienced that
older patient’s EOL wishes
were overridden even if it
is known. Nurses in ED do
not believe that staff in
aged care facilities
represent the best interest
of older people. Nurses
are concerned about the
decisions made by doctors
when it is not known.
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Significant Statements (SS)

SS100: ..it usually happens late at night or early morning, it is more
the skill and capabilities of the (aged care) facilities. I know that it
frightens them …or it is the pressure from the families … but they
(older patients) are more comfortable dying in a nursing home (than)
an emergency department. …I can understand families who can’t cope
anymore in the community, not aged care facilities or nursing homes
(they) should be able to handle the death of a patient and I find it
distressing for that patient who has been removed from their home, is
in pain, has arrived, who is cheynne stoking ….. but the facility override
the person’s wishes and transport them in. (P14)

SS101: They die here in the ED ...I find that very sad for that
(older) patient to die in a sterile environment when they wanted to
die at home and did not have a say in being transferred to ED. The
care facility made that decision for them and we deal with
consequences. (P14)
SS98: ...one of my bug bears is that nursing home send in dying
patient to die in the emergency department. That is a huge. It
upsets me no end to think that someone has been transported
while in the process of dying. So that actually, doesn’t affect my
care (for older patients) but it affects my attitude towards the
nursing homes. (P14)

SS87: There is just so many issues (with the older patient) and I
think that doctors and nurses are just a bit overwhelmed … what is
going to be treated first… I think it is very difficult to stick to our
emergency department policy of only treating what that person

Formulated
Meaning (FM)
challenging for nurses as
they often found that how
much treatment is chosen for
old person does not reflect
this view of older patients.
FM106: Nurses in ED noted
that older patient’s wishes
were overridden and older
patients were transferred to
ED while in the process of
dying.
FM107: Nurses in ED do not
believe that staff in aged care
facilities represent the best
interest of older people.
FM105: Nurses in ED believe
that nurses in RACFs do
not have capabilities and
skills to care for older
patients who are in the
process of dying.
FM101: Nurses are upset
when older patients who are
in the process of dying are
transferred from the care
facility to ED.
FM102: Nurses are
frustrated that aged care
facilities cannot care for
their own residents.
FM107: Nurses in ED do not
believe that staff in aged care
facilities represent the best
interest of older people.

FM91: The policy of ED
(only treat what person
presents with) does not
support or is not adequate for

Theme Cluster (TC)

Emerging
sub theme
(ET)

Overarching
theme

TC4: Nurses see the
importance and benefits
of end of life planning for
older patients

(ET4) POOR EOL
CARE FOR
OLDER
PATIENTS IN ED

ED
CONTEXT/POLICY
AND PRACTICE

TC4: Nurses see the
importance and benefits
of end of life planning for
older patients

(ET4) POOR EOL
CARE FOR
OLDER
PATIENTS IN ED

ED
CONTEXT/POLICY
AND PRACTICE

TC4: nurses see the
importance and benefits
of EOL planning for older
patients.

(ET4) POOR EOL
CARE FOR
OLDER
PATIENTS IN ED

ED
CONTEXT/POLICY
AND PRACTICE

(ET1):MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF

ED
CONTEXT/POLICY
AND PRACTICE

TC18: Hospital polices
do not reflect the
complex care needs of
older patients

FINAL TC4: Nurses find
that the care needs of
older patients are complex
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Significant Statements (SS)

Formulated
Meaning (FM)

presented with. (P11)

the complexity of older
patients.
FM90: Nurses feel
overwhelmed by the
complexities with older
patients.
FM32: Nurses realise the
complex care needs of older
people including medical,
social and basic ADLs

SS23: (Older people have) complex needs and demands and have
social issues as well as medical problems as well as their
activities of daily living. (P2)

Theme Cluster (TC)

TC8: nurses are aware
older patients have
complex needs

SS51: …main issues are the complexity of some of the elderly
patients (and the) volume we get into a busy, rushed emergency
department, where the focus is turnover rather than concentrating
on trying to …manage and fix some of the problems (of older
patients). (P2)

FM60: Nurses admit that
older patients’ care needs
are not met but missed (or
ignored) due to the focus
of ED is a quick turnover.

TC39: basic care is
missed or ignored.
(busyness)

SS52: …patch them (older patients) up and get them out, and I
think that is one of the major, major problem of the emergency
department is that elderly people often don’t get the care or the
treatment they absolutely require due to the volume demands and
staff not having the time to dedicate to them. (P2)
SS53: Our ED department is too busy, too crowded and not enough
time (to give to older patients). (P11)

FM61: Nurses admit that
older patients’ care needs
are not met but missed (or
ignored) because of the
volume of care needs and
lack of time

TC39: basic care is
missed or ignored.
(busyness)

SS64: …it is just time management and your boss telling you to get
them (older patients) out of the bed because they need the bed for
someone else. (P1)

FM67: Nurses are forced by
hospital (or ED or manager)
policy to make a ‘quick
turnover’.

TC18: Hospital policies
do not reflect care needs
of older people.

SS66: Just the pressure of getting people out basically, that is the
biggest thing. Pressure from management to get people out. (P13)

Emerging
sub theme
(ET)
and overwhelming, as
older patients have both
social and medical issues
that need to be treated,
and the ‘quick turnover’
policy is not adequate to
support this.

OLDER
PATIENTS AND
THE QUICK
TURNOVER
POLICY IN THE
ED
(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF
OLDER PTS AND
THE QUICK
TURNOVER
POLICY IN ED
(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF
OLDER
PATIENTS AND
THE QUICK
TURNOVER
POLICY IN THE
ED
(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF
OLDER
PATIENTS AND
THE QUICK
TURNOVER
POLICY IN THE
ED
(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF
OLDER
PATIENTS AND
THE QUICK

Overarching
theme

ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE
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Significant Statements (SS)

Formulated
Meaning (FM)

Theme Cluster (TC)

SS70: ….there are some of them (older people) that need to be fast
tracked, not because of their acuteness but because they are old and
frail and they cannot sit in a wheelchair out the front waiting for hours
where the air conditioner is freezing, and you get them in here and they
are cold and cranky, they have pain, they have arthritis, so we
complicate things and keep them here longer by not housing
them correctly. (P7)

FM73: Nurses frustrated at
policies, such as triage,
dictating care.

TC18: Hospital policies
do not reflect care needs
of older people.

SS61: My concerns are that you are busy and they (older patients)
are discharged too early or inappropriately and you think “yeah
maybe should have stayed” … (P14)

FM: 65: Nurses aware older
people get missed but
nurses expressed they want
to provide better care.
FM65: Nurses expressed
concerns that the care
provided to older patients are
less than adequate due to
quick discharge and that they
want to provide better care.
FM 64: Nurses are
concerned over poor
discharge of the older
person.

TC51: Nurses want to
provide better care

FM66: Older people are
discharged too early due to
‘quick turnover policy’ in the
ED.

TC59: Older people
discharged too early due
to the ED being too
small.

SS59: …are they (older patients) safe to go home … we rush to fix
their medical issue and … quickly discharge them, where we don’t
address the whole problem and try and solve that and put
arrangements in place and the elderly are not managed correctly and
will often re-present causing more harm and problems later on down
the line.(P2)
SS60: … discharge planning is definitely a problem and the most
important aspect for the older person.(P3)
SS63: …there making sure you are not just sending them home in the
dark to go home to no one, or the next day they are going to make sure
that they have actually have someone around, make sure they are not
missed or they do not fall between the cracks in the system (P1)
SS62: Sometimes we can be too hasty in the discharge of elderly
patients… because of bed block or whatever. (P14)

TC58: Nurses concerned
over poor discharge
practices.

Emerging
sub theme
(ET)
TURNOVER
POLICY IN THE
ED
(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF
OLDER
PATIENTS AND
THE QUICK
TURNOVER
POLICY IN THE
ED
(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF
OLDER
PATIENTS AND
THE QUICK
TURNOVER
POLICY IN THE
ED
(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF
OLDER
PATIENTS AND
THE QUICK
TURNOVER
POLICY IN THE
ED

(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF

Overarching
theme

ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE
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Significant Statements (SS)

Formulated
Meaning (FM)

Theme Cluster (TC)

SS50: …care had been rushed because they (nurses) see it
sometimes as being too complicated or too many issues to try and
fix (older patients) and sometimes the patient is kind of rushed through
and they don’t always get the type of care that they need because
of the amount of demands that they have. (P2)

FM59: Nurses admit that
older patients’ care needs
are not met but missed (or
ignored) due to the
complicated comorbidities.

TC22A: Nurses admit the
complex care needs of
older patients are not
met.
TC22: Nurses feel the
care needs of older
patients are time
consuming.

SS91: (I) think the aim for aged care is to reduce the overall time in
the ED for them, that would be the best possible outcome. (P14)

FM96: Reduced length of
stay in ED (quick discharge)
would lead to better results
for older person.

TC60: Reduced length of
stay in the ED is better
for the older person

SS83: …we have aged care versus acute care still, and emergency
nurses are not specialised to deal with them (older patients). We
can deal with pain, their infarcts but not the long term stuff as we do
not get the time. (P8)

FM87: ED nurses are not
specialised to deal with the
problems that older patients
present with.

TC57: ED nurses are not
trained in aged care

SS26: Multiple presentations of elderly patients .. take up a lot of
time to work up and manage and figure out what their main issue is
(P2)

FM36: Nurses realise the
multiple presentations of
older people and found it
time consuming.

TC8: Nurses are aware
older patients have
complex needs.
TC22: Nurses feel the

Emerging
sub theme
(ET)
OLDER
PATIENTS AND
THE QUICK
TURNOVER
POLICY IN THE
ED
(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF
OLDER
PATIENTS AND
THE QUICK
TURNOVER
POLICY IN THE
ED
(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF
OLDER
PATIENTS AND
THE QUICK
TURNOVER
POLICY IN THE
ED
(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF
OLDER
PATIENTS AND
THE QUICK
TURNOVER
POLICY IN THE
ED
(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF

Overarching
theme

ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE
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Significant Statements (SS)

Formulated
Meaning (FM)

Theme Cluster (TC)

Emerging
sub theme
(ET)

care needs of older
patients are time
consuming.

OLDER
PATIENTS AND
THE QUICK
TURNOVER
POLICY IN THE
ED
(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF
OLDER
PATIENTS AND
THE QUICK
TURNOVER
POLICY IN THE
ED
(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF
OLDER
PATIENTS AND
THE QUICK
TURNOVER
POLICY IN THE
ED
(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF
OLDER
PATIENTS AND
THE QUICK
TURNOVER
POLICY IN THE
ED

SS57: …a lot of the times they (older patients) re-present. Things
are missed and they get worse and worse. (P13)

FM63: Older patients represent to ED as the care
provided is less than
adequate.
FM58: Nurses are frustrated
that older patients’ care
needs are not met but
missed (or ignored).

TC39: basic care is
missed or ignored.
(busyness)

SS88: …they (older patients) will be sitting in a waiting room for a
long time if it is not acute or something simple or the ED is busy at
the time. (P1)

FM92: The ED is not the
right place for older people
with non-acute issues.
FM110: Nurses note that
older patient with non-acute
issues would be waiting for a
long time in ED.

TC41: Nurses feel older
people with non-acute
issues should not be in
the ED.

SS85: ..they (older patients) present a challenge that nurses don’t
want to accept.. It is hard work…actually nursing someone elderly
(and), frail is hard work and it is not particularly specialised work.
It doesn’t take a degree and it doesn’t take a special machine to do
this... It is the type of nursing that is technologically bereft but very
much hands on. (P11)

FM89: Nurses found that
nursing frail older people is
hard work, and nurses don’t
want to accept it, because it
is very much hands on but
not a speciality and does not
require a formal
qualification.

TC17: aged care is not a
specialty

SS87: There is just so many issues (with the older patient) and I
think that doctors and nurses are just a bit overwhelmed … what is
going to be treated first… I think it is very difficult to stick to our
emergency department policy of only treating what that person

FM90: Nurses feel
overwhelmed by the
complexities with older
patients.

TC8: nurses are aware
older patients have
complex needs.

FINAL TC13: Nurses
would like to have a
dedicated care for older
people, staffed by trained
nurses in gerontology, so
older people are seen and
treated quicker, as a
reduced length of stay is
better for the older person.
Nurses want older people
to get the respect, care
and time they deserve,
and the nurses suggest
more specific education

(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF

Overarching
theme

ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE
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Significant Statements (SS)

Formulated
Meaning (FM)

Theme Cluster (TC)

presented with. (P11)

Emerging
sub theme
(ET)
and a specialised unit will
help this.

SS94: Well, I think you have a paeds (paediatric) unit so you can have
a geriatric unit … there is no reason why you can’t have an area
that is designated for geriatric issues. (P1)
SS96: ..I would like to see a specialised unit…. where we have got
a focus on caring for the elderly. And then the care of the person is
paramount and what they came in for might actually get to be
secondary (P11)

FM99: Nurses believe that
there should be a geriatric
unit as a specialty in ED.

TC61: ED should have a
specialty area for older
people.

SS95: I think the elderly need their own dedicated staff and
dedicated services. If paediatrics can have a paediatrics department
in the ED, with staff passionate about treating paeds, then I think the
elderly need the same thing. They need a dedicated service and
area with staff that are passionate about delivering aged care. (P2)

FM100: Older people
need their own dedicated
staff and space with people
experienced in older person
nursing.

TC62: ED should have a
specialty area for older
people, with staff trained
in gerontology.

SS5: …need to look at more holistic care in terms of whatever they
present with …look at their activities of daily living…often omitted
as we rush to fix their medical problem….often not managed
correctly and will .. represent causing more harm and problems later
on…. (P2)

FM6: Nurses admit that older
person’s ADLs are often
omitted as they rush to fix
the medical problems

TC30: Nurses do not
provide the basic care as
they are focused on
medical/acute issues
tasks.

SS16: I think that older people present one of the most complex
challenges for health .. so it is just not a medical diagnosis it is .. one
of the most holistic nursing that you can do because it all must be
attended if you are going to be an effective nurse. (P11)

FM19: Nurses realise the
complex care needs of
older people and providing
care to older people to meet

TC26: Nurses find
providing holistic care to
older people can be
rewarding.

SS97: I would have an area set aside for those elderly that we need to
keep overnight. Specifically designed for the elderly...trained staff that
know how to deal with confused elderly. And know that they can give
the best possible care to the older person in the ED. (P14)
FINAL TC:8 Nurses admit
that basic care towards
older patients is ignored or
missed, but nurses also
feel that basic care is too
time consuming or that it is
not part of their role as
they need to focus on
acute/ medical care needs.
But nurses are also aware
that they need to provide

OLDER
PATIENTS AND
THE QUICK
TURNOVER
POLICY IN THE
ED
(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF
OLDER
PATIENTS AND
THE QUICK
TURNOVER
POLICY IN THE
ED

Overarching
theme

ED
CONTEXT/POLICY
AND PRACTICE

(ET1) MISMATCH
BETWEEN THE
COMPLEX CARE
NEEDS OF
OLDER
PATIENTS AND
THE QUICK
TURNOVER
POLICY IN THE
ED

ED
CONTEXT/POLICY
AND PRACTICE

(ET2) WE DON’T
DO HOLISTIC
CARE IN ED.

ED
CONTEXT/POLICY
AND PRACTICE

(ET2) WE DON’T
DO HOLISTIC
CARE IN ED
(Positive)

ED
CONTEXT/POLICY
AND PRACTICE
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Significant Statements (SS)

SS6: I don’t think we do old people well here, and by that I mean we
think we can fix them with a pill .. we don’t do holistic care so it is
like any patient that comes into the ED, we deal with them here and
now and don’t think about the outside issues or push them to the
ward and let them deal with it (P8)

SS8: …there is an ethic in our emergency department…that basic
nursing care is not or doesn’t need to happen in this
department… (P11)

Formulated
Meaning (FM)
the complex care need is
where nurses can experience
holistic nursing as a true
(professional) nurse.
FM8: Nurses admit that the
care required by old people is
more than a medical
procedure / issue. It is
‘holistic care’ but nurses
do not think about other
than medical issues or
‘pass the buck’.
FM10: Nurses deny that
basic nursing care is the
role of nurses in ED.

SS9: It is a quick turnover and therefore I don’t need to wash Mrs
Jones .. she can stay wet until she gets to the ward …with bed
block…that can mean (the) person can stay 12 hours overnight in wet
sheets and that does increases the amount of care that person
needs, increases the discomfort, makes them more prone for
them becoming developing a delirium ….and I think that again we
need to get back to basic care (P11)

FM 11: Adverse events can
occur from lack of basic
nursing care.
FM12: Nurses experience
frustration as some nurses do
not see that providing basic
care to old people is their
responsibility (as it requires a
quick turnover in ED). But
nurses realise that they need
to get back to basic care.

SS25: We are not really there as social workers or mediators but
often times you find yourself having to do that … that integration
with the family or .. carers who .. want to get them out of the home or
facility and .. into hospital and you may not see that as necessary. (P2)

FM34: Nurses found that they
are involved in dealing with
social issues that older
person presents.
FM35: Nurses do not see
their role in dealing with
social issues that the older
person presents with.

SS10: … because of the focus on treatments instead of care then
that basic nursing care takes a back seat in the ED. (P11)

FM13: Nurses’ focus is on
treatment and not the care
and providing basic care
becomes of less priority.

Theme Cluster (TC)

TC31: Nurses realise the
mismatch between what
is required (the holistic
care) and what they can
deliver (medical/acute
issues only).

TC32: ED Nurses do not
think basic care is part of
their role.
TC33: Nurses are aware
of adverse events that
can occur from lack of
basic care TC34: Nurses
know that they need to
do basic nursing care.
TC31: Nurses realise the
mismatch between what
is required (the holistic
care) and what they can
deliver (medical/acute
issues only).
TC12: Nursing older
people is not exciting.

TC4: Nurses prioritise
medical care over basic
nursing care.

Emerging
sub theme
(ET)
holistic care, including
basic, social, acute,
chronic, person centred
and relationship centred
care.
(ET2) WE DON’T
DO HOLISTIC
CARE IN ED.

(ET2) WE DON’T
DO HOLISTIC
CARE IN ED

(ET2) WE DON’T
DO HOLISTIC
CARE IN ED

(ET2) WE DON’T
DO HOLISTIC
CARE IN ED

(ET2) WE DON’T
DO HOLISTIC
CARE IN ED

Overarching
theme

ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE
ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE

ED
CONTEXT/POLICY
AND PRACTICE
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Significant Statements (SS)

Formulated
Meaning (FM)

Theme Cluster (TC)

Emerging
sub theme
(ET)

Overarching
theme

SS12:...I .. think .. that ED nurses aren’t there to do the basics
(P12)

FM15: ED nurses do not
think that it is their
responsibility to do the
basic nursing care for their
older patients.
FM16: Nurses do not view
basic nursing care as
important but they do need
to go back to the basics.

TC32: Nurses do not
think basic nursing care
of part of their role.

(ET2) WE DON’T
DO HOLISTIC
CARE IN ED

ED
CONTEXT/POLICY
AND PRACTICE

TC32: Nurses do not
think basic nursing care
of part of their role

(ET2) WE DON’T
DO HOLISTIC
CARE IN ED

ED
CONTEXT/POLICY
AND PRACTICE

FM85: Nurses are
interested in or geared to
focus on acute
presentations.

TC31: Nurses want
medical/acute issues
only.

(ET2) WE DON’T
DO HOLISTIC
CARE IN ED

ED
CONTEXT/POLICY
AND PRACTICE

FM9: Nurses view older
patients as time consuming
as they need their basic
needs met with other
complex care needs.
FM69: The computer is a
significant factor for lack of
care for older people. We
may need to go back and
see the SS about this.
FM58: Nurses are frustrated
that older patients’ care
needs are not met but
missed (or ignored).

TC40: Nurses view basic
care as time consuming.

(ET2) WE DON’T
DO HOLISTIC
CARE IN ED

ED
CONTEXT/POLICY
AND PRACTICE

TC53: Computers
obstruct care.

(ET2) WE DON’T
DO HOLISTIC
CARE IN ED

ED
CONTEXT/POLICY
AND PRACTICE

TC39: Basic care is
missed or ignored.

(ET2) WE DON’T
DO HOLISTIC
CARE IN ED

ED
CONTEXT/POLICY
AND PRACTICE

FM62: Nurses admit that
older patients’ care needs
are not met but missed (or
ignored) due to the lack of
voices for themselves.

TC39: basic care is
missed or ignored.
(busyness)

(ET2) WE DON’T
DO HOLISTIC
CARE IN ED

ED
CONTEXT/POLICY
AND PRACTICE

SS13: …it is not that hard looking after them (older people) it is just
that we need to get nurses to go back to basics and start caring
from the ground up (P12)

SS83: …we have aged care versus acute care still, and emergency
nurses are not specialised to deal with them (older patients). We can
deal with pain, their infarcts but not the long-term stuff as we do not get
the time. (P8)
SS86: …emergency and critical care people just want the acute
injuries and people whether they are old ... are put in the too hard
basket. There is no complex care management given. (P3)
SS7: …I think some people see them (older patients) as more time
consuming as they have those co-morbidities and they are frailer and
need assistance with toileting and mobility and their ADL’s … (P10)

SS67: The computer is looked after more than the patient. The
computer is a big factor (and) you can make a number of excuses but
the computer is the biggest factor for lack of care. (P1)

SS54.. the business of sick people get cared for first.. the older people
get lost in that mayhem that is the emergency department. (P12)
SS58: Ensuring that they (older people) are okay. (do) not just strap
the leg (with the catheter) and send them home .. when (they)
haven’t been walked, haven’t been fed. (P1)
SS55: … they (older patients) come for a very different world than what
we have grown up in, so a lot of the (older) people don’t question
and … will not make a fuss about not getting what they need, so if
there is no one there as advocate for (older patients) then …. it is
easy to push them into a corner because they (older people) are not
complaining then nothing happens for them. (P12)
SS56: I think demented patients particularly don’t receive the right
treatment as again they cannot speak for themselves and there is

FINAL TC9: Nurses found
that older people do not
speak for themselves and
the nurses do not
advocate for them.
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Significant Statements (SS)

Formulated
Meaning (FM)

Theme Cluster (TC)

Emerging
sub theme
(ET)

Overarching
theme

FM68: Nurses cannot begin
caring (nursing) until a
medical diagnosis is made.

TC52: nurses feel
medical diagnosis comes
before caring.

(ET2) WE DON’T
DO HOLISTIC
CARE IN ED

ED
CONTEXT/POLICY
AND PRACTICE

SS1: … it has taken a lot of years to learn different things…..(like)
Just do basics for them as well so if they need to go to the bathroom
to take them and to listen to what they are saying, rather than tell
them. (P1)

FM1: It takes a lot of time or
years of experiences for
some ED nurses to listen to
or to be responsive to older
patients who need to go to
the bathroom and to accept
that it is their role to take
them to the bathroom

TC47: Nurses’ years of
experience impacts on
their care towards older
people.

(ET2) WE DON’T
DO HOLISTIC
CARE IN ED

ED
CONTEXT/POLICY
AND PRACTICE

SS11: ..(driven by) our system where we have to sign off on
treatment and medication …whereas putting a pair of non slip
socks on an old lady? You don’t have to sign off on that, you know
that is just something nice to do; it is not considered a core nursing
duty and yet it helps the person to mobilise safely. (P11)

FM14: Nurses are driven by
and work with the system
that ensures that medical
treatments are provided to
old people. Yet there is no
system that encourages
nurses to provide a nursing
care (e.g. putting a pair of
non-slip socks on an old lady
which helps the person to
mobilise safely).

TC64: Nurses are
affected by the system
that forced them to focus
on acute medical
treatments. There is no
system to support nurses
to provide nursing care.

(ET2) WE DON’T
DO HOLISTIC
CARE IN ED

ED
CONTEXT/POLICY
AND PRACTICE

that lack of recognition that (they are) acting up ... because they are
in pain (but) .. someone hasn’t recognised (P12)
SS65: …it seems that if that diagnosis isn’t established then …no
one knows what to do, so to me the really important thing for elders
to be assessed quickly, for a diagnosis to be made so that caring
can begin. (P11)

FINAL TC 11: Nurses’
practice/care toward older
people is affected by the
years of experiences,
personal attributes, and
the medically driven
system/policy.
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Significant Statements (SS)

Formulated Meaning
(FM)

Theme Cluster (TC)

SS81: ..when I started to educate people on delirium and break it
down, a lot of people became quite interested .. and they got to see
that this is an acute presentation or something that can develop whilst
they are in the ED and that there are things we can do to help
minimise the effects and so people (nurses) did become a bit more
interested. (P3)

FM83: Nurses found
education helpful to
understand the signs and
symptoms that older people
present and develop in ED.

TC24: Nurses want
education in aged care

SS80:…I went into the tea room and asked randomly if they (nurses)
could explain the difference between dementia and delirium to me, and
nobody could. (P3)

FM82: Nurses show a lack
of knowledge with
psychogeriatrics (e.g.
dementia and delirium).

TC16: education in aged
care is not adequate

SS82: .. I think as nurses as we don’t get specific training in the
elderly. We tend to prejudge (older patients) on their personalities ...
(P8).

FM86: Nurses don’t get
specific education about the
older patients.

TC16: education in aged
care is not adequate

SS14: And they (junior nurses) have to do the basics like pressure care
and mouth care and the juniors do not want to. They have to learn that
elderly patients do piddle the bed occasionally and they need to attend
to that. (P14)

FM17: Junior nurses need to
learn and accept the basic
nursing care for their older
patients.

TC57: Junior nurses need
to learn basic care.

SS84: …paediatric or trauma and that’s what the education (in ED) is
based around. It (ED education) is not based Around the aged patient
which is the majority coming through the doors. (P12)

FM88: The focus of ED
education is not based
around the aged patient.

TC16: education in aged
care is not adequate

FINAL TC5: Nurses admit
that they have a lack of
knowledge in caring for
older patients (e.g.
dementia and delirium).
Nurses found education on
aged care useful but they
do not receive specific aged
care education.

Emerging
sub theme
(ET)

Overarching
theme

(ET5) LACK OF
AGED CARE
SPECIFIC
EDUCATION
FOR ED
NURSES

ED NURSES
KNOWLEDGE

(ET5) LACK OF
AGED CARE
SPECIFIC
EDUCATION
FOR ED
NURSES

ED NURSES
KNOWLEDGE

(ET5) LACK OF
AGED CARE
SPECIFIC
EDUCATION
FOR ED
NURSES
(ET5) LACK OF
AGED CARE
SPECIFIC
EDUCATION
FOR ED
NURSES
(ET5) LACK OF
AGED CARE
SPECIFIC
EDUCATION
FOR ED
NURSES

ED NURSES
KNOWLEDGE

ED NURSES
KNOWLEDGE

ED NURSES
KNOWLEDGE
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Significant Statements (SS)

Formulated
Meaning (FM)

Theme Cluster (TC)

Emerging sub
theme (ET)

Overarching
theme

SS17: …sometimes there are procedures you think they (older
patients) would benefit from that (but) they are not given the
opportunity to have (because of their age) (P3)
SS77: …someone comes in with chest pain and they are elderly,
quite often they will end up in a chair not monitored and the 65 years,
55 years old is sitting up in acute one or two monitored, looked at and
cared for. It is as though the older you get the less important it is
to save that person. (P11)
SS75: … the older the person, the more complex and more grey
that area becomes and in turn that leads to lack of care or reduced
care, lack of care or no care, or wrong care. (P11)
SS21: …when I started this job... I suppose a fixed belief that … when
someone gets to a certain age you should let them go, just comfort,
but having talked to these people for the last 10 years, I find that
many elderly don’t want that. They do want treatment and who are
we to play god and say you can’t have that because you are 90
and because there are no clear guidelines, .. choice of treatment
is all left up to the doctors choice as to whether they are
treated… (we) quite often we do get it wrong in how much we do
choose to treat that elderly person. (P11)

FM20: older patients are not
given the opportunity to
have the procedures that
might benefit them
because of their age.

TC1: Older patients are
not given opportunities
for treatment because
of their age.

(ET6) NURSES’
ENCOUNTER WITH
AGEISM IN ED BY
DOCTORS AND
NURSES

ED NURSES
ATTITUDES

FM27: Nurses found that
older patients do have right
to treatment; but choice of
treatment is left with doctors
when there are no
directions/guidelines. This is
challenging for nurses as
they often found that how
much treatment is chosen for
old person does not reflect
this view of older patients.
FM30: Nurses realise that
quality of life is in the eyes
of older people.
FM31: Nurses are concerned
about that older patients may
be deprived from the
treatment they deserve
because of their age when it
comes down to limited health
care resources.

TC5: Nurses aware that
older people do have
the right to treatment
and comfort.

(ET6) NURSES’
ENCOUNTER WITH
AGEISM IN ED BY
DOCTORS AND
NURSES

ED NURSES
ATTITUDES

TC7: Nurses are
concerned that cost of
care is a factor that
affects what treatment
the older person
receives.

(ET6) NURSES’
ENCOUNTER WITH
AGEISM IN ED BY
DOCTORS AND
NURSES
(UNDERTREATMENT)

ED NURSES
ATTITUDES

TC13: older people are
not respected

(ET6)
NURSES’
ENCOUNTER WITH
AGEISM IN ED BY
DOCTORS AND
NURSES

ED NURSES
ATTITUDES

TC14: nurses aware of
negative attitudes
towards older patients

(ET6) NURSES’
ENCOUNTER WITH
AGEISM IN ED BY

ED NURSES
ATTITUDES

SS22: …to us, their quality of life is crap, (but) they (older
patients) still regard their quality of life as quite high … (older
patients are) receiving medical treatment and living longer ... (and) we
are going to have to address who gets that health care dollar.. there
(is) going to be a cut-off point to the elderly …(where older
patients) can’t be treated any longer as you are too old to have
this procedure… (P11)

SS72: And I don’t think nurses see it (nursing older people) as
glamorous, I think they see it as “oh here you go, we have an old
person and we need to change their bum and given them some pills”
and I don’t think the elderly get the respect they deserve. (P8)
SS76: … ageism that is quite often displayed…. by nurses in
particular. I sometimes wonder that whether ageism develops more
as we get older ourselves, as I think it is the older nurses … more
ageist than the younger ones. (P11)
SS78: I have always felt a little bit saddened sometimes by the
way elderly people are treated by my colleagues … and by the
treatment deemed as acceptable by the medical profession. (P3)

FM77: Nurses found that
older people do not get the
respect they deserve.

FM81: Nurses found
uneasy/sad to deal with
other nurses’ negative

FINAL TC1: Nurses admit
that there is a negative
attitude toward older
people in ED. Nurses
experienced that older
patients are not welcome
and nor treated with
respect in ED. Nurses
accept that older people
do have the right to
investigation and
treatment but are not
given the treatment
(procedures) that might
benefit them because of
their age. Nurses are
concerned that cost of
care is a factor that affects
what treatment the older
person receives.
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Significant Statements (SS)

Formulated
Meaning (FM)

Theme Cluster (TC)

attitude toward older people
in ED.
FM79: Nurses found
uneasy/sad to deal with the
treatment choices are
made as appropriate by
doctors.

Emerging sub
theme (ET)

Overarching
theme

DOCTORS AND
NURSES
(NO RESPECT)

SS92: ..I don’t like the fact that there are so many of them (older
patients) as they do take a long time and emergency is really
not the best place for them. They can stay up to eight hours .. they
take up beds and time because we cannot send them home so we
need a process of discharge after hours… (P8)

FM98: Nurses do not like
to see older patients in ED.

SS27: … some people just don’t like working with the elderly as
they find them too complicated and too needy.. (P2)

FM98: Nurses do not like
to see older patients in ED.

SS99: …ED becomes a dumping ground for elderly patients as
they are either too difficult for staff to manage at the nursing
home … so they automatically are going to be in the department all
night until the following morning which just adds to the stress and
anxiety .. and the workload and the routine for the patient as
well. (P3)
SS32: … we have no idea what is going on with them (older patients)
so we have to specialised in that we can’t assume they (older
patients) are grown-ups, but they have the same disease processes
(as younger patients). (P8)

FM103: Nurses feel that ED
becomes a dumping
ground for older patients.

TC21: Nurses feel that
older people are just
left in the ED.

FM70: The best possible
outcome for older patient
is to be getting fast seen.

TC21: Nurses feel that
older people are just
left in the ED.

SS79: Blood pressure is up we give them (older patients) a pill, heart
is racing, we give them a pill, they have an infection, we give them a
pill but we don’t .. investigate the bigger picture an why they are
here or why they have got themselves into that condition… (P8)

FM80: Nurses are
concerned if the treatment
options made by doctors
are in the best interest of
older people.

TC7: Nurses are
concerned that cost of
care is a factor that
affects what treatment
the older person
receives

SS30: …the frequent flyer, and representation again with
representation, and unfortunately it is not always the people that are
really nice. It is the ones that we come across that are very
demanding and sometimes very rude…(P4)

FM42: Nurses do have a
stereotype about the older
patients who make
frequent / repetitive trips to

TC43: Nurses
stereotype older
patients.

TC20: Nurses do not
want to see older
patients in the ED.

FINAL TC10: Nurses do
have a negative attitude
towards older people in

(ET6)
NURSES’
ENCOUNTER WITH
AGEISM IN ED BY
DOCTORS AND
NURSES
(ET6) NURSES’
ENCOUNTER WITH
AGEISM IN ED BY
DOCTORS AND
NURSES
(ET6) NURSES’
ENCOUNTER WITH
AGEISM IN ED BY
DOCTORS AND
NURSES

ED NURSES
ATTITUDES

(ET6)
NURSES’
ENCOUNTER WITH
AGEISM IN ED BY
DOCTORS AND
NURSES
(ET6) NURSES’
ENCOUNTER WITH
AGEISM IN ED BY
DOCTORS AND
NURSE)

ED NURSES
ATTITUDES

(ET8) NURSES’
NEGATIVE
ATTITUDES
TOWARDS OLDER

ED NURSES
ATTITUDES

ED NURSES
ATTITUDES

ED NURSES
ATTITUDES

ED NURSES
ATTITUDES
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Significant Statements (SS)

Formulated
Meaning (FM)

Theme Cluster (TC)

ED as demanding and
rude.

SS26: Multiple presentations of elderly patients .. take up a lot of
time to work up and manage and figure out what their main issue is.
(P2)

FM36: Nurses experience
the multiple presentations of
older people and found it
time consuming.

TC8: Nurses are aware
older patients have
complex needs.
TC22: Nurses feel the
care needs of older
patients are time
consuming.

SS36: (nurse concern of caring for older people is that) .the rush (of
the department) or even ignoring the issues….(nursing) staff
ignore some of the complaints (of older patients) or just brush
over it - it is going to get worse and that’s the problem. (P2)

FM51: Nurses do not
consider or they ignore
older people’s concerns
and this is going to create an
environment of nurses
routinely doing this

TC45: Nurses ignoring
older patients concerns
are causing a culture
for other nurses

SS92: ..I don’t like the fact that there are so many of them (older
patients) as they do take a long time and emergency is really not
the best place for them. They can stay up to eight hours .. they take
up beds and time because we cannot send them home so we need
a process of discharge after hours… (P8)

FM97: Nurses feel that older
patients take up too much
time or space in ED.

TC22: Nurses feel older
patients are time
consuming.

SS2: Sometimes you are lucky, you can strike a nurse that likes
the elderly, but if you strike someone that doesn’t, they tend to just
leave that elderly patient alone (and not assist with any care the

FM2: Not all nurses like the
elderly, and those who don’t
do not engage with the

TC19: nurses are
aware that the ED does
not have facilities to
accommodate older
patients.
TC14: Nurses are
aware of negative
attitudes towards older

ED. They believe that
older people do make
frequent/repetitive trips to
ED and do take up too
much time and space in
ED. This belief (and
attitude) negatively affects
how nurses engage with
older person. For
example, some nurses do
not take time to provide
the care required which is
of concern of other
nurses.

Emerging sub
theme (ET)
PEOPLE IN ED ARE A
REALITY AND IT
AFFECTS THEIR
INTERACTIONS AND
PRACTICE WITH
OLDER PEOPLE IN
ED.
(ET8) NURSES’
NEGATIVE
ATTITUDES
TOWARDS OLDER
PEOPLE IN ED ARE A
REALITY AND IT
AFFECTS THEIR
INTERACTIONS AND
PRACTICE WITH
OLDER PEOPLE IN
ED.
(ET8) NURSES’
NEGATIVE
ATTITUDES
TOWARDS OLDER
PEOPLE IN ED ARE A
REALITY AND IT
AFFECTS THEIR
INTERACTIONS AND
PRACTICE WITH
OLDER PEOPLE IN
ED.
(ET8) NURSES’
NEGATIVE
ATTITUDES
TOWARDS OLDER
PEOPLE IN ED ARE A
REALITY AND IT
AFFECTS THEIR
INTERACTIONS AND
PRACTICE WITH
OLDER PEOPLE
(ET8) NURSES’
NEGATIVE
ATTITUDES

Overarching
theme

ED NURSES
ATTITUDES

ED NURSES
ATTITUDES

ED NURSES
ATTITUDES

ED NURSES
ATTITUDES
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Significant Statements (SS)

Formulated
Meaning (FM)

Theme Cluster (TC)

Emerging sub
theme (ET)

older person requires) (P1)

older person.

patients.

SS4: .. if (nurses) can’t do personal care on four patients in an
eight hour period, then it is a bit sad …..Pressure areas from lack
of care and pressure care on heels from fractured NOFS and older
people end up with urinary tract infections and stuff like that. The
person may need a hand to help with personal care but it is not like
there is no hands around to help them, or a hand to put them on a
commode, or they go home as constipated as what they came
because the nurse did not take the time with the person to get it
sorted before they go home (P1)

FM5: The care provided to
older person is less than
adequate because nurses
did not take the time to
provide the care required.
There are nurses who are
resentful/concerned and
sad about this.

TC14: Nurses are
aware of negative
attitudes towards older
patients.
TC46: Nurses are
concerned about their
colleagues’ attitudes
towards older patients.

SS35: The busyness (of the department). The fact that the elderly
are usually the ones that are missed. They are the ones that are
ignored. They are the ones lying there and people just go “they are
the pains, just ignore them”. (P1)

FM49: Nurses do have a
stereotype about the older
patients as ‘the pains’ due
to ‘the busyness’.

TC48: Nurses attitudes
impact care towards
older people.

SS35: The busyness (of the department). The fact that the elderly
are usually the ones that are missed. They are the ones that are
ignored. They are the ones lying there and people just go “they are
the pains just ignore them”. (P1)

FM50: Nurses admit that
older patients’ care needs
are not met but missed (or
ignored) due to their
negative attitude toward
older patients.

TC39: basic care is
missed or ignored.
(negative attitude)

TOWARDS OLDER
PEOPLE IN ED ARE A
REALITY AND IT
AFFECTS THEIR
INTERACTIONS AND
PRACTICE WITH
OLDER PEOPLE IN
ED.
(ET8) NURSES’
NEGATIVE
ATTITUDES
TOWARDS OLDER
PEOPLE IN ED ARE A
REALITY AND IT
AFFECTS THEIR
INTERACTIONS AND
PRACTICE WITH
OLDER PEOPLE IN
ED.
(ET8) NURSES’
NEGATIVE
ATTITUDES
TOWARDS OLDER
PEOPLE IN ED ARE A
REALITY AND IT
AFFECTS THEIR
INTERACTIONS AND
PRACTICE WITH
OLDER PEOPLE IN
ED.
(ET8) NURSES’
NEGATIVE
ATTITUDES
TOWARDS OLDER
PEOPLE IN ED ARE A
REALITY AND IT
AFFECTS THEIR
INTERACTIONS AND
PRACTICE WITH
OLDER PEOPLE IN
ED.

Overarching
theme

ED NURSES
ATTITUDES

ED NURSES
ATTITUDES

ED NURSES
ATTITUDES
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Significant Statements (SS)

Formulated
Meaning (FM)

Theme Cluster (TC)

Emerging sub
theme (ET)

Overarching
theme

SS37: …you see a lot of chronic problems that the patient has had
for 20 years and they don’t manage it at home, which is why they
represent and represent and represent. That can be frustrating.
(P4)

FM52: Nurses experience
frustration over older people
who do not take
responsibility for their own
health.

TC13: Representations
of older patients are
time consuming and
frustrating.

ED NURSES
ATTITUDES

SS38: Some (older patients) haven’t been seen (by a doctor) for a
long, long time and haven’t been managing themselves for a long
time. And some of them are just over the top and think they are
really sick when in fact they are not. (P8)

FM52: Nurses experience
frustration over older people
who do not take
responsibility for their own
health.
FM53: Nurses do have a
stereotype about older
patients as ‘attention
seeking’.

TC48: Nurses attitudes
impact care towards
older people.

S14: And they (junior nurses) have to do the basics like pressure care
and mouth care and the juniors do not wantto. They have to learn that
elderly patients do piddle the bed occasionally and they need to
attend to that. (P14)

FM3: The length of
experiences among junior
nurses has impact on their
nursing practice of providing
ADLs.

TC47: Nurses’ years of
experience impacts on
their care towards older
people.

SS3: The junior nurses tend to not want to do the ADLs as they
feel it is not their job… the senior staff is very individualised as
to who feels okay about doing basics care and who doesn’t give a bar
about it. (P1)

FM4: It is rather personal
attributes among senior
nurses that have impact on
their nursing practice of
providing ADLs.
FM109: Junior nurses may
not accept that it is their role
to provide ADLs.

TC48: Nurses’ personal
attributes impact care
towards older people.

(ET8) NURSES’
NEGATIVE
ATTITUDES
TOWARDS OLDER
PEOPLE IN ED ARE A
REALITY AND IT
AFFECTS THEIR
INTERACTIONS AND
PRACTICE WITH
OLDER PEOPLE IN
ED.
(ET8) NURSES’
NEGATIVE
ATTITUDES
TOWARDS OLDER
PEOPLE IN ED ARE A
REALITY AND IT
AFFECTS THEIR
INTERACTIONS AND
PRACTICE WITH
OLDER PEOPLE IN
ED.
(ET8) NURSES’
NEGATIVE
ATTITUDES
TOWARDS OLDER
PEOPLE IN ED ARE A
REALITY AND IT
AFFECTS THEIR
INTERACTIONS AND
PRACTICE WITH
OLDER PEOPLE IN
ED.
(ET8) NURSES’
NEGATIVE
ATTITUDES
TOWARDS OLDER
PEOPLE IN ED ARE A
REALITY AND IT
AFFECTS THEIR
INTERACTIONS AND
PRACTICE WITH
OLDER PEOPLE ED.

ED NURSES
ATTITUDES

ED NURSES
ATTITUDES

ED NURSES
ATTITUDES
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Significant Statements (SS)

Formulated
Meaning (FM)

Theme Cluster (TC)

Emerging sub
theme (ET)

Overarching
theme

SS15: I think they (junior nurses) get attuned to the chest pains and
the acute Stuff and the little old lady that is sitting in the bed, patiently
saying nothing … gets missed …and the juniors do not want to do
basic care on the elderly , So they ignore them and their needs. (P14)

FM18: Junior nurses’ focus
is on acute treatment and
not the care needs of older
patients.

TC31: Nurses want
acute/medical issues
only.

(ET8) NURSES’
NEGATIVE
ATTITUDES
TOWARDS OLDER
PEOPLE IN ED ARE A
REALITY AND IT
AFFECTS THEIR
INTERACTIONS AND
PRACTICE WITH
OLDER PEOPLE IN
ED.

ED NURSES
ATTITUDES

SS34: If they have come from home, the family and the information
they provide is invaluable as if I treat this patient and the ambulance
say to me that they are confused or whatever then I wonder if it is a
delirium and start treatment, but if the family come in and say no –
mum has been like this for years, then you know you can actually go
why they are not really here and go down another track. So the
information I can get from the family and the interaction with
family is ? helpful, but it can be a hindrance at some stages also.
(P14)
SS39: I think the relatives are wonderful, but I am thinking nowadays,
there are a lot of fractured families so you
might get three different stories from three different siblings because
they might not get on as well as they used to. (P13)

FM47: Nurses found
helpful when relatives (or
family member of the older
patient) can assist if they
know how the patient is
different from usual.

TC27: Nurses value the
older person’s relatives’
input in the care of the
older person.

(ET9)
FAMILIES CAN
IMPACT ON THE
WORKLOAD AND
ATTITUDE OF THE
NURSE

ED NURSES
ATTITUDES

FM48: Nurses found that
some relatives (or family
member of the older
patient) can also be a
hindrance to the nurse.
FM33: Nurses found it
challenging/difficult in
dealing with the issues that
older person and the family
present.
FM21: Nurses are frustrated
about lack of end of life
planning for older patients.

TC50: Relatives can
interfere with nurses.

(ET9) FAMILIES CAN
IMPACT ON THE
WORKLOAD AND
ATTITUDE OF THE
NURSE
(ET9) FAMILIES CAN
IMPACT ON THE
WORKLOAD AND
ATTITUDE OF THE
NURSE
(ET9) FAMILIES CAN
IMPACT ON THE
WORKLOAD AND
ATTITUDE OF THE
NURSE

ED NURSES
ATTITUDES

FM46: Nurses found that the
relatives/family can be
challenging when they
gather information.

TC16: Nurses found
that dealing with
relatives can be
challenging.

(ET19 FAMILIES CAN
IMPACT ON THE
WORKLOAD AND
ATTITUDE OF NURSE

ED NURSES
ATTITUDES

FM22: ED nurses

TC2: The lack of EOL

(ET9) FAMILIES CAN

ED NURSES

SS24: older person issues can be very problematic and difficult to
solve and the family can make it more difficult. (P2)

SS18: ..end stage elderly … there is no advanced care directives. So
when they present to ED with something really serious we don’t know
how far to really take it. Does this 92 year old lady want to be
intubated? We don’t know, whereas we have to take those steps in
ED to do it all and then the family say no she didn’t want anything like
that. We don’t know that at the acute time and that is frustrating (P4)
SS33: The relative butts in and tells you everything other than what
you need to know (about the older patient). Or tell you what they only
want you to know. (P9)
SS19: ..GPs need to be more active, and the carers and Alzheimer’s

TC42: Nurses found it
challenging to deal with
families

TC2: The lack of EOL
planning is frustrating
and challenging for
nurses.

FINAL TC12
person’s family members
can be helpful at times,
but also problematic due
to the older person family
dynamics. Nurse found
that the interactions with
the older

ED NURSES
ATTITUDES

ED NURSES
ATTITUDES
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Significant Statements (SS)

Formulated
Meaning (FM)

Theme Cluster (TC)

Emerging sub
theme (ET)

Overarching
theme

association need to be more actively discussing with patients,
when they are well and not necessarily when they can’t breathe, and
how far do they want to go and have a family discussion about
it……so we know where we stand when they come in. (P4)

experience a challenge
when there is no
direction/discussion on
EOL treatment planning for
older patients prior to ED
presentation.
FM24: ED Nurses do not
see their role in EOL future
planning.
FM23: ED nurses view the
benefits of advance care
directives for older
patients and would like it
to be done prior to ED
presentation.
FM34: Nurses found that
they are involved in dealing
with social issues that older
person presents.

planning is frustrating
and challenging for
nurses

IMPACT ON THE
WORKLOAD AND
ATTITUDE OF NURSE

ATTITUDES

TC8: nurses are aware
older patients have
complex needs

(ET9) FAMILIES CAN
IMPACT ON THE
WORKLOAD AND
ATTITUDE OF THE
NURSE

ED NURSES
ATTITUDES

FM38: Nurses think the
culture of the emergency
department is task orientated
only.

TC12: Nursing older
people is not exciting

(ET7) NURSES’
NEGATIVE
PERCEPTIONS OF
CARING FOR OLDER
PEOPLE IN ED

FM104: Caring for older
patients in ED add stress,
anxiety and workload of
nurses.

TC14: Nurses do not
like caring for older
patients because they
are too time consuming

(ET7) NURSES’
NEGATIVE
PERCEPTIONS OF
CARING FOR OLDER
PEOPLE IN ED

ED NURSES
ATTITUDES

FM41: Nurses focus on time
and task orientated issues
and experience frustration
when the older person’s
non-medical care needs
hinder their work flow.
FM45: Nurses found caring
for older people emotionally
draining and frustrating

TC14: Nurses do not
like caring for older
patients because they
are too time consuming

(ET7) NURSES’
NEGATIVE
PERCEPTIONS OF
CARING FOR OLDER
PEOPLE IN ED

ED NURSES
ATTITUDES

TC9: Caring for older
patients is time
consuming.

(ET7) NURSES’
NEGATIVE
PERCEPTIONS OF

SS25: We are not really there as social workers or mediators but
often times you find yourself having to do that … that integration with
the family or .. carers who .. want to get them out of the home or
facility and .. into hospital and you may not see that as necessary.
(P2)
SS28: …in a busy ED that is very task orientated and there are time
constraints that sometimes these patients are looked at “oh god you
know, they (older patients) are a pain in the arse”, .. “oh, it is
geriatric ward today”.. they cannot get up and go and shower
themselves and so there is a lot more hands on .. things that you
wouldn’t normally do in the ED. It is seen as getting in the way of
your other tasks. (P3)
SS99: …ED becomes a dumping ground for elderly patients as
they are either too difficult for staff to manage at the nursing
home … so they automatically are going to be in the department all
night until the following morning which just adds to the stress and
anxiety .. and the workload and the routine for the patient as
well. (P3)
SS29: …when you are task orientated and you have things to do,
Mrs so and so is trying to crawl over the bed over the cot sides is not
helping my work flow. (P3)

SS31: With the heavy workload …..it can be very, very
frustrating.. they can be emotionally draining. (P4)

ED NURSES
ATTITUDES

ED NURSES
ATTITUDES
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Significant Statements (SS)

Formulated
Meaning (FM)

Theme Cluster (TC)

due to heavy workload.

Emerging sub
theme (ET)

Overarching
theme

CARING FOR OLDER
PEOPLE IN ED

SS85: ..they (older patients) present a challenge that nurses don’t
want to accept.. It is hard work…actually nursing someone elderly
(and), frail is hard work and it is not particularly specialised
work. It doesn’t take a degree and it doesn’t take a special machine
to do this... It is the type of nursing that is technologically bereft but
very much hands on. (P11).

FM89: Nurses found that
nursing frail older people is
hard work, because it is
very much hands on but not
a speciality and does not
require a formal qualification.

TC17: aged care is not
a specialty

(ET7) NURSES’
NEGATIVE
PERCEPTIONS OF
CARING FOR OLDER
PEOPLE IN ED

SS72: And I don’t think nurses see it (nursing older people) as
glamorous, I think they see it as “oh here you go, we have an old
person and we need to change their bum and given them some pills”
and I don’t think the elderly get the respect they deserve. (P8)
SS73: I think a lot of ED nurses go into ED role because of the
adrenalin rush and you don’t get that (when) nursing older people.
(P12)

FM76: Nurses found nursing
older people is not
exciting/glamourous.

TC 12: nursing older
people is not exciting

(ET7) NURSES’
NEGATIVE
PERCEPTIONS OF
CARING FOR OLDER
PEOPLE IN ED

FM54: Nurses do have
positive views on caring
for older patients

TC28: Nurses have
positive view caring for
older people.

ED NURSES
ATTITUDES

ED NURSES
ATTITUDES

SS74: ED nurses are there to only do the glory bits. (P12)
SS40: I think it is a privilege to look after them (older patients)
and give something back .., they have worked and done a lot in
their life and they are great fun to talk to and they have a lot of
knowledge.. (P2)

TC28: Nurses have
positive experience in
caring for older people.

SS47: ..I think that we undervalue our older population and we don’t
appreciate their experiences as much so I really
enjoy that interaction. (P12)

SS44: (I enjoy) everything (about caring for the older person). I
think it is a recognition and respect of aged people and what
they have brought and shared. It is just maybe doing a little thing
that makes a huge difference to their life...being able to see what they
can’t see…like how about a rail in the shower… you only have to fall
once and it can change their whole life. (P7)

FM55: Nurses do respect older
patients for what they have
done for life time and for their
knowledge in life.

TC28-1: Older patients
are respected by ED
nurses for their
knowledge in life and
contribution to life.

TC6: Nurses realise the
complex care needs of
older people and see the
need to provide holistic
care to older people in the
ED to prevent
deterioration and harm.
Nurses find this
experience as positive
and rewarding.

(ET10) NURSES
VALUE THE OLDER
PATIENT AS THE
PERSON

ED NURSES
ATTITUDES

(ET10) NURSES
VALUE THE OLDER
PATIENT AS THE
PERSON

ED NURSES
ATTITUDES
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Significant Statements (SS)

SS41: A couple of 94 year olds… just loved each other… met in WW1
in a bomb shelter ..I love their stories. …when you get talking to
them (older patients) and you learn what they have done with
their lives and where they have been and what they are doing now…
(P3)

Formulated
Meaning (FM)

Theme Cluster (TC)

FM56: It is important for
nurses to get to
know/understand older
patients as a person (or at
personal level).

TC29: Nurses see the
importance of seeing
the older person as an
individual or person.

Overarching
theme

(ET10) NURSES
VALUE THE OLDER
PATIENT AS THE
PERSON

ED NURSES
ATTITUDES

(ET10) NURSES
VALUE THE OLDER
PATIENT AS THE
PERSON

ED NURSES
ATTITUDES

(ET10) NURSES
VALUE THE OLDER
PATIENT AS THE
PERSON

ED NURSES
ATTITUDES

TC7: Nurses see the
importance of seeing the
older person as an
individual or person.
Older patients are
respected by ED nurses

SS46: the ambos brought in this little old Scottish lady one night who
can remember in London during the blitz, but prior to that she can
remember (herself) as a five year old holding her mother’s hand
standing in 1914 watching the German zeppelins come over. (P9)

SS68: …. give them (older patients) a one (a high triage category)
and get them out of here, not because we don’t want them but
because it is the best possible outcome for the patient to be
getting very fast seen. (P4)

Emerging sub
theme (ET)

for their knowledge in life
and contribution to life.

FM70: The best possible
outcome for older patient
is to be getting fast seen.

TC21: Nurses feel that
older people are just
left in the ED.

SS68: …. give them (older patients) a one (a high triage category)
and get them out of here, not because we don’t want them but
because it is the best possible outcome for the patient to be
getting very fast seen. (P4)

SS42: Just constantly reminding people (nurses) that this could be
your mother, your grandmother, your relative .. and how you
would treat them (older people) as one of your family. (P3)
SS43: Their stories. I love their stories. (P4)
SS45: (Older patients) have great personalities. I think that when
you realise where they have come from…they are probably similar
to some younger people…..remind that they (older people) are sexual
beings (also). (P8)
SS48: ..love hearing their stories. I just wish I had more time. (P13)

FM57: It is important for
nurses to view older
patients as an individual.

TC29: Nurses see the
importance of seeing
the older person as an
individual or person.
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