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ABSTRACT

As healthcare faces a critical shortage of qualified nursing staff, the ageing nursing
workforce is further challenged as the ‘Baby Boomer generation approaches
retirement age by 2010. While current retention strategies are focused on recruitment,
little is known about the reasons for the end of career nurses’’ (EOCNs’) premature
retirement or their resilience to remain in the profession. For the purpose of this
thesis, the term EOCN is defined as registered nurses aged from 45 years and above,

regardless of their length of service in the profession.

The purpose of this research is to explore factors that influence EOCNSs’ decisions
regarding their workforce participation. The context of this research is within an acute

tertiary hospital in Brisbane, Queensland.

The following research questions emerged from a synthesis of the literature. These
questions focused the conduct of the study:
1) How do workplace environmental factors influence the EOCNSs’ decision
regarding workforce participation?
2) How do leadership factors influence the EOCNSs’ decision regarding
workforce participation?
3) How do personal and professional recognition factors influence the EOCNSs’
decision regarding workforce participation?
4) How does a balance between effort and reward influence the EOCNS’

decision regarding workforce participation?

Given the focus of this thesis, an interpretive approach was considered appropriate.
Within a constructionist epistemology, symbolic interactionism has been adopted as
the lens to inform the theoretical perspective of this study. The methodology adopted
is case study. Data were collected from 218 participants (Registered Nurses (RNs)
aged 45 years and over) through surveys, focus groups and in-depth semi-structured

interviews.

' End of Career Nurses (EOCNSs): Registered nurse aged 45 years and over, regardless of their length

of service in the profession.



Three major conclusions drawn from this research contribute to new knowledge,

practice and policy.

Contributions to new knowledge highlight the pivotal role that leaders play in the
development of a shared and nurturing workplace culture which considers the work
satisfaction and personal recognition of staff. However, in the absence of leadership
support, staff found personal and professional friendships a strong motivator to
remain in the organisation. Effort and reward balance was a critical aspect in the
achievement of work satisfaction. This study highlights the complexities and diversity
of effort factors together with specific reward components which leaders should

honour in order to optimise a balance between effort and reward.

Contributions to practice illuminate the commitment of the experienced nurse to
support their colleagues in the workplace. The commitment to support collegues may
become a reality when relevant professional development programs are accessible in
order to maintain contemporary skills. In addition, a shared learning culture in the
workplace fosters recognition and celebration of exchange of knowledge. Physical
working conditions such as heavy workloads were also found to compromise health
and wellbeing of staff. This situation has implications for leaders in the review of work
practices and job design in order to promote an environment that fosters and

supports a safe and healthy workplace.

Finally, contributions to policy identified a lack of organisational policy which is
sensitive to the older worker. Leaders and policy developers need to support an age
sensitive culture which reflects the principles of antidiscrimination, a safe and healthy

environment, and pre-retirement planning opportunities.



ACRONYMS

ABS Australian Bureau of Statistics

AIDS Acquired Immune Deficiency Syndrome
AIHW Australian Institute of Health and Welfare
AIN Assistant in Nursing

ANF Australian Nurses’ Federation

BPF Business Planning Framework

CN Clinical Nurse

CNC Clinical Nurse Consultant

EDNS Executive Director of Nursing Services
EN Enrolled Nurse

EOCN End of Career Nurse

ERI Effort—Reward Imbalance

GFC Global Financial Crisis

HIV Human Immunodeficiency Virus

ICN International Council of Nurses

KPIs Key Performance Indicators

NFR Not for Resuscitation

NM Nurse Manager

NO Nursing Officer

NSIs Nurse Sensitive Indicators

NUM Nurse Unit Manager

PDA Professional Development Allowance
QH Queensland Health

QNU Quennsland Nurses’ Union

RN Registered Nurse

SPSS Statistical Package for Social Sciences (version 16.0.1 for Windows)
TOIL Time off in Lieu

TTRP Transition to Retirement Program
WHO World Health Organization

Vi



TABLE OF CONTENTS

CHAPTER ONE: THE RESEARCH IDENTIFIED ....ccccoooiiiitiiiteesce et 1
11 INTRODUCTION ...tutieeiesieestee sttt r et s s e b e b et et e et e e e R e e Rt e e e e e s e nr e nm e e nr e e nneeneanns 1
12 RESEARCH CONTEXT .uttiuttitetittesteesteeteestesteesteesteesteesteaseesseesseesseesbeenbeasbeasbesbeesbeesbeesbeesbeaneeaneesneenseenseenns 3
1.3 THE RESEARCH DESIGN ...iutiiitieitie ittt sttt sttt ettt sttt ste e te et se e sbeesbeebeenbe e s benbeesbeesbeenbeeeeannas 7
14 SIGNIFICANCE OF THE RESEARCH .....tiitiiitiiitieitee sttt sttt ettt et sibe st e st e beesbeabesssesaeesaeenbeanbeenbesssenieens 9
15 THE OUTLINE OF THE THESIS ...tteitieiteeitee ettt sttt sttt et et ssb st st este e sbe e sae s ee e e sae e sbeenbeebeenbeasbesnnenneen 10

CHAPTER TWO: DEFINING THE RESEARCH PROBLEM .......ccccciiiiiiiesee e 12
21 CONCEPTUALISING THE RESEARCH PROBLEM. .....ccettitiiieieesiee st ettt sre e e s sneenne e 12
2.2 PERSONAL CONTEXT ..uttittateaueesteiterestestessesseessesseabesbesbeabe s st es e e e b e sbeah e e bt e bt es e et e b e b eren bt eaeeb e e nn e b e nneanenns 14
2.3 INTERNATIONAL NURSING SHORTAGE .....cuviutiiiitistesieateeseesie e ssestesresse st essessesnesnesnesse s eseeseenneneesnensesns 16
24 QUEENSLAND HEALTH AND STUDY SITE (LOCAL) CONTEXT ..cuvitiiieriiienieiniesieisie s 27
25 THE RESEARCH PROBLEM DEFINED ....ccttiiiiiiiiiitsieestee st esiessiestee st steesteesaesaessessseesseesbeenbeensesnsesssessenns 34

CHAPTER THREE: LITERATURE REVIEW .....ccooioiiiicesse et 36
3.1 INTRODUGCTION ...tiiutiittesteesteestee et siee st sme e st et esseese e b e sbe e bt e ee e se e s he e ehe e bt e b e en s e e s e e e b e e nbeenbeeneenneaneesneenneenns 36
3.2 WORKPLACE ENVIRONMENT ....c.ttitieiiteiesee et ste st et esne s sseesteesteesreesneseesseesneesneesneeneenneennensnenneens 41
3.3 LEADERSHIP ...ttt sttt ettt bttt h et e bbb b e e e s e Rt e Rt Rt R b e R e b e R R R R R e e nn e n R ane s 59
34 PERSONAL AND PROFESSIONAL RECOGNITION ......cuvtiuririeerreesieesreeresee e sneesneesneere e sneesneesneesnesnnesnnes 74
35 EFFORT AND REWARD BALANCE .....ccuviitiiiiie ittt sttt ettt st et steesteate e sneesbeesbeebeenbesseesreens 90
3.6 (6] N o1 W U] Lo F TSRO 97

CHAPTER FOUR: DESIGN OF THE RESEARCH........cccctiiiiinieti ettt nenas 101
41 INTRODUGCTION ...tiutiiutietiesteesteesteeste st ieesse e sbe e beas b e esbeehe e st e e ebe e nbe e be e abesae e ehe e ebe et e en bt as b e et b e sbeenbeenbeeneannas 101
4.2 THEORETICAL FRAMEWORK ......ttitiiiiiiitaieesteesseeseessesssesteesteesteesnessnessessseeaneenseanneesnessnesreenreesneennesnnes 101
4.3 RESEARCH METHODOLOGY ....viitietiestiasressiesteesieesteassessesssesssessseaaseesseassesssessesssesssesssessnssnesssesssessseenns 106
44 P A RTICIPANTS ...tttk ettt ettt r bbbt s et h ek bRt h e s e et bt b eR e b e Rt e s b e et b e bt eh e e ke e bt e s renn e b e b nne s 110
45 DATA GATHERING STRATEGIES ...c.ttitiitiitietieeete st sresie st esae st an st sse s s e et an et sbtabe e e ennenneane e 113
4.6 ANALYSIS OF DATA ..ottt sttt ettt sttt ettt h et b et e e beente e he e sbe e ebe e bt enbeenbeebbesbeesbeenbeeteaneas 124
4.7 VERIFICATIONS ...tteutieuteettesteesteesteesteeeeaseesseeaaeesbeenbeasbeasbesbeesbeesbe e beameeaseeeheeebe e beenbeenbenbbenbeenbeenbeeteannes 135
4.8 ETHICAL ISSUES ...ttt bttt b bttt b e b e b e e nbe e ebe e ee e e saeeeneenbe e 137
4.9 SUMMARY OF RESEARCH DESIGN .....ciitiiitiiitieiiee ittt ettt ettt sttt e sae b b nnesseeniee 140

CHAPTER FIVE: SURVEY FINDINGS .........ccii ottt 143
51 DEMOGRAPHICS AND END OF CAREER NURSES” EMPLOYMENT HISTORY .....coivieiiiiiiiie e 144
5.2 VWORKPLACE ENVIRONMENT ....cutttiateittetietete st sttt sse et et nae st she et et s e see st bt abe st esee e e nnennesnenns 146
53 LEADERSHIP ...ttt sttt etttk bbbt e bbbt bbb e b b e R AR SR ke e R Rt Rt h b e e n e re e 152
54 PERSONAL AND PROFESSIONAL RECOGNITION ... .ceitietietiatiasiiesieesieesteeseeseesneesneesseesseessesssesssessesssenss 157
5.5 BALANCE OF EFFORT AND REWARD ......cuiitiiiiiiitie ittt sttt sttt sbe ettt sseesbeesbeesbeesbesne e e saeesneenne e 163
5.6 OPEN-ENDED RESPONSES ... ueitteutiatttatiesteesteesteesteatesisesaeesseasbeesbessbesbeesbeesbeaaseaseesaeeasteaaeabesnbessnesieans 166
5.7 SUMMARY OF SURVEY FINDINGS ......utittiitieiteeiteeiteseesieesieesseeseessesssesteestessreassesnessnessnessneennessnessnessenns 171
5.8 SELECTION OF FOCUS GROUPS AND INDIVIDUAL INTERVIEW PROTOCOL......cceiviiiiiniienieeneenesinenieens 171

vii



CHAPTER SIX: FOCUS GROUP AND INTERVIEW FINDINGS........c.cccoiiiiiinieieee 172

6.1 T2 L0 ] n 1T ox 1 o] N ST 172
6.2 RESEARCH QUESTION L.....iiuiiitiiitieiieie ettt sttt sttt b et s et st e b e sbe e te et e e sneenneenbeenns 175
6.3 RESEARCH QUESTION 2.....utiiiutititeesteesteesbesastaestesstassssee s taeasbeeasteesnbesasteeanbeessbaesnseesnteasnbeeanteennsenans 184
6.4 RESEARCH QUESTION 3.....itiiitiiiieesiteesieeste e tee s bt s s taessae e s e e asbe e s st eanbe e s teeanae e s s e e enbeesnteesnbeeanteennbeeans 192
6.5 RESEARCH QUESTION 4......tiiitii it st siee st tee sttt sttt st et esabe et esnbe e s be e s nbe e s nbeennbeeanbeennbeeans 204
6.6 [O70] N[0 MU L] Lo F PRSPPI 221
CHAPTER SEVEN: DISCUSSION OF THE FINDINGS ......ooooi ittt 223
7.1 TN =0 10 (0] 223
7.2 LEADERSHIP IMATURITY 1ettiiiiiiiettttiit i e et seibttt et s e e s s etbtb ittt s e s s sebbbb e et s eessesaatbesesesssessabbbassasssssbbbasasasssssasres 224
7.3 LEVELS OF COMMITMENT TOWORK .....tttiiiiiee ittt e e s e sttt s e e s s e st a it e s e e s s e st b aa s s e e s s s sabbbanaeasssssnres 231
7.4 R0 o] 1 I OF Y i Y TR 237
7.5 1Y 17N on 0] = O 7 N L] =TSR 242
7.6 CONSIDERATIONS OF THE OLDER WORKER. ... ..uttiiiiiiiiiiiiiiriieeeessiiiirsies s e s s ssibasesssessssssssasssesssesssssenes 245
1.7 BALANCING DECISIONS. ..1tiiiiiiiiittttiett e et ieibtiee e e e et seibbbee s e e s s s e sabb b e et s e e s s s sbb b e seeeessssbbbaaeeeessssbbbaseeeesssssres 252
CHAPTER EIGHT: CONCLUSIONS AND RECOMMENDATIONS......coooii e 258
8.1 THE PURPOSE OF THE STUDY ..veiiiittiiiiiteieeeitieeeseteeessteeessstbesssasaessssabesessssaesssassessssssesesssssesssassesssssens 258
8.2 RESEARCH DESIGN......uuutiiiiiiiiiiiiiiiie e e e s seitttie e s e e s s et et e s e e s s asabb b e et s eessesbbbeteseessesabbaassesssssabbbasasasssssasres 258
8.3 LIMITATIONS OF THE RESEARCH ..vvviiiiiiiiittiiti e e et ettt e e e st e sttt et s e e s s e saatb e et s e e s s esaabbaassasesssabbbasasasssssasres 260
8.4 RESEARCH QUESTIONS ADDRESSED.......tteitttistteiteeiiessseessesssesssessssessssssssessssessssessnssssssessssessssesans 261
8.5 CONCLUSIONS OF THE STUDY .titiiiiiiiiitiiiiie e s e iitbeii e e s s s s sbbbatt s s s s s s sabbabaessesssasbbabasssesssabbbbaassesssaaatbanes 264
8.6 RECOMMENDATIONS ...utttttitteesietbtteee e e et ieibtree e s e et sasbbtbeesseessasabbbaeeseessasaabbaseseessssaabbaaeeeeesssbbbasaseeesssastes 267
REFERENGCES ... oottt ettt et ettt e e ettt e e s st e e s eab b e e e s b e e e e s shbe e e s asbaesesabeseesbbeeesasbaesesabenesssrbaneas 270
PN o o N ] O s SRR 292
APPENDIX A: REGISTERED NURSES WORKFORCE DECISIONS SURVEY .....ccccuutiiiieiiiiiiriiii e s sesisiies s e e s s esassveens 292
APPENDIX B: HUMAN RESEARCH ETHICS COMMITTEE APPROVAL FORM ....vvviiiiiiiiiiiiiiiiie et 301
APPENDIX C: RBWH HSD ETHICAL APPROVAL LETTER ..utiiiiiiiiiitiiii ettt sibbban s e eababaee s 303
APPENDIX D: PARTICIPANT INFORMATION LETTER FOCUS GROUP ....ccccoiiiiiiiiiiiee ettt eivabaae s 306
APPENDIX E: PARTICIPANT INFORMATION LETTER INDIVIDUAL INTERVIEW ...cviiiiiiiiiiiiieieeseciiiiiee e sesinnveeens 311

viii



TABLE OF FIGURES

FIGURE 1.2:1 QUEENSLAND HEALTH: HEALTH SERVICE DISTRICTS ..uvtiiiiiieitiesiiieesiee s sieessseessinessseessineesseesssnesssnnssens 6
FIGURE 2.1:1 CONCEPTUALISATION OF THE RESEARCH PROBLEM. ....ccitiiiiiiiiiiiie et eie ettt see e 13
FIGURE 2.4:1 SUMMARY OF VACANCIES AND RECRUITMENT OPTIONS 20082009 ........cccccviiinierieieeneeie e 29
FIGURE 3.1:1 CONCEPTUAL FRAMEWORK FOR THE LITERATURE REVIEW .....cccuiiiiiiiiiieniienieeiesre e 39
FIGURE 3.5:1 EFFORT—REWARD IMBALANCE ........citiiiieitiiteste sttt sr bbbt sbean bbb e e an et nneas 93
FIGURE 4.5:1 STAGES OF DATA GATHERING STRATEGIES.....cttitiitiiuieireiinresiesresiesseeseessese s sne s sneasesseenesessneseenns 115
FIGURE 4.6:1 INTERACTIVE PROCESS OF DATA ANALYSIS ..cuiiitieitieiieiieaeesieesieesteeiesstesseesteestessteaseesnsesneessessseenns 127
FIGURE 5.1:1 TIMING OF INTENTIONS TO LEAVE THE STUDY SITE AND LEAVE NURSING .....ccceerviriiiieiienieenieenne 146
FIGURE 7.7:1 CONCEPTUAL VIEW OF FINDINGS .....ceittettaitistiesieesieestessteaeesieesteesseesesssesssessesstesstesssesssesnsesssssseenns 257

TABLE OF TABLES

TABLE 3.1:1 SEQUENCE OF THE LITERATURE REVIEW .....ciiiititiiiiiee ettt e sibbare e s e e sbbbbae s s e s s ssabaabaesseesssanabaess 40
TABLE 3.5:1 OPTIONS OF WORKFORCE PARTICIPATION .....ecuvtiuriiteesteesteereesresssesseesieesieessesnnsssesssessneesseansesssessnesseens 90
TABLE 4.2:1 RESEARCH FRAMEWORK .....ctitiitiatiaiieiie sttt sse sttt st ab bbb e nnean bbb e se e e e ne e ane e 102
TABLE 4.4:1 RESEARCH PARTICIPANTS . ...cttitteuriesrestee st see st st ame e ameen e ss e nn e nmeenreenneenne e e anesaneenneenne e 112
TABLE 4.5:1 FOCUS GROUP SCHEDULE .....cuutitietietiestiesteesteesteesteatesseeaseesseesseenseansesssesssessesssesssesssesnsssnsessesssesssesnns 118
TABLE 4.5:2 IN-DEPTH SEMI-STRUCTURED INTERVIEW SCHEDULE .....c.uviittiitietieieeiiesiiesieesieesiesseeseesneesneesneesseenne 121

TABLE 4.5:3 SUMMARY OF ADVANTAGES, LIMITATIONS AND STRATEGIES TO ADDRESS LIMITATION OF

DATA COLLECTION METHODS. . .0ttutttitttateessteesseessisssssesssbsssssesssssssssessstsssssessssssssssssssssensesssssssssenssens 123
TABLE 4.6:1 DATA COLLECTION AND ANALYSIS STAGES .. ..icitttitriesietsiireasseeesiessssesssiessssesssiessssessssessssessssessssessns 126
TABLE 4.6:2 STAGE ONE INTERPRETATION OF RESPONSES FROM EXPLORATORY STAGE ....ccovvviviiriieieeenereneeens 129
TABLE 4.6:3 EXAMPLE OF INTERPRETING DATA ..ottt sttt ste ettt ste et sneennnenne e 133
TABLE 4.8:1 DATA GATHERING AND ETHICAL CONCERNS AND CONSIDERATIONS ... .ccoiviiiiieeireeesieeenreessiessnaneans 139

TABLE 4.9:1 OVERVIEW OF RESEARCH DESIGN AND ITS RELATIONSHIP TO THE FOUR RESEARCH

(011 =551 i (0] N T PSPPSRI 141
TABLE 5.1:1 MATRIX OF RESEARCH QUESTIONS AND SURVEY ITEMS ....coiiiiiiiiiieiiie e siee s siee s stes e s siea e 143
TABLE 5.1:1 SUMMARY OF DEMOGRAPHIC AND EMPLOYMENT FINDINGS (N = 218).....ccceiiviiiiieecreieceecie e 145
TABLE 5.2:1 WORKPLACE ENVIRONMENT ITEMS RANKED ACCORDING TO LEVEL OF AGREEMENT ......ccovvviivnene 147
TABLE 5.2:2 FACTOR ANALYSIS OF THE SEVEN WORKPLACE ENVIRONMENT ITEMS IN QUESTION 1 ......cceceuvene 148
TABLE 5.2:3 FACTORS EXTRACTED FROM THE SEVEN WORKPLACE ENVIRONMENT ITEMS......cciviiriieiiesireneeenns 149
TABLE 5.2:4 GROUP STATISTICS: GENDER AND THE THREE WORKPLACE ENVIRONMENT FACTOR SCORES........ 149

TABLE 5.2:5 STATISTICAL TESTS OF GENDER DIFFERENCES IN THE THREE WORK ENVIRONMENT FACTOR

RS0l 2 =1 T PSPPSRI 150
TABLE 5.2:6 GROUP MEANS (AND STANDARD DEVIATIONS) OF FOUR AGE GROUPS ON THREE

WORKPLACE ENVIRONMENT FACTOR SCORES ....ciiiviiiiisiiiiesiiessiieesieessieesssesssiessssesssiesssessssessssesans 150
TABLE 5.2:7 ANALYSIS OF VARIANCE OF AGE DIFFERENCES IN THE THREE WORKPLACE ENVIRONMENT

Yo 0] T PP P PR PPUPPRTPR 151



TABLE 5.2:8 WORKPLACE ENVIRONMENT FACTOR SCORES AND CURRENT EMPLOYMENT (FULL-TIME OR

PART-TIME) ittt ettt etk b etk h e ek h e e b e bt ekt e bbbt e b e eb e e b e et e abe et e ebe e 152
TABLE 5.2:9 T-TESTS OF THE DIFFERENCES BETWEEN FULL-TIME AND PART-TIME RESPONDENTS” SCORES

ON THE THREE WORKPLACE ENVIRONMENT FACTORS. ....uvtiiiiiiiiesiieiieesreesseesneesniesssessssessneeans 152
TABLE 5.3:1 LEADERSHIP ITEMS RANKED ACCORDING TO LEVEL OF AGREEMENT ....ccvviviiiiiieiiriesiiesssieessiessseeans 153
TABLE 5.3:2 FACTOR ANALYSIS OF THE EIGHT LEADERSHIP ITEMS ARRANGED BY LEVEL OF AGREEMENT ....... 154
TABLE 5.3:3 GROUP STATISTICS: GENDER AND THE TWO LEADERSHIP FACTORS......ccuviiiiiiiiiiiiie s siee s sien s 155
TABLE 5.3:4 GENDER DIFFERENCES IN THE TWO LEADERSHIP FACTOR SCORES ......ccvevierieerieeieneeeseesseeseeenseenes 155

TABLE 5.3:5 GROUP MEANS (AND STD DEVIATIONS) OF AGE GROUPS AND THE TWO LEADERSHIP FACTOR

T 0T0] = =1 155
TABLE 5.3:6 ANALYSIS OF VARIANCE OF AGE DIFFERENCES IN THE TWO LEADERSHIP FACTORS........ccceeeeunee... 156
TABLE 5.3:7 LEADERSHIP FACTOR SCORES AND CURRENT EMPLOYMENT (FULL-TIME OR PART-TIME)............. 156

TABLE 5.3:8 T-TESTS OF THE DIFFERENCES BETWEEN FULL-TIME AND PART-TIME RESPONDENTS’ SCORES

ON THE TWO LEADERSHIP FACTORS. ...vtiiitiiitiiesitiesiieesirtesiteessbaessessssessssessssessssesssnessssessssessssessnessns 157
TABLE 5.4:1 PERSONAL AND PROFESSIONAL DYNAMIC ITEMS ARRANGED BY LEVEL OF AGREEMENT .......ccveune 158
TABLE 5.4:2 FACTOR ANALYSIS OF THE FIVE PERSONAL AND PROFESSIONAL ITEMS RANKED BY THE

MAGNITUDE OF FACTOR LOADINGS .....uvteiitieiiieesitiesiieesiteesitee sttt e siseessbeessseessbeessseessbessnneessnessnsesssnens 159
TABLE 5.4:3 GROUP STATISTICS: THE PERSONAL AND PROFESSIONAL DYNAMIC FACTORS BY GENDER ............ 160
TABLE 5.4:4 GENDER DIFFERENCES IN THE TWO PERSONAL AND PROFESSIONAL RECOGNITION FACTOR

RS0l 2 =1 T PSPPI 160
TABLE 5.4:5 GROUP MEANS OF AGE GROUPS AND THE TWO PERSONAL AND PROFESSIONAL DYNAMIC

FACTOR SCORES ... ittiittiesitee sttt ettt sit ettt b ettt e bt s b e e s bt e e b e e s b b e e s bb e e s b b e e e bbeeneb e e anbeennbe s 161
TABLE 5.4:6 ANALYSIS OF VARIANCE OF AGE GROUP DIFFERENCES IN THE TWO PERSONAL AND

PROFESSIONAL DYNAMIC FACTORS. ....eiittiiiiiiiiee ittt ettt sttt et e bt a e b et e nne e ntneennee e e 161
TABLE 5.4:7 HOMOGENEOUS SUBSETS ...1ettteittteitieeitreesteeesiseasseeestseassesassssanssssssssanssssssssasssssssssansessssessnsessssssssesans 162
TABLE 5.4:8 PERSONAL AND PROFESSIONAL DYNAMIC FACTOR SCORES AND CURRENT EMPLOYMENT

(FULL-TIME OR PART-TIME) ...t iuteutetete ittt sttt este st be bbbt e s be st s be st bt st et ene e e e nbeseesaeneas 162
TABLE 5.4:9 T-TESTS OF THE DIFFERENCES BETWEEN FULL-TIME AND PART-TIME RESPONDENTS’ SCORES

ON THE TWO PERSONAL AND PROFESSIONAL DYNAMIC FACTOR ...cvviiiieiiieiiiesiiesiessieesniessnee e 163

TABLE 5.5:1 RESPONSES TO FOUR EFFORT AND REWARD ITEMS RANKED ACCORDING TO LEVEL OF

AAGREEMENT ...ttitteteesteesteeseesteesteesteeseeaseeaseeaseesseesseenseassees e aseeaseesaeesteeeeeneeaneeaneeaneenseenseensennsnnnennsenns 163
TABLE 5.5:2 GROUP STATISTICS: GENDER AND THE EFFORT AND REWARD FACTOR......ccciiveiieiiriie e sereneeens 164
TABLE 5.5:3 GENDER DIFFERENCES IN THE EFFORT AND REWARD FACTOR SCORE ......cccviiiiiiiiieeiieeeniie e 164
TABLE 5.5:4 EFFORT AND REWARD: AGE GROUP MEANS ON EFFORT AND REWARD .....cccooivieiiieiiieeenieesiieeenineans 164
TABLE 5.5:5 ANALYSIS OF AGE DIFFERENCES IN THE EFFORT AND REWARD FACTOR ....vvviiviiiiiieiiiie e csiin e 165

TABLE 5.5:6 EFFORT AND REWARD FACTOR SCORE AND CURRENT EMPLOYMENT (FULL TIME OR PART

TABLE 5.5:7 T-TESTS OF THE DIFFERENCES BETWEEN FULL-TIME AND PART-TIME RESPONDENTS’ SCORES

ON THE EFFORT AND REWARD FACTOR .....vviiiitiie e ctieeeeete e ettee s ettee e s e tte s s eeaaee e s saveeessbaeeesnreeessnnes 166
TABLE 5.6:1 THE NUMBER OF RESPONSES FOR DESCRIPTIVES FOR THE OPEN RESPONSES .......ooeveveeieiveeee v, 166
TABLE 5.6:2 WHAT ARE THE MOST IMPORTANT INFLUENCES ON YOUR INTENT TO REMAIN IN NURSING? ......... 167



TABLE 5.6:3 WHAT ASPECTS OF THE WORKPLACE ENVIRONMENT NOT ADDRESSED IN THIS SURVEY DO

You CONSIDER IMPORTANT TO RETAINING NURSES LIKE YOURSELF? .......ccciiveiivieiieesieesnieesneeans 168
TABLE 5.6:4 WHAT ASPECTS OF PROFESSIONAL RELATIONSHIPS NOT ADDRESSED IN THIS SURVEY DO

You CONSIDER IMPORTANT TO RETAINING NURSES LIKE YOURSELF? ...cccvvviiiiiiiieiieesieesnieesnne s 169

TABLE 5.6:5 ADDITIONAL COMMENTS ON ISSUES WHICH MAY BE INFLUENCING YOUR EMPLOYMENT IN

LU= | N PSPPSR UPPRTRRN 170
TABLE 6.1:1 PARTICIPANT NURSING CLASSIFICATIONS AND TERMINOLOGY ....cvviitiiiiieaieessinssnsesssiessssesssiessssensns 173
TABLE 6.1:2 KEY THEMES FROM DATA ANALYSIS ...vveitieieeiteeieeeieaeesseesseesssesssessesssessssssesssesssesssnsssssnssssessssesseenes 174
TABLE 7.1:1 ORIGIN OF KEY ISSUES AND RECONCEPTUALISING OF ISSUES THROUGH THEMES ......cccvvvvererennnene 224

Xi



CHAPTER ONE: THE RESEARCH IDENTIFIED

1.1 Introduction

Identification of the potential problems associated with end of career nurses
(EOCNs)? premature retirement from the healthcare workforce led to this research
study which addresses the question: What are the factors that influence EOCNSs’
decisions regarding workforce participation? While minimal attention has been given
to the retention of the experienced and older nurse, the research has identified a
trend in retirement between 50 and 55 years (Schofield, 2007), however there is
scant research documenting the reasons for this phenomenon. With approximately
46% of Queensland permanent public service employees aged over 45 years in 2008
(Office of the Public Service Commissioner, 2008), there may be an impact on
workforce numbers when the older nurses begin to retire. If the trend to retire
between 50 and 55 years continues among older nurses, then there are at least two
potential negative outcomes. First, it is very likely that there will be a decline in the
overall quality of healthcare, because of the paucity of educated and experienced
nursing staff. Secondly, the education of new staff may be impeded because older
nurses are unavailable to share their skills and organisational knowledge®. Such an
ominous prediction invites further exploration. Consequently, this thesis focuses on
the exploration of the factors that influence EOCNSs’ decisions regarding their

workforce participation.

This chapter will explain the impetus for the study, define the EOCN, research

context, research design, significance of the research and outline of the thesis.

Impetus for this study

| had observed older nurses’ increasing workloads with limited acknowledgement or
utilisation of their skills and organisational knowledge in my workplace. This is a
disparity, as the organisation struggled to meet staffing requirements with a lack of

qualified nurses, however the older and often more experienced nurses received little

2 End of Career Nurse: Registered nurse aged 45 years and over, regardless of their length of service
in the profession.
3 Organisational knowledge: A distinct attribute of an organisation that is different and distinguishable

from the knowledge of individuals (Calo, 2008).
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recognition for their contribution. Further, there was minimal attention given in both
the study site and the literature to the retention of this experienced nurse who is likely

to be contemplating their retirement.

| have been a registered nurse (RN) for approximately 30 years, and have practised
in clinical, management and educational environments. Over the past 12 years, my
role has been in nursing education within the study site. As an older nurse, |
recognised that these issues could contribute to job dissatisfaction and ultimately

resignation of this group.

One major responsiblity of the nurse education team is the strategic planning and
delivery of professional development opportunties to some 3060 employed nurses,
ranging from assistants in nursing to Nursing Officers (NO) Grade 3 to 9. A
component of building capacity in the nursing workforce has been targeted towards
new RN graduates through the use of a preceptorship model* by a nominated group

of experienced and purposefully prepared nursing staff.

The preferred selection of younger nurses to perform the preceptor role is seen by
older and more experienced nurses as a lack of recognition for their experience and
professional contribution. However, as a result of their experience, the older nurses
are often required to support novice nurses, even in the absence of the relevant
preceptorship training. In addition to supporting novice nurses, the older nurse
practices with a normal patient case load, and may also be required to manage the

shift coordination for the unit.

Defining the EOCN

There is little consensus about when end-of-career or retirement begins as this varies
on an individual basis for diverse reasons. The term retirement generally refers to the
withdrawal from workforce participation. It is typically at a later stage of life and is

aligned to the accumulation of accrued benefits that may or may not include a

4 Preceptorship model: Designed to provide a supportive environment for nursing staff commencing in
or moving to a new practice setting. Model includes preceptor selection, preparation, orientation and

performance management (Queensland Health, 2010).
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pension. While there is no statutory retirement age in Australia, there is a trend for

nurses to begin their retirement between 50-55 years (Schofield, 2007).

The term old and older worker varies in the literature. One definition of the older
worker is 45 years and over (Steinberg, Najman, Donald, McChesney-Clarke, &
Mahon, 1994), however, official statistical documentation categorises employees 55
years and over as older workers (Australian Bureau of Statistics [ABS], 2006). In
contrast, the legal definition identifies an older worker as an individual 40 years and
over (Auerbach, 1994). Unfortunately, this lack of consensus is confounded by the
following definitions: younger ageing worker (ages 45-54); middle ageing worker
(ages 55-65); and older ageing worker (over 65) (Hatcher, Bleich, Connolly, Dauvis,
O’Neill Hwelett, & Stokley Hill, 2006). For the purpose of this thesis, the (referred)
‘older worker’ is classified as an end-of-career nurse (EOCN) and is defined as those
registered nurses aged from 45 years onwards, regardless of their length of service

in the profession.

1.2 Research Context
1.2.1 Global and Australian Context

Quality healthcare is dependent on the adequate supply of qualified nursing staff.
However, the global healthcare environment is faced with critical shortages, poor
distribution and mis-utilisation of nursing staff (International Council of Nurses, 2007).
This international workforce crisis is having a deleterious effect on the delivery of

quality health services, both in Australia and internationally.

The World Health Organization (WHO) reports that there are 57 countries with critical
healthcare worker shortages, which equates to a global deficit of 2.4 million doctors,
nurses and midwives (World Health Organization, 2008). Moreover, there are
considerable global variances in the nurse-to-population ratio, which range from less
than 10 nurses per 100,000 population to more than 1000 nurses per 100,000
population (World Health Organization, 2006).

While Australia claimed 1095 nurses per 100,000 population in 2007, this health
system is not immune to nursing shortages (Australian Institute of Health and Welfare,
2009). There is an estimated need for 13,500 additional registered nurses (RN) each

year to address the predicted demand for nursing services (Australian Nursing
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Federation, 2006). These nursing workforce numbers are still below predicted needs
for escalating demands in healthcare (Duffield, Roche, O’Brien-Pallas, Catling-Paull,
& King, 2009).

This demand for more nurses in developed countries like Australia is exacerbated
due to a large increase in the ageing population who require health care services. A
consequence of the ageing population is the growing number of Australians who
suffer from chronic and non-communicable diseases. These additional demands on
healthcare are intensified by the political decision to minimise patients’ stay in
hospital with rapid discharge. This policy has ironically contributed to an additional
workload pressure on nurses (Duffield, Kearin, Johnston, & Leonard, 2007a).
Consequently, it is not surprising that this policy has contributed to EOCNs’ workload

and frustration with the system generating their desire to leave the organisation.

However, the work demands on nurses are far more complex than this. The research
indicates that nurses now, more than at any other time, have increased work to do
with fewer resources (Buchan & Aitken, 2008). Moreover, there are insufficient new
graduates entering the nursing profession and those EOCNSs currently employed are
opting for early retirement. The ageing workforce, demonstrated by an escalating
average age of nurses and the higher proportion of nurses over 50 years old, is
particularly relevant to this study. Indeed, in Australia, the oldest baby boomer cohort
turned 60 years old in 2007. This implies that nursing retirement will occur in

increasing numbers in the next decade and a half (Schofield, 2007).

The pending retirement of this ageing workforce may have a detrimental effect on the
delivery of quality healthcare in Australia. This negative influence may manifest itself
in a number of ways. First, because of the current paucity of experienced personnel,
nursing teams may be devoid of the usual skill mix of the experienced professional
with the newer professional. Second, it is possible that with the decline in availability
of experienced practitioners in clinical nursing teams, there may be a corresponding
decline in quality healthcare experienced by hospital patients (International Council of
Nurses, 2007).
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Organisations depend on the adequate supply of qualified nursing staff in order to
provide the safe delivery of quality health services. However, as many organisations
struggle to provide an adequate supply of nursing staff, increasing numbers of less
qualified staff have been employed to meet staffing numbers (Duffield, et al., 2007a).
This situation has the potential to place organisations at risk of legal action due to an
increase in medical error and poor patient outcomes (International Council of Nurses,
2007). Errors occur more often in environments that demonstrate erosion of nurses’
trust in nursing leadership, have minimal opportunity for clinical decision making,
unsafe skill mix and inadequate professional development to support professional
practice (Duffield & Roche, 2009). Consequently, this situation demonstrates a strong
link between quality nursing staff, work environment and quality patient outcomes
(Dunton & Duncan, 2010).

Not surprisingly, there are financial demands that would allow this triad to work
harmoniously. Although the Australian government has planned to increase
healthcare expenditure by 127% over the next three decades (Treasurer of the
Commonwealth of Australia, 2010), this will not be enough to meet the increased
healthcare demand and need for nursing personnel. Financial planning alone will not

increase recruitment of nursing personnel (Duffield et al., 2009).

More strategic planning is necessary. For example, strategies to address the
diminishing workforce pool have to date been directed towards recruitment of new
graduate nurses and migrating nurses. However, minimal consideration has been
given to the replacement or retention of an experienced existing resource: the EOCN.
The research concerning the reasons for the older nurses’ retirement or their
resilience to stay is sparse, and organisations and policy makers have avoided

considering this issue, preferring to engage in the recruitment of younger personnel.

1.2.2 Queensland Health and Study Site Context

This research is situated in a large tertiary acute referral hospital in Queensland. The
hospital provides services to patients throughout the state, northern New South
Wales, the Northern Territory and neighbouring countries in the South-West Pacific

(see Figure 1.2:1).
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Some of the services provided by the almost 900 bed hospital include Surgical and
Perioperative, Women’s and Newborn, Internal Medicine, Critical Care, Mental Health,
Cancer Care, Oral and Allied Health. In addition, the hospital fulfils a substantial

teaching and research role with links to Queensland’s major tertiary institutions.

Figure 1.2:1 Queensland Health: Health Service Districts
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The global nursing shortage and economic considerations are similarly reflected in
Queensland Health and the study site workforce. For example, in Queensland there
is an estimated need for an additional 14,000 nurses by 2014 to maintain the current
healthcare service (Queensland Nurses' Union, 2010a). With approximately 46% of
Queensland public service employees aged over 45 years (Office of the Public
Service Commissioner, 2008), there may be a negative effect on workforce numbers

when the EOCNs begin to retire. Some attempts to remedy this situation by the study
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site have included the employment of increasing numbers of new graduates, migrant
nurses, agency and casual staff. However, there appears to be minimal forecaste
planning for the adequate replacement of EOCNs once they retire or reduce their
workforce participation. In addition to this workforce concern is the lack of
consideration for the transfer of the EOCNSs’ skills and organisational knowledge to

the less experienced nurse.

1.3 The Research Design
The focus of this thesis is the context and motivations for EOCNs to remain in or
leave the workforce. The literature review (Chapter Three) generated four specific
research questions which focused the conduct of the research design. They are:
. How does the workplace environment influence EOCNSs’ decisions regarding
workforce participation?
. How does leadership influence EOCNSs’ decisions regarding workforce
participation?
. How does personal and professional recognition influence EOCNs’ decisions
regarding workforce participation?
. How does the balance of effort and reward influence the EOCNSs’ decisions

regarding workforce participation?

1.3.1 Epistemology

This research is based on a constructionist epistemology. Constructionism
emphasises that meaning is socially constructed and further espouses the influence
of culture in shaping the way phenomena are interpreted, providing a definite world
view (Crotty, 1998). This study is an exploration of the EOCNSs’ decision making
concerning workforce participation and seeks to understand those constructions or
meanings of reality held by the EOCNs. Consequently, constructionism seems most
appropriate for a study which aims to explore purposeful meaning of complex

processes of EOCNSs’ social interaction.

1.3.2 Theoretical Perspective

The focus of this study is based on a way the EOCNs view and construct their
understanding of the world (Blumer, 1998). The theoretical perspective of
interpretivism aims to generate a more in-depth understanding of the specific

phenomenon by exploring and analysing symbols such as language or behaviours
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within a cultural context (Geertz, 1973). The particular focus of this research is an
examination of the social interaction between the participants and their context in

order to understand their perceptions.

1.3.3 Symbolic Interactionism

Symbolic interactionism has been adopted as the lens through which to inform the
theoretical perspective of this study. This perspective is appropriate, because it seeks
to understand and describe the EOCN'’s subjective experience from the individual’s
view. Language and behaviours, which are in a continuous state of flux, shape the
interaction and interpretation of the phenomenon (Denzin, 1989). The complexities of
social interaction within the acute healthcare setting are challenged by history, culture,
internal and external influences and varying interpretations and perceptions of the
nurses’ experiences. How these interpretations and shared meanings are
constructed by the EOCN about the decisions regarding their continued workforce

participation is central to this study.

1.3.4 Research Methodology

A research methodology is defined as “a model, which entails theoretical principles
as well as a framework that provides guidelines about how research is done in the
context of a particular paradigm” (Sarantakos, 1998, p.6). The methodology provides
a rationale in the orchestration of methods used to explore the phenomenon under
study. The chosen methodology guides the in-depth exploration of the social
interactions between the EOCN and their context. Case study is the methodology

adopted for this study.

1.3.5 Case Study

Case study methodology has been adopted for this research as it “investigates a
contemporary phenomenon within real life context” (Yin, 1994, p.13). The study offers
a voice to the experiences of the EOCNs as they interact and respond to multiple
influences in and out of the acute healthcare environment. Case study allows
flexibility to describe, explore and explain both the context and technical
characteristics of the phenomena, which is well suited to the dynamic changes within
the healthcare system (Yin, 2003). In addition to gaining understanding of the beliefs
of EOCNSs, further insights can be illuminated which can influence policy, procedures

and future research (Merriam, 1998).
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1.3.6 Participants

Participant selection was purposeful and guided by the boundaries which established
the case of EOCNSs providing direct or indirect care or support services within an
acute healthcare setting. The case study boundaries included EOCNs with a broad
range of nursing classifications (Nursing Officers (NO) Grade 5-12), as it is
considered that all nursing levels are exposed to experiences which may influence
decisions regarding their continued workforce participation. Timeframes of work
experiences are imposed and include a minimum of ten years of practice. This
decision is based on the premise that practicing within such timeframes would ensure
the EOCNs understand the diverse issues of the nursing profession and the
healthcare environment. This purposeful selection provides the opportunity for

information rich insights into the issues about the phenomenon under study.

1.3.7 Data gathering strategies

The strategies chosen to collect information for this research are:
« Survey (n = 218 participants) which equated to a 30% response rate;
. Focus group interviews (n = 21 participants) and

« In-depth semi-structured interviews (n = 8 participants).

1.4 Significance of the Research

This study is potentially significant for the following four reasons.

First, while previous studies have explored why nurses are leaving the profession
(Queensland Nurses' Union, 2010c), there is a paucity of scholarship specifically
addressing why the EOCNSs are reducing their workforce participation. However, with
such large numbers contemplating their retirement, the premature exit of the EOCN
may have a deleterious effect on workforce numbers (Duffield et al., 2009). This is an
important workforce concern, as the EOCNs have gathered workplace knowledge
and expertise not specific to the organisation which is critical in the development and
support of the novice nurse and the sustainability of quality healthcare. This research

specifically addresses this lacuna in the scholarship of this issue.

Second, policy issues from a government and organisational perspective have an
important influence on workforce participation decisions. Policies should reflect an

ethical obligation for safe and quality healthcare. Imposed issues, such as economic
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constraints which have been responsible for reduced training resources, particularly
for the EOCN, can have a negative impact on nurses’ job satisfaction, retention and
the quality and delivery of safe care. By exploring this sector of the profession’s
personal and professional needs, policy makers and administrators may be better
informed to shape future practice and policy issues through effective retention

strategies.

Third, with a central role in the practice of healthcare, it is appropriate that the EOCN
has a voice in the decision making of how healthcare should be delivered. It is
important that their voices are heard. This study provides the opportunity to explore
the salient issues and concerns of the EOCN related to workforce participation and

provide a platform for their voices.

Finally, negative biases concerning the older worker and their physical and mental
ability to perform effectively may override the valuable contribution this cohort brings
to the workplace. While studies espouse the value of the ‘knowledge worker’, there is
little evidence that workplace structures and environments support the EOCN and
their specific needs (Hatcher et al., 2006). This study seeks to make a contribution to
an area that has received minimal attention and has the potential to provide benefits

to the global nursing shortage.

1.5 The Outline of the Thesis

A brief outline of the structure of the thesis is given below.

Chapter One: The Research ldentified introduces the study of the factors that
influence EOCNS’ decisions regarding their workforce participation within an acute
tertiary hospital. This introductory chapter presents the study in terms of purpose,
impetus of the study, significance and structure. In addition, the chapter outlines the
development and sequential nature of the study from literature review to collection

and analysis of the data, and finally to the discussion of the findings and conclusions.

Chapter Two: Defining the Research Problem provides structure for the context in
which the EOCN considers their workforce participation. The study presents a
summary of the global, national and study site contextual influences, which have
shaped the life and character of contemporary nursing. This chapter documents the
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influences on the nursing profession from a nursing shortage, economic rationalism

and quality outcomes perspective.

Chapter Three: Review of the Literature and Identifying the Research
Questions presents the review and synthesis of the literature and research relevant
to this topic. The review of the literature identified the salient and emerging themes,

which offer an explanation for understanding why EOCNSs patrticipate in the workforce.

Chapter Four: Design of the Research presents the research design and
methodology. This chapter outlines the methods employed for data collection and the

processes for the analysis of data.

Chapter Five: Survey Findings presents the survey findings which confirmed and

discarded themes for focus groups and in-depth interviews.

Chapter Six: Analysis of the Research Findings presents the findings generated
from the focus groups and semi-structured interviews and the emergent themes.

These themes are used to sort and organise responses from participants.
Chapter Seven: Discussion of the Research Findings presents a discussion of
the research findings under the emergent themes to interpret the findings of the

research generated in Chapter Six.

Chapter Eight: Conclusions and Recommendations reviews the findings from the

research questions. Conclusions and recommendations are presented.
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CHAPTER TWO: DEFINING THE RESEARCH PROBLEM

The purpose of this chapter is to articulate and justify the research problem this study

intends to address.

2.1 Conceptualising the Research Problem

The conceptualisation of the research problem has been diagrammatically
represented in Figure 2.1 to provide structure for the exploration of the context in
which the EOCN makes decisions about their workforce participation. The exploration
of the EOCNSs’ decision making commences with a broad view of the global and
Australian context, which is represented in the outermost circle of the diagram. The
second circle represents a view of the Queensland Health (QH) and study site
context in which the EOCN practices. The third circle represents the researcher’s
personal context, while the innermost circle represents the EOCN as central to the
global, Australian and QH influences that may impact on their decision concerning

workforce participation.

In addition, the outermost circle presents three perspectives which influence each
context and may ultimately influence the EOCNSs’ decisions about workforce
participation. These three factors are:

« Nurse Shortage

+ Quality Outcomes of Care

. Economic Rationalism

Each of these contexts and perspectives is explored, commencing with Personal

Context.
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Figure 2.1:1 Conceptualisation of the Research Problem.
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2.2 Personal Context

My involvement in the nursing profession has spanned three decades and has
included practice areas such as clinical, management and educational environments.
For the past twelve years, my role has been in nursing education within the largest
tertiary referral hospital in Queensland. This hospital provides services to patients
throughout the state, northern New South Wales, the Northern Territory and
neighbouring countries in the South-West Pacific. Further, the hospital provides care
in @ number of specialties such as medicine, surgery, psychiatry, oncology, critical
care, women’s health and neonatology. Consequently, the hospital relies on a
nursing workforce that is clinically experienced and has gained years of

organisational knowledge.

One maijor responsibility for the nurse education team is strategic planning and
operation of professional development opportunities to support clinical and
professional practice standards. These activities are provided to some 3060 nurses
(head count). The nursing classification structure within the hospital includes
assistants in nursing and Nursing Officers (NO) Grade 3 to 9. Another organisational
priority is the professional development of the nurse leadership team, which consists
of NO Grade 7-9 culminating in the middle and upper management group. As a
strategy to support and retain future nurse leaders through succession management,

NO Grade 6, the lower management group, has recently been included.

These leadership teams are expected to support capacity building of staff through the
facilitation and development of professional practice and standards for all nurses
within the organisation in order to provide optimal patient care. One major aspect of
building capacity is targeted towards new graduates through a supportive transition
program. This program focuses on the consolidation and advancement of the new
graduate nurses’ beginning skills, which are supported through a preceptorship
model over approximately twelve months (Queensland Health, 2010). Preceptor
support is provided by a nominated group of experienced and purposefully trained
nursing staff. However, potential preceptors are often selected from the younger
cohort of experienced nurses, rather than those experienced nurses who are within a
decade of possible retirement. There appears to be no organisational or professional
expectation that these older and more experienced nurses would share their years of

clinical and organisational knowledge with the new graduates or novice nurses.
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Preceptor training is delivered over two days with other complementary programs
such as Leadership and Management, Mentoring, Preceptorship and Business
Planning being offered and attendance encouraged. However, attendance at these
programs is often limited due to workloads and insufficient staff to provide backfill®,
regardless of flexible program delivery times. Lack of backfill results from insufficient

qualified nursing staff to meet roster requirements.

The ability to meet staffing needs on a daily basis constantly challenged Nurse
Managers (NMs). One remedy to this staffing shortage frequently resulted in the
employment of agency, casual staff and assistants in nursing. However, these staff
members were not familiar with the work unit environment and required considerable
support during the shift which was often provided by the EOCN as an experienced

nurse.

Organisational data reflected poor attendance at these programs, which led to the
development of performance indicators to establish required attendance standards.
The younger and less experienced cohort often attended these programs leaving the
work unit management and support of the remaining staff to the most experienced
nurse: the EOCN. Whether given the opportunity for training as a preceptor or not,
the EOCNSs are frequently scheduled on the roster to perform as a preceptor during
the shift as a result of their considerable knowledge and skills. The EOCNSs are also
expected to manage workplace issues such as perceived lack of leadership support
with minimal flexibility for ‘off-line time’® to attend professional development programs

as their younger colleagues do.

For example, EOCNSs’ daily workload usually includes preceptoring or supporting new
graduates, novice nurses or student nurses, a normal case load of patients and often
managing the shift coordination of the unit. The lack of formal organisational

recognition of the EOCNSs’ skills and knowledge is evident by their small nominated

® Backfill: refers to a Human Resource strategy to provide replacement staff when rostered staff are
unavailable, i.e. professional development opportunities, sick leave.

® Off-line time: refers to authorised time provided to rostered staff in order to undertake an activity
away from usual duties. The activity is, however, aligned to the roles and responsibilities of the staff

member’s job description.
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numbers of preceptors. Further, as a result of the increasing workload demands,

potential burnout and increased attrition rates for the EOCNSs are a concern.

The impetus for this study came as a result of personal observation of the increasing
workloads for the EOCN and limited acknowledgement or utilisation of the EOCNSs’
vast skills and organisational knowledge. This lack of acknowledgement highlighted a
disparity, as the organisation struggled to employ sufficient registered nurses to
maintain quality staffing levels. While focused on the reduction of costly use of
agency and casual staff, little consideration has centred on retaining the older and
more experienced nurse: the EOCN. This latter group demonstrates a trend to leave
the organisation between 50 and 55 years of age, which is pertinent to workforce
stability, as the EOCNs comprise a large proportion of the organisational workforce.
Further, there is little research concerning the reasons for the EOCNSs’ premature
exit. While the current global financial crisis (GFC) may have influenced retirement
rates slightly, it is not known if the former retirement trend is likely to reoccur
(Preston, 2009). This workforce situation is particularly relevant to the delivery of
quality healthcare within the organisation as the retirement of the EOCN reduces the
opportunity to not only maintain quality standards, but also support the sharing of

their invaluable organisational knowledge and skills.

2.3 International Nursing Shortage

Worldwide, quality healthcare is dependent on the adequate supply of qualified
nursing staff, yet the World Health Organization (WHO) reports critical shortages,
poor distribution and mis-utilisation of nursing staff (International Council of Nurses,
2007). As a result, this workforce crisis is having a deleterious influence on the

provision of quality healthcare internationally.

The lack of qualified nursing staff is critical in both developing and developed
countries. The WHO reports that there are 57 countries with critical shortages
equivalent to a global deficit of 2.4 million doctors, nurses and midwives (World
Health Organization, 2008). While sub-Saharan Africa claims a shortfall of more than
600,000 nurses (World Health Organization, 2008), the United States will have an
estimated shortfall of 340,000 nurses by 2020 (Glazer & Alexandre, 2008). In

addition, there are considerable global variances in the nurse-to-population ratio
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which range from less than 10 nurses per 100,000 population to more than 1000

nurses per 100,000 population (World Health Organization, 2006).

In comparison, in 2007 Australia had 1095 full-time equivalent nurses per 100,000
population (Australian Institue of Health and Welfare, 2009). Regardless of this
higher nurse—population ratio, Australia is not immune to the shortage of nurses. It is
estimated that 13,500 additional registered nurses are needed each year to address
predicted demand for nursing services (Australian Nurses’ Federation, 2006). Despite
this expected growth and the recent increases in recruitment in Australia, nursing
workforce numbers are still below predicted needs for escalating healthcare services
(Duffield et al., 2009).

Imbalance between Supply and Demand of Nurses

Further compromising the nursing workforce is the imbalance between supply and
demand of qualified nurses for healthcare services. Nursing shortages have gained
considerable attention since World War II, both nationally and internationally, as a
result of increased demand exceeding a slow or static supply. However, the current
shortage is unique from previous experiences as today’s health systems are
challenged by pressures exerted on both supply and demand (International Council
of Nurses, 2006).

Factors driving an increased demand for nursing services include an ageing
population, a growing burden of chronic and non-communicable diseases, and an
economic and efficiency agenda to shorten hospital stays which has resulted in
increased acuity. Coupled with this increased demand is a decreasing supply of
nurses (National Health Workforce Taskforce, 2009). The reasons for a decreasing
supply of nurses include: increased career opportunities for women; a poor image of
nursing as a career; insufficient new graduates to meet service delivery needs;
unfavourable work environments that include excessive workloads, violence, stress,
wage disparities and minimal involvement for nurses in decision making; and an

ageing workforce (Duffield et al., 2009; International Council of Nurses, 2007).

The decreasing supply of Australian nurses invites further amplification. Future
projections of available staffing may further compromise the nursing shortage. This

shortage is not necessarily a shortage of individuals with nursing qualifications, but a
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shortage of nurses willing to work in the present conditions (Buchan & Aitken, 2008).
This is a result of supply exacerbated by a shrinking workforce. In 2009,
approximately 27% of Australians were aged 20—49 years, however, by 2021 this is
expected to reduce to 19-20% (National Health Workforce Taskforce, 2009). Further
compromising the pool of potential nurses is a decline in the number of new graduate
registered nurses. This decline is demonstrated by a reduction in nursing
undergraduate commencements, up to 40% attrition rates for new graduates within
the first two years in the workforce and a higher average age of new graduates
entering nursing programs (Schofield, 2007). While recruitment into undergraduate
programs has recently increased as a means to support future health service needs,
these numbers still remain short of projected requirements. This highlights the
importance of building a sustainable nursing workforce through retention strategies
(Duffield et al., 2009).

A further problem for the shrinking workforce pool is the ageing population of the
nursing workforce, which is shown by the escalating average age of nurses and the
higher proportion of nurses over 50 years old. Retirement from the workforce of this
group has the potential to exacerbate the workforce shortages in future decades.
Data to support these observations are unreliable as there are anomalies in the
available demographic statistics. These anomalies are a result of variances in data
sources and reporting mechanisms, which highlight one of the major challenges in
workforce planning. The Australian Institute of Health and Welfare suggests the
average age of registered nurses in 2007 was 43.8 years (Australian Institue of
Health and Welfare, 2009), while the Australian Health Workforce Institute claims the
average age of a nurse was 45 years in 2005 (Kronos and The Australian Health
Workforce Institute, 2008). Further, the proportion of nurses aged 50 years or older
increased rapidly from 28.2% to 33.0% between 2003 and 2007 (Australian Institue
of Health and Welfare, 2009). It is projected that Australia will lose almost 60% of the
current nursing workforce to retirement. This projected loss is estimated at an
average of 15% of nursing workforce every five years, which will total 90,200 nurses
between 2006 and 2026 (between 20,000 and 25,000 every five years) (Queensland
Nurses' Union, 2009c). However, even if ageing nurses continue to be employed, it is
demonstrated that historically their hours of work participation decrease. This
reduction in workforce participation will require more nurses to provide the same level
of care (Preston, 2009).
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The shrinking workforce pool compromised by ageing nurses and pending retirement
may pose a threat to the availability of current and future health services. As the
EOCNSs choose to retire, there is an increased likelihood of a negative impact on the
workforce pool of experienced nurses. As the oldest of the baby boomer group
turned 60 years old in 2007, nursing retirement is expected to occur in substantial

numbers over the next decade and a half (Schofield, 2007).

Such a reality demands improved strategic planning. Workforce planning for the
anticipated retirement of EOCNSs, as well as general attrition rates, is complex due to
variances in data reporting and the unpredictable nature of retention. Also, many
workforce projections do not account for the reduction of new graduate numbers and
backfilling requirements of staff leave and professional development opportunities.
Regardless of the variances in data reporting, similar themes become apparent. The
Australian Nursing Federation (2006) research has concluded that the nursing
workforce will be negatively affected by:
. inadequate numbers of incoming nurses to meet the demand in terms of
replacement and growth in demand for healthcare
. the ageing of the nursing workforce with the looming expected retirements
of the EOCNSs. This group also often decrease work hours as they age
. increased demand for health services as the general population ages and
new technologies are introduced, coupled with shorter patient stays and
increasing patient complexities.
As a result of these realities, strategies have included employing nurses from other

countries.

Strategies used to address supply and demand

In recent times, Australia has drawn on nursing workforces from developing countries
to remedy our nursing shortage. The WHO identified that few developing countries
have workforce planning processes that effectively address demands for health care
and provide workforce stability (2006). As a result of insufficient workforce planning
processes, developing countries experience further destabilisation as their workforce
is enticed to developed countries such as Australia, the United States and the United
Kingdom through offers of good wages, conditions and educational opportunities.

Consequently, Australia is experiencing an increase of migrating nurses which has
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escalated since 2001. While this recruitment has minimised the Australian nursing
shortage in the short term, it has exacerbated the nursing shortage in developing
countries (Preston, 2009). From an ethical perspective, this form of recruitment from
less resourced developing countries in order to support the workforce numbers in a
more affluent country requires further consideration. The International Council of
Nurses (ICN) warns that this form of recruitment may be viewed as exploitation as
the impact reduces the numbers of qualified nursing staff within the developing
country with consequences for those who are in need of the healthcare services
(2007).

Another strategy used to minimise the nursing shortage is the replacement of
registered nurses with cheaper and less qualified staff (Parfitt, 2009). However, this
strategy has the potential to reduce the quality of patient outcomes as a result of less
qualified healthcare workers providing continuous patient care which is traditionally
the domain of the registered nurse (RN) (Duffield, Roche, O’Brien-Pallas, Diers,
Aisbett, & King, 2007b). The additional factor of budgetary constraints in healthcare
has resulted in some governments closing health facilities and freezing nursing
positions despite the need to provide quality nursing services (International Council of
Nurses, 2007). These budget driven strategies have placed patient outcomes at risk
and highlighted attrition from the nursing workforce (Parfitt, 2009). Consequently, any
further loss of registered nurses from the current workforce would exacerbate the

nursing shortage.

Policies to support longevity of an ageing population in the Australian
workforce

Workforce participation trends for the ageing workers and associated pension
systems are becoming increasingly important to policy makers. Australia, along with
Japan and Finland, has the most developed policy on age and employment.
Australia’s particular focus is the recognition of age as an equitable issue (Joseph
Rowntree Foundation, 2002). Policies and legislation such as Equal Employment
Opportunity (Commonwealth Government, 1987) and the Antidiscrimination Act
(Office of the Parliamentary Counsel, 1991) support fair and equitable treatment, and
opportunities for individuals regardless of their age, sex or religion. While these
legislative initiatives aim to value the older worker, the intent has not been

demonstrated by longevity of the EOCNs’ workforce participation (Andrews,
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Manthorpe, & Watson, 2005). Therefore, it is timely to consider what factors will
retain the older worker in the workforce whilst recognising that all strategies are

dependent on economic consideration.

2.3.1 Economic Rationalism

Macroeconomic policies set the agenda for overall spending of national budgets.
Health budgets and workforce comprise a large component of national budgets.
While aiming to provide responsive and proactive policies and practices, all countries
are facing financial challenges, which impact on workforce planning decisions.
Countries dependent on external funding are facing further challenges that are
impacting on their ability to meet healthcare needs (International Council of Nurses,
2006). In many countries, workforce planning has a low priority. Planning is often
undertaken in occupational silos and, as such, may not be linked effectively to
service planning and delivery. A factor which may inhibit workforce planning is a lack
of organisational structures and information technology necessary to collect quality
national labour data. Without these structures and systems in place, planning and
access to quality healthcare may be compromised (Johnston, 2007). Further
compromising the delivery of healthcare is the current world economy. As a result of
the unpredictable situation of the GFC in 2008, healthcare may experience an

additional negative impact (National Health Workforce Taskforce, 2009).

The GFC has occurred at a time of increasing demand for costly health services. As
there is an enormous public investment in health care, it is important to provide an
efficient and effective health service (Buchan, 2009b). Efficient and effective services
are particularly relevant when the Australian health expenditure is projected to
increase 127% over the next three decades, which equates to an increase of $91
billion. Currently, the Australian Government provides 40% of the total public health
funding with a proposal to increase this by 20% to meet growing healthcare
demands. However, this additional funding will be dependent on facilities meeting
performance criteria (Treasurer of the Commonwealth of Australia, 2010). While
health authorities have engineered a wide range of strategies to reduce the demand
on healthcare of stay facilities, workforce growth continues to be insufficient to meet
demand (National Health Workforce Taskforce, 2009).
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The need for workforce growth in healthcare is a result of demands from an ageing
population, increasing consumer demands and expectations, continued expansion of
new technologies and rising costs of healthcare. These factors all influence the way
health leaders allocate essential services (Treasurer of the Commonwealth of
Australia, 2010). As the largest professional group in Australian healthcare (40%)

(P. Forster, & Queensland Health, 2005), nurses hold a unique position that places
them in a continuous role beside the bed, yet they are the most vulnerable to the

economic razor because of their numbers (International Council of Nurses, 2006).

Erosion of revenue streams has lead to organisational restructuring and in many
instances ‘savings’ have been made by downsizing or eliminating staff development
units (Rukholm, Stamler, Bednash, Potempa, MacLeod, & Parfitt, 2009). Despite
other efforts to reduce costs through shortened hospital stays and early discharge,
healthcare continues to absorb a large proportion of the national budget. These
increasing costs are associated with salaries, benefits and malpractice premiums
(Duffield et al., 2007b). Additional costs to service provision can be attributed to the
use of casual or agency staff and overtime due to insufficient quality staff. This type
of staff usage increases the risk of adverse events for staff and patients, loss of
productivity and continuum of care, which may attract legal costs (Tourangeau,
Doran, Pringle, O’Brien-Pallas, McGillis-Hall, & Tu, 2006). While there should be a
balance between allocated expenditure and a demonstration of quality outcomes, this
may not be realised if qualified and experienced nurses are not retained (Buchan,
2009Db).

As a result of the requirement for economic efficiency in healthcare services, there
are pressures to address organisational goals and professional demands to provide a
quality and cost efficient service. Most Australian hospitals are required to measure
their outcomes against predetermined Key Performance Indicators (KPls). These
measures provide an opportunity to quantify healthcare outcomes and highlight the
impact if insufficient registered nurses are available. Examples include bed closures,
increased waiting times and admissions delays (Johnston, 2007). Additionally,
working in a demanding resource depleted environment increases staff stress, which
consequently increases nursing turnover rates and associated recruitment costs.
Depending on the nurse’s specialty, Australian costs to recruit, orientate and

preceptor a registered nurse may range from $62,100 to $67,100 (Gess, Manojlovich,
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& Warner, 2008). However, hidden costs of turnover are often not included in these
estimates. The hidden costs include the cumulative effects of turnover such as staff
morale and work unit productivity and may amount to an average cost of
$100,515.00 (Duffield & Roche, 2009). With escalating costs for recruitment and
difficulty in attaining quality staff, a stronger focus on retention may be an economical

alternative.

Furthermore, many organisations are vulnerable to criticism that economics have
driven their labour policy. To overcome this image and present nursing as a desirable
career, there has been an effort to provide higher wages. The introduction of higher
wages to remedy the nursing shortage will not provide the sole solution as the
profession is plagued with diverse organisational and professional problems that
negate the effect of attractive wages. Some of these problems include better career
options and the lack of input into decision making concerning patient care (McGillis-
Hall & Doran, 2007). In addition, there are increasing family demands on nurses, and
a ‘plateau’ effect on wages unless nurses transfer from the clinical area to
management careers (Queensland Nurses' Union, 2009c). In contrast, another
source suggests that higher wages are a strong incentive on both recruitment and
retention (Thorgrimson & Robinson, 2005). In addition to an appropriate rise in the
nurse-to-patient ratio, remuneration may lure nurses working outside the profession
and so has the potential to rebalance shortage numbers (Lafer, 2005). However, it is
unlikely that higher wages overcome the stress of working in an environment that is

under-resourced and highly complex.

It does appear that business and economic principles have replaced the healthcare
norms and many professional values. Ironically, the diminishing professional and
human values in healthcare have not reduced healthcare costs because of increased
infection rates, iatrogenic effects and litigation. Sobering statistics from the Consumer
Reports: To Err is Human — To Delay is Deadly estimate that medical errors cost the
United States between $17 and $29 billion each year and result in almost 100,000
lives lost each year (Consumers Union, 2009). Since reporting of incidences is ad
hoc, it would be difficult to quantify more accurately, indicating this may be the ‘tip of
the iceberg’. This business model for healthcare has not improved access to care or
enhanced quality outcomes, and has not enticed new nurses to the profession or

inspired current nurses (Donley, 2005). Failure to attract new nurses to the
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profession highlights the need to explore retention strategies for those experienced

nurses currently in the workforce nearing retirement: namely the EOCNSs.

Incentives for Retaining an Ageing Australian Workforce

Previous practices of defining the retirement age as 65 years for males and 60 years
for females provided a more accurate prediction for workforce planning. This
structured departure of retirees generated job opportunities for the younger
generation, although scheduled retirement may have supported a perception that
younger workers are more productive than older workers (Department of
Communities, 2008).

With changes to legislation, there is currently no statutory retirement age in Australia
(Office of the Public Service Commissioner, 2008). As not all retirees are eligible for
the Age Pension, the superannuation co-contribution is an Australian Government
initiative to assist with saving for retirement including both personal and government
contributions. In order to manage and quarantine superannuation savings for
retirement purposes, accessing superannuation can only occur once the individual
has reached preservation age’ (55 years if born before June 1960) and permanently

retired from the workforce (Australian Government, 2009).

Prior to accessing savings, the Queensland Government Superannuation Office
(QSuper) provides members with a range of retirement planning to support flexible
retirement options. While there is a plethora of information available for members
concerning these retirement options, there are some misunderstandings about the
effects of the options on superannuation benefits. As a consequence, there is
reluctance by some members to fully consider these flexible retirement options. This
reluctance is evident even in light of the potential benefits to the employees. One
such benefit is the accrual of additional superannuation benefits which is gained by
extending member workforce participation (Queensland Government, 2009). The
benefits of extended employment for the EOCN may be an economic option for both

employee and employer while having a positive influence quality outcome.

’ Preservation age: The age at which the individual can take a preserved benefit as a lump sum (once
permanent retirement from the workforce). The preservation age rises progressively from age 55 years

to 60 years according to the individual's date of birth.
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2.3.2 Impact of Nursing Shortage on Quality Outcomes

The ICN purports that quality healthcare depends on adequate supply of qualified
committed nursing staff in order to provide an appropriate skill mix, and safe delivery
of quality health services. As many organisations are unable to provide an adequate
skill mix on a shift by shift basis, they may face an increased risk of legal action due
to error and poor patient outcomes (International Council of Nurses, 2007). In
addition, registered nurses are at risk of liability. This situation is a result of increasing
numbers of less qualified workers who are employed to meet staffing numbers. With
an inability to employ sufficient qualified staff within a nursing shortage environment,
patient safety is at risk of being reduced (Duffield et al., 2007b). While programs such
as orientation and preceptorship education may assist to reduce the errors made by
staff, these initiatives are expensive with costs escalating due to high turnover.
However, these programs are often not offered in all facilities (Laschinger & Leiter,
2006).

The Institute of Medicine also suggests that work environments may in fact support
error making (2001). Errors occur more often in environments that demonstrate
erosion of nurses’ trust in administration, lack of nursing leadership, minimal
opportunity for clinical decision making, unsafe skill mix, working extended hours and
inadequate professional development to support clinical and professional practice
(Duffield & Roche, 2009). Consequently, this demonstrates a strong link between
quality nursing staff, work environment and quality patient outcomes (Duffield et al.,
2007b; Dunton & Duncan, 2010).

Another feature of a reduced nursing workforce is the need to work overtime or
extended hours. While overtime may be unavoidable in emergency situations where
patient acuity demands are high and experienced staff numbers are low, it is
recognised that overtime has the potential to pose an increased safety risk to staff
and patients. Nurses working 12.5 hour shifts as opposed to 8.5 hour shifts are at risk
of increased musculoskeletal and needle stick injuries and have twice the risk of a
motor vehicle accident as a result of drowsiness (Geiger-Brown & Trinkoff, 2010).
Further, a study of nurses who worked at least a 12.5 hour shift showed they were
three times more likely to make an error than those who worked an 8.5 hour shift
(Rogers, Hwang, Scott, Aitken, & Dinges, 2004). Ironically, the costs of hiring
additional quality nurses may be offset if patients have fewer complications and
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adverse events, therefore leaving the hospital sooner and in better health (Dunton &
Duncan, 2010).

As nursing shortages continue, many facilities have opted to increase the use of
agency staff and to employ migrating nurses to meet staffing numbers. This means
using nurses who are unaware of corporate culture and organisational norms, and
may not stay long enough to adjust to the workflow and standards of the facility. This
can compromise patient care and add to turnover expense and training costs
(Buchan, 2009a). Other attempts to remedy the shortage have included increased
use of unlicensed assistant personnel. However, contemporary healthcare facilities
have increased in patient complexity and acuity, which requires more skilled nurses
rather than substitution with unskilled workers, which brings concerns of increased

medical errors (Garling, 2008).

Medical errors are costly for the organisation and for the patient. Certainly, a number
of recurrent issues exacerbate the incidence of medication errors including
interruptions and distractions, poor communication, inadequate staffing levels, high
patient acuity and heavy workloads (U.S. Department of Health and Human Services,
2008). Given the current health environment, these factors should to be considered

in future workforce planning.

In conclusion, while it is recognised that nursing shortages are cyclic, this global
phenomenon is creating a crisis in terms of adverse impacts on healthcare delivery.
The challenges for policy makers and leaders are unprecedented in both under-
developed and developed countries. Not only are the demands for quality health
services increasing under fiscal constraints, but there is also a shrinking supply of
quality nursing staff to meet these healthcare demands. As a result of the shrinking
supply of nurses, the ‘quality’ of healthcare has, in many instances, caused patient
harm. Strategies to address this have to date been directed towards recruitment of
new graduate nurses and migrating nurses, yet minimal effort or consideration has
been directed towards retention of an experienced nurses who are currently
employed: the EOCN.
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2.4 Queensland Health and Study Site (Local) Context
2.4.1 Nursing Shortage: Queensland Health and Study Site Context

Nursing shortages that are being experienced globally are similarly reflected in the
Queensland Health (QH) nursing workforce. With Australia’s average nurse-to-patient
ratio at 1107 full-time equivalent nurses per 100,000 population in 2006,
Queensland’s ratio fell well below this figure at 1025.3 nurses per 100,000 people. To
maintain current service status, there is an estimated need for an additional 14,000
nurses in Queensland by 2014. These forecasts, while conservative, do not include
the large predicted retirements from the profession, backfill requirements for leave
and training or the anticipated increases in healthcare service (Queensland Nurses'
Union, 2010b). With approximately 46% of Queensland’s permanent public service
employees aged over 45 years in 2008 (Office of the Public Service Commissioner,
2008), there may be an impact on workforce numbers when the EOCNs begin to

retire.

Within this context, there is an increased demand for healthcare services, with one
scheduled initiative for QH to increase bed numbers by 1700 from 2015-2016. This
increase in beds is planned at a time when nurse retirement rates are expected to be
escalating and the requirements for additional nurses are becoming even more
critical (Queensland Nurses' Union, 2010c). In addition, there appears to be little
planning for adequate replacement of EOCNs once they retire or reduce their
workforce participation. The pool of expected replacements for the EOCNSs is
decreasing as the new graduates are experiencing attrition rates as high as 40%

within the first two years of employment (Duffield et al., 2009).

Similar to the overall QH situation, nursing shortages have negatively impacted on
the study site’s ability to provide sufficient qualified staff to cover shift by shift
requirements. One maijor barrier to planning for staffing needs is the lack of collation
of accurate and timely workforce data. Information on, and management of, the
recruitment strategies has been compromised by a lack of consistent or systematic
collation and reporting of this data. Additionally, data sets were not consistently

defined across all Service Lines within the organisation.

Chapter Two: Defining the Research Problem 27



Study Site Strategies to Overcome Nursing Shortages

Prior to 2008, strategies adopted to support the reduction of large vacancies included
employment of increasing numbers of new graduates and, to a lesser degree,
sponsorship of migrating nurses. Additionally, agency and casual staff were
employed on a shift by shift basis to support unit staffing and patient requirements.
These strategies were considered short term and proved to be an expensive
approach to managing the shortages of qualified nurses. Since 2009, as a result of
the cost implications, there has been an active drive to recruit permanent qualified
nursing staff to the affordable full-time equivalent level of vacancies®. In order to
support this strategy, a standardised data system and processes have been
operationalised. The standardised systems have resulted in successful reduction of
agency, casual staffing and migrating nurses’ employment with minimal permanent

nursing vacancies by 2009. These strategies invite further explanation.

The first strategy to fill vacancies left by resignation of staff with diverse skills was to
recruit from the new graduate group. These new graduates required preceptorship
and support over an extended period in order to become an effective member of the
healthcare team. These programs drew on more experienced nurses to support the
graduate nurses. The new graduate employment data reflected discrepancies as not
all Service Line Nurse Managers consistently accessed the central database, but
rather often employed through other employment networks. However, the available
data highlighted the numbers of new graduates employed over the two reported
periods remained constant with a slight increase in the numbers employed in 2009
(217) compared to 2008 (180).

The second strategy included the recruitment of migrating registered nurses and
demonstrated a number of problems. Complexities included issues such as visa and
sponsorship access. In addition, language, comprehension and comparative
education standards proved complex and resource intensive concerns. These
concerns required that experienced staff support the professional development and
cultural integration of the migrating nurses into the country and organisation. As a

result of these complexities and their resultant demands on the existing workforce,

® Affordable full-time equivalent: Relates to the staffing full-time equivalent which has been negotiated

and budgeted through using the principles of Business Planning Framework
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the facility reduced employment of the migrating registered nurses from 2008 (117) to
2009 (44).

Regardless of the employment of new graduates and migrating registered nurses,
vacancy rates remained high for January to June 2008. As a consequence, a third
strategy involved employment of agency staff to meet the requirements of service
delivery (1769.80 RNs in 2008). Simultaneously, employment of registered nurses to
the Casual Pool occurred to support service delivery (1604.05 RNs in 2008).
However, as a result of the high costs of agency staff and the resultant financial
burden, workforce improvement strategies changed. In 2009, a model for staffing
using Business Planning Framework principles was revised and implemented
(Queensland Health, 2008). Hence, hiring of agency staff was reduced by 35.8%
from 2008 to 2009 and casual staff usage, which was the preferred fiscal option,

remained consistent from 2008 to 2009.

The fourth and final strategy to support recruitment gained funding from the
Australian Government with financial incentives offered as a ‘Return to Work’
program for nurses not working in the profession. Acceptance of this initiative
remained minimal at the study site due to insufficient nurses to support the transition
of this cohort. However, some of these ‘Return to Work’ positions were accepted by
mature aged nurses. This could also be viewed as a short-term solution as they are
potential retirees which could exacerbate the nursing shortage projected to occur
around 2020 (Drury, France, & Chapman, 2008). Table 2.1 provides a summary of
study site trends in vacancy and employment strategies.

Figure 2.4:1 Summary of Vacancies and Recruitment Options 2008—-2009

Staffing option January to June 2008 January to June 2009
Vacancy rates 743.12 (1550.01 for 2008) 481.32

New Graduate RNs 180 217
Migrating RNs 117 44

Agency RNs 944.92 (1769.8 for 2008) 338.98

Casual RNs 829.75 (1604.05 for 2008) 766.54

Return to Work 2 (QH 30) 6 (QH 56)
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Exit Interview Findings from Registered Nurses (RNs) 45 years and over

While the collection of vacancies and recruitment data provided information on
workforce trends for the facility, minimal information was available concerning the
reasons for nursing staff leaving the organisation. As a consequence, voluntarily Exit

Interviews were initiated to inform retention strategies.

An environment tool formed the basis for the Exit Interviews with five priority areas
including flexibility; professional development; ability to do your job; feeling valued;
and feeling safe (Webster, Flint, & Courtney, 2009). Over the period of March to July
2008, data highlighted a response rate of 37% with 22 EOCNs resigning, five EOCNs
retiring and four EOCNs transferred within the facility. Currently, the Exit Interview
systems and processes are under review as information systems do not support the
timely or accurate receipt or retrieval of data. To date, this strategy has not provided
sufficient information which could be employed to inform strategies that support the
retention of EOCNSs.

2.4.2 Economic Rationalism: Queensland Health and Study Site Context

At a time when hospitals are struggling to meet increasing healthcare demands, there
is a need to improve efficiencies to minimise fiscal pressure. These efficiencies may
support the funding for resources to meet the increasing healthcare demand. The
Productivity Commission estimates that some public hospitals throughout Australia
may be operating with up to 20% inefficiency when compared to best practice
(Australian Government, 2010). These inefficiencies and their impact have generated

much discussion and planning for performance monitoring of facility activities.

Further, without major changes to healthcare delivery, rising health costs will outstrip
revenue growth, and state budgets may be at risk of running a deficit, adding to the
workload of already overstretched staff. To strive for the delivery of world-class
healthcare, the Australian Government aims to undertake major structural reforms of
Australia’s health system. One of the major proposed structural reforms includes

changes to the way hospitals are funded (Australian Government, 2010).

Currently, the Commonwealth supports the delivery of free public hospital services
through block grant funding to the states and territories. Allocation of the funding is

then determined for each facility (Australian Government, 2010). However, new
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proposed reforms are moving to a form of activity-based funding according to
services provided. This funding comes at a price, as the states and territories may be
required to commit to system wide reform to improve public hospital governance,
performance and accountability (Australian Government, 2010). Improvements may
only be realised with strong leadership, safety and quality systems, and processes to

support best practice.

QH receives a large proportion of the Queensland state budget. It is unrealistic to
assume that it can continue to consume such a large and growing portion of the
budget, however, the monitoring of performance is expected to support efficiencies
and rationalisations (Garling, 2008). One method of performance improvement is the
implementation of the QH nursing workload management tool, Business Planning
Framework (BPF). This tool is used throughout all facilities to align demand and
supply for nursing resources and promote efficiencies (Queensland Health, 2008).
While further refinement of the tool is expected to take place over the next few years,
many areas are still to fully implement the principles into their management

processes.

Economic Policy to Support Transition to Retirement Program

One method to support the balance of supply and demand is the implementation of
the Transition to Retirement Program (TTRP). As facilities are now recognising the
need to keep pace with the ageing workforce, flexibility in retirement is acknowledged
as vital. Many employees who are eligible to retire intend to remain in full-time
employment for a number of years, while others, due to reasons such as health and
family commitments, may not be able to maintain their current work hours.
Retirement options such as phased retirement, part-time or part-year work are
important strategies in retaining and transferring the skills and knowledge within the
public sector. This also provides an opportunity for the employee to ease into
retirement, rather than an abrupt move from full or part-time work to full-time
retirement (Department of Employment and Industrial Relations, 2009). In addition,
this change in attitude to working beyond retirement offers an opportunity to retain
experienced and knowledgeable nurses in the workforce past planned retirement

age.
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The Queensland Nurses’ Union undertook three surveys on nurses over a seven-
year period (scheduled 2001, 2004 and 2007) concerning career breaks and nurses’
intentions for retirement. The final results highlighted nurses taking fewer and shorter
career breaks and expecting to work longer. Over 60% of forty to sixty-year-old
nurses in 2007 expected to remain in nursing well into their mid-sixties, compared to
30% in previous years (Eley, Parker, Tuckett, & Hegney, 2010). This represented a

broad cross-section of nurses in Queensland.

In recognition of supporting the extension of the EOCNs’ workforce participation, QH
progressed with an initiative to formalise the TTRP which incorporated the principles
of phased retirement. Initially, this program was trialed at a pilot site within the same
Health Service District as the study site. An advantage for staff to consider this
transition to retirement strategy after reaching their preservation age included a move
towards more flexible work arrangements. Flexibility in work arrangements may
include a reduction of hours worked and alteration of duties. In addition, the program
could boost superannuation before fully retiring, minimise income tax, reduce debt or
increase income as nurses move from full-time to part-time work. These incentives
are aimed at retaining the EOCNs in the nursing workforce. However, regardless of
the indicated benefits to the employee of delaying retirement, post-implementation
evaluation indicated minimal uptake within the pilot site. Further, the study site
program introduction claimed no participants (Northside Health Service District,
2008). Previous studies have demonstrated that while the intention of flexible
retirement policy was to retain mature skilled workers, the effects are minimal
(Parish, 2007). Similarly, a Canadian study confirmed the lack of participation, which
may suggest that the reasons for early retirement are multifaceted and pension
benefits are but one strategy in a complex decision to retire (Blakeley & Ribeiro,
2008). This highlights the need for further exploration of factors which may influence

EOCNs retention in the workforce.

Retirement income policies have the potential to be a strong motivator in extending
retirement for nurses. However, the minimal data from Northside Health Service
District suggests that a possible barrier could be a general lack of financial
preparedness, especially among women. Lack of compulsory superannuation funds
prior to 1992 and the high level of part-time work are contributing factors to being

financially unprepared to retire (Eley et al., 2010). As a result, a lack of financial
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preparedness and the effects of the GFC may influence EOCNs to extend their
workforce participation void of other reasons for intended retirement or resignation
(Preston, 2009).

2.4.3 Impact of Nursing Shortage on Quality Outcomes of Care: National
and Study Site Context

As healthcare facilities focus on more economic and patient-focused efficiencies,
robust safety and quality frameworks and strategies to measure outcomes are being
refined to provide best practice information with the available resources. Of particular
interest is consideration to generating Nurse Sensitive Indicators(NSI) ° to measure
strategy efficiencies (Swan, 2008). The refinement of these indicators is critical for
the measurement of actual nursing work and the supporting structures and
processes. These data are often shared internally and between facilities as a

benchmarking activity to compare practice effectiveness (Moss, 2009).

While measurement tools support evaluation of practice, studies indicate that where
registered nurses provide continuous patient care, there are better patient outcomes
(Duffield et al., 2007b). A skill mix with a higher proportion of registered nurses
demonstrated a statistically significant decrease in rates of adverse patient
outcomes. This is demonstrated by examples of NSI which include decreasing rates
of patients experiencing decubitus ulcers, pneumonia, sepsis and patient falls when a
higher proportion of registered nurses provided care (Dunton & Duncan, 2010).
Further studies indicate that adverse events occur more frequently when nursing
activities such as medication administration are undertaken in a distractive work
environment (Coombes, Heel, Stowasser, Reid, Henderson, & Mitchell, 2005;
Garling, 2008). In addition, systems and supports in the work unit, such as the
availability of a nurse educator, have been shown to decrease adverse events
(Duffield et al., 2007b). Therefore, in a time of nursing workforce shortages and the
need for quality health outcomes, it is critical to investigate the possibilities of
retaining experienced and qualified nurse such as the EOCNs within the healthcare

system.

® Nurse Sensitive Indicators: Reflect the structure, process and outcomes of nursing care, e.g. patient

falls, pressure ulcers
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2.5 The Research Problem Defined

The achievement of quality outcomes is dependent on an adequate supply of
qualified, committed nursing staff. The premature attrition of the EOCNs potentially
contributes to the nursing shortage which influences quality outcomes. The
premature retirement of EOCNs is expected to have a negative impact on the
numbers of qualified nursing staff in the near future. The withdrawal of this cohort
from the nursing workforce may reduce the distribution of organisational knowledge
within the nursing profession and so contribute to diminished quality in health
outcomes. Therefore, the retention of the EOCN is a critical workforce challenge and
should be considered if leaders are to effectively manage the debate between
economic efficiencies and quality outcomes (Duffield, et al., 2007b). Reforms to
reduce barriers to prolong workforce participation, particularly for the EOCN, may
support and increase economic growth, thus reducing future staffing, quality and

economic pressures (Treasurer of the Commonwealth of Australia, 2010).

Reduction of experienced nurses in healthcare is a particular contemporary problem
in the second decade of this century. Almost all of the baby boomers’ group, to which
the EOCN belongs, will be at prime retirement age by 2010 (Preston, 2009). While
the average age of a registered nurse was 43.8 years in 2007, the proportion of
those 50 years and over increased to 33% in the same year (Australian Institute of
Health and Welfare, 2009). There is also a trend for the EOCN to retire between 50
and 55 years of age, with a preference for work hour reduction prior to actual
retirement. Recently, there has been some evidence to suggest delays to this
retirement trend as a result of the GFC, however, reversal of the broader economic
conditions may see this be a short-term trend. The challenge is to identify what can
entice the EOCNSs to extend their workforce participation. There is little known about
the reasons for the EOCNSs’ premature retirement or their resilience to stay, and
organisations and policy makers have skirted this issue in preference for diverse

recruitment drives.

Factors contributing to the need for retention of EOCNSs during nursing shortages are
insufficient numbers of new graduates to replace potential retiring EOCNs and a
disillusionment with nursing as a profession, have contributed to nurses often
choosing other more satisfying career options (Norman, Donelan, Buerhaus, Willis,
Williams, & Ulrich, 2005). While numerous government reports have recommended
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strategies to address the current shortage (Australian Health Ministers' Conference,
2004), none have recognised the value of retaining the most experienced
practitioners who are on the brink of retirement — the EOCNs (The Lewin Group,
2009a). Retention of the EOCN may not only rebalance the registered nurse
population in a time of shortage, but also, if given the opportunity may
opportunistically support the development of lesser experienced nurses prior to the
EOCNS’ retirement.

The pressure to provide efficient and effective services with fewer resources will
continue. In tandem, employers face an older and smaller registered nurse
workforce, and the increasing demands weigh heavily on this ageing cohort. While
older, experienced nurses may represent a more stable workforce; specific reasons
why EOCNs prematurely leave are not known (International Council of Nurses, 2007;
Johnston, 2007).

Consequently, the problem that this research intends to address is the phenomenon

of EOCNSs prematurely retiring from the healthcare workforce.

2.5.1 Purpose of the Research
The purpose of this study is to explore factors that infuence EOCNSs’ decisions

regarding their workforce participation.

2.5.2 The Major Research Question

The major research question that focuses the conduct of this research is:

How do particular factors influence EOCNSs’' decisions regarding workforce
participation?

Chapter Two: Defining the Research Problem 35



CHAPTER THREE: LITERATURE REVIEW

3.1 Introduction
The purpose of this thesis is to explore the factors that influence EOCNSs’ decisions

regarding their workforce particiption.

The purpose of this chapter is to generate a review of the literature that identifies and

amplifies issues underpinning the purpose of the thesis.

3.1.1 Conceptual Framework
The conceptual framework of Factors which influence EOCNs’ decisions regarding
their workforce participation evolved during the process of reviewing the literature in

light of the research problem. (Figure 3.1:1).

A synthesis of the literature generated four key themes:

1) Workplace Environment; 2) Leadership; 3) Personal and Professional Recognition
and 4) Effort-Reward Balance. These themes are the foundation for the conceptual
framework which offers an explanation for understanding why EOCNs continue to

participate in the workforce.

In addition, two distinct perspectives are represented within the conceptual
framework. The left side of Figure 3.1:1 indicates the themes that influence the
EOCNSs’ decisions regarding workforce participation. The right side of the diagram
indicates the decision outcomes regarding workforce participation made by the
EOCN as a result of the impact of the influencing themes. Lines and arrows indicate
the direction of these influences towards the EOCNSs’ decision. Within the
construction of this conceptual framework, there is an implicit acknowledgement that
the EOCN’s decisions regarding workforce participation will have a consequential

and rebounding influence on the contextual factors.

Contextual Factors
Contextual factors including the Nursing Shortage, Economic Rationalism and Quality
Outcomes of Care have an influence on the context in which EOCNs practice. These

factors are depicted by lightly shaded waved lines at the extreme left of the
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conceptual framework diagram. The shaded patterns and dotted lines represent the
indirect influences that these contextual factors have on the decisions regarding the

EOCNSs’ workforce participation.

Major Concepts

Three major themes are depicted as yellow shapes to represent the major influences
on the EOCN decision making. The first theme of Workplace Environment is a
compilation of issues found within the organisation. It includes workload levels, the
skill mix ratio of registered nurses, enrolled nurses and unlicensed carers, and
personal risk factors such as workplace injury, occupational stress and workplace

violence.

The second theme of Leadership, which includes issues such as the effectiveness
and cohesiveness of communication between team members, flexibility of
management issues and work-life balance, the commitment to the organisation and
the profession, the leadership team’s ability to provide the opportunity for EOCNs to

perform autonomously within their role.

The third theme of Personal and Professional Recognition includes job
satisfaction and work excitement specific to the EOCN, opportunities for ongoing
training and retraining, multigenerational interactions and remuneration comparative
to educational requirements of other professional occupations. There is a degree of
overlay between themes one and two. This third theme involves a personal focus and
therefore involves syntheses and interpretation of the previous contexts prior to the

final EOCN’s decision making, which occurs following the fourth theme.

The fourth and final theme of the Effort—Reward Balance is represented as dark
solid lines and is influenced by associations with contextual factors and the three
previous themes. This juncture is depicted as a blue arrow indicating action to
progress. The EOCN’s process for decision making on workforce participation
considers factors such as ‘quitting’ behaviours and considers this decision through
the effort—reward imbalance model. The EOCNSs’ decision on workforce participation
is shown as taking one of three directions. The EOCN may: 1) continue their
workforce participation without change (retention); 2) reduce workforce participation

or 3) cease workforce participation (retire or resign).

Chapter Three: Literature Review 37



It is through the exploration of these major themes and their relationships that their
significance in relation to the research problem can be determined. This chapter
explores workforce participation of the EOCN in relation to features of the workplace
environment in which they practice, the behaviours and characteristics of
organisational leadership and the value of the EOCN as demonstrated through

personal professional recognition and reward.
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Figure 3.1:1 Conceptual Framework for the Literature Review

Exploration of the factors that influence EOCNs’ decisions
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3.1.2 Sequence of the Literature Review

To demonstrate the conceptual framework, key concepts identified through the
literature review are listed in Table 3.1:1. Although these concepts are presented in a
linear manner within the conceptual framework, they are discussed as interrelated

concepts throughout this review.

Table 3.1:1 Sequence of the Literature Review

3.2 Workplace Environment
3.2.1 Workload

3.2.2 Skill Mix / Casualisation
3.2.3 Personal Risk Factors

3.2.4 Summary and Research Question

3.3 Leadership

3.3.1 Communication and Team Cohesion
3.3.2 Supportive/Trust

3.3.3 Flexibility and Work—Life Balance
3.3.4 Commitment

3.3.5 Autonomy to Practice

3.3.6 Summary and Research Question

3.4 Personal and Professional Recognition
3.4.1 Job Satisfaction and Work Excitement
3.4.2 Professional Development and Retraining
3.4.3 Remuneration

3.4.4 Baby Boomers versus Other Generations

3.4.5 Summary and Research Question

3.5 Effort—Reward Balance
3.5.1 Quitting Behaviours
3.5.2 Effort—Reward Imbalance

3.5.3 Summary and Research Question

3.6 Conclusion
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3.2 Workplace Environment

Workplace environments have the capacity to influence the EOCN’s decision to stay
within their employing organisation and the nursing profession. In particular,
environmental factors such as heavy workload, workplace injury, skill mixes and
increasing casualisation can impact on nursing staff and may be the cause of
undesirable health outcomes such as workplace stress (Duffield & Roche, 2009).
Additionally, there is evidence that heightened risk of violence such as harassment or
disruptive behaviour also contributes to workplace stress, rendering the health
workplace a volatile and hostile environment in which to practice (Eley et al., 2010).
Collectively, these environmental complexities project an image of a profession in
chaos, resulting in nursing being viewed as an unstable and unsafe career option. As
a consequence of this volatile environment and potentially undesirable work
environment, nurses may be influenced to reduce their workforce participation, retire
from the organisation or leave the profession permanently (Smith, Oczkowski, &
Smith, 2008). Decisions of EOCNs to prematurely reduce their workforce
participation as a result of negative workplace environments may have serious long-
term effects on a professional already challenged with a critical nursing shortage

(Australian Nursing Federation, 2008).

3.2.1 Workload

As a result of a more complex and challenging healthcare sector, nursing workload
has increased over the past decade (Hegney, Tuckett, Parker, & Elay, 2008). Current
nursing shortages result in poor skill mixes and heavy nursing workloads, and
contribute to attrition from the nursing workforce. Changes such as increasing patient
complexities and increased acuity, reduced patients’ length of stay, nursing
shortages, restructuring of services and cost containment initiatives contribute to
increasing nursing workload undertaken on a shift by shift basis (Duffield et al.,
2006). Heavy nursing workload has been shown to increase turnover; however, of
particular concern to this review is the influence that excessive workloads may have
on the EOCN’s decision to prematurely reduce their workforce participation. Heavy
nursing workload is a major cause of stress and dissatisfaction with the profession
and, together with the nursing shortage, has reduced the available number of
qualified nurses, forcing the profession to utilised other less qualified staffing options

to support service provision (Buchan & Aitken, 2008).

Chapter Three: Literature Review 41



Healthcare services are dependent on appropriate numbers of competent skilled
nurses to provide quality care. Furthermore, a study across five countries suggested
there were insufficient registered nurses to provide quality care and complete the
necessary work due to excessive workload causing increasing dissatisfaction (Aiken,
Clarke, Sloane, Sochalski, Busse, Clarke, 2001). It is suggested that unsustainable
workload levels, exacerbated by an increase in unqualified workers and a reduction
in the number of qualified nurses, may be one of the reasons for the reduction in
quality care outcomes (Forster & Queensland Health, 2005). Currently, experienced
EOCNs may find that they are expected not only to manage heavy workloads in the
patient care environment, but also manage the shift coordinator role while holding a
preceptor and/or mentor portfolio to support junior and unqualified staff (Hegney,
Plank, Buistra, Parker, & Eley, 2005). These multiple roles are a further workload
burden for the EOCN.

In addition to managing multiple roles, the EOCN faces the challenges of short-term
and often detrimental strategies such as paid or unpaid overtime, double shifts,
increased hours for part-time staff, cancelling services and bed closure that are often
implemented (Johnston, 2007). As a result, there is a reduction in the quality of
health services that has been demonstrated by increased nursing errors as nurses
deal with the challenges of balancing workload and service provision. Risks of error
have been found to be three times higher when nurses work overtime, twelve hour
shifts and/or over 40 hour weeks (Rogers et al., 2004). Additionally, the probability of
making an error in this context was unaffected by age or experience of the nurse
(Rogers et al., 2004). While this report may have limitations due to reliance on staff
self-reporting, the staff reported a significantly higher response rate than the formal
hospital reporting system. While the collection of accurate data demonstrated
inherent difficulties, this study does show an association between errors and long

work hours and heavy workload.

Quantifying nursing workload is difficult due to the lack of a common definition or
objective measure of nursing work. Any measurement tool will not be comprehensive
due to the “invisible nature of nursing work™ (Duffield et al., 2006 p. 21). Further, the
inconsistent collection of workload data has rendered it impossible to determine if
nursing workload levels have increased or to quantify nursing outcomes (Cox,

Teasley, Zeller, Lacey, Parsons, Carroll, 2006; Duffield et al., 2006;). As the current
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nursing shortage is predicted to escalate to critical levels (Forster & Queensland
Health, 2005), workload is not likely to diminish due to increasing patient acuity,
decreasing numbers of qualified staff and insufficient resources. Consequently,
consideration of nursing workload is paramount as the EOCN contemplates
retirement or reduction of work hours, both of which will further exacerbate the

nursing shortage.

Determining appropriate staffing allocations has been made more difficult because of
the type of data used to quantify nursing workload (Twigg & Duffield, 2009). Historical
data on nurse—patient ratios were often used for staff allocation and seldom reflected
changing skill mix requirements or patient needs (Forster & Queensland Health,
2005). Due to nurses lobbying for appropriate staffing allocations, initiatives such as
workload committees were developed. However, these committees and aligning
processes were perceived to be ineffectual by the majority of participants in a 2003
survey on nursing workload (Hegney, Plank, & Parker, 2003). A survey in 2007 by
the Queensland Nurses’ Union reconfirmed these perceptions with the majority of
participants indicating workloads remained ‘heavy’ (Hegney et al., 2008).
Consequently, without a common method of measuring nursing workload or
determining staffing allocations, nurse managers may have to defend appropriate
recruitment needs (Forster & Queensland Health, 2005). However, one study did
suggest that it was insufficient to use patient acuity in isolation to measure nursing
workload (Spence, Tarnow-Mordi, Duncan, Jayasuryia, Elliott, & King, 2006).
Organisational factors could be a more powerful influence on nursing workload than
patient acuity as effective the team processes and the manager’s organisational

ability were shown to decrease the nurse’s workload (Spence et al., 2006).

The importance of quantifying of nursing workload is highlighted by the projected
dearth of nursing numbers. Queensland requires an additional 14,000 nurses by
2014 to maintain current service status; however, this estimate is conservative as it is
not inclusive of the increasing demands on healthcare services, backfill for
professional development or predicted retirements from the EOCN cohort
(Queensland Nurses' Union, 2010b). From 2006 to 2026, the total population is
expected to grow by 24% and the population aged 65 years or more by 79%. This
growth in the aged population, even when offset by policies for reduced hospital stay,

has been projected to increase demand for hospital bed days by approximately 40%
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from 2005 to 2025 (Schofield, 2007). Furthermore, the Queensland public health
sector continues to have the lowest number of health professionals per capita of any
Australian State or Territory except for Tasmania (Forster & Queensland Health,
2005), which will increase workload in the health system and consequently increase
workplace stress. These figures strongly suggest a critical nursing workforce
shortage in the future which will make it impossible to meet increasing demands for
healthcare services. Therefore, retention of EOCNs in the workforce supports a
strategy for maintaining a stable and sufficient nursing workforce into the middle of

the 21% century.

Initiatives to improve the imbalance in nursing workload and service provision have
included the development of the Business Planning Framework (BPF) (Queensland
Health, 2008). This framework was designed to support leaders and managers in the
complex task of ensuring financial integrity while providing sufficient resources to
support work unit requirements. Some facilities have employed the BPF with the
intention of balancing supply and demand of nursing ratios and financial budgets.
However, the emphasis for many organisations has been on meeting budget integrity
rather than managing a nursing workload (Queensland Nurses' Union, 2009a).
Consequently, some authors have been critical of the supply and demand approach
to predicting required nursing resources due to its lack of complexity and rigour in
understanding future nursing needs and quality outcomes (Duffield et al., 2006). It
appears that heavy nursing workload, exacerbated by inappropriate staffing
allocations, has a direct impact on the nursing shortage through attrition for various
reasons (Duffield et al., 2009).

Furthermore, an Australian nursing review identified dissatisfaction and
discontentment with the current workplace environment as nurses’ personal and
professional needs were unmet due to heavy nursing workload (Department of
Education Science and Training, 2002). In addition to unsustainable workload, the
review highlighted an unsupportive workplace environment which included
experiences such as “endless shift work, low pay, horizontal violence, social isolation,
risk of injury and disease” (Department of Education Science and Training, 2002
p.180). Because this review was limited by a population of nurses with no specific
age cohort, the findings may not be generalisable to the EOCN cohort. Unsustainable

workload is also a major cause of stress and dissatisfaction within the nursing
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profession, which in turn increases the likelihood of turnover or reduced workplace
participation (Duffield et al., 2009). Therefore, the association between unsustainable
nursing workload, increased stress levels and job dissatisfaction supports the notion

that the EOCNSs are at risk of reducing their workforce participation.

Additionally, an unsupportive workplace with increased workload reduces the time
available for staff to meet both personal and professional needs (Forster &
Queensland Health, 2005). Overall, nurses choose the profession to care for patients
rather than high professional status or remuneration. However, nurses’ personal and
professional needs are often unmet when unsustainable workload eliminates one of
the most rewarding components of their role, resulting in attrition as a favourable
option (Day, 2007). Over 43% of nurses in the aged care sector and 42% of nurses in
the acute care setting in Queensland reported difficulties meeting patients’ needs.
Further, 32% of these nurses suggested that these difficulties in meeting patients’
needs were due to insufficient staffing levels (Hegney et al., 2008). While this study
was extensive and the response rate was high, only financial members of the
Queensland Nurses’ Union were included in the sample. A non-response bias may
exist if the attitude of respondents and non-respondents differed on selected issues
(Polit & Beck, 2008). In summary, the EOCN and their patients’ needs are at risk of
not being met in a climate of heavy workload and staffing shortages.

Nurses may be required to prioritise and eliminate components of their work as a
result of heavy workload. Changes to healthcare over the past decade have
impacted on the work that nurses undertake and how they use their time and skills.
Increasing amounts of documentation and reporting consumes considerable amounts
of nurses’ time, which reduces the time spent on direct patient care (Duffield,
Gardner, & Catling-Paull, 2008). Increasing patient acuity and complexity, reduced
length of patient stay, increased technology and risk of litigation have increased the
requirement for documentation with duplication of data a common occurrence
(Gugerty, Maranda, Beachley, Navarro, Newbold, & Hawk, 2007). Further
compromising the time available for patient care is the need for nurses to undertake
non-nursing duties such as housekeeping, cleaning beds and collecting equipment
(Tourangeau, Cummings, Cranley, Ferron, & Harvey, 2009). This situation remains in
some facilities as a consequence of hospital ‘downsizing’ where support staff have

been reduced. Australian nurses were found to allocate 9% of their time to
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performing clerical duties, filing and delivering messages (Duffield, Forbes, Fallon,
Roche, Wise, & Merrick, 2005). This situation has the potential to impact on the
quality of patient care, decrease job satisfaction and increase turnover in a time of

nursing shortages (Tourangeau et al., 2009).

Prioritising components of nurses’ work may further lead to unmet personal and
professional needs. This situation is often managed by sacrificing ‘invisible’ work
such as emotional support for more obvious tasks (Duffield et al., 2008). Rather than
reducing expected tasks such as medication administration, nurses compensate for
unmanageable workloads by donating their own time. Furthermore, measurements of
workload do not reflect the complexity of the patient situation or the unpredictable
patient events which directly impact on the EOCN’s work situation (Twigg & Duffield,
2009). There is a dissonance between organisational priorities and values and those
of the nurse. This may result in the nurse being left to compensate their work for this
inadequate system (Duffield et al., 2008). This situation may cause fatigue, burnout
or moral distress leading to premature reduction of workforce participation for the
EOCN.

The advancing age of the EOCN may combine with the heavy nature of nursing
workload to influence the EOCN'’s decision about continuing in the workforce (Forster
& Queensland Health, 2005). While not a nursing study, the productivity and health
and safety of the general older worker was found not to be problematic in the
workplace (Department of Communities, 2008). Function loss has been associated
with the ageing, however, this can be minimised by regular physical activity.
Furthermore, the EOCN age group often has a greater level of mechanical skill than
the younger employee, which may enable them to compensate for any muscular
weakness. This confirms the EOCN’s equal value with regard to their physical
contribution to the workplace. In contrast, heavy workload may be simply tiring and in
some cases may be the cause of permanent injury in all age groups (Department of
Industrial Relations, 2005). Moreover, while permanent injury is a risk, it is suggested
that support for the injury is often non-existent, which may influence the EOCN in

their decision of continued workforce participation.

As the EOCN cohort prepares to retire, heavy workload may cause them to consider

whether or not to remain in the workforce, causing increased workforce shortages in
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an already compromised healthcare system. Further, an increased number of ageing
individuals accessing the healthcare system may contribute an additional strain on
service provision. Simultaneously, a reduction of workforce participation of the
experienced EOCN will cause a reduction of the largest nursing cohort (Duffield et
al.,, 2006), which may further compromise inappropriate skill mixes, nursing

allocations and quality outcomes.

3.2.2 Skill Mix / Casualisation

Providing an appropriate skill mix of nurses over a 24-hour period seven days per
week is made more complex due to an international nursing shortage (Garling, 2008).
As a consequence of the limited supply of qualified nurses and the resultant
consistently high workload, nurses are choosing part-time or casual employment over
full-time employment or are permanently leaving the profession. This situation
contributes further to an inappropriate skill mix of qualified staff to less qualified staff
(Hart, 2006). The lack of qualified staff is responsible for adding to the current nursing
workload by placing extra supervisory responsibilities on the experienced nurse.
These additional responsibilities are a result of the need to clinically support casual or
agency staff through long and inflexible shifts (Norman et al.,, 2005). Due to
inadequate staffing and excessive demands placed on the EOCN’s time by
unqualified staff, there is a potential for quality of care to be compromised with

consequential increased stress.

The trend towards casualisation has increased the workload of experienced and
permanently employed nurses as they are required to support a floating population of
casual, agency or migrating nurses. This floating population is casually employed to
bridge the shortages in the workforce (Lee & Mills, 2005). Reasons for seeking
casual employment vary and may include: 1) combining paid work with family
responsibilities; 2) studying and pursuing other interests; 3) gradually reducing of
workforce participation as retirement nears or 4) supplementing the family income
(Batch, Barnard & Windsor, 2009). The fifth reason for the trend to casualisation is
multigenerational differences, which requires further amplification. As Generation ‘X’
and Y’ favour a healthy work—life balance, they are likely to be attracted to casual
employment to met these needs (Henry, 2007). This reduction in workforce
participation may then result in an increase to the EOCN'’s workload as they are left

to juggle commitments of work and a range of diverse family issues. The EOCN, who
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commonly belongs to the ‘Baby Boomer generation, places a priority on fulfilling
work commitments; however, this will be challenged as other registered nurses move
to causal shift work to retain a work-life balance (Hatcher et al., 2006).
Dissatisfaction with this imposed workload may prompt the EOCN to reduce
workforce participation by adopting causalisation as a short-term strategy and a way
to maintain their work—life balance; however, equity of leave and financial benefits

may be a point of consideration.

lllustrated by equity issues, casual employees are disadvantaged as they receive
lower long-term financial and leave benefits. Additionally, the ability to access
organisationally offered professional development opportunities is reduced for the
casual worker, which may impact on their ability for innovation, continuity of service
provision and quality outcomes (Buchan, 2009b). In contrast to limited employment
opportunities, casualisation may be favoured as a benefit to the employee.
Compensation or remuneration strategies which have developed as a response to
the nursing shortage may reverse the intent by supporting nurses to reduce their
hours of workforce participation (Batch et al., 2009). While increased penalty rates
have been granted for hours of peak demand or less favourable shifts, nurses may
choose to work at these times to receive the higher remuneration benefits. This
allows them to reduce the hours worked per week while maintaining the same
income (Zeytinoglu, Denton, Davies, Baumann, Blythe, & Boss, 2006). Organisations
may lose the expertise of the EOCN if they are disadvantaged by financial equity

issues or their personal and professional needs are not met.

Consequences of selecting to work casually can impact on the EOCN’s decision to
reduce workforce participation if disadvantages outweigh the benefits. Additionally,
the EOCN’s decision to reduce their hours from full-time to causal employment may
disadvantage them if they are placed in non-career positions and therefore have
reduced opportunities for career progression (Hatcher et al., 2006). As a result, there
may be difficulty in retaining this cohort at least until their preservation age of 55
years. Consequently, placement in non-career positions could be considered as
devaluing the EOCN’s skills and knowledge. With no career prospects and a
consistently heavy workload exacerbated by inappropriate skill mixes, there seems

little to encourage retention of the EOCN in the workplace.
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Currently, the effort to increase staffing numbers has seen unregulated workers
increasingly being employed — a strategy that is not without risk from a quality
perspective (Forster & Queensland Health, 2005). Due to cost containment,
unregulated workers are most commonly being employed in the aged care sector
(Hegney et al., 2008). As a result of there being no minimum standard for these
workers, it is impossible to establish standards for their work practices.
Consequently, there is no professional alignment, which places additional stress on
the supervisory role of the experienced registered nurse. This has a direct impact on
the workload of the EOCN (Queensland Nurses' Union, 2009b). Concern has been
raised that a minimum health worker educational standard of Certificate Ill is required
to promote best practice (Garling, 2008). However, at this point, the standard remains
a workforce regulation of the employing organisation rather than a national
imperative. As a result of increasing employment of unregulated workers, the

EOCNSs’ workload responsibilities escalate.

Studies have supported the need for a well qualified nursing workforce by
demonstrating an association between higher levels of staffing by registered nurses,
better outcomes and lower rates of adverse events (Duffield et al., 2007b). For
example, a large study of 799 hospitals over 11 states in the United States of
America (USA) found consistent evidence that a higher proportion of hours of nursing
care provided by registered nurses and a greater number of registered nurse hours
per day were associated with better outcomes for hospitalised patients (Needleman,
Buerhaus, Mattke, Steward, & Zelevnsky, 2002). Some organisations compromise
staff allocations with potential risk of liability as a result of increasing numbers of less
qualified workers delivering care without the level of skill required to work
unsupervised (Tourangeau et al., 2006). The risks associated with inappropriate skill
mix may cause the EOCN to resign or reduce workforce participation due to
increased stress related to extended supervisory responsibilities for unqualified staff

and reduced quality patient outcomes.

Despite higher proportions of registered nurses being associated with fewer adverse
events, the healthcare sector is increasing the proportion of unregulated workers to
support staff numbers in the work units (Duffield et al, 2007b). The staffing
complexities of increasing employment of agency and casual staff are further

complicated by increasing workplace dissatisfaction with workload issues. In a
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climate of nursing shortage, skill mix changes and heavy workload, the EOCN may

feel challenged to reconsider their ability to achieve quality outcomes for patients.

3.2.3 Personal Risk Factors

Personal risk factors have the potential to influence the EOCN’s decision about
workforce participation and come at considerable cost to the organisation and the
nurse. These risk factors include workplace injury such as musculoskeletal injuries
(Norman et al., 2005; Zaloshnja, Miller, & Waehrer, 2006); organisational stress (Cyr,
2005); and workplace harassment and violence (Hegney, Eley, Plank, & Buikstra,
2006a) and may lead to a decrease in physical or mental wellbeing. For the EOCN,
this situation may place them at risk of harm and cause them to consider reducing

their workforce participation or leaving the profession permanently.

3.2.3.1 Workplace Injury

Jobs with high demand and low control factors have been identified as having an
association with adverse physical and mental health outcomes for women in
healthcare (Letvak, 2005). This is relevant as the nursing profession is predominately
a female population (90.4%) (National Health Workforce Taskforce, 2009).
Specifically, heavier workload and longer shift hours, aggravated by nursing
shortages can lead to workplace injury (Australian Nursing Federation, 2008). Work
related injuries range from mental health problems to coronary disease (Letvak,
2005) with nurses often leaving the workplace or profession as a consequence
(Australian Nursing Federation, 2008). While older registered nurses employed in the
hospital setting are more likely to report job-related injuries than their younger
counterparts, organisations lack policies to address the needs of the older worker
(Letvak, 2005).

Due to the heavy workload related to caring for patients in chaotic conditions, nurses
from all age groups are increasingly susceptible to musculoskeletal injuries at great
costs to the organisation and the individual. Increasing age when combined with
years of nursing is a precursor to reduced physical health, with the majority of nurses
suffering from recurrent episodes of neck, shoulder or back pain (Chang, Daly,
Hancock, Bidewell, Johson, Lambert, 2006). Further, a 2007 study found nurses
described that heavy workloads, excessive tiredness, lack of support and high stress

level contributed to their chronic back problems (Gabrielle, Jackson, & Mannix,
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2007). While workplace health and safety policies mandate the use of supportive
equipment such as manual handling devices, their use is minimised as a result of
lack of time and access, which leads to back injuries. Back injuries are the most
frequently documented workplace injury for nurses and are a contributor to staff
turnover (Norman et al., 2005). The Victorian Government has demonstrated success
in the implementation of a ‘no lifting’ policy in the public health sector in 2000, which
reduced manual handling injuries by 48%, compensation claims by 54% and
decreased work days lost by 74% (Australian Nursing Federation, 2004). In
response, the Australian Federal Government has proposed funding a ‘no lifting’
policy across all public health facilities at a cost of $60 million over three years

(Australian Nursing Federation, 2008).

An additional major personal injury risk is contracting Human Immunodeficiency Virus
(HIV), Acquired Immune Deficiency Syndrome (AIDS) or hepatitis from a needlestick
injury. This danger of this injury is illustrated by a report of an almost 200% increase
in the likelihood of needlestick injury when workload is high, staffing levels are
inappropriate and morale is poor (Clarke, Rockett, Sloane, & Aiken, 2002). However,
the introduction of a needle-less system throughout many Australian healthcare
facilities has minimised the risk of this injury. Although transmission of blood-borne
pathogens is largely preventable through the use of universal precautions and safe
needle equipment, the highest cohort reporting injuries are those between 41 and 50
years (Ulrich, Buerhaus, Donelan, Norman, & Dittus, 2005). With only one in four
needlestick injuries reported to hospital authorities, underreporting of these and other
workplace injuries may be an organisational problem (Clarke et al., 2002). The
rationale for the higher reporting of workplace injuries by the older cohort may be a
result of recognising the importance of incident reporting as a means to promote and
maintain quality outcomes. As retirement is looming, the EOCN may alternatively
view reporting as less intimidating to the hospital authorities than their younger
cohort; however, there is minimal recognition for the EOCN'’s contribution to health

and safety issues in the workplace (Letvak, 2005).

Finally, research on shift work indicates that fatigue can result from a loss of regular
sleeping times, and an increase in age also contributes to the resultant fatigue
(Letvak, 2005). Older nurses report delayed recovery from sleep deprivation

compared with their younger years and, as a result, often returned to work exhausted
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(Gabrielle et al., 2007). This poses a particular risk for the EOCN. Ageing decreases
the speed of circadian rhythms to night work, increasing the risk of sleep disorders
and aggravating other conditions such as diabetes, psychiatric conditions and
epilepsy (Letvak, 2005). The risk of fatigue-related car accident following a shift was
similarly cited by 18.8% of nurses as a safety concern (American Nurses Association,
2001). The long and potentially tiring shifts demanded by organisations from their
nursing workforce would need to be reconsidered if the EOCN is to choose to remain

in the workforce and preserve their health and safety.

Heavy workload and nursing shortages impact on the health and wellbeing of nurses
(Garling, 2008). While the nursing workforce is ageing, there is little known about the
health and safety aspects of the older nurse. However, a survey of nurses over 50
years of age found that almost 25% experienced a job-related injury in the past five
years and over 30% experienced job-related health problems. Despite these injuries,
this study found that collectively, older nurses reported higher levels of physical and
mental health than the national norm (Letvak, 2005). As a result, the EOCN may
consider the implications of workplace injury as a component within their decision of
workforce participation. Healthcare organisations are therefore obliged to make an
effort to maintain the physical and mental health of the EOCN in order to support their

retention within the workforce.

3.2.3.2 Workplace Stress / Burnout

Heavy nursing workload with resultant risk of workplace injury is further complicated
by the inability to recruit and retain experienced nurses. The work environment may
not be conducive for nurses to meet their personal and professional needs as a result
of the current nature of nursing work. Nurses are at high risk for experiencing
emotional stress as exhaustion, frustration and stress are commonly described as the
‘normal daily routine’ (Lafer, 2005). Nurses suffering from continual emotional stress
have an increased chance of suffering from burnout (Cyr, 2005) with other damaging
effects causally connected to mental health problems, elevated blood pressure and
asthma (DeVries & Wilkerson, 2003). Burnout may be defined as “the syndrome of
physical and emotional exhaustion, involving the development of negative self
concept, negative job attitudes and loss of concern and feelings for clients” (Pines &
Maslach, 1978 p. 233). Additionally, burnout is an outcome of lower levels of

autonomy and micro-management, which may result from a dissonance between the
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individual nurse’s expectations to fulfill their professional role and organisational
structure (Norman et al.,, 2005). Poor working conditions, inadequate resources,
increased stress levels and disillusionment with the management of their personal
and professional life often results in nurses leaving organisations (Human Resources,
2005). A Queensland study conducted on three occasions from 2001 to 2007
identified that 95% of nurses rated job stress as ‘high’ in their workplace (Hegney et

al., 2008), which places staff wellbeing at risk.

As a result of burnout, the nurse may lose all concern and emotional feeling for
colleagues and/or patients, treating them in a detached or even depersonalised
manner (Maslach, 1976). Depersonalisation is defined as “the development of
negative, cynical attitudes towards recipients of one’s service or care” (Demerouti,
Bakker, Nachreiner, & Schaufeli, 2000, p. 455). As a result of detached behaviour,
nurses’ feelings may be demonstrated by cynical or negative view points, or
derogatory comments (Leiter, Harvie, & Frizzell, 1998; Pines & Kanner, 1982;). It
follows that burnout may be associated with a reduction in quality of care (Erickson &
Grove, 2007). Nursing is a caring role and there is a professional and personal need
to achieve quality patient outcomes. Burnout and associated symptomatic behaviours
may not allow nurses to meet their personal and professional needs, thus rendering

continued participation in the workforce an unlikely option.

Nurses with high job demands such as intense interactions with patients, and high
physical and cognitive workloads may have strong associations with emotional
exhaustion, energy depletion or draining of emotional resources (Lafer, 2005). Each
additional patient per nurse has been shown to be associated with a 23% increased
risk of burnout and a 15% increased risk of job dissatisfaction (Aiken, Clarke, Sloane,
Sochalski, & Silber, 2002). In addition, poor reward systems, inability to participate in
decision making and disillusionment with work can increase staff turnover (Duffield et
al., 2009). In contrast, reward initiatives and sound communication processes are
associated with health and wellbeing for nurses (Gelsema, van der Doef, Maes,
Janssen, Akerboom, & Verhoeven, 2006). As satisfied employees rise to the
challenges of the workplace and are more resistant to job strain and burnout, nurse
leaders are well placed to foster EOCN satisfaction within the work environment
(Gelsema et al., 2006).
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Job demands, lack of job control and lack of social support from leaders and
colleagues are associated with burnout and health problems for nurses (Gelsema et
al., 2006). If the social environment is supportive, burnout is not likely to occur, even
if the work is stressful (Lafer, 2005). Lowering the work pressure and physical
demands, and providing sufficient time to provide quality care may prevent serious
health consequences for nurses, improving job satisfaction and ultimately nurse
retention (Gelsema et al., 2006). Even so, it has been argued that job demands may
become too high to be buffered with ordinary supporting networks (Lindholm, 2006).
The concept of organisational and collegial support within a stressful environment is
equally relevant to the EOCN regardless of the length of service or experience within
the profession. If this social support is not forthcoming, the EOCN may reduce their

workforce participation.

Women in roles with high demands, low control and low social support show the
greatest decline in health status (Ulrich et al., 2005). Consequently, the personal cost
of potential declining health status as a result of high stress levels or burnout may
have a direct impact on the inability to recruit and retain experienced nurses (Lafer,
2005). In the United Kingdom, excessive costs to the individual and the organisation
resulting from job stress are estimated to be in excess of £4 billion (~$A6.8 billion)
(Wright, 2005) and cause a loss of approximately 13 million work days per year
(Laurence, 2003). As a result of continued stress or burnout, there is a strong
correlation between sick leave and overtime (Norman et al., 2005), which is
negatively associated with satisfaction and turnover (Erickson & Grove, 2007). The
nursing profession is already challenged with difficulties in recruitment and retention.
To offer employment which is further compromised by high stress levels and burnout
will not be viewed favourably as the EOCN contemplates their workforce
participation. A Swedish survey of nurses working in aged care studied the
relationship between staff satisfaction with work and perceived stress levels
(Engstrom, Ljunggren, Lindqvist, & Carisson, 2006). The findings suggested that staff
who reported lower levels of stress symptoms were older and this same cohort was
more satisfied with their current workload (Buerhaus, Donelan, Ulich, Norman, &
Dittus, 2006). Similarly, the notion that older nurses were less likely to experience
agitation or burnout may be a positive consideration for the EOCN in providing

emotional mentorship to their younger colleagues.
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However, healthcare can not afford to lose any staff through declining health status
when the development of management practices are well placed to reduce
occupational stressors and should be seen as a fundamental part of leadership
(Anderson, Manno, O’'Connor, Gallagher, 2010). It is evident from the increasing
turnover rates that current strategies to address this major health risk are not
successful. However, strategies to manage the effects of stress are only part of the
puzzle as the workplace environment is also likely to be exacerbating the causes of
stress. Work relationships influencing retention decisions for the EOCN are pivotal in
evolving a working culture that engenders trust and encourages creativity in an

emotionally intelligent environment (Anderson et al., 2010).

3.2.4 Workplace Harassment

The healthcare setting is particularly susceptible to workplace harassment and
violence, and owes its increasing attention to increased media attention and attempts
to reduce the inherent stress in traditional hierarchical structures (Sweet, 2005;
Forster, 2006). Presenting as a variety of titles including workplace violence,
harassment, bullying or aggression, workplace harassment is defined as “any
incident where an employee is abused, threatened or assaulted in circumstances
arising out of, or in the course of their employment” (Dent, 2006, p.3). As a result of a
stressful environment, the associated violence may range from intimidation to
stabbings with perpetrators including colleagues, physicians, patients and family

members (Hegney et al., 2008).

Workplace harassment or violence also varies by facility. Work relationships can be
compromised as a result of internal violence and are most common in organisations
where dominant/subordinate hierarchical interactions exist. Additionally, workplace
violence has gender differences with female victims experiencing higher levels of
verbal and sexual abuse, while male victims tend to receive more overt threats and
physical assaults. Comparatively, the incidence of violence in the workplace has
increased for women and decreased for males (Hegney et al., 2008). This is of
particular relevance for the EOCN as nursing is a predominately female led

profession (National Health Workforce Taskforce, 2009).

A form of workplace harassment is commonly found in dominant/subordinate

hierarchical interactions such as the nurse—physician relationship. This is evidenced
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by physicians’ disruptive behaviours having a negative impact on job satisfaction and
morale of nurses (Gordon, 2005). These disruptive behaviours are commonly
demonstrated by disrespect, verbal abuse and condescending actions often in the
presence of colleagues, patients or family members. The cause of the ‘nurse /
physician predicament’ is a perceived variance in the role of nursing and a failure to
effectively communicate (Hegney et al., 2006a). Regardless of an endorsed
organisational code of conduct (Tuschke, 2006) or zero tolerance policies (Forster,
2006), a Queensland study reported 50% of public acute nurses experienced
workplace violence in the last three months (Hegney et al., 2008). Additionally, the
physician dominant role and the nurse subservient role are reinforced by gender,
education and remuneration. As a consequence of this interrelationship, collaboration
raises concerns of erosion of power and authority for the physician. However, while
the quality of nurse—physician relationships has improved in recent decades, many
barriers remain which hinder effective collaboration (Morinaga, Ohtsubo, Yamauchi,
& Shimada, 2008). These barriers may influence the EOCN to reconsider their
workforce options if their experience and knowledge is not valued in collaborative

interactions.

Bullying and intimidation of nurses by nurses is also prevalent in some areas of
nursing and through all nursing levels (Garling, 2008). This form of workplace
harassment is found to be more stressful for nurses than aggression from other
sources. Bullies form cliques to assist with the demise of vulnerable colleagues,
resulting in a range of outcomes from resignations to suicide (Mather, 2006).
Although avenues for reporting disruptive behaviours were available, barriers such as
intimidation, fear of retaliation and lack of confidentiality were reported by
Queensland Nurses Union members indicating that reporting of violence of any
degree was complex (Hegney et al., 2008). Consequently, it is difficult to accurately
quantify the extent of workplace violence as many incidents are not reported and do
not result in time off work. Recordings of some incidents are cited in the patient’s file,
but not recorded for WorkCover purposes (Forster, 2006). Further, reporting barriers
may be partly responsible for the continuance of the disruptive behaviours. In
Australia, it has been estimated that one in four healthcare employees are affected
by harassment with costs incurred including poor morale, productivity losses,

increased absenteeism and turnover, and law suits estimated at $12 billion per year
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(Mayhew & Chappell, 2001). This is an unnecessary cost to any organisation and

individual which may negatively impact on retention.

Client-initiated violence is more common for workers who have face-to-face contact
with clients and families, particularly if the clients are distressed, frightened or in pain.
Therefore, nurses working in emergency departments and mental health settings are
at high risk of physical injury, although this risk is evident in all nursing workplaces
(Tuschke, 2006). Some patients may behave in a violent manner as a result of their
medical condition, however, being in care does not absolve perpetrators from the
legal consequences of their actions (Dent, 2006; Tuschke, 2006). As a healthcare
professional, one of the most difficult situations is to be confronted by one of the
patients for whom they have dedicated their career to assisting (Hegney et al.,
2006a).

As previously identified, sources of violence may vary by perpetrator; however, a
variance may also occur with the type of healthcare facilities. To clarify, a survey
among members of the Queensland Nurses’ Union identified that the major source of
violence in the public health sector originated from patients (29.7%), followed by
other nurses (19%), and visitors and relatives (16.4%) (Hegney et al., 2008). This
study also found that inexperienced nurses are more likely to report violence than
experienced nurses and the latter group perceived workplace policies and
procedures to be ineffective (Hegney et al., 2008). What this study does not reveal is
the influence the violence has on the EOCN. While this study population was 3000
nurses with a response rate of 44.6%, one limitation was that the target group was
limited to Queensland Nurses’ Union members and may not reflect the opinion of all
nurses in Queensland. However, the reluctance to report workplace violence
conceals the actual extent of the problem and risks desensitising the nurse to accept

the violence as part of the job (Lanza, Zeiss, & Rierdan, 2006).

The nursing profession is particularly susceptible to workplace harassment due to a
stressful and complex environment. A recent Australian study identified that more
than one-third of nurses reported experiencing emotional abuse and about one in five
nurses reported threats of physical harm. More than one in ten reported actual
physical harm with the source of violence nearly always from patients and families

(Duffield et al., 2007b). However, while nurses are better placed to cope with
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workplace violence with good social support, it has been shown that nurses are more
concerned about aggression from colleagues than other sources (Baltimore, 2006).
As a consequence, the EOCN may perceive they have little support, which is shown
as researchers have identified the reluctance of more experienced nurses to report
harassment events. The EOCN may also perceive the structures developed to

support them against disruptive behaviours to be ineffectual.

3.2.5 Summary and Research Question

The physical environment for the EOCN incorporates factors such as workload, skill
mix, scheduling, resources and equipment. Additionally, factors such as workplace
harassment and violence add to the complexities of health care delivery with the
possibility of culminating in stress or burnout for the nurse. The nurses’ workplace
environment is a greater predictor of satisfaction than other factors such as pay and
benefits (Garling, 2008). Structural factors such as unreasonable expectations of
employees, and undesirable hours and shifts have been negatively associated with
job satisfaction. While there is a plethora of literature recommending strategies to
support nurses in the workplace, much of the data have been taken from descriptive
studies and questionnaires yet to be viewed through evaluation. Furthermore, the
available literature refers to a general nursing population with minimal data being
specific to the EOCN.

The EOCN is already contemplating and planning their future workforce participation.
If the workplace environment is not aligned to the EOCN’s professional and personal
needs, options may include the premature reduction or cessation of workforce
participation. This would be a great cost to the profession and healthcare
organisations. The loss of decades of organisational knowledge and intuitive practice
prior to transference to less experienced nurses is detrimental to the continued
development of the profession. Additionally, in an environment where the profession
is struggling with a nursing shortage that is forecasted to escalate, nursing can not
afford to lose the EOCN through factors which can be controlled. It is necessary to be
informed by specific research which is focused on the EOCN'’'s workforce
participation decision in order to develop appropriate strategies to ensure their
retention and sustainability. Therefore, in light of these considerations, the following

research question aims to elicit relevant data.
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Research Question:
How does the workforce environment influence EOCNs’ decisions regarding
workforce participation?

3.3 Leadership

It has been suggested that nurses do not leave hospitals, they leave leaders
(O'Brien-Pallas, Duffield, & Hayes, 2006). Leadership attributes and behaviours have
the ability to influence the professional environment in which EOCNSs practice, yet
they can not be contained within a discrete and comprehensive list. While
transformational leadership behaviours are those associated with effective leaders
(Bally, 2007), leadership factors such as communication and team cohesiveness,
supervision attributes including trust (Daly, Speedy, & Jackson, 2005) and flexibility
(Gess et al., 2008) contribute to the EOCN'’s decision to stay in the organisation or
profession. Also, the ability to exercise factors such as mentorship, autonomy of
practice and organisational commitment (Bally, 2007) will influence employment
decision making for the EOCN. Effective management attributes and leadership skills
enhance job satisfaction, sustain organisational commitment and encourage
retention (Hayes, O’Brien-Pallas, Duffield, Shamian, Buchan, & Hughes, 2006).
However, the profession is not only challenged by the nursing shortage crisis, but is
also moving towards a nurse leadership crisis (Wolf, Bradle, & Nelson, 2005). A
contributing factor in the looming leadership shortage is cost containment, which has
reduced the middle manager cohort and cutback the formal training and development
of this group. As a result of these reductions, nurse leaders may be ill prepared or
reluctant to perform successfully in their complex roles which will undoubtedly impact
on the EOCN.

A range of leadership approaches, modified to meet the needs of different groups or
individuals, may energise staff to excel within their work environment (Gess et al.,
2008). Leadership is understood in this context as the behaviours, knowledge and
skills that are pivotal to the development of a social climate which is sensitive and
supportive of the need to nurture and retain quality staff. Additionally, these
leadership behaviours may create a sense of ownership for the nurse without being
fearful of risk-taking in a constantly changing environment. Higher levels of nurse
satisfaction and reduced turnover have been reported when associated with an
emphasis on communication between leadership and staff, professional autonomy
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and commitment to flexibility in a decentralised organisational structure (Lavoie-
Tremblay, O’Brien-Pallas, Viens, Brabant, & Gelinas, 2006). It is important to identify
the degree of influence these leadership factors have on the EOCN'’s decision on
workforce participation in order to better understand their professional and

satisfaction needs.

3.3.1 Communication and Team Cohesion

The importance of sound communication abilities and listening skills are core
concepts in building trusting relationships and are often overlooked by leaders
(Tveiten & Severinsson, 2006). Supportive communication from leaders and
colleagues buffers nurses from job stressors and provides them with informational
and emotional resources to cope with workplace stressors (Duffield & Roche, 2009).
In addition, supportive communication assists in the enhancement of an environment
in which nurses build communication skills that enable them to perform effectively in
their role (Henry, 2007). As a result of exemplary communication skills, a sense of
belonging and identification with a group or organisation is established, enabling the
nurse to learn desirable identity characteristics and make decisions congruent with
group norms and values (Armstrong-Stassen, 2005). Through interaction between
experienced and less experienced nurses, the latter group is able to identify with the
role and what it means to be a nurse (Apker, Ford, & Fox, 2003). The successful
leader will encourage genuine communication with all employees, developing a
sustainable workforce that views problems as an opportunity to create innovative
initiatives (Armstrong-Stassen, 2005). The enrichment of the less experienced
nurse’s identity and professional skills highlights the potential value of the EOCN and
their ability to contribute to the education and socialisation of their colleagues.
Additionally, when nurses identify with a particular reference group, they are more
likely to stay with that group. Identifying with a group may have retention benefits for
all nurses but specifically, it may positively influence EOCNs and their continued

workforce participation.

Nurturing a culture conducive to open communication and safety in challenging the
status quo without fear of repercussions may extend the EOCN in their role and
realise their value as a healthcare professional (Edens, 2005). Many leaders do not
believe that clinical staff have the ability to create innovative ideas at an

organisational level, nor are they given an opportunity to develop through
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participation (Al-Hussami, 2008). Specifically, due to continuous care responsibilities,
the nurse is optimally placed of all healthcare professionals to develop a therapeutic
relationship with the patient. However, the nurse’s professional relationship capability
and knowledge is rarely recognised in consultation with other healthcare workers
(Tourangeau & Cranley, 2005). This ineffective communication may influence the
ability or willingness of nurses to develop interactive relationships and information
flow which contribute to better outcomes (Anderson, Corazzini, & McDaniel, 2004).
Leadership climate and communication can affect turnover; however, research shows
that patterns of communication alone do not create either effectiveness or
ineffectiveness in minimising turnover rates (Duffield et al., 2009). Further, leaders
can influence turnover by addressing climate and communication patterns and by
encouraging stable leadership (Gess et al., 2008). If lack of collaboration is present
for the EOCN, a reduction in effort to interact may result, affecting the quality of

patient outcomes and devaluing the EOCN’s contribution within the work group.

Higher levels of group cohesiveness and lower job stress were reported when a
nursing practice environment was modelled to investigate the effectiveness of a
participatory leadership style (Bally, 2007). Other leadership studies confirm the
positive influences that communication, autonomy and group cohesion have on
reducing job stress and increasing job satisfaction, which in turn is directly linked with
the intent to stay (Hayes et al., 2006). Nurses who perceived that they were valued
team members may more effectively tolerate additional frustrations within a complex
environment (Lavoie-Tremblay et al., 2006). Being a valued team member will
confirm job satisfaction and, as a result, the nurse is more likely to remain in the
current role, minimising turnover costs and increasing quality patient outcomes (Gess
et al., 2008). This was demonstrated through the formation of a care model which
focused on enhancing the expertise of the experienced nurse (Batcheller, Burkman,
Armstrong, Chappell, & Carelock, 2004). Enhancement of leadership role of
experienced staff provided improvements in team cohesion which lead to reduced
staff turnover, increased job satisfaction, physician confidence and patient safety
(Batcheller et al., 2004). Additionally, it is reasonable to assume that as a result of
revised model, the inexperienced nurse was supported appropriately and the
experienced nurse was valued for their expertise, resulting in a 64% reduction in
nurse turnover one year post unit redesign (Batcheller et al., 2004). While the study

did not categorise the nurses who remained by experience, the valuing of expertise
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and resultant benefits may positively influence the EOCN by providing a cohesive

situation in which to practice.

In addition, Magnet hospital leaders identified that collaborative team building
increased efficiency and productivity while enhancing staff and patient satisfaction
(American Nurses Credentialing Centre, 2010). Staff communication and job
satisfaction were shown to be positively linked with effectively functioning teams and
higher quality of nursing care (Amos, Hu, & Herrick, 2005). However, there is a
challenge in the development and sustainability of the team as illustrated by an
examination of the leadership practices of hospital administrators (Farrell, 2003). This
study found that doctors, nurses and unions were in power conflicts related to
inadequate allocation of resources by governments, resulting in a constant struggle
for control between stakeholders, with management and clinical professionals in
opposition (Farrell, 2003). This style of leadership is unlikely to facilitate change,
sustain continued commitment of employees or manage conflict which is common

within changing organisations (Bally, 2007).

Furthermore, healthcare is undergoing major changes due to social, patient-related
and economic stressors and conflict is an inevitable result. Healthcare, with its
diversity of disciplines, has a long history of less than cohesive relationships,
particularly between employees and employers (Cooper, 2003). While loyalty to
organisations may be diminishing, this is not true of collegial loyalty. Staff may not
hesitate to leave an organisation, but may find it difficult to leave their team mates.
Teams can build on the commitment theme of working hard so as not to let down the
remaining team members (Tourangeau & Cranley, 2005). It follows that strong
ownership of, and accountability for, outcomes creates greater peer pressure for
members to make sacrifices for the team. Leaders are well placed to implement
strategies which create cohesive work teams and encourage social ties among key

employees such as the EOCN, ultimately reducing turnover.

Leadership behaviours which provide motivation and an environment for staff to
develop require meaningful, consistent communication through multiple forms; acting
with integrity; and treating staff with respect and dignity. These behaviours engender
improved levels of trust and mutual understanding which are integral to team work

(Lavoie-Tremblay et al., 2006). Teamwork not only combines the strengths of each
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member, but also delivers benefits such as reduced job stress and turnover,
increased job satisfaction and autonomy of practice (Shirey, 2006). These behaviours
may be responsible for not only assisting in providing positive support for the EOCN,

but also providing a work environment conducive to nurturing trusting relationships.

3.3.2 Supportive / Trust

Lack of consistency and credibility of healthcare leaders dealing with labile budgets
further compromise the supportive and trusting relationship needed to retain quality
staff (Shirey, 2009). Nurses struggle to provide quality care within cost constraints,
supervise increased numbers of unlicensed care givers and yet continue to have little
influence in their practice setting (Forster & Queensland Health, 2005). As a result of
the demands placed upon the EOCN, trust in leadership has become an increasingly
critical element in influencing the organisational culture, employee performance and
commitment to the organisation (Anderson et al., 2010). Most available literature
concerning the influence of leadership on nurses is limited to descriptive studies (Cyr,

2005), and few studies specifically focus on the EOCN.

A supportive workplace environment that considers the professional and personal
needs of the individual is vital to ensure a sustainable workforce (Armstrong-Stassen,
2005). Creating a practice environment in which nurses feel supported is a priority for
nurse leaders (Lavoie-Tremblay et al.,, 2006). Without this environment,
multidisciplinary collaboration and quality of patient outcomes may be compromised
and a patient-centred environment can not exist. To sustain trust, leaders should be

responsive to the EOCN and their personal and professional needs.

Trust in leadership and management is an essential component in supporting a
sound employee performance and commitment to the organisation (Shirey, 2009).
Public trust and respect for nurses has never been questioned, although this can not
be said for the relationship between nurses and their leaders (Donelan, Buerhaus,
DesRoches, Dittus & Dutwin, 2008). Issues such as lack of consistency in leadership
and financial limitations may reduce the ability to build trusting relationships,
particularly as the winning side in a compromise is often the business component of
healthcare rather than clinical needs (Elovainio, Forma, Kivimaki, Sinervo, Sutinen, &
Laine, 2005).
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Trust is found to be the best predictor of feelings of autonomy and empowerment
(Sikma, 2006). One method of developing a trusting relationship is for nurse leaders
to express their trust and allow the EOCN to develop and make mistakes in a non-
judgemental and learning environment (Sikma, 2006). If nurse leaders can create a
work environment that fosters trust, provides support and empowers nurses to
accomplish their goals, this will increase job satisfaction and organisational
commitment. This increased satisfaction and commitment will in turn positively affect
retention (Al-Hussami, 2008).

However, the philosophy of some nurse leaders is to ‘do to’ rather than to ‘work with’
staff. This type of assertion can generate anger and mistrust with minimal creativity or
initiative being demonstrated, resulting in employee resignation (Sikma, 2006).
Alternatively, the leader who is able to communicate a genuine need for success will
empower the nurse to excel past all expectations. Success is credited to the leader’s
ability to clearly define the expected outcomes and provide a supportive, trusting,

motivating and coaching environment (Bally, 2007).

Additionally, the social support from the leader or colleague is crucial in positively
influencing coping mechanisms and wellbeing. Empowerment is a means of social
support to reconcile stress in the workplace. As staff perceive a decrease in their
level of leader or collegial support, they perceive an increase in job stresses (Gess et
al., 2008; Laschinger, Finegan, Shamian, & Wilk, 2001). However, the quantity of
social support is not important but rather the actual presence and quality of the
network. Conversely, too much support may adversely affect the nurse’s feelings of
control (Laschinger et al., 2001). It is shown that satisfied nurses are choosing to
work in environments that value social support and empowered nursing practice
(Gess at al., 2008).

One of the greatest challenges for nurse leaders is to build trusting relationships in a
resource constrained climate; however, the EOCN may have an expectation that their
leader will provide the appropriate resources to deliver quality of care. It is also an
expectation that the leader will provide an environment which demonstrates flexibility
to meet both the organisation’s and nurses’ needs. If this workplace climate is not

made available, the EOCN may reconsider their continued workforce participation.
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3.3.3 Flexibility and Work-Life Balance

Most healthcare is delivered in the acute hospital setting and these facilities are
commonly described as bureaucratic hierarchical organisations. Criticised as
inflexible and lacking in innovation, a bureaucratic structure and leadership style will
prevent nurses from responding appropriately to the continually changing
environment (Forster & Queensland Health, 2005). Further, this structure risks
missing the opportunity to embrace a more open and flexible approach which will
bring healthcare into the 21% century (Duffield et al., 2007a). Australia’s healthcare
system faces the same challenge as our international counterparts, which is to review
how services can be delivered most effectively while balancing the work and life
commitments of the healthcare worker. Nurse leaders will therefore require specific

characteristics to guide the profession.

As a female dominant profession (90.4%) (National Health Workforce Taskforce,
2009), nursing struggles with an increase in work and life demands which call for
greater flexibility in scheduling practices (Storey, Cheater, Ford, & Lesse, 2009). With
projected increases in the demand for healthcare and the concern that the nursing
supply will be insufficient to cope with the demand, there is a focus on retention
strategies and more efficient utilisation of nursing resources. However, due to nursing
shortages and increased numbers of unregulated workers and heavy workload,
roster scheduling is constantly challenged. By enabling nurses to combine work and
non-work commitments, staff turnover concerning these issues could be positively
influenced (Duffield et al., 2009). The most attractive employer provides a flexible
work environment which recognises the nurse’s personal and professional needs.
This environment is created by the nurse leader with consideration to the match of
staffing in a patient-centred approach (Christmas, 2009). Much attention is given to
the younger nurse to support their family and work-life balance, yet the ‘Baby
Boomer’ or ‘sandwich generation’ is not granted similar consideration (Hart, 2006).
The EOCN, who is likely from the ‘Baby Boomer’ generation, may not only be caring
for offspring attending university or grandchildren, but also may be taking a major role
in the care of their older family members. Other family situations, such as single
parent families, also impact on the work and life balance for the EOCN (Hart, 2006).
In addition, the EOCN may require flexibility to access of educational programs, take
sabbaticals or a ‘phased’ approach to retirement (Forster & Queensland Health,

2005). A study of the older worker, 50 years and over, found flexible working
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conditions and approaches to retirement favourable for retention (Storey et al., 2009).
To have the flexibility to choose workforce participation options is a preference for the
older worker and would be similar for the EOCN if leadership strategies were

conducive to providing these choices.

Lack of communication between nurses and leaders attempting to fulfill scheduling
needs may lead to nurses working with inflexible rosters which results in nurse
resentment, burnout, low morale, increasing absenteeism and turnover (Duffield et
al., 2009). Shiftwork and night work have been found to impact on a range of health
outcomes such as increased risk of stress, anxiety, insomnia, breast cancer and
cardiovascular disease (Levtak, 2005) which may cause an increase in turnover
including retirement (Blakeley & Ribeiro, 2008). Shift work, linked with increasing
age, is responsible for the continuous and increasing frequency of sleep disturbances
and is a significant predictor of all sleep difficulties (Levtak, 2005). The reduction in
sleep quality and quantity from ages 32 to 52 years was found to be significant and
these disturbances persisted long after the cessation of shift work (Marquie & Foret,
1999). While it is more common for nurses over 55 years old to work daytime hours,
there is a small but increasing percentage working a variety of shift schedules

(Gabrielle et al., 2007) which may be responsible for health concerns.

The degree of choice the nurse has over their work schedules is a key component in
the relationship between working and their health (Andrews et al., 2005). Working
long and unpredictable shifts has a negative impact on the health and wellbeing of
the nurse due to increased social isolation and impaired interpersonal relationships
(Shermont & Krepcio, 2006). However, the extent to which the nurse perceives their
control over the balance of work and home life has been found to affect the health of
the nurse and organisational outcomes in terms of productivity, absenteeism, staff
morale and turnover (Pryce, Albertsen, & Nielsen, 2006). While the benefits of
achieving work-life balance are recognised by organisations, nurses continue to
experience difficulties balancing work and family responsibilities (Forster &
Queensland Health, 2005). To remedy this imbalance, healthcare organisations have
focused interventions on working hours and work scheduling. Nurses in a Danish
hospital trialed and evaluated a self rostering system and found enhanced job
satisfaction and significant increase in work—life balance, which was largely due to

the ownership and choice over work-rest schedules (Pryce et al., 2006).
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Self-scheduling is defined as a process by which nurses within the unit “collectively
decide and implement a monthly work schedule” (Kilpatrick & Lavoie-Tremblay, 2006,
p. 6). The line manager would determine the criteria for adequate staffing and staff
mix for each 24-hour period and each nurse then chooses which day and shift they
will work. While unit scheduling may be described as the most autocratic method
(Silvestro & Silvestro, 2000), self-scheduling is conducive to staff empowerment,
motivation, scheduling effectiveness and staff satisfaction (Shermont & Krepcio,
2006). Regardless of this strategy, one review found that rostering practices in
Queensland public hospitals were inflexible and inequitable, and negatively affected
recruitment and retention of nurses (Hegney et al., 2008). Issues raised included
unreasonable demands with self-rostering processes; full-time staff felt
disadvantaged through undesirable scheduled shifts; lack of availability of backfill
meant study or special leave was not possible; lack of experimentation with varying
shift lengths; and lack of rostering principles or guidelines. These inflexible and
inequitable issues may be responsible for the reduction or exit of workforce
participation for the EOCN.

To remedy the inflexible issues, effective rostering is required to ensure nurses’
personal and professional needs are met. These needs are also aligned with the
staffing requirements to ensure patients’ needs are met while maintaining a principle
of equity (Freeney & Tiernan, 2009). Following recommendations from a Taskforce
Report (Department of Education Science and Training, 2002), rostering trials were
established in Queensland hospitals to address the inequity issues of rostering
practices. The Best Practice Framework for Rostering Nursing Personnel (the
Rostering Framework) has been developed as an outcome of these trials and is
designed to provide nursing staff with a comprehensive guide to best practice
rostering (Queensland Health, 2003). Queensland Health nurses were encouraged to
use this framework in conjunction with the Business Planning Framework: Nursing
Resources to facilitate the appropriate allocation of nursing resources required to
deliver quality care (Queensland Health, 2008). However, regardless of these support
strategies, rostering issues continue to plague work unit management (Hegney et al.,
2008).
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Nurses continue to report overwork and poor working conditions in a climate which is
stressful due to high patient expectations. The balance of work and home life
becomes increasingly important as nurses age and, as a result, the EOCN may opt to
reduce workforce participation or leave the profession (Storey et al., 2009). The
increasing turnover rates indicate that nurses are not willing to work within the current
healthcare system. The work environment is fundamental to the retention of nurses,
particularly those who possess the accumulated knowledge and skills of decades of
experience (Storey et al., 2009). While reports indicate the inflexibility of
management practices, turnover data indicate that attempts to implement
recommendations are generally unsuccessful and may additionally be responsible for

a decrease in organisational commitment.

3.3.4 Commitment

Organisational commitment is a more stable predictor of turnover and group-level
performance than job satisfaction (Al-Hussami, 2008), and it has been determined
that effective management attributes and leadership skills sustain organisational
commitment and encourage retention (Gess et al., 2008). Defined as “the strength of
an individual's identification with and involvement in the goals and values of the
organisation” (Porter, Steers, Mowday, & Boulian, 1974, p. 604), organisational
commitment is relevant in a healthcare environment where registered nurses are in
short supply and turnover rates are high (Leach, 2005). Conversely, lack of
organisational commitment was found to be a result of nurses feeling unappreciated
and unsupported by their nurse leader (Gess et al., 2008). Therefore, as nurses work
in a challenging environment with heavy workload, a better understanding of the
nature of their commitment may support strategies to satisfy and retain them
(Bennett, Davey, & Harris, 2009).

Further, the intent to stay, turnover, job effort and satisfaction have been identified as
outcomes of commitment (Al-Hussami, 2008). One study combined these
associations to examine the relationship between nurse leadership and
organisational commitment among hospital based registered nurses (Leach, 2005).
The study results demonstrate that nurse executive leadership has an effect on the
type and degree of commitment experienced by registered nurses. Additionally,
nurse executives with transformational leadership styles have a direct influence on

registered nurses that inversely affects ‘alienative commitment’, which occurs when a
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nurse wants to leave the organisation but feels trapped for a variety of reasons
(Leach, 2005, p. 236). The value of leadership in this situation is to engage the
nurse, reduce the feelings of alienation and maintain a productive existence, thus

increasing the nurse’s organisational commitment (Nielsen & Munir, 2009).

The psychological link between the individual and the decision to continue in an
occupation can be described through the Three-Component Model of Occupational
Commitment (Meyer & Allen, 1991). The first component of this model is affective
commitment, which is related to the nurse’s connection with the organisation.
Affective commitment was found to be positively associated with job satisfaction,
involvement, performance and organisational citizenship behaviour (Allen & Meyer,
1996). Research using this model to study job withdrawal intentions, turnover and
absenteeism found affective commitment to be the most consistent predictor of these
outcomes and was the only view of commitment that was related to turnover and
absenteeism (Somers, 1995). The model's second component, continuance
commitment, reflects a nurse’s acknowledgement of the costs of leaving the
organisation. If continuance commitment is high, the nurse believes the benefits of
staying with the organisation outweigh the consequences of leaving. The third
component of the model, normative commitment, is the nurse’s sense of obligation
for remaining with the organisation (Allen & Meyer, 1996). Normative commitment, in
conjunction with affective commitment, was found to be positively related to intent to
remain (Somers, 1995). It is suggested that each nurse has an individual
“‘commitment profile reflecting his or her degree of desire, need, and obligation to

remain” with the current organisation (Meyer & Allen, 1991, p. 83).

This model of occupational commitment was tested by Nogueras to predict the
registered nurses intent to leave the profession (2006). The study found that the
higher the level of education and number of years of experience for the registered
nurse, the greater the occupational commitment and lower the intent to leave the
profession. What is also relevant for the EOCN is that as the registered nurse’s age
increased, so too did their occupational commitment (Nogueras, 2006). Limitations of
this study included a voluntary non-randomised group and the use of self-report
measures which may not accurately represent the national American profile. If these
findings are considered in relation to the EOCN, their commitment levels would be

expected to be high with little consideration of reducing workforce participation. It is
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therefore relevant to determine why EOCNs are leaving organisations and the
profession. This cohort has the potential to be a committed member of the profession
with the potential to extend their workforce participation if the environment remains

conducive to their needs.

Loyalty to the organisation can also be enhanced without requiring organisational
commitment (Cappelli, 2000). One strategy is to delegate the control of practice to
the nurses. This acts as a catalyst to increasing their commitment. The resultant
benefits are satisfaction, recognition and status (Cappelli, 2000). Nurses are more
likely to commit to an organisation if their leader challenged relevant aspects of the
job, questioned the status quo, managed stress effectively and took risks within their
practice (Shirey, 2009). One Swedish study of emergency nurses contradicted this
notion of enhanced organisational commitment without loyalty, indicating that both
job involvement and organisational commitment are directly related to turnover intent,
however, only indirectly related to actual turnover (Sjoberg & Sverke, 2000). If nurses
could work autonomously, it may be assumed that there would be a level of job
involvement and commitment to the role. Factors which influence nurses’
organisational commitment include: 1) personal factors such as stability and meeting
their needs; 2) opportunities for learning; 3) job satisfaction; 4) plans to retire from the
organisation; 5) remuneration; 6) ability to provide quality care; 7) support system
from coworkers; 8) cultural factors including work values; 9) job security (McNeese-
Smith, 2001). However, a limitation of this qualitative study of nurses is the restricted
ability to generalise the results due to nonexperimental methodology, the setting and

the relatively small sample size.

An additional factor which may influence how employees offer their commitment is
the multigenerational issue. Generation X and Y do not share the same work ethic
and sense of employer loyalty as the Baby Boomers (Thorgrimson & Robinson,
2005). Baby Boomers, which include the EOCN cohort, generally have unquestioning
commitment to the organisation, as long as organisations actively assist them to
juggle personal and work commitments (Hart, 2006), and publicly recognise
innovative ideas. If leaders support the EOCN in meeting their personal and
professional responsibilities, organisations may enhance the strong commitment from
an experienced cohort (Stuenkel, Cohen, de la Cuesta, 2005) which may extend their

workforce participation.

Chapter Three: Literature Review 70



In addition to the generation factor, the stage of an employee’s career has an impact
on commitment level. One study identified that employees in their last career stage
have the highest commitment levels (Morrow & McElroy, 1987). Further, these
employees were the most satisfied with their work and colleagues, and the least
satisfied cohort in relation to promotional opportunities. This notion was confirmed
more recently in a study of nurses 45 years and over (Bennett et al., 2009). These
nurses described a need for high standards in patient care and would forgo
promotion if they lost the opportunity for direct patient care. Furthermore, there was a
strong commitment to their less experienced colleagues in a desire to mentor and
support their ongoing development (Bennett et al., 2009). These qualities could
benefit both the patient and the less experienced nurse and highlight the value in

retaining the EOCN in supporting quality patient outcomes.

3.3.5 Autonomy to Practice

In addition to organisational commitment, autonomy is a strong predictor of
organisational and professional identification. Nurses who perceive that their role
allows autonomy of practice are more likely to experience feelings of belonging and
loyalty towards their employer in the short term and the profession in the longer term
(Apker et al., 2003). Professionals are expected to maintain autonomy over their
practice which results in the stimulation of personal and professional development of
employee (Bennett et al., 2009). Opportunities for autonomous practice enable

nurses to become critical and reflective thinkers.

Leaders are often guilty of not developing or valuing knowledge. Subsequently, the
work environment does little to promote autonomy of practice as clinical decision-
making is often determined away from the practice area (Ritter-Teitel, 2003). EOCNs
who have developed expertise in their chosen field expect increased autonomy,
recognition and opportunities; however, autonomous practice is the exception rather
than the rule. In contrast, nurses working in Magnet hospitals were found to be more
involved in decision making and consequently gained more autonomy over their
practice (Gordon, 2005). These nurses had higher levels of job satisfaction and
experienced less burnout than nurses in other environments. Autonomy is therefore
the strongest correlate of job satisfaction and retention (Nedd, 2006). Nevertheless,

competence is a prerequisite for autonomy, and it is necessary that nurse leaders
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provide opportunities for nurses to maintain and advance their knowledge and skill
levels. It seems important that nurse leaders develop an environment which enables
nurses to further develop skills in their clinical practice to support autonomous
practice. While the expansion of professional autonomy can be gained through
continuing education, research and shared governance (Gess et al.,, 2008), the

EOCN is not routinely offered this opportunity regardless of their expertise.

Regardless of education and research, unless the leader demonstrates genuine trust
in their staff, opportunities to practice autonomously are unlikely (Hayes et al., 2006).
Given this prerequisite, the leader may embrace the challenge to empower or enable
employees to practice in an autonomous manner by taking risks and engaging in
innovative activities without layers of approval (Christmas, 2009). However,
exacerbated by time constraints, resource cutbacks and high patient acuity,
autonomous practice has decreased as demonstrated by the limiting of nurse
inclusion in decision making (Hayes et al., 2006). An Australian review corroborated
these results, suggesting nurses had little influence over the health system or
involvement in decision making (Department of Education Science and Training,
2002). Numerous layers of bureaucracy may be responsible for the lack of decision
making by nurses in organisations (Forster & Queensland Health, 2005).
Bureaucratic organisations commonly have convoluted and prolonged reporting
processes which slow down the nurse’s ability to mobilise resources in order to meet

organisational goals in an effective and timely manner (Garling, 2008).

Empowerment is the single most critical component of effective change within
organisations, and it is pivotal that leaders empower nurses across the spectrum of
generations, considering each individual nurse’s needs (Moye & Swan, 2009). The
clinician understands empowerment as a tool to critically think about their practice
and to move beyond performing as they always have done. Empowerment does
imply granting the power through delegation, although delegating alone does not
empower (Lee & Cummings, 2008). Self-efficacy has been associated with enabling
as a crucial stage of the empowerment process. As a result of enabling, increased
professional practice behaviours and the guidance of strong leadership are promoted
(Manojlovich, 2005). Moreover, strong facilitative leaders who have the capacity to

revitalise staff to become committed, accountable employees were found to be
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essential in a climate aiming to retain quality experienced staff such as the EOCN
(Elloy, 2005).

The leader who can communicate a genuine need for success will likely empower the
team members to excel past all expectations (Elloy, 2005). Success is credited to the
leader’s ability to clearly define the expected outcomes and provide a nurturing,
motivating and coaching environment (Bally, 2007). An Australian review reported
that nurses “often find they belong to a profession controlled in a paternalistic manner
and one that is not held in high regard by other health care team members”
(Department of Education Science and Training, 2002, p. 80). This environment may
lead to minimal creativity and dissatisfaction leading to decreased retention (Kerfoot,
2000). One method to engender trust within the profession is to attract and retain
staff with the promise to empower nurses to develop and utilise their professional
skills (Hayes et al., 2006). Even though practicing autonomously has a positive effect
on satisfaction and retention, the literature does not reveal that this is common

practice for the experienced nurse or the EOCN.

3.3.6 Summary and Research Question

Further challenges to the nursing profession include a shortage of nurse leaders and
a demonstrated shortage of exemplary leadership knowledge and skills to support
the depleting and ageing workforce. Nurse leaders are critical to the success of
managing these organisational challenges through the provision of appropriate skills
and resources to enable nurses to deliver quality patient care. Furthermore, nurses
require a conducive environment in which the provision of quality care can be
delivered (Wolf, 2006).

The current nurse turnover problem and associated challenges are influenced by
leadership style and behaviours (Hayes et al., 2006; Manojlovich, 2005). In particular,
transformational leadership behaviours are predominately associated with effective
leaders (Nielsen & Munir, 2009) and components of these behaviours have been
demonstrated to influence nurses’ decision to remain in the organisation. Effective
leadership behaviours engender nurses who are committed to their organisation
(Luthans & Jensen, 2005). Additionally, nurse leaders who provide a nurtured culture
of open communication, supportive trust and flexibility, promote an environment

which ensures nurses feel enabled to practice in an autonomous manner (Storey et

Chapter Three: Literature Review 73



al., 2009). In the absence of transformational leadership behaviours, retention of
experienced nurses will be compromised (Hayes et al., 2006). Consequently, if
leadership nurtures an environment which meets the EOCN’s personal and
professional needs, the cost to the organisation and profession of prematurely losing

the EOCN (both a financial and quality issue) is minimised.

Research Question:
How does leadership influence EOCNs’ decisions regarding workforce

participation?

3.4 Personal and Professional Recognition

A workplace culture that demonstrates genuine value of their most prized human
resource is a hallmark of a cutting edge organisation. Corporate cultures which value
end of career nurses describe them as a “resource to be cherished rather than a
liability to be minimised” (Hatcher et al., 2006, p. 44). Factors that influence
recruitment and retention in nursing are individually specific for diverse reasons.
However, job satisfaction (Erickson & Grove, 2007) and work excitement
opportunities (Sadovich, 2005) are positively linked to continuation of workforce
participation. Further, nurses’ personal and professional needs will influence their
decision making in regard to workforce participation. These needs may be reflected
in the interrelationships of multigenerational groups, with the potential for workplace
conflict due to differing values and ethics (Hart, 2006). While labelling is a superficial
way of describing the multigenerational groups, it does allow some understanding of
different characteristics between the groups (Donley, 2005; Stuenkel et al., 2005).
Furthermore, personal and professional needs such as life-long learning highlight the
value of continued training opportunities throughout the nurse’s career not only to
revitalise and challenge the EOCN, but also to promote quality outcomes and
increased retention (Armstrong-Stassen, 2005). Lastly, despite varied views on
remuneration as a recruitment and retention strategy, it remains an important
consideration concerning decisions to remain in the workforce (Storey et al., 2009).
However, there is minimal research which identifies specific and effective strategies
for retention of the EOCN.
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3.4.1 Job Satisfaction and Work Excitement

Job dissatisfaction and turnover are recurring themes in nursing literature and have
regained interest due to the international nursing shortage (Bennett et al., 2009).
Moreover, nurses who report overall dissatisfaction with their jobs have a higher
probability of intending to leave than nurses who report satisfaction (Storey et al.,
2009). As job satisfaction decreases, the likelihood of nurses leaving the organisation
or profession increases, exacerbating the nursing shortage. However, a one size fits
all solution to retention will not work (Hegney et al., 2006b) and previous satisfaction
studies have not recognised the competing interests and specific predictors for the
EOCN to stay. Issues which may be relevant to job satisfaction and its influence on
the EOCN’s decision on workforce participation include progressive job stages, work

excitement, retirement and life satisfaction.

The disparity between the desire to meet professional needs and reality contributes
to disengagement and withdrawal from the profession (Prescott, 1989). However,
much of the research concerning job satisfaction assumes that nurses merely
respond to the work environment rather than to a relationship between the individual
and the work environment (Takase, Maude, & Manias, 2005). Each nurse will have
unique professional needs and preferences that influence their interpretations of the
work environment, their behaviour and their emotional responses to the job or
organisation. It has been identified that job satisfaction would be increased by
strategies such as enhanced autonomy, shared governance, recognition and respect,
and professional growth and development opportunities (Duffield et al., 2009).
Workplace environments that have these features are conducive to practice that is
consistent with nurses’ professional and personal needs and expectations (Storey et
al., 2009).

Considering the issues which lead to the EOCN’s career may provide an
understanding of the workforce participation decision making process. One approach
would be to view the different job stages. The journey through an individual’s career
has been identified by three stages: 1) entry; 2) mastery; and 3) disengagement
(Graham, 1973). These stages are associated with time on the job, skill
enhancement and attitudes, and are levels of identification of the self and ego with
the work environment (McNeese-Smith, 2000). This identification with the work

environment and the ‘ideal’ job commences in the entry stage, continues to increase
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through the mastery stage and begins to depolarise at the onset of the
disengagement stage. While the time nurses disengage will vary due to individual
and organisational circumstances, the strongest negative associations have been
found to be job satisfaction and organisational commitment (McNeese-Smith, 2000).
Additionally, the predictors for disengagement increase with time on the job due to
boredom and indifference, rather than age or years within the profession (McNeese-
Smith, 2000). The stage of mastery is described as advanced beginning skills moving
towards advanced practice. As a result, nurses at mastery stage describe themselves
as feeling a sense of accomplishment, challenge and purpose (McNeese-Smith,
2000), which may be an optimal position for EOCNs to avoid the likelihood of

premature retirement.

Preparation for retirement specific to finances and planned activities may produce
higher retirement satisfaction (Armstrong-Stassen, 2005). As the population and
workforce ages and life expectancy increases, nurses face longer retirement periods
if retirement begins at 50-55 years (Hatcher et al., 2006). As a result of the
abandonment of compulsory retirement ages, the prediction of retirement is an
important issue for leaders to maintain a qualified workforce. A study of retirement
satisfaction among retired civil servants identified that health was an important factor
in the individual’'s satisfaction with their retirement status and overall life satisfaction.
Additionally, the notion of high job involvement was associated with dissatisfaction
with retirement activities (Schmitt, White, Coyle, & Rauschenberger, 1979). The
results of this study are based only on the group of state civil servants who
responded to the questionnaire and, as such, the possibility of sample bias is real.
However, the study does highlight some issues that are rarely considered from the
employers’ perspective. Complementary to retirement satisfaction, hospitals that
offered Retirement System plans had a higher level of satisfaction and developed
institutional loyalty and long-term financial security as key elements of a recruitment
and retention strategy (Ma, Samuels, & Alexander, 2003). Identification of the degree
of influence these satisfaction factors have on the EOCN’s decision on workforce
participation may lead to better understanding of their unique professional and

satisfaction needs.

Job satisfaction is the most important indicator of a nurse’s decision on workforce

participation (Al-Hussami, 2008; Duffield et al., 2009), however, to obtain a broader
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view, factors other than job satisfaction need consideration. To provide further insight
into the interrelationships of job satisfaction, factors such as work frustration and
work excitement may be considered (Sadovich, 2005). Defined as “personal
commitment and enthusiasm for work evidenced by creativity, receptivity to learning,
and ability to see opportunity in everyday situations”, work excitement espouses a
new dimension in nursing practice and is a prerequisite to quality outcomes (Simms,
Erbin-Roesemann, Darga, & Coeling, 1990, p. 178). Leaders may have a direct
influence on perceptions of work by modelling work excitement behaviours. One
study supported the potential impact of a work excitement conceptual model by
demonstrating that due to increased autonomy, responsibility and opportunities for
growth and development through a variety of experiences, nurse executives were
more excited about their work than nurse administrators (Zavodsky & Simms, 1996).
In contrast to work excitement, disengagement has been associated with an increase
in years of service (McNeese-Smith, 2000) and may be more likely to occur in the
EOCN, as this cohort tend to stay longer in the same employment (Hart, 2006). It
may then be deduced that increased levels of work excitement may influence the
reduction of boredom in the workplace and lead to continued or extended workforce
participation of the EOCN.

Much research has focused on the reasons for dissatisfaction, turnover and burnout
with little attention to the exciting nature of nursing practice. As an organisational
model, work excitement is conceived to be the catalyst essential to the provision of
care and optimal outcomes that reduce or eliminate the effects of burnout, which is
one of many influences prompting nurses to leave organisations (Sadovich, 2005;
Simms et al., 1990). The opportunity for learning and a supportive work environment
have been positively correlated to work excitement (Erbin-Roesemann & Simms,
1997; Lickman, Simms & Greene, 1993). Four predictors of work excitement include:
1) work arrangements; 2) a learning environment that fosters individual growth and
development; 3) variety of experiences; 4) positive working conditions (Simms et al.,
1990). In addition to a stimulating environment of continuous learning, an internal
locus of control is a key component in the creation of empowered work environments
which are positively associated with work excitement (Erbin-Roesemann & Simms,
1997). Therefore, the opportunity for nurses to be nurtured in a learning environment

may lead to a more fulfilling work life and work excitement. This learning environment
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provides nurses with the skills and knowledge to practice effectively, regardless of

the length of service within the organisation (Al-Hussami, 2008).

The value of continuous learning has been further reinforced after reviewing
registered nurses’ assessment of their daily work activities (Hallin, 2007). This
qualitative study showed that registered nurses’ work situation fluctuated between
stimulation as the ideal situation and strain as the negative experience. While the
ability to effectively manage this situation was reduced due to increasing numbers of
patients and skill mix difficulties, support was found to be necessary through
education and life-long learning (Hallin, 2007). Additionally, the level of work
excitement is raised when the nurse’'s work environment ensures a positive
perception of working conditions and the minimisation of work frustration (Sadovich,
2005). The EOCN'’s work environment can potentially encourage them to seek and
use life-long learning opportunities, which may add to the work excitement of their
role (Sadovich, 2005).

3.4.2 Professional Development and Retraining

Providing relevant professional development not only supports quality outcomes, but
also has positive links to retention (Al-Hussami, 2008). Further, the availability of
training opportunities and life-long learning has a stronger impact on nurse turnover
than workload or pay (Cowin, Johnson, Craven, & Marsh, 2008). If nurses intend to
remain in the clinical arena providing quality care as they progress towards the end of
their career, education and professional development are a necessity (Giorgianni,
2005). This continual professional development is particularly relevant around the
nurse’s mid career, bringing a new and revitilising challenge in preparation for the
next twenty years of their working life (Giorgianni, 2005). While many nurses are
commencing nursing training at a later age, continual professional development
remains relevant, particularly for the EOCN in the provision of quality care and

challenge to their role.

High-quality professional development is one of the most effective ways to attract,
motivate and retain talented staff (Al-Hussami, 2008), yet this is not afforded to
nurses across all development stages and age levels (Giorgianni, 2005). Professional
development for the EOCN has numerous barriers and has received minimal

attention. Development opportunities are an organisational priority for the new
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graduate and the less experienced nurse; however, the same opportunities are not
offered to the EOCN (Rambur, Mcintosh, Val Plumbo, & Reinier, 2005). Training
resources are disproportionately targeted at workers between the age of 25 and 44
years. Additionally, stereotypes or doubts about older workers’ ability to master skills,
fear of failure and approaching retirement may undermine any training advantages
available to them (Rix, 1996).

Generally, older workers are interested in job-related training with 88% of workers
between the ages of 45 and 77 years reporting their ideal job would include the
opportunity to learn new skills (Giorgianni, 2005). The minority who reported
disinterest in training were on the threshold of retirement (Rix, 1996). These findings
about disinterest are problematic if they reinforce the employer’'s belief that older
workers would not be receptive to training opportunities or that they are less
trainable. On average, learning time does appear to increase with age, nevertheless,
the ability to learn continues well into the upper years, particularly if the learning
environment is conducive to the learner’s needs (Department of Industrial Relations,
2005). Decisions about training are therefore based, in part, on employer attitudes
about worker flexibility, ability to learn and receptivity to training (Andrews et al.,
2005). Additional barriers to receiving professional development opportunities include
the inability to be released due to insufficient staff for backfilling (Forster &
Queensland Health, 2005). While mature-aged nurses (50 years and over) were
cognisant of the need for life-long learning, they were also concerned about the

personal cost of education (North Queensland Workforce Unit, 2005).

The specific stage of the EOCN’s personal and professional development is often not
taken into consideration by nurse leaders. Nurses with years of experience, which
may not include postgraduate qualifications, need specific attention as they have the
professional memory that organisations count on for quality outcomes and that
novice nurses depend on for support through preceptorship (Hatcher et al., 2006). An
Australian review suggested that there was a lack of commitment by employers to
ensure that nurses maintained education to support best practice (Department of
Education Science and Training, 2002). Additionally, the clinicians felt
disempowered, their skills and knowledge undervalued and organisations reported
“inadequate training and professional development opportunities and insufficient time

for teaching and research” (Forster & Queensland Health, 2005, p. 205). Regardless
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of the nurse’s practice role or length of time within the role, there is a personal and
professional need to maintain contemporary skills and knowledge through career
development and life-long learning activities (Armstrong-Stassen, 2005).
Consequently, organisations are challenged to offer personal and professional
development opportunities for EOCNs to meet their needs while ensuring that the

employer’s needs are also meet (Al-Hussami, 2008).

Further, the nursing shortage has provided opportunities as broader educational
foundations allow nurses to accept the challenge of more advanced roles such as the
nurse practitioner (Heartfield, 2006; Queensland Nursing Council, 2005). If
professional challenges are not available for nurses, dissatisfaction and increased
turnover will result. Additionally, the development of advanced nursing and new or
extended nursing roles are being redesigned to