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Abstract 

This Doctoral study explored the impact of structured clinical leadership training on 

registered nurses who hold positions as clinical leaders and managers in Residential 

Aged Care Facilities (formally Nursing Homes) in Australia. The aim of the study was 

to empower nursing workforce in Australian aged care settings through a formal clinical 

leadership and leadership training program that represented an intervention designed 

to empower participants to become care team leaders. The study followed a sequential 

mixed-methods design and included a pre and post-intervention survey completed by 

the 150 members of the intervention/study and the 150 members of the control group.  

 

The intervention group engaged in a structured 5-module training course in clinical 

leadership undertaken over a period of 5 months. This group was then involved in a 

qualitative interview and a process of thematic analysis was used to analyse transcripts 

of these sessions to enhance the findings of the quantitative survey results. The results 

from both the quantitative and qualitative inquiry were then synthesised through 

integrative analysis. 

 

The findings from this study suggest that nurses are well suited to being 

transformational leaders in aged care and that clinical leadership training has the 

capacity to empower registered nurses to become care team leaders in managing the 

multidisciplinary team. Clinical Leadership training gave clarity to the position of RN 

Team Leader and provided skills in leading the team to improved outcomes for all 

stakeholders.  
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The role of the RN in aged care is a specialised one and as such requires 

contextualised clinical leadership training that empowers the nurse to transact with the 

team and transform the care. The study findings also suggest that, if organisations 

respect the value of a nurse’s autonomy and skills to practice, along with the valued 

role of the RN as the Clinical leader, then improved recruitment and retention of nurses 

in aged care will be achieved. 

 

Society is changing and so too are the demands on healthcare. As the population of 

the world ages, there will be a fundamental shift in how we provide care and support 

to an increasing number of frailing individuals and their circles of influence.  Nurses 

are instrumental for leading change and, once trained in clinical leadership, become 

empowered and positively disposed towards what is usually a complex and diverse 

care setting. Nurses and nursing care continues to hold the high ground on the values 

and principles of society that reflect the expectation of the profession in supporting 

their needs. The true value will be realised when we empower the nurses to be the 

change champions in clinical leadership in aged care. 
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Chapter 1:   Introduction to the Study 

1.1 Situating the Study 

‘I have an almost complete disregard of precedent, and a faith in the possibility 

of something better. It irritates me to be told how things have always been 

done. I defy the tyranny of precedent. I go for anything new that might improve 

the past’.  

(Clara Barton) 

This study examines the impact of structured clinical leadership training on registered 

nurses who hold positions as clinical leaders and managers in Residential Aged Care 

Facilities (formally Nursing Homes) in Australia.  

Prior to embarking on this doctoral program of study, I completed a Master of Clinical 

Science degree that culminated in a published comprehensive systematic review on 

‘The experiences of registered nurses as clinical leaders in residential aged care 

facilities’(1). This systematic review identified that RNs are generally considered to be 

the clinical leaders in aged care work environments and that leadership is the hallmark 

of effective management and retention within the service. However, recruitment to this 

healthcare sector is low, and retention of nurses has become problematic (2). Given 

that this leadership expectation was already a phenomenon being experienced 

globally, new research was needed to investigate what impact leadership training has 

on the registered nurse in the aged care setting.  

I was thus interested in taking a pragmatic approach to investigating the impact of a 

‘transformational leadership’ training program as an intervention on nurses in aged 

care. This interest became the driving force for this study. 
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1.2 Background to the study: Nursing in the Australian aged care context. 
 

The role of the registered nurse (RN) in Residential Aged Care Facilities (RACF) is as 

complex as it is diverse, as nurses attempt to manage the individual impact of ageing 

and the expectations of clients and their representatives in regard to care and support 

needs(3). Nurses are required to provide leadership and guidance in care planning and 

to delegate direct care activities to the team. As clinical leaders of multidisciplinary 

health teams, they provide learning and development to subordinate staff and other 

professional team members as well as assisting clients to make informed decisions, 

particularly on issues regarding treatment choices, palliative pathways and end-of-life 

issues(4, 5).  

The complexity of the clinical leadership role of the nurse in aged care is, however, not 

well known or understood. Pearson et al (2006)(6)
 explain that the perception of  ‘Best 

Practice’ in aged care is usually achieved through the internal management systems 

utilised within the structure of the aged care facility, that enhance compliance to 

regulation and benchmark the organisation’s performance against industry standards 

using Continuous Quality Improvement (QCI).  Consequently ‘Evidence Based 

Healthcare’ as a platform for achieving ‘Best Practice’ in patient care is being missed. 

The organisation generally assumes that the health professional is already skilled and 

educated in the field of clinical best practice, and the opportunity to action the nurse as 

a vital tool in clinical leadership and transforming the care is underutilised. Nurses often 

report in the literature that they feel unprepared for the role as leader of the 

multidisciplinary care team and lack the skills necessary to meet the Key Performance 

Areas (KPA) of their job descriptions(1). 
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Evidence suggests that the RN working in the aged care sector within Australia is often 

faced with personal and professional conflict. Although trained and confident in 

maintaining their own organisational skills when delivering direct patient care as a 

nurse, they are not usually the instrument doing the task in the aged care setting. This 

role is undertaken by an Assistant in Nursing (AIN) or a Personal Care Assistant (PCA) 

following the delegation and supervision from the RN. This tiered approach to the 

nursing workforce is largely due to the increasing numbers of elderly within the 

population and the decreasing numbers of nurses within the workforce. Ethically the 

RN still feels responsible for total patient care and believes that management do not 

value the complexity of their role when transforming the needed skills into a less 

educated and lower skilled member of the team(7). Skills in clinical decision making and 

team leadership become paramount for the nurse, at the same time remaining 

focussed on quality management and organisational needs in productive healthy work 

environments. Added to this, is the discourse over compounding issues such as pay 

parity and continuing education for specialised skills in gerontic care and team 

leadership which in turn create barriers for nurses wishing to enter aged care work, 

and also retaining those nurses currently holding the frontline in aged care(7, 8).  

There is increasing concern within nursing peak bodies and consumer groups in 

relation to recruitment and retention of registered nurses in the aged care sector, as 

the numbers of nurses graduating decreases and the number of nurses retiring from 

practice increases. This demographic issue in the nursing workforce is experienced 

globally, however, in the Australian context replacing nurses with aged care assistants 

broadens the gap in clinical governance and the resulting increases in clinical risk to 

the care recipients and a decrease in the quality of care has been identified by the 

governments accreditation agency(2, 3). Numerous studies have identified that the 

image of nurses working with elderly people is poor and this is reflected in the limited 
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focus on ageing and aged care in undergraduate nursing curricular(9). This enigma also 

causes a level of frustration and concern in the management, recruitment and retention 

strategies for organisations hiring nurses into “age care services”, and becomes a 

direct deterrent for nurses who will need higher skills and advanced nursing practice 

to perform at a clinical leadership level(10).  

1.3  The concern for a focus on clinical leadership 

The literature suggests that aged care, long-term care (LTC) and geriatric care 

environments are characterised by turbulence, complexity and increasing frustration 

as a global increase in the older population places pressure on the healthcare system 

to provide choices in services that maintain a philosophy of healthy and positive 

ageing(4, 13). An increased emphasis on the clinical leadership role of the aged care 

registered nurse may have a positive impact on the status of registered nurses working 

in the sector, and in turn it may improve standards of care for the recipients(14). The 

importance of leadership and in particular clinical leadership has increasingly caught 

the attention of service delivery agencies and researchers over the past few decades 

(12, 15). Currently there are numerous aged care service organisations privately funding 

studies in order to develop strategies so that they can survive in the increasing diverse 

and changing workplace environments that are delivering care services to an ageing 

population requiring chronic disease management(13).  

Recruitment and retention are important elements in maintaining a healthy 

workplace(11), albeit this emerging expert area of nursing practice is poorly recognised 

and attracts a lower pay parity with other nursing and professional roles(3, 12), it still 

remains attractive to nurses who have a strong fundamental for caring for other human 

beings and see nursing the frail and vulnerable as their call of duty. 
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The literature in the Australian context demonstrates that the consumer-driven 

healthcare is the new domain for an ageing population in Australia as aged care reform 

evolves out of government directives driven by the consumer groups and Medicare 

becomes the largest consumer of public health services. With the new reform comes 

an increasing call for innovation and leadership to steer the aged care ship through the 

storm of change.   

A number of systematic reviews and literature reviews have investigated the impact of 

leadership and management on staff experience in the healthcare services sector,(4, 

16) as well as in the aged care context(15, 17). These experiences have included staff 

turn-over patterns, staff members’ decisions to leave or continue working in this care 

environment, and the impact of workforce movements on the quality of outcomes of 

residential care. Moiden (2002)(13) claims that clinical leadership is generally 

acknowledged as being context-specific, which in itself provides challenges to care 

homes as they are heavily bureaucratic and over-regulated. Clinical leadership within 

the residential aged care home will depend on the leadership style of the individuals in 

charge at specific times. Although well understood as a key performance indicator for 

the care organisation and its management, clinical leadership skills are not structured 

into the training of the registered nurse, and particularly not as a specialised skill for 

nurses transitioning into aged care services. It is more the case that the nurse is 

expected to be the leader of a team of care workers, and manage the assessment of 

care, care planning and ongoing review as only part of their Key Performance Area 

(KPA) within their given roles. Although registered health professionals are 

experienced in dealing with people, it is debatable that nurses in aged care settings 

are well prepared for the role and responsibility of care leadership and management. 

As a clinical leader and educator, it was important for this doctoral study to provide 
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new research in clinical leadership of the registered nurse in aged care and 

recommend a tentative model for reaching best practice. 

1.4 Situating the Researcher 

My background originates in nursing where I undertook entry to hospital-based general 

nursing at a young age. Nearing the completion of the standard three-year training in 

the Rydalmere Psychogeriatric Hospital in Sydney, I was recruited by what was then 

known as the ‘Caravan of Courage’ into the Australian Defence Force Royal Australian 

Army Nursing Corps (RAANC) to continue my career as a military nurse on the promise 

of better pay, better conditions, world travel, and the motto ‘Be all you can be…….Be 

Army’. This journey was one filled with excitement, empowerment, discipline and 

leadership training. Given that military nursing is quite different from most civilian-

streamed nursing, I eventually transitioned into the Royal Australian Army Medical 

Corps (RAAMC) and undertook training in Emergency Management of Surgical 

Trauma (EMST), Advanced Paramedical level 5 training, and Aviation Medical 

Evacuation (AME) physiology. My 15 years of service enabled me to work in numerous 

multidisciplinary, international and multi-level nursing environments, including active 

service within the United Nations and deployment on overseas humanitarian and 

military active service missions. My personal passion for providing quality care also 

enabled me to hold a civilian part time role, usually as an agency nurse and nearly 

always in a nursing home, when absent from military duties.  

Personal growth and professional development eventually compelled me to return to 

Australia as a husband and father undertaking transition into a civilian nursing role. 

This transition was perhaps one of the hardest, both personally and professionally, in 

my life, as re-entry to nursing in Australia had changed considerably and the nursing 

boards were in the midst of reform.  
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Much to my surprise, my years of military nursing and medical skills training were not 

understood nor highly regarded by the registration board’s criteria, and I was eventually 

provided registration as an Enrolled Nurse and placed into the pathway of a university 

degree transition program.  

Working within nursing homes to maintain a family and complete full time studies was 

challenging enough without the personal and professional confrontation and struggle 

to work within institutionalised care environments alongside nurses who appeared to 

be poorly motivated and under heavy demands from disgruntled care staff and patient 

families. Utilising my experience and motivation to lead change and challenge the 

status quo, I began to put forward my ideas within the workplace. I was usually met 

with strong resistance and noticed negativity from colleague nurses, management and 

the university facilitators of my program at the time. What was well known to me to be 

a case of enhancing the leadership skills amongst the nurses was, in their view, 

culturally adverse and inimical to nursing. I remember thinking ‘Florence Nightingale 

would turn this opportunity into a platform for leadership and change’, and so I would 

attempt to do the same. 

The conflict I was experiencing was a clear indicator for me to drive and motivate a 

change in professional nursing that would promote good leadership in all nurses that 

work in aged care. Achieving this required a parallel move out of nursing and a direct 

focus of my studies on understanding culture and organisational development. I 

realised that to change nursing you have to leave nursing and take the objective stance 

from the outside looking in.  

With the support of my wife, who was also ex-military and now a successful business 

woman, I removed myself from the nursing transition program, and took up a Bachelor 
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of Applied Social Sciences, focusing on the role of nursing in aged care, and 

specifically on the skills sets required of registered nurses to perform their duties. 

Looking back on this decision, it was my wife who provided me with the cornerstone to 

becoming a Gerontologist, undertaking new research in aged care and establishing 

the current consultancy and training college business we both lead today. This 

pathway was new and exciting, and it complimented my passion for leading change, 

and the journey after completion enabled me to open doorways into the new world of 

Evidence Based Healthcare. This journey of discovery was to continue into a Clinical 

Fellowship Program with the Joanna Briggs Institute and a Higher Degree by Research 

(HDR) through the completion of a Master of Clinical Science. The Master degree study 

identified new opportunities in primary research, and ignited this doctoral journey. 

Some might say that my journey is coming to an end with the completion of this study 

and writing the dissertation, however I see it as the beginning in specialised aged care 

and clinical leadership. Sixteen years later, I am now more optimistic about the role of 

the nurse in aged care than ever before, as this research has helped me to understand 

what I did not know, and showed me that there is still much more to learn. 

1.5 Structure of the dissertation 

This dissertation comprises seven chapters: 

 Chapter 1 presents the introduction to the study and its aims and objectives, 

including situating the researcher and an overview of this dissertation. 

 Chapter 2, the Literature Review, presents the overview of literature that 

supports the concepts that are key to this study and includes the history of 

nursing, the education of nurses, the role of registered nurses in aged care and 

the issues of leadership and management among nurses generally and in aged 

care.  
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 Chapter 3, Hypothesis and Methodology, sets out the philosophical, theoretical 

and methodologies that underpin the study. 

 Chapter 4, Results Quantitative presents the quantitative research results and 

main findings.  

 Chapter 5, Results Qualitative, presents the qualitative research results using a 

thematic analysis of data and presenting six themes as findings. 

 Chapter 6, Results Mixed Methods, presents the mixed methods results. 

 The final chapter, Chapter 7, is an overall discussion of findings including the 

recommendations for nursing practice in aged care presented as a tentative 

model for clinical leadership, and the conclusion.  
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Chapter 2:  The Literature Review 

2.1 Introduction 

‘Nursing is an art: and if it is to be made an art, it requires an exclusive 

devotion as hard a preparation, as any painter's or sculptor's work; for what is 

the having to do with dead canvas or dead marble, compared with having to 

do with the living body, the temple of God's spirit? It is one of the Fine Arts: I 

had almost said, the finest of Fine Arts’  

(Florence Nightingale) 

Chapter One has explained the background to this research study and highlighted the 

need for new primary research on this particular topic of clinical leadership for the 

registered nurse in aged care environments. The chapter has situated the researcher 

and the structure of the following chapters in the thesis. 

This chapter provides an outline of the literature review undertaken in the course of 

this research study. It explains the general terms used that describe nursing as a 

profession and further more situating nursing and the nursing care of the elderly both 

globally and in Australia. The review has been undertaken to provide an understanding 

of the journey that nursing has taken to establish the nurse’s role in aged care today. 

It provides explanation to the discourse being experienced in the aged care industry in 

relation to the role of nursing and the expectation of aged care industry, and what is 

known in regards to the current lived experiences of nurses as they struggle to find 

autonomy and recognition as health professionals in a specialised field of work. The 

intention of this chapter is to provide the scientific rationale for undertaking this primary 

research project. 
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2.2 Acronyms  

Throughout this thesis there are a number of acronyms used that will be explained in 

full wording first with bracketed acronym placed after. The term ‘Nurse’ is used in 

numerous ways throughout the literature, many terms are understood to be universal, 

however within the context of this body of work, the term ‘Nurse’ will be used to 

describe a licenced or registered nurse who holds a qualification that allows 

registration or licensure to a nursing regulatory board at the senior level of Registered 

Nurse (Div1) or (RN) reflecting a three year degree qualification in Australia and 

Registered Nurse (Div2) or (EN) reflecting a Diploma of Nursing qualification. The term 

‘aged care’ is used to describe the setting that nurses provide care to older people, 

and can reflect residential (formally a nursing home) or community settings such as a 

private dwelling or respite centres.  

2.3 Operational definitions 

For the purpose of this study, the participants, their roles and care environments are 

defined and characterised using terms that best describe these things according to the 

common understandings internationally and in the Australian context. The following 

terms were applied to the diversity of nursing and care settings: 

1. Registered Nurse (RN) and Enrolled Nurse (EN) 

A nurse who holds a professional registration by a governing body, who, after 

completing extensive training and passing a state examination, is qualified to 

perform complete nursing services(18). 
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2. Nurse Leader  

A registered nurse (as defined) and a nurse who is considered a leader of 

nurses — a person or thing that leads; directing, commanding, or guiding head, 

as of a group or activity(18). 

3. Leadership roles 

Roles in the working environment that have specific Key Performance Indicators 

(KPI) for leadership, delegation and accountability of and for junior staff and 

peer groups(18). 

4. Management roles 

Roles in the care working environment that have specific Key Performance 

Indicators (KPI) or Key Performance Areas (KPA) for the management of 

resources, staff, organisational capability, policy and procedure and including 

performance management. The act, art or manner of managing, or handling, 

controlling, directing, etc.(18). 

5. Residential aged care facility (RACF) 

A facility that provides care service and assisted living to older people residing 

in it (i.e. aged care home; nursing home; nursing home for the aged; hostel for 

the aged; residential aged care home)(18). It includes the following: 

 Long term residential care home 

 Community homes 

 Shared care house 

6. Multi-Disciplinary Health Team  

A multidisciplinary health team consists of three or more qualified health team 

professionals (i.e. Doctor, Nurse, Physiotherapist), that collaborate between 
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each other for the delivery of multiple services to an individual consumer that is 

care team managed(19). 

7. Community and Home Care: 

Services provided by a private or charitable professional care organisation, such 

as home healthcare, personal care, adult day care, respite care, and assisted 

living services, Consumer Directed Care programs provided into private 

dwellings to all people of all needs(20). 

2.4 What is known by the researcher and what is leading this doctoral 

study 

In 2011/12, I conducted a Comprehensive Systematic Review (CSR) as part of the 

requirements for the degree of Master in Clinical Science (Evidence Based 

Healthcare).  The objective of this review was to critically appraise, synthesise and 

present the best available evidence on the experiences of registered nurses as clinical 

leaders and managers in residential aged care facilities. Given that a CSR is 

considered ‘Gold Standard’ secondary research, it naturally establishes the 

foundations for new primary research and was a solid start to this research journey. 

The body of work published in the comprehensive systematic review made the 

following recommendations based on the meta-syntheses conducted at the time: 

Employers and policy-makers should be aware that nurses in aged care and 

geriatrics have a strong motivation to work in the aged care sector and want to be 

valued by the community. (Level I Evidence)  
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Educational pathways and programs are needed to improve the professional practice 

and continuous development of nurses with clinical and leadership skills. (Level I 

Evidence)  

Aged care providers and healthcare policy-makers should understand that aged care 

and geriatrics is a specialised area of healthcare warranting its own recognition in 

professional practice. (Level I Evidence)  

Organisational barriers need to be reviewed and policy implementation improved in 

order to promote a healthy workplace environment, support continuous improvement, 

promote clinical governance and improve care outcomes. (Level I Evidence)  

Providing positive and healthy workplace environments that concentrate on skills 

development in clinical leadership and governance improves the workforce’s 

productivity and holistic environment. (Level I Evidence)  

From this systematic review, it was suggested that further research needed to be 

undertaken to validate the recommendations and take action to have a positive impact 

on the industry and to produce a tentative model of clinical leadership for registered 

nurses in aged care.  

This research study will identify and measure the impact and outcome of specialised 

RN clinical leadership education on individuals and their working environments in 

residential aged care homes. This platform of scientific investigation is the validation 

for undertaking this research as part of my Doctoral studies. 

  



23 

 

2.5 The Move Forward  

‘Unless we are making progress in our nursing every year, every month, every 

week, take my word for it we are going back’  

(Florence Nightingale) 

The literature included in this thesis was chosen through a set of search boundaries to 

separate the clinical leadership and management issues impacting on the Multi-

Disciplinary Health Team (MDHT) approach being undertaken in the aged care sector. 

A defined focus on nurses in aged care for the literature review was established from 

those of other health disciplines that are publishing in the aged care literature. In 

today’s Australian healthcare environment, aged care is the fastest growing health 

service of concern to government and community leaders. Professional nurses are 

considered the clinical leaders in contemporary aged care work, and are driven by the 

principals of Evidence Based Practice (EBP) and the fundamentals of nursing care(1, 

17) that provide the foundations for successful and healthy ageing and the premise of 

a ‘good death’ for care recipients as they enter the end stages of life. 

The boundaries for researching this literature review were set by the following factors:  

1. Previous work undertaken conducting the Comprehensive Systematic Review 

(CSR) contained in my masters study to be included(1);  

2. Investigation around the hypothesis and rationale of this research study; and  

3. Utilising the keywords search words as: 

 “leadership”, “management”, “Nursing Homes”, “Residential Facilities”, 

“Long-term care facilities”, “Nurse”, “registered nurse”, “experience”, 

“perception” “education” “Recruitment” and “Retention”;   
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 clinical leadership, leadership, management, nurse management, care 

management, multidisciplinary, nurse leader, contemporary nursing, 

geriatrics; and 

 methodology, nursing, philosophical inquiry, philosophy, and theory. 

It was decided to streamline the database searches to reduce the time spent. 

Investigating three main subjects such as nursing education, nursing, and clinical 

leadership or management, produced preliminary search results that were large in 

number and diverse in content.  

Numerous papers, books and articles were searched for, utilising the standard 

academic search engines available such as PubMed, Scopus, MEDLINE, and 

CINAHL. Extensive searching identified interesting material and evidence, consisting 

of peer reviewed journals, grey literature, popular print media, and digital theses. The 

Joanna Briggs library contained numerous and relevant comprehensive systematic 

reviews.  

Four search outcome subject lines were chosen for smart grouping of the literature for 

their alignment to the PICO and development of the research questions and outlined 

as subject headings within this chapter 2: The literature review. 

1. The history and role of the Registered Nurse and in aged care settings. 

2. Nursing Education as a process within the profession that establishes the role 

of nurses. 

3. Nursing Leadership and Management in aged care: a recruitment and 

retention strategy: what is currently known? 

4. Building the future “Nurse Empowerment” through leadership development: 

The way forward. 
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Literature was included from the Australian Department of Health and the Australian 

national peak bodies of aged care that have been established during an industry reform 

in Australia over the past 5 years(21). The trawl identified popular authors that have a 

known continuum in publications within the aged care sector of health and outline 

particular issues in current debate around Multi-Disciplinary Healthcare Management 

(MDHCM), Evidence Based Practice (EBP) and nursing leadership. Nursing leadership 

institutes in the USA had high publication rates in leadership for nursing managers and 

described set competencies in this field, as they have been experiencing the impacts 

of an ageing population and its protracted effects on geriatric nursing services for some 

time. The literature selected for this study was also undertaken to explore the subject 

of skill sets for Multi-Disciplinary Healthcare Mangers (MDHTM) in Residential Aged 

Care Facilities (RACF) as the subject for hypothesis was on the impact of education.  

This literature review examined the role of the Registered Nurse (RN) in residential 

and community aged care settings, which are multidisciplinary and heavily 

bureaucratic in general, including a focus on Australian residential aged care facilities 

(formally nursing homes) and the experiences of those nurses in carrying out their 

duties. The literature in this topic is extensive and also distinctly fragmented by the 

individual nursing roles that include a scope of practice in aged or long term care. 

Academics from multiple health disciplines are experiencing the same issues within 

the ageing population and healthcare service delivery and appear to be publishing 

much discourse and opinion papers. This drive for academics to write extensively in 

regards to multidisciplinary healthcare approaches is being drawn from:  

1. The current philosophy in the Australian government to fund research from a 

platform of evidence based practice to collaborate services, to encourage the 

integration of the Medicare Enhanced Primary Care Program or MEPCP as it 
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moves to the reformed Chronic Disease Management (CDM) model under 

Medicare(22).  

2. A definite increase in employee frustration and dissatisfaction in the 

workplace(23).  

3. Changing roles in nursing practice, policy and ethics and its impact on the 

ageing population (9, 24). 

The published literature presents a cultural understanding within aged care work that 

frontline management of care services is a Key Performance Area (KPA) for the 

registered nurse holding the role of aged care team leader, as service-level staff under 

their guidance play a significant role in progressing change as a result of new 

opportunities which emerge at the service level(25)
.  Registered nurses are presented 

throughout the literature as being better connected to the service delivery level staff 

and are therefore better positioned to identify the activities necessary to ensure 

successful implementation and application of healthcare policy directives at this level 

of care on a daily basis. Having nurses that specialise in aged care settings, and the 

recruitment and retention of nurses in aged care are key recommendations from the 

body of knowledge examined.  

Reading through the extent of literature it was evident that a gap in the knowledge of 

aged care nursing was appearing. The gap in the literature was identified as 

“knowledge needed” for developing the confidence and ability among nurses to make 

clinical leadership decisions using evidence based healthcare through the continuing 

education of nurses and subordinate care staff, in order to reach and maintain “best 

practice”. It was important for this study to also examine the history of nursing and to 

understand the journey of the nursing profession in order to narrow down the objectives 

of providing a new tentative model of clinical leadership in aged care nursing, which 

filled the skills gap and provided confidence in practice for the nurse and the 
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organisation. The profession of nursing has come a long way, and its history is rich 

with examples of how nurses have moved with, changed with and, have been great 

leaders of our times. 

2.6 The history of the role of Registered Nurses  

The history of nursing is well established within the extent of literature, incorporating 

the beginning of nursing which occurred during the breaking up of the Roman Empire. 

This breakup saw the emergence of Christianity, and new social reform opened up the 

legitimacy for service to the frail and vulnerable in regards to the Christian devotion to 

health and welfare(26). Charitable care service has been in existence since 650 AD, 

through Christian-based nursing orders established in Europe. These orders of nurses 

eventually saw the implementation of formal nursing services in 1836 with the 

establishment of a nursing school for Deaconesses, in Germany, after the protestant 

reformation of Europe. The creation of early nursing education schools began with a 

formal three year standard of study, lectured by physicians with a core focus in medical 

science. This approach had begun the profession of nursing, as nursing history 

demonstrates, it was taking its lead through the eyes of Florence Nightingale’s work(27). 

The era of the Nightingale nurse produced education standards and nursing schools 

across Europe and America. Nursing theorists emerged in numbers, making significant 

contributions to science and society, establishing a medium for feminist theory to 

nurture and grow(28). Nursing theory was at the time based on the early works of 

Nightingale (Notes on Nursing 1859) that produced the Nightingale concepts: 

1.  Person  

 Patient who is acted on by nurse,  

 Affected by environment,  
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 Has reparative powers.  

2.  Environment  

 Foundation of theory. Included everything, physical, psychological, and 

social.  

3.  Health  

 Maintaining well-being by using a person’s powers,  

 Maintained by control of environment.  

4.  Nursing  

 Provided fresh air, warmth, cleanliness, and good diet, quiet to facilitate 

person’s reparative process.  

These Nightingale concepts paved the way for future nursing theorists such as Dorothy 

Dix, Linda Richards, and Vivian Bullwinkle, who individually drove a mission for an 

evolution in nursing, which is still seen today. As nursing was evolving into a 

profession, so too were the expectations of society. Legislative guidelines and the 

regulation of professionals were key aspects of quality assurance and performance for 

the community in holding health professionals accountable for their actions. Nursing 

eventually took the inevitable pathway following the leadership within medicine, and 

created its own legal frameworks and registration standards for licensure to practice.  

Nursing roles over time have become internationally acceptable in common society, 

as the expectations of a professional registered nurse have been established(26)
. 

Nursing and society have held each other’s hands through historical change and 

diversity. As society has changed, education standards have improved and technology 

increased, so too has the profession and education of nursing changed. Registered 

nursing today is rich with diversity and expertise, as we find nurses and nursing having 

an impact in all walks of society and specialising in many domains of healthcare. 
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2.7 Nursing Education as a process within the profession that establishes 

the roles of nurses in aged care 

 

A subject of discussion that never fails to receive lively debate and some discourse 

within the profession, is the education of nurses. Since the beginning of nursing there 

has been the debate on what it is that a nurse should know in order for them to carry 

out their duties. Nightingale was a pioneer in three-year hospital-based learning 

environments for developing the nursing frameworks and the development of the 

profession. This educational framework created an acceptance from the medical 

profession that identifies and respects nursing and its contribution to medicine (26-28). 

Once established as professionals, the nursing fraternity began driving education 

reform and eventually changed the learning platform from hospital trained nurses to 

formal three year degree qualification conducted in a university education system. 

Over time, this has created a tiered ranking system in the profession, one that is flexible 

and different internationally. In Australia, the common tiers seen are Degree-qualified 

and Hospital-trained registered nurse (RN), Diploma- or college-qualified RN/ Enrolled 

Nurse (EN) who are both able to hold a licence with the Australian Health Professionals 

Regulation Authority (AHPRA)(29), and the certificate qualified Assistant in Nursing 

(AIN) who works under the daily delegation and supervision of licenced nurses(30).  

Contemporary academic nursing qualifications begin at Graduate Certificate or 

Graduate Diploma, and move up into higher degree by research or coursework, a 

Master’s Degree in a nursing subject, or Doctor of Philosophy (PhD) in nursing. Nurses 

and nursing education in Australia are now regulated and formalised by a specific 

professional board known as the Australian Health Practitioner Regulation Agency 

(AHPRA). The standards of nursing and nursing education are advised to the board by 

the Australian Nursing and Midwifery Accreditation Council (ANMAC). This council also 

sits as a collaborating member with the International Council of Nursing (ICN) to set 
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international standards in nursing globally(31). Although there are many hospital-based 

qualified nurses’ still holding registration and licensure, the current standard of 

education for a registered nurse is the completion of a recognised university or college 

course that will allow registration in either one of two tiers with the AHPRA as 

mentioned above and outlined in the operational definitions. 

A critical review of issues surrounding nursing education and training in aged care, and 

the current nursing shortages faced in the Australian aged care sector is presented 

clearly by Pearson and colleagues in their 2001 critical review of education, recruitment 

and retention of aged care settings in Australia(12). On the basis of observational and 

descriptive studies addressing the issues in residential and community-based aged 

care, both in Australia and overseas, this review examined and recognised the best 

available information on concerns surrounding training and education for nurses who 

were either studying to work in, or were currently working in aged care. However, this 

review was not designed to focus on the RN as a leader in the aged care sector or the 

experiences of those nurses in their roles. The authors indicated that recruitment and 

retention were issues of concern, and that nurse clinical leadership was lacking within 

nursing workplaces.  

The review recommended that further research is needed into leadership styles, and 

into learning and development for nurses in general, particularly in the aged care sector 

of healthcare, in order to improve the workforce overall. 

Throughout the literature there is a common language used to justify the education and 

identify the position of nurses within the clinical setting. Nurses are used in diverse 

healthcare environments and must collaborate interdisciplinary or work autonomously 

for better outcomes for their clients (32). Essentially, this use of language becomes 

grounded in the subculture of nursing, and has become essential knowledge for 
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undergraduate nurses to prepare themselves with the skills to ‘collaborate’ within the 

Multidisciplinary Health Team philosophy during clinical placement or practical learning 

and for their future career uptakes within the profession.  

Collaboration is a concept and philosophy that  has been used in health circles to 

improve health outcomes for people with chronic and complex health issues and is the 

most commonly cited concept in healthcare policy today (33). A number of different 

terms are used to describe collaboration with the main ones being Interdisciplinary 

Case Management, Multidisciplinary Case Conferencing, and Integrated Care (25, 33). 

The terms are used interchangeably between programs and, at times, within the same 

programs. The Case Conference framework is identified as a good vehicle for ‘real 

time’ education and provides a good opportunity for health professionals to become 

better acquainted with each other, assisting the development of a team-based 

approach to service provision and utilising scenario based learning environments to 

which nursing and medicine are familiar with. The role of the nurse is situational to the 

position they hold within the collaborating team and aligned with the expectation their 

skills bring to that team at the time (34).  

Nurses are regularly referred to as being transformational leaders within the care 

teams they collaborate with and share nursing care values across the different 

domains. 

In general, it was useful to see that common issues do exist within the literature, 

providing a strong baseline and framework for implementing Multidisciplinary Case 

Management which is currently contemporary practice in the aged care sector by 

executive level managers(33). This framework, suggested by Coombs(33, 35) is built on 

the following key recommendations, which form the guiding principles for collaboration 
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in the Residential Aged Care Facility (RACF)  as outlined in the body of knowledge that 

was reviewed. 

1. A concise definition for Multidisciplinary Case Management and clear roles for 

all participants be determined. 

2. A concise tool to better coordinate collaboration, that is, the case conference 

template is developed to support the conference process. 

3. An education program for participants outlining the purpose of collaboration 

and how it is implemented is developed and this be supported by ongoing 

development of service level managers in how to better respond to the 

challenges within their external environment. 

4. A performance framework for the measurement of program outcomes that 

measure improvements in health of the recipient of care be established. 

5. A committee or working group committed to program implementation and 

program evaluation with representation from GPs, RACF staff, the Health 

Insurance Commission and consumers is developed. 

There was a lack of strong empirical data within the literature identifying the level of 

skill required to manage such a team in measurable terms.  

This may very well be the result of there being no consensual definition for 

collaboration, or of confusion in this area for what a nurse does in collaboration. 

Evidence suggests it can be due to the differing perceptions of what collaboration may 

mean to professionals from differing disciplines that may use different terms to 

describe collaboration (Taylor cited in Coombs, 2004)(33). The absence of clear 

performance indicators to measure benefits of collaboration may point to agendas not 

concerned with improving health outcomes for the recipients of care but more in 

response to politics and the need to rationalise service provision by individual 
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disciplines and healthcare organisations. Nurses are reported as having difficulty with 

the difference between the values they hold for care of the human being, against those 

of the organisation and service to meet the bottom line in the cost of delivering the 

care. 

The diversity of contemporary nursing has now opened up different professional areas 

of practice in which nurses can specialise as clinicians or senior managers in specific 

healthcare fields such as obstetrics nursing, paediatric nursing, mental health nursing 

and in some countries geriatrics or gerontic nursing as subspecialties (36)
. Apart from 

the standard bedside nursing application in practice, nurses are able to take up 

executive power roles in management teams, adapt to an academic life in research 

and education, or transition to Nurse Practitioner (NP) where nurses operate 

independently as a practitioner, with skills in clinical and medical diagnosis, and hold 

prescribing rights to medications. Broadening the diversity has not only given choice 

to professional nurses, it has also elevated the nurse from the traditional bedside role. 

2.8 The role of the registered nurse today “A Global Shortage” and its 

effects on policy development 

 

Registered nursing today is a global profession. Although the regulation of nurses 

differs from continent to continent, it is a profession that is subject to the push and pull 

factors that result from the changes in society. These factors include an ageing 

population which will influence the immigration of nurses to look for work in more 

affluent countries that offer better wages and conditions(37) and the ageing nurse 

population itself that is at risk of losing a majority of its own workforce as it ages within 

its professional domain. The literature is filled with discussion on the contributing 

factors affecting the global shortage of nurses. The International Council of Nursing 

(ICN) (31), in collaboration with the World Health Organisation (WHO), has recently 
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conducted research that identifies five themes influencing the global shortage of 

nurses: 

1. Policy and practice improvement; 

2. Economic funding to address the crisis; 

3. Retention and recruitment, including the migration of nurses; 

4. Leadership in nursing; and  

5. Workforce planning(38). 

Policy and practice issues are in need of improvement as society changes and the 

global economy has its peaks and troughs. Countries that offer nursing education in 

English such as Ghana, Pakistan, India, and the Philippines suffer problematic 

economy of scale issues associated with the push and pull factors of immigrating 

nurses(38). The experienced shortage is due to the migration of nurses towards 

developing countries where the pay and conditions are an improvement on their 

current lifestyles.  

As the number of nurses who are retiring rises and the number of nurses who graduate 

from degree qualifications falls(39), the need for nurses globally is increasing and 

creating a pull factor away from lower socio economical countries.  

One example is the European Union (EU) with nurses now having the ability to transfer 

registration to another country through meeting the correct combination of immigration 

standards and holding a nursing licence or registration to practice. These nurses are 

currently filling the void of the nursing shortages in countries such as America and 

Australia and are part of what is referred to as the ‘scramble’(39) for nurses as they are 

seen more and more as a commodity and an expendable workforce, particularly in 

aged and long term care populations. This factor supports the view that nurses as a 

profession are also underpaid as a collective professional, and are not paid at a rate 
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that is considered to be on a par with other healthcare professionals or qualified 

occupations such as teachers and lawyers. Notwithstanding this, the shortage of 

nurses has been at a global crisis point since 2002(38). 

An American study(40) reinforced the findings of the ICN and WHO in that it discussed 

the contributing factors to the nursing shortage in the country as being:  

1. The migration of nurses globally; 

2. The poor image of nursing;  

3. The changing work environment of nursing; 

4. The ageing RN population; and   

5. The reduced numbers of new intakes to the profession (31, 38, 40). 

In Australia, the Australian Health Practitioners Regulation Authority (AHPRA) has 

implemented the Australian Nursing & Midwife Councils (ANMC) standards for the 

immigration of the Overseas Trained Nurse (OTN) so that they are able to meet the 

competency standards to practice (30, 37, 40). On arrival to Australia, the candidate is 

subjected to proof of currency to practice against the standards which include a 

competency in the International English Language Testing System (IELTS) set to the 

standards of university exit levels for the Bachelor of Nursing for the Registered Nurse 

or College diploma standards for the Enrolled Nurse. Should the candidate fail to meet 

the standards, the candidate has options to enrol and complete contemporary bridging 

courses in order to meet the requirements to register to practice within Australia.  

Currently, this process is used to streamline the profession and to categorise nurses 

as Registered General Nurse, Registered Midwife or Nurse Practitioner, however no 

formal recognition to the subspecialty of geriatric or gerontic nursing is available. This 

utilisation of both post graduate and overseas trained nurses appears to be filling the 

shortfall of registered nurses needed to operate long term care and residential aged 
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care facilities in Australia as they grow in demand simultaneously with the ageing 

population crisis. Evidence based healthcare and policy is changing rapidly in order to 

keep up with society’s needs, and the specialisation of geriatric or gerontic care is on 

the reform agenda. 

2.9 Registered nurses in aged care: A “Resistance and Resilience” 

towards policy implementation and change 

 

Prior to 1950 Geriatric nursing had not been pre-dominantly identified within the 

medical or nursing literature, although the care of elderly has been part of practice 

since the 1800s through the development of alms-houses that were society’s answer 

to institutionalising all marginalised peoples together in one house. Although many of 

the nursing specialities have been birthed from the ideas and concepts of medicine, 

geriatric nursing emerged from the USA and the UK with the acknowledgment that 

caring for the frail and vulnerable elderly was the role of the nurse.(36)  Subsequently 

the nursing home was established to care for the specific needs of the older adult, and 

professional nurses focusing on providing a “good death” and end of life care emerged 

as forerunners in the new reforms of nursing and society.  

Unlike the USA and the UK, geriatric and gerontic nursing is not yet formally recognised 

as a specialisation within Australia, as the general nurse is regarded as being suitable 

to work in a number of healthcare settings.  

It is obvious when reading through the pages of qualitative research outcomes and 

published works, that senior nurses have found ground in their own career retirement 

strategy and take up leadership roles within the aged care setting, as they are 

presumed to have lifelong professional skills to offer the care organisation.  Academic 

nurses are direct in their statements claiming that gerontic nursing is a specialised field, 
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and the role of the specialised gerontic nurse requires establishment to enable 

pathways for nurses to become Gerontic nurse leaders or Geriatric Nurse Practitioner 

(GPN) is regularly recommended, yet this knowledge has not been transformed into 

practice, as fewer graduates are focused on aged care as a career beginning, and 

education pathways are not established. 

In an Australian context of successful population ageing, there are different care 

settings available to the elderly population to live with assistance, advice and support 

as society demands a blending of the ‘medical model’ with the ‘social model’ of 

healthcare to allow a holistic approach and choice driven by the consumer. 

Independence to remain living at home with supportive services directed by the 

consumer is the current government philosophy known as Consumer Directed Care 

(CDC)(41, 42).  

The CDC model is well established in America and the UK and is slowly replacing the 

generic model of community care in Australia, where the registered nurses’ roles can 

be specialised to provide direct clinical care and reporting, case management and care 

services deployment(42). Other Australians may opt for residential retirement living 

(over 55s and retirement villages) and receive flexible support to remain independent 

within their own dwelling, at the same time utilising the CDC model. Although the 

philosophy for home care support is strong, the sick, frail, and vulnerable may find 

themselves living in a nursing home or Residential Aged Care Facility (RACF), where 

there is 24 hour per day assisted nursing care, with registered nurses in charge and 

supervising the services.  

This tiered, flexible, blending of social and medical models for care settings or long 

term care environments is similar to that found in 1st world countries around the globe 

that are facing complex issues with supporting ageing populations. The role of the 
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registered nurse in a long term care setting or Residential Aged Care Facility (formally 

a nursing home) is filled with complex scenarios and diversity within the delivery of 

service(3).  The contemporary registered nurse today is usually found in a clinical 

leadership role within a healthcare team, or autonomously working in the community 

with interdisciplinary collaboration utilised through a social worker, case manager or a 

community care coordinator. In general, the RN is identified as the clinical leader of 

the care team on shift or the link nurse for specific case management and coordination 

and clinical directorship in care needs (43-45). 

The literature has painted a global representation of nursing, much like a collage. 

Stories expound a broad range of experiences for nurses working in aged care settings 

and one that reflects practice in Australia clearly, almost in 3D, if books could allow it.  

Colourful descriptions of diverse role delineations and job descriptions for nursing in 

geriatric or long term care tell the story of what it takes to provide quality care to the 

most frail and vulnerable in our society, keeping them independent and empowered 

and at the same time safe and secure with clinical governance in place. In residential 

care homes (formally nursing homes), the registered nurse is placed in the leader’s 

role to manage the care team on different shifts over twenty four hours a day, seven 

days a week, and clinically leading a multidisciplinary team. This role has been 

established to transition the care recipients, who traditionally enter the care home at a 

‘low care’ state of wellness and then care managed into a ‘high care’ or the palliative 

stage for end of life. 

As society has changed and age care reform has taken hold of the industry, demand 

for services is being directed into the consumer’s private home (9, 13, 20). This reform 

change still requires the leadership of the registered nurse to conduct clinical and care 

assessment for collaborating the care service to the individual and at the same time 
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providing quality auditing and case management. Care service providers offer services 

to recipients across all domains of living and utilise the registered nurse across the 

services in different ways.  

Practicing here also are those nurses who are acting independently in the community 

and in remote rural areas, and are providing or coordinating multidisciplinary care 

services within recipients’ homes, day respite centres, or assisted living for the 

disabled (32, 46, 47) . The lived experience of the nurses who have the role of team leader 

in these care settings is often described in negative terms with moments of paradoxical 

feeling appreciated by some and not others for the work they do, yet they remain stoic 

and loyal to nursing care for the elderly and vulnerable. This core value of nurses is 

understood by nurses to be the foundation to professional practice and nursing ethics, 

however not jointly recognised by the organisations they work for.  

Being nursing’s newest or youngest specialised area of practice, Schwab (1973, cited 

in Eborlsole & Touhy 2006) stated that care for the elderly demands the mix of the best 

skills that nursing can offer, yet it is considered the lowest rung of the professional 

nurse(36).  

2.10 Nurses and the aged care organisations, “singing from different 

hymn books” 

Much of the discourse published within the aged care domain is also representative of 

the organisational impacts and key performances such as timelines, budgets, culture, 

and the identified lack of leadership skills in general (3, 9, 12, 48, 49).  

Although not difficult to find literature that adopts a negative view of the current 

philosophy of care to the elderly, it does exist more evidently in the context of role 

definition for the nurse and accountability for patient care outcomes as the 
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multidisciplinary healthcare reform takes shape. In general the nurse is seeing the role 

in care leadership differently from that of the employing provider and policy maker. 

Feelings of ‘a lack of appreciation’ experienced by nurses are based on the lack of 

recognition for clinical nursing knowledge and feelings that utilising results and 

tabulated data from multiple sources to create care management plans is not being 

valued as much as organisational compliance and management goals (1, 10, 47).  

Aged care nurses express that they are overworked and underpaid, yet remain true to 

the call that is the foundation of nursing and resistant to the calls for change. 

Aroskar, Moldow, Good, (2004) (24) used a series of qualitative focus groups with 

registered nurses across mixed areas with the same age medium and length of service. 

This piece of work outlines the determination of some nurses who maintain stoic 

attitudes toward the traditions in the practice of nursing, and resistant to the changing 

roles being established in today’s healthcare settings.  

This underpinning culture is a cause of conflict for the registered nurses within aged 

care, who are increasingly under pressure to deliver services based on the heavy 

regulatory compliance overarching the industry including the individual client’s 

particular healthcare needs and meeting the ethical and legal obligations as a nurse.  

Providing complex care correctly and to a standard that is evidence based and reflects 

best practice is adding pressure to follow the budgetary requirement or “meeting the 

bottom line” for the business of care delivery, and the two are in conflict and not singing 

from the same hymn book (24). 

Overall, the general literature outlines a universal thread, where nurses’ experiences 

seem to generate an abundance of negative themes while working in the aged care 

setting, however, the positive experiences were also well established in more balanced 

arguments of literature and systematic reviews. One key finding that was familiar 
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throughout the literature is that nurses working with frail and elderly clients have a 

strong motivation to work in aged care and strive to improve things for each individual 

client (1, 48, 50, 51). This positive finding resonates stongly in nurses who have the stoic 

traditional core values and fundamental priciples of nursing, depicted as a service to 

the sick and needy. It is also the driver for organisational recruitment of nurses to work 

in aged care.  

Nurses in aged care regularly experience feelings of being valued at different times by 

different people under their care, and also by other team members during practice in 

aged care settings (49)
,
 however, experience quite the opposite appreciation from senior 

management. This paradox is usually linked to a value conflict for the nurse, as the 

specialised role they hold is not considered known or appreciated by the senior 

managers in the organisation or by the direct care workers on the frontline under their 

supervision and delegation.  

Much of the conflict described in the literature is focussed on the distinctness of values 

between nurses and the service organisations. There is a definite dissimilarity between 

how the nurse views their role as to that of how the management views their role. 

Venturato(21) identifies this as the nurse is looking for traditional value and recognition 

that would normally have been given by the recipient of direct care from the nurse. 

Today the nurse’s role varies and nursing care is usually delegated by the nurse to 

team members within a complex and multidiscipline care environment, where the 

values of nursing and the values of care management are not shared or in sync.  

The value of nursing for the organisation is seen as a commodity of need to the service 

compliance and care management and therefore devalues the skill and practice for the 

nurse (21).   



42 

 

2.11  The conflicting paradigms for nurses roles in aged care 

Organisational expectations in many aged care settings have a major  impact on the 

experiences of nurses in leadership roles. Capezuti et al.(50) and Hasson et al. (2008) 

(48) found that the registered nurses in aged care who initiate clinical leadership 

programs for their teams are often disheartened when these programs are disrupted 

by staffing and time restrictions, working conditions and economic factors. The high 

demands of regulatory compliance and meeting government accreditation standards 

are experienced as a ‘problem’ and classed as a ‘hindrance’, creating numerous 

obstacles to care delivery for nurses leading the multidisciplinary care environment (21, 

47, 51, 52).  Review of the literature indicates the disconnect between the values of nursing 

care and the values of organisations, and the individuals that manage them (51). There 

is a strength of argument for adopting the clinical leadership models of Multi-

Disciplinary Healthcare Management (MDCM), however, in contrast, the argument 

lacks the availability of evidence that provides answers or solutions to the open ended 

variables and a rationale for why the registered nurse is usually positioned as the 

team’s clinical leader within these workplaces.  

There is a strong recommendation raised from previous research for establishing the 

formal role of the registered nurse in the aged care setting in regards to benchmarking 

new standards of competency and Key Performance Indicators (KPI) for nurse leaders 

within the aged care framework. Weston, Falter, Werbylo, et al(23) outline their evidence 

that competencies in clinical leadership for nursing usually focus on the standards of 

evidence based clinical procedures and required outcomes for the specific client and 

health professional. Their research identifies a need for competencies to be set out for 

key nursing managers and leaders to be able to manage healthcare teams and meet 

the organisational KPI holistically while still producing good care for the clients as 

nurses (23). 
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This research evidence in particular gives definite argument for the articulation of 

nurses as professional healthcare managers in long term care settings, confident to 

give clinical leadership and support to both the frontline staff, other colleagues and the 

organisation as a whole, and still meet the nursing duty of care requirements for the 

care recipient, resident, or client, however termed. This articulation with the literature 

was achieved by an educational model that developed competency in communication 

amongst allied health peer groups, critical thinking and calculated risk taking for both 

client outcomes and organisation performance measurement(23).  

The literature of other authors (9, 10, 23, 46) has outlined specific skill sets needed in the 

role of nurse to achieve the delivery of care in a Multi-Disciplinary Healthcare 

Management (MDCM) approach.  

This has opened up areas in need of future investigation and new research required in 

order to define parameters that integrate clinical and managerial skills needed by the 

RNs/Team Leaders in aged care settings and specifically Residential Aged Care 

Facilities (RACFs), and a major recommendation from experts such as Pearson et al 

(16). 

2.12  The role of the RN and distress in aged care  

The literature collage of nursing and nursing roles continues with a diverse mix of job 

and role descriptions for nurses within aged care organisations. Although named, each 

was presented without clarity or structured boundaries to its role.  

This was a common finding and one that reflected the diverse working environments 

experienced in community home care and residential elder care settings, and one that 

aligned with consumer expectation. Registered nurses experience a clouding of the 
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professional boundaries (49) and nurse clinical leadership is often shared among tiered 

levels of nurses working in aged and long term care in Australia and globally (49, 53, 54). 

This phenomenon, in conjunction with the care recipients’ co-morbidities, increases 

the stressors that already exist in the aged  care workplaces (47-49, 53).  Nurses 

experience a sense of doubt in their competency and have little, if any, professional 

nursing support in the clinical leadership context of their role (48, 49, 53). This role 

confusion is viewd as a negative impact on care outcomes as nurses struggle to find 

autonomy in their role as clinical leaders in long term care settings and specifically 

geriatric and end of life care scenarios, when they are no longer the instrument of direct 

care and must delegate to others in the team and manage the resources. Although 

numerous institutes that support evidence based best practice with guidelines, 

education and resources available, it appears out of reach to the average aged care 

nurse. 

There are examples in the literature that identify and highlight the troubled conscience 

experienced between nurses of different skill levels, ranks or roles, such as that 

presented by Juthberg and Sundin(53) as they face the ethical and professional 

dilemmas in aged care nursing. Nurses are regularly described as having a lived 

experience of paradoxical feelings because they feel challenged by the lack of support 

to develop specialised skills, overwhelmed with the level of autonomy and 

accountability, and feeling both valued and devalued at times in their work (49, 53). Many 

nurses working in aged care settings feel overwhelming low self-esteem issues 

associated with other colleagues looking at those nurses working in the aged care or 

long term care sector as having poor competency and low skills in nursing (49). In fact, 

this was reinforced on those occasions when critical clinical decision-making was 

needed in multidisciplinary practice settings (50, 53), and it identifies that clinical 

leadership skill is needed to transform the team, however no pathway for education 
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and learning is in existence for the registered nurse in aged care to achieve or master 

this skill. 

Often there is a clear link within research findings to the nurses’ education that explains 

the low self-esteem being experienced (48, 50, 52). Common threads are presented in the 

literature which identify that operational and organisational barriers often hinder the 

availability for nurses to attend planned education sessions. Resources, and 

specifically time, were often limited in aged care settings and education sessions 

usually took second place to time and resources being used for matters of compliance 

and organisational capability needs (48, 50). When given the opportunity to attend 

education or planning sessions, however, nurses often felt positive empowerment 

towards lifting the competency of the whole care team, as they were identified as the 

RN Team Leader and were expected to pass on their knowlege.  

Venturato (51) provides a balance of negative and positive experiences of nurse leaders 

in aged care. The exploratory study was an extension of other qualitative work carried 

out by the author (21) on the impact of a changed care model inside a residential aged 

care nursing home. The model of care designated the role of clinical leadership to the 

registered nurse, incorporating focussed training to support the registered nurses to 

lead team-based care. The study demonstrated the positive impact of supporting the 

registered nurses’ as the clinical leaders and empowering members of the team 

providing care to take delegation and strengthen communication and collaborative 

work with the clinical lead.  

The study showed how clinical leadership changed the focus of care team members 

from ‘reactive’ to ‘proactive’ care, and the registered nurse moved to a focus of ‘leading’ 

rather than ‘doing’ the work as an individual in the team (51). The stress factors markedly 
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decreased and the multidisciplinary leadership model was well supported by the 

organisation.  

Examining both qualitative and quantitative research literature and taking the 

recommendations for practice on face value, it is recognisably important for the 

organisation and the nurse to work in collaboration and improve the health of the 

workplace in aged care environments. Recruitment of the best skilled nurse who is a 

clinical leader and manager of care services would be viewed as the best outcome for 

the business of care and a common theme in the literiture.  
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2.13 Recruitment and retention of the registered nurse in the aged care 

setting: “getting the balance right” 

‘Knowing is not enough; we must apply.  

Willing is not enough; we must do’ 

(Johann Wolfgang von Goethe) 

The literature review demonstrates that the aged care, long-term care (LTC) and 

geriatric care environments are characterised by turbulence, complexity and increasing 

frustration as a global increase in the older population places pressure on the 

healthcare system to provide choice in services of healthcare and end of life (4, 13).  

However, there is a lack of recommendations that address the impacts of research on 

practice and more of a lean towards new research on healthy ageing, re-ablement and 

wellness for the ageing population. The gerontological associations that have been 

established globally as peak bodies and evidence based leaders, appear to have a 

collective voice on researching the aspects of active ageing, positive ageing and 

providing the evidence on improving the quality of life for older populations (55, 56). In 

contrast, this direction befuddles the care organisations and industry workforce as they 

struggle to address the lived experience of caring for the negative aspects and impacts 

of ageing and frailty on the emerging client base.  

Nurse retention and leadership fallout as a result of social change is another 

contentious topic in the healthcare sector, with rich examples of the correlation and 

relationship between nursing turnover, retention, nurse leadership, and the 

autonomous role of nurses striving for the satisfaction of the patient (57). Chenoweth et 

al.(58) conducted a systematic review on the recruitment and retention of nurses in aged 

care in order to identify and recommend the best strategy to deal with the current crisis 

being experienced in Australia.  

http://en.wikipedia.org/wiki/Johann_Wolfgang_von_Goethe
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The review described the culture and experiences of the nurses in the care working 

environment and identified leadership and policy as areas in need of improvement in 

organisational recruitment and retention. It recommended new policy frameworks be 

developed that reflect the same caring and nurturing values that nurses hold strongly 

to in order for nurses to evolve into nurse leaders in aged care. This review by 

Chenoweth et al. (58) demonstrates a need for a focus on the positive aspects of the 

geriatric specialty care area for nurses and a more positive change that is required to 

provide support and structure to improve recruitment and retention rates of nurses in 

these roles. The review, however, does not elaborate on the experiences of nurses 

being asked to clinically lead teams in daily care work or provide a guideline for 

contextualised programs that develop clinical leadership in nurses managing care 

teams. 

Nurses in aged care settings are required to provide leadership and guidance in care 

directives and delegation. They provide learning and development to subordinate staff 

and team members, and they assist clients to make informed decisions, particularly on 

issues of treatment choices, palliative pathways and end of life issues(4, 43, 46). Concerns 

are growing over the increasing numbers of nurses leaving the aged care sector as the 

ageing population rises and the need for clinical nursing expertise is on the increase(2, 

3).  Another general theme the literature identifies is that registered nurses are 

considered to be the clinical leaders in aged care and that leadership is the hallmark 

of effective management and retention within the service. However, recruitment to this 

healthcare sector is low (2). Numerous worldwide studies have identified the devalued 

image of working with elderly people, and this is represented in the limited focus on 

teaching and implementation of geriatric nursing skills and clinical leadership in the 

undergraduate nursing curricula(9).  
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This paradox causes frustration and concern in the management of recruitment and 

retention strategies for aged care organisations and is also a barrier for nurses wanting 

to change career or acquire advanced skills in geriatric nursing practice yet have not 

identified with the leadership and management performance area of the role as 

designated by the healthcare organisation. 

Over the past few decades, leadership issues and inquiries into recruitment and 

retention of clinical leaders in care organisations have been identified by researchers 

and attracted funding for research programs from the government. With changing 

workplace impacts and fluid movement within government reform, organisations that 

deliver funded care models are engaging in research to provide guidance with the aims 

of better practice and quality care through improved recruitment strategy (13). Part of 

this movement is focused on how to best utilise the roles and skills of the registered 

nurse as effective clinical team leaders in care to address the social change that is 

being driven by the evidence of research lead by the peak gerontological associations.  

The predominant methodology in much of the research undertaken in aged care and 

nursing is qualitative, where survey questions and focus groups were consistently used 

as methods to research and collect the data that was reviewed throughout the body of 

evidence. Anthony, Standing, Hertz (46) have used a self-evaluation model through the 

use of a skills assessment proforma. This method allowed the subjects in their research 

to utilise time in their workplace under set scenarios to be evaluated. The set scenario 

placed the subject in a position where there was a requirement to delegate and lead 

others in a particular situation for direct patient care. The analysis of findings 

discovered the registered nurse team leaders demonstrated a lack of skills to lead and 

mentor others, delegate tasks and complete this performance area with confidence in 

one’s own ability (46).  
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Dumas et al.(59) describes the current need for organisations to provide professional 

nursing entry points for registered nurses who are considering careers in geriatric care 

or long term care, and for unregulated care workers (that being the Assistant in Nursing 

(AIN) and the Personal Care Assistant (PCA)) to be formally trained in specific geriatric 

nursing skills, as these staff already have the underpinning culture and a positive 

attitude towards the industry and its objectives(59). It is obvious in the literature that 

career pathways need to be developed to improve retention of registered and qualified 

workers already in the system before they leave due to frustration or attraction to higher 

paid curative settings.  

Declining numbers of registered nurses and an increasing ageing population will 

require strategic and definite leadership to effectively deliver care services to the 

growing elder population. The literature identifies a need for more social sciences 

contribution to identify certain skills gaps and learning strategies to resolve emerging 

issues in implementing evidenced based healthcare and positive ageing in long term 

care environments (60).  An increasing approach to improving long term palliative care 

is currently underway in Australia, as care needs are increasing and consumer 

preference is voicing a need for care in the private home with assistive support for re-

ablement and wellness. The feared result is that the residential care setting will become 

the hospices of the community and particularly for those that have not lived a healthy 

life consisting of active and healthy ageing. 

A common theme for further research has appeared from the body of knowledge 

reviewed that has provided support for the direction of this particular research project.  

Exploration is needed to identify the skill sets that the RN/Team Leader feels will satisfy 

the known KPI for this diverse and challenging new role within aged care settings. 
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2.14  The aged care nurse as ‘clinical leader’ or ‘manager’ or ‘both’? 

There is strong and clear recommendation and support for frontline nurse leadership 

in the readings and recommendations from numerous academics (17).  Noticeably, 

much of the literature integrates the language and interpretations for nurse leader, 

nurse manager, clinical leadership and management. Simultaneously there is a definite 

clouding of meaning and interpretations of the terms leadership, clinical leadership and 

management within the literature. The discourse appears to be that nurses identify 

themselves as trained expert clinicians, but not specifically as managers or leaders of 

people and resources, and the two are seen as distinctly different roles, adding more 

personal and professional frustration for individual nurses. On the other hand, the 

organisation as a whole views the nurse as a leader and manager of the care team, 

delivering the service and also holding the senior clinical skill as a registered nurse.  

So whether they are nurses or managers is often the cloudy issue for nurses 

themselves or their supervising managers, as the values of the organisation and the 

values of the registered nurse are distinctly different at some point and power becomes 

positional within the organisation (1). 

Figure 2.1   Are they nurses or managers? 
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There are two distinct areas or skills sets being discussed within the literature that are 

used interchangeably throughout the discussions on findings and lack commonality or 

understanding between staff.  

 Clinical scope and accountability, with  

 Leadership and Management  

 

A Nurse’s clinical decisions in care assessment and planning is one skill set owned by 

the nurse. The other skill set, which is owned by the organisation, is aligned with 

leadership and management for delegation and compliance, which are expectations of 

the role in leading healthcare teams in aged care environs. There appears to be an 

overlapping of the skill sets within the role for the registered nurse in aged care settings 

and should be identified as a Key Performance Area (KPA) in Clinical Leadership, as 

seen in Figure 2.2. 

Figure 2.2 Clinical leadership 
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partnerships in care rather than being utilised as a mere workforce expense, which is 

regularly debated through much of the literature (1, 10, 19, 45). Internally, organisations on 

the surface are doing much to educate and support leaders and managers of 

residential care through ongoing training. However, the number of published studies 

documenting the implementation and evaluation of leadership development programs 

for nursing professionals in aged care is limited to corporate or senior management 

and misses the clinical component and synergy with leading a care team in the frontline 

service.  

According to Kimball and O’Neil (39) building clinical leadership competency in the 

nursing profession begins with innovative educational programming that rethinks the 

way professional nurses are integrated into the healthcare system. As an example, the 

foundation and structure of the Arizona Nurse Leadership Model is based on the work 

of Longest (1998, cited in Weston, Falter, Werbylo, et al.(23) Longest describes six 

critical leadership competencies in healthcare today: 

1.  Conceptual: knowledge and skill to envision one's place in the 

organization within larger society. 

2.  Technical: direct work performed in one's domain. 

3.  Interpersonal or collaborative: human interactions and relations 

through which one leads others in pursuit of common objectives. 

4.  Political: dual capacity to accurately assess the impact of public 

policies on the performance of one's domain of responsibility and 

the ability to influence public policy making at both state and federal 

levels. 

5.  Commercial: economic exchanges between buyers and sellers in 

which value is created. 
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6.  Governance: establishment and enactment of a clear vision for the 

organization (23). 

This research in particular gives definite argument for the articulation of nurses as 

professional healthcare managers in long term care settings, confident to give clinical 

leadership and support to both the frontline staff, other colleagues and the organisation 

as a whole, and still meet the nursing duty of care requirements for the care recipient, 

resident, or client, however termed. This articulation described was achieved by an 

educational model that developed competency in communication amongst allied health 

peer groups, critical thinking and calculated risk taking for both client outcomes and 

organisation performances utilising integrated care and case conferencing(23)
. 

Throughout the literature there are a number of systematic reviews and literature 

reviews that investigate the impact of leadership and management experiences of staff 

within the aged care sector (4, 16) and more specifically within the Residential Aged Care 

Facility (RACF) (15, 17)
.  

These reviews explain the experiences of staff working within the sector, and their 

rationale for patterns of staff turnover, recruitment and retention issues and their direct 

impact on care outcomes. Some authors (13)
 claim that clinical leadership is generally 

context-specific and, given that nursing homes are heavily bureaucratic and over 

regulated, the workplace will change depending on the values of the leader in charge 

at the time who may not have a clinical skill set.   

Aberdeen and Angus(4)
 validate that the clinical leadership within aged care settings is 

a well acknowledged principle, however poorly understood and implemented. In the 

past, managers in private aged care services were often experienced clinical nurses 

who have adopted dual roles in management positions such as Director of Nursing 

(DON) that eventually separate them from the direct care and move to the senior 

management focus of business operations.  
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This collective group of DONs is today underrepresented in management roles as the 

industry corporatises and organisations expand. Clinicians now hold few if any 

managerial skills which, in turn, renders them subservient to the regulations and 

compliance expectations of the organisation when recruited into the role of manger or 

leader. Clinicians who do have managerial roles quickly lose what has been learned 

and applied in their original professional skills base in nursing and also become 

subservient to organisational compliance as a benchmark in quality care (4). This is the 

basis for a move towards change within aged care as the focus on clinical leadership 

becomes the ‘bigger’ issue. Aged care peak bodies are looking forward to the positive 

impacts that clinical leadership change brings to the industry and the effect it has on 

productivity in the business of providing care. 

As an example, the work of Pearson et al. (61) points out the positive impact of effective 

clinical leadership and management on staff productivity and care quality in healthcare 

workplaces in general.  

Nurses react well and perform at higher standards when the workplace environment is 

healthy and under strong clinical leadership. Leadership styles were identified as 

measurable in terms of staff positiveness and a sense of fulfilment derived from being 

in the workplace. Leadership is connected to positive experiences in collaboration and 

teamwork, and in turn improves the outcome for patients, which is well documented in 

his comprehensive systematic review.  

Building on previous work, Pearson et al’s.(61)  further research in quality clinical 

leadership is well represented through extensive government funded systematic 

reviews. For clinical leadership and management to be effective, the collective authors’ 

investigations are based around staff recruitment, retention and turnover, finding that 

they have a direct relationship to leadership and management (17, 58).   
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Five themes associated with the impact of leadership and management are clearly 

stated, namely:  

I. staff job satisfaction and retention;  

II. successful change and positive work place culture;  

III. staff productivity and unit performance;  

IV. care quality and resident outcomes; and  

V. associated costs (17). 

Throughout this body of knowledge is the discussion of nursing clinical leadership’s 

impact on policy. Although discussed, much less is known about the systems and 

policies required to facilitate effective clinical leadership and management in the aged 

care area as a workplace, as resistance to change is a common barrier identified for 

research innovation. In addition, these reviews could not articulate in-depth intensive 

information or document the synthesised evidence on the ‘personal meaning’ of a 

particular clinical leadership and management role of the registered nurse in this well 

documented complex area of aged care.  

It was noted that these reviews contained a broad focus and were more related to 

general healthcare environments or non-clinical leaders of multidisciplinary teams. 

Given that the registered nurse holds a team leader’s role and is usually a supervisor 

of numerous multidisciplinary staff, there is argument for new research into supporting 

the role through policy improvement, education and skills development (1, 17). The 

current reform in Australia is looking at the science and building a strategy for 

implementation. Consequently the work of Pearson et al has established the 

successful clinical fellows program within the Joanna Briggs Institute (JBI) in order to 

develop clinical leadership skills in health professionals through grounding the 

knowledge and utilisation of Evidence Based healthcare. 
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2.15 Building the future “Nurse Empowerment” through clinical leadership 

development: The way forward 

It is evident that the leadership role of the registered nurse, nurse manager however it 

is interpreted, has become an emerging key driver in a healthy workforce culture (15, 17, 

59). Notwithstanding any interpretation, as previously discussed, in the past 10 years 

there has been a significant decrease in the retention of nurses as clinical leaders or 

managers of residential aged care, while the context for the role of the nurse in 

management and clinical leadership has grown extensively in relation to its 

responsibilities. Many registered nurses are poorly equipped with both managerial and 

clinical leadership skills and find themselves unprepared for the complex supervisory 

role they hold in aged care settings where delegation and huge accountability issues 

are at stake. This reflects their training preparedness and inadequate role description 

in the organisation (17).  

In choosing the research questions and selecting the integrity of the methodology for 

this piece of primary research, consideration had to be given to the fact that the results 

of comprehensive systematic reviews are considered by many, including myself, to be 

a gold standard research outcome and open the doorway for new primary research as 

discussed at the beginning of this chapter. There have been a number of important 

systematic reviews completed over the past 10 years that have made substantial 

recommendations to improve practice in aged care and for the role of the registered 

nurse. Of those reviews, and the review conducted by Dwyer (1)
,  the following 

recommendations were developed based on the meta-syntheses carried out: 

 Employers and policy-makers should be aware that nurses in aged care and 

geriatrics have a strong motivation to work in the aged care sector and want to 

be valued by the community. (Level I Evidence)  
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 Educational pathways and programs are needed to improve the professional 

practice and continuous development of nurses with clinical and leadership 

skills. (Level I Evidence)  

 Aged care providers and healthcare policy-makers should understand that 

aged care and geriatrics is a specialised area of healthcare warranting its own 

recognition in professional practice. (Level I Evidence)  

 Organisational barriers need to be reviewed and policy implementation 

improved in order to promote a healthy workplace environment, support 

continuous improvement, promote clinical governance and improve care 

outcomes. (Level I Evidence)  

 Providing positive and healthy workplace environments that concentrate on 

skills development in clinical leadership and governance improves the 

workforce’s productivity and holistic environment. (Level I Evidence)  

From this review, it was suggested that further research be undertaken to validate the 

recommendations and take action to have a positive impact on the industry. From 

completing the master’s degree and comprehensive systematic review it was inevitable 

to begin the primary research needed to improve the clinical leadership practice for 

nurses within the aged care setting. It is these recommendations that have been the 

primary reason for undertaking this doctoral study and working towards providing a 

tentative model of clinical leadership for the registered nurse in aged care. The 

following chapter will outline the methodology design and methods used within this 

research project, including the breakdown of the whole project administration and 

scientific structure in detail. 
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Chapter 3: Methodology 

3.1 Introduction  

‘The best way out is always through’. 

(Robert Frost) 

The previous chapter provided the literature review of the position that nursing and 

particular registered nursing has evolved to in today’s contemporary aged care 

environments. The understanding of the evidence is that there is much discourse and 

turmoil within the scope of practice for nurses who work in aged care as their role is 

primarily that of a clinical leader of a multidisciplinary team. Although well understood 

to be in a position of power and holding the clinical expertise for the role, the leadership 

component is one that presents a gap in the knowledge of the registered nurse to be 

effective for the best outcomes in care. With already numerous literature and 

systematic reviews completed, that provide recommendation for practice, new primary 

research in clinical leadership is needed to support the clinical leadership role of the 

registered nurse in aged care in order to validate any recommendations to move 

forward. 

This chapter will outline the research project methodology, the research design and 

methods used, including the rationale for adopting a Sequential Mixed Methods 

approach for this primary research (62). The chapter will include a breakdown of the 

rationale for each method undertaken and the research design of the project including 

a detailed explanation of the participant groups, and the intervention utilised for the 

participant group. Details on project administration, timelines and ethical guidelines are 

also provided.  
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3.2 The Research Question 

Choosing the right methodology for this piece of research work was a challenging 

experience from the beginning. Reading and interpreting the literature surrounding 

research methodology provided a solid foundation in finding the starting point for 

making decisions from which pathway and direction follow in this study. Choosing the 

research question was a matter of knowing what it is that one is researching by 

reviewing the research question. 

 ‘What is the impact of formal clinical leadership training on registered nurses 

in aged care?’  

 

This question is best categorised as a variance research question, and probably best 

serviced by the quantitative methods. Knowing “what it is you want to research” is one 

question a researcher will ask themselves at the beginning of the journey and then 

meander down the pathway to decide on the “How am I going research this subject” 

as another dimension and process of thought. Applying a standard quantitative 

methods approach will allow the significance of variance to be identifiable. However a 

more deep and meaningful explanation of any variance would be needed to explain 

‘how’ it is experienced by the participant and what it adds to our understanding. In this 

case, it was applicable to apply the qualitative interviews to look deeper at the meaning 

of any variance(63). Therefore this research was developed as a sequential mixed 

methods approach. 

The reality is that these are only a few of the several layers of questions a researcher 

needs to ask themselves when choosing the research pathway (64). A researcher will 

always take the journey to face the deeper philosophical aspects of research 

investigation that provide more than covering the mere incidentals of research and 

begin to consider the ‘Why am I studying this research?’ aspect (64).  
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There is a range of dimensions of science that have influence on research and these 

dimensions each involve either a subjective or an objective approach to research that 

provides a paradigm within which to locate the study. One of the two controversial 

issues that plagues mixed methodology application is ‘Paradigm Method Fit’. This 

issue relates to the debate over whether philosophical paradigms (Post Positivism, 

Constructivism) and methods have to ‘fit together’. The philosophical approach is 

outlined in the following paragraphs. 

Table 3.1: Philosophical Approach (taken from Holden et al (2004)) 

 

These two major philosophical approaches, dimensions or paradigms, as they are 

often referred to, are then delineated by several levels of core assumptions recognising 

identified paradigm differences between post-positivist philosophical assumptions and 

naturalistic assumptions in terms of epistemology (how we know what we know), 

ontology (the nature of reality), axiology (the place of values in research), and 

methodology (the processes of research). This has led to a dichotomy between 

traditional inquiries (64-66).  Table 3.2 is a table representation of validating the paradigm 

selection for this study. 
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Table 3.2 Table of paradigm selection (taken from Holden et al (2004)) 

 

As the researcher, my intent in the beginning was to stay focused on the qualitative 

paradigm, as my personal and professional experiences in research were grounded in 

nursing and social sciences. Another reason for this was acknowledging the bias that 

I would bring to the research in playing my roles both as the researcher and the 

facilitator of the leadership course (67). Most qualitative researchers bring themselves 

into their studies and therefore would be seen by reviewers of the research as having 

a bias and influencing the outcome of any proposed intervention. Applying quantitative 

methods to the research was ideal for statistical information. Utilising survey questions 

to collect data, however, the planned intervention would have had an impact on the 

participants. There was a perceived subjective view of this phenomenon and a need 

to balance this information with data best collected through qualitative interviews and 

questions. This direction was rationalising the approaching mixed methodology 

decision made for this study. 

Part of this chapter will explain the rationale for making the decision to choose a 

Sequential Mixed Methods design for this research, an important question that was 

contemplated by myself at the beginning of my ‘journey’, as it is so often referred to in 
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other dissertations. Part of the decision-making is investigation into finding the right fit 

for this research. Babbie (68 p 405) states that ‘Knowledge is power’ and building that 

power can provide clarity for research design and outcome. Utilising mixed methods 

also assisted in interpreting the rhetoric being used in the academic literature review 

undertaken in this research.  There seemed to be some imbalance in the language 

between the use of the terms ‘methodology’ and ‘methods’. Undertaking the learning 

journey to master my own thinking in Evidence Based Healthcare (EBHC), I soon 

realised that the purist paradigms did not necessarily link to a matching method being 

used in every research case. There were a number of similarities in quantitative and 

qualitative studies that showed different methods being applied to the same paradigm 

and vice versa.  

The pragmatic interpretation of research undertaken during this research project 

indicates that there is a break in the connections between the methods used and the 

methodological paradigm. Reading the works of Reinharz (69) and Cook (70) confirmed 

my own interpretations that many studies in both the purists’ paradigms use different 

methods of data collection and validation. However utilised, the authors expressed 

connection to the methodology in their rhetoric used to validate the particular research 

undertaken at the time. Firestone (71) explains that the rhetoric is the art of language 

used in academic writing, and as a general rule it should be largely ignored, and the 

facts that have arisen from the research should speak for themselves. It is clear that 

the two terms, method and methodology, have different meanings to different 

researchers and this draws criticism from peer review that may be focused on the 

purist’s paradigms. This research study and this thesis will be clear in regards to the 

methods used and the methodological approach or theory taken.  

This study examined the impact that structured clinical leadership training had on the 

individual nurses in the participants group for intervention, in comparison to the impact 
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on the control group of nurses that received no structured clinical leadership training. 

Both quantitative and qualitative research methods were employed to address the 

research aims and objectives. The results of the inquiries were then processed through 

an integrative analysis for convergence and final findings, and is explained in due 

course. 

3.3 Understanding the use of Quantitative Methodology 

Quantitative research is heavily based on the positivist philosophy (67) which seeks to 

explain change or known social facts. This approach is conducted through using 

methods such as observation, data collection and statistical analysis (71)
. Babbie 

(p.405) (68) describes quantitative analysis as ‘The numerical representation and 

manipulation of observations for the purpose of describing and explaining the 

phenomena that those observations reflect.’  This assumes that in order to control the 

world around us, we first need to make sense of that world, and what it is that we do 

or do not know, or need to understand in order to control it. The positivist paradigm 

researcher in general will ground themselves in this purist theory and engage a known 

and legitimate framework of scientific investigation and analysis. This framework will 

provide rigor around the research in order to present the findings with clear objectivity 

and also distance the researcher themselves from the point of subjective bias in the 

critique. The positivist paradigm is well accepted by the social and political worlds and 

in particular the Western healthcare systems, as it is currently a driving force in modern 

healthcare research. Lockwood et al (72) explain that the credibility of the positivist 

paradigm is consistent throughout the literature as critics review the assumption of the 

purists, that the world as we know it can be reduced to interpretation of the philosophy 

that known reality is achieved through objectivity, and this remains part of the 

intellectual debate while not placing positivism itself at risk.  
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3.4 Selecting the Quantitative Methods 

The true purpose of quantitative research is to examine the relationships between 

variables or characteristics. For this research, the variables are simple to interpret as: 

1. independent (those characteristics that are manipulated by the researcher) is 

for the purpose of designing the intervention for the participants group;  

2. dependent (variables that are impacted by the manipulation) is for the 

development of hypothesis; and  

3. extraneous (variables that specify demographic information needed such as 

age, sex, education level, etc.) (68) 

A survey questionnaire was designed and placed into the online research data 

collection tool ‘Survey Monkey’. The hypothesis was created and utilised to form the 

questions within the survey. A detailed outline of this process is explained in section 

3.6.2 Study Design. 

3.5 Understanding the use of Qualitative Methodology 

Merriam (73) explains that the paradigm of qualitative research grounds itself in a long 

history of anthropology, sociology, and clinical psychology. There are numerous 

qualitative methodological texts available worldwide that guide the research and 

practice of expert fields such as nursing, psychology and gerontology, and it is widely 

noted that methodological texts are being utilised for organisational and cultural 

development worldwide (74, 75). 

Qualitative methodology is generally based on interpretivism and constructivism (67),  a 

scientific enquiry into a phenomenon of particular interest to the researcher. The 

researcher and the subject are undoubtedly connected, as the investigation of 

hypotheses can be undertaken through close personal interviews, group sessions and 



66 

 

reporting.  Babbie (2007) (68) informs us that ‘qualitative analysis is the nonnumeric 

examination and interpretation of observation, for the purpose of discovering 

underlying meanings and patterns of relationship’. This is most typical of field research 

and historical research, and also resonates strongly with nursing and feminist theorists. 

When reading the literature on nursing research, one can quickly identify that many 

researchers are drawing on critical social theory on which to base the hypothesis(73). 

Reflecting on my own experiences in aged care and understanding what is known 

reality (ontology) and moving towards the knowledge gained through researching at a 

higher degree level of that reality (epistemology) and the different aspects of that reality 

(methodology) provided validity to apply a qualitative element to this research. A 

qualitative study is usually undertaken in the setting of the subjects that are 

experiencing the phenomenon, and the critics of this paradigm quickly identify the bias 

of influence as the researcher is usually embedded into the project and its environment. 

As the researcher and course facilitator it will be qualitative enquiry that balanced the 

research as mixed methods. 

Qualitative researchers use interpretive and naturalistic approaches in order to bring 

an understanding of knowing what is the experience of the person experiencing the 

phenomenon, as there are many different ways that individuals see, feel and 

understand the world around them (76)
.
  Pearson et al.(77) describe the paradigm as one 

that broadens the meaning of knowledge that one can already interpret from 

quantitative measurement. This is achieved through the practical application of data 

collection utilising questionnaires, survey instruments and or interviews. 

Introduction to formal qualitative methodology enquiry (or moving toward 

epistemology) was established while undertaking the Bachelor of Applied Social 

Sciences, as a personal and professional journey to understand the nature of 

organisational thinking and the culture amongst nurses. At that time my inquiry was 
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into aged care nursing itself and my chosen research subject was based in the 

qualitative hypothesis question:  

“What are the skills gaps being experienced by registered nurses in clinical 

leadership and management of multidisciplinary health teams in long term or 

aged care”?  

The results of that research saw the development of the Multidisciplinary Health Team 

Leader Course, a course designed to meet the skills gaps for registered nurses who 

are team leaders in contemporary aged care. This course was chosen as the 

intervention for the participant group, and was utilised within this doctoral study during 

Phase Two, and subsequently part of the methods used to conduct the research. 

3.6 Selecting the Qualitative Methods 

As there is no recipe book or set of rules to design interview questions(63), it was 

decided to set a formal structured set of questions for the qualitative investigation.  The 

questions were open ended and designed to make the participant think broadly and 

reflect on themselves as nurse leaders, before and after the intervention of leadership 

training.  

Table 3.3 Table of Qualitative interview questions 

Q1 Can you explain your perception to this training? 

Q2 Can you describe your understanding of clinical leadership and has it 

changed from doing this training? 

Q2 How Has this training improved your understanding of your role at work? 

Q3 How has this course improved your leadership for the team? 
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Q4 Do you believe you now have a better understanding of your team’s needs 

and how to support it at work? 

Q5 How has there been an improvement in resident care outcomes since 

applying your leadership training? 

Q6 Do you believe you have been supported in your role by your 

organisation? 

Q7 Tell me your views on the impact of this training on your personal career 

and professional development? 

 

The thematic analysis of the responses to the interviews is explained in detail under 

Chapter 5: Results Qualitative. 

3.7 Understanding the use of Mixed Methodology 

Mixed methods research, although considered ‘new’ in the theoretical and 

philosophical debate, has been used in research for a number of years (75)
. The origins 

of mixed methodology remains in dispute as far as who claims the right to be seen as 

the founder, however, the works of Campbell and Fiske (1959) placed multi-trait, multi-

methods research into the spotlight (66).  

Johnson (75) defines mixed methods research as: 

‘The class of research where the researcher mixes or combines quantitative 

and qualitative research techniques, methods, approaches, concepts or 

language into a single study’. 

Creswell(74) adds to the clarity to defining mixed methods by stating that it is an 

approach to research methodology which: 
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 focuses on research questions that call for real-life contextual understandings, 

multi-level perspectives, and cultural influences;  

 employs rigorous quantitative research assessing magnitude and frequency of 

constructs and rigorous qualitative research exploring the meaning and 

understanding of constructs;  

 utilises multiple methods (e.g. intervention trials and in-depth interviews);  

 intentionally integrates or combines these methods to draw on the strengths of 

each; and  

 frames the investigation within philosophical and theoretical positions. 

Underpinned by its partnership with the pragmatist theory (78), that ‘truth’ cannot be 

defined by scientific investigation using only one of the purists’ methodologies and 

mixed methodology offers its place as the third phase in approaches to research 

methods. The argument is simple, in that a researcher should not be restricted to using 

one framework in answering a hypothesis or research question. Quantitative research 

may be good for a particular area of a study, however it may not be good for another 

area in the same study, or there may be validity in sequential qualitative research 

methods to provide deeper meaning or reason-for-being as an explanation for 

quantitative data. In these cases, the researcher can combine methodology and use a 

choice of methods and leverage the clarity of findings in the outcome (79).  

Mixed methodology is often seen as the bridge between the positivist’s and the 

constructivist’s theories, and referred to as ‘dialectical’ (66, 74). The essence of the 

approach to using the mixed methodology is that the researcher has the opportunity to 

utilise and interpret diverse forms of data in one study or combine methods in other 

studies for analysis of inference. This piece of primary research allows the researcher 

to connect data or to find links and correlation between the thematic analysis of the 

qualitative inquiry and the quantitative results, merge data to support findings, and 
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build answers to clarify the interpretation through integrated analysis or what is 

commonly known as triangulation.  

The triangulation metaphor is referred to as the analysis of variance or convergence 

between the quantitative results and the qualitative results to assist with the integration 

analysis and its adaption in mixed methods. It is drawn from the military sciences, 

where as an example, the Navy will utilise different grid points to identify a position in 

the ocean or on a map through triangulation and narrow down the point of focus. 

Triangulation was considered to be too ridged in its framework for this study, and the 

decision to diversify the metaphor to be interpreted as utilising an integrated analysis 

was used. A table of the integration is displayed in the schedules of appendix in this 

thesis. 

3.8 Choosing the right ‘Fit’ for methodology 

‘Research under a paradigm must be a particularly effective way of inducing 

paradigm change’. 

(Thomas S. Kuhn) 

My professional experience of research was developed during my extensive training 

within the Joanna Briggs Institute in the University of Adelaide. The research journey 

began during my studies in the Clinical Fellowship program, and extending out into the 

undertaking and completion of a Masters in Clinical Sciences. The learning journey 

within the master’s program was valuable towards understanding the obvious research 

‘paradigm wars’ being disputed between the purists of either quantitative or qualitative 

paradigms(79). Undertaking the studies in comprehensive systematic reviews grounded 

my underpinning knowledge in the differences between the two purist methodologies, 

and also grounded the acceptability and applicability in regards to a rationale for 

utilising both paradigms in a mixed method design.  
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The study design required the use of quantitative survey results that also needed the 

support of qualitative interviews to weed out deeper understanding through an 

integrated analysis or triangulation (as a metaphor) of the results of both methods of 

data collection to strengthen the outcome against the hypothesis. Investigation and 

further inquiry confirmed the methodological approach that is outlined in Figure 3.1. 

 

Figure 3.1 Sequential Mixed Methodology 

The next section of this thesis will explain the answers to those questions in a logical 

sequence. 

3.9 Study design and Methods 

This primary research study is a sequential mixed methods approach to research and 

consists of five Phases that follow a pre-test post-test design using a control group, the 

use of focused questions post intervention, and the integrated analysis of the findings.  

Phase 1 focuses on the collection of baseline data from both the intervention group 

and the control group; Phase 2 involves the development of the intervention (the 
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learning and development program); Phase 3 consists of the delivery of the 

intervention (the learning and development program); in Phase 4, post-intervention 

data will be collected from the intervention group and the control group will be 

surveyed; and analysis of the data and the writing of the report comprises Phase 5. 

3.10  Study Objective and Aims: 

This study seeks to evaluate the effects of a structured learning and development 

program in clinical leadership and management for registered nurses practicing in 

residential aged settings. The objectives of the study are to: 

 deliver an intervention as a structured learning and development program on 

clinical leadership for registered nurses practicing in residential aged care; 

 examine and describe the experiences of study participants in this learning 

program; 

 examine the impact that specialised training and education has on:  

a) the skills of study participants related to the role of clinical leadership and 

 management;  

b) the confidence and morale of study participants;  

c) the work environments of study participants; and  

d) the retention of study participants in the workforce. 

3.11  The Hypothesis: 

The hypothesis of this study is that registered nurses who hold the position of Clinical 

Team Leader in a residential facility who undergo formal training in clinical leadership 

and management are more likely to derive a positive impact from the training than 

those registered nurses in the same role who do not undergo the training, in that: 
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1. The learning and development training will have a positive impact on attitudes 

to the role of clinical leader for the RN participant. 

2. The improved skills training will have a positive impact on leadership skills in 

the RN participant. 

3. The learning and development training will have a positive impact on retention 

of the RN team leader in the workforce. 

Figure 3.5 is a representation of the hypothesis mapped against examples from the 

pre and post-test survey questions undertaken by both participant and control groups 

as part of the quantitative methods used in this study. The research should identify any 

significant positive changes in knowledge and attitude for participants of the 

intervention, and whether any positive impact was experienced in gaining retention of 

registered nurses in aged care settings in Australia.  

If there is significant positive impact from the intervention and survey, this study 

should make a large contribution to the sector in regards to the learning pathways 

and skills sets to support the recruitment and retention of registered nurses in aged 

care. 

Table 3.5 Table of Research Questions and Hypothesis 

 Research Question Data set based on 

RQ1 The impact and outcomes that the 

program of learning and 

development has on developing 

positive attitude towards 

leadership as an RN team leader 

in aged care. 

 

Survey questions used in the pre 

and post-test survey design e.g. 

Q9. I have been formally trained in 

the clinical leadership and 

management of care teams 

Q17. This role meets my 

expectations as an RN in aged 

Care 

Hyp 

1 

Hypothesis: The learning and development training will have a positive 

impact in developing positive attitudes to the role of clinical leader for 

the  RN participant 
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RQ2 Measure the impact and outcome 

that improved skills has on the RN 

to clinically lead a healthcare 

team and its environs, 

Q10. I am confident with 

delegating tasks to my care staff. 

Q27. I have had formal leadership 

skills training 

Hyp 

2 

Hypothesis: The improved skills training will have a positive impact in 

developing leadership skills in the RN participant 

RQ3 Measure the impact on improving 

morale and staff retention in the 

registered nurse who holds the 

position of clinical leader in the 

team. 

Q33. I am planning a career in 

aged care 

Q37. I am looking forward to a long 

career in aged care 

Hyp 

3 

Hypothesis: The learning and development training will have a positive 

impact in improving retention of the RN team leader in the workforce 

 

Study Design 

3.12  Methods 

This section will firstly explain the rationale for choosing web-based virtual classroom 

settings for the delivery of the intervention and feedback sessions. Secondly, an online 

survey instrument to engage the participants and collect the data for extraction will be 

described, and finally the process of administering the intervention and methods used 

will be set out. 

Over the last two decades, since the introduction of computers, science research has 

seen a dramatic increase in the implementation of computer technology and software 

in areas such as data collection, methods of interpretation and validity testing.(80)  The 

scale of the demographics and locations of the participants in this research study were 

spread over 5 states in Australia. Consideration of cost was a preliminary and planning 

barrier to conducting the study. Taking time to plan the rollout of extensive training 
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used in this study as the intervention, the researcher validated the use of online 

delivery of the intervention, and survey method (81). Taking the positives for 

streamlining the control and administration of the project into consideration was also 

balanced with the understanding that not all people use computers, and not all nurses 

are comfortable with engaging technology(80), however the process of selecting the 

sample and progressing with preliminary investigations into the suitability of using web-

based intervention and survey collection identified that within Australian demography; 

 most people have access to the internet, 

 most people have an email address, 

 registered nurses in Australia must demonstrate contemporary practice, 

 nursing registration requires an English competency known as an IELTS level 

of 7 to be registered by the Australian Nurses and Midwifery Council (ANMC), 

 It is excepted practice that nurses be able to utilise computerised technology 

within the scope of their practice and ongoing professional development 

framework, issued by the Australian Nurses and Midwifery Council (ANMC). 

 

Since the early works of Kiesler (80), the internet has now become more widely used 

and an entrenched part of the normal daily life of a health professional. It was 

established within the chosen organisations taking part in this project, that access to 

network connections and email addresses would be available to all participants. 

Practical experiences within aged care had also reinforced the notion that many, if not 

all, institutional care organisations have information technology as a Key Performance 

Area (KRA) within their operations, and formally communicate through computers 

daily. Contemporary nurses are well attuned to computer-based care planning, 

reporting and interpersonal communication and is reflective of the national standards 

of the contemporary nurse. 
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3.13  Setting and sample 

As discussed in Chapter 1, a total of 300 registered nurses from 44 accredited 

residential aged care facility sites in two service providers’ organisational groups were 

chosen as the study sample. Of these 300 participants, 150 were randomly assigned 

(using a computerised random numbers table) into two separate groups. Group one 

(the Intervention Group IG1) consisted of the 150 registered nurse participants that 

would receive the intervention, and group two (the Control Group CG2) consisted of 

the 150 registered nurses in the control group who would not be engaging in the 

education course (82). The CG2 control group was demographically similar to the 

participant group IG1. 

 

Figure 3.6 Sample Groups 

 

The most recent available data (AIHW, 20012) (30) shows that 41,300 nurses were 

employed in geriatrics and gerontological nursing in residential care settings, 8.4% less 

than in 1996. Of these, 14% were employed in public nursing homes, 69.8% in private 

nursing homes, the prominent role for 78% of them was identified as clinician and for 

the remaining 22%, clinical manager.  
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The demographics of the registered nurse in aged care in Australia consists 

predominantly of females who are both hospital-based and university trained. 

A sample size (83) for this project was calculated using an online sample size calculator 

for surveys created by Creative Research Systems. The confidence level was chosen 

at 95% and the confidence interval was set at 0.05. This gave a calculated sample size 

of 300 against the population of 30,000 nurses in aged care. A review of the literature 

on sampling (83, 84) was carried out to gain an appreciation of the methodology and the 

rationale for deviation and appropriateness.  

The number of aged care nurses had been identified according to the latest available 

statistical information (30) at the time of commencing this study project, dated 2010 - 

2012. 

3.14  Administrating the groups and project plan 

It is well established in the literature that although web-based surveys allow for larger 

platforms and sample groups to be engaged in research, and demographics can be 

dealt with cost effectively and efficiently (80, 81). Coordination of a large number of 

participants, spread over the entire country, required some careful consideration to 

manage the preliminary data collection and deliver the intervention effectively. The 

barriers that exist in registered nurses in aged care settings were well known to be that 

nurses are pressed for time and require clear instruction to manage their daily 

schedules. A breakdown of the process conducted was carried out as follows: 

 Confirm source: A residential aged care service provider in NSW Australia 

(Catholic Healthcare and the Scalabrini Villages). These particular service 

providers have over 40 individual residential care facilities within their corporate 

services arms (aged care). 
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 Number: 300 participants.  

 Age range: At this stage the expected age range is adults from 21 to 75 as this is 

the age range of nurses in aged care. 

 Selection and Exclusion criteria: Participants were selected according to the 

normal education and professional development for the organisations’ care team 

leaders, who are registered nurses. 

 Intervention group IG1: (150) were identified from registered nurses in identical 

positions who were receiving the intervention through undertaking the clinical 

leadership course as a part of organisational training and who were employed in 

the large organisation and its sub-facilities. 

 Control group CG2: (150) were identified from registered nurses in identical 

positions who were not undertaking the clinical leadership course as a part of 

training and who were employed in the large organisation and its sub-facilities. 

 Selection Criteria: Participants of the training course who agreed to participate in 

the research project. 

 Exclusion Criteria: The exclusion criteria were based on two simple categories. 

1. Any participant of the training course choosing not to participate in the research 

project, and  

2. Any participant that has undergone similar leadership and management training. 

 Procedures: The organisations were aware of the research project outline and the 

roll-out of the clinical leadership training courses, and assisted in distribution of 

information flyers and registrations. 

 Material 1: A flyer that explained the project was distributed to all nurses within 

the organisation, and attached to the internal notification of the clinical leadership 

training course. Full details of the project were supplied in the internal staff 

newsletters. 
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 Material 2: A second flyer that explains the need for a control group of nurses 

within the project was distributed internally and attached to the internal notification 

of the training course and on facility notice boards. 

 Group sizes: Each group of 150 nurses was divided randomly into smaller groups 

of 15 nurses, ending in a total of 10 groups in IG1 and 10 groups in CG2 and a 

total lot of 20 groups in each silo. A schedule of clinical leader’s course (the 

intervention for PCG1) dates was distributed to each member of the perspective 

groups. Each applicant had previously submitted their work email addresses as 

part of the application process, which resulted in a formal email and introduction 

letter outlining the specific instruction for their role in a specified group, this then 

began the administration of Phase 1 and collection of the baseline data and pre-

test survey answers. 

 Specific instruction: IG1—each participant received an email as part of their 

specific groups 1 – 10, and were instructed to read the participant agreement and 

print to sign off. Once complied, the participant was invited and attended a 

calendared course induction day within the head office at a central location in 

Sydney, NSW. The purpose of the structured day was to receive full induction and 

orientation to the research project and the clinical leadership program. Signed 

participant agreements were collected and witnessed during this procedure as a 

key point of meeting ethics approval and verifying voluntary participation. This step 

in the administration completed Phase 1 of the project for PG1 as base line data 

was collected in the pre-test survey conducted prior to or on the day. The 

participants receiving intervention continued into the Clinical Leadership training 

course through the web-based learning portal under the supervision of the 

facilitator/researcher. 

 



80 

 

 Specific instruction: CG2— each member of Control Group 2 was also issued a 

letter of instruction as a member of the control group, with instructions to print out 

and sign the agreement and to scan and return copies to the researcher’s 

nominated email or postal address. As these participants were not receiving any 

intervention, they were instructed to click the prescribed hyperlink within the email 

that guided them to the pre-test survey. This step in the administration completed 

Phase 1 of the project for CG2 as base line data was collected in the pre-test 

survey conducted prior to or on the day. 

 Payment:  the participants did not receive payment for participation, however they 

did receive a certificate on completion of the intervention course. 

3.15   Phase 1: Baseline Data Collection and Survey Construction 

As discussed previously, all participants enrolled in the study (from both the 

intervention IG1 and control group CG2) were asked to complete an electronic survey 

via ‘Survey Monkey’, a highly recognised and well-utilised web-based survey system. 

The specific instruction for the Intervention Group IG1, was to read the instruction for 

participation, to print and sign the participant agreement, and complete the survey prior 

to engaging in the Clinical Leader’s course induction day. The survey was collected 

from each participant in their group’s scheduled day and used to elicit responses and 

extraneous data related to the following: 

 demographic information; 

 knowledge of and attitudes to current roles;  

 knowledge of and attitudes to self and future career; 

 knowledge of and attitudes to skills and confidence. 
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Demographic information was collected in the first 7 questions of the survey and 

included: 

 Age; 

 Gender; 

 Educational background; 

 Time in service/ level of experience; and  

 Qualifications and specialised skill. 

Responses were coded for data entry to enable analysis of numerical data and of 

qualitative data and will be detailed in chapter 4: Results Quantitative of this 

dissertation. 

3.16  The Survey Questions Pre Test  

There are a total of 37 questions in the survey; seven questions that capture specifics 

on demographics of interest and the remainder of the 30 questions were designed to 

allow clear analysis of the data using a standard Anova test to the hypotheses. 

Investigating the options in standard and accepted surveys available for use, there 

were common threads relating to McCloskey & Mueller’s Satisfaction Scale (MMSS) 

as perhaps the most common survey used in researching nurses and healthcare 

workers’ attitudes to workplace or job satisfaction (85). Consideration was given to using 

the MMSS within this study, however the investigation was on the impact of the 

intervention including attitudes to the nurse workplace, and standard MMSS questions 

were not rationalised. After further research to gain an understanding of the best 

evidence surrounding the development and evaluation of Interprofessional Education 

(IPE) (86, 87), there was a collaborative decision between myself and my supervisors at 

the time to create my own survey questions that essentially mapped the known skills 
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gap being experienced by the registered nurse to the learning being delivered in the 

intervention. This would collect data that would demonstrate any change in the 

positiveness of the intervention group before and after the training intervention and 

answer the hypothesis positively or negatively. A pre-test of sample survey questions 

was undertaken with a group of nurses currently studying an RN Team Leaders course 

(the proposed intervention course) as a matter of their own continuous professional 

development.  

3.17 Phase 2: Development of the intervention (the learning and 

development program) 

As discussed earlier, the development of the intervention was carried out as a result 

of previous research and development work undertaken by myself during the course 

of studying the Bachelor of Applied Social Sciences within the Australian College of 

Applied Psychology.  

The study was conducted in three phases: 

 Phase One: Investigate the knowledge and skills gap. 

 Phase Two: Conduct the research. 

 Phase Three: Report findings and design an implementation to improve 

practice and contribute to the field of study. 

Although unpublished work, this was the starting point for formal and scientific 

investigation into designing an Interprofessional Education (IPE) (86) course framework 

that filled the gaps in applying clinical leadership knowledge that was being 

experienced by the registered nurses and leaders or managers in aged care(87). I was 

later to confirm much of the findings in this unpublished work, while undertaking the 

Masters of Clinical Science, where I conducted and published the results of a 
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comprehensive systematic review titled: ‘The Experience of Registered Nurses as 

Managers and Leaders in Residential Aged Care Facilities’ (1). 

An IPE learning and development program has already been designed based on skills 

gaps identified in the literature at the time. The course program has been subjected to 

a rigorous process of peer review and accreditation by the Australian College of 

Nursing (ACN). The course has been approved and credited with 25 Continuous 

Nursing Education (CNE) points for professional practice to demonstrate competency 

within the framework of the Australian Nursing & Midwifery Council (ANMWC) and 

registration as a nurse under the Australian Health Practitioners Regulation Authority 

(AHPRA). This is a requirement for maintaining professional registration as a 

registered nurse in Australia, as discussed in Chapter 2: The Literature Review.  

The IPE course consists of 5 modules of training delivered using a blended approach 

that incorporates face-to-face facilitation and the use of workbooks and e-learning 

modules completed through distance learning in a virtual classroom via the internet. 

3.17.1 Module 1: The structure and profile of the current aged care 

sector in Australia 

The Learning outcome  

At the end of this module the participant will demonstrate underpinning knowledge of 

the contemporary Aged Care Sector in Australia today. This stage specifically deals 

with the current reform changes and legislation guidelines that are important to the RN 

in clinical leadership. This stage also delivers the underpinning knowledge of the 

accreditation standards and the philosophy surrounding clinical risk management and 

staff safety. 
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Management Knowledge Objectives 

 Framework around Accreditation  

 Mastering the admission process 

 Understand the incident reporting system 

 Aged care documentation systems 

 Investigate quality documents that guide clinical assessment 

Clinical Knowledge Objectives 

 Investigate quality documents that guide clinical assessment 

 Observation in clinical assessment 

 Understanding clinical risk 

 Liaising with your clinical team members 

 Understand and utilise research and best practice 

3.17.2 Module 2: Understanding the Multi-Disciplinary Health Team 

approach to care 

The Learning Outcome  

At the end of the module the participant will have acquired underpinning knowledge of 

the contemporary aged care philosophy of Multi-Disciplinary Team Management. An 

RN identifies with the role of team leader of a shift and has the responsibility to delegate 

tasks and supervise the coordination of services to the client. These services are 

carried out by numerous members of a healthcare team. In this stage the participant 
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learns the roles and scopes of the team to develop positive understanding of quality 

control of the service to the consumer.  

The module introduces the participant to the concept of a systemised care model in 

the facility, including admission, assessment, case conference, implementation and 

clinical review. This stage is further consolidated in Stage 5, which focuses on clinical 

review in the framework of geriatric care. 

Management Knowledge Objectives 

 Framework around Multidisciplinary teams  

 Understand the roles in the team 

 Understand the case conference framework 

 Investigate research and best practice 

 Investigate quality documents that guide clinical assessment 

Clinical Knowledge Objectives 

 Understand a case conference framework 

 Liaise with your clinical team members 

 Referral process  

 Understand and utilise research and best practice 

 Care documentation systems 

3.17.3 Module 3: Maintaining effective workplace communication and 

environments 

The Learning Outcome 

At the end of this module the participant will be able to utilise different communication 

strategies that maintain a team’s effective workplace. The participant will understand 
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and be confident in delegation of direct care work to staff, understand and manage 

conflict, and demonstrate emotional intelligence skills that are important to the RN in 

clinical leadership. The participant will be also able to demonstrate proactive 

knowledge of positive leadership styles and philosophy around clinical risk 

management and staff safety. 

Leadership & Management Knowledge Objectives 

 Effective communication skills to lead teams 

 Developing emotional competency 

 Delegation 

 Introduction to conflict  

Clinical Knowledge Objectives  

 Understanding the admission and case conference delivery frameworks 

 Validation of assessment and goal setting 

 Delegation and supervision 

 Utilising data 

3.17.4 Module 4: Performance Management and Reflective Practice 

The Learning Outcome 

At the end of this module the participant will be able to demonstrate knowledge of the 

contemporary skills for performance of individuals and the teams that work in the Aged 

Care Sector in Australia today. Identify with the current staff management protocols 

and legislation guidelines that are important to the registered nurse in leadership. 

Provide input to an annual appraisal and its importance for developing a healthy 
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workplace. The participant is also introduced to continuous nurse education and 

reflective practice journaling for professional development. 

Leadership & Management Knowledge Objectives 

 Allocating tasks and follow up 

 Setting goals for improvement in the care team 

 Delegation and feedback strategies 

 Reflective practice journaling  

Clinical Knowledge Objectives 

 Daily routines in care services 

 Training and managing competency  

 Delegation and care standards for directives 

 Reflective practice journaling 

3.17.5 Module 5: The key aspects of a quality framework for 

management and clinical practice 

The Learning Outcome 

At the end of this module the participant will be able to demonstrate application of the 

contemporary models of care planning and quality review of services to the client in 

the Aged Care Sector in Australia today. Specifically, the participant will demonstrate 

a formal process and format for clinical admission, assessment, case conference and 

Aged Care Funding Instrument (ACFI) submissions that are important to the registered 

nurse in clinical leadership. The final outcome is the demonstration of the clinical care 
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review process using an evidence-based framework of case conferencing and care 

team management. 

In this stage, the participant is consolidating the last six months of learning and 

preparing to case conference a client in a formal setting, using a designed system. The 

participant also utilises the outcomes of quality management using clinical audits and 

continuous improvement strategies. 

Leadership & Management Knowledge Objectives 

 Continuous Improvement to services in the home 

 Setting goals for improvement 

 Complaints mechanisms 

Clinical Knowledge Objectives 

 Daily routines in care services 

 Validation of clinical assessment 

 Care directives and care planning 

 Managing the case conferencing  

 Conducting Clinical Audits and care review processes 

 Applying a Palliative approach in care 
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3.18 Phase 3: Delivery of the intervention (the learning and development 

program) 

As outlined in the literature review, nurses in general have identified numerous barriers 

to undertaking professional development or education. Obtaining full organisational 

support for this study was crucial for removing potential organisational barriers.  

The utilisation of the web-based classroom enabled the participants to undertake the 

education with the calendar that is detailed in the following heading ‘Study Timeframe’. 

Nurses were usually able to gain access to the web-based sessions from anywhere 

that was private with internet access. Nurses who were on duty for the delivery of 

education sessions were permitted time off the floor with support staff to attend to the 

learning. Each module required attendance at a live and interactive webinar on the 

subject, followed by the completion of e-learning workshops and engagement in 

recommended readings. Assessments were attached to each module for completion 

with a time limit of one month for each module. The ten participants’ course groups 

overlapped by 2 weeks for congruence with the research program and timeline as 

explained in Table: 3.7. 

Table 3.7:  Intervention Rollout 

Phase Three: Intervention 

Course one  2 April 2013 8 August 2013 

Course Two  16 April 2013 13 August 2013 

Course Three  1 May 2013 4 Sep 2013 

Course Four  16 May 2013 18 Sep 2013 

Course Five  5 June 2013 2 Oct  2013 
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Course Six  15 June 2013 16 Oct 2013 

Course Seven  3 July 2013 1 Nov 2013 

Course Eight  17 July 2013 16 Nov 2013 

Course Nine  2 August 2013 4 Dec 2013 

Course Ten  17 Aug  2013 18 Dec 2013 

3.19   Phase 4: Post-intervention and qualitative data collection 

On completion of the final module in the course, the participants were directed to 

undertake a final session to review the learning and participate in the post course 

assessment and completion. Once the process of assessment marking was complete, 

each participant was then invited by email and directed to complete the post course 

survey (post-test) by clicking the links provided. The quantitative survey design was 

identical to the design of the pre-test survey that was undertaken in the induction stage 

in Phase 1. 

At this phase of the project, all participants were invited to volunteer for participation in 

the focus group and qualitative interview to be held at the completion of training, that 

was outlined in the debrief on the project. Hoping to select one from each of the 10 

groups, a final 8 participants volunteered to continue with the qualitative component of 

the research project. These interviews were undertaken through the web-based virtual 

classroom as a structured interview conducted and recorded separately for each 

nurse. The qualitative investigation was used in this stage to ask a series of questions 

that allowed a deeper understanding of the nurse’s experience of the training and its 

impact on their role, retention in the job, and perceived outcomes for care. 
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3.20   Phase 5: Analysis of data and report writing 

The analysis of data was carried out in three steps, in accordance with the 

methodological paradigm that directed the method of data collection for that area of 

investigation, and will be reported on as separate ‘results’ chapters within this thesis.  

In endeavouring to learn and understand quantitative research methods on the higher 

degree by research journey, however enlightening, the interpretation of the data 

required an experienced eye for quality.  

Due to a lack of experience and confidence in analysing quantitative data, the 

quantitative survey results were downloaded from the online Survey Monkey and the 

engagement of private consultancy expertise and advice was granted and 

acknowledged in the forward of this paper. This engagement with the expert purist 

consultant was extremely educational and beneficial in interpreting the numbers, 

grading the scales and identifying the significance of variance, if any, when 

represented in the quantitative results. 

Qualitative analysis was completed through Thematic Analysis taken from the web-

based interviews. A series of seven questions was asked in relation to the nurse’s 

experience of the training program, and its impact on their role. Analysis was 

conducted utilising the Joanna Briggs Institute - Thematic Analysis Program (JBI-

TAP) software to support and validate the inquiry and outcomes explained in the 

coming chapters. Both qualitative and quantitative results were then integrated for a 

convergence of themes similar to the concept of triangulation (used as a metaphor), 

however interpreted. 
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Figure 3.4: Rational for pre and post-test design and mixed methodology. Adapted from Holden(64) 

3.21  Study Timeframe: 

The timeframe for the projects was structured to fit the needs of the intervention roll-

out for each sub group within PG1. Each module of the Clinical Leadership course was 

to be completed by the participant within one calendar month. This set a structured five 

month course to be completed within a 6 month timeframe, allowing for 2 weeks within 

the time to allow flexibility in application from the participant. With a total of 10 groups 

to place through the program, it was decided to begin the first group in April and 

commence consecutive groups in two week separations, commencing two groups per 

month for 5 months. This allowed for the completion of all groups by December 2013. 

Table 3.8: Table of the Study Timeframe. 
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Activity   Start Finish 

Phase One: Pre-test survey 

Phase Two and Three: Intervention 

Course one  2 April 2013 8 August 2013 

Course Two  16 April 2013 13 August 2013 

Course Three  1 May 2013 4 Sep 2013 

Course Four  16 May 2013 18 Sep 2013 

Course Five  5 June 2013 2 Oct  2013 

Course Six  15 June 2013 16 Oct 2013 

Course Seven  3 July 2013 1 Nov 2013 

Course Eight  17 July 2013 16 Nov 2013 

Course Nine  2 August 2013 4 Dec 2013 

Course Ten  17 August 

2013 

18 Dec 2013 

Phase Four: Post-test survey and qualitative interview 

Phase Five: data Analysis during 2014 

3.22   Ethical Issues 

Ethical approval for this study has already been sought and approved by the University 

of Adelaide ethics board (Appendix 4) and from the organisations taking part in the 

research. 

Participation was voluntary and followed strict guidelines to ensure anonymity. A 

participant information sheet was made available to facilitate informed consent. All 

participants who may have felt they had been placed in a situation that caused harm 

or was likely to cause harm had access to qualified counsellors for debriefing and 

support. No participants raised concerns throughout the study. 
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The following chapters 4, 5 and 6 are the presentation of the results. Each chapter will 

present the results that reflect the methodology undertaken. Chapter 4 is the 

presentation of the quantitative analysis. Chapter 5 is the presentation of the qualitative 

analysis, and chapter 6 will be the presentation of the integrated analysis of both of the 

different data.   
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Chapter 4: Results on Quantitative Assessment 

4.1 Introduction 

‘Statistics are the triumph of the quantitative method, and the quantitative 

method is the victory of sterility and death’. 

(Hilaire Belloc) 

This chapter is a detailed explanation of the quantitative data and the results of the 

analysis undertaken to interpret the significance of variance in the survey tools used 

by the participants and control groups. Descriptive statistics were calculated using 

SPSS ver15 and StataSE ver12. Continuous variables were presented as means and 

their standard deviations (SDs), frequencies and proportions were used for description 

of count or categorical variables. T-test was employed for comparison of means 

between two groups and chi-square for those of proportions. A p value of less than 

0.05 was considered as statistically significant and a p value of greater than 0.05 not 

significant.  

Some questions in the survey contained variable answers that were graded as always, 

sometimes, never, and agree, strongly agree, disagree. A further variable was created 

for each respondent so that the response could be analysed as a ‘yes’ or ‘no’ answer 

for clarity. 

4.2 Demographic Data Analysis 

The demographic information has been tabulated from the quantitative survey results 

have been generated from analysing questions 1 to 7 and included information relating 
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to age, gender, educational background, time and length of service. The data has been 

presented in Figure 4.1 below for ease of viewing and interpretation. 

Statistically, there was no difference in the demographics between the participants 

group and the control group. All nurses in both intervention and control groups 

averaged a mean of 10 years’ experience in aged care work, and 50% of nurses within 

each group were born and educated in Australia, or born and educated overseas. An 

average of 5% of each group were male nurses, and all nurses averaged a workload 

of 50 to 100 residents under their care. Statistics on education and qualification showed 

no disproportions between the two groups, and an average of 40% of all nurses held 

a bachelor degree in nursing and 21% held a post graduate qualification under 

masters’ level. 

 

Figure 4.1: Tabulated demographic information on participant and control groups. 
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4.3 General Survey Results 

Question 8. I am overworked in my role. 

The response to this question in both groups was answered as a ‘strongly agree’ at 

the high end of the Likert scale in both pre and post-test results. Given that no 

intervention had occurred until after the pre-test, the strong response was reflective of 

some of the discourse expressed throughout the literature review validating that nurses 

working in aged and long term care feel and experience stress and burnout. There 

were no differences in the proportions of nurses from both groups that reported they 

felt overworked in their roles. Approximately 90% of all nurses in both intervention and 

control group reported they felt overworked in their roles pre and post-test the study. 

This data was deemed significant for the integrating analysis to follow. 

Fig 4.2: Question 8 result 

Comparisons: 

Overworked Intervention Post-control vs Post-intervention 

Pre (%) Post (%) p  Control 

(%) 

Intervention 

(%) 

p 

No 11.0 8.3 
0.544 

11.9 8.3 
0.533 

Yes 89.0 91.7 88.1 91.7 

Total 100.0 100.0  100.0 100.0  

No changes in proportion of participants who responded as “overworked” post-intervention compared 
either with post-control (p>0.05) or with pre-intervention (p >0.05).  
 

Overworked Control Pre-control vs Pre-intervention 

Pre (%) Post (%) p  Control 

(%) 

Intervention 

(%) 

p 

No 5.6 11.9 
0.225 

5.6 11.0 
0.196 

Yes 94.4 88.1 94.4 89.0 

Total 100.0 100.0  100.0 100.0  

No differences in proportion of participants who responded as “overworked” pre-control, compared 
either with post-control (p>0.05) or pre-intervention (p >0.05).  
 

 

 

Question 9. I have been formally trained in the clinical leadership and 

management of care teams. 
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There were differences in proportions answering “Yes” for the three leadership 

questions between pre and post-intervention. That is, the numbers who agreed they 

were formally trained in leadership increased for the intervention group after the 

intervention (all p <0.05), but no such differences were found for the post-intervention 

group compared with post-control (all p >0.05). This data were deemed significant for 

the integrating analysis to follow. 

Fig 4.3: Question 9 result 

Leadership Intervention Post-control vs Post-intervention 

Pre (%) Post (%) p  Control (%) Intervention (%) p 

Yes, Clinical 45.1 67.7 0.004 64.1 67.7 0.706 

Yes, Team 43.1 80.6 <0.001 63.2 80.6 0.064 

Yes, 

Management 

30.0 58.9 <0.001 51.3 58.9 0.471 

 

Question 10. I am confident with delegating tasks to my care staff. 

There were no differences in proportions of responses for both pre and post-test 

intervention or control groups. All nurses responded with confidence in regards to 

delegating tasks to staff. Although not significant for variance, it is noteworthy and 

discussed in the summary of this chapter 

Fig 4.4: Question 10 result 

Comparisons: 
Further analysis was carried out by creating a new variable which, for each respondent, identified as a 
yes/no response if they were confident in delegation.  Answers were coded as “yes” if either agree or 
strongly agree was chosen, and “no” if disagree or strongly disagree was chosen.  

Confidence Intervention Post-control vs Post-intervention 

Pre (%) Post (%) p  Control (%) Intervention (%) p 

Yes, Clinical 

Skills Tasks 
86.5 94.4 

0.086 
89.5 94.4 

0.351 

Yes, 

Administration 

Tasks 

77.9 80.6 0.673 76.3 80.6 0.606 

There were no changes in confidence for post-intervention compared with pre-intervention group  (all p > 
0.05) or with post-control (all p > 0.05).  
 

Confidence Control Pre-control vs Pre-intervention 
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Pre (%) Post (%) p  Control (%) Intervention (%) p 

Yes, Clinical 

Skills Tasks 
85.5 89.5 0.560 85.5 86.5 0.847 

Yes, 

Administration 

Tasks 

80.6 76.3 0.625 80.6 77.9 0.705 

There were no differences in confidence for pre-control compared with pre-intervention group or with 
post-control (all p >0.5).  
 

Question 11. I am appreciated for the work I do. 

There were no differences in proportions of responses for both pre and post-test 

intervention or control groups. All nurses responded with confidence in regards to 

feeling appreciated for the work they do, however it was identified that all respondents 

felt less appreciated by the organisation in comparison to that of staff families and 

patients. Reflective of recorded ontology in the literature review, and although not 

significant for variance, it is noteworthy and discussed in the summary of this chapter 

Question 12. I have a full understanding of the competency skills of my care 

staff. 

Respondents had to identify with two areas of understanding competency, being 

vocational, and clinical. Understanding improved with the post-intervention group, 

however there was no difference in the post-control group. 

Fig 4.5: Question 12 result 

Understanding Intervention Post-control vs Post-intervention 

Pre (%) Post (%) p  Control (%) Intervention (%) p 

Yes, Clinical 

skills 

77.8 91.8 0.016 78.9 91.8 0.065 

Yes, Vocational 

skills 

65.8 81.5 0.020 62.2 81.5 0.031 

 

Question 13. I have the learned ability and skill to effectively delegate work 

according to the Australian Nurses Midwives Board guidelines. 
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This question identified significant improvement of learned ability to delegate 

effectively under the Australian guidelines for the post intervention group. However 

there were no differences in the respondents’ pre and post-test control group. 

Fig 4.6: Question 13 result 

Effectively 

Delegate Work 

Intervention Post-control vs Post-intervention 

Pre (%) Post (%) p  Control (%) Intervention (%) p 

Yes 75.6 91.4  

0.006 

86.8 91.4  

0.452 
No 24.4 8.6 13.2 8.6 

 

Effectively 

Delegate Work 

Control Pre-control vs Pre-intervention 

Pre (%) Post (%) p  Control (%) Intervention (%) p 

Yes 86.6 86.8 

0.968 

86.6 75.6 

0.072 
No 13.4 13.2 13.4 24.4 

 

Question 14. I have been formally and properly prepared for my role. 

Respondents had to identify with two areas of positive attitude; management, and 

clinical. A new variable was added to clarify with ‘yes’ and ‘no’ responses. Positive 

attitudes improved with the post-intervention group, however there were no differences 

in the responses from the post-control group. 

Question 15. There is a balance between clinical and non-clinical responsibility 

in my role. 

Respondents had to identify with three areas of positive attitude in relation to a balance, 

being administration, management, and clinical. A new variable was added to clarify 

with ‘yes’ and ‘no’ responses at each level. For the intervention group there was more 

balance for clinical and managerial post intervention, however there was no difference 

in the responses in administration. The control group showed no differences in 

responses from pre and post-test. 
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Question 16. I am confident in writing care plans. 

Respondents had to identify with two areas of gaining confidence; assessment and 

planning.  A new variable was added to clarify with ‘yes’ and ‘no’ responses. 

Confidence was gained and improved with the post-intervention group, however there 

was no difference in the responses from the post-control group. It is noteworthy that 

the baseline was already confident in all groups. 

Question 17. This role meets my expectations as an RN in aged care. 

Respondents had to identify with two areas of their team leaders’ role; meeting 

expectation clinically and managerially. A new variable was added to clarify with ‘yes’ 

and ‘no’ responses. More expectations were met both clinically and managerially in the 

intervention group post-test, compared with the control group, however there was no 

difference between the pre and post-intervention responses. Noteworthy is the 

indication that all nurses responded positively to the pre and post-test surveys. 

Question 18. I have open communications with the management. 

There were no differences in the respondents’ answers for both intervention and 

control groups in pre and post-test surveys. Responses were high and positive to open 

communications with management. 

Question 19. I have been formally trained to handle conflict and resolve issues 

well. 

Respondents had to identify with three areas of conflict in relation to role; staff conflict, 

resident conflict and family conflict.  A new variable was added to clarify with ‘yes’ and 

‘no’ responses at each level.  
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For the intervention group there was an increased number of respondents identifying 

with being trained post intervention, however there was no difference in the responses 

pre and post-test within the control group. 

Question 20. I trust the skill levels of my junior care staff. 

Respondents had to identify with three areas of trust: always, sometimes, and never. 

A new variable was added to clarify with ‘yes’ and ‘no’ responses at each level. For the 

intervention group there were an increased number of respondents having trust in their 

junior staff post-intervention, however there was no difference in the responses pre 

and post-test within the control group. 

Question 21. I am confident in my ability to challenge and manage policy. 

Respondents had to identify with two areas of challenging policy, being clinical and 

organisational.  A new variable was added to clarify with ‘yes’ and ‘no’ responses. 

Confidence was gained and improved with the post-intervention group, however there 

was no difference in the responses from the post-control group. It is noteworthy that 

the baseline was already confident in all groups. 

Question 22. I have a full and confident understanding of the current legislation 

in delegation and supervision for nurses in aged care. 

Respondents had to identify, on a four point Likert scale, their degree of confidence in 

relation to understanding legislation. A new variable was added to clarify with ‘yes’ and 

‘no’ responses for the question. For the intervention group there was more balance for 

clinical and managerial post-intervention, however there was no difference in the 

responses in administration. The control group showed no differences in responses 

from pre to post-test. 

 



103 

 

Question 23. I am confident with the care funding instrument and the validation 

required. 

Respondents had to identify, on a four point Likert scale, their degree of confidence in 

relation to understanding the Aged Care funding instrument used in Australia. A new 

variable was added to clarify with ‘yes’ and ‘no’ responses for the question. More 

participants had confidence both post-intervention versus pre-intervention (p<0.05) 

and post-intervention versus post-control (p<0.05).  

Question 24. I would benefit from further training in leadership and management. 

Respondents had to identify, on a four point Likert scale, the level of their need in 

relation to gaining further leadership and management training. A new variable was 

added to clarify with ‘yes’ and ‘no’ responses for the question. More participants had 

identified their need for further training post-intervention versus pre-intervention 

(p<0.05), and post-intervention versus post-control (p<0.05). The control group 

showed no differences in responses.  

Question 25. I am confident in my skills in dealing with staff discipline and 

performance management.  

Respondents had to identify, on a four point Likert scale, their degree of confidence in 

relation to dealing with staff performance management. A new variable was added to 

clarify with ‘yes’ and ‘no’ responses for the question. More participants in the 

intervention group had improved their confidence post-intervention versus pre-

intervention (p<0.05), and post-intervention versus post-control (p<0.05). The control 

group showed no differences in responses.  

 

Question 26. I have sound counselling skills when dealing with 

residents/clients/families. 
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Respondents had to identify, on a four point Likert scale, their degree of confidence in 

relation to counselling skills. A new variable was added to clarify with ‘yes’ and ‘no’ 

responses for the question. More participants in the intervention group had improved 

their counselling skills post-intervention versus pre-intervention (p<0.05), and post-

intervention versus post-control (p<0.05). The control group showed no differences in 

responses. However the baseline response was positive high. 

Question 27. I have had formal leadership skills training.  

Respondents had to identify, on a four point Likert scale, their degree of confidence in 

relation to leadership skills. A new variable was added to clarify with ‘yes’ and ‘no’ 

responses for the question. More participants in the intervention group had improved 

their leadership skills post-intervention versus pre-intervention (p<0.05), and post-

intervention versus post-control (p<0.05). The control group showed no differences in 

responses.  

Fig 4.7: Question 27 result 

Workplace 

environment 

Intervention Post-control vs Post-intervention 

Pre (%) Post (%) p  Control (%) Intervention (%) p 

Yes, happy 81.1 80.9 0.964 81.1 80.9 0.980 

Yes, effective 77.7 84.6 0.264 70.3 84.6 0.085 

 

Question 28. I have a happy and effective workplace environment.  

There were no differences in the responses to this question from all groups to both pre 

and post-test surveys. It is noteworthy that the respondents’ identification with this 

question was positive and high. 
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Fig 4.8: Question 28 result 

Workplace 

environment 

Intervention Post-control vs Post-intervention 

Pre (%) Post (%) p  Control (%) Intervention 

(%) 

p 

Yes, happy 81.1 80.9 0.964 81.1 80.9 0.980 

Yes, effective 77.7 84.6 0.264 70.3 84.6 0.085 

 

Question 29. I have been formally trained in the clinical management of gerontic 

care issues. 

Respondents had to identify, on a four point Likert scale, their degree of confidence in 

relation to clinical management of gerontic care. A new variable was added to clarify 

with ‘yes’ and ‘no’ responses for the question. More participants in the intervention 

group had improved their confidence post-intervention versus pre-intervention 

(p<0.05), and post-intervention versus post-control (p<0.05). The control group 

showed no differences in responses. 

Fig 4.9: Question 26 result 

Clinical 

management 

Intervention Post-control vs Post-intervention 

Pre (%) Post (%) p  Control (%) Intervention 

(%) 

p 

Yes 41.1 70.6 
<0.001 

48.7 70.6 
0.026 

No 58.9 29.4 51.3 29.4 
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Question 30. I have been formally trained in communication styles and 

techniques.  

Respondents had to identify, on a four point Likert scale, their degree of confidence in 

relation to being trained in communication. A new variable was added to clarify with 

‘yes’ and ‘no’ responses for the question.  

More participants in the intervention group had improved their confidence post-

intervention versus pre-intervention (p<0.05), and post-intervention versus post-control 

(p<0.05). The control group showed no differences in responses. 

Question 31. I spend more time on administration than nursing duties.  

There were no differences in the respondents’ answers for both intervention and 

control groups in pre and post-test surveys. All groups identified that they spend more 

time on administration than nursing duties. 

Question 32. I need training in case management. 

This question required a true or false response. Fewer post-intervention participants 

needed training in case management than post-control group participants.  The control 

group showed no differences in responses between the pre and post-test surveys. 

Question 33. I am planning a career in aged care. 

There were no differences in the respondents’ answers for both intervention and 

control groups in pre and post-test surveys. All groups identified that they wish to have 

a long career in aged care and have a positive high response to the question. 

Question 34. I use quality auditing to meet best practice. 

This question required a true or false response. More post-intervention group than 

control group identified that they would use clinical auditing post the intervention.  The 
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control group showed no differences in responses between the pre and post-test 

surveys. 

Question 35. I use a case conference method to review care services and 

improve care outcomes. 

This question required a true or false response. More post-intervention group than 

control group identified that they would use case conferencing post the intervention. 

The control group showed no differences in responses between the pre and post-test 

surveys. 

Question 36. I consider my role at work to be: 

The respondents had a choice to consider between being a nurse or a manager. All 

groups, in both pre and post-test surveys, identified themselves as nurses rather than 

managers. There were no differences in responses and it was noteworthy that there 

was a high response at baseline. 

Question 37. I am looking forward to a long career in aged care. 

There were no differences in the respondents’ answers for both intervention and 

control groups in pre and post-test surveys. All groups identified that they wished to 

have a long career in aged care and had a positive high response to the question. 

4.4 Summary 

Demographic analysis demonstrated that both participant and control groups were very 

similar and reflective of other current published literature. Given the current shortage 

of nurses globally and the rationales provided when reading broadly, having 50% of 

both groups made up of Overseas Trained Nurses (OTNs) indicates that this pattern 

will continue and more than likely increase as nurse numbers in Australia decline and 
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providers engage the ‘scramble’ for nurses in the future (37). The mean average in age, 

that being 49 years old resonates with research findings that the nursing population is 

ageing in line with global statistics, and recruitment and retention of nurses will remain 

an issue of concern for aged or long term care nursing as it is not the registered nurses’ 

preferred choice of workplace (12).  

One of the barriers presented during the facilitation of this research was the level of 

engagement of the participants within both groups and the desire to stay within the 

timeframe of the study, and commitment to completing the pre and post-test surveys. 

A number of the control group had changed their jobs and moved on to other care 

environments and consequently refused to continue in the study, or were difficult to 

manage. In the participant (intervention) group, the numbers were strong at the 

beginning of the study program, however a number of these nurses on completion of 

the training intervention had decided to move position and job, or could not engage in 

the post- test survey due to time or personal constraints. Investigations into a rationale 

acknowledged that this is common amongst healthcare professionals when recruited 

into participant groups in research. Although rarely cited and reported on in research, 

there is a distinct inclination for these subjects to remove, decline or avoid being 

research participants, particularly if the subject matter and inquiry contains personal 

and professionally linked attributes (11, 81).  

There was a strong significance in the improvement in confidence within the participant 

group relating to the questions that required the nurse to reflect on personal 

professional standing or knowledge and ability in relation to practice. Notably, when 

answering a question in regards to competency or standards of practice, the pre-test 

response sat in the positive or higher end of the Likert scale without significance. This 

can be assumed to be related to the nature of the nurse towards their individual licence 
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to practice, and responding in a negative or low end of the scale for the question would 

indicate the nurse was not competent or proficient.  

Taking this case as hypothetical, nevertheless the participant group showed a 

significant increase and confidence to answer the question at a higher positive end of 

the scale post-intervention against the control group.  

Question 8 was the first question in the survey that was not related to the collection of 

demographical statistical data and was identified as ‘noteworthy’, and asked the nurse 

if they felt overworked in their role. The strong pre-test survey response is clear that 

the workplaces have not improved for nurses in aged care from the beginning to the 

end of the study. This question was chosen as noteworthy for further investigation 

during the implementation of the qualitative interviews as a method of seeking some 

clarity on the understanding of the survey result. The results of the quantitative surveys 

underwent integration analysis process with the qualitative interviews analysis 

outcome, and is explained in Chapter 6: Results Mixed Methods. 

The following chapter, Chapter 5, will be the explanation of results of the qualitative 

investigation using the live interviews undertaken in the web based virtual classroom 

with the participants groups. This investigation allowed a deeper understanding to the 

results of the survey monkey and provided a meaningful explanation of the experience 

that the intervention gave the nurse participant.   
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Chapter 5: Results Qualitative 

5.1 Introduction 

‘You may have heard the world is made up of atoms and molecules, but it's 

really made up of stories. When you sit with an individual that's been here, you 

can give quantitative data a qualitative overlay’. 

(William Turner) 

The previous chapter, was the presentation of the results of the quantitative methods 

used on both the participants and control groups utilising the pre and post-test survey 

questionnaire on the designated electronic survey monkey. This chapter is the 

presentation of the results of the qualitative methods undertaken to gain a deeper 

interpretation and understanding of the quantitative results and assist in providing the 

clarity for meaning of the significance. 

Each of the ten groups of intervention (IG1) were asked if at least one person would 

like to participate in the collection of qualitative data by being involved in a live web-

based interview session to answer some questions regarding their experience of the 

training course. A total of eight participants engaged with the opportunity and their 

answers were recorded for analysis. A series of seven questions was asked in relation 

to the nurses’ experience of the training program, and its impact on their roles. Analysis 

was conducted utilising the Joanna Briggs Institute - Thematic Analysis Program (JBI-

TAP). 

5.2 Thematic Data Analysis 

Each participant involved in qualitative data collection was identified as a ‘Case’ by 

using the first initial of the participant’s name. Two pairs of the participants shared the 
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same first initial, so the second initial was used also, to uniquely identify their ‘Case’ 

responses to the questions during the recordings. A series of eight open ended 

questions was presented to the participants, which allowed free expression of their 

experience and reflection (Table 5.1). The responses to the questions were recorded 

in the live webinar, and then entered as text ‘Illustrations’ into the JBI – TAP software 

in order to establish ‘Categories’ that group different or similar ‘Illustrations’. Once the 

‘Categories’ are known, the investigator can begin to read and re-read the ‘Illustrations, 

and ‘Categories’, to produce and identify ‘Themes’ that emerge, and present the 

qualitative outcome of the investigation interviews and data. (Figure 5.1)  

Table 5.1 Qualitative interview questions 
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Figure 5.1 JBI TAP Thematic Analysis Framework 

 

5.3 Theme One: Leadership training is challenging in a positive way 

Figure 5.2 Thematic Analysis Theme One. 

 

The thematic analysis presented the theme that ‘Leadership training for registered 

nurses is challenging in a positive way’. Although the impact of training was a personal 

challenge to the participants, they also felt the impact to be a positive experience in 

building personal and professional confidence. 

Theme

Category

Illustration Illustration

Category

Illustration Illustration

THEME

'Leadership training is 
challenging in a positive 

way'

CATEGORY

'Training was a 

positive experience'

CATEGORY

Training was personally 

challenging
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Two categories were established from the illustrations; one being that ‘The training 

course was a personal challenge’ and the other, that the ‘Training was also a positive 

experience’ at the same time. 

The illustrations collected from the participants demonstrated a paradoxical experience 

for the registered nurses. The majority of the participants were quick to respond to the 

question, demonstrating their feelings that the training had an impact that was a 

challenge for the individual person. The challenges ranged from the fear of engaging 

in new learning using the technology of web-based learning tools and having to 

complete written assignments, to personal challenges regarding time management 

and failure to complete the workloads.  

Participant L: ‘This course was a challenge for me as time was an issue, other than 

that I enjoyed it immensely’. 

Participant SN: ‘yes it was challenging but I enjoyed the challenge as I was learning 

new things’. 

Paradoxical illustrations were identified in the responses as participants demonstrated 

that at the same time they were personally challenged by the impact that training was 

having on them.  

Participant R: ‘This was challenging for me as I was already in my role without the 

knowledge, and did not appreciate the gap in my skills’. 

Participant M: ‘yes this course was a challenge for my confidence in learning new 

skills’. 
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The registered nurses also felt a strong positive response towards learning new skills 

that would improve their performance in their role as team leaders and, at the same 

time, experiencing a positive feeling and one that was empowering their confidence 

during the course.  

Participant O: ‘I am used to learning from Uni this way it was good for me and flexible. 

Some challenge for me was the new learning as I am post grad and need to build my 

confidence’. 

Participant MN: ‘was challenging but I enjoyed the experience of web based learning, 

it was new and refreshing. It was also challenging because it showed me how much I 

need to master in my role’ 

5.4 Theme two: Leadership training builds confidence in the RN to lead 

the team. 

Figure 5.3 Thematic Analysis Theme Two. 

 

The thematic analysis presented the theme that ‘Leadership training builds confidence 

in the RN to lead the team’. The RN feels that clinical leadership training has improved 

their confidence in understanding leadership principles, there is a true link between 

THEME

'Leadership training 
builds confidence in the 

in the RN to lead the 
team'

CATEGORY

'Has improved 
confidence in 
leadership'

CATEGORY

'Has improved 
understanding of their 

role'

CATEGORY

'Better understands 
leadership issues for 

the team'
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leading the team using both nursing and leadership skills, and that the training has 

enhanced their understanding of their role. 

The categories of ‘Has improved confidence in leadership’, ‘Has improved 

understanding of their role’, and ‘Better understands leadership issues for the team’ 

were established from the illustrations. 

The illustrations presented an experience that there was a strong improvement in the 

understanding of their individual roles as team leaders.  

Participant L: ‘This course has given me more vision and passion for my role as RNTL 

and I can see a future in aged care. My role needs improvement and so does my skill 

sets’. 

Participant SN: ‘I believe the course has improved my confidence to lead the team 

when it is needed as I can identify when the team needs my direction’. 

The participants reflected on how they felt at the beginning of training, compared to 

how they felt at completion of the training.  

All participants expressed an improvement in confidence to perform in the role, and a 

sense of clarity was noticed for participants to identify with focusing on team needs 

and leadership.  

Participant S: ‘I think this course was great to open my eyes for this role. I was always 

struggling to see the light, and now I realise I was not focussed on leadership, and 

more on being a nurse. The role of RNTL means much more to me now. 

Participant SL: ‘this course improved my knowledge of my role in understanding the 

people in my team and building my confidence to direct them in care work’. 
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Participant R: ‘I have much more confidence to do my job every day. The course has 

allowed me to work on my weakness and that is in leading the care team. I can see 

that ROTD has improved much on the care overall and my team talks to me a lot more 

than before. My role as team leader is better. 

Participants identified with an understanding of blending the skills they hold as 

registered nurses to strengthen their role as team leader at the same time, and vice-

versa.  

Participant O: ‘This course has improved my understanding of my role as a team 

leader, in that my nursing skills can be used to support care and direct the care worker. 

I am much clearer now on my critical thinking and taking the whole organisation and 

policy into account. 

Participant M: ‘I feel the learning has showed me I need much more training in 

mastering the direction and leadership of the care workers. I have more confidence 

now but I feel that my clinical skills need some work too. 

5.5 Theme Three: Leadership training has improved the knowledge and 

application of clinical leadership for the nurse. 

Figure 5.4: Thematic Analysis Theme Three. 

 

THEME

'Leadership training has 
improved the knowledge 
and application of clinical 
leadership for the nurse'

CATEGORY

'Has an improved 
knowledge of what is 

clinical leadership'

CATEGORY

'Has improved 
confidence in applying 

clinical leadership'



117 

 

The thematic analysis mapped to the theme that ‘Leadership training has improved the 

knowledge and application of clinical leadership for the nurse’. The RN feels that 

leadership training has improved their confidence in understanding clinical leadership 

principles, which leads to improved teamwork and communication, and this is now a 

reflective tool for the team leader. 

Two categories were established; ‘Has an improved knowledge of what is clinical 

leadership’, and ‘Has improved confidence in applying clinical leadership’, Responses 

to questions again presented illustrations from personal reflections on experiences 

prior to the learning, and at the completion of the course. The illustrations presented a 

strong improvement in self confidence in the individuals’ understanding of the 

principles of clinical leadership, and how to apply it in practice. 

Participant L: ‘I believed it meant I am the RN so I have to make the decisions in care, 

now I know it means blending my clinical knowledge and skill with managing the team 

to do the care’. 

Participant R: ‘Doing the course allowed me to understand what I was missing. Clinical 

Leadership is harder than people think, it’s easy to say you are one or do it well if it 

means a tick in the box for CNE. But doing requires skill and tact’. 

Participant O: ‘At Uni we learnt a lot about clinical leadership in the context of making 

nursing decisions.....It would have been good to learn the other aspects of 

management in leadership roles with staff and not just the patient .....It would have 

made the job easier to begin with’. 

Participant MN: ‘Before training the words meant nothing to me except another hat to 

wear at work. Now I am sure I am a clinical leader, but I do not know if others get 

it.....the workloads I mean’. 
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Participant SN: ‘I am afraid to admit that everyone talks about it and I didn't understand 

it so I just remained quiet. I now know what it all means and how to do it I now know 

that others may not get the concept as they are not leading well...... as I see it. 

5.6 Theme Four: Team Based leadership can improve person centred 

care. 

Figure 5.5: Thematic Analysis Theme Four. 

 

The thematic analysis arrived with the theme that ‘Team based leadership can improve 

person centred care’. Three categories were established from the illustrations from 

participants that ‘Improved understanding of the team and how to support their needs 

leads to improved care’ and ‘The improvement of performance within the team wil 

impact positively in care’, and ‘Believes improved teams will improve care outcomes’.. 

A common thread for the responses was that client goal attainment for the registered 

nurse is always or usually centred on direct intervention given by the registered nurse 

as a professional nurse.  

THEME

Team based leadership 
can improve person 

centred care'

CATEGORY

'Improved understanding 
of the team and how to 

support their needs leads 
to improved care'

CATEGORY

'The improvement of 
performance within the 

team will impact 
positively in care' 

CATEGORY

'Believes improved teams 
will improve care 

outcomes' 
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The leadership training had identified a rationale that the registered nurse cannot do 

all the care and this was understood through applying their focus as a team leader 

through better understanding of the individuals in their teams and their needs in 

providing care services as directed in the care plans. This impact saw a change in 

focus for the registered nurse from measuring the outcome in care based on the direct 

application of care from the registered nurse, towards a stronger focus on the team 

needs by providing stronger support and improving communication from the leader in 

order to improve outcomes in care and service productivity and the indirect impact 

benefits.  

Participant O: ‘I think that the care on the shift when I am in charge is improving as we 

seem to have less timeline issues and complaints are down. This is a good thing for 

the staff, but I think care can always be improved’. 

Participant M: ‘I think the care here is very good, but I think it can always improve. My 

residents are happy and they look good. The days seem to be improving all the time’. 

Participants also responded to this question with illustrations that demonstrated that 

they viewed care outcomes through the actions of direct intervention from the nurse 

applying the leadership training. The Illustrations demonstrated that it was a challenge 

for the nurse to step back from direct patient care, and focus on teamwork and 

leadership to delegate and direct that care. Some participants saw this as positive for 

care outcomes and some acknowledged they did not notice a direct impact on care 

outcomes, but that the improvement of performance within the team will impact 

positively in care.  
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Participant MN: ‘I think that the residents will benefit in the long run however I feel there 

is more work to be done to improve the care overall....more teamwork is my focus now 

because I have learnt I cannot do it all , I will lead the staff to do it the best they can’. 

Participant L: ‘I think that the care of the residents is improving as I see more being 

done for them and less time being wasted. I am very strict on timelines for the team 

and they seem to react well to my observations. I hope that the care is improving, 

perhaps I will audit it’. 

Participant SN: ‘I think that care needs to improve all the time, each resident is different, 

but I have noticed that the shift seem less frantic of late. I haven't looked at this in the 

course, I have been focused on the team’. 

Participant R: ‘I have not seen dramatic changes in care outcome for residents, but the 

team is improving all the time, and this will affect the residents in a positive way’. 

Participant S: ‘I think that the care is improving overall, I think the team works better 

and this has to be better outcome for the resident. I will look at this in future’. 

5.7 Theme Five: Successful clinical leadership training needs to be 

more supported by individuals within the organisation 

Figure 5.6: Thematic Analysis Theme Five 

 

THEME

'Successful clinical 
leadership training 
needs to be more 

supported by individuals 
within the organisation'

CATEGORY

'Feels unsupported 
by individuals in the 

organisation'

CATEGORY

'Feels supported by 
the organisation'
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The thematic analysis of the data produced the theme ‘Leadership needs to be more 

supported by individuals in the organisation’. The impact of leadership training has 

positively broadened the view of the registered nurse within the organisation, however 

it has narrowed the view of senior individuals in a negative way, as the registered nurse 

realises leadership is not understood as a shared culture, as some individuals are not 

trained in the skill. 

Two categories were established; ‘Feels supported by the organisation’ and ‘Feels 

unsupported by individuals’. Participants’ responses and illustrations were again filled 

with paradoxical experiences that were a mix of positive feelings towards the 

organisation for supporting the training and skills development program, and yet 

negatively identified with a lack of support from individuals in senior roles within their 

organisation’s structure. The participants provided ‘Illustrations’ that the organisation 

was supportive of role and career development, and was providing opportunity for 

growth, however many responses were paralleled with mixed emotions and reflections 

on the ‘lack of support’ and understanding for the role overall, and a ‘lack of 

understanding’ of its complexity and the leadership support required from senior 

individuals within the organisation.  

Participant L: ‘The organisation is very supportive, this course has empowered me a 

lot, I have asked to be supported to become a Nurse Practitioner for the company and 

they have agreed to support my efforts and work towards a position in the future. I am 

excited’. 

Participant MN: ‘I feel the organisation has supported me in this learning, however 

there is much more they can do to action the advice that I now have to offer. They 

seem threatened by my confidence to lead care and challenge the status quo’. 
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Participant O: ‘I feel the organisation has helped me a lot, as a grad and making 

transition this course has made it easier and I know they want me to succeed in my 

role. 

Participant SN: ‘My organisation has supported me to do the course, but I think that 

support is only from a few. Other nurses need to do this training and the managers too. 

Our role is difficult and they don't listen at times’. 

Participant SL: ‘This organisation is supporting me as much as I think they can. Aged 

care is tough, but I feel the management understands this now. It would be good to 

see the manager do this training’. 

Participant S: ‘The fact that the organisation has allowed me to do this training is 

excellent support as I was getting lost and overwhelmed at times. I would have liked 

to be paid for the efforts as this was a lot of work on top of my job’. 

Participant M: ‘I feel that the organisation needs to understand the role we have is very 

important, they don't pay enough for the duties we are in control of , and some 

managers seem threatened when I challenge some situations with evidence and 

policy. I thank them for this course it has been good support for me. 

Participant R: ‘My organisation is supporting me with this course, they seem to want 

me to do more in leading change in care. I think that the manager can improve on their 

understanding of the daily grind here, it’s not easy, yet they demand so much for 

funding and accreditation, this distracts the team a lot’. 
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5.8 Theme Six: Leadership training has a positive impact on 

professional development, personal growth and career retention. 

Figure 5.7: Thematic Analysis Theme Six 

 

The thematic analysis arrived with the theme that ‘'Leadership training has a positive 

impact on professional development, personal growth and career retention’. Two 

categories were established from the illustrations from participants that ‘Identifies with 

an aged care career role’ and 'Has a positive outlook on an aged care career'. 

The illustrations presented a strong improvement on how the nurse identified with their 

role as a career professional within aged care. Participants expressed that an improved 

understanding of the individuals within their teams had increased their ability to lead 

and direct the nursing decisions for care. A common thread for the responses was that 

client goal attainment for the registered nurse was (in the past) always or was usually 

centred on direct intervention given by the registered nurse personally. The nurse now 

identifies with continuous education and professional growth, the change is 

empowering when understood and grounded with knowledge.  

The positive responses are reflective of current literature that states nurses who work 

in aged care have a passion to do so, and this is a key indicator for recruitment and 

retention when considering growth pathways(1). 

THEME

'Leadership training has a 
positive impact on 

professional development, 
personal growth and 

career retention'

CATEGORY

'Identifies with an aged 
care career role'

CATEGORY

'Has a positive outlook on an 
aged care career'



124 

 

Participant L: ‘I love aged care and I see much more for me in the role of NP I can 

make more changes and improve aged care at this level. I hope that my career is a 

long one now’. 

Participant MN: ‘This course has given me the confidence to see my career in aged 

care will be long and hopefully I can get better to become a facility manager, that where 

the change is needed, I see’. 

Participant O: ‘I feel that my career in aged care will be much different now I can see 

the ladder to success, and I need more education’. 

Participant SN: ‘I was going to retire soon but I think I can be better as a nurse leader 

to the care workers instead’. 

Participant SL: ‘I have much more confidence in my role and feel that my career in 

aged care has just begun. I have been here ten years already that tells me I have much 

more to do. I love my job now it’s getting easier’. 

Participant S: ‘I am happy to say I will be having a longer career in aged care now I 

understand my role as RNTL better. This course has cleared so much up for me to 

think and plan myself’. 

Participant M: ‘I feel that my career is going to be better, I was thinking of going to be 

a midwife, but I can see more here in the future’. 

Participant R: ‘Before I thought I may not be good in this job. But now I see that I can 

build a career in team leadership care management, I think I want to become a nurse 

practitioner eventually. 

5.9 Summary 

Taking into account that the interview numbers were small, the illustrations that were 

presented from the interviews, demonstrated that the training course (the intervention) 
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had a positive impact overall on the participant registered nurses. The themes that 

were established are reflective of what is already known when reading the extent of 

qualitative results in previous studies. Nurses have appeared to gain a balanced and 

deeper appreciation of the impact that their clinical leadership has on the delivery of 

care through a multidisciplinary team, and has established or confirmed their role as 

the clinical team leader. The illustrations present a positive attitude to learning the skills 

of clinical leadership and leadership and management, and provide a positive outlook 

for the RN in continuing career paths in aged care and is a positive aspect for retention 

strategies in aged care environments and workplaces.  

Completing this stage of the project was important in gaining an understanding of the 

impact and experience of the intervention on the participants groups. The next stage 

of the research was to now integrate the two methodological results for further and 

better particulars of the investigation. The thematic analysis of the qualitative 

interviews was extrapolated out of the TAP software and then mapped onto a table 

that enabled the framework for an integration analysis or triangulation (as a metaphor) 

for convergence with the significant variance identified in the quantitative results. The 

table is attached at the end of this thesis and labelled Appendix A.  

The following chapter 6 is titled ‘Results Mixed Methods’ and will present the 

combination of the chapter 4 (results quantitative) and chapter 5 (results qualitative) 

as a result of being taken through a process of ‘integrated analysis’, or what is formally 

known to some scientists as a process of Triangulation. This process was undertaken 

to identify (if any) convergence of the results gave a significance and validation towards 

any of the hypothesis chosen in the introduction of this research and its methodology 

described in chapter 3: Methodology.  
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Chapter 6: Results Mixed Methods 

6.1 Mapping and Integrative Analysis  

‘The method of science is tried and true. It is not perfect, it's just the best we 

have. And to abandon it, with its sceptical protocols, is the pathway to a dark 

age.” 

(Carl Sagan) 

In the social sciences, the use of triangulation can be traced back to Campbell and 

Fiske (1959) cited in Jick (1979) (88) who developed the idea of "multiple operationism." 

They argued that more than one method should be used in the validation process to 

ensure that the variance reflected that of the trait and not that of the method. Thus, the 

convergence or agreement between two methods "…enhances our belief that the 

results are valid and not a methodological artefact" (Bouchard, 1976: p 268 cited in 

Jick). Triangulation in mixed methods is not new, however it is a delicate process to 

identify whether any of the results have congruency within the same paradigm. It was 

considered for this research that, rather than triangulation, an integration analysis of 

the data for convergence would be more suitable. 

In this case, the weight given to either method of data should be underscored with the 

knowledge that the quantitative results were used largely to support or provide 

reference to the qualitative data. The surveys became more meaningful when 

interpreted in light of critical qualitative information, just as other statistics were most 

useful when compared with content analyses in the interview results.  

Integration analysis or triangulation (as a metaphor), in this respect, can lead to a 

validity; that results are congruent and worth employing as a sequential mixed methods 

investigation of inquiry. The formula for data integration analysis was designed in a 

http://www.goodreads.com/author/show/10538.Carl_Sagan
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table (Appendix C and figure 6.1) that enabled significance in the survey results to be 

colour-coded to match that of the theme generated from the thematic analysis.  

On completion of the convergence analysis, the group was aligned to support or refute 

any of the hypotheses. One set of integrated data was mapped to the convergence of 

negative themes that did not support any hypothesis (Figure 6.6), however the training 

did have relevance for the participants to identify with poor organisational 

understanding and support for the RN role in aged care.  

Figure 6.1: Integrative analysis of mixed methods data. 

      

 

6.2 Finding One: Leadership Training is significant for the role identity of 

the RN in aged care. 

The first finding was achieved through integrated analysis and mapping the questions 

from the pre and post-test surveys that showed a significant improvement, given that 

a decision was needed to balance the variances between a high pre-test answer in the 

Hypothesis 
testing at 
p= 0.05

Thematic 
Analysis

Inference
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positive end of the responses to survey, with the significant higher post-test answers 

in the survey.  

As explained in the results chapters, the health professional, when participating in 

research as a participant, will generally credit themselves as high in questions that are 

asked about professional standing and competency to practice. This was the case in 

both participant group and control group for the pre-test results, however the 

significance was only seen in the post-test result for the participant group and not in 

the control group. The significance is noticed when the participant group has answered 

the post-test survey with a higher validating mark on the Likert scale than in the pre-

test score.  

The results of the qualitative interviews provided an insight into understanding that 

although a challenging experience, the registered nurse participants found the training 

positive in that the registered nurse had established integrity with the role of team 

leader as an identity, giving reason to commit to the learning of new skills. 

Empowerment and confidence was established with the registered nurse that, as a 

team leader, there is a need to develop skills in leading a multidisciplinary team. 

Convergence with the first two themes has supported an inference to the hypothesis 

that: ‘The learning and development training will have a positive impact in 

developing positive attitudes to the role of the RN participant.  
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Figure 6.2: Convergence with theme One 

 

Figure 6.3: Convergence with Theme Two 

 

6.3 Finding Two: Leadership training is a positive change agent for 

transmutation and getting the evidence into practice. 

The second finding was also achieved through integration analysis and mapping the 

questions from the pre and post-test surveys that showed a significance in 

improvement. The questions from the quantitative survey that showed a significance 

in improvement for the participants group identified that the application of leadership 
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skills focused around working with the team.  The results of the qualitative interviews 

provided an insight to understanding that learning the principles of clinical leadership 

improved the ability and confidence of the registered nurse to apply the skills in direct 

leadership of the team.  There was a significant shift in the registered nurses to focus 

on the team performance and through meeting the team needs was attributing to 

improved outcomes and service delivery standards. Given the workplace scenarios of 

the typical participant in this case being the only registered nurse on the shift it is 

encouraging to see that the registered nurse has identified with applying clinical 

leadership to the multidisciplinary team members has built an improved process of 

communicating, established improved trust and lowered their stress levels in regards 

to achieving quality care outcomes. Convergence with the themes ‘Leadership training 

has improved the knowledge and application of clinical leadership for the nurse’, and 

‘Person centred care teams lead to improved person centred care’ has supported an 

inference to the hypothesis that: ‘The Improved skills training will have a positive 

impact in developing leadership skills in the RN Participant’  

Figure 6.4: Convergence with Theme Three. 
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Figure 6.5: Convergence with Theme Four. 

 

6.4 Finding Three: Clinical leadership training should be a core principle 

for the organisation and valued as a key performance area 

This third finding was again developed through the table of integrated analysis and 

mapping, however, identified a paradoxical or two phased variance that required some 

thought and analysis. The original question in the quantitative survey asked questions 

that enabled the registered nurse participants to reflect again on their experience, 

opinions and attitudes towards the role and its appreciation against scope of practice 

and accountability. The pre and post-test results identified that the registered nurse in 

all cases and groups felt that they were overworked in their role, placing a high end 

remark on the Likert scale. Other questions required segmented answers for feeling 

appreciated for the work they do, delineated by peers, patients and the organisation.  

The post-test results showed that the registered nurse felt highly appreciated by 

patients/residents of their homes, however less appreciated by peers, and even further 

down the scale is appreciated by the organisation. The results of the thematic analysis 
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indicated that the registered nurse feels that applying the skills learnt in the training 

had improved their status, position, and appreciation from the work team, however 

certain individuals (management and colleagues) were not appreciative nor 

understanding of the clinical leadership required to achieve the organisational goals.  

The registered nurses expressed that they felt supported and appreciated by the 

organisation for supporting and applying the training opportunity, however felt that this 

was symptomatic of improvement for accreditation results rather than cultural change 

in the organisation. It was interesting to note that in the participants’ opinion or view 

this discourse is accepted by the registered nurse, as the ‘compensation element’ or 

reward is improved appreciation from the patient/resident and the frontline care team 

members as a matter of importance to personal professional satisfaction. Convergence 

with the theme ‘leadership needs to be more supported by individuals within the 

organisation has not supported an inference to any of the hypothesis and as a strong 

negative is significant for future changes within the industry. This can be achieved 

through well trained clinical team leaders can assist in the transformation and change 

needed.  
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Figure 6.6: Convergence with Theme Five. 

 

6.5 Finding Four: leadership training is essential for successful 

recruitment and retention and building healthy workplace environs. 

On completing the integration analysis and mapping for convergence, the final finding 

was established. Questions from the quantitative results that were significant related 

to how the registered nurse perceived their professional standing and career aspects 

within aged care. Not surprisingly all participants and control groups had a high 

appreciation for their passion and commitment to working in aged care, that was also 

increased in the post test result for the participant group only.  

All nurses in both intervention and control groups responded high on the Likert scale 

for identifying themselves as nurses and not managers within the organisation both 

pre and post-test results, however clinical  leadership training had improved on this 

reflection for only the intervention group. There was a significance in the confidence 

that expectations of the role had improved for the post intervention group, and a boost 

in career aspects for the future was as a result of clinical leadership training. 
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Convergence with the theme ‘leadership training has a positive impact on professional 

development personal growth and career retention’, and has supported an inference 

to the hypothesis that: ‘The learning and development training will have a positive 

impact in improving the impact of retention of the RN in the workforce ’. 

Figure 6.7: Convergence with Theme Six. 

 

6.6 Discussion summary 

It was important to conduct the integration analysis of the mixed methods results, 

particularly to enhance the interpretation of the quantitative data.  

Part of the problem noticed in interpreting the results of surveys was respondent 

answer points on the Likert scale. Looking back, as one does in a research project, a 

design fault noticed was implementing a survey questionnaire and structuring the 

questions in order to obtain clarity in the statistical significance. As discussed in the 

previous chapter 4 on results quantitative, some questions in the survey needed to be 

re-graded into ‘yes’ and ‘no’ responses as a five point Likert scale was chosen and 

some questions had levels of responses within the Likert box choice, and participants 
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were inclined to ‘sit on the fence’ in the middle of the response line. A forced choice 

scale would be used in future projects to remove this distraction during data analysis. 

Notwithstanding this, it was positive to clearly establish that the intervention group had 

a significance of positive impact in areas of response that demonstrated and supported 

the hypothesis when needed. The disappointment in participant number reduction over 

the process of the project will need to be taken into consideration in future research 

that brings the health professional in as part of the experiment. Participants that did 

remove themselves from the project were engaged with informal inquiry as to an 

explanation and that respondents in general either moved on in their posts, or simply 

did not value the exercise and had other priorities to commit too.  

It was intended to hold such a large group together for the entire journey, however this 

also provides insight to why so much nursing research is carried out on small groups 

and particularly as phenomenological qualitative methodologies and not strictly 

quantitative inquiry. Overall the qualitative inquiry and results were valuable to 

providing deeper understanding to the impact of the intervention. Investigation into 

attitudes, perceptions and opinions particularly about self, and professional standing 

in an organisation is limited when looking only at quantitative survey results.  

The interviews allowed more expression and reflection from the participants and gave 

a great insight into what the registered nurse had experienced from the intervention of 

clinical leadership training and what their true opinion was.  

As the researcher I was satisfied that the results were able to be interpreted with good 

feasibility, appropriateness, meaningfulness and effectiveness.  

The following chapter is the final chapter of the thesis and will discuss the findings 

explained in the results of the study, as a reflection of the science utilisation and 

translation.  This final chapter will provide the suggested science implementation 
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through presenting a tentative model of clinical leadership for registered nurses to 

improve outcomes in aged care.  These recommendations are separated and directed 

to impact on the sector and its support services in aged care and the service 

organisations as a strategy for implementing the changes needed.  
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Chapter 7: Discussion, Recommendations and 

Conclusion 

7.1 Introduction 

This final Chapter will include the discussion and recommendations in regards to the 

findings of the sequential mixed methods and the results of the whole research study. 

A recommendation will be applied at the end of each discussion that has been mapped 

against the JBI level of evidence according to the FAME (Feasibility, Appropriateness, 

Meaningfulness, and Effectiveness) scale to inform the strength of recommendation.  

F – Feasibility; specifically:  

 What is the cost effectiveness of the practice? 

 Is the resource/practice available? 

 Is there sufficient experience/levels of competency available? 

A – Appropriateness; specifically: 

 Is it culturally acceptable?  

 Is it transferable/applicable to the majority of the population? 

 Is it easily adaptable to a variety of circumstances? 

 

M – Meaningfulness; specifically: 

 Is it associated with positive experiences? 

 Is it not associated with negative experiences? 

E – Effectiveness; specifically: 
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 Was there a beneficial effect? 

 Is it safe? I.e. is there a lack of harm associated with the practice? 

The outcome of this study is a recommendation towards a tentative model of clinical 

leadership for registered nurses to improve outcomes in aged care. The 

recommendations are presented in sequential order as follows: 

1. Industry and sector support strategy ( for the future of delivering aged care) 

2. Organisational implementation strategy (for transforming the current 

workforce) 

Industry and sector support strategy (for the future 

delivery of aged care) 

7.2 Discussion: The aged care industry and its sector support need to 

collaborate towards a strategy for the future needs of the ageing 

population and clinical leadership through nursing. 

An ageing population is placing greater demand on the health services that is threefold. 

First and foremost is the demand on increased services for patients presenting with 

complex co morbidities within the ageing population and demographic. The burden on 

resources is at a critical level. The philosophy for ageing in Australia is focused on 

mixing traditional medical models with contemporary social models that create a 

motivation for ’Healthy ageing, ‘Active ageing’ and to encourage the elderly to ‘Live 

longer, Live better’ as a government reform slogan meets the consumer voice in a 

growing demand for choices of care in the twilight years. Government is reacting 

through reform changes, in order to balance the impacts on home and long term care 

and assisted living for the elderly.  
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Second fold is the demand on the workforce. As discussed in the previous chapters, 

an ageing population is also represented in the nursing workforce. As the nursing 

workforce is ageing, the global impact on the push and pull factors affecting the 

recruitment and retention strategies for nurses are major concerns of all healthcare 

industry stakeholders. Meeting the demand for increased services for the ageing 

population demands a strategy to meeting the workforce capacity to supply the needed 

expert nurses. Many of the nurses currently utilised in the aged care sector are 

demographically ageing as a cohort, and many of them will retire from the workforce 

and will need replacement. 

Currently the multidisciplinary approach to aged care services is well practiced within 

Australia and overseas. This approach has found synergy with the increasing 

consumerism and person centred care philosophies that drive the reform as the 

population ages. Understanding that as humans we cannot live forever, the role of the 

nurse is becoming more important to the care needs of the elderly who can no longer 

live independently and require constant support, supervision or care in the activities of 

daily living. It is clear in the literature and established in practice that much of the care 

is provided by direct care workers under the supervision of a registered nurse. 

Immediately the nurse is placed in a positional clinical leadership role, required to lead 

a team and manage the care from numerous individuals, and usually without the skills 

set or knowledge of the Key Performance Area in clinical leadership.  

Now is the appropriate time for the industry peak bodies and nursing as a professional 

peak body to collaborate and design a strategy that develops the educational model 

for supporting the establishment of specialised gerontic/geriatric nurse and 

underpinning the skills for the role of team leader and including an ongoing pathway to 

Geriatric Nurse Practitioner as represented in the USA and UK. 
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The issue of role identity for nurses has been investigated extensively throughout the 

past. As far back as 1954, where Lyal Saunders (89) writes to inform us that the nurse’s 

role is changing and will continue to change forever more. One hundred years ago the 

nurse operated as an autonomous individual applying the practice as an entrepreneur 

using a fee for service to an individual or family, working long hours and on a one to 

one direct care basis. Fifty years ago the nurse moved more into institutionalised care 

facilities offering their skills as a service for salary. Mixed into a team of other nurses 

and colleagues the work became impersonal, time allocation was decreased and 

patient numbers increased as the organisation took the control of funding and resource 

allocation away from the autonomy of the nurse.  

Today, especially in aged care, the registered nurse has moved away from the bedside 

and the role of a registered nurse is heavily contextualised to the clinical and practical 

supervision of care through the team that they operate in and reflecting what is a 

‘collective expectation’ to ensure the patient/resident is ‘nursed’ and the nurse will 

integrate care with others in a higher more complex multileveled team. In general the 

result we currently see is that the registered nurse is usually professionally and 

personally challenged as interpretation of the role is often seen differently by the 

registered nurse to that of the individuals in the collective. The art of nursing directly to 

the care recipient in the aged care setting has been appositionally moved and this is 

grating at the core fundamentals of holistic direct patient care that nurses are still 

culturally trained in and hold strong value to. In order to develop the future of nursing 

in this emerging specialised field, undergraduate and post graduate education will be 

essential and will assist the recruitment of specialised nurses into aged care settings. 

This doctoral study has identified that the intervention of clinical leadership training has 

a positive impact for the nurse even though there is a personal challenge to engage 

the learning program and develop new skills in order to meet the objectives in the role 
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(90). The finding here is that clinical leadership is a Key Performance Area (KPA) of the 

nurse who holds the position of team leader and is responsible for delegation of the 

care through subordinate staff and professional colleagues.  

Through the clinical leadership training the nurse learns the skills that are needed to 

make the role laudable and maintain the integrity to nursing values over the continuum 

of care.  The function of nurses in the past has been highly important, not only to the 

care outcome but also to nurses themselves. Identifying the registered nurse as a 

specialist and professional partner within an aged care organisation will build the 

capacity for future care services. 

The emerging geriatric/gerontic nurse role will be more significant if, by combining the 

old values in nursing with the new clinical leadership techniques, a nurse can reach 

full potential as a clinical leader in a multidisciplinary team (91). Nurses will need to be 

empowered to aim for those potentialities, during undergraduate training or identifying 

a move toward their collective future as health professionals with confidence in both 

their professional aspirations and their abilities to influence change(14). I therefore make 

the following recommendation for industry and sector support as a strategy towards a 

tentative model for clinical leadership to improve outcomes in aged care: 

7.3 Recommendation: 

1. Clinical leadership training is essential to the contemporary nurse role 

and should be grounded into the undergraduate nursing curricula and 

post-graduate nurse pathways; and  
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2. Leadership skills training should be incorporated into the key 

performance measurement for the role of the RN in the aged care setting 

to support the establishment of a specialist Gerontic Nurse role in 

Australia. 

Known in the literature (1) and validated in this research study is that people who work 

within aged care or geriatric care, have a passion to do so and are highly motivated for 

improved care outcomes. This is a key starting point for recruitment into the nursing 

workforce, and establishing common values between the aged care organisation and 

employee along with consumer of care services. One of those values has been 

established as ‘clinical leadership’ and leadership at all levels of the workforce. 

Transactional leadership is situational for care organisations, and the registered nurses 

role as clinical team leader is the key to transforming the team to meet the collective 

goal.  

The values of nursing are a common thread for consumers and carers, and as such 

should be reflected in the educational development of nurses and the organisational 

structure and processes. The role of nurses has been specifically designed for them 

to be transformational leaders, in conducting their duties for clients, including the 

advocacy of values, education for informed choices, and planning care. Innovation is 

required by care organisations that blends nursing and nurses as a recruitment and 

retention strategy and empowers the service to continuously improve itself through 

nurse team leaders.  

Registered nurses should be provided with a structured professional entry point 

including a clear role delineation when choosing to specialise in geriatric or long term 

care. The role of the nurse should also reflect their clinical leadership expectation as 

valued by the organisation and positional to the nurse’s role. Nurses in geriatric or long 
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term residential care are best suited to be transformational team leaders and have a 

positive impact on care teams when trained well in clinical leadership. 

Clinical leadership principles should be established as a key performance area (KPA) 

among all nurses and care service staff in order for them to transact and transform the 

best outcomes for clients and the organisation. I therefore make the following 

recommendation for workforce improvement: 

7.4 Recommendations 

1. The establishment of the Registered Nurse Team Leader (RNTL) role is 

recommended as the next nurse role in the tier of nursing within aged care, 

and includes both registered nurse (RN) and registered enrolled nurse (EN). 

This nurse requires skills in effective communication, counselling, competency 

assessment, conflict management, gerontic nursing skills to support clinical 

leadership and management of the care delivery through care workers. 

Preparing the quality data and care plan for collaboration in the case 

conference and under the direction of the GNP. 

2. The establishment of the Geriatric Nurse Practitioner (GNP) as clinical 

leaders of multidisciplinary teams within residential geriatric care is 

recommended. This nurse has leadership skills sets in leading other nurses 

in clinical practice, and provides nurse practitioner directives and care 

treatments in complex clinical issues for multidisciplinary teams.  

Having the authority to diagnose and prescribe, the GNP is the leader of 

clinical decisions and a professional partner of the organisation. 
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Figure 7.1 Suggested pathway and tiers of specialised nurses in aged care: 

 

Organisational Implementation strategy (transforming the 

current workforce 

7.5 Discussion: Leadership training should be a core principle for the 

organisation and valued as a key performance area 

Notwithstanding the need for the aged care industry and its sector support, such as 

the university and college education of nurses, the organisations that deliver care to 

the frail and vulnerable elderly are in need of transforming the current workforce to be 

better equipped for reform. As it stands, the phenomenon of leadership is already 

underway in the aged and long term care (LTC), despite the limited interpretation that 

exist within the literature (13, 16, 17, 51). Leadership is explained in numerous ways 

depending on the type of organisation and the value they give leadership itself, either 

as a quality in all staff, or a quality that is positional and status obtained such as in 

senior management.  
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Boldy et al (2006)(45) has provided a great insight to how aged care organisations can 

and should structure a model of leadership within their services, by looking at the 

leadership behaviours they wish to model. Clinical leadership is achieved through 

stages and applications of the characteristics of leadership principles and implemented 

through structured training for the registered nurse in charge of the healthcare team.  

The first stage of leadership is driven by the organisation through first reviewing and 

disassembling the vision, mission and value statements of the organisation in 

partnership with the engagement, communication and feedback from all stakeholders 

in the team. This process is the beginning of ‘values leadership’ and the principle of 

what it is that the team members value, and does it match the organisational ethos. 

This process builds the value in trust and the value of shared communication in regards 

to the understood and shared values across the organisation and is known as ‘values 

leadership’.  

Person centred care is one of the strong and most valued philosophy that is used to 

build a common goal in the aged care team.  The philosophy is one of presenting 

“culture change” as a movement within the aged care sector, and one that creates a 

fundamental shift in thinking about how nursing homes should be and how care should 

be delivered to an individual (92). Residential facilities are now vigorously marketing to 

the industry and community to be viewed not as institutions, but as person-centered 

homes offering long-term care services to the specific needs of an individual. Principles 

and practices are being shaped by shared concerns among consumer groups, policy 

makers, and providers regarding the value and quality of care offered in traditional 

nursing homes. Critical and comparative reviews on measuring person centered care 

outcomes using clinical tools (93) shows promise in improving quality of life as well as 

quality of care, and simultaneously addressing issues on high staff turnover. It is the 

issue of high staff turnover that is of concern to all stakeholders, as continuity in 
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designated carers and relationships in care are key issues that form care partnerships. 

Management can capitalise on the transformational power through nurse leaders to 

meet the key performance areas of regulation, reimbursement, public reporting, and 

other mechanisms that impact on the organisation. 

Nurse leaders need to find ways to build open and transparent communications in 

which the team members’ voices are heard and valued as a means of achieving 

continuous improvement as outlined by senior management. The registered nurse 

holds the critical and pivotal position that requires transformational leadership skills to 

interpret the direction of management, apply the nursing process, invoke cohesion in 

the team for person-centred care, and to lead change when antithesis is identified with 

the management goal (94).  

This skill is perhaps the biggest barrier in clinical leadership, as nurses are challenged 

when the conflict of interest is driven by compliance or organisational need, and the 

true value of care and best practice outcomes have been ignored. The true 

characteristics we value in providing care are lost when an organisation applies no 

person centeredness to the people that culturally lead the care team to provide person 

centred care, as it is a true contradiction in practice. I therefore make the following 

recommendation for organisational implementation and transforming the current 

workforce towards a tentative model for clinical leadership to improve outcomes in 

aged care: 

7.6 Recommendation: 

1. Organisations should develop roles that demonstrate a person centred 

approach to staff and their careers, if they are to achieve the goals of 

person centred care. 
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2. Transformational leadership is an essential model for goal 

accomplishment in the philosophy of person centred care, utilising the 

role development of the registered nurse team leaders to transform both 

policy and practice. 

 

Figure 7.1 Recommendation for organisational implementation strategy step 1: 

 

The second stage in the leadership development strategy is then identifying the 

facilitation approach and model they wish to apply to assist with change. 

Transformational leadership models are attractive and regularly validated options for 

nurse led teams, as the clinical leadership and clinical expertise is a driving force in 

meeting regulation and compliance and also establishing a valued input from 

numerous members of the team. Bass (95) explains "Transformational leadership 

occurs when leaders and followers raise one another to higher levels of shared values 

and motivations that result in a transforming effect on both leaders and followers".  

‘Transformational leadership’ requires honed skills to motivate others through 

mentoring, communicating and challenging ideas including applications through 

learning opportunities or an imparting of knowledge from the leader to the team, or,  

from the team members to the leader.  Hand in hand with transformational leadership 

is the ‘transactional leadership’ approach. Transactional leadership encompasses 
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the leader and the follower communicating and sharing their own self-interests, and 

setting goals of achievement for incentive or reward. Performance management is the 

tool currently used by leaders to identify weakness, or failure to reach goal or standards 

achievement, and allows the leader to engage and motivate or support towards 

reaching goal obtainment and getting the reward for the job well done (95). 

Academics writing about leadership capability frameworks discuss and recommend 

the ‘Full range of leadership’ that includes leadership styles, behaviours, attitudes 

and management roles for organisational development and change as the 

transactional and transformational rubric can be applied to individuals within teams, 

teams as a whole and to organisations as a whole. Members of transformational teams 

learn to care about each other, they are mentored and encouraged to intellectually 

stimulate each other. Skills in ‘transactional leadership’ assist team leaders to inspire 

each member of the team, and to identify with the team’s goals and construct pathways 

to higher performance. In general, transformational teams are high-performing and 

self-improving which is reflective of the national standards of nursing competency.  

Senior management should have a core focus for the development of leadership and 

specifically clinical leadership through organisational policies and procedures that 

support and promote employee empowerment, creativity, and innovation and provide 

a sense of belonging to the same values and esprit de corps.  

The organisational framework should include leadership training appropriate for the 

divergent levels of employee, meeting different skills sets for applying leadership that 

can be transformational at all levels within the organisation, and simultaneously 

working together, even in times of separation. This research has identified that clinical 

leadership training for the registered nurse in the role of team leader has a positive 
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impact in empowering the nurse to motivate themselves to look for opportunity to share 

values and transform care as leaders.   

Numerous authors have recommended that the industry would benefit from exploring 

the value of engaging with education providers for support to develop programs of 

learning that pay particular attention to clinical leadership knowledge and skills needed 

in aged care. The research in this study has effectively undertaken such a task with 

positive and conclusive results that have empowered and transformed the registered 

nurse. I therefore make the following recommendation for organisational 

implementation and transforming the current workforce towards a tentative model for 

clinical leadership to improve outcomes in aged care: 

7.7 Recommendation: 

1. Clinical leadership principles should be adopted into the role of the RN 

team leader as a targeted recruitment. 

2. Leadership principles should be adopted into the role of employees in 

aged care at multi-levels as a targeted recruitment. 

 

Figure 7.2 Recommendation for organisational implementation strategy step 2: 
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7.8 Discussion: Clinical leadership training is a positive change agent for 

transforming nurses and getting the evidence into practice. 

Understanding that leadership is about the transformation of ‘doing’ what is necessary 

to lead and encourage others to ‘get the job done’, the nurse has a task at hand and 

numerous avenues to achieve the result. Those avenues are usually found in the sub-

professionals or direct care workers in the team that are not as highly qualified as the 

registered nurse however, have the competency to learn new skills, apply autonomy 

and have input into the delivery of care as a team member. Through clinical leadership 

training the registered nurse learns the improved skills in communication, mentoring, 

and time management, then realising that these tools are key to empowering the team 

to apply quality to an individual’s person centred care.  Leadership is seen by nurses 

as ‘visionary’ and ‘relationship based’ (96) and the evidence in the literature has 

provided a strong theoretical description of the impact of leadership on care outcomes 

(43), this suggests that leaders with relationship orientated values will utilise practice to 

improve communication flow, facilitate the interpersonal connections in the team, and 

provide a diverse cognitive perspective for care which in return will facilitate a positive 

patient outcome.  

One of the major struggles experienced by nurses who work in residential aged care 

is to become complacent with holding a supervisory role and not be the direct care 

mechanism in every situation (1, 97).  

Perhaps it is the lack of understanding that they themselves are the vehicle of change 

and the relationships they build within their teams is essential for achieving, as a whole, 

what would have been usually achieved by only one. Nurses in residential or 

community aged care then have the organisation’s cultural barriers to meander through 

in order to get productivity at an acceptable level. Through clinical leadership skills 

training the RN had established that the control and power to change the organisational 
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culture also sat in their hands through understanding the evidence based practice of 

clinical leadership and transforming the care.  

Mentoring and supporting the needs of the team members is a positive way to develop 

cohesion within the team, and to achieve a mutual goal requires numerous skills and 

a confidence to transform the qualities that are known by the registered nurse as a 

professional into the other team members. During the qualitative interviews of this 

study, the registered nurse participants were eager to discuss that they themselves 

were empowered to see the changes in productivity and performance within the team, 

even though having to engage in conflict, manage performance and applying a 

discipline to the workplace was a challenge both personally and professionally.  

Factors that once seemed too difficult and too hard to achieve due to confrontation and 

conflict of interests and values, were now seen as tools to improve and support the 

needs of the team members in reaching their own benchmarks at work. Improved 

attitudes to communication strategies using case conference frameworks was a 

measure of demarcation for the nurse leaders that brought the team together and 

provided continuity in care goals and enhanced the person centred approach that was 

mastered by the registered nurse as the clinical team leader and now shared as a 

valued philosophy amongst the team members.  

In the previous chapters, this dissertation addressed the contemporaneous issues 

within the literature that ‘leadership’ and ‘management’ although different in context, 

are usually intertwined and understood to be espoused. This domain of thinking is 

guided by the regulatory frameworks that provide accreditation, compliance and 

funding to the organisation. Accreditation is understood to be the bailiwick of the 

registered nurse’s performance as quality and continuous improvement are known to 

be foundational to the nursing process(98). It is paramount for both the organisation and 
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the registered nurse to build and perfect a professional partnership in clinical 

leadership of the aged care team through structured education and pathways for the 

specialised role. I therefore make the following recommendation for organisational 

implementation and transforming the current workforce towards a tentative model for 

clinical leadership to improve outcomes in aged care: 

7.9 Recommendation: 

1. Transformational clinical leadership should training be undertaken as a 

structured and supported learning pathway in aged care for the 

registered nurse. 

 

Figure 7.3 Organisational implementation strategy step 3: Clinical leadership 

training 
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Figure 7.4 Organisational implementation strategy step 3.1: Clinical leadership 

training overview 

 

 

The details and contents of the structured clinical leadership training are provided in 

chapter 3 methodology specifically in section 3.18 Phase 2: Development of the 

intervention (the learning and development program). More research is needed in the 

specialised development of IPE courses in the future and should be considered as a 

priority within the aged care sector. 

7.10 Discussion: Clinical leadership training is essential for successful 

retention and building healthy workplace environs. 

Recruitment and retention strategies that are collaborated between industry and 

nursing peak bodies and their support networks should provide opportunities for the 

general nurse or graduate nurse to also be contextually trained in leadership and 

management skills as a career pathway from General RN to specialised 

Gerontic/Geriatric RNTL to GNP in gerontic care. This process identifies gerontic 

nursing as a specialised skill and, with supported education and career advancements, 
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it would improve the choices for nurses wishing to transition careers or move into 

management.  

Organisations would be well prepared for improved retention through valuing the 

registered nurse as a clinical leader and professional partner in the business, providing 

avenues for transformational and transactional leadership with support to the role 

through continuous improvement plans. It is recommended that structured learning and 

skills training is continuously undertaken by organisations to support transformational 

leadership and to provide and improve on a healthy workplace environment for 

establishing professional partnerships with the registered nurse in delivering quality 

aged care. Below is the recommended organisational strategy for implementation step 

4, and the whole strategy for organisational implementation  

Figure 7.5 Recommended organisational implementation strategy step 4: 

Retention & continuous improvement 
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Figure 7.5 Recommendation towards a tentative model for clinical leadership in 

aged care: Developing clinical leaders in aged care. 

 

7.11 Conclusion 

In concluding this research study, I examine the relationship of the outcomes and 

recommendations in line with the overall aims and objectives decided on at the 

beginning of the project. The aim of the study was to address the negative experiences 

being reported by nurses in the role of team leaders in aged care facilities through a 

clinical leadership and leadership training program designed as an intervention on the 

participants group. The intervention (the clinical leadership training) was designed to 

empower participants to become care team leaders and has proven to be a valid 

method of empowering and motivating the registered nurse in the role of clinical team 

leader.  

 

Aged care nursing is a specialised field of nursing work. Given that it may not be the 

most preferred work sector for many, there are those that have the passion and skills 
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to devote their professional lives to the care of the sick, frail, and most vulnerable, and 

usually in very complex scenarios. As the population ages and the demands on 

healthcare change, so too will the impact on society. Nurses have played a role in a 

history that is well documented and filled with stories of leadership and change, as they 

have held the hand of society in partnership as it has evolved. As society continues to 

transform, so too does the healthcare industry. Looking from the outside in and the 

inside out from the aged care perspective, we currently have one of the best equipped 

professionals on the planet that should be utilised more effectively in transforming the 

care through clinical leadership, and that is the registered nurse. Nurses are 

instrumental in transformational leadership within the aged care sector. Clinical 

leadership is a missing ingredient that will transform nursing and nurses to be the 

change agent they want to see both for the nursing profession and improvement in the 

delivery of care to the elderly population. The strength of the recommendations in this 

research should be well investigated as positive options for improvement to the 

industry, its services and the care organisations. 

This doctoral study has confirmed the hypothesis that clinical leadership training has a 

positive impact on registered nurses that work in residential aged care, and that 

targeted recruitment, training and retention assist with this process. Establishing 

clinical leadership is a transformational process for care teams and the nurse is well 

placed to be the transactional leader that transforms the individuals within the team 

and drives improvement for the organisation. Care service organisations can learn to 

value the importance of nurse clinical leaders, and support the role of the RN team 

leader and GNP with clear position descriptions, outlines of responsibility, and 

reflective pay parity to other nurse leaders and industry professionals. Nurses can 

learn that gerontic care is a specialised field and requires a skills set that is diverse 

and abstract from traditional nursing roles.  
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As the need for nursing care staff increases in our ageing population, we have the clear 

opportunity to build tomorrow’s leaders today. 

In closing I thank all those nurses for sharing this journey with me on the research 

study, as without nurses being the study subject, we cannot improve nursing for nurses 

and the rest of society. Throughout this thesis I have used a number of quotes from 

nurses and nurse leaders that I came across in reading the broad literature on this 

journey, and ones that resonated with me as a nurse myself. I end this dissertation 

with a quote of my own to add to the philosophical debate, and one that is true for 

validating Evidence Based Healthcare: 

‘Never think that it is impossible, just do the research and you will 

discover the impossible is there’ 

(Drew Dwyer) 
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APPENDIX C: Survey Questions 

 

APPENDIX D: Integrated Analysis Table for Convergence 

Question PG1 pre test PG1 

post test 

 Inference to  

Themes 

Impact  

 Positive  Negative Positive  Negative   

I am overworked in my role.  Y  Y 
Theme Five: Leadership needs to be more 

supported by individuals within the organisation 

 

 

I have been formally trained 

in the clinical leadership 

and management of care 

teams. 

 Y Y  
Theme two: Leadership training builds 

confidence in the RN to lead the team. 
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I am confident with 

delegating tasks to my care 

staff. 

Y  Y  
Theme Four: Person centred care teams lead 

to improved person centred care 

 

 

I am appreciated for the 

work I do. 

Y 

staff/Res 

Y org Y 

staff/Res 

Y org 
Theme Five: Leadership needs to be more 

supported by individuals within the organisation 

 

  

I have a full understanding 

of the competency skills of 

my care staff. 

 y y  
Theme two: Leadership training builds 

confidence in the RN to lead the team. 

 

 

I have the learned ability 

and skill to effectively 

delegate work according to 

the Australian Nurses 

Midwives Board guidelines. 

 y y  
Theme two: Leadership training builds 

confidence in the RN to lead the team. 

 

 

I have been formally and 

properly prepared for my 

role. 

 y y  
Theme One: Leadership training is challenging 

in a positive way 
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There is a balance between 

clinical and non-clinical 

responsibility in my role. 

 

 y y  
Theme two: Leadership training builds 

confidence in the RN to lead the team. 

 

 

I am confident in writing 

care plans. 

y  y  
Theme Three: Leadership training has 

improved the knowledge and application of 

clinical leadership for the nurse. 

 

This role meets my 

expectations as an RN in 

aged care. 

y  y  
Theme Six: Leadership training has a positive 

impact on professional development, personal 

growth and career retention. 

 

 

I have open 

communications with the 

management. 

y  y  
Theme One: Leadership training is challenging 

in a positive way 

 

 

I have been formally trained 

to handle conflict and 

resolve issues well 

 

 y y  
Theme Four: Person centred care teams lead 

to improved person centred care 
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I trust the skill levels of my 

junior care staff. 

 y y  
Theme Four: Person centred care teams lead 

to improved person centred care 

 

 

I am confident in my ability 

to challenge and manage 

policy. 

 

y  y    

I have a full and confident 

understanding of the 

current legislation in 

delegation and supervision 

for nurses in aged care. 

 

y  y  
Theme Three: Leadership training has 

improved the knowledge and application of 

clinical leadership for the nurse. 

 

 

I am confident with the care 

funding instrument and the 

validation required. 

 

 y y  
Theme Four: Person centred care teams lead 

to improved person centred care 
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I would benefit from further 

training in leadership and 

management. 

 

 y y  
Theme Three: Leadership training has 

improved the knowledge and application of 

clinical leadership for the nurse. 

 

 

I am confident in my skills 

in dealing with staff 

discipline and performance 

management. 

 

y  y  
Theme two: Leadership training builds 

confidence in the RN to lead the team. 

 

 

I have sound counselling 

skills when dealing with 

residents/clients/families. 

y  y  
Theme Three: Leadership training has 

improved the knowledge and application of 

clinical leadership for the nurse. 

 

 

I have had formal 

leadership skills training. 

y  y  
Theme Three: Leadership training has 

improved the knowledge and application of 

clinical leadership for the nurse. 
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I have a happy and 

effective workplace 

environment. 

y  y  
Theme Four: Person centred care teams lead 

to improved person centred care 

 

 

I have been formally trained 

in the clinical management 

of gerontic care issues 

y  y  
Theme Three: Leadership training has 

improved the knowledge and application of 

clinical leadership for the nurse. 

 

 

I have been formally trained 

in communication styles 

and techniques.  

 y y  
Theme Three: Leadership training has 

improved the knowledge and application of 

clinical leadership for the nurse. 

 

I spend more time on 

administration than nursing 

duties. 

 y  y 
Theme Five: Leadership needs to be more 

supported by individuals within the organisation 

 

 

I need training in case 

management. 

 y y  
Theme One: Leadership training is challenging 

in a positive way 
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I am planning a career in 

aged care. 

 

y  y  
Theme Six: Leadership training has a positive 

impact on professional development, personal 

growth and career retention. 

 

 

I use quality auditing to 

meet best practice. 

y  y  
Theme Four: Person centred care teams lead 

to improved person centred care 

 

 

I use a case conference 

method to review care 

services and improve care 

outcomes. 

 

y  y  
Theme Four: Person centred care teams lead 

to improved person centred care 

 

 

I consider my role at work 

to be 

Y nurse  Y nurse  Theme Six: Leadership training has a positive 

impact on professional development, personal 

growth and career retention. 

 

I am looking forward to a 

long career in aged care. 

y  y  Theme Six: Leadership training has a positive 

impact on professional development, personal 

growth and career retention. 
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