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EXECUTIVE SUMMARY

This one year formative study aimed to determine the most parsimonious model to increase the
capacity of community school nurses to deliver and/or facilitate comprehensive health programs in
Western Australian primary and secondary schools. The project comprised three stages: reviewing
national and international literature to determine characteristics of effective school health programs
managed and/or facilitated by school nurses, as well as assessing the health and wellbeing of children
and young people in Australia; consulting with community school nurses across Western Australia to
explore their current roles and involvement in health promotion in schools; and developing a proposed
model in the form of a Job Description Format (JDF), validated by key health and education

representatives in a Delphi process.

Comprehensive school health programs benefit the health and wellbeing of students by addressing
behavioural risk factors for disease, while also improving academic outcomes (Vessey, 2000). School
nurses are ideally placed in the school to coordinate the link between academic and health outcomes
by working with the whole-school community to achieve a balance (Taras et al., 2001). Despite this,
there is a paucity of literature describing school nurses’ involvement in comprehensive school health

programs.

Consultation with community school nurses across Western Australia yielded some rich qualitative
data on their current roles, ideas for future reorientation of their role, particularly their involvement in
health promotion activities and programs in schools. The findings of the comprehensive literature
review were combined with these data to propose a recommended JDF for community school nurses
providing services to Western Australian schools. The JDF was also based around the Health

Promoting Schools framework and validated with education and health stakeholders.

While this formative research has resulted in much interest and positive feedback, it requires further
investigation and consultation with a broader range of community school nurses and stakeholders

prior to the recommendations being implemented in Western Australian schools.
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1. LITERATURE REVIEW

1.1.INTRODUCTION

In the early 1900s communities in England and America began employing nurses to visit schools on a
regular basis to curb the spread of communicable diseases, improve general hygiene and work with
families to reduce absenteeism (Wolfe & Selekman, 2002). With the advancement of medical
technology, many communicable diseases were reduced, making way for a new generation of health
problems. In the last three decades, health providers have focussed on primary prevention as a
method for preventing or delaying the onset of chronic disease. In turn, school nurses have adapted
their role somewhat to provide health screening, immunisations, and address some behavioural risk
factors of diseases (Wolfe & Selekman, 2002).

The purpose of this literature review is to assess the health and wellbeing of children and young
people in Australia, examine the behavioural risk for prevalent diseases, and report on the role of

school nurses, particularly with regards to their involvement in health promotion.

1.2. METHODS

An extensive review of available literature was conducted by the Child Health Promotion Research
Unit (CHPRU) to identify school nurse involvement in comprehensive school health programs. The
information collected will be used to inform the development of a model to increase the capacity of

school nurses to implement comprehensive health programs in schools.

Before the commencement of the literature search, a list of key words was developed by the CHPRU,
which guided the report. The specific objectives of the literature search were to identify:
The current health status of Australian children, including trends in mortality, morbidity, and
behavioural risk factors;
The role of the school nurse;
Effective comprehensive school health programs; and

Barriers to effective school health programs.

The objectives, and their related key words, were then mapped on to a matrix (Appendix 1) designed
to guide a thorough search of all relevant scholarly databases. The matrix was developed using 3 key
search areas:

Health of Australian children;

Role of the school nurse; and

Nurse involvement in comprehensive school health programs.

Child Health Promotion Research Unit, Edith Cowan University 1



Using this matrix, a step-by-step search of each key word and combination of key words across each
of the scholarly databases was conducted, and all relevant articles retrieved. This process continued
until all key words or combinations of key words were systematically searched across every
appropriate scholarly database. The scholarly databases used in this review include InfoTrac;
ProQuest 5000; Highwire Press; Science Direct; Swetswise; Wiley InterScience; Ingenta; Medline;
EBSCO; and CINAHL.

Hundreds of potential articles were identified using this process and those relevant to the formative
evaluation were retrieved. Articles available online, in full text, were retrieved by printing the full
reference from this source. Other relevant articles not available online, or in full-text, were retrieved
via document delivery system through Edith Cowan University’s library service. The majority of the
articles were published within the last 10 years, however key articles dating back to 1987 were also

collected.

A lack of published, empirical evidence was a limitation of this literature search. As a consequence,
relevant government, and other reports were also accessed. These reports were retrieved through

Internet search engines, such as Google, and from other collaborating professionals.

Once all the articles and reports were retrieved, each was summarised and compiled to form an
annotated bibliography. Common themes of successful intervention components were identified from
each article’s summary, which were then used to prepare a comprehensive review of the literature,
with a particular focus on informing the development of a model to increase the capacity of school

nurses to implement comprehensive school health programs.

Child Health Promotion Research Unit, Edith Cowan University 2



1.3.HEALTH OF AUSTRALIAN CHILDREN

Australian children overall, similar to the entire Australian population, generally enjoy good health.
The following section describes the health of Australian children and young people, including trends in
mortality, morbidity and behavioural risk factors. Where appropriate, trends in the health of Western

Australian children have also been provided.

1.3.1. Mortality

In Australia in 2000, 1,931 children aged between 0 and 14 years died, representing 2% of all deaths
(Al-Yaman, Bryant, & Sargeant, 2002), with approximately one-third of these deaths occurring in the 1-
14 year age group. Injury and poisoning accounted for 45% of deaths among children aged 1-14
years, while cancer and diseases of the nervous system, including cerebral palsy and epilepsy,
accounted for 16% and 10% of deaths respectively (Al-Yaman et al., 2002). For children aged 5-14
years, the most common specific cause of death was traffic related injuries. Average death rates were
higher in remote areas (32.8 deaths per 100,000 children) compared with rural (20.2 deaths per
100,000 children) and metropolitan (16.7 deaths per 100,000 children) areas (Al-Yaman et al., 2002).
A downward trend in death rates has occurred between 1991 and 2000 in both males and females
aged 5-14 years. In 2000 there was 20.1 deaths per 100,000 males and 14.9 deaths per 100,000
females, compared with 25.5 deaths per 100,000 males and 19 deaths per 100,000 females in 1991
(Al-Yaman et al., 2002).

Deaths among 12-24 year olds in Australia accounted for 1% of deaths overall in 2001, with almost
three-quarters of these deaths occurring in males (Al-Yaman, Sargeant, & Bryant, 2003). Injuries and
poisonings represented over 70% of all deaths in this age group. Death rates for males and females
in the 12-24 year age group have declined from 1982 to 2001 (Al-Yaman et al., 2003).

1.3.2. Morbidity

Based on National Health Survey data collected in 2000 by the Australian Bureau of Statistics, asthma
was the most prevalent condition among children aged 5-14 years (Al-Yaman et al., 2002), with
asthma, hay fever, other allergies and eczema making up almost one-third of all reported long-term
conditions among children aged 0-14 years. The common cold, asthma and dental problems were the

most commonly reported recent conditions of young children.

In 1996, asthma was the leading cause of the total disease burden in 0-14 year old children, estimated
to account for 18.2% of the total disease burden (Al-Yaman et al., 2002). Mental disorders were
responsible for 14.3% of the total burden of disease with males accounting for 62% of this figure (Al-
Yaman et al., 2002). Attention Deficit Disorder (ADD) and depression were the disorders responsible

for the greatest burden of disease from mental disorders.
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Injuries accounted for 11.1% of the total burden of disease in children aged 0-14 years in 1996, with
the burden higher in males (64%) than females (36%), and higher for disability burden than mortality
burden (Al-Yaman et al., 2002). Of all causes of injury, road traffic accidents were responsible for the
highest burden of disease (27%). Falls and other unintentional injuries were also responsible for a
considerable proportion of the injury disease burden, although the disability burden for these was
considerably higher than the mortality burden (Al-Yaman et al., 2002).

In 1995, respiratory conditions (mainly asthma and hay fever) affected over one-third of young people
aged 15-24 years overall and were the most prevalent long-term conditions among males, and the
second most prevalent among females (Al-Yaman et al., 2003). Eye conditions were the most
common long-term conditions affecting females (37%) and the second most common among males
(23%). Diseases affecting the musculoskeletal system (specifically back pain and problems) were the

third most common for both males and females (Al-Yaman et al., 2003).

In 1998, approximately 12% of 12-17 year olds were assessed as having Attention Deficit
Hyperactivity Disorder (ADHD) (8%), depressive disorder (4%) or conduct disorder (3%). The
prevalence of ADHD was higher in males (12%) than females (4%), as was the prevalence of conduct
disorder (4% in males and 1% in females). Prevalence was the same between genders for depressive
disorders (Al-Yaman et al., 2003).

In Western Australia (WA), the disease burden among 0-14 year old children accounts for 9% of total
WA population burden, with the burden greater among males than females (Somerford,
Katznellenbogen, & Codde, 2004). Asthma dominated the disease burden profile, accounting for one-
fifth of the total burden among children, while mental disorders were the second leading cause of
burden among males and females. Attention Deficit Disorder and depression ranked in the top ten

specific causes for both genders (Somerford et al., 2004).

Among 15-24 year olds, the disease burden also accounted for 9% of the total WA population burden,
with injury and mental health disorders dominating. Depression, affective disorders, eating disorders
and asthma contributed to a higher proportion of burden among females than males in this age group
(Somerford et al., 2004).

Child Health Promotion Research Unit, Edith Cowan University 4



1.3.3. Behavioural Risk Factors

Poor health is associated with a range of behavioural factors, including diet and nutrition, physical
activity, overweight and obesity, substance use, sun protection, immunisation and sexual behaviour
(Al-Yaman et al., 2002). Community school nurses can help educate students about risk-taking
behaviours. This section describes these behaviours in childhood and adolescence, and their impact

on short- and long-term health outcomes.

1.3.3.1. Diet and Nutrition

Poor nutrition is associated with a range of outcomes including overweight and obesity, coronary heart
disease, stroke, hypertension, some cancers, type 2 diabetes and osteoporosis. In the short-term,
healthy eating patterns can help prevent iron deficiency, overweight and obesity, eating disorders and

dental caries (Al-Yaman et al., 2002).

The 1995 National Nutrition Survey assessed the nutritional intake of Australian children. The survey
showed consumption of fruits and vegetables among children aged 2-15 years was less than
recommended by the National Health and Medical Council (NHMRC), with approximately 30% of
children eating no fruits or vegetables on the day prior to the survey. Consumption of fruits was also
shown to decline with age for both males and females. Calcium intake was less than recommended,
as was iron intake in females. The consumption of saturated fats for all children was higher than
recommended.

Parental obesity has been shown to increase the risk of children developing into overweight or obese
adults (Whitaker, Wright, Pepe, Seidel, & Dietz, 1997). Parental behaviours relating to nutrition, and
the impact of this on the lifestyle patterns developed by their children, may help in part explain this
finding (Australian Institute of Health and Welfare (AIHW), 2005).

During adolescence, choices relating to food and nutrition are increasingly made by the individual, with
eating habits established at this time often persisting into adulthood. The National Nutrition Survey
revealed almost two-thirds of young people aged 12-24 years consumed more fats than
recommended by the NHMRC. While a high proportion of young people consumed vegetables every
day, less than 50% had consumed fruit on the day prior to the survey.

1.3.3.2. Physical Activity

Physical activity in children and young people has the benefits of maintaining and improving physical
fitness, health and wellbeing, growth and development, encouraging active lifestyles and reducing the
risk of chronic diseases into adulthood. Despite only a weak association between physical activity in
childhood, and immediate or future health outcomes, physical activity has been seen to prevent or
delay, and help reduce, high blood pressure in adolescents, while also contributing to good mental

health and self-esteem in children (Al-Yaman et al., 2002).
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Young people who are insufficiently active risk becoming overweight, inactive and overweight as
adults (Al-Yaman et al., 2003). Children and young people often participate in sedentary activities
involving very little physical activity, including homework and studying, watching television and playing
computer games. The majority of primary school aged children participate in sufficient moderate to
vigorous physical activity each day (Riddoch et al., 2004), however levels of physical activity decline
during adolescence, particularly for females, with a significant proportion of adolescents inactive
(Booth, Okley, Chey, Bauman, & Macaskill, 2002; Caspersen, Nixon, & DuRant, 1998).

1.3.3.3. Overweight and Obesity

Overweight and obesity affects an estimated 20% to 25% of children and adolescents in Australia
(Booth et al., 2001; Magarey, Daniels, & Boulton, 2001; National Health and Medical Research
Council (NHMRC), 2003) and is a major public health concern. Obesity has been identified as a major
risk factor for a range of chronic diseases including type 2 diabetes, coronary heart disease, high
blood pressure, stroke and certain forms of cancer, as well as contributing to serious social and
psychological consequences (Al-Yaman et al., 2003). In the short-term, overweight or obese children
may often experience psychosocial problems such as poor body image, disordered eating, low self-
esteem and teasing by peers (Australian Institute of Health and Welfare (AIHW), 2005).

While genetic factors have been identified as contributing to overweight and obesity, they are often
nurtured by other behavioural and environmental factors (Baranowski et al., 2000; Lobstein, Baur, &
Uauy, 2004). Research has also shown that young people who were overweight or obese as children
are likely to be overweight as adults (Whitaker et al., 1997).

1.3.3.4. Substance Use

Childhood and adolescence is a time for developing attitudes and behaviours that may continue into
adulthood, including experimenting with and using alcohol, tobacco and other drugs. The misuse of
such substances can cause serious immediate and long-term health and wellbeing problems (Al-
Yaman et al., 2003).

In 2002, Western Australian school students aged 12 to 17 years participated in the Australian School
Students Alcohol and Drug (ASSAD) Survey. Results showed approximately one-third of students
had consumed alcohol in the week prior to completing the survey (labelled current drinkers), with older
students more likely to report alcohol consumption (Szabo, Hayman, & White, 2004). Almost three-
quarters of current drinkers indicated they drank alcohol on one or two days of the week. Males of all
ages consumed more alcoholic drinks then females. Overall, 25% of females and 22% of males aged
12 to 17 years who were considered current drinkers were at risk of short-term harm from alcohol

consumption (Szabo et al., 2004).
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Tobacco use accounts for approximately 10% of the total burden of disease in the Australian
population, making it the risk factor associated with the highest disease burden, and a major public
health issue. While the prevalence of weekly smoking among young people aged 12 to 17 years
increased during the 1990s (Hill, White, & Effendi, 2002), there have been decreases in teenage
smoking in the new millennium (White & Hayman, 2004).

1.3.3.5. Sun Protection

Childhood exposure to ultraviolet (UV) light (especially sunburn) is the greatest risk factor for
developing skin cancer. Children and adolescents spend long periods of time in the sun, often without
adequate sun protection precautions. Adolescents are considered more difficult to protect from the
sun than younger children, due to their perceptions of acceptability and fashion (National Health and
Medical Research Council (NHMRC), 1996).

1.3.3.6. Immunisation

Immunisation protects children and young people against harmful diseases, including Hepatitis B;
Diphtheria, Tetanus and Pertussis; Haemophilus influenzae type b (Hib); Polio; and Measles, Mumps
and Rubella. More recently, the Meningococcal Group C Vaccination has been made available to
children at no charge, to protect against Meningococcal disease, and from 1 November 2005, the
National Varicella (Chickenpox) Vaccination Program will commence for those aged 18 months, and

10-13 years.

In 1996, the Australian Childhood Immunisation Register (ACIR) was established by the Health
Insurance Commission (HIC) in response to a decline in childhood immunisation in Australia and the
subsequent increase in the incidence of vaccine-preventable childhood diseases (Al-Yaman et al.,
2002). According to ACIR statistics processed in April 2005, approximately 90% of children aged
between 12 and 15 months were recorded as fully immunised, however this decreased to
approximately 83% in children aged 6 years. In Western Australia, the proportion of children fully
immunised at age 6 years was approximately 80% (Health Insurance Commission, 2005). These
indicate there may be cause for school nurse intervention in the early primary school years, to boost

these immunisation rates.

The ACIR collects information relating to the delivery of immunisations for children until the age of 7
years. As the majority of immunisations are administered to children before this age, statistics relating
to the provider of immunisations do not specifically indicate school nurse involvement and therefore

cannot be reported.
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1.3.3.7. Sexual Behaviour

Sexual development is a normal part of adolescence, however young people are at risk when they do
not have the knowledge, skills, support or access to appropriate health services. Sexual and
reproductive behaviour in adolescence can have long-term consequences, including the risk of
teenage pregnancy, acquiring sexually transmitted infections and emotional risks associated with

unwanted or coerced sexual activity (Al-Yaman et al., 2003).

A number of factors act as risks for adverse outcomes of sexual behaviour. These include sexual
attraction, sexual experience, number of sexual partners, and use of condoms and contraception.
Approximately 10% of Year 10 and Year 12 students surveyed in the National Survey of Australian
Secondary Students (NSASS) in 1997 were either attracted to people of the same sex, attracted to
both sexes or were unsure of their sexuality, placing them at increased risk of marginalisation and
isolation. Almost one-quarter of students in Year 10 reported having had sexual intercourse and by
Year 12, this figure had increased to almost 50%. Most sexually active students in Year 10 and 12
reported only one sexual partner in the preceding year. The majority of sexually active students
reported using condoms as a method of contraception, with the oral contraceptive the next most
common method. Condom use was found to decrease with age, while oral contraceptive use

increased.

1.3.4. Summary

This section has described the health and wellbeing of Australian children, specifically in relation to
behavioural risk factors for a range of health issues including overweight and obesity, substance use,
sun protection and sexual behaviour. It is important to establish these issues as they apply to children
and young people, in order for community school nurses, and other health and education

professionals, to appropriately intervene.
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1.4.KEY EDUCATIONAL ISSUES

The health and wellbeing of children and young people is associated with several key educational
issues. The way a child or young person feels about school and their experiences at school may be
influenced by factors such as their connectedness to school; rates of absenteeism; literacy and
numeracy skills; the transition from primary to secondary school; and their experiences with bullying.
This section describes how these issues relate to the health and wellbeing of students, and how

school nurses may be best placed to manage such issues.

1.4.1. School Connectedness

School connectedness can be described as a student’s experience of caring at school and sense of
closeness to school personnel and the school environment (Resnick et al., 1997) and acts as a
protective factor against a variety of risk behaviours, including cigarette smoking, substance use,

sexual behaviour, violence and emotional distress.

In an effort to target school-based interventions to high-risk populations, Bonny (2000) sought to
identify potential modifiable factors that differentiate youth who do and do not feel connected to their
schools. In the US cross-sectional study of almost 2000 students in grades 7 to 12, significant
associations were seen between school connectedness and several modifiable factors. Students with
a higher school connectedness score (SCS) reported better academic performance and more
involvement in extracurricular activities, as well as better health status, fewer visits to the school nurse

and less use of cigarettes and alcohol.

1.4.2. Absenteeism

Regular attendance at school is an important factor in school success. Students with high rates of
absenteeism receive fewer hours of education, often leave school at an earlier age and are more likely

to be long-term unemployed (Rothman, 2001).

Absenteeism has been shown to be an important outcome school nurses can influence (Fryer & Igoe,
1996), demonstrated by the finding that schools with smaller school nurse-to-student ratios experience
lower rates of absenteeism and higher graduation rates.

1.4.3. Academic Achievement
Few studies have addressed the link between school nursing interventions and academic performance
(Maughan, 2003) and leaders in school nursing have acknowledged the need for research that
demonstrates the effectiveness of school nurses’ involvement on school performance (Edwards,
2002). Despite this, school health programs have been shown to have an effect on students’ levels of

academic achievement.
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1.4.4. Literacy and Numeracy
Competence in reading, writing and mathematics is essential for daily living, further educational
opportunities and employment prospects. It is important in a child’s development these skills are leant
from an early age, as a negative start may result in children falling further behind their peers as they

progress through their education (Australian Institute of Health and Welfare (AIHW), 2005).

While for most Australian children literacy and numeracy skills are high, some groups of students are
disadvantaged. Indigenous children, males, children in remote areas and children from low
socioeconomic backgrounds often have poorer educational outcomes compared with other Australian
children and are more likely to leave school earlier (Australian Institute of Health and Welfare (AIHW),
2005).

1.4.5. Transition

The transition from primary school to secondary school can be a difficult time for young people,
impacting on their academic, personal and interpersonal functioning (Barber & Olsen, 2004). The
following consequences of the transition period have been reported:

increase in levels of stress (Isakson & Jarvis, 1999);

increase in somatic complaints, particularly in females (Chung, Elias, & Schneider, 1998; Hirsch &

Rapkin, 1987);

increase in bullying and victimisation (Pellegrini & Bartini, 2000; Pellegrini & Long, 2002);

decrease in academic achievement, especially in males (Barber & Olsen, 2004; Chung et al.,

1998; Isakson & Jarvis, 1999);

decrease in self-esteem (Barber & Olsen, 2004); and

decrease in the perception of the quality of the school environment and school climate (Barber &

Olsen, 2004; Hirsch & Rapkin, 1987; Nansel, Haynie, & Simons-Morton, 2003).

1.4.6. Bullying
Bullying occurs to some extent in all schools (Zubrick, Silburn, & Gurrin, 1997). Children who are
bullied often suffer immediate harm and distress as well as negative long-term mental health
consequences. For those who bully, aggressive behaviour as a means of meeting one’s needs and
wants is reinforced, encouraging negative and aggressive patterns of behaving which are likely to

persist into adult life.

Bullying is a repeated, unjustifiable behaviour that may be physical, verbal, and/or psychological that
is intended to cause fear, distress, or harm to another. It is conducted by a more powerful individual
or group against a less powerful individual who is unable to effectively resist (Craig, 1998; Farrington,
1993; Kumpulainen et al., 1998; Pepler, Craig, Ziegler, & Charach, 1994; Rigby 1998; Roland, 1989;
Zubrick et al., 1997).
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Using parent and/or teacher report, the Western Australian Child Health Survey identified one in nine
children in Western Australian primary and secondary schools as being bullied in the previous six
months (Zubrick et al., 1997). Given the often covert nature of bullying, the actual figure is likely to be
higher. Indeed, Australian research using self-report data from students aged 8-18 years suggests
that approximately one in six school children are bullied at least once a week (Rigby, 1997, 1998) and
although many bullying incidents last only a few days, for a significant proportion of students
victimisation continues for six months or more (Slee, 1995a, 1995b).

Research has demonstrated that students who are bullied tend to feel unhappy at school (Forero,
McLellan, Rissel, & Bauman, 1999; Rigby & Slee, 1993; Slee & Rigby 1993); dislike school (Forero et
al., 1999); view school as not a nice place to be (Forero et al., 1999); perceive school as an unsafe
place (Rigby, 1997; Slee, 1995a, 1995b; Slee & Rigby 1993); report higher levels of loneliness
(Boulton & Underwood, 1992; Forero et al., 1999; Kochenderfer & Ladd, 1996a, 1996b); express a
desire to avoid the school environment(Kochenderfer & Ladd, 1996b; Rigby, 1997); demonstrate lower
academic competence (Zubrick et al., 1997); and have higher rates of absenteeism than students who
are not bullied (Zubrick et al., 1997).

A number of physical and mental health factors have been associated with being bullied. Poorer
health (Rigby 1998; Slee, 1995a) and a greater presence of somatic complaints (Rigby 1998;
Williams, Chambers, Logan, & Robinson, 1996) have been reported. Lower self-esteem (Slee &
Rigby 1993); greater feelings of ineffectiveness and more interpersonal difficulties (Kumpulainen et al.,
1998); higher levels of depression (Craig, 1998; Kaltiala-Heino, Rimpela, Marttunen, Rimpela, &
Rantanen, 1999; Slee, 1995a, 1995b); increased anxiety (Slee, 1998); and suicidal ideation (Rigby &
Slee, 1999) have all been linked to being bullied. Of further concern is research that suggests that

these effects can be long lasting (Gilmartin, 1987; Olweus, 1995).

Students who bully others are also at risk. The Western Australian Child Health Survey (Zubrick et al.,
1997) found that students who bully demonstrate low academic competence. They are likely to feel
unhappy at school (Rigby & Slee, 1993; Slee & Rigby 1993); dislike school (Forero et al., 1999; Rigby
& Slee, 1993); and view school as not a nice place to be (Forero et al., 1999). The Western Australian
Child Health Survey reported that students who engage in bullying have a much greater incidence of
mental health problems than those who do not. In line with this, bullying others has been found to
associate significantly with depression (Kaltiala-Heino et al., 1999; Slee, 1995a, 1995b) and suicidal
ideation and attempts to harm oneself (Kaltiala-Heino et al., 1999; Rigby & Slee, 1999). Engaging in
bullying has also been associated with greater experience of negative health symptoms (Forero et al.,
1999).
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In the long term, students who engage in bullying have been reported to be significantly more likely to
have a criminal conviction by age 24 years (Olweus, 1995) and more likely to engage in violent
behaviour after leaving school than their peers (Farrington, 1993). In the Australian context, self-
reported engagement in peer bullying was found to be significantly associated with broader forms of
delinquent behaviour such as wagging school, graffiti use, trouble with police, and shoplifting (Rigby &
Cox, 1996). Of further concern, is the research finding that there is both intragenerational continuity in
bullying, that is, students who bullied at age fourteen tended to also bully others at age eighteen and
at age thirty-two, and intergenerational continuity, with students who engaged in bullying at age
fourteen tending, at age thirty-two, to have children who engaged in bullying (Farrington, 1993).
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1.5.ROLE AND EDUCATION OF THE COMMUNITY SCHOOL NURSE

The role of the school nurse has evolved over many years. Much of the literature relating to school
nursing reports descriptively on the content of the school nurse role, including publications with
general reference to policy, protocols and reports. This section describes the past and current roles,

and education, of the school nurse, as well as the future reorientation of the school nurse role.

1.5.1. Evolution of the Role of the School Nurse

Traditionally, the role of the school nurse in the United Kingdom, and later the United States, involved
communicable disease control, record keeping and first aid provision (Kozlak, 1992; Passarelli, 1994).
The work of the school nurse previously consisted of screening for infectious diseases and contagious
diseases as well as treating minor health problems and assisting the school medical officer (While &
Barriball, 1993). In response to the complexity of health problems faced by current student
populations, this role has expanded and become more sophisticated over recent decades (Kozlak,
1992). Grant (2001) described the contemporary role of the school nurse in the United States as one
that fits within whole-of-school approaches. More specifically, the following described fundamental
parts of this role:

identification and referral for health related problems, in conjunction with teaching staff;

liaison with student, family, school, health services and community agencies;

supporting teaching practice by providing resources and encouragement;

developing and implementing procedures for communicable disease control;

acting as a leader of health education programs; and

building capacity of students and families to self-manage health care issues and health service

access.

School nursing in Australia occurred some time later, with the first school nurses appointed in 1911 in
Western Australia to facilitate the activities of doctors (McGrath, 1996). By 1913, Queensland, Victoria
and South Australia had followed suit. School nurses in Australia today are an integral part of the
education team and play a role in health education and health promotion. Their mandate, however, is
not as providers of first-aid. They are often involved with delivering key health areas of the curriculum,
working with families, and providing teachers with professional development and in-service workshops
on health care issues (Armstrong, 2004). Despite this, they believe they receive little recognition and
understanding from parents, teachers or students, of their multifaceted role (Downie, Chapman, Orb,
& Juliff, 2002).
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Lightfoot (1997) conducted semi-structured interviews with health purchasers and managers, school
nurses, other community health nurses and school teaching staff in four health authority areas in
England in 1997, to determine perceived roles of the school nurse. Four key roles emerged from the

interviews:

safeguarding the health and welfare of children;
family support;
a confidante; and

health promotion.

1.5.2. Current Roles in Australia
The relative infancy of Australian school nursing programs is reflected in the lack of empirical evidence
describing the current roles of the school nurse. Available literature suggests school nursing
programs have become considerably more extensive in recent years and involve a broader ranger of
roles (Passarelli, 1994). A recent Perth study found the role of the secondary school nurse comprised
the following categories:
Provider of clinical care — provision of care to both students and other school personnel, however
the delivery of first aid made up only a small component of their work;
Counsellor/mediator — identified as a major component of the school nurse role. Counselling for
students was provided for a range of issues including bullying, family and parental conflict, drug
abuse and depression. Counselling services were also provided to staff members;
Advocate and support — including supporting and assisting students in a variety of circumstances
and supporting current health promotion initiatives,
Liaison/referral — directed at the whole-school community and grounded in a broad and
specialised knowledge base of a variety of agencies and health care and community
professionals;
Health promotion/education and resource agent — for the whole-school community; and
Management and research — covering aspects of administration such as documentation, time
management, conflict resolution, policy development and implementation, and attendance at staff
meetings.
(Downie et al., 2002).

In primary schools, the role of the school nurse tends to focus less on health promotion, and more on
routine screening and surveillance, including, hearing and vision testing, and immunisations. One
school nurse may be responsible for servicing multiple primary schools, thereby limiting the amount of

time they are available for health promotion and other duties beyond screening and surveillance.

In Western Australia, school nurses are funded through the Department of Education, but managed by
the Department of Health, so they operate in a community health setting, and are employed by Area

Health Services. A Memorandum of Understanding (MOU) has existed between the Departments of
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Health and Education since 1992 and outlines role statements for nurses working in schools
(Departments of Education and Health, 2001).

In 2000, the School Health Services Working Party conducted a survey of all community nurses
working in Western Australian schools to obtain information about current services provided by school
nurses and to identify issues that prevent current health needs in the school community from being
adequately addressed. Liaison was identified as the most common service provided for physical
health issues, social competence, problem behaviours and school-related issues, and occurred mostly
in relation to early identification and management (Departments of Education and Health, 2000).
Counselling and support were also commonly provided. The most frequently reported need was
better access to services for speech and language issues; mental health issues including depression,
anxiety, suicide and bullying; peer relationships; drugs and alcohol; and family issues. More health
promotion and health education was also cited as a need, particularly for nutrition and chronic ill health
(Departments of Education and Health, 2000).

In 2001, 974 nurses in Australia worked in school children’s health area. While this represented less
than 1% of all nurses, the number has increased 45% since 1997, a greater increase than in any other

nursing speciality (Australian Institute of Health and Welfare (AIHW), 2003).

At Edith Cowan University in Western Australia, the under-graduate nursing degree offers students a
community placement in the final year. Students are given the opportunity of working in the
community setting, including schools, and conducting and evaluating a program. Other community
agencies are developing a keen interest in working collaboratively with these nursing students, often

providing funding to conduct interventions.

1.5.3. Role Confusion
The diversity of the role of the school nurse has inevitably led to confusion of this role among nurses
and other school staff (Lightfoot & Bines, 2000) with role ambiguity identified as an obstacle that limits
the potential of school nursing. Taras (2001) and While (1993) argue without clear role delineation,
school nurses suffer identity issues within the school, professional image confusion and questions of
acceptance by other health professionals.

Passarelli (1994) reasons school nurses have been exposed to health activities within a health-based
environment and having to redirect their focus into educational activities may cause confusion. Role
confusion may also lead to issues of poor communication and inaccurate perceptions of the
responsibility and authority of the school nurse (Brindis et al., 1998). In a survey of US school nurses,
results suggested although there is some understanding of the role of school nurses, it is not well
defined or understood (Thurber, Berry, & Cameron, 1991) and the authors suggest such
inconsistencies may be a result of the nurse’s own inability to adequately perceive or articulate their

role to others, both within and outside of the school.
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A lack of a clear definition or delineation of the school nurse’s role exists in Australia, compounded by
each state and territory having responsibility for developing their own school nursing program and
associated guidelines for practice (Department of Human Services, 2004; Downie et al., 2002).
Further contributing to this confusion, is the issue of to whom school nurses report In Western
Australia, school nurses are funded through the Department of Education, but managed by the
Department of Health, so they operate in a community health setting, and are employed by Area
Health Services. The Memorandum of Understanding (MOU) that has existed between the
Departments of Education and Health since 1992, and which outlines role statements for nurses
working in schools, is currently being revised to devise local arrangements to complement the MOU.

1.5.4. Reorienting the Role of the School Nurse
While the role of the school nurse in recent years has been reoriented to more of a health promotion
role, the skills and expertise of school nurses are still not being realised to their full potential in the
school setting. There is increasing recognition for reorientation of the school nurse role away from
routine screening. Humphries (2002) believes the valuable time spent on screening and surveillance
could be better spent on health promotion and maximising health gain. Further, Cotton (2000)
suggests school nursing services would be better spent with those with special health needs, social

difficulties, and in health promotion and providing emotional support.

The National Health and Medical Research Council’'s 2002 report on child health screening and
surveillance services concluded that while early detection and intervention of health problems is
important, most screening programs used in Australia have little evidence of effectiveness. For
varying reasons, screening for scoliosis, dental caries, height, weight and developmental decay have
been recommended against. Alternatively, the NHMRC recommend re-focussing resources assigned
to screening programs onto health promotion initiatives addressing the behavioural determinants of
health (Centre for Community Child Health, 2002).

School nurses may be required to restructure their role to include more health education and
interdisciplinary collaboration and community involvement (Hall, 1999; Romano, 2001). Moreover,
education of others in the school setting, and beyond, is required about the contribution nurses make
to the health of the school population and about the importance of the strong link between education
and health (Romano, 2001).

Concern exists that some young people do not benefit from access to a school nurse, including those
who no longer attend school. Lightfoot (1997) questioned how school nurses may best meet the
needs of children and young people, for who school is an inappropriate setting. Improved liaison
between school nurses and colleagues in primary health care in the community would help meet the

needs of those who do not attend school.
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1.5.5. Education of School Nurses
School nurses need to be well educated in order to possess a broad knowledge base and high skill
level, including training and education in counselling, high level communication skills and advanced
assessment skills (Kozlak, 1992; Maughan, 2003). Health education provided to school students may
be rendered ineffective if delivered by inadequately trained personnel (DeGraw, 1994).

Nurses operating in schools bring with them grounding in health science, problem solving and other
skills, and the motivation and intention to promote the health and wellbeing of children and young
people (Wainwright, Thomas, & Jones, 2000). School nurses in Australia are registered nurses, who
are required to possess a tertiary qualification. The degree courses offered in Western Australia
comprise minimal health promotion training including one unit relating to community health and some

education in health promotion.

A study by Lightfoot (2000) found school nurses in the UK do not consider the existing formal school
nurse education program captures the essence of their role, as the content of the courses is not
aligned with the current needs of children and young people, particularly with regards to mental health.
In some states of the United Sates, nurses are required to undertake a fifth year of college training in

order to register as a school nurse (Bradley, 1997).

Simmons (2002) found school nurses themselves believe the bachelor's degree requires an
educational component, however they also emphasised the value of practical experience in the school
setting as being beneficial to their role. Furthermore, a supportive and well-developed mentoring
program was viewed as important as it offers nurses the opportunity to benefit from the knowledge

and experience of their colleagues.

In Australia, a study was conducted with youth health nurses employed in the School-Based Youth
Health Nurse (SBYHN) program to identify their roles, responsibilities and professional development
needs (Barnes, Courtney, Pratt, & Walsh, 2004). Case study and focus group discussions with the
SBYHNSs revealed professional development opportunities are required addressing comprehensive
educational preparation for the school nurse role, encompassing psychosocial issues and an

understanding of primary health care and health promotion (Barnes, Courtney et al., 2004).

1.5.6. Competencies
A set of competencies may benefit the issues of role confusion and role delineation. Competencies
comprise attributes such as knowledge, abilities, skills and attitudes for a specified task and may be
broad and complex, or specific and simple (Gonczi, Hager, & Oliver, 1990; Heywood, Gonczi, &
Hager, 1992). Gonczi (1990) defines competencies as enabling an individual ‘to perform a set of

tasks to an appropriate standard’.
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While a readily definable set of competencies exists for clinical nursing in Australia (Masters &
McCurry, 1990), this is not so readily transferable to school nursing. The Department of Health in
Western Australia, together with the Community Nurses Special Interest Group, have developed a set
of competencies for community health nurses. These competencies are listed under competency
standards for a beginning and advanced community health nurse. The advanced community health
nurse is seen as one who utilises a high level of professional skills and knowledge and operates in
partnership with individuals, families and communities (Department of Health and Community Nurses
Special Interest Group, 2001). Broadly, the competencies for the advanced community health nurse
include:

Facilitating and supporting professional ethical practice in community health nursing;

Facilitating and supporting enabling interactions in professional relationships;

Providing leadership and facilitation in the management of client care in the community;

Providing leadership and support in the promotion of health and maintenance of well being; and

Managing a community health nursing practice.

(Department of Health and Community Nurses Special Interest Group, 2001)

With the shift towards health promotion in school nursing, a unique set of competencies for school
nursing is required. A set of competencies has been developed for health promotion practitioners that
may be useful for the school nurse. In broad terms, these outline the skills required in conducting
needs assessments; intervention planning and implementation; communication; knowledge;
organisation and management; evaluation and research; and use of technology (Shilton, Howat,
James, & Lower, 2002). Combining the appropriate aspects of this list of competencies, together with
nursing-specific competencies would assist in clarifying the role of the school nurse, and identifying

areas of further education required.
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1.6. SCHOOL NURSE INVOLVEMENT IN IMPLEMENTING COMPREHENSIVE
SCHOOL HEALTH PROGRAMS

As a recommended outcome of many school nurse studies, school nurses could be used to implement
comprehensive school health programs to better address the health needs of Western Australian
children. ‘Comprehensive school health programs’ originate from the United States and essentially
imply a broad range of intersecting school-related activities and services provided to students and
their families. These activities and services provide a range of cognitive, affective and developmental
opportunities, ultimately contributing to overall competence and optimal health (Klein & Sadowski,
1990). Comprehensive school health programs require a coordinated continuum of services, including
classroom curriculum, counselling, health services, mental health services, the school environment,
nutrition and exercise (Allensworth & Bradley, 1996). The term ‘comprehensive school health
services’ could also be aligned with the Health Promoting School’'s model which is widely used in

Australia to guide the planning and implementation of school health programs.

There is a paucity of literature describing school nurses’ involvement in comprehensive school health
programs. Rather, school health programs and interventions are described in general terms, with little
empirical evidence reporting on the effectiveness of nurse-led interventions. This may be due to a
lack of research in this area, or a current lack of school nurse involvement in such interventions.
Consequently, the following sections will describe comprehensive school health programs and the
various ways in which nurses may contribute. Suggestions will also be made for the inclusion of

school nurses in comprehensive school health programs.

1.6.1. Implementing Comprehensive School Health Programs

There is considerable literature evaluating the effectiveness of school health promotion interventions,
however few assess the effectiveness of the person who delivers the intervention. Wainwright (2000)
argues there is a need to evaluate the effectiveness of specific interventions, before considering
whether the school nurse is best placed to deliver the intervention, however no research to date has

contributed to this recommendation.

1.6.1.1. Tobacco Smoking Interventions

Much of the literature that does exist describing school nurses involvement in health promotion
programs is drawn from the tobacco smoking literature. In the United States, a study was conducted
to determine the effect of provider (nurse or teacher) on outcomes of a social influences smoking
prevention program (Cameron et al., 1999). Although nurses reported significantly better outcomes
than teachers in low-risk schools, and marginally better results in medium-risk schools, neither
teachers nor nurses achieved results significantly different from those of the control condition in low-
and medium-risk schools (Cameron et al., 1999).
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There is also limited empirical evidence documenting school nurses’ proactive impact on student
health, despite the recent shifts toward school nurse involvement in health education and health
promotion (Costante & Smith, 1997; Hamilton, O Connell, & Cross, 2004). Wewers (1998) contends in
collaboration with teachers, other professionals, community members and parents, school nurses can
influence student smoking behaviour, by providing health knowledge, supporting non-smoking policies
and smoking cessation interventions. Based on this evidence, the Smoking Cessation for Youth

Project (SCYP) was developed.

1.6.1.2. Secondary School Nursing Program — Victoria
The Secondary School Nursing Program in Victoria is a policy initiative of the Victorian Government,
implemented in an effort to reduce risk to, and promote better health for Victoria’s adolescent
population, and is based on the Queensland School Based Youth Health Program (Department of
Human Services, 2004). The specific goals of the program are to:
play a key role in reducing negative health outcomes and risk-taking behaviours among young
people, including drug and alcohol abuse, tobacco smoking, eating disorders, obesity, depression,
suicide and injuries;
focus on prevention of ill-health and problem behaviours by ensuring coordination between the
school and community-based health and support services;
support the local community in addressing contemporary health and social issues facing young
people and their families;
place nurses in areas of greatest health need and socio-economic disadvantage;
provide appropriate primary health care through professional clinical nursing, including
assessment, care, referral and support; and
establish collaborative working relationships between primary and secondary school nurses to
assist young people to deal with any difficulties in their transition from primary to secondary school

(Department of Human Services, 2000).

The key duties of school nurses are summarised under broad roles, including primary health
care/health education, community liaison, school welfare team participation and school team
participation (Department of Human Services, 2000). Examples of the programs that have been
delivered by school nurses include Peer Support for Mental lliness, Internet Chat Room for Girls Only
and Health Policy in Schools (Department of Human Services, 2005). The Peer Support for Mental
lliness program includes coping skills, education classes and peer discussion for adolescents who
have parents with mental health issues. The groups run in conjunction with a psychologist, child and
adolescent mental health service and school focussed youth service. The Internet Chat Room for
Girls Only program was established for female students to ‘chat’ about issues of concern to them and
for the school nurse to informally answer their concerns. This successful program has also provided
direction for future health promotion activities. The Health Policy in Schools program was developed
in response to the negative reaction of students at one school to disciplinary action being taken
against students caught smoking. In conjunction with other school staff, the nurse reviewed the
smoking policy to enable students who are caught smoking to be referred to the school nurse for
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support and information about how to quit smoking, resulting is some successes in getting to students
to give up smoking (Department of Human Services, 2005). Further information is not yet available
regarding the evaluation for the Secondary School Nursing Program.

1.6.1.3. School Based Youth Health Nurses Program — Queensland

The Queensland School Based Youth Health Nurse (SBYHN) program is a joint initiative between
Queensland Health and Education Queensland and was developed in 1998. Based upon the health
promoting schools model, the program provides support, information and advice on health matters for
secondary school students (Queensland Health, 2002). The roles of the SBYHNSs include support,
referral, health promotion and marketing through individual confidential consultations and health
promoting activities, including health education and health information displays (Barnes, Walsh,
Courtney, & Dowd, 2004). The SBYHNs do not provide clinical treatment such as routine
medications, immunisations or first aid, nor do they provide ongoing counselling for psychological or

educational problems.

Barnes (2004) conducted a study of SBYHNs in Queensland through self-report surveys to explore the
referral role of SBYHN in provincial, rural and remote Queensland and to establish the availability of
referral services. Results revealed the majority of SBYHNs considered themselves an appropriate
source of information for areas such as sexual and nutritional advice, however only approximately
one-third for areas such as physical abuse, and drug and alcohol abuse. Referral services were
locally accessible to students less than half the time for reasons including geographical location and
parental consent being required for the particular health service being referred to. This often resulted
in the SBYHN operating beyond their scope of practice by providing ongoing support and monitoring
(Barnes, Walsh et al., 2004).

1.6.1.4. Programs Addressing Other Health Issues

Asthma is a frequently monitored condition by school nurses. In the US, a study was undertaken with
school students to determine whether a coordinated plan of care including input from the child’s
primary care provider, the school nurse and parent/guardian would influence the child’s asthma control
and attendance at school (Perry & Toole, 2000). Overall, parents demonstrated increased knowledge
in understanding asthma and its triggers, use of medications, peak flow monitoring and crisis and
preventive care. In addition, the more encounters parents had with the school nurse, the more
knowledgeable they became, possibly leading to a greater chance of behavioural change. No data
was reported on the effect of the program on school attendance (Perry & Toole, 2000).

While many studies have examined the impact of nurses on cigarette smoking, few have examined
the role of school nurses in preventing alcohol use. Werch (1996) reported on a randomised control
trial conducted with sixth to eighth grade students in the US, examining the effects of brief nurse
consultations in preventing alcohol use. Students assigned to the intervention condition (STARS
program) were provided with a two-phase prevention intervention administered by registered nurses at

the school including a brief initial health consultation and six intensive weekly follow-up consultations.
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A significant difference was found on heavy alcohol use, with intervention subjects showing a
reduction, while control subjects showed an increase in heavy drinking (Werch et al., 1996). Other
alcohol use measures were not affected significantly.

1.6.2. Factors Enabling Implementation

Nord and Houston (1995) cited in Department of Human Services (2004) evaluated the Redbank
Plains High School Integrated Support Services Project and identified a series of elements considered
essential for the implementation and maintenance of effective school health programs. These were:
Attributes of the youth health nurse — develop rapport with students, be non-judgemental,
enthusiastic, flexible, willing, youth-friendly and maintain boundaries;
Trust/confidentiality — limits to confidentiality must be explained from the outset;
Appropriate space — make students feel comfortable by allowing them to gain a sense of
ownership of the space and decorate the environment with posters and drawings, which also
allows the school nurse to gain a greater understanding of the current issues for some students;
Appropriate response — students should contribute to which services are provided;
Autonomy; and

Rights and responsibilities — made available and publicised to staff and students.

Teachers and staff value input from the school nurse in classroom teaching, due to their broader
health knowledge, their comfortable non-judgemental style when talking about the body and bodily
functions and as outsiders, they can answer questions and give individual confidential health advice
(Lightfoot cited in Hall 1999).

1.6.3. Barriers to Successful Implementation

Barriers to the success of school health program implementation can range from the personal
attributes of the school nurse, to program and policy issues governing the roles of those involved with
the school health programs (Department of Human Services, 2004). According to Simmons (2002),
time constraints is also considered a major barrier to both implementing school health programs and
the role of the school nurse itself.

Integration into practice is a commonly reported barrier to the implementation of a successful school
nursing program. McDonald (1997) believes the shift from clinical practice to a preventive care model
raises barriers for school nurses regarding their role and may lead to anxiousness over perceived

marginalisation.

School nurses contribute to the implementation of school health programs, and are valuable team
members in school health promotion, however it is unlikely many would be in a position to provide
leadership for these programs (Cotton et al., 2000). School nurses’ role in classroom teaching is
limited by lack of time (Hall, 1999).

Child Health Promotion Research Unit, Edith Cowan University 22



2. SCREENING SURVEY

Following the review of the literature, the next stage of the formative study involved the completion of
a survey by a sample of community schools in Western Australia, to determine their current roles and
ideas for a reoriented school nurse role. The following section describes the methodology undertaken

during this stage as well as some key results of the survey.

2.1. METHODOLOGY

The first part of this stage involved developing a set of objectives of the screening survey. These
objectives were sent out to the project's Management Committee for review and comment and
changes made as necessary. Similarly, several iterations occurred in the development of the survey,
in consultation with the project Management Committee. Although initially intended as a ‘screening’
measure, the final survey was a comprehensive measure of community school nurses’ current roles,
involvement in school health promotion, and ideas on possible future reorientation of the school nurse
role. A copy of the survey is provided in Appendix 2.

The screening survey was pilot tested with a convenience sample of six community school nurses in
Western Australia. These nurses were asked to provide a contact telephone number when returning
the survey, to enable the project coordinator to discuss with them their thoughts about the survey
questions. Changes were made to the survey based on some minor difficulties the nurses
experienced in completing the survey.

Information letters were next sent to the Directors of the South and North Metropolitan Population
Health Units, as well as the WA Country Health Service, on behalf of the rural Pilbara-Gascoyne and
Great Southern Population Health Units. These letters (Appendix 3) were followed up by the project
coordinator with a telephone call to obtain verbal consent from the Directors. Once verbal consent
was obtained, and a contact person identified for each of the four population health units, contact was
made with the relevant personnel to request assistance with distributing the surveys to all community

school nurses in these regions.

Unique identification codes were allocated to each of the community school nurses in the four
population health units. A total of 160 surveys were mailed to participants, along with a covering letter
(see Appendix 4), a ‘scratchie’ attached to the survey as a token of gratitude, and a reply-paid

envelope to facilitate return of the survey to Edith Cowan University.
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2.2.RESULTS

2.2.1. Demographics

A total of 160 surveys were distributed through the Population Health Units and 80 (50%) were
returned completed. Five nurses telephoned the project coordinator some time after receiving the
survey, explaining they had been unable to complete the survey due to being on leave when they

received it. Two community school nurses had left their positions before receiving the survey.

Table 1 displays the results of how many years respondents have been registered as a nurse. Almost
two-thirds of respondents (n=51) have been registered as a nurse for 25 years or more. The average
number of years registered as a nurse was 26. Responses to how long respondents have worked as
a community school nurse ranged between 6 months and 22 years, with the average length of time

approximately 8.5 years (see Table 2).

Table 1: Number of years registered as a nurse
Years n Percentage (%)
Less than 10 years 1 1.3%
10-14 years 4 5.1%
15-19 years 8 10.1%
20-24 years 15 19.0%
25-29 years 24 30.4%
30-34 years 16 20.2%
More than 34 years 11 13.9%
Table 2: Number of years working as a community school nurse
Years n Percentage (%)
Less than 5 years 25 31.2%
5-9 years 25 31.2%
10-14 years 18 22.5%
15-19 years 6 7.5%
20 years or more 6 7.5%
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The majority of respondents (n=66) completed their registration through a hospital-based diploma
while the remainder (n=13) obtained their registration through tertiary studies (Figure 1). In addition to
respondents’ original nursing qualifications, many reported obtaining further qualifications as shown in
Figure 2. The most common Certificates or Diplomas obtained by respondents were a Certificate in

Child and Community Health or School Health.

Figure 1: Responses to where registration completed
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Figure 2: Qualifications obtained in addition to original nursing qualification
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Community school nurses providing services to primary schools reported servicing between one and
13 schools, while nurses providing services to secondary and district high schools were only
responsible for one school each, as indicated in Table 3. Seven respondents reported providing

services solely to a special education school.
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Table 3: Number of schools to which nursing services are provided

One school 1-5 schools 5-9 schools 10 ormore
schools
Primary schools 4 18 23 6
Secondary schools 37 - - -
District high schools 3 - - -
Other 11 1 - -

2.2.2. Role of the Nurse in Schools

Respondents were asked to what extent their role across schools differed, the results of which are

provided in Figure 3 below. Most respondents reported their role varied ‘a little’ (36.5%) between

schools, however nearly 20% of respondents reported their role varied across schools ‘a lot'.

Figure 3: Extent to which role differs between schools

Percentage (%)

A lot 18.9%
A little 36.5%
Not at all 10.8%
Only work within one school 33.8%

When asked how their role differed between schools, respondents reported it mainly differed between:

primary and secondary schools — their role in secondary schools involved more health education,

health promotion and first aid, while primary school service provision mainly comprised screening

and surveillance;

socio-economic areas — health and social needs of students in lower socio-economic areas were

reported by respondents as being greater than those in higher socio-economic areas; and

private and public schools — respondents who provided services to both public and private schools

reported private schools were more likely to conduct their own health promotion activities with little

or no input from the school nurse.

To determine what community school nurses’ actual roles comprise, each respondent was asked to

report what proportion of time they spent completing a series of duties. Table 4 presents the results of

this question.
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Table 4: Activities current role involves

n Mean
Percentage (%)

Health Promotion 74 21.1%
Screening 60 36.7%
Counselling 59 15.4%
First Aid 61 17.0%
Referral and liaison 74 9.8%
Multidisciplinary meetings 57 7.2%
Staff training 60 6.0%
Other 24 30.0%

A large proportion of nurses reported being involved in health promotion (21.1%) and screening
(36.7%), with fewer nurses reporting involvement with multidisciplinary meetings (7.2%) and training
staff (6.0%). Other activities nurses reported being involved with in schools included immunisations,
parent workshops and providing direct care to ‘high need’ students (for example, students with

disabilities).

2.2.3. Involvement in Health Promotion

Within the last five years, most respondents reported implementing health promotion programs across
the whole-school including through classroom curriculum (88.5%), one-on-one opportunistic education
(93.7%), whole-school programs (82%) and programs for ‘at-risk’ students (77.8%) (Table 5). A

comprehensive description of the types of programs implemented by respondents is provided in

Appendix 5.
Table 5: Health promotion programs implemented in the last five years
Yes (%) No (%)
Classroom curriculum 88.5% 11.5%
One-on-one opportunistic education 93.7% 6.3%
Whole-school programs 81.8% 18.2%
Programs for ‘at-risk’ students 77.8% 22.2%
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Respondents were also provided with a list of possible reasons for implementing health promotion
strategies within the last five years and these are provided in Table 6. Most commonly, community
school nurses report health promotion is part of their role (92.5%) as well as reporting a need for
health promotion activity within their school(s) (80%). Other reasons given for implementing health
promotion strategies included the school nurse having a special interest or expertise in a particular
area; having a ‘love’ for implementing health promotion with a captive audience; considering health

promotion important; and parent or health services requesting the school nurse involvement.

Table 6: Reasons for implementing health promotion strategies
Number of responses Percentage (%)

| see it as part of my role 74 92.5%

| was asked by the principal / other o
school staff 55 68.8%

| could see a need for it 64 80.0%

| was approached by outside 35 43.8%
professionals to assist

Other 6 7.5%

Respondents reported being limited in implementing health promotion strategies by a number of
factors, including most commonly a lack of time (60%); lack of interest from the school community
(51%); lack of resources (46%); and health promotion programs already being led by other staff in the
school (37%). Less than twenty percent of respondents cited a lack of skills as a factor limiting

implementation of health promotion strategies. These results are presented in Table 7, below.

Table 7: Factors limiting the implementation of health promotion strategies
Number of responses Percentage (%)

| don’t have the time 48 60.0%
| don’t have the skills 15 18.8%
| don’t have the support 23 28.8%
There are not enough resources 37 46.3%
There is no interest from the school a1 51.3%
community to do so
Other staff already lead health o
promotion activity in the school 30 37.5%
Other a}genme.s.alr.eady lead health 13 16.3%
promotion activity in the school
Other 13 16.3%
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Community school nurses were also asked to nominate which factors influenced the type of programs
or services they delivered, the results of which are presented in Table 8. The following factors were
reported by most community school nurses as influencing the services they delivered ‘a lot": known
risk factors for school aged children (84.0%); Departmental directive (64.0%); psychosocial or family
issues (63.9%); and State-wide or Area priorities (62.2%). Socioeconomic status and ethnicity were
not reported by many respondents as influential in determining the types of programs or services
delivered in schools. ‘Other’ factors commonly cited as being influential on the types of programs or
services delivered included individual needs of the school and wider community; a lack of government
funding for health promotion programs in schools; a lack of interest by the community; lack of available

resources; specific requests of teachers; and the ‘health promotion calendar’.

Table 8: Factors influencing the type of programs or services delivered
A lot (%) A little (%) Not at all
(%)

State-wide or Area priorities 62.2% 32.4% 5.4%
Departmental directive 64.0% 33.3% 2.7%
Known risk factors for school aged children 84.0% 16.0% -
Children with special needs 50.7% 40.6% 8.7%
Psychosocial or family issues 63.9% 29.2% 6.9%
Ethnicity 16.7% 58.3% 25.0%
Socioeconomic status 36.0% 56.0% 8.0%
Other 88.9% 11.1% -

In an effort to identify those community school nurses who were more ‘innovative’ in their
implementation of health promotion programs and activities in schools, a previously validated
‘innovativeness scale’ was used (Flynn & Goldsmith, 1993). This scale has been used previously to
measure consumer involvement to identify potential earliest purchasers of new and innovative
products. It classifies respondents into five categories according to their cumulative responses
including innovators; early adopters; early majority; late majority; and laggards. For the purpose of
this study, three categories were assumed: high innovators (category 1); moderate innovators
(category 2); and low innovators (category 3). Table 9 presents the responses to the innovativeness

scale.
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Table 9: Innovativeness Scale

Strongly Agree Nelthgr agree
agree nor disagree

Strongly

Disagree disagree

In general, | am among the
last in my profession to try
new things in health
promotion at work.

1.3% 2.6% 15.6% 37.7% 42.9%

If I heard that a new health
promotion program was
available for my use, | would
be likely to try it.

36.4% 48.1% 11.7% - 3.9%

Compared to my colleagues |
do little health promotion 2.6% 5.2% 20.8% 44.2% 27.3%
activity.

| would consider trying a new.
health promotion program,
even if | haven't heard
anything about its usefulness.

1.3% 27.3% 24.7% 42.9% 3.9%

In general, | am one of the

last in my profession to find

out about the latest health 2.6% 5.2% 22.1% 42.9% 27.3%
promotion programs or

resources.

| know about new health
promotion resources or
programs before most other
people do.

5.2% 10.4% 49.4% 28.6% 6.5%

In order to categorise respondents, each community school nurse’s responses were recoded and
summed according to Goldsmith and colleagues’ (1993) recommendations. Using these summed
scores, cut-off points for three categories were established in consultation with a biostatistician.
Category 1 comprised those classed as ‘high innovators’ (range of scores from 1-19); Level 2 were
‘moderate innovators’ (range of scores from 20-25) and Level 3 included ‘low innovators’ (range of
scores from 26-30). These scores were used to identify community school nurses for follow-up

telephone interviews, further exploring their role in health promotion in schools.
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3. TELEPHONE INTERVIEWS

3.1. METHODOLOGY

Following the completion of the screening surveys, respondents’ scores from the innovativeness scale
were summed in order to allocate them to categories. Several iterations of questions for the telephone
interviews were made with the project Management Committee. The final questions used in the

telephone interviews are provided in Appendix 6.

Key personnel from each of the Area Population Health Services were contacted to request
assistance in obtaining contact information for the school nurses who participated in the screening
survey. A total of 39 school nurses participated in the semi-structured telephone interviews. Each
community school nurse was contacted by the CHPRU project coordinator who requested their
involvement in a telephone interview. Those who agreed were either emailed or faxed a fax-back
consent form (Appendix 7) which also asked for two preferred times to participate in the interview.

The responses to the interview questions are summarised below.

Although the following questions were asked of all community school nurses, many of the questions
were difficult for nurses working in primary schools to answer due to the nature of their role. Most
community school nurses work across many primary schools, sometimes only visiting a school two or

three times a month, which limits the amount of time available for health promotion activity.

3.1.1. Current Involvement in Health Promotion Activity

Community school nurses were firstly asked to what extent they are involved in implementing health
promotion activity at the school or schools to whom they provide nursing services. Nurses were
prompted to consider the key components of the Health Promoting Schools model in relation to the
question. Four main themes emerged in response to this question: classroom-based activities; whole-
school health promotion activities; school nurse-student relationship; and whole-school school
policy/environment. These are discussed in detail below.

Within the classroom nurses indicated they are involved in delivering health lessons to students
including topics such as nutrition, asthma, growth and development, hygiene, back care, diabetes and
mental health. They are most commonly involved in the classroom at the request of teachers for
example, in response to emerging issues in the school. One nurse reported visiting Year 8 and Year 9
classes to speak about sex and relationships as there were concerns some of the female students
were being pressured into sexual relationships. Nurses in primary schools reported mainly delivering

lessons on topics such as growth and development.
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Community school nurses are also involved in health promotion activities at the whole-school level,
implementing health promotion days or weeks with a particular theme, for example, Health Lifestyle
Days, Breakfast Clubs, Asthma Friendly School and School Open Days. Nurses also reported they
collaborate with external community agencies, with some involved in reference groups with these

agencies.

School nurse-student relationships are fostered through one-on-one involvement with students at the
request of teachers, parents, or the students themselves, and often result in follow-up sessions.
Some nurses also indicated every contact with a student is treated as an opportunity for health

promotion.

Finally, nurses indicated they may be involved with writing whole-school policies on a range of issues
ranging from dealing with asthmatic students, to health and drug policies. Some nurses also reported
being asked to write regular items on a variety of health-related issues for the school newsletter, while
another reported re-developing school camp and excursion forms to include more health information

for parents.

3.1.2. Satisfaction with Current Involvement in Health Promotion Activity

Community school nurses were asked to indicate their satisfaction with his/her current involvement in
health promotion activities and programs in meeting the needs of the school community.
Respondents were prompted to indicate what other health promotion, if anything, they would consider
valuable to be involved in given the often limited time he/she may have in the school. The majority of
nurses indicated they were only moderately satisfied their involvement in health promotion activities
and programs was meeting the needs of the school community, and reported they would like to be
involved in more health promotion activities and programs in their school/s, provided they had more
time. Some nurses in rural areas reported it was difficult to implement health promotion due to the
transient nature of the whole-school population. Specifically, health promotion activities and programs
nurses reported they would like to be more involved in included:

Classroom education — including asthma education, diabetes education, growth and development

and mental health/self-esteem issues. Some nurses also indicated they would like more

involvement with senior secondary students, whose needs are different to those in Years 8-10.

Whole-school policy — would like to be more involved in developing policies on issues such as

drugs, school canteen, and health and nutrition policies.

Programs — nurses reported they would like more involvement with and access to evidence-based

health promotion programs.

For all three issues above, lack of time and other competing priorities were cited as reasons for not

being more involved in health promotion activities and programs in the school.
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3.1.3. Recommendations for Future Involvement in Health Promotion Activity

Given the multifaceted nature of the school nurse role, community school nurses were asked to
recommend how much time they felt a school nurse should be involved in planning and implementing
health promotion activities and programs within the school and wider community. Among nurses
providing services to secondary schools, the belief was health promotion currently is, and should
continue to be a significant part of their role. Community school nurses agreed having greater access
to evidence-based health promotion programs would require less time planning which would
encourage them to participate in more health promotion activities. In primary schools however, some
nurses indicated other school staff consider the nurse’s priority should be screening students, with

teaching staff more involved in delivering health promotion programs and activities.

Community school nurses were next asked if the school nurse role were to include more health
promotion activities and programs, what resources, support or training would be needed to assist
them. Community school nurse responses can be broadly classified into the following four areas
including:
Resources — easy access to evidence-based health promotion programs emerged as an important
theme for respondents. Some nurses expressed frustration at having to access resources at their
head office, sometimes finding the resources unavailable. Updates on the variety of resources
available, as well as improved access to programs was recommended by all respondents.
Support — continued access to health promotion officers, and other allied health professionals
such as dietitians and diabetes educators was considered a need among respondents. Support in
implementing health promotion programs from the whole-school was also seen as important, with
many nurses recommending a whole-school committee. One respondent reported a need for
support in writing funding proposals, as nurses often have to write complex proposals for funding
of health promotion programs.
Training — for specific health promotion programs such as the Triple P program and Parental
Guidance Recommended (PGR) as well as in general health promotion skills such as health
promotion planning and development strategies/methods. Some respondents also expressed a
need for more training to assist in the preparation and presentation of classroom curriculum.
Other — the majority of respondents cited time as the most critical factor in supporting school
nurses to include more health promotion activities and programs in their role. Having an
organised approach to health promotion, rather than responding in an ‘ad-hoc’ manner was also

seen as important.
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Finally, respondents were asked which of the other services or supports the school nurse provides in
schools he/she feels would be diminished in their effectiveness by taking on a greater involvement in
health promotion activities and programs. The majority of respondents felt their involvement in
screening and first aid would probably suffer if they took on a greater health promotion role. Nurses
reported it was important not to lose their role in first aid as it provides an important opportunity to
build relationships with students and for one-on-one health education. Other services and supports
nurses reported may suffer included assisting students with immediate family problems, and student
and staff ‘drop-in’ access to the school nurse. Despite this, some nurses felt none of the other
services and supports they provide would suffer as they considered health promotion is incorporated

in their entire role.

Child Health Promotion Research Unit, Edith Cowan University 34



4. DELPHI PROCESS

The final stage of this formative research involved consultation with key stakeholders in the field of
community school nursing including nurses, educators and health promotion professionals. The aim
of this stage was to determine, through the use of the Delphi technique, consensus on the proposed
Job Description Format (JDF) and associated tasks for community school nurses which resulted from
the literature review and community school nurse consultation. The following section describes the

processes undertaken during this stage and the results of the Delphi process.

4.1. METHODOLOGY

To validate the proposed community school nurse JDF, an advisory panel was convened comprising
highly experienced practitioners in the areas of community school nursing, education and health
promotion. Using the advice and expertise of the project’'s Management Committee and findings from
telephone interviews, a list of key stakeholders in community school nursing and education was
identified.

4.1.1. The Delphi Technique

The Delphi technique is a means of achieving group consensus of opinion and priority concerning a
particular issue or objective (Delbecq, Van de Ven, & Gustafson, 1986; Stahl & Stahl, 1991). The
technique involves a multi-stage process whereby an expert panel respond to a series of
questionnaires, known as rounds, with each questionnaire building upon the previous responses, until
the desired level of consensus is achieved (Delbecq et al., 1986; Goodman, 1987; Gupta & Clarke,
1996; Jones & Hunter, 1995; Miller, 1990; Stahl & Stahl, 1991; Sumsion, 1998; Williams & Webb,
1994).

The technigue was chosen as the method of inquiry for two reasons. Firstly, because of its process to
achieve group consensus of opinion between individuals who are anonymous to one another and from
diverse backgrounds and locations (Goodman, 1987; Miller, 1990; Stahl & Stahl, 1991; Sumsion,
1998; Williams & Webb, 1994). This has enhanced collaboration and the synthesis of national opinion
on the topic and facilitated active and equal participation from all members of the panel, overcoming
factors that can distort opinion in face-to-face discussion (Gupta & Clarke, 1996; Miller, 1990; Stahl &
Stahl, 1991; Sumsion, 1998; Williams & Webb, 1994). Miller (1990) notes these factors as: including
the influence of a dominant personality; defence to a real or supposed authority; reluctance to
contradict others; a swaying to majority opinion; and reluctance to abandon one’s previously taken
stance on an issue. The second reason for using this technique is that, by drawing on the current

knowledge of practitioners, it provides a more up-to-date exchange of information than just a literature
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search (Delbecq et al., 1986). While the Delphi Technique is often used with experts in the field for
synthesis of opinion, the technique in this study was used to seek opinion from stakeholders in
Western Australia who were representative of agencies most likely to be involved in the eventual use

of the proposed Job Description Format for community school nurses.

4.1.2. Participants

The selection of individuals to form the panel is a critical step in the inquiry process and is a
determining factor in the quality of the responses and final outcome achieved (Jones & Hunter, 1995;
Miller, 1990; Stahl & Stahl, 1991). An important question and one often raised in criticism of the
Delphi technique is the lack of criteria for identifying a representative (Gupta & Clarke, 1996; Williams
& Webb, 1994). Williams (1994) argues the need for inclusion criteria when selecting panel members.
In general, it has been argued the panel should consist of individuals who have a high level of relevant
expertise in the area of interest, deep interest in the problem and important knowledge or experience
to share (Delbecq et al., 1986; Stahl & Stahl, 1991).

A nomination process was conducted to select specific individuals to be invited to participate in the
Delphi process (Delbecq et al.,, 1986). Nominations were made by members of the project’s
Management Committee. The result of this nomination process was a list of 11 individuals, the
majority of whom work in the health and education sectors of Western Australia.

4.1.3. Instruments

In the Delphi process, one document comprising three tasks was sent for review (Appendix 8).
Participants were asked to respond to the following tasks:
Task 1: to review and rank the five proposed duty areas of the JDF and provide comment on the
inclusion of each duty area ;
Task 2: to allocate a percentage of a full-time equivalent (FTE) school nursing position to be spent
on each duty area within the proposed JDF; and
Task 3: to review and express level of agreement with the inclusion of specific tasks listed under

each duty area of the proposed JDF.

Task One

Participants were provided with a table comprising the five proposed duty areas of the JDF. They
were asked to rank each of the duty areas where the lowest number/s represented the most important
area/s and the highest number/s the least important area/s for a community school nurse in Western
Australia to undertake. An extra column at the far right of the table enabled respondents to comment
on each of the duty areas, should they wish. The value of ‘1’ represented the highest ranking, that is,

the most important duty area for a community school nurse in Western Australia to undertake. The
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use of equivalent rankings was permitted when two duty areas were considered equally important.
The panel was instructed to use a ranking of zero for those duty areas they considered
unrepresentative of those that should be undertaken by a community school nurse, enabling
differentiation between those duty areas ranked least important, but of some value, to those

considered to have no value. Table 10 below provides an example of the table sent to participants.

Table 10: Example of Task One

RANK DUTY AREA COMMENTS

Health Promotion, Prevention and Early
Intervention

Task Two
Participants were asked to assign a suggested proportion of a full-time equivalent (FTE) community
school nurse’s role that should be dedicated to each of the listed duty areas (totalling 100% across the

five duty areas).

Task Three

Each of the five duty areas of the proposed JDF comprised a list of specific tasks for a community
school nurse. The final task in the Delphi process aimed to obtain a quantitative measure of
agreement for each JDF task by asking the panel to rate their agreement with each task as one that
should be undertaken by a community school nurse. This rating was performed on a five-item Likert
scale of strongly agree, agree, neither agree nor disagree, disagree, strongly disagree. The purpose
of this was to assist the researchers to decide which tasks to include within each duty area of the JDF.
Panel members were also invited to comment on each of the tasks, should they wish. Table 11 below

provides an example of this final Delphi task.

Table 11: Example of Task Three
LEVEL OF AGREEMENT
TASKS Neither COMMENTS
Strongly Agree agree nor | Disagree Strongly
agree 9 dgi;s agree 9 disagree

Develop partnerships with
key stakeholders within
the whole-school L 2 s 4 5
community
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4.1.4. Procedure

Traditionally, the first round in Delphi has been used to elicit from expert members responses and
comments about an issue, with this information being used in subsequent rounds (Sumsion, 1998).
However, this round has been modified to encourage researcher participation in the compilation of
response information (Jones & Hunter, 1995; Stahl & Stahl, 1991). In this version therefore, the
expert panel is presented with pre-existing information (Sumsion, 1998). While this approach may
lead to bias or limitation in the responses obtained, the advantage is its potential to save time
(Sumsion, 1998).

The comprehensive literature review of research into the role of the community school nurse, as well
as the subsequent screening surveys and telephone interviews completed, assisted the researchers to
minimise bias and limitation of response. From this collective evidence, and supported by the Health
Promoting Schools framework, a draft Job Description Format (JDF) was compiled and reviewed by
both the project’'s Management Committee and the investigators at Edith Cowan University. The
resultant JDF was modified in layout to encourage comment from Delphi participants and can be
found in Appendix 9.

This first round instrument for review was sent to all participants via email. Respondents were asked
to read and respond in seven days and return the review by email, or facsimile. A reminder email was
sent to all participants two days prior to the due date. A total of 7 panel members (64%) returned their
responses for Round 1.
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4.2.RESULTS

Most respondents agreed health promotion, prevention and early intervention should be the main
responsibility of community school nurses, followed closely by early health detection, screening and
surveillance. Specialist health, professional development, policy and advocacy were equally weighted

by respondents as the least important duties for community school nurses.

Table 12: Rankings of Duty Areas

Duty Area Median Range
Health Promotion, Prevention and Early Intervention 1 {1-2}
Early Health Detection, Screening and Surveillance 2 {1-2}
Specialist Health 3 {1-4}
Professional Development 3 {2 -5}
Policy and Advocacy 3 {2 -5}

On average, respondents reported community school nurses should spend almost 40% of their time
implementing health promotion, prevention and early intervention strategies. This represents the
greatest proportion of a community school nurse role, followed by early detection, screening and
surveillance (20%) and specialist health (17.5%). Respondents reported community school nurses

should only dedicate 10% of their time to professional development.

Table 13: Mean % FTE for Duty Areas

Duty Area Mean % FTE
Health Promotion, Prevention and Early Intervention 38.3%
Early Health Detection, Screening and Surveillance 20.0%
Specialist Health 17.5%
Policy and Advocacy 13.3%
Professional Development 10.0%

Tables 14 to 18 on the pages to follow present the results for Task Three of the Delphi process, where
respondents were asked to rate their level of agreement with the inclusion of specific tasks under each
duty area of the JDF. Strong levels of agreement were reported for the majority of the tasks across all
duty areas.
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Table 14: Level of Agreement with Tasks for Health Promotion, Prevention and Early Intervention

Neither
HEALTH PROMOTION, PREVENTION AND EARLY INTERVENTION Sgong'y Agree agree nor Disagree Strongly
gree ; disagree
disagree
Develop partnerships with key stakeholders within the whole-school community 85.7% 14.3% - - -
Establish networks with external agencies and providers for referral and resources 57.1% 42.9% - - -
Establish networks with external agencies and providers to assist with the design, 28 6% 42 9% 28.6% ) )
implementation and evaluation of health promotion activities
Provide care, liaison, referral and advocacy for individuals and families within the
o . ; : : 71.4% 28.6% - - -
school community, in relation to mental, social and physical health issues
Contribute to the design, implementation and evaluation of special health
: L : . 28.6% 71.4% - - -
promotion programs as indicated in the whole-school community
Advocate for and contribute to the implementation whole-school health promotion 100.0% ) ) ) )
programs '
Implement health promotion days/weeks 28.6% 14.3% 42.9% 14.3% -
Contribute to the identification of environmental risk factors for poor health
including assessing and addressing health issues such as:
- Food and beverage choices available for stu.d(.ant.s; 57 1% 42.9% ) ) )
- Opportunities for participation in physical activity;
- Shade availability; and
- Road safety.
Contribute to and/or (jel|ver classroom-based activities with expert knowledge, 71.4% 14.3% 14.3% ) )
resources and capacity
Access health promotion officers for advice and assistance to implement health 100.0% ) ) ) )

promotion activities
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Table 15: Level of Agreement with Tasks for Early Health Detection, Screening and Surveillance

Neither
EARLY HEALTH DETECTION, SCREENING AND SURVEILLANCE Strongly Agree agree nor Disagree Strongly
Agree ; disagree
disagree
Monitor health status of students with chronic illnesses - 85.7% - 14.3% -
Coordinate early detection as per NH&MRC guidelines 42.9% 28.6% 28.6% - -
Assist with school-based immunisation programs - 71.4% 14.3% 14.3% -
Table 16: Level of Agreement with Tasks for Specialist Health
Strongly Neither . Strongly
SPECIALIST HEALTH Agree agree nor Disagree .
Agree ; disagree
disagree
Prowspn of primary health care (including assessment, treatment and referral of 28 6% 28.6% 28 6% ) )
illness/injury)
Provide health related counselling and crisis management relating to 42 9% 57 1% ) ) )
child/adolescent health
Provide one-on-one health education 28.6% 57.1% 14.3% - -
Respond to health emergencies 42.9% 28.6% 28.6% - -
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Table 17: Level of Agreement with Tasks for Professional Development

Strongl Neither Strongl
PROFESSIONAL DEVELOPMENT gy Agree agree nor Disagree rongty
Agree di disagree
isagree
Proficiency in the use of M|crosoft_ Office applications, particularly Power Point, 14.3% 85.7% ) ) )
and how to use the Internet effectively
Participate in professional development to enhance skills to:
- Deliver classroom curriculum;
- Provide one-on-one counselling; 57.1% 28.6% 14.3% - -
- Design, implement and evaluate Health Promotion programs; and
- Provide professional development opportunities for other school staff
Enhance capacity of staff to effectively teach health education and implement 57 1% 28.6% 14.3% ) )

health promotion activities
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Table 18: Level of Agreement with Tasks for Policy and Advocacy

POLICY AND ADVOCACY

Strongly
Agree

Agree

Neither
agree nor
disagree

Disagree

Strongly
disagree

Contribute to the establishment and implementation of school policies addressing:
- health screening and surveillance;

- primary health care and health emergencies;

- illness and disease;

- mental/emotional and social health issues;

- case planning for students with special needs;

- administering medications;

- case management; and

- nutrition and physical activity.

Develop partnerships with key stakeholders within the whole-school community

Contribute to the establishment of systems (including protocols, training and
advocacy) to assist the school’s response to:
- health screening and surveillance;
primary health care and health emergencies;
illness and disease;
mental/emotional and social health issues;
case planning for students with special needs;
. administering medications; and
case management

N

71.4%

100.0%

85.7%

28.6%

14.3%
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5. RECOMMENDATIONS

This section presents recommendations for the future role of community school nurses. These
recommendations are based on the findings of the literature review, consultation with community school
nurses and the validation of the proposed Job Description Format (JDF) with health and education

stakeholders.

The role of the school nurse has evolved over many years. It has become evident over time that nurses
working in schools are ideally placed to be involved in the planning, implementation and delivery of health
promotion programs and activities to students, and the wider school community. Nurses bring with them
extensive health-related knowledge, and have been shown to be a credible, trusted figure in the school to

whom students and staff can approach in confidence (Lightfoot & Bines, 1997).

The following pages present a proposed Job Description Format (JDF) for the future role of a community
nurse working in schools in Western Australia. Tasks are listed under each of the five duty areas of:
Health Promotion, Prevention and Early Intervention;
Early Health Detection, Screening and Surveillance;
Specialist Health;
Policy and Advocacy; and

Professional Development.

Some of the tasks listed under these areas are italicised, indicating not all of the panel members of the
Delphi process agreed with their inclusion in the JDF. These tasks have however been left in for
consideration as they have either been identified in the literature as important components of the school
nurse role, or have been reported in telephone interviews with community school nurses as tasks they

consider important or would like to be more involved in.
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Table 19: Final Proposed JDF for Community School Nurses

HEALTH PROMOTION, PREVENTION AND EARLY INTERVENTION % FTE
Develop partnerships with key stakeholders within the whole-school community
Establish networks with external agencies and providers for referral and resources
Establish networks with external agencies and providers to assist with the design,
implementation and evaluation of health promotion activities
Provide care, liaison, referral and advocacy for individuals and families within the school
community, in relation to mental, social and physical health issues
Contribute to the design, implementation and evaluation of special health promotion
programs as indicated in the whole-school community
Advocate for and contribute to the implementation whole-school health promotion programs
40%

Contribute to the identification of environmental risk factors for poor health including
assessing and addressing health issues such as:

- Food and beverage choices available for students;

- Opportunities for participation in physical activity;

- Shade availability; and

- Road safety.
Contribute to and/or deliver classroom-based activities with expert knowledge, resources and
capacity
Access health promotion officers for advice and assistance to implement health promotion
activities
Implement health promotion days/weeks*
EARLY HEALTH DETECTION, SCREENING AND SURVEILLANCE
Monitor health status of students with chronic illnesses
Coordinate early detection as per NH&MRC guidelines 20%
Assist with school-based immunisation programs*
SPECIALIST HEALTH
Provide health related counselling and crisis management relating to child/adolescent health
Provide one-on-one health education
Respond to health emergencies 15%
Provision of primary health care (including assessment, treatment and referral of
illness/injury)*
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POLICY AND ADVOCACY

Develop partnerships with key stakeholders within the whole-school community

Contribute to the establishment and implementation of school policies addressing:
- health screening and surveillance;
- primary health care and health emergencies;
- illness and disease;
- mental/emotional and social health issues;
- case planning for students with special needs;
- administering medications;
- case management; and

- nutrition and physical activity. 15%
Contribute to the establishment of systems (including protocols, training and advocacy) to
assist the school’s response to:

- health screening and surveillance;

- primary health care and health emergencies;

- illness and disease;

- mental/emotional and social health issues;

- case planning for students with special needs;

- administering medications; and

- case management.
PROFESISONAL DEVELOPMENT
Proficiency in the use of Microsoft Office applications, particularly Power Point, and how to
use the Internet effectively
Enhance capacity of staff to effectively teach health education and implement health
promotion activities

10%

Participate in professional development to enhance skills to:

- Deliver classroom curriculum;

- Provide one-on-one counselling;

- Design, implement and evaluate Health Promotion programs; and

- Provide professional development opportunities for other school staff
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These recommendations have been made after a thorough review of evidence and consultation with
community school nurses and other health and education stakeholders. The recommended JDF
incorporates evidence and stakeholder feedback within a Western Australian context. The following

limitations for these recommendations exist:

1. Time: Most secondary schools in Western Australia have one community school nurse on the
school grounds most of the time. Many Western Australian primary schools however have one
nurse spread across many schools, sometimes up to 13 schools. These recommendations would
therefore not be possible for a community school nurse servicing primary schools to implement
given the current structure. Consideration should be given to reducing the number of primary
schools a community school nurse is responsible for to allow more time for health promotion
initiatives.

2. Training: Many community school nurses would require further training in health promotion
planning, implementation and evaluation to effectively conduct these recommended duties and
tasks

3. Whole-school acceptance: Many community school nurses indicated their fellow school staff
would be or currently are resistant to their involvement in health promotion activities. It is
therefore recommended further consultation be conducted with primary and secondary school

staff to ensure acceptance of this new role.

This formative study has enabled the review of the current community school nurse JDF which has
resulted in a revised JDF which has been validated by expert stakeholders from health and education
sectors. This formative research requires further investigation and consultation with a broader range of
community school nurses and stakeholders prior to the recommendations being implemented in Western

Australian schools.
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