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Surgical nurses’ perceptions and experiences of a medications and oral restrictions policy

change: a focus group study

ABSTRACT

Aims and agbjectives. To explore the perceptions and experiences of surgical nurses before
and after introducing the Medications and Oral Restrictions Policy (the Policy).

Background: The Policy was developed following extensive consultation, and evidence-
based strategies were considered for its implementation. However, it is possible uptake did
not meet expectations.

Design: Focus group interviews.

Methods: Three focus groupsere conducted in November 2015 around ‘what worked, what

didn’t and why, before and after hospital-wide implementation of the Policy. Data were

coded and@nalysed using an inductive-deductive Thematic Analysis approach. The COREQ
checklist guided reporting (see Supplementary File).

Results: The three groups consisted of 16, 14 and six surgical nurses. Before the Policy there
was confusion, lack of clarity and guidance, and lack of experience and coniitlence
managing ‘medications when patients had oral restrictions. After the Policy rollout there was a
sense ofknowing what to dbbecause of improved clarity and decision support; but there

were also problems with: not everyone knowing about the policy, particularly due to staff
movement and turnover; and, individual interpretation of the policy including use of its signs
outside of context, and decision-making processes.

Conclusion: Exploration ofnurses’ perceptions of a medication-related policy change found

that while the Policy provided clarity and decision support for some it made little difference
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for others. Limited reach of the policy was an issue despite an effort to address this at the
outset, as well as variations in interpretation of the policy and subsequent decision making.
Relevanceto clinical practice: How individuals interpret information and their

understanding of the context behind the policy or guideline may affect implementation and
should be considered alongside other barriers when implementing medication-related
initiatives. Furthermore, implementation strategies that are independent of ongoing resources

and/or key champions to sustain should be prioritised for all initiatives.

Key words..Nutse, surgical nursing, medication, medication management, focus groups,

policy

IMPACT STATEMENT
What doesthis paper contributeto thewider global clinical community?

e Staff who understood the context of the Policy found it beneficial to their practice.
Hence, more innovative and time/resource effective ways to provide context for staff
and/erte‘educate staff about the Policy need to be found.

e Strategies to minimise the variations in how staff may interpret information presented
in‘medication-related policies or guidelines and the subsequent individual decision-
making'process should also be considered for all future initiatives.

e Continuous staff movement, turnover and insufficient ongoing resources are the
reality of many organisations. Therefore, strategies that are largely independent of
ongoing key staff/champions to drive need to be prioritised for all implementation

initiatives.

INTRODUCTION

Guidelines;-policies, procedures and other evidence-based initiatives are often implemented
with the expectation they will be taken up by staff. However, research shows evidence-based
guidelinesare'not implemented effectively and health outcomes are therefore not achieved
(Michie etal., 2005). Although evidence-based strategies were considered for the
implementationwof the Medications and Oral Restrictions Policy (the Policy) it is possible
uptake of the Policy did not meet expectations. Previous research suggests that even
theoretically informed implementation may not go according to plan (Curran et al., 2013). An

understanding of factors that contribute to variations in practice is needed to develop
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implementation interventions to increase the uptake of evidence into practice and so reduce
variability in the delivery of recommended practices (Tavender et al., 2014). Understanding
the issues from the perspective of staff who are most affected by the Policy will guide further

improvement attempts and future implementation initiatives.

BACKGROUND

The Policy'was developed in response to adverse medication-related incidents occurring
when patients had restrictions on oral intakestrategies such as simplification and

standardisation, decision support at the point of care, Opinion Leaders and Clinical Champions

(Australian Cemmission on Safety and Quality in Health Care, 2008; Grol, Wensing, & Eccles, 2004;

Kohn, Corrigah, & Donaldson, 2000; Schneider, 2002) were considered in its development and

implementation. The Policy aimed to simplify and standardise oral restriction terminology and
medication administration instructions to reduce confusion and unwanted practice variations
Fasting meant givpatients’ regular oral medications up to one hour prior to surgery unless
advised; nil by mouth meant absolutely nothing by mouth, including sips of water and oral
medications;restricted oral intake meant check medical orders before giving anything by
mouth, including medications. The Policy is supported by coloured-coded bedside signs,
which explains'each category and provides decision support at the point; @rearefor

fasting, amberfor restricted oral intake, and red for nil by mouth. The Policy was apatoved
numerous forums hospital wide and had the backing of key Opinion Leaders, including those

from medical, nursing, pharmacy and speech pathology.

Implementation for the surgical wards occurred in February 2015 and incogiion

Leaders, engagement with stakeholders including consultation with key senior staff from

each ward'to seek support for the Policy and assignation of Clinical Champions, and six
information.sessions over two weeks; these sessions included case studies highlighting the
need and context behind the Policy. The sessions were open to all staff in the area and were
scheduled=during nursing education times. The Policy was discussed at surgical unit meetings
to capture.doctors. Key staépresenting graduate nurse education, medical educatasoal
(supplementalynursing staff, speech pathology, food services and patient service assistants

were consulted about the Policy. A summary of the Policy, the Policy document, and a link to
the Policy’s intranet site were sent to these contacts for distribution tar theoup. The email

was also sent to Pharmacy and surgical ward staff. A reminder email was sent to nursing staff
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on the morning of the rollout and all signs previously used for oral restrictions were removed

and replaced with the Policy’s bedside signs.

AlM

The purpeseofithis study was to explore the perceptions and experiences of surgical nurses to
understand whether the Policy addressed the relevant issues encountered before the Policy
was introduced and to understand factors that may contribute to variations in practice after

Policy implementation.

METHODS
Design

Focus group interviews.

Sample/Participants

Purposeful.sampling, which is the identification and selection of individuals or groups of
individuals.that,are especially knowledgeable about or experienced with a phenomenon of
interest for.the most effective use of limited resource (Palinkas et al., 2015), was used in this
study. Surgical nursdmm the Surgical Clinical Service Unit of the hospital (which covers most

surgeries except:oncology and paediatrics) were targeted because they were most likely to be

affected by the Policy.

Data collection
The study was conducted at an acute campus of a tertiary teaching hospital in Australia and
was approved by thiustin Health Research Ethics CommittdeNR/15/AUSTIN/403).

An email.about.the study and that sought assistance with identifying participants was sent to
the four Narse"Unit Managers. The Managers were asked to forward the Participant
Information Sheet- which specified demographic data will not be requested to encourage
participation= to potential participantdhis information sheet also detailed the researchers’

personal goals-and.reasons for doing the research.

The number of participants per focus group should not be too large or too small to allow
meaningful discussion as well as diversity of discussmany researchers aim for at least six

participants per groufsuest, Namey, & McKenna, 2016; Morgan, 1997; Rabiee, 2007; Wong,
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2008). The determining factor for the number of focus groups needed depends on whether new
information may be obtained with each new group (Jamieson & Williams, 2003), that is, when the data
become saturated and further focus groups become unnecessary (Jayasekara, 2012); some

researchers suggest only three to four focus groups may be necessary for a simple research question
(Guest et alr, 2016;'Morgan, 1997; O.Nyumba, Wilson, Derrick, & Mukherjee, 2018; Rabiee, 2007). We
therefore aimed for at least three focus groups, with at least six participants per group.

Consent was assumed if the participant attended the focus group session.

Focus group format

Two researcherdT and GD, conducted the sessions with moderating an&D observing.
No other observers were present. Each session ran for approximately 45 minutes and was audio-

recorcedusing the ‘voice memo’ application on two iPhones (Apple, Cupertino, California).

Two broad-based questions provided the setting for the sessions:
1. What worked well, wht didn’t, and why, before the Policy was implemented?
2. What.werked wellwhat didn’t, and why, after the Policy was implemented?
These two questions had been piloted prior to the study and were included in the Participant

Information Sheet.

If further prompting was needed, the Theoretical Domains Framé&@aik, O’Connor, &
Michie, 2012) was used to guide discusshrigf field notes were made during and immediately
after the interview sessions. These notes were used, where required, to assist with reflection of data

during analysis.

Analysis

The audio'recordings wetenscribed ‘verbatim’ by one researché€fT). Another researcher

(GD) checked-the transcriptions against the audio content for accuracy. The transcriptions
were readrand=re-read by and GD to allow for immersion of data. One researghiéy

coded the.data (NVivo 11 for Windows, QSR International Pty Ltd.) inductively, and
deductively using the Theoretical Domains Framework (Cane et al., 2012), while another
(GD) independently coded the data inductively and then discussed the coding with the first
coder. Coding was also discussed viigand JB. Data were analysed using the Thematic
Analysis approach. Thematic analysis is a method for identifying, analysing and reporting
patterns within data (Braun & Clarke, 2006, 2012). As thematic analysis does not require the
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detailed theoretical and technological knowledge of approaches, it can offer a more
accessible form of analysis, particularly for those early in a qualitative research career (Braun
& Clarke, 2012). It also offers a useful approach for those doing more applied research, or
when doing research that steps outside of academia, such as into the policy or practice areas
(Braun &Clarke, 2014). Focus group data is suitable for thematic analysis (Joffe, 2012). The
inductive/deductive approach allows the data to be analysed with certain preconceived
templates ‘derived from theories, but also allowing for the emergence of new concepts (Joffe,
2012). Subtheme and theme development were discussed by all researchers. The whole

process, from coding to themes, was iterative.

Researcher experience and potential influence on results

Three researcher§], DS and JB, have prior experience with qualitative research.

One researchéfT) was the project officer for the Policy and may havenh@own to some
participants. Another researchi{D) was the Surgical Quality Coordinator and was known to
some participants. It is possible participamésponses were influenced by this. Data coding,

analysis and th&ibsequent report may reflect the authors’ involvement with the Policy.

The 32item Consolidated Criteria for Reporting Qualitative Studies (COREQ) was used to
guide reporting (Tong, Sainsbury, & Craig, 2007). (See Supplementary File).

RESULTS
Three focus groups, consisting of 16, 14 and six surgical nurses respectively, were conducted
over two weeks in November 2015, approximately eight months post Policy rollout. The

focus group sessions occurred during nursing education times.

Participants'were female and had worked at the hospital for at least 12 months; none were
recent (lesssthan 12 months) graduates. Although demographic data were not elicited, based
on discussions during the sessions all four surgical wards were represented. Two sessions
contained participants from different wards. Participantie third focus group were from

the pilot ward, which had been operating the Policy since mid-2012.
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Some participants from the first two groups stated they did not know about the Policy
however, once discussion occurred all indicated they had seen and/or used the Policy signs.

Participants from the third session knew about the Policy and were aware of its aims.

Befor e Palicyrollout
Prior to the Policy there was no hospital-wide guidance for giving oral medications when
patients had oral'intake restrictions. Discussions relating to pre Policy focussed on what

didn’t workewell. (Refer to Appendix for Coding Tree)

Not knowing what to do

Confusion @baut fasting and nil by mouth

There was confusion about what fasting or nil by mouth meant. One participarfysaid,
would be confused about patient’s fasting statuswere they going to theatre, were they fiot?
Another participant saidOr nil by mouth might have been used inappropriately when they
are not’ One nurse summed it with, think there was confusion with nil orally and fasting
there was ne.differenceSometimes fasting meant patients were not allowed to have
anything orally, while nil by mouth, on the other hand, may mean oral medications or sips
were allowed. One participant commentédsiut even sometimes with just the plain fasting
sign you’re likes“00h, canthey have sips of water?’” and another said,..when it said nil

orally I was like,“oh, can they swallow, can they ntThis confusion has the potential to
affect patient safety; for example, the risk of giving oral medication to a patient with
swallowing difficulties or the withholding of essential medications from patients who are safe
to swallow. One nurse saitSo there was no clear distinction and, you know, sometimes
they would be nil orally but you could still give meds or, you know, so there was (sic)
compromises being made...” Another nurse, referring to a particular incident, saidhen
they’ve ended.up(in ICU)...so ICU are like, going well, ‘it’s because you’ve been

withholdingthesmedication. .Patients were gettingpmpromised...”

Lack of clarity and guidance

There was a'sense of lack of clarity and guidance. One participant talked about the need to
get an understanding of what to do when coming onto a $jii;d have to, before you can

do anything, just work out.....are they fasting or not? Another participant commented about
not knowing if patients are allowed to have their medications and needing to get that
clarified. The lack of clarity and guidance meant it was open to interpretation as to whether
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medications were given or withheld. One nurse s&dcause they didn’t have a guideline or
anything to sort of follow, so they were sort of making the decisions them&ehresther
stated;“So it could be quite random as to who got what medication and who didn’t.” A

further consequence of this issue was some staff were giving or receiving inconsistent
information;:as‘one nurse statéd,someone tell you one thing and someone else would tell

you something else.

The lack of clarity and guidance also impacted on staff time and resources with nurses having
to spend time trying to contact doctors to clarify what was intenddtat exactly did they

mean by fasting or nil by mouth, and should oral medications be given or withheld?
Participants agreed there wétets of phone calls, pagésand“paging units then units

saying call someone else....”

Without structured guidance, it appears that, often decisions were madénatdte
discretion."These decisionsantend towardsfrom one participant’s point of view, erring on
the side of eautiori;l think we tend to withhold rather than give something thinking toat,
that’s OK.”"We’d'rather, we’d be a little bit more reserved.”

Lack of experience and confidence

An issue discussed as problematic was the lack of experience and confidence of the doctor or
the nurse to make a decision about giving or withholding medications; for instance, one
participant offered;| think sometimesvith the doctors they were....some were confident to

tell you which ones to withhold and some were not as confident so they would, maybe,
withhold everything just to be sutdn terms of nurses, one participant séidhink it’s a
confidence,thing too, tyou don’t feel confident to make a decision and sort of think

outside the square a little bit.

A consequence of the lack of experience and confidence is the effect on communication;
particularlyswhen junior nurses need to communicate with doctors. As one participant said,
“it came down te.how long you’ve been on the ward and how comfortable you felt having

those conversations [about whether to give or withhold oral medications]. So the more
experienced nurses were more confidemiroaching that subject or that discussion with the
doctors than the junior nurséginother participant addetQften they [junior nursegjon’t

even go to the doctors first, they’ll come to the nurse in charge...” There was also the issue of
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unwillingness to challengemedical decision; one participant séid, some people wouldn’t
necessarily felt comfortable dealing, you know, going, ‘oh but the doctor said they [the

I”’

patient]can have their medication’, but then you’re like, ‘they’re nil orally....!
Post Poliey rollout
Post Policy, there was a sense of knowing what to do but also a perception of limited impact

of the Policy.

Knowing what to do

I mproving'clarity

Many parti€ipants agreed there was better clarity, particularly with the difference between
fasting and nil by mouth, what needs to be done for each category and whether or not
medications should be given. One participant, who was confused pre Policy about whether a
patient was able to swallow when classifiedmborally’, said,”“now, if it’s a red sign I

know definitely not Another participant addetye know if a patient is fasting, nil oral or
restricted sewe’know exactly what to &hen it’s right there, they [the doctors] can see it

and it’s simple.”> One participant summed it wittfIt’s a] conversation that you don’t need to

really have?

Having a clear understanding of what to do has reduced the amount of time wasted following
things up one participant reported, “It’s cut out a lot of time as well trying to contact the

doctors to find outvhat they are happy for them [the patients] to have and what they’re not
happy.”

Visible decision aid at point of care

Many participants felt the bedside signs proadkecision aid at the point of care. One
participantremarked:....it’s there in front of you. You don’t have to have your own sort of
definition erdouble check with anyone else exactly what that nmie@he.signseenmto also
assist otherprofessions including doctors, food monitors and patient service assistants. For
example, oneparticipant said;ve noticed a few times they’d [the doctors] go ‘oh yep

they’re fasting’ or ‘oh wait what’s that sign? Oh that’s OK, they’re not infectious, and

they’re,” you know,‘restricted’.” Another admitted;...I’ve come back [from annual leave]

and this was already being rolled out and I didn’t even notice they were there but food

monitor and patient service assistants are constantly beeratikgou sure they’re fasting?
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They’re not....but I forgot it was there so yeah they’re noticing it more?” One nurse remarked

on the merits of the A4 sized signs and the associated colour of each catietpanit, well,

it’s more obvious. Bright, big. Like, before the rollout it was this little, you know, magnetic
strip, you know, with half-faded, crossed out orally and you put what you want sort of thing.

So this isfebvious, it’s right there; stop, you know, go....it’s right there in your facg.

Some participants felt the Policy signs have led to improved communication between
professions. One participant obseryddeel it’s put a bridge between Speech Pathology and
the doctors”,while another said, “...the doctors go and see the patients they need to review;

when it’s right there they can see it ant kimple.”

Policy providing support for clinical decisions

Some participants concurred the Policy gave them the backupchekdn their decisions

were challenged. Having a visual reminder and reference to backup clinical decision-making
seems to provide some participants with confidence; particularly when justifying their
decisions or@actions to doctors. As one participant putsligreas now...this is what we’re

doing and ..uif'the doctors do question we’re like, ‘well you said that that’s what this patient

is’...” Similarly, “If the doctor is questioning you then you can sewgll does it fill this

criteria, then we'can’t use this sign, we have to use that sign then that means no oral

medication5™ Another participant added, “It’s like a bit of leverage for a nurse to go...

‘well, actually, you [the doctor] need to make it really clear’ ....when it [the Policy] first

came out and the doctors were still a bit wishy washy with it you would, you know, take them
back to that policy and it’s like, ‘they’re fasting so they can have orals or are they nil by

mouth so nothing goes into their mouth at’&ll?

Limited impact.of Policy

The implementation of the Policy did not change practice across the board.

Already practicing in line with Policy

Some participants held they already distinguished between fasting and nil by mouth.
Consequently, the advent of the Policy did not affect their previous conception of what
fasting and nil by mouth meant nor did it change their practice. These participants réasoned
was because of the area of practice. For instance, one participafit’saidgver thought if
someone was fasting they would be not, like, nil orally completely because of the ward, like
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the environment we work whereas other wards may be completely diffedeather
elaborated;It’s got more to do with patient care, like, you know what [procedure] your
patient is going for...so if we know they going for ...they can have their medications and can

still have sips of watet.

I ndividual @xperience and interpretation

According'to some, the terminology and instructions on the Policy bedside signs are open to
interpretation. One concerned participant expresSemime | still worry though because

there are still,peeple who read that [the bedside sign] and still go ‘do I give it [the

medication]?’ Oh'my goodness, how much more can you say...?! It tells you what to do and

they’re still/questioning” Another participant commentetlhey’ve definitely highlighted

the fact that'stop is red sigmthing orally but I don’t know if our whole team understands

why yet” One participant reasoned that,.it comes back to the skills of that nurse whether

or not they’re gonna click withheld, patient going to surgery [and not give oral medications].

So that comes down to own experierice.

Some partieipants did not feel the Policy applied to them because of the area worked or the
type of patients on their ward. For example, they felt their patient type meant it was
appropriate tesuse nil by mouth to include exemptions such as sips of water and oral
medications because as one participant ardusimostly from a surgical point of view...

you know, being a gastrointestinal ward.... A sip or ice or.....it’s not to do with

swallowing....” Another stated;...we have more the digestive reason [for being nil by

mouth] rather than swallowing reaséh8nother added;...they aren’t nil by mouth because

of swallowing. They [the doctors] just want their [the patients’], you know, bowel rested or
something like that....but still let them have their tablets; we just don’t want them to eat.”

These participants acknowledged they had not attended the Policy information session.

Sign fatigue

One focus.group discussed the green fasting sign failing to make an impact due to the
similarity in"Size.and colour to another sign onitlreard.““I didn’t notice it because....it’s
really rare for us to havail by mouth. They’re mostly green ‘fasting but our bed
cards.....they’re bright green as well, about the same size.” This issue is currently ward

specific but may become problematienore signage of similar size and/or colour is used.
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I nsufficient reach of policy

Not all participants were aware t Policy. One participant said, “I work two days a week

and I haven’t heard about any of that.” Similarly, another commented she had not noticed the

signs after coming back from annual leave. Some participants were concerned certain groups
of staff hadnoet-been targeted, or insufficiently targetede participant asked, “Did the

doctors have much education about [the Policy] ....?”” Another partigbant declared, “I don’t

know if it’s necessarily the nurses — the doctors, I don’t think, even notice that sign even

though it’swight next to their head. They don’t even realise that nil by mouth and fasting are

different.”

Participants from all focus groups suggested mandatory training is neadgaove

awareness of the Policy. One participant, thought the Policy was more relevant to practice
than the yearly compulsory Fire, Hand Hygiene, and Bullying, Harassment and Aggression
Management training andmarked, “I just think it should be, like, a mandatory training

thing....for everyone.”

Inter-professional friction

Some participants were frustrated doctors did not seem to conform to practice nor take on a
more proactiverole with carrying out the Policy. One exaspepatédipant said, “Well

doctors would write in the notes ‘nil by mouthfor theatre’. Do they mean fasting for theatre

or do they_mean keep nil by mouthtil theatre? That wouldn’t really change with the signs,

‘cos if they are gonna write that they are gonna write that anyway. They’re not gonna....look

at the signs.” Another participant said, “They’ll [the doctors] say ‘nil by mouth except for
meds’....that means fasting because obviously they can have water and medications. So the
doctors, they don’t even notice the signs on our ward.” Another grievance was about doctors

not being.pre-emptivélf they [the doctors] have their own restrictions on they won’t write

them upandietyou know. You find out later after you’ve already done everything else.” One

of the participants described a situation where conflict arose when the surgeon tried to
override thesspeech pathologist’s categorisation of the patient’s oral intake status. One nurse
confessed that,when there is disagreement between the doctor and speech pathologist, nurses
would side with the latter, ““...a unit [doctor] might say... [the patient] can start fluids

but...we are completely guided by Speech.”

DISCUSSION
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The perceptions and experiences of surgical nurses prior to the Medications and Oral
Restrictions Policy suggest there was confusion and lack of guidance with giving oral
medications to patients who have restrictions on oral intake. There was a feeling of not
knowing what to do and much time wasted Witf3 of phone calls and ‘chasing up’ of

doctors to clarify what needed to be doB&ff were sometimes left to their own

interpretation of what is and is not appropriate, and whether or not patients were given oral
medications can depend on the individual staff i experience and interpretation and
confidence. This was sometimes fraught with risk as decisions may not leamegpeopriate

and had the,patential to compromise the patient.

The adventof the Policy provided a unified structure for staff to work with when giving oral
medications in'the context of restrictions on oral intake. For many this was perceived to
improve commuhnication, provide a timely decision aid at the point of care, and gave some
staff more clarity and confidence when problem-solving medication administration issues.
The Policy.also appears to provide a backup for clinical decisions; some participants use the
Policy to justify.their decisionf challenged by doctors. For some, the Policy kagrage’,
especially'when dealing with doctors.

For other participants the Policy made little impaeither for them directly or for others

around them.

Limited reach of Policy

It seems the implementation process was insufficient to ensure information about the Policy
reacledall staff. It is possible knowledge of why the Policy was needbé reasons behind

all the bedside signs and categorignay improve the impact of the Policy; it seems those

who attended.the information sessions had a better understanding, were supportive of the
Policy and'evenfound it beneficial to their practice. Six faekce information sessions

were conducted, as well as presentations at surgical unit meetings to capture doctors.
Unfortunately, more sessions could not be scheduled because they were time, resource and

labour intensive.for all concerned.

Staff movement and turnover makes it challenging to reach all staff when rolling out a new
Policy. A number of participanicommented they didn’t know about the Policy or did not
attend the information sessions due to, for example, being on leave or working part-time. We
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had anticipated staff movement and had instigated strategies such as consultation with
numerous stakeholders, engaging Opinion Leaders and Clinical Champions, and
removing/replacing all old signage with the Policy bedside signs that simplify and standardise
medication instructions to provide decision support at the point of care to manage longevity
beyond thesimplementation phase. However, these strategies appeared to be inadequate, and
others have similarly reported on difficulties with providing education processes when faced
with higherthan expected staff turnover, the number of part-time and night shift positions
among nursing staff and job share positiiabl et al., 2006; Brand et al., 2005; King, Hibbs,

Saville, & Swales;2018; Lloyd-Smith, Curtin, Gilbart, & Romney, 2014). A possible solution to

alleviate the time, availability of staff to attend and labour commitments otddeee

education sessions may be the use of a Webinar and/or eLearning module, which can be
accessed by staff when they choose. Future work is required to assess whether these
resources are effective; anecdotal experience suggests the availability of these will be of
limited use unless: individual and hospital barriers to accessingateaddressed; or, the

hospital makes it mandatoryin this era of information overload, this will be a challenge.

I ndividual‘decision making process

It appears the experience, confidence and interpretation of individual staff were likely to
affect whetherthe Policy was followed appropriately: there was the mistaken interpretation
by some that, because of their patient type, the Policy did not apply to them; and, it seems
somestaff were still uncertain and/or still sought advice despite the instructions on the Policy
bedside signs. Itis possible understanding the context of the Policy may help with the
experience, confidence and individual interpretation of staff when making a decision about
giving medications in patients with restrictions on oral intake. However, it may also be the
solution is'not that simplessummed up by one participant, “Oh my goodness, how much

more can.you.say...?! It tells you what to do and they’re still questioning!” — there may be

other elemeénts'affecting each individual’s clinical decision process. Nurse decision making is a

complex process«(Bjark & Hamilton, 2011; Nibbelink & Brewer, 2018) is influenced by many factors

including experience and intuition, context of the situation, knowing the patient, interpretation and

reflection (Nibbelink & Brewer, 2018). A systematic review of the effectiveness of education

interventions found that clinical decision making involves cognition, judgement, and socially
located behaviour and does not always respond as expected to educational interventions or
variables such as clinical experience (Thompson & Stapley, 2011). So while the information

presented on the bedside signs may seem self-explanatory and serve as a decision aid to
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some, others interpreted the signs differently or did not find the same instructions helpful to
practice. It has been suggested theories that address judgements and decisions themselves are
needed (Thompson & Stapley, 2011) to guide appropriate methods for educational
interventionsFor example, two decision making theories described in the literature are the ‘intuitive’

and ‘analytic’ models; research suggests experienced nurses tend to favour intuitive clinical decision

making whereas inexperienced nurses tend to employ a more analytic approach (Bjerk & Hamilton,

2011; Croskerry, 2013; Gladstone, 2012; Nibbelink & Brewer, 2018). Therefore, considering these

clinical decision making perspectives during the development phase may improve the design of

educational aids or.interventions. Future implementation attempts need to consilitesal

decision making factors in tandem with the other barriers to implementation.

I nter-professional friction

There seemed to be some inter-professional friction with operationalising the Policy. Some
participants were frustrated doctors were not following the Policy; others described conflict
between medical staff and speech pathologists. Doctors not following the Policy could be a
consequenee.ofilack of knowledge/limited reach of the Policy. Nonetheless, inter-
professional conflict in healthcare is well recogni@zown et al., 2011; Caldwell & Atwal, 2003;

Khalili, 2014, Leever et al., 2010; Patton, 2014; Thomson, Outram, Gilligan, & Levett-Jones, 2015;

Zwarenstein & Reeves, 2002) and it is possible the basis of the conflistaot exclusiveo this

Policy and needs to be addressed at the (hospital and professional) institution level. Strategies
such as inter-professional competency framework (Hepp et al., 2015), conflict resolution
protocols (Brown et al., 2011) and inter-professional education (Bridges, Davidson, Odegard,
Maki, & Tamkowiak, 2011; World Health Organisation, 2010) at the undergraduate level

have been recommended.

Limitations

We had not'eollected demographic dad@mphasise anonymitp encourage participation
and discussions without fear of judgement; this meanwere also unabl® use methods
suchasmember checkintp improve the rigour of the study. Ideally, focus group sessions
should be conducted until saturatismeached for all concepfsamieson & Williams, 2003;
Jayasekara, 2012; O.Nyumba et al., 2018; Rabiee, 2007; Wong, 2008); however, the constraints of
the field situation must also be taken into account (Morgan, 1997h ana situationt was
the imposition on staff tim&Ve therefore souglb tap into the existing arrangements of a

busy clinical setting and woekl with what was allocatetb us. Nevertheless, mawny the
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themes highlighted were discusdmadall three focus groups; exceptions wdaek of

experience andonfidence’ (not discussed by first group, but discusaténgth by the

second and third) and sign fatigue (relevaranly one ward). Additional focus group

sessions may have provided more data but not necessarily more scope, and would have been
anunnecessary burdem precious staff resources. One group only had participants from the
pilot ward/ This was beyond our control though an observation from this inadvertent outcome
was all participants from this group were familiar with the Policy and app&abed

comfortable witht. In contrast, some participants from the other two focus groups did not
know about.the Policy and/or its context. Possible explanations include a scaling up issue
(from the pilot) or perhaps more time was neeesllow the interventiono become

‘culture’ — this‘requires exploration beyond this current work. The study only examined the
views of surgical nurses from one institutiarthe implementation of one policy and may not

be applicableto other settings.

CONCLUSION

Fromsurgicalaurses’ perspectives, the Medications and Oral Restrictions Policy provided a
unified strueture to work with when giving oral medications when patients have restrictions
on oral intake 'where previously there was confusion and a lack of guid@mose who
understood the‘context of the Policy found it relevant and beneficial to their practice.
However, despite a considered implementation process, which included simplification and
standardisation of medition administration instructions on the Policy’s bedside signs, many

of the issues highlighted post Policy implementation could be attributed to inadequate reach
and a lack of understanding of the context of the Policy; how medication-related information
was interpreted and the resulting clinical decision-making process seemed to vary between

individuals.and impacted on the appropriate uptake of the Policy.

RELEVANCE'TO CLINICAL PRACTICE

The understanding of the context behind a policy or guideline and how individuals interpret
informationsor instruction about medication and the subsequent decision-making process can
affect the implementation of medication-related initiatives. This concept should be
considered alongside other barriers in future implementation initiatives. Furthermore,
continuous staff movement and turnover and resource issues seem to be the reality of any
large organisation and therefore strategies that are independent of ongoing resources and/or
key champions to sustain need to be prioritised for all implementation.
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Appendix

Coding Tree for Focus Group Study

Inductive Coding Theoretical Domains Subtheme Theme
Framework/Categories
Clarity; communication; confusion; | Knowledge; beliefs about Confusion Not knowing
environment; understanding; risk to | consequences; environmental context what to do
patients and resources
Clarity; communication; confusion; | Knowledge; environmental contextand | Lack of clarity
environment; ‘understanding; resources; belief about consequences and guidance
important medications; risk to
patients
Confidence; experienge; inter- Environmental context and resources; Lack of
professional relationships; social professional role; belief about experience
professional role; understanding capabilities; skills; belief about and
consequences confidence
Clarity; knowing what'to do; Knowledge; reinforcement; memory, Improved Knowing
understanding attention and decision process; clarity what to do
environmental context and resources;
social professional role
Clarity; communication; Memory, attention & decision Visible
environment; knowing what to do; processes; environmental context and decision aid at
understandingjvisual,prompt resources; knowledge; reinforcement; point of care
beliefs about capabilities; social
professional role and identity
Clarity; communication; confidence; | Knowledge; beliefs about capabilities; Policy
inter-professional relationships; reinforcement; social professional role | providing
knowing what to do and identity support for
clinical
decisions
Confidence; did not'change Environment context and resources; Already Limited
practice; environment; experience, | beliefs about capabilities; knowledge; practicing in impact of
knowing what to do; understanding | skills line with Policy | Policy
Clarity; confidence; did not change | Knowledge; beliefs about Individual
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practice; environment; experience; | consequences; environmental context experience
issues with policy and resources; beliefs about and
capabilities interpretation
Communication; did not change Environmental context and resources | Sign fatigue
practice; environment; information
delivery; issues'with'policy
Insufficient

Communication;'did net'change
practice; environment; information

delivery; issues with policy

Knowledge; environmental context and

resources

reach of policy

Communication; conflict;
environment; experience; inter-
professional relationships;

professional role

Behavioural regulation; environmental
context and resources; memory,
attention and decision processes;
intentions; knowledge; social

professional role and identity

Inter-
professional

friction

This article is protected by copyright. All rights reserved




