ond South Bank
University

[

Aﬂ

! ]

Devel oping Healthier Nursing Stu
|l nterim Report for C3 Coll aborat
Funded by the Burdett Trust for

October 2014

Correspondence to:

Jane Wills

London South Bank University
Borough Road, London SE1 0AA

willsj@Isbu.ac.uk

"'IE AWARDS *Stonewall

WINNER


http://www.lsbu.ac.uk/

London South Bank
University



Tabl e of Content s

Contents
LIz 101 (00 B0 ] (= TR 3
PrOJECT OVEIVIEW ...ttt ettt et e et e et et et et e e e e e e e e e e e e eeeeees 5
2 F=Tod (o | (o 11 ] o [ 5
L@ 10111 0= ) Yo ¢ 5
Work conducted October 2013 - OCtober 2014..........uuuuuuuuuiiiiiiiiiiiiiiiiieireieiaeeeeneeee. 6
Y711 T T £ 6
RESUIES ...ttt ettt ettt et ettt e e et et e e ettt e ettt ettt it et e et et aaaaaaaes 8
Quantitative results of Point One: March 2014 .........cooiieieiiieeieeee e 9
T (el o= 1 o] o PP 9
Headling fINAINGS .....ooviiiiiiiiiiiiiiee ettt 9
D =T o gTo o =T o] 11 ot PP 9
[ [ 1L T = L R 10
SMOKING DENAVIOU .....cceiiiiii e e e e e e e e a e e e e 11
Y (o T ] I U= SRR 11
19 12
PRYSICAI QCHVILY ...vvvii i e e e e e e e e e e e e e e e e e aeaaa s 13
Priorities for personal Nalth ................uuiiiiii e 14
TrainiNg ON FESIYIE....veee e e e e e e et eeaeeaaaaees 15
Confidence talking about lifeStYle ...........oooiiiiiiiiii 17
Importance of talking about fEStYIE..........cii i 18
Role modelling a healthy lifeStyle. ........ ... 18
Support for living a healthy fEStYIE ........cooiiiiie e 18
Quantitative results of Point Two: OCtober 2014 .........ccoiiiieiiieecee e 20
=T o] 0= 11 o o SR 20
Headling fINAINGS .....oooiiiiiiiiiiiiiieee ettt 20
Self-rated health and Weight ... e e 20
SMOKING .o 21
Y (o T ] I U= SRR 21
19 22
PRYSICAI QCTIVILY ... 23
Health as STUENE NUISES ........e e e e e e e eeeeannes 24
Confidence discussing lifeStyle tOPICS......ccovviuiiiiii e 25
Role modelling healthy benaviours ... 26
Steps as recorded by aCCeIEIOMELET ..........cii i e e e 28

(Please turn over to the next page)



Willingness to undertake MECC ACHVILIES ........uiiiiieeiiiiiiiie et e e e e eanees 29

Making Every CONtaCt COUNT ..........uuuuuiiiiiiiiiiiiiiie e snnnnennnee 29

Headling fINAINGS .....ooviiiii e e e e e e e e e e a e e e e e 29
PlaCEMENT TEPOIS ...t 30
OUutputs as Of OCLODEI 2014..... ..o e e e e e e e e e 33
Challenges to completion of the ProjeCt ... 33
FAY o] 01T o [To] = SURRPPPR 33
APPENdiX A. BrEf AQVICE ... e e e aaaan 34
Appendix B. NUrses’ health StAtUS ...............uuuiuiiiiiiiiiiiiiiiii e 37
Appendix C. NUrses as role ModelS...........ouuiiiiiiiiiiiecie e e e 42
Appendix D. Making Every Contact COUNT............uuuuuuuriiiiiiiiiiiiiiiiiiiiiiieeiniieeeeeeneeeeeeeenaneees 44
Appendix E. Health status aSSESSMENTS.......ccooieiiiiiiiiiiiie e e e eaaens 47
Appendix F. MOOAIE SCrEENSNOL ........uuuiiiiiiiiiiiiiiiiiiiii bbb neaneees 64

(Please turn over to the next page)



Devel oping Healthi e+
Research

Project Overview

Background

Nurses are the largest occupational group within the NHS and many nurses, and student
nurses, who are the next generation of “health promoters” are obese, smokers, are not
active enough to benefit their health, drink in excess of recommended levels and/or have a
poor diet (Blake et al 2011). Given the rising prevalence of preventable diseases caused in
part by poor lifestyle choices, encouraging people to think about their health, whatever their
profession, is important. The Boorman Review (2009) flagged high levels of sickness
absence in the NHS and associated lost working days, which if reduced by one-third would
lead to an estimated annual direct cost saving to the NHS of £555m.

What then are the facilitators and barriers to nurses becoming healthier? And would this
make a difference to patient outcomes?

Student nurses have the same influences on their health behaviours as others in the
population but additionally, nursing is a stressful and demanding role in busy environments
that can mean nurses have fewer opportunities to make changes to their lifestyle. Despite
the centrality of health promotion in all nurses’ roles and some teaching in the curriculum,
nurses’ own health is not addressed.

The contribution of nurses as role models or exemplars has received widespread discussion
for many years [e.g. Clarke 1991, Rush 2005, Blake 2013]. Nurses may be viewed as less
“credible” by recipients of advice if they appear hypocritical, and promote health behaviours
that they have clearly not chosen to engage with themselves. Nurses and patients alike have
suggested that patients are more likely to listen to, respect and follow the advice of a health
adviser who models the same health habits and behaviours that they are recommending,
and conversely, will “tune out” to those who do not (refs). In addition healthcare
professionals who are overweight or obese have reported feeling less willing, or even less
able, to promote healthy diet and exercise in their patients (Zhu et al 2011).

‘Making Every Contact Count’ (MECC) is an NHS initiative to encourage frontline workers to
initiate conversations based on behaviour change methodologies (ranging from brief advice,
to more advanced behaviour change techniques), empowering healthier lifestyle choices and
exploring the wider social determinants that influence all of our health. The NHS Futures
Forum (2011) supported the moves to ‘making every contact count’ suggesting that
healthcare professionals must change how they use their time and be supported to have the
skills and knowledge they need to make every contact count.

OQutline of work
The aim of this research study was to explore student nurses’ health status and its impact on

health promotion practice.
This study had the following objectives:

(Please turn over to the next page)
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Objective 1 To assess the self-reported health of a cohort of student nurses and to
investigate whether self-reported health improved or worsened over a two- year period of
being a student nurse.

Objective 2 To explore any relationship between self-reported health status and the
undertaking health promotion brief advice with patients.

Objective 3 To ascertain if there is an expectation by key stakeholders and nurses
themselves for nurses to be healthy and act as role models

Objective 4 To explore the enablers and barriers for student nurses to be healthy role
models

Objective Data Collection Methods

Assess self-reported health of a student Health assessment at three time points

nurse cohort

Assess relationship between health status Placement reports, survey
and intention to conduct brief advice with

patients

Investigate the expectation of nurses to be | Stakeholder analysis

role models

Perceived barriers and enablers to being Survey, focus groups

role models

Wor&onducted OciOcbteorl2 €104 3

1. Desktop research and literature reviews (see appendices A-D):
a. The effectiveness of brief advice
b. Nurses’ health status
c. Nurses as role models
d. The effectiveness of the ‘making every contact count’ initiative

2. Two ethics applications to London South Bank University Research and Ethics
Committee

3. Health assessments conducted with student nurse cohort in January 2014 and
October 2014

4. Survey of student nurse cohort of prompts and barriers to offering brief advice (‘make
every contact count’)

Met hods

The project was set up as a before and after study with approximately 300 nursing students
in their final two years of training at London South Bank University at its two campuses in
Havering and Southwark. Due to the difficulty of controlling for different variables that might

(Please turn over to the next page)



affect health status such as age and ethnicity, it was decided not to have intervention and
comparison groups.

All students across all fields [mental health, learning disability, adult, children’s] received:

1 A one hour session on MECC delivered by project staff during the ‘Public Health and
Health Policy’ module [semester two] of the second year nursing curriculum to
approximately 300 nurses at London South Bank University.

1 A health awareness session in semester one of year 3 that provided students with a
‘Pulse accelerometer’ that would measure their steps over a period of a couple of
weeks whilst at university and then on placement in January 2015.

1 The provision of blended learning package on the university’s virtual learning
platform (Moodle) comprising a MECC pack for student nurses that provides
information on major lifestyle behaviours [smoking, alcohol, physical activity and diet]
and the ways in which these risk factors can be raised, assessed and addressed with
patients; video links to examples of healthy conversations from existing MECC
training materials.

Two lunchtime drop-in workshops on ‘healthy conversations with patients’.

A ‘wellness’ portal offering online self assessment health checks on different issues

similar to http://www.takingcharge.csh.umn.edu/wellbeing/health.

9 Signposting information about health behaviour support in a square 500 metres of
the each campus: smoking cessation, weight management, physical activity,
healthier food outlets, water outlets

=A =

Student nurses in year 2 [2013-14] completed a health and lifestyle questionnaire in year 2
(March 2014), and again at the beginning and end of year 3 (October 2014, and June 2015)
to assess change in behaviour and self-reported health (Appendix E).

The university VLE (Moodle) site for the project was monitored providing information about
traffic and downloads of material. Students were invited to record their levels of step activity
in an online diary on the Moodle site.

Students were invited to complete a data recording tool while on placement which would
record health promotion practice: type of patient [condition], what issue was discussed, for
how long, how was the issue raised, what was the outcome, reflection on whether the
contact ‘counted’, how easy/difficult was the ‘contact’, what the student nurse felt they did
well and what they could improve. The recording of contacts was incentivized: students were
able to submit reports under their unique identifier and receive a shopping voucher for 5£ per
report.

(Please turn over to the next page)



Resul t s

1. Preliminary Findings October 2014
2. Health Status [Baseline second year of training]

3. Health status [Beginning of third year of training, steps as recorded by
accelerometer]

4. Willingness to undertake MECC activities [placement reports, survey]

(Please turn over to the next page)
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Participation

244 participants completed the survey. This yielded an overall response rate of 80%. The
response rate was 82% at Southwark and 75% at Havering. The final sample was composed
of 43% Adult nursing students, 34% Children’s nursing students, 14% Mental Health nursing
students and 5% Learning Disabilities nursing students. All of the Children’s nursing
students and Learning Disabilities nursing students attended the Southwark campus.

Headline findings

1 The majority of participants perceived their health to be ‘good’ or ‘very good’

9 Just less than half the participants were overweight or obese

1 Approximately one-fifth of the sample were current smokers; this mirrors the national
average of 20%
The majority of participants drink, on average, once or twice a month
Participants reported high confidence in talking to patients about lifestyle, but the
majority reported that they had no training on these topics

T
T

Demographi cs

The participants included a convenience sample of mainly female nursing students (86%).
Their ages ranged from 19 to 55 with a mean age of 27 years (SD 8.4 years). There was a
significant difference between the campuses in terms of age (X2 (3, N=244) =8.3, p=.04),
with slightly younger participants at the Southwark campus. The median age at the
Southwark campus was 22 years, whereas at Havering it was 28 years. There were no other
significant differences between the campuses in terms of demographic variables. The
predominant ethnicity of students was White (52%), with a smaller number of Black (39%),
Asian (5%) and Mixed or other race (3%) students. This is broadly similar the ethnic makeup
of the student body at LSBU, which is 43% White and 52% Ethnic minority students.

Table 1. Demographic characteristics of participants

Variable [N | %
Campus

Southwark 165 67.6
Havering 79 324
Field of Nursing

Adult 104 42.6
Children’s 84 34.4
Mental health 35 14.3
Learning disability 13 5.3
Age

Mean 26.74

< 20 years 33 14.0
20- 29 years 128 545
30- 39 years 44 18.7
> 40 years 30 12.3
Ethnicity

(Please turn over to the next page)



Variable N %
White 127 52.0
Asian 13 5.3
Black 94 38.5
Mixed 7 2.9
Other 2 0.8
Gender

Male 34 13.9
Female 209 85.7

Heal th status

The average BMI of participants was 26 (SD = 6.1). Based on the classification of the World
Health Organisation (2000), about 46% of participants were of normal weight. 27% and 20%
of participants were overweight and obese, respectively. Of the obese participants, 21 (9%)
were in Obesity Class I, 13 patrticipants (5%) were in Obesity Class I, and 8 participants
(3%) were in Obesity Class Ill. There were significantly more obese participants at the
Havering campus (26%) than at Southwark (19%) (X2 (2, N=244) =6.83, p=.033). 5% of
participants were underweight. Figure 1 shows the distribution of obesity in the sample.
Participants were also asked when they had last weighed themselves. 29% reported
weighing themselves in the past week, and an additional 45% of participants had done so in
the previous month. 15% had weighed themselves the past six months. 4% had weighed
themselves in the past year, and 6% of participants reported that they had not weighed
themselves in the past year. Participants were asked to rate their own health on a continuum
from ‘very good’ to ‘very poor’. Participants generally rated their health positively, with 72%
perceiving their health to be ‘good’ or ‘very good’. 24% reported that their health was ‘fair’,
and 4% felt their health was ‘poor’ or ‘very poor’.

Table 2. Health status of participants

Variables N %
BMI

Underweight (<18.5) 10 4.5
Normal weight (18.6-24.9) 103 46.2
Overweight (25. 0 — 29.9) 61 27.4
Obese (>30.0) 44 19.7
Self-rated health

Very good 37 15.2
Good 138 56.8
Fair 59 24.3
Poor 7 2.9
Very poor 2 0.8
BMI Mean (SD) 26.1(6.1)

BMI range 15.92 - 46.02
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Smoking behaviour

18% were current smokers. 9% were daily smokers, and 10% reported that they smoke
sometimes but not every day. 13% had smoked in the past but no longer do, whereas 68%
had never smoked. Of the current smokers, the majority (78%) reported smoking fewer than
10 cigarettes per day. No participant reported smoking more than 20 cigarettes daily. 60% of
those who reported current smoking had made a quit attempt in the past year. Current
smokers were significantly more likely to be current drinkers than non-smokers. 98% of
those who smoked also drank, compared to 75% of those who did not smoke (X2 (1, N=244)

=11.72, p= .001).

Table 3. Smoking behaviour

Smoking status N %
Yes, sometimes but not every day 24 9.8
Yes, daily 21 8.6
No, but used to smoke 31 12.7
No, never smoked 165 67.6
Cigarettes per day

Less than 10 35 77.8
10to 20 10 22.2
Quit attempts in past year

Yes 28 59.6
No 17 36.2

Participants who smoked differed from non-smokers in their attitudes towards the idea that
nurses should role model healthy lifestyles. Participants who smoked (59%) were
significantly less likely than non-smokers (79%) to agree that nurses should stick to a
healthy lifestyle in order to effectively encourage it in others (X2 (1, N=244) =7.64, p=.006).
Smokers were also significantly less likely than non-smokers to agree that it was their
responsibility as a nurse to model healthy living (76% of smokers as compared to 88% of
non-smokers, X2 (1, N=244) =4.48, p= .034). About double the number of smokers (32%)
compared to non-smokers (14%) endorsed the statement ‘It doesn’t matter if a nurse
smokes, as patients should do as they say, not as they do’ (X2 (1, N=244) =7.46, p=.006).
There was no difference between smokers and non-smokers in confidence talking to
patients about smoking (X2 (1, N=244) =2.10, p=.351, or how important they felt it was to talk
to patients about smoking cessation (X2 (1, N=244) =.476, p=.788).

Al cohol use

189 participants (78%) described themselves as current drinkers. 20% only drink about once
or twice a year, 29% reported drinking once or twice a month, and 27% reported alcohol use
once or twice a week. 3% reported drinking three or more days a week. Of the non-drinkers,
36 (15% of the total sample) had never drunk, and a further 15 participants (6%) used to
drink alcohol but had now stopped. 55% of those who drank had drank the previous
weekend to the survey.

When asked how much they drink in a typical night (where one drink was considered to be a
small glass of wine, a half pint of beer or cider, or a single measure of spirits), the majority
(35%) reported having 2-3 drinks per night. Almost one-fifth (19%) reported only having one
drink. 28% have between four and six drinks, and 12% have between seven and ten drinks
in one night. 6% reported having eleven drinks or more on one night. Alcohol use was
significantly related to age (X2 (1, N=244) =9.07, p=.028). 97% of those age twenty years
and younger were current drinkers, compared to 69% of those aged forty years and older.
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Table 4. Alcohol use

Variables N %
Alcohol last weekend

Yes 103 54.8
No 85 45.2
How often do you drink alcohol?

Never drank alcohol 36 14.9
Used to drink but stopped 15 6.2
Once or twice a year 48 19.8
Once or twice a month 69 28.5
Once or twice a week 64 26.4
3 or more days per week 8 3.3

Drinks in one night

1 drink 35 18.6

2-3 drinks 65 34.6

4-6 drinks 53 28.2

7-10 drinks 23 12.2

11 drinks or more 12 6.4
Di et

Participants were asked how often they engaged in various healthy and unhealthy dietary
practices. The majority of participants reported a healthy diet, with 83% rarely or never
getting takeaways, and 62% stating that they rarely or never eat snacks. However, almost
one-fifth reported skipping breakfast usually or often (19%). Only about two thirds of
participants eat more than two servings of fruit (53%) or vegetables (60%) daily. 17%
reported that they usually or often add fats to foods at the table. Less than half of the sample
drinks 1 litre of water per day (42%). There were no significant differences in dietary
practices between participants according to demographic characteristics.

Participants who reported healthy dietary practices were more likely to report that being on
placement made healthy eating difficult. For example, more than half of those who regularly
eat breakfast (53%) found healthy eating on placement difficult compared to 27% of those
who usually or often skip it (X2 (2, N=244) =8.23, p=.016). Similarly, 64% of those who
regularly drink water felt that placement makes healthy eating difficult, compared to 35% of
those who do not (X2 (2, N=244) =8.38, p=.015).

Table 5. Dietary practices of participants in a typical week

Variable N %
Skip breakfast
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Variable N %
Usually/Often 45 18.9
Sometimes 56 23.5
Rarely/Never 137 57.6
Eat takeaway

Usually/Often 8 3.3
Sometimes 34 14.0
Rarely/Never 200 82.6
Less than 2 servings of fruit

Usually/Often 29 11.9
Sometimes 85 35.0
Rarely/Never 129 53.1
Less than 2 servings of veg

Usually/Often 29 11.9
Sometimes 67 27.5
Rarely/Never 148 60.7
Eat fried foods

Usually/Often 12 4.9
Sometimes 143 58.8
Rarely/Never 88 36.2
Add fats

Usually/Often 40 16.5
Sometimes 52 21.5
Rarely/Never 150 62.0
Eat snacks

Usually/Often 29 11.9
Sometimes 64 26.2
Rarely/Never 151 61.9
Drink 1 bottle or more fizzy drinks

Usually/Often 13 5.3
Sometimes 43 17.6
Rarely/Never 188 77.0
Drink 1 litre of water

Usually/Often 96 39.3
Sometimes 47 19.3
Rarely/Never 101 41.4

Physical activity

The majority of participants reported being physically active in their day to day lives. 64%
reported usually or often doing active housework such as vacuuming or hanging out laundry,
compared to 10% who stated they rarely or never do so. Almost half the sample (48%)
engage in moderate or vigorous activity usually or often in a typical week. However, it
appears that participants were not very active in their leisure time. A quarter of participants
reported that they rarely or never engage in moderate leisure activity (i.e. any activity that
elevated their heart rate). This difference was significant by gender (X2 (2, N=244) =11.55,
p=.003). 26% of female participants reported rarely/never engaging in moderate leisure
activity, compared to 6% of men. 75% rarely or never engage in vigorous activity (an activity
that made them sweat or breathe hard and fast). The majority of participants reported being

(Please turn over to the next page)



active on placement. Almost four-fifths (80%) reported walking more than ten minutes on
placement, such as by taking the lift or doing rounds, and 65% reported engaging in manual
labour on placement, such as lifting patients and pushing wheelchairs or trollies.

Table 6. Physical activity in a typical week

Variable | N | %
Walk outside work and uni

Usually/Often 100 41.0
Sometimes 133 54.5
Rarely/Never 11 4.5
Do active housework

Usually/Often 155 63.8
Sometimes 64 26.3
Rarely/Never 24 9.9
Engage moderate/ vigorous activity

Usually/Often 117 48.0
Sometimes 65 26.6
Rarely/Never 62 25.4
Engage in moderate activity

Usually/Often 110 45.3
Sometimes 76 31.3
Rarely/Never 57 23.5
Engage in vigorous activity

Usually/Often 14 5.8
Sometimes 45 18.6
Rarely/Never 183 75.6
Walk 10 mins plus

Usually/Often 193 79.1
Sometimes 50 20.5
Rarely/Never 1 0.4
Engage in manual labour

Usually/Often 157 64.9
Sometimes 56 23.1
Rarely/Never 29 12.0
Priorities for personal heal t h

Nursing students were asked to indicate how much of a priority it was to them to change
various aspects of their lifestyle, namely their smoking habits, diet, alcohol use and physical
activity levels. Increasing physical activity levels appeared to be very important to
participants. The highest priority for participants was to get fitter, with 54% indicating that this
was a high priority for them. 50% of participants also indicated that it was a high priority for
them to become more active. The majority of participants felt that they did not need to limit
their alcohol use (50%), or cut down on smoking (77%). Of the current smokers, 27%
reported that they were not trying to cut down. 10% of current smokers reported that
smoking less was a high priority for them. Many participants reported that they already follow
a healthy lifestyle. 36% felt that they already have a balanced diet; however this was a high
priority for 38% of the nursing students.

Obese patrticipants appeared to have higher priorities for lifestyle change than normal weight
participants. They were significantly more likely to report being more active as a high priority
than normal weight participants (X2 (4, N=244) = 18.82, p=.001), as well as wanting to
control their weight (X2 (4, N=244) = 35.30, p<.001). Obese participants were significantly
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more likely to report that eating a balanced diet was important for them (X2 (6, N=244) =
13.02, p=.043), with 32% reporting it as a high priority, compared to 9% of normal weight
participants. Obese participants were also significantly more likely to report reducing their
sugar intake. This was a high priority for 48% of the obese participants, compared to 12% of
the normal weight participants (X2 (6, N=244) = 36.64, p <.001). Similarly, more obese
participants (71%) reported reducing their fat intake as a high priority than normal weight
participants (19%) (X2 (6, N=244) = 44.74, p<.001).

Table 7. Priorities for personal health

Variable Already do Not a Low priority | High priority
How much of a priority is it for | this priority

you to change: N % N % N % N %
Balanced diet 86 36.1 |8 3.4 53 22.3 |90 37.8
Reduced salt 88 36.4 |63 26.0 |49 20.2 |41 16.9
More active 61 254 |6 2.5 53 22.1 | 119 |49.6
Control weight 66 27.6 |19 7.9 45 18.8 | 108 |45.2
Limit alcohol 118 |49.2 |67 279 |31 129 |22 9.2
Smoke less 184 | 77.3 |17 7.1 15 6.3 21 8.8
Reduce sugar 62 25.7 | 36 149 |71 295 |71 29.5
Reduce fat 51 211 |35 145 |57 23.6 |98 40.5
Get fitter 46 19.0 |11 4.5 54 22.3 | 130 |53.7

Participants who smoked reported lower priorities for lifestyle change than non-smokers.
Smokers viewed getting more active as a lower priority than non-smokers (X2 (2, N=244) =
10.12, p= .006). Smokers were significantly less likely than non-smokers to report high
priorities for reducing their sugar levels (X2 (3, N=244) = 9.56, p=.023), or their fat intake (X?
(3, N=244) = 8.35, p=.039). Similarly, current drinkers were less likely to report priorities for
changing their diet, including their fat (X2 (3, N=244) = 11.52, p=.009), sugar (X2 (3, N=244)
=10.93, p=.012), and salt intake (X2 (3, N=244) = 17.48, p=.001).

Older participants appeared to have greater dietary-related priorities than younger
participants. Reducing fat intake was a significantly higher priority for those participants aged
forty or older (X2 (6, N=244) = 18.95, p=.004), with 61% reporting it as a priority for change,
compared to 21% of those in the youngest age category. Reducing salt intake was a
significantly higher priority for older participants, with 33% of those aged forty and older
reporting it as a high priority (X2 (9, N=244) = 32.33, p<.001). Reducing sugar intake was
also a significantly higher priority for older participants (X2 (6, N=244) = 18.7, p=.005). 46%
of participants aged forty and older viewed reducing sugar as a high priority for them,
compared to just 4% of participants aged 20 and younger.

Training on |ifestyle

Nursing students were asked to indicate how much training they felt they had received
related to nutrition, exercise, weight, alcohol and smoking. There was much variation in
participant’s perceptions, but overall nursing students indicated that they had not received
adequate training in these areas.
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Participants indicated mixed views of their training on nutrition. 16% reported extensive
training, whereas 17% felt they had received no training at all in this area. Training appeared
mixed across the various fields of nursing at LSBU. 33% of Mental Health nursing students
felt they had received extensive training in this area, compared to 12% of Children’s nursing
students and 10% of Learning disability nursing students. 30% of Learning disability students
reported no training at all, as did 22% of the Adult nursing participants.

Participants generally perceived inadequate training on exercise, with almost two-fifths
(39%) reporting no training on this topic. This trend was prevalent across all fields of nursing.
38% of the Adult nursing participants, 44% of Children’s nursing, 27% of Mental Health
nursing students, and 50% of Learning disability participants felt they had received no
training on exercise.

There was a significant difference between the two LSBU campuses as regards training on
weight (X2 (2, N=244) = 6.24, p=.044), with participants at the Havering campus reporting
higher levels of training on this topic. More than double the amount of participants at
Havering (21%) compared to Southwark (9%) felt they had received extensive training on
weight. 33% of mental health nursing students and 15% of adult nursing students reported
extensive training in this area, whereas 38% of Children’s nursing students and 33% of
Learning disability nursing students felt they had received no training in this area.

With regard to training around alcohol, 41% of participants felt that they had received no
training at all, compared to 14% who felt their training was extensive. Again, there were
differences between the two campuses with regard to perceived training. 49% of participants
at Southwark felt they had received no training on alcohol compared to 29% of those at
Havering (X2 (2, N=244) = 9.66, p=.008). Learning disability nursing students reported the
least training, with 70% reporting they had received no training on alcohol, whereas 46% of
mental health participants felt their training was extensive.

43% felt they received no training in smoking cessation. Participants in the Southwark
campus were more likely to report less training in smoking cessation. 51% of participants at
Southwark reported no training in smoking cessation, compared to 30% at Havering. 22% of
participants at Havering felt they had extensive training in smoking cessation, compared to
9% of those at Southwark. These differences were significant (X2 (2, N=244) = 10.67,
p=.005). Knowledge levels appeared to vary by field of nursing. 31% of those studying
Mental Health nursing felt they had extensive training in smoking cessation, compared to 5%
of Children’s nursing participants.

Table 9. Discussing lifestyle with patients

Variable Nutrition Exercise Weight Alcohol Smoking
% % % % %
Training
None 17.2 39.3 32.6 40.6 43.3
Some 66.5 47.3 54.8 44.4 42.9
Extensive 15.5 13.0 11.7 14.2 13.0
Confidence
Not at all 8.2 9.5 27.6 24.7 30.5
Somewhat 62.1 56.6. 50.6 53.9 46.9
Highly 29.2 335 214 21.0 22.2
Importance
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Not at all 0.4 0.4 0.8 1.2 1.7
Somewhat 14.0 18.7 19.0 21.1 16.5
Highly 85.1 80.5 79.8 77.3 81.4
Confidence talking about I ifestyle

Participants’ confidence levels in talking to patients about various aspects of lifestyle change
did not appear to be related to their training in these areas, as participants generally reported
high confidence levels. Almost one third of participants felt highly confident talking to patients
about nutrition (29%), compared to just 8% who reported they were ‘not at all’ confident in
this regard, the lowest percentage across all five topics. Learning disability nursing students
reported the highest confidence on this topic (60%), compared to 30% respectively of the
Adult nursing and mental health nursing cohorts.

More participants reported that they were highly confident in talking to patients about
exercise than any other area of lifestyle. 34% of participants felt highly confident on this
topic, compared to 10% who felt the opposite. Confidence levels appeared similarly
distributed across both campuses, but there were some difference across the various fields
of nursing. Adult nursing students reported the least confidence in talking to patients about
exercise (14%), whereas 40% of the Learning disability nursing students felt highly confident
on this topic.

About one fifth of participants (20%) reported they were highly confident talking to patients
about their weight, but more (28%) felt not at all confident in this regard. Again, there were
no significant differences between the campuses in this regard. Children’s nursing students
were the least confident talking about weight (10% highly confident and 33% felt not at all
confident).

Participants felt the least confident in talking to patients about smoking, with 31% reporting
they felt not at all confident in this regard. Learning disability nursing students reported the
highest confidence levels on this topic (40%). Children’s nursing students were the least
confident talking about smoking cessation (8% highly confident and 44% felt not at all
confident). One fifth of the Adult nursing and Learning disability nursing cohorts also
reported they were ‘not at all’ confident broaching this topic with patients. Confidence levels
in talking about smoking cessation with patients were significantly related to age (X2 (6,
N=244) = 12.73, p=.048), with older participants evidencing higher confidence levels. There
was no significant difference between smokers and non-smokers in talking to patients about
smoking cessation.

Participants evidenced mixed confidence levels talking to patients about alcohol, with a
quarter saying they were not at all confident, but 21% feeling highly confident in this regard.
More students at Southwark (27%) than Havering (18%) reported feeling not at all confident
talking about alcohol, but these differences were not significant. Perhaps related to
perceptions of training on the topic, the mental health nursing cohort reported the highest
levels of confidence talking to patients about alcohol, with 40% feeling highly confident in this
regard, and only 6% feeling not at all confident. Children’s nursing students were the least
confident talking about alcohol (13% highly confident and 36% felt not at all confident). There
was no significant difference between drinkers and non-drinkers in talking to patients about
alcohol.

(Please turn over to the next page)



| mportance of talking about I ifestyle
In general, participants felt that it was highly important to address lifestyle with patients.

Only about 1% of participants felt that it was not at all important to address nutrition,

exercise, weight, alcohol or smoking with patients. 85% felt it was highly important to

address nutrition. 82% felt smoking was an important topic to address with patients. 80% felt

exercise and weight respectively were important to talk about, and 77% felt that it was

important to address alcohol with patients.

Rol e momdgeld healthy | ifestyle
Participants were generally of the opinion that a nurse’s personal lifestyle had an impact on
their professional practice. 93% of the sample agreed that being seen as a role model for a
healthy lifestyle was important for a nurse, with 53% ‘strongly agreeing’ that this was the
case. 86% felt it was their responsibility as a nurse to model a healthy lifestyle. However,
one third of participants (33%) felt that nurses’ lifestyles make no difference to patients,
although the majority of participants (47%) disagreed with this statement. A similar
proportion of respondents (31%) felt that patients’ lifestyles are a private matter just for them.
Younger participants were significantly more likely to take this view (X2 (3, N=244) = 11.87,
p=.008). 52% (N=13) of participants aged twenty years and younger agreed with this
statement, compared to 22% (N=6) of those aged forty and older. Current smokers were
also significantly more likely to agree that patients’ lifestyles were a private matter (X2 (1,
N=244) = 4.83, p=.028), with 43% agreeing with this statement compared to 26% of non-
smokers. In contrast, obese participants were significantly less likely than their normal
weight counterparts to view patients’ lifestyles as a matter just for them (X2 (2, N=244) =
7.90, p=.019).

All participants bar one felt that health promotion and prevention were relevant to all fields of
nursing. However, the majority of participants (67%) felt that it was difficult to promote
healthy behaviours if they did not carry them out themselves. 90% agreed that patients
would be less likely to listen to someone who does not follow their own advice, but a smaller
proportion (76%) felt that a nurse should stick to a healthy lifestyle in order to effectively
encourage lifestyle change in patients. Smokers were significantly less likely to agree with
this viewpoint (X2 (1, N=244) = 10.18, p=.001), with 82% of non-smokers agreeing with this
statement compared to 56% of current smokers. Almost one fifth of participants (18%)
reported that their lifestyle made no difference, as patients should do as they say, not as
they do. Smokers were significantly more likely to agree that this was the case than non-
smokers (X2 (1, N=244) = 8.97, p=.003). 33% of smokers agreed with this statement
compared to 13% of non-smokers. 77% of respondents agreed that the nurses on placement
should set a good example for student nurses by practicing a healthy lifestyle. Again,
smokers were significantly more likely to disagree with this statement (X2 (1, N=244) = 5.51,
p=.019). 37% of smokers disagreed with this statement compared to 20% of non-smokers.
Similarly, current drinkers were significantly more likely to disagree (X2 (1, N=244) = 5.57,
p=.018), with 27% reporting they did not feel nursing staff should set a good example,
compared to 10% of non-drinkers.

Support for |living a healthy | ifestyl e
Participants were asked about how easy or difficult it was to maintain a healthy lifestyle while

at university and on placement. Participants elicited mixed views about either scenario.

Almost half of the sample (45%) disagreed that their university encouraged them to lead a

healthy life. Younger students were significantly more likely to disagree with this statement

(X2 (3, N=244) = 17.28, p=.001), as were current smokers (X2 (1, N=244) = 5.40, p=.02), and

current drinkers (X2 (1, N=244) = 9.19, p=.002). However, the majority of participants felt that

the university encouraged students to eat healthily (53%), exercise (59%) and discouraged
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students from smoking (62%). The majority of participants (83%) felt that the nursing
curriculum emphasised health promotion in nursing practice, but only 41% felt that their
faculty were good role models for a healthy lifestyle. Older students were significantly more
likely to view faculty as good role models (X2 (3, N=244) = 10.74, p=.013).

Similarly 42% felt that being on placement discouraged them from leading a healthy life.
82% reported that stress on placement made healthy living more difficult than usual, and
62% felt that their health gets worse while on placement. More than one third of participants
(34%) strongly agreed that being on placement made healthy eating difficult. Younger
participants were significantly more likely to find eating healthily difficult while on placement
(X2 (3, N=244) = 9.74, p=.021). 88% of those aged twenty and younger agreed with this
statement, compared to 54% of those aged forty or older. Obese participants were
significantly more likely to report that being on placement encouraged them to lead a healthy
life (X2 (2, N=244) = 6.92, p=.032).
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Quantitati vioirTewoul tGc toofber

Participation

The second round of data collection was conducted in October 2014. 329 students were
present at the in-class presentations given at the Southwark and Havering campuses. Of the
students present, 302 completed the health status assessment. This yielded an overall
response rate of 92%. 63% of respondents were based on the Southwark campus and 37%
were based at Havering. The final sample comprised 41% Adult nursing students; 34%
Children’s nursing; 19% Mental Health nursing, and 6% Learning Disabilities nursing. 85% of
the sample was female.

175 participants have completed the health status assessment at both time points (72% of
those who completed the first health status assessment). 64% of these participants were
based at the Southwark campus.

Headline findings

1 There was no change in participants’ self-reported health status

1 Smoking rates were lower than the national average (15% of participants compared
to 20% nationally) (Based on Statistics on Smoking in England, published October
2014)

1 The proportion of obesity among participants (21.7% of men and 23.3% of women)
was lower than the national averages for England (24.4% of men and 25.1% of
women)

1 Environmental factors were the most important factors that participants felt would
enable them to be healthier nurses

1 Participants did not feel that their health had significantly changed, for better or
worse, since entering nursing training

Serfated health and wei ght

Participants were asked to rate their own health on a continuum from ‘very good’ to ‘very
poor’. In order to assess change over time, participants in the Round Two assessment were
asked if their nursing uniform size had changed since their first year of study at LSBU.

Participants generally rated their health positively, with 67% perceiving their health to be
‘good’ or ‘very good’. 27% reported that their health was ‘fair’, and 6% felt their health was
‘poor’ or ‘very poor’. A Wilcoxon signed-rank test showed that for those participants who
completed both rounds, self-rated health did not differ significantly from Point One to Point
Two (Z=-1.556, p= 0.120).

Table 1. Self rated-health

Variable N %
In general, would you say that your health is:

Very good 51 17.0
Good 151 50.3
Fair 82 27.3
Poor 14 4.7
Very poor 2 0.7

There was a significant difference in uniform size from participants’ first year of study to the
current year (third year) (Z=-2.697, p= 0.007). 44 participants (15%) reported a decrease in
uniform by at least one size; 22 (7%) reported an increase in uniform by at least one size.
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Of the 175 students who completed the survey at both time points, the BMI of 70 students
(40%) had increased since the first round of data collection in March 2014. 54 (31%) had
decreased their BMI from the first round of data collection and 23 students (13%) reported
no change. The difference in BMI at Point One and Point Two was not significant (t (146) = -
.729, p= .467). There was a significant difference between the campuses, with a greater
proportion of overweight and obese participants at the Havering campus (56%) than at the
Southwark campus (31%) (\ (3, N=175) =11.51, p=.009). There was some change in
obesity class between the two rounds of data collection, however these differences were not
found to be significant (Z = -1.437, p = 0.151). 12% of those surveyed in both rounds
increased in obesity class, while 7% decreased.

Table 2. Change in BMI between Point One and Point Two of data collection

Obesity Classification BMI range Point | Point
One % | Two %
Underweight <185 4.4 3.3
Normal weight 18.5-24.9 47.5 51.0
Overweight 25.0-29.9 27.8 22.9
Obesity Class | 30.0-34.9 10.8 13.7
Obesity Class |l 35.0-39.9 5.7 7.2
Obesity Class I >40.0 3.2 2.0
Smoking

211 (72%) of participants reported that they had never smoked. 37 (13%) were former
smokers who had now given up. 22 (7%) reported that they smoke, but not every day. 24
(8%) were daily smokers. Of potentially 83 participants (comprising those who used to
smoke but have since given up, occasional smokers and daily smokers), 25 participants
(30%) had attempted to quit smoking in the past year. Of the current smokers (both
occasional and daily) 28 participants (61%) had made no attempt to quit smoking in the past
year.

Based on the data from Point One and Point Two, there was a small, nonsignificant
decrease in smoking rates of participants who completed both surveys (Z =-1.387,p =
0.166).

Al cohol use

Participants were asked the frequency that they drink alcohol, as well as the number of
drinks they consume in a typical drinking occasion. One drink was indicated to be a small
glass of wine, a single measure of spirits, or a half pint of cider or beer.

The majority of participants (N=95, 32%) reported drinking once or twice a month. 68
participants (23%) drink alcohol once or twice weekly. 64 participants (21%) reported that
they drink alcohol only once or twice yearly, such as on special occasions. 14 participants
(5%) drink alcohol on 3 or more days per week. 45 participants never drank alcohol (15%),
and 14 (5%) used to drink but have since given up. A Chi-squared test showed a significant
difference between the campuses in terms of alcohol use, with more non-drinkers at the
Havering campus (28%) than at Southwark (15%) (\ (1) = 6.704, p=.01).

The majority of participants (N=81, 34%) consume between two and three drinks on a typical
drinking occasion. 62 participants (26%) reported drinking between 4 and 6 drinks, and 60
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(25%) reported typically having one drink. 34 participants (14%) consume between 7 and 10
drinks per drinking occasion, and 5 (2%) reported having 11 drinks or more.

Table 3. Typical alcohol use on one drinking occasion

Number of drinks N %
One drink 60 24.8
Between two and three drinks 81 33.5
Between four and six drinks 62 25.6
Between seven and ten drinks 34 14.0
Eleven drinks or more 5 2.1

Di et

Participants were asked about their diet in a typical week; with reference to the frequency

certain foods are consumed.

Approximately half of the participants reported eating 2 or more servings of fruit (47%) and
vegetables (48%) two to four times a week, with a further 38% and 39% eating fruit and

vegetables respectively 5 or more days per week. 55% of participants reported that they eat
fried foods less than once a week, compared to 6% who reported fried food consumption five
days or more per week. 66% of participants eat takeaways, canteen or meals at restaurants

less than once a week. 59% reported that they drink more than 1 litre of water daily. 67%
reported that they drink fizzy drinks or pop less than once a week.

Table 4. Dietary behaviour of participants

Variable 5 days or 2—-4days |<ldaya
In a typical week, how often do you: more per week week

N % | N % N %
Eat less than 2 servings of vegetables 40 13.2 | 143 | 47.4 | 116 |38.4
Eat less than 2 servings of fruit 46 15.2 | 139 |46.0 | 114 | 37.7
Eat fried foods 19 6.4 |118 | 395|162 |54.2
Eat snacks 60 20.1 | 135 | 45.3 | 103 | 34.6
Eat meals at takeaways, sit down restaurants or the canteen | 10 3.3 |91 30.3 | 199 | 66.3
Drink more than 1 bottle or can of fizzy drinks or pop 20 6.7 |78 26.2 | 200 |67.1
Drink more than 1 litre of water 178 | 59.3 | 95 31.7 | 27 9.0

Comparing the data from Point One and Point Two, there appears to have been varied
changes in participants’ dietary habits from one point of data collection to the next. Wilcoxon
matched-pairs signed rank tests were used to test for significant differences in diet between
Paoint One and Point Two. The results are displayed in Table M below. Fruit and vegetable
consumption has significantly increased, as had water consumption. Participants reported
eating significantly less fried foods at the second point of data collection than the first.
However, snacks, takeaway meal and fizzy drink consumption have significantly increased
from the first to the second round of data collection.

Table 5. Differences in diet between Point One and Point Two

Variables Point Point Difference
In a typical week, how often do you: One (%) | Two between rounds
(%)

Eat less than 2 servings of vegetables Z=-7.184*

5 days or more 14.4 12.6

2-4 days per week 32.8 46.9

Less than once a week 52.9 40.6

Eat less than 2 servings of fruit Z=-7.824*
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Variables Point Point Difference

In a typical week, how often do you: One (%) | Two between rounds
(%)

5 days or more 11.4 12.8

2-4 days per week 25.1 a47.7

Less than once a week 63.4 39.5

Eat fried foods such as fried chicken or fish, chips, or plantain Z = -3.65*

5 days or more 5.2 5.8

2-4 days per week 59.2 38.2

Less than once a week 35.6 56.1

Eat snacks such as crisps, chocolate, sweets, biscuits or pastries Z = -5.253*

5 days or more 10.3 18.5

2-4 days per week 26.3 49.1

Less than once a week 63.4 31.8

Eat meals at takeaways, sit down restaurants or the canteen Z=-3.77*

5 days or more 29 3.4

2-4 days per week 12.1 29.1

Less than once a week 85.0 67.4

Drink more than 1 bottle or can of fizzy drinks or pop Z=-2.733*

5 days or more 4.6 6.3

2-4 days per week 16.6 28.0

Less than once a week 78.9 65.7

Drink more than 1 litre of water (5 glasses or 2 small bottles) Z = -5.992*

5 days or more 40.0 55.4

2-4 days per week 18.9 34.9

Less than once a week 41.1 9.7

*p<.001.

Physical activity

Physical activity levels were assessed by asking participants to quantify their physical
activity habits in a typical week. Participants were asked to indicate the number of days per
week and time per day they are physically active. Participants’ physical activity levels are
indicated in Table N below. Moderate activity was indicated to mean medium physical effort
which makes breathing harder than normal and increases heart rate. Vigorous activity was
indicated to mean hard physical effort which causes a person to sweat and makes breathing
much harder than normal.

Table 6. Physical activity behaviour

Variables

In a typical week, how often do you:

Walk for more than 10 mins while at university or on placement
Average days per week 5.4 days
Average hours/mins per day 2 hours 4 mins
Median days per week 5.0 days
Median hours/mins per day 1 hour

Walk for more than 10 mins in leisure time

Average days per week 5.2 days
Average hours/mins per day 1 hour 13 mins
Median days per week 6.0 days
Median hours/mins per day 1 hour
Engage in moderate physical activity
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Variables

In a typical week, how often do you:

Average days per week 4.1 days
Average hours/mins per day 1 hour 6 mins
Median days per week 3.0 days
Median hours/mins per day 45 mins
Engage in vigorous physical activity

Average days per week 1.9 days
Average hours/mins per day 50 mins
Median days per week 1.0 days
Median hours/mins per day 30 mins

In order to assess change over time, the data on physical activity collected in Point Two
were reorganised into ordinal variables to mirror the data from Point One. A Wilcoxon
matched pairs signed rank test was used to assess if there were significant differences in
participants’ physical activity levels over time. Similar to the data on diet, there appears to
have been varied changes in participants’ physical activity between Point One and Point
Two. There was a significant increase in vigorous activity between the two rounds of data
collection (Z=-4.213, p<.001), and in physical activity during leisure time (Z= -4.383,
p<.001). However, participants’ moderate physical activity levels decreased slightly, and this
decrease was significant (Z= -2.469, p= .014). Participants also reported less frequent
physical activity while at university and on placement in the second round of data collection,
although this difference was not significant (Z= -1.442, p=.149).

Table 7. Differences in physical activity between Point One and Point Two

Variables Point Point Difference

In a typical week, how often do you: One (%) | Two between rounds
(%)

Walk for more than 10 mins while at university Z=-1.442, ns.

or on placement

5 days or more 79.4 73.9

2-4 days per week 20.0 24.2

Less than once a week 0.6 1.9

Walk for more than 10 mins in leisure time Z =-4.383*

5 days or more 41.7 70.7

2-4 days per week 54.3 24.2

Less than once a week 4.0 5.1

Engage in moderate physical activity Z = -2.469**

5 days or more 454 31.5

2-4 days per week 32.8 46.2

Less than once a week 21.8 22.4

Engage in vigorous physical activity Z=-4213*

5 days or more 6.3 8.1

2-4 days per week 18.9 39.9

Less than once a week 74.9 52.0

*p<.001. ** p =.014

Heal tdht mddent nur ses

Participants were asked to select factors which would make it easier for them to be healthier
as student nurses, as well as any changes to their health since they started training to
become a nurse and about any changes in their health while they are on placement.
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Participants’ preferred options are listed in order of popularity below. The most popular
options were related to environment; specifically having access to subsidised exercise
facilities and healthier canteens.

Table 8. Factors making it easier to be healthy as a student nurses

Factor N %
Subsidised gym or exercise facilities 187 61.9
Having a healthy canteen at the university 105 34.8
Having a healthy canteen on placement 95 31.5
A resource to set and track goals for healthy living 49 16.2
Having readily available information on being healthy 46 15.2
Completely smoke-free university campuses and hospitals 35 11.6
Having advice on healthy living in the curriculum 34 11.3
Having a healthy ‘buddy’ or ‘champion’ on placement 32 10.6
Table 9. Changes in health since commencing training and while on placement
Variables | N | %
My health has improved since | started training to become a nurse
Strongly disagree 19 6.4
Disagree 135 45.6
Agree 118 39.9
Strongly agree 24 8.1
My health has got worse since | started training to become a nurse
Strongly disagree 76 26.6
Disagree 114 39.9
Agree 86 30.1
Strongly agree 10 3.5
My health improves when | am on placement
Strongly disagree 27 9.5
Disagree 167 58.6
Agree 79 27.7
Strongly agree 12 4.2
My health gets worse when | am on placement
Strongly disagree 41 14.2
Disagree 101 34.9
Agree 122 42.2
Strongly agree 25 8.7

There was a decrease between the two points of data collection in participants reporting that
their health got worse on placement, and this difference was significant (Z= -4.531, N=169,
p<.001). In the first round of data collection, 62% of participants agreed that their health
worsened when they were on placement; this had decreased to 49% agreeing in Point Two.

Confidence discussing |lifestyle topi cCs:s
Participants were most confident discussing exercise (32% highly confident) and nutrition

and diet (29%) with patients. They were the least confident discussing alcohol (23% not at all

confident), smoking (20%) and weight (18%). There was moderate positive correlation

between the confidence variables. This suggests that participants who are confident talking

to patients about one topic may also be more confident talking about other lifestyle topics

also.

Table 13. Confidence discussing lifestyle topics with patients
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Variable Not at all Somewhat Highly
How confident are you discussing: confident confident confident

N % | N % N %
Nutrition and diet 9 3.0 203 68.4 |85 28.6
Exercise 22 7.3 179 60.5 |95 32.1
Weight 52 17.7 | 185 63.1 |56 19.1
Alcohol (with adults and young people) 66 225 | 170 58.0 |57 19.5
Smoking (with smokers) 59 20.0 | 166 56.3 |70 23.7

The changes in perceived confidence discussing lifestyle topics with patients between the
two points of data collection were compared. Participants’ confidence levels appear to have
remained quite stable over time. Wilcoxon’s matched pairs signed rank test was used to
examine differences in confidence levels over time. In general, the results showed small
improvement in participants’ confidence levels between the two points of data collection;
however these differences were largely nonsignificant. The greatest increase in confidence
level related to smoking, and this difference was significant (Z= -2.949, N=170, p=.003).

Table 14. Changes in confidence level over time.

Variables Point Point Difference

How confident are you discussing: One (%) | Two between rounds
(%)

Nutrition and diet Z=-.911, ns.

Highly confident 29.7 29.5

Somewhat confident 64.0 68.2

Not at all confident 6.3 2.3

Exercise Z =-.236, ns.

Highly confident 33.3 32.2

Somewhat confident 58.0 61.4

Not at all confident 8.6 6.4

Weight Z=-1.29, ns.

Highly confident 20.6 18.2

Somewhat confident 53.1 64.7

Not at all confident 26.3 17.1

Alcohol Z =-.643, ns.

Highly confident 20.0 18.3

Somewhat confident 53.7 59.8

Not at all confident 26.3 21.9

Smoking Z =-2.949, p=.003

Highly confident 18.9 21.2

Somewhat confident 48.0 58.8

Not at all confident 33.1 20.0

Rol e modelling healthy behaviours

Most participants (86% overall) agreed that the nursing curriculum emphasised health
promotion. A Chi-squared test was performed to examine the relation between this
statement and campus. There was a significant difference between the two LSBU
campuses, with more participants at the Havering campus (92%) than Southwark (82%)
agreeing with this statement (\2 (3, N=290) = 11.773, p=.008).

Participants were mixed in their views of faculty staff being role models, with only a very

small proportion of participants disagreeing (51%) compared to agreeing (49%) with this
statement. The relation between this variable and campus was significant (\ (3, N= 290) =
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20.618, p<.001). Students at the Southwark campus were significantly less likely to agree
that faculty staff were good role models for a healthy lifestyle.

The majority of students did not feel that the nursing staff on placement were good role
models (63% overall). There were no significant differences between the campuses.

Table 15. Role modelling a healthy lifestyle

Variables [N | %
My nursing curriculum emphasises health promotion in nursing practice.

Strongly disagree 14 4.8
Disagree 27 9.3
Agree 175 60.3
Strongly agree 74 255
Our faculty are good role models for a healthy lifestyle.

Strongly disagree 27 9.3
Disagree 121 41.7
Agree 123 42.4
Strongly agree 19 6.6
Nursing staff on placement are good role models for a healthy lifestyle.

Strongly disagree 29 10.1
Disagree 151 52.6
Agree 95 33.1
Strongly agree 12 4.2
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Steps as recorded by acc

During a health awareness session in semester one of year 3 (October 2014) students were
provided with a ‘Pulse accelerometer’, in order to measure their steps over a period of a
couple of weeks whilst at university and then on placement in January 2015. A dedicated
activity diary was created on the ‘Every Contact Counts’ Moodle site for the project, which
allows students to record and upload their daily steps. 189 students (62% of those present
for the health awareness session) opted to take a ‘Pulse’ accelerometer.

To date:
1 There have been 128 unique entries to the Activity Diary
9 33 students (18% of those who received a Pulse) have uploaded their data to the

Moodle site
1 The average number of steps walked per day is 9388, median 9046.

(Please turn over to the next page)



Wi llingness to undertake

Making Every Contact Count

In the second round of data collection, participants were asked about their training in ‘Making
Every Contact Count’ (MECC) or having a ‘healthy conversation’ with patients. The survey
also asked questions on topics discussed, signposting of patients, and the enablers and
barriers to engaging in a ‘healthy conversation’ or MECC. Students were also invited to
complete a data recording tool on their experiences while on placement during the second
semester of Year Two. The reports recorded in brief the details of their contact with a
patient, and asked students to reflect on the outcome and whether the contact ‘counted’.
Students were also asked to complete a short survey on their ability to carry out MECC, as
well as how easy or difficult it was for them to do so.

Headline findings
91 Despite less than half the sample reporting training in giving brief advice, the majority
of participants reported that they had engaged in MECC or having a ‘healthy
conversation’ with patients
Nutrition and diet was the most commonly discussed topic with patients
Lacking the skills or knowledge to discuss these issues was the main barrier to
engaging in a ‘healthy conversation’ or MECC
9 For participants, knowing that talking to patients about their health might be beneficial
was the main factor that prompted them to raise lifestyle issues with patients

= =4

Almost half the students reported that they had received training in having a ‘healthy
conversation’ or MECC. (49%), but a similar proportion (44%) reported that they did not.
Only a small minority (7% overall) felt that having a ‘healthy conversation’ or engaging in
MECC was irrelevant to their role. Although less than half of the sample reported training in
these skills, 270 participants (89%) reported that they had engaged in a ‘healthy
conversation’ or MECC with patients. If participants had engaged in MECC or had a healthy
conversation, they were also asked about which topics they had talked about with patients.
198 participants (66%) felt that they would know where to signpost a patient for more
information or support services. A Spearman’s rank-order correlation was run to determine
the relationship between having received MECC training and knowing where to signpost a
patient. There was a weak positive correlation between having received MECC training and
knowing where to signpost a patient, which was statistically significant (rs= .209, N = 297,
p<.001).

Table 10. Having a ‘healthy conversation’ or engaging in MECC

Have you received training in in having a ‘healthy conversation’ | N %
or ‘making every contact count’ (MECC)?

Yes 145 48.8
Yes, but | don’t think it’s relevant to my role 4 1.3
No, but | would like to 131 44.1
No, and | don’t think it’s relevant to my role 17 5.7
Topic N %
Nutrition and diet 235 77.8
Exercise 163 54.0
Smoking cessation (with smokers) 131 43.4
Weight 120 39.7
Alcohol (with adults or young people 81 26.8
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Participants were asked about a time when they might have engaged in MECC but did not,
and the barriers that prevented them from doing so. Table 11 lists the various factors, ranked
in order of popularity amongst participants.

Table 11. Barriers to having a ‘healthy conversation’ or engaging in MECC

Factor N %
Lacking the skills or knowledge to discuss these issues 92 30.5
Too difficult to weave these issues into conversation 87 28.8
No time to discuss these issues with patients 76 25.2
Language barriers make conversation too difficult 76 25.2
Uncomfortable discussing an issue unrelated to the patient’s 62 20.5
condition 58 19.2
Not a role model for the behaviour 55 18.2
Feel embarrassed about raising the issue 18 6.0
Feel it is inappropriate to discuss lifestyle with patients 9 3.0
Priority is clinical treatment, not discussions about lifestyle

Participants who had engaged in a ‘healthy conversation’ or MECC with a patient were
asked to choose the factors which had prompted them to raise the issue. Aside from time
constraints, the most endorsed items by participants all related to having prior knowledge;
understanding the benefits of MECC or healthy conversations (54%); having accessible
information to hand (38%); and knowing where to signpost patients (38%).

Table 12. Factors enabling a ‘healthy conversation’ or engaging in MECC

Factor N %
Knowing that talking to patients about their health might be beneficial | 163 54.0
Having enough time to talk to a patient about their lifestyle 151 50.0
Having accessible information to give to a patient (e.g. leaflets) 116 38.4
Knowing where to refer patients for more information or support 115 38.1
Knowing the main public health advice to give the patient 99 32.8
Being prompted by a patient to raise the issue 95 31.5
Encouraged by staff on placement to raise lifestyle issues with 86 28.5
patients

Pl acememptor t s

There was a poor response rate to the placement reports. Only 8 completed reports were
returned. This yields a response rate of approximately 3%. Possible reasons for such a low
response rate may include; lack of time while on placement; lack of engagement with the
project; infrequent access to the Moodle site while based off-campus (as students needed to
download the placement report form from the project Moodle site); no opportunity to
implement MECC while on placement; low perceived confidence in own skills and
knowledge to implement MECC.

The reports returned reflected the varied settings in which students undertake placements;
two were in a community setting (one a heart hospital); two were in an acute setting
(including an Accident and Emergency department), and four were in a specialist setting
(including a care unit for older adults). Respondents engaged in MECC with a variety of
patients. The characteristics of each patient and the issues discussed are outlined below.

| Patient characteristics | Issue(s) discussed
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1. Patient with dementia and schizophrenia, on | Diet and exercise
medication which leaves him prone to
weight gain and constipation. Constipation
has previously affected his mental state.

2. Patient admitted for open heart surgery with | Smoking
a hole on the heart

3. 18 year old with congenital heart defect, Alcohol use
who drinks high volumes of alcohol regularly

4. 16 year old obese patient with high blood Diet and weight
pressure and defect in heart’s electrical
conduction; she has previously had open
heart surgery

5. Elderly lady admitted after a fall at home Following a healthy lifestyle

6. Patient admitted after experiencing chest Smoking and alcohol use
pain and difficulty breathing

7. Female patient with TB Diet

8. Elderly patient who had had a stroke Smoking and alcohol use

Although the conversations largely were focused on one ‘main’ topic, in some cases
students reported that patients often raised concerns about other aspects of their lifestyle
during conversation, which highlighted other areas for discussion. For example, one student
reported:

fHe would like the dietician to help him create a healthier dietd and later in the conversation
fHe also wanted some help about light exercising that would be suitable for him and
manageableo .

In all of the cases but one, it was the student who raised the topic with the patient. The
exception was a patient who expressed a desire to stop smoking. Topics raised were
typically directly related to the patient’s presenting condition. In all but two cases, patients
were willing to speak with the student. One patient was at first unwilling to talk, but
subsequently engaged with the student. In another case, the patient felt that they were too
tired to speak to the student at that time.

Patients appeared to readily engage in conversation about their lifestyle, and often voiced
their own awareness of the effects their behaviour was having on their health.

fHe knew that smoking was having an impact on his bodyé he realised that smoking was
having an impact on his health and his bank account.0

For patients, change was a gradual process, and something to be considered post-recovery.
However, in one instance, a patient decided to quit smoking immediately, as they were
recovering from surgery.

fPatient said that it is difficult for him to stop the smoking and drinking immediately but he
said he would try to do it graduallyo

firhe patient said she will change her habit after she gets recoveredo

fPatient was thankful for the advice and said he would try to take the advice on board.o
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Students appeared knowledgeable about signposting patients to further information or
support services. They offered leaflets to patients or referred them to further support. There
was often a collaborative aspect to these referrals, where students drew on other members
of the care team to offer the patient advice or care.

fwith the help of the multidisciplinary team we managed to get him to speak to the ward
psychologist...0

il reported our conversation with my mentor and we asked the ward physiotherapist to
helpé o

In general, students reported a positive experience of MECC. They were also asked to
complete a short survey which reflected on what they had done, and how easy or difficult it
was for them to implement MECC. For students; the easiest aspects of implementing MECC
were:

1 Establishing a patient’s current health and wellbeing status

9 Beginning a discussion around lifestyle and answering patients’ worries about it

1 Identifying what would help a patient to help change their behaviour

1 Identifying one easily achievable goal for a patient to start working on

The most difficult aspects of implementing MECC for students were:

Discussing a patient’s hopes for the future and assessing how ready and willing they
were to make lifestyle changes

Developing a personal action plan with a patient to help them achieve their goals
Identifying any new skills a patient would need to learn to achieve their goal
Identifying a patient’s barriers to change and ways round them

= =4 =4 =
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Out pass@cdt ober 2014

In the past year, the following dissemination has taken place:

Development of a web portal on Moodle for LSBU students (Appendix F screenshot)
Presentation to Commonwealth Nurses conference, London June 2014

Half page report in ‘Nursing Standard’ June 2014

Nursing Standard magazine September 2014

PwbhE

Further opportunities need to be identified for 2015.

Chall enges to completion of the projec
The following represent challenges to completing the project:

1. There is no comparison group, so factors that might have a significant effect on the
project findings remain unknown

2. Recruitment for future activities may prove difficult due to the time pressures of the
curriculum and students being on placement for extended periods

3. Despite incentivisation, there is a lack of engagement by students with the project

Appendi ces

A. Effectiveness of Brief Advice

B. Nurses’ health status

C. Nurses as role models

D. Effectiveness of Making Every Contact Count
E. Health Status Assessments

F. Moodle screenshot
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AppendBxi Af Advi ce

‘Brief’ or ‘opportunistic’ health promotion interventions have been acknowledged as effective
in certain situations, and opportunistic health promotion has routinely been included in policy
and practice advice (West et al, 2000; Coleman, 2004). Despite this, they have rarely been
included within curricula for professional training (Gill and O’May, 2011).

Evidence of the impact of health messages to encourage health-related behaviour change is
limited. A review (Powell and Thurston 2009) claims that providing health messages is
associated with smoking cessation and increases quitting from 1% to 3%. There is also some
evidence that brief advice can be effective in increasing physical activity levels (Ogilvie et al
2007).

Traditionally, the remit for this particular type of health promotion has been ascribed to medical
and nursing staff; however the importance of the role of other front-line professionals has been
argued (Lock, 2004). Opportunistic health promotion is recognised as good practice (Nolan et
al, 1996) however staff may lack the training to deliver brief or opportunistic advice adequately,
Some staff, particularly amongst those allied to medicine, may not necessarily perceive
delivering health promotion advice as part of their role (Gill and O’May, 2011).

The majority of literature on brief advice and opportunistic health promotion in primary care
concentrates on alcohol, smoking and physical activity. This may be an indication that GPs
restrict their advice to areas where they are less likely to impact on the doctor-patient
relationship and the GP feels most confident (Butler et al, 1998). One study discussing the
concerns of general practitioners in relation to the identification and response to alcohol
problems, described GPs as supportive of counselling but conscious of a lack of relevant
training (Wilson et al, 2011). Lock et al (2002) explored the attitudes of British primary care
nurses, who reported feelings of awkwardness and embarrassment when asking patients
about drinking habits. Some felt that asking about drinking could disrupt the nurse-patient
relationship, particularly in those patients not yet ready to change, and indeed some had
previously received hostile responses from patients. From the patient’s perspective, their
expectations of encounters with health and social care professionals must be considered.
Ogden and Jain (2005) noted that the focus on the patient’s agenda is one of the expected
features of a primary care consultation, such that veering off-course onto items outside of this
agenda results in threats to trust.

A systematic review of qualitative evidence (Johnson et al, 2011) noted that implementation
was limited by a lack of resources, training and support from management, as well as
workload. Casey (2007) noted that nurses struggled to describe their understanding of health
promotion, and their perceptions and description remained more in keeping with a traditional
health education approach. Although this is generally in line with the MECC approach, such a
key professional group might be expected to be able to deliver more complex health promoting
practice. In Casey'’s study, health promotion was reported infrequently, and an add-on where
time permitted. Time was a significant limiting factor, as were organisational and management
issues (Casey, 2007).

For the patient as well as the practitioner, the appropriateness of the context in which
discussion occurred is an important factor. Richards et al, (2003) theorised that raising lifestyle
issues in a patient consultation may be a disincentive to seeking future medical care. A desire
to avoid upsetting patients could prevent the implementation of prevention advice, particularly
within time-limited consultations (Summerskill and Pope, 2002). Questions have been raised
about the wider effectiveness and ethics of opportunistic health promotion (Summerskill and
Pope, 2002; Getz et al, 2003). Others stress that it needs to be connected to wider
appreciations of culture and understandings of health and illness (Butler et al, 1998).
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There is a dearth of literature on interaction with staff outside of the primary care setting. A
study of pharmacy clients found that they were willing to accept and discuss drinking and
written information from pharmacists (Dhital et al, 2010). Pharmacists were thought of as being
more accessible than the GP; however concerns were expressed about feeling patronised or
labelled and lack of privacy. Others have noted that pharmacists’ willingness to provide such
advice may be limited, particularly where customers are unknown to them and where a
sensitive issue is concerned (Anderson and Rajyaguru, 2002). The authors concluded that
pharmacists would only raise sensitive issues with familiar customers.

It may be important to have the right ‘messenger’ delivering health advice. If considered
inappropriate, whether overall or at a particular time, this may lessen the impact or act as a
disincentive to following advice. Studies of interaction with receptionists in primary care
suggest that they are regarded as a barrier to access by patients (Arber and Sawyer, 1985;
Offredy, 2002). As such, they are unlikely to be a trusted source of health advice. It could be
argued that other public servants, who have bounded expectations which do not include health
advice giving, may be viewed similarly by members of the public.

The absence of reviews of evidence on the participation of other public service professions in
brief or opportunistic health promotion is significant, as MECC targets professions where non-
health related contacts are common. Inter-professional work may be hampered by differing
cultures, values and knowledge (Hall, 2005). Furthermore, MECC relies on the development
of the type of trusting relationship which is analogous to those existing between the doctor or
nurse and the patient. Vickridge and Arub (2003) noted that traditions of practice in professions
such as social work and social services are markedly different, and a process of empowering
service users may be incompatible with strict managerial control of professional practice and
organisational structures.
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AppenB.Nxr sesal th status

Nursing as an occupation is associated with particular health risks. Epidemiological and
observational studies of nurses are limited (aside from the US longitudinal Nurses’ Health
Study) but have indicated levels of health risk factors amongst nurses at least equivalent or
greater than population values (Dam et al. 2008, Tucker et al. 2010, Schluter et al. 2011). A
better understanding of nurses’ health status is important from three perspectives: the
individual’s health and wellbeing; an organisation’s interest to foster a healthy workforce; and
nurses’ potential to act as healthy role models for patients.

Smoking is the most frequently researched lifestyle risk amongst nurses. Studies of nursing
professionals across a number of different countries reveal that both registered and pre-
registered nurses tend to exhibit higher rates of smoking than both the general population
and other healthcare professionals. Hodgetts et al (2004) noted that of the current smokers
in their sample, nurses were significantly less likely to be considering quitting smoking than
other health professionals. While smoking among nurses appears to be decreasing in many
countries during recent years, the international trend is far from uniform. From a
methodological perspective, the relative epidemiological quality of smoking research has
also varied over time, making it difficult to compare the results of one study to the next.
Some developed nations still report high smoking rates among their nursing staff, with
studies reporting that up to 45-57% of nurses are current smokers (e.g. Smith and Leggat,
2007; Hodgetts et al, 2004; Ruiz and Bayle, 2003). However, other studies have shown that
less than 5% of nurses are current smokers (Smith et al, 2005; Johnston et al, 2005).

In the United Kingdom, estimates of smoking prevalence among nurses varies widely, with
prevalence rates ranging from 7% in one study of practice nurses (Steptoe et al., 1999) to
35% amongst psychiatric nurses in a hospital setting (Bloor et al, 2006). These varying
estimates reflect clear differences in smoking prevalence between different nursing
specialities. Indeed, the research evidence indicates an association between smoking and
practicing in certain specialities. A large-scale review by Storr et al (2000) revealed that
smoking may be more common amongst nurses working in emergency, psychiatric, and
adult critical care, with smoking less common amongst nurses working in paediatrics,
midwifery and gynaecology, occupational health, and school health. Few studies offer an
explanation for these differences across specialities. Some authors have suggested that
smoking may be more prevalent amongst nurses who work in ‘high stress’ settings, as a
coping mechanism for the demands of the job (McVicar, 2003; Sarna et al, 2005; Cofta &
Staszewski, 2008). O’'Donovan (2009) noted that nurses working in psychiatric environments
have traditionally been able to smoke while on duty or have a cigarette with a patient during
a therapeutic session. Although general hospital settings have successfully moved to
smoke-free environments, in some countries care settings such as psychiatric hospitals
remain exempt from total smoking bans.

Workplace stressors may also influence nurses’ ability to maintain healthy dietary habits,
however little is known about the personal eating patterns of the nursing workforce. Previous
studies of nurses’ dietary habits have revealed unhealthy eating patterns. Nurses’ work is
often highly unpredictable and time-sensitive. Nurses may often skip meals and/or breaks to
complete their work and not overburden their peers (Scott et al, 2010). King et al (2009)
noted that nurses who perceived greater perceived job stress were more likely to report
disordered eating patterns, which the authors suggested may be a coping mechanism to
deal with stress or negative mood. These findings have been echoed by Wong et al (2010),
who noted that shift duties were positively associated with abnormal eating behaviour among
nurses working in hospitals. Nahm et al (2012) also noted more irregular meal patterns
among participants who reported greater stress, with an inverse relationship between BMI
and having a regular meal schedule.
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Irregular working hours make it difficult to maintain regular eating and exercise habits
(Geliebter et al, 2000), and nurses report barriers to healthy eating such as lack of breaks or
shift patterns (Faugier et al, 2001). Persson and Martensson (2006) reported that sweet and
junk foods were generally regarded by nurses as easier options during night duties when
compared with other healthier alternatives. Faurgier et al (2001) found that nurses
consumed more sweet food, high fat and fast and snack food during night duty in order to
keep them awake and resume energy due to heavy workload and long shift. Workplace
pressures could mean that inability to take breaks for healthy meals is often a genuine
argument, but it is equally possible that failure to take sufficient breaks could also be an
attempt to rationalise failure to make individual healthy choices, when nurses choose
unhealthy options and snack on high-fat or sweet foods. Gifts from patients and their families
may also unintentionally contribute to nurses’ unhealthy dietary behaviours. Cheung (2003)
noted that almost 60% of nurses sampled reported eating chocolates on the ward “just
because they were there”, although those surveyed felt that the chocolates consumed had a
detrimental effect on their weight and adversely affected their dental hygiene. Ease of
access may be an important determinant of nurses’ dietary habits in environments where the
availability of healthy foods is limited. It has been suggested that the forthcoming NHS Five
Year Forward Plan will recommend sweeping changes to counteract these barriers,
including the proposal that all hospital trusts should offer healthy food for their staff 24 hours
a day, and the reduction of high-fat and high-sugar foods for sale on hospital premises
(Helm, 2014).

The evidence base surrounding nurses’ alcohol use varies considerably. Some studies have
suggested that nurses are similar to or somewhat lighter than the general population in
terms of their consumption of alcohol (e.g. Clément et al, 2002; Pappas et al 2005; Nahm et
al, 2012), with the suggestion that the healthcare environment offers a protective factor
(Raistrick et al, 2008). However, nursing is a demanding profession, carrying high levels of
public and professional performance expectations, and often involves long and irregular
working hours (Schluter et al., 2011). Castledine (2005) has suggested that meeting these
demands may predispose some nurses to harmful drinking. Schluter et al (2012), in their
cross-sectional survey of Australian and Kiwi nurses, noted that 14% of their sample
engaged in harmful daily drinking, a substantially higher prevalence than the 6-10% of
nurses abusing alcohol reported elsewhere (Servodidio, 2011). Based on the NHS staff
survey, Raistrick et al (2008) noted that health professionals who frequently consumed
alcohol were likely to report more work-related problems for themselves and their
colleagues. A call has been made for increased awareness for the detection of alcoholism in
nurses (Servodidio, 2011). The case has been made on the grounds of both patient safety
and the wellbeing of staff for strengthening workplace policy (Fowlie, 1999) and providing
dedicated services (Gossop et al, 2001) for health professionals who have a substance
misuse problem.

There are considerable problems in recruiting health care professionals to participate in a
survey of alcohol use. Foremost among concerns are confidentiality, fear of suspension from
practice or prejudicing career prospects. This may explain why there have been more
studies of alcohol use amongst student nurses than qualified staff. Research findings (Burke
and McCarthy, 2011; Blake and Harrison, 2013) indicate concerns relating to future nurses,
with nursing students reporting high levels of alcohol use during training. Binge drinking in
particular (defined as more than 8 units for men and 6 units for women in a single drinking
episode) was common among student nurses. For example, Blake and Harrison (2013)
noted that 40% of their sample of UK student nurses binge drank on each drinking occasion,
and Watson et al (2006) found that more than half their sample of Scottish student nurses
reported binge drinking at least once in the previous week, with almost 30% binge drinking
on every drinking occasion. While student excesses have been shrugged off as youthful
behaviour, there is evidence to suggest that habits established in younger years lay the
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foundations for the health behaviours of later life (Weepie and McCarthy, 2002). Newbury-
Birch et al (2001) noted that student levels of substance use continued undiminished among
house officer doctors in their study.

Despite sedentary lifestyles becoming a global health issue, there is a lack of research
investigating nurses’ physical activity behaviours. Perhaps due in part to the challenge of
measuring physical activity, there is little robust evidence relating to the physical activity
behaviours of nurses and student nurses. Malik, Blake and Batt (2011) compared registered
and pre-registered nurses in the UK in terms of their self-reported lifestyle behaviour. They
noted than almost half of their sample did not meet current government recommendations
for physical activity weekly. Pre-registered nurses were less likely to take part in regular
physical activity than registered nurses, and also reported more barriers to being physically
active. Similar findings have been reported by Blake and Harrison (2013). Nahm et al (2012)
noted that the majority of their sample of US hospital nurses did not feel that they were
getting enough exercise, despite working long hours and doing work that is physically
demanding. The less than exemplary findings on nurses’ physical activity are important,
given that studies of physical activity such as those reported tend to rely on self-report data,
and self-reported physical activity levels are often over-, rather than under-estimated
(Ekelund et al, 2006).

Self-efficacy has been shown to play a significant role in the uptake and maintenance of
regular exercise (Gallagher et al, 2006). Malik, Blake and Batt (2011) noted that while nurses
were generally aware of the need for regular physical activity, this knowledge did not always
translate to their own behaviour, with lack of time the most commonly cited barrier to being
physically active. The literature suggests that factors intrinsic to the nursing profession, such
as long hours and shift work, may lead to a neglect of physical health needs amongst nurses
(Blaber, 2005). This is problematic given the inter-relationship between low levels of physical
activity and other negative health behaviours (Ford et al, 2012; Kvaavik et al, 2010).
Furthermore, physically inactive nurses may be less likely to promote physical activity than
their more active counterparts. McDowell et al (1997) used a cross sectional survey of
practice nurses in Avon to explore the role of the practice nurse in promoting physical
activity. They found that nurses who engaged in regular exercise were more likely to
promote physical activity to patients than nurses who were physically inactive. A more recent
systematic review by Fie et al (2013) also found a similar relationship between nurses’
personal physical activity behaviour and physical activity health promaotion.
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Appen@diNxrses as role model s

Previous research in this area has suggested diverse opinion on the topic of nurses being
role models for healthy behaviours, and what should and should not be expected of nurses.
The ethical argument contends that as a profession with a core value of health, nurses
should practice what they preach. This longstanding expectation has been present since the
days of Florence Nightingale, who believed that nurses should model good health by caring
for themselves (Dossey, 2005). Rush, Kee and Rice (2005) noted that nurses themselves
perceive an expectation from wider society to be role models. Role modelling is tantamount
to credibility in the literature (e.g. Borchardt, 2000), a stance supported by authors such as
Aranda and McGreevy (2012), who suggested that unhealthy nurses should carefully
manage the impression of being hypocrites. However, this body of literature largely consists
of opinion pieces and tends to be emotive and simplistic. Further research is required to gain
a more balanced and evidence-based perspective on nurses being role models for healthy
behaviours, as well as nurses’ own view of the expectation that they should be role models
for healthy behaviours.

The public health argument for nurses being role models for healthy behaviours situates
nurses at the forefront of a push towards greater health promotion within healthcare. This
position encourages nurses to engender change in others by modelling healthy behaviours
themselves (Ochieng, 2006). This position is reflected more in grey literature rather than the
research literature. For example, the Prime Minister's Commission on the Future of Nursing
and Midwifery (2010) called on nurses to take responsibility for their own health and
acknowledge themselves as role models for healthy living. Similarly, the International
Council of Nurses has called on nurses to make “a personal commitment to eat healthily,
exercise appropriately, drink sensibly and avoid the use of tobacco...to stem the tide of
chronic disease” (ICN, 2010, p. 37). While (2014b) has proposed that future revision of the
Code (the standards of good nursing and midwifery practice in the UK) should refer explicitly
to the role modelling of health behaviours as the duty of all registrants to support public
health.

Additional pressure to commit to a healthy lifestyle comes from research on nurses’ potential
for influencing patients, which has linked nurses’ personal health behaviours with patient
outcomes (e.g. Hughes and Rissel, 1999; Moxham et al, 2013). Clément et al (2002) noted
that nurses’ personal health impacts on their counselling of patients about health issues, and
nurses who are themselves unhealthy may be less willing to promote healthy behaviours to
patients (Esposito and Fitzpatrick, 2011). While (2014a) suggested that nurses’ self-
presentation from both a professional and personal perspective may be an important factor
in creating a general first impression, which in turn influences the nature and quality of their
interactions with patients.

Although the concept of nurses being role models for health behaviours appears to be well
supported within contemporary grey literature, there is controversy surrounding this
expectation within the research literature. Evans, Coutsaftiki, and Fathers (2011, p.38)
argued that “nurses are as imperfect as anyone else”, noting that patients might feel inferior
when faced with a nurse modelling an ideal of health they cannot achieve. Clark (1991)
argued that nurses’ credibility cannot be solely linked to their own health-related activities,
but lies in who they are rather than what they do. Although the existing evidence suggests
that nurses’ personal health negatively affects their professional practice, Moxham et al,
(2013) have suggested that developing therapeutic relationships with unhealthy patients may
actually be easier for nurses who engage in the behaviour themselves.
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AppendMakbng Every Contact Count

There is minimal published research to inform the implementation of MECC at an
organisational level. The majority of the papers focused on the barriers and facilitators to
implementing MECC. The articles found had all been published in the last two years, which
reflects that MECC is still in its infancy.

Of the articles found, two focused on the implementation of MECC at a children’s hospital in
Birmingham (Elwell et al, 2014a; Elwell et al, 2014b) and two focused on the implementation
of a ‘Healthy Conversations Skills’ training programme at Sure Start Children’s Centres in
deprived areas of Southampton (Lawrence et al, 2014; Tinati et al, 2012). The fifth article is
an evaluation of MECC based on interviews with stakeholders actively involved in the delivery,
commissioning or training of MECC (Nelson et al, 2013).

Organisational support for the implementation of MECC appears crucial. There is a need for
structure, so that staff may understand what is expected of them (Nelson et al, 2013).
Workplace champions were valuable in ensuring the effective implementation of MECC and
providing a support mechanism for trainees (Lawrence et al, 2014; Nelson et al, 2013). The
incorporation of MECC into Commissioning for Quality and Innovation (CQUIN) objectives
helped NHS organisations to easily align MECC with existing strategies, and provided an
opportunity to impact on some of the ‘harder to shift’ statistics associated with deprived local
areas (Nelson et al, 2013). However, although the use of levers such as CQUIN may be
valuable for the initial acceptance of MECC, it may not lead to the long term cultural shift
needed to embed MECC into the core structure of organisations, as the initiative envisages.
Practical issues were predominant in difficulties associated with implementation. The most
commonly reported barrier to implementing MECC was time. There were objections to
implementing the initiative where staff viewed MECC as an additional task to add to an already
heavy workload (Nelson et al, 2013; Tinati et al, 2012). Similarly in Birmingham, staff felt that
nursing care was the greater priority and they worried about how long a conversation might
take once a topic was raised, particularly in the middle of a busy shift (Elwell et al, 2014a). It
appears crucial that MECC is seen by staff to be a long term shift in perspective, rather than
just another project. Nelson et al (2013) suggested that MECC training could be used as
evidence for CPD purposes or formed part of a nationally recognised qualification, to improve
staff ‘buy in’ to the initiative.

Finding the appropriate time for a conversation about behaviour change was also a challenge,
and there was a general concern that engaging in ‘healthy conversations’ may have negative
connotations. Participants in Elwell et al (2014b) felt that it was a challenge to couple clinical
care and behavioural advice. They felt they could only comfortably give advice where it had a
direct and obvious link to the reason for admission or patient’s medical condition. The evidence
suggests that staff may adopt avoidance behaviours in order to maintain a positive relationship
with patients or clients (Elwell et al, 2014b, Tinati et al, 2012). Staff were worried about being
perceived as judgemental (Nelson et al, 2013), alienating parents (Tinati et al, 2012) or a
hospital stay being an inappropriate time to talk about lifestyle change (Elwell et al, 2014a;
Tinati et al, 2012).

Elwell et al (2014b) noted that participants in their study were of the opinion that if people
didn’t want to listen to them, they weren’t going to change. They noted that staff reported only
offering support to those families who had taken their advice or made changes in the past —
these were seen as ‘worthwhile’ candidates. Similarly, Tinati et al (2012) reported that staff
only used their skills with parents who they felt were receptive to advice. Participants reported
that they preferred to engage in MECC with patients or clients with whom they had already
built a relationship. Nurses in Elwell et al (2014a) did not see the worth of engaging in MECC
with patients or families who they might not come into contact with again in the future. One of

(Please turn over to the next page)



the dangers in MECC implementation is the risk of ‘selection bias’ if staff only provide
behaviour change advice to familiar faces, or those who they perceive to be more likely to
make a change. There could be countless lost opportunities with patients who are perceived
as stubborn, more complex cases, or presenting language barriers, for example.

Continuity of information is important to ensure that patients receive clear advice about
behaviour change. Nelson et al (2013) suggested a need to create a ‘critical mass’ of staff
who were competent and capable of delivering MECC. Yet if MECC is to instigate a long term
cultural shift within the public sector, a piecemeal approach to training will not suffice. A
consistent approach to training is necessary with everyone ‘singing from the same hymn
sheet’; otherwise clients or patients may receive different advice depending on who is around,
or potentially none at all. As staff in the same role may perceive their role differently, they need
to personally identify with the responsibility to deliver MECC, as feeling an assumed
professional duty may not be enough (Elwell et al, 2014b; Tinati et al, 2012).

Low levels of confidence also presented a barrier to instigating conversations about change.
There appears to be a circular relationship between training, confidence, and engaging in
MECC (Lawrence et al, 2014). The fewer barriers perceived, the more frequently skills were
used and vice versa (Tinati et al, 2012). Elwell et al (2014b) noted that more experienced
health professionals found broaching certain topics easier, which in turn reduced their
concerns about negative outcomes stemming from such conversations. Participants felt
challenged discussing a topic where they did not have personal experience, for example if
they never smoked. Others felt that social barriers could make it difficult for staff to engage
with patients, and that patients may feel more comfortable talking to someone who is ‘on their
level’, such as a healthcare assistant or pharmacy counter assistant (Nelson et al, 2013).
However, the studies here mainly reported the views of health professionals and clinical staff.
More research is needed to examine the views of staff members at lower tiers of healthcare
and public sector organisations, as well as patient preferences towards acceptability of
speaking about lifestyle change with non-traditional sources of health advice.

Knowledge of the impact of MECC was largely confined to the impact of training on staff. There
is a need for more research to evaluate the impact of MECC on patients or clients. Elwell et
al (2014a) suggested that a feedback mechanism would be useful for staff to feel that their
actions were worthwhile. Participants noted the various benefits of MECC, such as effecting
change early on, saving the NHS money, and feeling like they had made a difference to
someone’s life. However, participants felt there was little visible evidence to them of the worth
of providing behaviour change advice.

All of the papers reported a generally favourable response to the MECC initiative. This
included NHS organisations as well as other public sector bodies. The articles found focused
on the factors influencing the implementation of MECC in health and social care settings. It is
vital to understand these factors prior to entrenching such initiatives, if they are to be fruitful
and impact on population health in the long term. However, the findings suggest that confusion
remains around how this might be achieved effectively.
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Point 1: March 2014

Developing healthier nursing students: A Questionnaire survey.
We would like to ask you some questions about your personal health and health behaviours,
and how you feel about health promotion as a nursing student. Your responses are entirely
voluntary, and you may refuse to complete any part or all of this survey. By completing this
guestionnaire you are indicating your consent to participate in this research.

Please choose the relevant options for you.

Student ID:
Which LSBU campus do you attend?

a. Southwark
b. Havering

Which nursing field are you enrolled on? (Please choose only one response).
c. Adult nursing
d. Children’s nursing
e. Mental health nursing
f. Learning disability nursing
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Please read each question carefully and choose the option that applies to you.

Section A: Demographic information

1. What is your age (in years)?

years

2. What is your gender?

a. Male

b. Female

3. What is your ethnicity?

® 2 o T 9o

White
Asian/ Asian British

Black/ African/ Caribbean/ Black British

Mixed/ Multiple ethnic groups

Other ethnic group; please describe:

Section B: Self-rated health
4. What is your height?

a.
5. What is your weight?

a.

cm OR feet

kg OR stone

6. When did you last weigh yourself?

a.

b
c
d.
e

This week

In the past month

In the past six months
In the past year

More than one year ago

7. Would you say in general that your health is?

a.

b
c.
d.
e

Very good
Good

Fair

Poor

Very poor

Section C: Health behaviours

inches

pounds (Ibs.)
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8. The following section is about some foods and drinks you might have in a typical week.

Please answer every question by ticking one option on each line.

In atypical week, how often do you: | Usually/Often (5 Sometimes (2- | Rarely/

or more days a 4 days a Never (Once
week) week) aweek or
less)

9. Skip breakfast?

10. Eat meals from sit-down or

takeaway restaurants?

11.Eat less than 2 servings of fruit
daily? Serving =% cup or 1

medium fruit, such as an apple

12.Eat less than 2 servings of
vegetables daily? Serving = ¥
cup vegetables, or 1 cup raw

leafy vegetables.

13.Eat fried foods such as fried
chicken or fish, chips, or fried

plantain?

14.Add butter, margarine or oil to
bread, potatoes, rice or

vegetables at the table?

15.Eat snacks like crisps, cake,
biscuits, pastries, chocolate or

sweets, more than twice daily?

16.Drink 1 bottle (500ml) or more
than one can of sugary non-
alcoholic fizzy drinks/ pop (do

not include sugar free or diet)?

17.Drink 1 litre (2 small bottles or 5
glasses) of WATER daily? (Do
not include tea or coffee)
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The following section is about physical activity you might do in a typical week. Please

answer all questions.

LEISURE TIME PHYSICAL ACTIVITY Usually/Often (5 | Sometimes Rarely/
In a typical week, how often do you: or more days a (2-4 days a Never
week) week) (Once a
week or
less)

18.Walk outside of work, university or
placement? e.g. walking to the shops,
university, or work, or walking the dog

for more than 10 mins

19.Do active housework? e.g.
vacuuming, washing windows or
floors, hanging washing for more than

10 mins

20.Engage in moderate or vigorous
physical activity for a total of at least
30 minutes daily? (does not have to
be all at once) e.g. any activity that
increased your heart rate and made
you breathe faster than normal.

21.Engage in moderate leisure activity?
e.g. dancing, jogging, or any activity
that raised your heart rate and made

you breathe faster and feel warmer

22.Engage in vigorous leisure activity?
e.g. aerobics, going to the gym or
exercise classes, or any activity that
made you sweat and your breathing
hard and fast
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LEISURE TIME PHYSICAL ACTIVITY Usually/Often (5 | Sometimes Rarely/

In a typical week, how often do you: or more days a (2-4 days a Never
week) week) (Once a
week or
less)
PHYSICAL ACTIVITY AT WORK, Usually/Often (5 | Sometimes Rarely/
UNIVERSITY AND ON PLACEMENT or more days a (2-4 days a Never
In a typical week, how often do you: week) week) (Once a
week or
less)

23.Walk for more than 10 mins whilst at
work or on placement? e.g. Taking
the stairs instead of the lift, “doing the

rounds”

24.Do manual labour whilst at work or on
placement? e.g. Stacking shelves,
pushing wheelchairs or trollies,

cleaning, lifting

These questions are about your cigarette and alcohol use. Please choose the relevant
options for you.
25. Do you smoke?

a. No, never smoked

b. No, but used to smoke

c. Yes, sometimes but not every day

d

Yes, daily
IF YOU ANSWERED A OR B TO Q.25, PLEASE GO STRAIGHT TO Q.28.

IF YOU ANSWERED C OR D TO Q.25, PLEASE ANSWER Q. 26 AND Q.27.

26. How many cigarettes do you smoke, on average, per day?
a. Fewerthan 10
b. Between 10 and 20
c. More than 20

27. In the past year, have you made any attempt to give up smoking?
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a. Yes
b. No

28. How often do you drink alcohol?
a. Never drank alcohol
b. Used to drink but stopped
c. Drink alcohol only once or twice a year, like for special occasions
d. Drink alcohol once or twice a month
e. Drink alcohol once or twice a week
f. Drink alcohol 3 or more days per week
g. Drink alcohol daily

IF YOU ANSWERED A OR B TO Q.28, PLEASE GO STRAIGHT TO Q.31.
IF YOU ANSWERED BETWEEN C AND G TO Q.28, PLEASE ANSWER Q.29 AND Q.30.
29. Did you drink any alcohol last weekend?

a. Yes

b. No

30. On a typical day when you drink alcohol, how many drinks do you normally have?
(Consider one drink as a small glass of wine, a half-pint of beer or cider, or a single
measure of spirits such as vodka or whiskey)

a. 11 drinks or more
b. Between 7 and 10 drinks
c. Between 4 and 6 drinks
d. 2 or 3drinks
e. 1ldrink
31. These questions are about any current changes you may be making to your health

behaviours. Please answer every question by ticking one option on each line.
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| already
do this/
Does

not

apply

No, not

trying

Yes, low

priority

Yes,
high
priority

Eat a more balanced diet

o| &

Reduce your salt intake

Be more active

of o

Control your weight

Limit your alcohol consumption

Smoke less

Reduce the amount of sugar in your
diet

Reduce the amount of fat in your diet

Get fitter
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Section D: Professional practice

These questions relate to professional practice for all fields of nursing (adult,
children’s, learning disability and mental health).

32. How confident are you in talking to patients about each of these topics? Please answer

every question by ticking one option on each line.

Not at all Somewhat Highly
confident confident confident

Nutrition and diet

ol ®

Exercise

=

Weight

d. Alcohol (with adults or young
people)

e. Smoking cessation (with smokers)

32. How important do you think it is to talk to patients about each of these topics? Please

answer every question by ticking one option on each line.

Not at all Somewhat Highly

important important important

Nutrition and diet

o| ®

Exercise

i

Weight

d. Alcohol (with adults)

e. Smoking cessation (with smokers)

33. Please indicate the extent to which you agree with the following statements. Please

answer every question by ticking one option on each line.
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Strongly

agree

Agree | Disagree | Strongly

disagree

. I find it difficult to promote healthy
behaviours (e.g. being active,
maintaining a healthy weight) if | do
not carry them out myself.

. Being seen as a role model for a
healthy lifestyle is important for a
nurse.

Patients are less likely to listen to
someone who does not follow their
own advice.

. Health promotion and prevention is
relevant to all fields of nursing.

. To effectively encourage patients to
stick to a healthy lifestyle, a nurse
must stick to one him/herself.

The nursing staff on placement
should set a good example for

student nurses by practising a

healthy lifestyle.

. It is my responsibility as a nurse to
model healthy living.

. Whether a nurse follows a healthy
lifestyle or not makes no difference
to patients. .

Patients’ lifestyle choices are a
matter just for them.

It doesn’t matter if a nurse smokes,
as patients should do as they say,
not as they do
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34. Please indicate how much training have you received on each topic below. Please

answer every question by ticking one option on each line.

None

Some

Extensive

Nutrition and diet

Exercise

Weight

Alcohol

(ol 0| o

Smoking cessation

35. Please indicate the extent to which you agree with the following statements. Please

answer every question by ticking one option on each line.

Strongly

agree

Agree

Disagree | Strongly

disagree

Overall, my university encourages me
to lead a healthy life.

My nursing curriculum emphasizes
health promotion in nursing practice.

Our faculty are good role models for
a healthy lifestyle.

Overall, being on placement
encourages me to lead a healthy life.

Being on placement makes healthy
eating difficult

My health gets worse while | am on
placement.

Stress on nursing placement makes
healthier living more difficult than
usual.

My university encourages students’
healthy eating.

My university encourages students to
exercise.

My university discourages students
from smoking.

Thank you for your cooperation in completing this survey.
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Point 2: October 2014

Developing healthier nursing students
We would like to ask you some questions about your personal health and health
behaviours, and how you feel about health promotion as a nursing student. These
guestions are similar to some you may have filled out during your second year. Your
responses are entirely voluntary, and you may refuse to complete any part or all of
this survey. By completing this questionnaire you are indicating your consent to
participate in this research.
Please answer every question by choosing the option that best applies to you.

Student ID:

1. Which LSBU campus do you attend?

a. Southwark

b. Havering

2. Which nursing field are you enrolled on? (Please choose only one response).
a. Adult nursing
b. Children’s nursing
c. Mental health nursing
d. Learning disability nursing

3. What is your gender?
a. Male
b. Female
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Section A: Self-rated health
4. What is your weight?
a. kg OR stone pounds (Ibs.)

5. What was your uniform size when you first enrolled at LSBU? Please tick one box.

Female 6-8 10-12 12-14 16-18 20-22 24-26 28-30 30+

Malewai] 36-38 | 38-40 |40-42 | 42-44 |44-46 | 46-48 |48-50 |50+

6. What is your uniform size now? Please tick one box.

Female 6-8 10-12 12-14 16-18 20-22 24-26 28-30 30+

Male 36-38 38-40 40-42 42-44 44-46 46-48 48-50 50+

7. In general, would you say that your health is?
a. Very good

b. Good

c. Fair

d. Poor

e

Very poor

8. What are the main two factors that might make it easier for you to be healthy as a

student nurse? Please tick only two options.

Having readily available information on being healthy

Having a healthy canteen at the university

Having a healthy canteen on placement

Subsidised gym or exercise facilities

Completely smoke-free university campus or hospitals

A resource to set and track goals for healthy living

Having advice on healthy living in the curriculum

Having a health ‘buddy’ or ‘champion’ on placement

Other (please write):

9. Please indicate how much you agree or disagree with these statements.
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Strongly | Disagree | Agree | Strongly
disagree agree

My health has improved since | started training to

be a nurse.

My health has got worse since | started training to

be a nurse.

My health improves when | am on placementwJz].

My health gets worse when | am on

placementjwJ3).

Section B: Dietary behaviours

This section is about foods you might eat in a typical week. Please respond to each question

and put a tick on every line.

In a typical week, how often do you: 5 days or 2-4 days a | Less than
more week once a
week

10.Eat 2 or more servings of fruit (1

medium fruit or ¥2 cup)

11.Eat 2 or more servings of vegetables
(% cup or 1 cup of raw leafy

vegetables)

12.Eat fried foods such as fried chicken or

fish, chips, or plantain

13.Eat snacks such as crisps, chocolate,

sweets, biscuits or pastries

14.Eat meals from takeaways, sit-down

restaurants, or the canteen

15.Drink more than 1 bottle or can of fizzy
drinks or pop (Do not count alcoholic,

diet or sugar free drinks)
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In a typical week, how often do you: 5 days or

more

2-4 days a

week

Less than
once a

week

16.Drink more than 1 litre (5 glasses or 2
small bottles) of water (Do not include
tea/ coffee)

Section C: Physical activity

This section is about physical activity you might do in a typical week. Please indicate how

often you do the following activities.

Moderate activities: These activities take a medium amount of physical effort. They make

you breathe a bit harder than normal and increased your heart rate. This may include brisk

walking, washing windows or vacuuming, dancing or walking a dog.

Vigorous activities: These activities take hard physical effort. They make you sweat and

breathe much harder than normal. This may include running, competitive sport, exercise

classes or going to the gym, or walking briskly up a hill.

In a typical week, how often do you: No. of days Hours/mins
per week (0-7) | on atypical
day
17.Walk for more than 10 mins while at university or on
placement e.g. “Doing the rounds”, taking the stairs
instead of the lift
18.Walk for more than 10 mins in your leisure time e.g.
Walking the dog, walking to/from university, walking to
the shops
19.Do moderate activity in your leisure time
20.Do vigorous activity in your leisure time
Section D: Smoking
21. Do you smoke?
e. No, never smoked
f.  No, but used to smoke
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g. Yes, sometimes but not every day

h. Yes, daily

22. If you smoke, have you attempted to quit smoking in the past six months?
c. Yes
d. No

Section E: Alcohol use

23. Do you drink alcohol?
h. No, never drank alcohol
i. No, but used to drink alcohol and gave up
j- Yes, once or twice a year, like for special occasions
k. Yes, once or twice a month
I.  Yes, once or twice a week

m. Yes, 3 or more days per week

24. On a typical day when you drink alcohol, how many drinks do you normally have? (One
drink = small glass of wine, a half-pint of beer or cider, or a single measure of spirits such
as vodka or whiskey)

f. 11 drinks or more

g. Between 7 and 10 drinks
h. Between 4 and 6 drinks
i. 2or3drinks

j. 1drink

Section F: Professional practice

25. Have you received any training in having a ‘healthy conversation’ or ‘making every
contact count’ (MECCwaJ4])?
a. Yes
b. Yes, but | don’t think it's relevant to my role
c. No, but I would like to

d. No, and | don’t think it’s relevant to my role

26. Have you engaged in a ‘healthy conversation’ (a brief discussion with a patient) about

any of the following topics? Please tick all that apply.
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Nutrition and diet
Exercise
Weight

Alcohol use (with adults or young people)

® 2 0o T

Smoking cessation (with smokers)

27. How confident are you discussing each of these topics with patients? Please put a tick

on every line.

Not at all

confident

Somewhat

confident

Highly

confident

28. Nutrition and diet

29.Exercise

30. Weight

31.Alcohol (with adults or young
people)

32.Smoking cessation (with smokers)

29. Would you know where to signpost a patient for more information or support services?

a. Yes
b. No

30. Thinking about a time when you might have engaged in a ‘healthy conversation’ but did

not, which of the following prevented you from raising the issue?

| don'’t feel that | am a role model for the behaviour.

| feel embarrassed about raising the issue.

It is too difficult to weave these issues into a conversation.

| don’t feel that | have the skills or knowledge to discuss these issues.

There is no time to discuss these issues with patients.

Language barriers make it too difficult to discuss these issues with patients.

It is inappropriate to discuss lifestyle with patients.

My priority is clinical treatment, not discussions about lifestyle.

condition.

| don’t feel comfortable discussing an issue unrelated to the patient’s

Other (please write):
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31. If you have had a ‘healthy conversation’ with a patient, which of the following prompted

you to raise the issue?

Knowing the main public health advice to give the patient

Having enough time to talk to a patient about their lifestyle

Knowing where to refer patients for more information or support

Having accessible information to give to a patient (e.g. cue cards or

leaflets)

Being prompted by a patient to raise the issue

Encouraged by the staff on placement to raise lifestyle issues with patients

Knowing that talking to patients about their lifestyle might be beneficial

Other (please write):

33. Please indicate how much you agree with these statements. Please put a tick on every

line.

Strongly | Disagree | Agree Strongly

disagree agree

My nursing curriculum emphasises health

promotion in nursing practice.

Our faculty are good role models for a

healthy lifestyle.

Nursing staff on placement are good role
models for a healthy lifestyle.

Thank you for taking the time to complete this survey.
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