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Abstract: 20 

Background. Nutrition is important for the management of chronic diseases. While practice 21 

nurses have numerous roles in primary care, the expectations on practice nurses to provide 22 

nutrition care for chronic disease management are increasing. The self-perceived knowledge, 23 

skills and attitudes of practice nurses in providing nutrition care has not been widely 24 

investigated. 25 

Objectives. The aim of the present study was to investigate the perceptions of Australian 26 

practice nurses on the provision of nutrition care for chronic disease management, including 27 

specific nutrition-related activities. 28 

Methods. A cross-sectional online survey was completed by 181 Australian practice nurses 29 

in 2013. Descriptive analyses were conducted on each survey item. The survey sample was 30 

tested for representation of the Australian practice nurse workforce, and associations 31 

between respondents’ demographic characteristics and responses to survey items were 32 

explored. 33 

Results. Almost all practice nurses (89%) felt it was important to address diet whenever they 34 

cared for a patient. Over half of practice nurses (61%) were unsure if their practices were 35 

effective in increasing patients’ compliance with nutritional recommendations. Nearly all 36 

practice nurses (98%) perceived further education on nutrition would assist them in their 37 

role.  38 

Conclusion. Practice nurses perceive they have an important role and favourable attitudes 39 

towards providing nutrition care, however further training and education to enhance their 40 

self-perceived effectiveness is warranted. Future research should clarify whether an 41 

increase in nutrition-focused training results in improved effectiveness of nutrition care 42 

provided by practice nurses in terms of patient health outcomes.  43 
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Background 44 

Chronic disease is the leading cause of death and disability in Australia and its prevalence is 45 

increasing rapidly.[1] In the 2004-2005 National Health Survey, over 7 million Australians 46 

had at least one chronic condition and approximately 55% of people aged 65-84 years had 47 

five or more long-term conditions.[1] One of the most dominant lifestyle related risk factors 48 

for chronic disease is poor nutrition.[2] In Australia, poor nutrition is highly prevalent. The 49 

2011-2012 Australian health survey reported that 90% of respondents were not consuming 50 

the recommended vegetable intake and 50% failed to meet the recommended fruit intake 51 

for optimal health.[1] 52 

The primary health care setting has been identified as an ideal setting for implementing 53 

chronic disease management programs, including the provision of nutrition care.[3] 54 

Nutrition care includes any practice by a health professional to improve an individual’s food-55 

related behaviour and subsequent health outcomes.[4] Nutrition care is a component of 56 

best practice guidelines for effective chronic disease management and prevention in 57 

primary care.[5] However only about half of patients receive optimal chronic disease 58 

management in the Australian primary health care setting, due in part to ineffective 59 

multidisciplinary team work and suboptimal engagement of patients in chronic disease self-60 

management.[6] 61 

There is ongoing debate regarding the most effective method to provide nutrition care to 62 

patients.[7] While General Practitioners (GPs) and other health care professionals (such as 63 

dietitians) are regarded as trusted and reliable sources of nutrition care,[8] there are several 64 

barriers which limit the efficiency and capacity of these health professionals to provide 65 

effective nutrition care to patients with chronic disease. For example GPs report having 66 
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insufficient time and nutrition education.[9-10] In addition, dietitians are a small workforce 67 

and have limited opportunities to provide nutrition care under the current chronic disease 68 

management funding model in Australia.[11] 69 

In Australia, practice nursing is a relatively new and evolving profession compared with 70 

practice nursing in other countries such as the United Kingdom and New Zealand.[12]  71 

Australian practice nurses (PNs) are degree qualified registered nurses or certificate 72 

qualified enrolled nurses who are employed by, or whose services are otherwise retained by 73 

general practices.[13] The Australian PN workforce has increased by 150% since 2004 and 74 

recognition of the role of PNs in chronic disease management is increasing.[14] Practice 75 

nurses’ involvement in chronic disease management is perceived by patients as acceptable, 76 

sustainable and feasible.[14] Patients perceive PNs to be highly approachable, trustworthy 77 

and reliable health professionals.[15] These characteristics are valuable when providing 78 

nutrition care, including dietary counselling and nutrition advice.[15-16] Furthermore, GPs 79 

agree that PNs are a vital part of the primary care team and provide important assistance in 80 

chronic disease management.[15] 81 

Practice nurses’ lifestyle counselling and motivational interviewing skills have previously been 82 

investigated internationally[17-18]. It was found that while PNs do implement some form of lifestyle 83 

counselling, there are several factors such as time and patients’ readiness to change, which influence 84 

PNs’ lifestyle counselling and application of motivational interviewing[17-18]. Furthermore, a review 85 

by Laurant et al (2004) suggested that in the primary care setting, PNs can deliver comparable health 86 

outcomes to GPs, with their chronic disease patients[19]. Two recent Australian studies have 87 

attempted to explore the role of PNs in the provision of nutrition care.[20-21]A recent 88 

qualitative study found that PNs perceived their ideal role was to advocate for nutrition and 89 

provide a basic level of nutrition care to patients.[20] However, the interpretation of the 90 
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term ‘basic’ varied between participants, therefore further understanding of the specific 91 

tasks involved in the ideal role of PNs providing nutrition care is warranted. Similarly, in a 92 

survey of 12 PNs, it was found that PNs perceived their role to include basic nutrition care 93 

however information on specific tasks involved in nutrition care was not investigated.[21] 94 

Therefore, the specific nutrition-related tasks that PNs should undertake in the context of 95 

effective chronic disease management are unclear. Consequently, the aim of the following 96 

study was to investigate the perceptions of Australian PNs on the provision of nutrition care 97 

for chronic disease management, including specific nutrition-related activities.   98 
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Methods 99 

This study was an online cross-sectional survey of Australian PNs using a modified version of 100 

a validated tool previously developed to measure the attitudes of physicians towards 101 

providing nutrition care in practice.[22] The potential participant pool consisted of PNs who 102 

worked in the Australian general practice setting between February and April 2013. An 103 

invitation to participate was included in eNewsletters of the major Australian practice nurse 104 

associations including the Australian Practice Nurse Association (APNA) and the Nursing 105 

Federation of Australia, and the website of one state-based nursing association. The 106 

invitation consisted of a brief description of the study, assurance of confidentiality and a link 107 

to complete the survey. This study received ethical approval through the Griffith University 108 

Human Research Ethics Committee (Ethics Number: PBH/08/13/HREC). 109 

The cross-sectional online survey was developed using LimeSurveyTM version1.9. The survey 110 

was based on a validated tool [22] (Nutrition In Patient care Survey (NIPS)), modified to be 111 

relevant to PNs and additional questions requiring investigation were included. For example, 112 

the word ‘physician’ was replaced with ‘PN’ throughout the survey, and questions relating 113 

to continuing professional development opportunities were included. Use of the Australian 114 

Guide to Healthy Eating (AGTHE) was investigated as these are theevidence-based, 115 

overarching standardsdeveloped to promote healthy eating and reduce the risk of chronic 116 

disease for Australians.[23] Online piloting was conducted by 10 individuals for feedback on 117 

the interpretation and understanding of survey items. After completion of the survey, the 118 

individuals were asked to comment on their interpretation of each survey item as well as 119 

the clarity of item wording and survey layout. The recommendations to survey wording 120 

included minor word editing which was completed prior to data collection. The finalised 121 

survey was intended to take 15 minutes to complete and was only available in English. The 122 
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final survey consisted of 72 items which were clustered into five sections, each with a 123 

distinct rationale for investigation and a variety of response modes (Table 1).  124 

INSERT TABLE ONE ABOUT HERE 125 

Participants were instructed to respond to each item with regards to the provision of 126 

nutrition care to patients living with chronic disease. Section one included general 127 

demographics and health-related attributes of respondents. Section two contained items 128 

onthe perceived importance of nutrition-related behaviour in each PN’s general practice 129 

workplace Section Three investigated PNs’ perceived role and responsibilities to providing 130 

physical activity promotion, dietary health promotion and counselling. Section four 131 

investigated PNs’ perceptions regarding their counselling and motivational interviewing 132 

skills. The final section examined PNs’ views on continuing professional development (CPD) 133 

activities, including any barriers to attending available CPD activities. 134 

All analyses were conducted using the SPSS statistical software package version 135 

19. Descriptive statistics were calculated for each survey item. Age, gender, state of 136 

residency and number of years of experience being a PN were compared between survey 137 

respondents and the most recent data available on demographics of Australian PNs,[24] 138 

using chi-square goodness-of-fit analyses to test for representation of the survey sample. 139 

Associations between respondents’ demographic characteristics and responses to 140 

subsequent survey sections were explored using Pearson’s chi-squared analyses. In order to 141 

comply with the assumptions underpinning chi-square analyses, categories were collapsed 142 

to ensure that <20% of cells remained below minimum counts. Statistical significance level 143 

was set at p < 0.05.   144 
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Results 145 

A total of 181 PNs responded to the online questionnaire. The demographic characteristics 146 

of participants are shown in Table 2. 147 

INSERT TABLE TWO ABOUT HERE 148 

Importance of nutrition-related tasks 149 

Table 3 outlines PNs’ perceived importance relating to nutrition-related tasks in their 150 

general practice. The task that was perceived to be most important related to the advocacy 151 

of diet and physical activity for weight management. However, each item (apart from the 152 

use of food records) was perceived by the majority of PNs as being important in their role.  153 

INSERT TABLE THREE ABOUT HERE 154 

Perceived roles and responsibilities for nutrition care 155 

Table 4 outlines PNs’ opinions relating to the perceived roles and responsibilities within 156 

their general practice in relation to managing patients with chronic disease or risk factors for 157 

chronic disease. Respondents reported a clear obligation to provide nutrition care, however 158 

there was some variability in their self-perceived capacity and adequacy of training. When 159 

providing nutrition care, approximately half of PNs (50.3%) utilised the Australian Guide to 160 

Healthy Eating (AGTHE)recommendations withmost of their patients, while a quarter of PNs 161 

utilised the AGTHE withonly a small portion(0-20%) of their patients. Only 10.5% of PNs 162 

provided the AGTHE handouts to most (60-100%) of their patients.  163 

INSERT TABLE FOUR ABOUT HERE 164 

Counselling and Motivational Interviewing skills 165 
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Table 5 outlines respondents’ perceptions regarding their counselling and motivational 166 

interviewing skills for changing patient’s behaviour regarding nutrition. Respondents 167 

perceived it was important that patients enhance their nutrition behaviour. However, the 168 

majority of PNs (56.4%) were uncertain of their effectiveness and this appeared to be a 169 

combination of perceptions of personal effectiveness and external factors such as patient 170 

motivation.  171 

Continuing Education 172 

Nearly all practice nurses (98%) perceived further education on nutrition would assist them 173 

in their role. There were numerous barriers reported by respondents which prevented PNs 174 

from attending CPD activities in the past year. The most commonly cited barriers were lack 175 

of time, high cost of activities and travel-related issues such as expense and family 176 

commitments.  177 

Influence of PN demographics 178 

Overall, there were relatively few question responses that were influenced by demographic 179 

characteristics of participants, although some notableassociations were identified. For 180 

example, a larger proportion of older PNs (>50 years) perceived they had enough knowledge 181 

to provide nutrition advice compared to younger PNs (70% v 51%, 2 = 5.813, p = 0.016). In 182 

addition, experienced PNs (>7 years in practice) were more likely to have attended a 183 

nutrition-related CPD activity in their career (78.3% v 34.2%, 2 = 26.707, p= 0.001) and in 184 

the past year (30% v 15.2%, 2 = 4.419, p =0.036) compared with less experienced PNs. 185 

Finally, a higher proportion of PNs who reported being overweight or very overweight felt 186 

they lacked sufficient time to provide nutrition care, compared to PNs who reported being a 187 

healthy weight or underweight (75% v 59%, 2 = 4.393, p= 0.036).  188 
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Discussion 189 

The present study investigated the perceptions of Australian PNs on the provision of 190 

nutrition care for chronic disease management, including specific nutrition-related activities. 191 

This has been the first study to investigate Australian PNs’ perceptions of providing nutrition 192 

care, using nutrition-related practice examples to obtain a comprehensive insight on PNs’ 193 

role in providing nutrition care. Overall, PNs perceived nutrition care to be a highly 194 

important component of chronic disease management. Practice nurses also felt that it is an 195 

important part of their role to provide nutrition care to patients with chronic disease or risk 196 

factors for chronic disease. However, PNs felt there are several barriers which limit the 197 

provision of nutrition care to patients, and were unsure of their effectiveness when 198 

providing nutrition care.  199 

Respondents felt that it was their responsibility as a PN to ensure their patients with chronic 200 

disease or risk factors for chronic disease receive nutrition care. Despite this enthusiastic 201 

attitude, PNs had variable opinions regarding the optimal process by which nutrition care 202 

should be provided. This finding supports previous studies which reveal that the definition 203 

of ‘basic’ nutrition care is unclear, making it challenging for PNs to identify their professional 204 

roles and responsibilities in this context.20, 21Clarification of the scope of practice of PNs may 205 

reduce uncertainty of their rolein providing nutrition care and in turn, enhance their 206 

confidence in chronic disease management.  207 

Responding PNs felt that it was highly important to perform various practices when 208 

providing nutrition care. These nutrition-related practices include; assessing a patient’s diet, 209 

in particular the macro-nutrients, major food groups and alcohol intake; counselling patients 210 

on dietary related behaviour and; calculating BMI as a measure of body weight status. In 211 
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practice, nutrition-related taskssuch as these take a considerable amount of time; and time 212 

is recognised as a significant barrier for PNs to provide sufficient nutrition care.[20-21, 25-26] 213 

Additionally, other studies have illustrated that administrative and practice-management 214 

duties already take up time that may be better spent within consultations.[27-30] If some of 215 

these administrative tasks could be transferred to, or shared with, other general practice 216 

staff members (for example, receptionists or administration assistants) PNs could 217 

potentially increase the time with patients, to further implement these practices that 218 

constitute nutrition care.  219 

In the current study, most PNs revealed that they did not incorporate the AGTHE guidelines 220 

into the nutrition care provided to patients, and rarely used the AGTHE resources. These 221 

Dietary Guidelines are evidence-based, overarching standardsdeveloped to promote healthy 222 

eating and reduce the risk of chronic disease for Australians.[23]It is recommended that the 223 

AGTHEis universally employed by health professionals as a guide for basic nutrition 224 

advice.[23]The AGTHE resources provide an ideal supplement to the large scope of 225 

information in the guidelines, and it is unclear why there was a low utilisation of the AGTHE 226 

resources by PNs. This could be due to a lack of awareness of the guidelines, or PNs may be 227 

unsure about their ideal use.Creating an amplified awareness of existing nutrition guidelines 228 

throughout general practices and encouraging PNs to use the guidelines may help clarify the 229 

nutrition advice PNs could provide to patients. Due to the recent update ofthe AGTHE 230 

guidelines (2013), this study may provide impetus to renew the focus on promoting a 231 

healthy diet through evidence- based guidelines.  232 

The PNs in this study were uncertain about the effectiveness of their nutrition care in 233 

improving patients’ nutrition behaviour and subsequent health outcomes. Uncertainty 234 

relating to perceived effectiveness has been identified among other health professionals, 235 
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particularly GPs.[4] In addition, health professionals with low perceived effectiveness in 236 

nutrition care are less likely to provide nutrition care to patients.[31] Consequently, the 237 

finding in the present study indicates this uncertainty relating to PNs’ effectiveness may 238 

influence the likelihood of PNs implementing nutrition care, and subsequently the 239 

consistency of nutrition care provided by PNs. However, two recent intervention-based 240 

studies have demonstrated that PNs are comparable to GPs in their effectiveness of chronic 241 

disease management and are well-received by patients in the overall management of 242 

chronic-disease programs.[32-33] Further efforts are therefore required to enhance PNs’ 243 

self-efficacy by increasing their awareness of effectiveness, and therefore enhance the 244 

likelihood of PNs providing nutrition care.  245 

Practice Nurses’ uncertainty regarding their effectiveness in providing nutrition care may be 246 

a result of the commonly reported belief that PNs need further training in order to be more 247 

effective.[20, 25-26, 34] Within these studies, the suggested increase in training is 248 

anticipated to enhance PNs’ nutrition-related knowledge as well as improve their skills in 249 

counselling and motivational interviewing.[20, 25-26, 34] The PNs in the current study also 250 

reported their effectiveness would be enhanced with further training. It therefore appears 251 

that additional nutrition-focused training opportunities is warranted, and may benefit PNs in 252 

terms of self-perceived effectiveness in providing nutrition care. However, it would be 253 

important for future research to clarify whether an increase in nutrition-focused training 254 

results in an improvement in the effectiveness of nutrition care provided by PNs, and 255 

subsequently the health outcomes of patients. Associations between demographic 256 

characteristics and attitudes were relatively weak in the current study, indicating that 257 

training based on these associations is not warranted.  258 
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Due to the online nature of the convenience sampling utilised in this study, the researchers 259 

were unable to calculate the exact response rate. Two major nursing associations were 260 

involved in the advertisement of this study, and it was not possible to calculate the number 261 

of PNs who saw the advertisement and chose not to participate. Nevertheless, 181 262 

responses were considered to be adequate in order to conduct meaningful analysis. This 263 

sample size was also significantly higher than other recent papers investigating nutrition 264 

care provided by PNs.[20-21] However, some factors may have influenced the findings, such 265 

as the online completion of the survey, and the overrepresentation of PNs less than 30 years, 266 

and PNs aged over 60 years. 267 

In conclusion, the current study investigates the perceptions of Australian PNs on the 268 

provision of nutrition care for chronic disease management, including specific nutrition-269 

related activities. The results suggest that PNs perceive to have many of the required skills 270 

and favourable attitudes towards providing nutrition care, however further training and 271 

education to enhance their self-perceived effectiveness is warranted. Further research is 272 

required to determine the effectiveness of nutrition care provided by PNs in terms of 273 

patient health outcomes. Practice nurses appear to be an ideal workforce to provide 274 

nutrition care to patients with chronic disease and this is strengthened by their broad 275 

exposure to the population.  276 
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Table 1.Rationale for survey sections and modes of responses 372 

Section Topic Rationale Area of Enquiry Response 

1. Demographics Allows indication of 
representativeness of the 
sample by a comparison 
between ABS data of the 
Australian PN workforce. 

Age 
Gender 
Weight status 
Tobacco smoking status 
Physical Activity level 
No. of years being a PN 
State of Residency 
Highest level of education 

MCQ
a
 

Dichotomous 
MCQ 
MCQ 
MCQ 
MCQ 
MCQ 
MCQ 

2. General Practice 
Behaviour 

Enquired about the 
perspectives of respondents 
regarding the importance of 
varying forms of nutritional 
care.  

For example, how important 
PNs feel it is to ‘assess each 
patient’s fat, fibre, fruit and 
vegetable intake as a 
preventative strategy’. 

Three-point Likert Scale 
(Important, not important, 
I’m not sure) 

3. Nutrition in Routine Care Explored PNs’ perceptions 
on providing nutrition care 
to patients with chronic 
disease or risk factors for 
chronic disease. 

For example, ‘I have an 
obligation to improve the 
health of my patients, 
including discussing 
nutrition with them’. 

Five-point Likert Scale 
(Strongly disagree, 
disagree,uncertain, agree, 
strongly agree) 

4. Promoting Change to 
Patients 

Explored PNs’ perceptions 
regarding counselling, 
motivational interviewing 
and patient motivation 
when it comes to lifestyle 
change.  

For example, ‘patients need 
ongoing counselling to 
maintain behaviour change’. 

Five-point Likert Scale 
(Strongly disagree, 
disagree,uncertain, agree, 
strongly agree) 

5. Views on CPD Explored whether 
PNsbelieved there were 
adequate nutrition-related 
CPD activities  

PNs discussed barriers 
preventing them from them 
attending CPD activities and 
made suggestions to 
improve CPD sessions. 

Mixture of short-answer 
responses and multiple 
choice answers 

a
Multiple Choice Question 373 

PN = Practice Nurse 374 

CPD = continuing professional development  375 
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Table 2. Demographic data of responding PNs in Australia (N=181 PN) 376 

Variable N (%) Comparison to Australian PN 
Workforce

C
 

Gender 
Female 
Male 

 
176 (96.2) 

5 (2.8) 

p > 0.05 
(Representative for gender) 

Age Group 
<30 years   
30-39 years     
40-49 years     
50-59 years     
≥60 years   

 
19 (10.5) 
26 (14.4) 
55 (30.4) 
64 (35.4) 
17 (9.4) 

p = 0.001 
(Study sample: higher proportion of 

PNs <30 years and >60 years) 

Highest Level of Training 
Hospital based training   
TAFE Certificate    
Undergraduate degree   
Postgraduate degree 

 
61 (33.7) 
13 (7.2) 

46 (25.4) 
61 (33.7) 

- 

State of Residency 
New South Wales     
Queensland 
Tasmania 
Victoria 
South Australia 
Western Australia     
Australian Capital Territory  
Northern Territory   

 
43 (23.8) 
37 (20.4) 
28 (15.5) 
25 (13.8) 
23 (12.7) 
22 (22.2) 

2 (1.1) 
1 (0.6) 

p = 0.001 
(Study sample: over-representation 

of PNs from Tasmania and South 
Australia, under-representation of 

PNs from Victoria). 

Number of years Experience
a
 

< 3 years     
4-7 years    
8-11 years    
12-15 years     
≥ 16 years   

 
60 (33.1) 
46 (25.4) 
29 (16.0) 
18 (9.9) 

28 (15.5) 

p > 0.05 
(Representative for years of 

experience) 

Physical Activity Level
b
 

Never 
1-2 times 
3-4 times 
5-6 times 
7-8 times 

 
14 (7.7) 

48 (26.5) 
69 (38.1) 
29 (16.0) 
21 (11.6) 

- 

Self-Reported Weight Status 
Underweight     
Healthy weight    
Overweight     
Very overweight 

 
6 (3.3) 

97 (53.6) 
65 (35.9) 
13 (7.2) 

- 

Smoking Status 
Smoker 
Previous Smoker 
Never smoked 

 
11 (6.1) 

54 (29.8) 
116 (64.1) 

- 

a
The number of years in which respondents had worked in the general practice setting during their entire career.  377 

b
Physical activity was determined as the number of times per week respondents completed 30 minutes or more physical 378 

activity. 379 
C
 Comparison to the National PN Workforce Survey Report .

20 380 
PN = practice nurse 381 
Numbers may not add up to 181 due to incomplete responses.  382 
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Table 3.The importance of nutrition-related tasks (ranked in order of perceived 383 
importance)(N=181 PNs). 384 
  

Important 
N(%) 

 
Unsure 

N(%) 

Not 
Important 

N(%) 

Advocate a healthy diet and physical activity to promote healthy 
body weight 

164(97.6) 4(2.4) nil 

Evaluate patients’ alcohol intake as part of their overall nutritional 
status 

158(94.0) 4(2.4) 6(3.5) 

Assess each patients physical activity  levels as a preventative 
strategy 

152(90.5) 10(6.0) 6(3.6) 

Address the importance of physical activity whenever I care for a 
patient 

150(89.3) 11(6.5) 7(4.2) 

Address the importance of diet whenever I care for a patient 149(88.7) 12(7.1) 7(4.2) 

Encourage patients to ask diet-related questions and refer them for 
additional assistance when warranted 

144(85.7) 16(9.5) 8(4.8) 

Refer all patients with type 2 diabetes for further dietary 
counselling 

143(85.1) 17(10.1) 8(4.8) 

Perform at least some level of nutrition assessment with every 
patient 

143(85.1) 
 

12(7.1) 13(7.8) 

Refer patients with diet related problems to an Accredited 
PractisingDietitian 

138(82.1) 16(9.5) 14(8.4) 

Assess dietary, sodium, potassium, and calcium intake especially 
among patients at risk for hypertension, osteoporosis or stroke 

131(78.0) 26(15.5) 11(6.5) 

Assess each patient’s fat, fibre, fruit and vegetable intake as a 
preventative strategy 

130(77.4) 24(14.3) 14(8.3) 

Counsel patients using principles of motivational interviewing 127(75.6) 25(14.9) 16(9.5) 

Assess each patient’s stage of change before initiating 
dietary intervention 

127(75.6) 27(16.1) 14(8.3) 

Address each patient’s weight status in accordance with the World 
Health Organisation’s criteria for BMI 

126(75.0) 16(9.5) 26(15.5) 

Assess my patient’s ability to read a food label 103(61.3) 37(22.0) 28(16.7) 

Address each patient’s intake of vitamin, mineral and dietary 
supplements and advice when contraindicated 

91(54.2) 49(29.1) 28(16.7) 

Request that patients bring a food record with they come in for 
routine visits 

43(25.6) 45(26.8) 80(47.6) 

Numbers may not add up to 181 due to incomplete responses.  385 
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Table 4. Attitudes and beliefs of PNs relating to perceived roles and responsibilities within their 386 
general practice in relation to chronic disease management (ranked in order of agreement) (N=181 387 
PNs) 388 

 Agree or Strongly 
Agree

 a 

N (%) 

Unsure 
N (%) 

Disagree or 
strongly 

disagree 
b 

N(%) 

I have an obligation to improve the health of my patients including 
discussing physical activity information with them 

146(90.7) 7(4.3) 8(5) 

I have an obligation to improve the health of my patients including 
discussing nutrition information with them 

143(88.8) 9(5.6) 9(5.6) 

I am knowledgeable on the relationship between nutrition and health 132(82.0) 17(10.6) 31(7.4) 

All PNs should counsel high-risk patients about dietary change 126(78.2) 18(11.2) 17 (10.6) 

Nutrition assessment should be included in any routine appointment, just 
like diagnosis and treatment 

124(77.0) 19(11.8) 18(11.2) 

Nutrition counselling should be part of routine care by all PNs 120(74.6) 25(15.5) 16(9.9) 

I don’t have enough time to provide nutrition advice to every patient 106(65.8) 12(7.5) 53(26.7) 

I don’t have enough time to promote physical activity to every patient 104(65.8) 12(7.5) 45(28) 

I believe I have enough knowledge to provide nutrition advice to patients 96(59.6) 29(18) 36(22.4) 

Practice nurses are not adequately paid for time spent counselling patients 
about nutrition and physical activity 

71(59.6) 24(14.9) 41(25.5) 

I feel competent in providing nutrition advice using the Australian Guide to 
Healthy Eating for patients living with chronic disease 

95(59.0) 35(21.7) 31(19.3) 

Most PNs are not adequately trained to discuss nutrition with patients 85(52.8) 38(23.6) 38(23.6) 

Most GPs are not adequately trained to discuss nutrition with patients 62(38.5) 42(26.1) 57(35.4) 

Individual PNs have little impact on a patient’s ability to lose weight 19(11.8) 20(12.4) 122(75.8) 

Nutrition counselling is NOT an effective use of my professional time 10(6.2) 18(11.2) 133(82.6) 

Promoting physical activity is NOT an effective use of my professional time 11(6.9) 10(6.2) 140(86.9) 

It is a waste of time to counsel patients with poor dietary patterns about 
nutrition 

5(3.1) 8(5.0) 148(91.9) 

Preventative health care is boring 4(2.5) 8(5.0) 149(92.5) 
a
Calculated by combining total number in ‘Agree’ and ‘Strongly agree’ 389 

b 
Calculated by combining total number in ‘Disagree’ and ‘Strongly disagree’ 390 

PN = Practice Nurse 391 
Numbers may not add up to 181 due to incomplete responses.  392 
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Table 5.Perceptions of PNs regarding their counselling and motivational interviewing skills for 393 
nutrition care(ranked in order of agreement) (N=181 PNs). 394 

 Agree or 
Strongly 
Agree

 a 

N(%) 

Unsure 
N(%) 

Disagree or 
strongly 

disagree 
b 

N(%) 

A change toward a healthier lifestyle is important at any stage of life 152(97.4) 2(1.3) 2(1.3) 

Patient motivation is essential to achieving dietary change 152(97.4) 1(0.7) 3(1.9) 

Specific advice about how to make dietary changes could help some 
patients improve their eating habits 

151(96.9) 3(1.8) 2(1.3) 

Patients need ongoing counselling to maintain behaviour changes 146(93.7) 8(5.1) 2(1.2) 

My counselling would be more effective if I received further training in this 
field 

131(84.0) 17(10.9) 8(5.1) 

Most obese patients want to lose weight but feel frustrated and confused 
about how to do it 

128(82.0) 16 (10.3) 12(7.7) 

Practice nurses can have an effect on a patient’s dietary behaviour if they 
take the time to discuss the problem 

124(79.4) 26(16.7) 6(3.9) 

My counselling is more effective when I use motivational interviewing with 
patients 

103(66.1) 46(29.5) 7(4.4) 

Patients will change their eating patterns only if faced with a significant 
health problem (e.g. heart attack) 

55(35.0) 24(15.3) 78(49.7) 

My patient-education efforts are effective in increasing patients’ 
compliance with nutritional recommendations 

49(31.4) 95(60.9) 12(7.7) 

Most patients will try to change their lifestyle if I advise them to do so 45(28.8) 80(51.3) 31(19.9) 

Patients are not motivated to change unless they are sick 44(28.2) 21(13.5) 91(58.4) 

For most patients, health education does little to promote adherence to a 
healthy lifestyle 

31(19.9) 47(30.1) 78(50.0) 

After receiving nutrition counselling, patients with poor eating habits will 
make major changes in their eating behaviour 

25(16.0) 88(56.4) 43(27.6) 

a
Calculated by combining total number in ‘Agree’ and ‘Strongly agree’ 395 

b 
Calculated by combining total number in ‘Disagree’ and ‘Strongly disagree’ 396 

PN = practice nurse 397 
Numbers may not add up to 181 due to incomplete responses. 398 


