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ABSTRACT : ‘ . _ .o

~ T 1
The construct satisfaction does not appean to have been

well formulated and/or measured in health care'feseafﬁh, due perhaps

ta'attgﬁd to the psychometric principtes of research. The purpose

=

in thig investigation was to develop and validate a questiomnaire for

heasuring patient satisfaction with nursing care restricted to tpe

!! area of pai\ént Eightsg This restriction was imposed since the topic

of patient rights readily lends itself to statements about an expected-
relationship between the nurse and tHe patient and, further, it seems
~logical that patiemts are suitably ”qgéﬁified“ to comment about and

-

make dEﬂlEiﬁdS on that defined relationship. To i}tabilish the degree

of validity, face, content, and some degree Qfsgéﬂ;tfuét validity.
were assessed. !
. ‘Two questionnaires (scales) were developed for this .
B

jn?est%gatiaﬁ such that ;hilg the content of the itngigas idgntiiéi
(patient rights), thgi?espa%sg alternatives differed (peﬁcgntages
versus words). Of the 20 items in each scale, 10 were randomly
assigﬁed,tﬂ be stated negatively ﬁhi‘é‘éhé remaining -10 items were
stated pésitfvg!y. Each respondeni was randomly assigned to receive
either scale one or scale two.

Three hundred patients were non-randomly selected #nd
mailed one of the scales. Each of the 300 subjects had been recently
discharged Yrom a miéiéili surgical, or obstetrical ward in one of
three large teaching hospitals (also non-randomly. seléctgd), The

response rate to the mail survey wtg 61 per cent.
R

to the complex nature of the construct and the failure of ?nvgstigatoré :



Various statistical models were used to analyze_the data
by_f;ale (one or two), format (positivél&-.or ncgatively-s£ated
items), and type of respondent (ng&-?ealth care wof;er, health care
workef, or nﬁrse); including Crod£;§h's (1951) alpha coefficient,

S 4
factor ahalysis, and analysis o?“y?fiance. When null hypothesis

testing was done the level of sggnificance was set at a two;tailéd
probabii{ty of .05. All analyses substadﬁjally supported scale two,
and in barticular the poéitively-s:ated items from that sca!e: as the
"most valid measure of_xhe constrﬁcg under investigation. Results
jndicated tﬁat respondents had difficulties respénding to the

percentage alternatives of scale one and the negatively-stated items

ggnerally.

- _ (
Rec ndations focus primarily on measures deemed

p- .
.- ~N

| )
important to the emént of any replication endeavours and the

. ‘/*' .
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CHAPTER | ’ ,

INTRODUCT I ON

STATEHENT AND IMPORTANCE OF PROBLEM

field is the lack of a sound methodological basis for the majority of
studies (girg, Davies-Avery, & Stewart, 1978)!- Although much has

been wrntten. and formally documented, about the spechnc validational
processes, little has been done to determine tgé “accuracy' af various
.ﬁa@ls in méasgriﬁg what they purport to measure. Only when investfga-
toré adhere t§ the‘prjﬁeipIes of sauﬁé research will valid tools and
r;sﬁlts be forthcoming.

This failure to attend to the principles of sound research
is apparent Tﬁ the ]ltaratafgian pat|ent satisfaction. FFEQUEﬂtj;,
the measurement QF patient satisfaction with nursing care, medlcal
care, and/or health care services has been derived from the use of
‘tools of unknown vaiidfty, Before any trust can be ascribed tafthe
results and hgnce, the relationship between variables of ;esearﬁh
endeavours, it is crucial to develop measurement devices of known
reliability and validity.

Despnte the increased Interest in obtaining the patient's
perspective as a means of evaluating the care pravnded by health
professionals, manyidiFFiguitieé regarding measurement techniques are
yet to be resolved. Much criticism has been voiced by health
professionals regarding the patient's '‘technical competence'’ to assess
nursing care, medical care, and/or heaith'éare’ée%viﬂesi |ndeed,

this concern is central to the determination of the validity

e




of the measurement device. Attempts to avoid this criticism have led
to the development of more\indirecf measures of patient satisfaction
with health care services that, in themselves, created other issues
of cpnce}n. A few attempts have been undertaken (e.qg., Abdellah &
Levine, 1958; Risser, 1975) to develop and Yr}idate questionnaires
restricted to nursing services that are conside}ed witﬁin the rea!!
of a pa.tient's' com{;etence to evaluatg.

. The rationale underlying this investigation is that there
is a distinct need to develop reliable and valid measurement devices
throsgh sound research methodology in exploring all aspects of nursing
care. However, if such tools are to be utilized in evaluating and
modifyiné nursing practice, .it seems reasonable to start Ehis
production of valid tools by developing those that deal with patient
rights. Since the topic of pati:rt righgs readily lends itself to
statements about an expected ffléiionship between the nurse and the

piu

patient, it seems logical thq&égatients are entitled to comment

S

about‘and make demands on the defined“relationship. Further, if
a patient's rights are maintained, it is anticipated that she/he
uou{d be satisfied with the Aursing care provided. Thus, it was
deemed reasonable to conclude that appropriate linkages between
patient rights and the patient's legitimasy as an evaluator, and,
'Qetween‘patient rights and patient satisfaction with nursing care
existed. Following the development of valid tools pertaining to
patient';ighis and nursing care, research activitles related to
validation of other topical areas may logically evolve.

The purpose in this investigation was to develop a

questionnaire for measuring patient satisfaction with nursing care




#
»

restricted to the area of patient rights and to establish some initial
construct validity estimates for it. The models chosen for estim;tiﬁgi

construct validity were factor analyses and mean differences (Cronbach

& Meehl, 1955). The content of the items was restricted to those

¢ |
nursing activities on and for ﬁpﬁéh;patignts 4hv= an unquestionable

»

right to comment and make demands. f\js restfiﬁtiaﬁ was imposed to

increase the likelihood the nursingﬁng}gssi n might use the tool, If
AN

valid, to seek patient feedback, Jatient satisfaction with

nursing &are. R
. ' ~ LIMITATIONS AND ASSUMPTIONS .

As the reader will note in Chapter {1, the construct
“satisfaction' has not been well-formulated and/or measured in health
care research. For the purposes in this investigation, the assessment

of patient satisfaction with nursing care was Jimited to specific

nursing care measures which a patient couldf reasonably be expected to
encounter while hospitalized. No attempt was made to develop a
universally acceptable construct of satisfaction with all nursing
care.

Sevérai other limitations were pr;seﬁt in the design of
this investigation; foremost, éhg lack of suyitable criterion measures
precluded the use of a multitrait-multimethod model (Campbell & Fiske,
1959, pp. B81-105) for establishing construct validity. Consequently,
the validational processes were re;tricted to the assessment of one
trait (satisfaction) by one method (a paper-and-pencil mail
questionnaire). The use of one method compounds identifying variance

attributed to the trait or the method. (As will be discussed in

2
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Chapter (11, pp. 29-46, attempts were made to incorporate '‘as much h
diversity as possible in terﬁs of dat;—SQuréés and classification
processes'' [Cgmpbgll et aii, 1959, pp. iﬂzéiﬂ3] in order to sameuhat'xa o
compensate for this shortcoming of using one method.) |

Other limitations pertained to the respondents: individuals
selected to participate in this investigation :;rg patients 18 years
of age or older who had been discharged from the medical, surgiéal,
and obstetrical wards of three large hospitals over a restricted
. period of time. Since patients, hospitals, wards, and time periods
were not randomly selected the findings are not necessarily . \
generalizable beyond this gréup of individuals.
validators were not randomly selected. Again,rthg lack of random
selection limited the generalizability of the reported face and
content validity estimates.

Thoujh an a;tempt was made to select a sample size large
enough to establish power for medium effect sizes at .80, low
;respgnse rateg reduced the'pewér for certain analyses. Of course,
for whatever power that was established, one must rgzcgnizegagain the
constraints that lack of randomization imposes on the reported power
levels, as well as the unknown representativeness of respondents.

Accordingly, severa} assumptions have to be made regarding
the FEPFESEEE;EEVEﬁgss of the various groups if generalizations are
to be made: individuals selected to éarticipaté were characteristic
of the population of patients on the medical, surgical, and obstetrical
wards of at least the three institutions studied; face and content

Fl

validators were representative of their respective groups; and, non-
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respondents were not atypical thus enabling respondents' answers to
be generalizable. Finally, i Jmust be assumed that a discharged
patient's opinion is indeed the same as the opinion of one receiving
care during hﬁspitaiizatiﬁﬁg

All findings of this investigation are to be considered in

view of these stated limitations and assumptions. .

QEFINITION OF TERMS

Several terms that flay be peculiar to this invgs;igatia?
were defined as follows: ' '
Patient: any adult individual, over 18 years of age, who Ead been
discharged from a medical, surgical, or obstetridhl Hi:d.
"Non-health care worker (NHCW): any adult individual whose occupation
pertains to any field of work outside the health care
.system, or, within the health care systeﬁ. any ae¢up;tia3
 that does not entail providing direct patient care;_ for
é;amﬁfe, secretary, labourer, gr lawyer (cf. Appendix A).
Health care worker (HCW): any adult individual, excluding nurses,
whose occupation entails working directly with and/or for

patients, generally in a hospital setting; for example,

physician, Registered Nursing Assistant, phy£i@therapf§t,
or x-ray technician (cf. Appendix A).
Nurse: any adult individual who has successfully completed an

approved nursing education program and the qualifying nurse
registration examinations entitling her/him to use the
designation '"Registered Nurse'' and for registration in

the professional association (cf. Appendix A).



-

Satisfaction:' a reiative sense of well-being, contentment, or pleasure
with regard to an individual's subjective experience which may
be intrin“'ally or extrinsically stimulated..

Dissatisfaction: the opposite of satisfaction, that is, displeasure
or dfsconteﬁtment which may also'be stfmulated intrinsically
or extrinsically. ]'

Scale:  a measurement te?hﬁigue designed to reflect the attribute

or construct‘under study.* For purposes in this iﬁvéigigétiéﬂ,

scale referred to each of two .20-item qqestiaﬁnaifes

designed to measure patient satisfaction with ﬂnstng care -

relative to patierft rights. | |

Format: the wording of the item specific to the positive and
negative nature of the statement,

Group: the three occupational categories of the respondents (NHCW,

HCV,iand nurse).

OVERVIEW OF THE THESIS

In the following chaﬁter a review of the lité}ature
relévant\to patient satisfaction, patient rights, and measurement
theory is presented. lChapter Itt comprises a description of the
specific methodology and data analyses used in this investigation,
while the obtained results accompanied by a pertinent discussion
are delingated in Chapter IV. The final chapter contains a summary

of and recommendations arising from the investigation. iﬁ

\

N}



CHAPTER 11

o SOME PERTINENT L)TERATURE

{NTRODUCT | ON

The purposes in pregenting this literafure review are:

(a) to provide a brief overv{ew of the conceptualization of the
conétruct."sattsfaCtidn" and to review how some empirical researchers
attempted to measure patient satisfaction with nursing cafe, mFdical
care, and/or health care services, (b) to outline those factor;
identified i? the litefature as belonging to the area of patient
rights and, finally, (c) to outline some psychometric principles of
research methodoiogy related to measurement validity.

Several reasons are offered far reviewing these aspects of
the literature. The focus of the first objective pertains to the
present theoretical position acg definition of satisfacti6n. The
construct does.not appear to have been well formulated an&/or measured
in health care research, due perhaps to both the compiex nhature of the

v
constrdcf‘anq,a lack of sound research methodology. The lack of
theoretical development for patient satisfaction‘may be at Ieﬁst
partially explained as a consequence of the ongéing argument of
whether or not patient opinion is important if heaith care at least
meets minimal requirements. Accordingly, the revfew of the literature
Sase on patient rights was essential, as well as the literature

related to those theoretical constraints of measurement validi!& that

need to be met if a measyred attribute is to be consfb‘:ed'trustworthy.



CONCEPTUAL!IZATION AND INVESTIGAT!ON ' .

OF _SATISFAGTION
<~

It would ijear that the cang:ptualn:atnau of satlsFactian

is both complex and prablematlc: Early research efforts were directed
to delineating a relationship between specific individual attributes
and degree of happiness rather than testing ; psychological theory of
the construct (Har’tma;ﬁni 1934; Sai]gr,EISBl;,Haiéaﬁi 1930).
Considerable attgntic@ has been focussed on studying various

aspects of job satisfaction (e.g., HEf:bi?g, 1966; Hoppock, 1935;

Locke, 1969. Roethlisberger & Dickson,. 1939). in particular,

Herzberg, Mausner, and Snyderman (1959) determined that various
aspgﬁtsgaf the job, intrinsic to the work itself (e.q., ngpéﬁsibiljty,
retggnitfan), led to job satisfaction whgréas other ejemgnts.»
extrinsic to work (e.g., wages, supervision, p@ligieé)i led to job
dT§§§ti£Fa:tiéﬁ! Other researchers, Maslow (3965) and McGregor

(1960), approached job satisfaction within the framework of '‘needs''--

meaning khat an individual seeks to satisfy some unfulfilled need

through work. Despite the proliferation of this type of research,

\u\

a fundamental question remains unanswered: 'What is it [% sat sfacti ﬁ]?"
(Locke, 1969, p. 334).

Conceptualizing satisfaction appears to have been, and
remains, a difficult task for researchers in all fields of study.
Indeed, researchers in the health care field(s) seldom offered a
definition of the term in their work on patient satisfaction with
nursing care, medical care, and/or health care services. A few

A

notable exceptions include: Gerst, Rogson, and Hetherington (1969),

Linn (1975), Pope (1978), Tessler and Mechanic (1975), and

;5
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Wriglesworth and Williams (1975). H&wgyerithgy, along Hi;h Laﬁkér
and Dunt (1978) and Ware, DavieSfAvery. an& Stewart (;578) in two
excellent reviews of the literaturé, noted a Eanspiéuaus lack of
i:éfinition of Satisfaction, and when included, a gereral lack aF»
consistency in ltabelling the'concept;

Despite an interest in obtalning the patient's pEf§§E¢EiV§!

as a means of evaluéting'the care provided by health professionals,

of the diversity of settings, populations, techniques of measurement,
and objects of satisfaction (Lebow, i97h;'L{nn, 1975), 1§§2 authors,
such as Ware et al. k197h) and Locker et al. (1978), stated the
primary.c06cern to be the laék of a sound hethadaiggiésl basisKin

the majority of the reported studies. ;

A major metthological issue of concern is with regard to
the tool(s) developed and studied in assessing patient satisfaction.
In assessing patient satisfaction with nursing care, ﬁedica] care,
and/or health care services, the majority of researchers h;ve failed
to determine the ‘'accuracy' of the tool to measure what it purports
to measure. Examples of such studies and/or reseéréhgrs include:
Apostie and Oder (1967), Patient attitude survey EIS?S)‘ Poltert
(1971), and Raphael (1967). The essential, minimal criteria when
fielding a newly developed tool necessitate provision of data on the
reliability and validity of the measurement device (American
Psychological Association [APA], 1974). Only when the degree and
) tybe of reliability and validity are known can the reader attempt to
utilizevthat tool correctly. Moreover, this information is vital to

the further development, refinement, and application of tools in the

«
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same, and related, argaé of study. A few research teams hivg dealt
with SQﬁg of these psychometric aspects: Hulka, Zyzanski, Cassel, and
Thompson (1970), Ware and Snyder (1975), and Zyzenski, Hulka, aéd
Eé;sei (IS?A)_ |
A As ;;t not widely a:ﬁepted;;but nevertheless of substantial
importance, is the rgp@rtfng of the "power" (prababil?ty of rejecting
a false null hypothesis) for various "effect sizes" (dggreg‘fa which
pheéamgnan exists) of empirical investigations along Qith the
traditional alpha level (Brewer, 1972: Cohen, 1§?7); This concept is
p;rtfeu!arly important when th technique for estabiisﬁing é&ﬁstru:f
validity is based on measures of ralatiaﬂshias and differences ‘as
suggested by Cronbach arid Meehl []955])i

Associated with the paucity of a sgun& methodological basis
for the majority of studies is the persistent lack of a staﬁd%rd
apé%aath to the measurement of patient satisfaction (Locker et al.,
1978, p. 286). Lebow (1974) and Linn (1975) sugagsted several issues
that have ﬁiﬁdgred the development of a sténdafdizeﬂ appréaéh to "
assessing patiént satisfaction. First, the source of populations

studied have varied. Researchers have investigated various lo-patient
groups within hospitals (N‘ehri% Geach, 1973; Geertseinj Ford &
Castle, 1976; Kirchhoff, 1976), clinic patients (Francis, Korsch, ¢
Morris, 1969; Korsch, Gozzi, & Francis, 1968) and the community at

large (Hulka, Kupper, Daly, Cassel, & Schoen, 1975; Koos, 1955).

“a

Closely linked to the different E@pulatians studied, yet
distinct, are the diverse éettings in which health care services were
provided (Lebow, 1974, p. 328). 1in some studies, the foci were on

the characteristics of the setting=-those particular attributes that
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gdissimilarities among populations

differentiate one from an

<

Chase, & Udry, 1974; Pollert\1971; Tessler et al., 1975). The
d settings appear to greatly
impede construction of a universally/ adaptable patient Sati§F§CtiQﬁ‘
mg;sg%emgntitﬁai;

The third issue ggnzerﬁs the number of techniques used to
measure satisfaction with health care (Liqn, lS?S}‘p- 533). Although
multi-item questionnaires are known to provide reasonable score
variability (and thereby ail@uvcppcrtuﬁity to diz;nstratg stafistiéai
reliabi]iiy and validity), Ware et al. (1978, p. 6) determined that
the majority of researchet*s employed single-item measures (e,g.;
Henley & Davis, 1967, p. 74). Locker and Dunt (1978, p. 286)
illustrated the discrepancy between subjects' responses to open-
(allows freedom of response) and clnsed*eni"'(elicits a '""foreed-
choice' to alternatives) items without pravidiﬁg evidence to suggest
the validity of one form of inquiry over the other.

!‘é fourth issue discussed by Linn (1975, p. 533) pertains
to the objects of satisfaction evaluated. To estimate patient

satisfaction with medical care, researchers have focus

7, 9p9+-Korsch et al.,
‘I!t
hag Heen centered on

prepaid group practice/health care insurance plans (Donabedian, 1969;

particular visit to the doctor (Kisch & Reed

1968) ; with health care services, attentic

Gerst et al., 1969); with nursing care, patients have responded to
inquiries about the concepts of team versus primary nursing (Daeffler,
f975) or, more specifically, about the importance of selected nursing.
activities (White, 1972). Despite this diversity few researchers

have provided concrete evidence that ak\adequate assessment of the
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construtt satisfaction was developed.
The lack of a sound methodological basis, the §an§ie§ity of
tﬁe construct satisfaction and the limitati@ﬁs imposed by the four
previously stated issues (taken singuiarly or in any combihation),
make it difficult, If not impossible, to meaniﬁgfuily cnﬁéare th?
numerous studies dealing with patient satisfaction. Work done by
nurse Fesgar;ﬁers in this area does not necessarily resolve any of

these constraints.

™
Lo

of speéifié import in this investigation is thé fact th
nurse researchers generally have not dealt adequately with the-
psychémetr?g considerations affirmed to bgrbaéic to sound research
(APA, 1974, p. 25). The research done by Abdellah and Levine (1957a,
1957b, 1957¢, 1957d, 1958) as well as Risser (iSd?S),i however, are
distinct exceptions. The Abdellah et ;ig (IéS?b, p. 45) study was
y éesigngd to elicit amissinﬁs of care in nursing and ndn-nursing
events. Results of this study indicated that many patients reported
" dissatisfaction with certain nursing activities:’ 64 per cent of the
patients expressed §55p1e35urg with the amount of information
pravided\ﬁy nurses and 47 per cent were discontent regarding the
speed with which nurses answered calls Far'assistanee (Abdellah et ‘
ai;, 1957b, pp. W6=67). Focussing strictly upeg nurses and nursjing
care, Risser (1975, p. 50) also found patients were least satisfied
with the information exchanged between patient and nurse. Int&gest*
ingly, the majariéy of patients indicated that.the physician provided %
the most useful information in Eendgr's (1975} study while Hrig{gswcrth.

and Williams (1975) found that patients stated nurses gave the most =

helpful information in a post-operative situation. Much support for
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i
this latter stgéy can be found in rgzéﬁt articles by Clarke aéé(
Bayley (1972), Fournet (1974), and Powell and Winslow (1973).

8; evaluating éiFFering levels of "fmpartanée” between
pgtients and staff in ranking various nursing activities White
(1972) provided an indirect measu;g?;fapétfent satisfaction with

_hursing care. Patientsgwére cgnsiderabiy!mare concerned than nurses

about their perécﬁal hygiene‘and phfsiéal comfort (White, 1972, p.

11). In contrast to paiients, nurses placed more emphasis upon the

'psychosocfal aspects of caﬁg>(Hthei 1972, p. 12). White (1972, p.
.12) discovered both patients and nurses were in agreement regarding
the importance of édﬁé%ing to the physician's plaﬁ of care and to thel
Mftance ofﬂ_ any aetivities depicting preparation for discharge.
This latter finding is in contradiction to Linehan's (1966) finding
with regard to patients., Considering the Qalae given to patient
education today, one must question if patients and nurses would
continue to rate discharge teaching as unimportant.
On reflecting upon the differing views of patients Sﬁd
nurses about nursing care, one wonders how a nurse or any Fealtg care
worker would respond to the care she/he received as a patient.
According to Chaney (1975) and Hiller:and Blais (1965), nurses and
health care workers (HCWs), as patients, voiced similar areas of
dissatlsfacfiong Siéce nurses and HCWs are deemed to be 'informed"
regarding expected nursing caré measures, it was anticipated that
nurses and HCWs gﬁuid in fact ge more critical than non-health care
workers (NHCVS) of the nursing!caée they received.
Of those studies in which a "overall satisfaction' rating

was reported (often on the basis of one item), the results ranged

i
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from 67-100 per cent (Geertsen et al., 1976, p. 213; Pollert, 1971,
. NN

p}‘139; Raphael, 1967, p. 213). Much support for these findings can
be found in research on patient satisfactiaﬁ in the medical and health
" care services‘by Korsch et al. {1968, p. 859), Pope (1978, p. 301),
and Tessler et al. (1975, p. 110). The stereotyped responses of hiéh
satisfaction were delineated although patients stated that they were ~
ind?ed dissatisfied with ;ertain_aspects of the care they r?;gived-{
It is unfortunate that in using a general satisfaction ratiné many
data are lost concerning specific instances of satisfaction and
dissatisfaction.

It is worth noting a point in format that distinguishes the,
Risser (1975) study from the one done by Abdellah et al. (1957a).
In the Abdellah et al. (1957b) study, 47 of the 50 items eliciting
omissions of care in nursing and non-nursing events were stated
negatively; three, indicating satisfaction with Eérg, were stated
positively; Subsequent to utilizing the Abdellah et al. (1957b) tool,
Daeffler (1975, p. 25) criticized this format of the check list. In
concurring with Daeffler's (1975) t{ﬁticism, this investigator
questions Why a more even distribut}on of positively- and negatively-
stated items was not selected as sﬁéges;ed by Oppenheim (1966, p. 117).
In contrast to Abdellaﬁ et al. (1957b),\Risse; (1975) included -
roughly equal nu@bers of positively- and negatively-stated items in
an attempt to avoid response'set bias. When this strategy is
incorborated into sqaie coqstruction the probability of obtaining
trustworthy results is enhanced as the individual, accustomed to

responding in a characteristic fashion regardless of item content,

cannot inadvertently bias the data in this haphazard manner (Polit
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§ Hungler, 1978, pp. 368-369). Although the content of the items
determines what a test measures, it i5 the composite effect of both
the content and form of the items that contributes to the final score
(Cronbach, 1946, p. 475). In Cronbach's (1946, p. 484) words,
"Response sets always lower the logdical validity of ; test...Response
sets interfere with iﬂféféﬁges from tesfjdata;“

In summary, thf construct satisfaction appears to remajin
complex despite ﬁumerausrinvestigatians of its structure and
application. There is little doubt, however, this lack of progress

may well be a function of research.which has lacked methodological

rigor and/or has failed to syétemati;ally delineate the confounding -

influence of numerous variables. Such factors as diverse populations,

settings, measurement te¢hnique§ or, ﬁﬁre critically, the examination
of satisfaction exclusively in terms of operationalizations rather
than measuring‘the phenomenon as a nan—cperatianalizeﬁ construct
appear to compound the difficult task of defining satisfaitign in
health care research. - -

Despiﬁé the lack of sound methodological inquiry, a common
discovery of many studies is that patients have not been given
information about their health status and nursing car; measures.
Indeed, patients have an unquestionable right to the vgry information
that they have not received. The following 5&§Eign ccmpfisgs a

in

review of the factors identified in the literature as

the area of patient Fights!

. PATIENT RIGHTS

The four articles of the '"Consumer Rights in Health Care"

ol =l




(Consumers' Association of Canada [CAC], 1974, p. 1) comprise the

foundation upon which this thesis of patient satisfaction is built.

Specifically, rticles include the right to be informed, the

right to be ¥ cted, ghe right to participate, and the right to

equal access to health care. (A copy of the CAC {1974] "Consumer
f .

" Rights in Health Care"” is provided in Appendix B.)

A comment about the available literature on ﬁ;tient rights
is warranted prior to embarking upon a discussion of the four
articles. In the United States, Pankratz and Pankratz (1974)
‘investigafed nurses‘ views regarding autonomy for th;mge]ves and
their patiénts- Green (1978) replicated this studyrln a Canadian
setting and the results of both studies are natesakthy, Those

nurses who worked in administrative pasitions or in educational/

commudity health settings and who had completed a university degree
appeared to be more assertive regarding patient rights than those
nurses without a university education and who worked as staff nurses
in a hospital setting. Green (1978) c@né]uded that the staff nurses
‘were i; need of role models and much support if theiggere 5 actively
ﬁaintain patient rights within the hospital setting. If Gf2§h's
(1978) findings can be generalized to ath;r hospital settings, one
Qonders to what extent staff nurses are aware of patient rights in
health care.

To the knowledge of this investigator, there has been no
empirical work dangzcn patient rights that considers the patient
perspective. Possibly this lack can be explained in part by the.
relative recency of the proclamation of the '"'Consumer Rights in

Health Care'' (CAC, 1974). Further, one might question how well (if




at all) this declaration of patient rights has been disseminated not

only to the health care professionals but also to the patients
(consumers). Storch (1977) discovered many consumers are totally
unaware of their rights as patients within the institutional setting.
A further elucidation may stem from the nature of the topic ifse]f;
that is, nurses, physicians and othet health care administrators may
consider patient rights too ''sensitive’ an area to be examined |
empitically. Whatever the explanation, this supject remains

virtsally unexplored.

Each of the four rights as outlined by the CAC (197h) will

now be discussed individually. Issues relevant to nursing in

particular will be considered. L8 »

Right to be Informed

The right to be informed gntitles patients to specific
knowledge concerning their health care status and health care service
in generél. In practice, however, this right does not ensure access
to information, As Skipper (1965, p. 73) statea, ""One of the most
universal complaints of hospitalizell patients in western society...
is that they do not have enough ¢ unication with hospital
functionaries.'" Both the nursing and medical literature are replete
with support for tﬁig statement (e.g., Dodge, 1969, p. 503; Geertsen
et al., 1976, p. 213; Houston et al., 1972, p. 72; Korsch et al.,
1968, p. 861; White, 1973, p. 12).

With so many health disciplines participating in patient
education endeavours, it is necessary to ask 'Whose respodsibility is

patient education?"' (Harper, 1976, p. 2; Lindeman, |9731 p. 516).




¥y

“Harper (1996, p. 2) statgﬁ that patient education is too compiex an
quertakingifar any one g}éup of health éare professionals to assume
total responsibility. Johnson (1978, p. 5) advocated, 'We must share
information and collaboratively advance sound, successful patient
education.' Nurses, by virtue of their professional licence (Baden,

1972, p. 5631), frequent interactions with patients (Lyons, 1977, p.

12), and awareness of the patient's diagnosis, treatment, and = LR

prognosis (H}nsiani 1976, p. 213) have the potential to make
significant contributions to patient education.

Distinct from the nurse's responsibility for patient
gdﬁeatian is thé matter of "informed consent' (Rathman and ‘Rothman,
1977, p. 8). Whereas the respansibility for providing sufficient,
clear information on medical or surgical treatment rests solely with
the physician, the onus remains with the nurse to be alert to any
indications of misunderstanding on the part of the patient or of any
desire to revoke a given consent (Rothman et al., 1977, p. 8). The
nuFSE,-ﬂf course, is accountable to the patient in providing
appropriate expiahatiaﬁs regarding nuréing praéedures.f

In spite of the independent nature of many nursing activities
in patient-edutatian endea?@ursi disparity between policy and practice
persists (Storlie, 1973, p. 507). Nurses have reported numerous
factors which create barriers to their patient education efforts
(Pohl, 1965; Redman, 1976). For examplg, lack of preparation to
teach (Winslow, 1976, p. 217), lack of knowledge (Jenny, 1978, p. .28),
lack of nursing service support (del Bueno, 1978, p. 4), and patient's
failure to ask for information (Winslow, 1976, p. 218) are commonly

cited factors. Nurses need to owrcome any barriers that prevent




patients from gaining information about their health care status and/

nurses tan assist the individual to learn the "patient role" and
thus enhance the aﬁprapfia;e exchange of essential information.
Withhwoiding information from the patiént may be detrimental to the

patient's well-being as well as infringing upon the patient's rights.

Right to be Respected

""The average patient's overwhelming desire is to be treated

humanly, with respect' (Bernhard,' ¥977, p. b1). It seems incon-

ceivable that such a Fundaméﬁtai ﬁgﬂsideritiaﬁ for one's fellow man

needs to be stated as a right. Yet, occasionally within the health -

" care settings, respect for the patient's individuality is sadly

=

lacking (Chaney, 1975, pp. 27-40). As Szasz (1974, p. 130) stated:

it is not enough that we do a technically competent

‘job of healing the patient’s body; we must do an

equally competent job of safeqguarding his dignity_

and self-esteem. In proportion as we fail in this

latter task, we destroy the practical value of our

technical competence for the sick person.

The patient's right to have his privacy respected encompasses
at least two dimensions--(a) the right to privacy with regard to care
and treatment, and (b) the right to confidentiality of information
shared between patient and health professional. Needless to say,
some invasion of a patient's privacy is necesséry if the nurse is to

assist the patient with personal care. The nurse, however, has the
f

avoiding any embarrassment to the patient during the process of

providing care. Also, any information divulged by the patient to the

19




nurse should be shared only with those individuals who have a right'
to know it in order to brovide or direct care. Furthermore, respect
for a patient's right to privacy dictates that this information be
treated as confidential.

The right to be respected as the individual with th; ma jor
responsibility for her/his own health care extends to the patient's
right to self-determinism. Whether or not the patient deliberates
about participating in treatment or research, ''the crux of the issue
is the right of subjects to be adequately informed..., to have thejr
privacy re;pec;ed.'aqd to be protected from undue risk to either
their- physical or Qnotional wéll-beiné" (Doums.}S79, p. 131). Under
such circumstances, it is anticipated that a patient can make an
"informed' judgment. Accordin§ to the American Nurses Association
Guidelines, '"Each practitiongr of'nursing has JQ—dﬁligation to
endorse and support ;elf-determlnlsm‘as a moral and lega!l riéht of

the indjvidual" (American Nurses Association, 19f5, p. 2).

Right to Participate

In any nurse-patient interaction,.there is a certain
element of dependency of the patient upon the nurse. Nonetheless,
the trend is to move away from the totally passive, dependent patient
role“to one in which the patient assumes an active, responsible
position. Orem (1971) described a self-care model for nursing
practice'that emphasizes the need for the patient to participate P
throughout the nurse-patient interaction. In a recent statement on
the standards of nursing practice, the essential participation of the

patient during each phase of the nursing process, namely, the

20



assessment, piaﬁﬂing? i@glemzntatiani and evaluation ae care was
: éiearfy dglineataﬂ' (Boyle, Eher;gll, Dobbie-McMillan, Munroe, Sevalrud,
& Sellers, 1980, pp. 1-20), | L

-Tﬁe CAC (1975) advocated consumer representation in the
planﬁxﬁg and evaluating of the system of health seryices. Health
professionals have voiced much QPPGS|§;Bh to this right (e.g., Gross,
1967, p. M1). une crucial point in this regard is that dezfépaﬁeies
persist between the parameters conside ;d-salieht to the quality of
care by the r:ansn.-zr (patient) and by the provider of health care
(Kelman, 1976. P ‘-33) As a solution, Kramer (1973, pp. 577-578)
suggested that '"Health professionals must be taught to value the
participation of the consumer [and] must recognize their respaﬁsibiiitf

to help him [the gansamgr] participate in his own care."

Right to Equal Access ) )\

There appears to be little mention of the patient's rigﬁi

ﬂp‘gquél access to health*care services in the literature. However,
the right to non-discriminatory care is widely known and accepted,
partially as a consequence of the ''rights" mévngﬁts in general. The
CAC (1974, p. 1) also affirmed a ''right to prompt response in
emergencies.' While this aspect of equal access to health care may
be les% known, patients within a hnsp}tai setting do expect prompt
response to their call for assistance (e.g., Abdellah et al., 1957b,
p. L6).

In summary, the major facets of patient rights have been
described, namei;, the right to be informed, to be respected, to

participate in decision maklng, and to equal access tq health care.



There appears to be a distinct ia:k of empirical inquiry into the area
.of patient rights as a source of patient satisfaction with nursingr
care. Jn keeping with the relatively small literature base on patient
rights, it seems that information concerning patient rights has been
poorly disseminated to health care workers and non-health care ﬁgrkers
alikeg . |
Patient satisfaction with nursing care relative to the
patient rights outlined in this literature review was the focus of
the scales developed for this investigation. As mentioned throughout
this chapter, few researchers have attended to the determination of
the "accuracy' (validity) of their tool to measure what it purports
to measure. Consequently, the assessment of both Feiiabili§§ and
validity of the scales developed for this investigation was caﬁsidered
a grimary focus of this investigator. Héasurgment theory, pertaining
to the psychometric principles of sound methodological research,

will now be discussed.

MEASUREMENT THEORY

Reliability

One interpretation of reliability especially relevant to
\
an investigation of a common construct (e.g., satisfa;in) refers

to the internal consistency or homogeneity of a measurement
(Cronbach, 1951, pp. 132=167). An appropriate statistical model

.
used to estimate this form of fei@gbility is Cronbach's (1951) alpha.
The nature and use of this model has been thgrgugﬁiy described
elsewhere (Cronbach, Rajaratnam, & Gleser, 1963; Cureton, 1958).

in that the accuracy (validity) of a measurement is sufficient, the

[
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emphasis of this part of the literature r;vigﬁ will be glﬁced upon
the review-of the séﬁFEﬁt of measurement ;aiidity. - v
Validity

Anastasi (1964, p. 77) expressed the essence of measurement
validity in these comments: ''A test is va]id.if it measures all of
and only what the examiner:ﬁisﬁes to measure. A test score is valid
to the extent that it is'useéu] gﬁr:a given purpose.' lﬁ is not |
possibie to assess validity absolutely, but rather, validity is
determined with regard to the degree to which a measurement is more
or less valid (Ebel, 1965, p. 392). Furthermﬂre; four zgﬁﬁgniy!'
described types of ;alidity are utilized for inferential interpreta-
tion: namely, 'the criterion-related validities (predictive ands -
concurrent); content validity; andzéaﬁstruct validity" (APA, 1974,
p. 26). These models will be discussed in turn, beginning with face

validity, an initial and fundamental step in item development.

Face Validity.

Face validity is a reflection of the apparent reasonableness
and relevance of a particular measurement from the perspective of
potential test subjects or users (Cronbach, 1970, p. 183). While
Mosier (1947, pp. 207-218) cautioned researchers regarding the
ambiguous interpretations and conclusions inherent in the term ''face
validity,' he acknowledged:

In the interests of the acceptability of the

test to those most intimately concerned with

its use, it is highly desirable that a test

possess not only statistical validity, but

also, as an added attribute, the appearance
of practicality. (p. 218)
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It would appear from the lack of literature dealing with this taéi:
that the term Ras lost a great deal of its former popularity (Aﬁastaiii
1964; APA, 1974; Mehrens & Lehmann, 1978). Still, it is the vital
role of the concept of face validity, not the term, that ought not be

underestimated in initial validational procedures.

Content Validity.

Content validity has received much attention in the
literature since Loevinger (1957) elucidated the concept. Kerlinger

(19?3j p. 458) stated:

Content validity is the representativeness or
sampl ing adequacy--the substance, the matter,

. the topics--of a measuring instrument. Content
validation is guided by the question: is the
substance or content of this measure representative
of the content or the universe of content of the!
property being measured?

The estimate of content validity rests upon the igﬁgmgn;
of individu;ls considered to be “experts",in the particular area of
content (cf. Ebel, 1956, pp. 92-102 for a thorough elucidation of
the steps in the establishment of content validity). The judgmental

nature of content validity is apparent as each item is ''weighed for

its presumed representativeness of the uﬁiversegié[andj judged for
its presumed relevance to the property being measured' (Xerlinger,
1973, p. 459). Criteria are also provided for making judgments about

the retention or exclusion of items as well as for assessing the

directions to be given to respondents. A priori to submitting the

tool to experts for criticism, the degree of minimal agreement is

established (Hazlett, 1975, pp. 703-704) since it is possible to



express the inter-judge agreement numerically as a percentage. Ebel
(1979, p. 304) consfders content valid{ty to be '"'the only basic
foundatfbn for any kind of validity.'" Concurrent, predictive and
construct validity depend directly upon content validity such that
any bther form of statistical ;al?dity, rather than offering an
alternative to the subjective nature of content validity, is of
necessity an extension of it (Ebel, 195'6, p. 96). Thus, the vital
role of content validq;foh in developing a new measurement device

appears evident.

+
-

Criterion-related Validity: Concurrent and Predictive.

Two measures of validity, comcurrent and predictiwe validity,

are estimated empirically. It is important to distinguish between

these two cciterion-related validities. According to the APA (1974, |
’ \

p. 26):

[} -«

Criterion-related validities apply when one wishes
to infer from a test score an individual's most

~ probable.-standing on some other variable called a

« cCriterion. Statements of predictive validity

<Qiﬁaicate the extent to which an individual's future
level on the criterion can be predicted from a
knowledge of prior test performgnces; statements of
concurrent validity indicate t extent to which
the test may be used to estimate an individual's
present standing on the criterion.

The distinctionI‘:::een concurrent and‘predictive validity, then, ie)
one of time.

A '"good' criterion measure is one that is relevant, reliable,
and free from bias. The degree of validity is determined by the

extent to which a predicted relationship is demonstrated in the study

findings and the relationshipf is usually expressed by a correlation ‘



coefficient (Mehrens et al., 1978, pp. 112=114). .

The dearth of appropriate criteria to estimate toncurrent
validity is evident from the earlier discussion on patient satisfac-
tion. Consequently a more indirect means of assessing concurrent

validity is needed.

Construct Validity.

'The proponents of the term “Eaéstruét validity' defined a
construct as "'some pgstuiatgd attribute of people, assumed to ?g
r;F]gctgd;in test performance" (Cronbach & Meehl, 1955, p. 247). It
is this Eéﬁstfuif, rather:tﬁan the measurement dgvice; that is the
focus of éénétruet validational processes. The degree of construct
validity gstablished-is directly{ related to the extent to which the
construct(s) prap@sgdzby theory ils/are FEF}EEtEd in the empirical
findings, not so much in terms ofl\any SPEQ?F{E QPEFatiénalized

Wours but the commonalities of many bghaviors presumably
", J

£

nomological ﬁgtwark}jn that both the test and the theory are

supported or refuted simultaneously (Mehrens et al., 1978, p. iii).
. ) (ISR 7
Factor analysis is one of several statisticaT techniques
of construct validation described by Cronbach et 41. (1955, pp. 251-

254, 267). This method permits delineation of ''the number of factors

at work in a situation, the nature of the factors, their degree of

interaction, and the magnitude of their influence' (Cattelii_lSSZ,

pp. 20-21). . Since the construct of satisfaction remains ill-defined,

factor analysis is an appropriate initial statistical tool to
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utilize in examining related variables. A necessary, though
insufficient, technique of assessing construct vaiiéity is that of
testingdthe expectation that two groups will differ (Cronbach et al.,
1955, p. 251). Tﬁis type of construct validation is based upon the
researcher's understanding of the construct.and is %ubjeﬁt to direct

@valuation. But, Campbell and Fiske (1959, pp. 100, 104) have noted

h o i
that ;sufficiency of construct validation

;-
¢annot be presumed unless
varipus independent constructs and methods (''at least two traits,
each measured by at least two methods'') were used to obtain the

data that are factored.

SUMMARY OF CHAPTER

Although considerable interest has been expressed in

assessing patient satisfaction with nursing care, medical care,

and/or health care services, a valid tool For its measurement is

yet to be developed. The issues inhibiting development of a va]ié
tool were noted--the diversity of settings, pﬂpuiatia;si techniques
of measurement and objects of satisfaction. Much of the nursing
literature disclosed similar findings: patients are dissatisfied
when they are not informed about various aspects of their care,
The CAC (1974) affirmed four rightsifar the consumers of
health care: the right to be informed, the right to be respected,
the right to participate, and the right to‘equal access to health
care. To-the knowl edge of this investigator, there has been no
empirical {nvestigatign encompassing both patient rights and paiignt
satisfaction with nursing care. '

Reliability and validity, the criteria in the development
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of any measurement tool, were discussed. validity, the sufficient
condition of the quality of a measurement, was review?d, in particular,
criterion-related (concurrent and predictive), face, content, and
construct validities.

As noted in Chapter |, the purpose in this investigation
was to develop and validate a questionnaire for measuring patiedf
satisféction with nursing care. The validational models and design

‘used in this investigation are presented in Chapter 11, to which

the reader's attention is now directed.

St
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CHAPTER 111

. : METHODOLOGY

INTRODUCTION

The major purpose iﬁ this investigation was to.determiﬁe
the validity inherent in two scales designed to measure patient
satisfaction with nursing care. Each scale was comprised of
positively- and negatively-stated items using either five-point
response alternatives of percentages or verbally described
categories. As fllustrated in Figure 1, face, content, and some
degree of construct validity of the scales were assessed. A
description of the methodology“in establishing these validity

estimates is presented in this chapter.

OVERVIEW OF DESIGN

-

Recognizing the limitations inherent in this investigation
in not employing ; multitrait-multimethod model to.study the
construcf satisfaction, several design features were introduced to

. improve the rigor in this investigation of the construct. Firsé,

.

although a common method (questionnaire) was selected and only one

construct was studied, two different scales were developed (ef.
Figure 2). Whereas the content of the ftems was identical, the s
response alternatives differed (cf. Figure 2, steps 1.5 and 1.6).

The two diverse respense categories--percentages versus words--were
employed to assess whether or not the two ;ere appropriate and
equivalent (i.e., interchangeable) indicators of degree of

~
S

satisfaction. In responding to the percentage categories (scale
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1.3 FACE VALIDITY
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1.4  CONTENT
REVIS

1.7

Figure 1:

LITERATURE REVIEW
NOMOLOG I CAL NETWORK ’
1.1 DEVELOPMENT OF SCALES

l .

1.2 GENERATION OF ITEMS

}

VALIDITY SUBMISSION OF PROPOSAL
| | . TO THREE INSTITUTIONS
10NS f '

1.5 PILOT STUDY
REVISIONS
1.6 SELECTION OF RESPONDENTS

l

SCALES RANDOMLY ASSIGNED AND MAILED
l >
DATA ANALYSES //f

" 1.8 RELIABILITY

1.9 . CONSTRUCT VALIDITY ESTIMATED

Development and Validation of Scales to
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;ii SCALE ONE 1.2 SCALE TWO

1.3 COMMON METHOD--QUEST!IONNAIRE
COMMON TRAIT--SATISFACTION

IDENTICAL CONTENT--PATIENT RIGHTS

}

R LrvenTy 1TEms
1.k RANDOMLY ASSIGNED TO FORMAT

}

FIVE-POINT LIKERT SCALE

1.5 PERCENTAGES | 1.6 WORDS |
BOTH NEGATIVE AND )
POSITIVE ITEMS NEGATIVE ITEMS POSITIVE ITEMS
0- 20% ’ _VERY INCONSIDERATE VERY LITTLE EFFORT
21- hog USUALLY INCONS|DERATE LITTLE EFFORT
h1- 60% '"ABOUT AVERAGE CONSIDERATION AVERAGE EFFORT
61- 80% USUALLY CONSIDERATE CONS | DERABLE EFFORT
81-100% VERY CONS!DERATE GREAT EFFORT

157 1TEMS RANDOMLY ASSIGNED TO ORDER OF PRESENTATION

Figure-2: Development of Scales
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oné), the respéndent had to indicate a percentage range of hurses
who did/did not perform a particular task (cf. Figure 2, step 1.5).
The respondent was requested tolgpecify the degree of ''consideration'
and “‘effort’ expended bylnurses in replying to the word categories

of the second scale (cf. Figure 2, step 1.6). lfithe two scales
were indeed interchangeable ft was hypothesized the respondents
would not have varying difficulty in reblying to the barticulaf
scﬁle-to which they were randomly-ass}gned. As a second design
feature, the u;e of items expressed either negatively or positively
(cf. Figure 2, step 1.4) was enploye&. Previous studies have
~indicated patients generally state ﬁoderate to-high satisfaﬁtién with
nursing care, medical care, and/or health care services even though
evidence existed they were dissatisfied with certain aspects @%
\;hefr care. Since most items used in these studies were expressed
in a positive format; one might hypothesize ;hat bias was introduced.
Accordingly, the negatively- and.positively-stated items were
introduced to determine if respondents could discriminate between the
two formats and/or if any systematic influence of the positive/
negative format existed. Third, the sample of respondents was
selected from a population of patients discharged from a hospital
setting and stratified according to occupational status; non-health
care worker (NHCW), health care worker (HCW), and nurse. It was
postulated that nurses and HCWs should be ”begﬁér“ judges of ''expert'
nursing care, more knowledgeable about patientrrights and,gherefar;i
more critical (i.e., dissatisfied) of nursing care received when they

themselves were patients.
u

32

R -




A discussion of the development of the scales--content,
structure, similarities, and dissimilarities--follows (cf. Figure 1}

step 1.1). A copy of both scale one and scale two is provided in

Appendix C (photo-reduced by a factor of 74 per cent and presented on

separate pages for purposes of the appendix format requirements).

GENERATION OF ITEMS

Content of Scales

The specific content area selected for this invgs;igatiaﬂ
of patient satisfaction with nursing care was patient rights. As
affirmed by the Consumers' Association of Canada ([CAC], 1974) and
éifﬁussed in the previous chaﬁtgr; the four patient rights comprised
the right to be informed, to be respected, to participate, and to
equal aceess to hgai;h care (cf. Chapter Il, pp. 15-22). These
“rights" p;évided an area of inqdify restricted to factors

exclusively under the influence of the nurse (from the patient's

perspective) and about which patients have clear right to comment in

regard to the quality of nursing service. The response categories
were désigned to elicit the “degrge“ to which patients were

satisfied with their ﬁﬁrsiﬁg care during Q recent hospitalization
and degree of satisfaction Qas assumed to be directly affected by

the extent to which nurses maintained patient rights.

Structure Common to Both Scales

Based on the literature, 20 items considered by the
investigator to be representative of the universe were generated
(cf. Figure 1, step 1.2). Attempts were made to ensure each item

had clarity of meaning, lacked ambiguity, and employed simple
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4
language and stfucture (Berdie & Anderson, 1974, pp. 36-h83i Ten
.

i tems were randomly assigned to be stated negatively while the
remaining 10 items were stated positively (cf. Figure 2, step 1.A
and Appendix C, pp. 97-100). HﬁereaS’the general tendency is to
randomly distribute the positive and negative items throughout a
questfonnaﬁre to avoid response set (Edwards, 1970, p. 14k4), the
structure of the items in this investigation necessitated grouping.
the 10 negatively-stated items together to promote ease of responding.

Each scale was reproduced on a single 8.5 by 11 inch letter
size stationary utilizing both sides of the page (cf. Figure 1,
step 1.1). It is important to note that the 10 negatively-stated
i tems were piaced together éﬂ the one side and the 10 positively-
stated items were placed on the reverse si&e of the guestionnaire;
it was randomly determined that page one of each scale contained the
negative items. |

Three facts were emphasized in the ﬂirggticﬁs provided
with the questionnaire: the items referred to the nursing care
received during a recent hospitalization, the importance of
responding honestly to each item, and the anonymity of respondents.
An example was provided for the 10 negatively-stated items as well ‘
as another example for the 10 pasitively-stéted items. At the end’
of the questionnaire the respondent was asked é:g?;dicate whether C .
or not sqF/he was a health care worker, and if sg, was she/he a
nurse. |t was recognized that non-practising HCWs/nurses may have
been confused in responding to t'is item regarding current
occupational status. Addttionally, space was provided inviting the 3;2

respondent to make any comments or suggestions with regard to the

7 i



nursing care and/or questionnaire. The fégpﬁﬁdEﬂt was thanked for
her/his cooperation and encouraged to return the completed question-
naire promptly. in the séiFéaddressgd, stamped envelope.

As areviays]y noted, two separate scales were developed,
each having identical content, order of items, and format (pasiﬁivg]y—
or negatively-expressed items). Only the Likert choices differed.

The essential differences qF these scales are provided in the

following sections.

Structure Unique to Scale One

The response alternatives in!scalg one comprised Fivé

L
EPEFGEBESQE categories, in particular, 0-20%, il—hﬂi, 41-60%, 61é802i>
and 81=100%. The respondent was requg;téd to indicate the percentages
of nurses for whom the item appeared to be either true or not true.
Q Accordingly, it was assumed if a Patient thought a high
percentage of nurses performed a specified task, then a high degree
of satisfaction existed; conversely, if a high percentage of nurses
did not perform a specified task, a high degree of dissatisfaction
existed. To be consistent in selecting the appropriate perﬁen£age
category for the negative and then the positive items the respondent
had to alter her/his response pattern from one end of the percentage
scale to the other. For example, if a negatively-stated item--'What
percentage of the nurses with fham | came in contact did not protect
my privacy?''--was not true for the majority of nurses, the category
0-20 per cent would be selected whereas, 1f a pﬂsitivelyéstatgé }tem;s

‘What percentage of the nurses with whom | came in contact did

discuss my health needs?''--was true for the majority of nurses, the



category 81-100 per cent would be selected. In both instances, it
was assumed the respondent was indicating high satisfaction with the ¢
nurses' performance because, in the First‘i‘ﬁstan;e.ﬁaniy 20 per cent

or fewer of the nurses with whom she/he came in contact failed to

protect her/his privacy (i.e., 80 per cent or more of the nurses did

= !i!
protect the patient's privacy--a patient right that was deemed to be

representative of satisfaction with nursing care). Similarly, it was
assumed that a respondent was highly satisfied when 81-100 per cent of

the nurses took the effort to discuss the patient's health needs.

Structure Unique to Scale Two

Similar to scale one, response cajegories for scale two
comprised a Five-péiﬁt Likert-type scheme. However, scale two -
utilized two sets of dgsariptive phrases rather £han per cent
categories to delineate each point in the Likert scale. Thé phrases
for the negatively-stated items were: ‘''very inconsiderate,' 'usually
inconsiderate,' 'about average iansiderétién,“ "ysually considerate,”
and ''very considerate.' The response alternatives for the positively~
stated items included: ‘‘very little effort,'" "little effort,"

"average effort,' ''considerable effort," and “great:gffart.“ The
word phréses were intentionally selected as being most representative
of the negative/positive nature of the item.

In replying to either the positively- or negatively-formatted
items, the respondent had to discern the amount of effort or considera-
tion expended by the nurses in providing nursing care; further, the

respondent was to describe her/his nurses in general, not the
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proportion of nurses who did or did 'not do acceptable service. Thus,
in responding to the negatively-stated {;em*—"Hﬂa inconsiderate were
the nurses with whom | came in contact in that they did not protect
my privacy?'--it was assumed that a respondent denoted high
satisfaction if she/he specified nurses with whom she/he came in
contact wer;;“very considerate'" in regards t; protecting one's ’
privacy. Conversely, if the response was “véry inconsiderate,' it
was assumed the respondent was indicating great dissatisfaction.

For positively-stated items--for example, "How much effort did the
nurses with ﬁﬁﬂ!»l came in contact spend diszﬁss?ﬁg my health
needs?''--a response of ''great effort'' was assumed to equate with high

satisfaction and a response of ''very little effort' was assumed to

. ) i . L]
equate with great dissatisfaction. }
* !
In summary, the two scales developed for use in this . f
e i

investigation have been described regarding content and structure.
'The steps taken to establish face and content validity, techniques

of data collection, and models of choice for statistical analyses

are now discussed.

DESIGN STEPS FOR ESTABLISHING VALIDITY

Face Validity

An estimate of face validity of all items was established
by assessing the comments of (a) individuals who examined both
scales prior to their use in a pilot study, (b) pilot study
respondents, and (c) respondents in the main investigation.

In the first instance, both scales were submitted to 10

face validators (the number of individuales was determined by

%



constraints of availability and time) who had previously been patients

in @ hospital (cf. Figure 1, step 1.3). These face validators varied
with regard to age, sex, educational background and occupational
status (to enhance representativ ss of the face validators). Each
individual was asked to review the directions, examples, and_the 20
items according tq~the following criteria: clarity of meaning, ease
of understanding, lack of amblgutty,-and relevance of the content.
Additionally, they nere.invi:ed to comment about the questionnaire
format in general. Based on these comments modific;tions were 7
planned if weaknesses or shortcomings were identified.

A small pilot study, a second step in establishing face
validify (cf. Figure 1, step 1.5) was conducted on a group of 99
recently discharged patienis in order to: (a) test the wording and
presentation of the two scales, (b) determine the applicability of
’}/;he items, and (c) assess the expected response rate. The size of

this subject group (in the pilot study) was determined by constraints

_ of*availability and time. Again, comments from the pilot sample
could determine necessary changes. '

The definitive step in ,(iablishing face validity was the
comments of respondents from the main investigation and these

comments will be discussed in the findings of this study (cf. Chapter

IV, pp. 48, 74).

Content Validity

0

To achieve an estimate of content validity (cf. Figure 1,
step 1.4), a number of nurses deemed by the investigator to be
representative of ''content experts'' was asked to examine the scales

before their use in the main investigation.

a
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Eleven nurses (educators, pra;titiéngrs, and admfﬂistrat@rs)
of varying ages, educational backgrounds, and occupational status
(variation gﬁplgygd to enhance the representativeness of the content
validators) were asked to assess the two scales according to the

previously stated criteria (cf. p. 38). In addition, these

20 items in view of the four patient rights outlined by the Consumers'
Associatipn of Canada (1974). A priori to the assessment by the
‘icontent experts,'' a 75 per cent agreement among validators was

gsta@iishgd for the inclusion or exclusion of any item in the

qugstuannanfé (Hazlett, 1975, p. 703). Once more, the constraints
of availability and time were factors determining the number of

nurses employed as content validators.

Construct Validity

Since all scales and formats were interdded to measure the

hypothesized that each scale and each format, or aHy Ec@binatiaﬁ
thereof, would yield data which would result in a unidimensional
solution when subjected to factor analysis.

Additionally, comparison of the raw means from the scales,
Far%atsj and occupational groups afforded insight into whether or
not the construct of satisfaction was actually measured and if so if
one scale was more valid than another., Consequently, the following
hypotheses related to mean differences were made. First, if the
format of the positively- and negatively-stated Items did not intro-

duce any bias in the measurement of the construct satisfaction,

A
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one would hypothesize that no mean differences would exist between the‘
mean scores of the two formats. Second, }f the use of varying
alternativgs did not introduce any bi9s, one would hypothesize that
no statistically significant mean differences would be found between
scale one and scale two. Third, for reasons -identical to these two
previods hypotheses, one would hypothesize that no statistiid:!y
significant interaction of séale and fbrmat would be found. j

Fourth, and most critically _important, one would hypothesizg
that mean differences would exist amongst the three occupational
groups ;f patients--nursés, HCWs, and NHCWs. The reasons for this
hypothesis directly stem from the design of this study which
rgstricted content coverage in the gquestionnaire, that is, nursing
service.that directly related to patient rights. Due to thé
relatively recent focus upon patient rights in the health car&_
system, it'is reasonable to assume that nurses and HCWs would be
more informed of patient rights (cf. p. 13), and as such more
demanding that nursing care provided to them as patients met their
expe;tations; Thus, the PreQiously described lack and/or presence
of mean differences in the scores of respondents would add té the
evidence that the construct of satisfaction was attained (Cronbach
et al., 1955). |

When these hypotheses are tested under the null assumption,
it is necessary that S;e establish adequate statistiﬁal power‘if the
rejection of or failure to reject the null is to be used as ‘
supporting evidence for construct validity. The power of a
statistical test is the probability of appropriately accepting a true

alternative hypothesis or conversely, rejecting a false null
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hypothesis (Cohen, 1977, p. 4). Three parameters (most directly of
interest to ény investigator) affecting the power of a stgtis;iﬁal
test are: the significance criterion (alpha), sample size, énd
effect size (that is, '"the degree to which the phenomenon exists"
[GahEﬁi 1977, pp- bii?])i In this investigation, alpha (two-tailed)
was set at .05, an effect size of fmgdium“ was assumed, and a sampi;
size appropriate for power of at least .80 was determined. With
these parameters, the required total sample size was 192, with n's
per scale, format, and occupational éragp as given in Figure 3.

With sample sizes as designated in Figure 3, and assuming
the construct was adequately measured by both scales and both formats,
statistically significant differences would likely (.8 probability)
be found if any systematic bias of either scale QF)FéFmat was at
least of a medium effect size. Power associated with determining
the interaction of these two factors would be .935 for a medium
effect size. Finally, if the construct 5atisFacti§n was indeed
measured there would be a .88 probability of finding statistically
significant results ﬁﬂ the factor of occupational groups (NHWs, HCWs,
-and nurses) provided the éffgﬁt of groups was at least in the order
of a medium effect size. |

In summary, there was at least a .8 probability that any
differences between scaleé, formats, or among occupational groups

would be detected provided the systematic bias or difference was of

the order of small effect sizes would remain undetected, it was
assumed that this degree of statistical power was adequate in order

to use mean differences (or the lack of same) as supporting evidence




b2
Type of.
Respondent Scale One Scale Two
FORMAT FORMAT
Negative Positive Negative Positive Totals
Non-Health
Care Workers 16 16 16 16 64
Hgaltb Care
Workers 16 16 16 16 64
Nurses 16 16 16 16 64
Sub-Totals 48 48 48 48
Totals 96 96 192
—— m— Br—— e ——— —— — e fl, o S m—
Figure 3: The Basic Design Utilized
for Statis%&gal Analyses

"(Numbers in '""Totals' columns per scale and type gf.fespéndént, and
"Syb-Totals" columns for format are the minimal requirements to
attain adequate power for all statistical analyses.)
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in any investigation of the construct satisfaction.

DATA COLLECTION .

5

The gampling technique employed in this investigation was a

variation of quota sampling. The specified sample sizes in Figure 3
were deemed essential to attain the desired statistical power of .8
for detecting mean di fferences under tgf null assumption. However, L
as combleted questionnaires were to be obtained by a mail survey, i}
was deemed necessary to oversample by a factor of two (assuming a
response rate to a mailed questionnaire to be .5). If the actual
sample sizes had to be less than twice the numbers specifléd in
Figure 3, onlf factors of time constraints, growing imposition upon
participating hosbitals, and/or availability qf discharge patients
during the collection period were to be the limiting constraints.

In‘order to select subjects for the survey the following
steps and ¢riteria were taken and employed. First, appropriate
administratérs from three metropolitan hospitals in the city of
Edmonton were contasﬁed for permission to gather the necessary
iﬁformation from discharged patients' charts in each hospitalﬂ in
all three institutions this permission was granted following an
ethical review of the‘proposed s tudy.

Second, at times convenient for hosp{tal staff, the
investjgator searched available discharge charts at each hospital.
For purposes of convenience and availability, chart selections were
restricted to those of patients discharged within the previous 48

hours and to those which came from medical, surgical, and obstetrical

wards.
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Third, eligible subjects were identified by invoking these
criteria: (a) the discharged patient had to be at least 18 years old
(the assumption being the respondent was an adult judged capable of
making an informed decision ;eggrding voluntary participation in this
study); (b) the corresponding chart had to have the occupational
status of the patient (required in order to stratify the subjects
according to the three occupational groups [MHCV, HCW, and ﬂuFSE]);
and (c) the chart had to have the patient's address (needed in this
investigation fin;e data collection was via a mail survey).

Fourth, eligfble survey subjects were stratified according
to occupational status, alphabetically ordered by surname, and then
randomly assigned to receive scale one or scale two. In keeping with
Andrew's (1978, p. 79) findings*i“Passiﬁly the only trustworthy
éaswers in mail questionnaires are ?rgm the uﬁprampted respondents''--
no follow;up study was planned. ' .

Fifth, within 24 hours of identifying the eligible subject,

assurance of anonymity. A stamped, self-addressed envelope was

enclosed for the convenience of the respondent.

STATISTICAL MODELS CHOSEN FOR DATA ANALYSES

in this section, the various processes and statistical
models utilized to estimate reliability and construct validity are

described.

Ll
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Reliabilitl
Cronbach's (1951) alpha coefficient was used to assess the

degree of reliability, in particular, internal consistency, of the two

scales (cf. Figure 1, step 1.8). Since both scales were developed to

be measures of a single construct, a priort, one would expect a

relatively high alpha coefficient if validity was indeed attained.

P

Construct Validity

When used as an‘exploratorf"evice; factor analysis (cf.
Figure 1, step 1.9) provides insight into fhe underlying functional
&imension(ﬁ) or construct(s) of a group of Qariables (Cattell, i952§?
pp. 15-16). Both orthogonal and oblique solutions were_obtiined to

‘discern the most complete, interpretable solution. Provided the

scale or format did not influence the accurate measurement of the

satisfaction construct a unidimensional solution would be anticipated
(cf. pp. 39-41).

Mean differences (cf..pp. 39-41) were studied via a
three-way analysis of variance with one factor repeated. The
independent factors w;re occupational groups (NHCWs, HCWs, and
nurses) and scales (one and two) and the dependent factor was format
(negatively- and positivéux;§£9ted items). Since items, formats,
and respondents were randomly assigned, statistical equivalence
could be assumed (95 per cent confidence) provided systematic bias

-

or differences of at least a medium effect size did not actually

exist.

—.




SUMMARY OF CHAPTER

Although a common method (questionnaire) was utilized and
a-single construct (satisfaction) was investigated, two s¢alés were
developed comprised of pasitivelys and negatively-stated items and
each hav?ng difFergnt FESPQﬁSEléaEEQQFEES (percentage levels or
descriptive words ordered on a five-point Likert basis). Face and
content validity were estimated by giving the scales to individuals
who had been patients and to nursing personnel respectively to
scrutinize.

Discharged patients, stratified according to azcupa;iéﬁai'
status, were randomly assigned to either scale and then sent, by
mail, the questionnaires. Appropriate statistical models were chosen
to assess the responses of subjects. BiFFgréﬁses between scales,
formats # and groups of respondents were used in conjunction with
factor solutions in order to determine the Qigree of éénstruct
validity of the scales. - |

A ?iscussian of the results and interpretation of such

analyses is presented in the following chapter.

[
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CHAPTER IV

RESULTS AMD INTERPRETATION OF DATA ANALYSES

INTRODUCT I ON

The results and interpretation of data analyses are

presented in keeping with the major purpose in this investigation:
to determine empirically the degﬁig}af validity inherent in two
scales designed to measure patient satisfaction with nursing care.
The specific research design necessitated approaching the analyses
from several viewpoints (cf. Chapter 111). Accordingly, all data
were analyzed by scale (both scales combined, scale one and scale
two independently), by format (all items and as sets of negative
and pﬁsiiive items) and by g;eupatiana{ groups (non-health care
workers [NHCW], health care workers [Hcw], and nurses).

RESULTS OF STATISTICAL ANALYSES

Establishment of Face Validity

The 10 individuals who contributed to the estimate of face
validity (éFiipi 38) indicated that the items appeared reasonable
and relevant to the stated purpose in the questionnaire. However,
based upon their comments, a few minor revisions in wording were made ’
to enhance the clarity of items. Thirty NHCWs (potentially, face
validators) replied to the scales in the pilot study. Since no
comments were made regarding the criteria established for estimating
face validity, it was assumed that the scales appeared relevant,
reasonable, and clear to those who responded.

However, in responding to scale one (pilot study), a NHCW

commented that it was difficult to work in percentages. As this

L7




investigation was specifica)lly designed to assess the utility of
percentage versus the phrase alternative;; no alteration was
possible. Another NHCW, responding to scale two, stated, ''"The
words 'inconsiderate' ang 'not' create a negative illusion and seem
inappraériatei | consider questions 1-10 of a type that solicits
bias."" Again, it was impossible to alter the wording without
interfering with another purpose of the investigation--to determine
whether or not individuals respond differently to negat;ve]y- VEersus
positively-stated items.

Similar comments were received from respondents who
participated in the main investigation. éltﬁhough few in number, the
resp@anﬁts providing comments about the scales stated their primary
difficulties stesmmed from the percentage alternatives of scale one
and the negative format in general. Further shppﬁrt for these
findings was obtained in the results of factér analyses and analyses
of variance.

In summary, therefore, a limited degree of face validity
was established in this investigation overall, but as noted, questions
worded positively and those queétians that did not use percentage
alternatives were regarded as best by respondents.

A total of 90 questionnaires were distributed in the pilot
study: 48 (53.3%) individuals responded. The approximate overall
50 per cent response rate verified the need to double the sample

size of the main investigation in an attempt to achieve suitable cell
/

sizes for power (cf. p. hil;iaithgugh representativeness of respon-

dents was immediately a concern. A more specific breakdown of the

L8
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pilot study returns by scale and type of respondent is presented in

Table 1.

Establishment ‘of Content Validity

The content experts were in complete agreement that all

>itgms were reasonable and relevant to the stated purpose of the
questionnaire. Minor revisions in wording were Suggestéd to enhance
clarity of meaning of some itemsi According to the content experts
the items were representative of thg four patient rights outlined by
the Consumers' Association of Canada  (1974). Mo recommendations \were
made to include or exclude a pértiiuiar item in an attempt to
increase the representativeness of the scale. Thus some reasonable

degree of content validity was attained.

Establishment of Power

Based on the pilot study response rates, an attempt was
made to d@h%je the required sample size cited in Figure 3 (cf. p. 42).
=
Due to caﬁstfaints of tjme, availability of eligible subjects, and

increasing apparent imposition this study's data collection proce-

dures were placing a; the participating hospitals, the n's achieved
in the HCW and nurse categories fell short of the number require
Only 300 patients were selected, and 150 individuals weré
randomly éssigngd to receive each scale (64 were NHCWs, 43 HCWs,
and 43 nurses). Questionnaires were returned by 183 of the 300
pﬁten;ial respondents, resulting in an overall response rate of 61
per cent. Specifically by scale, 94 (62.67%) aMr89 (59.33%)
individuals responded to scale one and scale two respectively.

Return rates for the various types of respondents and scales are =



TABLE 1
' -
RESPONSE RATES FOR PILOT STUDY BY SCALE
AND TYPE OF RESPONDENT
L) . e
Type of Number Number Response
Scale Respondent Sent Returned Rate (3).
Both Scales Non-Health )
Care Worker 61 30 49.18
_Health Care , , , S
Worker 18 . 8 L by g
Nurse 1 10 | 90.91
TOTALS . 90 L8 53.33
Scale One Non-Healih
Care Worker 31 16 48.38
Health Care -
Worker 8 6 75.00
Nurse 6 6 100.00
TOTALS 4s 27 ! 60.00
T T4
Scale Two Non-Heal th ‘
« Care Worker 30 15 £0.00
Health Care
Worker 10 2 20.00
Nurse 5 b 80.00

TOTALS Ls 21 46.67




h
W

illustrated in Table 2 specifying total and usable returns. As

mentioned in Chapter 111 (cf. p. 4k4), no follow=-up measures were

planned.
Only those returned scales with a response for every item

were included in data analyses. As might be anticipated, the number

of usable scales did not coincide with the total number of question=

naires returned. Refer to Table 2 (columns 4 and 5) for the numbers

and percentages of usabie questionnaires by scale and type of
respondent. The relatively low response rates Fa? the HOW and nurse
categories necessitated collapsing these groups -for some data
analyses.

Given ‘the response rates in the main investigation, the
obtained power for small, medium, and large effect sizes for
indgpendent ?ictars, dependent factor, and intéraﬁtiﬁﬁ effects in
the thrge%way analysis of variaﬁﬁe statistical analyses are spegiFi?d
in Table 3. Note, however, that these cited power levels require

- . R 5
one to assume that respondents were indeed representative,

Estall ishment of Reliability

The reliability coefficient for both scales combined using

Cronbach's alpha was .931, an indicator that both scales combined
were internally consistent and probably unifactored (cf. Table 4).
(1t is important to note that the alpha coefficients in columns 2
and 4 of Table 4 are adjusted values using the Spearman-Brown
Prophecy Formula to reflect those values obtainable if the test

length were doubled to be the same as the total test [ZD items]i

The alpha coefficients in columns 3 and 5 are those derived when
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TABLE 2

RESPONSE RAT¥5 FOR 'MAIN INVESTIGATION BY
SCALE AND TYPE OF RESPONDENT

(Overall)
Total Returns Usable Returns
Type of Number| Number Response| Number Response
Scale Respondent Sent | Returned Rate (%) | Returned Rate (%)
Both Scales | Non-Health
Care Worker| 128 72 56.25 53 1.4
Health Care ) :
- Worker 86. 40 46.5) 27 31.40
] Nurse 86 71 82.56 62 60.41
TOTALS 300 183 61.00 132 L4 .00
Scale One Non-Health )
Care Worker 64 38 £9.18 25 39.06
Health Care
Worker b3 19 k4 19 14 32.56
Nurse 43 37 86.05 24 £5.81
TOTALS 150 94 62.67 63 L2.00
Scale Tuai Non-Heal th
Care Worker 64 34 23113 28 43.75
Health Care o
Worker 43 21 L8.84 13 30.23
Hurse 43 34 79.07 28 65.12
TOTALS 1} 150 89 59.33 69 46.00



POWER FOR SMALL, MEDIUM, AND LARGE EFFECT SIZES

TABLE 3.

OR

F
INDEPENDENT AND DEPENDENT FACTORS AND INTERACTION EFFECTS IN
THE THREE-WAY ANALYSIS OF VARIANCE STATISTICAL ANALYSES

o — . -
Power
. -
Effect Sizes
Factors/Effects Small Medium | Large
lndgpendent Factors *
Scale 205 .82 .99
Group 16 .73 i%s
. _ . _ —
Dependent Fécto;
Format .205 .82 .99
Interaction Effects
Scale by Croup . 155 .72 .99
Scale by Format .205 | .82 .99
Group by Format 155 72 .99
Scale by Group by
. 155 .72 .99

Format \
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TABLE &
RELIABIL!ITY (ALPHA COEFFICIENT) OF
SCALES BY ITEMS
Scale All litems Negative |tems Positive |tems
K*x=20 K=20 K=10 K=20 K=10
Both Scales
he132 931 (926w - (.863)*xx | 957ax  (.917)%wx
§§ale One
n=63 910 -899 (.817) .956  (.915)
[ -
Scale Two )
- n=69 .954 .953 (.911) .962 (.926)

%K = Number of |tems

**Values are Those if Test Length Doubled by Spearman-Brown Prophecy
Formula to be Same as Total Test
*%x*Values in Parentheses are Those if Test Length Divided in Half

(i.e., Ten Negative and Ten Positive Items)

-5
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only half of the test items were assessed.) When the scales were
assessed-individually, the reliability coefficient for scale one
(the choices were those with five percentage alternatives) was .910 o ]

]

and for scale two (the choices of alternatives were phrasés) .95h.

Additionally, the alpha coefficients were calculated for the negative & .
;nd‘pﬁsltivesitgns per scale. Of interest are the lower reliability
coefficients produced by the negative items in ﬁgmparisaﬂ with the : i\
positive items. Moreover, it is noteworthy thatls:alé two consistently *
yielded higher reliability EﬁgffgﬁiEﬁts in contrast to scale one.
g The reliability zaefffgignts of the scales by format and
itypé of respondent are pro%ided in Table 5. With one exception, the
reliability coefficients were relatively high, ranging from .903 to
.972; the one exception (.843) ‘resulted from the negative items of
scale one for the HCW category. - In summary, the lowest reliability
coefficients were observed in scale ane, the negative items, and
HCU category.

It is important to keep these relatively high alpha
coefficients in mind while reading the foilowing discussion of
analyses related to establishing construct validity.

b .

Establishment of Construct Validity: Factor Analysis

Scores from the 132 rgspandenis who had answered all items
were aﬁilyzgd via prthagangi and oblique principal axis factor N
solutions. Three factors were obtained with eigenvalues greater ¢
than one (8.959, 1.958, and 1.465 respectively) explaining 61.9 o
per cent of the v:ri;ﬁée in respgnég to both scales. When analyzed

independently, each scale produced four factors with eigenvalues
: \
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TABLE 5
RELIABILITY (ALPHA COEFFICIENT) OF
SCALES BY ITEMS ANMD TYPE OF RESPONDENT
Type of All Negative Positive
Scale Respondent | tems | tems | tems
K*=20 K=20 K=10 K=20 K=10
Both NG%-Heaith
Scales Care Worker .
n=53 .939 | .950%%  (.904)#xx | .966%*  (.935)a*+
Health Care
Worker+
n=79 .923 .903 (.823) .949 (.903).
‘ Scale Non-Heal th
One Care Worker
n=25 .916 .941 (.888) .963 (.929)
Health Care
Worker »
n=38 .903 .843 (.729) .950 (.905)
Scale Non-Health ~
Two Care H@rkgr
n=28 .965 .963 (.929) .972 (.945)
Health Care
Worker
n=l | .9kl .946 (.897) .952 (.909)

*K = Number of | tems

**Vgluyes are Those if Test Length Doubled by Spearﬁgn—arauﬁ Prophecy
Formula to be Same as Total Scale

Ten Negative and Ten Positive |tems)

+This Group tncludes Nurses

3
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greater than one, accounting for 67.5 ber cent of the variance for
scale one (eigenvalues were 7.9‘8, 2.567, 1.732, and 1.275) Qﬁé
71.5 per cent for scale two (eigenvalues were 10.890, 1.320, 1.073,
and 1.014). ’ |

In all cases, factor solutions were repeated suﬁcgséiVEIy
reducing the number of factors. Depending uéon the scales, usually a
one factor {(but sometimes a two factor orthogonal) solution provided

interpretable results while still explaining sufficiently large

proportion of the variance. Each of these solutions is now discussed.

)
" Both Scales.

A two fact;r varimax orthogonal solution of both scales
yiglded a fir;t factor with an eigen;alue of 8.499, explaining 42.50
per cent of the variance (cf. Table 6). Nineteen of the 20 items had
loadings greater than .50; the exception was item six (.387). The
eigenvalue for the second\factor was 1.538, accounting for 7.69 per
cent of the variance. Only two items (; and 3) had loadings grgater
than .5 on this second factoz. Due ﬁo the small eigenvalue of this
.second factor and the relatively low logdings of all items on it, a
one factor solution was also sought. - &

That one factor solution had an eigenvalue of 8.42
explaining 42.1 per cent df the variance and a pattern very similar
to the first factor of the two factor solution emerged (cf. Table 7).
As delineated in the following discussion, the one factor solution
was deemed to represent fhe best solution wﬁen both scales were
factor analyzed.

Three topical areas appeared to correspond to the various

Ioading§ on this one factor. Those items with loadings greater than

57
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-
[ TABLE 6
FACTOR' ANALYS1S--BOTH SCALES
TWO FACTOR VARIMAX ORTHOGONAL SOLUTION
| tem
Numbe r Variable Description - Factor | Factor
Communalities ' "
I Not Ask Questions L342 .584 .029
2 Not Protect Privacy .603 .536 .562 )
3 Not '""Treat' Skillfully .572 542 .527
4 Not Discuss Selfcare .316 LS43 |= .145
5 Not Respond to Call .553 .661 .34
: ) - e
6  Not Inform About Rifhts .158 .387° |- .089 -
7 Not Meet Personal Care .718 L7L5 Lhok
8 Not Teach to Cope ’ .337 .577 |- .060
9 Mot Address by Name .360 .547 L2486
10 Not Convey Genuine Concern .726 .802 .289
n Discuss Health Needs .533 .657 |- .319
12 Consider Opinion Worthwhile .581 L740 |- 182
13 Allow to Make Decisions b2 642 |- 174
14 Explain Procedures .h29 .608 | - .244
15 inform About Progress .587 .704 |- .303
16 Concern About Emotional Needs .693 .766 |- .327
17 Provide Instructions .h67 .683 |- .035
18 Treat as Unique Person .Ghb .789 |- .147
19 Leave Call Light Convenient .335 .578 .030
20 Take Time to Chat .6L2 .776 |- .203
Eigenvalue 8.499 | 1.538
Per Cent of Total Variance 42.495 | 7.69 | 50.185
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TABLE 7
FACTOR ARALYSIS--BOTH SCALES

ONE FACTOR SOLUTION

Number Variable Description Factor

Communalities |

Not Ask Questions .34k .587
Not Protect Privacy .266 .516
Not "'Treat' Skillfully .275 .524
Not Discuss Selfcare .297 .545
Not Respond to Call : .h26 .6563

LY I R VU N

Not Infaorm About Rights L1561 .389%
Not Meet Personal Care y .534 .731
Not Teach to Cope 5 .337 .580
Not Address by Name ' .297 .54k
Not Convey Genuine Concern .633 .795

O D 00N O

11 Discuss Health Needs : .26 .652
12 Consider Opinion Worthwhile .550 L7
13 Allow to Make Decisions 413 .643
14 Explain Procedures . 368 .607
15 Inform About Progress . 490 .700

16 Concern About Emotional Needs .577 .760
17 Provide Instructions A7 .686
18 Treat as Unique Person .627 .792
19 Leave Call Light Convenient .338 .581
20 Take Time to Chat T ,602 .776

Eigenvalue 8.420

Per Cent of Total Variance 42 .1

*Loading Less Than .50 .
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.70 related to what may be termed personalization of care. Phrases
such as “éenuine concern’ (item:iﬂ)‘ "unique person' (item 18), an&
“'consider opinion worthwhile' (item 12), connote respect for the
patient. Other items pertain to the personal nature of the patient,
personal cire' (item 7) and “em;tigﬁaiAﬁgeﬂs" (item 16) as well as
the opportunity to discuss individual interests (items 15 and 20).

| tems with'loadings in the .6 to ;7 range related to information
exchange. Three items (11, 14, and 17) refer to the giving of
information to the patient wherf®as items 5 and 13 refer to abtainiﬁé
information from the patient. The remaining items, with loadings in

the .5 to .6 range, related to the performance of nursing personnel
(items 1, 2, 3, 4, 8, 9, and 19). Some of the specified nursing
actions included: carrying out treatments skillfully iitem 3),
protecting the patient's privacy (item 2), addressing the pa;ien;*by
name (item 9), and leaving the call light in a convenient place
(item .19).

In assessing these factor loadings it was noted that the
content of the items rather than the neg‘iivg or positive format of
the statement appeared to influence the observed sharedﬂ::rianﬁe
amongst all items. Since the common content of all items dealt with
the patient's expectation of nursing care, the Fagﬁar was deemed to
signify "satisfaction with nursing care,'" a term that appropriately
underlie% the three topical areas that merged on this one factor.
The strength of this single factor, also evident in the first factor

of the two factor varimax orthogonal solution, was indicative that

a unidimensional solution was indeed best.
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it is important‘to note that this solution was based on
_the collapsing of éhe two presumed paral[el scales so that a solution

could be done on the total sample of 132. In that a solution was
found that was not only relatively strong in accounting for a large .
proportion of variance, but also interpretable, it appeared possible
that parallelism was indeed present in terms of at le;st the main
measured construct (i.e., satisfaction).

Other one factor analysis solutions for the sets of 10
negative items (drawn from both scales) and 10 positive-itemsA(again
from both scales) supported the unifactored nature of the scales when
both scales were considered. It is noteworthx tha; the negative items
produced an eigenvalue greater than one for the second factor of a
two_ factor solution whereas the positive items produced an eigenvalue
of less than .5 for the scconﬁ factor, again the latter solution

supporting the unifactoredness of both scales combined (cf. Appendix

€, Tables A, B, C, and D).

Scale One.

When only scale one was factored and a two factor varimax
orthogonal solution derived, the eigenvalues were 7.46 and 2.16
explaining 37.29 and 10.82 per cent of thé variance for Factor | and
- Factor 1| respectively (cf. Table 8). Sixteen of the 20 items had
loadings greater than .5 for the first factor. For the second factor,
three items had loadings greater than .5 and .seven items had either
positive or negative loadings in the .3 to .4 range. lnterestingly,

11 items‘]oaded negatively--10 items of which had the positive

format--and nine positively on this second factor, all of which had




TABLE 8

FACTOR ANALYSI5--SCALE ONE

TW0 FACTOR VARIMAX ORTHOGONAL SOLUTION

| tem
Number Variable Description Factor |Factor
Cémmgnalfties ! I
1 Not Ask Questions .257 .507 .016
2 Not Protect Privacy .688 NI .669
3 Not ""Treat" Skillfully .612 U23% .658
[ Not .Discuss Selfcare .259 .509 .01k
5 Not Respond to Call .516 .602 .393
6 Not Inform About Rights .048 L215% - 043
7 Not Meet Personal Care .706 .668 .509
8 Not Teach to Cope .281 .52) .096
9 Not Address by Name .286 b8 .334
10 Not Convey Genulne Concern® .639 721 .345
11 Discuss Health Needs 489 .600 |- .358
12 Consider Opinion Worthwhile .629 .727 1= .17
13 Allow to Make Decisions .h85 .624 |- .310
1h Explain Procedures .39 L6060 |- .174
15 Inforin About Progress 474 .651 |- .225
16 Concern About Emotional Needs . 766 .82 |- .303
17 Provide Instructions bb) .654 |- 113
18 Treat As Unique Person .682 .786 |- .252
19 Leave Call Light Convenient .291 .533 |- .080
20 Take Time to Chat .684 797 |- .220
Eigenvalue 7.458 | 2.164
. Per Cent of Total Variance 37.29 |10.82 {48.1

*Loading Less Than .>.



the ﬁegative‘Fafmat-

A one factor solution for scale one yielded an eigenvalue
of 7.35 accounting for 36.77 per cent of the variance (cf. Table 9).
Again, the same 16 items produced loadings greater than .5 and thus,
this one factor solution was interpreted to be the same as the first
factor in the two ﬂi::nsignalisaiutian_ However, unlike the combined
scale factor solutions, the two factor varimax ar%haganai solution was
considered to be the best for scale one alone as illustrated in the
following discussion.

Fundamentally, the three topical areas, ngviauﬁﬁy described
for §ath scales, pgrsi;ted in the first factor of* the Séai; one
solution. Personalization of care was evident in the high loadings
of item 16 (greater than .8) and items 10, 12, 18, aﬁdiiﬂ (in the .7
to .8 range). The item regarding needs for personal care (item 7)
accompanied the other items indicating information éxghaﬁge (items
5, 11, 13, 4, 15, and 17). Nursing behaviours regarding the
placement of thg:eaii light (item 19) as well as seeking (item 1)
topical area pérfcrman&g of nursing personnel.

While the preceding items of scale one provided a close
approximation of the item loadings from the factor amalysis of both
5C3125; four items (2, 3, 6, and 9) produced loadings less than .5.
Even though tﬁé loadings were lower, three of the four items (2, 3,
and 9) resembled the content of the statements within the performance
“of nursing personnel topical area. IﬁEEngtiﬁg]y: item 6, '"Not
inform me about my rights as a patient?'' was the laﬁéét loading item
when both scales and scale one were factor analyzed. Despite these

>
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TABLE 9

FACTOR ANALYS|S--SCALE ONE

ONE FACTOR SOLUTION

I tem
Number Variable Description Factor
Communalities l

L]

WP B D —

O D 00 SO

11
12
13
14
15

16
17
18
19
20

Not Ask Questions

Not Protect Privacy
Not ""Treat'" Skillfully
Not Discuss Selfcare
Mot Respond to Call

Not Inform About Rights
Not Meet Personal Care

Not Teach to Cope

Not Address by Name

Not Convey Genuine Concern

Discuss Health Needs
Consider Opinion Worthwhile
Allow to Make Decisions
Explain Procedures

Inform About Progress

Concern About Emotional Needs
Provide Instructions

Treat as Unique Person

Leave Call Light Convenient
Take Time to Chat

.260
.21
\L157
.264
.347

.047
.513
.275
-170
.503

.356
.524
.387
.364
.h26

671
L4314
.619
.290
640 -

.510
.459
396
51k
.589

.217
.643
.524
412
.709

.597
724
.622
.603
.653

819
659
.787
.538
.800

Eigenvalue 7.354
Per Cent of Total Variance 36.77
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qualifications, Factor | of scale one could reasonably be regarded

as ''satisfaction with nursing care."

solution for scale one was not as easi’ly interpreted. A finding
unique to this second factor was that all of the positively-stated
items had negative loadings while nine of the 10 negatively-stated
items had positive loadings. Keeping in mind that all items were

randomly assigned to be stated either positively or negatively, it
seemed Feésiblg; therefore, to contemplate the format of the item,
particularly in terms of the ease or difficulty a respondent
gqéauﬁ:ered in making the appropriate respansg as the context in which
the _factor should be evaluated. Thus the second factor was labelled
"diffiﬁulE%:?ith format,' since only the negative items loaded
»pﬁ;iéivalfi;:nd, it was this format about which su5j=§ts expressed
some concern or diF%iculty in answering.

It is noteworthy that‘Factnr analysis of the 10 negative}
items from scale one appeared to substantiate the two factor
solution for all items from scale one. However, the 10 p@siti;e

E}EEms seemed to be unifactored (cf. Appendix E, Tables £, F, G, and

H). Apparently, the positively-stated items more obviously measured

a single dimension than did the negative items.

Scale Two.

When a two factor solution was sought for scale two,
eigenvalues of 10.48 and .907 were found (52.41 and 4.54 per cent of
the variance) for Factor | and Factor || respectively (cf. Table 10).

All items had loadings of .5 or greater for the first factor and none

= i



TABLE 10

FACTOR ANALYSIS--SCALE TWO

TWO FACTOR VARIMAX ORTHOGONAL SOLUTION

| tem

Number Variable Description Factor| Factor
Communalities I K

1 Not Ask Questions .651 JJlo .383
2 Not Protect .Privacy .328 .569 - .065
3 Not ''"Treat' Skillfully .522 .668 .275
4 Not Discuss Selfcare .567 .622 425
5 Not Respond to Call . 551 L7131 - .206
6 Not §nform About Rights 475 .643 . 249
7 Not Meet Personal, Care .73 L8371 - 172
8 Not Teach to Cope ~.Lb6s .670 127
9 Not Address by Name . .r3 L6951 - .013
10 Not Convey Genuine zncern 1o .8861 - .09
N Discuss Health Needs .621 756  .222
12 Consider Opinion Worthwhile 612 7751 - .107
13 Allow to Make Decisions .Shiy .682] - .281
14 Explain Procedures Lhbé .667 .025
15 inform About Progress .684 8171 - .126
16 Concern About Emotional Needs .609 751 - .214
17 Provide Instructions .567 .725 .202
18 Treat as Unique Person .727 .8131 - .256
19 Leave Call Light Convenient .385 .621 .017
20. Take Time to Chat .628 .772| - .180
Eigenvalue 10.482 .907

52.41 L.54 |{56.95

Per Cent of Total Variance
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af the items on the second factor furnished loadings greater than .5.
A;:ardiﬁgly, gvidenﬁe existed that a one factor solution would be best.

The one factor solution with a corresponding eigenvalue of
10.437 (accounting for 52.19 per cent of the variance) is pravidgé in.
Table 11. M;te that 19 of the 20 items had laédiﬁgs greater than .6,
the tﬁenzfgth'itin in the .5 to .6 range. A;carﬂinglyi‘thg unidimen-
sionality of sgale two was more firmly evident and, therefore, for
scale two, tﬁe following discussion pertains to that one factor
solution. Further, the item laadinés ég the one factor closely
parallelled the three topical areas that converged on the first
Fa;t?r previously dgsﬁfibgd for both scales and scale one.

Perhaps in fact this one factor solution for scale two
furnished the’"bést" representation of the three topics. ltéms
éaﬁvayiﬁg personalization of care n;re éh@sg items that expressad
""genuine concern' (item 10) for a "'unique person'' (item 18) with
needs for ''personal care'' (item 7) and information about her/his
progress (item 15). One aspect of the information exchange topic,
prav%sian of information, was represented by item 20, take the ''time

.
to chat,'" to "discuss healgh needs" (item 11), and to "provide

instructions' (item 17). Another aspect, that of obtaining information

4

J;ram the patient, was illustrated by items regarding encouraging
the patient to “'ask questions'' (item 1) and responding to the
patient's call for assistance (item 5). Two items within the ™

information exchange category may or may not have required
conversation: consider "opinion worthwhile' (item 12) and show
concern about ''emotional needs'' Gitem 16). The third topic,
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v TABLE 11
[ J . . .
FACTOR ANALYSIS--SCALE TWO )
ONE FACTOR SOLUTION
Item .
Number Variable Description Factos
P Communalities !
| Not Ask Questions b9 .701
2 Not Protect Privacy .325% .570
3 Mot ""Treat' Skillfully L) . 664
4 Not Discuss 5Selfcare .374 .611
5 Not Respond to Call .507 AR
\ . _
., 6 N6t Inform About Rights -h09 .6k
7 Not Meet Personal Care .700 .837
8 Not Teach to Cope 449 .670
9 Mot Address by Hame k85 .696
" 10 Not Convey Genuine Concern | .787 .887
. 7 2D
1 Discuss Health Needs .569 .754
12 Conslder Opinion Worthwhile .602 .776
13 Allow to Make Decisions k60 .678
1h Explain Procedures b7 .669
15 Inform About Progress .670 .818
16 Concern About EmStional Needs - .561 749
17 Provide Instructions .524 *.72k
18 Treat as Unlque Person .655 .810¢
19 Leave Call Light Convenient - v 387 .622
20 Take Time to Chat ] . 595 2N
£ _ _ _
Eigenvalue 10.437
Per Cent of Total Variance | 52.19
,,,,, i _ <. 1.

s
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variety of nursing activities (items [Zi; 3, b, 6, 8, 9, 3, 1h, and
19). Among the nursing activities comprising this last category
were those encouraging patianf participation in her/his care (items
b and ia)ﬂrdgmﬁﬁstf:tiﬁg skil1ful nursing care (items 3 and 14), and
showing respect for the patient (items [2]. 6, and 9). For obvious
re;é@ﬂs_ therefore, this one factor was termed "satisfaction with
‘Aursing care." *

Separate factor analyses of ther}ﬂ negative and then 10
p;sitivg items in scale two substantiated the single dimension of
‘what was measured in this scale two. The amount of variance of 3
responses explained by the one factor for negative items was 52,42
per cent and 57.16 per cent for positive items (cf. Appendix E,

Tables I, J, K, and L).

Establishment of Construct Validity: Analysis of Variance

: A three-way analysis of variance with one factor repeated
was performed: the two scales and three groups of respondents
(NHCW, HCW, and nurse) were the independent factors and the format
of the negative and positive items was the repeaied measure factor
(cf. Table 12). Note the statistically significant finding for the
lntarnéiian of scales and format (probabitity = .034). In all |
probability the effect of this interaction is of an arder that is at
least medium effeét size, If nbt’large, since power for ‘this
interection was only .21 for smell effects. Since :hii interaction
existed the main effects of simply scales or format are not of
interest. The ijcgﬁd ind:p:ndént,?:;tar. groups, was not statisti-

cally significant either by itself or in any interaction term. At
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TABLE 12
THREE-WAY ANALYSIS OF VARIANCE WITH ONE FACTOR
(POSITIVE AND NEGATIVE FORMAT) REPEATED

SUMMARY OF SCALES, GROUPS, AND FORMAT .

Source DF

Sum of
Squares

Mean
Squares

F
Ratio

.F
Probability

Scale |
Group - 2
Scale-Group 2

Within

Format ) 1
Scale-Format 1
Group-Format ' 2
Scale-GrcupéFarm$F -2

Within 126

574.028
' 16218.688

455.848
109.317
15.161
34.599
2997.063

144 .032
287.014

128.720

b55.848
109.317,
7.581

0.706

19.164
4.596
0,319
0.727

0.402

0.001
0.034*
0.728
0.485

Between Subject Factors:

4

Scale = Scale One and Scale Two
Group = NHCW, HCW, and Nurse

Within Subject Factors:
Format = Négative and Positive

Alpha-Two-Tailed = .05

*Statistically significant, Iinteraction prasent
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least in terms of power attained one could conclude, therefore, that
the scales were used simifarly by health care workers, nurses, and
all others.

Due to the noted significant interaction, an attempt was

Egid: to resolve the issue of which scale by positive and negative
format was the best measure of patient satisfaction with nursing
care. Firstlf. the mean»differen:es betwggnjs:ales and format were
assessed (cf. Table 13A). A comparison of the mean scores by scale
and format has been highlighted in the second chart of Table 138B.
If both scales and formats had been equivalent measures of patient
satisfaction with nursing care, one would have found the cell means
of “the second chart also equivalent. However, one observes a
difference of 3.9 between the formats on scale one, but only 1.4 on
scale two. Furthermore, the best equivalence between scale one and
two was attained with the positively-stated items.

Note that b@ih scales and both formats should have
similarly measured the degree of satisfaction if the scale or
Farmat did not introduce a systematic effect. The presence of a
statistically significant interaction (when power was only a priori
a;:eptable if at least medium effects were being investigated)
indicates that a probable important influence of scale by format
exists. The preceding examination of means shows that equivalence
between scales only existed with positive format, and approximate
equivalence between formats did exist only on s;afe two .

One therefore begins to hypothesize tha; the use of

phrases, not percentages, for alternatives and the use of positively-




TABLE 13
A. MEAN SCORES OF FORMAT (POSITIVE AND NEGATIVE)
BY SCALE AND TYPE OF RESPONDENT
SCALE ONE SCALE TWO
. ‘ - ] i | Row
Format NHCW HCW Nurse | Mean NHCW HCW Nurse Hean Mean
Negative | 40.4 | 42.0| 37.4 |39.6 || 39.6| 34.2| 38.3 38.0| 38.8
Positive | 36.6| 36.3| 34.5 |35.7 [ 38.6| 32.9| 36.2 | 36.6] 36.2
A
Column
Means 38.5 39.1 35.9 37.7 39.1 33.¢ 37.3
LJ 38.8 l '
36.4
36.6
8. MEAN SCORES OF FORMAT BY SCALE ($IGHIFICAHT INTERACTION)
SCALE SCALE ROW
FORMAT ONE ™0 MEANS
Difference = 1.6
; r 1
Negative } 39.6 38.0 38.8
Difference Difference
=3.9 =14
Positive L 35.7 36.6 36.2
L = J
Difference = - 0.9
Column
Means 37.7 37.3
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worded statements as opposed to th@;e negatively-expressed, result in

a more dependable measure of the construct being measured in this

investigation, -

When mean dif#EFEﬁies were assessed by each type of
respondent, the dispérity between formats persisted across both
scales (cf. Table 13A), the‘greatest differences being demonstrated
by scale one. While the mean differences at this lefel were not
statistically significant, these directional findings are supportive
of a probable sys;eﬁatic effect introduced by the interaction of,
scale by format. Again, the best equivalence between scale one and
two by type of respondent uas%éstabiished by the positively-stated
itgms;

Since the concept of patient rights in health care is
relatively new and apparently poorly disseminated, it was hypﬂthesizedr
that nurses and HCWs would be in a more advantageous position (m@re
knowledgeable) to critique nursing care and gherefarg, may well be
more demanding of ''good' care. |If this postulation HEFE!tFUEiXDﬁE
would anticipate that both nurses and HCWs would indicate less
satisfaction than NHCWs regardless of the scale to which they"
responded and that HCWs could possibly be the [east satisfied. In
responding to scale one (without regard to format) the ﬁufses
appeared to be least sa}isfigé (some support); however, the HCW was
most satisfied (an unexpected finding). However, a ciasgr examination
of s¢aie one by format revealed that: (a) on the positive items at
least, the nurses were found to be least satisfied and NHCWs most
satisfied, and the HCWs falling in between the two groups; (b) on

R ettt s




illogical finding of the HCWs being most satisfied is evident.
Nevertheless, more consistent results were found with scale two;
the NHCWs were found to be more satisfied than either the nurses or
HCYs. This finding was present in the total scale (without ?égard

format) as well as in the positive and negative format sections

scale two.

In view of these directional findings, one again is led to
. question the validity of scale one, particularly the negative format
items of scale one. These statistical and directional findings
seemed to be cross-validated by the comments from rgspandeﬁts.

F ]

RESPONDENTS' COMMENTS

rding Scales

&

In the main investigation, two nurses and eight NHCWs (10
of 183 respondents, or 5.46 per cent) made comments about the scales.
Two respondents appeared to have difficulty working with percentages
(scalﬁ ané); three individuals indicated that the negatively-stated

‘itgms of scale two“were confusing and, therefore, questioned thé
accuracy of the responses. (Additionally, three NHCWs suggested the

Y

inclusion of a '"'not applicable' section in another questionnaire;
for most patients and the use to which the data were to be put

[cf. Appendix F]).

Regarding Nursing Care

were made by.HHCHS, S4 by nurses, and 29 by HCWs. Apprbxim;tely 16
per cent of the respondents included both ''‘positive' and 'negative'

x
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comments in their reﬁnrks regarding nurses and nursing care. The NHCWs
provided th; largest number of positive commgnts (47) while nurses
furnished the most numerous negative comments (47). Nurses were
described s being ''considerate,’ ''friendly,'" and 'htedpful,' as well

as 'indifferent,' 'uncaring,' and “inconsiderate." Yz:-:rds describing
nursing care ranged from '"excellent,' "exceptional,' and ''good' to
"impersonal' and ''poor'' (cf. Appendix F).

These comments were not inﬁnnsistgnt‘nith, and indeed were
‘explanatory of, the previous statistical findings with the factor
analysis and analysis of variance models. All of the findings
suggested some invalidity existed with scale one or .the negative
format. Factor analyses suggested a two factor solution probably
existed for scale one and more certainly for the negative format
items:ﬁf this scale. The second factor was interpreted to be ai
di;engian of difficulty in responding to the items. The analyses of
means indicated that parallelism did not exist across scales by
formats (since interaction was statistically significant); further
directional findings of assumed average satisfaction scores were
most interpretable for positive items and for scale two. When the
respondents' comments were also taken into account, it would appear
that some respondents had difficulty in handling percentages and may
have objected to confirming nurses provided unsatisfactory care
(negative format).

In light of the foregoing §r3556va]idatiﬁn;, it would
appear, therefore, that scale two or the positive item format was -
the least problematic. Considering the conjoint utility, abvi;usly

scale two with only items expressed in the positive format would be
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most valid. In any analyses of data or comments, this scale with this
format yielded: (a) a unidimensional, interpretable factor of
satisfaction and (b) mean scores across groups (NHCHS, HCWs, and
nurses) that fitted reasonable postulates, and (c) no negat}ve

comments by respondents.

SUMMARY OF CHMAPTER } -
in this chapter; the results and interpretation of data
analyses were presentgd. Both the pilot study and main investigétion
were discussed regarging face and content validity. The results of
various statistical analyses (alpha coefficients, factor analyses,
and three-way analyses of variance) were delineated. All analyses
were done and reported b; scale (both scéles combined, scale one and

scale two independently), by format.(all items combined, sets of

negative and positive items independently), and by occupational .-

status (NHCW, HCW, and nurse).

The re]atively high alpha coefficients, the various factor‘
analyses, and the three-wa; analysis of variance substantially
supported scale two, and in particular the posi;ive i tems ffom)that
scalé, as the best criterion measure. As discussed previously, this
écale was called “satisfaction with ﬁursing care,'' a term that
reas;;ably underlies the construct under investigationl

A summary of this investigation along with an interpretation
of the findings‘{s‘presentéd in the next chapter, Recommendations

specific to replicating this investigation are suggested. Finally,

a few comments regarding implications for nursing are offered.
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CHAPTER V
- SUMMARY AND RECOMMENDAT|ONS
™ The major purpose in this investigation was to determine '
empirically the degree of validity inherent in two scales both of
which were designed to measure patient satisfaction with nursing
care.
A review of pertineﬁz literature on patient satisfaction
and patient rights revealed that, although many researchers have
explprgg\tﬁe area of patient satisfaction with nursing care, medical
care, and)or health care services, few have adequately considered {
and accounted for the psychometric principles of sound methodological
research and/or the association of patient rights as a source of
patient satisfaction. The construct satisfaa£icn has not been well-
formulated and/or measured in health care research. Due to the
diversity of populations, settings, techniques of measurement, and
objects of satisfaction studied, the Eancéptualizatian of satisfaction

remains both complex and problematic. A distinct need was identified

for the development of a methodologically sound measurement device to
measure patient satisfaction with nursing care, -Furthgr, a design
that could accommodate 'a variety of respondent groups was deemed to,
merit inquiry.

This i;vgstigatian involved the develapment of two
different scales to measure patient satisfacﬁ]‘n with nursing care
relative to patient rights. Whereas the content of the items was
identical, the response alternatives differed. The two diverse
response categories (percentages versus words) were employed to

assess whether or not the two alternatives were appropriate and
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equivalent (fgei, iﬁtEFéEaﬁgééblé) indicators of degree of
satisfaction. Half of the 20 items in each scale were randomly

assigned to be negatively- or positively-stated. The items were

q
then randomly assigned to the order of presentation within the .
specified format (either negative or positive). .

From the medical, surgical, and obstetrical wards of three
large hospitals, a sample of 300 discharged adult patients was
selected according to their occupational status, particularly, NHCW,
HCW, and nurse. The respondents were stratified according to .
occupation, alphabetically ordered by surname, and then randomly
assigned to receive scale one or scale two. Responses were
suémittgd to statistical analyses to determine the degree of
reliability and validity of the séaigsi

Face and content validity were limf

ted in that the
validétéFS were not randomly selected. Nevertheless, some evidence
of face and content validity was demonstrated.

It was hypothesized that scale one and -scale two were
parallel measures of patient. satisfaction with nursing care. However,

scale two consistently produced the highest, and scale one the

lowest, alpha coefficients by item and type of respondent. Since the

items in each scale were identical in content, the disparity in alph
coefficients between scale one apd scale two may have been due, in

part, to the inappropriateness of equating ''per cent of nurses'"

{scale ona Egipﬂnsg category) to a varbally described alt;rnativc S

(scale two) Sggjeasures of degree of satisfaction. The lower alpha
coeffiﬂiEﬁgg yielded by the negative items may indicate the s

5 s = 3 ® i . i*’!' . H
potential difficulty in responding to negatively-stated items. In
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consideration éf these qualifications and the numerous high alpha
coefficients (cf. Tables 4 and 5), scale two appeared to be thé best
measure of unifactoredness and, hence, the best measure of the
construct under investigation.

Factor analysis was an appropriate initial statiétiﬁai tool
to utilize in examining a non-operationalized construct such as
satisfaction. It must be noted, however, that sample size rather

than degrees of freedom was utilized in the factor analysis model

“chosen for this study, thus yielding only descriptive, not inferential,

results.

A priori, it was hypothesized that the construct satisfac-
tion was unidimensional and, further, that the s&algs would be
equivalént measures of that construct. The expectation of
uni factoredness was most firmly established by théy?iﬁtar analyses
of scale two, in particular scale two's ﬂqsitivg }temsg Such was
not the case with scale one where a two factor solution was derived,
the first being interpreted to be related to the construct under
investigation, but the second being indicative of respondent's
difficulty in answering negatively-expressed items. The best single
factor solutions (scale two and both scales combined) as well as the
first factor of a two factor varimax orthogonal solution (scale éne)
were deemed appropriately representative of the construct under
investigation and therefore, labelled "'satisfaction with nursing
care."

Since the two scales were hypothesized as essentially

¥

equivalent measures, the interaction effect between scales and format

was unexpected if validity existed in both scales and both formats.
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This interaction effect was a cross-validation of the differing
factor analytic results, again suggesting inherent invalidity
existed with the use of percentage alternatives of scale one and
the ﬁ%gativgly—stated i tems geﬁera!ly! This finding was.fgrther
substantiated by mean diffe;Eﬁgeﬁ disp}ayed by*the various types of
respondents as well as by the comments made by the respondents.

it was also postulated that nurses and HCWs would be mﬁfg
informed regarding patient rights in health care and thus, more
critical of nursing care related to such rights. Although not
consistent across scales, directional eviéenﬁeisupparting this
hypothesis was established with §c§lg two. Hgéeever, nurses
provided the mgst numerous negative comments regarding their nursing
care whils NHCWs provided the majority of positive comments.

It was further hypothesized that respondents w@gid not
have ;arying diFFiﬁgities in replying 13 the scale to which they
were randomly assigned. Although only lergspgndents (5.46 éer
cent) reported havi;; difficulty regarding the scale, they specified
the percentage alternatives (scale an;) and the format of the
nggitively;stateﬂ items (particularly scale two) as being problematic.

Accordingly, evidence existed that the most valid, useful,
and irterpretable questionnaire was scale two and in particular the
positive items from that scale.

Recommendations arising from this investigation are
discussed in the next s;ctién followed by a few comments regarding

implications for nursing.



RECOMMENDAT | ONS

It is important that in any replication endeavour serious
consideration be given to QVEFEGﬁ{ﬂg the limitations associated with
this investigation. Based upon the results and experience of this
investigation, the following recommendations are proposed:

. Utilize scale two's positively-stated items.
2. Select respondents randomly, increasing the sample size from a

A3

- more representative population. Random selection permits
gensralizability of FiﬁdiﬁgsE an increased sample size ensures
more statistical power in the results of statistiéal analyses. -
3. Introduce interview technique. In conjunction with the
recommended questionnaire, an interview technique (a second
method of data collection) would bring the investigation of
satisfaction a step §iasgr to the ideal type of iﬁﬁuiry relative

Campbell and Fiske (1959). |In view of the absence of an

apprapr{;tg'éritérién measure of satisfaction or related trait,

it seems reasonable at this point to suggest a second method to

any future investigation of scale two's positive items.

it is important to consider the puré&se in and recommen-

dations arising from this investigation. The purp@se.iﬁ this
investigation was to determine empirically the degree of validity
" inherent in two scales designed to measure patient satisfaction with
nursing care relative to patient rights. It was assumed that patients
igre sultably "qualifie?h}ta comment about the topical area of patient

rights--a professionally and morally legitimate topic.
&
5
b1
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Before any suggestions regarding modifications of nursing X
, f\

education, practice, and adpinistration ::S_EES‘fFEFEﬂ’ it Is

necessary to cross-validate the findingy in/this investigation.

-

Thus, an implication for nursing resear is pégpasedz replicate

this investigation incorporatiné random Selection, more hospitals
and more wards. |If tia:uults from another study cross-validate

the findings derived this investigation greater trust can be

placed in the too! being valid. It is at this point that implications
for nursing education, practice, administration, and research may be
forthcoming and most fruitful. As delineated in this investigation,

the key to the trustworthiness of results in any research endeavours,

and hence, any implications derived from same, rests upon the ~

dherence of investigators to the psychometric princliples of sound

resparch.

" -f'
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i © NON-HEALTH

CARE WORKERS

A non-health care.worker was defined as any aﬁult individual

whose occupation pertains to any field or work outside the health care

system, or, within tbe health care

systeﬂ, any occupation that does not

entail providing direct patient ¢are. Several examples of the

.occupational groups included‘in the non-hedlth ctare worker category

were as follows:

Housewife
Secmetary
Labourer

. ' Hostess

Engineer
TES@HET

Contractor
/
Truck Driver

Lawyer

" . Warehouse FﬂFEﬁii# ’

Chartered Accountant - .

Eqdipment Technician

Waitress
- Farmer
Clerk Typist

\ Electrician

|
A

e .
f
©8
. .
-
A s
. — — " L ik i b m
L
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| ‘ ™  HEALTH CARE WORKERS
A health care worker was defined as any adult individual whose
. ) h ) , : . . *
occupation entails working with and/or for patients, gengrafiy in a

hospital setting. The following list comprises the occupations of those
i .

~individuals who were included for purposes of this investigation in the

o

health care worker Eatechy: T

: ' Regiétergd Ngfsing*Asslétant
?» -

{f . :

"

Physician/Surgeon .

3 = . . s"r
: . Dentist .

_Social Worker

1L

§ ] Labﬁf;tcr% Technician - .
Dental Assistant ) K
X-ray Technician _ _ - /

Pharmacist ) B ' q E ) "\
Speech’Thgrapist
Respiratory Technologist

Psychologist ’ , ¢

Operating Room“Technician®

e Physiotherapist v ’
1’ { NURSES '

A nurse was defined as any adult individual who has successfully
‘completed an approved nursing education program and the qualifying nurse )
registration examinations entitling her/him to use the designation '
""Registered Nurse'' and for registration in the professional association.

-
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CONSUMER RIGHTS IN HEALTH CARE .
- : i ’ ) ' -
-Right to bE'iﬁFaFmed N
' 4

]--about Jreventlve health care indluding educatlan an*nutrltugﬁ,
birth control, drug use, appropriate exercise
2--abﬂu1 the health care sy;}gm including thqﬁgsten‘ -F government
insurance coverage for services, supplementarj inslira
the referral system to au;uinary health and social
and services in the community

-

_ 3--about the individual's own diagnosis and specific treatment .

‘program including prescribed surgery and medication, options,
effects and side effects ) : »
bh--about the specific costs of procedures, services and profession-

al fees undertaken on behalf of the individual consumer

Right to be respected as the individual with the maJaF respcqsn*

‘bility for his own health care .

=== rlght that canfldential|ty of his health retards be malntaiﬁed

---right to refuse experi,gntatnan; undue painfual pralangatian of
his life or partiéipit?ﬁn in teaching programs

.===right of adult to refuse treatment, righf to die with dignity

Right to participate in decision making affecting his heal th
-*-through consumer r:présgntatian at each level of gﬁvernment in
planning and evaluating the system of hngth services, thHe
types and qualities of service add the conditions under whjch

health services are delivered . . §

---with the health professionals and personnel invalved in his
diqﬁct health care- : &

Right to equal access to health care (hialth education, prevention, .
treatment and rehabilitation) regardless of the individual's .
economic status, sex§ age, creed, ethnic origin and location

-==right to access to adequgtely qualified health p#rsonnel
-~-right to a second medical, opinion 23 ¥
-=-right to prompt response in emergencies ° .
i, | .
(EgﬁSumergf Association of Canada, 1974, p. 1) ' ,

-~ ‘ it
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DIRECTIONS:

#

The following statements, written in terms . of yourself, rafer to the nurling cire you vecEivin

during your recent hospita) sxparisncs.

For sach statement, plesse check the :miiﬂimﬂﬁg (ﬂﬁntﬂ: cateqories are provided)
of nurses for whom the statement sppeafs to be tres. It i3 important that you respond to the '
statements according m Prow you és’tuji‘g do fee) with regard ts your Auriing care.

Your respomses wiil rematin corpletely anonymous.

EXAMOLE For statements |=10: . _ e - onleNTAG:

0-203  21-403  41-60%  61-80%  81-1003

WHAT PERCENTAGE OF THE NURSES WITW WHOM | CAME [N COMTACT DID:

1. Yot introduce thamselves to me? — — =

This ‘response would indicata that batween &1 and 80 per cent of the

nurses with wnom you came in contact did ngt tell you their names.

. P
{ o PTRCEVIAGE
<\ ) 3-201  21-20% 41-407 S1-80% 81-100%
WMAT PERCENTAGE OF THE NURSES JITH hﬂ!hgl [ CAME IN CONTACT 31D:
N0t encourage re to ask questions about my carwd o O = —
2. Mot protect my privacy? \ — i - —
3. Mot carry out w treatments skillfully? | — =
4. ‘g; discuis hew [ can. fake care of wyielf after leaving ) ’
/ the no1sieal? = . = =
5. Mot resoond to my call for assistance without delay? - O O 8
6. Mot inform me about my rights as a patient? O O [l -
7. Wgt meet my needs for parsonal care? . O | —

8. Net tech s hew t0 coss with cheadll ta my datiy
activities after lsavingl the hotpital?

9. Mot sadress me by wy ram?

10. 3t convey girmg:gﬁ:lrﬂ for m?
( | o \

0no
0 D 0
00
0og 0

Paase continue on ;i

L

\?



EINRLE: For statements 11 - 20: , - N PERCENTAGE
_ - - 0-20t  21-403  41-603  §1-801 &1.170%
WAT PERCENTAGE OF THE WURSES WITH WO | CAME IN CONTACT DJD: : i oo
1. Trdat me as an individaal? » = = = z=

[l

This rescowss would Indicste that the attitude and behavier of 6180 per cent /
“of the aurses who cared for you gig provide indiviculized, considerate care. _ .

FERCENTAGE

0-201 Zi-40:  41-60% 57-803 M-1001

WHAT PEACENTAGE OF THE URSES JITH WwHOM [ CAME [N CONTACT DID-

11. Discuss my heaTth naeds?

12. Consider gy opdnion worthwhile?

13. Allow wiulo make decisions sbout my hea'th care?

nnou

SARRRRR
I
ERRRAR]

14, Explatn thegrocedure/s) wivile treating me?
5. Inform me ab}t the orogress | was seking while [

sgital? Q s

16. " Show concern about\ny esational newds?

was in tha ¢t

17. Provide instractishs that [ could understand?

T

HARRNRARNRY

18. Treat e a3 & unique parson!?

19. Leave the call Tight in a convenient place?

agoauoooan
oooono

[1L]

23. Taka the tirm to chat with me?

Are you 2 health care worker? o ves 1 %
&

Ye O] ™

* 1

If yes, are you's nurse?

If you would T1ke t0 make shy cONMENES Oor Jugoeitions. pledsa uie the space provided below. . B

- - R

THANK YOU YERY MUCH FOR YOUR COOPERAT LON
"PLEASE REMOMBER TO ENCLOSE YOUR COMPLETED QUESTIONMAIRE IN THE
’ STAPED ENVELOPE AND RETURN [T AS SOON AS MISSIBLE

‘ £
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SREY (F DISHARGD HISPITAL PATIENTS -

DIRECTIONS: R : ' -
The following statements, written ™h terws of yourself, refer to the nursing care you recefved

during your recent hospital experience.
tde oo statemgnt, please chack the appropriate phrase (phrase catsgories c'\ provided) that

dest eucf‘ius

your nursing care. It is fwporwant trat you resoond 0 the statements sccording to

how you 4C 1 with regard to your nursing care.:
Your resgh 11 remsin coeplately anonymous.
' pHRASE
EXAWPLE: For statements 1 - 10: §— i gg §€
: : _ i 3 2 3t
W INCONSIOERATE WERE THE NURSES WITH - ‘@‘ gE- ?_,g :<
WHOW [ CAME IN CONTACT [N THAT THEY..OIO: s v s "
1. %t introduce thewselves to se? Q a O —
This response would indicata “hat you felt surses esre L
) wually inconsiderats by ngt talling you their nazas. =
_ - PrRASE
- “\ — } oo -
) ' - PR TR ¢
gt . $of Bt
HOW sKOQIDERATE WERE THE, NURSES 4ITH 3 3« =3 %
Hogfy ! \CAPE 13 CONTACT 13 THAT T OI0: s ~ Ltk
1. %% encourage me to ask questions sdeut sy care! O - S O
2. MOt protact my privacy? ‘ O O (| (]
3. Mgt carry out sy treatsgacs.gkilifully? O 04 .| O
4. Nog Biscuas how 1 ctn\.un care of myself after ‘
leaving the hospital? \\.\ . ‘/( o O o O
5. Mgt respond to my call fyr assistance witnout delay? o O - O
6. Mot fnform se adout my rignts as a patiest? ]} O O (.
7. mmtnymaf;r eryors] care? . (o] O 0O
. Ml tesch me how to Cope wEth changes fn my. daily , ) ‘
octwlt:n after leaving the hospital? O (| O O
’. Q_taav'-ounhyqu-‘t O 0O s
10. No: convey genutna concern for m_ . O 0 g O

Plesse continus on dack

3@} SHOD
284
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EXAMME: For statamgnts T1 - 20:

LY
. Nadw

b Y
WOW MUCH EFFORT OID THE MUMSES WITH WMOM [ CAME IN CONTACT SPEMD:

]

an
EYCTIT

sbesdny

190540
R

ey Ja

Yool

‘ Joalg g
W hDE ) S0

0
0
0
Q
0

1. Treating s a3 sn indiviewm)?

This response would Indfcats Tt the attitude and behavior
of the nurias #a% fuch that you falt considerable effort was

expended in order to proviss tadividuelized care for you. )

:

Yawgpo
1waab

E

— HOW WA EZFORT DID THE NURSES WITH WHOM [ CAME IN CONTACT SPEND:

11. Discussing my nealth newds?

bRV
H AL
LR T
v donw

E L)
LI ST Ty

10y
YR AIIPY Y00

g

000000 ooOo
ﬁ'

12, Constdering my spinion wortrwnile?

3. Allowing m to make decisions sbout my health cars?

-
(-

T4, Explaining the procedure(s) whiie treating m?

: 15. Inforwing me about the prograss | was making while I

K

wiys in the Sopital?
16. Showing concern sbout my emotions] needs?
v 17, Providing imstructions that | could undasitand?

5

13. Treiting = as & unigue derson?

00000 0o0oo

19. Lesving tha call 1ight in a comvantent place?

000000 O00oon.
000000 Ooood

0. Taking the time to chat with me?

r

Are you & mla sare worker? | - O™
] ves O m

If yus, are you & muris?

If you would 1ike t mike any comments or suggustions, please use the space provided balow,

£

-
THANK YOU VERY MUCH FOR YOUR COOPERATION ] ((1
PLEASE REMEMBER TO ENCLOSE YOUR COMPLETED QUESTIOWMAIRE IN THE
STAMPED ENVELOPE AND RETURN [T AS SOON AS POSSISLE

J
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THE UNIVERSITY OF ALBEIRTA

. 19
=

FACULTY OF NURSING : . ~CLIMICAL SCIENCES BULDING
EDMOMTON, CAMADA T8§ M

Dear

‘!%Ihe nursing profession is continually seeking to l-prnug ol
care that patients receive. As an individual who has recently been in
the hospital, you are in an ideal position to offer some valuable
suggestions on how nurses can improve the care given to patients. Your )
opinion about various aspects of the nursing care that ynu id, or did
not, receive would be very much appreﬁnated .

¥y

The enclosed questionnaire tik:s about filve minutes to
complete. .

It Is important that you respond to the statements according
to how you actually do feel with regard to your nursing c;rF | f the
nursing pra?es;inﬁ is to benefit from your tomments in this' survey,

- your honest response to each statement, whether positive or negative,
is essential.

) No personal identification Is required from you on the *
questionnaire. Your responses will remain completely anonymous and th
researcher is required by law not to reveal the names of any ﬂF the
plrt;ﬂipants‘ln this survey. * ¢

A self-addressed envelope is provided for you to return the ~

completed questionnaire. It would be very much appreciated if you
k]

would complete it now and return it as soon as possible. ' )
Thank you very much for your co-operation,

2 { - o .
Yours truly, -

0 ) - +
Karran Thorpe
Faculty of Nursing :
Univarsity of Alberta !;

P. 5. If you have any questions or concerns regarding this survey,
please feel free to call me at 432-2216 or the Faculty .of
Nursing at 432-6487.
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. TABLE A
FACTOR ANALYSIS--BOTH SCALES
TWO FACTOR VARIMAX ORTHOGOMNAL SOLUT!ON )
NEGATIVE ITEMS ?
/ f tem
Number Variable Description «~ Factor Factor
¢ Communalitie{ 1 H .

Ask Questions’ -332 -559 137 -
Protect Privacy .551 .679 - .300
"Treat' Skillfully .532 .697 - .216
Discuss Selfcare .738 .569 .64k
Respond to Call .563 725 - .195
6 Not Inform About Rights .219 .375 .280
7 Not Meet Personal Care .732 .816 - .258
8 Not Teach to Cope 74 .639 .553
9 Not Address by Name .366 604 - .029
Jo Not Convey Genuine Concern AN 817 - .218

s 7 t
- /7

Eigenvalue . : 4.356 1.106

Per Cent of (Total Variance 43.56 11.06 | 54.62

~ . . \
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TABLE B,
FACTOR- ANALYSASy-BOTH SCALES

Tﬁb\FACTaR VARIMAX ORTHOGONAL SOLUT!ON
POSITIVE. ITEMS

— ——— e 7777i

o f
105

I tenr - . -

Numbe r Variable Description Factor Ffactor
. Communalities| | I
H Discuss Health Needs k76 .687 .060
12 Consider Opinion Worthwhile _3?7 .826 |- .4
13 Allow to Make Decisions .583 .729 |- .258
14 Explain Procedures .h67 .64k .230
15 Inform About Progress .650 747 .303
16 Concetn About Emotional Needs v718 .823 .203
17 Provide Instructions .L62 .679 .025
18 Treat as Unique Person = .712 .B2h | - .184
19 . Leave Call Light Convenient 3N .556 .037
20 Take Time to Chat R L6041 . 794 .103
\

Eigenvalue 5.401 .h96
Per Cent of Total Variance 54.01 h.96 | 58.97
A 1‘ _
- ~



S
- TABLE C
FACTOR AMALYSIS--BOTH SCALES
ONE FACTOR SOLUTION--NEGATIVE ITEMS
{tem
Number Variable Description Factor
- | Communalities !

! Not Ask Questions .316 .562
2 Not Protect Privacy .h60 .678
3 Not '"Treat' Skillfully .492 .701
i Not Discuss Selfcare - .256 . .506
5 Not Respond to Call .535 731
6 Not Inform About Rights .135 .367
7 Not Meet Personal Care I .667 .817
8 Not Teach to Cope 342 y .585
9 Not Address by Name .376 .613
10 Not Convey Genuine Concern .677 .8213
Eigenvalue L.254
Per Cent of Total Variance N 42,54



2

* TABLE D o | ’
FACTOR ANALYSIS--BOTH SCALES '
ONE FACTOR SOLUTION--POSITIVE ITEMS
o &, o B

Number Variable Description Factor

\ "Communalities

;sfzj ) —

1 Discuss Health Needs 478 .691
12 Consider Opinion Worthwhile .629 .793
13 Allow to Make Decision® .506 .72
14 Explain Procedures b .64

15 Inform About Progress ' .Shh 737

ré ‘Cancern About Emotional Needs .674 . .821
17 Provide instructions .he8 *  _68Ak
18 Treat as Unique Person ¢ .676 .822
19 Leave Call Light Convenient .315 .561
20 Take Time to Chat .638 .798

Eiggnvajue \ 5.338
, h
Per Cent of Total ¥§riaﬁ:g . ~.53.39

1%




TABLE E .
e : FACTOR -ANALYS | S--SCALE ONE
' TWO FACTOR VARIMAX-ORTHOGONAL SOLUTION
NEGATIVE |TEMS

108

Factor:

1

Factor

, o = — — - = — |
Communalities 1 H
I.’ * ) "EF' -
N ! ‘Not Ask Questions, .185 -h22 .082
2 Not Protect Prjivacy 615 751 - .228
3 Not "Treat" sKillfully .538 .686 | - .259
4 Not Discuss/Selfcare .702 .533 .647
5 Not Respond-to Call .537 .709] - .185 ®
o 6 Not Inform About Righté .If .193 .297
7 Not Meet Personal Care .75: 821 - .283
8 Not Teach to Cope 874 .627 .694
9 Not Address by Name .287 .535 .022
10 Nngiifnvey Genuine Concern .639 767 - .223
Eigenvalue 3.976 1.278
Per Cent of Total Variance 39.76 12.78 5§:%§;‘
g ™!
e
- e -



= TABLE F g :
FACTOR ANALYS|S--SCALE ONE _ o T
TWO FACTOR VARIMAX ORTHOGONAL SOLUTtON
" POSITIVE ITEMS o
Variable Description Factor Factor
’ Communalities|] + | !
11 Discuss HeaTth Needs .549 .653 - .350

12 Consider Ppinion Worthwhile .648 . .799 .099
13 Allow tg Make Deciisions .523 .722 .042
14 Explain/ Procedures .Lo6 .625 .125
15 inform About Progress . 504 .677 L214

16 Concern About Emotional Needs .768 .B68 .125

17 Provide -Instruyctions .569 -:;&Qé\ .296

T 18  Treat as Unidue Person f[ .692 83 .048
19 Leave Call Light Convenient {4 ~—:749. .588 .635
2 .655° .809 .013

20 Take Time to C
) \ /
: i — — . _

DY -

Eigenvalue - i 5.3581 . .704

Per Cent of Total Variance : rB%.-iE 7.04 | 60.62 }

TR
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‘ TABLE G
- HACTOR ANALYSIS--SCALE ONE
ONE FACTOR SOLUTION--NEGATIVE |TEMS
ltem
Number Variable Deseription Factor
- ™ Communalities !
I
| Not Ask Questions . . 181 Lh26
2 Mot Protect Privacy .580 .762
3 Not t' Skillfully 478 .692
b Not DisScuss Selfcare .21 .459
5 Not Respond to Call .518 .720
6 Not Inform About Rights .033 .181
7 Not Meet Personal Care .678 .824
8 Not Teach to Cope .282 :531
9 Not Address by Name .295 .543
10 Not Convey Genuine Concern .605 .778
Eigenvalue 3.862
Per Cent of Total Variance 38.62
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TABLE H
FACTOR ANALYS15--SCALE ONE
ONE FACTOR SOLUTION--POSITIVE ITEMS -

| tem
Number

Variable Descr'ption

/ 16
17

L

Communalities

11 Discuss Health Needs 42
12 "Consider Opinion Worthwhile .646
13 Allow to Make Decision .627 '
‘lk Explain Procedures .393
15 tnform About Progress k55
Concern About.Emotiopal Needs .757 .870
Provide Instructions . 465 N .682
18 Treat as Unique Person .697 .835
19 Leave Call Light Convenient .292 . 541
20 Take Time to Chat .661 .813
5.306
53.06
\
4 v
; T R TT - , v S
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TABLE |

FACTOR ANALYSIS--SCALE TWO

TWO FACTOR VARIMAX ORTHOGONAL.SOLUTION
NEGATIVE ITEMS '

\
W
I tem
Number ‘Variable Description Factor Factor
. .
Communalities l 11
1 Not Ask Questions 643 73| 214 J
2 Not Protect Privacy - k67 .605) - .318
3 Mot ''"Treat'' Skillfully .531 .7281 - .030
4 Not Discuss Selfcare 715 .658 .532
5 Not Respond to Call .57k 721} - .230
(3 Not Inform About Rights YAl .669 .155§
7 Not Meet Personal Care .707 Bi4] - .210
8 Not Teach to Cope .570 .699 . 285
9  Not Address by Name 472 6761 - .122
10 Not Convey Genuine Concern .786 .860f - .214
Eigenvalue 5.242 .693
Per Cent of Total Variance 52.42 6.93 §59.35
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- AE J
. FACTOR ‘ 15==SCALE TWO
TWO FACTOR VARIMAX ORTHOGONAL SOLUTION
POSITIVE ITEMS
/
ltem . . ]
Number Variable Description Factor Factor
Communalities ! i
11 Discuss Health Needs © 601 759 185
12 Consider Opinion Worthwhile .688 .7971 - -230
13 Allow to Make Decisions .676 L7090 - .417
14 Ex Procedures 451 .671 .023
15 form About Progress .728 .842 .135
16 Concern About Emotional Needs .602 .766 - .122
17 Provide Instructions .595 .732 .242
18 Treat as Unique Person .782 8471 - .255
19 Leave Call Light Convenient .566 .628 415
- 20 Take Time to Chat .625 .779 134
Eigenvalue . 5.716 .597
_ Per Cent of Total Variance : 57.16 5.97 | 63.13
I - _ —
N - ,

Ay




_ TABLE K
_FACTOR ANALYSIS--SCALE TwO

“ONE FACTOR SOLUTION--NEGATIVE ITEMS

ltem

Number Factor

( ' Communalities i

V8 W N =

O\W O~y O

Not Ask Questions

Not Protect Privacy
Not "Treat' Skillfully
Not Discuss Selfcare
Mot Respond to Cail

Mot Inform About Rigﬁt!’s
Not Meet Personal Care

Not Teach to Cope

Not Address by Name

Not Convey Genuine Concern

|

s
-

.592
.357
.539
.385
.517

. k48
. .660
476
462
.738

.769
.598
. 734
.62
719

.67

.813
.690
.679
.859

Eigenvalue 5.174
Per Cent of Total Variance 51.74

3
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: TABLE L
s _ !
FACTOR ANALYSIS--SCALE TWO -
ONE FACTOR SOLUTION--POSITIVE ITEMS
| tem '
Number Variable Description Factor
Communalities I
n Discuss Health Needs .578 .760
12 Consider Opinion Worthwhile .628 .792
13 Allow to Make Decisions * 473 .688
14 Explain Procedures Lb57 .676
15 Inform About Progress 714 848
’ r
16 Concern About Emotional Needs .591 .769
17 Provide Instructions .530 .728
18 Treat as Unique Person .704 .839
19 - Leave Call Light Convenient .373 .61
20 Take Time to Chat .609 .781
Eigenvalue 5.657
Per Cent of Total Variance 56.58
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RESPONDENTS' COMMENTS :

Of the respondents' comments, the Faiiaﬁiﬁg section was
deemed reprgsgniatfve of those regarding the- format of the scales
and variofis nursing care measures. The éamnents are refiorted verbatim
with theitype ﬂf respondent provided in paren enthesis following the

comment.

Regarding Scales

I consider questions 1-10 of a type that solicits bias.
The words "“inconsiderate' and ''not' create a ﬁegativg illusion and -
seam inappropriate. (NHCW)

dif. to work in %'s--why this method. (NHCW) ! i

g X

About the format! *Your first ten questions are higily

confusing and perhaps your responses are not as accurate as yol

hope. Double negatives in the English language are always frownekd
upon:  (NHCW)

Next questionnaire should contain N.A.--non-applicable, in
the phrases. Some of the questions did not pertain to me at all. |
was in for observation mostly. | think these questionnaires are a
good idea. (NHCW)

N »

The questionnaire in my opinion cannot be answered i
appropriately by most patients. | fear the results of the conclusions
drawn from this questionnaire and would not want to mislead what It
could be used for. (NHCW)

The first NOT portion of the questionnaire is very awkwardly™
worded & confusing, therefore the answers may not be the intended
ones. ‘(NHCW) . , i

——

Mowever, | find it difficult to deal with percentages.
do think a bedside audit would be more advantageous. (Nurse)




Pl

ease include exampl€ for statements 1-10 in your
"questionnaire. ~Thank you. (Nurse)

Regarding Nursing Care: General Comments

and/or personnel were delineated, the gast frequently cited complaint
being related to the lack of information and/or teaching provided by
nursing personnel. Indeed, 23 i;r cent of the nurses and 3! per cent

of the NHCWs voiced dissatisfaction with regard to informational needs.
As two nurse respondents explained, ""Nurses tend to assume that pat{gnts
who are nurses themselves do not need the explanation of procedures

and tests as do other patients,' and 'When a nurse is a patient she

dissatisfaction with oursing care on the following areas: little
concern shown for emﬁtiéna? needs (NHCWs, HCWs, and nurses), unavaila-
bility of or delayed responses to call light (all groups), failure to
'i%{?cduég themselves (aEHs and nurses), and poor communication among

the nurses, doctors, and patients (all groups). Despite these amiss?;ns
of nursing care, all respondent gf@ups made allowances for nursing

staff shortages and the busy ward atmosphere.

As an obstetrical patient | came in contact with nurses from 3
different areas: caseroom, postpartum and nursery nurses. The caseroom
nurse by her actions reassured my husband & | that things were being
"looked after'' even when they were at their worst (baby became brady-
cardic). PP nurses--after the first day most contact with them were for
""ehecks''. Little care concerning ''emotional needs''--nurses were busy!
| was at my most vunerable when the baby was concerned so some con-
flicting info from the nursery nurses increased my anxiety level quite
a blt, The nursery charge nurse visited dally £ | relied on her answers
& information as with the caseroom nurse, her actions, tone of voice,
concern made me feel much reassured. | really felt they CARED!! (Nurse)

e =
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- The care | received in hospital was average in general by the
nfﬁ;esg However, there was one RNA that did a great deal in helping me

-
with my physical and emotional needs, and with my baby and | appre-
ciated Her help greatiy. (Nurse) “

| realize a hospital can be very busy at times and under
staffed but this is not the patient's fault. Even when a patient is
there for investigation don't forget they are also a person with needs
and feelings. Just because they take care of themselves don't ignore
them completely. Just a simple Hi sometimes make the day a Iyttle
brighter and might make you feel you are a Persos Not a Hdﬁb (HCwW)

If patient is interested in the type of operation they are
having, more nurses should explain in full detail about what is going
to happen prior to operation and after so patient could be more relpxed.
Otherwise treatment etc. is good. (HCW)

Most of the nurses were 1003, but | did notice that thege were
some who were not genuinely concerned. The dietary person was very
impersonal and abrupt. The Lab tetc [sic] (Blood) was rude to n
Over all the feeling was one of an unfeeling atmosphere. (HEH)/) . o

leave the door to room as you found it. \
leave the call light in reach.
check if tray need preparation if patient was handicapped
50 they could eat. ¢
the medicine staff failed more to introduce

- themselves! (Nurse)

TR TR

: 3\
| was.a patient, with a broken ankle, surgery on ankle, th’

bed rest until ankle became less swollen, five days later cast appli
fand discharged. A small number of nurses that arrived to work for the

AM shift complained of being tired and appeared tireds This was very
depressing for me, as | felt | needed extra help due to my inability.

| felt unconffortable asking them for help. (2); The nurses, gave good
care the first few days it was excellent, after'#hat they showed less
interest almost made me feel guilty for ringing the bell. | was still

on bed rest. 1| tried not to tall ta [sl;] often leaving a used bedpan

on my chair for hours. They were kind and | don't mean to be complaining
but these where [sic] areas which | feel could improve. Thank you. (Nurse)

After spending one week in the hospital, | found most nurses
do their best to keep you comfortable and happy. (NHCW)

| "
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 Nurses should be more gentle with patients especially shortly
after surgery; too forceful when patient was In pain. (NHCW)

Many of the nurses appeared to be either indifferent or
hostile. {NMCW) .

, My hospital stay was very favorable. The care | received
was excellent. (Nurse) (

| would rate the standard of nursing care ;sr“high“! (Nurse)

Rapid change over of nurses did not allow for nurse-patient

- relationship to develop. | feel | was well taken care of. (HCW)

Being a Physician | feel | probably had more care and
understanding than the average patient. (HCW)

- 5 e

Would .l1ike to suggest that the nursing (medical) staff take
more cOnsideration of all patients as individuals and care to realize
that some people are frightened of what's happening to them. The
staff knew | was to be alone at home and | would not be able to care
for myself--yet they sent me home--too early! (NHCW)

| would just like to say the treatment | recieved [sic]
while in the Hospital was excellent and the nurses & staff are to be
commended. However, | do feel more attention.should be given to how
the patients [sic] family, accepts or deals with the illness. (NHCW)

. | would like to point out, that the reason for many of my
negative answers are mainly due to the fact that the nursing staff -
is grossly understaffed! 1'm sure most nurses would be more
considerate and exert more effort if they had the time. They are so
busy with so many patients they just don't have the time for real
personal care. (HCW)

lgfqrm;gicn Exéhaﬁgg

i

| realize this is a very negitlwe response but unfortunately
I felt my personal care to be completely lacking in any health teaching
& any personal touch. (Nurse)



Being’a patient is a v:zzgdiFferen: experience after being
a nurse. The small things are important, hospital routine can be very
upsetting to a restful environment. \Talking within a patient's range
can be very upsetting. Expecting a nurse to know everything about
everything can prevent her from asking questions about her care,

etc. (Nurse)

Nurses tend to assume that patients who are nurses themselves
"do not need the explanation of procedures and tests as do other
patients. They tend to '"back-off'.& not give the same support as
they would other patients. (Nurse)

| felt that my care was well given, but felt because | was
a nurse that many things may not have been explained to me. Since |
worked in a totally different area | would have preferred still
being explained everythinmg instead of "assuming' | knew. | would
have very much appreciated being introduced to by my nurse. Very few
introduced themselves. (Nurse)
—

here should be communication about significant factors
between Dr)s, nurses and patients concerning things like changes in
medications, and significant complaints. Also, having had a room

next to the nursing station | overheard staff discussing me among
other patients. This was confirmed. (Murse) 4

| was very frustrated upon being admitted. The nurses
talked among themselves and nothing was explained to me as to what
they were going to do to me while my stay in hospital. | was very
very disappointed in the staff. (Item 19, re call light) | had to
find it myself. | found it usually behind my bed. (HCW)

. During my stay in the hospital, only one nurse introduced
herself to me, and she was a student nurse. The student nurses seemed
to be the only ones who took the time to explain things to me and ask
questions. Needless to say | wasn't greatly impressed with the atti-
tude of the R.N.'s who seemed to have better things to do else-

where. (HCW) :

As a nurse | introduce myself to patients. However no nurse
introduced herself while | was a patient. (Nursa)

—
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