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ABSTRACT

L)
>

o .
Y The main purposes of this study were: (1) to describe the

6étﬁfé of pafnvfroﬁ a nurslngrperspecflvég (2) to describe the interac-
tion 'that occurs between ‘the pat}ent and hurse; and (3)‘¥o examine the
association between the nursg-pat!ent'lnteractlon and the patient's
perception of pain. The need for this study was Identified as increasing
~knowl£dge in an area of nursing praétice In thch the nurse ig in the
position of m;klng an lmportant contribution to the patlient In pain.

The units of analyses were patients‘and their attending
nurses. The total number of patients was’30, 15 of whom had had an
elective abdominal hysterectomy, anq 15 a cholecystectomy. The 30
nurses caring for these patients on the'tﬁird post-operative day
comprised the nurse population. ‘
| | In order to rate the patients' pain, nurses and patients,
completed two questionnalres, the Hayward Pain Thermometer (1975) and
the Johnson Disfress Scale~(1976). A nurse-observer uéed the Chambers-
Price Pain Index (1967) to rate the patiengs' pain.

The nurse-patient interaction was assessed by both the nurse
‘and the'patient, using the Barrett-Lennard Relationship Inventory (1969)
“which was based on éarI.Rogers' (1961) theory of'a therapeutic relation-
ship. The invento;y consisted of 64 items of which 16 items were
directed t6 measuring.eﬁch of fodr‘components of therapéutic relationship,

A

Level of Regard, Congruence, Unconditionality of Regard and Empathy.

4

-

Data analysis was performed on the summated scores of each of
the»resbondents‘ assessments. Statistical procedures used to analyze,
‘the data included correlations, analysis of varidnce, Pearson product-

*‘\q

S
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‘ .
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N
moment correlations, canonical correlation, factor analysis and

multiple regression

“Results from the data analysis showed that in this study

nurses' ratings of the amount of sensory pain the patients were

oo \
experiencing did not correlateowl;h the patients' ratings, the latter of
which tended to be h gher.\ However, ratings of patlents' distress made

FUREE W S

by the nurses and pa lents‘correlated significantly. There was a trend
that showed nurses wﬂth‘e post-basic baccalaureate degree, and nurses
with 10 years experljbce or more, assessed patients as experlenclng more
distress thau the ot%er groups in the categories. It waslfound that In

this group of patlengs, women in the age group of 30-39 Years experienced

more distress from he surglcal procedure of cholecystectomy than the
age groups 20-29, hg -49 and 50 years and more, and the group of women
having a hysterectomy. '

0f the four components of a relatlonshlp. level of regard,

A\

empathy, congruence and unconditionality of regard, only congruence was )
found to correlate significantly and oegatlvely with patlents perception
of pain. However, all four‘facfors correlated significantly and
negatively with patients' ratings of their distress. ~

The results of factor.enalyslsrof a reduced Relatlooshlp
Inventory based on content valldetlon, produced four factors, the first
of which was labelled "Tikability", lndlcatlng that the patients found -
nurses who were frlendly, warm and at ease in a relatlonshlp as most
helpful. The remaining three factors were labelled fLevel of Regard", 2
nResponse" and "Opennesq". v ‘ |

Reliabllity of the Hayward Pain Thermometer and Johnson

vi
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Distress Scale were low In this study. However, ihe Johnson Distress

Scale had concurrent'val[dity.

o
-

" Results from a split-half reliability analysis of ;hg four
components of the B;rreit-tennard_Relailonshlp Inventory showed,a'hlgh
level of reliability, ”}ével of -regard' .83, "émpathy" .70, "uncondi-
tional regard' .71 ind Y"congruence'' .70. HoweQer. in this‘§tudy the
‘results of factor anélysls did not show empirical evidence of construct
validity. |

" The findings Indlcatg that further re;earch is Indicated In

the area of nurse-patient interactions. Nursing behaviours that

»

" patients find helpful and acceptable in the acute surg#cal setting need
to be identified. Further work is indicated in developing a multi-,

faceted instrument to measure pain.

/\
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CHAPTER 1

INTRODUCT 10N

Pain Is a phenomenon known tobus all, having no respect for
cteed, class or race; everyone-at one time or another has suffered pain.
The nurse's primary and unique‘responsibility to the patient in pain

lies in the realm of assustlng the patignt to cope with pain regardiess
of its cause. The nurse may use a psythofégicai approach in which the |
patient's pain is viewed not just as a sensation, but also as an affect,
- In attempts to understand the meaning of pain to the patient, Important
areas of assessment may iie.in his personal and social characteristics.
Using a psyehoiogicai approach to paln does not mean that the nurse
disregarda the physioiogicai aspects of pain, but rather that she
focuses attention on pain'in the context of the whole person. Through
A her support and understanding, she establishes a relationship that
‘enables the patient to find within himself a capacity to cope with hiz

.paln. The purpose of this study is to examine the effect of the nurse-

" patient interaction on the patient's perception of pain.

Statement of the Probiem
Pain accompanies most forms of fl1lness and injury. It may be .
the primary cause for seeking medicai assistance, or it may occur during
the course of diagnosis or treatment of a condition. The role of the
physician differs from that of the nurse in relation to the person in
‘pain. One of the physncian S main concerns is the diagnosis of the
reason for the pain, and the prescription of anaigesics‘tov;ontroi it.

The nurse, on the other hand,'is ina position to make a different but



. Important contribution to the patient with pain. Qf altl the healfh :
professionals, nurses have the most éontact with the patient, as nursing
provides a twenty-four hour service. In no area of nurslng-practlce is
there greater opportunity for assessment based on continuous observatldh,
and for applicatlo? of knowledge, than in discovering the patient's
particular need for pain relief, establishing measures that produce
Individual relief from pain, and helping him solvg ;he problems related
to hfs pain. Nurses tend to overlook the importance of the relationship
between themselves and their patients (McMahon & Miller, 1978), and Its
therapeutic value for patients in cfises (Moos, 1977). Murses need to
possess knowledge of coping strategies, responses to illness such as
mournlhg, anger, sadness, and be aware of intgrvening variables such as
age, sex and culturé. “Such knowledge enables them to give both phyéical
care and empathic understanding to patients who are learnlng to cope
with pain. By recognizing the importance of the nursing role in
facilitating the process of coping, the nega;ive lmbact of the pain
. experienceJcan potential1y be reduced:f o

As a health care professional possessing nursing knowledge and
clinical experience, and who is familfar with thg patient's illness as
‘well asbﬁis ba;kground, the nurse is in an advantageous position to
assess pajh. By drawing.on her knowledge about pain, by studying the
psychosocial circumstance of thellndividual experiencing pain and
understanding the meaning of pain to the patient, the approach becoﬁes
multi-dfmensional. Pain retards recovery, it can cause nausea and
fatigue and prevent adequate fluid intake and early ambulation. The

\

importance of the nurse's role in alleviating pain cannot be under-
‘ Sed o

o



estimatea. The quantity and quality of.pain!\l;s'locafion. duration and
degree of intensity assist the nurse in devising appropriate measures to
alleviate the patient's di;tress. Many an;ing methods have been des-
cribed for the alleviation of pain iecluding hypnosis, distraction,
counter-irritation and narcotics (Beecher, 1975; Chaves & Barber, 1975;
Hackett, 1971; McCaffery, 1979). Evidence that nursing interaction can _
relieve undesirable states in patients, such as distress, anxiety, dis-
comfort, is beginning to accumulate (Bochnak, 1962; Dodson & Bennett,

| 1954; Dumas & Leonard, 1963; Elﬁs & Leonard, 1966; Mahaffy, 1965; Moran,
1963; Tarasuk, 1965; Thornton & Leonard, 1964; Tryon, 1962).

A review of researcﬁ séowg that the study of thé effect of
nursing intervention on pain has been approached in two major ways.
First, the nursing iptervention consists of standardized scripts which
the nurse recites to the patient (Meyers, 1964; Moss & Meyer, 1966).
This method provides rigbr and contrbl, but probably interferes with
the interpersonal component of the nursing interaction. The second
method has been an experimeﬁtal nursing approach baség.on ge;eral inter-
personal theory in contrast to the traditional hospital nursing approach
which tends to be task-focused rather than person-f&ﬁused (Anderson &
Leonard, 1964; Bochnak, 1962; Dumas & Leonard, 1363; Elms & Leonard,
1966; Mahaffy, 1965; Moran, 1963). A third method would be to use inter-

action analysis categories to define operational nursing approaches as

:: predictors in clinical experiments on the effect of pain.

. The main objective for this study was to explore the nature of
pain'from a nursing perspective, and the effect of the nurse-patient

interaction on the patient's perception of pain.
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Reseirch Objectives

The speclflc~rese-}éh.objeetlv‘s_fOS :hls,,'.tudy,.mﬂa,:.._(l)..t‘o._m,_.__.__;__~
determine the level of nurse-patient interaction as percelved by the
patient and the nurse; (2) to compare the patient's perception of the
pain experience with that inferred by the nurseﬁ and (3) to explore the
assoclation between the nurse-patl;nt interaction and the patient's
perception of pain. ’

The following expectations were held at the onset of the study
concerning the association betweeﬁ nurse-patient interaction and patient's
perception of pain.

(1) Pﬁtlents who perceive the nurse's relationship as highly

helpful will perceive thﬁlr pain ind distress as low.

(2) Nurses' and patients' perc;ptlons‘of the amount of pain

and distress will be cq!@ruent whehlgﬁé léQél gf nurse-
patient relationship is rated as high.

N

(3) The length of nursing service will correlate negatively

- with pain‘perc§p£ion and level offthe nurse-p;tient
relationship.

(4) A higher level of nursing education will correlate
positively wtthapain berceptlon and the level of the

nurse-patient relationship.

Scope of the Investigation

-The scope of this stﬁdy comprlsed'thevlnvestigafioﬁ of nurses'
and patients’ percéptigns,offzgg patients' pain, their perceptions of the
nurse-patient relationship, and what effeét; if any, this relationship

had on the patients' peréebtlons of their pain. Following the work of



Hayward (1975) and Johnson and Rice (197§) this current investigation
~ focussed on the measurément of two components of pain, sensory and
" reactive. The type of pain Investigated was restricted to post-operative

surgical pain experienced by female patients having had either a

~~~~~

. The components of the nurse-patient relaflonshlp were defined
following the work of Barrett-iennard (1969) which was based on Rogers'
(1961) theory of ‘the therapeutic refationship. These components included

i evel of Regard', "Empathy'’, "Unconditional Regard', andi"Congruence".

’

e




CHAPTER 11
‘REVIEW OF THE LITERATURE

The.purposes in presenting this literature review ire to
describe the nature of pain, to outline current fheorles of paln,
describe the relationships between pain and Individual characteristics
and to explore the phenomenon of the rela}lonshlp between nurse and e ; ,

patient in relation to alleviation of'patlentsT pain.

|
1
|

The Nature of Pain .

Pain has plagued mankind through the ages; It has been the
subject of inquiry In such dlsc{pl!nes as theology, philosophy,
anthropology, psychology, medical science and nurﬁlné. And yet authors
have found it difficuljt to defiﬁe. Lewis (1942, p. &4) wrote, ''pain is
known to us by experience and described b& illustration.'' The problem
of definition isflnhérent in any‘dlscdssion of thé Behavfoural sciences
in which sensory and cognittve states are involved and pain is no
exce&iion as it involves both these states.

Joy and pain like other simple ideas cannot be

described by their names defined. Like other

sensory ideas, we can get to know them only by
experlence. (Locke, |969, p. 40y ¢

<«
Thus we have a phenomenon, pain, which involves both the physical (sen-
sory)‘;nd cognitive (feeling) states. The question Is raised as to the’
relationship between the physical process of paln sensations, and the
. . }

éonsclous awareness of the experience. There is no denying. the physlcal.

component of the pain experience, described as a reaction to noxious



‘. stimuli operating through the central nervous system (Murray, 1975).

_ But how and where Is this physical Input translated into & consclous

>

awareness of the pain experience? And which stored ldeas; values,

attitudes and experiences affect each tndividual's cognitive response to

pain? v
o :

Beecher (1375) discussed the two components of pain, the
origlnal sensation and the reactive pain. The latter is the main source
of suffering in any wound or injury. Moreover, the degree of reactive
pain is dependent on a number of variables besides the magnitude of the
original pain sensation (Melzack & Torgerson, 1971). One variable, for
example, which is particularly significant in the perception of reactive

pain is the level of anxiety that the injury occaslohsi the greater the

B

anxiety about the pain, the greater is the resulting reactlve pain.

However, in recent years, researchers have treated pain as a
unltary phenomenon, not trying to separate. the physical component from P
the cognitive state. Thus, pdin has been measured along more empirical

lines, in terms of actual behavioural-regponses of lnleIduals in pain. -

~

The problem in using behavloural measures, where phys!ological and

bodily responses. :ofpaln are recorded, Is that some of the responses may
°

not. In fact ‘be due fb‘ﬁ&?n but nly accompany such states as fear and -
anxiety (Chaves s Barber, 1975) Hore recently, authorsusuggest thata ~ —7
/

subjectlve report o? the pain-sufferer may be the most rellable,methéi//

of establishing the existence of paln.

,,./‘/ '

Pain Is whatever the experiencing person says it
sting whenever he :ays it does. ISternba

// '9689 P 5)
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It has long.been recognized that the experience of pain is

) readlly.affected by motivational, perceptual and cognitive processes.

Recent experimental wyrk has begun to explore the nature of this rela-

tionship of "higher order' processes to pain, with an intereét both in

) : . .
theoretical, formulation and in practical applicgtion to the management

of clinical pain. One area of research has been the role of instruction
and suggestion in influencing pain perception (Blftz & Dinnerstein,

1971; Chaves & Barber, 1975; Hayward, 1975; Johnson, 1972; Mulcahy §

Janz, 1973). What, for instance, are the processes by which instruction

.

and suggestion produce some degree of a similar mechanism te hypnosis,

o

disassoctation, counter-irritation and distraction which are able to

dominate the central ﬁervous system and block the perception of pain?

. < .
These matters reflect the power and importance of the reactive component.

of pain (Beecher, 1975).

- 3

i _ Current Theories of Pain

[

Pain is a more or less localized sensation of discoﬁfort or
distress résultfng from stimulation of specialized nerve endings. It~
has been defined as an abstkaét,“but persénal. private ékperience of hurt
whose quality and iﬁtenSFty are known to be sigﬁiffcantly influenced by
psychological and socl01¢ultural>variébies (th; 1980; Melzéck 3

Torgerson, 1971; Sternbach,°1968). Within the pain-experience, the

,'sensoryrcomponeﬁt is probably common to everyone and is described as'thg,‘
 ‘type of pain (burning, sharp, dull or'achipg) and the intensity of pain

f(magﬂitude) (Jacox,,1977).' The reactive component of pain is of psycho-

logical origin, affected by cognitive processes. These processes result

in lnterpretatloﬁ of the stihulus, and in Beecher's (1975) words, 9sugge$t-"

-



that the intensity of the sensation component of pain need not have a
one-to-one relationship to the reactive coméonent." (p. 79). Therefore,
logically, the two componehts éan betevaluated sebarately. The Impli;a-v
tion is that if a group of people.received the same type and intensity
of a sensorygstlmulus, the pain perception threshold would be about the
same "(Keele, 1948). However, the reactive component can be influenced
by many factors, resulting in widely differing pain tolerance levels,
This may Fxplain why patient; who appear to be afflicted with similar
sensations react so differently to the\sélmull (Beecher, ]975; Melzack
6 Casey, 1968; Melzack & Wall, 1965) . |

Pain‘theorles are changing, based on an accumulation of physio-
Ioglcé] evidence and iﬁaginative assumptions derived from psychological
" and clinical 6bserVatigns zﬁelzaﬁk & Wall, 1965). The.mainrtheories are
.generally groqpéd Qqﬁq;'four major headings: (1) affect; (2) specificity;
’ (3) p;ktern; ana (i) gate control. The first three theories are traal-
tional;. the las;jiﬁgﬁever; attempts to Ihtegrqte‘ﬁypotﬁeses from the three

tréditional'theoriééiSn the basis of new c¢linical evidence and assumptions.

‘More recent work is:directed to isolating endogenous endo;Bhfhs.

The Affect Theory

!

The affect‘thgory‘views pain as an emotion rather than a
sensation. The amount and quality of perceived pain are determined by
many varfab!eS‘such as aﬁkiét}, fear, suggestiochgd*fﬁgﬁ;eaning of the
péin to that person. ThUS; pain as a sensa;ﬁg;‘f;~just on;\part of the
total pqtn gxpé;Fence. and it may not be ghé major feature. The other

dimensions of pain such.as motivation, emotion and cognition must be

Spnsldéred'When dlscusslngvthé comprehéhsive, holistic theories of pain.

iy



This theory empM8sizes the affective dimension of pain, but fails to
account for a systematic explanation of the emotional aspects. of pain

(Hardy, Wolf & Goodell, 1952).

Specificity Theory

The specificity theory assumes that there are specific pain
" receptors existing in thg“skin as free nerve endings which activate
eith%: the A-delta or C fibres. From thesé receptors, impulses are
transmitted to specific pain centres sﬁch as the thalamic nucleus via
the lateral spinothaiamic,t;acts. This theory is still partially
accepted, as actdal tissue'damage does transmit impulses qlong these
pathways (Guyton, 1976). However, it cannot be.the enéire answer as
the specificfty theory assumes that‘activfty*in these systems always
produces pain (which it do;s not) and thét feelings..of pain inevitably
'foIIoQ such activity (which they do not). Pain paradoxes, such as
phanto 1imb-pain énd failure. of surgieal intervention to relieve pain,
cannot be explafned by the spécificity theory (Melzack & Wall, 1965; ”

Sternbach, 1968).

Pattern -Theory

As a reaction;agaiést the psychological ‘assumption in speci- 
.ficity theory, soéé physio]ogists proposed the pattern thcory,bﬁn which
fhtensity of stimuli with central summation are the critical components
of the pain experience (Kim, 1980). 'In thi; theory, it was proposed

thét large cutaneous fibres comprise a specific touch system, while small
fibres converge on the dorsaf ﬁorn céllﬁﬁwhere they summate, and transmit

~ a pattern to the brain, where it is perceived. as pain.

10
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Related to this theory of central summation, is the theory
of a special{zed'input-controlllng system, which, under normal conditions,
prevents summation from occurrfng. In cases of bathological palh
states, this inpuf-controlling system is destroyed. The concepts of
central summation and input-control explain many of the clinical /
phenomena of pain, but are not capable of integrating diverse'theoreti- /
| /

cal mechanisms, such as phantom limb pain. ]

Gate Control Theory

| grasped and held. This Is because the proprioceptlve input to the same

Melzack and Wall (1965) suggest that - all pain informetion
passes through a “gateﬁ situatedvin or near the substantia gelatinosa in
the dorsal horn grey area. Actfvity in pain-receiving nocioceptive
fibres bassing through the gate activates a target area and another
portion of tHe dorsal grey matter whieh sends pain information to higher
centres in the brain stem and ulfimateiy, the cerebral cortex. Both A-
delta fibres and C pain f?breS’can activate target cells,”and can be

inhibited by the célls in the substantia gelatinosa. In order to

'overcome the screening effect of ‘the ''gate," pain fnbres send collateral

fibres to the cé?}S"ln the substantia gelatinosa, inhiblting their action.
ln thls way, the gate is Ieft open- and pain impulses are transmltted to
higher centres. On the other hand, collateral. fibres from large !
myelinated fibres earrying non-balnful stimuli (such as joint position)
activate the substantia gelatinosa cells, which in turn inhibit the
target cells and close the gate. (see Figure 1).

This theory metehes some clinical responses to pain. 'For

exampfe, the pain in'a stubﬂed toe is appreciably'lessened If the toe is
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'spinai’corq level is processing pain information from the injured toe,
thus shutting the gate to the painful stimali.

B Another important theory poStuIated by_Meizack and Wall (1965)
is that higher,control centres in the brain can influence the effect of
target ceiis in the action system by way of descending spinal tracts.

The higher cerebral and brain.stem centres can influence the volume of
pain lnformation al lowed to reach conscious leveis by opening or closing
the gate at the spinal cord level. * |
- Whether the gate control theory is valid, and whether the
mechanism of the gate is post-synaptic rather than pre-synaptic |nhibi-
tion, are now being discussed by pain researchers - It Is evident,
however, that older concepts of pain unformatnon processing in the spinal
cord were too S|mpiistic it wouid seem ,ncreasingiy clear that the

actual mechanlsms are complex and infiuenced by factors wrthin both the

peripheral and higher centres of the centrai nervous system

A Critical Evaluation of the‘GatefControl Theory

The gate control theory has‘two majorxdimensions,.physioiogicai
and psycho]ogicai. ‘The. theory contains several hypotheses in the |
physioiogicai context including the cells in the substantia geiatlnosa,
| T cells, the mechanism . that opens and closes ‘the gate known as the centrai
cortex\trigger. Each of these is testable through physioiogicai and
histoiogicai investigation. ln the psychological dimension, the theory
recognizes the important function of cognltive variables on pain percep-
tion. It suggests that the central control and action systems perform
cognitive-evaiuative, motivational-affective and sensory-discriminative

activuties incorporating psychoiogicai processes in perception (Kim,

/ —_
L

——————— e .



1989). As the gate control theory was- the first attempt to place ."i
phyéiological and psychOIOgical reasons for pain in juxtaposition,
t?ére still remaln questnons regarding the nature of psychologlcal
Variables which affect the pain experience Several psychological
ovariables; for example, anxiety and fear, as suggested In the theory,
can be operat10nally defined to investigate the relatlonship between
these variables and pain perception. Robinson {1980) found a moderate

”,relationship between chronic paln and personality profile in‘the area

‘of anxiety and depression‘in a study of patients with rheumatoid

arthritis. But Bruegel (1971) found no‘differehce between pre-operative ‘

state ankietydand»post-Operative pain.‘ The personality dimension of
augmenting-reducing was found negatively related{to pain tolerance'
.(Bluti ¢ Dinnerstein, 1971).. Other studles have examined the reiation-

ship between pain and varlables such as lnformatlon giving (Johnson, Rlce,

Fuller & Endress, ]978;.Hayward, 1975), and attention-distractlon (Barber

t . [

& Hahn, 1962; Blitz. & Dinnerstein, 1971).

The Re{lationsh'ip Between Individual Ch’aracteri“stics and. Pain

Some demographnc varnables are belleved to. have assocnationS'
with psychological variables which may account for.a variation in pain

experiences. The demographic variabies most frequently studied inciude

age, sex, mari tal status, multiparity, socio-economic status and culture..
As e . : ‘/" S
Results from studies produce conflicting results with regard

to the relatlonship of age with pain. Age was found to be negatively

correlated with pain tolerance, ‘but positlvely related to pain thresholds '

accordingwto Bruegel in-l97l. and woodrow in 1972. Further work replica-

14




ted this finding, first in children (Haslam, 1969) and then with adults
(Jacox, 1977). However, it was found that older people experience less
pain peripherally, but that deeper somatic pain is unaltered through

age groups (Clark & Mehl, 1971).

Sex

It Is generally bélféved by people that males have a higher
tolerance and threshold td pain than females (Mulcahy & Janz, 1973;
Voodrow, 1972). Abiaboratory study, in which pain perception and pain
tolérénce thresholds were studied in men and women across differing age
groups,shqwed_that there were diffefenc?s (Clark & Mehv!‘,’l 1971).- Older
womeﬁ were found to be‘less'asle‘to discrimlnaté between different pain-
 fuI sensations than thei; male counterpafts, whereas tﬁere‘was no differ-
ence between sexes in the younger age groups. Several studies in fhe
clinical setting have founduthat nurses infer tﬁathfemale patients have,
a lower pain tolerance"threshdiaﬂthan mafg patients (Davitz, Samesﬁina &

Davitz, 1976; Notermans & Tophoff,“1975; Pilowsky, Manzcp & Bond, 1969).

7

Marilal Status
.Socioiogical facfors'have Been investﬁgateﬂ in'rélation to

pain tolerance. In alc]iniéaLJsettlng; Bruegel (1971) stddigd the,pain

“to}erance thresholds of marrféd,.widowed;vdivorcgd and singlé individuals

and found that married people whq.haa the support of their spouse had a

PN

higher pain tolerance threshold than the other groups.

3

hdltigarltz
o . ."Several“studies have been conducted:on fhe gffe;t of:blrth

_order on the .individual's perception of pain. First born children were

15



found to have a lower pain tolerance threshold than subsequent children
(Schacter & Singer, 1962 Sternbach 1968; Sweeney & Fine, 1975), and

children from large families had a high tolerance threshold (Sweeney [ 4

Fine, 1975).

Socioeconomic Status

Conflicting results from studies of the effect oi soc joeconomic
status on pain tolerance thresholds have been reported,‘ Oberst (1978)
found that upper and lower classes experienced more pain than middle
classes, while _Davitz and Pendleton (1969).found that lower and middle
classes experienced more pain than upper classes. The latter reported
that nurses inferred that patients from lower and middle classes had a

-

‘ lower pain tolerance threshold than patfents in the upper class in society.

Culture

.Another demographic variable, culture, has been wideiy dis-
cussed as a factorfthat may infiuence an individual's response to pain
(Kaufman,& Brown, 1961; McMahon & Miiier{i1978; Sternbach, 1968; Noodrew,
11972). In;his classical study, Zborowski (1969) discussed the pattern of
pain responses of four cul tural groups'in North America, and reported that
the Oid American stoicaiiy bears pain, the Negro American a little less “
stoically, whiie Jewish and ttalian: Americans are more verbai and vocai
when in pain Two. studies (Dav:tz & Pendleton, '1969; Davutz et al., 1976)
'showed that nurses. from dufferent countries assessed their patients dif-
ferently. Nurses who inferred that their patients had the most pain came
from Puerto Rico, with nurses\from Korea next hlghest, then Thaliand
Taiwan, Japan and finaliy the u.S. A. with American negro nurses inferrlng

°

their patients having the least pain. In other words, nurses -from the

‘U.S.A. who rated their patients as not experiencing much pain inferred
. N

16



their patients had higher pain tolerance thresholfﬁ>than the nurses from
the four eastern countries, and the Puerto Rican nurses inferred that
‘their patients' pain‘tolerancg threshold was lower than the other five
groups. As Zborowski (1969) wrote,l”our perception of pain is modified

by our past experiences, by our expectations and our culture" (p. 3).

Thus, it has been found that many factors affect an indi 'ual’'s
response to the pain experience. ' Melzack and Casey (1968) stated t-at
past experience was one of the factors that had a most profound effec’
on the individual's response to pain. This belief'was upheld by
McCaffery (1979) who’cited this as one of the psychological determinants
of a person's response to pain. The meaning of pain to the sufferer,
expectations ﬁnd prognosis affect pain rgspodses. Beecher (]975)
illustrated this Soint in his research during war: He found that
soldiers wounded in combat required very little analgesia, compared with
ﬁivilians with similar wounds. The meaning of the wound to the soldier,

’ suggeﬁted Béecher, was that he would be removed from danger, whereas to
the civilian, it had a very different connotation. In a study of the
meaning of different surgical procedures to patients .in relation to pain,
McMahén and Miller (1978) reported that women undergoing Caesariaﬁ

- sections complained of very little pain compared with patients having
tonsilleg;qmieé and extraction of wisdom teeth. Relatea to these
findings were those concerning inferences nurses made of paflents'

pain. Davitz and Pendleton (1969) fpun&’that Aurses based t:;ir
inferences on the pathology causing the pain, and viewed p#tients with
‘burns‘aé suffering.moré pain thanﬂpatiehts with dépression, leukaemiaior

diabetes. Oberst (1978) found that the more ''visible'' the pathology,.
C : v ) W
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the more 'visible' the patient's response to pain, the higher the level

.of pain assessment made by nurses. .

Thus pain is a multi-dimensional pﬁenomenon, and an ?Qaj';,
vidual's response to It is based on many lntcrvenlng factors. These
‘1ﬁtervenlng variébles not only influence the behaviour of the person
experiencing the pain but they also influence the assessment of the
beholder. Health professionals tend to judge pa!n behaviour in others
against how they consider a person should behave (Hackett, 1971; Strauss,
Fagerhaugh & Glaser, 1974; Wiener, 1975).

In conclusion, a review of the literature revealed a number of
theories of pain and conflicting research flndings on the effect of
variables on the individual's’pain experience. In this study, the two
components of pain, sensory and reactive, as postulated by Sternbach
(1968) werevmeasured and the effect of certdin variables, including age
and culture; on the lndiyidual's paln were studied. The major Indepen-
dent variable under investigation was the effect of the nurse-patient

relationship on the patfent's perception of paln.

Theoretical Background of Nurse-Patient Relationships

Few nursing studlies hage.lnvgstigated the relationships which
nurses establish with patients. ﬁost research in this area has been done
in the counselling field with psychiatric patients with the primary
emphasis having been directed tbythe therapeutic interaction.

\ Several authbrg have written about the therapeutic relationship
(Bramme;} 1973; Wiedenbach, l96h); The theoretical basis for this
research is found i; Carl Rogers' (1961).fheory,of interpersonal rela-

tionships. Rogers postulates that if the health professional is able to



develop a certain type of relatlonship with the client, the latter will
discover, within himsélf, the capaci;y‘to use the relationship for
growth, resulting in change and personal development.

Rogers (1961) discusses three qualities that he believes the
health pro;esslonal needs to brlngllnfo an interpersonal relationship.
before change can occur. The first condition, genulﬁeness. implies that
the health professional needs to be aware of his own feelings, rather tﬁan
presenting a facade of one attitude, while actually holding another at
a deeper or subconsciqus level. Even though some feelings'would appear
non-conducive to a posft!ge relationship, Rogers maintains that it seems
to be extremely important that the helper appears real to the client.

The second céndltion necessary in thg helping relationship is
described by Rogers as unconditional regard. The more acceptance gnd;‘
positive feelings the health professional exp;rlences for his cllent,
the more use the ;reated relationship will be to him. Acceptance,
"Rogers bélleves, means a warm fegard for the patient as S‘person of
unconditional self-worth, 5 person to be valued, no matter whét hl;
condition, his behaviour or feelings are. It meaﬁs a respect and liklng
for the patient as a separate person, and a Qilllngnes; on the part of
the health professional'to accept wh;tever feelings the patlent has as

! l 7 e
legitimate and important. It means an acceptance and regard for his

attitudes of the moment, no matter how psiitive or negatlve. Thls., e

acceptance of each fluctuating aspect of t F’BEFQon’makes it, for

the client, a rela of warmth an& safety. Safety in being liked

and respected as a person seems to be a highly important element in

%

establishing relationships with patients.

19



[

The third coﬁa};{on described by Rogers (1961) is a continuing

desire to hﬁaéf;tanq. a sensitive empathy to the patient's feellngs,
and communications as they seem éignlfFCAnt'to him at that moment.
Acceptance does not amount to much until it involves understanding. It
is only wheﬁ}the health professional understands the feelings and
thoughts of the:patient, and sees them as the patient sees them, that
the latter feels free to explore his experiences. This freedom Is an
important element in the nurse-patient relationship. |

| Thus, the relationship that Rogers has found heipful, is
characterized by a transpafency on fhe part of the health professional,
in which his real feelings are evident to the other person, and by an
acceptance of this other person as a valued individual, and by an
empathic understanding in which he is able to see the person's world
through his eyes. When these conditions are achieved, the health
professional is capable of becoming a support, allowing the other persdn
to develop qts own potential. |

In order to develop this support system to a patient, Rogers
- |

believes that the more congruence there is on the part of one individual

towards experience, awareness and ;omﬁuhication, the more the ensuing
relationship@illgizvolve a reciprocal communicatiéh. This. will resqlt
fn a tendency‘tOﬂa s more mutually accurate undérstanding of communica-
tlon, and an improved psychological adjustment and fun;tionlng in both
parties. It is thg perception of the receiver of the communication
which Is crucial. | 4 - B : .

" This relationship as descrlbgd by Rogers, has been-suggested as

the basis 6f a theoretical framework for patient-centred nursing.

20



. empathy, genuine ss and level of regard for sampiés of I3loccupational
~ groups. The lowest mean group scores were obtained from rﬁgistered

nurses and manufac

21
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Gunter (1962) suggests that the patient has the capacity to experience

N

_and understand those aspects of his 1ife which are causing him mal adap-

tation or pain, and is capable of re-organizing himself and Ris rc!dtlan~
ship to life to attain more thlmal functioning and health. She proposes
that these latent capaﬁltles will be facilitated by a positive expérlence
in a helping relationship. Eygthermore. Gunter puts fbrwa}d fhe
hypotheslis that in order to establish a suitable psychological ¢limate,
the nurse should (a) establish a relationship with the patient; (b) ex-
perience uncoﬁditional regard for the patient; (c) be genuine in the
relationshlp;'(d) experience an empathic unde}standing of the patient's
po{nt of VJew; and finally (e) respect thevpatlént as a p;rson capable
of understanding his situation and participating in his treatment.

These conditions should brovlde a suitable c!fmgte in which the patlient
is free to utlllz;-all his ehergy'for recovery from disease or pain.

«

The 1herabéutic Effectiveness of Nurses

)

Jourard (1964) believes that nurses are in a position to

¢

promote growtﬁ;and personal development in thelr patiénts by an empathic

aéknowledge t of what the patient expresses.'NurSes, he has found,

are usually ladking in this quality, having rigid interpersonal rela-

tionships with their patients. Truax, Altmann and Millis (IQ?&) report~

uring blant supervisors. - The#e reshlts of Truax et ~

al. (1974) have substantiated in other studies\in which professional = -

groups lncludihg toachérs. nuns, social workers, doctors and'@ufses‘haie
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been compared. Doctors and nurses are rated iowest‘in empathy (Baer,
Davitz &jLieB, 1970; Duff 8>Hoiiingshead,'i§68§ Lenburg, Glass & Davitz,
" 1970).

Jourard (1961, 1964) suggests that nurses' practice is often
harmfu to’patients. Kurtz & Grummon (1972) found that if empathy is
perceived as low by‘patients, the 0utcome'of the encounter Is actually
detrimental. \ In a study in which over 1,000 nurses were intervuewed
Rituo (1963) found that nurses were |nsufficientiy prepared during their
training to react in an understanding and non- Judgemental manner to their
patients This finding is supported by the results of a study-in which”’
four groups of nurses were asked to rate the |mportance of maintaining
desirable and useful interpersonal- reiationships with their patients AP
group of staff nurses rated this behaviour 30 out of a possible 100 a
nursing supervlsory group rated it 35%, a,group of graduates from a
- university nursing programme, 26%, and a faculty of\another‘nursing

programme, 100% (Coe, 1967) . '
| Studies have shown that reglstered nurses and nursing students
score low on attributes which are consudered necessary for therapeutlc
effectlveness (Cohen, 1965 Lentz 3 Mlchaeis, 1965 Levitt, 962, Navran
3 Stauffacher, i958 Peitchlnls, 1972) in a study of perso aiity varia-
bles associated with therapeutic effectlveness,.Stein (1969) reported that
he found no sugnificant difference between nursing students because of
_reiigion natlonality, socuo-economic group or clinical interest group.
Davitz and Pendleton (i969) however, found a signlficant difference in
inferences of patient suffering among nurses of different cuiturai groups
and in different clinical. areas. Lenburg et ai (1970) raised the

question, were the personaiities of indrvnduals who were attracted tqf

e

»
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the medical and nursing professions actually low in empathy? However,
it has been shown that nurses can increase their empathic skills through
educational programs (Kalisch, 1971). A programq? tomposed of lectures,
role-playing, experimental trainlng and an empathlc role model, resulted
in a statistically significant improvement in empathic skills, which
were mainta{ned over time.

Several extraneous variables thatggffectlthe level of thera-
peutic effectiVeness in a helping relationship have been isolated ahd
Investigated Investigators found that the longer a nurse had been in
practicé, the less empathic she becomes to ‘her patients (Forsyth, 1979;
Truax ‘et al. 1974). The more education the nurse has and the higher
her position in the organization, the more empathy she feels for
patients kForsyth, 1979). Nurses who are older, and have not hed
children, are perceived by patients to be less empathic (Forsyth, 1979).
Forsyth (1979),?150 identified a trend showing that male nurses were
more emﬁﬁthic than female nurses.

. Other studies have sdggested that it may be due to the demands

i

“that the organizatnonal structure placed on the,; nurse that has a pro-

Jound effect on her/ bility t0‘e§tablish effectlve relationships wnth

her patients (Copp, 1974; Forsyth 1980 Graffam, 1970). The authors.

suggest that. the system may be so organized that the nurse, being fully

occupied with non-nurslng‘activitles, has no time to establish a

meanlngful relationshlp with her patuehts.

Experlmental approaches to nursing practice lnvolving the
characteristics of nurse-pat!ent relationshlp are becomlng evldent in
the lltereture. Elms and Leonard (1966) studied the effect of dlfferent

)
v
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nursing approaches during patients' admission to hospitai on the
patients’ ievei of distress. They found that patient-centred nursing
has a greater positive effect on patients than task-oriented nursing.
lJohnsongfkirchoff and Endress (1975) studied the relationship of the
nurse-patient lnteraction on thelreduction of anxiety In children having
an.orthopedic cast removed. They found that 1f the chiidren were' Y ‘
prepared with an expianation about the procedure combined with a
description of the sensation; the intensity of emotional response during
the threatening evenf.was reduced. Peltchinis (1965) investidgated the
Importance of psychoiggicai care of the pre-operative patient to the
successful outcome of surgery. and found that variables such as iength
of stay in hospital and infections were reduced In another study,

g~

Dumas and Leonard (1963) investf'é&ed the effect of different approaches

to pre-operative nursing care on post-operative vomiting. ,The experi-

‘mental nursing care was directed towards helping the ‘patient attain a
suitable psychoiogicai state for surgery. These investigators found
that in.the.experimentai‘group,'patients had a lower incidence.of posteé
operative vomi ting. | ,

In the field of nursing education, several studies haVe been
conducted to neasure the effect on students’ achievements when the
students perceived their instructor as highly empathic (Brundik, Thurston
3 Feldhusen, 1967; Rosendahl 1973) It was found that those students
who perceiwed their instructbrs as highiy empathic, were high achievers

and were themseives perceived as highiy empathlc.

Severai studies have explored the effect of empathy In

¥

- communication. Stetler (1977) found no significant reiationship betdeen

24



highly empathic nurses, as per;eiyed by patignts, and\verbal and vocal
communication. She queries whether a third factor, tone of the communi-
cafion, in conjunction with verbal and non-verbal communication contri-
butes to the perception of a person as being highly empathic. Mansfield
'(1973) studied verbal and non-verbal behavioursfthat méght be congruent
with .perceived highly empathié behaviour and‘found that gestures, facial
expressions, touching hands and posture shifts conveyed a greater sense
of empathy. In a study of nurse-nurse cdmmuﬁication, Northouse (1979)
found a strong negativé correlation between trust and emp;tpy. What

the data suggest is that qurses Who exhibited lower levels bf trust,
exhibited higher levels of empathy. That is, nurses who tended-to be

distrustful ‘of their peers also tended to score‘hfghef on the empathy

.

measure. o : ' o
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. ' v . \
The Nurse-Patient Relationship 1n Relation \\

to Pain and Distress "

1 .

Of the many research studies ihvestigating-the effect of

ﬁursing intervention on pétients' experiences and recovery, very,few
have:§q§ntified and.measured the nature of the nurse-patient relationship
as the.iﬁiervening variable. Studies of the effect of infbrmation-gfving
ﬁaQe.révealed that whgh patients are given inférmation about thelr care
;and treatment,'théf experience less‘pain and distress (Haywafd, 1975; 3
Johnson,‘Débbs‘5~Lev¢nthal;v19?0).- Grsffam-(!970)'in a.phenomeno-
Iogica].approachht;‘the study of pain féund that nurses' respoﬁseé to
péiiehts inzpain and‘diéﬁfess'were»such that the needs of patienfs were
not me; compasslohaielyband_éffettibely, In an explsratO(y study,
du#yhaéeﬁ\(|977)‘f60nd that'If:the patieht's perceptioﬁ of his»ownlpa@n

“
o



s comnunicated, there is congruence when there is reciprocai commun i ca-
tion from the nurse, and concensus of agreement. In a similar study,
Pilowsky, Manzcp and Bond (1969) found that there was a lack of congru- .
ence between the rating of the patient's pain by the nurse and the |
patient. \ |

,Qberst (i978), in a study of-nurses' inferences ofipatients'
suffering, suggests that nurses have a preconceived'idea'of how much
suffering a patient with a certain type of pathology shouid experience.
‘She found that nurses appeared to lack knowledge on which to build a
.framework for the concept of suffering.ﬁ Because of this, she suggests
that nurses arefnot abie to measure»new‘situations, and‘arerapt to
4misunderstand the - behaviour of the sufferer who deviates from the
expected pain trajectory She recommends that nurses be educated to
identify and respond empathicaily to suffering patients. | |

in a study of first and second year nursing students, benburg,-
Burnside and ‘Davitz (1970) found that ‘there was a significant difference
between the inferences of the two ieveis of students of patients physncai
pain and psychoiogicai distress.. Both groups rateh the patients as . '
suffering more distress than pain, but the first year students inferred
that the patients had more pain than the second ‘year students inferred
Lenburg et ai (1970) suagests that there is a change in the students
'attitude over time probabiy due to the infiuence of significant others
includlng the staff nurses. - ! : | L |

n an experlmentai study of the effect of deiiberatlve nursing
-action on the pain relief in patients, Hoss and Meyer (i966) found that
if three actions were taken by the nurse inciuding (i) asking how the'

patient felt, (2) discussing va(’ous aspects of paln and methods of

._aiieviation- and (3fﬂaliowing the patient to decide on a method:to;relieve ‘;ffl

-/
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A

his pain, the patient received relief from moderate pain.
In conclusion, the theoretical base of the -therapeutic
relationship for this study rests ‘on Rogers' (i96l)'the6ry of inter-

personal relationships. Several variables that have been found to affect

the relatienship were discussed ineluding‘culture, age, length of

experience and seniority. Studies were clted in which varying nursing

interventions were investigated with'regard to thelr effect on patients'

pain and recovery. tn this study, the investigator used a'questlonnalre

. based on Rogers theory of Interpersonal relationship in order to measure
l
- the patient s assessment of the relationship which exists between her

nurse and herself and whether that has any effect on her perceptton of

pain,

B e L T .
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CHAPTER It |

METHODS AND PROCEDURES

Nature and DeSign of the Study

This investlgation was a pilot project, mainly d¢ - ’“ptive
and exploratory in nature, and involved the. testing of in:truments to
measure patlents perceptions of{pain and distress, and the nature of -
the relatlonship‘developed between nurse and patient. .Pain and distress
were enplored primarily as dependent variables and the nature of the
relationship as an independent variable. Descriptive'data on patients'
age, diagnoses .and ethnic groups, and nurses' age, sex, marital status,
multiparity, length of nursing service and level of nursing education .

completed were also obtained.

Overall Research‘Strategy

Use of Survey Technique.

ln this study, a sample was chosen from a population to °
lnvestigate the incudence, dis;ribution and relative interrelations of

sociological and psychologlcal variables. Sociological facts under

s

examination lncluded age, ethnlc group, education, occupation and marital

4rstatus. The psychological variables of interest included the opinlons
“and attitudes of nurses and patients in a population on the one hand,
andvthe behaviours of the patientS'on’the other.- The sociologltal_ 2
vvariables were then related to the psychological variables. |

Data from Nurse-Patient Palrs.‘-‘V :

Personal interviews and controlled observatlons were the

principal methods of collectlng data. Factual information was also

B
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collected by the investlgator and entered on a face-sheet at the
_beginnlng of the intervuewt Each respondent was then required to .
ﬂcompiete a structured‘questionnaire which was divided into two sectlons.
The first section required{both the nurse and the patient to rate the |

- amount of pain,the patient was experiencing, and how much distress it

was causing her. The second section consisted of a 6hritem questionnaire,
in which the nurse and the patient were required to rate the reiation‘

" ship that'existed etween them.

lnstruments Used for the Measurement of Pain.

| Some of the difflculties of measuring pain have already been

discussed in Chapter 1l. For this study, the operational definition o€—~~*~

| pain as”described by Beecher'(1975) was adopted. He.described pain as
having two qualities: (1) sensory, describing the pain in terms of \
temporai, spatialt pressure and thermal distributions; and (2) reactive,
deScribing’fear, anxiety,’and cognitive processes which were part‘of the

'parn experlence To' measure the sensory quallty of pain, the Hayward

~ Pain Thermometer (Hayward, 1975) was used. The‘reactlve component of -

>

pain was measured by the Johnson Distress Scale (Johnson & Rice,
_r197h).' In both |nstruments, a subJective state was utilized, in
accordance wlth the hypothesis, . paln is whatever the experiencing
person says it is (Sternbach 1968) In addition to these two
instruments used by both the nurse and the patient in each nurse-
patient palr, the Chambers-Price (Chambers & Price, 1967) Pain Rating
»Scaie was used by the investigator as a means of vaiidating the: for-.
ﬂmer instruments.‘.v | V |

The sensory component of the pain experience was measured



'by theihayward Pain Thermometer.’ Both patient andjnurse of each pair
of subjects were asked to rate pain separately. Using a felt‘pen, the
patient marked up on~a five-point scale,-her subjective estimation of
the pain she was'experiencing, whereas the nurse using the same five- *
lpoint scale recorded her objective evaluation of the patient's pain;'
Both were asked‘to indicate their ratings'of the pain by ahading the
approprnate "temperature” on a vertical scale. The lowest point or'
"temperature“ on the scale was shaded lé ‘the patient had “no pain at all "

and the highest point was shaded if '"the pain was as much.a§ the patient

.could'bear.“' Points on the.scale between these two extremes were shad-

ed—to—-indicate ''a little paln,U ”qunte a lot of pain'' and "a very bad

1

pa!n.“' This colloquial phraseology was developed ﬁfom replles made by

. hospi;a} patients who were ,asked how mdch“paln ‘they had (Hayward, 1975)

1

(see ‘Appendix A).

The. reactive component of the paln experience was measured. by
fhe Johnson'Dlstress Scale. .Respondents'were a . to. conceptuallze\ihe
‘pain experience as alphysicajisensation with )eveIS'of |nten5|ty, and
make an, independent:judgmenﬁ/on how much dfstresa was.caused"by the' |

‘sensatlon. Sensation was exp!alned to the SubJect as the ”physical fee]

of the pa:n“ and dnstress as ”how much these sensatsons bother you/her "-'

while these mwo components are hggh]y‘correlated, they do act dlfferen-
tially, and'can be analyzed separafe}y"»ln this study, the JohnSon Dis-
tress Scale was revised on the adv:ce of a group of nurses who had been
asked to assess its appréprlateness. They recommended that the word
djstress was not»wndelyvused'by pa;nents, and a more’colloquual expres?
sion Y'upset"' used on alfive-pornt scaie nould-befmore;acceptable‘(seehv,

‘3hAppendix.A).
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; An independent estlmatioh of the patient's pain and distress
was maoe by the investigator using the Chambers-Price Pain Rating Scale
-(see Appendix B). The scale was made up of nine observations, eight of
yhich‘were directed to the estimation of sensory pain and one to reactive
pain. During the interview on the third day afterfsurgery;\the inves=-
tigator directed questlons to the patient regardlng the amount of pain
and anxiety she had. The remaining seven categories that included

observatlon of attentlon, verbal and vocal behavrour, skeletal muscle

response, persplratlon, and-nausea were completed by visual observation.

T Instruments Used for the Measurement of the Nature of the

Nurse-Patient Relationship.

,lt'waspnot'uhtll'lSSS. that studies of changes in personality
through,therapeutlc relationships-were publlshed. The means by which
the association between a client; and a health professional led to a '
constructlve change in the personality of the cllent were also
'dlscussed The theoretlcal.formulatlons of Rogers (1365). formed the
framework for the "Relatlonship lnventory", a systematic tool for

measurlng the degree of an lnterpersonal relationshlp developed by

Barrett-Lennard (1969) (see_Appendlx C). The basic postulate cf the

Relationship.lnventory is that it is the client's experlence of .ne
health professlonal's response_that is of primary lmportance in the
.therapeotic lnfluenceyln thelr relatlonshlp} The presumption ls.that
iwhatever the client experlences dlrectly affects him. - Therefore; the -
‘relationship as experienced by the client, rather than the health .

| professional, will be related to the outcome of-therapy. Loglcally, the



-\

.most reliable evidence to be obtained is the client's report of his
actual experience.

The Relationship Inventory developed by Barrett-Lennard (1969)
is made up of four components: levef'of regard, empathy, unconditional
regard and congruence,_‘The theoretical concepts, ‘‘congruence' and
”empathlc understanding,' correspond closely to definitions by Rogers
.(1965) The remalning two concepts, “level of regard" and "uncondition-
ality of regard" were developed by Standl (1954) and later adopted by
Rogers, replacing his “acceptance'' (Rogers, 1975). Level of regard -
refers to4the affective aspect of one person's response to another. . It
intludes both 6osltive feelings of respect, liking'and appreciatlon of
the other.persen as well as ne ~tiv. feelings of yislike, impatience
and contempt for the other per<on Unconditionality of regard, however,
measures the degree of variavility that exists in one person's affective
response to another.

The Relationehip Inventory was used in this study in its .
unabrldged form. Sixteen statements had been developed for each of the
four components of the helping relationship; level of regard, empathy,
congruence and uncondlttonallty of regard, comprising a total of 6h
statements. -Of each 16, eight were phrased in a positive’format,

and eight, negatively. For‘each statement, a choice of six replies was

offered: +3: Etrongly true; +2: trﬁe' +]: probably'more true_ than

untrue; =1: probably more untrue than true; -2 not true; and =3: strongly

not true. Careful instructlons were. glven to each subject on the rating
system and a card was made to. facllitate answering on which the rating

system was printed in Iarge type.
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Target Population and Sample

The target population for this study was restricted to female.
adult patients, undergoing an elective cholecystectomy or an éigctlvs
abdominal hysterectomf for non-malignant pathology in.a lhrge university
teaching hospital, and those female registered nurses and reglstered
nursing assistants caring for them. Patients excluded from the study
.were those who were unable to read or understand English, and those |
undergoing either more extensive surgery or more than one procedure
Any patient with a known or suspected psychological disorder was not
. Included In the target population. A convenience sample of patients
and nurses was oBtained during the month in which data collection took
place. Specifically, 30 patients.scheduled for etective cholecystectomy
or abdominal hysterectomy, who met the criteria for the study were -
included .in the sample. No effort was made to select or assign sub-
jects randomly because of practfca} constraints inherent in sample
selection and size. Data wereccollectgd on fhe third post-operat?ve.
d;y because of a concern voiced by the afea cllnical‘subervisors

regardihg the ability of patients to respond comfortably to questlonhaire

_items at an earligr'post4operativg period.

Examination of the ﬁe4ia$i1ity and Validity of Measurement Instruments

-

Reliability. .
Reltébllity_as described by Hagufrg and Hazlett (1969) refers

to the éxtent‘fp which the same response would be achieved at a different
timé,ﬂln:é diffég;ﬁt space, pr by a different method, in other words,

~ the degree of coﬂsfsténcy,of the measure.
L. A . .
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Reliabllity of Pain Measurement Instruments.

~¢Jif If defining pain is difficult, measurement of It‘[s even more

so. Patients' pain Is subjective and prone to constant and unpredlé-‘

méwsggie'change. It is therefore not surprising that test-retest methods

'I!terature“(Chahbers & Price, 1967). .

. of pain measurement present inherent broblems of unreliability.

Consequéntly, several methods of measurlng pain have been used In fhé‘

4
(Diers, SctEZdt, McBride & Davis, 1972; Moss & Meyer, 1966). in this

Y

study, the ywarq Pain Thermometer was used to measure the sensory
component of pain. Hayward (1975) reported a reliability of .23'In his
pdin study. Reliability of the Johnsén,bistress S;ale was .not reported
(Johnson & Rice, 1974). The reliability of the Chambers-Price p#in
rating scale used by the observer In this study was not reported in the

N

( Several studies have determinéd the rel!ablllt; of‘fhe Barrett-
Lennard Relafion§hfp Inventory (BLRI) in a variety of géttings. éarfett-
Lennard (1969)'repdrfequrelfabillty estimatésdqf 0.88>(Le§e{\of Regard),
0.86 (EmpathiézunderstandTng) 0. 86 (Uncoﬁdftionality éf Regérd) 0.92
(Congruence). ‘and 0 92 (Total Score) based on product-moment correlatlons ‘
between test and retest’ scores. Hollenbeck (1965) obtalned spllt-half
reliabillties ranging. from 0 83 to '0.95 for the four. BLRI scales. Again,
Snelbecker (|967) reported’ split-half rellabllity coefflcients ranglng -
from 0 75 to O. 9# for the four - principal BLRI scales. 0ver.,60 |

studles have been publlshed using the BLRI as a tool for measur!ng



_interaction between two {ndivfduals,“‘These studies have been compiled.
and edlted by Gurman {1977). In this study, reliability was estimated
by using split-half correlations of the BLRI, with revision of the ‘

c0efflclents using the SpearmanfBrown formula. | B ™

Validity. o \ : :

Four types of vaiidltj-commonly described are face, content,

criterion-referenced and construct validity. Face validity refers to -
, 4 4 P’

‘tHe meaningfulness of items to the respondents and whether it is iﬂf‘
reasonable and relevant, despite the fact that the instrument may}or
hay not appear to measure what’ls intended . Content validity Is thé
. degree to which the content: that the instrument is measuring is o
representatlve of the universe. of i tems (Kerlinger, 1973) Crlterfon-
referenced validity is established by studying the relationshf; betuegb
the test scores and those external criterfa known' to measure the |
attrlbute under study (Kerlinger,\1973) Construct Validlty Ls<
determined by the degree to which. hypothesized variables (constructs

A based on theoretlcal knowledge) can explain the variance ln scores of
the respondents. In this approach one seeks to validate both the _ |

| measurung instrument and the.theory behlnd the test (Cronbaeh s Meehl,

1955). I |
A | 0 - ‘ | |
Validlty of the Pain Heasurement Instruments. ' ’

‘ Face validity of the three pain measuring Instruments was'
fassessed by six cllnipal nurse experts. The valldators were asked to.
_evaluate the Jnstrunents for clarity. relevance, understandlng and

; conpleteness. Based on. thetr reconnendatlons, uodlffeatlons uere -ade 5

. ‘
v
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to-WOrdlngAand content. Content validity wasgdetermlned by ahgroup_ofrg,
.nurse-practltloners to ensure that the content the instruments were
measuring was reoresentatlve_of the‘universe of ltems regarding paln.'c
As there is no‘other_establlshed way of measuring pain, criterion- |
referenced valldfty could not be establlshed" However, concurrent
validity, defined as the degree of cong}stency of a test with regard to

a crlterlon measure (Cronbach & Meehl 1955) was determined by -
"correlating the scores of the nurse with the nurse-obServer., |

. . .
: ' . : [ O 4

Validity of the Relationship Inventory. g&(

" Face valldlty of the BLRI was also determlned/by nlnE‘patlents

r clarnty, relevance, understandlng and completeness.

and.ll nUrses
All items that wdre fot determined as approprlate ln the acute surglcdﬂ
',.Settlng by ‘three for more validators were discarded.

In order termine construct valldlty of the BLRI, factor»g'

analysis was used as a descrlptlve technlque. The'objé@iive was to

ldentit§ the extent - which emplrlcal factors in this study would

o

"

_match the»major:attrlbutes as postulated by Barrett-Lennard (1969).. “The
, . ; ' S 0l , oy
aSsumptlon underlylng this analysis was that the items in the questlon—

' nalre measuring the same hypothesuzed concepts would tend to correlate

- and show up ln factor solutions as Ioadlngs on the sane factor. Each

‘of Barrett- Lennard s hypotheslzed varlables, level of ‘regard, empathy,
uncondltional regard and congruence, was analyzed separately. The ltems '
measurlng each of the varlables were lsolated and those explalnlng the

'greatest amount of varlance and appearlng loglcal and lnterpretable,-.

were selected




5.

" Barrett-Lennard has not used factor analytic procedures in

further,refining the Relationship Inventory (Barrett-Lennard 1978)

He maintains that there are aspects of varlation (1) in specific item
composition of the same factor and (2) in exact factorlai structure,

both within and between the data .analyzed by each investigator. One

l

: explanation the author gives for'item variation is that in any sample,
. L2

some items are '""idlers''. However, extensive work has been doné by‘\
Lietaer (1976) and Bebout (1972) which corresponds substantiaily to
theioriginalofour'Relationship lnventory scales. Walker and Little
(1969) computed factor analysis and obtained three significant factors
which they interpreted as '"non- evaluativeﬂaﬁceptance." "psychoiogicai

|nsnght " and "llkabiiity [

-

Data.dSWiection Procedure : | e

- The method oﬁ-data'collection was by sdbarate Interview with
eachbpatient and each nurse. The interviews were cohducted by the

researcher, and lasted for approxlmately 20 minutes per SubJect

,Guidelines were prepared in an effort to obtain consistency in giving

S
dlrections for compietion of the questionnaire (see Appendix D)

In order to seiectrpatients for the study, the researcher -

1

- went to the operating room to obtain names of patients scheduled for

either an eiectlve cholecystectomy or abdominai hysterectomy for the

foiiowing daY The nurses in charge of the nursing units were approached

"and asked if those patients so identified were suitable for the study.
'Before data coliection, each seiected patient was intervieued by the
researcher to obtaln consent for the study. Data were coiiected on the

;patlent's third post—operative day, from both the patient and the nyse.

/ . .
_/. R . 9
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~Certain constraints~were'placedeon the use of the‘instruments in the :

study. ldeally, the patient and nurse.were required to have completed
the questionnaires at the end of the nurse's shlft ailowing the
maximum amount of time for a reiationship to become established. In

the clinical situation, this was hot alwa?s possibie because the patient
quite often had visitors and the nursevhad charting duties to compieter
The researcher found that it was more convenient for the patient and

nurse to be given instructions concerning completion of the questionnaire,

.~ and be allowed to do it at their convenience during the shift.

......

.Standardized" instructions given at this time included emphasis on the

fact that the questionnaire was an opinionnaire, and not a search for

the "‘correct' answers (see Appendix D). The investigator compieted-the

observer's pain rating form following her intervien with the patient.

'thicai'ConSiderations;

The research proposal was submitted to the UniyerSity of

-Alberta Hospitei Scientific énd Ethical Review Committee for Norsing

Research and to the Speciai SerV|Ces and Research Committee for

c0n51derat|on of ethical aspects in reiatlon to collection of data ln

ay

#
the clinical area. Suggestions made by the committees were |ncoqporattd o

into the design, and the project was approved. Meetings were then

arranged between the area nursing supervisors, nursing unit supervisors
N . »

and. the researcher in which the methodology of the data»coilection'was -

" discussed. and convenient days and times were approved. The unit

supervisors agreed to brief’ thelir nursing staff about the impending
data collection, emphasizing its. contributlon to. the increase of

knowiedge in ciinicai nursing, and the voiuntary nature of the nurses'

¥ .-

P P
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“participation.

Prior to the initial interview with the patient, verbal or
~written consent of each surgeon was obtained by the investigator (see
Appendix E). At the initial interview, the patient was asked if she
would like to participate in atclinical nursing research project. |If
she accepted, the precise nature of the project was expiained to her
It was described as an lnvestlgatson of the influence of the nurse-:

patient lnteraction on the’ patlent s post-operative discomfort. The

patient was told that the researcher would return on the third day after

surgery and if the patient was still willing to take part, and was
feeling well enough, that she would be required to sign a consent form,‘
and complete a questionnaire. The patient was assured of the voluntary
'nature of the project, that'allninformation would be kept confidential "
and her anonymity protected (see_Appendix F). |
On the third day afterﬁsurgery, the researcher returned, and

having received consent from the patient, she then_asked the nurse
caring for the patient during-the'shift if she would be willing to-
partic1pate in the study ‘and a s:miiar description of the project as

given to the patient was outlined to the nurse. Participation was

Al

stressed as voiuntary. The nurse also waS‘assured that all information .

would be ‘kept confidentlai, and that her identity would not be reveaied.,

The nurse was required to sign ‘a consent form (see Appendlx F).

‘ One patient, several nurses and doctors andvthe two ethical
revieﬁ commi ttees showed an Interest in'the findings of the study. They
were assured by the researcher that a report of the findings would be

forwarded to them upon completion of the project.
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Data Analysis .

The arlthmetic sumjof 1-5 scale responses to the ''sensory''
component of pain comprised the measure of patients, nurses and the
observer'assessment,of the degree of pain the patlent'was experiencing.
The ”reacti?e" component of the patient's palin experience wasfiglcuiated
in the same way. All fgrther.analyses of pain were based on these,J
scores.‘ |

Scores for the level of'relatlonship between each patient and
her nurse were calculated from a composnte of the patient s responses . to
the 64-items intended to measure the four variables, level of regard

empathy, unconditional regard and congruence. Data anaiysns of the

nurse-patient relationship was based on these scores.

Descr|pt|ve Analysis.

Descrlptlve ‘analysis of the sociological variables of\the two '

vgrodps of respondents, patients and nurses , was carrieekout in
frequencies of the'various ‘categories were tabulated.

Data from.the instruments meaSOring‘pain and distress were
analyzed first. - Correlations'between socioiogical and;psychologicai
variables were computed followed by analysis of variance of pain and
distress. / R .() ' ‘

| Reiiabllity of the three pain |nstruments was computed uslng

alpha coefficient for contlnuous variables. Concurrent(vaiidity of the;.ﬁ

three lnstruments was measured using Pearson product moment correlations._,

: The second section of analyses included Several tests

" performed on data collected from patient-nurse ratings of the relation- |

ship established between,them. In order‘to replicate prevlous work

. . ) . BN . .
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“factor analyses of the Relationship Inventory was carried out. The

'vindicated

degree of reliability of the inventory'lnvthis study was cohputed using‘
Spearman-Brown split-half technlque. Construct valldlty>Was computed
uslng factot onalfsls; |

In the third sectlon of. data analysis, the relationships
between ‘the psychologlcal variables of pain and distress wlth the
psyehologlcal variables of the Relationskip Inventory were correlated.

In an attempt to establish the best predictof of pain and distress,

multiple regression analysis was used.

Methodological Limitations of the Study

A major limitation of this study was the method employed to
. ﬁa

“select patients and nurses for the sample. Due to constraints of

‘practicality, it was not possible for the researcher to obtain a

pfbbability_sample‘of patients and nurses. Instead a convenience sample .

vvoftpatlents who were willing to participate and the nurses caring for

them'was used. Because of these sampling limitations, any results
presented in this report must be treated as descriptive only. of the

sample Included . in the study, and generallzatlon must be done with due

-

| care. A second major llmltatlon was the slze of the. sample. “As thls_

project was a pllot study, In which instruments were tested for thelr s
R / .

v*approprlateness, the suze of the sample was too small to establish

7

slgnlflcant results.r Further- research uslng/a larger sample is

A third llmltation of the study was. the length of the Relatlon-

_vshlp lnventory questlonnalre. Post~operatlve patlents found lt exactlng

f'to complete.. Apart from that, another serlous llmltatlon regardlng the

N

\
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internal valldity of the questionnalre was the fact" that nearly every
patient said that she did not know who her nurse was for that day, or
that she had only met her once durlng the shift. Most of the patients

felt unable to answer some of_the”questions in the inventory, with any

. s
certainty.



distressvis reported. The fourth section contains the results of

‘L__guzPTER v

, " RESULTS AND DISCUSSION

The‘material presentediln this chapter is divlded into six

'sections, the first of which contains a descrlptlon of the patients and

nurses who particlpated |n the study. The second section is comprlsed

-~ of reports of the relationshlps found to exlst between the patients'
~and nurses' ratings of patients' pain and distress, and of relatlonships
E between psychological and sociological variables. |n the third section,

_reliability and vaiidity testiﬁb of the instruments meaSuring pain and

" factor analyses of the Barrett Lennard Relationship Inventory, while the

..degree of reliability and valldity of the inventory used in a surgical

nursing area. is reported in the fifth sectlon Finally, the associatlon

between the patlents assessment of their pain and dlstress with their

'assessment of the interaction established between themselves and their

nurses Is discussed. . - ° co o - .

Table i explains the categorization of the variables used ln

thls study.

Description of the ParticlpatlngﬁPatients and Nurses

.a ‘" Thirty female adult. patients were interviewed, 15 of whom

Ahad had an eleetive cholecystectomy and l5 an abdominal hysterec-
vtOmy.' of these patients, 172 were between the ages of 20 and 29, 30%
between 30 and 39, 272 between ho and k9 and 272 were 50 years or older

- Asee Tablelz) Respondents were fairly well dlstributed among\the four |

[+ ¥

s;fagevcategories. However, with ethnlc groups, b7z of the respondents

'Al-"r‘ .

El
2
2
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" TABLE 1

CATEGORIZATION OF VARIABLES

Ly

) ,'Varlébie" , o
Category ~ Code . - Description .

. Scale

1 ‘ '  PRSP - Paln rating score by patiént”“
- PRSN _Pain rafihg_score by,ndfse,‘

~PRSO ‘Pain rating score by'qbserver -

- L

e

~'2 _ . DRSP. Dist}ess;ratiﬁ&'scoréiby\pa;ieht | vw
'DRSN . Distress’ rating score by nurse.

- /DRSQ . -Distress rating score by observer

T

3 sLRl*f. Barrett-Lennard Relalidnshlp’lhvgntqrx.

.
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TABLE 2
DISTRIBUTION OF PATIENT RESPONDENTS

BY AGE CATEGORY

| Relative - Adjusted = Cumulative
Age Absolute Frequency Frequency Frequency
Category Code  Frequency  (Percent) (Percent).  (Percent)

20t029 1 . 5 6.7 16,7 . 16.7

g

003 2 9 30.0 30,0 46.7
40 .to 49 3 8 267 : 26.7 1 73.3

Soandover k.8 267 26.7 100.0

toTAL .30 1000 100.1

My i o o oy o o -



werefron North Amerlcanrorlglns;'ﬁoz from-Northern European countrles,
7% American lndlans.and 7% Oriental (see Table 3).‘ Due to the disparity
of rgspondents in two cells, the varlable ""ethnic groups" was not used
ln the statistical analysls - o o . |

The'total number of reglstered nurses and reglstered-nurslng"
-assistants who*partlclpatedfln the study was 30. Ofbthls group. o
50% were between the ages of .20 and 29, 203 between 30 and 39, 20% -
between 40 and‘kSJand‘lOZ were 50 years or more (see Table h)

The largest proportlon of respondents fell In the youngest age

-group, .and there were only three respondents ln the 50 and over category‘ - -

Seventy percent of the respondents ‘were: marrled 233 slngle and only 7% -féﬁ,
divorced (see Table 5). Only one thlrd of the respondents ‘had chlldren o
(see‘Table 6). Cfearly, the large proportlon of respondents were young,

marrled women wlth no chlldren.' - )
- Of the total nurslng personnel sample, 402 were hospltal-

trained reglstered nurses 132 college-tralned reglstered nurses, 302
post-baslc baccalaureate reglstered nurses, and 172 were reglstered
“nurslng asslstants (see Table ;) In the dlstrlbutlon of years of
nursing- experlence, 432 of the respondents had less than two years

'tl experlence, 302 had three to flve years, 172 had: slx to lO years and

A lO% had more than lO years (see Table 8) : ‘ | A

| | ln summary, 703 of the nurse respondents had a hospltal'based {
tralnlng wlth or wlthout unlverslty oducatlon, and 732 had been ln |

_ prectlce for five yeers 0r less. ]j \

The proportlens of the ethnlc eomposltlon of the nurse

1

respondents was slmllar to that of the patlent respondents,»?Ot wer
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TABLE 3

R s A S i i i LA AR

. DISTRIBUTION OF PATIENT RESPONDENTS

e

Wam T

2w © GROUP CATEGORY

@

Ethnic! + ;. &M U~ «M¥ative ' Adjusted  Cumulative

- Group "~ - Abs¢fute -Frequency Frequency Frequency
Category " Code. Frequency " (Percent) . (Percent) (Percent) , :
. N ' ’ ) ' : i

a
L IR E s PO UN

\,
N

A — P,

o

N. American 1 . 1k K67 . . b7 . 6T s

N}'European'}'. 2'.: 2 S 40.0 - 40.0 - 86.7

.”TAmf,lndraﬁ’:

:

5:v0r1entél” T ; ’ 2”‘ »i " 6.7 6. 100.0 '

-
- TR H iy A et A Sttty e T . . ",
. S AN R e T P

CTOTALC .30 1001 1001




. n|srnlaur|on OF nunsz aasronosnrs

BY AGE CATEGORY

. Age

i Category .

Code

| Absolute‘

Relative '~
s Frequency -
Frequency - (Percent)

‘Adjusted ¢

Frequency.

-(Percent)

‘. .

requ S
‘(Pergen;)

20 to 29 .

BN

40 toh9 . .

. 50 and d§éf?m'” 

0 20.0°

- 50.0:

3 S a0 1.0

20,0

3;5°;ph:f;'




- j 4- TABLE 5.
olsmaunon OF uuns: nesponnmrrs
"BY NARITAL smvs cATesoav

”ﬂarltaf;
Status = -
Category = Code

.

". Frequency

) ‘Adjustéd
Frequency
(Percent)

Relative
Frequency
(Percent)

Ab;oiute

i

Cumhlitjie

Frequency
,(Pgrcant)

‘Single .. 2 .

" ‘Divarced _
@

y




S SR TABLE 6 _-\ R o o

DISTRIBUTION OF NURSE RESPONDENTS -

: BY CHILDREN CATEGORY . .
,; - T LRI T e s e i s e e e e e e en o A
-
¢ - » L h . ) v Ly :‘ - . /"3 v
R T 0 o ]
Relative - Adfusted Cumulative \

’Chi"‘ldre't. R L Absolute Frequency ‘-Frequer‘\‘cy_ - Frequency
Category = Code ~ Frequency : {Percent) - (Percent) . (Percent)

SR ‘- - , - N ° e -A '..- . ' '

Yes - 1 ©od0 . 333 0333 333

- .
e
LA .
v .
e .
v
b N
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. TABLE 7

)

DISTRIBUTION OF NURSE RESPONDENTS BY

. LEVEL.OF EDUCATION

- 6]

51

"Education

Nursing .

Category

AT

Relative
Frequency

H iéf@i;
o (Percent)

Code Frequency

Adjusted
' Frequency
(Percent)

Cumulative

. Frequency

(Percent)

. : Hospital R.N.

S

© " col

!

lege R.N.

40.0
13.3
30.0

16.7

| l b6.éi;:-

53.3

= 3% - 100.0

b o
h\ VT
LY .
Yoo
N -
‘e
af
1
i
| 2
t

et LA A MG v X ieF TR

n S R BB e i Tt

lanear

Satavrne

Sy

o

badia



i
TABLE 8
nls‘rklsuffON or NURSE RESPONDENTS
ot BYA(EM%*%F NuksLNc Expsmsncé‘\
Lengnh b'lr o .‘ Relative. Adjusted - Cumulative
: “Service - 4 . Absolute Frequency _ Frequency Frequency
- .Cafego;y Code _Frequency (Perqgnt)_ (Percent) (Percent)
4 B k ' e L
) \
1-2 R 13 43.3. 43.3 43.3 -
- - ‘ .
3-5 2 9 30.0 30.0 73.35
6-10 3 5 16.7 16.7 90.0
'More than 10 b 3 10.0 . 10.0 1.00.0
‘ : TR o -
&'; » ke “f. A\
A : . \
. . -\
| ¥ |
-+ TOTAL- - . YR30 - 100.0 100.0
] o P SR 4
w / i3

52
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o
no North American Indian nurses. Consequently, as the sample was not 4g;ﬁv
unif“ply distributed within the ¢ categories, ethnic group was not”‘ﬁ'{
R ST

included in the statistical analyses. S o ‘0%:1’(

Relatlonshlbs Between Pain, 6istress and'Demographlc Vg;gahleS'
The intercorrelations of PRSO aﬁﬂ DRSO, PRSN and DRéN, and
PRSP and’DRSP (see Table 1) are presented in Table 3. rRSN correlated.
slgnificantly with PRSO. This was to be expected as the ebserver was a

nurse herself, and presumably the nurse and nurse observer were using

similar methods in de%’rmlnlng ‘how much pain the patlent was experlenclng*'
—g

“In thls study, PRSP did not correlate slgnificantly with by
r.

A
N

) elther‘PRSN or PRSO. "‘In other words, the objectlve,assessments of

someone else's pain. dld not compare closely with the subjectlve assess-
-

'ment of the amount of paln the person was experiencing. This was not
_unexpected ln view of the subjective nature of péii as deflned earller
On the other hand DRSP DRSN and: DRSO correlated “slgnlflcantly.U Thus,

lt appears that the obJective ratings of the nurse angbbbserver of the

level of.dlstress the patlents ln paln were experlenclng are more

’

‘con5|stent than thelr ratlngs qf the sensory component of pain. - ’ .

Il

Significant correlations existed between the patients' pain

‘ratings and patients' distress ratings, between-the nurses' pain and

-

nurses' distress ratings, and between the'obserVers'.paln and distress

ratings.

’ lejerences in Pain MtlrLcores

As given lg Tables 10 and ll, analysls of Varlance on PRSP

-

revealed no slgnlflcant dlfferences among the four age groups and two
L g | SECERET . B

A~
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TABLE 9

~ PEARSON CORRELATION BETWEEN MAJOR VARIABLES |
.\ .. PATIENT, NURSE, OBSERVER RATINGS OF PAIN AND DISTRESS. '

.,."
¢ o ' a . - .
i L T
- - A

Nurse _ Patlent  Observer  Nurse  Patient - Ofswcver .
Palp = ‘Pain T Pain Distress Distress ‘Distress

3

N v
\ . .

Nurse T | ‘\ S SR Fd Tt
Pain 1000 o.241  o.82zk  o.k88x  0.267°  o.566 | Végna

Patient . ‘ , . ‘ L
Pain 0.241 1.000 = 0.059. .-¢ko81 9.2871ir_.-o.13q-

¢
]

Observer .~~~ .~ , B 2 S
“Paln  0.522%  0.059.  1.000 ' 0.629  0.32h 0.66kx

_ Distress 0.488% -0.081  -0.629 +  1.000  0.366x . 0.539*

Patfent’ e . S e T
Distress = 0,267 _  0.287%  0.32k  .0.365% 1,000 . 0.333%

Observer . .. B U
Distress ~0.500 . =-0.138. . 0.664% . 0.539*% .  0.333% 1.0000
'14' ) . . ! T “ . ;‘.{ '

4
v

xDenotes significance at‘fOS‘ievel§jvv S ey

o ; ' . el
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- ANALYSIS OF VARIANCE ON PATIENT PAIN USING PATIENT

C

... AGE AND TYPE OF SURGERY AS GROUP VARIABLES  _ '

) Sum of . -Mean _ Degrees of L j
Variable - Squares - Square - Freedom F Ratio Probabllity

P;tient Age .
Growps ©  0.2917  0.0972 . 3 0.7 0.9142
 Error - @ 1h.6750 0.564k 26 | |

~ Type of KR . | o
. “Surgery o L : R e

Grewps - - 0.8333.  0.8333 1 1,651 0.2094

T ol
o EProe’ . . Th.1333

0.5084 28

B
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ANALYSIS OF VARIANCE ON PATIENT DISTRESS USING PATIENT -

- AGE_AND TYPE OF SURGERY AS GROUP VARITABLES

Sum of Mean Degrees.of“

Varlabie ' . Squares Square  Fresdom

F Ratio-

Probability

<

' “5éflent Age - S o

Groups' 5.0945  1.6982 3

Error -~ 12,1055 '.4__ 0.4656 @
. T WD

'Typetof Sufgé;y » o _ _
Groups.:.:' B j0.5333' o b;5333 E v.,]'
" Efror “ff" i16.65§7 ' 0;5552:‘ »

o S 'f:
I ) IR 4

e PR

S,

| 'O;SSS

S
:? EY
‘,..
./

©10.3520

:*Denqtes'stéti;tiqélly}%ibnlﬁicqht at .05 level.

-+

SREY -
N



groups of'surgery. However, therelwas a slgnlflcant difference on ﬁﬁgr
among patients age groups. A Scheffé multiple comparison test $howed
that no two groups were significantly different. Consequently, on
‘comparing the heans-of the four groups, the greatest'mean (2.222) Qas
found to exist in grobp two, ageb30-39 (seelTable 12). Analysls of
multl-varlance-on DRSP among two types of surgery, uslng age as an
ln%;pendent varlable, showed that no two types were slgnlflcantly
dlfferent although there was a trend in patients havlng cholecystec-

.Qv

tomles ln ehe age group 30- 39 Years towards experlenclng more distress
than the other three age grouﬁ%*(see Table’ l3l : -
The results of Anova on PRSN revealed no slgnlflcant dlffer-
ences amonpjnurses demograph ;varlables (see Table 14). However;
hﬂ&n:the dlfferent levels o urslng educatton were nsed for Anova of

PRSN, nurses‘with a'post-baslc baCcalaureate degree infer that patients

are experrencang more. distress from their pain- than nurses with the

’v other levels of education (see Tables 15 and - l6) »ln a larger sample,:

this result might be significant..

“

| '- Yo The dlstrlbutlon of ratings of patlents"paln and dlstress as
' )B A .

recorded by nurses, patlents and: observer are displayed ln Tables 17-22.

The nurse and- patient groups are falrly slmllar ln dlstrlbutlon 50%

saylng that ‘the patlents had no pain, and 37- 473 saylng the patlents '

hadsa Jlttle pain. The observer s paln ratlngs dlffered however, ln’_. "

o whlch 302 were deslgnated as "she has no paln," h72 as “she has a llttle.

paln," 202 as "she has qulte a lot of paln," and 32, based on one case,
as “she has a. very bad paln." ln Tables 20-22 the dlst;ibutlons of

the.dlstress ratlngs are presented.' The patlentS'and observer rated_

T

e A i e Tl

Rt T
EORNGY
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TABLE 12

M COMPARISON OF MEANS OF PATIENT DISTRESS AND PATIENT AGE

PUEIERN
B T . o G e B U S G B
P . . .

, . : : . " Standard ) . ? {"';}
. Group ° = Frequency =  Mean ngla{iBn - o '

2029 5 1.200  0.b47
30-39 -, o o9l 2222 . o.972

-k 8 1375, 0518 - 3

50 and_o?er ) 8 4 1.375' | b-glg}'

A
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R o TABLE 13

ANALYS!S OF VARIANCE ON PATIENT DISTRESS USING PATIENT .

"7 AGE AND. TYPE OF SURGERY AS GROUP VARIABLES - - = -

_ o “Sum of - Mean Degrees of . '
~ Variable . - Squares Square = Freedom  F Ratio  Probability

«

R -
: N . .

-

[

" Type of Surgery ',u__ o o . - .
CGrowps  5.3333  5.3333 1 6538 0.325%
Error  8.6667  0.8667 10 - |

%Ii;? ,V:_. - | ; " - TR “:Z | . | .[‘.; ;‘!

L o . Standard
Mé&n - Variance ©~ DPeviation

" Cholecyst-  2.6667 . 1.ke67 © nai -
o ectomy S TR :
Hyster- . 1.3333 0.2667 . 0.516h .

- ectomy o A ,

’

. . r -
w o , . . R RS Vg

L hy

" #Denotes statistically significant at .05 Tevel: -

T 2 B C

44
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UWLEIA
ANALYS 1S OF VARIANCE ON NURSE PAIN RATING USING

DEMOGRAPHIC VARIABLES AS GROUP VARIABLES o r

. o' Sum of .‘f Mean  Degrees of . ‘. - :
Variable . Squares  -Square Freedom F Ratio . Probability

£
-

" Type of;qugér; : T s _ .
Groups ~ 0.3000 0.14k00 1 ‘o 1.000
Error - 9.h667 .0.3381 28 - o

Age of.Ndrée f‘i - i.- ‘ / | S L
- Groups ~ 0.9000 - 0.3000 - /37 0.911  0.kh95 A
Error . S 8.5667  0.3295 27, Y

‘Nurse Mafitdlrb e e R

Status. T R o o B 2
Groups- . 0.3000-  0.1500 - 2° . -o.uhz2’ - 0.6h7h
~ Error .. 9.1667 0.3395 27 . . Do

CNurse Children ' [

 Groups . . 0.2667E o0.2667 1 0812 10.3753
~ Error L. 4. 9.20000 . 0,3284vi 28 R
gV’Nh?singASq;yjccsA': S .‘j L R S

 Groups © . . V.7367 . 0.5789 3 — 1.947 < 0.1468 .

Error. 7;7299 “0.2973 28

B Nursing Educatlon : -A‘A j‘ | R

'~ Groups 'J*-“A : ;A,o 7778 . 2593 . 3. 0.776  0.5181

CEreor T 86889 PN

e

‘Groups . (0;7917 f»;u,o;2539v_ | j:3,jj:g,0,791*‘1“_9,5100,‘fﬁL}’*

| A-_Er‘rgr Y %86750 ;o 00333700 -2 ot

s
-




TABLE 15 o o

ANALYS1S: OF VARIANCE ON NURSE DISTRESS USING
" DEMOGRAPHIC VARIABLES AS GROUP VARIABLES ~

L LUV I OV

P

S | Sum of . Mean . Degrees of ;j :
~+ Variable . Squarés .  Square  freedom F#Ratio Probability
. Tyge of,'S_urgérY T - - , _ " e
. Groups© . ' 0.3000  0.3000 * I
- Ervor. e . .

5 i b S R 32 o

.
%
o~

B s L L e i

‘qu of Nurse. Q S .
- Groups . 0.k000 . 0.1
- Error o - 18.5667. .- 0.7

" Nurse Mar al SR | T
Status %} o S g L | s s .
Groups R N 6572 0. 3286' L0 20 o 0.485 C 0.6212
Errcr L ;jg._ - ‘18230954‘M' 0. 6781 ho27 L e

‘Nurse Chlldren i S R e
Groups |+ . 0.0167 00,0167 1 0.025 ' 0.8764
_ Error S 18,9500 0.6768 .28 T 5
o Nursing Service-_"‘_ B ._ . f SRS R AR
Groups -, . 1.8077. -0.6026. .3 ' 0.913  0.4483
Error \ 17.1590°  ~ -0.6600° - 26 I

- Nursin’g. Edué‘:‘a'f,l:éﬁ' L T
Groups S k.00 1,3667 . 3 '2.390  0.0917
e R LN D

| ﬁroups ff ﬁrgi., ;°'l{751726*f o. 597254:‘ 3 .0,90k  0.4525
- Error e ‘7"750 ° 6606:"' S R o

< e e L. L -
o T A A, D o i o T vy
e sl . A 1 16
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| COMPARISON -OF HEANS. ON nuass DISTRESS‘QATING USING N
ST NURSE LEVEL or EDUCATiGN As ruosvsnosur VAnlAaLsmmﬁ,_;;;;nusu;;wllM;_

by . o ~

. o R SR -7 standard
-~ Group. .+ Frequency - - Mean. Deviation .

. Hospltal . R R
RN iz T etene 047930

Sy

Cotiega e n T R e g
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nus{minun ON- OF NURSE RESPONDENTS ON PAIN RATING

- . - -a

ST ReYative
R T 'Absolute  ° Frequency.
No. - Ry : " Pain Rating s ’ Frequency - (Percent) E

=7
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DISTRIBUTION OF OBSERVER RESPONDE\Q]’S ON PAIN RAT’ING
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2 She has a llttle paln
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4 She has L3 vé‘ry‘bad paln 7
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T msrmunou OF NURSE asspouoeurs oN msm—:ss nm)m
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Absolute
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Fr uenc
( Pe rcen t{

fe;ls fine

feels s little upset

R

. She s falrly \xpset and
worried ot -

ST She is _very 'distrassed and
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DISTRIBUTION OF PATIENT RESPONDENTS ON DISTRESS RATING il
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e e

N‘\,_,}' ‘ - ) N E : ’ ’. - latlvg ‘q
_ Code S I , : ‘ Absolute squéncy -

No. , <., Distress Rating . Frequency" ‘(Percent) -

1 ' | feel fine . B — e 16 : 53.3,
2 ") feel @ 1ittle upset GRS | RS | 3% 3

3 oo feel fairly upset .ahd’ , B ‘ ,
- worrlgd " C s 20 6.7

. , R S
4 - . | feel very~gistressed and,. =~ -

g T .worri o ‘P, B » R
‘d&‘ . Ored,‘ ¢, “ L . : . ‘k' lh o,
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\‘ ; ,,_She f“'s ﬂ“" \ o 12 \ . « . 40.0 .

- R ;-.»She*'feeIS\a Httle upset
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the/ dtgreeoof di&tr&’” experlenced by patlents in"a slm“ar pattern,
bu@:ﬂn*ﬁursesw .
secp'rables zo-zz) T

e patient as less upset than the other two |

if

i The results of multl-varlance analyses on th’&“‘dependent
var'l‘ables P%nd DRSN and uslng the Indépendent varlables !’RSO and. Sy

DRSO ‘are dlsplayed In Tables 23- 2104"}~The dtstress ratings'of the , ‘/

obserVer nurse areﬁa“:lstlcally stgnlflcant "’p &.‘.027) »ﬁ‘qwh in &l@t@n R

w ' . {'v
' xt&‘nurses' 'pain»?ating and ﬁgrses' distress ratJn&u;

. J,‘b Cs ', o 1, .‘ - l:
s paln rat‘lngs are also statlst‘lcally stgnlflcant (see.‘ %ﬁ both in AT

.‘.‘; : ar.el.atlon to nurses' paln rating and ‘nurs di‘stress,;r),'
CL o o Q{ *

; o . rAnaLyses of: mu1ti-—varlance on tiwe de'%aendent varlables PRSN

e

. v . . '.% CA 4 oo - - ,;_ . ) ,." : ‘
-}ggand DRn$N' u_s.lng ‘,the ,lndege‘ndent varlablggi ;se demographic varlﬂleé / »o
V o K - . . . ‘ . . ‘. , .. ) ,

L a]pha'.OS level., while nurslngwnducatlon dld not show signiflcque, a‘ .

"

la%er sample might have made a difference in thls respect Nurses

vwho Fhad been nursinb for 10 years or rpore rated patlents -,as belng most

_;7

| -,Udistre“ssed (see Table 25) A '_* ; / .
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« ol ’ 23
® ! D '\.‘ /‘ ' oh“’
. R é l‘-l\"} RS o
- S Y |
) s s, .
. : @ @ ' T ’ . ' ..'.‘";v " . hA . oo
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o T 'TABLE 25

MULTIVARIAJ'E ANALYSIS OF VARIANCE OF . NURSE PAIN AND NURSE DISTRESS

N

USIN# NURSE DEMOGRAPHIC VARIABLES AS INDEPENDENT VARIABLES .

N - ~ e

v Varlable. Type of - - Ghole- Hyster- . ] - ' .
Surge ry cystectomy . ectomy ) .
in 15333 e W
stress . BT 8667,, 4 9,6667 : R
’ : . ' &» é’ Q"&”‘ B e . "“ S :
. r '
L Variable. Age A go - 29 30 3% T ks so and Over R.g

SRR — Y ke e
PaIn o e I,.5333.. . 833‘3 'I> 3333 1. 3333

‘Distress . 1.8667  2.0000 1667 - 2.0000  , U -
'. ' “ . A LA “:‘_, . i R f. g . _’-: - v' - : i R o

- Variable: Maritsl - -Married Single - Divorced
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" V"v‘x"’

*.‘
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o Thermometer, and 33'65 for the Dlstress Scale (see Table 27).

4

o The ratings’ of t?e nurses assegsment of the patlents pain

and dlstress were compared wiﬁ\ those of thf observer. Although the

:t“ﬁ‘

3 obst@er was uslng the Chambers-Prlce Pain lndex. she was maklng an

paln and dlstress, as were the )

SPIN ¢ S S

objective assessment@ of the patients
]

nurSesu ~Tﬁe reliabﬂ ity between the ndrses end observer‘ was .522 for .

B ‘“ N V, ﬁ . *' N 5 q.,L‘ . . - . . :
P_@In, al‘:d 533 for dlstress (see Table 28) g R ',« |
.g, . .J ‘4 . - s R . | ‘ “ ,
jL@i*@x o* P£|n Measu’ring lnStruments e e i

. ﬁ; ‘- ‘rr‘ . :
As men ioned above, face and cqntent valldfty of the three e B )
2

4 o i "y E g

“pain measuring instruménts were ASSessed by a group of c'“nlcal nurse
’) .

Sub_ject*’to suggeStnons for clarificatlon, several changes
Q)

s e

experts
The’ Wbrding of the Johnson D.Jstress Scale .

RS PR

_ were made to the three tools,
PY .
was altered ,on the necpmendation ofu. the panels who ie.l,t that th&mOrd ‘ ;

» ai"distress” was not used in the colloqulal situatlon. The investfgetor

substituted the words "upset" and “worried" in ordqr to clarlfy the

A7

.mean.ing. ‘The Chambers Price Paln Index was used In' its origlnal state. o

B Concurrent valldity of the th'ree Instruments was measured\ : :
; v ér‘ -

using Pearson product-moment correlatlon (see Table 29) The Paln S L;

s Thermometer used by the patient was compared wlth two hdependent measures

e S R R s i ek

D i

of the{s,ame pain at, the same polnt In time, ln other' words by, the
.nurse and the observer. Concurrent validity has been"/deflned as the ) .

degree of conslstency of a test wlth regerd to'a crlterion measure N . .
The results of the. correlatlons ere shown o 4‘

(Cronbach s Meehl [355)

Mo of Tese

v‘f the patlent 09_9
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-i;thls pllot study, 30 nurses and 30 patlents' anwered the questiebs ln}\; . L ;

The coefflclent of the concurrent valldlty between the

pat_iegt dlstress ratlng and the nurse. di stress reting wa; -365. ind~-— e

patlent dlstress end observer distress was . 333, both of whlch ere

statlstlcally slgnlflcant (see Table 29) ]' : o S

“ -

. . . [
. S . . . .

Nurse-Patlent ReletiOnshlp Inyéi’tcTFy“

.\.

As previously dlscussed ln thapter H the 8LRI ls mposedv 3

of 64 ltems of wh!ch I6 ltems make up each of the four fectorsk.

RIS ,‘l

'ralsed as. to whether lt was accurate to comb!ne_the-si:ores oF‘
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i ‘ . ' P _.,'Q‘A‘ .‘i‘&(h- ) g »' u'..' “ B ’ >
Regard’, nine ln "Ernpathy", four ln "Uncondltlonal Regard" ‘and elght o
A._,,Jn "Congmence" (secJable 31)4 _Enctnr analysls was.. then appllad to_...,...;._ «

" the wt‘!ents' ratlngs of- these 28 Ttems. amd then to the nurses' ratings.

il

'The most lnterﬁetable solutlona were four f’actor, whlch explalked _
approﬂmately 52! of the var*c (see Table 32) e |  ~‘
i Factor Anallsls of ~Hgor _ﬂ;lables ln Potlenus' o |
W | Regpgnsas.ﬁn 5 " of Mtqttonshlp lnvegtogx ; . |
ié' «F:actoé"h umm& ST SN R ‘v‘ T
‘ The flrst factor exblalncd 213 of the variancek and re,l#ted C :
pri _ ‘ y to the outwiird relationshlp of :he nurse as’ percelved by the Z Lw
pa The f!rst m Iteas all wfth hlgh Ioadsings on Factor I we;-e . ’ _::

. “;;éncemcd v%th“th;uu and unﬂ:'sl”,:_'.dfhg that the nurse brou_ght ’Into ” )
the relatlonsl:lp las pukcet By the,patlcnt.» These Tee;s dld not , | o
eorrelate yn_l bb_hrregml.enmr«f's cat{igor‘zlt,lor: of factors (see Tabt/\—;f . ;7

{,ﬁ_ 32), but uérc sfmllar to fingnngs apde by Ualker anf! Little (l"969)

, .

J

E’- ’mtor z~'-' Level of g







TABLE 32
DIMENS IONS OF RELATIONSHIP INVENTORY,
. PATIENT RATING: VARIMAX ROTATION ORTHOGONAL SOLUTION

ltem Variable . , Factors
No. - Description Commonalities -1 2 3 “h
12 | feel that she is
real and genuine -
with me (congruence) .766 .8375 .2328 .0715 .0751

4  She is.comfértable and
- at ease Iin our rela-
tionship (congruence) .734 .8325 -.1061 ~-.0124 L1724

34 She usually understands .

the whole of what |

mean (empgthy) .827 <8317  .344) L0106  .1327
19 She wants me to be a

particular kind of .

person (unconditional) .506 .6291 L1821 -.0230 -.2771

37 She is friendly and

warm with me (level ’
of regard) .392 .6233 .0493 .0302 .0257

30 She realizes what |
- mean even when | have
difficulty saying it .
(empathy) .492 .5810 -.2046 .3350 .0176

] She respects me as
a person (level of

‘ regard) -374 .5356 .1683  .2420  .0160
I3 | ?eel appreciafed |

by her (level o ' ‘ ,

regard) ’ .309 .5320 .0478 -.0719 .1391

wants to under- .

thin empathy) .290 .5295 -.0958 .0090 .0330

10 She nearly always

knows exactly what |
mean (empathy) ~ 407 .5170 =-.2255 .1618 -.2506




TABLE 33

DIMENSIONS OF RELATIONSHIP INVENTORY,
Y
PATIENT RATING: VARIMAX ROTATION ORTHOGONAL SOLUTION

| tem
No.

Variable
Description

Commonalities

]

Factors

2

3

24

23

33

58

17

16

38

22

She wants me to think
that she likes me or
understands me more
than she really does
(congruence)

| feel that she dis-
approves of me
(tevel of regagrd)

She just tolekates me

(1evel of regard)

Her response to me is .

usually so fixed and
automatic that | don't
really get through to
her (unconditional)

She is indifferent to
me (level of regard)

It makes her uneasy
when | ask her to

talk about certain
things (congruence)

She just takes no
notice of some-things
that | think or feel
(empathy)

Her own attitudes to-
ward some of the things
| do or say prevent her
from understanding me
(empathy)

| feel that she puts on
a role or front with
me (congruence)

.686

.736

.49k

475

.645

462

.308

436

.393

.0648

.1049

.3466

0669

L1348

.2277

.0398

.0908

.2181

.8028

.0659

4769

L2447

-.0296'

<3372

.2889

.0779

.2356

L1146

.6583

.5905

.5815

.0861

-.0605

175

.2029

1253

.1802

.2254

.2026

/79
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phraséd in a negative format, and the patients rated the nurses low ‘in-

these behaviours. Each one of these items which loaded high as ~:c

factor came from each of the four Barrett-Lennard categories <ee

Table 33).

Factor 4: Openness

Factor 4 explained 9% of the variance in response to the 28»
items, aad included high loadings for the openness or readiness to
understand. Barrett-lLennard calls these items empathy and congruence.
The- items were phrased inya negative format in the quéstionnaire and

wre I ted as very low by the patients (see Table 33).

Factor Analysis of Major Variables in Nurses'

Responses on 28 ltems of the Relationship Inventory

Factor 1: Non-evaluative Acceptance

The first factor explained 21% of the variance, and related
primarily té the nurses' feelings towards the patien;; that she felt
genuine and sincere in her interest for them, and her regardAfor them
55 pec.le. The first six items that load highly on Factor 1 differ

from those that showed up loading high on any of the factors in the

factor analysis of patients' scores (see Table 34).
7

Factor 2: Response

The second factor explained 12% of the total variance. The
three items that foéded highfy:on this factor relate to the nurses'
response to the patient. The three items are phrased fn negati&e
terminology. Fwo!of thege’ftqms arg‘classified as ‘''congruence'', and

one as .''empathy by_Barretthennafd (see Table 34).

~ TN
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‘ TABLE. 34
DIMLNS IONS OF RELATIONSHIP INVENTORY,

. NURSE RATING: VARIMAX ROTATION ORTHOGONAL SOLUTION

| tem
No.

Variable . ) Factors
Description . Commonalities 1 2 3

3

12

33

22

36

38

16

32

LY

| feel that | am gen-
uinely myself with

. (congruence) 1.000 .8450 .1075 -.0177

| put up with .
(1evel of regard) .562 .6725 -.2216 -.1899

The Interest | feel in
depends on the
things she says or dves.

(uthhditlonallty) .562 .6261 -.3200 .2687 .

What says or doe;

arouses feelings in me

that prevent me from

understanding her - i .

(empathy)’ .609 .6017. .5761 L1748
. ] .

i am able to be sincere

and direct in whatever

. | express with .

(congruence) .598 .5398 -.0085 :0&56

| ignore some of , ,
feelings. (empathy) .538 .5033 .1984  .0470

I understand 's
words but do not know how

she actually feels. .-
(empathy) A 422 .0025 .7092 ~-.0706

1t bothers me when
tries to ask or talk

about certain things. :
(congruence) .850 .1500 .6262 .0862

Sometimes | am not at
all comfortable with
but we go on, out-
wardly ignoring it. T ,
(congruence) .850 C.2281 L5744 L1152

-.2429

. 0547

.1632

-.2068

.5126

-.0045

=.1915

.0667

A7
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i

TABLE 34 (Continued)
| tem Variable " Factors :
No. Descriptlon Commonalities ] 2 3 4
1 | respect as a
person. (level of
'regard) .693 .2078 -.2389 .7335 .0694
57 | truly am interested
‘In . (level of . .
rggardi .539 -.0428 -.0368 .6852  .1694
4 | feel at ease with
. (congruence) . .636 J4h22 2433 .6560  .0499
. .
13 | appreciate as
. a person. (level of
regard) .639 .3744 -.0867 .6060  .5087
" 37 | feel friendly and
warm toward .
(1evel of regard) .658 .4754  .3580  .5277  .320h4
241 would'rqally prefer
to think that I
like or understand
her even when | don't. : :
(congruence) .480 -.0960 .3764 .1298  .7551
30 | can tell what °
' means, even when she
has‘difficulty saying 8
it;r(empathy) 496 -.0516 .0605 .1099 .5929

82



Factor 3: Level of Regard

The fhlrd factor explained 10§ of the variance In responses..
Four of the items that loaded high had beeﬁ classifled by Barrett-
Lennafd as ”LeQel of Regard''. The fifth Item 'l feel at ease with
Jis classlfiadvas “Conggbenee", ﬁut in fact l§ slnﬂﬁar in

‘connotation to "'l feel friendly and warm towards _._." (see Table 34).

-

Factor 4: Understanding

Factor 4 explained 9% of the variance In responses to the ;8\
~ items, and included two Items thét loaded highly. The first Item "I
would prefer __ to think that | like or understaéd‘her evennwhen |
don't." was rated negatively by the nurses. Thls Item and Item 30

appeared to relate to the understanding and feelings ﬁurses held

towards the patient (see Table 34). T .\‘ &

Reliability of the Relationship InventoZ*

in this study, a split-half reliability was established for

the_four factors as described by Barrett?Lennard. The coefficients
were subséguently revised using the Spearman-Brown fo}mula, and the
correlation coefficlents obtained for the'fgur items are dIsplayed in
Table 35. These results may be regarded as a moderately high }evel of

reliabitity for the Relationship Inventory.
Y

A ; v

Validity of the Relationship Inventory

Content Validity
As previously distussed in Chapter (1|, patients and nurses
. were asked:to validate the content of fhe Relationship Inventory on its

approprlateness for use in the acute surgical-setting, All items that
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TABLE 35

[S

. PEARSON PRODUCT-MOMENT CORRELATION BETWEEN

SPLIT-HALVES OF RELATIONSHIP INVENTORY (PATIENT RATING)

Level of Unconditional
Regard Empathy Regard Congruence

Level of
Regard .7095

Empathy .5364

Unconditional
Regard : ‘ .5500

Congruence . : , .5360

Spearman-Brown

Level of Regard .8300 : ' p
Empathy 6983
Unconditional Regard  .7096

Congruence .6979
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were regarded by three or more of the valldators as inappropriate or -

unclear, were discarded (see Table 31). Out of the original 64 Items,

. 28 were retained.

"Construct Yalidity

. Factor analysis was used as a desc¢riptive technique in order
to identify the extent to which factors in this study would match the
major attributes postulated by Barrett-Lennard (1969). The assumption

behind this analysis was that items in the questionnaire would show up

in factor solutions in the four categories described by Barrett-Lennard.

In 6rder to carry out this factor analysis, the four groups, each made
up of 16 items, were analyzed separately. Thewresults from this
analysis were not interpretable; and did not show empirical evidence of
construct validity. An overall factor analysis was also indicative
that there 1s no validity for the major variables in this study as they

did not separate out into cleag&pé identifiable factors.

The Relationship o’ Patients' Pain and

: /]
Distress and Perceived Relationship of the Nurse

In order to determine the assoclation of certain variables on
the patient's perception of painy a step-wise multiple regression
analysis was carried out in whicﬁ the patient's pain score was treated
as the dependent variable, and the factors "Congruence, Empathy,
'Uncoéditlonal Regard and Level of Regard' and the age group 30-39 years
were treated as independent variables.

The best predictor of patients' pain was ''Level of Regard"

followed by ''Congruence,' both as negative coefficients. In other
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words, when the patient perceived the nurse's level of regard” and
congruence as hlgh,‘she perceived her pain as low. The other three
independent variables contributed little to the total variance (see

Table 36).

Multiple Regression Analysis on Patients' Distress

Step-wise multiple regression analysis was carried out féﬁ the
dependent variable, DRSP, and accounted for only 9% of the variance
(see Table 37). In this analysis, it was age that explained the major
.portion'of the variance (apprﬁ?Tmateiy 5%). The four Relationship
inventory factors influenced the patient's distress score negatively.
In other words, there was an inverse relationship between patients'
distress and the Relationship Inventory factors.

The patient age grbup of 30-39 years was the best pfedictor
of patients' distress, as had been noted previously in analysis of

variance.

Correlation Between the Relationship Inventory

Facto}s and Patients' Perception of Pain and Distress

Tests for correlation between the Relationship Inventory
factors and PRSP revealed a statistically slgnificant.negative correla-
tion between 'Congruence' and PRSP (see Table 38). The remaining three
factors did not carrelate significantly, but there was a directional
trend between them and PRSP (see Table 38).

However, correlations between the four Relationship Inventory
factors and DRSP were all statistically significant, and all correlated

negatively (see Tabie 38). In other words, as the patient's perception



TABLE 36

MULTIPLE REGRESSION ANALYSIS ON PATIENT PAIN*

Order of | Variable Regression 2
Entry Description Coefficient - R
] ‘ Congruence -.3298 . 1843
(~2, Uncbndlzlonal Regard ‘.2113 : .2080
3 4‘ Level of Regard -.4266 | -2377
4 Empathy | 1477 .2440
5 | * Age 30 - 39 ' -.1750 .2676

*Dependent Variable = Total Patient Pain Score
Independent Variables = Total Level of Regard, Empathy, Unconditional .
Regard and Congruence Scores, as well as

Patient Age, 30 - 39 years



| ‘> )\/V B ,_,":'_4?_.:\\%1:‘:\5_'_%:/‘
TABLE 37 ) ,_,, - : \

® o g Ry e 7
AT - Xpder
MULTIPLE REGRESSION ANALYSIS ON PATl{yT DlSTRfSﬁQ‘f& .
. - e A
7 — NN . - CA R
N e ) ,
Order of Variable Regression ‘ 2\
Entry Description Coefficient R
1. Level of Regard ~ -.1108 137
2 Unconditional Regard -. 1435 L1624
h Y
3 Empathy , 1127 .1837
4 Congruence -.0942 .1885
5 Age 30 - 39 : 4350 .3339

)

*Dependent Variable = Total Patient Distress Score

Independent Variables = Total Level of_Regard. Empathy, Uhcondit‘;;i1_
Regard and Congruence Scores, as well as

Patient Age; 30 -39 years
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of dlstress‘Jncreased; the level 6¥'helplng relationship perceived by

- ) \ \

A

~ the patient decreased.

Canonical Correlation Between P;}ients' Pain and

-

” Distress and the Relatiohshlp InventoryJFactors

Canonical correlations were computed on the data in order to
do slmﬁltaqeous ﬁreatmeqt on more tggn one dependent variable. The test
is able to perform many pairs of iinear relationships In order to account
for'a maximum amount of the relationship between two sets of variables.

In this study, the maximum correlation between the two sets of
variables, I.e. the two dependent vaflables, PRSP and DRSP, and the four
independent variables, level of regard, empathy, ‘'unconditional regard
and Eéngruence, was .5,-which was not statistically significant at
alpha .05 level (see Table 39). The correlations between the variables
are displéyed IanabIe 38. The dependent variables PRSP and DRSP have a
low correlation coefficient with the four Independenf variables. In a

s ~

study conducted by Logan (1980), 71 nurses and patients formed the

2

_ sample; the correlations obtai%@@ are displayed in Appendix G. Qn
comparing these results wiih the resultg.of the author's ;tuay displayed
in Tabl§ 38, there apbears to be a sinﬁJar trend, ;lthough Logan's are
more robus:? The éactor ﬁ?ncqnditlonal Regard" corrélates weakly in
thfs‘study; (-.32, .50, .38) and in Logan's study, (.58, .53, .63).

In concluding thIs;chapter, the results of this study sh&w .

some interesting differqnces among several of. the variables.
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TABLE 39
~ CANONICAL ‘CORRELATION ANALYSIS OF SENSORY AND REACTIVE
‘ e »ﬁ%COﬂbONENTS OF PAIN WITH RELATIONSH4P INVENTORY
. : Canonical  Wilks' Chi-’ Degrees of  Signi-.
Number Eigenvalue Correlation Lambda Square Freedom ficance
. '\\
\"‘”l
: : ' !
1. - .77 5267 - L6431 11.2586 8 J .187 L
y R T : €2
‘2 .3317 . .8900 2.9725 3 .396
;‘_ ! B ' A ' ‘
‘ ) - B _.; v . "»,',"_.' W ) ‘
VGOEFF!ClENTS FOR CANONiCAL VARIABLES OF SECOND SET
o CANVAR 1 ® .
. . AT
Lével of "ﬁegérq a;;:.782'flf
Empathy '+ .3826
" Uncongf tional Regard ..‘;5,1621;
R B -
Congruence v A -15613 - e
: e e

T \ /

: e : P
. E . i, R \\

' - e 4 :
COEFF_;f‘CIENTS'F) FOR CANONICAL VARIABLES OF FIRST SET

EES *?\2 o K4 T

v
5 CANVAR 1
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CHAPTER Vv

SUMMARY AND CONCLUSIONS

In this study, the investigator examined a number of con-

L 4

structsvwglch have been identified as influencing an important area of
nurging practice, the management of patients' pain. The particular
focus was the identification of the effect the interaction between the
nurse and patient had én the patient's perception of pain. Spécifical]y,
four dimensions of the relationship as,described by Barrett-Lennard

i « 4
(1969) were measured usin§ the BLRI.® Problems were encountered in
.administration of this Instrument for two reasons: (1) post-operative
patients found that the 6h.itenﬂk in the questionnaire were tiring for
them é;v;};wer; and (2) the patisats often did not know the identity of
the glrse caring for them at the time thgy were being quesfioned. The '
two dimensions of the pain experii. e, sensory and reactive, were
measured by the Hayward Pain Thermometer and Johnson Distress Scale.
Of interest in this study Qas whether patients' ratings 6f their own
paiﬁ and distress correlated with the ratings made by the nurses. Very
litt\e difficulfy was encountered by the respondents in completing the
Héywar ‘and Johnson instruments. Howeve?y\eégjéhback was enc0unteréd in
the Likert Scale of thé bain ;Hermometer and distress rating séale. If
there had_Peen finer grada;lons'on the scale, more subtle difference§
between patients mighf have bqu detected. A serious flaw in the»
distress rating scale lay ‘in the choice of words used in‘the instrument.
Originally, Johnson et al., (1975) used the word '"distress® {n each of

¢

the five categories. “Yhe author altered this word on the advice of a

H



content validation committee, who felt that a more colloquial word such as
"upset! would be ﬁoré appropriate. The author added the words ''distress'
and '"worried" on three occasions, and allowed ''upset' to stand alone in
the remaining two statements. This error might be a legitimate criticism
of the internal validity of the instrument.

From the analyses of the data, some interesting results emerged.
Nurses' ratings of the amount of sensory pain the patients were experienc-
ing did not correlate with the patients' ratings. However, there was a
statistically significant correlation between the ratings of the,
patients' distress made by‘the nurses and that made by pat?ents. In
other words, nurses in this study were able to assess the distress
experienced by patients in éain more accurate!y than they assessed the
sensory dimension of the pain. Nurses with a post-basic baccalaureate
degree assessed patients as experiencing more distress than did nurses
with a hospital or college diploma, or.nursing assistants. Nurses who
had lb years or more experience assessed fhe distress patienfs were
experiencing to be greater than did nurses who had'had less experience.
The latter result is contrary to previous studies in which it has been
found that there is a negative correla(jon between length of nursing
expérience and empathy (Forsyth, 1979). Also, in relation to the rating
of distress, It was found that patients agig:gztween 30 and 39 years,
following a cholecystectomy, experienced more distress than other age
groups who underwent the same.procedure. The researcher -observed that
'patients who had had a cholecystectomy preferred to remain in bed and

appeared to be in some discomfort compared to the gynaecological patients

who were out of bed, more mobile, and wearing their own night clothes.
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0f the four dimensions of a relationship, level of regard,
empathy, congruence and unconditional regard, only congruence-was
found to correlate significantly and negatively with patients' ratings
of pain. When patients regardbd their nurses as‘highly congruent, they
perceived their pain.to be less. However, all four factors of the
relationship inventory correlated significant1y with pgtlents' ratings
of their distress. .

Factor analysis was applied tolthe 28 items judged by a team
~of validators as appropriate to the surgical sétting. The first factor
télemerge consisted of }tems from the fnventory indicating that patients
found nurses who were friendly, warm and at ease in a relationship, as
most helpful. Factor analysis \n this study did not support preQious

4

.findings reportedﬂby Barrett-Lennard (1969). This may have been due to

the small sample size, or because patients in the acute suygical nursing

situation have and/or require a different type of jnteractibn with

nurses than a patient with psychological probliems.

Discussion

Further research is indicated in thé area &f nurse-patient

interactions. Nursing behaviours that patients find Ipful and accep-

table should be identified, and an inventory for use in the acute

surgical setting should be developed. As one patfent remarked to the

Pl

ihterviewer, "'vyesterday | wanted my nurse to be a mother-figure, soft
and comforting. Today, | feel better, and | want my nurse as a friend.'"
The practicing nurse needs to be aware of the changing requirements of

the patient and tg’adapt her responses accordingly.

-



lmpliéations of this study for nurs[ng administration relate
to methodimof assignfng;patlents to ﬁu};es. Staffing patterns, patient
classification and variable shifts have increased the compiexlty of“the‘
précess of assigning nurses to patients. The work-load allocated to
each nurse is generally heavy which has a direct effect on the amount of
time the nurse spends with each patieng. Many patients recognized
thelir nurse b; a description of her appearance rather than by her name.
The implication of this observation is that the development of a con;
structive relationship between patient and nurse is di?ficult, if not
impossible, to achieve. The sc;res in the Relationship Inventory could
well be the ratings of patients' general assessment of nurses as helpers.

\without doubt, there are difficulties in assignihg a patient

to the same nurse on copsecutiVe days. But it appeared that little

effort was made to attempt this, even when possible. The question is

raised, if nurses had a.choice, would they prefer to care for the same *

patient on consecutive days, or would they prefefra different,éssignment,
each day, and thus avbid becoming tob involved with any one patient?
The results of this study will be discusséd in term§ of

vfmplications for nursing education: Further research inv”the helping
relationship" is indicated. Are students in nursing schools being mis-
informed about the requirements for an aéceptabie, supportive relation-
ship with patients in a variety of health care settings? Do patients in
acute care settings require a suppértive relationship based on Rogers'
(1961) theory?: With regard to assessing patients in pain, do practicing

nurses base their assessment on theory, observing patients' vocal, verbal,

skeletal and sympathetic responses to pain, or is it based on a pre-
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concelved idea of how much pain the patient ought to be experiencing?

.
Recommendations

1. Further work Is required to strengthen a pain measurement

tool and dévelopment of ii\instrument to measure the "

interaction between the nurse-and the patient in the acute.

surgical area. Repiication of this study with a larger
sample might produce results more meaningful and generallza;
tion to the population wogla be possible.

2. It Is recommended that methods of work Aa'lloc‘abtibn should
be studied; with regard to patient assighmeht._

3. Further resear§h~jn the area of nurse-pétient interactloné
is indicated by the fact revealed in this study éhat the
patients were not able to identlfy the nurse who was caring

for them. s A P

4. It is recommended that a shortened-féfm of the BLRI be

used in the clinical setting.
%

+.

In conclusion, the S:ills and competehcie; of the practicing

dain and distress, in providing appropriate

nurse in assessing patients' p
~ i

supp&%tive relationshipg, and ép being perceptive to the changing needs
of the patients; bresent a formidable ta§k to both thé schools o;
nursing and continuing educatlon departments.' Finally, it is important
that nursing administrétidnladdresses itself to the identification of

components of the organizational bureaucracy that may Interfere with

the nurse-patient interaction. . ~_
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APPENDIX -A
HAYWARD PAIN THERMOMETER
JOHNSON DISTRESS RATING SCALE

"NURSE AND PATIENT DATA COLLECTION FORM

-
& : 105.



Code: " Interview Date:

Time:

Date of Surgery:
Time Surgery Ended:

0

Your Patient's Pain

Please do not write your name on this form. It will be coded anonymously
and your answers used for research purposes only. ‘

o

Below are two scales on which we would like you to indicate by using a
red pen, how much pain your patient is experiencing at this moment and
the extent of distress she is feeling.

PAIN THERMOMETER

n‘-IOO She has as much pain as she can. possibly bear

N4 -- 75 She has a very bad pain
.

*~1--50 She has quite a lot of pain

pet -~ 25 She has a little pain

' -- 0 She has no pain

DISTRESS SCALE

She feels She feels a She Is fairly She Is very She I3
fine. little upset. | upset and worried and extremely
wor\rlcd. ’ distressed. upset. T’
) f
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Code: Interview Date:

Time:

Date of Surgery:
Time Surgery Ended:

{
Your Pain

A

Please do not write your name on this form. It will be coded anonymously
and your answers used for research purposes only.

Below are two scales on which we would 1ike you to indicate by using a
red pen, how much pain you are experiencing at this moment and the
extent of distress you are feeling.

PAIN THERMOMETER

(-\--IOO | have as much paiﬁ as i can POSg;SEVJEQ;;
- 75 | have a very bad pain o ” | v
~~4-- 50 | have quite a lo® of.Pain
“~f-- 25‘ | have a little pain
‘ '-- 0 | have no pain

olstksss SCALE .‘

o] e | e | L [ L
: worried. | distressed. = '




—

APPENDIX B
CHAMBERS-PRICE PAIN RATING SCALE

OBSERVER'S DATA COLLECTION FORM
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APPENDIX C
BARRETT-LENNARD RELATIONSHIP INVENTORY MO--64, 0S-F-64

NURSE AND PATIENT DATA COLLECTION FORM
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Code: " Interview Date:

Time:

Date of Surgefy:>
Time Surgery Ended:

. RELATIONSHIP lNVéNTORY-FORM MO--64

Below are listed a varlety of ways that one person may feel or
behave |n relation to another person.

Please consider eacH statement with reference to your present
relationship with , mentally adding his or her name in
the space provided. If, for example, the other person's name was John,
you would read statement #1 as 'l respect John as a person'

Mark each statement in the left margin, according to how
strongly you feel that it Is true, or not true, in this relationship.
Please mark every one. Write in +3, 42, +1, or -1, -2, -3 to stand
for the following answers: :

+3: Yes, | strongly feel that it is trué.

. +2: Yes, | feel it is true.

+1: Yes, | feel that it is probably true, or
more true than untrue.

-1: No, | feel that it is probably untrue, or
more untrue than true.

-2: No, | feel it is not true.

-3: No, | strongly feel that it is not true.

1. | respect- as a person.

2. | wangnbp understand how sees things.

g‘ ) . «
3. The i erest I feel in ’ depends on the things he/she

says or does. -

L. 1 feel at ease with .
5, 1 really like )
6. | understand "s wdrds but do not know how he/she

actually feels. e



10.

1.

12,

13.

4.
15.

21.

.22,

23.

24,

25.
26.

27.

Whether is feeling pleased or unhappy with himself/
herself does not change my feeling toward him/her.

| am inclined to put on a role or front with
| do feel impatient with
Il nearly always know exactly what . means.

Depending on 's actions, | have a better opiﬁiongof
him/her sometimes than | do at other times.

| feel that | am genuinely myself with
|
| appreciate , @s a person.

| look at what ‘does from my own point of view.

The wéy I feel about doesn't depend on his/her
feelings toward me. '

It bothers me when tries to ask or talk about certain
things. .

| feel indifferent to

I do usually sense or realise how is feeling.

I would like to be a particular kind of person.

When | speak to v » | nearly always can [say freely just
what I'm thinking or feeling at that moment. :

! find rather dull and uninteresting:

What .. says or does arouses feelings in me that prevent

)

me from understanding him/her.

Whether ' criticises me or shows appreciation of me
does not (or-would not) change my inner feeling toward
him/her.

| would really prefer _ to.think that | like or
understand him/her even when | don't.

1 care for

Sometimes | think that feels a certain way, because

that's the way | feel myself.

I like ‘in some ways, while'fhere are other things
about him/her that | do not like. ‘

112



28.

29.

30.

31.

32.

33.

34,

35.

36.

37.
38.

l

39.

]

Lo.

L.
L2.

L3,

N

hs.

k6.

— ' 113

| don't feel that | have been ignoring or putting off
anything that is important for our relationship.

| do feel disapproval of

| can tell what means, even when he/she has difficulty
in saying it.

My feeling toward ' stays about the same; |- am not in
sympathy with him/her one time and out of patlent another time.

Sometimes | am hot at all comfortable wuth " but we go
on, outwardly ignoring it.

| put up with .
| usuall§ catch and understand the whole of 's meaning.

If gets impatient.or mad at me, | become angry or
upset too. :

| am able to be sincere and direct in whatever | express with

| feel friendly and warm toward
1 ignore some of 's feelings.

My liking or dlsllklng of is not altered by anything
that he/she says about himself/he rself

At times | just don't know, or don' t realise until later,
what my feelings are with

| value our relationship.

I appreciate just how 's experiences feel to him/her.

"1 feel quite pleased with " sometimes, and then he/she

disappoints me at other times.

I feel comfortable to express whatever is in my mind with-

, including any feelings about myself or about him/

her.
I really don't like - as a person.

At times | think that feels strongly about something
and then it turns out that he/she doesn't. ,

Nhether _appears in good spirits, or is bothered and
upset, does not make me feel any more or any less apprecna-
tive of him/her.



48.

9.
50.

51.

52.

53.
54,

55.

56.

57.
58.

59.

60.

61.

62.

63.

64.

{

I can be quite openly myself in our relationship.
Somehow really irritates me (gets 'under my skin').

At the time, | don't realise how touchy or sensitive
is about some of the things we discuss.

Whether 's expressing ‘'good" thoughts and feelings ~r
''bad'' ones, does not affect the way | feel toward him/her.

There are times when my outward response to is quit
different from the way | feel underneath.

In fact, | feel contempt toward
I understand

Sometimes seems to me a more worthwhile person than
he/she does at other times. '

I don't sense any feelings in relation to that are
hard for me to face and admit to myself.

| truly am interested in

| often respond to . rather automatically, without
taking in what he/she is experiencing.

| don't think that anythiﬁg says or does really alters
the way | feel toward him/her.

What | say to often would give a wrong impression of

my full thought or feeling at the time.

| feel deep affection for

When is hurt or upset | can recognise just how he/she
feels, without getting upset myself.

What other people think and feel about does help to
make me feel as | do toward him/her. :

| feel there are things we don't talk about that are causing
difficulty in our relationship.

Plehse also provide the following information about yourself.

Yo

Age:~
Sex:

Occupation:

years
(M or F)
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Code: Interview bate:

Time: ’ .

Date of Surgery:
Time Suréery Ended:

RELATIONSHIR INVENTORY--FORM 0S-F-64

Below are listed a variety of ways that one person may feel or
behave in relation to another person.

Please consider each statement with reference to your present
relationship with your nurse. ‘ Q

Mark each statement in the left margin, according ‘to how
strongly you feel that it is true, or not true, in this relationship.
Please mark every one. Write in +3, +2, +l, or -1, =2, -3 to stand for
the following answers:

4

+3: Yes, | strongly feel that it is true.
+2: Yes, | feel it is true.

+1: Yes, | feel that it is probably true, or
more true than untrue.

-=1: No, | feel that it is probably untrue, or
more untrue than true.

=2: No, | feel it is not true.
=3: No, | strongly feel that it is not true.

1. She respects me as a person.
2, She wants td\uqderstand how | see things.
Her interest in me depends on the things | say or do.

She is comfortable and at ease in our relationship,

Vi e W

She feels a true liking for me.

o

She may understand my words but she does not see the way |
feel . : '

- 7. Whether | am feeling happy or unhappy with myself makes no
real difference to the way she feels about me.

8. | feel that she puts on a role or front with me.
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10.

1.

13.
14,

16.
17.
18.

19.

20.

21.

22.

23,

24,

25.
26.

27.

- 28.

30.

15.

29.

She Is impatient with me.
She nearly always knows exactly what | mean.

Depending on my behaviour, she has a better opinion of me
sometimes than she has at other times.

| -feel that she ‘is real and genuine with me.

| feel appreciated by her.
L.
She looks at what | do from her own point of view.

Her feeling toward me doesn't depend on how | feel toward her.
It makes her uneasy when | ask or talk about certain things.

She is indifferent to me.

"~

She usually senses or realises what | am feeling.
She wants me to be a particular kind of person. Y

| nearly always feel that what sne says expresses exactiy what
she is feeling and thinking as she says it.

She finds me rather dull and uninteresting

Her own attitudes toward some of the things | do or say pre-

vent her from understanding me. ;

I can (or could) be openly critical or appreciative of her
without really making her feel any differently about me.

She wants me to think that she likes me or understands me
more than she really dqes.

She cares for me.

Sometimes she thinks that 1 feel a certain way, because that's
the way she feels.

~
She likes certain things about me, and khere are other things
she does not Inke

She does not avoid anything that is important for our
relationship.

I feel tnet she disépproves of me.

She realises what | mean even when | have difficulty in saying
it. - N , L

¥/

&
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31.

32.

33.
34,

35.

36.

37.

38.
39.

Lo.

4.

43.

Ly,

45,
46.

47,

117

Her attitude toward me stays the same: she is not pleased with
me sometimes and critical or disappointed at other times.

Sometimes she is not at all comfortable but we go on, out- .

wardly ignoring it.
She just tolerates me.
She usually understands the whole of what | mean.

If 1 show that | am angry with her she becomes hurt or
angry with me, too. '

She expresses her true impressions and feelings with me.
She is friendly and warm with me.
She just takes no notice of some things that | think or feel.

How much she likes or dislikes me is not altered by anything
that | tell her about myself.

At times | sense that she is not aware of what she is -
really feeling with me. )

| feel that she really values me.

i

She appreciates exactly how the things | experience feel to
me.

She approves of some things | do, and plainly disapproves
of others. ’

She is willing to express whatever is actually in\hef mind
with me, including any feelings about herself or about me.

She d&esn'; like mé for my;elf; 

ot more strongly about
a particular thing than | really do. ‘

At times she thinks that | feel a |
Whether | am in good spirité or feeling upset does nof make
her feel any more or less appreciative of me. ‘

She is openly herself in our relatidnship.

| seem to irritate and bother her.

' She does not realise how sensitive | am about - some of the

things we discuss.

Whether the ideés'and feelings | express are~"good"'or Yhad"
seems to make no difference to her feeling toward me .



52,

53.
54,
55.

56.

57.
58.

)
§0.

61.

62.

63.

6h.

s

"There are times when | feel that her outward response to me

is quite different from the way she feels underneath.
At times she feels contempt for me.
She understands me.

Sometimes | am more worthwhile in her eyes than | am at
other times.

| have not felt she tries to hide anything from herself that
she feels with me. B

She is truly interested in me.

Her response to me is usually so fixed and automatic that
| don't really get through to her.

| don't think that anything | say or do really changes. the
way she feels toward me.

What she says to me often gives a wrong impression of her
whole thought or feeling at the time.

She feels deep affection for me.

~

when | am hurt or u;§et she can recognise my feelings
exactly, without becoming upset herself N

.What other people think of me does (or onld, if she knew)

affect the way she feels toward me .

| believe that she has feelings she does not tell me about

" that are causing.difficulty in our relationship.

/

Please also provide the. following information about yourself.

You

 Age:
Sex:

Occupation:

years
(M or F)




APPENDIX D
GUIDELINES FOR INSTRUCTING PATIENTS AND NURSES

TO COMPLETE QUESTIONNAIRES
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YOUR PAIN

[
“ [

| am interested in how different people describe
their pain, distress, and the interaction between
themselves and their nurse.

- In answering the following questions, you are
asked to read each itemuquickly, and select a

»
rating on each scale.

| am interested in YOUR opinion.  There is no

“

right or wrong answer.

. o
Be sure to answer each question, and rate each
5
#scale. Your answers will be treated with strict

confidentiality, and will Be used for research

purpoé@s only.

Sonate T Dowplots, -

‘ Sarah J. Doughty,“R.N.



I am interested in how nurses describe their patients’

YOUR PATIENT'S PAIN

pain, distress, and nurse-patient -interaction.

In answering the following questions, you are asked

to read each item quickly, and select a rating on

each scale. | am interested in YOUR opinion.

There is no right or wrong answer.

'

Be sure to answer each question and rate each scale.

Your answers will be treated with strict

confidentiality and will be used for research

purposes only.

Thank you.
\

‘.Sklhﬂbb\ d. )>°ﬁ*fi“j:1

Sarah J. Doughty, R.N.
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APPENDIX E

CONSENT FROM SURGEON

. =
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THE UNIVERSITY OF ALBERTA

FACULTY OF NURSING ) ‘ CLINICAL SCIKNCES BUILDING

Dear Doctor,

| am a graduate student in the Facu 6f Nursing presently working
on a thesis in nursing. 1| am interpsted in studying“thg,pain
experienced by pos;opefaéive patienfis. The purpose of this study

is to explore the relationship of the pafient and the nurse tb the
patieﬁf's perception of pain. The data will be collected by myself
through a personal fnterview with'patignts aﬁd nurses wllliqg'to
participate, three days postoperafively. The period 1 would like

to collect.data would be dufing the month of October 1980.

| request your permission to interview your patient,

Thank you for four co-operation.

Yours sincerely,

Cunark T Dowphtsi - °

Sarah J. Doughty, R.N.,B.Sc.N.

Doctor's signature:

EDMONTON, CANADA T6G 233

. -
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INTRODUCTORY LETTER TO NURSE AND, PATIENT
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1

'THE UNIVERSITY OF ALBERTA

- " FACULTY OF NURSING L CLINICAL SCIKENCES BUILDING
: EDMONTON, CANADA TeG 233’

. Dear Participant,

I am a graduate student in the Faculty of Nursing at the University’
of Alberta I am interested in studylng the experlences that patlents

undergoing surgery have after thelr operation
b e .
| weuld appreciete yeur help by hayfng your Sermission‘to asL you
;eme'questions about your patient's exberienées’after surgery. All the
respoﬁses you give to the questionétwill be kept completely conffdehtial.

°

Thank ybu fo; your, time and cooperation.

) g - Yours sincerely,r’

S;LkJLF» J. _I>CMAe¢~tﬁ

Sarah J. Doughty, R.N.,B:Sc.N.



¢

THE UNIVERSITY OF ALBERTA

FACULTY OF NURSING . . CLINICAL SCIENCES BUILDING
- ’ EDMONTON, CANADA T6G 2a3

This is to indicate that I, . ,
.have agreed to participate in a study to be cohducted by
Sarah J. Doughty, a nurse researcher, on patient- oain. It is

my understanding that;'

1. my'participation in the study is voluntary and .l will
be able to withdraw from the study at any time with
no ‘consequences’; -

2. the patient and | will rate the patient's pain and

our interaction, and

3. hy nahe will not apﬁear in any resgqrﬁh report. -

§igﬁature:

T . . Date:
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v . . ) ]‘27
THE UNIVERSITY OF ALBERTA

FACULTY OF NURSING CLINICAL SCIENCES BUILDING
. EDMONTON, CANADA T6G 263

Dear Participant,

[

| am a graduate student in the Faculty of Nursing at the University

of Alberta. | am interested in studying the experiences that patients

undergoing surgery have after their operation.

| would apprecfate your help by having your permission to ask you
some questions about your experlences after surgery?gsAll the .responses

you give will be kept comp]efe!y confidential.

‘ - 'vYours sincerely, g ¢ |
,,v.‘,\gl,\)w;] .

,Sarah J. -Doughty, R.N.,B.Sc.N.
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THE UNIVERSITY OF ALBERTA

FACULTY OF NURSING ‘ CLINICAL SCINNCES BUILDING
EDMONTON, CANADA T6G 2G3

‘This is to indicate that I, ,

have agreed to participate in a study to be conducted by
Sarah J. Doughty, a nurse researcher, on patients' pain. It Is
my understanding that:
'!3‘ . . :
1. my participation in the study is ary and | will
be able to withdraw from the study at any time with no
' consequences;

2. no additional laboratory tests will be carried out
because of the study;

3. an objective rating of my pain will be made following,‘
surgery; )

*
14

4. my patient records may be used to gather some information
for this study. However, such information collected for
this study will be kept confidential;

. 5. my name will not appear in any research report;

6. | may not benefit ﬁeceSsarily‘from participating in the
study, and

7. my nurse and | will rate my pain and our interacti-

‘Signature:

Date:.




APPENDIX G
CORRELATION OF RELAT! 'SHI: INVENTORY FACTORS

(LOGAN . | 30)
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CORRELATION OF RELATIONSHIP INVENTORY FACTORS*

i Level of Uncondi tional
Regard Empathy Regard Congruence
“ 5

Level of ‘

Regard - 1.00 .81 .58 .83
“Empathy )1.00 53 .81
Unconditional .

Regard 1.00 .63
Q-
Congruence 1.00

*Logan (1980)
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