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Four purposes were addressed in this’ studyf They were to identify

the level’ of patient satisfaction with the,ntechnical— professional.
{ By LR
edutational and truSting dlmensions of nurs1ng’care'~to examine personal
Ry

.‘and demographic variables vhictilnay aflect ehe nature of g'tlsfaction.
. to identify factors which influence the r@pdrting of patients opinions

- of the quality of care received,,and to determine the effect of time

lapse on the expressed lével of patgentfsatiafaction.

MO et

v

P

A Data were collected usingia‘duestionnaire and an Jdnterview guide
comprised of three sectionszrelated.to:wf(l) personal data; (2) opinions
~of- dimensions ot nursing. care; andf'(3)\ critieal incidents and the
related reporting behaviors. ,@atagwf{om sections two and‘ three were

&

and again either one or ‘two weeks following

collected prior to discharge

discharge. Prior to being used in the investigation the {nterview

[y

guide-was pilot tested and revised. All data from the 49 completed and

returned questionnaires and 52 interviews ‘were analyzed.

.

Data were analyzed using . frequency and percentage distributions to

develop personal data profiles, t test and one—way‘analysis of variance

x
?

procedures were used. to determine differences in opinipns of respondents

1 [
b, :.':

~ e

regarding satisfaction with dimensions of ,nursing care; correlated

. )

T

t—tests were used .tof determine 5he differences in opinions of

)

respondents regarding satisfaction with nursing care prior to discharge

) vf-)"\

and at follow "up; rank*ng of items by means was performed to 1dentify




Ty

,‘/' ' ]

¢
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&

the effect of time lapse on the differencés of opinioné of respondents
‘regarding satisfaﬁtion witﬁ'diméhsions foéare;'and caﬁego%ization and °
frequency and pergeﬁtage distripption Qere»vgsed Jo a%dentify critical
incidents and reportingibehav;drs. ‘ _ ‘ ;
'Analysis of ;he data tevealeq that gatients direqtly expressé& aﬁ
overall level bf safisfaction with the nursing care, and time lapse had

little effect éh the level. Patients were satisfied with all aspects of

~
'

patient teaching, the trusting relationship and technical-professional
‘eare. The two-week time lapse had no effect on the level of

satisgéction:‘ expressed with technical-professional care while

. . . ;
‘satisfaction with the trusting relationship and patient education -

declined. v / , TN

Patients were. able t» identify and'describe incidents which they
, ,

?erceived to have,a positive and neéative efféct on ghéir weil*being as
| well as provide alyat§onale for their réporcing behaviofs.. Psychoso?ial
support measures were most frequently rteported as 'Positive—effect
incide;ts, whereaé, tﬁérapeptic interventions and po/‘events Hyére the
: most"frequen;ly réﬁprted negatibe—effecE incide:ts. The majority of
' ﬁat;ents reportéd positive-effect incidents directly to the nurses
*.invoived, whergas ﬁthe -majority of patients did hog report
negative-effect ‘iﬁcidénts for afféctive reasons. Thé data revealed
oy . o
little substantive ev}@encé relating. personal and demographic data and

shtisfaction qith'baré. Géne:ally, married patients 50 years and over,
. ) : ) .

. A
who were receiving medical ihterventions, were more satisfied with the

.nursing care than their counterparts.

. | A

| | | /:} . h
§ . R
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CHAPTER ONE

STATEMENT AND IMPORTANCE OF PROBLEM

igtroduction
This investigat:on was undertaken to directly measure patients'

—

opinions about the technical—professional care provided by nurses, the.

t o ‘ .
educational aspects of that care, and the patients' trust in the
nurses. Increasing attention 1is being paid to research< about the
patients' opinion of the health care received from health care
" practitioners. One reason for this attention is the -belief that pactm‘i
satisfaction is an important goal of health care delivery.

Despite the interest in obtaining the patient's perspective as a

-4 .
means of evaluating the care provided, health professionals have
criticized the patient's “technical competence’ <to assess nursing,
medical or health care services. However, it seems logical that patients
are entitled to -comment about and make demands on the relationship
between themselves and the health professional. Further, if the care
T & o , '
the pafient expected is received, it would be anticipated that the
patient would then be satisfied with the care provided.

A~ review of the research literature pertaining to patiént
satisfaction has indicated high levels of satisfaction with nursging,
medical and health care services. The results of this research have led
researchers to ask more questions than they have answered. The

resultant questions are raised when realistically 1t is known that

patients do have concerns and complaints about care which they perceive



to be _laéking, inadéquétg or iﬁproper. Some questions raised as a
result .of these studies include whether or not tk;e patient 1is feluét‘ant"
to express negative opinions about health care providers, particularly
if they aré dependent'upoh them ﬁow of»expect to be dependéné ‘upon tﬂém
in the future. Patients of health cére facilities supporﬁed by publi@
funds may percelve thg care they receive to be a benefit and not want to
appear ungrateful. The location of health care facilities ang the fact
that physicians may‘not have aff?liate privileges at other hoépitals may

increase the pati®nt's feelings of dependence. If patients believe that

they have offended the health care facility staff, alternate facilities

~

may not’bé av?ilabie.
Perhaps patients honestly report their perceptions about the caée
they receive but these perceptions may be :distorted .in‘ a positive .
direction. batients may over-estimate their satisfaction with the care
provided. rIt is possible that aspecis of‘care which were dissatisfying

;are removed in time and memory, and rated as satisfying.

The Problem
Four purposes for undertaking this investigation were identified.
They were as follows:
l. To determine the level of patiént s;tisfaction with the technicgl—
professional and educational aspects of nursing care, and the level
)

of trust which the patienf has in the nurses providing care.

2. To examine personai and other selected variables which may affect

the nature of patient satisfaction wi‘h nursing care.-

3. To identify factors which may 1in:.ucice the reporting of the

patienc'; opinior about the quality of care received.



To determine "the éffect of time lapse on the eypressed level ‘of

patient satisfaction,

A
~_

Nine hypotheses were posed as measures to test patient satisfaction

with nursing care:

l.

4.’

8.

9.

The level’ of satisfaction with nursing care expressed by adult
patients will not vary with age.

The level of satisfacfion with nursing care expressed by adult
\
patients will not vary with gender.
The level of satisfaction with nursing care expressed
: 0

patients will not vary with marital status.

The level -ég satisfaction with nursing  care expressed by adult

patients will not wvary _with' the experience Qf a surgical

interventionr |

The leve. of. saﬁisfaction wifh nursing care expressed by "adult

patfents will not vary»with attained educational level.

The level of satisfaction with nursing care expressed by adult

patjents will not vary with admission status. !

T;; length of time between the most recent héspitalization and the

present one Qill not havé an effect on the le;el of satisfaction

expressed by adult patients.

The level of satisfaction with nursing care expressed by adult

pat;ents who are health care workers wil%/kgot vary from those

patients who are not.

The level of satisfaction with selected aspects of nursing care
. [

expressed by’adult patients will not vary from the ggy of discharge

to that’expressed at 7 days or 14 days following discharge from the

hosgital. ;' .



v

Importance of the Study

‘When patients express dissatisfaction withliAéntified aspects of

‘
ilhe nursing care received it becomes the professional responsibility'of
"nursing administrators, educators and practitibnéfs alike. to férther
‘evaluate’ theéé comments. Besides evaluatioh,‘ this' responsibility

extends to changing - those aspects of care delivery when it is deemed

reasonable and necessary.for improving the quality of patient care. ,

Identifying variables which ~affect the pa jent's perception of

[

satisfaction méy provide insights for more accurate e 1luation of health

‘care services to occur. Further, if “the patient's opynion of health
care is, to be considered valid .by health professionals it is mnecessary
to identify and remove those barriers which prevent the honest reporting

of the patient's perception of the care received.

Al - . o
Y

Delimitations, Limitetiors and Assumptions.

Many delimitati..us pertained to the study. Individuals selected to
participate i?‘ this 1investigation were adult patients who had been

acutely 11l on adqission, experienced either a medical and/or sﬁrgicéi
) / + B

intervention, and were hospitalized for more than two and less than

.r

fourteen days. ‘JCRespondents were required to be English literate,
mentally competent and reside within a 25 miie radius of the City of
Edmonton, and be accessible: by telephone for fourteen days following

discharge from the hospital. Individuals had to be willing to cooperate

. 4]
and sign a consent for inclusion in the investigation.

Furthermore, the respondents were selected from one large urban

tertiary care hospital over a restricted period of time. Since

patients, hospitals, intgrventions., and time périiods wéreﬁnot‘réﬁdomly

3.

-,

¥
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'\. ,r" ] 3 . ' ) )
selegted the findings are not necessarily gegira%gfpble beyond  this

o~
] . . s

.. - -

gfdap . individuals. A

The construct "satisfaction” has not been well‘fofmulated and/ot

measlired in health’ care research. For " the purposes of this

investigation the assessment of patient satisfaction with nursing care =

was limited to specific nursing care wmeasures which a patient could
reasonably be ekpected to encounter while hospitalized. No attempt was

made to develop a universally acceptable construct of satigfactibn with

Pl

nursing ,care. - A ' < v

The individuals who actéd as fgce.and content validators were not

randomly selected. Again, the lack of random selection limirs the
generalizabiiity of the reported face and content validity estimates,
A modified after-only time series.design with random assignmeunl was

utilized to examine variables whicﬁ werev hypothesized to a-fect the

. level of patient satisfaction. This design did not permit ident. . icatic.

and/or conuparison of patient's expectations of nursing care prior to
p |y p g p

hospitalization.

Accordingly, several assumptions have to be made regarding the

representativeness of the® various groups if generalizations are to be
made: = individuals selected .to participate were characteristic of the

acutely 111 medical and/or surgical patients of at least the one health

care institution} studied; face and content validators were.

(»presentative of their respective groups; and, non-respondents were not
.tvpical thus enabling respondents' answers to be generalieable.
As the construct “satisfaction” 18 not uﬁiversally accepted,
additional assumptions -have been made to enable generalization:
! - S
responses were based upon the individual's personal perception of

\



. sdtisfaction or dissatisfaction with the nursing care received; and, the

perception of satisfaction or dissatisfaction with nursing care will

vary among individuals.

L

~Definition of -Terms- -

~

I

—
v

*+ Several terms have been defined for the purposes of this

investigation.

Acute Illness

Dissétisfaction

Elective Admission

Emergency Admission

Heal®h Care Worker

A pronounced deviation from the normal healthy
state; a’' physical disor@gr _marked by severe
symptoﬁs over a relatively short period of time.
The opposite of satisfaction, that 1is, the
perception that  expectations, - needs, or
desires have not been'fulfilled.

Entery in;o.hospital 1s determined by the choice.

p v -~
or -decision - of the patient and/or atfegdiﬁg
phy;ician for procedures which are advantagéqus
to the patient but not immediately necessary to

L
save his/her life. . )
Entry into hgépital is determined by. the
decision of the patient and/or ASCending
physiciag” for an urgent .situation wﬁich
requires a quick intervention, either to save a
life and/or to prevent further complications.

®
An indfvidual who has graduated from a
recognized heé@th reﬁited eductional program and

; o ' .

’ :
i1s providing, or has provided health care

services.
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Medical Intervention Any action taken = which p¢ ‘tains 40 the

‘ RS . R
management of a disease in all of its aspects;

pathology, diagnosis, preventioﬁ and treatment

by other than surgical or obstetrical means.

v

Mentally Competent . Able to'perform the ordinary affairs of life,

: -oo. . '
understand their nature - and effect, and

exercise the-will in relation tos them. - >
Patient : Any adult iddividuai who has been admitted to a
i . ™ o TN
' tergsafy care hospital. )
] o
Satisfaction - A 'pgrcept on Lthat exﬁectationgjs needs, - or

. i
A _ N v ,
/// ) . dggfres hgve been fulfilled.

Q.

3

L=

© Overview of the Thesis

) i . » . - 3 -
Surgical Intervention  An operative wr;gedure performed under a general

- anaesthetic in which penetration of the

subcutaneous tissue occurs.

o~

>

v >

In_ the following chapter a review of related literature land

Tesearch relevant to 4quality assurance and 1ts assessment, patient
. . <

Q

» satisfaction with health care services and nursing care, patients'

\ a
o . . - v

rights in’health care, and quality assessment techniques, are presented.

.Chapter III cbmprises a description of the specific methodoiogy and data
\ , ~

dnalysis used in this investigatioﬁ. The descriptive research findings
and discussions are delineated in Chapter IV, while ‘the analytical

research findings and pé{finent discussions are provided in Chapter V.
< 7
The final chapter contains a summary of, conclusjdns and recommendations

arising from the investigation.

¢



CHAPTER TWO . D

" REVIEW OF RELA%ED LITERATURE AND RESEARCH

-

-
'
o

This chapte%‘con;ains a review of the literature and research.as it
relates to patient satisfaction and the methods used in this study to

measure it. The cﬁapter,is divided intd four sections. Section one
" -

defines and describes quality assurance, various approachés to its

assessment and “the impact‘thAC patients can h: ‘e upon 'it. Section two
reviews the theory and donstruct definition of satisfaction and

methodological 1issues relatéd to its measurement. Satisfaction

v

research, both general and\épecgﬁic to health care services and nursing,
1s reviewed along with the findings of sociodemographic variables as -

they relate to ‘the sample populations. The-third section deals with the

¢

four Canadian patient rights in health care. Their ethical and legal

2

considerations for health care providers and implications for . nurses

providimg care are discussed. The last section deals with the two

v

research instruments uysed to assess the patients' perception of the

quality of care they received during this study. The literature and
t
related research relevant to these instruments are reviewed.

-
'..

-

-~
Quality Assurance
‘;:\’ .

Interest in the quality of health and medical care has begn
increasing among health care préviders, recipients, and the public since
the 1960s. This interest has been stimulated by -3 vafiety-ﬁf social,

. ) \ .
political, economi. and legal pressures., The interest has grown despite
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1

a_limited'abglity to define_quality, to accurately assess the quality of
- : X ] .""
health care and to effect the changes needed to assure quality (Graham;
- y . . .

Y

1982).

Definitions ' _
Quality assessment:m@i@g@%aasuring the level of care at some point
' )
in- time, but impliésﬁng_effort to change or improve that level of &are.h
i . i

-\

In contrast, quality assurance includes the level of care provided and,/,A'

', when necqgsary, .t%e attempt to improve i¢ (Brook, Williams and

Davies-Avery, lg}S).

A S

The definition of quality is ngficuit to confine and étili do
justice to all its dimensio;s. Codqumers. ma& judge quality by the
ability of tge physician'to make a diagnpsignzpd the nurse to give an_
,épjegtion. AdminiStratgrs -1ay judge quality by the hospital'é'aﬁility .

to deliver the greatest number of services at the lowest possible costs.
- ? :

)

The -~ definition of quality ehcohpasses bothd ﬁhé technical,
scientific aspift and the art of care. The ar%_of care refers to the
manner in which providers conduct thems;}ves in relécion to their

" patients. The values of the professionals, the patients and thé
institution must be examined. As well, ghelburpose_of the réview nust
be identified. Is the pu%pose of theﬁreview to contain costs or to
g isfy review requirements by some outside agency? OQr is it to obtain

information that can be used in making decisions about the improvement

of care? A definition of quality, then, must take Into account
perspectives, values, and purpose. Furthermore, the definition qf
. quality is dynamic. It changes as knowledge, values and resources _

change (Graham, 1982).
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Donabedian (!380) argues that quality is a property of, and a

judgment upon a definaSTtxahit of care, and that cdre:is divisible into

at. least two partg:_ technical and interpersonal. The déf;?@ of quality

and benefits. The

{

of technical care is the exteht;To which .care - ed is expected to

achieve the most favorabTe lance * of .risks
interpersonal relatignships muh; meet soclally.defined values and norMs

. that govern interactions of individuals. Theée.norms are reinforced by
professional ethics.and by :the éxpectationé of individual patients.’ The

: . <
degree of quality of interpersonal relationships is measured by the

extent of conformity to these values, norms, and expectations.

, -
* DonabedlagA1980: 5-6) then defines quality o% care as

that kind of care which, is- gxpected to maximize ‘an
inclusive measure of patientvwelfare after one has
taken account of the balase®a™of expected gains and
losses that attend the process of care in all its
parts. This concept is fundamental toj the values,
ethics, and traditions of the health professions:
at the very lezst to do no harm; usually to do some
good; and ideallv o realize the greatest good that
is possible to achieve in any given situation.

Approaches to Quality Assessment . . . ;
~ .
Several approaches to qual:ty assessment are documented in the’

~

literature (De Geyndt, 1970; Lonzbedian, 1966; Donabedian, 1980; Dror,
. Ve

1968; Sheps, 1955). The Donabedian approach will be described here as
it provides a 'useful way of orgénizing one's thinking about quality ;Q'w

assessment and monitoring. Donabedian utilizes a tripartite division of

structure, process and outcome to describe quality assessment. Altilfough

each aspect of t éa triad will vbe defined, ambiguities result fd@m

Tl -
condensing what is™ vreality a serles of unclear but causally related

.
]

aN
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eleme s (B

bedian, 1980). These - elements are not attributes of
< 3 )

AN

quality, but approaches to the acquisition of information about the
presence @r absence of the attributes'that’}onstiCUtg or define quality.

Structure. The doncept of s&fucture includes the human, phy¥ical,

and financial resources that are needed to provide health care. More

-

specifically, structure includes the&dumber, mix and qualifications of

staff; the manner in which the staff 1is organized and governed; space;

' equipment; “other physical facilitieS‘andgso on. i

: o

The use of structure as an indirect measuE&Pof the quality“af care
L .

is relevant in that i;‘increases or decreases the probability of good

Y

performanee. The usefulness of structure as an indicator of the aualffy*

. . . . ) Q
of care is limited because of insufficient - knowledge about the

. ™ ’
relationship between stricture and performance. . The relative stability

RN
= L}

of structyre makes it unsuitable for continuous\monitoring although it ©®

~

should be checked intermittently tg’provide a ju gment on whether care
Ay -

~is provided under condition$ that are conducive to or detract from the

provision of good care (Dona d;aﬁ, 1980). . ‘ ng

*

Process. ThHe set of activities that occur between providers and

’
o .

patients is the primary objective in, the éﬁudy of quality of care. This

4

Seg of activities is the process of care. The basis for the judgment of
- 1 . . !

quality 1s what 1is known about the relationship- between the
characteristics of the caring proceés and -their consequences to the
health and welfare of the patients and society, in accordance with the

value placed upon héalch and welfare by,the individual and by society.
~ . o
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X The standards of technical cdre are based upon the state of medical
3 N ‘

science and technology at any given time. The standards governing the
interpersonal process arise from the values, ethical principleé anc

© rules that govern the rebéfionship among people, in géneral, and betwe=n

’healgh proféssionalé' and patients, in particular. Therefore, ¢t o
qué%ity qf the process of care is defined as normative behavior.. The
norms are derived either froﬁ the'sciénce,of medicine or from the ethi-s
and -values of society.

. The pfocess approach to studying quality of care utilizes direct
fpbsérﬁa;ion-oﬁ ppacticé, or studies based on therpatient cafe récord

.lookfng.fog the .presence or absence:of.cfitical elements of care, or

~ audits using explicit or implicit criteria. ' The direct observation of

practice ig; costly and time consuming. It may also alter the behavior

being observed. The analysis of patient care records is less obtrusive,
» . . ) . O K
but its limitations lie in the :ompleteness and accuracy of the record

(Donabedian, 1980).

)
o <

”f“Oufcdme. “The outcomes of care are primarily changes in health

status that can be attributed to that,care.‘ Health_status can be viewed

.narroaly asuQthsical ror physiological functions or more\\broadly, to

-

inclu?e psychological function and social performénce (Breslow, 1972).

~An encompassing -view includes 'qhanggs in; health-related knowledge,

: s § : -
. patient attitudes including  satisfaction, and the health-related

5 ~

behavior changes of the patient (Donabedian, 1980; ‘Sanzaro and

" uilliamson, 1968; Starfield, 1974).

X o .
. o . . .
B 5 E - . : . S
) o N .
2y
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As an indirect measure of quality of care the outcome approach

allows us to ﬁiew the immediately discernible results of that care.
Once it 'has bLen'established \:ét certain procedures used in specified
situations arg-clearly as§ociag%d withféood.réSults, the mere absence or
presence of Hese pfocédures in these situations can be accepted as ygood
or poor anLity (Donabedian, '1980). Studies of outcome include
morbidity, disability, mortality of . communities .and populations,
postoperative mortality and worbidity, preventable adverse effects,

Q _ '
preventable progression of‘disease, and.so onf

Ihe tripartite . approach to quality assessment indicates the
presence of a functional reiationship among the three- elements, which
can be éhown sch!&atiéally as folioWs:
S"fRUCTURE ——— P PROCESS —————P» OUTCOME -

Thié suggests that structural chafacteristics of the care'setting have a
propensity to influence the process} of care so that its qualify is
diminished or enhanced. Similarly, changes 1in the caring' pfocess,
including variations in 1its quality; wili influence the effect of care

on - ‘lth status (Donabedian, 1980).

Patients and their Impact on Quality

Patients, individuélly and colléctively, contribute to the
definition of quality. Donabedian '(1980) suggests = that these
contributions include: (1) 1influencing what 1is included in the
‘definition of heélth and health cépe; (2) determining the valuations
placed bn the expeéted benefits and risks to health; and (3) thelir

values and expectations regarding the interpersonal process.
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Patient satisfaction can also be regarded as the patient's

judgment on the quali%y of care. Even though patient and professional

judgments may utilize different views/criteria and the conclusions may

differ, patients' judgments represent their assessment of care. ~ The

v
>
H

patient's assessment could pertain to the settings and courtesy of care,

to aspects of technical management, to interpersonal care, and to the

physiological, physical, psychological, or social consequences of care

(Donabedian, 1980).
As a measure of quality of care, patient satisfaction is notable

because it provides information about the provider's success at meeting

the patient's values. and expectations which are matters for which the

patient is the only authority. The measurement of patient satisfaction:

wifh care, then, 1s an 1indispensable tool for iealth research,
administration and planning. Informally, patient satisfaction can be
used formatively by the provider o monitor and guide the interaction
and sﬁmmatively to evaluate the success of the interaction (Donabedian,
. 1980). |

Patiené satisfaction has some limitations as a measure of quality.
Patients geneyally havevan incompléte understanding of the science and
technology of care; so ‘their judgments of these aspects of care may be
unreliable. Patients sometimes expect and demand things which would be
inappropriate for Zhe practitioner to provide because they are
professionally or socially wrong, or because they are noﬁ in the
pacient:s best interest. However, these limitations do not decrease the
validity of patient satisfaction as a measure of quality. For example,

<

{f the patient 1is dissatisfied due to high expectations about the
. S

-
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results of a procedure, one could argue that the provider failed to

~

educate the patieﬁt (Doh%%édian, 1980). .
Donabedian (1980) demonstrates tha; these considerations,
_gollectively, relate patient satisfaction to quality in numerous ways.
‘To the extent tha& patient ;atisfagcton:
l. is a direct benefit of careyit is also a part of the galance of
benefits and harms which -1is encompassed 1in the detinition of
quality; )

2, contributes to other benefits such as access to care or compliance,

it can be measured more directly;
- s s .
1. is a judgement of the quality of care, it ‘best represents those

components of the definition of quality which pertain to patient

expectations and values.

Patient Satisfaction
N
Muchf§f the sétisfaction research has focused on the construct
either asv the dependent variable to evaluate facility and service
characteristjics assuming ' 4t patient satisfaetion is an indicator of
% f
structure, process and outcomes of care, or as an independent variable
to predict subsequent behaviors assuming that differences {n
satisfaction influence what people do (Ware, Davies-Avery, Stewart
1978). In eithér case, the research has been primarily problem-
oriented; its purpose is to provide data on' the basis of which practical

conclusions can ve drawn by administrators, practitioners and cynsumer

groups 1in a variety of health\\care settrings. Very little of the

satisfaction research has been theory-testing or theory-building; that

is, research designed .to provide data that would explain the
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association between satisfaction and facility and ser@}ce character-

istics, or between satisfaction and subsequent behaviors. This lack of

attention or lack of consistency in 1labelling the construct has been

<

mentioned in reviews of the patient satisfaction literature (Locker and
Dunt, 1978; Ware et al., 1978). A few exceptions include: Gerst,

Rogson and Hetherington (1969)} Linder-Pelz (1Yc¢2); Linn .(1975); Pope

(1978); Tessler and Mechanic (1975); and Wrigleswofth and Williams
(1975).
A comprehensive and critical review of the literapure by “Ware

et al. (1978) concluded that the published empirical studies of patient

.

satisfaction dealt with a lirge number of items which could be grouped

according to the dimension which they were implicitly intended to

[

measure. There were ten dimensions identified: accessibility/
]

convenience, availability of resources, continuity of care, efficacy/
outcomes - of care, finances, humaneness, information - gathering,

N

information 'giving,“ pleasantness of surroundings, and quality/
competence.
This content analysis infofms us of the multi-dimensionality of the
(e

phenomenon, patient satisfaction, but it does nat answer the key.

question: what is satisfaction? A similar lack of conceptualization of

L]

client satisfaction research in public agencies, programs and services
is repofted by Gutek (1976). The largest body of theoretical and
edbiricai sﬁudies‘of satisfaction are in relafion to jobs and work.

"We need to understand the concept of satisfaction before we can

really explain why certain factors cause it _and others are caused by it”

(Lawler, 1971:206). > Although this comment was made in relation to the

.
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study «of pay satisfaction it is generalizable to other satisfactions.

The coﬁcept, satisfaction, appears to' be both complex and cdmplicéted.
Initial researcﬂ efforts attempted to describe a relationship

between personal attributes aﬁ@ degree of happiness (Hartman, 1934;

Sailer, 1931; Watson, 1930). Various aspects of job satisfaction have
>

received considerable attention (Hertzberg, 1966; Hulin, 1977; Lawler,

1971; Locke, 1979). Hertzberg, Mausner, and Snyderman (1959) determined

, .
rhat ' intrinsic aspects of the ‘job, such as. responsibility and

cvcognition, influenced satisfaction whereas extrinsic factors such as

wages and policies, influenced job'dissétisfactrbn. Maslow (1965) and
McGregor (1960) studied job satisfaction applying a{%needs; framework,
suggesting that peoble seek to satisfy unfulfilled needs through work.’
Towards building a theory;;of pagient satisfaction ‘Lindgr-Pel;
reviewed ’the sociological and social psychological 1iterature; and
advanced the conceptual definition of patieng satisfaction aé “the

individual's positive evaluation of the distinct dimeisions of health

care (s)he experienced” (1982a: 580). Further, \fou} . social
. , ‘ -,
" psychological variables -- expectations, values, entitlement,: and
. . s ‘- -~
perceived occurrences -— were h?pothésized as probabLg,Meterminants of
-~ ' N\

sa&isfaccion (Linder-Pelz, 1982a). In a subsequent study Linder-Pelz
|
(1982b) found that:v
L .
l. the social psychological variagites toggcher explained less than
10 percent of the variance in ségfsfaccionj
2. expectations' consistently explained most of the, vdrfance in

¥y . 3

satis€action ratings; , r
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s 3. values _had little 1independent effect on satisfaction, and the

. combinations of values and exﬁectationé (their interaction) was

e ‘unrelated to satisfaction;

4. the linear discrepancy between expectatiohs.énd occurrences, which

take into\accouqt the strength of the expectations, is negatively

correlated witk satisfaction; and -
TN

S. satisfaction 1is greater among patients with both favorable
expectations and favorable occurrenEes‘ than among patients- with
favorable expectations but neéative occurrences, ana least among
those with both negative expectations and negative occurrences.
Further consideration in the-déve}opmenﬁ of a mqltivériate\mdﬁel of

patient satisfaction would includel othe; social psycﬁologiq?l

determinants,. patientfs demographic {ata or health wvariables, .and
characteristics of ther health care system or Rroviders of care ‘that
‘ would likely affect patient's evaluation of care.
Although health professionals display intgresé in the patient's ‘
‘perspective as a meth;) of evaluating the ‘care ‘provided there are
\sederal difficulties.llBeyond issues such as the dive;si£y offse£tings,
populations, me;surement tgchniques, and elements of satisfaction there
is a iack of a sound me;hodological basis in the majority of'reportéd‘

[y

studies (Lebow, 1974; Linn, 1975; Locker and Dunt, 1978; Ware et al.,

1978). ’ ' - iy

“Methodological Issues

: » .
A major methodological issue is related to the tools developed to

-y

. s
assess patient satisfaction. The majority of researchers assessing

pattent satisfaction with nursing and medical care or health care

o
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services have failed ;o determine the reliability and validity of the

tool to measure what it claims to measure (Apostle and Oder, 1967;
\

Patient Attitude Survey, 1979; Pollert, *1971; Raphael, 1967). When
- _

initially fielding a"tool the essential minimal criteria are‘reliability

and validity data of the measurement device (American Psychological

Association, American Educational Research Association and National
C;uﬁcil on Measurgment in Education, 1974). Nét only are such data
_ necessary in order for the reader to Be able to utilize the tool
cofrectly butﬁaiso for other researchers to further develop, refine, and

apply the tool in the same and. related areas of study. A few
N . ..
resedrc .2r - have .dealt with some of these psychometric aspects, suclt as

Hulka © .unski, Cassel and Thompson (%970); Ware aqd Snyder (1975); and

Zyzanski,_Hulka and Cassel (1974).
" assortey |
For t majority of studies there 1s a persistent lack of a

"standard approach to the measurement of patient satisfaction (Locker et
al., 1978). Lebow (1974) and Linn (1975) proposed various hindrances to
the development of a standardized approach to assessing patient

satisfé@tion. First, the source of populations have wvaried.
R - ' i ’ ~

Researchers have studied various inpatient groups within the hospital

(Geertson, Ford and Castle, 1976; Kirchhoff, 1976; Nehring and Geach,

-

1973), clinic patients (Francis, Korsch and Morris, 1969; Korsch, Gozzi
and Francis, 1968), and the community at large (Hulka, Kupper, Daly,

Cassel and Schoen, 1975; Koos, 1955). 1

ﬁ% A second but distinct issue is the many diverse settings in which

health care services are provided (Lebow, 1974). These studies focus o?

~

the particular attributes that differentiate one setting from another

(Houston and Pasanen, 1972; Noyes, Levy, Chase and Udry, 191%f Pollert,

e
N
-

EA
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- 1971; Tessler et al., 1975). The differences among populations and
settings appear to hinder construction of a. patient satisfaction

measurement tool which is unfversally acéeptable.

!

The third issue is related to the number of- techniques wused to
measure satisfaction with health care (Linn, 1975). Ware'eéial{iﬁﬁ978)
determined that many reséarchers have 'used single—-item measurgé, sugh as
Henley and Davis (1967), altHSugh mui;i—;tem questiohnabrés_aré known,té
provide score variability such thaﬁ gtatispical Qélidityaénd felféﬁility ﬁ
can be demonstrated. Locker et al. (1978)‘demonstrated'd;screpapcies

‘ . |
between subjects' responses to open-ended‘(allows freedom of choice) aangd 4',$:‘

: ;W L
closed-ended (elicits a "forced-choice” to alternatives) items wit#put , ¥4

»

DENY B A * .,, N rots :
providing evidence that one form of enquiry was more valid thap the, e
L )
other. R Ce
." N : . _“" “ ,‘ AN o Vo
The fourth issue pertains to the phenomenon of satisfagtion-gtudied, . -
. s . - ‘ < e o o

s e
. < w
< & “

e

(Linn, ‘1975). To evaluate patient satisfaction with heakth, caré,.fﬁ

services, attention has centered on prepaid grour - practice/health Eanéa;"ﬁf
. T R g

B o 3y A

insurance plans (Donabedian, 1969; Gerst et al.. 1969).° With wmedical -
. . . ) W : ) 5 ; e 4;.

care, researchers have focused on, a particular visitvto.th@fphyéicxhn

. o i;_f;

N .
a3

(Kisch and Reeder, 1969; Korsch et al., 1968); with nursihé'd%fe,’chgﬁa'v{
concepts - of team versus primary nursiné (Daeffler, 1975)‘4or” the’

importanceryof selected nursing activities (White, 1972) have be%nf(

‘

that an adequate assessment of the construct satisfaction was dévelqped. v

LI

°F g

The complexity of the construct satisfaction, the lackK of a sound

methodological basis and the’limitations imposed by the four prevf%usly
. a

stated issues make 1t difficult, if not impossible, to compaie the
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numerous patient satisfaction studies. Nurse researchers studying this‘
bl {

area do not necessarily solve any of these constraints.

-

Nursing Research . & .

A majority of the studies bf patient satisfaction which héve bgen
done by nurses have suffered froﬁ thé absence of sound measurement
strategies. The research done bz Abdellah and Leyine’(1957a,-1957b,
1957¢, 19574, 195%) and Risser (1975) are exceptions. The Abdellah et
al. (1957b) study was desigped to identify omissions of care in nursing

ang non-nursing events. Study results indicated that many patients

reported dissatisfaction.with particular nursing activities: 64 percent

.of the patients expressed dissatisfaction with the amount of information

.provided by'nurses and 47 percent believed nurses were slow to answer

calls for assistunce. Focusing upon nurses and nursing care, Risser

(1975) also found patients were least satisfied with the iaformation
. ]
provided by the nurses. Pender's :(1974) study fOUnd’that the mdjority

of- patients felt that the physician provided the most useful

information, while Wriglesworth et al. (1975) found that patients stated

nurses gave the most helpful information in a post-operative situation.

“Articles by Clarke and Bayley- (1972), Fournet (1974), and Powell and

e

Winslow (1973) support.the findings of the latter study.
“White (1972) prov%ded an indirect measure of patient satisfaction

with nursing care by evaluating differing levels of {importance between

patients and nurses in ranking various nursing activities. Pat ients

were mosf ég%gﬁéﬁ than nurses about their hygiene and physical

caqurts, In contrast td‘&atients, nurses placed more emphasis upon the
] | _ . B )
psychosocial aspects of care. Further, patients and nurses agreed to
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the impor;anceiof complying with the physician's plan of care and to the
unimportance of ‘activities relating to the preparation for discharge.
This latter Bfnaing is in contradiction to Linehan's (1966 fiqding.

Considering the wvalue placed on patient education"'today one must
, o -

¢
question 1if patients - and nurses would continue to rate discharge

teachir.g as unimportant. v@
0f those studies in which an overall satisfaction with nursing care

[

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

67 to 100 percent (Geertson et al., f§76; ‘Pollert, 1971; Raphael,
1967). .Support for these findings is also found in 'the medical and
health care services research by Korsch et al. (1968), Pope (1978) and

o

Tessler %t al. (1975). High satisfaction. responses were typical
although patients stated they were dissatisfied with particular aspeets’
of’Qhe care they received. It {s unfortunate that in using a general
satisfaction rating »scale, data identifying specific 1instances of
satisfaction and dissatiséaction are lost. _‘

The Risser (1975) study format ca;\Be distinguishiﬂ/;>bm the one
used bXtAbdellah et al. (19573). In the Abdellah et al. (1957b) study,
47 of the 50 itemsravoking'omissions of care in nurs%ng and non-nursing
events were stated negatively; threé, {ndicating sati§faction with care,
were statednpositivel;. Daeffler (1975) utilizing the Abdellah et al;
(1957b) tool subsequently criticizeél\this "format. This. investigator’

’

concurs with this criticism and questions why a more e&en distribution
of positively and negatively stated items were not selected as suggested
by Oppenheim. (1966). In contrast to Abdellah et al. (1957b), Ri;seﬂ§§

(1975) 1included similar numbers of positively and negatively stated

items in an-attempt to avold response set bias.’ This strategy, when



incorporated . into scale construction, increases the 1likelihood of
N7 ’

[ ~ P

obtaining trustworthy results as the subject, accustomed to responding

typically regardless of item content, cannot inadvertently bias the data
k] . .
in this incident ' manner (Polit and Hungler, -1978; Ware, 1978).

2 -
Although item cc .. znt determines what a test measures, it 1is the
- ”~

composite “effec;‘ of both the content and form of the {items that
contributes to the final score (Cronbach, 1946). fniCronbach's (1946:

484) words, "response set always lowers the logical validity of a fest

. . ..response set irnterferes with inferences from test data.”

Sociodemographic Variables .

In an effort to detect differences in general populations and the

A)

Mo xtent to which such differences exist, sociodemographic variables have

been studied in patient s§tisféc;ion research. - Ware et Lal. (1978)

~-~ Provide a review of the research relating several of these variables to
‘ i) .

-

U

o

satisfaction. In addition to, and specific to the hypotheses for this

study, a further comparison is provided.

®

Older patients were reported to be more satisfied with care

- 4

Fl

(Fleming, 1981; Gerst et al., 1969; Laing, 1977; Tremlett, 1977) while

the opposite was found by Geertson et al. (1976) and no relationship was

found to exist by Greenley and Schoenherr (1981). Gender. was unrelated

to satisfaction with care (Greenley et-al., 1981), whereas males were

reported as more satisfied (Geertson et al., 1976; Rrst et al., 1969)

'-
than females.

N

Marriéd persons wé%e more 'satisfied than the unmarried (Bashshur,
I

Metzner and Warden, 1967; Geertson et al., 1976; Gerst et al., 1969),

while Wriglcesworth et al. (1975) found no re%ationship between marital

o

A}
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status and satisfaction wich'garé.' Gerst et al. (1969) and Geertson

o -

et al. (1976) foynd educatlonal level to corrélate positively with

JS S
satisfaction whil& Greenlexg@t al (1981) and Bashshur et\al. (1967)
Hoen '
,' ~
found no relatlonship Co:ﬁgis! ” s

Wriglesworth et al. (19;?5 found . no sign{ficant» relaﬁionship
between admission.sfatus.afd s%t1sfact10n,‘while Tremlett (1977) fguﬁd
with traumatic admissions the number -of critiéal comments douFlgS over
those associated wich elective‘admisgionsf %léming (1981) found bprfy
over the hospitalized conditién had a negative relationship with
satisfaction. Wriglesworth et al. (1975) found satisfaction not to éé

‘related to brevidus hospitalization whereas satisfaction \expressed
" increased with th$s€ who had experiénced 'previous hospitalizations
(Geertson et al., 1976; Laing, 1977; Tremlett, 1977).

It is difficult to sumﬁarize the Ii;erature regarding patient
satisfaction. Differences in séciodemog;aphic variables may be due to
true popu}a&ion 5 differences " in ¢ the ‘relatﬁ)nShips -,- and/or to
methodological\problems and dlfferences The construct sad&sfaction has
notAbeen c{arified:desyigefthe numerous investigations éf its structure

§

and applicatfon.‘ However, there 1is little doubt that this lack of

. 4
, . .
progress may be due to poor methodological vigor and/or a failufe to

syste@atically identify (,gWe confounding influeuce of «qumerous
N . - » L‘
Factorsy such ~as diverse populations, settings and

measdf@ment techniques appear to compound the difficult task of defining
byf A

satféfaction in health care research.

*ADe%Pite ghe use of disparate approaches to 1nqufr}, a common
g ,
; v

f{’nding of many studies 1is that 'patients have not been given adequate

information about their health status and nursing care measures.

\
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Indeed, patients have an unque§tionéble right to the very information

they have not received. The foilowing section comprises a review of the

v

factors identified in the literature as Bglonging in the area of patient

Lt _\ M
rights. ° o ’

Patien Rights T fealth Care
Following the'depression and during World War Il a growing concern

for’ the need to. protect/ human rights resulted in the Universal

Declar@tion of Human Rights. In 1948, the declaration was adopted by

.

the United Nations General Assembly as wxa stitement of resolution

\

\

reflecfing internafionai goals and™ aspirations (Ashner, 1957). Since
J

Yy,

that time, many:countries, states and provinces have introduced bills in

an attempt to promete human rights.. :
. . A .

In 1960, an Act for the Recognition and Protection of Human Rights

and Fundamental Freedoms, commonly known as the Canadian Bill of Rights

°

was passed by the 'Eérliament of Canada. Although the Act's legal

*~

significance was minimal, it demonstrated  --awareness and concern for

human right violagions‘ within éanada (Brett, 1969; MacGuigénl 19655
Schmeiser, {?6&). It was not until 1982, when the Canadian Constitution
was proélaiﬁéd ehat the Charter of Rights and Freedoms for'C;nadians
became legally entrenched 1ntoféanadian:sgbiety (Storch, 1982).

In the ‘late 19608ﬁ and early 19708 -consumer organizations and
various other hgpan rights groups bééan to advocate the concept ot
clitizen pa:ticipafion in the planning,'impiementation and evaluagion of

' <
social welfare programs (Guest, 1982). At the same time, interest in

consumer rights in health care was reflected in both the Unitéd States

of America (U.S.A.) and Cahada. In the U.S.A. the American Hospital

1

~
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-

* -
Association issued a twelve—point‘ Statem;At on a Patients' Bill éf
/Rights'in 1972.
‘fn Cagada a statement was publi§hed in 1974 by the Coasumer's

Association of Canada entitled "Consumef Rights 1in Health Care"”

outlining four consumer rights. The statement reads as follows:

I. RIGHT TO BE INFORMED

about preventive health care including education on
nutritiony ! Wirth control,: drug use, appro@riate
exercise - ' ’

- about the health care system‘including the extent of
' government insurance .coverage - for services,
supplementary insurance plans, the referral system
to 4duxiliary health ar. g¢ocial facilities and
services in the communit:-

Y
o

about the individual's own diagnosis and specific
treatment program. inclucing prescribed surgery and
medications, options, effecrs ard side effects.

!

- about the specific cost of procedureé, services and

professional fees wundertaken on behalf. of the

. individual consumer ;

II RIGHT TO BE RESPECTED AS THE INDIVIDUAL WITH THE
»MAJ?R RESPONSIBILITY FOR HIS OWN HEALTH CARE

'“right that confidentiality of his health records be
maintained ., = <.
‘right_ to *refuse experimentation, undue ﬁainful

© prolongation . of his life -or participation in
teaching programs '

- \right of adult to refuse treatment, right to die
with dignity ‘

TIIL RIGHT TO ‘PART‘CIPATE IN DECISION MAKING AFFECTING
HIS HEALTH _ ' |

- through consumer representation at each level of
\ government in planning and evaluating the system of
Health services, the types and qualities of service
and the counditions under which health services "are
3 delivered
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Qith the health professionals and personnel involved
in his direct health care

RIGHT TO EQUAL ACCESS TO HEALTH CARE (HEALTH
EDUCATION, PREVENTION, TREATMENT AND REHABILITATION)
REGARDLESS OF THE INDIVIDUAL'S ECUNOMIC STATUS, SEX,
AGE, CREED, ETHNIC ORIGIN AND LOCATION

right to access to adequately qualified health
persmrnnel :

right to a second medical opinion

right to prompt rescue in-emergencies.

Right to'be Informed

27

Legally and morally, patients have the right to be informed. Tort

law provides”the legal basis for the patients' right to informed consent

for treatment.

Th&s mea s that patients haye the right to make

decisions, based on adequate information about their care and treatment,

without

paternalism. and- beneficence provides the hasis for. the patients' right

coercion. The ethical principles o7 autonomy,

<

‘racity, -

to be treated as an indiviaual and told the truth (Storch, 1982).

-

(Beauchamp - and Childress, 1979). Patients must receive
information to make a ‘decibion in a reasoned way.

are obligated to respect those decisions even 1if they disagree with.

)

Autonomy 1is the ability to freely determine a choice of ‘action
.enough

Health professionals

them. The principle of veracity requires that health professionals
L8

ensure that the necessary and accurate information is provided to the

patient;

it is the necessary bas.s for establishing a-

trusting

relationship. The concepts of paternalism and beneficence,: involve

placing restrictions on patients' freedoms justified by the belief that

it is a professional duty and in the patients' own best interest

;
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(Davis, 1981: Dworkin.,” 1976; Gert and Cdlver, 1976). Although health

-

proféssionals frequently find themselves in a paternalistic role, any-

paternalistic intervention must be carefully considered for! its
justifications ‘and limitations;

The right  to be informed encompasses informaﬁion about preventive
health care, the health care system, the individ;als' h2alth cafe sca;us
énd the costs of health care (Consumers' Association of, Canada, 1974).
Nurses employed in hospital settings primarily provide informgtion to
patients aboutsthe health care system a:+ their health care status.

Patients' ability to interact with the health care Aelivery systemn
léads to‘ more effeg%ive health carg. Information about personnel,
- organizacion. and structure, routines and ‘procedures, ard orms and
‘expectations enhances the individual's confidence to manage himself/
herself Iﬁ\{bf patientrrole in what is a seemingly imper .nal health
care system (&Errow, 1© 9. This need. to feel confident in an often
unfamiliar rolé is closely related to che_néed for physiological safetyz
the need to bglong, and the néed for self-esteem (Narrow, 1979).

_ Patients have the right ﬁo gnow as much as desired about their
health care status. Who provides this information is often unclear.

Various health professionals interact with patients and provide

education. Harper (1976) recognized that patient education is too

<

complex for any one discipline to assume o;él respbnsibility. It is a .

recognized role and responsibility of physiciaus to provide information

about the medical and/ocr surgical treatment, diagnosis, and results of

dia-uostic studies (Alberta Hospital Association, Alberta Association of

Registered Nurses, Colie;’a of Physicians and Surgeons, Alberta Medical

@

Association, 1984)3



Narrow (1979) identified six areas of information &t%at -nurses
7 v ,“\ o

should provide to patients. They include language /and‘ terminofogy,

anatomy and physiology, nursing diagnc®is and prognosis, treatments,
. .

A
predictable events, and idformation about nursing procedures being

performed. Accurate, and understa..iable 'information provided in these

areas is the basig by which patients can au: mously make decisions 1in

-

I
4

a reasoned wav. " T T
P ) . N & - G
The preadth:and depth of Ehe;information which should‘be providgd

Ny V
bws, often unclear. For example, informed consent- is an

o
to the%P@tLepp
&6 '

L e W

necessary for a consent to be considered to be an informed one? _Several

legal cases have set \the\ﬂprecedents for legal decisions an&; have

influenced hospital policies.‘ " These cases 'determired that infdérmed

’ ‘ ‘ ‘ 5§ |
consent required "that the patient be told en%ugh about the treatment,

“'e alternatives, and the inherent risks of the treatment to make‘anv

intelligent ahoice” (Wing, 1976: 113). ‘Further, the. patient must be

i 4

infarﬁéd«in non-technical terms, and the duty to inform does-not depend

3

on the patient's requesting the information (Institute of Law Research

and Reform, 1975). . Although Chief Justice Laskin specified a full

disclesure’ standard (Picard, 1981), health professLonaIS’tecognize many

factéxs which impinge upon the a@ountl of information provided. The
patient's age, ability to comprehend, physical, méntal and emot}ohal

i A ’ K .,
condition, and interest or desire to understand affects the amount and

~

method of information provided by the héélth ’ppofessional (Storghf

1982).

29

area of much‘medicalrahd‘;egal confio&érSy. How much inform;}iodqu
' C § o

Aae
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1
N

The nurse must be alert to evidence of misunderstanding by the
: ] . :
Lo

N
patient or 'health professionals. ' The most important source of

. /
in{grmﬁ%ion for health professionals is the patient. The entire process

t

of diagnosis ‘and medical and nursing interventions depends on reliable

and accurate inforqation provided by patients (Rushmer, 1975). At the

- \

same time, heélth‘professionalsvmusi listen to patients' complaints and
~omments (Catlin, 1981). Therefore, teaching whiéh enhances patient
‘coficiency in providing accurate information;, and. the development of
listening and other communication skills for healtg professionals must
se recognized and encouraged (Storch, 1982).

Nurses are in a unique role to provide the patient with information
because of their k:uowledge, opportunity to teach, and the nature of the

/
/

nursé:ﬁétient féi%tionship. Firstly, nurses fhave knowledge of

physiological conditions, treatmerts and outcomes*ﬁnd the health care
aelivefy“system (Baden, 1977). Secondly, the aurse spends more time
with the patient (Lyéns, 1977) and is better able to assess his/her need

and readiness to learn (Narrow, 1979). Thirdly, the nurse is able to

individualize the teaching to the patient and make it relevant (Narrow,
1979) and, finally, teaching.is an accepted part of the nursing role.

Despite the acceptancg‘dﬁ patient teaching as a nursinQ*?ble and
0 - .

4

dy 9

the legal accountability for teaching, 1t frequently doéé;ﬁqsiqgcnr to
. N ’ . 5 AR '(‘2".' A‘
-any extent. Numerous factors have been reported asxbarrieh§ to ‘patient
, paaleh :

L

education efforts (Pohl; 1965; Redman, 1976). For!éxample; lack of
preparation to teach (Winslow, 1976), lack of knqwlédge (Jenny, 1978),
lack of nursing service support {del Bueno, 1978), and patient’s failure

to ask for information (Winslow, 1976) are barriers commonly cited.

A,



“Nurses are with patients 24 hoyrs a-day and-are in a position to

\ L 1) ]
play the role of advocate, negotiator, and teacher. The nurse is able
V s 7 - N

to: (1) assess the Batient's understanding of the treatmen‘ risks, -and

alternatives; .(2) lnform other health professionals when the patient has

N

N . . » .
not understood, and to arrange ror further discussion; (3) identify and

- &

bring to‘the attention of oghers instances where non-valid consents have
been given (Registered Nurses Assoeiation of British Columbia, 1980);
and (4) provide informatigpn directlyito the patient.

The nursxng profe531on and nurses themselves need to overcome any
'harrlers Whlfh prevent patients from' weceiving nécessary information.
Withheld information could potentially be detrimental to the patients'
well-being as well as infYinge upondthelr rights. Thereforgiéaégses fnd'
other health professiona_s—"must share tnformation and tollaboratlrely

. [y .. .. ’ -
advance sound, successful patient education® (Johnson, 1978: 5).

/

oor

Right to be Respected -7

v, The .right to be respected is composed ot ‘three dimensions. These

9

dimensions include thevright;to: (l) confidentiality of health records;

Lol

(2) refuse experimentation :ﬁhdue prolongation of-1life or participation
in teaching programs ﬁmﬁ (3) refuse treatment and to die with dignity.
Overall, health care consumers are asking for the right to be treated as
individuals responsible fot their own r*alth (Consumessify Association of
Canada, 1974). | "f’ o o

The concept of respect is related to the prlnciplesuéf autonomy,
non—malefieence and beneficence (Storch, 1982). These principles imply

J

‘that action

that 1individuals should 'have the freedom of choice:

toward others should c¢ontribute to their well being and .not (mause
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harmfulveffects. Altgough respect is primarily a moral right there :}F
certain fégal regulations in effeét,- especially as related t
confidentiality and refusal of treatment.

The rights to priyacy and confidentiaiity are glpaéi; related. 1In
Canada, the provinces of Britjgsh Columbia and Manitoba have had Privacy
Acts legi;laﬁed (Sklar, 1978). It seems inconceivable tﬁat the right to
Erivacy requires a law, yet privacy is a frequently overlooked but
important facﬁor in the recovery from an illness episode. In many

"health care facilities neither the physical st{ycture nor the
hospitalization process is conducive to privacy. - This is reflécte& by
large open area emergency departments or nursing units where various
health professionals e;amine and question patientg. Frequently these
activities are of a highl} personal nature and permission from the
patient has not been sought (Storch, 1982).

The professional-patient relationship implies a duty >Qr
responsibility to each otheff\ In fact part of the nursing process 1is to
encourage tﬁe patient to express himself freely, and to share his
broblem; with the nurse (Ipté}national Council of Nurses, 1977). 1t is
ialso more likely‘that patients will divulge information if they are
assured that the information will be kept in confidence (Sklar, 1978).
AConfidentiality is clearly recognized within nursing as an‘ethical duty
to patients as evidenced by the Florence &ightingale Piedge (1893), the
International Councii of Nurses Code ofvEthIcs {(1953), ;nd the Alberta
Association of Registered Nurses' Code of Ethics (1983). In addition,

"the patient's right to confidentiality {s protected by provincial

statute (Alberta Hospitals Act, 1980).
< q
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Health professionals need to heighten their sensitivity towards

patients' need for privacy aad confidentiality. They can remind others

>

of the patients' need for privacy and be more respectful and caring

themselves. Health professionals wmust be careful not to share
information too freely and to avoid gossip. They - must respect
| B 4
A

" professional obligations inxregard'to the - privacy of and information
about patientsf

Nur'ses' fundamental responsibilities are threefold: to conserve

life, to alleviate suffering and " to promote health (International

Council of Nurses, 1953). However, tbey must be cautious about coercing

patients to receive treatments if the patient refuses. This applies not

only to refusal of treatment, but alsé the refusal to be involved in

expep%?entation or as a teaching subject. The right to be respected as
¢

an individual with the responsibilitj for hié/her own health provides

the right of self-determination. Whether or naot the patient

participates in treatment, teaching or research the patient retains the

right "to be adequately informed . . ., to have their brivacy respected,

and: to be protected from undue risk to =:ither their physical or

4

. 4 .
emotional well-being"” (Downs, 1979: 131).
If the nurse(gélieves that the patient is making a wrong decision,
he/she may evaluate the basis upop which the refusal was made. If the
refusal was due to fear or lack of understanding the nurse can help the
patient deal with the fear or provide any information necessary for the
\' .
patient to understand. However, if the patient 1is a competent adult

his/her decision must be respected (Storch, 1982). As Storch (1982: 91)

states
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qurses cin monitor, support, intervene, and advocate
for considerate and respectful care, privacy,
confidentimlity, appropriate u§2 of human subjects
in teaching and fesearch, regpect in cases of
refusal of treatment, and dignity in dying.

Right to Participate

ld o .
The consumers' right to participate in decision making involves

both deciéions about theiP'owﬁ direct health care and the plann;ng and
evaluation of health’care services (Consumers' Association of Canada,
1974). This r%ght also. implies an obligation to participate and is
based on the pri}tiples of autonomy and responsibility (Storch{ 1982).
"Patients are treated as passive.recipients vf the ministrations of
heath professionals in health education, in nur§ing care planning, and
in intervention strategies™ (Storch, 1982: 100). "Despite unprecedented

advances in knowledge and technology ... . pebple have never been more

disillusioned and discontented with health care ¢elivery . . " (Brody
. \ -

\
i
'

1980: 718, 722).

The degree to which patients will participate will be influenced by
the severLc{ of the 1illness and their capabilities apd emotiohal
responses (Kélisch, 1973). Health professionaﬁg take an active dominant
role duriqg times when patients are comatése; confused, or criticaily
ill. However, they must be prepared to relinquish this role when
patients afe abLeﬁco actively participate in their own care. Health
professionals can vand "should facilitate and encourage patients to
actively participate in their care (Davis, 1986).

In, any patient-health professional relationship there is an element

of dependency of the patient upon the health ‘professional. This is

especlally so with the patient-physician relationship3  The physician's

v)'
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power - over the 1ill individuai is so_great'that it has t-=r abelled
“aesculapian authority” (Kalisch, 1979; PéCErson, i966; Seigler and
Osmond, 1973)y The nugse-patient relagionship is Hess power oriented
and ‘more of .a helping relationshib”(Kalisch, 1973; Orem, 1980). The

(. -

trend in nursing is to move patients away from the passive-dependent

role to one where they assume an active respounsible role. This is

“evidenéed by the growing literature advocating self-care <and the

¢

", development of a selfrcére model for nursing practice (Orem, 1980) that

4

"y .
emphasizes patient participation. The Alberta Association of Registered

A . )
gteg thy ? atight

Nurses' Standards of Practice (1980) clea~" {w*

pafticipation during each phase of the- nur- in ,
: ¥ .

assessment, planning, implementation and .evaluation: ofﬂ%%éré' is

necessary.

Patient par&icipation implies tﬁat ghey should cvaT.ateithe care
they r;ceive and the wayvin which i£ was!ﬂelivered.\ Obtaining pagients'
evaluation of care 1s often difficultﬂnot only bééause some patients
fear reprisal and therefore will not make negatiYe cémments (Nehring et
al., 1973), but ;heir level of satigfaction is nof“easy to measure_(Ware

’

et al., 1978).

Consumer participation at the community level, once an accepted
activity, became limited as the population grew and society changed
(Stérch, 1982). Several problems appear to gestrict ‘meaningful

participation. These include lack of consumer interest (Feingold, 1974;
\

Hepwbrbg, 1976; Klein, 1972), complex structural features of the system

(Paap, 1978; Van den Heuval, 1980), difficulty seleofing and training

4

consumers (Storcﬁ, 1982), and lack of confidence of consumers which is
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frequentlyoyreinforced by the health professionals (Christensen and

3

Wertheimer, 1976; Steckler and'Herzog, 1979; Stoller, 1977).
One crucial function of consumer participation is to counter
patérn:lism of health professionals (Storch, PSZ). Hepworth (1976)

argues that consumers can identify health care needs and inadequacies of

@g pthe system, limit the bureaucratic nature’ of organizations, wmake
K34 . '

services more responsive and watch over standards of practice and

service. = However, differences between the parameters considered
important by consumers and health professionals exist (Kelman, 1976),
Kramer (1973: 577-578) suggested that. "health pgofebsionalé must be
' L N €
,

taught to value the participation of the consumer.”

It is believed that consumer participation on Héspital and nursing

committees wguld provide greater accountability (Storch, 1982). They.

™~

- \
. could serve on patient care, poLi;yf"‘EU%lity assurance, and dtaff

deévelopment committees, ag well as be involved in activities such as
reviewing incident reports and standard setting (Lewis, 1980; Storch,
1982). Consumers are also beginning to participate in the professional

nursing associations. Thé‘yCanadian Nurses' Association, the Alberta

g

~

Assoclation of Registered &urses, and other provincial associations
involve consumers 1in various— ways on their govérning councils and

disciplinary review boards.

Right to Equal Access

The right to equal access to health care regardless of the
individual's economic status, geuder, age, creed, ethnic ofigin, and
‘ Q

location, 1includes the right to access to qhalified health personnel, a

second medical opinion, and prompt rescue in ewergencies (Consumers'

Assoclation of Canada, 1974).

t

1
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There appears to be little mention of patiénts' rights to equal

'

access to health care in the literature. "However, the right to

non-discriminatory care is widely accepted. There is little dispute

.over the need to improve access to health care services for the poor

-

(Reynolds, 1976) and racial minority grqus (Okada and Sparer, 1976)4-as
. . . ':
well as to improve the balance between primary, secondary and tertiary °

care (Battisella, 1976);

~

Governments have attempted to. distribute medical services into
A " 3

underserviced areas. In return® for a commitment "o work in

~

undef%ﬁb& areas, medical students have been subsidized (Masgn, 1971)
. and physicians uaave been given bonuses (Copeman, 1373). These attempts

have had limited success.

Governments have dealt with consumer concerns regarding the
qualific¢avions of health personnel primarily by authorizing licensing to
professional assoéiations like the Alterta :ssocia;iOﬁ of Registered
Nurses (Alberta Nursing Profession ‘:t, 1983) for the purposé of
guaranteeing standards Qf quéiity and service (McLeod, 1973). Hospicaf

)

activities and employed érsonnel are also monitored through accredita-

tion activities whi compare hospital practices to established minimum

o .
standards of care ( Eﬁad}hq\Council on Hospital Accreditation, 1985).
The right to a secon&\ngdical opinion and to pfompi rescue 1In

emergencies may be less known. However, basic nursing: education
curriculums require the  American  Heart  Foundation's (1986)

cardiopulmonary resgsgitation program and patients within hospital

settings do expect promptneés in response to calls for assistance.
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Quality Assessment

The literature describing two approaches used for this investi?ﬁtion

is presented. - A brief examination of previous questionnaire development

and validity and reliability measures is included. The methodology and

definitions relating to critical inc¢idents are also discussed.

B -
"Patient Satisfaction Questionnaire

The Risser Patient Satisfaction questionnaire (1975) was develdoped "
to study evaluation of nurses and nursing care in ambulatory primary

healgh care settings from the patient's perspective. Rigser (1975)

suggested that the dimensions of satisfaction logically related to

nursing care in the ambulatory health care areas incTudeq: (1) the

e

personalities of the nurses and the nurse-patient relationship; and

14
(2) the nurse's professional competence and the patient's perception of
P S p

-the quality of- nursing c¢are received. Other dimensions of care, .as

subsequentiy described by Ware et al. (1978), seemed more appfoér;aFe
when measuring satisfaction with‘medical care or.with‘the overall health
care delivery system.

‘Studkes by Gorham (1962), Holliday (1961), and Tagliacozzo (1965)
pfovided support for these dimensions of satisfaction with“nurses and
nursing care provided. Tagliacézzo (1965) interviewed patients to
determine their satisfaction with nursing caré in hospitals and found
that 81 percent %ﬁ pé:ients stressed the Iimportance of personal care;
8lhp¢rcent emphasized §ersonality atgtibutes of the nurse; 45 percent
expected prqﬁgﬁ, efficlent services; and 29 percent mentioned
ipecificaﬁli”;hat they expected knowledge and technical skills to be

conveyed.

wmamy

e

B

P
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Risser's (1975) conceptual framework defined patient satisfac: ..
as an evaluation criterion for health care in general and nursing care

in particular. Whether patient -satisfactioh should be considered a

y

process or otitcome criterion was not clarified (Blocﬁ, 1980; Donabedian
. : : ) «

i980). o develop thevinstrument, attitude measﬁrement methodology was
applied. The Likerﬁ method was Felééted because éf relative ease Sf
administraiion and scoring, = relative simplicity of construction,
-potential reliability with ”relatively few items, and' relationship to
behavioral criteria (Guilford, 1954; Likert, 1932; Oppenheim, 1966;
Tittle and ﬁill, 1967). .
fhe dimensions and definitions which Risser (1975: 47) used to

guide scale and item development were: -

Technical-professional behavior of the nurse which fulfills”
instrumental or 'goal achievement functions, fog, example, nurse
knowledge, physical care for patient, and expertise In implementing
medical care.

-

Intra-interpersonal. The - expressive function of the nurse.
Intrapersonal. |~ The nurse's personality characteristics, for
example, appearance, friendliness, confidence. Interpersonal.

Social aspects of nursing care.
Trusting relationship.. Verbal  and non-verbal comgunication
measures, for example, interest in patient, sensitivity to people
and their feelings, and listening to patient problems.

Educational relationship. Information exchange between patient and

nurse, including such activities as answering questions, explaining
and demonstrating. y .

-

[tems for the preliminary questionnaire were obtained from
interviews with patients, literatur; review, judgements of experts and
questionnaires concerned with ﬁat1ent satisfaétion with physicians and
.medical care and nursing care in hospitals {Risser, 1975). An attempf
was maae to use termi;ology  which approximated that which patients

¥

themselves use (Remmers, 1954). Phrases related to feelings were
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included but . fadtual items were ‘avoided (Oppenheim; 1966; Shaw and

Wright, 1967). Simple and;cleér language was used to convey a single
'iAea in each statement. Roughly equal numbers of positive and.negative
itehs were included in an attempt to‘avoid reséonse set bias (Edwar
1970; Oppenlieim, 1966; Scott, 1968). )

- -The questionnaire was submitted \10 two sequentfal trials
resultedvih 138.usable returns. The original758‘iteﬁ questionngz%' was
reyised down to a 25 1item questionnaire following appl%qiéion of
abéélute and relative frequencies and the intérnal.coﬁsisté&éy"measure
of inter-item correla;ion coefficients (Riséer, 1975). Items from- the
intgape;sonal dimén;ion seemed to cgrrelate equally higﬁiy with groups
of.items in.other clustefs. The items from the inFrapersonal dimension
were‘incdrporated into other areas judged appropriate:by the correlation
coéfficients‘and item content (Risser, 1975). N

Scale »hoﬁogeneity ratios.‘(Scdtt, 1968), : reliability coefficient
2

alphas (Cronbach, 1951), and intersubscale corrélatiod\coefficients were

_obtained from thé* data. The revised questionnaire, both as a whole and

the subscales, evidenced an ability to discriminate between persons of.

various relativé satisfactidhilé;eig. Maximum possible fange for mean
scbfes spread from-1.0 to 5.0 (Riss;r, 1975).

Individual scores were pgsitively skewed. Risser (1975) suggested

éhe skewedness may :suggest ‘the difficulty the patient may ‘have

’Qerbalizing dissatisfaction with nursing care whicﬁ (é)he must rely upon

in the future. = The positively skewed attitude toward - nurses wés

consistent with other studies of attitudes toward nurses and - other

health professipnals (Hulka et al., 1970, 1971; Korsch et al., 1968;

Lewis et al., 1967; Sussman et al. 1967). A_partial‘explanatioﬁ of
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positive skewing may be f0und. in the ques;ionnaire iastructions
directing fespondents to-think of “their nurses,” a pefsonal’referent.
Attitudes toward "physicians in general” and toward the respondent's own
"persongl physician" were repértéd to differ (Hulka et.al., 1971).

High correlation coefficients obtained between subscales in@icated
a significant common factor between all subscales. E%cept in one case,
each subscale possessed a reliabilitfn_ééefficient greater than ité
correlation 'éoefficient with anothgr subscale. The oﬁe exception

involved the technical-professional area correlatiﬁg'with the trusting

-3

relationship in | Trial | (r = .637). All other data showed some
distinctness of clusters, and thus some evidence ?% idiscriminate

validity (Risser, 1975).

-

The technical-professional contegt domain evidenced the least
reliability kCronbach's reliabglity coefficic v was .637, N=60). This
level was accéptable. but approacﬂed neither the desirable le?él of at
lleést .800 nor.the reliability coefficients attained by the othér two
subscales (Edwards, 1970). Béth’variability ;f respondent scores as
measureé by standa;d deviation of mean scores and scale homogeneity were
less in the technical—professional area than in other subscaies Yitﬁin
the total scale. Risser k1975) questioned whether tﬁé technical-
professional cluster represénts a more diverse universe of items, with
lower inter-item correlations. She suggested clearer definition and
. furﬁher refinement _f the subscalé may be indicagéd in further research.

Risser (1975) suggested ‘that the large number of gtems selected
from a'variety‘of sources, especially from patient commenté of their

likes and dislikes of nursing, the review of items by nurses, and the,

, literature review should*;ensure some degree of content validity.
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Although construct validity was not established, the positive skewing of
scores, expected from results of other satisfaction studies provided

0

some évidence of construft va{iditx.
Ventura, Fox, Corley and Mercurio (1982) wused Risser's Patient
satisfaction questionnaire to evaluate thé effectiveness of implementing
‘ 4
the concepts of priqary nursing. The mean subscale and total scores
obtained for all patients were comparable to those reported by Risser
(1975). Each subscale ﬁad an acceptable alpha coefficiént, showing that
items tended to behave consistently. The. average inter—item
.correlations (indications of measurement domain homégénéity) for each
subscalqﬁ were also high, .and both the estimates of reliabfiity; and
Ahomogeﬁeity were Eomparable to those repbrted by Risser'(1975). The
subscale intercorrelations Awere* high, ~approaching or exceeéing the
respective scale reliabilities. o
Ventura et al. °(1982) found ;he discripinant validity for the
subscales to bé' dougéfhk a$° they appéared to measure one general
dimension. Tﬁ;.;Lphg-éoéfgigi?ngigorIQOCal scores was very higﬁ (.90).
Ventura et abj;-(1982)' §?égést£;¢'§héf it may not be possible to
differentiaterempiriéaﬁly among the-hypothesiéed dimeﬁgions of patient
satisfaction ;ith nursing caré. They further suggested that a general
scale-igéoring'these,subdimensions would/havenexte;lgnt;;éliability:Au
Using a process termed precision by'réﬁl;éégiQn;3é¥péﬁ$QUand Atwood
(1982) furthef, developed the Risse%;éngtiéﬁf. satisfaction question-
naire. P;écision by'replication ié[égéiﬁed,as'che stability of psycho-
metric estimates for tnstruméﬂﬁ feliability and yalidity dberxmulciplef

L%

3 i -
studies (Hinshaw et al., 1982). They further state that this technique

1s important when inStruQenc'testing occurs within the context of field

AR
AN
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‘

research projects, since these projects may involve conditions ' that

limit instrument-testing alternatives iand interpretation; that is, small
N, ‘ , . .

] y - . .

sample sizes and decreased control over numerous field conditions. The

9

method they proposed for. estimating the 'psychometric properties of

’

Risser's Patient Satisfaction questionnaire was to analyze the. stability

N

of the coeffjicients over ﬁultiple testings with successive éamples of -

modest size. They hypothesized that the tnstrumen- could be‘c0nsideréd.

¢
v

stable if the CrOnbach's'alﬁha c2f “icient (l°, Jid not véry*by more
than .10 to .20 across fielaiﬁf YN )
. S . : L
The precision by replicat.:  =~othod was demonstrated over a series
. é ‘

of five clinical and administr:t.ve chdhes.durihg a period of eight

' : . ) . ; _
years, with a total of 60 patients( primarily medicalrsurgical

. - a3
- v P

ingatients and outﬁatients (Hinshaw et AL.,‘L982). _Thc‘Rissér (1975)

»

instrument was revised to measure patient satisfaction with rinpatient

nurses and nursing care. .The. basic conceptual framework and structure
"of the instrument were not changed.  Hinshaw et al. (1982)
con  ualized patient satisfaction as an outcome evaluation criterion ™ -

of the patient's opinion of the care received ffom nursing staff. L
Of the original four subscalé9~cdnstru¢ted,by Risser (1975) the
- : 3 U
instrument was reconceptuallized to reflect the following) three aspects
' ' S [ co e

. . : ;
of patient satisfactiun with nurses and ‘nursing care

1982: 171): v _ L
* ' : IR 4
Technical-professional factors = " technical activities and the"
knowledge base required to competently complete the nursing care
tasks. : o i
Trusting relationship - nursing 'chafgpteristics .that allow for
constructive and comfortable < patiept-nursé - fnteraction and

communication aspects of the interactiop. . S Iz

\

[
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g .
Education relat onship - nurses’wability to provide information for

patients including answering questions, explaining care, and
demonstrating techniques. ' :

L .
‘ e . : . AR
Only one item was revised fori"use with inpatient hospital subjects. In

‘the item “The nurse gives good advice over the telephone,” the phrase
"over the telephone™ was del¥ted (Risser, 1975£ 49).
The two questions Hinghaw et al. (f982) raised were (1) Is each of
4 . .

I

the three subscales internally consistent?, and (2) Are the internal

consisfency estimates stabje? ' They found that internal consistency
) d

. . ) i \ v . i
estimates were satisfactory and stdble across the various studies?! for
.example, alpha-coefficients for the technical-professional subscale

aVeraged ;.79, education. coefficients averaged .78, and trust
coefficients averageg .38  “Inter-item, item-subs.ale, and inter-scale

o e W
~ correlations' collaborated the alpha coefficienté.

3

Validity estimates ‘for the Patient Satisfaction questionnaire were
by

v A R

o . “,! . oLy i
éﬁﬁﬁained/gn three of the five studies using construct validity methods
! .J o ) . . .
* (Hinshaw al., 1982). Three construct validity techniques were used:
. AN i . .
- ’ { 4 N .
cenvergent aA} digcriminant strategy, discriminance, and predictive

modelling. Empirical correlations moderately substantiated the multiple

convergent/discriminan% . pgédictions. Discriminance was '~ strongly

documénted' for all buts the education subscale, which had modest
' - l-» .

jsuppqrt, Predictive modelling produced moderate to strong validity -
- estimates (Hinshaws and Atwood, 1982). Overall, Hinshaw et al. (1982)
suggest that theﬁfPatient Satisfaction questionnaire has acceptable

Tevels oé‘validity and reliability.
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Critical Incident Technique

The .critical 1incident technique has been used in' a variety of

1

situations. Flanaganfs (1954: 327) discussion remains the most useful
description of the methodology andbprovides the following definitions:

The Critical Incident , Technique consists of a set of
procedures for collecting direct observations of human behavior in
such a way as to facilitate their potential usefulness in solving
practical problems and developing broad. psychological principles.
The critical incident technique outlines procedures for eollecting
observed 1incjidents having specific significance and meeting
systematically defined c@igerial ' .

" An incident 1s any. observable hyman activity that is
sufficiently complete in~ 1itself to ermit inferences and
predictions to be made about the person petkforming *the act.

' A critical incidént must occur a situation where the
purpose or intent of the act seems falr)y clear to the observer and
where its consequencesmare sufficienyly definite to leave little
doubt concerning the effect. e

el

Flanégan and Schmid (19595. identify conditions which define a

‘series ©Of critical incidents and whijch are intended to obtain a

representative objective set of factual events all judged by the

observer to contribute to a single aim or conclusion. They are:

.
(

The definition of the situation observed. This usually inAludes
the delimitation. of incidents submitte%ﬁ;to’ those 1involving specific
# A '

persons, locations, conditions and acti&&ff@s. S ' : -~
! ) v

4

The releyance of the stated aim or co‘r?clusicr;@§ This reﬁrésents a
judgment or inference on. the paft of the obéérvef. Becausé of the
ekplicitn%?& of the definitions and the estabfibhgd criteria as to what
constitutes an incideng which has sufficient relevance andj;ffect that
it.should be admitted as.one piecetéf evidence regarding the stated a}m

or conclusion, these Hudgmenté and infefencqs are usually found to be

refatively objective. ‘ > “x
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The qualifications of the observers. In order to make the types of

judgment and infereﬁces mentioned above, it is essential that observers
have appropriate experience and training.

When these conditions are met, ! sample of critical incidents can
be treated like any other set .of deca to describe, to defint, to
COmparef or to evaluate specific hypotheses (Flanagan and Schmid, i959).

Flanagen (1954) recommends that the aim of the activity be

N ' \?% ;
described precisely. Since it 'is well known that extreme incidents can’ '

=S

be more accuradtely remembered Rhan behavior which is more nearly average
in character, a practical means of obtaining the specific data is' to

ﬁbtain records of critical incidents. On the whole, it is preferable

M s
: (

that  the behevior or resﬁ%ﬂg observgd are evaluated, classified, and

v +

recorded while the~facts .are stilb ﬁresh in the mindWof the%obserwe

P
2 B N
. RN ..7

However, the technique can also beugéed~for retrosg@ctive obsefvatxh
v‘w ¥ 19

which are reported from memory.. Evidence regarding the accuracy Oﬁyﬁ
reporting 1s usuaily containeH in the incidents themselves. If fyll and

complete details are given it can be assumed that the information is

accurate, whereas vague reports suggest that the incident is not well

0 g } -'.':",
remembered and that some of the data may be incorrect. 5o o
s w53 %,

. This raiseé tﬁe interesting questio% of whether or not paciehts are
qualified to be observers of nursing and nursing care. Patient and
staff perceptions of care quiiity have been found to differ considerably
(Hefferin, 1979; Houston and Pasanen, 1972). | While some of this
difference is attributeéle to differences in the criteria which pa&iente
and profeesionals use for‘aésessment, valid'questiohs may also be raised

about the extent to which consumers are competent to -judge certain

aspects of care. It is ehcirely possible that patients” lack of

PO



technical knowledge may result in incorrect qualitative judgments.

]
v

Tagliacozzo and Mauksch (1979) repbrt that patients often'fee} helpless -
in evaluating the knowlegé, skili and c?mpetence of care givers and,
evenﬁ(when they are certain of{ their judgments, may be réluctang to
aﬁpress them. For this reason, patieﬁ?%'vqualitative judgments tend to
focus on the pergonality %AQ demeanor of the care‘giver. 3Tes;ler et al.
(1975) go a step further'in"suggestiﬁg that qualitative Judéments are
avoided when one is dependent, itris uncomfortable to‘accept tha; one's
care ﬁay be less than adequate. | |

However,Ait is wellvrecognized that the expectations which patients
have of hospitals and health pfofgssionals form the context within which
satisfaction and dissatisfaction must be assessed. Patlents enter the
health care system with a variety of characteristics, attitudes, and
prior experiences. These, coupled with théﬁinowledge and ihformatio&
they receive from health professionals, epable them ﬁo define their
~situation and to‘delineate what they perceive to be their own needs f@%&
care. Thus is formed a sét of exéeétations about.gare outco@es, care
giver beh;Viors,,and the performance of the systeﬁ. These expectatior .,
wﬁich may b%ﬁ§ubject to considerable'chapge during the course of the
illness and -treatment, form the standara agaiﬁst which care'ac;ually

a

received 1is judged to be satisfactory or not _satisfactory (Obgrst;\

.

1984). - ' o ‘ T

Summary
Quality is of concern to both the providers and recipients of that

care although neither understands its dimensions entirely. Quality

_assessment especially as it relates to the ptocess and outcome of care
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is of particular interest for tho?e studylng patlent satisfaction.

@

Satisfaction is believed to be a result of the expectatlons of care
being met or efceeded. However, it is ncot yet clear if dissatisfaction
and satisfaction of patient care are at opposite ,ends of the same

continuum. Althewgh p;Eient satisfaction theory is pot yet proven and
instrument reliability -and v;iidity is often questgonable, it is never
the less considered by health care providers to be a patient's right to
mage comments regarding the care received, ' The ,validity of such "
comments may be scrutinized by health cafe providers in order to make '
improvements or maintain the status quo_of care end services provided.

0f the four essential rights that Canadiens have in health care,
several legal and eehical consideratioes have been firmly entrenched in
O ' s
professional associations' code of ethics as well as in the social and
legislative syetems. Quality 'studies of'patient care ofteh provide a
measure of .an overall level of satisfaction. Aithough iﬁportant in

’ o ‘ )

' ’ 4 * F by
itself it is also important to cépture,patients' specific insights into

the care delivery system. These insights,fwhether positfve or negative,

“l have with the
! &

same ~and/or other ‘health ¢are prov1ders ahd health car%ggnstigﬁgkgi.
O ; |

ggr these reasons both an overall and Specigﬁe approach to gettlngej{

. .u . ) =»§7¢
patients' comments ahbout the care they received-”yill.&aﬁd, to -the

) £

reflect upon the future relationship that the patlent

usefulness of assessing the quality of care provided.

#



CHAPTER THREE

-

RESEARCH METHODbLOGY ' ¥ T

" This chapter contains a description of th_e research methodology
7e_mployed for this stud;r. Ihe chapter {s di.vided into four séctions.
\"éection one describes the study setting and subjects, and segtion two
discusses the construction and validation Qf the instruments used. The

third section deals with the data collection procedure and the last

section describes the analysis of the data.

Study Setting and Subjects

Tpe study was carried out iﬁ a large tertiary care hospital in
‘Edmoynton, Alberta. The hospital has allocated over 300 beds for adulf
surgery and overVZOO beds for adult medicine. Table® I presents a
summary of reports drawn from the hospital compa;ing ;ctivity levels for
medical :e\md surgical p‘atients.. The reported activity l"eve.ls‘ were used
to assist the development o_f“cr.iteria for 'sel.ecting subjécts‘

The subject's'. included in the study were acutely {11 adults who
experienced a  medical and/o_r surgical 1intervention thle being a

+

patiers®. Other sele_‘;:tion criter_\ia required the 'subjec;s_ to: (1) be
Englishvoliterate; .(Z)Wreside within a( 25 mile radius of ;t‘he Cityy of
"Edmovnr.o_n(;n(3) be accessible by telephone for&& day§" following discharge
from the hospital; (4) be discharged from ‘the hoépital durir}’g the hours

0700. to 1600 on Monda}' through Friday; (5) be mentally competent;



Descfip;ibn Month Year to Date
_Patients Admitéﬁ? (Adult and Children*) 3,403 10,301
Occupancy Level
Surgery 927% 927%
* Medicine 97% 97%
AQerage Length of .Stay (Days)
Surgery c 8.7 8.8
Medicine 12.5 12.5
. Patients Admitted by Emergency
(Adult and Children*) 1,213 3,564
Average Numbér of Patients ‘g&'
Discharged Daily
Surgery ' o 37 k%
Medicine 18
: —
£ * Information unavailable for adults only.
-~ &\ . . :
‘ a

-~
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(6) be the age of consent; (7) haveipeen in hospital more than 2 days

and less than l4 days; and (8) be willing to cooperate, and sign a

consent for inclusiom in the study. .-

Table 1

) R , N .
Level ©f Senvice Reported by Study Hospital for- -

Adult Medical and Surgical Patients by

Month .and Year to Date (June, 1984)

** Information not available.
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-slnstrumentation

Two instruments, a questionnaire and a critical incidents interview

?Eggide, were utilized to collect data for this study. “Questionnaires are

3
A o o - ' .
omparatively less expensive and less time consuming than other research

-

" methods. -Since the researcher was not present during the completion of

the questionnaire, it was hqped’reéearcher bias would be reduced. As
the quéstidnnaire offers the best opportunity fof"anonymity it is
believed ‘that the information is more likely to be accurate.

"The crftiéal incidents interview guide used an interview apprbach.

. -

Perbonal 1nterVLews increase the likelihood of establishing rapport with
, . _ . ) K

the tespondentsﬂ The ability to develop greater rapport facilltates
responges to séhsi;iye questions -- those thgi; may be potentially

embarassiqg or thxééténing. The researcher is better able to get full,

, detailed’énswers’through clarification and pg%bing the sentiments that

may'undeflieJan.expfessed perceptibn regarding care.
‘The teléphone interview is4aﬁ'advantageous approach for respondent
foll . wh$n considering 1its low cost and rapid completion with a
relétivelyy&éiélf‘riﬁpdhse Vrate. Little différence in the quality aof
T '

responses t&;teléphdne and personal interviews add to the vélidity of

this approach.t .

Combining t° Juestionnaire and interview approaches 1is successful

-in-obtganing a esponse rate while allowirng the respondent privacy

in filling out the questionnaires. The researcher was availab&e for
: 0

help, if desired. However, the researcher did not {intervene wunless

asked onc=> detailed instructions and examples on how to fill out the

questionnaire were given. Feelings of privacy,‘ confidentiality, and

2
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anonymity are furtner ensured by allowing the responde%t to seal the

answers in an unmarked envelope.

-Development of the Research Guide

The development of the research guide f$r the purpose of céllecting
data was generated from ideas obtained from the health care,.nurs}hg and
psychology literature. The litergture and discu;sions with cblleégues_~
helped clarify the approach tc utilize in constructing the research
guide. |

"o
The research guide .was composed of five sect ons:
I. Personal Data Profile
II. Patient's Opinion of Nursing Care (questionnaire)
IIT. Critical Incidents Report (in;erview guide)
IV. Patient's Opinion of Nursing Care (ﬁuestionﬁaire).
V. Critical Incidents Report (interviey guide)

Séctions I, ITI, and III were to be completed brior to discharge and
Sections IV and V upon follow-up.

Section I of the researcﬂ guidg, digigned for the purpose of
collecting personal data, was developed by reviewing the hypotheses and
purp8ses for the study as posed by the‘researcher. All personal data,
except. age, utilizej fixed-alternative responses and were é%fegorized_
priof to distribution for ease of data analysis. This section was to be
compieted by the researcher from queétions pésed to the subject.

ﬁ; Section II and Section ’iv of the research guidé 'ugilized the
questionnaire "entitled "Patient's Opinion df-NursiAg Care” developed by

. Risser (1975) and adapted by Hinshaw and Atwood (1982). The

quéstionnaire was utilized in {its original form. Basedlupon previous
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.~ ‘a :

research describing patient satisfaction questionnaires, it demonstrated

the best- documented validity and reliability data for measuring nursing

care.

<

Section III and Section V, the critical incidents report, was

designed by the researcher to gather data -regarding: (1) those

particularly positive or negative incidents,which the subjects perceived .

as having a significant impact upon their perceptions of the-care which-
nur ses pzpafded, (2) those behavioréf;lfactors which 1influenced tﬁe
reporting of  the resp&ﬁdent’s opinions/perceptions, and (3) the direct
description of the respondent's level of satisféction or dissatisfactioun’

4

with the'nursing care received.

In reviewing the published literature, a critical incident pproach
to studying patient satisfaction could not be located. 7 Jevelop a
structure to assist in catégorizing patient's reported critical
incidents the resegrcher posed the question: what functions or roles do
nurses carry out which would be perceived by patieants as béneficial to
or detracting from 'their §bility to regaln a feeling of-wellness? To
answer this question, published nursing and psychological tﬁeories were
reviewed. 1] ¢

Tﬁé theory which appeared to provide a good measure of identifiable
‘nursing functions was that advanced by Henderson (1966). She (1966: 15)

B . "
stated:

The unique function of the nurse is to assist the individual, sick

or well, in the performance of -those activities contributing to

health or its recovery (or a peaceful death) that 'he would perform

unaided if he had the necessary strength, will or knowledge. And

to do this 1in ‘such a way as to help him gain independence as.
rapidly as possible.
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Hendersﬁn (1966) furthef identified fourteen functions that the nurse
does tohbelp Fhe patient achieve independenée. These functions aré in
.reiation to the patient'é need. for {l) breathing, (2) éating and
‘drinking, (3) élimiﬁatiop, (4) movement and posture, (5) sleep and‘rest,
(6) clothing, (7) mainteﬂance of - body temperature, (8) cﬁeaning and
Agrooming‘ of the body and ‘;nfegumentary protection; &) avoiding

dangers and injury to others, (10) communication,

environmental
. ' &

(Ilj.wotship’ §12) work, (13) play and participation in recreétion, and
(14) learning aﬁd discovery.'

N The human néed theory that supports Henderson's concept of nursing
is Maslow's (1954) Hierarchy 6f‘ needé. This hierarchy includes
(1) physiological ﬁeeds, (2) safg;y needs, (3)"belongingnesé and love
peeds, (4) need for self-esteem, and (5) heeg for self-actualization.
Maslow considered man's'reéponses'to his needs as integrated behavioral

[y . LY

units by emphasizing tHe relationship3<bétween the various‘nééds. He
believed thatAmaﬁ‘fpnctibns holiétically and seeks gratification of the
most'critical:need‘for survival first, then after;é}ds he seeks to meet
needs that are less»critical (Masiow, 1966). .
Ip relétihé .Hg?derson's comﬁonents‘ ofv nursing ‘cdre to ‘Maslow's
; theory, it . is 'éle;f that much of ‘Henderson's focué is on the

physiological aﬁd safety nééds, with"less émphasis on ﬁhevogher area§ of
needs.  Of the.foqrteen comppnentg a majoritj of‘thgm relate to.the
physiological ;nd'safety needs. Maslow's bsy,hosocial elemenés'such as
social esteem and self-actualization coﬁld be matched ;6 Heﬁaerson's

components that refer to communication of emotions, worship, work

accomplishment, recreation, and learning to satisfy curiosityszith

"
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re;pect to normal development, health; and use of heaLcﬁ” facilities
(furukawa and Howex’1980). Tﬁe similarities betweengtﬁe two theories
can be seenvih &able 2. "

Basea upén the precéding discuésion, five dimensions of care were
defined to be used to uide categoriz;tion ‘of poéitivé and negative
impact ‘critical ingidents reported 'by patients. The diﬁensionﬁ and.

K

. . W
definitions stated from the pa:..ent's perspective aye:

Safety measures. Those .:tivities which patients perceive nurses

do to ensure their physical safety. ‘o

Therapeutic interventions. Those activAties which patients
perceive - nurses do to aid their physical support or ccmfcrt. Such

acdtivities may be initiated byvthe nyrse or secondary to & ptvsicilan's"

order.

Psychosocial support measures. Those activities whi.“ potients
perceive nurses do to promote their psjchological.and/or sociai recovery
from or adjustment to the illness episode. Such activities may be

‘directed toward the individual, family member or significant other.

Patient teaching. Those activities which patients perceive nuﬁses
do to assist their understanding of the éymptéméﬁ and intervengﬁons
experienced during the illness episode, as a result of or followidgithe
illness episode. ' '

Hospital routines and énvigonmgpt. Those activities which patients

’ ) \’w

perceive nurses do, but arg actuaily beyond the nurges's direct sphere

of influence. Such actiyities could be outlined by {nstitutional

policies and regulations (or health.care standards.

o
0

Ca



Comparison. of Maslow's Hiegéﬁcy’

Tabjle 2
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and Henderson's Framework
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o
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o S,:Self—aatualizatioﬁ needs

e
AT

By MaSldw;i':” . ’ Henderson ’
. a — J, s ,
};'li“Ph&sﬁ@iogical needs l. Breath normally.
R - 2. 'Eat and drink adequately.
ff°.ﬁ;g"d’ - J+ i Eliminate by all avenues of
e , . elimination. ,
?r. LT ~ “47 Move and maintain desirable
L 47" 7 posture. '
JQ':) ‘J'W /;ff;is. Sleep and rest.
s L ;f'? ;6. Select suitable clothing.
, T “¥.»" 7, 'Maintain body temperature.
L ;hil ’ ' 8. Keep body clean and well groomed
ERLE - and protect the integument.
2. Safety - needs 9. Avoid environmental dangers and
e e avoid iniuring others.
%/3. Belongihg?%nd love needs 10. Communicate with others.
) gl : 1l. Worship according to faith
4. Esteenm need#® & 12. Work at something proviﬂihg a sense
- S of accomplishment. L '
o % . 13. Play or participa;e'invvarious
) R forms of_pecreati9n. ‘
o 14, Learn, discover, or satisty ‘%
" curiosity. A 43‘9
7

e
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The wording of the items to elicit the patient's description'of the
critical incidet were free-answer; Free—answer items were utilized in

order to .obtain fully descriptive responses to perceptions about
’ ’ ¢
L o

The observers in this -study  were the patients themselzes;

potentially %ensitl’e situations.

Patients have the opportunity to observe nurses and nursing care ovér

the length of their hospital stay and are therefore 1in an, excellent

~

r .
position to identify usual and unusual events or extremes of behavior

. : ¢
(Flanagan, 1954). Since the study was done retrospectiyely, obsefyers?

>
[

were not aware that a review of their perceptions regérding'hurses»and

nursing care would” take place. It can be g'felye assumed that no

4 : .
extraordinary nursing -care was provided as nurses were not aware of the

study occurring. It cdn also be assumed that patients were not taking

particular note of care provided so as to report it to the researcher.

The sitems which identified the reporting of the critical incident’
was a fixed-alternative type -- either the patient reported it or'(s)he

t '
did not report it. The method of reporting incidents also Us%A a
T .

/’.
fixed-alternative type item. This type of response was most ag@rbpriatc
) !
. e
as the range of alternatives was known to the researéhqi&.both through
3 . f

personal experience as well as the ekperience of colleagues..
Behavioral factors influencing the non-reporting of incidents have
been discussed extensively in the literature, although these behaviors

are often surmised and not directly studied. Any system or approach to

ordering behaviors according to some classification 1is flawed in its

r ’
’

: . i :
ability to describe man'é behavior truly. Man is a thinking, feeling,
acting, social being who responds as a total organism to stimuli from

his environment. In some instances, the components. of man's behavior

+



reséond in harmony, while at other time- there is disunity among the

oo
B -~

componenes, with'one or more predominating at any one time. As indepth
aﬁelysis of ”why" non-reporting occurs was. not being attempted‘in this
study,v ; simple method for categorizatioh of rationales for non-
reporting behevior was sought. Bloom's (1956) taxonomy for educational

objectives appeared to be a useful’method for categorizing and defining

" the rationale provided by the patiedts for not reporting their

perceptions of the care received from nurses. The categories and
definitions of each are: o
Cognitive. Those statements which reflect - knewledge,
. ¥ :
comprehensiqn, intellectual abilities and skills.

L Affective. "Those statements which reflect internal wvalues,

A

interests and attifude%, which guide or control the making of choices
r o
for action. ’

Psychomotor. ‘Those statements which reflect neuromuscular

s

”

coordination and muscgiar action.

Other. Those statements which %eflect external jcondition beyond
the individual's sphere of influence.

The wording of'ﬁhe ftems to elicit the patient's rationale for not

‘reporting the critical incident were free-answer. Free-answer items

were utilized in order to Obtaiq fully desqriptive responses about

pétentially sensitive situations. . ﬁ: ' ? §
. . T b -
To directly describ7 the responden% s Eéveb ‘of satisfactlon or

dissatisfaction with the jnursing eare received, two fixed-alternative

[y

type items were asked.‘ These. items asked the respondent if (s)he was

satisfied or disSatiSfieq and to what'degree,
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The sequencing of phe)Critical Incidents Interview Guide items was

designed to provide the best ﬁdSsible psychological flow from the
R : )
standpoint of the .respondents. . Emphasis - placed on the, items was

\

"balanced " to reduce*{content bias. The  items were worded simply,
! . ' :

maintaining a clear meaning with alternative wording available for

clarification. Figure 1 outlines theisequence for completiﬁg ection

III and Section V items aﬁd demonstrates the balancing of the items.

validation of the Research Guide

Validity and reliabiiity*mmeésﬁres aé reported, in 'the literature
(Risser, 1975; Hinshaw et al., 1982; Ventura et al., " 1982) wefe

considered adequate for the use of the questionnaire.

.

Tn order to establish content and face vélfditylof the'critical-
incident interview guide, it was distributed t& six individual§ with

nursing backgrounds. - These individuals were requested to review the

interview guide for clarity, format and“content. Three of the reviewers

were nursing administrators and familiar with questionnaire design. The
€ ' ‘
other three reyiewers.were nurse educators and iiad frequent contact with

{
patiénts in hospital settings. All reviewers ma&e written comments
reéarding their reaction tb thé content, .aépropriatenes;e of item
wording, item sequencing, and lehgthvof time for completion.

The critical inc;dent report was perused by Dr. A. G. Konrad, the
researcher'é thesis . da&visor in the Depéftmeﬁt of Educationai

- Administration, GgivérsiCy of Alberta. In additidg, Miss D. L. Smith,
the reséhr;her's-tgesis committeg member and Director of Nuréing of the

: o pe

University of Alberta Hospitﬁlgf>in Edmonton, Alberta regiewed the

critical incident report and offered written comments regarding clarity,

-



——

60

Question 1 »

Question 2

Questlon 3 Question 4
Question 5
Questiqn 6
| Yes . No
Question'? Question 8
N

Question 9

.Question-lO

Figure 1

Sequence for Completing Critical.
Incidents  Interview Guide
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format and content, Miss Smith had previously conducted research nsing'

Wy

¢¥ponses received from the reviewers resulted in minor revisions

6f the rep?rt. The itéms were generally considered’ to be appropriate

o

/
with logical sequencing and some minor modifications were made to item

wording to improve clarity. Af{er making the necessary changes a'f;nal;
draft of the critical incident report was constructed.

Some further (although limited) validity to the critical incident
report 1is provided in‘ the literature about patient satisfaction.
Tremlett {1975) found that even if the patient knew how ‘to make their
suggesﬁions, comments oOr -cfiticisms known, they often Aid not.
commuﬁicate these views. Further it was found these views were/were
not communicated according to certain c;iteria pargicular to the
individual. Seventy-five percent of the reasons for non-communication

were related to personality traits such as timidity, apathy, and
 emba:rassme3t among - others. Other fagtors implicated in paifents
" communicating their views relatea to soclodemographic factors and the

prospect of a further hospital stay.

»

" The Instrument

FA copy of the final form of the research gulde is included in

s

vapéndix A. The guide is composed of five sections:

| i “Personal Data Profile

184 _;Patient's Opinion of Nursing Care (questionnaire)
ITI 'Critiéal Incidents Report (interview guide)

1V Patient's Opigléntof ﬁ;rsing Care (questionnaire)
v Critical incidents Report (interview guide)

g.s) >
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Section I, Personal Data Profile, contains' the following ﬁine
variables: t;pe ;f intervention, age, gender, mafital status, type of
employment, higtory of ‘érevi§us hospitalizations, admission status,

ﬁ;ighest lésel of education, and date of follow-up.

Secéionb IT and Section IV, Patient's Opinion of Nursing Care

questionnaire, include items which measure three-dimensions of patient
satisfaction: _ (l) . technical-professional care; (2) trusting
relationship; apd (3) patient education. Items numbered 121 13, 15, 16,
. 18, ZOi 25?mea§dred tegﬁgical—professional care, iltems numbered l; 3, 4,
5,.6, 5, iO,aiA, 19, 22, 23 measured;fhé truscing‘relatioqship, whiie
items numbered 2, 7, 8, 11, 17, 21, ?4 measured patient education. Each
item was ratéd on a Likep;-type scale, as to‘tbe perceived .opiniod held
by thé respondent which best described the ngrséks) providing care. The
following response’key was ufilizéd:
5 STRONGLY AGREE

4 AGREE |

3 UNCERTAIN

2 DISAGREE A

1 STRONGLY D;SAGREE

Sectién III and Sectioﬁ vV, the Criﬁicél Incidents Report), inclﬁded
items which describe two critical incidents experieyced dﬁring the
current hospitalization and the reporting bghavior corresponding tdleach
incident. Item 1 descfibed a positive—-effect incident an§ items 2
through 4 described the related reporting behavior. TItem 5 described a
negative-effect incident é;;¢,items 6 through 8 described the related

reporking behavior. TItems 9 and 10 identify the ;espondents' percelived

level and intensity of satisfaction with the nursing care recelved.
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Pilot of the Instrument
| In order to further establish content and face. validity of the
4 instrgment, the critical idcident report was utilized to interview four
individuals who_had recedtly been hospitalized. These individuals were
ATVFEQU&Sted, to complete the ;interview' basing their responses on thelr
recent hospitalization experiehce.

The leegth of time reguired for completion varied from 10 to 15

minutes. All respondents voited.agreement that the meaning of each item

. was clear and the sequencing of the items logical.

Research Procedures
The research procedures, including the pre-implementation preccess,

data collection procedures and data collection returns, are outlined.

Research aEEroval and pre—{gplemencatlon process

Prlor to beglnning the research study, ﬁgfm1351on was sought from
: ‘%*

the Cllnlcal Investigations Committee of the %glected hospital. In

September 1984, letters were submlttedz to thd committee by the

.

researcher and the researcher's thesis advisorﬁﬁgcumsting review and

approval of the research proposal. Permission waﬁ? uted to meet with
the Clinical Investigation Committee to explain the @ yu
57
The meeting with the Clinical Investigatign Comﬂi‘tee took place
g ”

October 1984. The nature of the study was.explained and assurance given

regarding confidentiality of .the informétien.' Quesrions' raised were
answered. Approval from the committee was 1eceiv£d with the proviso
tﬁat the Consent Form be modified such that the patient would not be
seﬁt a summary of the results of the study. (Correspondence re included

in Appendix B.)



64

Du-ing Octcber 1984, ~eetings with the supervisors‘aﬁd clerkg of
tte medic! and s .rgica. arsing units of the hospital took place. At
-ach meering the na- of thé study was explained. A laminétedv
instruc’ .mn rd was stributed to each cléfk explaining which patients
were cen” oo oL participating in the study and hpw to co%ta¢t the
researcher.  Specifically, the clerks were instructed to cpchét the
researcher about any patient being discharged during the;}e§é;£éh period
who': b |
(1) was 18 years of age and over; ’
(2) spoke English;

L}

(3) had been in hospital more than 2 days and less than 14 days.

4
<

Piloting the Data Gollection Process

To determihg.the total amount of time that would be required for
each subject'contécted, a pi}ot with four subjects was carried out. On
that date, EQOI subjects. co@pleted the pilot review. The “other 'two
Subjécts did not meet the research study criteria.

The total améunt of time required to complete the data collection ’
process with each eligible subject averaged 43.5 minutes, and 10.5 /
minu;és to eliminate kthose individuals not eligible. It waé//:;en,//
estimated that the follow up telephone interviéw would - require an

¢
average of 20 minutes to complete.

As Table 3 outlines, a total of 53 subjects was actually included

in the study by the end of four weeks. The study sample was considered
i R

large enough so further sampling was discontinued. The subjects were

randomly assignea to Group 1 or Group II for follow up. Data collection

was completed in a si@eek period.
&



'His/herAcooperation.

ef

ar b
” )f"

2 ~ *" Table 3

’7‘;" . LR
_ iﬁgta Collection Workﬁiéh

7

Number of Patients Sampled per day

Day of 5 -
Sampling F: \MTWTF MTWTP: MTWTF  MTWTF MTWTF MTWTF
i @t
Day 0
Discharge 02325 45252 10424 24132
Day 7 . ‘ . : ) /k///ﬁ\
Group I ' 00203 23121 10212 12021
Day l4 .
# Group II 00323 22130 00212 12111
[ ~

Data Collection Procedures

il o '
'.gga%llowing notification of a pending discharge, the researcher went
. o .
'to phe nursing unit Jﬁere the patient was located to determine if the

patient was eligible to be included in the study and 1f so, to solicit

~

To determine eligibility for inclusion in the sﬁudy, the patient’s
hd@pital record was reviewed and the researcher spoke with the Hatient.

The hospital record was reviewed to determine: (1) length of

hospitalization; (2) type of - intervention; (3) place of residence;

¢

(4) degree of illness at admission£ and (5) age. Discusgion with-the

‘A patient was to ensure: (1) English 'literacy; (2) telephone
W )

accessibility for 14 days following discharge from.hospi;al; and (3)

v

mental competence. : ' ;
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A . h . .
When theipatien; met all the study criteria, the purpose of the
' ‘ : ~ . S
study including ther time required to complete the study, K was further
explained by . the reéearcher.i_ Each shbject willing to cooperate was

o

required to sign a consent ‘indicating that they understood/fﬁe:ﬁtf

requirements.  (The consent form is included in Appen@ix c.)

. L * .
The patient was escorted 'to an interview 'roo# to complete’

Sectioné;i, 1L, anq'iII of ;he re?earch guide. A pérsonél igtervieé was.
) conducted with,ftﬁé éubject to obtain the informa;i?h”?ggfi-seéﬁioanl;f:*
Personal Data:—vDefailed fnstructions and-examplesién&how &o'fil%!out
Sgctidn II;wg:é given verbally.  The researcher éﬁswetéd aqyfzuestionsj

'

;che subféét' had .and then left the rodm to providé priVacy while
completing tﬁé.quEStionnaire«__The researcher returned to the interview
'roo@*inué;to 10 minutes.

:SeéLiéa I1T, thg Critical Inq;dents ;Repor;, was 'cémpléted- ﬁext;

: : o oS o :
?éch iﬁterview was recorded on'fépe.tafbe transtriﬁed'immediately after
. the . interview was completed. “faping.‘the, intérview bassistedi in
maintaining a climatéICOnducivé to.diSCUSSioﬁ,.decreased the interview
time,:and Increased the accuracy of transéribing the responses to each
item.

° The subjects were -randomly assigned eithef to Group I for a seven
Qay follow up, or to CrOup 11 for a fourteeﬁ day follow up. A
questionnaire was given to each subject with a request to complete and
return the quegtionnaire on a specified date ~iﬁfthe sel?-addreSSed,

stamped envelope provided. Following instructions about completing the -
\ * .-

questionnaire and arranging for the follow prtélephone interview the

v

-

subject was returned to the nursing unit. The subject was thanked for -
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(8
his/her assistance and « reminded \\ko complete ~"and return the

questionnaire, as requested.

a

The .day prior to the follow up date the subjéct was contacted by

1

telephone and reminded to complete and retwrn the questionnaire if they

had not already done so. The subject was requested to state a.

convenient time for the researcher to telephdne on the following day to

complete the follow up interview.

The follow up interview was coﬁducted on the specified day with a

recording device operating during the interview. The interview was

terminéted by thankifig the subject for his/her cooperation during the

.

study and agaiglremiﬁded to return the completed questionnaire if hot

already done. The tape was transcribed immediately following the

3

interview.

Data collectign returns
1Y ;

Fifty-three subjects were included in the study for which a tetal
of fifty-three questionnaires and interviews were completed by November

2, 1984, All returns were usable.

A total of forty-nine questionnaires or 92.5 percent were returned
by November 30, 1984. All returns were usable. Table 4, summarizes
information related to the distribution and rétarn of questionnalres

-

(spction IV‘of research guide).

A -total of fifty-two scﬁeduled inxervigws or 98.1 percent were
completedvby November 16, 1984. Table 5 summarizes information related
to the scheduled and completed interviews (Section V of re;earch
guide).: One study subject was unable to eomplete the®study requirements

§

due to rehospitalization.
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Table 4

. Distribution and Return of Research Guide
g _ - >
: (Section IV)
\

‘ . _ Questionnaires
Time of Follow Up L ' - Distribution Return

v N %
7 days - : . - - 26 ‘ 23 88.5
14 days . o ' 27 ; 26 96.3
Total ‘ s 53 : 49 92.5

{
Table 5 , . -2

Distni%ution and Return of Research qude
“(Section V)

0

T

[ Interviews
Time of Follow Up : Scheduled, . = - "Completions
‘ N A
7 days - | B 26 25 96.1
14 days _ Lo 27 . 27 100
Total : 53 o520 9.1
L o A ‘g Data. An"alysis _ [

The survey instruments were constﬁucted to facilitatekkey punching

‘

of the raw.dat& which could then be transferred direétly to computer
‘ cards. The réspdnse.key for'qhestiénnaigé items 1, 2% 5, 8,_10,‘ﬂk, 13,

19, 20, 22, and. interview item 10, were fevef§ed‘to be reflective of the

scale where*5 was rated to be very satisfied and 1 wgs,réged to be very

\

dissatisﬁied: The ages of the subjects were reviewed and categorized

; L3 .
“into fo:t/;:;Lps of approximately the same frequency for statistical
’ . ' A
comparison. Also, for statistical comparison the marital status was
. . s R rx” - .

|
'



recategorized to be (1) married and (2) other. All subjects, except
one, were non-health care workers and therefore no statistical analysis

was completed on this variable.

The following statistical analyses were utilized in-this study.

l. Frequency and nercentage distribution was used to describe the
"
persortal data of all respondents. & .

2. Frequency and percentage déstribution was used to describe the
personal data of respondents who experienced a medical intervention.

3. ' Frequency and percentage distribution was use#d to describe tHe

a4
personal data of respondents- who experienced a surgical intervention.
4. Ranking of items by means was used to identify those aspects of

care within the technical-professional, trusting, and educational

9
'

dimensions perc~ived as satisfying prior to discharge, 7 days, and 14
days following discharge.

5.  Free-answer responses. for the critical incidents and reporting
!

\

behaviors = were categorized and then frequency and percentage
distribution was applied.nV
6. Frequency and percentage distribution was used to describe

-

fixed-altertiative responses for reporting incidents.

h

l7. ADifferegées of‘dpinions of reépondents regarding satisfaction
witﬁ cechnical—proféssional care, the trusting relationship, and patient
edgfétion, oﬁ the basis of age were examined py one-Qéy analysis of
;ariance procedures.

8, Differences of opinions of respondents regarding satisfaction
with technical-professional care, the trusting relationship and patient

education on’ the basis of gender were examined by t-test.
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9. Differences of opinions of respondents regarding satisfaction
with technical-professional care, the trusting relationship and patient
education on the basis of marital status were examined by t-test.

10. Differences of opinions of respondents regarding satisfaction
. with technical-ﬁ%dﬁéssional care, the trusting relationship and patient

education on- the “basis of previous hospitalization were examined by
one-way analysié Qf variance procedures.

l1. Differences of opinions of respondents regafding saﬁisfaction
with'technical—profeésiénal care, the trusting‘relationship and patieng
educatién on thie basis of admissior’ status were examined by t-test.

12. Differences,of opinions of respondénts rggarding,;atisfaction
with tethniéal-professignal care, the trustiqg_felacionship and patient

education on the basis of highest level of‘ education attained were

e

xamined\py one-way analysis of variance procedures.

13. Differences of dpinfqzs of respondents'regarding satisfaction

r

with technical-professional care, the trusting relationship, and,patient

education, on the basis of type of intervention were examined by t-test.
Ay s ;o

4

14, Differences of opinions of respondents prior to discharge

rggarding‘ satisfaction with technical-profe®sional care, the trusting'
. | P £
relationship and patient educatien on the basis of Group I or Group II

assignment Jere examined by t-test. .
) ~

’

15. Differences of opinions of respondents following discharge

regarding satisfaction with technical-professional care, the trusting
, . : , N

relationship and patient education on the basis of Group I or Group II

assignment were examined by t-test.
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16. . Diiferences of opinions of Créup I’-respondeﬁt§ regarding
satisfaction with technic;l—professional_ggre. the tru;ting rela;ionshié_
and patient education, initially ‘and at the time of follow wup wergfp
examined py correlated t-tests. 5

k7. Differences of opinions oﬁ Group Il respondents réga%ding
satisfaction with technical-professsonal care, the trusting relationship

and patient education, iditially and at the time of follow up were
1) ) .

examined by correlated t-tests.

Summary
The subjects included in this. study were ;cutely 111, hospitalized
adults who experienced a ‘medical and/or surgical. intervention while
being. a patient. Data regét@ing hypothesized sociodemographic variables
weré obtained. |
The research guide included a self—administerea questionnaire and

critical 1incident interview approach for the collection of data.

K

~ Questions .concerning three di@gégiops -of patient satisfaction:
teéhnicél—professional care; truéfing relationships; and patient
education, were included in the questiodhaire. The interview included
items which degcribe a posltive effept incident and a negative— effect
incident, the associated reporting ‘behaviors and a diréct‘ statement
regard;ng perceived 1intensity of satisfaction/dissatisfaction bith
nursing care;received.

Data were collected twice from each patient. Initial data
collection occurred prior to discharge from the hospital, and then again

either seven days or fourteen days following discharge from. the

hospital.
%
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s

Data were analyzed to provide frequency distributions, means,

: ; N ! 3
one-way analysis of vdriance, t tests, and. correlated t tests.



CHAPTER FOUR

N
R

DESCRIPTIVE RESEARCH FINDINGS
) ot

\
o

&his chapter COHLains the descriptive researcﬁ findings of the
study. The initial sectién, dealing with the personal data, pquides
profiles of the respondents. fhe second section ’discusseé‘ the
respondent's opinions of the technical-professional care, trusting
relationship, and patient education dimensions of nursing care. Changes
in the expressed lévels of satisfaction with these dimensions over time

. -
are presented. The third segtionfrelates ppsitive and .negative events
experienced by the respondents and perceived as critical. -Thévfinal

section presents a summary of the chapter.

4
Personal Data Profiles

The patients were requested to respond to nine questions regarding

o3
.personal data. _Infofmation concerning age, gender, marital status,
employment as a health care worker), previous hospitalization, date of *

last hospitalization, admissioantatus,_level of education; and ﬂ;be of

intervention was obtained.

Sy

All Respohdentsf

vTéhlebrﬁ .presents the 4 -y and percentage distribution that

f ' C . i :
. summarize the responses$ to P

)

Wtems. E - -
.. ) ‘ o' L
Al

Age. Of the "S53 réspondents
respondents{&ere between the'égesfSE.IB add 29 and

. ¢ -
w©
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These grougf comprised 22.6 percent each of the total group. Therefore,

slightly less than one-half (55.2%)“of the respondents were 49 years of
. . -
. . . - .
age or younger. The greatest percentage (28.3%) were-in the age 50 to
. ' . R :

59 years, with a slightly smaller percentage (26.4%) occurring in the 60
“‘and over age group.

¥

Gender. Table 6 1indicates that 24 br 45.3 percent of the

respondents were male. The remaining 29 respondents or 54,7 percent

[
i

were female.

o

Marital status.” Jhe.majority of the respondents (58.5%) indicated
T ' Ff__; \ , . ,
that they were married. In décreasing frequency, the other respondents

were single (15:1%), widowed (11.3%), divorced (9.4%), and other (5.7%).

Employment as .a hea%%h care worker. As shown in Table 6, the

b

majority of the respondents (98.1%) were non-health care workers. One
respondent, or 1.9 percent of the. group had previously been employed in

.

the health care field.

“

1

Previous hospitalizatiOJ{ The majority.of ‘the patients (96.2%) had

been previously hospitalized. Two respondents or 3.8 percent had never
' oy . _
been in hospital as a patient prior to the current hospitalization.

+

Date of last. hospitalization. Table 6 shows  that of the 51

‘respondents previously hospitalized, the majority' (66.7%) or 34

regpondents' hospitalizations had occurred within the previous 5 years,

v,

- 1980 f,7 1984. ° Eleven respondents, or 21.6 percent had their last
hospitalization from 6 to 10 years ago'(l975 to 1979), and 11.8 percent

had been hospitalized prior to 1975.
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Table 6
Freqdency and Percentage Distribution -
of Personal Data of all Réépondenti” o
. N N .',] .
/ L
Data Frequency Percent*
.
Age
60 and over 14 26.4
50~ 59 15 28.3
30-49 | A 22.6
©18-29 ¢ 12 22.6
Gender
Male 24 45.3
Female 29 56.7
Marital Status ) N _
Married . 7. 31, 58.5 X
Single 8 15.1
‘Widowed ¢ 6 11.3
.Divorced 5 9.4
Ogher 3 5.7
Employed as a Health Care Worker
Yes ' ' l 1.9
No - 52 98.1
Prévious Hospitalization =
~ Yes : 50 96.2°
No - 2 3.8
Date of Last Hospitalization _
1980-1984 ©. 34 66,7 .
1975-1979 11 21.6
1974 and before 6 11.8
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Table 6 (Continued)

¥ o .

Data g o . Frequency Percent*

Admissibn Status

Elective ;o 24 o 45.3 -
Emergency 29 . - 54.7
- i3

- Level of Education ‘
Grade 1-9 _ 15 28.3
Grade 10-12 23 © 4304
Post-secondary : ' 15 28.3
Type of Intervention : v
Medical - _ . 24 45.3
Surgical ' 29 54.7 '
Time of Follow un : S .
7 Days j SRR - 26 49.1
14 Days ' o ; - 27 50.9

* Where totals do.not equal 100% error due to rounding.

Admission status. Twenty nine respondents or 54.7 percent . were

4 « J
° L4

admitted to the hospital as requiring emergency care. The remainder of

the respondents (45.3%) were electivelv cdmitted to the hospital.

Lével of-education. ' The largest number of féépondents (43.47%)

indicated Grade 10 to 12 was their highest level of education. An equal
number of the responaents had Grade 1 to 9 or postsecondary education.

.These groups comprised 28.3 percent each of the total group.

Type of intervention. Twenty nine respondents or 54.7 percent

received surgical interventions while hospitalized. The remainder of

the respondents (45.3%) received medical interventions.

~



Time of follow-up. With random assignment to groups, slightly more
than one-half (50.9%) of the respondents were followed up l4 days after
discharge from hospital. The remaining 26 respondents or 49.1 percent

were foilowed up / days after discharge.

Medical/Surgical Interventions

-

The personal data profiles were examined to further describe the
medical and surgical respondents and clarify any difference which may

be. present.

Age. Table 7 indicates that of the 24 medicgl're§p6ndents in the

study, 10 or 41.7 1pefcent were 60 and over while 37.5 percent were

¥

between the ages of 50 and 59.. The remaining 5 respondents were either
between 30 and 39 (12.5%) or between 18 to 297(8.3%) years of age.
In‘contrast, of "the 29 surgical respondents’in the study only 10 or

"34.5 percent were in the 50>an¢~over ‘age groups. Specifically, 13.8

N

percent were 60 and over while 20.7 percent were between the ages of 50

3 v

to 59. The other 19 respondents were the majority, either béing in the
, 30 to 49 (31.0%) or 18 to 29 (34.5%) age group. Therefore, the majority
vof medical respondents were .older than the majority of the surgical
respon@ents. \/ ' ;‘

.

Gender. Table 7 indicates that an equal number of the medical
—_— .
respondents were male and female, while the greatest percentage (58.6%)

\
i

of the sugéical respondents were female and 4l.4 percent were male.

.

-
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Table 7

Frequency and Percentage Distribution of Personal
Data of Medical/Surgical Respondents

Medical ) Surgical

Data Frequency Percent* Frequepicy Percent*
60 and over ' 10 41.7 4 13.8
50- 59 9 37.5 6 20.7
30-49 3 12.5 9 31.0
18-29 2 -8.3 10 34.5
Gender
Male 12 50.0 : 12 41.4
Female ) 12 50.0 17 58.6
Marital Status : '
Married . 14 58.3 17 58.6
Single 3 12.5 v5 17.2
Widowed - 3 12.5 3 10.3
Divorced 3 12.5 2 6.9
Other 1 4.2 2 6.9
Employed as a
Health Care Worker .
Yes ) 0 0.0 | 3.6
No 24 100.00 287 96.4
Previous Hospitalization .
Yes E 24 100.0 27 93.1
No . oo 0 © 0.0 2 6.9
Date of Last
'Hospitalization .

. 1980-1984 19 79.2 15 55.6
1975-1979 ' < 5 20.8 ) 22.2
1974 and before 0 0.0 T 6 22.2
Admission Status :

Elective | ‘ ) 20.8 19 65.5
Emergency 19 '79.2 10 34.5
Level 6f Education

Grade 1-9 . 11 45.8 4 13.8
Grade 10-12 -9 37.5 ‘ 14 48.3"
Postsecondary 4 16.7 11 37.9

* Where totals do not equal 100% error due to rounding.'
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Marital status. An equal number of the medical respondents were

single, widowed, or divorced. ° These groups comprised 12.5 percent each

of the total éroup. The greatest percentage (58.3%) were married, with
the smallest percent;ge (4.2%) occurring in the other group.

The married status wag the majority (58762) for the and sufgicar
respondents. An equal number were divorced or other, with each

comprising 6.9 percent of the total group. -Seventeen percent were

single respondents while 10.3 percent were widowed.

Employed as a health care worker. Table 7 indicates that there
were no health care workers among the medical respoﬁdents. In addition,
twenty eight or 96.4 percent of the surgical respondents were not health

care workers. The one respondent who was a health care worker had. been

previously sh quunyas a paramedic.
L RS
"‘5’ “‘3 &

Date 6,

55# Hbspitalization. Table 7 shows that all medical

respondénts,wé éﬁﬁbépitglized within the last ten years. The greatest

o .le‘l%‘é_}‘;:j .
;‘ '%{)2‘7?\ P ) . B B .
percent*during 1975 to 1979. -—

)

Of the surgical respondents who had been hospitalized previously,

an equal number occurred dﬁming 1975 to 1979, and 1974 and -before.

These groups comprised 22.2 percent each of the total group. The

' greatest percentage (55.6%) of the surgical respondents were last

hospitalized during 1980 to 1984.

°

3
e
Pl

Admissien status. As shown in Table 7, 79.2 percent of the medical

respondents were emergency admission%ﬁand\20.8 percent were elective
: . 1.

. E
ke

E&g&f[(79.22) occurred during the years 1980 to 1984, and 20.8
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admissions.  The majority (65.5%) of surgical admissions were elective

while the other 34.5 percent were emergencies.

Level of education. - The highest level ‘of education:attained by
medical respondénté was lower than that of the surgical respondents.

'The._majority of medical respondents (45.8%) had Grade 1 to 9, 37.5
- . /

percent had -Grade ‘10 to 12, while 6.7 percent had somé/bostsecondary
preparati&n. In contrast, the majority of surgical respondents (48.3%)
had Grade’lo_to 12, 37.9 percent had ;ome postsecondar& preparation, and
13.8 percent had only Grade 1 to 9 education.’ |

' R .
- Cpinions of Nursing Care

.Respondcnts we;é asked to indicate their opinion of the level of
agreement with items describing three dimensions -of nursi;g care:

t.chnical—professionai care, trusting relationship, and patient
‘education. All respondents’ opinions were measured twice. The first

o
Ty

measurement occurred prior to discharge fréh!hoég;tal, and then again at
either 7 days or l4 days following discharge. Ranking of items by means

was utilized to identify the satisfaction profiles of each dimension for

each time of measurement. The means are reflective of the scalg where:

-~ 5 = Very Satisfied
4 = Satisfied v
3 = Uncertain 7]
2 = Dissatisfied o
1 = Very Dissatisfied ‘ )

The first subsection discusses the'fsatfé?éétion profile of all

’

respoandents whicq_gqg measured . prior to discharge from hospital. The

second subsection discusses the satisfaction profile of the respondents'
J , : e . _ ‘
opinions measured at 7 days following discharge’, and the last subsection

or

deals with the profiles of opirjons measured 14 ‘days 'following

Q
discharge. , L oy
R "‘.Y\""é' lﬁwp.w_y; . R S TR e E N
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Perceptions Prior to Discharge

Techpical—proflé;si.dnalcaref Table 8 containg the mean:; and r;nk
Jofder}of means show%hg the Perceived level of satisfaction with items
relating to the tgchnical—professioﬁal care provided by the nufses.
All it;ms-were ranked as being satisfyiﬁg with means ranging from 4.2;
to 3.8]. Patients were satisfied w;th the technical—brofessional

"

aspects of the care received from the nurses.

Trustifig relationship. Table 9 summarizes the means and rank order

of means showing the degree to which each 1item was perceived as

satisfying to the relationship.

a

" Six of the seven. items were perceived as satisfying with means
» rangisf.f;ph 4.34 to 3.72. For one item, the nurse is too busy at the

desk to spend time talking to me, respondents were uncertain (3.42). It
, | : Py
appears that the trusting relationship between patients and nurses are,
4 . ‘a R

generally satisfying.

-~
1

Patient education. The means and rank order of means showing the

perceived level of satisfactign with eagh item of patient edﬁkation are
contained iﬁ Table 10. There were no items‘in the dimension of patient
education. ranked as being very satisfying. Six‘of the seven items were
rank;h as satisfying with means ranging from 3.98 to 3.56. Responden;s
were uncertaip'?bout-one ié;&. The itgm was: 1 wish the nurse would
tell me' m;re about the results of my test than He/she . does
- (Mean = 2.93). It appea;é that patients perceived patient education to

be satisfying. Appareﬁtly, patients were @ncerned that nurses do not

tell them enough about the results of their tests.

) ’)
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- ~ lzaple 8

Mean and Rank Order of Means of Responses Prior to -
Digcharge Satisfaction with the Technical-
) Professional Care ’

pl

-~

Ttem’ . S : Mean Rank Order
The nurse is often tod dis@%ganized ) : ‘.
to appear calm. X 421 1

The nurse is not precise in doing :
his/her work. 414

[$%)

The nurse is skillful in assisting
the doctor with procedures. _ 4,00 "3

The nurse really knows what he/she

4s talking about. i 3.89 . 4

The nurse makes it a point to show me _ _

how to carry out the doctor's orders. 3.84 5 Bt
- The nurse gives good advice. 3.83 : 6

The nurse is too slow to do things

for me. 3.81 ' 7

*Average of item means 3.96
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. A Table 9 ' e
Y ‘Q *
Mean and Rank Order of Means of Responses Prior to
-~ Discharge Satlsfactlon with the 4 A
. - - Trusting Relationship \\
Item ' ‘ © Mean - Rank Order
A person feels free to ask the nurse ‘
questions. . : 4.34 1
o The nurse is pleasent to around. 4.32 2
I'm tired of the nurse talking down - .
to me. 4.20 _ 3
The nurse is just not patient
enough. ' _ ) 4.09 , 4
. When I -need to Ealk‘fo somebne, I can . .
go to the nurse with my problems. 3.98 5 -
" Just talking to the n--se makes me’
feel better - r . 3.96 6 .
The nurse @s understanding in listening
to a patient's problems. 3.93 7
The nurse is.a person who can under- .
stand how I feel. A ( 3.77 8
The nurse should be more attentive‘
than he/she is . - 3.74 9
The nyrse should be more friendly
than ﬁé{she is. 3.72 10
I
The nurrse is too busy at the desk
to speﬁd timetdlking to me. 3.42 11
. Average of item means / o 3.95 '
R hJ
~ A
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Table 10
® ¥ ) —‘ - .
Means and Rank Order:of Means of Responses
Prior to Discharge Satisfaction .
with Patient Education ' -
3
- _ Jten . - ~ Mean " Rank Order
] . : : r,

The.nursé‘gxplaiﬁs things in
, simple language. - ' 3.98

Tgd often the nurse thinks you can't
- »understand the medical explanation
of “your illness, so he/she just
doesn't bother to explain. . 3.91

- The nurse asks a lot of questions,
but ance he/she finds the answers, ,
he/she doesn't seem to do anything. 3.91

The nurse gives directions at just
the right speed. ‘ 3.75

It is élways ¢usy to understand what
the nurse is talking about. 3.70

The nurse always gives complete
enough explanations of why tests
are ordered. : 3.56

1 wish the ﬁursetwould tell me more
about the results of my tests than .
he/she does. - 2.93

.OX

[$%]

2.5%

Average of items means 3.68

N

* Indicates tied ranks.

& ol
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Perceptions Seven Days After Discharge (o
. M v \ "y
~

- R &

Technical-professional care. Table 1l pregentg the means and rank.

order of means showing the ‘perceived le§el of sgtisfdction with items
cL ) . .

relating to technical-professional care. All items wére ranked as being

satisfying, It apﬁears that 7 days followiné discharge from'hospital'

patientéﬁwere-satrsfied with - the technical—professional\pare received

from the nurses.

N

Table 11

Means and Rank Order ‘of Means of Responses on

Satisfaction with Technical-Professional Care
Seven Days After. Discharge

- ¢
Item Y Mean ' Rank Order

The nurse is often ¢e6o disorganized

to apear calm. ) S 4.09 I
Tﬁé furse is skillful in assisting _

the doctor with procedures. . 4.00 2

' The nurse gives good advice, - 3.96 L*
The nufse is too slow to do things . ‘ ‘
for me.. 3.96 4%
The nurse is precise Th doing i

his/her work. , 3.96 4*
The nurse makes it a point to show

me how fo carry out the doctor's ‘ -

orders. i 3.91 6
The rurse really knows- what he/she

is -alking about. 3.33 7

Average of items means - ' 3.96

* Indicates tied ranké)“




frusting relationship. Table 12 contains the means and rank order

of 'means .summafizing the bé?éeived level, of satisfaction with the

-

wiéh means ranging from 4.17 to 3.6l.yf&The trusting relationship was’

‘ trusting relationship with nurses. All items ranked as being satisfying

4 : s - . ER
percéived by patients as satisfying. A Y ' e
- ¥ & ¢

p
a he

Patient education. The means and rank order of means showing the

perceived levels of satisfaction with patient education s outlined in

<

Table 13. Six of the seven items were satisfying, with means ranging *®

LAY T

-

from 3.96 t0 3.64. For one item, I wish the nurse would tell me more
about the results of my tests than he/she does, respondents were
uncertain‘(3.18). Therefore, 1i appéars that seven days after discharge

patients perceive patiént education to be moderately satisfying.

Perceptions Fourteen Days After Discharge

Technical-professionaf'care{ Table r4.contains the mé¥ws and Eank

order of means showing the perceived level of satisfaction with items

kY

-

~relating to the techniéal*b@@fegsﬁgnal care provided by nurses.  All
items weretranﬁed aSv}éing sqﬁ}sfying with means ranging from 4.12 to
3.81. - Patients were satisfied® with the technical-professional care

‘

received from the nurses.

Trusting felationship. Table 15 summarizes ‘the means and.rank

order. of meéﬁg showling the degree to which each i?e& wés perceived as

sétisfying to the relationship. Two items were ranked. as uncertain.
Py :

Ihéy “were: the nurse is a persdn who éan” understand how I feel

V(M;an = 3.46); ana the nurse is too busy'atftﬁe d%ék to spend time

talking with me (Mean = 3.23).
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Table 12 ' N
oL Means and Rank Order ofs Means of Respons!s on Satlsfaction
with the Trusting Relationship
Seven Da)a After Discharge
-)-r
) ~ Item - . _ .. Mean " Rank Order
The“nurse.is pleasant't6¥be around. ;.  }f17 =~ 1.5%
A person feels free to ask the nurse , .
questions. 7 ‘ 4,17 ' 1.5%
The nurse is just not pgcienﬁ'énough. 3,96 o 3.5%
I'm tired of the nurse talking down '
to me. o0 . ) "3.96 ' 3.5% -
Just talking to the nurse makes me © E i ‘
feel ‘better. ‘ S 3091 ! > 5
. Théﬁ%?rée should be more friendly - ~
thanvhe/she is. ' 3.87 b
The nurse should be more attentive . :
than he/she is. v ; .3.83 ) o 7
The nurse is understanding in listeﬁihg'v ~
to a patient's problems. ‘ 3.78 8
When I meed to talk to soﬁeone, can go — )
‘ to the nurse with my problems. - ) 3.73 . 9
The nurse is a person who can understand
how I feel. ‘ © 3,70 10
T@e nurse is too busy at the desk to )
spend time talking with me. 3.61 _ 11
4

‘Average of items means 3.88

* }ndicates tied ‘ranks.
L ¢
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Table‘13

Means and Rank Order of Means of Responses on ‘
' Satisfaction with Patient Education e

Seven Days After Discharge R
co ) o
L s - . 4
Item . AU TR S ‘Mean,..  Rank Order
4 . . o , . L . . e ; ] ”
The nurse explaine things iﬂ i%ﬂ T - :
- simple language., i A;“”VJ ,ETA'*: ‘ - 3.96 - l

Tog oftgn the nurse*thinks you can t
‘understaot ithe medical éxplanation - '
_ofs your illness, $0° he/dbe just T ' !

" doesn't bother thexﬁihind‘.vﬁ : - 3.87 2.5%
L ".,“ ‘( ' .
The nurse aské a. lot of questlons \ = '
but -oncé he/she*finds the answers,
he/she doesn’ c Seem to do anything - 3.87 ' 2.5%
'It is alwéys easy to understand what ' §
the nurse is talking about. ‘% : » 3.78 4.5%
The nurSe gives directions at just v -
;the right, Speed - . - 3.78 - LT

The nurse always givesicomplete
enough explanations of why tests

are ordered@ 3. 64 6

I wish thé anurse wouid tell me more

about the results of my tests than -

he/she does. SR L . 3.48 7
Average of items means..: -’ ‘ : ' 3.73

AR
.

‘” RS ”.‘. : . N

* Indicates tied3ﬂénk§;-f"
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° 7, Table L4 "
Means én%&Rank Oraer of Means of Respounses on .
Satisfaction with Technical-Prcfessional Care
Fourteen Days After Dlschargé :
' A
¢ , T A
Item ' Mean Rank Order
‘The nurse 1is often too dlsorganlzed .
to appear calm. 4o12 B
_The nurse 1s skillful in a351sting _ s
“the doctor with procedures. . 4,046 .2
The nurse is precise in doing
his/her work. 3.96 3
The nurse gives good advice. 3.92 4
The nufse makes it a point to show
- me how to carry out the doctor S _
orders. / 3.89 5.5%
| , b
. The n.rse really knows what he/she
is talking about. 3.89 5.5%
The nurse is too slow to do things ; ,
for me. ©3.81 7
Average of items means 3.95

H : . -

* Indicates_tied ranks.,
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.= otb:r nine {items were perceived as satisfying with meansv?

~—

ranging . 5,15 'to 3.58. The trusting relationship between the

it wod 1wu:ses we e generally satisfying. ' A

-
h

ratiert e. .zetion. The means and rank order of means-showing the
<

DT :ived leve| >f satis action with items rélatingAto patient education

are c¢ountai - “1 Tab.e 16, Four {items 1in the patient education
dimer ine v (¢ as lLuing satisfying, while three items were ranked as
Yeing uncertuin. e three items ranked uncertain included: too often

the nurse fhinks you can't undgrstand the medical explanatidn of your
illness, so he/she‘just doesn't bother to explain (Mean = 3.46); ithe
nurse always éives complete enough” explanations of why tests are ordered
(Mean = 3.?1); and, I wish the nurse would tell me_ more about thetéft

results of my tests than he/she does (Mean = 3.04). Patients perceived

ﬂithemslevesvto be only slightly satisfied with patient education.

Crit{cal Iﬁcidents and Reporting Behaviors
Patienté were asked to deséribe two situations that occurred during
thw hosi)italization, one which they perceived to be beneficial or
helpful,” and the ofhér, which they peréeived to be detrimental or

’

unpleasant. Information,was obtained to determine whether or not the

e
=
nurse was‘madeékware of the patient's feelings' regarding each stated

incfﬁtﬂgg\‘Patients then described how the nurse was made aware. In the
case where the \hprse was not made - ar=2, the patient described why
he/she did not make the nurse aware.

, The critical .inci&ents degcribed were categerized by area of
nuréing practice activity. Reporting behaviors vere claésified into

three behaviqral domains.



91

- N

Table 15

Means and Rank Order of Means of Responses on a
Satisfaction with the Trusting Relationship
Fourteen Days After Discharge

'

Item - »T A Mean " Rank Order . -
The nurse is pleasant to be around. - “ 4,15 1
A person feels free to ask the nurse = - ~-‘l
questions. o 4.04 ) 2
Just talking to the nurse makes me
feel better. { 3.96 3
v The nurse is just not patient enough. 3.89 4
I'm tired of the nurse talking down .
to me. ) 3.88 ©5.
.. The nurse is understanding in listening '
% toa patient's problems. : 3.85 6
N ’ g
The nurse should be more attentive
than he/she is. : 3.58 4 8%
© ¢ The nurse should be more friendly : ';7 o
" than he/she is. . . 3.58 /8%

When I need to talk to someone, can go
to the nurse with my problems. 3.58 8x

The nurse {5 a person who can understand
how 1 fec. A 3.46 10

The nurse 1s too busy at the desk to
spend time talking with me. . 3.23 Ry

= 3.75

* Indicates tied ranks.
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3 ‘Means and Rank Order of Means of“Résponses on N
! ‘Satisfaction with Patient Education - - -
L ., Fourteen Days After -Discharge =  .° ‘
‘ A Y
A
\ 4 ""q )
Item - . : Mean - Rank Order
va - 4
NG T | .
. The nurse explains things in )
simple language. ' = . _ 3.96 1
3 . . - - '\

The nurse asks a lot of questions,
-but once he/she finds -the answers, =
he/she doesn't %eem to do anything. ' 3.81 2

always'easy to undérstand what ‘E_d A\ . 7/
urse is talking about. . 3.65

the) right speed. v . . 3.58 4

Too often the nfurse thinks you can't
understand the medical explanation
of your illness, so he/she just _ :
doesn't bother to explain. - coe 3.46 5
The nurse always gives complete

enough explanations of why tests .

are ordered. ) 3.31 )

I wish the nurse would tell me rore

about the results of my tests than
he/she does. ) ' 3.04

3.54

Average of items means
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Poéjfive-EffeuL Incidents . o b )

(\m?able~lz presents the ﬁ{equepcy and Jpercentage distributions that

/ . 1

summarize by category the positfive-effect critical incident report

" patients prior to discharge. Two patients (3.8%).were*unable to }ecall:
. " Q . . M bt

any particular incidents that they felt»wqg;g worthy of  reporting.
| ‘ | | , . ¥
Table 17 shows that the majority of the patiénts (41a45%) who responded

repofted critical 1incidents about® psychosorial équort meéasures, 15 or
. » ‘ - - o -w -
28.3 percent reported patient feaching incidents, and igﬁg percent *f
5 - . I} v P t (
Ehe incidents were about—th®rapeutic interventiois. Fhe two smallest
° o _ - & . . !
! %%ro‘ps, safety measures and hospital Wififneg and enviybnment, were 7.5

!

percent and 1.9 percent, respectively.

. - Table 17
~ ¥
,frequency«and Percentage Distributioens of
*Categories of Positive-Effect Incidents
Reported Prior to Discharge

hY

..

égﬁgtegory : ~Frequency ?ercent*',
Psychbsocial,SUpport Measures l 22 ' 4125
Patient Teaching N ' 15 . 28.3

‘ Therapeutic Interventions 9 At . i7.0 \
_Safegy Measure-« 4 '7;5,
No response ' 2 . 3.8
Hoséital Routines and Envkionménc l 1 , 1.9

* Where totals do not ei;je 100% error due to rounding.
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R .
C;- Patients described psychosoc1al Support measures whereby the nurse
\ i

was pbliging jovial, cordial, responsive and kind and cag&ng. Tth\\\‘

U
nurses‘were perceived to 1dent1fy with the patlents by reassuyring fears

and” e@barrassment, providing encou{agement for recovery ani:}alking with
. 2,
. —

w PR Y
and actively listening to then. ‘( e
“Patient teathing activities described[by patients primarily focused
LT e N &
on thorough- explanations regar?ing medjcation, procedures, and
. NS . f , | J

. R P
~routines. Patients fq}t\informéd and that their quthigns were answered

A

fully. "Some patients stated that the nurses used plctures to aid ctheir
. . : ,

explanations, ?nd other \patients reported that their significant others

were involved duting’the;;eaEhing.

Patien‘

lbed 51tuations relating to therapeutic interventions

Ve t -
where the nurﬁe prcvided as51stance when the patient was unable, for

- >

exampl with bhygienic care and ambulation. ./ Other descriptiop&

portrayed nugses changing soiled linens and dressings, monitnring blood

3 _ .
tran§fusions, and adjusting the-bed to promote sleep.

ty ‘measures most frequently described by patients were 1in

Ll

urgent situations where the nurse was perceived to respond promptly th?

call for‘help; -oné patient désc;ibed fear for his personal safety, as
the other patients in the room displayed confusion,~agitatioh, and were

-

constantly nolsy. The nhfﬁglresponded(py‘expfg ning to the pati« r why"
~ o . T ‘ I
he was not in dap%er and the patient then ei(ed his fear to be

unnecessafy. One patient stated that the nurse influenced the hospital

- ! L]
routines and "environment by arranging for day pa,ses.

Table 18 summarizes the frequency and per atage distributions for

N

reporting the»positiée—egie?t critical incidents. Thirty eight patients

Ce
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(74.5%) stated that they made the nurses aware of their feelings and had
done so by speaking with the nurses personally. The other thirteen

patients, or 25.5 percent had not made the nurses aware of their

feelings.o

Table 18

Frequency and Percentage Distributions of Reporting
the Positive-Effect Critical Incident

P
Category ' : Frequency Percent
Nurse made aware o ‘ 38 74.5
Nurse-.not made aware . : 13 25.5 &

_were not due to cognitive reasons.

S

Table '19 shows the frequency and percentage distribution for the
classification of non-reporting behavior. One patient did not report
any feelings for a psychomotor reason and another had né reason. _ Seven

patients (53.8%) did nbt make the nurses dware for affective reasons,
b}

and four patients or 30.8 percent for other reasons which reflected

external conditions. Non-reporting behaviors| for the positive-incident

3

~
IR

© AffEc;iVe domain'rationales provided by“patients for not making the
nuréés aware of their feelings were primarily because they felt that tz//
béing fesponsive and COéperaﬁive they were showingftheir appreciation.
One patient stated fhat shé ﬁaa difficu%ty expressing feelings, while
énotﬁer pacienf assu;ed that ‘\eAteported incident was a part of the

nurse's job and, thefefote, felt no need to express any feelings towards

the nurse. 'One patient expressed great annoyance with the physician and
. . L

hospital, and alchough none was felt towards the nurse He found himself

v
bl
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unable to express this t¢ the nurse. Another patient ,was physically

0

unable to make the nurse aware of his feelings about the stated incident

as he was recovering from anaesthesia.

N

- Table 19

» | «
Frequency and Percentage Distributi n of
Classifications of Non-Reporting
Behavior -
< .
Classification Frequency Percént*

Affective ' ' 7 5§i8
Other i 4 30.8
Psychomotor ‘ o ’ | 1 7.6
No reason » ¥ 1 7.6
Cognitive ‘ 0 0

* Yhere tota{s do not equal 100% error due to rounding.

. o
During the follow-up 1nterviews patients described the same

positive~effect incidents that they described "initially. No further

#

attempts hdg be n made by the patients to make the nurses aware.of their
feelings. F

urthermore, those patients who had not appraised the nurses

of their feelings provided the same rationales for not doing so, as they

had previously.

Negative-Effect Incidents

Table 20 presents the frequency and .percentage distributions that
summarize by category the negative-effect critical incidents reﬁorCed-by
patients prior to discharge. - The majority (43.4%) of the patients

stated that they experlenced no negative-effect incidents. Incidents in
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the category, therapeutic interventions, accounted for 28.3 percent

while psy&hosocial support  measures accounted for 9.4 percent. An equal

nymo o -tients reported incidents in the safety measures and
hosgpt =1L r .t nes and environment categories (7.5% each).  The smallest
groug ‘cidents were 2 or 3.8 percent’ in the patient teaching
category. .

Table 20

Frequency and Percentage Distributions of
Categories of Negative-Effect Incidents
Reported Prior to Discharge

Category ‘ . Freéuency Pgrcent*
No response - ' .23 - 43.4
Therapeutic Interventions ’_ \ , 15 b. ' 28.3
Psychosocial Support Measu =s ‘ ' 5 » 9.4
Safety Measufes\ ' 4 7.5
Hqspital Routines and‘Epvironment 4 ' 7.5
Patient Teaching . | ‘ 2 . 3.8

* Where totals do not equal 100% error due to rounding.

1 4

. e :
arilety OQJ incidents were described relating to therapeutic
interventions. Two patients depicted situations where the nurse refused

a request felt to be appropriate by the patient —- providing a drink of

7

water and trimming ingrown toe nails. One patient described a nurse as
“pushy and intolerant" as the nurse .had pressed the patient to walk

beyond = her physical endurance. One 1incident portrayed the nurse

)

performing a procedure improperly and was perceived to .result in a

.
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slower recoyery, and another where the nurse was'perceived to lack thF
necessary knowledge and skiizs to care for a nasogastric tube and did g
not seek aséiStahCe from another nurse when needed. Patients related
situatipns wh:re the nursé was-observed to rush causing a dressing to be
"ripped off" by accident too busy to monitor bedridden patfenfs
r‘fesulting in urine incontinend®® or too busy to‘admihiSCer medication
for pain relief when' requested. Two pat%encs expressed cogsiderable
anger that they were made to‘feel_that they had to beg for pain relief
and perceived the nurses to give analgesics grudgingly.

In the category, psychosocial support measures, patients described
nurses as brusqpe, rude, cool, and unsmiling. Other situations
portrayed nurses to have demonstraﬁed annoyance'and impatience.

Safety measures most frequently described as negative incidents
oecurred when ghe nurse wds percgived to have res ) onded slow}y to a Zall
for helé, or when the call bell had been left out of %each and the -
patient had been unable to call the nurse for help. One patient
described arn incident where she had observed the nurse telling another
patient to “"shut up” and threatening to do “"something else” to that
patient. The patient reporting this incident appeared to be very upset
by.it;

Hospital routines and environment were described inﬁfour patient
situations. One patient found it disturbing that 'the nuréing stéff
walked through the patients' rooms at shift change, and felt that this
was ?nnecessary.‘ Another patient was’ i;censed ‘that the nurse had
removed cigarettes from the pafieat's room without permission. The

patient remained angry at the nurse even after the hospitél's smoking

policy was explained. Two patients were upset by the rooms they were
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assigned to. One was particularly upset"because-the other pat&éhts in
the room h;d seizurgs. The patient had Anevér‘ witnessed a seizure
previousiy and felt that she shouldn't ha&e Begn as;igned to that room
by the hospital, or at the very least, the nurses sﬂﬁuld h;vé‘prép;red
her for what happened during a seizure. ~

Téo patients expressed discontent with patient ﬁgéaching. " One
stated that "unless you asked a lot of questions, the ﬁurse‘didn't give
you much detail,"' while tthe other said thét no explanations ‘were
provided abouﬁ "@hat would‘happen before the operatiod.t"

Table 21 summarizes the‘frequéncy and percentage distributions for
repdrting the negative—effect incidents. 'SeQen patients (22.3%) had
made the nurses aware of how they felt. .Five.of themlhad done so by
'speaking to the nurses“ personally, while the othe; two patients had.

spoken to the unit supervisor. The other 23 patients (76.7%) had: not

appraised the nurses of their feelings.

Table 21

— Frequency and Percentage Distribution of
Reporting the Negative-Effect
Critical Incident

Reporting Frequency Percent
Nurse not made aware ~ 23 76.7
Nurse made aware ¢ ' 7 ’ 23.37
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Table 22 shows theffrquency and percentage discributfénsifor the -

. .

':'élassification of non—repon@ing behaviors. Two of RteApacienié did not

report their feelings for a psychomotor reason, and another two were

unable to state a reason. Fogfteen pacfents (60.9%) did not make the

nurses ‘aware for affective reasons, and four or 17.4 percent for

: N
cognitive reasons. One patient did not make the nurses aware for oiher

reasons which was reflective of e§ternal conditions.

A Table 22

7 ’ .

Frequency and Percentage Distribution of Classification
of Non-Reporting Behavior .

Classification : . .Freduency Fercencf
Affective S l . ’ . 14 V 60.9
. Qognitive - v 4 - 17.4
Psychomotor = . 2 . 8.7
No reason 2 : 8:7
Other ) : | ' 1 ‘ 4.3

Affective domain rationales for not making the nurses aware of
their feelings implied that patients were reluctant to express negative
feelings or opinions about the nu}ses. Comments such as "didn't want to

' 3
hurt the nurse's féelings" suggested that the patients did not want to
appeaf ungrateful for tbeir care or offend the staff. The magority'of
patients did not say anything to the nurses because they did not want to
be labelled as a “troublemaker” or denied care. These feelings were-.

evidenced by remarks such as "it seemed pointless because they treated

o ¢
everyone the’ same way,” “thought the nurse would say to mind his own
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business,” “did not think it was my place to comment,” 2nd "did not want
to get in an argument.” Two patients stated that they tried to talk to

the nurses “but it got worse ‘and I did not want the nurse to take it out
: 2

on me." Three pat&ents stated thac they did oot think their concerns
weré “important enough” to speak to anyone about. )

Two of the four patients who ‘had . a cognitive rationale for not
-+ . ) ) \L . N
making the nurses aware of their feelings believed that the nurse would

not know the answers to the questions they had or would not tell them if

they did. One patient was unable to identify thét the unit supervisor

might be the appropriate person to speak to about a concern related to

the routines of ghat unit. The last patient was familiar with “the

-

" routine of how to get things” and went to the physician to obtain what

was wanted.

?
1

Two patients provided psychomotor reasons for not making the nurses

o

aware of their feelings. Both perceived themselves sas too ill at the
time t: be able to speak with the nurses -- one being unable to speak
and th other feeling very dapseous. Two patients peéceived the nurses

as being just "too busy” with other patiepts and felt that the nurses.

ot 4

Fid not have time to listén to their concerns.

B During the follow up interviews those patients who initially
§ o ‘

déébfibed a negative-effect .incident described the same incident again.

-~

Six patients who héd no -responée previously now described’ degative—
effect incidents. No further -attempts had been made by the patients to
make ithe nurses aware of their feelings; however, one patient had
written a letter to the Director of Nursfng,of the hospital. Further

more, those patients who had not appriéed the nurses d@_their feelings,
e : ' ! T

again providéd the same rationéle for not doing so.

| ]
o

P
R



Of the six negative-eiiect incidents reported only at follow .up, .

.959 were related to patient educzggon and four -were related to safety

. measures. Of the two patient educatBe# situations described, one was

regarding the patient's inability to undeﬁ%tand'the teaching because the

N

©

nurse used “too big of words” and statedﬁ;hac she “did not want the
ﬁurse to think she was stupid.” * The other situation was one gn which

the patient perceived that the nurses "did ot tell you —abeut your

‘condition . . . or what is ahead- of you .. . . what 1is normal or not

; .
normal.” ~ When asked why he did not make the nurse aware of those

feelings he replied that he “"did not know if it was the nurses' job to,

- tell the patient.” ' o -

‘One patient commented that it took a long time for a nurse to
.o J

answer the call bell and was concerned about what would hapﬁen in an
emergency. The patiént had ﬁot made the nufse aware of chié concern
begag§e they had "enough trouble'without bothefing with -his complaint,”
and since she did not need the nurse fof an em:vy ncy trat it "did not
direétly affect” her. Another patient stated that Eho nurses would noz
allow smoking in the room and since the patient was bedridden, had been
;nable to smoke. The paeient thought that the hospital's rgles should
jallow bedridden patients this freedom; however, he did not make the
nurses aware of -his feélingé because "they were doing it for his -own
good.” Twc patients related 1ncidénts where they had been. given the
wrong dosage or wrong medication by -a nurse and had noticed the error
and notified the nurses. They expressed concern about 6ther patients
who were "not aware of what 1s going on” and "how often this happened.”

Both paticdts had told the: nurse involved but had said no more Because
| :
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“the nurse did something to correct the error immediatley” and "did not
k] .

want to get #hyone in trouble.”

—

Critical Incidents Summary

The rank o;dering of frequency of positive-effect and negative-
effect ‘incid¢n£s outlined in Table 23 was ~utilized to id;ntify and
compare those Eategories of incidents perceived by patients to be of a
critical nature. Ff%;y—one of the fifty-three patients were able to
identffy and describe an event which they perceived to have a positive
effecti on their well—beihg. Psychosocial suppért measures, patient
teaching and therapautic interventions were ranked as the three highest
categories of nursing care .activities. The'itwo iOWeét rénking
categories of Aursing care activities were safety measures aqdihospital
goutineé and environmgnt.

Sixteen of fifty-two patients were unable to recall an event which

they perceived to have a negative effect on their well-being.

-~

o
Therapeutic interventions and safety measures were ranked
; o ¢

highest categoriés of nursing care activities.  Psychosocial support

as the two

measures, patient teaching ?nd hospital rout}nes and environment ranked
~as the three lowest categories.

The frequency of reporting feelings about @ critical incident to
the nurse 1is summarized 1in Table 24. Apparently, the majoriE& 0f

.paEients made the nurse aware of positive feelings, but would not make

the nurse aware of negative feelings.

The frequency and rank ordering of frequency of classifications of

non-r«, rting behaviors for critical incidents is summarized in

Sy u

- Table.25. The majority’bf patf%nts gave reasons in the affecttve domain
¢
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v ‘ .o .
L07 notpmaking the nurse aware of their  feelings about eitfier the
posi:fﬁe—effect or negative-effect incident. Those reasons 'wege

L]

reflecti;?\gflyalues, interests, or attitudes that guided the patient
. veN0 ' A

‘not to apprise the nurses of their feelings.

Of the other kix patientSVW« not report their fee ¥ngs about

coor FRH . g
the positiveZe¢ffedt -incident, four\ provided .rationales /feflective of

v

“extermal condigiﬁns, while the other two patiesits were ysically unable

to or could not give a reason for not speaking CO(the nurse about the .

incident. ° There were no instances where the patient did not report
A - )
their feelings)because‘of lack of knowiedge or understanding.
v . ¥ » (};
0f the other nine patients who had not reported their feelings
-_;eﬁbug\gggﬁsfgative-effect incident,’ four gave cognitive rationales for

not doing so. They were reflective of a lagk of understanding of whom’

to speak to, or the lack of comprehension of the consequences of the

incident. Two patients felt physically unable to and two could not

[y

provide a -eason for not speaking to the nurse. One patient's rationale
) L]

was reflect’ve of external conditions.-

Summary ,
s DN 'S

This éhapter ‘presented descriptive data gathered from ‘the
respondents. .Frequency éhd percentage distfibucions were presented to
describe the personal data of all respondents and to compare those
Fespondents who experienced a medical or burgigal intervention.

Cosg e

Ranking of items by means was employed to identify the level of

d satisfaction expressed prior to discharge, seVgp days . following
discharge and- . fourteen days following diSchargé, with the

By o i ) .
techggggl-professional, trusting relationship, and patient education
SRE

dimensions of nursing care. ;o
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‘ﬁiig- Incidents perceived by'tﬁk patients to be critical were described

v
B
t
N

H;uéing frequency and percentage distributions. Reporting behaviors were

summarized and rationales for the~behaviors were classified and réporced

using- frequency and percentage distributions. Samples of. commenvsffk‘

S

h N . 3
J/representing critical incidents and rationales y for: non-reportiné"
- T
behaviors were presented.

Positive~effect and‘ negative-effect incidents, reporting, and

-

rationales for non-reporting behaviors were rank ordered by frequequ.

ThlS prov1ded further ‘clarification of the -types of .incidents perceived
by patients to be critical, and to identify factorsg whg;h influenced the
‘ reporting of the patients' feelings about the quality of care provided.

®

Sva
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CHAPTER FIVE

ANALYTICAL RESEARCH FINDINGS

.\
B : . A 2NN
Th{s chapter contains the analyeical research findings of the

st;df. The chapter contains three sections: the first, discusses
selected persqﬁai and demographic variables of the respon .e~ts and their
exprésst opiﬁions relating to technical-professional care, trustiﬁg
relationshipg, andgpatient‘educafion; the second presents the efféct of

‘time lapse on the expressed opinjons of patients about the three
B ) \ * ‘
dimensigns of nursing care; and the final section presents a summary of

the chapter.

Personal Data and Opinions of Nursing Care
Respondents were asked to indicate their Level of agreement/

disagreement with items ?hich were reflective of the care they received

. .
from the nurses. The Items measured three dimensions of nursing care:

. technical- . professional care, trustiﬁg relationships, ar. patjient

© . ’
education. The statistical procedures of one-way analysis of variance,

' et-tests and correlated t-tests were used to test statistical differences
in their opinions.

‘QL‘ .~ One-way analysis of,'variance, is generally considered to be an

-

appropriate statistical technique in a situation where interval data are

" available from more than two groups of respondents. When independent

L]

data are drawn from two groups, the t-test is considered appropriate;
M 5 . ’ '

however, when the “data from the two groups are not independent, the

correlated, t-test 1is the appropriate statistical -technique. This

]
)

| 109 - .
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. section identifies rand discusses thr-sel items in which statisticaliy
significant mean.differences occurre ..

Hypothesis 1
]

The level of satisfaction with nursing care expressed by adult
patients will not Qary with age.

Five items- had statisticailyksignificant mean differences on the
basis of age and patients" opinions of nursing care according to
Tabée 26. of th; fzve itéms, the first three shown were from the
dimension of trusfing relationships. The fourth item was from’ th
technical-professional care dimension, and the last item was frém the
patient ‘education dimenéiqn.

Patients who were 50 to 59 years old perceived that “the nurse is a
person who can understand how 1 feel” more ofﬁen than did.the younger

.

patients. Those individuals 60 years and older perceived that “when 1

need to talk to someone, I can‘go to tﬁe nursé\with my problems” to a
greater'degree thanvdid those patients 3Q to d; yeags old. Patients in
the ége group 350 to 59'agreéd more than those aged i8 to 29 that “the
4nurse is too busy at the desk to spend time talking to me.” Possibly,
older patients perceivéd nurses as understanding and caring and wanting
to spend more time talking with them than they do. One might assume
that young adults are moére impatient to have things done quickly as
those patients 18 to 29 years old agreed more than patients 60_ye§rs of
age: and olaer.that the nursés were too slow to do thingé for them, Allr

individhaLs 30 years of age or older agreed that "the nurse always gives

complete .enough explanatibns of why tests are ordered,” more than did

&
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those aged 18 to 29. IéAmight 5e assumed that young’adults expect more
?indepth‘explanation than;(jder individuals expect. =

However, on the remaining twenty 1items, age did not affect the
percéived level of satisfaction expressed by p;tients abo;t the nursing
care.

Higothesis 2 o : X¥g

The level of Séfiéfaction with nursing care expressed bybwadult
patients will not vary with gender.

Table 27 shows that only one itém in the‘ tfusting relatioﬁship
dimension had a stétiétically significant mean difference on the basis
of gender. Male patiénts ascribed greater agréement with "when I need
to talk to someone, I can go to the nurse with my problems,; than did

female patients. - It appears that gender dees not affect the perceived

level of satisfaction with nursing care.

TN

Table 27
T-Tests of Patients' Opinions of Nursing Care .
on the Basis of Gender .

OY NION GENDER MEAN T-VALUE PROBABILITY

ST TEMENT 4
When I need to talk to M 4.2 2.09 0.04
someone, 1 can go to o
the nurse with my F 3.8

problems.

k)



Hypothesis 3

The level of satisfaction with nursing care expressed “by adult
N
patients will not vary with marital status. (-
. -~ .

On the basis of marital status, th;ee items had .§Cac%stically
significant mean differences for opinions of nursing care, as shown in
Table 28. The first item was from the trusting relatioﬁship dimension
‘and the btber two were about the technical-professional care. For all
three items, “the nurse should be more aczentive than he/she is,” "the
nurse really gives good advice;" and "the\;urse really knows what he/she
is talking about,% married patients agreed more “than did other
patients. It would'appear that married patients weré more willing to
listen and -accept advice from nursesr yhom they perceived to be
knowlédgeablg, but still would like more attention paid to them. Ona all

o ‘

remaining items, marital status did not affect the perceived level: of

o

satisfaction with nursing care.

Table 28

D T-Tests of Patients' Opinions of Nursing Care
on the Basis of Marital Status )

{

™

OPINION (oY MARITAL MEAN T-VALUE PROBABILITY
STATEMENT STATUS
r 4
The nurse should be M 4.0 2.17 0.03
more attentive than’
he/she 1is. ’ 0 3.4
The nurse gives good M 4.1 2.56 0.01
advice. ,
’ i0 3.5
The nurse really knows M 4.0 ' 2.25 0.03

what he/she is -
talking about. | 0 3.7

[«

o
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Hypothesis 4 | '

The level of satisfaction with nursing care expressed by adult
patients will not vary with ghe~experience of a surgical intervention.

As Table 29 indicates, four 1items had statistically significant -
mean differences‘for opinions of nursiag care 6n the basis of type of
intervention. 0Of the four items, the first two shown were from tﬂe
trusting relationship dimenéion. The third was about patient ed;;ation,
and the fourth related Lo technical-professional care.

Those patients wﬁo'experiencéd a medical intervention agreed more
than did those patients experiencing a surgical intervention on.all four
items. _The items were (1) when I need to talk to someone, I can go to
the nurse with my pgoblems, (2) just talking to the nurse makes me feel
better, (3) the nurse always gives complete enough explanations of whny
tests are ordered, (4) the:qurse is too slow to do thihgs'for me . This
finding 1is not squrising since the medical patients were mainly 50

years of age and older, and less well educated than surgicai patients.

X .

Older, poorly educated individuals are often considered to have lower
expectations and to be more forebearing “‘'i:n those who are younger ana
better educated. - s

For the other items the type of intervention did not affect the

patients' expressed level of satisfaction with nursing care.

Hypothesis 5 o
L The level of satisfaction with nﬁrsing care expressed by adult

&3
pEA

patients will not vary w§th attaified educational level.

Table 30 shows the degree of agreement with items of nursing care

U

on the basis of level ¢F education. Only one item, from the dimension
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of trusting relationships, showed a signifi¢aﬁt difference by level of
educational attainment. Those ﬂatients who had grade 1 to 9 education
perceived that "the nurse is too busy at the désk to spend time ;:Eking
to me” ﬁore ;han thdse who>had postsec0ndary education. Perﬁaps those
patieﬁts better educaged have‘a keener conception of the opératipn and
Vorganization of a unit within a large organization and place lgss
1mportancé on the time spent talkiné with the nurse. On all remaininé
items,hlevel of education attained did not affect the perceived level of
satisfaction ;ith nursing care..
1 Table 29l
<

T—Tesgg of Patiean‘ opinions .of Nuréing Care
on the Basis of Type of Intervention

OPINION ' TYPE OF MEAN ‘ T-VALUE -PROBABILITY
STATEMENT INTERVENTION .
. When I need to talk to M* S 4.3 - 2.82 0.01
someone, I can go to the .
nurse with my problems. S* C 3.7
Just talking to the nurse Mo 4.3 2,63 0 0.01
makes me feel better. ‘ A
- S 3.7
The nurse always gives - M 3.9 o 2,43 : 0.02
complete enough explanations
of why tests are ordered. S 3.3
AR
The nurse is too slow Mo 4.1 2.31 . 0.03
te do things for me.** ‘ ©
: S 3.6

* M and S denote medical and surgical, respectively.

_ ks
** This item was reflected in the computation of means.

i
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Hypothesis 6

The level of satisfacrion with nursing care expressed by adult
patients will not vary with admission'status.

Table 3! shows that patients admitted electively to hospital agreed
more to “"just talking to the nurse makes me feel better"’than did those
patients admitted as an émergepcy. Pefhaps those

patients admitted as

@

emergencies perceived themselves as being more 111 "and placéd less value

on talking witq:che nurse as a means to feeling better. This item, from

the dimension trusting relationships, was the only item, on which
: - T . o "d
. < h

admission status wac perceived to affect patient satisfaction. Qn all

remaining items, however, admission status was mot perceived to affect
- N . 0' T - v 2 B

o
T

the leyel of satisfaction with nursing care. R Y,

_Table 31 . .07 0

. . S ;
T-Tests of Patients' Opinions of Nursing: Care:. -
~on the Basis;of Admission Statu§ = ' .

' ' o N, e o

2 . g i

- OPINION ADMISSTON =

 PROBABELITY /305
STATEMENT ' sTatlé - R S - -2
Just talking to the ‘ ¢ Elective®,
nurse makes me feel ) i :
better.- . Emergercy 4.2. oy
MY . )
B . ‘foy I Y

Hypothesis 7 — _ o 'gé;'; S Lo

4. -é‘ l'ﬁ,:!)' . ‘ ’,"‘-J‘ i—

The length of time between the most recent hospita%}iﬁgibﬁjﬁnaﬁthe
, U5 TN Ll i

. 5\;; 7. FA'\“?\:\.I“".‘"; L
present one will not have an effect on the level of sailaPh: tofwith

nursing care expressed by adult patients. o L

Y
= LI
5 e

: . - s ),w\.' 5"
On the basis of previous hospitalizations, items in the “three -

°

dimensions of nursing care did not have statisticalfy significant mean
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differences. Therefore, the level of satisfaction with

expressed by adult patients was not affected by length Q

last hosbita;ization.

Hypothesis 8'

The level of satisfaction with nursing care expressed by adult
patients who are heélth care workers will not vary frow those patients
who are not. This hypothésis was not tested becguse only one‘of the

fifty-three. patients was employed as a health care worker.

Hysothesis 9

.

The level of satisfaction with selected aspects of nu:w{ﬁq care
- expressed by adult patients will wmot vary from the-day of discharge to
that expressed at 7 days or 14 days following discharge from the
hospital.

~ The comparison of the opinions for those patients assigned to Group
I for seven day follow up with those patients assigned to Group II for

fourteen day follow up 1indicated that the two groups' opinions were

-
\

similar at the time of discharge. Therefore, it can be assumed that. the

randomization procedure for assigning the patienté to groups for follow

) up was effective.

There were no statistically significant mean differences in the
level of opinions of nursing care expressed by Group I patients prior to
discharge’ from thé‘héspital as compared with that expressed seven days
following discharge from the hbspital.

' The comparison of opinions of Group II patients 1indicates that

_‘gyfems had statistically.significant mean differénées. as shown in
S ohd

Tablé 32. @he first two items were from the trusting relationships and

L
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the other from the patient educatiqn diménsioh. "For all three iteéms, "a
berson feels free to ask the nurse questions,” “"when.I need to talk to
someone I can go to the nurse with my problems,” and "too often the
nurse thinks you can't understénd the medical explanation of your

illness, so he/she just doesn’'t bother to explain” the opinion of
~ o .

_nursing care had decreased significantly at fourteen days following

discharge. X T .@

Table 32

Correlated T-Tests of Patients' Opinions
. of Nursing Care for Group II

OPINION TIME MEAN . T-VALUE PROBABILITY
STATEMENT ‘ (Days) :
A person feels free to : 0 4,4 = 2.87 0.01
ask the nurse questions. ,
Co 14 bl -
| v
When I need to talk to 0 4.0 2013 0.04
someone, L can go to
the nurse with my 14 3.6
problems.
Too often the nurse thinks
you can't understand the 0 4.0 2.78 0.01
medical explanation of '
your 1 ness, so he/she 14 3.5 .
just doesn't bother to
explain.

It appears that -the level of satiéfaction. with nursing care
expressed by patients does not vary significantly at seven days

following discharge, but by fourteen days following discharge the level

d

of satisfaction is less than that expressed prior to dischargé from

=
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hospital, on two items on the trusting relationship and one item on
paticﬁt education dimensions. The passage of time does not appear to

affect the level of satisfaction with technicai-professional' care

provided b the nurses to the patients.

SUMMARY
‘ F

":is chapter presented the data gathered'from'respondents as it
related to Ehe hypotheses poséd for the scrudy. T-tests and oﬁe-&ay
d%alysis of variance were.used to identify and describe statistically
131gﬁificant mean differences 1in the opinions of respondents regarding
pérsonai and demogra;hic charactefistics and the level of satisfaction

with selected aspects of nursing care.

'Correlated t-tests were presented to dé;ermine statistically
significant mean differences in the respondents' opinions expressed

prior to discharge, at seven days and at fourteen days .following

discharge from the hospital regarding selected aspects of nursing care.
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o ' CHAPTER SIX
i~ s SUMMARY, CONCLUSIONS AND IMPLICATIONS '
. AN '
T B ome |
""-\7}5, ’ %\:,«1 ., ?‘ﬂ
.,‘}P T

This chapfétﬁﬁﬁzludes the summar&l conclusions and implications of
the study. The initial section of-the chapter providés a summarization

of the study, inclddiﬁg its purpose, methddology, data énalysis and
~

findings. The second section presents the conc.usions derived from the

findings. The final section deals with some implications for health

care .providers and administrators ‘and for further researéﬁ.

Ld_ . , . Summary

Health care administrators and practitioners strive to pr.

quality care for patients. At the same time, patients expect to receive

quality care. . What comprises patients' specific ex ectétions' are
‘ p

largely unknown but have been speculated upon in the literature. Legal,

profé%éional, consumer a;d {nstitutional bod .es have'devéloped documents
sué% as statements‘of brofessional ethicé and consumer rights, standards
of practice, regulations, and 'policies and procedures tﬁk guide
practitioners in providing that quality of care.

Patients are the ‘reason . for health care ~ facilities _and
professionalé’é&d, therefore, théy‘should expect ; helping relationship
from fheir care.providers. It is the patiént'é right‘to make‘comments
regarding those aspects of care received. Such comments reflect their

5

level of satisfaction with those aspects of care.

121
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Four purposes for this study were identified. They were:

l.

~

To determine the level of patient satisfaction with the '

technicél—professional and dducational aspects of nursing care, and the

b}

level pf

2.

K ) ‘ S”

trust which the pétién; has in 'the nurses proyiding care.

‘To4examine demographic and other selected variables which may

- affect the natyre of patient satisfaction with nursing care.

3.
.patient's

4.

To jydentify factors whiéh'may influence the reporting of the

inion about the quality of care received.

To\determine the effect of time lapse on the expressed level’of
ok '

“patient satisfaction.

%

Hypotheses

The

. patients
2.
patients
h 3.
patignts
_ b
patients
5.
pa;ients

6.

patients

following hypotheses were addressed in this study: \\,)

The level of satisfaction with nufsing care expressed by adult

will not vary with age;
The level %f satisfattion with nursing care expressed by adult,
will not vary with gender;

The level of satisféb;ion with nursing care expressed by adult:

R I
will not vary with marital status;

A

Thé level of satisfaction with nursing care expressed by, adult

will not vary witg the experience of a surgical intervention;-
- )
The level of satisfaction with nursing care expressed by adult

9

will not véry with attained educational level;
The level of satisfaction with nursing caﬁs expressed by adult .

will not vary with admission status; .

Q9
7

S/
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7. The length of time between the most recent hospitalization and

the present one will uot have an effect on the level of satisfaction

-
4

expressed’ﬁy adult pgtieﬁcs;/ ,
,8; The level gf satisfactioﬁ with nursing care expressed.by adulE
.patients who are health care workefs will not vary from those patients

: wﬁo are not; and
_ 9. The level of satisféction.with selectédsaspects of nursing care

expressed'byradult patients will not vary frbm the'dax.of discharge to
) < : ‘ .

that - expres;sﬂ/ at 7 days or l4 days follbwing; discharge from the

P
1

»
hospital.
e } :
L &
Methodology 3
The res%grch guide developed for data collection consisted of five
'sections. The first section related to personal and soéiodemographic
data; the second andi fourtn sections used a questionnaire relating to

technical-professiona! and cdiucational aspects of nursing care, and the

level of trust which the patienQ had tn tﬁe nursesvproviding care; and
.the th{rd and fifth sections usea an ifiterview gﬁide describing critical
- incidents experienced dﬁring hoSpitali%étioﬁ and the related reporting
beha;iors, and an‘expressed levei of overall satisfaction with nursing
care. Séctions I,‘ II and III were compleﬁed by patiepts prior to
,\é}scharéé;fpgm hospital, and Sections IV and V fqr follow up.

Individuals select;d to"participaté in this investigation were‘
adﬁlt patients who had been acutely‘ ill on admiési&nv to .one urban
terﬁiary care hOSpital’ experienc?d either a medical and/or sn;rgicél
inte;vention, and were  hospitaiized for more thaﬁ two and"less than

.

f0urCeén_.days. Respondents were requifed to be English 1literate,
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mentally competent, reside within a 25 mile radius -of the city, and be

accessible by telephone for fourteen days ?ollowing discharge from the

hospital. Once included in the study, subjects were randomly assigned

to Group I for 7 day follow up or Group II for l4 day follow up.

Data Analysis

Frequency and percentage distributions were used to describe the
personal data of all respondents, those experiencing a medical
intervention and those experiencing a surgical intervention.,

Raﬁking of  items by means was performed to identify those aspeEts

of care within the technical-professional car.:, trusting relationship,

and patient education dimensions perceived as satisfying prior to.

dischargg, 7 days, and 14 days foliowing discharge.

Rank ordering of frequencies was used -to _describe categorized
critical incidénts, categorized non-reporting behaviors and reporting of
incidents.

-~

One-way analysis. of variance and t-tests were used to determine

statistically significant wmean differences among the opinions of

re§pondenCS regarding satisfaction wigh'technical—professional care;.the
trusting relationship ahd patient education on tigm basis of age,‘éender,
marital status, previous hospitalizatioh, admisgion status, ‘levei of
education, type of intervention and differences between Group 1 and
o
Group II prior to discharge and again at follow up.
Correlated t-tests were used to - determine étatigtically

significant mean differences of opinion regarding satisfaction with

technical-professional care, the trusting relationship, and patient

education initially and at the time of follow up of Grpdp 1 and Group 11

respondents.
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Critical incidents were categbrized”under the headings: safety
measures, therapeutic interventions, psychosocial ~support measures,
petient teaching, and hospital routines and environment. Rationales for
non-reporting ,behaviorsv were categorized under the neadings of

cognitive, affective, psychomotor, and other.

Findings

Personal and demographic data profile. Slightly more than one-half

of the respondents were 50 years of age or older, fé&ale, and married.
The vast majority of the respondents were ‘non-health care workers and
had experienced a previous hospitalization. Slightly more than one-half
were admitted eo hospital .5 requiring emeggencj care. Slightly less
thap one—half of the respondents had atteined Grade 10 -0 12 as their
highest fevel of education. Grade 1 to 9 or postsecondar;y edication was
equally attained by the_others. Random assignment for follow up after
discharge placed 27 of the respondents into t:.  _4-day follow up group

and the others in the 7-day follow up group.

/)

/'\/
Person .. data profiles were further compared to describe the

medical and surgical respondents and to clarify any differences which
were present. The 24 medical respondents were older than the 29
surgical respondents.  An equal number of the medical respondents were
male and female, while slightly more of the surgical respondents were
female. The married patients were the majority for both medical and
surgical respondents.’ “ ' -
The only health care « _ker contained in the study experienced a
surgical intervention. All mwmedical respondents were previously

hospitalized, with the greatest percentage (79.2%) within the previous

®
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. ) I '
five years. Of the. previously hospitalized surgical re§ponhents. about

one-half were hospitalized within the last five years. The majority of

admissions for both groups were for mmergenc?“ reasons. The highest

ooe
v

level of eduéation attained by medical fespondents was lower than that

0

~

of surgical respondents.

¥

d A S

Opinions of Nursing Care. Patients' opinions of nursing care were

measured prior to discharge, seven days after discharge, and fourteen

R dayéuaffer'diééhargﬁ. _ e

+ * . . . e

‘ s g e , e
1. - ®drceptions prior to sflscharge. “Patients were satisfied with
‘' P e i ;

jaspects oﬁ'techﬁical—professionél care and generall§ satisfied;with

(%4 »

. fbhé>-@rusting Telationship and patient education. - They expressed

-
2 N

N e " . i+ ; ; .
~» uncertainty 4dbout the nurses being to® busy at the desk. to spend time

talking with them and that nurses did ‘not tell them enough about the
results of their tests.

¢

" 2. Perceptions seven &ays after discharge. Patients wére sacisfed

Il

with all aspects of technical-professional tare and trustung

. relationships. They expfessed uncertainty about the nurses telling them
7 . ' i ' { . o s 7

‘more about the results of their tests but were otherwise satisfied with:

A

patient education. S - ' gﬁ

3. Perceptions fourteen 'days after discharge. ”‘Pa;&gnts were

%

satisfied with the technical—prdfeséional cére recéivedi’ The trusting
.relationship was perceived as generally Batiéfying with 'somée uﬁceftaihty
expressed about nurses' understanding df how they felt. and the nurses

being too busy at the desk to spend time talking with them.” Patients

were only slightly satisfied with patient education. Uncerﬁéinty‘was'

.\’,
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expressed regarding the lack of explanationé about = their medical

ilinesses, why tests were ordered, and the results of those tests.

Critical Incidents and Reporting Behaviors. Incidents perceived by

L

patients to have a positive-effect and negative-effect on their well-
[ &

being and.the associated reporting behaviors were described.

l. __ Postive-effect incidents.  Two-fifths of the respondents

reporied incidents about psychosocial support measures. In decreasing
frequency, patient—;eachihg, therapeutic interve;tions, safety measures,
and hospital routines and environment incidents were reported.

Three quarters of tﬁe patients had made the nurses aware of their
feeiings and had done so by speaking with the nurses personally. of
those who did not make the nurseé aware of their feelings, the majority
(84.6%) were for AEfective or other reasons which reflected external

-

conditions. .

During the follow-up interviews patients described the same
"~ incidents and rationales as they had previously. No further attempts
had been made by the patients to make the nurses aware of their

. «Q
feelings.

2, Negative-effect incidents. = Less than one-half of the
rgspondenté (43.4%Z) stated they cxpgerienced no negative-effect

. inéidents.

< In

decreasing frequency, ‘therapeutic interventions,

~

psychosocial support measures, safety meaéur?s; hospital routines and

L ;

. o R e
environment and patient teaching incidents®were reparted.

s s ‘Cfs el .
About .three quarters of the patienfs had not made the nurses aware

of their feelings. Of those who did not make the nurses aware of their

feelings, the majority were for affective or cognitive reasons. Those
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who had repofted their feelings about the incidents had done so by
speaxing to the nurses personaliy or with the unit supervisor.

. During the follow-up -interviews those patients who initially

i

described an incident described the same incident again. Six patients

who had not responded prevYously now described an incident. Four were

related to safety measures and two were related to patient teaching. No
) .

further attempts had been made by the patients to make the nurses aware .

of their feelings, however, one patient had written a letter to the

Director of Nursing of the'hospital.

Personal and Demographic ‘Variables and.Opinions of Nursing Care.

Patient's opinions of nhr§ing‘€are were compared with severgl personal

and demographic variabieé-té‘determine their significance. ¥

B : \
l. Age. Age -was ' statistically sign?ﬁ}bant in five of the
. . - S,
twenty—-five items regarding. opinions of nursing care. Three were -
N

relafed to the trusting .relationship, and one each frop the technical-
professional and patient *education dimensions. It appeared that as age

increased, patients perceéived nurses ‘as more understanding, and wanting

4

to spend more time talking with them, were more patient in haying things

done quickly,'amd:required legs indepth explanations.
2. Gender;' Only onq‘;iteml was statistically significant for
gender.:ﬁ%hgn males needed to tzlk té someone, they would go to the

©

nurse with' their problems. whereas females would not.

3. MAfL%Ai.Stétus. On the basis‘bﬁﬁmarital status, three items
had statisticaily Significant.meam“differechs of opinions of nursing
Cafb. One was about the trusting rélacionéhiﬁ"and-the other two about

)

technical-professional care. Married- patieﬁts agreédf‘more than did
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-other patients that the nurses should be more attentive, gave good

advice,“and knew what he/she was talking about.

4 Type of Intervention. ‘Four items were statistically
significant on the basis of 'type of intervention: two were about the
¢

trusting‘ relationship, and one each about patient education ‘and

fechnical—professionél care. . Medical patients were more likely to talk

to the nurses ahgut their probl‘f;_ms. and feel better when talking to the

nurses. - They also épcepted thijgxplanations ;f why tesﬁs were ordered
I

and the speed with } ich nurses did things for them, more readily than

did'surgical patiengg.

5. Educational Level. On only one item from the trusting

dimension’ was the level of satisfaction significantly influenced by

educational level. Patients who had grade 1l to 9 education perceived
nurses to be too busy at the desk to spend ﬁime’talking to them, more
than tﬁose'who had postsecondary education.

6. Admission Status. Patients admitted electively to hospital

agreed more that just talking to the nurse made them feel better than

did those ‘patients admitted as an emergency. This 1item from fthe

trusting dimension was the only one which was statistically significant.

7. Length of Time Betweeng Hospitalization Experiences. On the

basis of length of time between the most recent hospitalization and the
present one there were no statistically significant mean differences of

opinions of nursing care.

o

8. Health Care Workers. 6 This variable was not tested as only one
N

subject contained in the samplg\was embloyed as a health care worker.

/
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9. Time Lapse. The randomizagioh-procedure for éssigning patients
into follow up groups was effective as there wereA‘no statistically
significaﬁt méan.differences betweeﬁ groups' opinions of nursiﬁg care
prio. to discharge. ;

There were no statistically significant mean dif£erences in the
opinions of nursing caréi expressed by patients seven days following
discharge as compared‘t§ thqse opinions exp;essed prior to discharge.

Three items, two reggrdimg the. trusting relationship and the other

about patient education had statistically significant mean -differences

fourteen days following discharge as compared to prior to discharge.
o

Their opinions about freedom to ask the nurse questions, feeling they
could go to the nurse with theirbproblems, and the lack of explanations
about their medical illnesses had declined by fourteen days following

discharge.

Conclusions

The following conclusions were based on the findings of the study.

" Overall Lével of Satisfaction

Patients directly expressed an overall level of satisfaction with
‘the care they received from the nurses. The level of satisfaction

L) .
ranged from satisfied -to very satisfied. This finding 13 consistent
& -

with that of other patient satisfaction research.

Time lapse had no effect on. the overall level of satisfaction

n

expressed directly by patients.

2

?
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Dimensions of Care.

»

Patients expressed satisfaction with the technical-professional
care received and time lapse had no effect on this dimension. Patients
were generally satisfied with the trusting relationship; however, the
overall level of satisfgction declined over the two wéek period
follawing discharge from hospital. Patiehté were slightly satisfied
with, the educational aspects éf their care and the overall lgzgl-of
satisfaction declined over the two week time period following discharge.

For all dimensions of care the variation in opinions expressed by
patients was greatest prior to discharge and tended to decrease somgian\t"
by 14 days. Time lapse did not affect the rank ordering of levels of

satisfaction with the dimensions of care. Consistently, technical-

professional care ranked highest, followed by the trusting relétionship

N

and patient education. -

B
\

-

Critical Incidents and Reporting Behaviors.

Patients were generally able to identify and describe an event
which they perceived to havé a positive—effect'on their well-being. In
order of frequehcy, the incidents were related to psychosocial support
measures, patient teaching, therapeutic intervéntions, safety measures,
and hospital routines and environment. It was 1nteresting to noté the
frequency with which patient teaching events were cited as a bositive
event when the overall ;evel of satisfacfion with the patient education
diménsion was only slightly satisfying. The majority of pat\lents made
the nurses aware of positive feelings by speaking toﬂthem directly. Of

those who did not make the nurses aware of their feelings, they said it

was because they experienced difficulty expressing feelings.
v . ' '
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Time lapsg :did/’;otj afféct the positive—ﬂ‘féct ‘event wﬂich was
reported. Once';discharged from hospital, atie :s made no further
attempts to igform_the nur;es of'their feelings.

One-third of the patients were unable to identify and déécribe an
'event-which they perceived to have a negative-effect on their well-being

o>
w e)r e

related to therapeutic interventions, safety measures, ps choéﬁci@l

-

prior to discharge. In order. of frequency the incidents reporte

support measures, patient teaching and hospital routines “and
environment. The majority of patients did not make the nurses aware of

their negagfﬁé:féeiings, The majority of rhose patients said it was

fbgcaﬁse they did not want to be ﬁabggled as., a troublemaker or denied

Y, . .

t %ﬁ$£ to hurt the

care while others said it w:s: becs s
~ )

nurse's feelings. "”E”'Hﬁy ‘
’ W S v
Time lapse did not affect the negative-effect incident which was
reported but it did affett the number of iucidents reported as six more
events were reported at follow up. Once discharged from hospital,
patients generally made no further attempt to inform the nurses of .their
feelings. The one patient who consistenty expressed dissatisfaction

with the nursing care had addressed a letter to the Director of Nursing

of the hospttal.

Personal and Demographic Variables

The significance of personal and demographic vafiabfés to patient
satisfaction was iﬁconclusive. Some minor effect was demonstrated with
the variables of age, marital status, type of intervention experienced,
and a two weék time lapse. All other variables, including gender;

educational level, admission status, length of time between

.

Q
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~

’s?‘ . .
i%ﬁ hospitalization experiences, and a one week time lapse demonstrated no

.

significant effect on the level of patient satisfaction.

)

g

Implications : ﬁ%

Twe data provided by this investigation resulted 1in some

~

significant findings; however, it is recognized that much more empirical
work 1s needed 1in this research ' area. Suggestions concarning

implications for health care providers must, therefore, be regarded

cautiously. >

imglications'for Health Care Providers

[

. The findidgé of this study indfcatq that . patients expressed an

s 5

ovefall level of satisfacg;on with tﬁé dare they received from the
nurses.. As an accurate and distinct measure of duality of care the
value of an overall level of patient satisfaction must be questioned.
Patients were able to descr;bé speéific incidents and make observations
of nurses and the care thgy provided which yielded a measure of quality
care which would otherwise have been lost.

Patients were satisfied with many'apeéts uf the nursing care they
received. ‘?atients' opinions suggested that improvemé;ts cohld be made
{n all aspecté of patient teaching and severai'aspects of the tgustiné
relationship and technical-professional care. ‘Concerns such a; these
over time could have a negative impact on nurses imdividually and for
the profession as a whole. This finding might 1mply that the nS&sing
profession should take action to improve its image with thg patiént
population as well as the general public. Such action could possibly

include (1) placing more emphasis on nurse's basic %pd continuing

education 1in the areas of patient teaching, communication and®

7/

»
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other human relations skills, physiology and patﬁophysiolOBY; and (2)

advocating that nursing and hospital administration recognize and

~actively support patient teaching and interpersonal communigétion as

necessary factors ‘in providing quality patient care.

The findings indicate that time lapse does not affect ﬁhé ;ank
orderigé of satisfaction with dimensions of nursing care but that the
lebel pf that satisfactidh declines somewﬁét over .time. Patients

reported more negative-effect incidents following discharge than they

reported while in hospital. This suggests that patients were reluctant

4

to express negative iopipions about their care. Some expressed the fear

~

3 Eﬁf being labelled as a  ;roublemaker and denied( care while others

L

deprcciated their needs in favor of other “patients. This finding
supports concernS'diséusged iﬁ the literature, but previously unréporte;
as a research finding. |

Patiedﬁs apparently will.provide positive feedback directly to the
caregi?er-in most instances. Contrary to Fhis, patients are unlikely to
express negative feedbac. directly to the caregiver or to"nursing
administration. , This may be because they dQ not want to get the
caregiver in troubie or bec;use ‘they ao nog know .to -whom they shou}d
direct these concerns. This finding might imply nursiqg administration
could make patients aware of thé communication channels available to

S
them 1in the hospital. Further, when nursing administration seeks
feedbaéL from patients about quality lof ‘carg,'dnformation should be
requésted anonymously, shortly following discharge, wifhv specific
questions asked rather than with overall ratinge of care.
.

The findings of this study provides Littlev sgbstantive evidence

regarding personal and sociodemograpliic QVariables. as they' affect
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satisfaction with aursing care. Generally, older (50 years andibver),

married medicel patients were more satisfied than their counterparts.

Level of education, admission status, gender; and history of

hospitalization did not relate significantly to level of satisfaction.

This finding might imply that health care providers need not focus their

5

attention on these factors until new. evidence is provided to the

- ‘IR_ ) . - X
contrary. ) ' i ¥ g

Implications for Research ’ v ' |
i L
¢Although this study provided some useful information regardyng the

I

effects of time lapse on patient satisfaction aud reportiné o?gcritical
incidents,-furthef research in the area might either support or refute
the cénclusions of this study. While it apﬁears a great deal remains to
be learned about all the vafiables and relationships with which this
study was concerned, further ‘research regarding nursé/patient
relationships in health care.might expand the data base as_followg:

1. Replication of this study with a larger.sample to include other

urban hospitals to determine if perceptions of the_nd}sing»care recéived

by patients differ significantly from the findings of this study.

2. Replication of this study involving urban and rural, teaching

N

and ndn-teaching hospitals to determine if patients’ perceptions differ

significantly from the findings of this study.

3. Replication of this study using similar and extended time

s/

peri@@s for follow up is needed to better approximate the time at which
A O ) .

most valid and reliable indicatiogs of patient satisfaction can be

obtained.

-



‘definition of patient satisfaction.
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4. Determine patients' expectations of nursing care prior to and

following hospitalization to ascertain if the dimensions & care studied

i
are valid. '

. i )
5. Further research should be conducted to define the relationship

between expectations.and outcomes of care to determine its effects on

patient satisfaction. h X

6. Further reseérch should be conducted using the critical
incident technique to identify events which patients perceive to
facilitate and det%act from the qurse/patient relationship.

7. Further. research is needed.using the critical incident methéd
or other methodologies to examine the reporting behaviors of patients.,

8. Further research is needed to develop a theory and universal

ld
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PATIENT'S OPINION OF NURSING CARE

SECTION I: PERSONAL DATA

©

TELEPHONE NUMBER: HOME: WORK

CODE #

MAILING ADDRESS:

AGE: N
) v
GENDER: 1. MALE . 2. FEMALE
MARITAL STATYS: 1. M 2.5 - 3w
4. , 5. OTHER
HEALTH CARE WORKE%; l. YES 2. NO .
l. ACTIVE 2. INACT VE
TYPE:
PREVIOUSLY HOSPITALIZED?: 1. YES L 2.
: l;v 1980 to 1984 (within the last 5 yéars)
2. 1975 to 1979 (from 5 to 1C year;’ago)
. 3;~1Prior to 1975 f
ADMISSION STATUS: 1. ELECTIVE _____; 2. EMERGENCY

HIGHEST’EDUCATION LEVEL ATTAINED: 1. Grade 1l to 9
¥ : ' 2. Grade 10 to 12

‘3. Post-secondary

DATE OF DISCHARGE: (0)

DATE OF FOLLOW-UP INTERVIEW: l. Seven days

2. Fourteen days

150

5,6

10

I

12

13

la

15
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L Code #
PATIENT'S OPINION OF NURSING CARE

L

SECTION II: QUESTIONNAIRE

. o ) i _
Please give. your honest opinion for each statement om this list by
circling one of the five answers to describe the nurse(s) earing for
you: ‘ \

1. The nurse _should be more attentiOeuthan>he/she is.
5(//’\\ b 3" 2 1

 STRONGMY—~ CAGREE  UNCERTAIN DISAGREE  STRONGLY 5
.  AGREE - DISAGREE

2. Too offen the nurse thinks you can't understand the
medical explanatlon of your 1llnesé> so he/she Just
doesn't bother, to explain

-~ 5 4 3 2 1 )
STRONGLY = AGREE ' UNCERTAIN DISAGRFE  STRONGLY 6

AGREE : DISAGREE

3. The nurse is pleasant to be around. :
5 ' 4 : 3 » 2 1

STRONGLY AGREE ~ UNCERTAIN = DISAGREE  STRONGLY 7
AGREE o DISAGREE

4. A person feels free to ask the nurse questions.

5 4 3 o2 S
STRONGLY AGREE  UNCERTAIN  DISAGREE  STRONGLY 8
. AGREE : DISAGREE

5. ‘The nurse should be -more‘friendly than he/she is.

STRONGLY ~ AGREE  UNCERTAIN DISAGREE  STRONGLY 9
AGREE ' Co ‘ ", DISAGREE
6. ‘The nurse is a person who can understand how I feel.
5 4 3 2 o 1
STRONGLY AGREE UNCERTAIN DISAGREE STRONGLY - 10
AGREE o ‘ ' DISAGREE -~ '
7. The nurse explains things in simple language.
5 - 4 3 . 2 : 1
) STRONGLY AGREE UNGERTAIN  DISAGREE  STRONGLY™ 11
AGREE ' , : DISAGREE - :
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8. The nurse asks _a lot of questions, but once he/she finds
the answers, he/she doesn't seem to do to anything.

5 4 3 T2 S
* STRONGLY AGREE ~ UNCERTAIN  DISAGREE  STRONGLY 12’
AGREE DISAGREE |

9. When I need to talk to someone, 1 can go to the nurse
with my problems. ’ : _
5° 4 3 2 1

AN
£ .
STRONGLY AGREE ¢ UNCERTAIN  DISAGREE  STRONGLY 13
AGRE#E DISAGREE
10. The nurse is 5 ousy at the desk to spend time talking
with me.
5 . 4 3 2 1

' STRONGLY AGREE UNéERTAIN DISAGREE = STRONGLY 14

AGREE - ' DISAGREE

li. T wish the nurse would tell me about.the'results of my
test more than he/she does.

5 . 4 , 3 2 1

STRONGLY AGREE UNCERTAIN DISAGREE STRONGLY - 15 )
AGREE . JTSAGREE ety
: . . ' S o

12. The nurse-makes it a point to show me how to carr: out the 5?

doctor's orders. ' T
5 b 3 ' 2 1 - 'ﬁ4[

Yoy
STRONGLY AGREE UNCERTAIN  DISAGREE  STRONGLY 16 I ﬁ:%
AGREE | ‘ DISAGREE T

H

13." The nurse is often too disorgijyéed to appear calm.

5 4 3 2 1
, ' i
STRONGLY AGREE UNCERTAIN DISAGREE STRONGLY _ »l7»

AGREE DISAGREE Q

l4. The nurse is understanding in listening to a phtient’s

problems.

5 4 e 3 2 !

' K¢ . . .
STRONGLY AGREE UNCERTAIN  DISAGREE ~ STRONGLY v' 18

AGREE DISAGREE ’
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5. The nurse gives good,advice. e
' 5 4 3 o a2 1
. STRONGLY  AGREE  UNCERTAIN“) DISAGREE  STRONGLY
. AGREE S ' DISAGREE
162 The nurse really knows whats he/she is talking about.
Lo es 4 3 2. 1
. 'STRONGLY ~  AGREE  UNCERTAIN DISAGREE  STRONGLY
0 AGREE - L DISAGREE
"17.1t is always easy-@byunderstamd what the nurse 1s talking
7. abodut. R
5 4l 3 2 1
.- STRONGLY /u§§§ég ' UNCERTAIN  DISAGREE  STRONGLY
! AGREE jgﬁ Y DISAGREE
T JoE
'18. The nurse is ‘too slow to do things for me.
s 4 3 2 1
_ - 'STRONGLY AGREE UNCERTAIN DISAGREE . STRONGLY
«+  AGREE "' DISAGREE
’kQ.'TheAnurse.is just not patient enough.
5 4 .3 2 1
' STRONGLY _ AGREE  UNCERTAIN DISAGREE  STRONGLY
" AGREE - DISAGREE
20. The nurse is not precise in doing his/her work.
. 5 4 3 - 2 1
B :
- STRONGLY A%%gE UNCERTAIN DISAGREE STRONGLY
AGREE : DISAGREE
21. The nurse gives directions at just the right speed.
5 4 3 : 2 1
S NGLY ~ AGREE UNCERTAIN DISAGREE STRONGLY
GREE DISAGREE.
4
22./1'm tired of the nurse talking down to me.
5 4 K 2 1
STRONGLY AGREE UNCERTAIN DISAGREE STRONGLY
AGREE .

DISAGREE

153

19

20

21

22

23

25

26
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23. Just talking to the nurse makes me feel bette;. .
5 4 3 . 2 ' 1
STRONGLY AGREE - UNCERTAIN  DISAGREE - STRONGLY Ce27
AGREE : ' DISAGREE
. ) L
24. The nurse always gives complete enough exglanatioﬁs of why '
tests are ordered. _
5 4 3 2 - , 1
STRONGLY " AGREE UNCERTAIN  DISAGREE  STRONGLY - 428
AGREE ) ‘ o DISAGREE  ‘ '
25. The nurse is skillful in assisting the doctor with
procedures. ) ‘ r
5 4 3 2 o
STRONGLY - AGREE  UNCERTAIN  DISAGREE  STRONGLY' . | ° 29
AGREE ' : : DILSAGREE
w

9

Adapted from N. Risser, Nursing Research, 1975,
A.S. Hinshaw, R.N., Ph.D. ’ :
J.R. Atwood, R.N., Ph.D.

Nursing Department, University Hospital



Code #°

PATIENT'S OPINION OF NURSING CARE

SECTION III: INTERVIEW GUIDE

Can you recall one thing the nurse(s) said or did that you
found to be beneficial, made your stay more pleasant, or
that helped you the most while you were in the hospital?
Explain. ;

3

&
L4

Did you let the nurses(s) know what helped you the most?
l. Yes 2. No :

IF THE SUBJECT ANSWERED YES TO QUESTION #2 PROCEED TO

QUESTION #3. HOWEVER, IF THE SUBJECT ANSWERED NO TO
QUESTION #2 PROCEED TO QUESTION #4.

N

How did ybu let the.nurse(s) know?

L. Talked to the nﬁgse(s)'personally.

2. Sent a token of apppéciation (eg. a gift).
3. Sent a thank,YOu note.

4, Others.

Can you tell me why you didn't let the nurse(s) know that
you found- that action to be helpful?

PROCEED TO QUESTION #5.

155

5,6

9,10
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Page 2

5.

3

Can you recall one thing the nurse(s) said or did that you
found to be detrimental, made your stay less pleasant, or

that helped you the least while you were in the hospital?

Explain. , )

Did you let the nurse(s) know what helped you the least?
l. Yes 2. No

IF SUBJECT ANSWERED YES TO QUESTION #6 PROCEED TO QUESTION
#7. IF SUBJECT ANSWERED NO TO QUESTION #6 PROCEED TO
QUESTION 8.

N

How did you let the nuree(s) know? s

1. Talked to the nutse(s)-perspnally.

2. Talked to the head nurse.‘ . 3
3. ‘Sent a letter to, or talked to the Director

of Nursing. fﬁ-

4, - Sent a letter to, or‘talked‘to the Administrator.
5. Complained to my Doctor.
‘ g
6. Others. |
; it

Can you- tell me why you didn't 'let the nurse(s) know \that
you found that action not to be helpful?

-

PROCEED TO QUESTION #9 AND #10

“ . .ﬁl';

156

11,12

13

14

15,16
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Patient ] Opinion of Nursing Care
Page 3

9. Would you say you were satisfied with the nursing care you
received? ‘
1. Yes ' 2. No _ : ’ , 17

—

" 10. How satisfied were your with the care you have received
' from the nurses?

l.,____~;;Very satisfied
2. satisfied

3. Uncertain

4, 4__¥;__ Dissatisfied

5. ° Very dissatisfied A ' - , . 18
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: Code #
PATIENT'S OPINION OF NURSING CARE v

SECTION IV: QUESTIONNAIRE

Please give your honest opinion for each statement on this list by
circling one of the five answers. to describe the nurae(s) caring for O
you.

1. The nurse should be more attentive than he/she is.

5 4 -3 2 1
STRONGLY AGREE UNCERTAIN  DISAGREE STRONGLY 5 by
AGREE / : : DISAGREE

-

N
.

Too often ‘the nurse thinks you can't understand the
medical explanation of your illness, so he/she just
doesn't bother to .explain. '

5 C 4 3 2 1
"STRONGLY AGREE UNCERTAIN' DISAGREE ~ STRONGLY v 6
AGREE : : - DISAGREE
3. The nurse is ﬁleasant to be arouhd. ,
5 4 3 2 1 .
STRONGLY AGREE UNCERTAIN DISAGREE  STRONGLY . , 7
AGREE ‘ ' DISAGREE
4, A pérson feels free to ask the nurse questions.
5 . 4 -3 2 1
STRONGLY AGREE UNCERTAIN  DISAGREE  STRONGLY 8

AGREE ' DISAGREE

~ 5. The nurse shpuld be more friendly than he/she is.

5 4 3 2 1
STRONGLY =~ AGREE UNCERTAIN DISAGREE  STRONGLY o 9

AGREE = | . DISAGREE

6. The nurse is a person who can understand how I feel.

5 4 3 2 1
STRONGLY =~ = AGREE UNCERTAIN_ DISAGREE STRONGLY 10

AGREE : DISAGREE

7. Thé nurse explains things in simple language.

5 b 3 2 1
STRONGLY  AGREE  UNCERTAIN DISAGREE  STRONGLY 11
AGREE ’ ' 'DISAGREE °

A
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8., The nurse asks a lot of questions, but once he/she finds
~ -the answers, he/she doesn't seem to do to anything.

5 4 3 -2 a1
'STRONGLY AGREE UNCERTAIN  DISAGREE STRGNGLY

AGREE - : DISAGREE

9. When I need to talk to someone, I can go to the nurse
with my problems.

5 4 3 2 1
STRONGLY ~ AGREE  UNCERTAIN DISAGREE  STRONGLY

AGREE DISAGREE

10. The nugse is too busy at the desk to spend time talking

‘with me«._
5° " 4 .3 2 1
STRONGLY AGREE UNCERTAIN  DISAGREE STRONGLY
AGREE . | DISAGREE

11. I wish the nurse would tell me about the results of my

test more than he/she .does. .

5 4 3 2 1
STRONGLY . AGREE ‘ UNCERTAIN DISAGREE STRONGLY.
AGREE Lo to  DISAGREE

12. The nurse wmakes it a point to show me how to carry out the

doctor's orders.

‘ s 4 3 2 1
STRONGLY ~ AGREE  UNCERTAIN DISAGREE  STRONGLY

AGREE R ' DISAGREE

. PR
13. The nurse is often too disorganized to appear calm.

5. 7 4 3 2 ) 1
STRONGLY AGREE  -,UNCERTAIN DISAGREE ~ STRONGLY
AGREE ' . / ' o

DISAGREE

«

l4. The nurse is understanding in listening to a patient's

problems. .
5 4 3 2 1
STRONGLY AGREE UNCERTAIN  DISAGREE STRONGLY

' AGREE _ ‘ DISAGREE

159
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13

14

I5

16

17

.18
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15.

The nurse gives good advice.

5 4 3 2 1
. STRONGLY  AGREE  UNCERTAIN DISAGREE  STRONGLY
AGREE . ' DISAGREE

16.

17.

18.

19.

20.

21.

22.

The nurse reélly knows what he/she is talking about.

5 i b -3 2 l
» STRONGLY VAQREE UNCERTAIN  DISAGREE  STRONGLY
AGREE DISAGREE.
It is always easy to understand what the nurse is talking
about. ¥ _
5 \ 4 .3 2 L
'STRONGLY AGREE UNCERTAIN DISAGREE  STRONGLY
AGREE S DISAGREE
The nurse is too slow to do, things for me.
5 4 3 2 l
STRONGLY AGREE UQCERTAIN DISAGREE  STRONGLY
AGREE . ‘ DISAGREE

The nurse is just not patient en@ugh.

S " 4 . 3: 3\&\" 2 : 1
STRONGLY | AGREE . UNCERTAIN ¥ DISAGREE " STRONGLY
AGREE ; . %;“ | DISAGREE

< :
The nurse is not precise inﬂdoing“higlher work.

5 4 3 1
STRONGLY AGREE  UNCERTAIN . Q%s EE STRONGLY
AGREE

DISAGREE

4

‘The nurse gives directions at just the&;ﬁtht speed.
5 — 4 L3 W '*'“". 1
STRONGLY VAGREE UNCERTAIN DISAGRBE " STRONGLY
AGREE o DISAGREE
I'm tired of the nurse talking down to me. '
5 4 3 : 2 l
STRONGLY, AGREE  UNCERTAIN ‘DISAGREE STRONGLY

AGREE _ ' DISAGREE

-

160
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20

21

22
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26
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Patient's Opirnic of Nursing Care
Page 4

23. Juszt talki-  to the nurse makes me feel better.

5. 4 3 2 1
STXONG AGREE UNCERTAIN  DISAGREE  STRONGLY 27
AGREE o , DISAGREE
2. wrse always gives complete enough explanatiQnsfaf th
sts are ordered. ' o
5 ' 4 3 2 Ly -
STRONGLY ' AGREE  UNCERTAIN  DISAGREE. ~ STRONGLY : 28
AGREE i " DLSAGREE -

25. The nurse is skillful in assisting the doctor with
procedures.

5 4 3 2 1

STRONGLY AGREE UNCERTAIN DISAGREE  STRONGLY 29
AGREE ‘ DISAGREE

»

Adapted from N. Risser, Nursing Research, 1975.
A.S. Hinshaw, R.N., Ph.D. -

J.R. Atwood, R.N., Ph.D.

Nursing Department, University Hospital
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o G s ‘ “);‘ L Code #
.PATIENT'S OPINION OF NURSING CARE
{W SECTION V: INTERVIEW GUIDE
i o
A I

///i. Can you recall one thing the nurse(s) said or did that you
found to be beneficial, made your stay more. pleasant, or

162

thatgﬁelped you the most while you were in the hospital? 5,6
Eifﬁin. .~
3 2. Did you let the nurses(s) know what helped you the most?
1. Yes 2. No 7
54 IF THE SUBJECT ANSWERED YES TQ QUESTION #2 PROCEED TO
QUESTION #3. HOWEVER, IF -THE SUBJECT ANSWERED_NO'TO
QUESTION #2 PROCEED TO QUESTION #4.
- 3. How did you let the nurse(s) know?
l. " Talked to the nurse(s) person?liy.
2. Sent a token of appreciation (eg. a gift).
3. Sent a thank you note. -
4, Others. 8
4.) Can you tell me why you didn't let the nurse(s) xuow that
! you found that action to be helpful? . !
9,10

PROCEED TO. QUESTION #5.




Patient's Opinion of Nu?sing Cars
Page 2. s
. y f . ? . .
. »5. Cai’you recall one thing the nurse(s) said or did that. you
‘ found to be: detrimental made your stay less pleasant, or
that helped you the least while you were in the hospital’
- Explain. ' S

65, Did you let the nurse(s) know what helped you the’least7
1. Yes 2. No o

l‘-.

e

#7. IF SUBJECT ANSWERED NO TO QUESTION:#6 PROCEED TO
 QUESTION #8. . . )

7. ‘How did you let the nurse(s) know?

1. Talked to the nurse(s) personally.

2. ' Talked to’the head nurse. e
3. Sent a letter to, ot talked to”the Director
' of Nursing.: &
4; | Sent a letter te,'or talked to the Administrator.
5. Complatined to my Doctor.
6. Others. -

8. Can you tell me why you didn't let the nurse(s) know that
you found that action not to be helpful?

, PRQCEED TO QUESTION #9 AND #10

‘,/n"
.

47f*4+‘TF*Sﬁ8jﬁCT*KNSWEREﬁ—YES“Tﬁ*QUESTTON‘#ﬁ“PROCEEHT“DD"QUESTION_“

11,12

14

15,16 .
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Page 3 '
. .
9. Would you say you were satisfied with the nursing care you

‘received? A ‘
1. Yes 2. No ‘ : 17

10. How satisfied were you with the care you have received

from the nurses? , : o
o Very satisfied
2. Satisfied

3. : Uncertain
4, . Dissatisfied

5, Very dissatisfied o 18
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‘Septémber 13, 1984

[t

. Dear

I am submitting agﬁesearch proposal'fof review by the
Hospital . Aeccompanying this letter are 15 copies of the research
proposal and a letter %o the Clinical Investigation Committee members
indicating- acceptance of the proposal by my Thesis Committee.

Thank you for considering this study’ for selection through the
‘Hospital. ' ' :

P

Sincerely,

’ Marie Lyle

M. Education Candidate

Principal Investigator

Phone: 437-4879 (home) -
477-4219 (work) o

attach.
ML/bls
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"September 11, 1984

Dear
L 4

[ am pleased to write in support of Ms. Marie Lyle's request to gather
data for her graduate research on "Measurement of Patient Satisfaction
with Selected Aspects of Nursing Care.” As chairman of her thesis
committee, I wish to inform you that Ms. Lyle successfully defended her
proposal on June 25, 1984, and that proposed study has been approved.
Other members of her the%is committee inc¢lude . Donna Smith, Director
of Nursing, University of Alberta Hospitéls and Assistant Professor,
Faculty of Nursing, University of Alberta and Pr. R.G. McIntosh,
Professor of Educational Administration.

The proposed study is of significance to knowledge development in
nursing and has practical value in the health care professions. As this
will be the first descriptive study of this nature conducted in Alberta,
we anticipate with pleasure the opportunity to gather data at the
Hospital. '

i
If you have ary questions or concerns regarding the proposed study
and/or the qualifications of the investigator, please feel free to
contact me.

Cordially,

Abram G. Konrad . S ) ) /
Professor - J ,

AGK/rdv
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November 8, 1984

Ms Marie Lyle

MN Student v _
Dept. Educational Administration
7-104 Education North
University  of Alberta

Edmonton, Alberta

Dear Ms Lyle:

I am pleased to inform you that your protocol "Measurement of Patient
Satisfaction with Selected Aspects of Nursing Care" was approved by the Climjca)
Investigation Committee at their meeting of October 9, 1984 with the proviso
that the Consent Form be modified such that the patients will not be sent a
summary of the results 'of the study.

The Medical Advisory Board of the Haspital has padsed a
motion which requires all investigators to submit the results of their research

to the Chairman of the Quality Control Committee and Chairman of the Clinical
Investigation Committee.

# .. Yours truly,



o

APPENDIX ,C

SUBJECT .CONSENT

169



170

Code: #
CONSENT TO PARTICIPATE IN A RESEARCH STUDY

"Patient's Opinion of Nursing Care”

-

Research Project Supervisor: Dr. A. Konrad, Professor

Department of Educational Administration?
University of Alberta {j '

Principal Investigator: 'Ms. Marie Lyle R.N., B.Sc.N.

d Candidate for Masters of Education
Phone: 437-4879 (home)

I am interested in your opinion of the nursing.care received
while you were a patient in the hospital. Obtaining your opinion
provides Nursing with a method for evaluating its practices.

You are being asked to voluntarily give your opinion on the
statements  in the questionnaires and 1in the interviews. The study
involves completing 2 questionnaires and 2 taped interviews; once while
in the hospital and once following discharge from the hospital The
time required to complete the questionnaire is 5 to 10 miputes and the
time required to complete the ipnterview is 10 to 15 minutes.

v A

Your name is not “on the questionnaire or on the interview form,
and you may choose not to answer some or all of the questions, if you so
desire, without affecting your nursing care. '

I, ( hereby consent to participate in
the research study conducted by Marie Lyle. :

I hereby consent to be interviewed by Marie Lyle and understand
that the two (2) interviews will be recorded. I also understand that 1
will complete two (2) questionnaires. i -
. I understand that I may refuse to answer any questions or that I
- may stop the interview at any time, without penalty. I also understand
that the tapes will be kept in a locked cabinet and will be érased at

the end of the study.

_ The informationvproyided to the investigator may be published
. but my name will not be associated with the study.

\

be ]
I have been given “the opportunity to ask whatever questions L
desire and all such questions have been answered to my satisfaction.

Subject -,
(BN v ‘2.. N -
Investigator:ﬁ ~ Tex
\ e B N
Date: . ’

N~ + [ I
. - P ’ [t
{& . - . [ . ' .




