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EDITORIAL

Duplicate Publication

One of the constant questions I am asked as an editor
is, “What constitutes duplicate publication?” As a com-
munity we are very concerned about plagiarism, includ-
ing self-plagiarism, and as authors we want to be careful
about how we use our words in more than one venue.
Editors at most journals now use software to easily ascer-
tain the percentage of words in a submitted manuscript
that have been published elsewhere. However, confusion
remains about if and when an author can say the exact
same thing in the exact same words over again. The only
time this repetition is acceptable is when publishing a dis-
sertation. You can use information from your dissertation
in a manuscript even though the dissertation is available
online (e.g., in electronic databases for dissertations such
as Proquest). However, that is the only time that duplica-
tion is allowable.

The concept that an author relinquishes copyright
when he or she submits to a peer-reviewed journal seems
to be readily understood. Authors know that if something
has been published in one journal it cannot be published
in another (that constitutes plagiarism, as the first jour-
nal holds copyright). However, I constantly receive ques-
tions from authors who wish to repeat only a piece of
a manuscript. For example, authors ask how to publish
a second paper from a data set when the methods have
been discussed elsewhere previously. I always tell the au-
thors that they need to be careful about “salami slicing,”
that is, cutting data too thinly and publishing two articles
when one would suffice.

If there really is reason for the second article to be writ-
ten, the second article should have enough new and dif-
ferent information to warrant publication. For example,
it might be necessary that information in the Methods
section is discussed differently or that the author refers
the reader to the first published article where a full dis-
cussion of the methods is available. Readers don’t always
appreciate having to go to another publication to get fur-
ther information, but in these days of online publication,
moving to another article is very efficient and doesn’t
require the work that actually finding the other article
physically in a library entailed. In any event, it is not
ethical to copy word for word from one publication to
another.

I often find a duplication not only in the Methods
section, but also in the Review of the Literature and

Theoretical Framework sections. Sadly, this duplica-
tion is frequently a result of sloppy scholarship. Au-
thors frequently paraphrase a theory, model, or sum-
mary of literature, but too often this paraphrasing is
taken word for word from someone else’s work. Please
don’t copy the work of others. Even if a theorist de-
scribes a theory in beautiful language that you can’t
hope to match, you can’t steal someone else’s words.
You can only use a word-for-word replication inside quo-
tation marks. Barring the use of quotes, you must put
the basic premises of a theory or model in your own
words.

“Yes, but,” people will say to me, “I am very careful
about not being involved in self-plagiarism and this work
was never published in a peer-reviewed publication, but
it has appeared on a website.” In this day and age, if in-
formation is available electronically for others to read, we
consider it published, and it cannot be used again in this
same format for a different publication. It is important
for emerging scientists to think about where they submit
their work and what parts of their work are discoverable
online. It is great to have your work available to the gen-
eral public, but it is important to understand that once
something is published online it cannot be published in
the same format again (with the aforementioned excep-
tion of the dissertation).

“What about,” I am also asked, “words that have to be
used again and again?” Clearly, some content will be du-
plicated. I can’t write a research paper without saying,
“The purpose of this study is.” Having a paper with 0%
duplication is not the goal. So, as an editor there are cer-
tain phrases about institutional review board submission,
for example, or other common research phrases that I ex-
pect to see from one paper to another. However, no editor
expects whole sentences repeated, and certainly having
an entire paragraph duplicated is unacceptable.

I have been asked, now that duplication software is
more prevalent in universities, what is an acceptable
amount of duplication. I have no single answer. Every
manusiript that is going to be published in the Journal of
Nursing Scholarship is put through our duplication soft-
ware. I compare all duplication and look to see whether
the duplication can be described as acceptable common
phrases or if it appears that copyright is being violated.
When the amount of duplication is high, I ask authors
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to go back and rewrite sections and make sure that the
words are their own. I hope that as more and more au-
thors have access to duplication software we will look
at our own work, avoid sloppy scholarship, and think
of ways to provide necessary information without being

repetitive, and that we will all benefit from this attention
to detail.

Susan Gennaro
Editor

126 Journal of Nursing Scholarship, 2017; 49:2, 125–126.
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Abstract

Purpose: To illuminate the meaning of the lived experiences of resuscitation
team members with the presence of the patient’s family during resuscitation
in the cultural context of Iran.
Design: An interpretative phenomenology was used to discover the lived ex-
periences of the nurses and physicians of Tabriz hospitals, Iran, with family
presence during resuscitation (FPDR). A total of 12 nurses and 9 physicians
were interviewed over a 6-month period.
Methods: The interviews were audio recorded and semistructured, and were
transcribed verbatim. Van Manen’s technique was used for data analysis.
Findings: Two major themes and 10 subthemes emerged, including destruc-
tive presence (cessation of resuscitation, interference in resuscitation, disrup-
tion to the resuscitation team’s focus, argument with the resuscitation team,
and adverse mental image in the family) and supportive presence (trust in the
resuscitation team, collaboration with the resuscitation team, alleviating the
family’s concern and settling their nerves, increasing the family’s satisfaction,
and reducing conflict with resuscitation team members).
Conclusions: Participants stated that FPDR may work as a double-edged
sword for the family and resuscitation team, hurting or preserving quality. It is
thus recommended that guidelines be created to protect patients’ and families’
rights, while considering the positive aspects of the phenomenon for hospitals.
Clinical Relevance: A liaison support person would act to decrease fam-
ily anxiety levels and would be able to de-escalate any potentially aggressive
or confrontational events during resuscitation. Well-trained and expert car-
diopulmonary resuscitation team members do not have any stress in the pres-
ence of family during resuscitation. Resuscitation events tend to be prolonged
when family members are allowed to be present.

In Iran the leading cause of death is a cardiovascular-
related disease, in particular coronary artery disease
(CAD). The highest risk that patients with CAD face
is heart attack and its complication, namely cardiopul-
monary arrest (Gharakhani, Naghsh Tabrizi, Emami, &
Seif Rabiee, 2007).

Patient rights are one of the central defining standards
in order to apply clinical governance (Parsapoor, Bagheri,

& Larijani, 2010). The charter of Iran patient rights states
that health services should be offered with the aim of se-
curing the patient’s peace in the final stage of life when
disease is irreversible and the patient’s death is imminent.
Peace is defined as a reduction in pain and agony, and at-
tention to the family’s psychological, social, spiritual, and
emotional needs when death draws near. At the time
of their death, patients have the right to have someone

Journal of Nursing Scholarship, 2017; 49:2, 127–134. 127
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present in the last moments of their life (Parsapoor et al.,
2010). In Iran’s healthcare centers, it is traditional prac-
tice with patients presenting in cardiac arrest for family
members to be taken outside of the resuscitation room.
Family members are informed about the patient’s situa-
tion periodically by a health professional (Soleimanpour
et al., 2013). When patients’ families stayed in the wait-
ing room, they have reported feeling guilty, concerned
that the patient died alone, and regretful for failing to
bid the patient farewell (Demir, 2008). Survival follow-
ing a resuscitation event in the United States remains low,
with 9.5% surviving to discharge, compared with 7.2% in
Iran (American Heart Association, 2013; Salari, Vanaki, &
Ahmadi, 2010).

These final moments can be the last chance family
members have to be with the patient. Today, one of the
expectations that patients’ families have from hospitals is
to be with the patient, allowed at the bedside at the time
of invasive procedures, even during cardiopulmonary re-
suscitation (CPR; Cepero, 2012; Mccabe, 2014; Salmond,
Paplanus, & Avadhani, 2014; Walker, 2013; Ward, 2011;
Westley, Ching, Sherman, & Smith, 2014,).

Family presence during resuscitation (FPDR) means
the arrival of the patient’s family members at the site
where the resuscitation is undertaken, so that family
members can see or have physical contact with the
patient (Salmond et al., 2014; Vavarouta, Xanthos,
Papadimitriou, Kouskouni, & Iacovidou, 2011). FPDR
was introduced in the literature in the mid-1980s
(Salmond et al., 2014, Badir & Sepit, 2007), and remains
an important and controversial issue (Badir & Sepit,
2007; Gluck, 2014; Knott & Kee, 2005; McClement,
Fallis, & Pereira, 2009; Wagner, 2004; Ward, 2011).
It has been noted by a number of researchers that
during active CPR, both the patient and family members
experience what can be considered “a major crisis,” with
the patient fighting for life while the family waits for
the outcome (McClement et al., 2009; Wagner, 2004).
There are several reasons why medical personnel hesi-
tate to allow FPDR, including different environmental,
cultural, and social factors (Duran, Oman, Abel, Koziel,
& Szymanski, 2007; Macy et al., 2006). Various issues,
including the health professional’s previous resuscitation
experiences, ideas, beliefs, and environment, can affect
how resuscitation team members implement FPDR
(McClement et al., 2009; Twibell et al., 2008).

However, research indicates that there are a variety
of opinions among healthcare personnel about FPDR,
divided between those who support FPDR and those
who do not (Cepero, 2012; Powers & Candela, 2016;
Soleimanpour et al., 2013; Twibell et al., 2008). Ex-
ploring why there are pros and cons to letting Iranian
families witness CPR was the impetus for the current

Table 1. Participants’ Demographics

Nurses Doctors Range (M)

Age (years)

27–35 7 1 Nurses: 27–53 (36.1)

36–43 4 6 Doctors: 30–46 (39.7)

44–51 — 2

�52 1 2

Gender

Male 8 8

Female 4 1

Department

Emergency 5 3

ICU/CCU 6 3

Emergency and ICU/CCU 1 3

Education

Baccalaureate degree 10

Master’s degree 2

General practitioner 3

Emergency medicine resident 1

Emergency medicine specialist 1

Anesthetist 3 -

Cardiologist 1 -

Number of years in profession

3–10 5 4 Nurses: 3–29 (12.5)

11–15 4 4 Doctors: 3–18 (11.6)

16–20 2 1

21–30 1 —

Total 12 9

Note. CCU = cardiac care unit; ICU = intensive care unit.

research study. There remain few studies on the health-
care provider’s experience of FPDR (Gluck, 2014). The
current study was conducted with the aim of illuminating
the meaning of lived experiences of resuscitation team
members with FPDR within Iran’s cultural context.

Methods

An interpretative phenomenology was used to discover
and explain the lived experiences of the participants: 12
nurses (N) and 9 doctors (D) employed in six hospitals
in the city of Tabriz, Iran, participated in this study over
6 months (from June 2015 to November 2015; Table
1). Tabriz is one of the largest and most populated cities
in Iran (1,549,453 persons), and it has many hospitals
(approximately 24 hospitals). We chose the biggest and
most crowded and referred hospitals of Tabriz, which has
many resuscitation cases (minimum of one CPR per day),
from different geographical areas of Tabriz city, and we
also chose three public and three private hospitals. One
public hospital is the Heart Center of Tabriz city, and
the two other public hospitals are the most referred hos-
pitals in northwest Iran. Doctors and nurses who were
recruited for this study worked together on CPR teams.
In these hospitals family members usually present at the

128 Journal of Nursing Scholarship, 2017; 49:2, 127–134.
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emergency department and can see resuscitation proce-
dures. Purposive sampling was used, and the sample size
was determined according to data saturation.

Inclusion criteria included a bachelor’s degree or higher
in nursing fields for the nurses, and a general medi-
cal degree or higher for doctors. Job tenure of at least
2 years in clinical activity and participation in resuscita-
tion teams in the presence of patients’ families were es-
sential. There were no exclusion criteria based on age,
gender, or ethnicity. Unstructured individual face-to-face
interviews took place in emergency and intensive care
wards at a time convenient to the participants. Inter-
views were performed in a quiet room in those wards
and started with a greeting and querying participants’
demographics and continued by open-ended question
about participants’ experiences. The interview questions
included: what experience do you have with FPDR as a
member of the resuscitation team, and what effect does
FPDR have on your performance? The duration of the
interviews varied from 15 to 40 min. The Tabriz Turk-
ish language was used in the interviews, and a researcher
verified its English translation by edition of a native. Af-
ter the initial translation from Turkish to English by one
of the authors, he sent this draft to a native English
speaker in Australia, and she agreed to review and edit
the manuscript.

Ethical approval was granted by the regional commit-
tee of medical research ethics at Tabriz University of Med-
ical Science. Written consent was obtained from each
participant prior to the interviews, which were digitally
recorded and transcribed verbatim. To maintain the con-
fidentiality of the participants, fictitious and numerical
names were used to introduce participants in the research
paper.

A hermeneutic phenomenological approach as de-
scribed by van Manen (1990) was chosen for its ability
to make interpretive sense of everyday lived experiences.
Van Manen’s method was used to provide structured
guidance to assist in giving meaning to the phenomenon
of family presence, and data analysis was performed
applying the hermeneutic cycle that constitutes reading,
reflective writing, and interpretation (Van Manen, 1990).
The transcripts of each interview were read several times
by two of the authors, and statements or expressions
related to the phenomenon were selected and placed
under the theme headings. In order to extract the main
themes, similar data were integrated and the process of
data reduction was undertaken.

The themes of this study reflect Van Manen’s four
lived world parameters, including lived time, lived space,
lived relations, and lived body of participants (Van
Manen, 1990; Figure 1). Human beings cannot be sep-
arated from their relationships in the world. Heidegger’s

notion of Dasein, or “being in the world,” entails a rela-
tionship between being human and being in the world
(Holloway & Wheeler, 2013). Researchers search for fun-
damental and general categories of human existence that
illuminate experiences that disclose the world. Heideg-
gerian thinking reflects on the fundamental structures
that characterize the essential qualities of being in the
world, such as the way in which the body occurs, the
way the situations related to place and space occurs,
the way the co-constituting of temporal structure occurs,
and the way the quality of interpersonal relationships
occurs (Holloway & Wheeler, 2013).

This is how Heideggerians show that the body, re-
lations, time, and space reflect the qualities of human
presence rather than being notions of quantitative
measurement. However, in this study, themes such as
collaboration and companionship with the resuscitation
team reflect lived relations of participants, adverse mental
images for the family reflect the lived body, cessation of
resuscitation reflects lived time, and increasing the fam-
ily’s satisfaction reflects the lived space of participants.

The researcher utilized four criteria to ensure research
rigor, including credibility, dependability, confirmability,
and transferability according to Lincoln and Guba (Polit
& Beck, 2012). Member checking together with an ex-
pert advisory panel including two nursing professors and
three nursing PhD students constituted the external ex-
perts. The expert panel audited the data, thus increas-
ing the reliability and confirmation of data. The lead au-
thor’s rich description ensured the transferability of the
data.

Results

Initially, 500 initial codes (the label of a meaning unit
has been referred to as a code) in relation to the experi-
ences of nurses and physicians were extracted. After anal-
ysis and review of the texts, the number of codes was re-
duced to 25 subheadings. Among these 25 subheadings,
10 key codes were selected as subthemes through aggre-
gation of common points. Finally, immersing in the data
and reflecting on the themes of this phenomenon, these
10 subthemes were reduced into 2 main themes. Destruc-
tive presence and supportive presence were the two main
themes that emerged from the data, together with five
subthemes for each main theme (Table 2).

Destructive Presence

According to the participants, FPDR has some de-
structive and detrimental effects on the members of
the resuscitation team and the patient’s family. Partici-
pants found that the presence of family members during

Journal of Nursing Scholarship, 2017; 49:2, 127–134. 129
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Lived Body

Lived Time

Lived Space

Lived Relation

FPDR

Cessation of 
resuscitation

Adverse 
mental 

image for 
family

Increasing 
family's 

satisfaction

Collaboration 
with 

resuscitation 
team

Figure 1. Van Manen’s four lived world parameters of family presence during resuscitation.

Table 2. Main Themes and Subthemes of Resuscitation Team Experi-

ences With Family Presence During Resuscitation

Main themes Subthemes

Destructive presence Cessation of resuscitation

Interference in resuscitation

Disruption to resuscitation team’s focus

Argument with resuscitation team

An adverse mental image for family

Supportive presence Trust in resuscitation team

Collaboration with resuscitation team

Alleviating family’s concern

Increasing family’s satisfaction

Reducing conflict with resuscitation team

resuscitation affected the incidence of medical interven-
tions, stating that having families present was deemed
cumbersome and may at times interfere in their work. A
critical care nurse with over 10 years’ experience stated,
“ . . . do not take this, take that, do not take this drug at
first . . . the attending doctor complained and said let us

do our job” (N4). In another example, one participant ex-
plained, “When the patient got worse and I had to intu-
bate, the daughter of the patient, who was a specialist,
was so restless that she complained saying why did you
put in a tube” (D3).

The patient’s family was noted to prevent the team
from performing resuscitation, asking the team to stop
interventions and not allowing the team to go ahead, re-
sulting in cessation of the resuscitation. One participant
explained,

Sometimes families become emotional and drop onto
the body of the patient, one of our colleagues, who is
a CCU nurse, when we resuscitated her father she did
not get up from his body, not allowing us to perform
resuscitation. (N4)

In another example, one participant spoke of an incident
that occurred on the ward during a resuscitation event:

We had a patient in the ward, she had respiratory
arrest and her family stood next to him, they urged us
not to perform intubation and tried to stop us, they

130 Journal of Nursing Scholarship, 2017; 49:2, 127–134.
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were even involved in a scuffle with guards, saying
that you want to kill our mother. (N10)

During intubation of an endotracheal tube on a patient
during a resuscitation event in an emergency depart-
ment, a patient’s family suddenly entered the room
and took the tube from the resident and said I don’t
want to get my mother connected to the device and
she’d be better dying this way. (N5)

A number of the participants stated that at times they
lost their focus in the presence of the patient’s family and
said that they became nervous and anxious, resulting in a
lack of focus on the job at hand. One participant thought
that having family present affected the confidence levels
of the resuscitation team members: “Presence of family
in the room is cumbersome psychologically for beginners,
because it occupies her or his mind in that God they are
watching me, this would lessen her or his self-confidence,
causing some delays in their work” (N8). Having family
present can also increase the stress levels of the staff:

Despite patient’s wife was herself an internal and
experienced specialist, caused the resuscitation team
such a great lot of stress that the doctor of the team got
confused, . . . we were under huge stress, we forgot to
put gel on the paddles during shock procedure. (N9)

A resuscitation event can heighten emotions and at
times this can lead to a display of aggressive behavior
by some of the families present, which will in turn af-
fect the resuscitation team’s ability to continue perform-
ing the required tasks. One participant stated that “they
[family] were seen to drop themselves onto the patient’s
body and put up a fight with personnel” (N4). Aggressive
family behavior is often directed towards the resuscitation
team members:

I do not feel safe, sometimes a brawl is sparked, I
myself was beaten two times during resuscitation,
after resuscitation there was a patient who died and
his family who was a female collapsed and I said have
her legs lifted up . . . all of a sudden another family
who was a male gave me a punch and said it is none
of my business, if you were a savior, you would bring
our patient back to life. (N6)

Resuscitation events can at times be very visually
disturbing, with a number of invasive procedures be-
ing performed simultaneously, together with staff mov-
ing quickly around the bedside in order to perform
the required tasks. This, in turn, can be a confusing
and disturbing event for family members with a limited
understanding of what they are witnessing while present
in the resuscitation room. Participants stated that the

presence of family members at the resuscitation can con-
jure up a bad mental image in their minds and may cause
posttraumatic problems in the future. One participant
stated, “Tracheal intubation and dropping onto patient’s
body due to perform cardiac massage or administer shock
to patient are not good scenes, . . . we had a family who
passed out because he couldn’t stand the scene of resus-
citation” (D7). Another participant stated,

Our actions are aggressive, say we perform intubation,
cardiac massage, all of these conjure up bad experience
in a family, and affect their psyche, as you can see they
collapse and then we have to stop treating the patient
and take care of his or her family. For example, we had
a case where patient’s family came in the resuscitation
room and they fainted watching the patient and our
actions. (D4)

Supportive Presence

The second theme that emerged from the data was sup-
portive and positive presence that the family can have
at the scene of the resuscitation. Participants found fam-
ily presence during resuscitation helped to create trust in
the resuscitation team members, stating that the family
would be reassured and put at ease when watching the
efforts of the resuscitation team. One participant gave an
example: “In ICU we had a patient whose families were
so understanding and thoughtful . . . they asked about
the treatment process and procedures politely, they came
in my room a few times and thanked me for our effort”
(D3).

Some families were cooperative with the resuscitation
team while being present in the resuscitation room, going
so far as to assist when able, which aided the team in
primary tasks. For example, “I seek their assistance, . . . I
asked them to hold the patient’s hand for a second and
do not let him shake it, . . . hand that to me” (N6). In
another example, “. . . the son of the patient pulled his
sister aside and tried to console her . . . . Even after CPR,
he helped us with putting devices back and transporting
them” (N2).

According to the experiences of the participants, when
family members are allowed to be present, and they can
see the resuscitation event, their concerns are decreased
and or disappear following reassurance from the resusci-
tation team members. One participant stated, “. . . when
they [family] watch the resuscitation, they are convinced
that everything was done, and if the patient passes away
. . . there is no negligence from the resuscitation team’s
actions, and they accept death” (D8). A nurse gave an-
other example: “There was a case in which she [family]
was on the edge and made a lot a noise, we then allowed
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her to come in the room . . . she settled having seen the
scene of resuscitation” (N4).

Participants believed that when family members are
permitted to be present in the resuscitation room it can
help to settle their nerves, which will in turn improve
their overall satisfaction with the resuscitation team, hav-
ing watched the efforts of team members regardless of the
outcome of the resuscitation. One participant spoke about
a cardiac arrest case that occurred on the street and the
patient was then transferred to the hospital:

I felt that patient family were satisfied with the efforts
of resuscitation team [in the face of their patient’s
death], because they presented at the scene [resuscita-
tion room] and watched the efforts, witnessing that a
number of hospital personnel came to the resuscitation
room to help, all of these can soothe the families and
make the family satisfied with hospital personnel, so
they have the feeling that all necessary actions were
taken for patient. (N3)

Participants stated that the presence of family mem-
bers during resuscitation can appear to settle the nerves
of the families, reducing their agitation and eliminating
their need to argue with resuscitation team members.
One participant stated that “. . . when he [family] sees the
resuscitation team try their best and their efforts are not
futile, then argument at the end of resuscitation will be
decreased” (D8).

Discussion

Similar to the results of the present study, Tudor,
Berger, Polivka, Chlebowy, and Thomas (2014) identi-
fied the following themes: fear of family interference in
the resuscitation event, increasing stress in the resusci-
tation team, and emotional trauma for family members.
Moreover, a review of the literature indicated that
families believed that being present during resuscitation
was their right, and that it helped with the grieving
process (Tudor et al., 2014). In the study conducted by
Porter, Cooper, and Sellick (2014), which investigated
the perceived benefits and barriers to FPDR implemen-
tation, the results indicated that the advantages of FPDR
included assisting the family with their grief process,
observation of the resuscitation team’s efforts at close
range, increase of awareness and satisfaction of families,
and facilitation of acceptance of the patient’s situation.
FPDR barriers included the resuscitation team’s stress
increase, intervention and cessation of the resuscitation
process by the family, the team’s apprehension over legal
issues, psychological trauma to the family, and disruption
of the resuscitation team’s focus (Porter et al., 2014).
This was also found in the current study.

In the current study, participating nurses and doctors
had a state of duality and hesitation whether patients’
families should be allowed in the resuscitation room. On
the one hand, based on their experiences, they found the
presence of the family to be helpful, compared to fam-
ily presence interrupting and becoming an obstacle to the
work required during a resuscitation event. Further, ac-
cording to the behavior and reaction the participants have
seen from family members, the participants were divided
into two groups: supporting the team and the actions of
resuscitation, and disrupting and interfering in resuscita-
tion events. The participants noted that FPDR has both
beneficial and harmful aspects, in the sense that it can
evoke a sense of trust in the resuscitation team, and it
can provoke stress and interruption to the team. It can
increase the satisfaction of the family with resuscitation
team members, or it can cause dissatisfaction, resulting in
argumentative behavior from family members.

Sak-Dankosky, Andruszkiewicz, Sherwood, and Kvist
(2014) conducted a study with the aim of reviewing
nurses’ and physicians’ experiences and attitudes to-
wards inpatient-witnessed adult resuscitations, and the
results yielded 15 articles that described the differences
in nurses’ and doctors’ experiences of FPDR. FPDR as a
phenomenon is influenced by the cultural context hav-
ing both positive and negative effects on the resuscitation
team and patient’s family (Sak-Dankosky et al., 2014).

Such dichotomy of FPDR is seen in the results of
Walker’s (2013) study, which was conducted with the
aim of investigating emergency care staff’s experiences of
lay presence during adult CPR. The results indicated that
FPDR had both benefits for staff, family, and the patient
and concerns and/or problems according to the experi-
ences of the participants. The families were considered to
be a valuable information resource as they showed pos-
itive cooperation behaviors, findings similar to those in
the current study. Further, a number of the participants
became agitated and anxious when they were present in
the resuscitation room, which was also confirmed in the
current study. The emergency staff in the Walker study
complained about working under pressure while others,
on the contrary, stated high self-confidence levels as one
of the main reasons for adapting FPDR (Walker, 2013).

Similar to the findings of the current study, Sak-
Dankosky et al. (2014) found that family members al-
lowed to be present experienced no additional trauma
as a result, and they were satisfied and pleased with the
opportunity to be present at the bedside. The Chew and
Ghani (2014) study explored attitudes and perceptions of
the general Malaysian public regarding FPDR. Results in-
dicated that 76% of 184 individuals being studied sup-
ported FPDR, and found the experience reassured family
members that all necessary measures were taken in the
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attempt to save the patient’s life; this was deemed as the
most important reason for being present (Chew & Ghani,
2014). These findings were consistent with those of the
current study.

Conclusions

Participants stated that FPDR may work as a double-
edged sword to family and the resuscitation team, hurting
or preserving quality. On the one hand, they found the
presence of family to be helpful, but they also saw family
presence as an interruption and obstacle to work.

Our findings provide valuable insight into the per-
ceived benefits of a liaison support person, the impor-
tance of well-trained and expert CPR team members, and
the concerns that need to be addressed through education
and resource allocation.

Hospitals need to change practice and policy related
to FPDR to align with professional practice guidelines. A
formal organizational FPDR policy will ensure that clear
guidelines exist around implementation, staff responsibil-
ities, and expectations of suitable behavior from family
members permitted into the resuscitation room.
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Clinical Resources
� American Association of Critical-Care Nurses:

http://www.aacn.org/wd/practice/content/family-
presence-practice-alert.pcms?menu=practice

� Emergency Nurses Association: https://www.ena.
org/practice-search/research/CPG/Documents/
FamilyPresenceSynopsis
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Abstract

Purpose: To examine the relationship between environmental ambience and
psychological well-being of persons with dementia.
Design: A secondary analysis was conducted using observational data with
repeated measures. A total of 1,857 observations from 177 persons with de-
mentia in 17 nursing homes and 6 assisted living facilities were included.
Methods: Psychological well-being was measured by observed displays of
positive and negative emotional expressions. The environmental ambience was
assessed by two subscales of the Ambiance Scale: Engaging and Soothing. Mul-
tilevel modeling was used to account for hierarchical structures in the data.
Findings: An engaging environment was associated with more positive
emotional expressions after controlling for covariates. However, a soothing
environment was associated with neither positive nor negative emotional
expressions.
Conclusions: Results suggest that the environment is an important consid-
eration for administrators and clinicians as they respond to the mandate to
actively plan and provide care to persons with dementia.
Clinical Relevance: An environment that is relevant and interesting may
promote a sense of well-being and support resident-centered care.

An estimated 46.8 million people worldwide were
living with dementia in 2015 (Alzheimer’s Disease
International, 2015); more than 40% of residents in
residential care facilities have Alzheimer’s or another
type of dementia in the United States (Molica & Ujvari,
2012). In addition, average out-of-pocket costs for older
adults with dementia in long-term care were the highest
among Medicare beneficiaries (Alzheimer’s Association,
2015). Although the Centers for Medicare and Medicaid
Services (CMS) established improvement of dementia
care as a national priority, including person-centered
care for nursing home residents, the majority of long-
term care studies have focused on behavioral problems

in persons with dementia rather than psychological
well-being (CMS, 2013).

The measurement of psychological well-being, a key
determinant of quality of life (QoL; Ferrans, 2005) poses a
challenge in dementia research. Psychological well-being,
a multidimensional phenomenon that typically relies on
self-report, is difficult to obtain from persons with moder-
ate to severe dementia due to language impairment (Beer
et al., 2010). However, some studies have shown that
psychological well-being of persons with dementia can be
reliably measured using observed displays of emotional
expression (Kolanowski, Litaker, & Catalano, 2002; Lee,
Algase, & McConnell, 2013).
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According to the Ecology Theory of Aging (ETA)
by Lawton and Nahenow (1973), combinations of
person-related competencies and environments affect
individuals’ behaviors and function. The ETA suggests
that intrapersonal characteristics (e.g., personality and
cognitive function) and environmental factors interact
to influence successful aging. In persons with dementia,
behavioral issues have been long recognized as signs
of chaotic interactions with the environment (Roberts
& Algase, 1988). The significant relationship between
personality and psychological well-being in persons with
cognitive impairment was supported (Burgener, Twigg,
& Popovich, 2005).

In general, people relate to the environment on an
emotional level. Brain pathways that process emotions
are relatively spared in dementias such as Alzheimer’s
disease (Algase et al., 2007). As cognitive processes de-
cline, emotion is considered the salient mechanism by
which persons with dementia relate to and process infor-
mation from and about the environment (LeDoux, 1996;
Pankesepp, 1998).

The Environment and Psychological
Well-Being

The environment is an important factor to consider
when enhancing psychological well-being in persons
with dementia because it is modifiable and can be used
as a nonpharmacological intervention (Flynn, Liang,
Dickson, & Aiken, 2010; Szanton et al., 2011). Examin-
ing the relationship between the environment and well-
being in dementia is relatively recent research, and the
results are mixed. Studies have reported the influence
of the environment on nursing home residents’ behav-
ioral manifestations of psychological distress. Residents in
small-scale, homelike living facilities showed less aggres-
sive behaviors but more aberrant motor behaviors than
residents in traditional wards (Verbeek et al., 2014). Us-
ing a global rating of self-reported QoL, a recent study
showed that a high quality rating of the overall physi-
cal environment is associated with better QoL in nursing
home residents with dementia, but the association was no
longer significant with the use of proxy or detailed self-
report ratings (Fleming, Goodenough, Low, Chenoweth,
& Brodaty, 2014).

A small number of studies showed the effect of spe-
cific physical environmental determinants (i.e., tempera-
ture, noise, and light) on the well-being of persons with
dementia in long-term care. An observational study in
Spain reported that high temperature in the bedroom was
significantly associated with lower QoL of nursing home
residents with severe dementia after controlling for resi-
dents’ pain scores, psychiatric symptoms, and functional

levels (Garre-Olmo et al., 2012). One Canadian qualita-
tive study found that noise was one of the most impor-
tant physical environment determinants on well-being of
persons with dementia (Garcia et al., 2012). This study
also emphasized the importance of human environments,
such as interaction with staff, individualized care, and ac-
tivities to improve well-being in nursing home residents.
Thus, more studies are needed to confirm the relationship
between the quality of the environment and psychologi-
cal well-being of persons with dementia in long-term care
using valid measurements.

Environmental Ambience

Environmental interventions for the person with
dementia have largely focused on modifying environ-
mental ambience, defined as the overall effect of physical
and social environment that generates affective and
behavioral responses (Algase et al., 2007). In persons
with dementia, positive environmental ambience has
been characterized as either promoting engagement of
the resident or soothing the resident (Algase et al., 2007).
Engagement, defined as the act of being occupied or
involved with an external stimulus (Cohen-Mansfield,
Dakheel-Ali, & Marx, 2009), has been associated with
positive emotional responses, including the relief of
apathy, boredom, depression, and loneliness in nursing
home residents (Sifton, 2001). Thus, quality environ-
ments are frequently described as providing features
that are interesting and promote cognitive and physical
activity. Accordingly, an engaging environment would
support emotional interaction (Algase et al., 2007) and
likely yield positive emotions in persons with dementia.

Additionally, physical plan features (such as ambi-
ent lighting and sound) that are soothing have been
found to positively influence behavior (Algase, Beattie,
Antonakos, Beel-Bates, & Yao, 2010). Thus, a soothing
environment would lessen anxiety and promote calm
(Algase et al., 2007) and likely yield positive emotions
in persons with dementia. However, the contribution
of these environmental characteristics to the emotional
status of nursing home residents is not well known.

The present study examined the relationship between
environmental ambiance, using an observational rating
scale of the immediate nursing home environment, and
psychological well-being of persons with dementia, using
observed displays of emotional expression. The purpose
was to evaluate the influence of the environmental
ambiance on psychological well-being. The following
hypotheses were tested:

H1: An engaging environment is associated with pos-
itive but not negative emotional expression, after
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controlling for cognitive status, premorbid personal-
ity trait, comorbidity, and demographic variables.

H2: A soothing environment is associated with positive
but not negative emotional expression, after control-
ling for cognitive status, premorbid personality trait,
comorbidity, and demographic variables.

Methods

Data Source and Participants

This is a secondary analysis of data from persons with
dementia who lived in residential long-term care (Algase
et al., 2008). The parent study utilized a nested within
subjects design to evaluate background and proximal
factors of the phenomenon of wandering. The parent
study included 185 persons with dementia in 17 nursing
homes and 6 assisted living facilities from two states in
the United States who were 65 years of age or older, were
English-speaking, had a Mini-Mental Status Examination
(MMSE) score of <24/30, met Diagnostic and Statistical

Manual of Mental Disorders (4th edition; DSM-IV) criteria
for dementia, and were not wheelchair-bound. Facilities
were selected using a random cluster sampling. Partici-
pants who met inclusion criteria were randomly assigned
to twelve 20 min observation periods once per hour.
The environmental ambiance was assessed at the end of
each observation period by the research assistant who
videotaped the participant. All observation periods were
videotaped and occurred from 8 AM to 8 PM. After insti-
tutional review board approval from the university and
each participating facility, written consent was obtained
from legal proxies of participants and assent was also
obtained from participants prior to every observation. All
research assistants (RAs) received 8 to 12 hr of training
before data collection. In addition, desensitization of
staff and residents to videotaping equipment occurred
during the subject screening process (Algase et al., 2008);
cameras were placed in locations throughout the facility
for 1 to 2 hr periods, but no taping was done.

The present study used data from those participants
who completed more than three emotional expression
observations that evaluated psychological well-being.
Thus, a total of 177 participants with 1,857 observa-
tions were included. There were no significant differences
in demographic characteristics between participants who
were included and excluded in this study.

Measures

Dependent variable. Psychological well-being
was measured by the Observable Displays of Affect
Scale (ODAS), which was designed to rate videotaped

emotional expressions of persons with cognitive im-
pairment. The ODAS contains 34 items of positive and
negative facial displays, vocalizations, and body move-
ment or posture (Vogelpohl & Beck, 1997). The specific
description for each item was provided to trained RAs.
RAs coded video tapes of participants’ emotional expres-
sion using the Noldus Observer R© 5.0 software (Noldus
Information Technology, Wageningen, The Netherlands.
In the parent study, an inter- and intra-rater agreement
among coders was established at greater than 95% using
training videotapes before coding for the ODAS measures
began. Reliability was assessed throughout the study by
sampling 10% of the videotapes and retraining coders
if needed. Evidence substantiating inter-rater reliability
(0.68–1.00) and test-retest reliability (0.97–1.00) for
the ODAS has been reported (Vogelpohl & Beck, 1997;
Whall et al., 2008).

Independent variable. Environmental ambience
was assessed by two subscales of the Ambiance Scale
(AS): Engaging and Soothing. The AS is a nine-item in-
strument to rate immediate nursing home environment
by observers using a semantic differential scaling model
(+2 to −2), with 0 being neutral, indicating neither a
negative nor a positive emotional valence to the envi-
ronment (Algase et al., 2007). A two-factor solution was
obtained in factor analyses and labeled as engaging and
soothing (Algase et al., 2007). Each subscale score ranged
from −2 to 2. RAs who videotaped emotional expressions
administered the AS at the end of each observation pe-
riod. Cronbach’s alphas for the current study were .93 for
the engaging subscale and .61 for the soothing subscale.

Covariates. Cognitive status, comorbidity, mobility,
premorbid personality traits, facility type, and demo-
graphic variables were included as potential covariates.

Cognitive status. Cognitive status was measured
using the MMSE (Folstein, Folstein, & McHugh, 1975).
Participants who were too impaired to finish the test were
assigned a score of –1, as had been done in the parent
study (Algase et al., 2008).

Comorbidity. Comorbidity was assessed by the
Cumulative Illness Rating Scale-Geriatric (CIRS-G),
which was developed to reflect medical problems of older
adults (Miller et al., 1992). The CIRS-G is a comorbidity
index based on physician or nurse practitioner ratings of
presence and severity of chronic medical conditions for
14 organ systems, with 0 indicating no problem and 4
indicating severe level of problem. Inter-rater reliability
for the CIRS-G total score was reported from 0.78 to
0.88 (Miller et al., 1992), and validity of the scale was
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established in a study of 439 institutionalized elders by
examining its associations with mortality, hospitalization,
medication usage, and laboratory findings (Parmelee,
Thuras, Katz, & Lawton, 1995).

Mobility. Mobility was categorized as independent
(no need for mechanical devices [e.g., cane, walker]) and
assisted (need some mechanical devices or staff assistance
to ambulate) by a nurse practitioner.

Premorbid personality traits. Premorbid person-
ality traits were collected by telephone interview with an
informant who was usually a spouse or an adult child us-
ing the NEO Five-Factor Personality Inventory (NEO-FFI;
Costa & McCrae, 1992). The NEO-FFI is a 60 item, 5 point
scale for comprehensive assessment of adult personal-
ity in five domains: neuroticism, extraversion, openness,
agreeableness, and conscientiousness. Each domain has
12 items, and each item receives a score of 0 (strongly dis-
agree) through 4 (strongly agree). The informant was asked
to respond based on the participant’s personality as he or
she was 10 years before the onset of dementia. T scores
were computed from the raw scores of the NEO-FFI
five domains using normative sample means and stan-
dard deviations, which differ by gender (Costa & McCrae,
1992). Cronbach’s alphas obtained from this study were
0.88, 0.85, 0.72, 0.88, and 0.89 for neuroticism, extraver-
sion, openness, agreeableness, and conscientiousness,
respectively.

Facility type. Facility type was categorized as nurs-
ing home or assisted living facility.

Demographic variables. Demographic variables
included age (continuous variable), gender (0 = male, 1 =
female), and education (1 = less than high school, 2 = high

school, 3 = college or higher).

Time of day. Time of day recorded the time when an
observation was made using a 24 hr clock.

Analysis

To examine the effect of quality of environment
on psychological well-being, authors defined the out-
come as log-transformed emotional expressions. Since
the dependent variables (i.e., positive and negative
emotional expression) were skewed (to the right) the
log-transformation was used to make the emotional
expressions to meet the normal distribution assumption.
As the log-transformation preserves the order of the
original values (i.e., log is a monotone nondecreasing

Table 1. Characteristics of 177 Participants

Characteristics Mean (SD)

Interquartile

rangea n (%)

Age (years) 83.64 (6.39) 79 to 88

Caucasian 139 (78.53)

Female 135 (76.27)

Education

< High school 40 (22.60)

High school 65 (36.72)

> High school 48 (27.12)

Nursing home 110 (62.15)

MMSE total 7.35 (7.19) −1 to 13

MMSE

Mild 22 (13.4)

Moderate 34 (20.7)

Severe 64 (39.0)

Untestable 44 (26.8)

CIRS-G score 0.69 (0.22) 0.57 to 0.86

Personality

Neuroticism 51.05 (12.07) 42.66 to 69.66

Extraversion 50.81 (12.98) 41.77 to 59.45

Openness 38.99 (10.31) 31.35 to 45.92

Agreeableness 49.72 (12.39) 42.46 to 58.23

Conscientiousness 50.33 (9.92) 45.45 to 56.70

Independent mobility 116 (65.54)

Note. CIRS-G = Cumulative Illness Rating Scale-Geriatric; MMSE = Mini-

Mental Status Examination.
aInterquartile range denotes values from 25% to 75% quartiles.

function), authors interpreted the effect of covariates on
emotional expressions based on model coefficients them-
selves, rather than exponentiated values (Benoit, 2011).
A multilevel (mixed) model was employed to account
for hierarchical structures in the data. In particular, the
emotional expressions were repeatedly measured from
individuals where those participants were further nested
within facility type (assisted living or nursing home). A
study reported that the type of facility may influence the
participants’ experiences and responses (Beattie, Song, &
LaGore, 2005). Therefore, a multilevel model was used
based on the assumption that the shared attributes (i.e.,
repeated measures within the same individuals within
the same facility) have an effect on the outcome being
modeled. Finally, authors controlled for the time of day
variable to allow the emotional expressions to change
over time. Characteristics of covariates for possible
inclusion in the multilevel model are shown in Table 1.
Among the total MMSE score and categorized MMSE
variables, the total score was used in the multilevel
model. Authors fit univariate multilevel models consid-
ering each emotional expression as a sole response. For
each response, the final model was chosen by the forward
selection method starting from a model controlling for
either engaging or soothing environment while allowing
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Table 2. Factors Influencing Positive Emotional Expression

Variables Coefficienta SE 95% CI p

Engaging scale 0.173 0.043 0.088, 0.257 <.001

Hour 0.046 0.009 0.029, 0.064 <.001

Neuroticism 0.008 0.004 0.000, 0.016 .038

Total MMSE 0.014 0.007 0.001, 0.028 .037

Note. CI = confidence interval; MMSE = Mini-Mental Status Examination.
aRaw scores are transformed by log-scale due to skewness.

for random effects by facility type and individual subject.
Each variable was added to assess if the added variable
altered the effect of the environment variable. All the
analyses were performed with a mixed procedure in
Stata 14.0 (StataCorp LP, College Station, TX, USA).

Results

Participant Characteristics

Table 1 contains participant characteristics. More than
75% of participants were Caucasian and female with an
average age of 83.64 years (SD = 6.39). The mean MMSE
score was 6.93 (range = –1 to 21). Over 59.7% of par-
ticipants had moderate to severe cognitive impairment
(MMSE � 16) and 26.8% of participants were untestable.
The mean positive emotional expression was 65.89 per 20
min, while the mean negative emotional expression was
8.98 per 20 min.

Positive Emotional Expression

Engaging environment was highly associated with
positive emotional expression among persons with
dementia, controlling for hour, neuroticism personality
trait, and MMSE score (β = 0.173; p < .0001). There
was no evidence of random effect by facility type on
positive emotional scales. Therefore, facility type was
fitted as a fixed effect; however, there was no signifi-
cant association between positive emotional scales and
facility type. Consequently, the final model shown in
Table 2 accounted for within-subject correlation only.
More engaging environment, higher neuroticism, and
higher MMSE score were associated with more positive
emotional expression at a given time. Soothing envi-
ronment was not significantly associated with positive
emotional expression at the alpha = 0.05 level, when
used as a sole covariate. In addition, there was no added
effect by soothing environment on improving positive
emotional expression when engaging environment was
incorporated in the model. Individual difference was
minimal (estimated random effect [ERE] = 0.002; 95%
confidence interval [CI] = 0.000, 0.007).

Table 3. Factors Influencing Negative Emotional Expression

Variables Coefficienta SE 95% CI p

Hour 0.015 0.007 0.002, 0.028 .023

Total MMSE −0.018 0.005 −0.027, −0.009 <.001

Conscientiousness −0.008 0.003 −0.015, −0.002 .014

Note. CI = confidence interval; MMSE = Mini-Mental Status Examination.
aRaw scores are transformed by log-scale due to skewness.

Negative Emotional Expression

Unlike positive emotional expression, the multilevel
model for negative emotional expression showed there
was statistical evidence for similarity shared by individ-
uals living in the same type of facility, in addition to
within-subject correlation. Therefore, the final multilevel
model chosen for negative emotional expression reflected
such hierarchy. Although either engaging or soothing en-
vironment was not significantly associated with nega-
tive emotional expression, the investigators found factors
influenced negative emotional expression among per-
sons with dementia; higher MMSE score (adjusted coeffi-
cient estimate [ACE] = –0.018; 95% CI = –0.027, 0.009)
and higher conscientiousness personality (ACE = –0.008;
95% CI = –0.015, 0.002) were shown to be associated
with less negative emotional expression at a given time.
The effect of facility type on negative emotional expres-
sion was minimal (ERE = 0.001; 95% CI = 0.000, 0.473),
whereas individual difference has a larger effect in view
of its larger variance (ERE = 0.077; 95% CI = 0.048,
0.123). Therefore, expressing negative emotional expres-
sion may vary by individual difference rather than facility
type among persons with dementia. Table 3 summarizes
results obtained from the final multilevel model fit for
negative emotional expression.

Discussion

This is the first study that considers the influence of en-
vironmental ambience upon psychological well-being in
persons with dementia. The study yielded several impor-
tant findings. First, an engaging environment was posi-
tively associated with more positive emotional expression
of persons with dementia after controlling for their cog-
nitive status and other covariates, whereas soothing
environment was associated with neither positive nor
negative emotional expressions of persons with demen-
tia. This article’s unique contribution to science is to show
an immediate effect of environmental quality on emo-
tional expressions of persons with dementia. The nature
of the engaging and soothing dimensions of ambiance
reflect how one experiences or apprehends the environ-
ment unconsciously. It does not require cognition, so is a
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particularly useful notion in working with individuals
with cognitive deficits (Yao & Algase, 2006; Zajonc,
1980).

The positive influence of an engaging environment
is corroborated by early studies demonstrating that en-
gagement between persons with cognitive impairment
and environmental stimuli has yielded positive emotions
and improved QoL (Engelman, Altus, & Mathews, 1999;
Orsulic-Jeras, Judge, & Camp, 2000). Results suggest the
environment is an important consideration for adminis-
trators and clinicians as they respond to the mandate to
actively plan and provide care that supports psychological
well-being in persons with dementia, and avoid chemi-
cal restraints (Bonner et al., 2015). The identification of
the discrete characteristics of the environment that pro-
mote engagement is an area for future research, as are
the potential functional benefits. The contribution of staff
efforts as a potential mediator or moderator to engage-
ment also warrants investigation in order to align activity
programs with meaningful environmental approaches.

An unexpected finding was the lack of association be-
tween a soothing environment and both positive and
negative emotional expression. There is a possibility that
a soothing environment does not necessarily provide the
type of meaningful stimulation that promotes psycholog-
ical well-being.

Second, two out of five premorbid personality traits
were associated with emotional expressions: the neuroti-
cism personality trait was related to more frequent pos-
itive emotional expression, while the conscientiousness
personality trait was related to fewer negative emotional
expressions. The negative relationship between conscien-
tiousness and negative emotional expression is expected
because persons with a conscientious personality tend to
control their impulses or desires (Costa, McCrae, & Dye,
1991). However, the relationship between neuroticism
and positive emotional expression is a somewhat unex-
pected finding. Traditionally, neuroticism is associated
with more negative emotional expression; extraversion
is associated with more positive emotional expression.
However, according to Ng’s (2009, 2012) experimental
studies with cognitively intact adults, persons with higher
neuroticism showed more negative emotions and fewer
positive emotions than persons with lower neuroticism in
an unpleasant situation. However, there was no signifi-
cant emotional expression difference between two groups
in a pleasant situation (Ng, 2009, 2012). The response to
a pleasant event was as positive in low neuroticism indi-
viduals as in high neuroticism individuals. An engaging
environment may be beneficial, especially for persons
with dementia who have the neuroticism personality trait
to improve their psychological well-being. In addition,
premorbid personality traits do not reflect current per-

sonality but past personality traits. Although personality
is relatively stable with aging, research showed that per-
sonality changes may happen with a dementia diagnosis
(Balsis, Carpenter, & Storandt, 2005; Jacomb & Jorm,
1996; Wang et al., 2009). Thus, it is important to mon-
itor personality changes in persons with and without
dementia.

Lastly, cognitive status was a significant indepen-
dent factor on both positive and negative emotional
expressions; better cognitive status was associated with
more positive emotional expressions and fewer nega-
tive emotional expressions. This is a consistent finding
with existing literature (Kurz, Scuvee-Moreau, Vernooij-
Dassen, & Dresse, 2003). Although cognitive status is not
the unique factor influencing psychological well-being
among persons with dementia, it is certain that cognitive
status is one of the important elements.

Strengths and Limitations

One of the main strengths of this article was the use
of multilevel data; participants are clustered within nurs-
ing homes selected by a random sampling mechanism,
and their outcomes are measured repeatedly over time.
Research has shown that ignoring the hierarchy in data
can lead to the underestimation of variance, which can
seriously inflate the Type I error rate and overstate the
statistical significance of an effect of a factor of interest
(Aitkin & Longford, 1986; Goldstein & McDonald, 1988).
As the parent data can be viewed as having three levels
(facility, individuals, and time), we used the multilevel
model allowing for random effects by facility and individ-
uals instead of using the generalized estimating equation
approach that does not incorporate the random effects.

This study has several limitations of a secondary data
analysis. Since data collection consisted of 12 observa-
tions conducted in a short period, the long-term effect
of environment was not examined. Further research
using longitudinal data would be needed to examine the
sustained effect of an engaging environment upon psy-
chological well-being over time. Due to the nonrandom
nature of the study, investigators were not able to ex-
amine any causal relationship but were able to show the
association between quality of environment and psy-
chological well-being. A future study to evaluate the
potentially synergistic effect of the environment and
personality upon emotional well-being is warranted.
Additionally, researchers used observers’ perspective of
quality of environment to capture participants’ ambiance.
In order to maintain reliability, this was appropriate to
assess participants’ perception of environment because
87% of participants in this study had moderate to severe
dementia.
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Conclusions

This study offers important clinical implications for
long-term care clinicians and administrators. Find-
ings suggest that an engaging environment is an
important consideration when planning and pro-
viding care to persons with dementia. An environ-
ment that is relevant and interesting may promote
a sense of well-being and support resident-centered
care.
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Abstract

Purpose: The purpose of the present systematic review is to identify the in-
terventions that improve hand hygiene compliance (HHC) specifically among
nurses.
Methods: A systematic review was performed guided by the Preferred Re-
porting Items for Systematic Reviews and Meta-Analyses to evaluate the short
and long-term effects of interventions to promote hand hygiene practices
among nurses in the hospital setting. A search of the Cumulative Index to
Nursing and Allied Health Literature, Medline Global Health, and Embase was
conducted in addition to studies identified by the most recent systematic re-
view. Six studies met inclusion criteria: three randomized controlled trials
(RCTs), one controlled before and after studies (CBAs), and two interrupted
times series (ITS).
Findings: One RCT reported effectiveness and 6-month sustainability of the
effect related to multimodal-directed and multimodal with team leadership–
directed strategies. The other two RCTs found positive effect of education and
feedback on compliance; however, compliance rates declined after 1 month.
Education was also found to improve HHC up to 3 months postintervention.
An electronic reminder and feedback system evaluated by an ITS improved
HHC and detected variation in HHC through the day.
Conclusions: This review showed that single and combined interventions do
improve hand hygiene practices among nurses; however, there is a need for
more methodologically robust studies to define the most effective and sustain-
able interventions.
Clinical Relevance: Although hand hygiene is the most effective mea-
sure to prevent healthcare-associated infections, compliance with hand hy-
giene remains low. Nurses are among the healthcare providers who spend the
most time in direct patient contact. Therefore, there is a need for research to
identify the interventions that improve HHC in this group.

The hospital is a setting where people come to receive
treatment for their illnesses and to get well, but many
patients develop infections that they did not have prior
to admission. More than 200,000 Canadians acquire a

healthcare-associated infection (HAI) each year and, as
a result, 8,000 among them die (Public Health Agency
of Canada, 2013). In the United States, the costs associ-
ated with the five most frequent HAIs were estimated to
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be as high as US$9.8 billion yearly (Zimlichman et al.,
2013). Although hand hygiene is considered to be the
most effective strategy to reduce the rates of HAIs, com-
pliance rates remain inadequate (Luangasanatip et al.,
2015). This has major repercussions on patient outcomes,
including increased length of stay, morbidity, and mortal-
ity, and it has a financial impact on the healthcare system
(Kwon, Olsen, Dubberke, 2015; Levchenko, Boscart, &
Fernie, 2011).

Since 2001, three major systematic reviews have been
published on the effectiveness of interventions to im-
prove hand hygiene compliance (HHC) among health-
care workers (HCWs). HHC is defined as performing hand
hygiene when there is a recommended indication or op-
portunity (Shekelle et al., 2013). A 2010 Cochrane sys-
tematic review, which was an update of a 2007 review,
found that there was insufficient evidence of interven-
tions to improve hand hygiene in the hospital setting
(Gould, Moralejo, Drey, & Chudleigh, 2010). Recently,
Luangasanatip et al. (2015) conducted a systematic re-
view and meta-analysis to evaluate the relative efficacy of
the World Health Organization 2005 campaign (WHO-5)
and other interventions to promote HHC among HCWs
in the hospital setting and summarized associated infor-
mation related to use of resources. They reviewed 41
studies published up to February 2014 and focused on
randomized trials and high-quality nonrandomized stud-
ies. The reviewers concluded that promotion of hand hy-
giene with WHO-5 is effective at increasing compliance in
healthcare workers; however, there is potential for fur-
ther improvements that can be made with the addition of
goal setting, reward incentives, and accountability.

The last three systematic reviews published on this
topic did not report analyses or conclusions based on
the type of HCW. This information is important to know
when designing interventions to improve compliance
since several studies have reported differences in com-
pliance rates related to the type of HCW (Mayon-White,
Ducel, Kereselidze, & Tikomirov, 1988; Sharma, Sharma,
& Koushal, 2012; Shekelle et al., 2013). Moreover, some
studies have indicated that cultural norms play a role in
compliance rates of HCWs (Barrett & Randle, 2008).

Nurses are among the healthcare providers who spend
the majority of their time in direct patient contact and
thus have greater opportunities to perform hand hygiene
(Sharma et al., 2012). There is a need to report on inter-
ventions to promote HHC among nurses in the hospital
setting. Therefore, given the limited data related to nurses
this knowledge synthesis in the format of a systematic
review was conducted. This systematic review sought
to determine what are the short- and long-term effects
of interventions to improve HHC among nurses in the
hospital setting.

Methods

Inclusion and Exclusion Criteria

Type of studies. Studies were restricted to random-
ized controlled trials (RCTs), controlled before and after
studies (CBAs), and interrupted times series (ITS) that
investigated the effectiveness of interventions to improve
HHC in the acute care setting. Recommendations from
the Cochrane Effective Practice and Organization of
Care Group (EPOC) for study design characteristics were
applied. For an interrupted time series to be included in
this review, the duration of the intervention had to be
clearly specified and there must have been a minimum
of three data collection points at baseline and at least
nine at the end of the intervention.

Studies focusing on the compliance of healthcare
providers in general were included if they included statis-
tical analysis specific to nurses. Interventions for nurses
in the operating room were excluded because of this
environment’s specificity with regards to hand hygiene
practices. Studies with students were also excluded. Only
reports in English were included in this review.

Type of participants. The population of interest
was nursing personnel, which included registered nurses
both bachelor and college educated, advanced practice
and licensed practical nurses, nursing assistants, and pa-
tient care attendants. In the text, nursing personnel are
referred to as “nurses.”

Type of interventions. Interventions consisting of
any strategy targeting promotion of hand washing in the
hospital setting were considered. The intervention could
be targeting exclusively HHC or include it as one of its
elements. Single- or multifaceted programs including but
not limited to education, system change, feedback, work-
place reminders, and strategies to improve institutional
safety climate, infection control, or universal precautions
were included; however, if it was indicated that direct
observation was the only intervention, then it was ex-
cluded. Studies carried out in a simulated environment
or outside of the hospital setting were excluded.

Type of outcome measures. Studies reporting a
wide range of criteria for evaluating an intervention’s
effect on HHC were considered. Trials that indicated di-
rect or unobtrusive observation, electronic monitoring, or
video recording to measure HHC rates were eligible for
review. Unobtrusive observation is considered to be the
best method to evaluate HHC because direct observation
is associated with a higher risk of having a Hawthorne
effect—the risk of participants altering their behavior due
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to knowledge of being observed (Huis et al., 2013). Proxy
indicators of hand washing rates, such as the amount
of hand sanitizer used before and after the intervention,
were also eligible for inclusion. Studies that measured
HHC based on self-report were excluded because of the
tendency to have an inaccurate perception of one’s own
rates of HHC (Gould et al., 2010).

Information sources. The most recently published
systematic review by Luangasanatip et al. (2015), on in-
terventions to improve HHC among healthcare workers,
was used as the starting point. Their review included re-
search published up to February 2014. In addition to
searches in electronic databases, studies included in the
review by Luangasanatip et al. (2015) that provided well-
defined data related to nurses were included.

Search strategy. A two-stage search strategy was
used. Firstly, seven studies identified by Luangasanatip
et al. (2015) as trials to improve HHC in nursing per-
sonnel were included. Secondly, the following electronic
databases were searched: Cochrane central register of
controlled trials, Medline, Embase, and the Cumulative
Index to Nursing and Allied Health Literature (CINAHL).
Search terms were related to the research question and
included terms such as hand washing, hand hygiene,
hand clean, and hand decontaminate in combinations
with nurse and nursing staff. Luangasanatip et al.’s
(2015) review included studies published up to Febru-
ary 2014; thus, the search period for this review was
from February 2014 to present in order to include newer
studies. Four hundred thirteen articles were identified
(Medline n = 63, CINAHL n = 100, Global Health
n = 37, Embase n = 213) and yielded 303 articles after
the removal of duplicates.

Three reviewers screened the titles and abstracts of the
citations obtained from the search to assess the eligibility
based on inclusion and exclusion criteria. Disagreements
were resolved by discussion until a consensus was
reached. The data set for the second screening was
arbitrated by the research advising team. Four studies
were identified by the electronic search and underwent
a second screening.

Data extraction process. Eleven studies were
identified as eligible for a second screening. Full texts
were independently reviewed by two researchers.
Data were reviewed by the research team and seven
studies were deemed eligible for inclusion. One study
that was initially eligible for inclusion was a short
conference report that did not explicitly state if nurses
were the main participants. To clarify this ambiguity,
an email was sent to the authors to obtain the full text;

however, they did not respond. Therefore, this study was
excluded from the review.

Assessment of risk of bias in included studies.
To ascertain the internal and external validity of selected
studies, criteria for EPOC bias assessment for RCTs and
ITS studies were used. The assessment of bias for RCTs
was based on the following criteria: evaluation of random
sequence and allocation concealment, blinding of partic-
ipants and investigators, control of covariance by base-
line outcome and group characteristics measurements,
cross-contamination between control and experimental
groups, selective reporting, and addressing incomplete
data or attrition rates by researchers. For the assessment
of bias for ITS study designs, the following aspects were
evaluated: control for other changes occurring along with
intervention, coherence of effect analysis with the inter-
vention point, addressing the intervention effect on data
collection, allocation concealment, addressing incomplete
data, and selective outcomes reporting.

Results

The Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) statement for reporting
systematic reviews and meta-analyses of studies was used
as a guideline (Liberati et al., 2009; Tacconelli, 2010).

Results of the Search

A total of six articles were included in the final data set
for this review (see Figure 1 for a detailed flow chart).
Among these six studies, only one was obtained from the
database search and the remaining five were from the re-
view conducted by Luangasanatip et al. (2015). Accuracy
of data was independently verified for discrepancies by all
three reviewers.

Overall Description of Results

Two studies evaluated single-component interventions
such as education or training related to hand hygiene
(Gould & Chamberlain, 1997; Huang et al., 2002); uni-
versal precautions and epidemiology were often included
in these trainings. Two studies combined education with
other strategies such as feedback and audits (Dubbert,
Dolce, Richter, Miller, & Chapman, 1990; Salamati, Pour-
sharifi, akbar Rahbarimanesh, Koochak, & Najafi, 2013).
Dubbert et al. (1990) combined education with feedback
in the form of audits and displayed results on a poster,
while Salamati et al. (2013) compared education alone
with education in combination with motivational inter-
viewing. Radhakrishna and colleagues (2015) evaluated
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Records identified through 
electronic database search (2014 

– present; n = 413)

Records after duplicates 
removed screened by title and 

abstract (n = 303)

Studies identifies by 
Luangasantip et al 

(1980 - February 2014; 
n = 7)

Records from electronic 
search excluded after 

title and abstract screen 
(n = 299)

Full-text articles retrieved 
and assessed for eligibility

(n = 11 )

Full-text articles excluded, with reasons
(n = 5)

Nursing students (n = 1)
Respiratory therapists (n = 1)

Unable to obtain full test (n = 1)
No results for nurses (n = 1)

Self-report of outcome measure (n =1)

Studies included in quantitative synthesis 
(n = 6)

Randomised Controlled trial (n = 3)
Controlled Before-After Study (n =1)

Interrupted Times Series (n = 2)

Figure 1. PRISMA flow chart.

the effect of feedback and electronic reminders on HHC.
The study conducted by Huis et al. (2013) involved
multidimensional strategies including a combination of
interventions such as educational training, feedback,
reminders, product availability, the addition of incen-
tives, accountability, goal setting, and the involvement of
unit leaders.

Table 1 provides a brief summary of the results from
the 6 studies included in this review. Studies and effects
of interventions are detailed in the ensuing text, and they
are organized based on the research method that was
used by the research team (two ITS, one CBA, and three
RCTs).

Interrupted Times Series

Dubbert et al. (1990). In their ITS, Dubbert et al.
(1990) conducted a study in a 12-bed intensive care unit
(ICU) where data were recorded for 18 nurses. Baseline
measurements were obtained by direct observation, and
nursing staff was informed that observers were record-
ing whether hand hygiene occurred after patient contact

or a critical procedure. The observers were two individ-
uals trained by the infection control nurse (ICN), who
were present on the unit between 8 A.M. and 9 A.M.
each weekday, as this was deemed to be the period when
most nurses on duty had patient contact. No details about
inter-rater reliability were provided.

After 6 weeks of baseline observations, two 4-week in-
terventions were introduced. The first was a series of four
15-min classes taught within a 1-week period by the ICN.
The class reviewed critical procedures that require hand
washing and the rationale for hand washing after contact
with patients. Four weeks after the first intervention, the
second one was introduced. It involved providing feed-
back in the form of a poster revealing results of audits
conducted on HHC. The feedback included specific infor-
mation about the nature of any errors involving critical
procedures, but did not identify individual subjects.

The unit of analysis was the nurse and the outcome
measure was the percentage of HHC after patient contact
and critical procedures. This study reported that after the
educational training session, HHC increased from 81%
to 94% but declined after 3 weeks; however, after the
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addition of the second strategy, HHC increased to 92%
and this rate was maintained for 4 weeks.

Dubbert et al. (1990) addressed the possibility of the
Hawthorne effect having an impact on the results by
highlighting the fact that there was a high baseline rate
of compliance (81%) compared to a baseline compliance
rate of 63% in a study they previously conducted when
staff was unaware that they were being observed (Mayer,
Dubbert, Miller, Burkett, & Chapman, 1986). They did,
however, comment on the fact that hand washing in-
creased after educational training and feedback, so the
results could not be solely attributed to staff’s awareness
of being observed.

Radhakrishna et al.’s (2015) ITS intervention focused
on feedback and reminders. The aim was to determine if
visual feedback and electronic reminders would increase
the usage of hand sanitizer. They randomly assigned 24
beds in an open-layout ICU to the control or the inter-
vention arm. Ten beds were assigned to the intervention
arm and 14 beds were used as controls. The method of
random allocation was not specified.

The intervention consisted of a hand hygiene system
used to alert staff of an opportune moment for hand hy-
giene. The hand sanitizer unit with motion sensor was
placed on the trolley in the intervention group that cor-
responded to the right-hand side of the patient. The HCW
would carry a radiofrequency identification card, and
whenever they approached the patient’s bedside, the sys-
tem would remind the HCW to perform hand hygiene
by flashing a light that would illuminate the entire hand
sanitizer dispenser. If the HCW did not perform hand hy-
giene, the hand sanitizer would continue to light up for
an additional 10 s.

The outcome measure was the increase in the usage
of hand sanitizer. Although a greater increase in the us-
age of hand sanitizer was found in the intervention group
compared to the control group (p < .05), baseline mea-
surements in both groups were not specified; however, a
consistent increase in sanitizer use was observed in the
intervention group 4 months after the end of the inter-
vention demonstrating sustainability. The study reported
that the behavioral change that caused an increase in the
intervention arm was carried over to the control arm.
This study also highlighted the decrease in the usage of
hand sanitizer as the nurse’s shift progressed.

Controlled Before and After Studies

Gould and Chamberlain (1997) conducted a CBA on
four matched surgical wards in the same hospital to eval-
uate the effect of an educational intervention on HHC.
Two wards were randomly assigned to the experimental
group and the remaining two to the control group. The

method of random allocation was not specified. There
were 25 nurses assigned to each group. The nurses in
the experimental group received an educational teaching
session. Baseline data were collected for both groups by
individually shadowing each nurse for 2 hr. The possibil-
ity of the Hawthorne effect was mentioned but assumed
to have an unlikely effect due to the low baseline rate
of compliance, and although the nurses knew they were
being observed, they were not aware that moments and
duration of hand washing were being measured.

In this study, Gould and Chamberlain (1997) had to
cancel half of their teaching sessions because the wards
were too busy, resulting in some of the nurses not be-
ing able to receive the entire content of the educational
program. This study reported an increase in HHC from
54% to 58% after 3 months; however, these results
may be skewed due to the fact that at the 3-month
follow-up, the investigators were only able to obtain
data from 31 nurses—16 in the experimental group and
15 controls. The sample size was therefore small and
did not have adequate power for detecting a signifi-
cant difference. The unit of analysis was the nurse and
the outcome measure was the number of hand washing
events after activities deemed to be high risk for cross-
contamination.

Randomized Controlled Trials

In their RCT, Huang et al. (2002) conducted a study to
evaluate the impact of an educational intervention on the
rates of HHC. One hundred nurses were then randomized
to either the control or the experimental group (method
for random allocation was not specified). Data were col-
lected using a behavior observation checklist completed
by three nurse investigators prior to and 4 months after
training. The investigators were also the observers and it
was not specified if they were blinded to group allocation,
and no inter-rater reliability testing was reported. The
outcome measure was percentage rate of hand hygiene
performed. After 4 months, this study reported that HHC
in the experimental group increased from 51% to 86%
before patient contact and from 75% to 91% after patient
contact while the control group did not show a significant
difference in behavior. These results demonstrate a short-
term sustained effect; however, longitudinal sustainabil-
ity is inconclusive. The possibility of a Hawthorne effect
was not discussed, but if it existed, both groups would
have been impacted.

The second RCT included in this review was conducted
by Salamati et al. (2013), who investigated the effective-
ness of education and motivational interviewing on rates
of HHC. The researchers recruited 128 nurses and sepa-
rated them into three classes based on job descriptions.
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They were then randomly assigned to the control or the
experimental group using the table of random numbers.
Data from 64 nurses in each group were collected by ob-
servation; however, the nurses were unaware that they
were being observed by an infection control supervi-
sor. The same infection control supervisor observed each
nurse from the control and experimental group. Inter-
rater reliability was not discussed and there was no blind-
ing in this study. The unit of analysis was the individual
nurse and the outcome measure was HHC; however, it
was not specified which moments for hand hygiene were
being monitored. The researchers reported that education
alone improved HHC rates of nursing personnel among
the first and third classes in the control group, but a com-
bination of interventions were shown to have a greater
effect on HHC for the same classes in the experimen-
tal group (p < .001 for experimental group compared to
p = .013 in control group). A significant improvement
in rates of HHC for nurses in the second group with ei-
ther method was not observed. This was attributed to the
small sample.

Finally, Huis et al. (2013) conducted a cluster RCT in
67 nursing wards of three hospitals. Baseline data were
collected prior to randomization. A computer-generated
random procedure allocated the wards to either group
(30 to the experimental group and 37 to the control
group), and the student nurses, used as observers, were
masked to cluster allocation. The intervention consisted
of multimodal strategies that included involvement of
unit leaders, and the effects were evaluated by comparing
the post-strategy HHC rates with the baseline rates. The
unit of analysis was the entire team of nurses and the
outcome measure was the percentage of HHC. Using
unobtrusive rather than direct observation controlled
for the Hawthorne effect. The multimodal intervention
combined with a team- and leaders-directed strategy
showed an increase in HHC from 20% to 53% and
remained at 53% 6 months postintervention. Ran-
dom regression analysis was used to assess the impact
of the intervention. The analysis showed a signifi-
cant odds ratio of 1.64 in favor of the experimental
group.

Risk of Bias Across the Studies

This review is subjected to a certain degree of
publication bias since only English-language articles
were included. Overall, there is a potential issue with
generalizability in most of the studies included in this re-
view due to the lack of explicit sample size power analy-
sis. Only one study had a power analysis for sample size
and a safe attrition margin (Huis et al., 2013).

Discussion

Overall, the results from this systematic review spe-
cific to nurses are similar to those of Luangasanatip et al.
(2015). Multimodal, single-component, or dual interven-
tions to improve HHC in nurses have all been demon-
strated to be effective to some extent. High rates of HHC
and longest sustainability were found with a multimodal
and team leader–directed strategy that incorporated ed-
ucation, reminders, feedback, changes in facility layout,
product availability, and the support of a team leader or
manager (Huis et al., 2013). Other studies reported sig-
nificant increases in HHC after the introduction of an
educational intervention (Huang et al., 2002) as well
as feedback combined with education (Dubbert et al.,
1990; Salamati et al., 2013); however, only one study
reported a sustained compliance (Dubbert et al., 1990).
This suggests that individuals are not the only ones to be
blamed for poor HHC; issues in the system may also be
influential.

Theoretical as well as health interventions studies not
specifically targeting HHC could be informative in im-
proving sustainable HHC in nurses. For instance, a recent
review highlighted a number of influential factors that
help make audits and feedback effective in quality im-
provement interventions among healthcare profession-
als, such as low baseline performance or feedback coming
from a supervisor or colleague that is provided more than
once either verbally or written and that includes explicit
goals and an action plan (Ivers et al., 2012). Research
under the theory of planned behavior further suggests
that individuals’ intentions and perceived control are ma-
jor predictors of behavioral change (e.g., Armitage &
Conner, 2001; Godin & Kok, 1996). However, a num-
ber of social cognition theories (e.g., Ryan & Deci, 2000)
suggest that effective behavioral changes occur primarily
in motivated individuals.

Implications for Practice

Managers and healthcare providers should continue to
promote HHC using the WHO-5 recommendations for
performing hand washing, which include (a) before pa-
tient contact, (b) before an aseptic technique, (c) after
exposure to bodily fluids, (d) after patient contact, and
(e) after contact with a patient’s surroundings. As de-
scribed in the present review, HHC education, feedback
and support from a team leader, accessibility, and visual
reminders of hand hygiene are all elements that appear
to increase HHC in nurses. Furthermore, as highlighted
by Luangasanatip et al. (2015), it is important to add goal
setting, reward incentives, and accountability for further
improvements. Also, including a discussion within the
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patient safety and HHC interventions about intentions,
personal control, and motivation could be beneficial
(Armitage & Conner, 2001; Godin & Kok, 1996; Ivers
et al., 2012; Ryan & Deci, 2000).

Strengths and Limitations of the Study

A particular strength in this review is that it is the first
one to report findings solely on nurses. This study also
has several limitations. Firstly, studies varied in reporting
and some failed to report randomization and blinding
of participants and observers. Few studies provided
long-term follow-up of at least 6 months. There is also a
need for studies with robust methodological quality such
as adequately powered RCTs. Also, each study measured
HHC at different moments. Third, since direct observation
is the main method for measuring HHC, the Hawthorne
effect can lead to an increase and overestimation of com-
pliance that cannot be directly attributed to the interven-
tion. Finally, since only studies published in English were
included, other relevant studies may have been missed.

Conclusions

Results are consistent with findings reported by Gould
et al. (2010) and Luangasanatip et al. (2015) on interven-
tions to improve HHC among HCWs. Single-component
interventions were shown to improve HHC, but evidence
showed sustainable and greater improvements with
multimodal strategies in addition to goal setting, reward
incentives, and accountability. However, there continues
to be a need for future research to address low rates of
HHC among nurses and other HCWs.
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5_Moments_For_Hand_Hygiene_Poster.pdf
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Abstract

Purpose: The purpose of this study was to investigate the cultural sensitivity
of nurses working in rural and urban hospitals in Turkey.
Design and Methods: The sampling of this descriptive and correlational
study was composed of only 516 clinical nurses working in inpatient clinics.
The data collection tools were the Socio-Demographic Questionnaire and the
Intercultural Sensitivity Scale.
Findings: A majority of the participating nurses experienced culture-related
problems. Intercultural Sensitivity Scale results were partially high. The nurses
had more problems in areas related to language barriers, patients’ education
level, and health perception about disease and religious beliefs when providing
health care. Participants who were female, had an undergraduate or graduate
education, had received in-service education on cultural care, or had taken
transcultural nursing coursework obtained higher scores on the Intercultural
Sensitivity Scale and its Interaction Engagement subscale. The cultural sensi-
tivity level was 84.01 ± 9.1 (range = 43–107). The proportion of nurses who
had received no in-service education was very high. They wanted to partici-
pate in an education program to gain better understanding of the culture of
the society in which they lived.
Conclusions: The results of the present study demonstrated that nurses
should be prepared in cultural sensitivity and cultural competence.
Clinical Relevance: Continuing education and formal courses on cultural
sensitivity for nursing professionals are essential for optimal health outcomes.
Thus, inequalities in health could be prevented and the quality of health care
could be improved.

Economic and political living conditions in the increas-
ingly globalized world have brought about interactions
between people from different cultures. Global migration
is a result of globalization. People migrate from rural
areas to urban areas, from southern countries to north-
ern countries, and from eastern countries to western
countries not only due to factors such as marriage,
education, employment, and economic conditions, but
also due to wars, civil wars, ethnic or religious conflicts,
poverty, or hopes of having better living conditions
(Rechel, Mladovsky, Ingleby, Mackenbach, & McKee,
2013). Turkey, which received immigrants from Greece

and Albania after the First World War, from Bulgaria
in the 1980s, from Sarajevo-Bosnia in the 1990s, and
from Ukraine, Georgia, Russia, and other areas after
the collapse of the Soviet Union is currently receiving
immigrants in large numbers from the Middle East
(e.g., Syria, Iraq, and Lebanon) and Central Asia (e.g.,
Afghanistan). Of the 58,000 new immigrants to Turkey
in 2014, 25,000 came from Syria and 12,000 came from
Afghanistan (Ministry of Interior Directorate General
of Migration Management, 2015). The immigrants who
were given residence permits were from the following
three countries: Syria, Azerbaijan, and the Russian
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Federation (n = 16,722 persons; Ministry of Interior,
General Directorate of Immigration, 2013).

Turkish society is a heterogeneous and multicultural
society due to Turkey’s geographical and geopolitical
position. This heterogeneity stems from ethnic differ-
ences (Turko, Circassian, Kurds, Arabs, etc.), religious
differences (Sunni, Alawi/Qizilbash, Arabian, Kurdi,
Shafi, Hanafi, Christian, Jewish, etc.), and differences in
place of residence (urban or rural). Islam is the religion
of the majority of Turkish people. Islam attempts to reg-
ulate people’s clothing styles, dietary patterns (banning
the consumption of alcohol, shellfish, pork), ways of
thinking (fatalism, belief that diseases come from God,
refusal of health care given by the opposite sex, etc.), all
of which affect their health. These cultural, religious, and
ethnic differences affect the delivery and utilization of
health services.

Global migration affects all aspects of life, including
health, which leads to the emergence of different health
problems. Local, national, and global migration may
adversely affect access to and utilization of healthcare
services, which brings about inequalities in health.
However, it is important to create conditions for cul-
turally different people to receive non-ethnocentric and
culturally appropriate healthcare services. Provision of
intercultural health care is a professional and moral
responsibility and obligation for nurses both today and
in the future (Douglas et al., 2011). Nurses who are
aware that the values and behaviors of individuals are
affected by their culture will evaluate the planning and
delivery of health care within this context to improve the
effectiveness of health care (Cerezo, Galceran, Soriano,
& Moral, 2014; Kowalewski, Massen, & Mullins, 2010).
Nurses need to develop an understanding of culture and
its relationship to illnesses and health.

Background

A critical concept of culture studied by Fritz, Graf,
Hentze, Mollenberg, and Chen (2005) noted that in-
tercultural competence is an umbrella concept that
subsumes intercultural sensitivity, intercultural aware-
ness, and intercultural adroitness. These three elements
reflect the affective, cognitive, and behavioral aspects
of intercultural competence. Intercultural sensitivity
is employing one’s knowledge, consideration, under-
standing, respect, and adapting after realizing awareness
of self and others (Chen & Young, 2012). Cultural
sensitivity serves as a foundation for the development
of cultural competence, and intercultural sensitivity is a
component of cross-cultural communication skills (Chen
& Young, 2012). According to Chen and Starosta (2000),
intercultural sensitivity is composed of self-concept,

open-mindedness, nonjudgmental attitudes, and social
relaxation. These features enable an individual to display
adequate sensitivity in the acceptance of cultural differ-
ences and respect for these differences during cultural
interaction (Chen & Starosta, 2000; Chen & Young,
2012). Cultural sensitivity is very important in the
provision of health services (Tucker, Arthur, Roncoroni,
Wall, & Sanchez, 2015).

Nurses serve people from different cultural and ethnic
backgrounds (Douglas et al., 2011). Nurses can face com-
plex differences in patients’ communication styles, and
attitudes and beliefs towards health behaviors, languages,
and ethnic origins (Cicolini et al., 2015; Goodman, Edge,
Agazio, & Prue-Owens, 2014). A patient’s cultural val-
ues, beliefs, and practices are an important part of holis-
tic nursing care. Culturally adequate nursing care enables
individuals to benefit from health services, and reduces
inequalities in access to health services through the inte-
gration of the patient’s cultural beliefs into patient care
(Douglas et al., 2011, 2014).

Good nursing care requires providers of holistic care to
establish good communication; to show affection, sym-
pathy, and empathy; and to respect others’ views with-
out stigmatizing or insulting them while providing health
care. The International Council of Nurses (ICN) Code
of Ethics states that the need for nursing is universal,
and that nursing is based on respect for human life and
human rights, regardless of nationality, language, re-
ligion, gender, age, political opinion, and social status
(ICN, 2012). Likewise, in the “Guidelines for Implement-
ing Culturally Competent Nursing Care” prepared by
Douglas et al. (2014), it is stated that nurses shall gain
an understanding of the perspectives, traditions, values,
practices, and family systems of culturally diverse indi-
viduals, families, communities, and populations they care
for, as well as knowledge of the complex variables that af-
fect the achievement of health and well-being.

In recent years, nurses in Turkey have begun to have
patients from different cultures and provide care for
them. However, intercultural sensitivity has not been un-
derstood or studied adequately. Studies on how nurses
perceive cultural sensitivity are limited. The purpose of
this study was to investigate the cultural sensitivity of
nurses working in rural and urban hospitals affiliated
with the South Secretariat of Public Hospitals.

Research questions were as follows:

� Do socio-demographic variables such as gender, age,
level of education, duration of work experience, and
place of residence affect the intercultural sensitivity of
nurses?

� Is there a significant difference between intercultural
sensitivity levels of nurses in terms of the courses and
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in-service education on transcultural nursing care they
take?

� Do nurses’ intercultural sensitivity levels vary in
terms of the ways they observe traditional/ethnic
applications?

Method

Study Design and Sampling

Turkey consists of seven geographical regions and 81
provinces. The province where the study was carried out
is a 30-district metropolitan city located in the western-
most part of Turkey and receives intense immigration
from all parts of Turkey. The population of the province
rose from 4,005,459 in 2012 to 4,113,072 in 2014. The
net migration rate in this province was 0.56% between
2013 and 2014, 0.25% between 2012 and 2013, and
0.35% between 2011 and 2012. The number of Syrians
immigrating to the districts of this province in the past 3
years is around 150,000 (Ministry of Interior, General Di-
rectorate of Immigration, 2013). The Turkish government
offers free health care to these patients in all hospitals.

The population of this descriptive-correlational study
was composed of only clinical nurses working in the in-
patient clinics of 10 hospitals (5 urban, 5 rural) affiliated
with the South Secretariat of Public Hospitals. The en-
tire population of employed nurses in these 10 rural and
urban hospitals (738 nurses) was included, and the non-
probability sampling method was implemented to reach
them. All nurses worked in inpatient clinics. Most of the
sample worked one of two shifts (from 8 a.m. to 4 p.m.,
or from 4 p.m. to 8 a.m.). The study was completed with
516 nurses (participation rate: 69.9%). Thirty-six ques-
tionnaires that were not appropriately completed were
eliminated. Nurses who did not agree to participate in the
study or who were on leave at the time of the study were
not interviewed. The study data were collected between
January 2, 2015 and March 1, 2015.

Data Collection

The data were collected using the Socio-Demographic
Questionnaire developed by the researchers and the In-
tercultural Sensitivity Scale (ISS) developed by Chen and
Starosta (2000).

Socio-Demographic Questionnaire. The ques-
tionnaire was developed by the researchers in line with
the pertinent literature and similar studies. The ques-
tionnaire consists of 17 items questioning nurses’ socio-
demographic characteristics, such as education status and
residential area, and their cultural characteristics such as

having taken transcultural nursing courses and received
in-service education (yes or no), observation of ethnic
or traditional applications during nursing interventions
(open-ended), the frequency of these nursing interven-
tions, and challenges they face while providing health
care (open-ended). Three experts were consulted to ob-
tain their views on the questionnaire and to establish
the reliability of the questionnaire. In line with their rec-
ommendations, some statements were changed, and the
questionnaire took its final form. A pilot study was con-
ducted with 15 nurses.

Intercultural Sensitivity Scale. The ISS was de-
veloped by Chen and Starosta (2000). The adaption of the
scale into Turkish was conducted by Bulduk, Tosun, and
Ard�ş (2011) with nurses. Bulduk et al. calculated the
Cronbach alpha value of the scale as 0.90. The Cronbach
alpha value was calculated as 0.80 in the present study.
The scale consists of 24 items and 5 subscales. These sub-
scales are as follows:

� Interaction Engagement, seven items,
� Respect for Cultural Differences, six items,
� Interaction Confidence, five items,
� Interaction Enjoyment, three items
� Interaction Attentiveness, three items.

The items are rated on a 5-point Likert scale ranging
from 1 = strongly disagree to 5 = strongly agree. The scale
has no cutoff point. The higher the score, the higher the
cultural sensitivity (Chang, Yang, & Kuo, 2013).

Data Collection Process

Before the data collection process, the nurses were in-
formed about the aim of the study. Data collection tools
were handed out to the nurses in the sample. Data were
collected by the paper-and-pencil technique. Data col-
lection was carried out within the working hours of the
nurses (between 8 a.m. and 4 p.m.). It took about 15 min
to fill out all the data forms.

Ethical Considerations

Before the study was conducted, necessary permis-
sions were obtained from the Noninterventional Clini-
cal Research Ethics Committee (No. 290, 18/12/2014)
and the hospitals where the study was to be conducted.
After the nurses participating in the study were in-
formed of the purpose of the study, their written con-
sents were obtained. They were asked not to write
any personally identifiable information on the question-
naire. There was anonymity of the participants to the
researchers.
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Table 1. Socio-Demographic Characteristics of Nurses (N = 516)

Characteristics n %

Age (mean years ± SD) 36.7 ± 7.4

Gender

Female 456 88.4

Male 60 11.6

Education

High school 83 16.1

Associate 180 34.8

Baccalaureate (registered nurse) 215 41.6

Master’s degree 39 7.5

Years of work experience

<10 148 28.7

10–20 203 39.3

<20 165 32.0

Spent life in districts

Village 35 6.7

Town 318 61.8

City 93 18.1

Metropolitan 69 13.4

Total 200 100

Statistical Analysis

The data were analyzed using the Statistical Pack-
ages for the Social Sciences software package (IBM Corp,
Armonk, NY, USA). To analyze the data, numbers, per-
centage distributions, arithmetic mean, chi-square, t-
test, and analysis of variance were used. Values of <.05
were considered statistically significant. Education was
classified as high school (3-year diploma), associate de-
gree programs (2-year diploma), baccalaureate (regis-
tered nurse), and master’s degree. The places where the
nurses lived were classified as metropolis, city, district, or
village based on the results of the formal population cen-
sus (metropolis = population of >750,000; city = popula-
tion of 100,000–750,000; district = population of 50,000–
100,000; village = population of <50,000).

Results

The mean age of the nurses was 36.7 ± 7.4 years. Of
them, 88.4% were female, 41.6% had a bachelor’s de-
gree, and 39.3% had a working experience ranging from
10 to 20 years. Of the nurses, 61.8% spent their lives in
districts and 88.1% of nurses spent most of their working
lives in districts (Table 1). All the participating nurses re-
ported that they had looked after patients from different
cultures in the past year. While 2.1% of nurses reported
that one of every two of their patients was from a dif-
ferent culture, 2.1% reported that one of every three pa-
tients was from a different culture, and 95.8% reported
that one of every six patients was from a different cul-
ture. While 87.6% of the participating nurses believed

Table 2. Distribution of Problems/Difficulties During Caregiving

Problems/difficulties na %

Does not know language 235 46.7

Education (low level) 215 42.7

Health perception of patient 142 28.2

Age (older) 98 19.5

Religious 87 17.3

Fatalism 76 15.1

Gender (male) 65 12.9

Belief about medical treatment 52 10.3

Income (low) 28 5.6

All 83 16.5

aMultiple answers.

that there was a relationship between the culture and
nursing, 92.4% believed that communication between
nurses and the patient was affected by the patient’s cul-
ture during the interventions they performed. A major-
ity of the participating nurses (85.5%) believed that be-
ing knowledgeable of the culture of the patient would af-
fect the treatment and care they provided. Almost three
fourths of the participants (71.4%) stated that they were
knowledgeable about the traditions related to death and
dying persons in the society in which they lived. Of the
participants, 15.2% had taken courses on transcultural
nursing during their formal education, and 34.4% had
received in-service education and on-the-job education
on the provision of cultural care, whereas 65.6% had re-
ceived no education on the subject. Of the participants,
56.2% stated that they wished to participate in an edu-
cation program to be acquainted with the culture of the
society in which they lived.

Of the participating nurses, 52.6% culturally assessed
their patients as to whether they implemented traditional
or ethnic health interventions such as using herbs, wear-
ing good-luck charms, or visiting a tomb or an entombed
saint considered to have positive effects on their health.
Of these participants, 21.5% culturally assessed all the
patients to whom they gave care, 36.4% culturally as-
sessed the patients who displayed interesting behaviors,
and 10.1% culturally assessed the patients if they had
problems with the patient or the patient’s relatives. How-
ever, 10.9% of the participants did not culturally assess
any patients. An overwhelming majority of the partici-
pating nurses (97.5%) experienced culture-related prob-
lems with patients when providing health care. These
problems were mostly in areas such as language (46.7%),
education (42.7%), the patient’s perception of health
(28.2%), and religious beliefs and spirituality (17.3%;
Table 2).

The mean score the nurses obtained on the ISS was
84.01 ± 9.1 (range = 43–107). The mean score was
25.4 ± 3.7 for the Interaction Engagement subscale,
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Table 3. Scores of Intercultural Sensitivity Scale and Subscales

Intercultural Sensitivity Scale Mean ± SD Range

Interaction Engagement (7 items) 25.4 ± 3.7 15–35

Respect for Cultural Differences (6 items) 23.4 ± 3.7 7–30

Interaction Confidence (5 items) 15.7 ± 1.8 7–21

Interaction Enjoyment (3 items) 11.5 ± 2.3 2–10

Interaction Attentiveness (3 items) 7.7 ± 1.5 4–15

Cultural Sensivity (24 items) 84.01 ± 9.1 43–107

23.4 ± 3.7 for the Respect for Cultural Differences sub-
scale, 15.7 ± 1.8 for the Interaction Confidence sub-
scale, 11.5 ± 2.3 for the Interaction Enjoyment subscale,
and 7.7 ± 1.5 for the Interaction Attentiveness subscale
(Table 3).

The mean score obtained by female participants on the
Respect for Cultural Differences subscale was higher than
that obtained by male participants. The mean scores the
participants obtained on the ISS and its other subscales
did not differ by gender. The comparison of the mean
scores by education demonstrated that the participants
who had undergraduate and graduate education obtained
higher scores on the ISS and its Interaction Engagement
subscale. The participants who graduated from university
obtained higher scores on the Respect for Cultural Differ-
ences subscale than did the other participants. The partic-
ipants living in a metropolis achieved higher mean scores
on the ISS and its Interaction Engagement and Respect
for Cultural Differences subscales than did those living in
other settlements (Table 4).

Participants who had taken a transcultural nursing
course obtained higher mean scores on the Respect for
Cultural Differences subscale than did participants who
had not taken such a course. Participants who had re-
ceived in-service education on cultural care achieved
higher mean scores on the ISS and its Respect for Cultural
Differences subscale than did those who had not received
such education (see Table 4).

The participating nurses who observed whether their
patients implemented traditional or ethnic health inter-
ventions obtained higher mean scores on the ISS and its
Respect for Cultural Differences, Interaction Attentive-
ness, and Interaction Enjoyment subscales than did those
who did not observe their patients for these interventions
(see Table 4).

Discussion

Studies related to transcultural nursing are generally
related to cultural competence (Cicolini et al., 2015; Lin,
Mastel-Smith, Alfred, & Lin, 2015; Schim & Doorenbos,
2010) and include samples of university nursing or
medical students, and their sample sizes range between

43 and 350 both in national and international studies
(Cerezo et al., 2014; Chang et al., 2013; Uzun & Sevinç,
2015). With its large sample size, the present study
aimed at investigating intercultural sensitivity of nurses
working as clinicians in the inpatient clinics of 10 hospi-
tals is considered to fill the gap concerning intercultural
sensitivity in the national and international literature,
and to provide a resource for future studies.

Concept of transcultural nursing care has been come
into question in Turkey since 2004 and now takes its
place in many universities’ nursing curricula. Many of
the nurses observed had not taken transcultural nursing
courses during their university education because most
of them graduated from schools 10 or more years before
the study was conducted, and universities’ curricula in
those years did not include transcultural nursing courses.
However, nurses who were not able to take these courses
in university education should have received education
on the issue in their work lives. Considering this aspect,
it can be said that within the scope of lifelong learn-
ing, only one third of nurses had received in-service ed-
ucation and on-the-job education related to the area in
which they worked. The number of participating nurses
who had received no in-service education was very high.
Slightly more than half of the participating nurses stated
that they wanted to participate in an education program
to get a better understanding of the culture of the society
in which they lived. If undergraduate nursing programs
are to be culturally sensitive in preparing nurses for the
future and are to meet the needs of individuals with dif-
ferent cultural backgrounds, curricula and interventions
should be available that serve this purpose (Jeffreys &
Dogan, 2012; Meydanlioglu, Arikan, & Gozum, 2015).

It is important for nurses to raise their awareness of
issues such as communication, nutrition, and cultural
beliefs of people to whom they give care and to be
culturally competent if they are to improve optimal
health outcomes and quality of life (Goodman et al.,
2014). Although the participants believed that there was
a relationship between culture and nursing, that the
patient’s culture affects the way he or she communicates,
and that recognition of the patient’s culture would affect
the treatment and care provided, only half of them
stated that they observed whether the patients resorted
to traditional or ethnic practices that positively affect
their health, and only one fifth of them observed all the
patients to whom they gave care. These rates are low in
terms of the provision of adequate cultural nursing care.
On the other hand, although the number of participating
nurses who observed their patients in terms of traditional
or ethnic practices affecting their health was low, the
mean scores they obtained on the ISS and its Interaction
Enjoyment and Interaction Attentiveness subscales were

Journal of Nursing Scholarship, 2017; 49:2, 153–161. 157
C© 2017 Sigma Theta Tau International



Cultural Sensitivity and Nurses Yilmaz et al.

Ta
b
le

4.
D
is
tr
ib
ut
io
n
of

In
te
rc
ul
tu
ra
lS
en

si
tiv

ity
Sc
al
e
(IS

S)
an

d
Su

b
sc
al
es
’S
co

re
s
b
y
So

ci
od

em
og

ra
p
hi
c
C
ha

ra
ct
er
is
tic

s

In
te
ra
ct
io
n
en

ga
ge

m
en

t

IS
S
an

d
su
b
sc
al
e

ch
ar
ac
te
ri
st
ic
s

n
χ

±
SS

R
es
p
ec
tf
or

cu
ltu

ra
l

d
iff
er
en

ce
s

χ
±
SS

In
te
ra
ct
io
n

co
nfi
d
en

ce

χ
±
SS

In
te
ra
ct
io
n

en
jo
ym

en
t

χ
±
SS

In
te
ra
ct
io
n

at
te
nt
iv
en

es
s

χ
±
SS

IS
S

χ
±
SS

G
en

d
er

Fe
m
al
e

45
6

25
.4

±
3.
6

23
.7

±
3.
6∗

15
.7

±
1.
8

7.
7

±
1.
4

11
.5

±
2.
2

84
.1

±
8.
8

M
al
e

60
25

.7
±

4.
1

22
.5

±
4.
2

15
.7

±
1.
2

7.
8

±
1.
8

11
.4

±
2.
8

83
.2

±
11

.0

Ed
uc

at
io
n

H
ig
h
sc
ho

ol
83

24
.3

±
3.
7∗

∗∗
22

.3
±

4.
0

16
.0

±
1.
9

7.
6

±
1.
6

11
.0
3

±
2.
6

81
.3

±
9.
7

P
re
lic
en

si
ng

18
0

25
.4

±
3.
7∗

∗∗
23

.5
±

3.
6

15
.6

±
1.
6

7.
6

±
1.
5

11
.4

±
2.
3

83
.6

±
9.
1

B
ac
ca
la
ur
at
e

21
5

25
.6

±
3.
6

23
.9

±
3.
5∗

∗
15

.8
±

1.
8

7.
9

±
1.
4

11
.6

±
2.
2

84
.9

±
8.
5∗

∗∗

M
as
te
r’
s

38
27

.4
±

3.
5

24
.1

±
3.
7

15
.6

±
1.
8

7.
6

±
1.
6

12
.1

±
2.
3

86
.7

±
9.
6∗

Li
vi
ng

ar
ea

V
ill
ag

e
35

23
.8

±
3.
9

22
.5

±
4.
4

15
.2

±
2.
3

7.
4

±
1.
9

11
.0

±
2.
5

80
.1

±
12

.1

To
w
n

31
8

25
.4

±
3.
7

23
.5

±
3.
4

15
.7

±
1.
7

7.
7

±
1.
5

11
.6

±
2.
3

84
.0

±
8.
6

C
ity

93
25

.5
±

3.
4

23
.1

±
3.
9

15
.8

±
1.
9

7.
8

±
1.
4

11
.3

±
2.
3

83
.7

±
8.
6

M
et
ro
p
ol
ita

n
69

26
.3

±
3.
7∗

∗
24

.5
±

3.
8∗

15
.8

±
1.
6

8.
0

±
1.
3

11
.5

±
2.
6

86
.3

±
9.
7∗

∗

In
-s
er
vi
ce

tr
ai
ni
ng

re
la
te
d
to

cu
ltu

re

N
o

33
6

25
.6

±
3.
6

22
.7

±
3.
9

15
.7

±
1.
7

7.
8

±
1.
5

11
.5

±
2.
1

82
.8

±
9.
8

Ye
s

17
6

25
.2

±
3.
7

23
.9

±
3.
5∗

∗
15

.8
±

1.
9

7.
7

±
1.
6

11
.3

±
2.
7

84
.6

±
8.
7∗

Ta
ki
ng

tr
an

sc
ul
tu
ra
ln
ur
si
ng

co
ur
se

N
o

43
8

25
.4

±
3.
7

22
.6

±
4.
6

15
.7

±
1.
7

7.
7

±
1.
4

11
.5

±
2.
3

83
.1

±
11

.8

Ye
s

78
25

.7
±

3.
7

23
.7

±
3.
5∗

15
.8

±
2.
1

7.
7

±
1.
9

11
.2

±
2.
6

84
.2

±
8.
5

A
ss
es
sm

en
t/
ob

se
rv
at
io
n
of

tr
ad

iti
on

al
/e
th
ni
c
p
ra
ct
ic
es

N
o

20
24

.1
±

3.
8

25
.5

±
3.
7

15
.8

±
1.
9

7.
9

±
1.
6

10
.1

±
2.
8

79
.4

±
9.
1∗

Ye
s

25
9

25
.8

±
3.
6

21
.4

±
4.
4

15
.9

±
1.
6

7.
9

±
1.
4∗

11
.7

±
2.
3

85
.1

±
9.
1∗

P
ar
tia

lly
21

3
25

.2
±

3.
7

23
.5

±
3.
8

15
.6

±
1.
8

7.
5

±
1.
5∗

11
.3

±
2.
2

83
.5

±
8.
8

N
ot
e.
SS

=
St
at
is
tic

al
si
gn

ifi
ca
nc

e.
∗ S
ig
ni
fic
an

ta
tt
he

.0
5
le
ve
l(
tw

o-
ta
ile
d
);

∗∗
at

th
e
.0
1
le
ve
l(
tw

o-
ta
ile
d
);

∗∗
∗ a
tt
he

.0
01

le
ve
l(
tw

o-
ta
ile
d
).

158 Journal of Nursing Scholarship, 2017; 49:2, 153–161.
C© 2017 Sigma Theta Tau International



Yilmaz et al. Cultural Sensitivity and Nurses

partially high. This probably stems from the fact that the
nurses’ observation of the patient’s cultural background
during healthcare provision affected their interaction
enjoyment and interaction attentiveness.

In order to manage health care and to ensure its ef-
fectiveness, it is critical to recognize traditional prac-
tices (Weech-Maldonado et al., 2012). Lack of knowledge
about cultural differences can lead to misunderstand-
ing or not understanding the patient’s needs (Alpers &
Hanssen, 2014; Dias, Gama, Cargaleiro, & Martins, 2012;
Goodman et al., 2014). Language difficulties and nurses’
lack of knowledge about the patient’s culture were a ma-
jor barrier to the implementation of culturally sensitive
practices (Henderson, Kendall, & See, 2011; Kawauchi,
2011). Goodman et al. (2014) determined that patients
had problems because they did not comply with the diet
recommended to them and were willing to consume local
foods. In the present study, the nurses had more prob-
lems in areas related to language barriers, patients’ edu-
cation level (when low), health perception about disease,
and religious beliefs. Unlike other studies in the literature,
another problem faced by nurses in the present study was
the gender of the patients. Until 2007, in Turkey, as in
many countries, nursing was considered to be a woman’s
profession. After 2007, men also began to work as nurses.
For religious reasons, there are circumstances in which
a female nurse touching a male patient or a male nurse
touching a female patient is not welcomed (particularly
in obstetrics and gynecology, and in urology clinics). It
has been reported that problems emerge between Iraqi
patients and nurses due to cultural differences in com-
munication, nutrition, gender-related beliefs, and values
(Goodman et al., 2014). In studies conducted in different
countries and societies, various socio-demographic char-
acteristics of the patients and nurses’ lack of knowledge
are reported to be a barrier to cultural sensitivity. Nurses
should engage in critical reflection of their own values,
beliefs, and cultural heritage in order to have an aware-
ness of how these qualities and issues can affect culturally
congruent nursing care (Douglas et al., 2014).

As in another study (Uzun & Sevinç, 2015), no re-
lationship was determined between socio-demographic
characteristics and the ISS. Those participants who had
undergraduate and graduate education achieved higher
scores on the ISS and its Respect for Cultural Differences
and Interaction Engagement subscales. In the literature,
there are studies indicating that education is associated
with cultural competence and cultural sensitivity (Uzun
& Sevinç, 2015). Interaction attentiveness was associated
with the nurses’ level of education. Those participants
who were residing in a metropolis achieved higher scores
on the ISS and its Respect for Cultural Differences and In-
teraction Engagement subscales. This is thought to result

from the contribution of metropolitan life to the views of
an individual or society, and chances for nurses to have
patients with different cultural backgrounds.

Knowledge and skills necessary for assuring that nurs-
ing care is culturally congruent should be included in
global healthcare agendas that mandate formal education
and clinical education, and ongoing continuing education
should be required for all practicing nurses (Douglas
et al., 2014; Meydanlioglu et al., 2015). The ICN (2012)
supports the view that to ensure the development of
nurses’ cultural competence, education on cultural care
should be given at all levels of nursing education. Some
studies have shown a positive correlation between train-
ing course and cultural competence in nurses (Casillas,
Paroz, Green, Wolff, & Bodenmann, 2013; Delgado et al.,
2013; Jeffreys & Dogan, 2012; Weech-Maldonado et al.,
2012). In the present study, those nurses who had taken
transcultural nursing courses, who had participated in
in-service education, and who had observed their pa-
tients in terms of traditional or ethnic practices affecting
their health obtained higher scores on the Respect for
Cultural Differences subscale. Those nurses who had par-
ticipated in in-service education achieved higher scores
on the ISS, which suggests that taking transcultural
nursing courses and participating in in-service education
positively affected intercultural sensitivity. In order to
enable nurses to understand different cultures and to
communicate with those from different cultures, they
should be enabled to gain cross-cultural communication
skills during their graduate education and life-long
learning programs (Meydanlioglu et al., 2015).

The present study had some limitations. Although the
study sample consisted of nurses working as caregivers
in the inpatient clinics of 10 hospitals, only half of them
participated in the study. It is thought that this low par-
ticipation rate was due to the fear that their knowledge
of cultural care would be disclosed.

Conclusions

The results of the present study showed that nurses
should be prepared in cultural sensitivity and cultural
competence. Although the results of the study cannot
be generalized because it included only one city of a
country receiving intense migration, they may attract
the attention of nurses who deal with individuals with
different cultural backgrounds all over the world. Even
if they are in different regions and continents, countries
all over the world receive immigrants from different
communities, and these countries are rapidly becoming a
more multicultural society with new ethnic and cultural
groups. Healthcare organizations have to face complex
differences in patients’ communication styles, attitudes,
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and different health beliefs of immigrants. Assessment of
nurses’ cultural sensitivity is of essential importance in
countries experiencing demographic and social changes
due to immigration. Continuing education and formal
courses on cultural sensitivity and cultural competence
are essential for optimal health outcomes in countries
where ethnic and cultural diversity is growing. Culturally
competent assessment skills are essential to facilitate
communication, to attain respect for cultural differences,
and to be able to ask critical questions about the patient’s
health beliefs and practices during the provision of health
care. When nursing faculties develop creative and inno-
vative strategies to promote cultural sensitivity, care to
patients who are culturally diverse can be improved. For
nursing students to enhance cultural sensitivity in vul-
nerable populations, the transcultural nursing curriculum
should be improved to help nurses meet the needs of in-
dividuals from different cultural backgrounds, avoid po-
tential cultural conflicts, and become culturally sensitive.
In addition, through lifelong learning education, nurses
should be enabled to gain information on institutional,
social, economic, cultural, and language barriers. In this
way, nurses will be able to examine the effects of the cul-
ture on health and diseases, and on self-care deficiencies,
and be able to provide intercultural health care by con-
sidering the effects of cultural differences and similarities
on health. Thus, inequalities in health could be pre-
vented, the use of health services could be increased, and
the quality of health care could be improved in a global
community.

Clinical Resources
� Kowalewski, B., Massen, A., & Mullins, S. (2010).

Cultural sensitivity training module: http://www.
weber.edu/CommunityInvolvement/Mentoring_
Tutoring.html

� Transcultural Nursing Society: http://www.tcns.
org/publications.html
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Abstract

Purpose: Play therapy is a nursing intervention employed in multidisciplinary
approaches to develop the social, emotional, and behavioral skills of children.
In this study, we aim to determine the effects of play therapy on the social,
emotional, and behavioral skills of pre-school children through the nursing
process.
Design: A single-blind, prospective, randomized controlled study was un-
dertaken. The design, conduct, and reporting of this study adhere to the
Consolidated Standards of Reporting Trials (CONSORT) guidelines.
Methods: The participants included 4- to 5-year-old kindergarten children
with no oral or aural disabilities and parents who agreed to participate in the
study. The Pre-school Child and Family Identification Form and Social Com-
petence and the Behavior Evaluation Scale were used to gather data. Games
in the play therapy literature about nursing diagnoses (fear, social distur-
bance, impaired social interactions, ineffective coping, anxiety), which were
determined after the preliminary test, constituted the application of the study.
Findings: There was no difference in the average scores of the children
in the experimental and control groups in their Anger-Aggression (AA),
Social Competence (SC), and Anxiety-Withdrawal (AW) scores beforehand
(t = 0.015, p = .988; t = 0.084, p = .933; t = 0.214, p = .831, respectively).
The difference between the average AA and SC scores in the post-test
(t = 2.041, p = .045; t = 2.692, p = .009, respectively), and the retests were
statistically significant in AA and SC average scores in the experimental and
control groups (t = 4.538, p = .000; t = 4.693; p = .000, respectively). In AW
average scores, no statistical difference was found in the post-test (t = 0.700,
p = .486), whereas in the retest, a significant difference was identified (t =
5.839, p = .000).
Conclusions: Play therapy helped pre-school children to improve their social,
emotional, and behavioral skills. It also provided benefits for the children to
decrease their fear and anxiety levels, to improve their communication and
coping skills, and to increase their self-esteem.
Clinical Relevance: The study concluded that play therapy helps develop
the social, emotional, and behavioral skills of pre-school children. It has also
helped children lower their fear and anxiety levels, improve their communi-
cation and coping skills, and promote their self-esteem. Pediatric nurses are
recommended to include play therapy in their profession and in the nursing
process.
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The mental and emotional health of children has been
a prominent theme in nursing for a long time (Jayne &
Ray, 2016) as it is highly important to determine the chil-
dren at risk as early as possible and to direct them to pre-
ventive intervention programs.

Children can express themselves through playing
games more comfortably (Landreth, 2012). Lack of
games, which are considered to be inevitable activities for
children, in their lives may cause a failure in their physi-
cal, cognitive, emotional, and social development (Hirose,
Koda, & Minami, 2012). Play therapy is an evidence-
based intervention for the problems and their diagnoses
in children (Schottelkorb, Swan, Jahn, Haas, & Hacker,
2015). Play therapy interventions can be used as thera-
peutic and dramatic activities (Saucier, 1988). Nurses can
use games to get a child ready for an operation and in
invasive procedure, or they might be used in daily rou-
tine activities (Haiat, Bar-Mor, & Shochat, 2003). There
are many studies that try to emphasize the benefits of
therapeutic games for hospitalized children. The effects
of therapeutic games have been studied to determine the
psychosocial needs of pediatric oncology patients
(O’Connor & Drennan, 2003); to create a trustable envi-
ronment between child patients and healthcare specialists
(Pan, Chiu, Shen, & Chen, 2004); and to lessen the un-
wanted behavior of children while bloodletting (Ribeiro,
Sabatés, & Ribeiro, 2001). The results of these studies
have revealed that the social, emotional, and behavioral
skills of hospitalized children are improved when thera-
peutic games are practiced by nurses. However, a review
of the literature showed there are no studies about play
therapy conducted by nurses to improve the mental and
emotional health of healthy children. Thus, we believe
the results of this study will contribute to the existing lit-
erature.

This study aims to determine the effects of play ther-
apy on the social, emotional, and behavioral skills of
preschool children. The hypothesis that “play therapy
eases fear, impaired social interactions, self-esteem dis-
turbance, ineffective coping, and anxiety in children” has
been tested, and the data gathered in accordance with
that hypothesis have been discussed.

Methods

Design

The study was designed to be a single-blind, prospec-
tive, randomized controlled study (1:1). In order to
conduct the study, informative consent forms were
obtained from the parents, as were permissions for
the scales used, institutional permissions (kindergarten,
provincial national education directorate), and approval

form from the ethics committee (17.02.2012/issue
4, Marmara University, Institute of Health Sciences).
Figure S1 describes the study flow. The design, conduct,
and reporting of this study adhere to the Consolidated
Standards of Reporting Trials (CONSORT) guidelines.

Setting and Participants

The study was conducted in one selected kindergarten,
which is the biggest one in Kutahya, Turkey. The kinder-
garten includes children from high-, medium-, and low-
income families. Some of the students were enrolled in
full-day programs, while others were enrolled in half-
day programs. The participants included 4- to 5-year-old
kindergarten children with no oral or aural disabilities
and whose parents agreed to participate in the study.

Interventions

The data for the study were gathered by the researcher
between October 2012 and June 2013. The Pre-school
Child and Family Identification Form and the Social
Competence and Behavioral Evaluation Scale (SCBE-30)
were filled out by either a mother or father of the
children. An informative meeting was held for the
parents on how to fill out the data-gathering tools.
The data-gathering tools were filled out together with
the parents who attended the informative meeting. For
parents who could not attend the meeting, the data-
gathering tools were sent to their home addresses by the
classroom teacher with the necessary instruction manual
on how to fill out the forms. These documents were
returned within a period of 2 weeks. After the forms
were completed by the family, they were randomized to
identify the experimental and control groups (pretest).
After 16 deregistered students had been disqualified
from the study, the total arithmetic average scores for
the subscales (Anger-Aggression [AA]: 38.800; Social
Competence [SC]: 33.421; and Anxiety-Withdrawal
[AW]: 35.957) and the arithmetic average scores of 10
items in each subscale (AA: 3.880; SC: 3.342; AW: 3.595)
were recalculated. The items scored below the average
were discussed to form nursing diagnoses (Table S1,
available with the online version of this article). As Table
S1 indicates, scale items 7 and 26 express “Fear”; items
2 and 15 express “Impaired Social Interactions”; items 1
and 13 express “Self-Esteem Disturbance”; items 4, 6, 20,
and 29 express “Ineffective Coping”; and items 3, 5, and
10 express “Anxiety.” Play dough activities in the play
therapy literature were selected according to these nurs-
ing diagnoses. The relevance of the selected games was
reviewed by 10 specialists (5 academic members from the
department of pediatric health and diseases nursing, 2
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academic members from the department of public health
nursing, 1 academic member from the department of
surgical diseases nursing, 1 health professional from the
department of pediatric psychiatry, and 1 health profes-
sional from the department of child development). The
application levels of these games were based on Social
Cognitive Theory, and these games constitute our nursing
interventions. The pre-application of the study was con-
ducted in another kindergarten with 12 children 4 to 5
years of age. As a result of the pre-application, the games
selected from the play therapy literature were found to
be applicable to children 4 to 5 years of age. After the
pre-application, the game activities were conducted with
the children in the experimental group 4 days a week for
4 weeks. Every day two 30-min games were played with
10 of the 39 children in the experimental group, and
each week two game activities were played with each
child. In total, eight games were played by each of the 39
children in the experimental group at the end of 4 weeks.
Game activities with the children were conducted by the
researcher, who is an expert in his or her field. No activ-
ities were conducted with the 40 children in the control
group. In Tables S2 through S8 (available with the online
version of this article), the aim regarding nursing diag-
nosis, nursing interventions, and evaluation are shown.

Data-Gathering Tools

The data-gathering tools were composed of the Pre-
school Child and Family Identification Form, developed
by the researcher in accordance with the literature, and
the SCBE-30.

Pre-school Child and Family Identification
Form. The form is composed of two parts and 15 ques-
tions. In the first part, there are seven questions about the
child (name and surname, gender, age, family members
or relatives he or she lives with, school type [full-time
or part-time]), and in the second part, there are eight
questions about parents’ ages and educational and occu-
pational statuses.

Social Competence and Behavior Evaluation
Scale. The SCBE-30, developed by LaFreniere and
Dumas in 1996, is a measuring tool to determine the
children who are at risk of emotional and behavioral
disorders in the pre-school period. The original form of
the SCBE-30 was in English, and it was translated into
Turkish by Corapci, Aksan, Arslan-Yalcin, and Yagmurlu
(2010) and was proved to be valid and reliable. It is scored
on a 6-point Likert scale. The responses given to the
items range from “always” (6 points) to “never” (1 point).
The SCBE-30 is composed of 30 questions, having three

subscales with 10 items each. The AA subscale measures
problematic symptoms (negative features) such as resis-
tance to adults and maladaptive and aggressive behav-
ior in peer relations. Questions 1, 7, 8, 9, 12, 14, 19, 21,
23, and 26 are in the AA subscale. The SC subscale mea-
sures positive features such as cooperation and problem
solving when they are together with their peers. Ques-
tions 2, 6, 11, 13, 15, 17, 20, 22, 27, and 30 are in the
SC subscale. The AW subscale evaluates sad, depressive
moods of the children and problematic symptoms such
as being shy within a group (negative features). Ques-
tions 3, 4, 5, 10, 16, 18, 24, 25, 28, and 29 are in the
AW subscale. There is not a total score of the scale since
there are items measuring both positive and negative fea-
tures. The total score of each subscale (AA, SC, and AW)
was calculated separately. The items measuring negative
features were coded reversely when the data were evalu-
ated. The minimum possible subscale score is 10, whereas
the maximum possible score is 60. A low score demon-
strates that one does not have enough social skills (SC
subscale), emotional skills (AW subscale), and behav-
ioral skills (AA subscale), while a high score demonstrates
that one does have social, emotional, and behavioral
skills.

In order to calculate the reliability of the SCBE-30,
Cronbach’s alpha coefficient and test–retest correlation
were used. The internal consistency of the scale was cal-
culated with Cronbach’s alpha coefficient. In this evalu-
ation, the consistency of the responses given to all the
items in the scale and item homogeneity were analyzed,
and the Cronbach’s alpha value was found to be 0.87
in the AA subscale, 0.88 in the SC subscale, and 0.84
in the AW subscale. In the reliability analysis of the
study, the Cronbach’s alpha reliability analysis, which
was conducted separately for each application, revealed
that the lowest reliability score obtained was 0.79 and the
highest reliability score obtained was 0.86. Therefore, the
reliability of the SCBE-30 was also determined to be high
in this study.

Outcomes

Two weeks after the application, the experimental and
control groups were given the post-test, and 3 months
later the retest application was applied. The same games
were also played with the children in the control group
after the data collection processes. The determination of
the experimental and control groups and the identifica-
tion of nursing diagnoses did not affect the results since
they were conducted after 16 students had been disqual-
ified from the study because they deregistered from the
kindergarten.
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Sample Size, Randomization, and Blinding

The entire study population was achieved with-
out sampling. Ninety-five children and their parents
participated in the study. After the pretest, a simple ran-
domization method was employed by deriving random
numbers on a computer among the children who shared
similar features in total scores obtained from SCBE-30
subscales (SC, AA, and AW) and sociodemographic
variables (age, gender, school type, maternal education,
and maternal employment). However, 16 students were
disqualified from the study because they deregistered
from the kindergarten during the study period. The
study was conducted in a single-blind procedure with a
total of 79 students, 39 in the experimental group and
40 in the control group. Blinding was insured as the
participants did not know which group they were in.

Statistical Methods

Statistical analyses were performed using IBM SPSS
Statistics 21 software (IBM Corp., Armonk, NY, USA).
The independent variables of the study were age, gen-
der, school type, maternal education, and maternal em-
ployment, and the dependent variables were the scores
in the SCBE-30. Descriptive statistics were used to eval-
uate the data. Because the sample was larger than
30, the Kolmogorov-Smirnov test was used to deter-
mine whether there was a normal distribution or not.
The independent-samples t-test and one-way analysis of
variance (ANOVA) test were used for the data with a
normal distribution, and the Mann-Whitney U test and
Kruskal-Wallis test were used for the data that were not
normally distributed. The t test was employed for the
comparison of the scores that the children obtained from
pretests, post-tests, and retests and from the subscale of
the scale, whereas variance analysis (repeated measures
ANOVA) was employed for the dependent samples to
compare the variations in the averages of the pretests,
post-tests, and retests. Tukey’s test was used to identify
which groups the variations were in. A p value of less
than .05 was considered to be statistically significant.

Results

A total of 79 children participated in the study, 39 in
the experimental group and 40 in the control group. No
differences were found between control and experimen-
tal groups concerning sociodemographic variables (age,
gender, school type, maternal education, and maternal
employment; p > .05; Table S9, available with the online
version of this article).

There were no differences in the average AA, SC,
and AW scores of the experimental and control groups
before the application (t = 0.015, p = .988; t = 0.084,
p = .933; t = 0.214, p = 0.831, respectively). The AA and
SC average scores of the post-test (t = 2.041, p = .045;
t = 2.692, p = .009, respectively), and the retests were
statistically significant in AA and SC average scores in the
experimental and control groups (t = 4.538, p = .000;
t = 4.693; p = .000, respectively). No statistical difference
was found in the AW average scores of the post-test
(t = 0.700, p = .486), while a significant difference was
found in the average scores of the retest (t = 5.839,
p = .000; Table S10, available with the online version
of this article). The repeated measures ANOVA in the
experimental group was statistically significant for all
three measures (F = 125.079; F = 150.503; F = 135.954;
p = .000). After further analysis, all pairwise differences
between pretest, post-test, and retest were found to be
statistically significant (see Table S10). In the control
group, all of the repeated measures showed statistically
significant ANOVA results (F = 37.231; F = 31.851; F =
66.943; p = .000). After further analysis, this difference
was found to be significant between the pretest and
post-test (t = 7.640; t = 7.504; t = 8.825; p = .000), and
between the pretest and retest (t = 6.101; t = 5.646;
t = 10.403; p = .000). There was no significant difference
between the posttest and the retest in AA, SC, and AW
average scores (t = 1.111, p = .273; t = 0.224, p = .824;
t = 0.187, p = .853, respectively; Table S10).

Scale items 7 and 26 constituted the construct of
“Fear”; items 1 and 13 the construct of “Self-Esteem
Disturbance”; items 2 and 15 the construct of “Impaired
Social Interactions”; items 4, 6, and 20 the construct
of “Ineffective Coping”; and items 3, 5, and 10 the
construct of “Anxiety.” When compared to the children
in the control group, the subscale item average scores of
the children in the experimental group increased more
between the pretest, post-test, and retest (Table S11,
available with the online version of this article). The
nursing process was completed with this increase seen in
the pretest and post-test in the experimental group.

Discussion

Play therapy is an effective therapeutic instrument
that enables children to develop problem-solving skills,
acquire appropriate coping skills, and help them to
dynamically interact with their social environment, and
also supports the reasoning process (Hall & Reet, 1999).
Play therapy, employed in multidisciplinary approaches,
can be defined as a nursing intervention (Saucier, 1988).
Health specialists can make significant contributions
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to the key domains of child development (physical,
intellectual, emotional, and social) by using games
effectively (Bekmezci & Ozkan, 2015).

In this study, conducted by using play therapy, a sig-
nificant difference was identified in the average scores of
the children in the experimental group in the AA sub-
scale after the application. Items 7 and 26 of this subscale
constituted the “Fear” construct. Compared to the chil-
dren in the control group, the average scores of the chil-
dren in the experimental group obtained on the subscale
items increased more in the post-test and retest (com-
pared to the pretest). The use of play therapy by pediatrics
nurses in the nursing process is thought to be effective in
controlling pre-school children’s fears. Tsai et al. (2013)
studied the effect of play therapy on fear of radiotherapy
with children who were having brain tumor treatment.
Play therapy eased the fear in children and helped them
to be more cooperative in the treatment process and im-
proved the doctor–patient relationship (Tsai et al., 2013).
Similarly, the effect of play therapy on anger, aggression,
and fear levels among the children 3.5 to 7.5 years of
age who had experienced terrorist attacks (n = 29) was
studied. After the application of play therapy, there was a
significant difference in the level of children’s anger, ag-
gression, and fear (Cohen, Chazan, Lerner, & Maimon,
2010). In another study (Santacruz, Méndez, & Sánchez-
Meca, 2006), the effect of play therapy on fear of the dark
among the children (n = 78) and their families was stud-
ied with two different techniques. Both techniques em-
ployed in the play therapy proved to be effective to ease
fear of the dark in children; however, the second play
therapy technique (gradual conditions + game) had more
effective results than the first technique (story + game).

The first item in the AA subscale and item 13 in the SC
subscale constituted the “Self-Esteem Disturbance” con-
struct. There was a significant difference in the AA and
SC subscale average scores of the children in the experi-
mental group after the application. The average scores of
these subscale items increased from the pretest, post-test,
and retest. This finding suggests that play therapy can
be an effective and applicable method to help pre-school
children to improve their self-esteem. Similarly, as a
result of their meta-analysis about the different ap-
proaches of play therapy, Lin and Bratton (2015) found
that the use of play therapy with children who had low
self-esteem can increase their self-esteem significantly.
In another meta-analysis, similar results were reported.
Bratton and Ray (2000) reported that play therapy en-
abled children to improve their self-esteem and control
emotions like anger. In a similar setting, Baggerly and
Parker (2005) studied play therapy with children 5 to
10 years of age. Their study aimed to have children
improve their self-esteem and coping skills during

the therapy. Plastic plates, toy cars, toy soldiers, play
dough, construction paper, children’s scissors, and masks
were used. They concluded that play therapy helped
improve the children’s self-esteem and self-confidence.

The difference in average scores obtained on the SC
subscale by the children in the experimental group was
found to be significant. Items 2 and 15 in this subscale
constituted the “Impaired Social Interactions” construct.
Compared to the children in the control group, the aver-
age scores obtained by the children in the experimental
group on the SC subscale increased from the pretest, post-
test, and retest. Based on this finding, it can be said that
play therapy can help children improve their socialization
skills. Recent studies have shown that children whose so-
cial skills cannot be improved in the first 6 years of life
have a higher tendency to be emotionally and behav-
iorally problematic, and tend to be socially maladaptive
individuals in their adulthood (Ladd, 2000). Therefore,
nowadays emotional and behavioral problems have been
at the core of many studies regarding pre-school children
(Alink et al., 2006). This finding of our study supports
other studies in the literature. For example, Tahmores
(2011) studied the role of games in social and cognitive
development of kindergarten children (3 to 5 years of
age), pre-school children (6 to 7 years of age), and pri-
mary school children (8 to 12 years of age). After the
application, important differences were found in the so-
cial skills and cognitive levels of the children 3 to 5 years
of age (kindergarten), 6 to 7 years of age (pre-school),
and 8 to 12 years of age (primary school). Tahmores
(2011) concluded that compared to kindergarten and pri-
mary school children, the socialization skills of pre-school
children improved better with play therapy. In another
study, Gagnon and Nagle (2004) analyzed the social skills
and interactive games of children 50 to 66 months of age.
The study concluded that the social skills of the children
who were adaptive and willing in group games increased
more than those of others. It can be said that play therapy
promotes children’s socialization skills.

In our study, a significant difference was found in
the SC and AW subscale average scores obtained by the
children in the experimental group after the application.
Items 6 and 20 in the SC subscale and items 4 and 29
in the AW subscale constituted the “Ineffective Coping”
construct. Compared to the average scores obtained on
the pretest, the item average scores obtained on these
subscales increased in the post-test and retest. It can
be interpreted that the play therapy employed in the
experimental group had a positive effect on children
and was effective in improving their problem-solving
and coping skills. Similarly, Ray, Armstrong, Balkin, and
Jayne (2015) stated as a result of their meta-analysis that
play therapy had a great impact on the improvement

166 Journal of Nursing Scholarship, 2017; 49:2, 162–169.
C© 2017 Sigma Theta Tau International



Sezici et al. Play Therapy in Nursing Process

of children’s coping and socialization skills. In another
study, Blanco and Ray (2011) analyzed the relation
between play therapy and academic achievement and
communication skills. They found that as a result of the
intervention with the play therapy, the level of academic
achievement and communication skills of the children
in the experimental group increased more compared to
the children in the control group. Moreover, as a result
of his meta-analysis, Rogers-Nicastro (2006) pointed
out that play therapy had a positive effect on children’s
self-control, tolerance, and social development. He
stated that the children in the experimental group had
more social development and self-control, and were
more tolerant of others than the children in the control
group.

A significant difference was found in the AW subscale
average scores of the children in the experimental group.
Items 3, 5, and 10 of the subscale constituted the “Anx-
iety” construct. The item average scores in this subscale
increased from the pretest, post-test, and retest. Based on
this, play therapy can be said to lessen the level of anxiety
of children. Moreover, the children who participated in
play therapy have continued to ease their anxiety by us-
ing effective coping techniques. Play therapy contributes
to the development of children’s cognitive and emotional
skills, and children have the opportunity to express their
wishes and emotions while playing with play dough, and
therefore their anxiety levels decrease (Shoaakazemi,
Javid, Tazekand, Rad, & Gholami, 2012). Rahmani and
Moheb (2010) studied 30 kindergarten children in order
to determine the effect of play therapy. As a result of
the play therapy, the anxiety levels of the children in
the experimental group were reported to have decreased
significantly compared to those in the control group. In
another study, play therapy was identified as an effective
technique in reducing separation anxiety in children 7
to 9 years of age (Shoaakazemi et al., 2012). Similarly,
many studies revealed that play therapy could be used
to decrease separation anxiety (Baggerly, 2004; Shen,
2002) and anxiety disorders (Ollendick & Horsch, 2007).

Study Limitations

Only one school was used in the study, and findings
may not be representative of others in different geograph-
ical locations. The sample size was reduced from 95 to 79
because 16 deregistered students were disqualified from
the study. Deregistration is a limitation for our study, but
our research power was not affected because we reached
83.15% of our targeted sample size. The social environ-
ment or preschool activities, except or together with the
play therapy intervention, may have also had an effect

on the improvement of social, emotional, and behavioral
skills of children.

Conclusions

In our study, play therapy helped pre-school children
to improve their social, emotional, and behavioral skills.
It also provided benefits for the children to decrease their
fear and anxiety levels, to improve their communica-
tion and coping skills, and to increase their self-esteem.
Accordingly, it is recommended that pediatric nurses
should include play therapy in their profession and in the
nursing process.

Clinical Resources
� American Psychological Association. (2015).

Children’s mental health: http://www.apa.org/pi/
families/children-mental-health.aspx

� World Health Organization. (2014). Mental health:
Strengthening our response: http://www.who.int/
mediacentre/factsheets/fs220/en/
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Abstract

Purpose: Women in developing countries usually encounter serious in-
equities in terms of women’s health. To date, there is limited understanding of
abortion from the perspective of Haitian women. As a limited-resource coun-
try, Haiti faces complex social issues and healthcare challenges. With abortion
being illegal, many adult and teenage women seek clandestine abortions. The
aim of this study was to explore and gain a greater understanding of women’s
and healthcare workers’ beliefs and experiences about abortion in Haiti.
Methods: Descriptive qualitative design was used to elicit information for the
study. Eight focus groups were conducted with Haitian women and healthcare
workers in five communities in the south of Haiti: Les Cayes, Aquin, St. Louis
du Sud, Cavaillon, Maniche, and Ile a Vache. Participants were purposively
selected and consented to participate and to be tape recorded. Content analysis
followed using the verbatim transcripts, with triangulation of four researchers;
saturation was reached with this number of focus groups.
Findings: The transcripts revealed six main themes regarding beliefs and ex-
periences about abortion in Haiti: cultural aspects, consumers, perils of care,
and legal concerns. Both women and healthcare workers discussed the reper-
cussions of illegal abortion and the role of the government and hospitals. Par-
ticipants identified similar perils and complications of unsafe abortions, such
as postpartum hemorrhage and infection.
Conclusions: Results showed an urgent need to create a public health re-
sponse that addresses different dimensions of abortion by engaging women
and healthcare providers in rapid and concrete actions that promote access and
safe care of women. It is imperative to conduct more research related to abor-
tion in order to examine other associated factors to better understand the links
between abortion and sexual health disparities among Haitian women. These
results highlight the need for a rapid response to the need of this vulnerable
group, who are experiencing high rates of mortality. This can also serve as a
directive to approach this issue in other developing countries in the Caribbean
region, particularly from its clinical relevance.
Clinical Relevance: Unsafe abortions are prevalent in developing coun-
tries; yet limited research exists on the topic. It is paramount to gain an un-
derstanding of the women’s and healthcare workers’ beliefs and experiences
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surrounding abortion, in order to develop interventions that prevent abortion
complications in Haitian women.

Haiti, located on the western portion of the Caribbean is-
land Hispaniola, faces many geopolitical and healthcare
issues. Haiti carries the highest maternal mortality rate in
the Western Hemisphere, and many women and children
lack access to healthcare (WHO, 2015b). Various obsta-
cles to access exist, including economics, transportation,
and low ratios of healthcare providers to citizens. Haiti is
one of the poorest countries in the world, with an an-
nual gross national income per capita of $820 in 2014
(The World Bank, 2015b), making economics a barrier
to accessing health care (The World Bank, 2015a). Ac-
cording to the International Monetary Fund (2015), Haiti
lacks infrastructure and an appropriate number of health
professionals for each inhabitant. Data available from the
World Health Organization (WHO, 2015c) show that in
1998 there were 0.25 physicians per 1,000 inhabitants
and 0.107 nurses and midwifery personnel per 1,000 in-
habitants, making it difficult for Haitians to find a health-
care provider.

The maternal mortality rate in Haiti is 380 deaths per
100,000 live births, compared to 85 deaths per 100,000
live births in the Latin American and Caribbean region
(Pan American Health Organization, 2014). The ado-
lescent fertility rate per 1,000 women was 65, based
on the latest data available from 2009 (WHO, 2015a).
In addition, no formal reports on abortion and its oc-
currence are available for the country. In particular,
data about beliefs and practices as they relate to abor-
tion in a country where it is an illegal practice could
help illuminate some of the needs of the Haitian people
(Martin, 2013). Because of the social stigma, unsafe abor-
tions disproportionately affect developing nations, with
more than 55% of abortions being performed in unsafe
environments, compared to 92% of abortions in devel-
oped countries being performed in safe environments
(Sedgh, Henshaw, Singh, Åhman, & Shah, 2007).

Haitian women state that abortion stigma prevents ac-
cess to care, and following abortion women often present
with symptoms for more than a week before pursuing
necessary postabortion care (Berry-Bibee et al., 2014).
Generally, Haitian women do not have access to contra-
ception, abortion is illegal, and women who seek an abor-
tion endure a social stigma both culturally and religiously
(Maternowska, 2006).

Abortions in Haiti are governed by provisions of the
Haitian Penal Code. The law regulating abortion is based
on Article 317 of the French Penal Code of 1810. Under
this law, any person performing an abortion is subject to
imprisonment, and a medical professional who performs

abortions is subject to forced labor (United Nations,
2011).

With the cultural beliefs and judicial rulings in Haiti
making abortion both illegal and illicit, many women
seek clandestine abortions. International studies have
revealed unsafe conditions for women seeking abor-
tions, with many women acquiring severe infections
postabortion and needing to go to tertiary care facilities
when possible, potentially increasing women’s mortality
(Berry-Bibee et al., 2014; Martin, 2013; Maternowska,
2006; Sundaram, Juarez, Bankole, & Singh, 2012).

In underdeveloped nations, such as Haiti, with strict
abortion laws, women are susceptible to unsafe condi-
tions for abortions. Often in these countries, women re-
ceive abortion services from people lacking the necessary
skills and in environments deemed below the minimum
medical standards. The legality of abortion plays a role
in the safety of abortion procedures performed yet shows
no correlation with the number of abortions performed
(Sedgh et al., 2007).

Women feeling the burden of childrearing often resort
to herbal remedies and other concoctions to terminate
pregnancy (Editorial, 2009; Maternowska, 2006). Often,
women with available funds go to a private hospital or
clinic and receive an abortion with anesthesia. However,
women without monetary resources resort to herbal po-
tions and unsafe abortion practices. Additionally, while
the law states abortion is illegal, it is unclear whether
abortion is legal when saving the life of the mother. The
Haitian Health ministry as of 2013 has been making an
effort to address this lack of clarity (Martin, 2013).

The aim of this study was to reveal women’s and
healthcare workers’ (HCWs’) beliefs and experiences
about abortion in the south of Haiti.

Methods

A qualitative descriptive design was used with focus
groups as the data collection method. This technique was
selected because it allows the researcher to stay close
to the data and to the surface of words and events,
while not penetrating their data at an interpretive depth
(Sandelowski, 2000).

Setting and Participants

A convenience sample, consisting of 40 Haitian women
and 39 HCWs, was recruited from communities located
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in the South of Haiti: Les Cayes, Aquin, St. Louis du Sud,
Cavaillon, Maniche, and Ile a Vache. These communities
were selected because they are the ones that confront a
huge burden related to maternal–child health morbidity
and mortality in the south of Haiti.

Eligibility criteria for women included the following:
(a) Haitian woman from 18 to 49 years old; (b) resid-
ing in one of the selected towns; and (c) having had at
least one pregnancy in the past 10 years. Eligibility cri-
teria for HCWs included the following: (a) Haitian HCW
(e.g., nurses, physicians, technicians) and (b) practicing
in one of the selected towns.

Eight focus groups, four with HCWs and four with
women, were conducted. Saturation was used to deter-
mine the sample size (Office of Behavioral and Social
Sciences Research, National Institutes of Health, 2001).
When this was reached, the focus groups were discontin-
ued. This project achieved saturation of data with eight
focus groups.

Recruitment

Participants were recruited from healthcare centers,
public places, and other community-based organiza-
tions in Les Cayes, Aquin, St. Louis du Sud, Cavaillon,
Maniche, and Ile a Vache. Flyers were posted in health
centers inviting HCWs to participate in the study. The
flyers included the purpose of the study, eligibility
criteria, and the time and date when the focus groups
would be conducted. Two local Haitian female nurses
trained by the research team recruited local women
in the community and health centers. Using a script,
the recruiters approached participants in these settings,
introduced themselves, and asked potential participants
if they were interested in the study. Once the eligibility of
the participants was established and contact information
collected, a time and date was scheduled to participate
in a focus group. This study was approved by the
Institutional Review Board of the University of Miami.

Data Collection

Data were collected through focus groups to obtain
information about beliefs and experiences among par-
ticipants who share common experiences and interests
(Morgan, 1998). The focus groups were facilitated by a
Haitian nurse and co-investigator experienced in focus
group facilitation.

After obtaining consent, the facilitator conducted
the focus groups using a semistructured guide, which
allowed the focus group facilitators to cover similar areas
with each focus group (Lofland, Snow, Anderson, &
Lofland, 2005). The focus group is very useful for needs

assessment and project evaluation purposes. Given their
qualitative nature, focus groups allow researchers to look
beyond the facts and numbers that might be obtained
via other types of data collection (Leung & Savithiri,
2009). The questions chosen to guide the discussion
were based on literature review, input from experts, and
opinions from Haitian community leaders. The focus
groups lasted an average of 60 min, and all of them were
audio recorded. Active listening and sensitivity to the
verbal and nonverbal responses of the study participants
were important aspects considered by the facilitator.
The facilitator responded neutrally to the participants
throughout the focus groups, without influencing their
answers (Patton, 2001).

Data Analysis

A trilingual (English, French, and Haitian Creole)
native Haitian interpreter translated and transcribed the
audio recordings directly into English (Cianelli et al.,
2013, 2014). To help ensure accuracy and fidelity of the
transcriptions and verify that there were no discrepancies
between the Haitian Creole and English versions, the
transcriptions were carefully reviewed by the native
Haitian nurse who was member of the research team and
who conducted the focus groups. The research team did
not include any identifying information in the transcrip-
tions. Research files were stored in a locked area, and
digital files were saved in password-protected computers.
Qualitative content analysis was used to recognize, code,
and categorize patterns from text data (Patton, 2001;
Sandelowski, 2000). More specifically, directed content
analysis was used to analyze the transcripts from the
focus groups (Hsieh & Shannon, 2005). A codebook and
a coding sheet were developed to facilitate the coding
process. Four research team members independently
coded line by line, without input from others. At the
point of completion, the results were compared and a
90% agreement of transcription was obtained between
four members of the research team. The coders together
determined the final themes and subthemes from the pre-
determined codes and new findings in the coding process.

Results

Six main categories emerged from the focus groups
regarding abortion in Haiti: (a) cultural aspects, (b)
specific circumstances where abortion is justified, (c)
concealing abortions from others, (d) abortion complica-
tions, (e) abortion performer, and (f) legal concerns.

The 40 women participants ranged in age from 19
to 56 years, with a mean age of 32 years. Twenty-four
women lived in rural settings and 16 lived in urban
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settings. Twenty-nine of the women had a partner, while
11 did not. The women’s level of education ranged from
grades 2 through 8, with a mean grade of 3.8.

A total of 39 HCWs participated in the study, ranging in
age from 23 to 52 years, with a mean age of 33 years; the
HCWs included 3 physicians, 16 nurses, 1 nurse midwife,
12 certified auxiliary nurses, 1 community health worker,
and 5 personnel from other specialty areas.

Cultural Aspects of Abortion

In addition to the illegality of abortion, several cultural
factors emerged from both the women and HCW focus
groups as reasons why pregnant women would have a
secret and unsafe abortion. One of the women stated,
“Abortion is a bad thing, so nobody will talk to you
openly about that.” Regarding the social stigma associated
with having an abortion, one of the women participants
made the following observation:

It’s very hard to know because they will not tell you.
Even though they do it, they will not let you know.
They will not let other people learn about it. In the
future, they can be criticized for having done an
abortion.

The majority of the women participants across all fo-
cus groups indicated that women who had abortions did
so mainly due to economic reasons. One participant ex-
plained, “Besides teenagers, adults also do abortion. I
have a friend who has six children. She didn’t want to
have more. So every time she is pregnant, she drinks
some pills that allow her to terminate the pregnancy
early.” Another added, “They have economic problems.
They don’t want to have more children.”

Concerning their personal views of abortion, a vast ma-
jority of the HCWs had a negative view. One HCW noted,

I think it’s a bad thing. When women came to me and
ask me if we perform abortion, I always answer no. I
tell them that they have knocked on the wrong door.
Here, we take care of people but we don’t destroy
people’s life. Our job is to help women give birth.

Regarding teenage girls who choose to have abortions,
social stigma and religious belief were major contributing
factors mentioned by the participants in the study. One
HCW gave the following reasons as to why a teenage girl
may want to have an abortion: “First of all, she doesn’t
want to lose a year of school; second, she doesn’t want
to have problems with her parents; finally, she doesn’t
want her classmates to know she is pregnant.” Another
HCW shared that based on her personal survey, “90%
of induced abortion was perpetrated by teenagers.” She

continued to explain why teenagers have abortions:
“They would be in big trouble if their parents know they
are having sex. According to their religious belief, only
married couples should have sex. Therefore, they use
abortion as a birth control method.”

Specific Circumstances Where Abortion
Is Justified

Though women in the focus groups expressed hard
stances regarding abortions, there appeared to be some
ambivalence regarding their perceptions, ideas, and be-
liefs about the situations in which abortion may happen.
A woman participant stated, “There are circumstances
where they should be allowed to do that [abortion], like
when a woman has five or six children and don’t want to
have more.” In the focus groups conducted with HCWs,
some also expressed that abortion is justified in certain
situations. Commenting on adult women who have abor-
tions, the HCWs mentioned economics as a major factor.
One HCW stated,

Some adults choose to have abortion because of their
economic situation . . . . They decide to terminate the
pregnancy because they think that if they have one
more [child] they won’t be able to take care of him
since they already have three or four.

Another HCW gave the example of a woman “who had
six children but didn’t want to have a seventh one.”

Concealing Abortions From Others

It is important to note that the majority of the women
and HCWs participating in the focus groups expressed
that it was mostly teenagers and young people who had
abortions. One HCW stated that teenagers having abor-
tions are ages “from 15 to 20.” A woman participant
placed the age of girls “from 10 to 16 years old.” The
woman participant further expounded,

Yes, there are girls who have their period since 9
years old. If they start having sex early, they can get
pregnant. Since they don’t want their parents and their
schoolmates or teachers to know about it, they try to
find a way to get rid of the fetus.

Another woman participant noted, “The girls, they don’t
think before having sex. They just want to have fun.
When they get pregnant, they get scared and that’s when
they want to do abortion.”
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Abortion Complications

Participants in the women’s focus group identified
similar perils and complications of unsafe abortions as
described by the HCWs: hemorrhage, infection due to
fetal remains, sepsis, uterine perforation, infertility, and
death. One woman stated, “When the abortion is per-
formed by a matron [traditional birth attendants], she
gives her a potion to drink. This potion can cause the
woman to bleed.” Another woman noted, “Women can
also die after drinking the portion given by the matron.”
A woman pointed out that “hemorrhage is one of the rea-
sons. If it’s a late abortion, the remains of the fetus can
stay inside the woman’s body and causes infection.” An-
other woman participant shared the following: “I know
a teenager who died as a result of an abortion . . . . The
healthcare professionals found remains of the fetus inside
her body. After a few days she died.”

Ways Abortions Are Practiced

HCWs across all focus groups indicated that abortions
are mainly performed under unsafe conditions. The
abortions are performed either by the pregnant women
themselves or charlatans. Women seeking to have
abortions often resort to dangerous methods to induce
an abortion, such as potions made of leaves and herbs,
“pills,” and nonsterile instruments such as hangers. This
often results in serious complications. One HCW stated,
“Sometimes they contact a traditional medical doctor
who gives them some potion made of leaves and herbs.”
Another HCW added,

Besides that, there is also a pill that is sold in the
pharmacy, and used by a lot of women. However, this
pill is not designed for that. They use it because the
side effect of this pill is abortion.

Elaborating on who performs abortions, one HCW
stated, “They always get help from someone to buy the
pills or to use the hanger. However, this person is never
a healthcare worker.” The major complications over-
whelmingly reported by HCWs across the focus groups
were exemplified by one HCW stating that “the compli-
cations range from hemorrhage, infection, uterine per-
foration and atony, and even loss of the uterus.” This
coincides with the complications mentioned by women
participating in the focus groups as well.

Legal Concerns About Abortion

The majority of the women in the focus groups gave
similar comments about why women did not talk openly
about abortion. One woman said,

It is very hard to know [who has abortions] because
they [women] will not tell you. Even though they do
it, they will not let you know. They will not let people
learn about it. In the future, they can be criticized for
having done an abortion.

Women in the focus groups also discussed the role of
the government and hospitals in issues related to abortion
and asked for a more active role from them. Comments
from women in relation to the government’s role in abor-
tion included the following: “the hospitals should stop
performing abortions”; “the government knows about
people who sell pills or knows the places where abor-
tions are performed, they should close them”; and “the
government should arrest and put in jail people who per-
form abortion and those who sell those types of pills.”

Many HCWs expressed knowledge of the consequences
of abortion and the illicit character of it. One HCW men-
tioned, “Abortion is illegal in Haiti, if a woman wants
to have an abortion it has to be clandestine. If the state
knows about it, this woman could be prosecuted.” Addi-
tionally, another HCW stated, “I think some people do it
[abortion], but secretly.” Shrouded in fear, the topic of
abortion or access to a safe abortion is not openly dis-
cussed, as one HCW explained:

We have to remember that abortion is a clandestine
activity. Therefore, if a woman wants to have an
abortion, she has to do it in a secret location. Nobody,
besides the persons involved in the abortion, will know
about it.

One participant noted, “You could try to find out [where
they go for abortions] but that will be a waste of time.
You will never know.”

Discussion

This study is the first qualitative study conducted in
Haiti that examines abortion. Our study’s findings con-
tribute to the knowledge regarding abortion and have
important implications for public health and the repro-
ductive rights of women in Haiti. Considering the lack of
research that has targeted abortion, being able to under-
stand the women’s and HCWs’ beliefs and experiences
about abortion is paramount in developing culturally tai-
lored interventions to prevent abortion complications in
Haitian women.

Abortion in Haiti is illegal and is a culturally unaccept-
able practice that remains a taboo subject. The illegality
of abortion is related to social stigma, cultural beliefs, and
religion (Maternowska, 2006). Despite the fact that abor-
tion is illegal, women participants in this study placed
the legal responsibility for abortions on the government,
hospitals, and HCWs. In contrast, the HCWs saw the
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women as responsible for abortions and therefore be-
lieved the women should face the legal ramifications.

The women and HCW participants recognized an
increase in the number of abortions performed and the
number of serious complications resulting from abortion
among the teenage population. This places teenagers at
an increased risk of morbidity and mortality in relation
to abortions performed in Haiti. This situation is similar
to the one described by the United Nations Population
Fund (2004).

Because of the illegality of abortion, participants noted
that often the abortions are done clandestinely and in
unsafe and deplorable conditions in Haiti. This places
women at risk for complications, disability, and death
(WHO, 2012). Women often resort to herbal remedies
and pharmaceutical interventions. Traditional medicine
in Haiti is still frequently practiced; at least 20 plants that
supposedly have contraceptive and abortifacient proper-
ties are reported to be in use, and some women report-
edly have used high doses of antimalarial drugs (Prins,
Kone, Nolan, & Thatte, 2008). HCWs often do not reach
the women until they require postabortion care, and it is
routinely provided as part of obstetrical care (Prins et al.,
2008). To enable every Haitian woman to have access
to high-quality abortion services, before, during, and af-
ter the procedure, policies must be developed to protect
them. In this regard, policies and the legal environment
should encompass protecting the human rights of women
and respecting them as individuals, coupled with poli-
cies and public health practices that grant women access
to high-quality contraceptive and family planning ser-
vices, regardless of age, socioeconomic status, and loca-
tion (WHO, 2012).

Conclusions

Unsafe abortions are concentrated in developing coun-
tries and those that have judicial systems unfavorable to
the legality of abortion; nonetheless, there is a responsi-
bility from healthcare providers to acknowledge their role
in protecting women´s health. The results of this study
show an urgent need to react to what is happening with
women in Haiti. A public health response that incorpo-
rates and addresses different dimensions of abortion, en-
gaging women and healthcare providers in public health
interventions, is needed.

Haiti’s government, international agencies, and HCWs
have the unique opportunity to develop and implement
sexual health interventions designed for Haitian women,
in general, and for teenagers, in particular, to decrease
abortions and their complications.

It is imperative to conduct more research related to
abortion in order to examine other factors associated

with abortion and to gain a better understanding of the
links between abortion and sexual health among Haitian
women. A quick response can help this vulnerable group,
who are experiencing high rates of mortality. This can
also serve as a directive to approach this issue in other
developing countries in the Caribbean region, particularly
from its clinical relevance.
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� World Health Organization Haiti (2016). Haiti:

http://www.who.int/countries/hti/en/
� Pan American Health Organization. (2014). 11

countries in Latin America and the Caribbean have
reduced maternal mortality, new UN data show:
http://www.paho.org/hq/index.php?option=com_
content&view=article&id=9552%3A2014-11-
countries-latin-america-caribbean-reduced-
maternal-mortality-new-data-show&Itemid=
1926&lang=en

� The World Bank. (2016). GNI per capita, Atlas
method (current US$): http://www.worldbank.
org/en/country/haiti

� Haiti needs support to restore, rebuild health
services after Hurricane Matthew: http://www.
paho.org/hq/index.php?option=com_content&
view=article&id=12707%3Ahaiti-needs-support-
restore-rebuild-health-services-after-hurricane-
matthew&Itemid=1926&lang=en

� Zero maternal deaths from hemorrhage: http://
www.paho.org/cero-muertes-maternas-
hemorragia/?lang=en

� Health Worker Roles in providing safe abortion
care and post-abortion contraception: http://
www.who.int/reproductivehealth/publications/
unsafe_abortion/abortion-task-shifting/en/
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Abstract

Background: Obesity research has typically focused on weight change pat-
terns using the whole sample in randomized clinical trials (RCTs), ignoring
subsets of individuals with varying weight change trajectories (e.g., continuing
to lose, or maintaining weight). The purpose was to explore possible trajecto-
ries of weight change and their associated predictors.
Methods: We conducted a secondary analysis of data from two RCTs using
standard behavioral treatment for weight loss. Group-based trajectory model-
ing was used to identify distinct classes of percent weight change trajectories
over 18 months.
Results: The sample (N = 338) was primarily female (85.2%), White
(73.7 %), 45.7 ± 9.0 years old, with 15.6 ± 2.8 years of education. Three
trajectory groups were identified: good responders (>15% weight loss), fair
responders (5%–10% weight loss), and poor responders (<5% weight loss).
The good responders had a significantly larger decrease in perceived Barriers
to Healthy Eating subscale scores than the fair and poor responders (p < .01).
Compared to the poor responders, there was a significant decrease in fat gram
intake in the good responders (p = .01).
Conclusions: Good responders differed from poor responders in decreasing
their perceived barriers to healthy eating (e.g., managing emotions, social sup-
port, and daily mechanics of adopting a healthy diet) and reducing fat intake.
Good responders differed from fair responders in perceived barriers to healthy
eating.
Clinical Relevance: Clinicians need to focus on how we can assist those
who are being unsuccessful in adopting some of the behaviors observed among
those who have experienced successful weight loss and maintainers.

The prevalence of obesity has been at an epidemic level
in the United States for over a decade (Flegal, Carroll, Kit,
& Ogden, 2012; Samaranayake, Ong, Leung, & Cheung,

2012). Approximately two thirds of adults are overweight
(body mass index [BMI] of 25–29.9 kg/m2) or obese
(BMI � 30 kg/m2), with one third being obese (Main,
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Rao, & O’Keefe, 2010). Obesity (BMI � 30 kg/m2) is asso-
ciated with excess mortality and is a major risk factor for
the development of diabetes mellitus, sleep-disordered
breathing, and cardiovascular disease, including coro-
nary heart disease, stroke, and heart failure (Brown,
Fujioka, Wilson, & Woodworth, 2009). Given the high
prevalence of overweight and obesity and its profound
impact on overall health, a high percentage of U.S. adults
(57% of women and 40% of men) are currently trying to
lose weight (Yaemsiri, Slining, & Agarwal, 2011). How-
ever, long-term maintenance of weight loss is challenging
(Butryn, Webb, & Wadden, 2011; Katan, 2009).

Because of the high rate of recidivism following weight
loss, it is important to explore the weight change pat-
terns in behavioral weight loss clinical trials. Evidence
has demonstrated that most participants tend to regain
weight after weight loss treatment (Butryn et al., 2011;
Katan, 2009), which is the typical weight change pattern
observed when using the whole sample of most reported
studies. However, this may ignore the subsets of individ-
uals with distinct trajectories of weight change (e.g., con-
tinuing to lose or maintaining weight), since not each
individual follows the typical weight change pattern.
Given that long-term maintenance of weight loss is chal-
lenging in any weight loss treatment, it would be benefi-
cial to develop intervention strategies to prevent weight
regain if we could identify clusters of individuals who ex-
perience different weight loss and maintenance trajecto-
ries, and examine the differences between those who re-
gained and those who maintained.

Currently, several studies have demonstrated trajecto-
ries of weight change among children, yet no RCTs have
explored the trajectories of weight change among adults
(Bisset, Foumier, Pagani, & Janosz, 2013; Carter, Dubois,
Tremblay, Taljaard, & Jones, 2012). However, there is
limited knowledge to explain how the pattern of change
in body weight varies with key dimensions of demo-
graphic variables (e.g., age, race or ethnicity, gender, ed-
ucation, income, employment), calorie and fat intake, or
behavioral factors including perceived barriers to healthy
eating and binge eating habits. This study had two specific
aims: (a) explore trajectories of percent weight change
by analyzing 18 months of longitudinal data from two
RCTs for adult weight loss treatment; and (b) examine
how the pattern of weight change varies with baseline
demographic, dietary, and behavioral factors.

Methods

Research Design

This study was a secondary analysis of 18-month
data pooled from two RCTs using standard behavioral

treatment for weight loss. The Paving the Road to Ev-
erlasting Food and Exercise Routine (PREFER) Trial (N

= 176) was an 18-month, 2 × 2 design, RCT examining
treatment preference (yes or no) and type of diet (stan-
dard calorie- and fat-restricted vs. lacto-ovo-vegetarian;
Burke et al., 2006). The Self-monitoring and Record-
ing using Technology (SMART) Trial (N = 210) was a
24-month, three-group RCT comparing the effect of three
methods of self-monitoring dietary intake and physical
activity on weight loss (paper diary vs. personal digital
assistant [PDA] vs. PDA + feedback; Burke et al., 2009,
2012). All participants received standard behavioral
treatment, including group sessions, goal setting for daily
calorie and fat gram intake and weekly exercise, and
self-monitoring of dietary intake and physical activity.
Participants’ calorie goals were based on gender and
baseline weight (women: 1,200 kcal for <200 pounds or
1,500 kcal for <200 pounds; men: 1,500 kcal for
<200 pounds or 1,800 kcal for �200 pounds) and were
asked to limit their fat intake to 25% of their calories.
Their exercise goals were in weekly minutes (e.g., to
achieve 150 min of physical activity every week by the
third month and 180 min by the sixth month). Partic-
ipants received compensation for their involvement in
the trials. The details of each trial and the justification for
combining trials have been reported elsewhere (Burke
et al., 2006, 2009, 2012; Goode et al., 2016). In order to
use the same duration for the trajectory, we truncated
the data at 18 months, 6 months before the end of the
SMART study.

Sample

The final sample included 375 adults. Because 11
participants in the SMART study initially participated in
the PREFER study, we excluded them from data analysis
to avoid violating the assumption of independence of
subjects. Eligible participants were between 18 and 59
years old, had a BMI of 27 to 43 kg/m2, recorded their
dietary intake for 5 days during the screening process,
and had no major medical or psychiatric conditions (e.g.,
diabetes, heart failure, recent myocardial infarction).
The exclusion criteria included participation in a weight
loss study in the past 6 months or current use of weight
loss medications, presence of an unstable condition
requiring physician-supervised diet or exercise, and
pregnancy or physical limitations precluding ability to
exercise.

Measures

Fixed risk factors. These factors were measured
only at baseline. Sociodemographic data were collected
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using the Socio-demographic and Lifestyle Question-
naire, which was a self-administered, standardized
questionnaire. Data included age, gender, education,
race, employment, and household income. Baseline BMI
was calculated by weight (kg)/height (m2), where weight
and height were objectively measured during baseline
assessment.

Binge eating. The Binge Eating Scale (BES;
Gormally, Black, Daston, & Rardin, 1982) was de-
veloped to identify binge eating behaviors within an
obese population and used during the screening phase
for both studies. This yielded a continuous measure of
binge eating pathology of 0 to 46. Scores of �27 have
conventionally served as a cutoff value for identifying
the presence of severe binge eating (Marcus, Moulton, &
Greeno, 1995) and study exclusion.

Time-dependent predictors. These variables cha-
nged over time. They were measured at baseline, 6, 12,
and 18 months.

Calorie and fat intake. Dietary intake was as-
sessed through two 24-hr dietary recalls, which were
conducted using the Nutrition Data System for Research
(NDSR), a comprehensive nutrient calculation software
program maintained by the Nutrition Coordinating Cen-
ter at the University of Minnesota (Buzzard, Schakel, &
Ditter-Johnson, 1995). The NDSR database contains over
18,000 foods, 7,000 brand names, and a number of eth-
nic foods. These data provided total calories, fat grams,
and 172 other nutrients for our analysis. The dietary re-
calls were conducted at baseline, 6, 12, and 18 months
by staff with nutrition expertise and trained in this pro-
cedure. The recalls were unannounced and conducted on
one weekday and one weekend day.

Perceived barriers. The Barriers to Healthy Eating
(BHE) Scale, a 22-item questionnaire, assessed perceived
barriers. The response scale ranged from 1 (no problem)
to 5 (a very important problem) to rate various situations
or conditions related to following the diet (e.g., feelings
of deprivation, complexity of the regimen, and cost of
foods). The higher the score, the more barriers related
to following a healthy eating plan. The BHE has three
subscales: emotional barriers (e.g., difficult to motivate
myself to eat appropriately, resisting tempting high fat
and high calories is difficult), daily mechanics of following
a healthy eating plan (e.g., appropriate foods available,
difficult to find time to plan appropriate meals, cost of
food low in fat and calories), and social support (e.g., my
family does not support my efforts to change my diet, my
friends don’t support me when I try to change my eating).

This tool has good reliability (test–retest reliability,
r = .89; internal consistency, Cronbach’s alpha = .86)
and predictive validity with weight loss at 6 months
(r = .28) in a previous study (Burke, Kim, & Music,
2004). These data were assessed every 6 months.

Dependent variable. Weight. A digital scale (Tanita
Corporation of America, Inc., Arlington Heights, IL, USA)
was used to objectively measure weight at baseline, 6,
12, and 18 months. Participants wore light clothing, no
shoes, and had fasted overnight.

Data Analysis

Descriptive statistical analyses were conducted using
SPSS software (version 21, SPSS Inc., Chicago, IL, USA)
for Windows. Statistical significance was set at .05 for
two-sided hypothesis testing. The variables, including
weight, calorie and fat intake, and BHE scores, were
transformed into percent change relative to baseline lev-
els (t = 0). For instance, percent weight change was de-
fined as ([weightt – weight0]/weight0) × 100%, t = 6,
12, 18 months. Continuous variables (percent changes
in weight, fat intake, and calorie intake at each time
point, age, education, BMI) were reported as means with
standard deviations. Categorical variables (gender, race,
employment, and household income) were reported as
frequency, counts, and percentages. Normality assump-
tion and outliers were checked. The amount and pat-
tern of missing data were also checked. Individuals with
missing weight data at all follow-up time points were ex-
cluded (n = 37 [9.9%]) from the analyses, resulting in
338 cases in the final trajectory analysis. There were no
statistical differences between those included and those
excluded on baseline demographic variables except edu-
cation. Individuals with missing data at all follow-up time
points had lower years of education (14.00 ± 2.10) than
the remaining individuals (15.61 ± 2.84; p < .001).

The group-based trajectory modeling, TRAJ procedure
(PROC TRAJ) in SAS version 9.3 (SAS Institute, Cary,
NC, USA), was used to identify distinct classes of trajecto-
ries of percent weight change over 18 months. Group-
based trajectory models (sometimes called latent class
growth analysis or semiparametric finite mixture model-
ing) are designed to identify clusters of individuals follow-
ing similar progressions of some behaviors or outcomes
over age or time (Nagin, 1999). Group-based trajectory
modeling assumes there is a certain number of discrete
underlying groups in the sample, and that each group has
its own intercept, slope, or shape (Nagin, 1999). These
trajectory groups are used to help us understand the eti-
ological underpinnings of different developmental trajec-
tories (Jones & Nagin, 2007).

Journal of Nursing Scholarship, 2017; 49:2, 177–184. 179
C© 2017 Sigma Theta Tau International



Weight Change Trajectories and Predictors Zheng et al.

Table 1. Sample Characteristics at Baseline (N = 338)

Characteristic n Mean (SD) or %

Age (years) 338 45.7 (9.0)

Education (years) 338 15.6 (2.8)

Body mass index (kg/m2) 338 33.9 (4.3)

Gender

Female 288 85.21

Ethnicity

White 249 73.67

Employment

Full time 277 82.44

Marital status

Currently married/living with

partner or significant other

227 67.36

Never married 55 16.32

Widowed/separated/divorced 55 16.32

Household income

�$30,000 52 15.71

$30,000 to $50,000 83 25.08

>$50,000 196 59.21

In the TRAJ procedure in SAS, the dependent variable
was percent weight change at each time point, which
was modeled as a function of time; a censored nor-
mal model was performed since the dependent variable
was normally distributed. The censored normal model is
appropriate for continuous data that are approximately
normally distributed, with or without censoring (Jones,
Nagin, & Roeder, 2001). The appropriate number of
groups and the shape of weight trajectories were deter-
mined by comparing Bayesian information criteria (BIC)
for competing models with one to four groups; the model
with the less negative BIC was considered to be the best
fit (Nagin, 2005). After selection of the number of groups,
the trajectory shapes for each group were determined by
comparing changes in BIC and the significance of regres-
sion coefficients. We merged the data of the SMART and
PREFER studies to conduct trajectory analysis for two
reasons: (a) there were no demographic differences in the
two samples; and (b) the SMART and PREFER trials had
the same patterns of percent weight change.

Once the final model of trajectory analysis was se-
lected, the differences in baseline demographic data and
dietary and behavioral factors across the weight trajec-
tory groups were examined. Contingency table analyses
with chi-square tests of independence, general linear
modeling, or linear mixed modeling were performed,
where the trajectory group of weight change was treated
as a grouping variable. Since the interventions in the
SMART and PREFER trials were not exactly the same, we
added a random effect (study group) into general linear
modeling or linear mixed modeling to adjust for study
difference.

Results

Demographic Characteristics

Table 1 summarizes the description of baseline demo-
graphic characteristics. The sample included 338 adults,
which were mostly female (85.2%), White (73.7 %),
45.7 ± 9.0 years old with 15.6 ± 2.8 years of education,
and a BMI of 33.9 ± 4.3 kg/m2. Table 2 provides details
on time-dependent variables.

Trajectories of Percent Weight Change

According to the BIC tests and the significance of
the parameter, the three-group model best fit the data.
As shown in Figure 1, three trajectory groups were
identified: good responders: >15% weight loss; fair re-
sponders: 5%–10% weight loss; and poor responders:
<5% weight loss. All three groups regained weight after
12 months. On average, 14.5% of the participants were
classified as good responders. Trajectory of weight change
over time was estimated to be quadratic (β0 = −8.21,
β1 = −12.59, SE = 3.04; β2 = 3.13, SE = 0.75; p < 0.001).
The weight loss was 17.7% from baseline to 6 months,
with a continuing loss of 3% at 12 months and then a re-
gain of 3% of total weight loss from 12 to 18 months. The
largest percentage (52.4%) was classified as fair respon-
ders. Trajectory of weight change over time was estimated
to be quadratic in this group (β0 = −6.60, β1 = −3.12,
SE = 1.69; β2 = 1.18, SE = 0.42; p = .005). Weight losses
at 6, 12, and 18 months were 8.5%, 8.1% and 5.3%, re-
spectively. Approximately a third (33.1%) of the partic-
ipants were classified as poor responders, whose weight
loss was 1.76% and 0.18% at 6 and 12 months, with re-
gain beyond the baseline weight (2.2%) at 18 months.
Trajectory of weight change over time was estimated to
be linear in this group (β0 = −3.69, β1 = 1.94, SE = 0.31;
p < .001).

Differences in Demographic, Dietary, and
Behavioral Factors by Weight Trajectory Groups

There were no significant differences in demographic
factors and BES by weight trajectory groups (Table 3),
while the good responders had a higher level of education
than the fair responders and poor responders (p = .01).
Overall, good responders had a significantly larger de-
crease in BHE subscale scores (p < .01) than the fair
responders and poor responders (Table 4). There was
a significant decrease in fat gram intake in the good
responders (p = .01) compared with the poor respon-
ders, while there was no difference in the decrease in
fat intake between the fair responders when compared
with the good responders (p = .16) and poor responders
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Table 2. Description of Time-Dependent Variables at Each Time (Mean [SD]; N = 338)

Barriers to healthy eating

Variables Calorie (kcal) Fat (g) Emotion Daily mechanics Social support

Baseline 2,082.75 (685.65) 82.15 (35.73) 34.55 (8.09) 20.34 (6.42) 6.34 (2.46)

6-month 1,506.72 (470.86) 47.00 (23.43) 29.76 (8.90) 16.69 (5.45) 5.92 (2.39)

12-month 1,579.66 (501.33) 53.47 (27.35) 30.40 (9.28) 16.75 (5.51) 6.19 (2.58)

18-month 1,587.72 (482.24) 55.04 (27.03) 31.40 (9.24) 17.10 (5.55) 6.23 (2.68)

-25

-20

-15

-10

-5

0

5

0 6 12 18

WL Maintenance (n=49) Weight Regain (n=176) Non-sig.WL (n=113)

Months

Figure 1. Percent weight changes relative to baseline for each trajectory group. Non-sig. = nonsignificant; WL = weight loss.

(p = .09). Also, there were no significant differences in
the reduction in calorie intake between good responders
when compared with fair responders (p = .65) and poor
responders (p = .80), there was also no significant dif-
ferences in the reduction in calorie intake between fair
responders and poor responders (p = .81).

Discussion

To the best of our knowledge, this is the first study
that quantitatively depicted the long-term trajectory of
weight change in samples from two 18-month clinical
trials for weight loss treatment. Not all participants fol-
lowed the same pattern of weight change. Three clusters
of weight change were identified: individuals who lost
and maintained weight (good responders), individuals
who regained weight after losing weight (fair respon-
ders), and individuals whose weight had no significant
clinical change throughout the study (poor responders).
The good responders were distinguished from the fair re-
sponders and poor responders by decreases in the level
of perceived barriers related to managing emotions, the
availability of social support, and challenges by the daily
mechanics of adopting a healthy diet.

In our study, a small number of participants main-
tained their weight (good responders), while almost half
of the sample followed the weight regain trajectory (fair
responders) during the 18-month weight loss treatment
period. Although published work has reported certain
factors as contributing to weight loss maintenance
(Thomas, Bond, Phelan, Hill, & Wing, 2014), there were
some noted limitations including self-reported weight,
and none of the studies temporally examined changes
in behavior factors. Our study examined the differences
between individuals who maintained weight and who
regained weight in prospective weight loss trials. Our
study also examined temporally contiguous changes in
behavior on weight trajectories. Our results indicated
that larger initial weight losses were associated with
better weight maintenance after weight loss, which is
consistent with other studies (Knowler et al., 2009;
Thomas et al., 2014; Wing, 2010). In our study, higher
education was a predictor of weight loss maintenance,
which has been reported previously (Kraschnewski et al.,
2010). We found that individuals who maintained weight
loss showed a significantly greater decrease in perceived
barriers to healthy eating than whose who regained,
which is consistent with the findings reported by
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Table 3. Differences in Fixed Factors by Weight Trajectory Group (Mean [SD] or n [%])

Good responders

(n = 49)

Fair responders

(n = 176)

Poor responders

(n = 113) p

Age (years) 46.22 (1.28) 45.95 (0.68) 45.12 (9.30) .36

Education (years) 16.73 (0.40) 15.47 (0.21) 15.35 (0.26) .01

BMI (kg/m2) 32.88 (3.78) 34.37 (4.50) 33.83 (4.20) .13

BES 13.73 (7.42) 16.15 (7.55) 15.31 (7.79) .23

Gender 40 (81.63) 149 (84.66) 99 (87.61) .59

Female

Ethnicity

White 40 (81.63) 131 (74.43) 78 (69.03) .23

Employment

Full time 40 (81.63) 143 (81.71) 94 (83.93) .88

Marital status

Currently married/living with partner or significant other 34 (69.39) 119 (67.61) 74 (66.07) .72

Never married 8 (16.33) 25 (14.20) 22 (19.64)

Widowed/separated/divorced 7 (14.29) 32 (18.18) 16 (14.29)

Household income

�$30,000 6 (12.24) 27 (15.52) 19 (17.59) .74

$30,000 to $50,000 10 (20.41) 44 (25.29) 29 (26.85)

>$50,000 33 (67.35) 103 (20.41) 60 (55.56)

Note. BES = Binge Eating Scale; BMI = body mass index.

Table 4. Differences on Percent Change in Time-Dependent Variables by Weight Trajectory Group (Mean [SE])

p values
Good responders

(n = 49)

Fair responders

(n = 176)

Poor responders

(n = 113) Group × time Group Time a vs. b a vs. c b vs. c

Calorie 6 months −26.79 (3.81) −25.90 (2.02) −16.20 (2.53) .06 .90 <.001 .65 .80 .81

12 months −19.61 (4.05) −24.16 (2.20) −13.12 (2.80)

18 months −20.49 (4.42) −18.62 (2.42) −17.35 (3.10)

Fat 6 months −44.34 (5.26) −39.46 (2.80) −24.35 (3.50) .07 .03 <.001 .16 .01 .09

12 months −39.18 (5.50) −33.80 (3.00) −13.94 (3.81)

18 months −33.42 (6.38) −23.93 (3.49) −20.32 (4.48)

BHE emotion 6 months −29.64 (3.79) −13.37 (2.02) 0.50 (2.52) <.001 <.001 <.001 <.001 <.001 <.001

12 months −26.42 (4.47) −10.51 (2.43) 3.74 (3.09)

18 months −26.93 (4.39) −5.95 (2.38) 6.21 (3.06)

BHE daily mechanics 6 months −25.64 (4.41) −12.86 (2.39) 1.76 (3.06) <.001 <.001 <.001 <.001 <.001 <.001

12 months −27.77 (4.59) −14.56 (2.50) 0.88 (3.17)

18 months −26.20 (4.44) −15.99 (2.36) −2.09 (2.95)

BHE social support 6 months −16.24 (6.35) −1.35 (3.38) 14.26 (4.23) .001 <.001 .02 .05 .004 .13

12 months −9.74 (7.08) 4.79 (3.86) 20.23 (4.92)

18 months −16.74 (7.22) 7.53 (3.92) 21.32 (5.03)

Note. a = good responders; b = fair responders; c = poor responders; BHE = Barriers to Healthy Eating; all the models adjusted study group.

Befort and colleagues (2008), that unsuccessful weight
maintainers experienced more perceived barriers to
healthy eating than successful maintainers. We found
no significant difference in the decrease in calorie and
fat intake among those in the good responders compared
with the fair responders. This finding is inconsistent
with data from the National Weight Control Registry
that purports that individuals who report maintaining
a consistent dietary plan are more likely to maintain
their weight loss (Wing & Phelan, 2005). From the

current data, increases in energy intake from fat were
associated with greater weight regain (Thomas et al.,
2014). The difference in results might be partially ex-
plained by under-reporting of the calorie or fat intake
in the fair responders group. Another explanation might
be due to greater increases in physical activity in the
good responders group than in the fair responders,
but it is impossible for us to examine these behavioral
changes since we used different instruments in the two
trials.
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In our study, 33% of participants demonstrated no sig-
nificant weight loss over time (poor responders). Our
results revealed that only a slight weight loss initially
greatly increased the likelihood that a participant expe-
rienced no significant weight loss or subsequently in-
creased their weight. There were no significant decreases
in this subgroup regarding barriers related to managing
emotions, the availability of social support and daily me-
chanics (e.g., appropriate foods available, difficult to find
time to plan appropriate meals, cost of food low in fat
and calories). This is consistent with an earlier study
that reported declines in perceived barriers to healthy
eating (e.g., lack of control and lack of time) were signifi-
cantly associated with greater weight loss over 12 months
in a behavioral weight loss trial (Welsh et al., 2011). In
our study, individuals in this group were more likely to
have difficulties losing weight, even in the early treat-
ment phase. A partial explanation may be that they did
not adhere to the treatment regimen or there were factors
that impeded them from engaging in the intervention and
associated weight loss strategies.

The results of the present study should be interpreted
in light of some important limitations. The sample was
well educated, predominantly White, female, and em-
ployed full time, which precludes us from generalizing
the findings to males and other ethnic or less educated
groups. Due to the fact that we combined data from two
studies but used different instruments to measure certain
variables (e.g., self-efficacy, the level of physical activity)
in the two studies, we were not able to assess the role of
these factors in predicting weight change trajectory.

Strengths of this study include the use of prospective
data. This is the first study to examine the trajectories of
percent weight change based on 18-month weight loss
treatment data. We demonstrated that not all participants
follow the same pattern of weight change, which pro-
vides insight into the full picture of participants’ weight
loss. The good responders were distinguished from the
fair responders and poor responders by the level of de-
creases in fat consumption and perceived barriers re-
lated to managing emotions, the availability of social
support, and challenges by the daily mechanics of adopt-
ing a healthy diet.

In summary, participants in long-term behavioral
weight loss studies experience different weight change
patterns. Factors that may influence the course of weight
loss include fat consumption and barriers to healthy eat-
ing, which have several dimensions that include emo-
tional eating, social support, and the daily mechanics of
selecting and preparing a healthy diet. Our results sug-
gest that there is a pattern or cluster of behaviors as-
sociated with successful and unsuccessful weight loss.
Researchers and clinicians need to be aware of these and

focus on how we can assist those who are unsuccessful
in adopting some of the behaviors observed among the
successful maintainers. Future research needs to develop
strategies to identify the unsuccessful individuals early in
treatment and facilitate their adopting better behaviors
that will ensure improved success at weight loss.
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Clinical Resources
� Centers for Disease Control and Prevention. Pre-

vention strategies and guidelines: https://www.cdc.
gov/obesity/resources/strategies-guidelines.html

� Obesity Society. Clinical resources: http://www.
obesity.org/publications/clinical-resources

� Obesity Society. TOS, AHA, ACC release new obe-
sity treatment guidelines: http://www.obesity.org/
obesity/news/press-releases/tos-aha
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Abstract

Purpose: The purpose of this integrative review was to evaluate and synthe-
size studies that incorporated biological measures and examined their associa-
tions with chronic stress and anxiety in adolescents and emerging adults with
chronic health conditions.
Design: An integrative literature review was conducted using the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses statement to iden-
tify studies published between 2005 and 2015.
Methods: Using key terms, three databases (PubMed/Medline, PsycInfo and
the Cumulative Index to Nursing and Allied Health Literature) were searched
by a research librarian. Additional publications with relevance to the topic
were identified from citing and cited literature. The full text of 61 publications
was reviewed. The final group of articles analyzed for this review included
36 peer-reviewed publications and meeting abstracts.
Findings: Studies varied considerably in characteristics, theoretical frame-
works, phenotypes of interest, and study measures. Few studies evaluated ge-
nomic variants; those that did often examined small samples and a limited
number of biological factors.
Conclusions: Studies of chronic stress and anxiety in adolescents and emerg-
ing adults with chronic health conditions are currently limited in scope and
impact. A more comprehensive approach will facilitate translation into prac-
tice to improve short- and long-term health outcomes.
Clinical Relevance: Precision and genomic healthcare initiatives support the
relevance of this work for nurses in all areas of clinical practice. Genomic test-
ing is expanding to include individuals in all age groups, with and without
diagnosed conditions. As psychological and behavioral phenotypes may in-
fluence self-management outcomes of adolescents and emerging adults with
chronic health conditions, further research in this area is warranted.

All adolescents and emerging adults (AEAs; 13–29 years
old; Arnett, 2007) face changes in many areas of their
lives; those with childhood-onset chronic health condi-
tions (CHCs) face additional challenges. One nearly uni-
versal transition is the shift to independent living. AEAs
with CHCs must simultaneously take primary responsi-
bility for CHC management. Individual experiences vary
due to differences in individual, interpersonal, and envi-
ronmental context.

Growing up with a CHC can lead to chronically ele-
vated levels of stress and anxiety (Turner-Cobb, 2013).
Life events and more acute stressors, such as the
often-simultaneous transition to independent living and
condition self-management, lead to acute stress and anx-
iety. This may be particularly evident in AEAs who re-
lied on family members for CHC management prior to
transition (Evans, 2003; Juster et al., 2011; Offidani &
Ruini, 2012). Elevated chronic stress and anxiety are
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associated with poor mental and physical health out-
comes (Beckie, 2012; Juster et al., 2011), as well as
less effective acute stress response (Juster, McEwen, &
Lupien, 2010; McEwen & Getz, 2013). Predisposition to
higher stress and anxiety may further limit effective re-
sponse to transition-related stress (Bosk, 2011; Sansom-
Daly, Peate, Wakefield, Bryant, & Cohn, 2012; Turkel,
2007) and influence mental and physical health. Thus,
AEAs with CHCs, who may experience both elevated
chronic stress and anxiety and less effective responses to
acute stress, are at increased risk of poor outcomes com-
pared to AEAs without CHCs (Modi et al., 2012; Sansom-
Daly et al., 2012; Turkel, 2007).

Psychological, behavioral, and biological differences
underlie individual variability in chronic stress, anxiety,
and poor outcomes (Offidani & Ruini, 2012). Identifying
factors associated with this variability in AEAs is essential
for improving outcomes, particularly during periods of
transition (Ferro, Gorter, & Boyle, 2015). Multiple stud-
ies have examined behavioral and psychological factors
associated with high stress and anxiety, but few have ex-
amined biological traits. Identifying these could facilitate
identification of those at risk of poor transition outcomes,
inform development of more effective interventions, and
aid delivery of personalized self-management strategies
(Offidani & Ruini, 2012).

Self-management interventions designed to improve
outcomes are typically applied broadly, without consid-
ering unique individual context. The most widely used is
the Chronic Disease Self-Management Program (CDSMP;
Lorig et al., 2001), although its effectiveness varies.
The one-size-fits-all approach to management could par-
tially explain limited effects (Newbould, Taylor, & Bury,
2006; Ritter, Lee, & Lorig, 2011). A more individualized,
or targeted, approach would incorporate contextual in-
formation. Individual, interpersonal, and environmental
factors can affect CHC self-management opportunities,
approaches, and outcomes, as well as effectiveness of
interventions.

Examining biological variants associated with chronic
stress and anxiety will facilitate identification of those
who may be at increased risk of adverse outcomes dur-
ing and after critical developmental transitions. Summa-
rizing variants examined across studies will provide a core
set of biological markers researchers can use in the future
to develop studies that build on and add to prior work. Of
particular interest to nurses is the development of person-
alized interventions designed to alleviate chronic stress
and anxiety; learning more about biological markers as-
sociated with these outcomes will facilitate their develop-
ment and testing. The purpose of this integrative review
was to evaluate and synthesize studies that incorporated
biological measures and examined their associations with

chronic stress and anxiety in AEAs with CHCs. While
AEAs with CHCs are the population of interest for this
review, the identification of biological factors associated
with chronic stress may be of interest to researchers fo-
cusing on other populations (e.g., other age groups, indi-
viduals without CHCs). Chronic stress can serve as a risk
factor for many different outcomes of interest to health
researchers, including mental (e.g., anxiety, depression)
and physical (e.g., cardiopulmonary, metabolic) health
(Ben-Shlomo & Kuh, 2002; Halfon, Larson, Lu, Tullis, &
Russ, 2014). The variants identified through this review
could be examined in the future to ascertain their ef-
fect in other populations; variants potentially associated
with the phenotypes of chronic stress and anxiety will
vary at the population level, not specific to any partic-
ular condition (McVicar, Ravalier, & Greenwood, 2014;
Offidani, Tomba, & Linder, 2013). Two questions guided
the initial review: (a) what theoretical frameworks have
been used to study chronic stress and anxiety in adoles-
cents and emerging adults and (b) which biomarkers of
chronic stress or anxiety have been shown to influence
self-management outcomes in AEAs with CHCs?

Methods

An integrative review was conducted to identify and
evaluate human research studies that assessed biological
markers of chronic stress in AEAs with CHCs making the
transition to adulthood. The Preferred Reporting Items
for Systematic Reviews and Meta-analyses (PRISMA)
statement guided the review (Moher, Liberati, Tetzlaff,
& Altman, 2009). A research librarian conducted the
initial search in PubMed/Medline, PsycInfo, and the Cu-
mulative Index to Nursing and Allied Health Literature
(CINAHL). Articles written in English and published
from 2005 to 2015 were identified. This time period was
selected because (a) the need to address transitional care
began to appear in the literature, and (b) the capacity to
measure a diverse array of biological factors expanded
dramatically. The initial set of key words identified
included those related to AEAs, chronic disease, psy-
chological stress, and biological markers. During the
search, related and matching terms were identified and
searched for in each specific database. References from
published studies and literature reviews were searched
manually. Detailed information on the search process
and outcomes, including number of articles excluded at
each step, is provided in Figure S1. Articles retrieved
(N = 1,992) included 1,266 from PubMed, 346 from
PsycINFO, and 380 from CINAHL. One of the authors
(A.L.E.) identified duplicates and conducted a title review
to determine relevance, excluding 1,785 articles due to
irrelevance (e.g., animal models, procedures). Abstracts
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for the remaining 207 were reviewed (by A.L.E.), and
146 were excluded for irrelevance (see Figure S1,
available with the online version of this article).

The full text of 61 articles was reviewed by authors to
determine whether they met inclusion criteria: (a) re-
search studies; (b) human participants 13 to 29 years
of age (i.e., AEAs); (c) clear methodologies for measur-
ing chronic stress, anxiety, and biomarkers; (d) outcome
measures; and (e) written in English (see Figure S1).
Studies were excluded if they did not include the age
range of interest; did not report on research studies (e.g.,
review of the literature); or were not in English. While
the initial review focused on transition to adulthood and
self-management of CHCs, a lack of studies on these top-
ics required broadening the review criteria. Full text re-
view excluded an additional 30 articles. As a last step,
the full text of meeting abstracts identified in a follow-up
search was reviewed when related articles could not be
identified. Of these, five peer-reviewed abstracts were in-
cluded. These 36 articles and abstracts were used in the
integrative review (Table S1, available with the online
version of this article).

The quality of each individual article was assessed
using modified criteria from the Joanna Briggs Institute
(Aromataris & Riitano, 2014) deemed essential for
evaluating cross-sectional or intervention and group
comparison studies (Table S2, available with the online
version of this article). The checklists assess a study’s
quality, including the design, methods, analysis, and
clinical relevance. These assessments were used as a
guide for evaluating quality; scores were not generated
during the review process. All 36 studies met the criteria
of the checklist and were included in the analysis.

Results

Article metrics were summarized, and detailed in-
formation is supplied in Table S1. Metrics included
authors’ disciplines; country(ies) where the study was
conducted; diagnoses; sample definition; study models;
outcome measures; and biological markers. We also iden-
tified authors and journals with multiple publications.
Articles on biological and genomic variants associated
with chronic stress in individuals with CHCs are reviewed
in detail. As descriptions of the study findings involved
several common terms used in genomic research, a ter-
minology box is included (Table S3, available with the
online version of this article).

Study Characteristics

Most studies (n = 21) were conducted in the United
States. Studies were also conducted in Canada, the
United Kingdom, and Germany (n = 3 each), and Japan

(n = 2). Four studies were conducted by nurse scien-
tists (Hammer, 2012; Santacroce & Crandell, 2014) or
interdisciplinary teams with a nurse scientist (Gregoski
et al., 2012; Tell, Burr, Mathews, & Janusek, 2015).
Five articles focused on AEAs with type 1 or type 2 di-
abetes, four on asthma, and three each on cancer, can-
cer survivors, and atopic dermatitis. No studies took a
noncategorical approach, although some included sam-
ples with conditions belonging to a broader diagnostic
category.

Sample Definition

Emerging adulthood is typically defined as 18 to
29 years old; however, this overlaps with what is typ-
ically considered late adolescence (18–20 years). Thus,
studies evaluating adolescents and emerging adults were
included in this review. Substantial variation was found
in study samples: adolescents only, emerging adults only,
adolescents as part of a larger group of children, and
emerging adults as part of a larger group of adults. Sev-
eral studies did not provide sufficient information to fully
characterize sample composition, although AEAs were
included.

Study Models

Most articles (n = 27) did not identify a guid-
ing theoretical model. Only the construct of learned
helplessness was used in more than one study
(Eddington, 2012; Eddington, Mullins, Byrd-Craven, &
Chaney, 2012). Other models included allostatic load
(Santacroce & Crandell, 2014), Selye’s model of stress and
the hypothalamic-pituitary-adrenal (HPA) axis (Heim,
Ehlert, Hanker, & Hellhammer, 1998), oxidative stress
(Hammer, 2012), diathesis stress (Corbett, Mendoza,
Baym, Bunge, & Levine, 2008), frontal electroencephalo-
graphic asymmetry-emotion (Schmidt, Miskovic, Boyle,
& Saigal, 2010), lifespan (Conte, Walco, & Kimura, 2003),
and the circumplex model (Mengel et al., 1992). Mod-
els incorporating a biological element were of interest
and included Selye’s model, oxidative stress, and diathe-
sis stress (Corbett et al., 2008; Hammer, 2012; Heim et al.,
1998).

Phenotypes

The phenotypes of interest were chronic anxiety and
stress. Definition and measurement of these pheno-
types varied substantially. Stress-related concepts in-
cluded child behavior, stressful life events, anxiety,
and depressive symptoms. The most common outcome
measures (see Table S1) were the Child Behavior
Checklist (CBCL; n = 6 studies; Conte et al., 2003;

Journal of Nursing Scholarship, 2017; 49:2, 185–193. 187
C© 2017 Sigma Theta Tau International



Biological Variants and Chronic Stress Ersig & Starkweather

Dykens, Roof, Bittel, & Butler, 2011; Lense, Tomarken, &
Dykens, 2013; Mengel et al., 1992; Schmidt et al., 2010;
Shashi et al., 2010); State-Trait Anxiety Inventory (n = 7
studies; Afsar, Isleten, & Sonmez, 2010; Bloss et al., 2011;
Conte et al., 2003; Kiecolt-Glaser et al., 2009; King et al.,
2010; Mengel et al., 1992; Schmidt et al., 2010); Center
for Epidemiologic Studies Depression Scale (n = 3 studies;
Eddington, 2012; Eddington et al., 2012; Schmidt et al.,
2010); Beck Depression Inventory (n = 3 studies; Daskas,
Sharples, Woltersdorf, Crowne, & Kids Head Injury
NeuroEndocrine Study, 2013; Gross, Schote, Schneider,
Schulz, & Meyer, 2014; Raikkonen, Lahti, & Eriksson,
2015), and investigator-derived measures (n = 11
measures, n = 7 studies; Chen, Fisher, Bacharier, &
Strunk, 2003; Delamater et al., 1988; Korczak, Madigan,
Daneman, & Manassis, 2010; Lense et al., 2013; Lobo,
Granger, Paul, Goebelsmann, & Mishell, 1983; Tell et al.,
2015; Weigensberg et al., 2009). Condition-specific mea-
sures were included for diabetes, atopic dermatitis, hy-
perhidrosis, hyperphagia due to Prader-Willi syndrome
(PWS), and tics or obsessive-compulsive disorder. Com-
parison groups also varied; some studies relied on healthy
controls (Mizawa, Yamaguchi, Ueda, Makino, & Shimizu,
2013; Rimes, Papadopoulos, Cleare, & Chalder, 2014;
Saitoh, Miyakoda, Kitamura, Kotake, & Mashiba, 1992),
while others compared within disease groups (Dutour
et al., 1996).

As noted in Table S1, 13 studies examined responses
to an acute stress task or test in a laboratory set-
ting. By far the most common was the Trier Social
Stress Test (Buske-Kirschbaum et al., 1997; Eddington,
2012; Eddington et al., 2012; Frederickson, Weltfreid, &
Dienes, 2015; Kiecolt-Glaser et al., 2009; Korczak et al.,
2010; Tell et al., 2015). Measures of chronic stress var-
ied substantially. Measures assessing life events included
the Family Inventory of Life Events and Change, the Life
Events Inventory, a life events questionnaire, life events
scale, and investigator-derived measures. Three studies
used the UCLA Life Stress interview, but the time frame
ranged from 3 to 12 months (Chen et al., 2003; Frederick-
son et al., 2015; Wolf, Nicholls, & Chen, 2008). Another
three studies used the Perceived Stress Scale, but also dif-
fered in time frame from 1 month to 1 year (Bomberg,
Spruijt-Metz, Nguyen-Rodriguez, Goran, & Weigensberg,
2010; Perfect, Elkins, Lyle-Lahroud, & Posey, 2010;
Weigensberg et al., 2009).

Biological Measures

Cortisol was the most frequently used biological
measure (n = 27 studies), but its measurement varied
in terms of body fluid, number of samples, and outcome
measured. Multiple studies (n = 10) measured salivary

cortisol but did not specify how. Thirteen studies exam-
ined cortisol response to a stressor, while 10 examined
the cortisol curve over 1 or more days. Other biological
traits included heart rate, blood pressure (BP), DNA,
catecholamines, cytokines, body mass index, and other
blood-based measures. Additional measures were spe-
cific to particular conditions (e.g., HbA1C and insulin
tolerance for diabetes, white blood cells for transplant
recipients).

Six articles analyzed single nucleotide polymorphisms
(SNPs) specific to study outcomes. Five studies used a
candidate gene approach (Das Chakraborty et al., 2012;
Dykens et al., 2011; Gregoski et al., 2012; Raikkonen
et al., 2015; Shashi et al., 2010) and evaluated rs4680 in
COMT; rs4570625 in TPH2; rs1360780, rs9470080, and
rs9394309 in FKBP5; rs5370 in ET1; and the DiGeorge
critical region (DGCR6) and its duplicate (DGCRL) on
chromosome 22. One study (Bloss et al., 2011) used a
genome-wide approach to identify SNPs of interest in
GABRA receptor genes.

Shashi et al. (2010) studied children with 22q11.2
deletion syndrome and nonpsychotic anxiety disorders.
rs4680 was analyzed due to prior association with neu-
rocognition. The phenotype included diagnoses of pho-
bia, obsessive-compulsive disorder, separation anxiety,
social phobia, generalized anxiety, panic disorder, and
post-traumatic stress disorder. Children with 22q11.2
deletion and any anxiety disorder were more likely to
have the Val form of the polymorphism. Individuals with
the Met allele had higher cognitive function, social skills
ratings, and higher CBCL subscale scores.

Dykens et al. (2011) studied the association of
rs4570625 with hyperphagia behaviors in PWS due to in-
volvement in the serotonin pathway. Individuals with the
minor allele (T) were more likely to exhibit hyperphagia
and were younger at onset, and had a higher IQ than
those with the dominant allele (G). Females with the T
allele also had higher scores on anxiety and depression
measures.

Raikkonen and colleagues (2015) assessed the associa-
tion of three SNPs in FKBP5 (rs1360780, rs9470080, and
rs9394309) with early life stress (ELS) and midlife depres-
sive symptoms. FKBP5 was selected due to its involve-
ment in the HPA axis. Those with ELS and more minor
alleles in all three SNPs had higher rates of depressive
symptoms and increased odds for recurrent high scores
for depressive symptoms.

In an intervention study, Gregoski et al. (2012) stud-
ied rs5370 in ET1 for its potential association with BP
response to a behavioral intervention during stressor ex-
posure. Of interest were the combined effects of geno-
type and stressor exposure on BP outcomes following
intervention. Participants with the minor T allele
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responded to one intervention in low-stress environ-
ments, but those homozygous for the G allele responded
to all interventions in low-stress environments.

A study of individuals with DiGeorge syndrome eval-
uated the association of critical region expression with
parental origin of the mutation of psychopathological
diagnosis (Das Chakraborty et al., 2012). SNPs in the
deleted region (n = 450) and SNPs in linkage disequilib-
rium with them were analyzed. DGCR6 expression was
lower in those with pathological anxiety. Those with ma-
ternally inherited deletions also had lower DGCR6L ex-
pression. Subjects with low expression had higher rates
of pathological anxiety and internalizing behaviors.

Noncandidate Gene Approach

Bloss and colleagues (2011) conducted a genome-wide
association study to identify and analyze SNPs in GABRA
receptor genes. This study of eating disorder (ED) recov-
ery focused on 5,151 highly conserved SNPs located at
splice sites, in exons, in promotor or regulatory regions,
at transcription binding factor sites, or at microRNA target
sites. rs17536211 (GABRG1) was associated with lower
trait anxiety and ED recovery. The top three haplotypes
analyzed also include this SNP, although the association
of rs17536211 by itself was stronger than any haplotype
results.

Discussion

This review evaluated studies of biological measures of
chronic stress and anxiety in AEAs with CHCs. A lack
of studies providing information on the two questions
originally guiding this review led to broadening of the
review criteria (e.g., inability to identify studies with a
particular focus on self-management strategies). Metrics
included study characteristics, theoretical models, pheno-
types, measures of chronic stress and anxiety, and bio-
logical measures. One particular focus of the review was
the study population, given our interest in AEAs. Sam-
ples had a wide age range, with AEAs often included
in a larger study population, and few focusing only on
AEAs (Arnett, 2007). Relying solely on age to define the
study sample implies that all AEAs within an age range
have similar experiences. Alternative approaches include
using developmental, knowledge, and skill-based mile-
stones associated with transition to adulthood. These may
provide a more developmentally appropriate approach to
transition, compared to age only, with identified needs
applying to all AEAs regardless of age. Inclusion crite-
ria should be specific and replicable to facilitate analysis,
generalization, and replication.

Studies focused on specific diagnoses, although co-
morbidities are often shared across diagnosis. Transition-

related stress and anxiety are also common to many
conditions, as are psychological and physical comor-
bidities. Future studies should consider a noncategorical
approach, explore anxiety and stress across conditions,
and identify disease-specific or other individual factors
that mediate outcomes.

Theoretical models used varied widely, and not all
incorporated biological factors, the predictor of interest
in this review. This led to differences in measurement,
phenotype definition, and biomarker selection. This
limits generalizability, clinical relevance, and translation
of study findings. A more strategic approach to model
identification, incorporating individual, psychosocial,
and contextual factors, would facilitate future work. One
possible model for future research is allostatic load, which
uses a life course approach to examine the relationship
of chronic stress and anxiety to later health, and incorpo-
rates biological characteristics (McEwen & Getz, 2013).

Studies varied in the definition and measurement of
chronic stress, making comparisons difficult. Careful phe-
notype identification of chronic stress and linkage with
plausible biomarkers is critical to future work. Identifying
parsimonious models incorporating all factors of interest
will help ensure coherence between studies, as well as the
ability to combine results across studies to generate larger
sample sizes and more robust findings.

There was also significant variability in biological fac-
tors studied. Most studies used cortisol, an acute-phase
hormone with significant individual variation. Studies
with a genomic component identified variants in disease-
related genes. Whether these are relevant to stress and
anxiety in a broader population of AEAs with CHCs is
unknown. To move the science forward, and identify
biological factors and genomic variants broadly associated
with chronic stress and anxiety, larger studies with non-
categorical samples or comparing disease to no-disease
groups are needed. Moving away from the candidate
gene approach would also generate a larger panel of vari-
ants potentially associated with phenotypes of interest.
Prior work has focused on serotonin and the HPA axis,
although inflammatory pathways and cytokines are also
critically important in the biological response to chronic
stress. Alternative biological measures include salivary
alpha amylase, hair cortisol, or telomere length.

Although nurses are intimately involved in guiding
AEAs through transition, there have been few prospec-
tive studies performed by nurses. Knowledge generated
from this body of research could lead to targeted use of
CHC self-management programs for individuals suscep-
tible to the deleterious effects of stress and anxiety. A
greater understanding of the stress-vulnerable phenotype
and mechanisms that lead to poor health outcomes may
provide new methods for identifying AEAs at greatest
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risk and development of targeted approaches specifically
designed to address stress and anxiety as a feature of
self-management. The findings highlight the critical
importance of nursing research in this field and the need
for nurse representation on interdisciplinary research
teams so that opportunities to advance self-management
and the potential for sustained behavioral change are
fully realized.

Conclusions

This integrative review identified and evaluated stud-
ies of biological measures of chronic stress and anxiety
in AEAs with CHCs. This area of research is in its very
early stages, with notable limitations for clinical transla-
tion. However, current literature provides a critical foun-
dation for future studies. The transition to adulthood is a
complex time period; future studies should consider alter-
native population definitions, as well as a noncategorical
approach to CHC diagnoses. This would improve gener-
alization of findings while focusing on the shared experi-
ence of transition.

Current approaches to CHC self-management are ap-
plied broadly, with little consideration of individual char-
acteristics and preferences. Identifying factors associated
with potentially maladaptive responses to the acute stress
of transition to adulthood will facilitate individualized ap-
proaches to CHC self-management, leading to improved
physical and mental health throughout the lifespan.
Alternatively, self-management interventions could
be tailored to families and individuals, with similar
families receiving similar interventions. Further re-
search is needed regarding the effect of tailoring these
interventions.

This body of research also focused on highly variable
biological data, such as salivary cortisol. Future work
identifying genetic factors will help guide individualized
application of interventions. Studies across different sites
or using existing datasets will play a critical role in gen-
eralizability. A deeper understanding of how to address
high stress and anxiety during transition may help de-
sign interventions to strengthen protective behaviors and
capitalize on resiliency. By clarifying the study popula-
tion, diagnoses examined, and biological factors of inter-
est, targeted approaches to improve self-management can
be developed.

Limitations

Although standardized review process steps were fol-
lowed, additional articles may have been missed. An
additional search focusing on co-authors listed on these

articles may be informative in identifying additional pub-
lications in this area.

Clinical Resources
� The Blueprint for Genomic Nursing Science:

https://www.genome.gov/27527634/competency-
and-curricular-resources/.

� Genetics & Genomics Competency Center: http://
g-2-c-2.org/competency

� International Society for Nurses in Genetics:
http://isong.org

� Jackson Laboratories: https://www.jax.org/
education-and-learning/clinical-and-continuing-
education

� The National Human Genome Research Institute
(NHGRI): https://www.genome.gov/27527632/:
https://www.genome.gov/education/.
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Abstract

Purpose: To identify challenges and solutions to the efficient conduct of a
multisite, practice-based randomized controlled trial to improve nurses’ adher-
ence to personal protective equipment use in ambulatory oncology settings.
Design: The Drug Exposure Feedback and Education for Nurses’ Safety
(DEFENS) study is a clustered, randomized, controlled trial. Participating sites
are randomized to Web-based feedback on hazardous drug exposures in the
sites plus tailored messages to address barriers versus a control intervention of
a Web-based continuing education video.
Approach: The study principal investigator, the study coordinator, and two
site leaders identified challenges to study implementation and potential solu-
tions, plus potential methods to prevent logistical challenges in future studies.
Findings: Noteworthy challenges included variation in human subjects’ pro-
tection policies, grants and contracts budgeting, infrastructure for nursing-led
research, and information technology variation. Successful strategies included
scheduled Web conferences, site-based study champions, site visits by the
principal investigator, and centrally based document preparation. Strategies
to improve efficiency in future studies include early and continued engage-
ment with contract personnel in sites, and proposed changes to the common
rule concerning human subjects. The DEFENS study successfully recruited
393 nurses across 12 sites. To date, 369 have completed surveys and 174 nurses
have viewed educational materials.
Conclusions: Multisite studies of nursing personnel are rare and challeng-
ing to the existing infrastructure. These barriers can be overcome with strong
engagement and planning.
Clinical Relevance: Leadership engagement, onsite staff support, and con-
tinuous communication can facilitate successful recruitment to a workplace-
based randomized, controlled behavioral trial.

Multisite research is an important strategy to strengthen
the external validity of nursing science (O’Mara, Bauer-
Wu, Berry, & Lillington, 2007). In contrast to single-site
studies, research projects conducted with multiple sites
offer potentially larger, more diverse participant samples
and reduce the likelihood of idiosyncratic research find-
ings. Conversely, multisite studies are more complicated

to conduct and administer. New complexities also arise
when research participants are staff, as opposed to pa-
tients or clients.

Workplace intervention studies are increasing, due
in part to growing awareness that improved worker
health and safety have downstream societal benefits
(Anger et al., 2015). Specifically, the National Institute for

194 Journal of Nursing Scholarship, 2017; 49:2, 194–201.
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Occupational Safety and Health (NIOSH) has launched
the Total Worker Health initiative to respond to this
challenge (NIOSH, 2016; Weisfeld, Lustig, & Board of
Health Sciences Policy, 2014). Healthy workers are asso-
ciated with lower turnover, improved economic produc-
tivity, and enhanced personal well-being. Due to labor
shortages, high acuity, long shifts, and physical demands,
NIOSH has identified healthcare workers as a vulnera-
ble labor sector for intervention (NIOSH, 2013). For the
past 10 years, our interdisciplinary team has documented
the specific concerns of oncology nurses employed in
ambulatory oncology settings. These nurses face an un-
usual occupational threat of hazardous drug exposure
given the high patient volume, the explicit emphasis on
chemotherapy treatment, and associated continuous risks
of exposure.

Our team documented that 18% of surveyed ambu-
latory oncology nurses experienced an unplanned haz-
ardous drug spill in the preceding 6 months (Friese
et al., 2014). Hazardous drug exposure is correlated with
substantial short- and long-term health effects, such as
nausea, vomiting, airway irritation, reproductive prob-
lems, and rare cancers (NIOSH, 2004). Despite 30 years
of data to support the need for increased vigilance
when handling hazardous drugs, surprisingly few nurses
wear personal protective equipment as recommended
(Connor & McDiarmid, 2006; Polovich & Clark, 2012).
Except for the current project, only one published study
examined an educational intervention for nurses, con-
ducted in one Malaysian hospital (Keat, Sooaid, Yun, &
Sriraman, 2013). Thus, we lack sufficient evidence on
how to improve nurses’ use of personal protective equip-
ment when handling hazardous drugs.

The Drug Exposure Feedback and Education for
Nurses’ Safety (DEFENS) study is a 4-year, multisite
cluster randomized controlled trial (Friese, Mendelsohn-
Victor, et al., 2015). The study compares one-time static
educational information about hazardous drug exposure
prevention to quarterly feedback on study results, cou-
pled with tailored messages designed to reduce barriers
to protective equipment use. In planning for the project,
we reviewed the sparse literature that describes multisite
research project management with registered nurse em-
ployees as participants. In the current article, we review
successful study implementation strategies and identify
important considerations for future research projects that
plan to incorporate nurses as participants.

Approach

The DEFENS study is a cluster randomized con-
trolled trial. Nurses who work 16 hr a week or more
in ambulatory infusion within 12 large cancer centers

in the United States were invited to participate. Full
details may be found in the published protocol pa-
per (Friese, Mendelsohn-Victor, et al., 2015) or in the
ClinicalTrials.gov registry (National Institutes of Health
[NIH], 2016a). Guided by extant models of health behav-
ior and risk reduction, we hypothesized that one-time ed-
ucational content is insufficient to improve nurses’ use
of personal protective equipment when handling haz-
ardous drugs (McCullagh, Ronis, & Lusk, 2010). Rather,
we compared static educational content (control inter-
vention) to quarterly feedback about data gleaned from
our study, coupled with video messages tailored to par-
ticipants’ reported barriers to protective equipment use
(experimental intervention). To avoid within-clinic con-
tamination, randomization occurred at the site level,
stratified for clinic size and baseline use of personal
protective equipment. The primary endpoint is nurse-
reported use of personal protective equipment following
1 year of education or feedback plus tailored messages,
using a validated self-report instrument (Polovich &
Martin, 2011). To assess intervention fidelity, our team
monitored participants’ frequency of accessing Web-
based materials and the duration of time they viewed
website content.

Nurses also provided prospective reports of hazardous
drug spills for quarterly analyses (delivered to the sites as-
signed to experimental intervention). Secondary analyses
included measuring hazardous drug exposures in nurses’
plasma, as well as correlative analyses of immune and re-
productive function. Informed consent, study question-
naires, educational content, and feedback content were
housed on an encrypted, user-authenticated website.

For the present inquiry, study team members identi-
fied key challenges to study operations and strategies to
assure study success. Team members also identified per-
sistent and emerging issues for future investigators and
participating site personnel to consider when embarking
on a multisite research study involving nursing person-
nel. To evaluate our study procedures, we constructed a
flow diagram for participant and recruitment, as recom-
mended by the Consolidated Standards of Reporting Tri-
als (CONSORT; Campbell, Piaggio, Elbourne, Altman, &
CONSORT Group, 2012).

Findings

Leadership Engagement

Congruent with the implementation science literature
(Yevchak et al., 2014), as well as organizational change
theory (Tropman & Wooten, 2010), our team identified
that endorsement and ongoing support by the senior
nursing executive was crucial for success. Senior nursing
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leadership engagement facilitated timely protocol acti-
vation and encouraged clinical nurses to participate. En-
gagement began before the proposal was submitted and
continued at periodic intervals throughout the project.

Before the original grant proposal was submitted, the
principal investigator (PI) contacted senior nurse execu-
tives from National Cancer Institute–designated compre-
hensive cancer centers. He presented an overview of the
proposed project at their annual meeting. He led 1-hr in-
formational webinars that reviewed the study team’s pre-
liminary data and outlined the proposed research project.
He prepared 5-page executive summaries for these lead-
ers to share with their institution’s senior leadership.
On several occasions, feedback from these executives led
to important study protocol changes. For example, one
leader recommended reviewing the policies of all partici-
pating institutions for differences in hazardous drug han-
dling policy. Another identified strategies for nurses in
satellite locations to participate.

After a favorable peer-review process by NIOSH’s study
section, the PI re-engaged with interested leaders to plan
for study activation. Re-engagement enabled leaders
to identify key contacts, budgetary considerations, and
information technology needs for participation. After
re-engagement, several supportive leaders declined
participation, principally due to major organizational
changes in cancer care services or electronic health record
implementation. The PI was able to replace these sites
by contacting chief nursing officers from other cancer
centers.

To demonstrate leadership support of the project to po-
tential participants, we drafted study letter endorsements
that would be sent to eligible staff nurses on behalf of the
nurse leaders. The study team and the nursing leaders
agreed that study participants would remain anonymous
to the nurse leaders in the institution to promote trust in
the study and ensure confidentiality of responses as well
as of personal health information from employers.

Human Subjects Protections

Institutional review boards (IRBs) have extensive ex-
perience in protecting human subjects who are patients
in a healthcare facility. They have less experience when
employees are participants and the interventions are
not of a clinical nature. Timely, thorough, and effi-
cient human subjects review was a critical priority for
the study team. In partnership with leaders of our in-
stitution’s IRB, we carefully reviewed the criteria for
“not-engaged” status for participating sites. An institu-
tion can be considered “not engaged” if the involve-
ment of their employees or their agents is limited, among
other things, to the following criteria: (a) the services

performed do not merit professional recognition or pub-
lication privileges, (b) the services performed are typ-
ically performed by those institutions for nonresearch
purposes, and (c) the institution’s employees or agents
do not administer any study intervention being tested
or evaluated under the protocol (U.S. Department of
Health and Human Services Office of Human Research
Protections, 2016).

The advantage of not-engaged status meant that our
protocol would be reviewed, critiqued, and approved
centrally, that informed consent documents would be
standardized, and that administrative workloads would
be reduced for participating sites. Another option to re-
tain centralized control was to have site IRB cede con-
trol to the university by completing an IRB Authorization
Agreement (IAA) form (National Academies of Science,
Engineering, and Medicine, 2016).

Our initial approach was to review our IRB’s determi-
nation of not-engaged status with each site, provide req-
uisite documentation, and ask them to confer with their
IRB. We offered to speak with IRB staff and highlight that
participants were employees, not patients, the interven-
tion was behavioral in nature, and a data safety moni-
toring board was in place at the primary institution in
the event of an adverse event. In six cases, the partici-
pating sites’ IRBs agreed with our interpretation. In three
cases, participant sites’ IRBs ceded authority to our insti-
tution’s IRB. In three cases, the participating institution
required full review by their IRB. In the three latter cases,
the study team provided as much assistance in preparing
documents for review as possible. The time between ini-
tial IRB approval and final IRB approval at the last re-
search site was 11 months.

The shift to not-engaged status required the team to
modify several study procedures from our original plan.
The coordinators at each site were no longer responsi-
ble for direct participant recruitment. Their role shifted
to study facilitation, as they provided information, re-
sources, and assisted participants with website naviga-
tion. Informed consent took place on the study website.
Questions regarding consent and the study protocol were
directed to the study personnel at the primary site. The
downside of this approach is study coordinators did not
know which nurses were enrolled in the study and could
not provide personal reminders to complete study activi-
ties. A full-time project manager at the primary site was
essential to manage participant inquiries.

Benefits of On-Site Study Coordinators

We asked each site to name at least one registered
nurse to serve as a study coordinator. In most cases, the
grant provided financial resources to the institution to
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partially subsidize the hours coordinators spent. These
individuals provided information about the study to
participants and clinic leaders, coordinated logistics of
site visits, identified where and how blood would be
drawn at each site, and directed participants to complete
surveys and have blood drawn, when applicable.

To support these study coordinators, the project man-
ager prepared a binder with all study materials, including
the full protocol, a clean copy of the consent form, and
a document of frequently asked questions. These mate-
rials were updated as necessary, based on feedback from
the study coordinators. The primary site also held four
recorded webinars to review study procedures, answer
questions, and address concerns. The primary site has
held webinars approximately quarterly to keep study co-
ordinators informed on study progress, address any ongo-
ing challenges, and maintain enthusiasm for the project.
We took steps to reduce the potential for cross-site con-
tamination. After sites were randomized to intervention
or control arms, separate telephone calls were held with
study coordinators based on their randomization status.
We also stressed to participants and study coordinators
that all participants will learn the results of the study be-
fore the project concludes.

Finally, the PI or project manager conducted visits to
all 12 sites at the time of study activation; another site
visit occurs close to the primary endpoint collection time
point. This visit enabled the PI and project manager to ed-
ucate staff and engage nurses at each site in the study. It
was also an opportunity to connect with study coordina-
tors, thank them for their support, and outline logistics of
study accrual and intervention procedures. Study coor-
dinators were instrumental in arranging these visits and
encouraging staff to attend information sessions with the
study personnel.

Study coordinators assisted the project by trou-
bleshooting reasons for low participation rates in ed-
ucational video viewing. Study coordinators identified
technology challenges and time constraints as barriers to
timely completion. Coordinators also challenged our as-
sumption that staff members would complete study ac-
tivities after hours at home. They suggested communal
“viewing parties” during scheduled work breaks with re-
freshments to facilitate completion. We also modified de-
livery of the materials to facilitate easy viewing based on
their feedback. These suggestions were associated with
improving our participation rate from 17.4% to 60.8%
at the time of this publication.

Internet Access and Browser Compatibility

Advantages of Web-based study platforms include the
capacity to standardize delivery, monitor access, and

adjust content as needed. Our team experienced sub-
stantial challenges with the variation in informational
technology and security restrictions across 12 partici-
pating sites. Despite substantial user testing before the
project website launched, several institutions continued
to use outdated and unsupported Web browsers during
the study period. This required unplanned modifications
to the website design and scaled-down versions of mate-
rials for participants in affected sites. In addition to web-
site browser incompatibility, several sites restricted the
kinds of files staff members could access on clinic com-
puters. Although we provided each site’s informational
technology departments with Web addresses in advance,
several sites blocked viewing of video materials, regard-
less of source. For participants unable to access the videos,
our team created 1-page handouts that summarized the
video content. To reduce the burden of using the Web-
site, we used QualtricsTM (Provo, UT, USA) software to
deliver videos and handouts directly to participants’ email
accounts.

Site Budgeting Challenges

Financial management of federally supported multisite
projects intersect federal policy and primary site institu-
tional policy, in addition to the policies of participating
sites. These policies are not always congruent. Moreover,
grants and contract personnel occasionally do not under-
stand the scope of work planned for the sites. In addition,
policy changes that occur during the awards process re-
quire planning, attention, and flexibility by the primary
research team.

In the case of the DEFENS study, the Department of
Health and Human Services modified their policy in 2014,
between the time of our original proposal and budget
submission (Office of Management and Budget, 2014).
The PI requested budgets from each site in the pre-award
phase, with the expectation of no indirect costs included.
However, after the policy change, participating institu-
tions now expected full indirect costs in addition to their
originally submitted budget. Yet the funds provided by
the Centers for Disease Control and Prevention did not
provide funds to support the work, plus full indirect costs
at the participating sites.

The PI, in partnership with senior nurse executives at
each site, engaged in discussions with respective grants
and contracts departments to request waivers for full
indirect costs for the project. These waiver requests
highlighted the unique study focus on employees, not
patients, the not-engaged human subjects determination
for most sites, and the institutional benefits to partici-
pation. Whenever possible, the PI pledged nonfinancial
resources to support sites with study activities, including
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Figure 1. Participant flow diagram.

primary site preparation of any requisite documents and
on-site assistance with participant enrollment. In addi-
tion, the project manager assumed primary responsibility
for several functions we anticipated study coordinators
to assume. Fortunately, we prevailed in all 12 site
negotiations. In the future, however, closer consultation
with grants and contracts offices in the pre-award phase
should help clarify roles and expectations.

Enrollment and Participation Rates

Figure 1 shows the CONSORT diagram of study partic-
ipants. The number of participants is slightly uneven in
arms because sites, not participants, were randomized. Of
440 registered nurses identified by sites that met eligibil-
ity criteria, 393 completed the informed consent process
and 369 (93.9%) of those completed baseline surveys.
To date, 174 (47.2%) of the participants who completed
baseline surveys have also viewed the control education
video. To date, 32 participants have withdrawn from the
study because of a change in employment or employment
duties.

Discussion

Increasingly, nursing scientists turn to multisite re-
search designs to recruit larger samples of participants
efficiently, as well as to boost statistical power to de-
tect meaningful effect sizes, strengthen external validity,
and promote implementation of efficacious interventions
(Donovan, Nolte, Edwards, & Wenzel, 2014). Emerging
interest in promoting a culture of health has shifted the
lens of health promotion and risk reduction research to
population-level interventions embedded in workplaces
(Lavizzo-Mourey, 2015). These converging interests pose
challenges and opportunities for nursing scientists. In our
team’s 2-year experience conducting a multisite random-
ized controlled trial with registered nurse participants, we
identified five important considerations for PIs and study
team members who plan to conduct similar studies.

Our project benefited from strong support from senior
nursing leaders during study planning and execution.
This approach was used successfully in a prior project
that involved chief nursing officer participation in the
research project, but required the trust and candor of
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registered nurse participants (Friese, Siefert, Thomas-
Frost, Walker, & Ponte, 2015). While leaders should
pledge and demonstrate support for research projects,
they must also take care to avoid direct involvement in
the project when employees are participants. In our case,
the leaders understood that direct knowledge of which
employees were participating could threaten the candor
of responses.

We were fortunate to have thoughtful input from
the IRB to pursue strategies for rigorous and efficient
human subjects review. Not all projects will qualify for
not-engaged designation. Recent policy changes regard-
ing single IRB review of studies funded by the NIH may
benefit researchers conducting multisite research (NIH,
2016b). Careful delineation of responsibilities, including
clear roles and responsibilities of study site key contacts
and primary site study team members, will be essential
for smooth implementation as regulations and IRB poli-
cies change (O’Rourke et al., 2015).

While our change to our human subjects protections
plan offered efficiency, we also had to adjust the planned
roles of on-site study coordinators. They became less
involved in participant recruitment and instead served
as study facilitators. Yet we found their feedback about
their organization and the experiences of their colleagues
as study participants crucial for study success. They
provided essential recommendations to amend study
procedures and try alternate approaches, particularly
when considering viewing educational materials. Imple-
mentation scientists have cited absence of local support
as a key contributor to failed implementation (Scott et al.,
2009). Our experience would support this observation.
Another argument for on-site study staff is to meet the
New Knowledge component for the American Nurses
Credentialing Center Magnet Recognition Program
(American Nurses Credentialing Center, 2013). One por-
tion of the evaluation criteria assesses whether clinical
nurses participate in nursing research within the organi-
zation. Our project-assisted study sites pursuing Magnet
recognition show evidence of ongoing nursing research.

To date, few investigators have documented Internet
access and browser compatibility issues across research
sites. The study team’s experiences with these challenges
are novel, and pose important implications for future
researchers. Internet-based educational interventions are
ubiquitous given the high rates of access and increased
use of smartphones. Despite technological advances,
healthcare facilities lag behind other employment sectors
due to privacy and cost concerns (HIMSS Analytics,
2015). Information technology resources and policies
vary substantially across healthcare settings, which
makes intervention website design more complicated.
Despite an upfront capabilities survey, careful planning,

and pilot testing, several of our sites had difficulties with
the website as initially designed. We encourage inves-
tigators to plan for additional programming costs after
initial design for such a contingency. Our measurement
of intervention fidelity is limited to data capture from the
website; additional procedures to include direct observa-
tion of participants would strengthen the validity of our
findings.

Several aspects of the current inquiry merit comment.
First, the DEFENS study sites are primarily elite can-
cer cancers with robust research capacity. PIs conducting
research in sites with less research capacity and ex-
perience may encounter different challenges. Multisite
projects consume substantial fiscal and human resource
costs. Close collaboration with grants management pro-
fessionals, coupled with frequent engagement with re-
search sites, will minimize the impact of subsequent
surprises. In our experience, senior leadership engage-
ment coupled with pledging nonfinancial resources were
key to overcoming obstacles. Yet we realize there are
underappreciated costs to sites for research participa-
tion. Assuring that the project aligns with the organiza-
tional mission is an important consideration in recruiting
sites.

While our investigation focused on a project that in-
cluded employee participants, many of the findings are
generalizable to sites where patients are participants. It
is unclear how current revisions to NIH policy will im-
pact future human subjects’ protection plans in projects
not funded by the NIH. Yet our findings, which include
perspectives of the primary research team and leaders at
participating sites, have notable relevance to the nursing
scientists as they plan and conduct complex multisite in-
tervention studies.

Conclusions

As the third year of the study began, the DEFENS
study team has successfully recruited 393 participants
from 12 cancer centers across the country to understand
factors that predict nurses’ use of personal protective
equipment when handling hazardous drugs. Our team
identified senior leadership engagement, on-site study
coordinator participation, and partnership with IRB staff
as key factors in the project’s success. PIs planning future
Web-based, multisite intervention studies should pay
careful attention to each site’s Internet capabilities and
policies, anticipate information technology challenges,
and work closely with their team to overcome financial
challenges. Anticipation and proactive actions to address
these issues will improve the likelihood of successful
study activation and participation.
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Abstract

Background: Parents of hospitalized children, especially parents of children
with complex and chronic health conditions, report not being adequately pre-
pared for self-management of their child’s care at home after discharge.
Problem: No theory-based discharge intervention exists to guide pediatric
nurses’ preparation of parents for discharge.
Purpose: To develop a theory-based conversation guide to optimize nurses’
preparation of parents for discharge and self-management of their child at
home following hospitalization.
Methods: Two frameworks and one method influenced the development
of the intervention: the Individual and Family Self-Management Theory,
Tanner’s Model of Clinical Judgment, and the Teach-Back method. A team of
nurse scientists, nursing leaders, nurse administrators, and clinical nurses de-
veloped and field tested the electronic version of a nine-domain conversation
guide for use in acute care pediatric hospitals.
Conclusions: The theory-based intervention operationalized self-
management concepts, added components of nursing clinical judgment, and
integrated the Teach-Back method.
Clinical Relevance: Development of a theory-based intervention, the trans-
lation of theoretical knowledge to clinical innovation, is an important step to-
ward testing the effectiveness of the theory in guiding clinical practice. Clinical
nurses will establish the practice relevance through future use and refinement
of the intervention.
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The transition to home-based recovery and continuing
management of health needs can be challenging when
hospitalized children and their families are not ade-
quately prepared for discharge (Weiss et al., 2008). Many
parents report feeling overwhelmed and underprepared
for their role in managing their child’s care at home
within the context of family and work demands (Berry
et al., 2011; Lerret & Weiss, 2011; Lerret et al., 2014).
Parental concerns about the health of the child at dis-
charge, as well as worry about and difficulty coping with
postdischarge health problems, can lead to unplanned
utilization of healthcare resources such as unscheduled
office visits, emergency department (ED) visits, and read-
mission to the hospital (Bernstein et al., 2002; Berry,
Agrawal, Cohen, & Kuo, 2013; Weiss et al., 2008; Weiss,
Ryan, & Lokken, 2006).

Discharge preparation is multifaceted, encompassing
inter-related processes of discharge planning, coordina-
tion of postdischarge services, and discharge teaching
(Weiss et al., 2015). Discharge teaching includes both
structured and informal education that ideally begins on
admission and culminates with a confirmation on the day
of discharge that the child and family are knowledgeable
and ready to carry out each component of the plan for
care at home after discharge (Berry et al., 2014; Korn-
burger, Gibson, Sadowski, Maletta, & Klingbeil, 2013).
While understanding of the disease process and treatment
plans are important, discharge teaching often does not
adequately address the broad range of planning, coping
skills, and supports needed for the many competing de-
mands on family resources that factor into child and par-
ent self-management at home (Lerret et al., 2014).

While comprehensive discharge preparation is im-
portant for all families (Berry et al., 2014), it is par-
ticularly critical for children with complex or chronic
medical conditions (Lerret & Weiss, 2011; Lerret et al.,
2014). These children often have frequent hospitaliza-
tions and can account for a substantial number of read-
missions and healthcare costs (Berry et al., 2011). The
child’s health outcomes in the postdischarge period can
be compromised when preparation for discharge is not
comprehensively planned (Desai, Popalisky, Simon, &
Mangione-Smith, 2015). For example, parents of chil-
dren who had a solid organ transplant reported needing
emotional support and guidance in parenting the child in
addition to education about the condition and medication
administration skills (Lerret et al., 2014). These findings
point to the need for better understanding of the optimal
communication content, process, and timing in discharge
interventions (Samuels-Kalow, Stack, & Porter, 2012).

Comprehensive discharge interventions for adult pa-
tients have emerged to support effective hospital dis-
charge and transition to home (Hansen et al., 2013), but

are less developed in pediatric hospitals. In a recent re-
view of 14 pediatric intervention studies (asthma, can-
cer, and neonatal care), 6 were effective at reducing at
least one outcome (ED or hospital readmission). Four of
the six had a robust inpatient education component, four
had a follow-up community component, and all used
some type of individualized planning with patients and
families. However, none reported a conceptual frame-
work or detail outlining what components of the inter-
vention were successful (Auger, Kenyon, Feudtner, &
Davis, 2014). The researchers recommended measuring
the extent to which patients and parents feel prepared
for self-management upon discharge as a useful outcome
to evaluate quality of discharge care. A recently published
Framework for Pediatric Hospital Discharge Care provides
guidelines for family-centered discharge processes and
concurs that discharge readiness is the culmination of the
discharge care process (Berry et al., 2014).

Nursing scientists have strongly advocated for theory-
based interventions as a mechanism to increase quality
and reproducibility of findings (Conn & Groves, 2011;
Kazer, Bailey, & Whittermore, 2010; Sidani & Braden,
2011). However, currently there are no theory-based
nursing discharge interventions in the nursing literature.
Using a theory as the foundation for development of an
intervention guides selection of operational components
of the intervention. Linking theoretical constructs, mea-
surement of outcomes, and interpretation of the results in
light of existing knowledge embedded in the theory pro-
vides an understanding of how the intervention works to
achieve the desired goals (Conn & Groves, 2011).

This article addresses the gap in theory-based pediatric
discharge preparation literature by detailing the develop-
ment of a clinical nurse-delivered intervention built by a
team of nurse scientists, clinical leaders, administrators,
and clinical nurses practicing in an acute care pediatric
hospital. This Family Self-Management Discharge Prepa-
ration Intervention (FSM-DPI), a conversation guide de-
signed to optimize discharge preparation for parents of
hospitalized children, was influenced by the Individual
and Family Self-Management Theory (IFSMT; Ryan &
Sawin, 2009), Tanner’s Model of Clinical Judgment in
Nursing (Tanner, 2006), and the Teach-Back method
aimed at improving patient comprehension of health
teaching (Schillinger et al., 2003).

The IFSMT was used to identify and organize the self-
management content (the what) of the intervention,
which focused on enhancing parental self-management
at home. The Model of Clinical Judgment in Nursing was
used to structure each of the intervention content areas in
a way that facilitated aspects of nursing clinical judgment
(the why), and the Teach-Back method was used to sug-
gest how the nurse might address each self-management
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Figure 1. Individual and Family Self-Management Theory

domain (the how). A short description of each will be
presented followed by the specific process of developing
the pediatric discharge intervention.

Theoretical and Methodological
Influences on Intervention Development

Individual and Family Self-Management Theory

The IFSMT (Figure 1) is a midrange theory that de-
scribes the relationship of concepts in the context and
process domains with the proximal (self-management be-
haviors) and ultimately distal outcomes (health status,
quality of life, and cost of health; Ryan & Sawin, 2009).
Self-management places the accountability for managing
a condition with the individual and/or family and thus
changes the focus of care. Concepts in the context domain
describe the unique risk and protective factors that will
impact the family’s ability to carry out self-management.
These concepts are divided into three categories: (a) the
complexity of the child’s condition, (b) the child’s phys-
ical and social environment, and (c) individual child and
family factors.

The concepts in the process domain of the IFSMT cap-
ture the child’s and parent’s learning and the process
of developing competency in self-management skills and
abilities. These concepts delineate the three categories
in the self-management process: (a) knowledge and be-
liefs, (b) self-regulation, and (c) social facilitation. Learn-
ing about the condition prepares the family members to
resolve competing goals and develop confidence in their

ability to manage a condition. Self-regulation is an iter-
ative problem-solving process and includes a number of
skills and abilities such as goal setting, self-monitoring,
decision making, planning, and self-evaluation. Both the
child and the parent develop skills to deal with the emerg-
ing issues. For example, the child or the parent may need
to learn the difference between a minor symptom that
can be evaluated with a “watch and see” approach and a
symptom that needs immediate action. Developing plans
and continuous evaluation of the effectiveness of those
plans is critical to the process. Emotional adjustments are
often a challenging aspect of self-regulation that change
throughout development as well as disease progression.
Social facilitation provided by healthcare providers, fam-
ily members, and peers aide the parent in gaining these
abilities and skills.

Model of Clinical Judgment in Nursing: The
Reflective Practitioner

Tanner’s Model of Clinical Judgment in Nursing, or
“thinking like a nurse,” is a type of engaged moral rea-
soning. This model, generated from an extensive review
of over 200 studies on clinical judgment in nursing, ex-
pands the understanding of the complexity of nurses’
clinical judgments when caring for a child/family and
the perception of what constitutes exquisite care (Tanner,
2006). The model reflects the impact of the nurse’s skill,
knowledge, pattern recognition, and expectations on the
clinical interaction. Knowing the child’s objective data
and the child or family concerns is foundational but not
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Table 1. The Impact of the Research-Based Model of Clinical Judgment on the Development of the Intervention

Tanner findings in synthesis of the

literature Aspects of the process of clinical judgment Translation to the intervention

Clinical judgments are often influenced as

much by what nurses bring to the

situation (expectations, knowledge, and

pattern recognition) than the objective

data encountered. Knowledge of the

patient is necessary but not enough for

sound clinical judgment. Engaging with

the parents and their concerns is

necessary, as is an engagement with

the child and his or her concerns.

Noticing

A perceptual grasp of the situation at hand

Noticing emerges from

(a) nurses’ expectations of the situation,

which in turn are built on nurses’ knowledge

of patient’s patterns;

(b) nurses’ experience with and clinical

knowledge of like patients, and nurses’

scientific knowledge. This stage is where

nurses get their initial grasp of the situation.

The prompt statements in the intervention

facilitate the nurses “noticing” areas that

need to be addressed for successful

discharge preparation.

Clinical judgments are complex and are

based in the context of the

patient/family and the culture of the

nursing care unit. They reflect analytic,

intuitive and narrative reasoning

patterns.

Interpreting/responding

Nurses’ noticing and initial interpretation or

grasp of the clinical situation triggers a

reasoning pattern and decision on a course

of action.

The intervention structure delineates the

nurses’ interpretation of family preparation,

specifically the nurses’ assessment of

whether the parent has the correct

information/plan, incorrect

information/incomplete plan, or no

understanding or plan for the discharge

component.

Nurse engagement in reflection improves

learning, expands clinical knowledge,

and enhances judgment in complex

situations.

Reflection

Reflection in action is the nurses’ ability to

“read” how the patient/family is responding

to the nursing intervention and

adjust the interventions based on that

assessment.

The intervention conversation guide is built

on the assumption that the nurses’ ability

to read how the parent is responding to the

intervention and adjust activities

accordingly is the key to effective discharge

preparation.

Note.Adapted fromTanner, C. A. (2006). Thinking like a nurse: A research-basedmodel of clinical judgment in nursing. Journal of Nursing Education, 45(6),

204–211.

sufficient for reflective clinical judgment. Clinical judg-
ment requires not only integration of the parent’s
or family’s complexity, but the nurse’s consideration
of the complexity of the context of care, including
knowledge of the clinical environment and the com-
peting demands of nurse and parent. Tanner describes
the process that experienced nurses use as (a) notic-
ing: developing a perception of the situation; (b) in-
terpreting: developing an understanding of the situ-
ation; (c) responding: implementing the best course
of action for the situation; and (d) reflecting: eval-
uating the health status and the child or family to
determine whether or not the action needs to be revised
(Table 1).

Teach-Back Method

The Teach-Back method emerged from the health liter-
acy literature (Schillinger et al., 2003), which addressed
an individual’s ability to obtain and understand health in-
formation (Kemp, Floyd, McCord-Duncan, & Lang, 2008;
National Quality Forum, 2009; Peter et al., 2015). The
Teach-Back method was established with the goals of

improving the patients’ understanding of their condition,
verifying knowledge acquisition, and improving health
outcomes (National Quality Forum, 2009). In the Teach-
Back method, patients are asked to say back in their own
words or “show” through demonstration, the knowl-
edge and skills they have learned from their healthcare
provider. It is a way to confirm patients’ understand-
ing and ability to apply health information and newly
learned skills to manage their health needs. Key tenets
of the method include using open-ended questions;
grouping information provided into small segments;
and checking, clarifying, and rechecking accuracy and
completeness of learning. The method has been taught
to numerous nurses, therapists, pharmacists, and other
interdisciplinary healthcare providers across settings and
has been implemented in the healthcare setting for which
the discharge preparation intervention was created (Ko-
rnburger et al., 2013). While often used in practice, there
is limited research on the Teach-Back method. A few re-
searchers have found it to be effective in a range of pa-
tient teaching situations (Kemp et al., 2008; Peter et al.,
2015; Slater, Dalawari, & Huang, 2013; White, Garbez,
Carroll, Brinker, & Howie-Esquivel, 2013). Researchers
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have suggested that using the Teach-Back method helps
patients transition from having their conditions man-
aged by healthcare providers to becoming better able to
self-manage their condition (Haney & Shepherd, 2013;
Howie-Esquivel, White, Carroll, & Brinker, 2011). Shift-
ing the focus of discharge preparation from a nurse-
to-parent information transfer session to a more inter-
active process was central to including this method in
the intervention. Building and supporting family self-
management capacity could improve parent and child
outcomes following discharge.

Process of Intervention Development

Initial Development of the Intervention

Collaborators from a clinical academic partnership,
the Consortium for Pediatric Nursing Research in
Milwaukee, Wisconsin, which included the Children’s
Hospital of Wisconsin and the Colleges of Nursing at
the University of Wisconsin-Milwaukee (UWM) and
Marquette University, entered into a dialog to identify
a research project of joint interest. Discharge teaching
emerged as the priority due to the realities of the clinical
environment and current practice, the strategic initiatives
of the clinical organization, the expertise of investigators
at Marquette University on discharge readiness, and the
expertise of investigators at UWM in self-management.
The goal of the collaboration was to improve the pe-
diatric discharge process with a nursing intervention.
The intervention was aimed at improving the quality of
discharge teaching, readiness for discharge, and coping
in the postdischarge period by assuring that parents have
the necessary self-management knowledge, skills, and
abilities to transition to home self-management after a
child’s hospitalization.

The identification of the problem and the outcomes
was consistent with the IFSMT, which delineates, in the
process domain, the skills and abilities needed to per-
form self-management behaviors. The self-management
behaviors are proposed to impact child health, individ-
ual and family quality of life, and costs of health. Each
of the self-management skills and abilities is amenable to
change.

Having identified the problem and the expected out-
comes, the investigators developed the goals, components
of the intervention, model of delivery, and dose (Sidani
& Braden, 2011). The investigators recognized that as-
sessments and interventions are carried out throughout
the hospitalization, culminating in the child/parent be-
ing ready to self-manage the child’s care following hospi-
tal discharge. The intervention was designed to be used
as a single conversation guide, as a “day of discharge”

verification of adequacy of family preparation for self-
management after discharge, with additional areas of in-
adequate preparation identified by the nurse. The patient
population for this intervention was identified as parents
who were taking a child home after a hospitalization of at
least 2 days. It was anticipated that the level of discharge
preparation included in this intervention would not be
necessary for those who were hospitalized for a shorter
time period. The unique needs of parents of newborns,
children in critical care units, or children discharged to
home hospice were not addressed in the intervention.
The intervention was therefore appropriate for all other
parents of hospitalized children from 0 to 18 years of age
who could speak sufficient English to participate in an in-
teractive intervention without an interpreter.

Acknowledging the clinical judgment of the skilled pe-
diatric clinical nurse, the wide variety of medical con-
ditions, the unique needs of families, and the varying
discharge needs, the team determined that a structured,
but non-condition-specific “conversation guide” would
be the most useful and effective intervention to enhance
discharge preparation. The investigators’ philosophical
approach was one that aimed to enhance the already
strong judgment of the clinical nurse (Tanner, 2006)
by developing a conversation that operationalized the
evidence-based components of self-management (Ryan &
Sawin, 2009).

The comprehensive approach to development of the
FSM-DPI involved incorporating the theory-based ap-
proaches and review of the literature on discharge
preparations, readiness for discharge, and discharge
interventions. The IFSMT formed the basis for the
content of the intervention. The key process compo-
nents of knowledge and beliefs, self-regulation, and so-
cial facilitation were incorporated as appropriate into
nine content domains of the FSM-DPI: home care,
child’s care, practice, medications, watching child, re-
covery, child development, family adjustments, and par-
ent support. The intervention was designed to guide
the nurse through evaluation of a series of self-
management issues that parents may face at home;
facilitate assessment of the family’s strengths; vali-
date knowledge, skills, and abilities for managing the
child’s care; and assist parents in anticipating and solv-
ing emerging self-management issues after discharge
(Table 2). While the content was developed directly from
the IFSMT, the clinical nurses “relabeled” the content
domains using language that was more congruent with
the language a nurse might use when talking to families.
For example “monitoring,” a component in the IFSMT
self-regulation process, was labeled “watching child” by
the clinical nurses in our partnership. Because the inter-
vention guide was to be used for children with varying
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conditions and often with unique contextual factors, the
integration of these context factors relied on the nurse’s
clinical judgment.

Tanner’s Model of Clinical Judgment influenced the
overall approach and structure of the FSM-DPI. The as-
sumption in creating the intervention was that an in-
teraction or conversation guide was needed that (a)
integrated the critical content areas as a “trigger” for the
nurse, (b) structured the intervention for ease in docu-
menting the nurse’s interpretation and response to the
situation, and (c) accommodated the nurse’s ability to
reflect on the parent’s response and alter teaching. The
stages of Tanner’s Model of Clinical Judgment in Nurs-
ing were reflected in the three steps of data collection,
interpretation, and nurse response included in the inter-
vention. The team felt the “conversation guide” struc-
ture would facilitate the important aspects that the nurse
needed to consider and would be flexible enough for the
nurse to individualize the discharge preparation, interpret
child and parent response, respond to their concerns, and
adapt information or activities based on parents’ under-
standing (see Table 1).

Teach-back had been implemented in our clinical set-
ting for several years as a method of enhancing com-
munication between healthcare providers and families
(Kornburger et al., 2013). In the development of the
intervention, “teach-back” was identified by the clinical
nurses as central to their work and this discharge activity.
For the purposes of intervention development, the Teach-
Back method was expanded in two ways. The first was to
add precision by specifying the labels for two strategies,
talk-back and demo-back. Talk-back was added to imply
that verbal responses were expected, and demo-back was
added to clearly identify that a skill (e.g., dressing change)
required more than parent statements of the procedure.
Although the Teach-Back method includes aspects of skill
verification, we thought it best to be more specific about
expectations. The second expansion was to add a think-
forward approach to help the parent project to how the
child’s care would be managed in the home environment.
Think-forward was identified as a strategy during the in-
tervention development sessions. It was an outgrowth of
discussions between nurses in the academic and prac-
tice partnership and was influenced by Tanner’s Model
(Tanner, 2006), which includes reflective practice. The
think-forward addition was especially useful in help-
ing the parents consider the self-management skills and
abilities and the social facilitation they would need to
effectively care for their child at home. While some
questions used in past “teach-back” initiatives (Peter
et al., 2015) addressed the future (e.g., How will you
remember to weigh yourself every day? How will you
remember to take your medication?), the think-forward

strategy in this intervention was new. Think-forward cre-
ated a way for parents to tell the nurse what they be-
lieved would be important aspects of their future cir-
cumstances at home and how they planned/prepared
for the future. In essence, think-forward gave the
nurse feedback on parent planning just as talk-back or
demo-back gave the nurse feedback on knowledge and
skills.

In the intervention, multiple teach-back strategies can
be used in each domain. However, in Table 2, we in-
dicated which of three strategies, talk-back, demo-back,
or think-forward, was recommended as the primary
teaching approach for each of the content domains of
the FSM-DPI. For example, a nurse might primarily use
“think-forward” to help the parent anticipate and plan
for care at home. But if the nurse found that the parent
needed supplemental information, he or she would then
use “talk-back” to assure the parents understood the ad-
ditional information provided. Having specific language
for these strategies identified in the intervention reflected
the exact nature of how the nurse was to obtain feedback
from the parent.

The iterative development of the intervention included
the following steps: (a) developing the flow sheets for
content, (b) having the content evaluated by a panel
of clinical nurses who suggested revisions, (c) multiple
large group sessions where the content and format was
reviewed by team members, (d) relabeling the IFSMT
process concepts in language that was more consistent
with the terminology and work flow of the clinical nurse,
and (e) creating a paper version of the intervention guide
for field testing. The academic partners had previously
developed the IFSMT (Ryan & Sawin, 2009). In an iter-
ative process that spanned several months and multiple
meetings, the academic and clinical partners met jointly
to develop the theory-guided intervention, content of the
domains, questions, nurse assessment, and nurse actions.
Following informal pilot testing with a small number
of families assigned to several of the clinical nurses, the
joint team revised the conversation guide. Table 2 is
the team’s working document of the conversation guide.
Column 1 (IFSMT process) shows the IFSMT process
categories aligned with the nine content domains to
be covered in the interactive conversation (Column 2,
Intervention category) and the primary strategy for
delivering the intervention (talk-back, demo-back, and
think-forward). Column 3 (Prompt), Column 4 (RN
assessment), and Column 5 (RN response) operationalize
the intervention conversation. The key components are
the nurse’s prompt statements based on the content
(Column 3); the nurse’s interpretation of the parent’s
responses to the content probes about their knowledge,
skills, and abilities (Column 4); and the nurse’s response,
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or action, to validate, reinforce, or modify parents’
knowledge, skills, and abilities (Column 5).

After responses to the prompt statements, the nurse
could progress directly to interpretation or expand the
conversation in each section as warranted based on the
assessment of the parent response (After listening to you,
I think we also need to talk about . . . ). The nurse’s in-
terpretation section addresses how well the parents are
able to verbalize correct information, demonstrate the
skill correctly, and generate a plan. Finally, for each of the
intervention domains, the nurse indicated the response to
the interpretation. Validation and positive reinforcement
is to be given if the parent masters the domain. In con-
trast, if parents do not master the domain, the nurse could
respond by using one or more strategies such as providing
supplemental information, extensive teaching, correct-
ing information errors, providing additional resources, or
providing a pamphlet on age-specific behaviors. There is
no required order for progressing through the conversa-
tion about each of the FSM-DPI domains. The nurse is
free to use the order that meets the family’s needs and
priorities.

Development of the Electronic Version

Four clinical nurses from two general medical surgical
units volunteered to field test the initial printed version of
the intervention and provided feedback that the multiple-
page document was too cumbersome to use. The team de-
cided to convert the intervention to an electronic format
on an iPAD R© platform. The intervention was transferred
to the iPAD R© by computer scientists at Marquette Uni-
versity with expertise in use of mobile devices for health
applications. The electronic version is menu driven.
Following password-protected login, a home screen is
displayed that allows the nurse to see the menu with
the nine domains on the left part of the screen and the
content for the domain being discussed on the right.
Color coding tells the nurse which domains are yet to
be discussed (white for not started, yellow for partially
complete, green for complete). The domain list remains
visible, allowing the nurse to switch between domains if
the conversation with the family transitions to a new con-
tent area. The structure of the FSM-DPI intervention on
the i-PAD R© remained the same (see Table 2), with each
of the three columns from the paper version now visi-
ble vertically on the screen. There is a separate screen for
each domain. The iPAD R© can be connected via the Inter-
net to a secure database for storage of data for evaluating
intervention fidelity and outcomes. Retraining using the
iPAD R© version of the FSM-DPI was conducted. Feedback
from the clinical nurses who had field tested the printed
version indicated that the iPAD R© version was much eas-

ier to use and facilitated their workflow in the discharge
process.

Implementation Challenges

The main implementation challenge was the logistics
of freeing the clinical nurses’ time for an in-depth
conversation with parents (and child if old enough)
that was longer than the standard discharge teaching
and required uninterrupted time. Other challenges that
arose in preparing for clinical application were primarily
operational, including infection control measures for
using the iPAD R© on clinical units, securing the iPAD R©

between uses, and maintaining Internet connectivity.
Integrating the intervention into an already busy practice
requires strategies to facilitate the time needed for this
intervention.

The practice partners identified multiple strategies
to address these implementation challenges, including
(a) “handing off assignments and pagers” to a charge
nurse for the intervention implementation time, (b) plan-
ning for adequate time for the intervention in staffing
assignments if the nurse is assigned a patient being dis-
charged, (c) buddying with a fellow nurse to cover pa-
tient assignments during the discharge teaching session,
and (d) fully engaging nurse leaders on the unit to sup-
port nurses in arranging time to conduct the interactive
discharge conversation.

Discussion

The development of the intervention generated multi-
ple “lessons learned.” The principal lesson was the power
of the academic practice partnership, which created a
milieu for “group think.” Each of the academic practice
partners participated in group think with different per-
spectives. The clinical nurse perspectives related to ev-
eryday clinical practice. The nurse leaders’ perspectives
highlighted nursing standard workflow on the units, ex-
isting systems, and expectations related to discharge.
Finally, the academic nurses’ perspectives focused on
theory, measurement issues, the evidence on discharge
preparation and self-management, and approaches to ef-
fective teaching.

The practice partners provided leadership throughout
the development of the intervention about the feasibil-
ity of the content and conversation strategies. This input
was central to each stage in the development of the final
product. In the iterative discussions, the practice partners
affirmed the relevance of the select components of self-
management discharge preparation while identifying that
some components were not typically addressed at dis-
charge, for example, the child development domain. The
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clinical partners also transformed the language used in
the conversation guide and led the discussions of how the
intervention should be structured for easy flow. During
the process, they reported a new appreciation of how
complex it is to provide high-quality discharge prepa-
ration and were challenged to think differently about
implementing an enhanced discharge model within the
time constraints of typical day-of-discharge care. Several
clinical nurses reported that participating in developing
this intervention led them to improve their practice; one
nurse indicated that she thought being an active partici-
pant in this experience influenced her practice more than
if change was implemented as a “typical” practice change.

Conclusions

A theory-based FSM-DPI was developed by nurses in a
practice and academic partnership. The self-management
and clinical judgment content was carefully translated to
domains in an interactive conversation guide. The Teach-
Back method was expanded to specifically include talk-
back, demo-back, and think forward strategies. A field
test by clinical nurses determined that using the printed
version of the intervention was cumbersome and an elec-
tronic version was created to be tested in a large feasibil-
ity study. Operational issues in the clinical setting have
been identified and strategies generated to address them.
Implementation of the nursing intervention to enhance
the pediatric discharge process is expected to improve the
quality of discharge teaching, readiness for discharge, and
outcomes in the postdischarge period by assuring that
parents have the self-management knowledge, skills, and
abilities needed to transition to home self-management
after a child’s hospitalization. The evaluation of this in-
tervention has the potential to generate practice-based
evidence for the intervention, the theoretical underpin-
nings, and the strategies of teach-back used. Evaluation of
implementation experiences of nurses and patients is cur-
rently in progress. Further assessment of the content va-
lidity of the intervention through review by professional
content experts and parents as recipients of care is indi-
cated. Finally studies of outcomes attributable to the in-
tervention are needed to determine utility for practice.

Clinical Resources
� Agency for Healthcare Research and Quality:

https://www.ahrq.gov/
� Family Caregiver Alliance. Hospital discharge plan-

ning: A guide for families and caregivers: https://
www.caregiver.org/hospital-discharge-planning-
guide-families-and-caregivers

� Project RED: http://www.bu.edu/fammed/
projectred/components.html

� Society of Hospital Medicine. Better outcomes
by optimizing safe transitions: http://www.
hospitalmedicine.org/Web/Quality_Innovation/
Implementation_Toolkits/Project_BOOST/Web/
Quality___Innovation/Implementation_Toolkit/
Boost/Overview.aspx
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Abstract

Purpose: To examine turnover intentions, as well as the prevalence and fre-
quency of uncivil behaviors, from the perspective of registered nurses, respi-
ratory therapists, and imaging professionals, using a new method to categorize
exposure magnitude.
Design and Methods: Data were collected using the 22-item Negative
Acts Questionnaire-Revised (NAQ-R). Additional items, informed by Price and
Mueller’s causal model of turnover, were included, as were select demographic
variables. The final sample included 170 healthcare professionals. Descriptive
statistics were used to describe the sample, a chi-square test was constructed
to test for significant differences in exposure to uncivil behavior based on de-
mographics, and Cochran-Mantel-Haenszel statistics were used to test asso-
ciations between variables and calculation of raw sum scores to implement a
new method of analysis for the NAQ-R, allowing for categorization of exposure
magnitude.
Findings: Exposure to uncivil behavior was reported more often among nurs-
ing staff than other healthcare professionals. Lack of exposure to uncivil behav-
ior was a significant predictor of intention to stay. Perceptual differences were
found between nurses prepared at the baccalaureate and associate degree lev-
els. Lastly, no significant correlations between exposure to uncivil behavior
and selected demographic variables were found, suggesting that exposure is
not dependent upon age, race, unit type, or educational level.
Conclusions: Findings support prior research associating negative organiza-
tional climate with higher turnover intentions. Uncivil behavior was reported
across the organization, most predominantly among units staffed with nurses.
Finally, use of newly defined cutoff points for the NAQ-R provide organiza-
tions with the ability to use both subjective and objective data to identify tar-
gets of uncivil behaviors to construct meaningful interventions.
Clinical Relevance: There is a need to develop more meaningful inter-
ventions to support targets of uncivil behaviors. Use of the NAQ-R, coupled
with the proposed cutoff scores, allows for the identification of targets, the
magnitude of exposure, and the construction of meaningful primary, sec-
ondary, and tertiary intervention programs that may improve turnover and
quality of care.
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Workplace incivility includes behaviors such as per-
sistent rudeness, yelling, interrupting, undermining,
ignoring someone, spreading rumors, and even violence
(Sheridan-Leos, 2008). Incivility, also referred to as bully-
ing (Bartlett & Bartlett, 2011; Simons, Stark, & DeMarco,
2011), lateral or horizontal violence (Sheridan-Leos,
2008;Vessey, Demarco, & DiFazio, 2010), and disruptive
behavior (The Joint Commission, 2008), is difficult to
define; however, perhaps the most comprehensive def-
inition comes from Clark (2009), who defined incivility
as “Rude or disruptive behaviors which often result in
psychological or physiological distress for the people
involved and if left unaddressed, may progress into
threatening situations” (p. 194).

Uncivil behaviors in healthcare organizations have
been widely studied, primarily in nursing. Research
shows that uncivil behaviors impact employee satisfac-
tion, nurse turnover, morale (Chang, Ma, Chiu, Lin, &
Lee, 2009; Kalisch, Lee, & Rochman, 2010), client out-
comes (Burke, Grobman, & Miller, 2013; Havens, Vessey,
Gittell, & Lin, 2010; McCaffrey et al., 2012; Rosenstein
& O’Daniel, 2006), and psychological well-being (Ortega,
Christensen, Hogh, Rugulies, & Borg, 2011). Although
the impact of incivility in the nursing profession has been
widely studied, a lack of evidence exists on the presence
of uncivil behaviors in other professions. Additionally, no
meaningful method of categorizing exposure magnitude
exists. Therefore, this study sought to examine turnover
intentions, as well as the prevalence and frequency of un-
civil behaviors, from the perspective of registered nurses,
respiratory therapists, and imaging professionals, using a
new method to categorize exposure magnitude in a pri-
vate, not-for-profit healthcare organization in Southeast-
ern North Carolina.

Background

Incivility in the workplace has gained increasing na-
tional attention. Consequently, efforts to raise awareness
and to provide some measure of recourse for victims of
incivility, have been on the rise. As early as 1998, an
editorial in the Washington Post called for a legislative
solution to combat workplace harassment for all, without
the protected class limitations imposed by Title VII
of the 1964 Civil Rights Act (Namie, 2003). Next, in
2001, Law Professor David Yamada began a grassroots
movement to introduce anti-bullying laws in every state.
To date, Yamada’s Healthy Workplace Bill (HWB) has
been introduced in 30 states and 2 territories. While not
widely adopted, the HWB raised awareness of workplace
incivility (HWB, 2014). Unlike Title VII, the HWB does
not require that victims have protected status, thereby
addressing gaps in current state and federal laws. Instead,

the bill provides all victims the right to pursue legal action
against the perpetrator, holds the organization account-
able, and gives employers a legal avenue to terminate
perpetrators of uncivil behavior (Yamada, 2013).

As a result of increased awareness, and research
supporting the deleterious impact of incivility in the
workplace, healthcare facilities, accrediting agencies, and
professional organizations have proposed measures to
combat the issue. In 2008, The Joint Commission issued
a sentinel event alert titled “Behaviors that undermine a
culture of safety.” The alert identified uncivil behaviors
such as verbal outbursts, physical threats, uncooperative
attitudes, and intimidation that, if not addressed, could
lead to poor client outcomes, reduced client satisfaction,
medical errors, and increased cost. Consequently, organi-
zations were encouraged to adopt zero tolerance policies
for these behaviors. The alert also prompted the establish-
ment of a new leadership standard that was included in
the accreditation, standards which require that organiza-
tions establish codes of conduct and implement processes
for managing uncivil behaviors (The Joint Commission,
2008).

Professional organizations soon followed The Joint
Commission in its efforts to address incivility. The
American Medical Association, the American Association
of Critical Care Nurses, and the American Nurses Asso-
ciation (ANA) all developed position statements related
to incivility in the workplace (Plonien, 2016). In 2015,
using the ANA Code of Ethics for Nurses (ANA, 2015b)
as a framework, the ANA’s Professional Issues Panel on
Incivility, Bullying, and Workplace Violence developed
a revised position statement which charges all registered
nurses, and employers in all settings to ”create a culture
of respect that is free of incivility, bullying, and work-
place violence” (ANA, 2015a, para. 1). The position state-
ment also provides organizations with a framework to
provide primary, secondary, and tertiary prevention mea-
sures and recommends the establishment of zero toler-
ance policies for workplace violence and incivility.

The organization, which served as the setting for the
study, recognized the legislative and regulatory trends
related to incivility in the workplace. There were no
complete, systematic, or formal processes in place to
deal specifically with incivility, and no formal training
of staff in effective conflict resolution, interprofessional
communication, or the development of skills required
to work as a team. Moreover, an analysis of qualitative
data retrieved from an internally created participant
feedback tool, administered to participants (n = 120)
upon completion of an American Nurses Credentialing
Center–approved preceptor education course, consis-
tently identified the need for more training in these areas
to effectively address incivility. In addition to the results
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Table 1. 2013 Nursing Turnover Rates by Unit (Greater Than National

Average)

Turnover rate (%) Unit type

15.38 Obstetrics/newborn

20.00 Intensive care unit

20.51 Operating room

20.69 Surgical

22.58 Intensive care unit

23.68 Emergency

24.39 Medical/surgical

25.00 Outpatient

25.53 Intensive care unit

28.57 Intensive care unit

of the feedback tool, nursing turnover data revealed an
overall turnover rate of 14%, well within the national
average reported by a 2011 KPMG Healthcare and
Pharmaceutical Institute survey on U.S. hospital nursing
labor. However, turnover on individual units revealed
more significant issues (Table 1). Collectively, these
concerns became the impetus for the study. Turnover
data were requested for non-nursing positions; however,
the organization only formally tracked nursing turnover.

Methods

An exploratory, cross-sectional survey research design
was used to collect data related to the prevalence and fre-
quency of exposure to uncivil behaviors among registered
nurses, respiratory therapists, and imaging profession-
als; categorize exposure magnitude; and explore turnover
intentions.

Phase 1 of the study began with identifying a reliable
and valid instrument that could be applied in the health-
care setting. Several instruments emerged from the
literature review, including the Organizational Civility
Scale (Clark, Landrum, & Nguyen, 2013), the Nurs-
ing Incivility Scale (Guidroz, Burnfield-Geimer, Clark,
Schwetschenau, & Jex, 2010), the Workplace Incivility
Scale (Cortina, Magley, Williams, & Langhout, 2001),
and the Negative Acts Questionnaire-Revised (Einarsen,
Hoel, & Notelaers, 2009). The 22-item Negative Acts
Questionnaire-Revised was selected for use in the study
because of its widespread national and international
usage (Abe & Henly, 2010; Nam, Kim, Kim, Koo, & Park,
2010; O’Farrell & Collins, 2005; Tsuno, 2010; Vogelpohl,
Rice, Edwards, & Bork, 2013); strong construct va-
lidity, factor structure, and psychometric properties
(Beckmann, 2012; Einarsen et al., 2009); and successful
use across multiple professions in a variety of organiza-
tional settings (Etienne, 2014; Hogh, Hansen, Mikkelsen,
& Persson, 2012). The 22 items on the NAQ-R are

written in behavioral terms and avoid the use of terms
such as bullying, harassment, or incivility. Respondents
are asked about frequency of exposure to “negative
acts” within the last 6 months, with responses ranging
from (a) “never,” (b) “now and then,” (c) “monthly,”
(d) “weekly,” and (e) “daily.” Issues with the original
23-item NAQ appeared when the instrument was trans-
lated to English; therefore, the authors revised the tool
for international use. During the revision, confirmatory
factor analyses revealed a three-factor structure: work-
related bullying, person-related bullying, and physical
intimidation bullying (Einarsen et al., 2009). The revised
tool (NAQ-R), resulting in the English version of the
NAQ-R used in the current study, has demonstrated high
internal reliability, with Cronbach’s α ranging from .89
to .93 (Einarsen et al., 2009). Pearson product moment
correlation coefficients between raw sum scores and a
respondent’s perception of being bullied demonstrated
a strong positive correlation (r = .54, p < .001), further
supporting the tool’s reliability. Construct validity was
determined using an analysis of variance (ANOVA)
which demonstrated that victims of bullying reported
higher scores on the instrument than nonvictims (p <

.001; Einarsen et al., 2009).
To address intent to leave the organization, four state-

ments informed by Price and Mueller’s (1981) causal
model of turnover were included in the demographic
section of the survey, exclusive of the NAQ-R. The
statements “I plan to leave the organization as soon as
possible;” “I would be reluctant to leave the organiza-
tion;” “I plan to stay with the organization as long as
possible;” and “Under no circumstance will I voluntarily
leave the organization” were rated using Likert-type
scale responses that ranged from 1 = “strongly disagree” to
5 = “strongly agree.” Price and Mueller’s causal model of
turnover has been tested extensively to explore turnover,
and repeated estimations of the model determined the
model to be empirically sound (Price, 2000). Additional
exploration of the model by Price and Mueller (1981)
and others (Brewer, Kovner, Green, Tukov-Shusher &
Djukic, 2012; Chang, Wang, & Huang, 2013; Sawatzky
& Enns, 2012; Harrison, Newman, & Roth, 2006) found
intention to be the strongest predictor of turnover,
thereby supporting the construct validity of the model
and its use in the current study. Demographic questions
of interest included age, race, gender, level of education,
unit type, length of time with the organization, and
primary offender related to negative acts.

Phase 2 consisted of stakeholder meetings to dis-
cuss instrument content and elicit feedback for potential
changes. Representatives from nursing, imaging, and res-
piratory therapy were in attendance. Feedback was min-
imal and resulted in no changes to the instrument.
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Phase 3 included pilot testing of the instrument to as-
sess face validity and length of time required for comple-
tion, and to determine feasibility of the study. Following
this process, the instrument was distributed organization-
wide. All data collection activities were approved by the
institutional review board of the organization.

Data Collection

Following pilot testing, Phase 4 of the process was ini-
tiated beginning with formatting of the survey for on-
line administration using SurveyMonkey R© (SurveyMon-
key, Palo Alto, CA). Survey settings were adjusted to
ensure that Internet protocol (IP) addresses would not be
collected and that responses could not be linked to any
individual participant. The survey included an option to
opt out of the study at any time, as well as contact infor-
mation for the principal investigator. Measures to ensure
data security and confidentiality were also explained in
the survey. A flyer was created to inform targeted staff of
the location of the survey on the organization’s intranet.
Consent was implied by participants’ completion and sub-
mission of the survey.

The survey was launched organization-wide via the
corporate intranet, targeting 1,300 staff members from
nursing, respiratory therapy, and imaging, across all
campuses. E-mail reminders were sent to staff weekly
for 3 weeks. One hundred and seventy surveys were
returned, for a 13% response rate. While response rates
for online, web-based surveys vary, according to Porter
and Whitcomb (2003), low survey response rates have
led to the common practice of using survey data with
response rates of less than 50%. In the current study,
a number of evidence-based techniques (Barriball &
White, 1999; Dillman, Smyth, & Christian, 2009; Miller
& Smith, 1983) were employed to reduce response
bias. These techniques included (a) notifying individuals
via flyer before the survey was launched, (b) ordering
survey questions so that questions of interest were placed
before demographic data requests, (c) including a survey
statement informing participants of the importance of the
survey and its results, and (d) sending weekly reminders
to complete the survey during the 3-week window of
opportunity.

Data Analysis

All completed survey instruments were analyzed us-
ing the statistical software package SAS C© Version 9 of
the SAS System for Unix (SAS Institute Inc., Cary, NC,
USA). Data analysis began with an evaluation of miss-
ing data. The analysis revealed less than 1% missing
data; therefore, person mean substitution was used to

Table 2. Categorization of Exposure (Cutoff Values)

Not bullied Occasionally bullied Victims

Scores Sum < 33 45 > sum � 33 Sum � 45

impute missing values. To test the associations between
variables, the PROC FREQ computation was used to
produce three Cochran-Mantel-Haenszel statistics: (a) a
correlation statistic, (b) ANOVA and row mean scores
differ, and (c) a general association statistic (Walker,
2010).

Raw sum scores for individual NAQ-R responses were
calculated to categorize respondents based on Notelaers
and Einarsen’s (2013) new method of analysis, which
eliminates dichotomizing of uncivil behavior, which pro-
duces less accurate results. This method of calculation
allows organizations to see that incivility occurs across
a continuum and provides for greater focus on targets
of the behavior. Notelaers and Einarsen’s cutoff values
were developed using a receiver operation characteris-
tic, which is considered to be the gold standard when at-
tempting to improve discrimination between categories of
subjects (Pintea & Moldovan, 2009). Calculating raw sum
scores produces a lower threshold and a higher threshold
(cutoff values), allowing for categorization of exposure
(Table 2).

Results

Sample Demographics

Analysis of sample demographics revealed that there
were 88 (93.62%) female and 6 (6.38%) male respon-
dents. Racial representation in the sample (Table 3)
was predominantly Caucasian (n = 82, 86.32%), with
the largest minority group being African American (n =
5, 5.26%). The age of the survey respondents ranged
from 20 to 68 years, with an average age of 38 years.
The majority of respondents (n = 44, 47.31%) held an
associate degree in their field and 36 (38.7%) held a
bachelor’s degree or higher. Twenty-five (26.32%) of
the respondents worked in respiratory therapy (n = 11)

Table 3. Race/Ethnicity of Respondents

Race/ethnicity % (n)

Asian/Pacific Islander 1.05 (1)

Black/African American 5.26 (5)

Hispanic/Latino 1.05 (1)

Native American/American Indian 2.21 (2)

White 86.32 (82)

Two or more races 4 (4)
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and radiology (n = 14), and the remaining 73.68%
of the respondents consisted of nurses from across the
organization.

Categorization, Prevalence, and Frequency

A raw sum score was calculated for each respondent.
Using Notelaers and Einarsen’s (2013) cutoff values and
categorization schema of “not bullied,” “occasionally bul-
lied,” and “severely bullied,” results revealed that 28%
of respondents perceived themselves to be “occasionally
bullied,” and 11.83% identified as victims of “severe bul-
lying.” The frequency distribution of responses to individ-
ual items is found in Table 4.

A chi-square test was constructed to test for signifi-
cant differences in exposure to uncivil behavior based on
demographics. No significant differences were found be-
tween exposure to bullying and unit type, age, educa-
tion level, or years with the organization. Over 50% of
respondents working on medical surgical units (n = 12)
identified themselves as either occasionally bullied or as
victims of severe bullying. In contrast, only 19% (n = 2)
and 14.28% (n = 2) of respondents from respiratory ther-
apy and radiology, respectively, considered themselves as
occasionally bullied or victims of bullying. The lack of a
statistically significant association between unit type and
exposure to uncivil behaviors suggests that the behaviors
occur in all units.

Those with the organization less than 1 year were less
likely to be victims of bullying than those employed by
the organization for several years. Reports of exposure to
occasional bullying increased the longer the respondent
was employed by the organization.

Turnover Intentions

Turnover intentions were measured through the use
of four items and a chi-square test constructed to test
for association between bullying and the four intention
statements. Respondents who strongly disagreed with the
statement “I plan to leave the organization as soon as
possible” had a higher probability of not being bullied
(p < .0001). Respondents who strongly agreed with the
statement “I would be reluctant to leave the organiza-
tion” were more likely to identify as not being bullied
(p = .0002), and respondents who strongly agreed with
“I plan to stay with the organization as long as possible”
had a higher probability of not being bullied (p < .0001).
The final intention item, “Under no circumstance will I
voluntarily leave the organization,” revealed similar re-
sults. Respondents who agreed or strongly agreed with
the statement had a higher probability of not being bul-
lied (p = .0006). To determine the primary perpetrator of

bullying behaviors within the organization, a frequency
distribution was created (Table 5).

Discussion

This study found no significant differences between
exposure to uncivil behaviors and selected demographic
variables, suggesting that exposure is not dependent
upon age, race, or educational level. Moreover, while
turnover rates were higher on some units, no significant
correlations were found between exposure to incivility
and unit type. Rather, exposure was identified through-
out the organization, though reported exposure percent-
ages were higher on medical surgical units and lower in
the respiratory therapy and imaging departments. Other
research supports the differences in reported exposure
found within this study. Studies (DeKeyser et al., 2015;
Lee, Bernstein, Lee, & Nokes, 2014) have shown that
while uncivil behaviors existed across healthcare settings
and professions, nurses were more likely to be victims.
Others (Carayon & Gurses, 2008; Dellasega, 2011; Roche,
Diers, Duffield, & Catling-Paull, 2010; Vessey, Demarco,
Gaffney, & Budin, 2009) found that healthcare providers
working in acute care arenas, or areas within high pa-
tient acuity levels, were more likely to experience incivil-
ity, stress, and burnout than their counterparts working
in areas deemed less stressful.

Perceptual differences, with regard to bullying expo-
sure, were found between respondents prepared at the
associate degree level (n = 44, 47.31%) and those with
a bachelor’s degree or higher (n = 36, 38.7%), which
may be linked to major differences in educational prepa-
ration. Baccalaureate nursing programs must ensure that
curricula provide sufficient opportunities for students
to achieve the nine American Association of Colleges of
Nursing (AACN) essentials (AACN, 2008), specifically
“Essential VI: Interprofessional Communication and
Collaboration to Improve Patient Health Outcomes.”
Additionally, baccalaureate programs include courses in
nursing leadership and management, not traditionally
part of associate degree curricula. The Commission on
Accreditation of Respiratory Care (2015) also provides
program Accreditation Standards for Entry into Respi-
ratory Care Professional Practice. These standards state
that programs must include education and training
in working with interprofessional teams and diverse
populations (Goal 4.05), as well as training in leadership
and management (Goal 4.03), at the bachelor’s level and
higher. Therefore, it is possible that those educated be-
yond the associate degree level have a greater awareness
of what constitutes uncivil behaviors and are therefore
more accurately able to identify themselves as having
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Table 4. Negative Acts Questionnaire-Revised

Frequencies of negative behaviors Never Now and then Monthly Weekly Daily Missing

1. Someone withholding information which affects

your performance.

44.1 36.5 8.2 7.6 2.9 0.6

2. Being humiliated or ridiculed in connection with

your work.

51.2 34.1 4.1 8.2 0.6 1.8

3. Being ordered to do work below your level of

competence.

52.4 35.3 1.8 7.1 2.9 0.6

4. Having key areas of responsibility removed or

replaced with more trivial tasks.

58.2 27.1 6.5 2.9 4.1 1.2

5. Spreading of gossip and rumors about you. 50.6 32.9 3.5 5.9 4.1 2.9

6. Being ignored or excluded. 38.8 43.5 5.3 7.6 3.5 1.2

7. Having insulting or offensive remarks made about

your person.

55.9 30.0 5.3 4.1 1.2 3.5

8. Being shouted at or being the target of

spontaneous anger.

53.5 34.7 5.9 3.5 0.6 1.8

9. Intimidating behavior such as finger-pointing,

invasion of personal space, shoving, blocking

your way.

82.9 11.8 2.4 1.8 0 1.2

10. Hints or signals from others that you should quit

your job.

82.4 15.9 0 0.6 0 1.2

11. Repeated reminders of your errors or mistakes. 71.2 20.6 2.4 2.4 1.2 2.4

12. Being ignored or facing a hostile reaction when

you approach.

67.1 24.1 2.9 4.7 1.2 0

13. Persistent criticism of your work and effort. 71.8 20.6 1.8 2.9 0.6 2.4

14. Having your opinions ignored. 45.3 39.4 5.3 4.7 2.9 2.4

15. Practical jokes carried out by people you do not

get along with.

87.1 11.2 1.2 0 0.6 0

16. Being given tasks with unreasonable deadlines. 74.1 20.6 2.4 2.4 0.6 0

17. Having allegations made against you. 73.5 22.9 1.8 1.2 0 0.6

18. Excessive monitoring of your work. 65.9 23.5 2.4 4.1 2.9 1.2

19. Pressure not to claim something which by right

you are entitled to.

77.6 14.7 4.1 1.8 1.2. 0.6

20. Being the subject of excessive sarcasm. 81.8 14.7 0 2.4 0 1.2

21. Being exposed to an unmanageable workload. 52.9 32.9 2.9 7.1 4.1 0

22. Threats of violence or physical or actual abuse. 91.8 4.7 0 0 0.6 2.9

Note. Values are percentages.

been exposed to such behaviors. While similar accredita-
tion guidelines exist for radiologic technology programs
through the Joint Review Committee on Education in
Radiologic Technology (2014a, 2014b), the minimum
competency-based standards do not include language
related to leadership or interprofessional communica-
tion, although programs may add additional curriculum
content. Therefore, variation among curricula is likely.

Lack of exposure to bullying behavior was a signifi-
cant predictor of respondents’ intention to stay with the
organization. These findings support prior research that
revealed work environment has a much greater im-
pact on intention to leave than individual characteristics
(Apker, Propp, & Ford, 2009; Coomber & Barriball, 2007;
van der Hiejden, van Dam, & Hasselhorn, 2009). While
many factors are involved in creating a positive, healthy
work environment, the results of this study support

previous research that has identified the need to create
and sustain working environments that promote civil,
collegial relationships (Borhani, Tayebeh, Abbaszadeh,
& Haghdoost, 2013; Gregory, Way, LeFort, Barrett, &
Parfrey, 2002; Kanter, 1993; Laschinger, Finegan, & Wilk,
2009; Yang, Liu, Huang, & Zhu, 2013).

Table 5. Frequency Primary Perpetrator

Survey item Response frequency

Administrator 4.3%

Patient 12.2%

Co-worker 53%

Provider 14.8%

Supervisor 13%

Other 7%
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This study had several limitations. First, the sample
was one of convenience, the survey response rate was
low, and the sample was small; there was also a lack
of racial, ethnic, and gender diversity, which may limit
generalizability. However, the lack of diversity within
the sample mirrors the healthcare profession as a whole,
particularly nursing. Participation was limited to nursing,
respiratory therapy, and imaging professionals. The addi-
tion of providers and other allied health disciplines would
expand the generalizability of results. The geographic
location was limited to one organization in southeastern
North Carolina, and the majority of respondents were
prepared at the associate degree level, which may further
limit the ability to generalize results.

Clinical Significance

Despite its limitations, this study has useful implica-
tions for healthcare organizations, and all members of
the healthcare team, related to uncivil behaviors and
turnover. It is imperative for organizations to understand
the impact that workplace incivility has on the psycho-
logical and physiological well-being of its employees,
and by extension, the quality of care provided to its
clients. Furthermore, organizations must understand
that incivility is not simply a unit-based issue but, if
left unattended, will permeate the entire organization,
negatively impacting organizational climate, culture,
and outcomes. Additionally, understanding that bully-
ing occurs on a continuum and is not a dichotomous
occurrence is crucial. Using the raw sum cutoff scores,
versus a simple average score, allows organizations to
effectively categorize respondents across this continuum.
In doing so, organizational resources may be used
more effectively through the development of targeted
programs that include primary, secondary, and tertiary
interventions, as recommended by the ANA (2015a).
By ensuring that scarce clinical resources, specifically
financial and human resources, are being used to
address incivility in a meaningful way, organizations
stand to experience tremendous gains in improved
patient outcomes, increased morale, and decreased
turnover.

Clinical Resources
� American Nurses’ Association. Position state-

ment on incivility, bullying and work-
place violence: http://www.nursingworld.org/
positionstatements

� Healthy Workplace Bill: http://healthyworkplace
bill.org

� Workplace Bullying Institute: http://www.
workplacebullying.org
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Abstract

Purpose: As the shortage of nurses and midwives is expected to worsen
in the Eastern Mediterranean region concomitantly with a growing focus on
achievement of universal health coverage, nurses and midwives are expected
to fill major gaps in health care. Hence, the need for a solid evidence base
for nursing practice and a clear direction for clinical nursing research are
paramount. Therefore, a Delphi survey was conducted to determine clinical
(research focused on patient outcomes) nursing and midwifery priorities for
research within this region.
Design: A Delphi survey, using iterative rounds of an online survey of re-
gional clinical nursing and midwifery research experts, was conducted be-
tween January and April 2016.
Methods: Consensus was determined by percentage agreement on level of
priority for topics as determined by participants. Additionally, results were
compared between countries within the region by income and mortality levels
using Kendall’s tau.
Findings: Critical research topics were focused on public/community/primary
care as well as emergency preparedness for disasters, and these priorities are
well aligned with gaps in the literature for this region. There were statistically
significant differences between priority level and country mortality group for
geriatrics, self-management of disease, and sexually transmitted infections.
Conclusions: Critical research priorities should focus on population-based
health topics. Between-country differences should be analyzed further. A clin-
ical research database for the region may help improve research access for
nurses and midwives.
Clinical Relevance: Practicing nurses and midwives lack extensive evidence
(including culturally relevant evidence) on which to practice. Increasing re-
search in areas identified in this survey may improve patient outcomes and
quality of care regionally.
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Nurses and midwives are recognized worldwide as
healthcare providers who deliver the majority of health
care and are essential to improving health outcomes
(World Health Organization [WHO], 2013c). As the
global demand for scaling up numbers of well-prepared
nurses and midwives increases in an effort to achieve the
goal of universal health coverage, advanced training and
education become critical (WHO, 2016a). Foundational
to strengthening the global nursing and midwifery work-
force and ensuring high quality care is the need for a solid
evidence base (WHO, 2016a). In the midst of a global
nursing shortage, the WHO reports that nurses and mid-
wives are essential to strengthen the core of health care
globally, and cite building evidence-based nursing and
midwifery as part of its conceptual framework (WHO,
2016a).

The shortage of nurses and midwives is expected to
worsen is the Eastern Mediterranean Region (EMRegion;
WHO, 2016a), where the state of midwifery and nursing
varies from country to country. It is newly emerging in
some yet well established in others, and midwifery is
not uniformly included as a part of nursing regionally
(Alhusaini, Sun, & Larson, 2016). As with other regions
around the world, nursing and midwifery are changing,
requiring increasingly technical skills with advanced
training to meet the healthcare needs of the population
(Alinier & Platt, 2014). However, in the EMRegion
there are additional burdens of political turmoil, social
upheaval, and unprecedented mass emigration and
immigration, causing a profound need for insight into
the healthcare needs of refugee populations. Although
these numbers are in constant flux, of 4.8 million
Syrian refugees, Turkey hosts 2.7 million, Lebanon over
1 million, and Jordan over half a million registered
refugees (United Nations High Commissioner for
Refugees [UNHCR], 2016), but about 1.4 million refugees
in total, increasing Jordan’s total population by 20%
(Hashemite Kingdom of Jordan Ministry of Planning and
International Cooperation, 2016). Similarly, there are
more than 4 million displaced Iraqis, and nearly 1 million
displaced citizens of South Sudan (UNHCR, 2016). More
than 80% (2.3 million) of the population of Yemen
has been displaced (UNHCR, 2016). Likewise, Somalia
has suffered ongoing conflict for decades, and currently
has nearly 1 million refugees registered in neighboring
countries (UNHCR, 2016). Many of these countries are
struggling to address the healthcare situation for the
massive increase in population caused by these shifts in
addition to their own population needs (Hashemite King-
dom of Jordan Ministry of Planning and International
Cooperation, 2016). One example is Djibouti, which is al-
ready suffering from malnutrition rates approaching 20%
as well as being host to thousands of refugees from both

Syria and Somalia (United Nations Office for the Coor-
dination of Humanitarian Affairs, 2016). Understanding
the population health needs and appropriate nursing and
midwifery interventions for refugee communities is cru-
cial; however, a recent scoping review of clinical nursing
and midwifery research within the region revealed only
six publications on war or conflicts and four on culturally
relevant care over a 15 year span (2000–2015; Alhusaini
et al., 2016). This being one example of the essential
need for culturally relevant and population-based assess-
ment research to provide a firm foundation for nurses
and midwives practicing in the EMRegion, a current
assessment of the clinical nursing and midwifery research
needs of the EMRegion is both timely and essential.

Over the next 5 years, strengthening nursing and mid-
wifery within the EMRegion is one of five strategic prior-
ities of the WHO (2016c). Regional and country-specific
research is seen as a critical step (WHO, 2016c), and
identification of priorities is imperative to assure that
research conducted is efficient and relevant (Chalmers
et al., 2014). There have been recent efforts to achieve
consensus for nursing priorities within the region, such
as a regional meeting held by the Global Advisory Panel
on the Future of Nursing in March 2016 with a focus on
leadership, policy/regulation, education, and workforce;
there is little evidence of such a pursuit for midwifery
and such attempts are difficult amidst the social and po-
litical turmoil within the region. There remains a gap in
clear direction and consensus for clinical research focused
on patient outcomes (Adams, 2016). Therefore, in part-
nership with the University of Jordan, Jordan Univer-
sity of Science and Technology, American University of
Beirut, Badr University in Cairo, King Abdulaziz Univer-
sity in Saudi Arabia, and the Jordanian Nursing Council,
as well as with insight from the WHO Eastern Mediter-
ranean Regional Office, we undertook an assessment of
clinical nursing and midwifery research needs using Del-
phi survey methodology to identify and engage clinical
nursing and midwifery research experts in the region.

Methods

Design

A Delphi survey uses iterative rounds to determine
consensus on a particular topic by asking experts to
give their opinion, returning the results to the partici-
pants, and continuing until consensus is reached. While
there are no set number of rounds, consensus is com-
monly reached in two to three rounds (Hasson, Keeney,
& McKenna, 2000). This technique allows for sampling
from a broad geographic region, and some suggest that
electronic surveys may improve results by allowing for
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anonymity, eliminating the potential for persuasive lead-
ers to influence outcomes (Hasson et al., 2000). The
Columbia University Medical Center Institutional Review
Board approved this study.

Eastern Mediterranean Region

Twenty-three countries in the EMRegion as defined by
the WHO were included: Afghanistan, Bahrain, Cyprus,
Djibouti, Egypt, Iran (Islamic Republic of), Iraq, Jordan,
Kuwait, Lebanon, Libyan Arab Jamahiriya, Morocco,
The Sultanate of Oman, Pakistan, Qatar, Saudi Arabia,
Somalia, Sudan, Syrian Arab Republic (Syria), Tunisia,
United Arab Emirates, Yemen, and The State of Palestine
(Figure 1; WHO, 2016b).

Sample

An initial list of regional clinical nursing and mid-
wifery research experts was developed with the help of
collaborators within the region using local contacts and
searches of indexed and grey literature. Whereas many
facets of advanced nursing such as nurse scientists, nurse
anesthetists, and so on are regionally regarded as aspects
of the nursing profession, midwifery is not consistently
considered part of nursing within the region. Therefore,
where possible, we also selected midwives who are nurses
as those who would be considered experts on nursing-
and midwifery-related topics. Our regional core collabo-
rators (n = 7) were nurse and midwifery leaders engaged
in a larger project within the region, all of whom were
professional nurses or midwives with doctoral degrees
who held leadership roles (e.g., dean of a school of nurs-
ing or high-ranking official within a ministry of health)
and conducted research or directed those conducting re-
search. All of these leaders lived in one of the EMRegion
countries.

As described in the classic work by Benner, it may be
difficult to delineate what makes an “expert” nurse. How-
ever, as she also points out, there is the somewhat unten-
able yet reliable method of asking others to identify the
expert (Benner, 1984). Therefore, we relied heavily on
the referral of colleagues for regional experts (heads of
nursing, university deans, the WHO regional office, etc.)
and also used the following criteria for those included in
the Delphi survey: (a) a professional nurse, (b) a bach-
elor’s degree or higher in nursing, (c) published clinical
research, (d) affiliated with a school of nursing or mid-
wifery with at least a master’s level nursing or midwifery
program, and (e) resides within the region. Contacts were
obtained from a conference held for deans of Middle East-
ern nursing schools in the spring of 2015, searches for
regional publications and university nursing researchers,

and verified by core collaborators and screening questions
within the first round (R1) of the Delphi Survey.

To attain the recommended number of participants
(15–60) as well as to assure representation across the EM-
Region (Hasson et al., 2000), collaborators were asked to
select their top four clinical nursing research experts as
well as four alternate names per country (in the event
of nonparticipation). We oversampled to ensure ade-
quate sample size after nonresponse and dropout through
rounds. To reduce bias of those with similar opinions, and
to encourage broader perspectives, for those with many
experts in a single institution, we asked for only one per-
son per institution.

Survey Development and Administration

Rounds of the Delphi survey were developed using
an electronic software package (Qualtrics, https://www.
qualtrics.com) by one researcher and tested by a seven-
member research team. Two incentives were offered to
those who completed all rounds of the survey: a draw-
ing for one participant to receive (a) guaranteed partic-
ipation and travel support to a future Research Summit
in Amman, Jordan, and a second participant to receive
(b) a 16-GB iPad mini Wi-Fi. The electronic, online sur-
vey was sent via email in early February 2016 initially to
107 participants in 20 countries. For every survey in each
round, reminder emails were sent at 3 days and again at
7 days, and the survey was closed when no responses
were collected within a week after the final reminder.
If there were fewer than four respondents per country
following these reminders, the survey was sent to the
backup participants. The survey was closed when there
were no responses 1 week after the final reminder. We
determined a priori that consensus would be reached
when each topic had more than 50% of the partici-
pants in agreement regarding priority ranking, or after
three rounds, as other studies have suggested that ad-
ditional movement toward consensus is unlikely after
three rounds (Hasson et al., 2000). The results of each
round were reviewed to determine invitees for subse-
quent rounds.

The survey was initially distributed to nursing and mid-
wifery experts in 15 countries; 1 week after the final
reminder for the first tier of the survey (the top four
candidates for each country), 17 additional contacts were
sent the survey link. Through the snowball method (ref-
erences from those who participated in the survey), three
additional contacts were obtained and were also sent the
survey link; these were references for contacts within
countries in which we had been unable to obtain a par-
ticipant (see Figure 1).
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Figure 1. Map of Eastern Mediterranean region and included countries.

Round 1. The survey included an informed consent
page (those who did not consent were not directed to the
survey), demographic information (education, nursing
or midwifery status, employment, geographic location,
and recent publications), and one open-ended question:
“Please list up to five critical clinical nursing or midwifery
research priorities in your country.” The term “clinical”
was defined as those research topics focused on patient
outcomes (e.g., reduction in symptoms, patient satisfac-
tion, therapeutic interventions, refugee health, or emer-
gency preparedness for disasters). Respondents were also
asked to identify potential experts in countries with few
contacts, in an effort to ensure that all countries within
the region were represented. Responses of R1 were re-
viewed to determine participants for Round 2 (R2); those
who did not meet the inclusion criteria (based on the de-
mographic information provided in R1) or did not com-
plete the entire survey were excluded. Two researchers
collated responses regarding priority research topics, and
the survey for R2 was developed. Topics were reviewed
and similar topics were grouped together under major

topics; more specific, minor topics were presented as sub-
categories of major topics. These minor topics were de-
cided collectively using a constant comparative, iterative
process between two researchers.

Round 2. This new round of the survey was also
tested by the research team and then sent to all par-
ticipants who had completed R1 and met the inclusion
criteria, as well as additional contacts recommended by
core collaborators. Participants were asked to rank the
research topics as being a “critical,” “important,” “moder-
ately important,” or “low” clinical nursing and midwifery
research priority. The results were imported into SPSS
software (IBM Corp., Armonk, NY, USA) and analyzed
for consensus. As we chose to include new contacts in
R2, we allowed them an open-ended question to add crit-
ical research priorities that had not been identified (Hsu
& Sandford, 2007). Because there was no clear consensus
on the priority rankings of research topics (>50% of par-
ticipant agreement on priority ranking for each topic), a
third round (R3) was required.
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Round 3. Results from R2 were used to create R3 of
the survey, which asked participants to rate the clinical
nursing and midwifery research topics from R1 and R2 in
the same way as had been done in R2. Additionally, R3
presented the results of R2 in terms of the percentage of
participants who ranked the topic “critical,” “important,”
and so on. The final priority ranking was determined us-
ing the priority level selected by the highest percentage of
participants in R3. For those topics with a tie for priority
ranking (e.g., 50% of participants ranked a topic as criti-
cal and 50% ranked it as important), we used the ranking
selected by the highest percentage of participants in R2.

Data Analysis

Results were imported into and analyzed using IBM
SPSS Statistics for Macintosh software (version 23.0). De-
scriptive statistics were run to determine priority rank-
ing using frequencies and proportions. As described
earlier, the final rankings were determined by the results
of R3, with a “critical” ranking being given to those top-
ics ranked as critical by the majority of participants, “im-
portant” to those ranked by the majority of participants
as important, and so on. Mean and median were not se-
lected as consensus criteria, as these can be misleading in
determining group opinion (Hasson et al., 2000).

High-Income Countries Versus Low- and
Middle-Income Countries

To explore differences between countries within a re-
gion with diverse income levels, results were also ana-
lyzed in terms of national income groupings from the
WHO (2009) and United Nations (UN, 2016). The WHO
categorizes countries as high income if they have a gross
national income (GNI) of >US$10,000 in 2004, or low
and middle income for those with less. Palestine was
not included in the WHO data; therefore, we catego-
rized it based on the GNI using the WHO criteria (UN,
2016). Where there were differences in rankings from
the Delphi survey responses (critical, important, mod-
erate, or low priority) between a high-income country
(HIC) and a low- and middle-income country (LMIC),
we used Kendall’s tau to compare whether the differ-
ences were statistically significant (Clason & Dormody,
1994). In cases where the rankings agreed between HIC
and LMIC, we did not test for differences.

Priority Ranking by Mortality Rate

Likewise, in a region with heterogeneous levels of
mortality between countries, an analysis of differences
between similarly grouped countries was conducted.

Mortality levels are reported by region as described by
the WHO, using population estimates by quintile; the
EMRegion has levels B (low child, low adult mortal-
ity [LCLAM]; 2nd and 3rd quintile) and D (high child,
high adult mortality [HCHAM]; 4th and 5th quintile;
Murray, Lopez, Mathers, & Stein, 2001; WHO, 2016b).
Palestine was not included in these subregions, and we
were unable to find consistent data to determine its cat-
egory (Mahmoud, 2013). Therefore, we did not include
Palestine in these analyses. A Kendall’s tau-b correlation
was used to determine the relationship between priority
rankings and country mortality level.

Results

In total, 107 participants from 16 countries were in-
vited to participate. Eleven emails were nonfunctional,
and 42 responses (47.3% response rate) from 16 coun-
tries (80% of invited countries) were received (Table 1).
However, because many of the contacts were retrieved
through searches of the literature, several were unver-
ified and only 55 of the emails were opened, resulting
in a response rate of 76% for those surveys that actually
reached contacts (Figure 2). Thirty-one major topics and
17 subtopics resulted from R1.

R2 was sent via email to the 38 participants who had
completed R1 as well as 7 additional suggested contacts;
the same 38 participants responded (84.4% participation
rate) and these participants were invited to participate
in R3. In addition to the 31 main topics suggested in
R1, 10 additional topics were suggested as critical nurs-
ing or midwifery research priorities, as well as an addi-
tional 9 subtopics, resulting in a total of 41 main topics
and 26 subtopics returned to participants in R3. In R3, all
38 invited participants responded (100% response rate).
These same participants completed all three rounds. The
resultant priority ranking of clinical research topics is pre-
sented in Table 2.

Priority Rankings

Critical priorities. Chronic illness (which can in-
clude many of the conditions listed elsewhere, but here
specifically refers to those cases requiring long-term or
lifelong intervention), community health/community-
based practice, public health, emergency preparedness
for disasters, noncommunicable diseases (NCDs; see
Table 2 for a comprehensive list of specific topics par-
ticipants considered to be NCDs), palliative care, pre-
ventative health interventions, health promotion/disease
prevention, primary health care, quality assurance/
patient safety issues/medical errors, road traffic accidents,
self-management of disease, and patient participation in
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Table 1. Participation of Countries by Rounds

Country (n = 20)

Round 1

participants

Round 2

participants

Round 3

participants

Proportion of result

by country (%)

Afghanistana,d 0 0 0 0

Bahrainc,b 3 2 2 5.1

Egypta,d 4 4 4 10.3

Iran (Islamic Republic of)a,b 1 1 1 2.6

Iraqa,b 2 2 1 5.1

Jordana,b 6 8 8 20.5

Kuwaitb,c 0 0 0 0

Lebanona,b 5 5 5 12.8

Libyan Arab Jamahiriyaa,b 1 1 1 2.6

Moroccoa,d 0 0 0 0

Pakistana,d 1 1 1 2.6

Palestinea,d 4 4 4 10.3

Qatarb,c 1 1 1 2.6

Saudi Arabiab,c 4 4 4 10.3

Sudana,d 1 0 0 0

Sultanate of Omana,b 4 3 3 7.7

Syrian Arab Republica,b 0 0 0 0

Tunisiab,c 1 1 1 2.6

United Arab Emiratesb,c 2 1 1 2.6

Yemena,d 1 1 1 2.6

Total 42 39 38 100.0

Total number of countries 16 15 15

aLow- and middle-income countries.
bWHO subregion: low child, low adult mortality.
cHigh-income countries.
dWHO subregion: high child, high adult mortality.

care were ranked as critical priorities. Infection preven-
tion and infection control (listed as a subtopic of environ-
mental monitoring) were also ranked as a critical clinical
research priority. Women’s cancer was a critical subcate-
gory of women’s health.

Important priorities. Adolescent health, com-
municable disease, critical care, elder care/geriatrics,
emergency department nursing, end-of-life issues, envi-
ronmental monitoring (personal protective equipment,
hand washing, waste disposal), health informatics,
maternal–child health (MCH) and women’s health (as
general categories), pain management, patient adher-
ence to care, patient health rights, multidisciplinary
collaboration in relation to patient care and patient
outcomes, nutrition, patient involvement in discharge
planning, patient satisfaction, pediatrics, refugee health,
spirituality/holistic care (including therapeutic nursing
modalities/interventions), triaging, and school health
were ranked as important clinical research priorities.
Subcategories of MCH/women’s health that were also
ranked as important priorities were neonates/newborn
care, care of the disabled, women’s health, other MCH,
infertility, and women’s lifestyle/health behaviors. While

preventative health interventions/health promotion/
disease prevention was ranked overall as a critical prior-
ity, the subcategories of obesity in children and health
service development were ranked as important.

Moderate priorities. Mobile technology interven-
tions, genetics, occupational health, and sexually trans-
mitted infections (STIs) were considered moderately
important research priorities. Menopause was also
ranked as a moderately important priority.

Priority rankings by country income. There
were differences in rankings between the majority of par-
ticipants between HICs (n = 31) and LMICs (n = 8) for 18
topics, although they were not statistically significant (see
Table 2).

Priority ranking by mortality rate. Seventeen
topics had differing proportions of priority rankings be-
tween LCLAM (n = 27) and HCHAM (n = 8) countries
(Palestine was not included in this analysis; n = 4); 14
of these were nonstatistically significant (see Table 2).
Topics that were statistically different between priority
levels HCHAM and LCLAM were elder care/geriatrics,
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Figure 2. Survey rounds.

self-management of disease/patient participation in care,
and STIs (see Table 2).

Discussion

Critical Priorities

Chronic Illness, Primary Health Care, Community
Health, Community-Based Practice, Public Health, Pre-
ventative Health Interventions, and Health Promotion/
Disease Prevention. Primary health– and community-
based care–related topics were commonly ranked as

critical topics, rather than those addressing hospital-
based or more specialized populations. Although listed
as separate topics, all are highly related; each was rated
as critically important, emphasizing the importance of
addressing these population-based health issues and the
need for decentralized, community-based models of care.
Nurses’ historical and current role in implementing ef-
fective interventions for community health and health
promotion and disease prevention has been recognized
by the WHO as fundamental in achieving universal
health coverage (WHO, 2016a). Nursing and midwifery
require specific, culturally relevant interventions that can
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Table 2. Results of Delphi Survey (n = 38 Expert Respondents)

Critical priorities

Topic

Participants Ranked

as Critical (%)

Chronic illnessa 74.4

Emergency preparedness for disasters 71.8

Environmental monitoring (personal protective equipment, hand washing, waste

disposal), etc.b

Infection prevention/infection controlb 68.8

Preventative health interventions/health promotion/disease prevention 64.1

Culturally competent approaches to health promotion and care 75.0

Community programs linked to clinical services to ensure the management of all

chronic disease (obesity prevention, etc., and epidemiology and surveillance)

75.0

Primary health care 66.7

Quality assurance/patient safety issues/medical errors 66.7

NCDsa 59.0

Diabetes 95.7

Hypertension 91.3

Cardiovascular disease (including coronary heart disease, stroke, and self-care

management)a
87.0

Cancer 82.6

Breast cancer 78.3

Mental health 78.3

All NCD risk factors (human health behaviors, nutrition) 65.2

Kidney disease 60.9

Obesity/bariatricsa,b 52.2

Women’s health

Women’s cancer 57.1

Community health/community-based practice/public healthb 56.4

Road traffic accidents 56.4

Self-management of disease, patient participation in careb,c 46.2

Palliative carea,b 43.6

Important priorities

Topic

Participants Ranked

as Important (%)

Preventative health interventions/health promotion/disease prevention

Obesity in children 50.0

Health service development 75.0

Adolescent health 84.6

Communicable disease 64.1

Pediatrics 61.5

NCDs 59.0

Symptommanagementb 47.8

Respiratory diseasesb 65.2

MCH and women’s healthb 56.4

Neonates/newborn carea 64.3

Care of the disabled 56.4

Women’s healtha 50.0

Other MCH 42.9

Infertility 64.3

Women’s lifestyle/health behaviors 57.1

Other women’s health issue not mentioned elsewhere 50.0

Health informatics 51.3

Patient involvement in discharge planning 59.0

Patient satisfaction 59.0

Refugee health 48.7

Elder care/geriatricsc 48.7

Continued
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Table 2. Continued

Important priorities

Topic

Participants Ranked

as Important (%)

End-of-life issues 48.7

Critical carea 46.2

Emergency department nursinga 46.2

Nutrition 46.2

Spirituality/holistic care (including therapeutic nursing modalities/interventions)a 46.2

School healtha,b 46.2

Environmental monitoring (personal protective equipment, hand washing, waste

disposal), etc.

43.6

Other environmental monitoring topics (not listed elsewhere) 56.3

Triaging 43.6

Pain managementb 41.0

Multidisciplinary collaboration in relation to patient care and patient outcomesa,b 38.5

Patient adherence to carea,b 38.5d

Patient health rightsb 30.8

Moderately important priorities

Topic

Participants Ranked

as Moderately

Important (%)

Women’s healthb

Menopausea 35.7

Occupational healthb 48.7

Sexually transmitted infectionsb,c 48.7

Mobile technology interventions 46.2

Genetics 43.6

Note. Topicswithout a notation had no difference in rankings between LMIC/HIC or LCLAMor HCHAMcountries. HCHAM= high child, high adultmortality;

HIC = high-income countries; LCLAM = low child, low adult mortality; LMIC = low- and middle-income countries; MCH = maternal–child health; NCD =
noncommunicable disease.
aAlthough ranked differently between LCLAM and HCHAM countries, there were no statistically significant differences.
bAlthough ranked differently between LMIC and HIC, there were no statistically significant differences.
cStatistically significant differences in rankings between LCLAM and HCHAM countries.
dIn Round 3, this topic was ranked by an equal number of participants as critical and important (38.5%). In Round 2, 36.8% of participants (majority) ranked

this topic as important and 34.2% (the next largest number of participants) ranked it as moderately important. Therefore, we included this with “Important

Priorities.”

be implemented in the regional and local setting; thus,
country- and region-specific research is a critical priority
as interventions developed in other countries and regions
may not be generalizable to this region (Rao, Donaldson,
& Doiron, 2015).

Emergency preparedness for disasters. Not sur-
prisingly, clinical research regarding emergency pre-
paredness for disasters and complex humanitarian crises
was identified as a critical need in this region that contin-
ues to experience political conflict, civil unrest, terrorism,
and natural and biologic disasters (Al-Mulali & Ozturk,
2015; Brauch, 2003). Such preparedness to respond can
reduce the severity of outbreaks and loss of life (WHO,
2006). Development of specific midwifery and nursing
interventions for such scenarios is required for the acute,

mid-range, and long term, as well as monitoring indica-
tors (Brauch, 2003).

Noncommunicable diseases. With rising NCDs
worldwide, accounting for almost 70% of deaths, NCDs
are the subject of the WHO’s Global Action Plan: to re-
duce premature mortality from NCDs by 25% by 2025
(the “25 by 25 goal”; WHO, 2013b). The EMRegion has
seen a dramatic increase in NCDs and risk factors for
NCDs (Habibzadeh, 2013). Between 1990 and 2010, for
example, there was a 44% increase in ischemic heart dis-
ease, 35% increase in stroke, 58% increase in major de-
pressive disorder, and 87% increase in diabetes (World
Bank Group, 2013). Risks factors have also increased at
an alarming rate, including unhealthy diets (64% in-
crease), high blood pressure (59% increase), high total
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cholesterol (51% increase), and high body mass index
(138% increase; World Bank Group, 2013).

Palliative care. While palliative care has seen ad-
vances in other regions, and major advances in some
countries within the EMRegion (Abu-Saad Huijer, Saab,
& Hajjar, 2016; Abu-Saad Huijer, Sagherian, & Tamim,
2013), much of the region has lagged behind for many
reasons, including lack of governmental support, lack of
medications commonly used in palliative care treatments
(sometimes because of economic sanctions, regulatory
and pricing obstacles, etc.), misunderstandings regarding
the terminology, religion, and cultural norms and tradi-
tions (Silbermann et al., 2012).

Quality assurance/patient safety issues/
medical errors. Consistent with other studies, re-
spondents identified a need for research in the area of
quality of care in the EMRegion (Saleh, Alameddine,
Mourad, & Natafgi, 2015). Specifically, there is a dearth
of information about clinical practice and quality of care,
as well as patient–provider relationships (Saleh et al.,
2015).

Road traffic accidents. Road traffic accidents are
on the rise in the EMRegion, with a 46% increase in road
injuries between 1990 and 2010, and are a major health
concern, being the leading cause of death in young men
in the region (The World Bank, 2016). The EMRegion has
the second highest mortality rate from traffic accidents
compared to other WHO regions; HICs in the EMRegion
have the highest mortality rates from traffic accidents
globally (WHO, 2013a). The WHO cited strengthening
the capacity of healthcare workers, including nurses, as
a key action to reduce fatalities of traffic accidents (WHO,
2013a).

Self-management of disease and patient par-
ticipation in care. Many chronic diseases and NCDs
may benefit from self-management of disease and pa-
tient participation in care (Hibbard & Greene, 2013). In-
creasing self-management of disease will be essential to
improve patient outcomes within resource-scarce areas
in the EMRegion (Al Johani, Kendall, & Snider, 2015),
and nurses and midwives have demonstrated their ef-
fectiveness as strategic partners in this effort (Peimani,
Tabatabaei-Malazy, & Pajouhi, 2010). Strategies to im-
prove many aspects of care include improved patient par-
ticipation in care (Hibbard & Greene, 2013).

Infection prevention and infection control. In
addition to infection prevention and control issues ex-
perienced worldwide, the EMRegion has issues specific

to the region, such as Middle East respiratory syndrome
(MERS), which is of concern to the general popula-
tion and because of its prevalence in healthcare workers
(Memish, Zumla, & Assiri, 2013). Furthermore, conflicts
and wars in the region have resulted in population mi-
gration that has led to major and urgent health issues,
including the re-emergence of infectious diseases such as
polio and measles (Francis, 2015). Compounding these
problems are challenges in primary healthcare strategies
that are difficult to track in a migrating or displaced pop-
ulation, such as achieving the WHO goal to eliminate
measles; in 2010, nearly 2 million infants in the EMRe-
gion failed to receive the third dose of the diphtheria, per-
tussis, and tetanus (DPT) vaccine (WHO, 2014).

Women’s cancer. Breast cancer is the leading type
of cancer in the EMRegion (WHO, 2012). Moreover,
the EMRegion has the third highest rate of deaths per
case from breast cancer of all WHO regions, suggesting
women receive a diagnosis of cancer at a later stage, when
treatments are less likely to be successful (WHO, 2012).
Increased secondary preventative practices for women’s
cancers, such as cervical and breast cancer screening, can
be cost-effective interventions with a high potential for
reduced morbidity and mortality for women in the EM-
Region (El Saghir et al., 2007).

Nonresponse

Afghanistan (LMIC, HCHAM), Kuwait (HIC, LCLAM),
Morocco (LMIC, HCHAM), and the Syrian Arab Repub-
lic (LMIC, LCLAM) did not respond to requests to par-
ticipate in any of the rounds. This could be a reflection
of the high level of political unrest, or a nursing short-
age (due not only to lack of trained professionals but also
a mass exodus of existing healthcare professionals, and
the majority of nurses and midwives nearing retirement
age), insufficient numbers of doctorally prepared nurses
and midwives to conduct research, or lack of funding for
health care and research as in the case of Morocco (Global
Health Workforce Alliance, 2010). Further investigation
in countries not included in this survey should be consid-
ered in the future.

Priority Rankings by Country Income and
Mortality Rate. Both HICs and LMICs have similar
concerns for research priorities within the region, such as
population-based health topics and emergency prepared-
ness for disaster (see Table S1 for more information,
available with the online version of this article). Given
the discrepancy in life expectancy within LCLAM and
HCHAM countries, the fact that elder care/geriatrics re-
search was a lower priority in HCHAM countries was
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expected, lending credence to the statistical analyses
and face value of the study. Self-management of dis-
ease/patient participation was ranked as a higher pri-
ority for LCLAM countries, although both LCLAM and
HCHAM countries ranked it as important or critical.
Amongst the priorities, STIs were ranked of higher ur-
gency in LCLAM countries than in HCHAM countries. In
addition to regional turmoil shifting priorities to other
topics, this may also be partially related to the lack of
data on the topic, the lack of trained researchers within
the EMRegion, or stigma related to STIs within the region
(Abu-Raddad et al., 2013).

The purpose of this article was to provide evidence for
nurse scientists in order to redirect their research with the
ultimate goal of improving the regional evidence base. By
providing clear clinical nursing and midwifery research
priorities, this evidence will support nurses as they de-
velop research strategies and apply for funding, and could
potentially guide policymakers as they allot funding and
establish research agendas.

Limitations

This survey was conducted during a period of political
fragility within countries in parts of the region. Within
this context, difficulties with changing contact informa-
tion and nonresponse, likely due to limited access because
of regional conflicts, made this exceptionally difficult and
we were unable to get representation from all countries.
For example, several contacts from Syria were obtained
but none responded. Furthermore, large differences
between countries within the region exist in terms of
resources and mortality levels, and although we made
efforts to analyze these differences, the results should be
contextualized for the region; lack of input from some
countries should be considered. Several results from this
survey have important implications that will need to be
addressed. These results include the lack of consensus
on some regional priorities; enhancing research beyond
academic settings and closer to care delivery settings
with emphasis on primary healthcare settings; develop-
ment of innovative low-cost research; mentoring and
empowerment of researchers; strengthening nursing and
midwifery leadership; basic healthcare structures; net-
working; and tools to facilitate exchange of information
and data between nursing and midwifery researchers.

This study aimed to address research gaps and priori-
ties from a high level of nursing and healthcare leader-
ship with the intent that change would be made from
a policy or governance level and work its way back to
clinicians. While we aspired to include those who, while
having leadership roles, also work as practicing nurses or
have direct interactions with the clinical nurse, there may

remain a gap between what are seen as research priorities
for nursing and midwifery by academicians and leaders
and those priorities identified by clinicians. Future stud-
ies are being planned to address this disparity by conduct-
ing focus groups with nurse and midwife clinicians within
the EMRegion.

Gaps in the Literature

Comparing the results of this study to a recent scop-
ing review of the region, it is clear that the priorities
identified by regional clinical nursing and midwifery ex-
perts are closely aligned with gaps in the literature (see
Table S2 for more information, available with the on-
line version of this article). For example, chronic illness,
the topic most frequently ranked as a critical priority, ap-
peared only 17 times (8.1%) in all of the clinical nursing
and midwifery research found in the review (Alhusaini
et al., 2016). Emergency preparedness for disasters only
appeared 6 times (2.8%), infection prevention/infection
control twice (1.0%), and primary health care 4 times
(1.9%; Alhusaini et al., 2016). Contrariwise, the most of-
ten covered subjects in the scoping review were women’s
health (n = 57, 27.1%) and maternal–child health (n =
38, 18.1%), and these topics did not appear among the
critical rankings for the region (Alhusaini et al., 2016).
These findings suggest that there is a scarcity of rele-
vant literature available for nurses and midwives on these
critical research priorities, amplifying the urgency for re-
search targeted at these topics.

Conclusions and Recommendations

While some discrepancies may exist between LCLAM
and HCHAM clinical research priorities in the EMRegion,
the majority of priorities are well aligned and focused on
population-based clinical nursing and midwifery research
such as primary care, community health, and NCDs. The
ability to obtain input from countries experiencing un-
rest is limited and complicated; for these very reasons,
it is important that concerns of unrepresented countries
are elucidated. Future research should explore strategies
to address these needs. Funding for clinical nursing and
midwifery research should be consistent with critical pri-
orities identified by experts, according to the most emer-
gent regional needs. In a region with severe complex
humanitarian crises, and midwives and nurses conduct-
ing research and caring for populations in turmoil, the
need to refine the direction of research is even greater.
As such, this study provides essential insight into areas
most important for focus and funding as identified by
clinical nursing and midwifery research experts in the
EMRegion.
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Findings of this study may be used to inform not
only nursing researchers and educators for training,
advising, and curriculum development, but also for re-
search centers and other stakeholders to provide guid-
ance on how to address the identified clinical nursing
research priority issues at the country level, and to ad-
vocate for allocating funding to support research on in-
terventions to improve health care. Findings can also
serve to strengthen research capacities and collabora-
tions to initiate knowledge sharing and development
activities and to expand the possibility for professional
cross-organizational and regional research activities. This
could be done through developing and/or supporting the
creation of a regional database of nursing researchers
and their research, which would summarize what is be-
ing done and where. This may in turn increase nurses’
interest in future research and encourage them to be-
come more committed to participate in setting and im-
plementing the nursing and midwifery research agenda
on relevant clinical topics. Most importantly, as all
topics in this study were focused on clinical research
as it relates to patient outcomes, the findings can be
used to fortify clinical research, in turn strengthen-
ing the evidence base and ultimately improving patient
outcomes.
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Abstract

Purpose: To examine the extent and source of occupational violence and
aggression (OVA) experienced by nursing and caring professionals. This study
also examines the relative contributions of demographic characteristics and
workplace and individual safety factors in predicting OVA.
Design: A cross-sectional study design with data collected using an on-
line survey of employees in the nursing and caring professions in Victoria,
Australia.
Methods: Survey data collected from 4,891 members of the Australian Nurs-
ing and Midwifery Federation (Victorian branch) were analyzed using logistic
regression.
Findings: Sixty-seven percent of respondents reported experiencing OVA in
the preceding 12 months, with nearly 20% experiencing OVA on a weekly or
daily basis. The dominant sources of OVA were patients (79%) or relatives of
patients (48%). Logistic regression analysis revealed that respondents working
in public hospitals and aged care facilities were more likely to experience OVA,
compared to those working in other workplaces. While higher levels of safety
compliance reduced the likelihood of experiencing OVA, role overload and
workplace safety factors such as prioritization of employee safety and leading
indicators of occupational health and safety were stronger predictors.
Conclusions: The likelihood of healthcare workers experiencing OVA varies
across demographic and workplace characteristics. While some demographic
characteristics and individual safety factors were significant predictors, our re-
sults suggest that a greater reduction in OVA could be achieved by improving
workplace safety.
Clinical Relevance: The study’s outcomes identify workforce segments that
are most vulnerable to OVA. The study also highlights workplace safety factors
such as the prioritization of employee safety that might assist in the reduction
of OVA.

Occupational violence and aggression (OVA) is an in-
creasing global phenomenon, with healthcare workers
being a particularly vulnerable group (Cashmore, Indig,
Hampton, Hegney, & Jalaludin, 2012; Opie et al., 2010).

While there is no consensus on what constitutes OVA
(Victorian Auditor General’s Office, 2015), the definition
we use is: “any incident where an employee is abused,
threatened or assaulted in circumstances arising out of,
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or in the course of, their employment” (Department of
Health, 2011, p. 8). Healthcare workers play a critical role
in community care, but the nature of this community role
exposes them to considerable risk of OVA (Victorian Au-
ditor General’s Office, 2015). A review by Spector, Zhou,
and Che (2014) reported that worldwide 36% of nurses
had been exposed to physical violence at work and 66%
had been exposed to nonphysical violence. Among the 13
occupations studied by LeBlanc and Kelloway (2002), the
second highest risk exposure and second highest violence
prevalence rates occurred for nurses; police officers were
the only occupational group found to experience higher
levels of OVA.

OVA is an important area of research in the field
of occupational health and safety (OHS), not only be-
cause of societal expectations of safety and dignity at
work, but also because OVA has been reported to have
flow on effects beyond the initial physical or emotional
impact of a violent or aggressive incident. Individual
responses to exposure to physical violence and verbal
aggression include increased absenteeism and turnover
and reduced productivity (Schat & Kelloway, 2005).
Lanctôt and Guay’s (2014) systematic review identified
several categories of detrimental consequences of OVA,
including physical, psychological, emotional, and work
functioning, as well as social and financial well-being and
diminished patient care. These consequences highlight
the direct and indirect costs of OVA to individuals, pa-
tients, workplaces, and society in general.

Comparisons across world regions undertaken by
Spector et al. (2014) showed that the highest rate of
exposure to OVA among nurses was in the Anglo region
(i.e., Australia, New Zealand, England, Ireland, Scotland,
Canada, and United States), where patients were the
dominant source of physical violence. Within Australia,
several studies have reported high rates of exposure
to OVA in the healthcare sector (e.g., Farrell, Shafiei,
& Chan, 2014; Roche, Diers, Duffield, & Catling-Paull,
2010) and, consistent with other countries, patients
were the main perpetrators of violence towards nurses.
However, the prevalence of OVA in the healthcare
industry is unclear and requires clarification (Victorian
Auditor General’s Office, 2015). In response, the first
aim of our study is to determine the extent and source of
OVA experienced by nursing and caring professionals in
the healthcare industry.

Along with the call for greater understanding of the ex-
tent of the problem, Farrell et al. (2014) emphasized the
need to understand the factors that protect staff and re-
duce risk. Research has focused on the workplace context
and has shown that factors such as role overload, work
demands or job strain (Magnavita, 2014; Rodwell, Demir,
& Flower, 2013), poor staffing levels (Farrell & Shafiei,

2012), lack of leadership (Roche et al., 2010), and lack of
social support (Magnavita, 2014) increase the likelihood
of OVA.

Viewing the OVA research in the context of the broader
safety literature and consistent with Clissold, Buttigieg,
and De Cieri (2012), we apply Bandura’s (1986) social
cognitive theory to understand the context for OVA.
The premise of social cognitive theory is that people are
considered to be completely driven by neither external
stimuli nor internal factors, but rather a combination of
the environment, the person, and his or her behavior.
Clissold et al. (2012) argued that a triadic framework
encompassing the environment, the person, and the
behavior could guide research in workplace safety.

As noted above, much of the OVA risk prevention re-
search has focused on the workplace context, but there
has been limited investigation of the relative contribution
of workplace (environmental) and personal and behav-
ioral (individual) factors in predicting OVA. One excep-
tion has been the work of Chang, Eatough, Spector, and
Kessler (2012), which, within a broader model, showed
that a poor psychological violence prevention climate
was associated with reduced personal motivation that, in
turn, was related to prevention behaviors. The idea of a
climate means that there are particular meaningful pat-
terns of behavior and interaction among people within
organizations (Schneider, Bowen, Ehrhart, & Holcombe,
2000). A positive safety climate exists when management
commits attention and resources to workers’ safety, for
example, by discussing safety, having safety policies that
are enforced, and offering safety training. Such efforts
are apparent to employees who perceive the climate as
one that encourages safety, and it leads to behavior that
minimizes the likelihood of work-related injuries. Chang
et al. (2012) showed that clear workplace policies prompt
management responses to assaults and prioritizing safety
led to increases in employee motivation and behaviors
aimed at preventing OVA.

While it would be difficult to control all of the cir-
cumstances to which healthcare workers are exposed,
following Clissold et al.’s (2012) argument based on
social cognitive theory, that workplace initiatives aimed
to improve OHS must encompass the environment and
the person, the second aim of the current study is to
analyze OVA risk at two levels: the workplace and the
individual level. Specifically, the workplace focus is on
the role senior managers and supervisors perform in
proactively committing to a safe working environment
by implementing positive OHS policies and practices (also
known as leading indicators of OHS), encouraging sup-
portive supervisor behavior, and prioritizing staff safety.
At the individual level, the study considers the person
and his or her behaviors via personal safety motivation
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and the behaviors of safety compliance and safety
participation.

In summary, this article examines the following ques-
tions: What is the prevalence of OVA experienced by
members of the nursing and caring professions? What
are the dominant sources of OVA, in general, and by de-
mographic group (gender, age, job role, and workplace
type)? Finally, after controlling for demographic factors
and role overload, what is the relative contribution of in-
dividual safety factors (safety motivation, safety compli-
ance, and safety participation) compared with workplace
safety factors (leading indicators of OHS, the prioritiza-
tion of employee safety, supervisor support for safety) in
predicting the likelihood that employees will experience
OVA?

Methods

Sample and Procedure

All members of the Australian Nursing and Midwifery
Federation branch in Victoria, Australia, were invited to
participate in an OHS survey. The survey was conducted
online, and two reminder emails were sent 2 weeks and
4 weeks after the initial email invitation. Overall, 69,927
members had the opportunity to participate in the sur-
vey. Responses were received from 4,891 members (7%
response rate), comprising 3,273 registered nurses (67%),
1,055 enrolled nurses (22%), 407 midwives (8%), and
156 personal carers (3%). The project was approved
by the university’s Human Research Ethics Committee,
and all respondents were assured of confidentiality and
anonymity.

Measures

The survey included demographic questions for gen-
der, age, job role (e.g., registered nurse), and workplace
type (e.g., public hospital). Respondents also answered
questions about their experience of OVA, role overload,
individual safety factors (safety motivation, safety com-
pliance, and safety participation), and workplace safety
factors (leading indicators of OHS, prioritization of em-
ployee safety, and supervisor support for safety).

Occupational violence and aggression. We in-
cluded two single-item measures to examine respondent
experiences of OVA adapted from Hegney, Plank, and
Parker (2003). Initially, respondents were asked, “have
you experienced occupational violence and/or aggression
at your workplace during the last 12 months? (1 yes daily,
2 yes weekly, 3 yes monthly, 4 yes a few times, 5 no,
never).” Respondents who answered “yes” to this item
were then asked a follow-up question: “From whom have

you experienced occupational violence and/or aggression
at your workplace during the last 12 months? (Please
select all that apply: supervisors/colleagues/subordinates,
patients, relatives of patients, visitors of patients, other
members of the public).”

Role overload. We also included a measure of role
overload, the quantitative workload inventory developed
by Spector and Jex (1998), as a covariate. The measure
is a five-item scale that assesses both the volume and
pace of employee workload using a 5-point frequency
scale ranging from less than once per month (1) to sev-

eral times per day (5) (α = .90). This measure has been
widely used in organizational behavior and safety re-
search and has been shown to have sound psychometric
properties. Cronbach’s alpha for this scale was .90, which
is consistent with earlier studies (e.g., Jensen, Patel, &
Messersmith, 2013).

Individual safety factors. Individual safety factors
were measured using three scales: safety motivation,
safety compliance, and safety participation (Neal &
Griffin, 2006). Each measure contains three items (e.g.,
“I use the correct safety procedures for carrying out my
job”), which are rated on a 5-point scale from strongly dis-

agree (1) to strongly agree (5). The safety motivation, safety
compliance, and safety participation scales are widely
used by safety researchers and have been shown to have
sound psychometric properties (see Christian, Bradley,
Wallace, & Burke, 2009). All three measures displayed
very good reliability, with Cronbach alphas ranging from
.86 to .90, and this is consistent with earlier studies (e.g.,
Shea, De Cieri, Donohue, Cooper, & Sheehan, 2016).

Workplace safety factors. The measures for
workplace safety factors included the Organizational
Performance Metric-Monash University (OPM-MU; Shea
et al., 2016), a measure of supervisor support for safety
(Lauver, Lester, & Le, 2009), and a measure of priori-
tization of employee safety that was developed by the
authors.

The OPM-MU (Shea et al., 2016) is an adaptation of
the Institute for Work and Health Organizational Perfor-
mance Metric (IWH-OPM; IWH, 2011) and contains eight
items measuring leading indicators of OHS (e.g., “every-
one has the tools and/or equipment they need to com-
plete their work safely”). The items are rated on a 5-point
scale from strongly disagree (1) to strongly agree (5). The
study by Shea et al. (2016) showed this scale to be a valid
and reliable measure of OHS leading indicators. Consis-
tent with that study, we found the OPM-MU to have
excellent reliability (α = .91).
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The supervisor support for safety scale is a three-
item measure rated on a 5-point frequency scale from
not at all (1) to a great extent (5). The three items that
comprise this scale were subjected to exploratory fac-
tor analysis (principal axis factoring), which revealed a
single factor structure (explaining 88% of the common
variance) and excellent reliability (α = .96).

The three items of the prioritization of employee safety
scale were rated on a 5-point scale ranging from strongly
disagree (1) to strongly agree (5). Exploratory factor anal-
ysis (principal axis factoring) of the three items revealed
a single factor structure (explaining 94% of the common
variance) and the measure was also found to be reliable
(α = .97).

Statistical Analysis

We used summary statistics to examine the prevalence
and sources of OVA across demographic groups. A hier-
archical logistic regression was conducted with the ex-
perience of OVA as the criterion and categorized as a
dichotomous variable (coded 1 = yes, 0 = no). The first
stage included a continuous (role overload) and four cat-
egorical (gender, age, job role, and workplace type) pre-
dictors. In the second stage, three predictors were added
measuring individual safety factors (safety motivation,
safety compliance, and safety participation), and the third
stage included three predictors measuring workplace
safety factors (leading indicators of OHS, prioritization of
employee safety, and supervisor support for safety).

Results

Characteristics of the Respondents and Their
Workplaces

Table 1 summarizes characteristics of the respondents
and their workplaces. Nearly all respondents were fe-
male and between the ages of 46 and 65 years. Most had
been employed in the nursing and caring profession for
more than 10 years. More than half reported working
as registered nurses and most worked in either public or
private hospitals. Due to the anonymous nature of the
survey, respondents could not be directly compared with
nonrespondents. Nevertheless, the sample characteristics
are highly consistent with national statistics on the nurs-
ing and midwifery workforce in Australia (Australian In-
stitute for Health and Welfare, 2013).

Prevalence and Sources of OVA in the Nursing
and Caring Profession

Overall, 67% of respondents indicated that they had
experienced OVA in the preceding 12 months. Forty-four
percent of respondents had experienced OVA a few times

Table 1. Characteristics of the Respondents and Their Workplaces

Demographic n %

Gender Male 356 7

Female 4,511 93

Age 18–25 years 191 4

26–35 years 571 12

36–45 years 881 18

46–55 years 1,782 36

56+ years 1,458 30

Job role Registered nurse 3,273 67

Enrolled nurse 1,055 22

Midwife 407 8

Personal carer 156 3

Workplace type Hospital, public 2492 54

Hospital, private 589 13

Aged care facility 956 21

General practice clinic 154 3

Local government 77 2

Community 341 7

in the past year, 6% had experienced OVA monthly, 11%
had experienced OVA on a weekly basis, and 6% expe-
rienced OVA daily. Respondents who experienced OVA
in the preceding 12 months indicated that the dominant
source of OVA was patients (79%), followed by relatives
of patients (48%), visitors of patients (26%), and mem-
bers of the public (8%).

Table 2 displays the prevalence and source of OVA
by demographic group. Statistically significant differences
were observed for gender, χ2 (1, n = 4,572) = 5.1, p =
.013, job role, χ2 (3, n = 4,591) = 17.5, p = .001, and
workplace type, χ2 (5, n = 4,325) = 165.7, p < .001.
Compared to females, respondents who were male
showed a higher prevalence of OVA in the preceding 12
months. Respondents who were employed as enrolled
nurses or personal carers showed a higher prevalence
of OVA, and respondents working in public hospitals or
aged care facilities also showed a higher prevalence of
OVA. No significant differences were observed across age
groups (p > .05).

Some variations in the source of OVA were observed
across job role; for example, midwives were more likely
to experience OVA from patient relatives and visitors
than patients themselves. In contrast, registered nurses,
enrolled nurses, and personal carers were more likely to
experience OVA from patients rather than patient rela-
tives or visitors. Overall, patients and relatives of patients
were the dominant sources of OVA.

OVA and Workplace Safety Factors

The results of the hierarchical logistic regression are
displayed in Table 3. Each stage of the model, testing
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Table 2. Prevalence and Source of Occupational Violence and Aggression by Respondent and Workplace Characteristics

Demographic Overall Colleagues Patients Patient relative Patient visitor Public

Gender Male 72% 21% 87% 55% 36% 14%

Female 66% 18% 78% 48% 25% 7%

Age 18–25 years 4% 9% 86% 58% 41% 4%

26–35 years 12% 15% 84% 58% 34% 8%

36–45 years 18% 19% 80% 50% 29% 6%

46–55 years 37% 20% 78% 47% 24% 8%

56+ years 30% 19% 77% 43% 21% 9%

Job role Registered nurse 66% 19% 79% 50% 28% 9%

Enrolled nurse 71% 16% 87% 38% 16% 5%

Midwife 63% 21% 52% 69% 40% 6%

Personal carer 76% 17% 87% 24% 10% 1%

Workplace Hospital, public 73% 18% 79% 58% 35% 9%

Hospital, private 54% 27% 69% 46% 23% 6%

Aged care facility 74% 15% 87% 31% 11% 1%

General practice clinic 53% 17% 83% 33% 6% 14%

Local government 41% 39% 48% 29% 0% 6%

Community 66% 17% 79% 48% 28% 8%

Note.Percentagesacross subgroupsdonot addup to100%because respondentswereasked tocheckall sourcesof occupational violenceandaggression.

the relationship between predictor variables and the ex-
perience of OVA, was significant (p < .001), and the
-2 log likelihood value reduced from 4,954.11 in model
1 to 4,710.79 in model 3.

The odds ratios (ORs) from model 3 showed that re-
spondents in the oldest age group (56 or more years)
were more likely than the youngest employees (18–25
years) to experience OVA from patients (OR = 1.61). The
ORs for respondent role showed that midwives were less
likely (OR = 0.67) than registered nurses to have experi-
enced OVA in the past 12 months (p < .01). Respondents
working in private hospitals (OR = 0.42), general medi-
cal practice clinics (OR = 0.47), local government (OR =
0.35), and community services (OR = 0.48) were less
likely to experience OVA than those employed in pub-
lic hospitals. No statistically significant differences were
observed in the experience of OVA between respondents
working in public hospitals and aged care facilities. Re-
spondents who experienced greater levels of role over-
load were more likely (OR = 1.49) to have experienced
OVA in the past 12 months.

Turning to individual safety factors, respondents with
higher levels of safety compliance were less likely to
experience OVA (OR = 0.76). However, those with
higher levels of safety motivation (OR = 1.22) and
safety participation (OR = 1.33) were more likely to
experience OVA. Finally, with regard to workplace
safety factors, those employed in workplaces with a
greater focus on OHS leading indicators (OR = 0.69), a
higher prioritization of employee safety (OR = 0.52), or
with greater supervisor support for safety (OR = 0.89)

were less likely to have experienced OVA in the past
12 months.

Discussion

Addressing the first research question, the outcomes of
this study indicate that the extent of OVA in the Victorian
healthcare industry is substantial. Sixty-seven percent
of respondents reported experiencing OVA at least
once in the past 12 months, and nearly 20% reported
experiencing OVA on a weekly or daily basis. These
levels are higher than those reported in previous studies
(Farrell & Shafiei, 2012; Farrell et al., 2014). However,
it is difficult to compare our findings to earlier work due
to the different time spans (1 week to 12 months) used
to measure the extent of OVA in the nursing and caring
profession.

Differences in the experience of OVA by demo-
graphic groups were observed. However, while a larger
percentage of men reported having been exposed to
OVA in the past 12 months compared to women, the
logistic regression revealed that this was not statistically
significant. The logistic regression also revealed that
older respondents were more likely to have experienced
OVA compared to younger respondents. Enrolled nurses
and personal carers experienced higher rates of OVA
compared to registered nurses and midwives, but these
findings were not statistically significant in the logistic
regression. Further, respondents in public hospitals and
aged care facilities experienced OVA at greater rates
than those in private hospitals, general practice clinics,
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Table 3. Logistic Regression for Predicting the Likelihood of Experiencing Occupational Violence and Aggression

Model 1 Model 2 Model 3

B (SE) OR (95% CI) B (SE) OR (95% CI) B (SE) OR (95% CI)

Female −0.19 (0.14) 0.83 (0.63–1.09) −0.16 (0.14) 0.85 (0.65–1.12) −0.10 (0.14) 0.91 (0.68–1.20)

18–25 years Ref cat Ref cat Ref cat

26–35 years 0.24 (0.19) 1.23 (0.87–1.85) 0.25 (0.19) 1.28 (0.88–1.87) 0.20 (0.20) 1.22 (0.83–1.80)

36–45 years 0.28 (0.18) 1.33 (0.93–1.90) 0.32 (0.19) 1.38 (0.96–1.98) 0.26 (0.19) 1.29 (0.89–1.87)

46–55 years 0.36 (0.18)∗ 1.44 (1.02–2.03) 0.40 (0.18) 1.49 (1.05–2.10) 0.30 (0.18) 1.35 (0.95–1.92)

56+ years 0.50 (0.18)∗∗ 1.64 (1.16–2.33) 0.54 (0.18)∗∗ 1.72 (1.21–2.45) 0.48 (0.18)∗∗ 1.61 (1.12–2.31)

Registered nurse Ref cat Ref cat Ref cat

Enrolled nurse 0.14 (0.10) 1.15 (0.95–1.38) 0.15 (0.10) 1.16 (0.97–1.40) 0.18 (0.10) 1.20 (0.99–1.45)

Midwife −0.30 (0.12)∗ 0.74 (0.58–0.94) −0.31 (0.12)∗ 0.74 (0.58–0.94) −0.40 (0.13)∗∗ 0.67 (0.52–0.86)

Personal carer 0.44 (0.23) 1.56 (0.99–2.44) 0.46 (0.23)∗ 1.59 (1.01–2.50) 0.31 (0.24) 1.37 (0.86–2.17)

Hospital, public Ref cat Ref cat Ref cat

Hospital, private −0.84 (0.10)∗∗ 0.43 (0.36–0.53) −0.84 (0.10)∗∗ 0.43 (0.35–0.53) −0.87 (0.11)∗∗ 0.42 (0.34–0.51)

Aged care −0.11 (0.11) 0.90 (0.73–1.10) −0.08 (0.11) 0.93 (0.75–1.14) −0.04 (0.11) 0.97 (0.78–1.20)

General practice −0.76 (0.19)∗∗ 0.47 (0.33–0.68) −0.76 (0.19)∗∗ 0.47 (0.32–0.68) −0.77 (0.20)∗∗ 0.47 (0.32–0.68)

Local government −1.17 (0.25)∗∗ 0.31 (0.19–0.51) −1.17 (0.26)∗∗ 0.31 (0.19–0.51) −1.06 (0.26)∗∗ 0.35 (0.21–0.57)

Community −0.80 (0.13)∗∗ 0.45 (0.35–0.58) −0.79 (0.13)∗∗ 0.46 (0.35–0.59) −0.74 (0.13)∗∗ 0.46 (0.37–0.62)

Role overload 0.53 (0.04)∗∗ 1.70 (1.59–1.82) 0.53 (0.04)∗∗ 1.69 (1.58–1.82) 0.40 (0.04)∗∗ 1.49 (1.38–1.60)

Motivation 0.14 (0.09) 1.15 (0.97–1.37) 0.20 (0.09)∗ 1.22 (1.02–1.46)

Compliance −0.36 (0.08)∗∗ 0.70 (0.60–0.82) −0.28 (0.08)∗∗ 0.76 (0.64–0.89)

Participation 0.07 (0.06) 1.07 (0.95–1.21) 0.29 (0.07)∗∗ 1.33 (1.16–1.52)

OPM-MU −0.37 (0.07)∗∗ 0.69 (0.61–0.79)

Prioritization −0.65 (0.10)∗∗ 0.52 (0.43–0.63)

Supervisor −0.12 (0.05)∗ 0.89 (0.80–0.98)

Constant −0.78 (0.40) 0.46 −0.75 (0.40) 0.47 2.07 (0.47)∗∗ 7.92

χ2 (df) 411.58 (14)∗∗ 435.01 (17)∗∗ 654.91 (20)∗∗

Log likelihood 4954.11 4930.69 4710.79

Nagelkerke R2 .13 .14 .20

Note. N = 4,273. Boldface values denote significant predictors. CI = confidence interval; OPM-MU = Organizational Performance Metric-Monash

University; OR = odds ratio.
∗p < .05; ∗∗p < .01.

local government, and community settings. Farrell et al.
(2014) similarly reported higher levels of OVA for public
sector nurses and suggested that this may be related to
higher levels of patient acuity.

Addressing the second research question, the dominant
source of OVA was patients; however, relatives of pa-
tients were also a major source of OVA, followed by pa-
tient visitors, colleagues, and, to a small degree, members
of the public. This pattern is broadly consistent regardless
of gender, age, job role, and workplace type, although
some demographic subgroup differences exist. For exam-
ple, registered and enrolled nurses were more likely to
report OVA from patients, whereas midwives were more
likely to report OVA from patient relatives.

With respect to the third research question, while a
higher level of safety compliance was shown to reduce
the likelihood of experiencing OVA, higher levels of both
safety motivation and safety participation were shown
to increase the likelihood of experiencing OVA. The re-
lationship between motivation, participation, and the

increased experience of OVA appears counterintuitive.
One explanation may be that individuals with higher
levels of personal safety motivation and willingness to en-
gage in safety participation behavior may be more proac-
tive and likely to step in to de-escalate OVA situations.
Finally, our investigation reveals that workplace safety
factors, particularly the prioritization of employee safety,
were more important in reducing the likelihood of OVA
than were individual safety factors.

These findings are important to the healthcare indus-
try because they highlight ways in which policymakers,
employers, and industry partners can address workplace
violence. For example, strengthening workplace factors,
particularly a greater prioritization of staff safety with
respect to patient safety, will reduce the likelihood
of violence against healthcare workers. This suggests
that despite the external origins of workplace violence
(i.e., patients and visitors), policies and practices can
be developed and actions taken by the organization to
protect its workers. Policymakers, such as departments

Journal of Nursing Scholarship, 2017; 49:2, 236–243. 241
C© 2016 Sigma Theta Tau International



Occupational Violence and Aggression Shea et al.

of health as well as safety regulators, could provide
sectorwide leadership and education activities, as well
as inspection or enforcement mechanisms to protect
workers from OVA in the health sector. Violence at work
is an important issue to resolve as it is a threat not just
to worker health, safety, and mental well-being, but also
to workers’ dignity and sense of security (International
Labor Organization [ILO], 2016). Occupational violence
also has negative repercussions for the families of affected
workers and incurs substantial costs to their workplace
and society in general (ILO, 2016). Industry partners
such as healthcare unions can offer additional resources
for workers, such as campaigns to raise awareness of OVA
and mechanisms for workers to report OVA incidents.

Limitations of the present study are the low response
rate and the cross-sectional design. However, despite the
low response rate, the sample is large and reasonably
representative of the nursing and caring professions in
Australia. As this was a cross-sectional survey, efforts
were made to reduce common method variance by in-
cluding measures that use different response anchors,
which would reduce the likelihood of common method
variance affecting the results.

In summary, a major contribution of the research is
that it improves understanding of the extent and sources
of OVA in the healthcare industry. The study also builds
on Chang et al.’s. (2012) research, which found links
between violence prevention climate and employee
motivation and behaviors. Our research extends this to
show, consistent with social cognitive theory (Clissold
et al., 2012), that while higher levels of safety compliance
reduce the likelihood of experiencing OVA, role overload
and workplace safety factors such as prioritization of
employee safety and leading indicators of OHS are
stronger predictors.

Conclusions

We found that the likelihood of healthcare workers
experiencing OVA varies across demographic characteris-
tics. Furthermore, those working in public hospitals and
aged care facilities are also at greater risk of experiencing
OVA, compared to those working in other clinical set-
tings. Increasing levels of role overload also increase the
likelihood of exposure to OVA. Some demographic char-
acteristics and individual safety behaviors are significant
predictors of the experience of OVA; this information
could inform workplace initiatives such as programs to
train healthcare professionals in de-escalation of situa-
tions that might lead to OVA. Further, our results indicate
that a greater reduction in OVA could be achieved by
initiatives that improve workplace safety. Consequently,
while individual safety factors are important, our findings

indicate that employee safety must be led and supported
at a higher level by proactive and preventive actions such
as prioritization of employee safety, implementation of
OHS leading indicators, and supervisor support for safety.
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