A STUDY OF THE EXPRESSED ATTITUDES OF 327 NURSES TOWARD

DIRECT PATIENT CARE

by

Jeanne Pierson Zook, R.N., B.S,

A Thesis Presented to the University of Oregon
School of Nursing and the Graduate Council
of the University of Oregen Medical School
In Partial Fulfillment of the Requirements for the Degree

Master of Science

June 6, 1968



APPROVED

ucglile Lregerson,

‘é—hairfnﬂgﬁd iraduate
I

/
{

hesis Adviser



This study was undertaken with the financial assistance of a United States

Public Health Traineeship, Grant number NT-35-C10,



ACKNOWLEDGMENTS

The writer wishes to express her appreciation to Miss Lucile
Gregerson, Associate Professor under whose guidance and encouragement
this study was prepared,

Appreciation is expressed- to Dr. Paula Rohrbaugh for counsel and
guidance in the study design, and to the nurses whose cooperation enabled

the writer to carry out the study,

JeP2Z.



CHAPTER

1
P
tj::

LE

Q
i

I. INTRODUCTION . ... ........

II. SURVEY OF RELATED LITERATURE

Introduction to the Problem
Statement of the Problem . :
Purpose of the Study., . . . . ., , .
Hypotheses . . ..., .. ...
Limitations i
Assumptions . . . ..., .. .
DeBnirtene . . . . e 002 6 574 &
Attitude

Attitude scale . . . .. ... ..

Direct patient care

hmage . o7 & s
Measurement of dftltlld&‘b ol
Nursing behavior . .. .. ..
Opinion . . . . ... .. ...,
Role .. ...,

Justification of the ’Study s “ 4085 o9

Steps of the Study . . o o
Overview of the Study . . . . .. .

Attitudes and Attivude Research |
Neutral Items in the Thurstone Scale

“

CONTENTS

o

3

Other Methods Used in Attitude Research .
Changing Attitudes and Nursing Education .
The Attitudes and Values of Graduate Nurses
The Nurse's Attitudes Toward Direct Patient Care and

QUallig fOTr® . .« . 4w b s

v

AND STUDIES

¢ 6 e

3

T ™

o v 8 & ¢ &

Innovations Being Used to bree Nurses ror Direct

Patient Care , , . s ¥ olsUE
Summary of the L m;ruturc iy B

PR

®

B}

a

v e

R TR 1

s

Page

N \O OO O o000 000000 ~~~IOo\o U1 Ul —

(-

13

13
18
20
22
28

33

37
39



CHAPTER

III. REPORT OF THE STUDY

Design of the Study

aaaaaaaaaaaaaa

uuuuuuuuuuuuuu

aaaaaaaa

Selection and revision of the study instrument . . . . . .

Pilotstudy . . ... ... .........
Selection of the study population . . . . .
Procedure for collecting data . . . .. . .
Procedure for scoring the data . . . . . .
The study participants. . . ... ... ..

oooooooooooooo

nnnnnnnn

nnnnnnnn

nnnnnnnn

aaaaaaaa

........

nnnnnnnn

Ditferences among the nurses by type of education .
Differences among nurses by decade of education, , . . .
Differences among nurses by clinical practice , . . . . .

Differences among the nurses by position

Differences among the nurses by patient care activity . .

Comments on the use of the scale-product method . . . .

nnnnnnnnnnnnn

-----------

nnnnnnnn

nnnnnnnn

IV. SUMMARY, CONCLUSIONS AND RECOMMENDATIONS . .. ..
Summary of the Study . . ., ., ... .. E TR
Hypotheses Accepted and Rejected . , . ., . .. ... ....
COMCPUSIONE . 1: . 2 2 b o se o whae LE 2l e il o n .

nnnnnnnnnnnnnnnnnnnnn

uuuuuu

nnnnnnnn

oooooooo

41
41
43
43
44
45
46

48
48
50
55
29
68
68
2

2
73
87
87
91

91
93

95



CHAPTER

APPENDICES * L ] . L] L ] . - L] ®

A,

CORRESPONDENCE , . .,

INSTRUMENT FOR DATA COLLECTION

SCALEVAILUES . ., . . .
MASTER TABULATION

STATISTICAL FORMULAE

° * L . ® L] *

? ¢ 8 e L]

vii
Page
102
103
113
i23
126

129



LIST OF TABLES

Table Page

1. The Range of Final Scores of the Study Participants
by Score Intervals of 100 . & o s 0 « 5 5 ¢ 4 o 0 2 5 s o 0 b 2% 49

2. Education Reported by Study Participants in Addition
to-the Bagle Nursing Program: . v « 6 J « » o @5 2 0 d s o . Sl

3. Information Concerning the Scores of 324 Nurses by Type
efEOUEalIo 5 @ of s v e’ B d -6 . a . . cmm B e o . 52

4. A Comparison of Differences in Score Values For Nurses
On an Attitude Scale Measuring Favorableness Toward
Direct Patient Care in Relation to Type of Education , . . . . 54

5. A Cumparison of Differences in Score Values For Nurses On
an Atiitude Scale Measuring Favorableness Toward
Direct Patient Care in Relation to Period of Education. . . . . 58

6. A Comparison of Differences in Score Values For Nurses
On an Attitude Scale Measuring Favorableness
Toward Direct Patient Care in Relation to Clinical
FRacEice,ol the NUZse . . . @ « « % o5 2w o0 as 6 o . 5. ., 64

7. A Comparison of Differences in Score Values For Nurses On
An Attitude Scale Measuring Favorableness Toward
Direct Patient Care in Relation to Position and Activity . . . . 71

8. The Proportion of Respondents in the Upper and Lower
Groups of 100 Who Obtained 5-6 Value Scores, With
Philh, COSTIICIETINS . . . 24 o P80x o ) 218 aB's & 2 2 o+ o' . 76



CHAPTER 1
INTRODUCTION
Introduction to the Problem

A shift in nursing activities during the past two decades away from direct
patient care toward the more technical and managerial tasks has been receiving
attention in the literature (3,43,56). Some alternatives to this trend have been
proposed (15, 26,27,54,67), Outstanding reasons for the shift away from
di:;ect patient care activities appear to be, first, the changing educational
preparation and competencies of the nurse (42,43,63), second, the quickening
movement toward professionalization, with increasing expectations of the
nurse (43,57), and third, the changing role of the nurse which has resulted
from a gradual accretion of tasks formerly performed by the physician, in-
creased technical functions, and the increasing necessity to direct the
activities of ancillary workers who have been introduced into the patient care
settings to offset the chronic undersupply of professional nurses (26,42,43).

Nursing literature reveals the following trends:

1. Nurses are engaged in many non-patient care activities (573

2. Ancillary workers provide much of the direct, personal care (54).



3. Nurses indicate that patient care activities give them satisfaction (9,
28,55,56). Social scientists identify this satisfaction as a fulfillment of the
nurse's role concept (9,40).

4. Nursing positions which carry greater prestige and remuneration
(the rewards) are those in which there is little opportunity to administer
direct care, thus a nurse has difficulty advancing in professional standing
without leaving the core activity of the profession (47,52,54).

5. The nursing profession is becoming more self -directing, and nurses
are to a greater extent able to control the nature of their practice, They are
seeking patterns of practice which will provide high quality care to all persons
requiring these services.

Saunders (56,57), Benne and Bennis (9), Malone (40), and others have
written about the changes that are occurring in the nurse's role from a
sociological viewpoint. Saunders (57) states,

Although it may be uncomfortable to those in nursing
and nurse education, there is nothing particularly
unhealthy from a sociological point of view in the present
unsettled status in nursing. Role modifications are
occurring, Functions are being transferred from one
group to another. Privileges and responsibilities are
being reshuffled and shifted. Although unpleasant for
those experiencing it, it is quite natural and perhaps
inevitable in a period of rapid technological change.
Saunders would have nurses adapt to the change by adopting attitudes appro-

priate to being the "managers" in the care settings, "seeing that the patient

is nursed, rather than nursing him,"
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It is apparent to observers of the hospital and nursing scene that despite
this well -intentioned advice of a decade ago, thebunsettled conditions are still
with ﬁs, and that nurses are, by and large, not satisfied with the quality or
quantity of care that patients are receiving, nor with the system which perpetuates
the present dilemma.

Dr. William H, Stewart, Surgeon-General of the United States (61), has
called nursingé "troubled"” profession. He elaborates,

. « . the present situation in which nursing is
caught is partly due to the problem of low salaries,
poor working conditions, the increasing demands upon
nurses, and changes in their functions. The nurse
has been required to do "more and more things, acquire
more and more skills, as well as supervise more and
more people.” He notes that salaries are the most ob-
vious cause of unrest among nurses, but pay is not the
only problem, In a recent speech he said that the major
complaint seems to be a sense of frustration because
nurses are not able to take care of patients [italics not
in the original] . "Nurses are deluged with paperwork,
supervision, and training duties for the many layers of
assistants--practical nurses, aides and orderlies--who
function between them and the people who need care. In
addition, because nursing services operate 24 hours a
day, 365 days a year, professional nurses are frequently
called upon to absorb the responsibilities of other health
workers who work the conventional hours . , , . They
are worried about the quality of care patients receive
under such conditions,"

The quality of care for patients is concerned with the relationships among

the following:

1. The quantity of professional staff, and the level of their skills

(2,28,64),



2. The quantity of non-professional staff, the level of their skills, and
the amoimt of supervision required for safety of practice.

3. The numbers of non-nursing functions which nurses are required to
perform (15, 26),

4. The number of patients who require care, and their degree of
incapacity .

5. The indices used to determine patient welfare (48).

6. The organization, policies, and philosophy of the institution or
agency (34),

7. The morale, commitment, and attitudes of nursing persounel,
their conceptions of the nurse's role, and of what constitupes quality care
(65,67).

Reiter (54) and others identify direct patient care as the "heart of
nursing." Sociologists have pointed out that nurses have been moving out of
this activity which has formed the "heart" of their profession (57). The
problem which exists in nursing is whether or not nurses will permit them-
selves to be diverted from this central activity sphere in which they have
been the experts in times past, by the pressures of professionalization,
educational advancement, advancing status, and a rapidly expanding tech-
nology, or whether they will find new patterns of care which will permit
them to continue as the givers of direct patient care.

The American Journal of Nursing stated about recent unrest among




nurses in New York (8),
In most instances what finally made nurses act was
their inability to care for patients. . . . Among the
protests were the non-nursing duties that kept the nurses
from the bedside . , . .
Nurses have begun to express their opinions in highly vocal manner,
demonstrating their concern with this problem,
If the problem exists as extensively as it appears to, then nurses have

opinions about the problem. It is these attitudes and opinions which this

study has attempted to elicit with the use of the Vaughan Attitude Scale,

Statement of the Problem

The problem which exists in nursing, and to which this study is
oriented, is that mirsing behaviors have tended to shift away from direct
patient care toward managerial and technical tasks during the past twenty
years, with an apparent decrease in nurse and patient satisfaction (8,15,28,
61), and with concurrent concern that the quality of care afforded patients

has declined (3,26, 64).
Purpose of the Study

This study investigates the relationship between the favorableness of
the nurse's attitude toward direct patient care and the nurse's statement that
she does or does not give direct patient care, The study investigates the

favorableness of the attitudes of nurses toward direct patient care who work in



varying clinical settings and who hold different positions in nursing. Growing
from the study has come an investigation of the scale items through item

analysis,
Hypotheses

The following hypotheses are tested in the study: Differences in
favorableness toward direct patient care exist between groups of nurses who:

1. practice nursing in varying clinical settings.

2. hold diverse hierarchical positions in nursing agencies,

3. have dissimilar educational preparation for nursing,

4, received their education in different decades.

5. do give direct patient care as compared to those who do not give

direct patient care.
Limitations

For the purpose of this study the following limitations were made:

1. The study population was limited to registered nurses currently
practicing nursing in the general metropolitan area of Portland, Oregon.
Instructors of nursing were excluded from the study population,

2. The study was limited to the responses of 327 registered nurses to
the Opinionnaire which served as the data collecting device, The statements

of the Opinionnaire are those which appear in the Attitude Scale constructed



and validated by Sister Louise Marie Vaughan (66), which were placed in a

multiple response option format originated by Likert (38).

Assumptions

For the purpose of this study it is assumed that:

1. Nurses have overt and covert attitudes toward direct patient care
which determine to some extent the positions which they accept and the
performance of direct patient care in their practice.

2. Attitudes mediate a consistency of behavior, thus nursing behavior
is a response to attitudes held by the nurse, to her role fulfillment, and to
situational demands of her position.

3. Attitudes are measurable, but the measurement is subject to
biases (social desirability, acquiescence, and others). The use of the anony -
mous mailed reply will obtain a relatively accurate divulging of attitudes (20).

4. The Vaughan Attitude Scale is a sufficiently validated instrument
for the purposes of this study.

5. An understanding of the attitudes and opinions of nurses who
practice in diverse clinical settings in this geographic area will assist nurses
and other persons concerned with quality of patient care to take creative

action toward a solution of the problem.

Definitions

Attitude: an individual's social attitudes are an enduring syndrome



of response consistency with regard to a set of social objects (26). Attitudes are
conceptualizations of aspects of personality which are inferred from habitual
verbal and overt behavior. They are considered to be stable, mediating response
consistencies. Most authors agree that isolated instances of behavior may not

be taken as an indication of an individual's true actitudes, as situations influence
behavior. Attitudes which cluster about one referrent are conceived of as
occurring along a favorable to unfavorable continuum.

Attitude scale: a group of statements which has been assembled by a

standard technique, which expresses a range of opinion about some element
of existence, One statement in a scale is called an item., Various numerical
and non-numerical methods of tabulation are employed.

Direct patient care: situations in which plans for meeting the patient's

nursing requirements‘ are being implemented by a nurse who is consciously
focusing on him as a person (66).

Image: a function of group thinking, a commonly held idea or
conception symbolic of a basic group orientation.

Measurement of attitudes: any scheme for the rank ordering of

individuals; a system defining the relationship of persons to one another in
relation to a given variable by the use of numbers.

Nursing behavior: the sum of specific care tasks, the focus of the

nurse's concern upon the patient, and the elements of the nurse- patient inter -

action.



Opinion: the verbal expression of an attitude; an idea which is open to
debate, not a fact.

Role: a patterned sequence of learned actions or deeds performed by a
person in an interaction situation; the pattern of attitudes inferred by the

actions; the expected behavior attached to a social position.,
Justification of the Study

Conscious action by a professional group upon problems affecting the
nature of their practice can bring about change. Nursing literature has
identified as a problem the movement of the nurse away from the patient.

{
Solutions are being posed elsewhere. It is justifiable that investigation of
this area of concern be done at this time in view of the lack of information
about the subject in this locale. It is of vital concern to the profession, to
the patient, and to the nation's health that nursing practice be of a high
quality, that it be available to those needing care, and that the most effective
use be made of the nursing skills available. Changes which may result from
the investigation may help dispel the frustrations of nurses and allow the

release of the skills they possess to the benefit of all concerned.
Steps of the Study

Sources of Data: The primary sources of data were the replies

obtained from 327 participating nurses, using as a data collecting tool the
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Vaughan Attitude Scale, adapted to the Likert-type multiple choice option, and
the information Checklist which accompanied the scale.

Secondary sources cf data were theses from the Libraries of the
University of Washington and the University of Oregon Medical School, period-
icals and books therein, and an unpublished Review of the First Nursing Research
Conference which was kiadly loaned by Shirley J. Gordon of the American
Nurses' Association,

The steps of the study are as follows:

1. Nursing and related literature were searched to establish a frame
of reference relative tc the stated problem and to the measurement of attitudes.

2. Permission was obtained from Sister Vaughan and her publisher,
Catholic University of America Press, to use the items of the attitude scale
which she had formulated.

3. Further reading was done. The documernt on the nursing research
conference which was recommended by Sister Vaughan was obtained from the
offices of the American Nurses' Association.

4. The attitude studies which were described by Edwards and Kilpatrick,
Eysenck and Crown were obtained. The decision was made to modify the
Vaughan attitude scale to permit the range of replies with the Likert-type
responses, and to use the scale product method described by Eysenck and
Crown, and recommended by Dr., Emma Spaney to the First Nursing Research

Conference,
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5. The modified form of the scale was printed, adapting the name to
"Opinionnaire."

6. A pilot study was carried out with registered nurse students at the
University of Oregon School of Nursing. No difficulties were encountered in
the study, thus no revision of the data collecting instrument was made.

7. A mailing list was compiled. The study population was selected at
random from a list made available by the District One Office of the Oregon
Nurses' Association, Listings had been obtained by that office in 1966 from
the State Board of Nursing of all licensed nurses in the Portland area. The
current list consisted of postcard returns from an information poll conducted
by the District One Office. (Listings at the State Board of Nursing were urn-
available during the study due to license renewal activity). The names of
unemployed nurses and of nurse instruct ors were deleted from the sample,

8. Five hundred Opinionnaires were mailed to nurses on the above
list on June 1, 1967. Replies were accepted for a period of five weeks.

9. Three hundred eighty-five Opinionnaires were returned (76%).
These were sorted into groups by the clinical practice indicated by the
respondent. Incomplete replies (more than 10 items omitted), replies by
nursing instructors and unemployed nurses and all late replies (total of 58)
were deleted from the study. Three hundred twenty -seven (65%) of the
Opinionnaires were usable as data for the study.

10. The data were punched onto IBM cards and calculations were
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performed by IBM computer 1401.

11. Additional computations were completed, t-tests were computed for
significance, phi coefficients were calculated for each item to determine item
discrimination. (Top and bottom scoring groups used were composed of 100
each, ox 32%-

12. The study was written; findings were interpreted.

13. Conclusions were drawn from the data.,

14. Recommendations for further study were made.
Overview of the Study

The remainder of this study has been divided into three chapters,
Chapter II consists of a review of the pertinent nursing and social science
literature and studies which are related to the topic. Chapter III contains a
report of the study, with statistical analysis of the data, the results, and

- concludes with an interpretation and discussion of the findings. Chapter IV

consists of a summary of the study, conclusions and recommendations for

further study.



CHAPTER 1I

SURVEY OF RELATED LITERATURE AND STUDIES

Attitudes and Attitude Research

Quinn McNemar (38) summed up the most commonly held views of social
attitudes thus:

The commonest element of most definitions of social
attitude is that such an attitude is a readiness to act or
react in a certain manner . , . . an attitude, however real
to the possessor, is an abstraction, the existence of which
is inferred, either from non-verbal overt behavior, or
from verbal and symbolic behavior, The term opinion is
frequently defined as the expression of an attitude.

Cattell (13) stated that attitudes have "strength of desire and direction
of action.” He added, "An attitude is a dynamic trait, commonly arising from
some deeper sentiment or innate drive which it seeks to satisfy."

The task of measuring attitudes would be somewhat simplified if it
could be assumed that the expressed attitude is synonymous with the true,
"held" attitude. Unfortunately, there may be a discrepancy between the two,
as Bauer points out (7),

What one believes performs one kind of function
for his personality, what he says performs another,
Another way of saying this is that the ends a person
is trying to achieve or the role in which he sees him-
self will influence what he says. The content of
belief and statement is identical only under restricted

circumstances in which the function of statement is
simply communication of belief.



It is necessary to infer true atcitudes from expressed opinions, and to do
so with caution. Expressions of opinion are subject to "social desirability
bias,” as inferred above, and "acquiescence bias," which is the tendency to
agree with a statement rather than to challenge it (4,23). True atcitudes
camnot always be mnferred from behavior, as observed behavior may be quite
misleading. Edwards (17) elaborates,

Another approach to the problem of investigating
attitudes has been to observe the behavior of individuals
with respect to a psychological object, rather than to ask
direct questions about how they feel about the object, For
example, if he were interested in the attitudes of individuals
toward the Negro, he might spend considerable time waiting
for the desired behavioral interactions between the individuals
and Negroes to occur.

If the behavior with respect to the object does
eventually occur, it, of course, may also fail to reveal the
feelings of the individual. In many cases behavior is
designed to conceal feelings. We are all aware of situations
in which we have acted contrary to the way in which we felt
because of various reasons. If a man dislikes fish--that is,
has an unfavorable attitude toward fish--he might not choose
to express this attitude at a dinner party at which fish is
served because of his desire not to offend the hostess.
Another individual may have a great fondness for steak, (a
favorable attitude toward this psychological object) yet if
we observe his behavior in the local meat market, we may
note that he passes up the display of filet mignons and
selects for purchase two pounds of wieners. This bit of
behavior, of course, does not necessarily express his
attitude toward either steak or wieners. The price of
steak may be more than he cares to pay. The wieners may
be purchased, not for his personal consumption, but for a
picnic at which children will be the chief consumers. . .
These examples illustrate that there is no necessary one-
to-one correspondence between overt behavior and attitudes.
Attitudes, as factors influencing or determining behavior,
may be one of many such, and not necessarily the most
preponent,
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Thus much of the research on attitudes has tended tc gravitate toward
various metheds of eliciting verbal attitudes, Some researchers have
attempted to validate this work with observation of behavior after or before
the expression of the attitudes. McNemar, in his critique of methodology
(1946) criticized the lack of validation of verbal attitudes. Thus in the better
studies carried out, an attempt is made to correlate habitual behavior with
expressed attitudes,

‘The notable advances in the measurement of attitudes have been proposed
by Thurstone (1929), Likert (1932), Guttman, Edwards, Adorno, and others,
The method which Thurstone proposed consisted of preparing a large number
of statements about one psychological object with a wide range of intensity of
affect. These statements are then submitted to a group of experts who rank
the statements into an equal-appearing interval continuum (11 piles of
statements, the extremes | and 11 being the negative and positive poles, and
6 having a neutral or indifferent value). An average was then taken of the
judges' ratings of these statements, and the average value was assigned to
each as a score value, Statements upon which the greatest agreement among
judges was found (lowest Q value) were retained in the scale. In order to
rate a person's attitude with this scale, the respondent agreed or disagreed
with each statement receiving the value for each "agree" which was the mean
of the judges' placernert of that statement. The middle value (median)
represented his score for that attitude, Thus persons could be compared as

to the relative intensity of their attitudes (18,23, 35,65).
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The above procedure was followed by Sister Vaughan (1965) in preparing
the scale of attitudes toward direct patient care. The 257 statements which
she used were prepared by 16 graduate students at the Catholic University of
America according to Wang's criteria for attitude statements. The state-
ments were submitted to 44 highly placed nurse educators and practitioners
who rated them on an 11 interval continuum. Sixty-three statements were
retained in the scale which had the lowest Q values., She then obtained a
sample group of students who took the attitude scale, and who were rated by
their instructors on their typical behavior of direct patient care, Seventy-
eight percent of the students were rated by their instructors in the same
interval or in the interval above or below that in which their scores occurred,
demonstrating that a satisfactory relationship between the scale score and
their typical behavior existed. Reliability for the whole test corrected by the
Spearman-Brown formula was ,66. Five hundred fifty more students in 7
collegiate and 4 diploma schools of nursing were given the scale, making a
total of 835 students who participated in the project. Sister Vaughan found
that the students were all quite favorable to direct patient care and did not
differ from group to group (senior -sophomore, eastern-midwestern, diploma-
degree schools). She thus concluded that students have favorable attitudes
toward direct patient care.

Remnsis Likert (1932) described another method (38) of assessing

attitudes which eliminated the need for a judging group. This consisted of
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similarly prepared statements which are unidimensional (measuring only one
attitude) being submitted to respondents who are permitted to express their
degree of and direction of favorableness, This is accomplished by offering
the respondent 3,5, or 6 alternatives with each statement. This example
is taken from an early opinion poll of Likerts:

The United States should have the largest military and
naval air fleets in the world.

Strongly Approve Undecided Disapprove Strongly
approve disapprove

(1) (2) (3) (4) (3)
The usual scale consisted of about 25 statements, and each statement
yielded a value; these values were summed, which sum became the score
of the individual, This method attracted numerous supporters, and has
become widely used, as has the method by Thurstone.
Quinn McNemar (1946) discussed these and other methods in his
critique of methodology (38), pointing out,

Both methods have merits and both have defects
which might be overcome by a combination of the two.
As indicated earlier, the Thurstone technique may not
always lead to the selection of items which functionally
fall along a single continuum, and it can be demonstrated
algebraically that the internal consistenq} criterion alone
is not a sufficient condition for selecting items which
belong to a single dimension. Using both should help to
realize this goal,

In the same article (38) he points out that,
In constructing scales it is now generally, though

not universally, agreed that it is better to provide for
multiple responses rather than a dichotomy.
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Edwards and Kilpatrick (1948) published a study in which a combination
was madé of the two procedures, calling it the scale discrimination method (19),
(This method includes the use of the scale analysis of Guitman, which is not
discussed here.) A judging group is used, Q-values are obtained, the items
obtaining the greater Q-values are eliminated (1/2 of the items). The items are
then used in a multiple option Likert-type form, with the sum of the values
constituting the score of the subject, All items are subjected to an item
analysis to determine their relative ability to discriminate among the subjects,
This procedure eliminates items upon which all the subjects agree, or in which
there 15 too great a spread of answers,

Eysenck and Crown (1949) proposed a method in which the scale values
of the Thurstone scale are multiplied by the value obtained from the Likert-type
response, which they call the scale product method, This value (for each item)
can then be divided by a constant, rounded off, and summed to obtain the score,

(Elements of these two studies have been emplayed in this project as methodology,)
Neutral Items in the Thurstone Scale

Edwards, in several articles, has commented rather critically upon the
"neutral" or 6.0-7.0 interval of Thurstone scales. It has been found that items

which appear in Likert scales tend to fall at the extremes of affective expression,

Thus,
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Ferguson has demonstrated that items included in a
scale constructed by the Likert methed will be items
which, if scaled by the method of equal-appearing intervals,
have scale values at the extremes of the Thurstone continuum (16).

Edwards cominents,

It is my contention that Thurstone's neutral items
are . . . . non-differentiating items. Consequently they
would not be expected to appear in any great number in
scales constructed by the method of summated ratings.

These items, he feels, are discarded by item analysis due to their low mean
difference values. Edwards demonstrates that this occurs. He further states
that the neutral interval may not indicate actual neutrality of attitude, but
some of these items may be interpreted by subjects as ""complete or active
indifference.” He states (16},

But items may be non-differentiating for a number
of reasons. They may be non-differentiating because
they are ambiguous, open to different interpretations,
capable of being understood in different ways., They may
be non-differentiating because they are ambivalent,
express indecision. They may be non-differentiating
because they are irrelevant, contribute nothing to the
location of the individual on the issue, They may be non-
differentiating because they are indifferent, express lack
of concern or apathy with respect to the issue. (And of
course they may be non-differentiating because they are
factual--or at least interpreted as statements of fact
rather than as statements of opinion.) Judges may, in
other words, place an item in the middle categories because
it is interpreted as expressing any one of these conditions.
The middle categories, on the Thurstone continuum, may be
simply the "catch-all" categories.

Edwards showed by means of the«criterion of irrelevance, based upon an index of

similarity (16,19), that the neutral items are irrelevant to the scale, adding
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nothing to the measurement of the attitude in question.
In a 1954 text, Edwards (19) commented on the theoretical operating
characteristics of the "neutral" statement,
Such neutral statements . . . are just as likely
to be endorsed by those with favorable and unfavorable

attitudes as by those with "neutral” attitudes on the equal-
appearing continuum,

Other Methods Used in Attitude Research

Several other methods have been developed for the measurement of
attitudes. Drawings and photographs have been used which evoke a response in
the subject being tested. The Thematic Apperception Test (TAT) is an example
of this method. Meyers (42) used a set of photographs of nursing situations
which respondents selected on the basis of being the most typical of nursing
today, of nursing 20 years ago, and of their own preference for nursing activity.
On this basis she found four main value types of nurses: Type I, "ministering
angel,” Type II and Type IiI, Modern integrations, prefer to share patient with
fellow worker, and Type IV, Technical-administrative orientation.

Open-ended statements have been used. Meyer employed this technique
as well. The following are examples from her study:

1. Supervising the work of others .

2, The patient's visitors
8., Most doctors .
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An extension of this technique is the incomplete statement, with several
answers supplied, among which the respondent chooses the reply that most

nearly expresses his attitude, as,

On the whole, my feelings about practical nurses

are: extremely favorable
quite favorable

favorable

rather neutral

on the unfavorable side (42).

This approximates the Likert-type of response option.

Osgood (51) has proposed a technique known as the semantic differential,
in which adjectives of opposite extremes are proposed about a subject, and in
which the respondent rates his attitudes toward a specified variable on a

continuum between the two extremes, such as,

Good 8 _ P ) Bad
Fast : @ . Slow
Smart ! N . Dumb

From this exercise an attitude profile emerges (4).

Pairs of statements between which the respondent chooses have been used.
Descriptions of a situation or incident are used, and the respondent states what
response he would make in that instance. Descriptions of these and other

variations can be obtained in the material prepared by Green (23).
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Changing Attitudes and Nursing Education

Nurses fulfill a specific role in society as they function in health-related
positions. A role, the expected behavior associated with a given position, is
a complex of activities and attitudes which are learned as being appropriate to
that position. The role is in sonie respects associated with the "image" which
the incumbent of the role, the peers, members of other groups and society in
general have of that position.

Saunders states (56),

It would be difficult to say what is the most
common collective image nurses hold of themselves . ., . .

The public image of the nurse is that of a person who gives bedside care (49).
Benne and Bennis (9) discussed the public image of the nurse, and its effect upon
prospective students and student nurses,

We suspect that this self-image of "real” nursing
(bedside care) gets established in a number of ways.
The non-nursing public probably has an image of "the
nurse' always at the bedside of the patient. This may
be an untutored image, but it is nevertheless a reality.
When persons choose nursing as a career, they choose
at least partly on the basis of this public image. They
bring this image of "real” nursing with them to school,
and often the schools don’t dislodge it, even where they
try to do so.

Smith (60) speaks of the structure of the nursing school which acts as a culture
group within which the student of nursing acquires attitudes (is aculturated).

A hospital, and similarly a school of nursing, may
be considered as a society having the characteristics of
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a culture--~or a subculture--in the anthropological sense.
Each subculture has its own unique configuration of
directives for behavior while at the same time it shares
certain of these with other subcultures. Members of a
social group share a system of values which pattern
behavior . . . , Each individual has a place or a status
within a social system., Associated with that status are
culture patterns, attitudes, values, and behavioral
expectations of others, constituting the concept role,

Sherif et al. (59), have this to say about how individuals acquire social
attitudes in order to become a member of a group,

The process by which he comes to behave as a
member of X group and to consider himself as a
member is accomplished through acquiring the attitudes
appropriate for each.,

Bauer (7), in clarifying the relationship between opinion and personality
makes the following statement about how the opinions (attitudes) of the group
to which the individual belongs assist him in demonstrating the "correct" behavior
for membership in that group,

. « . the existence of institutionalized opinions with
regard to certain social functions gives sanction to and
supports the behavior associated with these functions and
roles, In these respects, opinion helps us solve the
problem of order.

Thus schools of nursing have for some time recognized their function in
shaping the attitudes of students to the appropriate goals and activities within the
profession. Most schools state, either in catalogs or in course objectives, that
they have as one of their goals the changing of attitudes, Several studies reveal

that these goals are accomplished.,

Hughes et al. (28) cite a study of the expectations and aititudes of 105 senior
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students in which the aspiration to do direct patient care was markedly tied to the

stated emphasis of the school,
Direct patient care was named as their ultimate objective
by over half of the senicrs in church-connected schools;
only 28% of the seniors in other schools named direct
patient care, Of the seniors in other schools, the great
majority aimed at nursing specialties where bedside
duties play a small part or no part at all. It is interesting
that this division of ambitions as between the schools
corresponds to the emphasis on types of nursing to be found
in the school's bulletins,

Brooks (10,11,12) studied 883 freshman nursing students entering 24
schools of nursing (13 diploma, 5 Associate degree, and 6 basic Baccalaureate
programs) for attitudes of authoritarianism, humanitarianism and stereo-types.
In all three samples attitudes were fairly consistent, the only significant
difference being found was the associate degree students who were lower in
authoritarianism. On retest, after the completion of one year in a program,
the attitudes of all groups were significantly different from the first testing
in all categories. She concluded that the only factor which consistently
influenced a change in attitude was nursing education. Other factors tested
were socio-economic background, religion, intelligence, environment, and
gself-concept,

Baker (5,6) published several studies of the attitudes of nursing students,
identifying the direction of change which occurred with education. Beginning
nursing students are dependent upon their faculty, showing little variability in

behavior. As they mature, their attitudes vary toward independence and more

variability (5). In a later study, Baker concluded that students who have strong
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attitudes of powerlessness, anomie, normlessness, and who seek status change,
do not obtain satisfaction from the performance of career activities (9).

Eron (1955) tested first and third year nursing students for humanitarianism,
authoritarianism, and cynicism, and found that humantarianism and cynicism
decreased with age, experience, and nursing education (20).

Johannsen et al, (29) demonstrated attitudinal and personality changes
which occurred during a psychiatric affiliation, They noted that the students'
own anxieties were exaggerated during the affiliation. The Opinions about Mental
Illness Scale and California Inventory of Personality were used to test for author -
itarianism, benevolence, mental hygiene, idealogy, social restrictiveness and
interpersonal etiology of psychiatric illness. They concluded that highly
authoritarian students changed less during the affiliation than students displaying
a low degree of this trait.

Thompson (1963) showed that the attitude scores of sophomore nursing
students at the University of Oregon School of Nursing who had received a course
in "interpersonal relations" were significantly different (pre-test and post-test)
than a control group (college students) who had not taken the course, Her
instruments were the F Scale and Personal Relationships Test (62).

Wiens (1966) demonstrated that 55 nursing students from four schools of
nursing who were enrolled in a psychiatric affiliation showed significant changes
in attitude toward behavior disorders between pre and post-test scores (Saslow-

Mensch Scale of Attitudes toward Behavior Disorders). She concluded that
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although the attitudes of 75% of the students changed in a positive direction,
there was no change in 25% and that greater change could have been effected in
all groups (69).

Nahm (1948) found that 93% of the 428 senior students she interviewed
in 12 schools of nursing in Minnesota gained satisfaction from direct patient
care, and that their major complaint was insufficient time to give adequate care
to patients (45).

The Malone, Berkowitz and Klein study (N=15) showed that although nursing
students enjoyed giving direct patient care, they aspired to non-patient care
activities after graduation. They saw that the rewards of the profession went
to the administrators and teachers. This was despite the fact that as graduate
nurses in an administrative or teaching role they would be unable to fulfill
their role concept by giving direct care to patients (41).

Vaughan, studying the attitudes of 835 first and terminal year nursing
students in 11 schools toward direct patient care, found no differences among
groups, indicating that all were favorable toward direct patient care (66).

Bauer (7) makes a statement which explains the tendency of students,
and others placed into new groups, to approximate the attitudes which are held
out to them as being laudable, thus, |

By being exposed to similar circumstances, by
being coerced into similar behavior, by having similar
goals extended to them, people tend to form similar opinions,
This similarity either as held or expressed, tends to pro-

duce regularity of behavior, and to support regularity of
behavior in persons.
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Certain attitudes and opinions are institutionalized--
they go along with the performance of a social role.
Actually it is not only the incumbent of the status which
defines his role. To the extent that opinions are expressed,
they are instruments for bringing the weight of the role to
bear on others as a coercive or implementary force.

Nursing educators in general recognize that changes in attitude need to
be made in the student of nursing, and that they are charged with that respon-
sibility (62), The few studies cited here indicate that such changes are
accomplished.

Sells and Trites (58) have this to say about attitude change through
education,

Attitude change is constantly occurring as a
result of learning and the individual and situational
influences described above. To achieve some deliberate
changes it appears possible to communicate directly with
individuals . . . or to manipulate the situation, the
social group, group norms and structure.
Thus it is seen that one of the reasons that attitudes are fluctuating in nursing
students is that they are adopting the attitudes which they perceive as approp-
riate to the social role to which they aspire. Graduate practitioners carry
with them many of the attitudes which they learned in schools of nursing, and
have acquired new attitudes which are the result of acting in the social role of
nurse, and which they perceive in their peers, to identify them with the
particular group within which they function.
.« . a man working fills a role with which he

is identified. For a sense of belongingness, role, hence,
structure, is essential (58).
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Bauer points out,
The opinicns which members of a given society have
bear a determinate relationship to the social organization
of that society (this is especially true of the role organiza-
tion of that society).
It might thus be said that nursing educators, in order to build the role image

within the student, build opinions and attitudes in the student which will

strengthen her ability to function in the nurse's role in a desirable manner,

The Attitudes and Values of Graduate Nurses

It has been found that there are marked differences among graduate nurses
in several of the major clinical specialties and between the various positions
in nursing. There appear to be several predominant value-types which recur
in numerous studies, The major premises which have been tested are that
there are person-oriented nurses, and task- or technique-oriented nurses,
Recent work has also uncovered variations in speech characteristics among
nurses in various settings. Habenstein and Christ elaborated upon the
"traditionalizer," "professionalizer," and "utilizer' value-orientations (28).
Vaillot (66, 67) has written of the "committed" nurse, who values the person of
the patient, and invests herself in his care. It is not yet clear from the studies
whether nurses choose a specialty or a positicn due to personality or attitudin-
al factors, or whether, once in that position, they are molded into the distinctive

types which have been found. It seems reasonable to believe that both processes
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are operative.
Task- and technique -centeredness in nurses has raised comment that
nursing has become "depersonalized.'" Within this viewpoint, concern has
been voiced that patients are treated as objects, rather than as persons.
Lydia Hall (15) states, "Next to jail, a person loses more identity in the hospital
than any other place." Abdellah (3) says,

To an increasing extent, health services are now
provided through institutions, replacing many functions
previously carried by the family and the home., With
this development has come little adjustment in the opera-
tion and organization of institutions themselves, The change in
locale, combined with increasing complexity and special-
ization in the provision of services has produced a deperson-
alization of patient care.

Pellegrino (52) has called it a "dehumanization,"

Medicine and with it nursing have not as yet
succeeded in adjusting fully to the greatly expanded
potentialities, demands, and responsibilities imposed
by the changing character of science and society. As a
result our professions share a serious and difficult dilemma .
On the one hand we have available and are using effectively
new and potent techniques which can alleviate and eradicate
much of human illness. On the other hand we hear - -with
distressing frequency--~that modern medicine and nursing
are becoming dehumanized. Our patients and our colleagues
are tempted to look backward to a simpler but more
satisfying kind of medical and nursing practice. It appears
that the application of facts, provided by the burgeoning of
modern science, has produced a certain alienation of
medicine and its many allied professions from the society
which they serve.

Johnson (30) elaborates upon the forces which have changed nursing since

the 19th Century as being,
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. the discoveries which began to illuminate and
lead to control of the process of infection . . . rapid
advance in medical science and technology . . . the
rate of hospitalization of patients increased and there
began a growth in the size, number, and complexity of
hospitals . . . . These were not the only factors but
they have been important ones in leading to the kind of
nursing practice which we have today. It is a practice
which tends to be technical and administrative in
orientation and sterile and static in character. The
nurse's motivational orientation has turned from
comfort, her ancient heritage, to cure, the physician's
responsibility, and from service to patients to
cominitment to the bureaucratic principles of the
hospital or health agency. Her contacts with patients
are characterized by a high degree of standardization,
routinization, and impersonalization, and her methods and
modes of practice are experientially based, unchanging,
and rarely questioned.

Narvan and Stauffacher (46) found a difference in the personality structure
of 196 neuro-psychiatric nurses as compared with 167 general medical surgical
nurses which suggested that the general medical surgical nurses were more
work-oriented than patient-oriented.

Lentz and Michaels (31,32) followed this in 1959 and 1960 with studies of
the differences between medical and surgical nurses., They found that there
were differences in their nurse-patient relations, technical skills, cooperativeness,
intelligence, and "nice-people” ratings, with the medical group being generally
more "person” oriented, and the surgical group being more "task” oriented
(N=256). They also investigated to what extent nurses were good in both patient
relations and technical skills, and 40% of all the nurses fell into this "prized

category,” some from both clinical practice groups. This corresponds roughly
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to the findings of Meyer, who found that value types II and III formed 47% of her
sample,

Lentz and Michaels (33) again investigated medical and surgical nurses
(1965) and found that medical nurses were more often rated as excellent in
nurse-patient relations and were more people-minded, while surgical nurses
expressed little or no interest in the psychological aspects of nursing care and
considerably more interest in nursing techniques, and scored higher on all
aspects of technical care (N=384), They discovered that nurses who preferred
mixed medical and surgical wards scored lowest in both nurse-patient relations
and technical skill,

Raskin, Boruchow, and Golob (55) tested 160 nurses on 24 personality and
attitude variables. They concluded that distinctive personality and attitudinal
variables characterize nurses from task- to person-oriented treatment
settings, that leadership skills (the ability to assume responsibility, act
independently, give orders) were related to the person-orientation and to
career-satisfaction. They state,

Task orientation or the tendency to emphasize
the skilled-technical aspects of nursing appears to
be an expression of a general inability to get close
to people and a pervasive need for proscriptions,
limitations and controls in ones social and personal
relationships.
Meyer (42), in a three-year study in Los Angeles, elicited the opinions of

nurses (N=292), by the use of photographs of nursing situations, open-ended

statements, and adjective choices, She concluded that practicing nurses hold
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values and attitudes which fall into three broad groups. She called the nurses
who prefer an undivided relationship with a patient the "Ministering Angel" group,
and these formed 27% of her study population at one extreme (Type I}, At the
opposite extreme she found 27% of the nurses who preferred a relationship with
a fellow worker, whom she named the "Technical-Administrative" (Type IV),
Between these extremes were the nurses who prefer to share the patient
with a fellow worker, whom she called the Modern Integration (46%). These she
subdivided into Type II, Orientation to patient (32%) and Type I, Orientation
to fellow worker (14%). Her study concluded that nurses are characterized by
these value types, and that they present a spectrum of attitudes from tenderness
to technique.

Smith (60) found discrepancies in role-specific values of head nurses and
nursing educators, indicating that they held quite different values about some
of the activities and functions within nursing. Lukens (36) tested the values,
attitudes and needs of registered nurse graduate students in a Master's degree
program (N-238) and found that those in the medical-surgical specialty were
markedly different from those students in the psychiatric specialty, having
a higher need for science knowledge, practical action, organization, order,
physical activity, achievement, motivation, applied interest, dependency, and
intellectual development. The medical-surgical group were also more
authoritarian, more educable, had higher religious and humanitarian values,

and they valued background knowledge more than work setting.



A study by Wiens, et al. (68) of nurses in supervisory and head-nurse
positions as compared to staff nurses using speech patterns and interview
behavior found that there are differences between these groups in their
assertiveness and self-concepts. The nurses in leadership roles were
characterized by longer durations of utterance than the staff-nurse group,
which generally typifies the assertive, dominant personality. No analysis was
made of interview content in the study.

Molde, in an unpublished thesis (44), used a similar technique in testing
surgical and psychiatric nurses, and found that they fell into a speech pattern
which indicates that the psychiatric nurses are more person-oriented (longer
speech, longer duration of latency) than the comparatively clipped, short
speech pattern of the surgical nurses. The conclusion is thus drawn that there

are typical personality types in several of the clinical nursing specialties.

The Nurse's Attitudes Toward Direct Patient Care and Quality of Care

Several articles have appeared which indicate that the quality of patient
care is dependent upon the number of professional nurses which are available
for, or present in a care setting (2,34,64). A statement in the introduction
to this paper (page 3) indicates that quality is dependent upon the relationship
between the number of nurses and the other elements of the care setting. This

premise was tested by Abdellah and Levine (2), who found that in all services
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except the obstetrical service, there was a strong relationship between the
number of hours of professional nursing service available and the amount of
patient satisfaction,

Another study by Levine (34) found that the numbers of nurses on a
hospital staff had very little correlation with patient welfare. He concluded
that many of the nursing personnel in private general hospitals were not being
utilized effectively when compared with nurses in federal hospitals of
comparable size.

Aydelotte et al. (48), found that nurses did not increase the amount of
time spent with patients when additional staff was provided. The researchers
failed to find any relationship between nurse staffing and patient welfare. Hughes
et al. (28), states,

Both quality and quantity of interaction are governed
in part by the absolute numbers of persons involved in a
given situation . . . . the illustration holds implications
for those who assume that the solution to all nursing
problems lie in obtaining more nurses. The investigators
discovered that the interaction of patients with nursing
personnel increased with the number of nurses, up to a
total of five. As the number of nurses on the unit increased
to more than five, they began interacting more with each
other and less with the patients.

From this and similar findings one sees that while the quantity of nurses
does affect quality and satisfaction, additional factors influence the nurse -patient
relationship. One of these is the nurse's attitude toward the patient, and toward

direct patient care, Vaughan (65) states, "The quality of nurse-patient interaction

is undoubtedly influenced by the nurse's attitude toward direct patient care."
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Vaillot (66) states, "It is now fully realized that the shortage of nurses is not
mere quantitative matter" (sic).

Lydia E. Hall (26) propounds the idea that there is no "shortage of nurses,"
but rather a "shortage of nursing, " and has founded the Loeb Center for Nursing
and Rehabilitation in New York where professional nurses provide all the direct
patient care. She states,

Nurses and others who work (in medical centers)

have got caught up in the CURE activities which are

emphasized to the neglect of CARE, the kind that is

essential in helping the patient get to the CORE of his

difficulties.
Her contention that nurses have gotten caught up in "practical doctoring”
and paper work agrees with statements by Saunders, Meyers, Benne and Bennis,
and others. She feels that nurses have no time left to nurse the patient, and
little inclination to leave the "doctoring” tasks which seem to give them a
greater status.

Sledge and Rohrer (55) reported that nurses at Charity Hospital, New
Orleans, state that their greatest satisfactions lie in giving direct patient care,
and yet the nurses who made these statements seemed to avoid the opportunity
to do bedside nursing.

Mereness (4l), in an article, "The Nurse' s Self-Image and Her Practice,"”
clarifies this point,

The nurse, like other human beings, has a tendency

to focus attention and time upon the tasks which help
her fulfill her idealized image of herself as a professional



worker --and which contribute to a feeling that she is making
a significant contribution to the well-being of another person
. « « . One way to help the nurse cope is to provide exper -
iences which will alter her professional self-image which
guides conduct and dictates action

Benne and Bennis (9) have identified the nurse's self-image as being

principally that of giving patient care.

A nurse's self-image that puts bedside care of patients
at the heart of legitimate functions of nursing appears in
many conversations and interviews we have held with nurses.
Other functions may be expected of nurses, and advancement
in status and pay often requires the performance of other
functions. But bedside care is still--to many nurses--"real"
nursing,

Nurses are beginning to examine more critically the nature, quality and
components of their practice, and are frequently concluding that present
patterns need to be altered in order to adequately provide for quality patient

care. Several years ago Claire Garron, in the article, "Back to the Bedside"

(39), stated,

Nursing's public relations are damaged more and
more as patients leave the hospitals saying "the only
time I saw an R.N. was when I needed medication,"

Sister Vaillot (66) states,

Patients' complaints concern the all-too-rare
contacts with nurses, their hurried attitude, their
apparent lack of interest in patients' problems.

Margaret-Isabel Gibson (22) wrote,
'l just don't have time.” "We are so busy.”" "We are

s0 short of nurses." These are the complaints. . . .
Is there really a shortage of nurses or a shortage of good

36
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nursing care? . . . . How many minutes are wasted or spent
on things other than for the benefit of the patient?

Lydia Hall (15) maintains that nurses’' talents are being used to compensate
for the shortage of other hospital workers, "As a result," the patient has little

opportunity to experience professional nursing "

Innovations Being Used to Free Nurses for Direct Patient Care

Several serious attempts have been made to discover different patterns of
providing for the services which have been impinging upon the nurse's time spent
with patients.

The Unit Manager idea has been implemented in many hospitals. Henderson
(27) writes,

Where we have seen unit management working it
seems to free the nurse. If she truly wants to be at the
bedside, her swing away from things and toward the
patient appears to be accelerating.

Another method being tried is that of the ""expert nurse," clinical specialist,
or Nurse-Clinician. Reiter (54) asserts,

Patients benefited not only from the direct care the
nurse-clinician gave, but from her informed perception
of the care they needed as she passed this on to others.
Her methods of giving care provided other nursing per-
sonnel with moral leadership and instruction by
demonstration., And her own participation in giving
care, coupled with the obviously high value she placed
on this, gave real status to the provision of direct
nursing care.
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Dolores Little (47), addressing the American College of Surgeons, proposed
that the remedy be the bestowing of status and remuneration upon "nurse special-
ists" who elect to advance while giving direct patient care,

Our need to get back to the bedside is preached
and expounded by many of our para-medical colleagues,
as well as ourselves. . . . Oune way to get there is to
eliminate the number of nonprofessional personnel; then
we are forced to care for patients. Another way is to
give status and recoguition and economic reward to the
bedside practitioner --a reversal of today's status ladder,
where every rung takes you farther from the patient,

The Loeb Center for Nursing and Rehabilitation attached to the Montefiore
Hospital and Medical Center in New York has been mentioned. The Center has
no doctor in attendance, and is given to the nursing of patients who are past the
critical stage of their iliness, and whose therapy is provided wholly by nurses,
"with the patient," whose wishes for his treatment are heeded, and who is
taught about his care as he is cared for. Figures indicate that these patients
recover more quickly than those in general hospitals, and stay well for longer
periods of time (26).

Walker (50), of Indiana University, sees the solution in producing a nurse
who will be a composite of all the best in the old and the best in the new
traditions,

Tomorrow will bring a contradictory situation , . .
the professional nurse . . . will become more like the
old-time nurse to whom many of us dedicate hours of
nostalgia, and yet she will be very different from this

nurse., She will be concerned with the bed bath, the
preverition of pressure sores, the dressing of wounds . . .
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but there will be a difference. She will not be less con-
cerned with the biological sciences, but she will be more
concerned with the social sciences. She will not be less
concerned with psychiatry, but more concerned with the
control of infection.

Sister Madeleine C. Vaillot (67) has written about the committed nurse,
and the involvement of such a nurse in the concerns of the patient, creating the
"I-Thou" relationship, an intimate bond between two persons., As the nurse
involves herself in the personal tragedies of her patient, she grows as a person,
becomes a fuller being, while at the same time being less concerned with things
and more concerned with persons. This alignment of nursing with existential
thought, while not to be viewed as a method, is rather the means of releasing
the self-potential of nurses to become directly involved with patients.

For the committed nurse, the ability to give of
herself for another's benefit . . . is a way of life . , .
and her involvement with her patient is but an overflow
of her inner plenitude, of her richness of being . . . .
instead of "bestowing” her services upon the patient,

she shares with him a human experience: he gives her
warmth even as she cares for him.

Summary of the Literature

Methods of measuring attitudes which relate to this topic were presented,
with a discussion of the neutral items appearing in Thurstone scales. A short
review was made of the effects of education in general, and of nursing education

upon changes in attitudes. The attitudes and values of graduate nurse
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practitioners were discussed, and pertinent studies were presented, Remarks
upon the relationship between quality of patient care and the nurse's attitude
toward giving patient care were reviewed., Several changes in nursing care
patterns which are currently being tried, which relieve the nurse of the non-
patient care responsibilities were mentioned. A short discussion of nursing
commitment as related to the existential themes of philosophy concluded the

chapter.



CHAPTER III
REPORT OF THE STUDY
Design of the Study

The study was undertaken for the purpose of investigating the attitudes
of registered nurses toward direct patient care, The study instrument used
was the Attitude Scale developed by Sister Louise Marie Vaughan, which elicits
attitudes toward direct patient care. The study follows the steps outlined in
Chapter One. The limitations and assumptions, as stated in Chapter One,
have been the defining propositions of the study. The following hypotheses have
been tested, Differences in favorableness toward direct patient care exist
between groups of nurses who:

1. practice nursing in varying clinical settings

2. -old diverse hierarchical positions in nursing agencies

3. have dissimilar educational preparation for nursing

4. received their education in different decades

5. do give direct patient care as compared with those who do not give
direct patient care

Selection and revision of the study instrument, Following an initial review

of the literature, Sister Vaughan's Attitude Scale was selected as being an

appropriate data-collecting instrument for the study. The scale had been
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devised through the use of the Thurstone technique for scale construction, and was
well validated in her study. The reliability was rather low (.66 corrected by
Spearman-Brown formula), however suggestions made by Dr. Emma Spaney to
the Nursing Research Conference (ANA, New York, Aprii 5-7, 1965) as a means of
improving this figure have been incorporated into this study. She suggested
using the scale product method (21), which has been done. It consists of the
multiplication of the values derived from a Likert-type multiple-choice response
to the items of the scale, by the original scale values derived from the placement
of the items on an 11 point scale by the 44 nurse judges. Additional comments
and suggestions by Dr. Spaney appear in the report of the Conference (4).

Sister Vaughan and the Catholic University of America Press granted
permission to use the scale. (See correspondence, Appendix A.) It was then
modified in format by placing six response options after each item, as it appears
in Appendix B. Six choices were used rather than five in order to avoid the
neutral "undecided" response in the center position, The "undecided" response
was split into "agree slightly" and "disagree slightly" in order to keep a
dichotomy of direction. The 63 items of the scale were all retained in this
modified format. It was decided that all of the items would be used, and that an
item analysis would be performed in order to discover which of the items were
functioning to differentiate the participants with favorable attitudes toward the
study variable from those who expressed unfavorable attitudes toward the variable,

Edwards and Kilpatrick's technique (19) formed the underlying structure for
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the item analysis procedure, with Guilford (24) supplying the formulae and
theoretical frame of reference,

The Attitude Scale was retitled an "Opinionnaire" in the final form, as
this title is equally acceptable, and seemed to reduce the "test” quality of the
scale. This judgment was based upon remarks by Green (23), and upon the
remarks which Sister Vaughan addressed to the participants of her study in the
instructions she gave them.

A checklist was devised to accompauny the Opinionnaire, which collected
the information from the study participants about their education, place and
type of employment, position, and activity regarding direct patient care,

This checklist was discussed in two research classes, and the suggestions
made were incorporated into the final format.

Pilot study. Twenty-seven registered nurse students at the University of
Oregon School of Nursing participated in the pilot study, Several of them
expressed difficulty in marking responses to the items in which a double negative
was formed by the combination of the original statement and the "disagree” responses.
However, all of the nurses completed the Opinionnaire in the modified format,
and it was decided to retain the Opinicnnaire in that form for the study. Compu-
tation of the scale product values proved to be feasible, No data obtained in the
pilet study were used in the final study.

Selection of the study population., Five hundred names of registered

professional nurses were selected at random from a listing of nurses in the
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Portland, Oregon metropolitan area, The list was obtained from the District One
Office of the Oregon Nurses' Association, The List consisted of confirmed
current addresses and professional information for all nurses who had responded
to a survey made the previcus year by that office, (The listings of nurses at
the State Board of Nursing were not available at the time of the study due to
license renewal activity.) Nurses who were currently employed full or part
time and who were not instructors of nursing were placed on the list. Five
hundred names were desired in order to assure that groups of nurses would be
large enough to test statistically.

Procedure for collecting data. Five hundred Opinionnaires were printed

and agsembled. They were mailed to the five hundred nurses whose names had
been selected for the study; with an envelope provided for the return of the
completed form. During the five-week period following this mailing, three
hundred eighty -five Opinionnaires were returned, as follows:

Opinionnaires returned unused: 8

Opinionnaires used, one page blank or

omitted 10 or more items: 30
Opinionnaires returned late (after 5 weeks): 8
Opinionnaires returned, nurse unemployed: )
Opinionnaires returned, nurse instructor: 6

Opinionnaires complete, usable for the study: 327



45

Procedure for scoring the dsta. The Opinionnaire items were scored by

the scale product method described by Eysenck and Crown (21), in which the
original Thurstone scale values are multiplied by the values 1-6 attached to the
multiple response categories. (Likert, Eysenck and Crown and others use the
values 0-5 for the values of the responses, however the multiplication by a
zero cancelled out the scale score for the lowest response, For this reason
values 1 through 6 were adopted.) The greatest value, six, is assigned to the
"disagree strongly" response on the negative items (first half of the test, items
1 through 32) and to the "agree strongly” resgponse on the positive items (last
half of the scale, items 33-63). Thus the neutral items (those with a scale
value of 6), numbers 27 through 37, are divided in the two scoring directions,
These decisions are based upon the Edwards and Kilpatrick technique (19) and
upon the responses of the nurses in the pilot study.

The scale values in the Vaughan Scale are derived from the placement of
257 opinion statements into 11 equal-appearing intervals by 44 nurse judges.
The items on which the judges showed the greatest agreement (lowest Q-values)
were retained in the present scale by Sister Vaughan. The scale values are an
averaging of the positions to which the judges assigned the items. These range
from 1.647 to 11.371 (see the ,Appéndi;x C .,)v Thus when they are multiplied by
the 1 to 6 values of the responses in this study, item scores range from
1x1.647 =1.647 through 6 x 11.371 = 68.226. Where an occasional item was

omitted, it was assigned a value of 3.5, the theoretically neutral midpoint between
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0.5 and 6.5. (This does not assume that the participants' attitude for the item
was neutral.) Item scores were summed to produce the final score for the individual,
as in Likert's procedure, Test scores ranged from 1544.735 to 2273.474., These
computations were carried out by IBM computer of the 1401 series,

The study participants were assigned to groups according to their type of
education, decade of education, clinical practice, position held, and professional
activity (does or does not give direct patient care), A mean and standard
deviation were calculated for all groups. Differences between the means were
tested for significance by the "t" test. The data from the study form a roughly
normal distribution, which supports the use of "t." (The formula for the "t"
test appears in Appendix E.) The values for "t" are interpreted on a probability
table according to degrees of freedom (Ny-1+ Nz-l). A probability of .05
indicates that in 95 out of one hundred chances a real difference exists between
the two groups on the variable under study. A probability of .01 means that in
99 out of one hundred chances a real difference exists. A probability of ,001
shows the same condition in 999 out of one thousand chances.

The study participants. The 327 participants in the study were grouped by

type of clinical practice as follows:

Nurses who work in medical units 38

Nurses who work in surgical units (includes surgical (38),
urology (4), orthopedics (12), ophthamology (1), recovery

rooms (1) and emergency surgeries (3), hemodialysis (1) 53

Nurses who work in pediatric units 12



Nurses who work in operating rooms

Nurses who work in chstetrical services

Nurses whe work in mixed units, "float" assignments,
who supervise several units, or who designated only
"hospital”

Nurses who work on psychiatric units

Nurses who perform intravenous therapy

Nurse who works in a Central Supply service

Nurses who work in & Nursing Home

Public Health and school nurses (3)

Industrial Nurses

Office and Clinic Nurses

Private Duty Nurses

Research assistant

47

23

21

67

4

3*

l*

22

30

10

34

6

l*

*Those nurses whose clinical groups were too small to be tested were included in

the designation, Total hospital-based nurses, of which there were 225.

Four nurses held the Master's Degree, and of these, three were public

health nurses, and one was an administrator. Ninety-three nurses held the

baccalaureate degree, two hundred twenty-two were graduates of hospital

diploma programs and five were graduates of an Associate degree program,

Of the nurses who designated the position they hold, one hundred sixty -one

indicated the staff nurse position, 78 indicated that they were head nurses or

"charge" nurses, and 50 indicated that they were either supervisors or
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administrators. Some nurses held positions in which these designations did not
apply.

Two hundred twenty nurses were employed full time, and one hundred
seven were employed in part-time positions,

Two hundred fifty nurses stated that they give direct patient care in their
professional activity, while seventy-five nurses indicated that they do not give

direct patient care. Two nurses did not reply to this question.
Findings of the Study

General information., This study was undertaken to discover the favorableness

of nurses toward direct patient care. The favorableness that the study participants
feel toward direct patient care has been judged by the amount of agreement which
they expressed with the 63 statements which comprise the Attitude Scale
(Opinionnaire) which served as the data-collecting instrument for the study.

Each item of the scale has a value which was gained through a Thurstone

judging procedure, as described in Chapter II. The scale values are repréduced
in Appendix C.

The items were placed in a Likert-type response format, which allowed the
study participants a choice between six possible responses, and which were
assigned values one through six depending upon their direction and degree of
favorableness with direct patient care. These values were multiplied by the

Thurstone scale values to produce the item score. These products were multiplied
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to three decimal places, as the scale scores appear in three decimal places, It
may be added that this gives an appecrance of grear exactness, which some authors
agree is not warranted mn the measurcment of attitudes. All statistical calcula-
tions were performed with the scores bearing three decimal places.

Table one contains a breakdown of the nurse participants' scores into
intervals of 100. The scores are presented here in whole numbers. The
lowest score obtained in the study was 1544, and the highest score obtained in the
study was 2273,

Table 1:  The Range of Final Scores of the Study Participants by Score
Intervals of 100

Percentage of

Interval Frequency of Scores Scores in the
in the Interval Interval
1544-1599 6 1.8%
1600-1699 12 3.7%
1700-1799 i 11.4%
1800~1899 88 27 %
1900-1999 89 27 .4%
2000-2099 59 18.1%
2100-2199 26 8 %

2200-2273 8 2.49,
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The mean of the scores was 1923.37, and the standard deviation 138.5., One
hundred sixty -eight scores were below the mean, and 157 were above the mean,
The median score was 1918, Figure one demonstrates the distribution of scores

by standard deviations from the mean,

120
102
50
38
11

_..,,‘éw_.m]
-3 -2 -1 +1 +2 +3

mean
1507.5 1646 1784.5 1923  2061.5 2200 2338.5

Figure 1. Distribution of 327 Test Scores of the Study Participants
on the Vaughan Attitude Scale Measuring Attitudes
Toward Direct Patient Care, Obtained by the Scale
Product Method

Differences among the nurses by type of education, The four levels of

education among the nurses were the Associate degree, Baccalaureate degree,
the Master's degree, and hospital diploma. Two nurses indicated that they had
taken "refresher” courses. One reported that she is working toward the

Baccalaureate degree. The most recent nursing education of a credit-bearing
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nature was counted as the "decade of most recent education.” It is rather widely
assumed that attitudes are affected by education, and the division of education
into ten-year pericds takes into account that there have been changing emphases in
nursing education during these time periods. It also infers some indirect informa -
tion about the relative age of the participants.

Two nurses reported baccalaureate degrees in a major other than nursing,
one in economics, another unspecified. Fourteen nurses report college or
university courses in addition to their basic program. Four nurses held post-
graduate "diplomas"” in obstetrics or midwifery., Two nurse anesthetists had
taken courses in anaesthesiology. Seven nurses reported having attended special
courses through insexvice facilities such as intensive care, coronary care, public
health and other unspecified workshops, Table two summarizes this information.

Table 2.  Education Reported by Study Participants in Addition to
the Basic Nursing Program

Baccalaureate Degree other than nursing 2
College or university courses 14
"Post-graduate” certificates Obstetrics 3
Midwifery 1
Public Health 1
Anaesthesiclogy 2
Inservice courses and workshops 7
"Refresher" courses 4

32
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The nurses were divided into four groups according to their basic nursing
education, or if additional degrees had been earned, then by the highest credential
held in nursing. Of these four levels, the Master's degree group obtained the
highest mean score, 1978. Those holding the Bachelor's degree had a mean
score of 1951. Diploma graduates, the largest group, received a mean score of

1912, and the five Associate degree graduates obtained 1868 as a mean score.

Table 3. Information Concerning the Scores of 324 Nurses by Type of

Education
Credential N Mean Range Gy
Associate Degree 5 1868 1781-1989 ]
Diploma 228 1912 1544-2205 136.5
Baccalaureate
Degree 93 1951 1573-2273 141.1
Master's Degree 4 1978 1807-2083 L1073

The Baccalaureate degree and Associate degree groups were found to differ
significantly (p=.05), although the results must be interpreted cautiously as the
Associate Degree group is too small to yield results which can be interpreted
with confidence. The nurses holding the Baccalaureate degree differed
significantly from the nurses hoiding hospital diplomas (p=.05). This result is
based upon large groups, and although the means are not as widely separated as
several of the others, the conclusion can be drawn that there is a difference
between graduates of these two types of programs in favorableness expressed

toward direct patient care,
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A large mean difference was obtained between tbhe Master‘é Degree group and
the Diploma and Associate Degree groups; however, the extremely small size of
the sample made it impossible to compare them adequately. ‘The Baccélaureate and
) _
Master's Degree groups showed the least difference betweehv the means.
Figure twob i}luStrates the mean scores of the educational groupé represented

in the study.

2000 L
1978

1975 L
1951

1950

1 |
¥ 1912

1900 |

Mean Scores

1875 1868

185041

1825

——

o

Associate Hospital B.S. Master's
Degrec Diploma Degree Degrec

N=5 N=222 N=93 N=4

Figure 2, Comparison of the Mean Scores of Nurse Participants
Toward Direct Patient Care by Type of Education

Table four compares the scale values of nurses by educational preparation
for nursing, the mean differences, ""t" scores, and the significance levels of the

results of the "t" tests. (The formula used for computing "t" is given in Appendix E.)
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Differences among the nurses by decade of education, Several differences

were 'demonstrated amoeng the groups by decade of education., The nurses in the
1930-39 group gained the lowest mean score, thus a difference between this
group and the nurses educated since 1960 occurred at the p = .00L level, and
between them and the 1950-59 graduates at the p = .05 level,

The 1920-29 graduates had the next higher mean, and these nurses
differed from the 1960 and later group at a p = .1, which is below accepted
significance levels, possibly due to the small N of this group.

The 1940-49 group differed from the 1960 and later group at a p = ,001.
The 1950-59 group differed from the 1960 and latexr group at a p = .02 (higher
than .05 but lower than .01).

These figures show that some differences of a significant character exist
among the study participants in attitude toward direct patient care when they
are grouped according to decade of educarion. That this difference reflects a
difference of educational philosophy of their nursing education cannot be fully
implied. This may be simply a demcnstration of the differences in attitude of
the age groups involved. Condor, in her thesis (14) using the same attitude
tool, concluded that similar differences demonstrated that the age of the nurse
influences the attitude toward direct patient care, i.e., the older the nurse, the
less positive the attitude. Thus, the difference demonstrated may be and
probably is, the result of a combination of factors, and cannot be attributed to

either age or decade of education without more investigation.
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Figure three illustrates the mean scores of the study participants divided into
groups according to the decade of most recent nursing education, The significance

of the difference betieen the means has beer indicated below the graph,

2000 §
-
I3 1967
1950 |
o 19258 1920
[ r e e S
4 e e e ettt Vit | weie St e | ai il Sl s e o
@] i ]
¢ 1900 | : no significanr differences 1891
5 a .
9 1875 ' :
= [ 3B !
o S R N e i
1850 | S
1825
1800
=
0 : =
1920-29 19302-39 1940-49 1950-59 1960 and
later
Nzl3 N=32 N=80 MN-70 N-130
X m___._J_Q_Z___m‘x
: X 001 %
X .001 X
% ,05 X

Figure 3. Comparison of the Mean Scores and the Significant Differences
of the Nurse Participants Toward Direct Patient Care by Decade
of Educaticn
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Tabie five presents the means, differences between the means, the scores
of the"t" tests and their significance for the nurses when compared by groups

according to the decade in which their most recent education for nursing occurred.
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Differences among nurses by clinical practice, It has been found in several

studies that differences exist among nurses in carying clinical practice settings .
Lentz and Michael's studies (31,32,33) have established the "task and "person"
orientations of the surgical, medical and psychiatric nurses. Raskin, Baruchow
and Golob's extensive testing of nurses .(53) corroborated the previous studies.
They concluded that nurses With an inability to sustain warm interpersonal
relationships with patients are more épt to become task orientated, and a greater
number of these persons appear to be among the surgical group. Molde (44)
further investigated this hypothesis with the analysis of the interview character -
istics of surgical and psychiatric nurses. Lukens (36) made an extensive
personality investigation of a group of registered nurse graduate students in
medical-surgical and psychiatric clinical specializations, and found distinct
differences between them in needs, values, authoritarianism, emotional
patterns, and background knowledge.

In the present study nurses were divided into groups according to their
present type of clinical nursing practice. This in no way assumes that this is
the type of work that they most prefer, nor that they are habitually employed in
this field. "T" tests were significant in some instances. Several of the
differences which were found include groups with an extremely small N, which
cannot be used as conclusive evidence of these differences, but may offer
an indication of trends. The public health group (N-30) demonstrated the

highest mean score (2006), followed by nurses who work on Pediatric units (N=12),



60
mean 1971). Private Duty nurses obtained a mean score of 1955, however only
6 nurses are in the group. The large group of nurses on mixed services (N=67)
gained a mean score of 1950. The composition of this group is stipulated later.
Office nurses scored quite high, with a mean of 1947. These five groups form
an upper population which are similar in favorableness toward direct patient
care. There are no statistical differences among them.

Two groups are fairly low, the Medical group with a mean of 1851 (N=38)
and the Obstetrical nurses, with a mean of 1863 (N=21). These may be said to
form a single population with reggrd to the study variable.

A number of groups can be said to hold moderately favorable attitudes

toward direct patient care as indicated by the means of these groups:

Industrial Nurses (IN-10) 1895
Surgical Nurses (N=55) 1902
Nursing Home Nurses (N=22) 1903
Psychiatric Nurses (N=4) 1905

Operating Room Nurses (N=23) 1913
A group including all hospital-based nurses (N=225) shows a mean score of 1912,
comparing to the above groupings. No statistical differences were found between
the above groups of nurses.

The large Mixed services group (N=67) was thus designated because Lentz
and Michaels (33) found that a similar group scored lowest in nurse-patient

relations and in technical care. Thus all persons who indicated that they worked



on mixed wards, undesignated wards, float assignments, or who supervised

several wards were placed in this group. The very high mean (1950) caused

question, so the group was further analyzed in the following manner:

Range of Scores

Intensive care unit nurses (N=7) 1834-2089
Supervisors-Administrators (IN=26) 1785-2163

Staff Nurses, mixed wards and
"float" (N=24) 1562-2133

Head Nurses (IN=13) 1631-2129

Mean

2003

1981.8

1910.8

1914.7

The intensive care units provide a setting in which nurses are engaged in

constant direct patient care, thus it is interesting to note the high mean of this

small group. The staff nurses in this mixed group appear to have a low mean,

but it is slightly higher than the mean of either the medical or surgical nurse

groups in this study, thus the finding appears to disagree with the findings of

Lentz and Michaels. The Supervisors and Head Nurse groups are considered

elsewhere in an analysis of the entire sample of their positions. The scores

and means here show the general trend of the larger groups. The high mean

61

of the Mixed Services group appears to reflect the higher scores of the intensive

care and the supervisor -administrator portions of the sample.

The pediatric nurse group scored high in favorableness toward direct

patient care and thus demonstrated a difference between themselves and the

medical (p=.01), obstetrical murses (p=.05), and the psychatric nurses (p=.1).
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The private duty nurse group (N=6) obtained a mean score high enough to
produce a difference between themselves and the psychiatric nurses (p=.05),
medical nurses (p=.001), surgical nurses (p=.05), and the obstetrical nurses
(p=.01) despite the extremely small size of the group.

Differences were demonstrated between the public health nurses and the
following groups: all hospital nurses p=.01, industrial nurses p=.01, nursing
home nurses p=.01.

Some comment is offered regarding the low means of the medical and
psychiatric nurses in view of the fact that the definition used in the study for
direct patient care (and printed for the study participants in their instructions)
contains a definite element of the patient -centered philosophy of nursing. As
was noted earlier, these two groups are considered to be more "person oriented"
than other groups of nurses, It is possible that this particular sample of nurses
is less person centered than previous samples of medical nurses. It is also
possible that some element in the scale is operating against the person-
centeredness factor.

Figure four summarizes the information about the mean scores obtained
by the clinical practice groups of nurses. Additional information about the tests

for significance is presented in Table six.
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Differences among the nurses by position. The nurses were re-categorized

according to the hierarchical positions which they held in nursing agencies where
these designations applied. No statistical difference was found between stéff nurses
and head nurses, the means of the two groups being very close, The supervisor -
administrator group differed from both the head nurse and staff nurse groups,
Thus the hypothesis thar 2 difference in favorableness toward direct patient care
exists between nurses who hold diverse hierarchical positions in nursing agencies
is substantiated. No assumption is made as to the reagon for this difference.
However, it is to be noted that the nurses holding positions which are more closely
related to the administration of patient care are less favorable in their attitudes
than those who, by virtue of their positions, are less involved with direct patient
care,

Differences among the nurses by patient care activity. No difference was

demonstrated between the group of nurses who indicated that they give direct
patient care and those who indicated that they do not give such care. The majority
of nurses indicated that they give some care, although some indicated "rarely,"
"sometimes, " ”occasionaﬂy,” and similar qualifications of the Statement. Thus
the hypothesis that the nurse's attitude toward direct patient care will influence
whether or not she gives such care is rejected. Since no observation was under-
taken to determine the quality of care, nor the frequency with which it is

administered, no conclusions may be drawn in this area.
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Figure five shows the relationship of the three groups of nurses whose
activities within nursing agencies were such that they were included in the groups
designated as staff nurses, head nurses, and supervisors-administrators. The
mean scores of these groups are shown here. Included in this figure is a com-
parison of the mean scores of the nurses who give direct patient care with the

mean score of those nurses who do not give direct patient care in their practice.
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Figure 5, Comparison of the Mean Scores of MNurse Participants
Toward Direct Patient Care by Position and by Activity
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Table seven is a compilation of the data about the means of the groups made
by comparison of the positions held by the participating nurses. Included in the
table are the differences between the means, the "t" tests and the significance
levels of these tests., The second portion of the table presents information about
the comparison of the nurses who stated that they give direct patient care, with

those nurses who stated that they do not give direct patient care,
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Comments on the vse of the scale-product method. The rather wide spread

of scores in this study with the uze of the scale product method lends support to

the use of this method, despite the additional computations required. Studies which
have utilized the Vaughan Scale with the Thurstone scoring method, where the
median score is taken as representative of the participant's attitude, appear to

have found a clumping of the means of medians in the 9.00 to 11.00 range,

depending upon a few decimal places to demonstrate differences in attitude,

The present method spreads the scores by allowing the respondents a latitude of
choice of both direction and degree, and then increases this difference by incorporat -
ing the combined judgments of experts who have ranked the statements. The scores are
thus weighted values. The disadvantage to this method seems to be that the scores
in the latter half of the scale contribute a greater weight to the total score than the

scores in the first portion, due to the progressive scale values.
Reliability Information

In the original project by Sister Louise Marie Vaughan, the reliability of
this Attitude Scale was computed wirth the Pearson r, and yielded a coefficient of
.49 as an indication of the correlation of the odd-even items of the scale. This
was corrected with the Spearman-Brown formula to .66 for the whole test
reliability . Suggestions made by Dr, Spaney at the American Nurses' Association
Research Conference (1965) that the scale be used with the scale product method

in order to achieve a more favorable reliability have been carried out in this study.
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Correlation was computed in the present study on the half tests by IBM
Computer, which yielded the coetficient ,906. This was corrected by the
Spearman-Brown formula to ,949 or .95 for the whole test, This improvement
in the reliubility of the test greatly cohances the use of this instrument for

future research and in employmen: or other nursing situations.

frem Axalysis Information

The Attitude Scale developed by Sister Louise Marie Vaughan which
served as the data-coliecting instrument for this study is relatively new, and
helds promise of being further developed for use in nursing agencies and research.
Item analysis has been undertaken in this study to assist those who will be working
with the development of the scale. Sister Vaughan recommended that such a
procedure be done (65). Since the population of the present study was large
enough to warrant undertaking this additional step, the analysis was carried out.

The phi-coefficient has been used as the basis for determining the relative
power of the items to discriminate between those respondents having favorable
attitudes, and those having less favorable attitudes toward the study variable,
direct patient care. The use of the phi coefficient is recommended by Edwards
and Kilpatrick (19) as an appropriate procedure to be followed in selecting the
iters which discriminate most effectively. The formula used was obtained from

Guilford (24), and is reproduced in Appendix E .
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Guilford (24) defends the use of the phi coefficlent as an item analysis
procedure with the following:

The use of the phi coefficient in item anzalysis when
the criterion is a continuous variable needs some defease,
The point bi-serial r is the most appropriate coefficient
to use for & realistic indication of item-criterion correla-
tion. Ifr bi is the coefficient we want, a phi coefficient
errs by béing systematically too small, when the dichotomy
is of the upper and lower halves, Under the same
conditions, both rp, (biserial correlation} and r (tetrachoric
correlation) are systematically too large, and hence err in
the opposite direction . . . .

One advantage of phi is that no assumption need
be made concerning the form of score distribution.

Another advantage is that the tail preportions can be almost
anything one desires-~.5N, .33N, .27N, .25N, and so on.
This makes it possible tc use the same abac, regardless

of the number examined, provided N iz not less than 200.
The more of the middle of the distribution excluded, the
larger phi becomes; consequently coefficients of this kind
cannot be directly compared unless they come from the use
of the same tail proportions . ., . .

In the following analysis, 100 persons were used in the upper and lower
groups, as Guilford suggests, which facilitates obtaining the propoertion. This
places 32% of the group into the tails of the phi computations. The responses
of the participants were divided arbitrarily, with the 5-6 value responses being
assigned to the "passing' category, and the 1-2-3-4 responses remaining as
the "non-passing” category. Since the vaiues are assigned to the items in two
scoring directions, items 1-32 have the 5-6 value attached to the "disagree" and
the "strongly disagree" responses, and items 33-63 have the 5-6 values attached

to the "agree" and "agree strongly’ responses. This item analysis thus



differentiates between the responses showing & greater amount of affect in the
direction of the study variable, and the more neutral and negative responses.

Table eight is a compilation of the item analysis information. Since the
upper and lower scoring groups were of 100 persons each, the figures given
are the frequencies with which they responded to the answers bearing a five
or six value. (Refer to the explanation of these values, page 44.)

The phi coefficient represents a statistical comparison of these
frequencies . The larger the coefficient, the better was the discriminatory

power of the itemn with this sample of nurses.
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Table 8.  The Proportion of Respondents in the Upper and Lower Groups
of 100 Who Obtained 5-6 Value Scores, With Phi Coefficients
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1. The fears of most patients
are ridiculous. 94 82 18
2. Bedside nursing is ideal for
nurses who do not intend to
contribute substantially to
modern nursing. 92 78 19
3. Movements to keep the profes-
sional nurse at the bedside
should be restricted. 87 65 .26
4. The average nurse should not be
expected to develop insight into
human behavior. 100 89 .24
5. Checking narcotics and stock
drugs is one of my favorite
responsibilities. 77 66 .12
6. I function best in the chart room ‘
and medication room., 76 54 .23
7. I spend time in the patient's room
only when I have a specific task
to do. 88 66 .26

(continued on next page)
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8. Graduate nurses should not be
expected to give general a.m.
care. 82 62 .22
9. Most bedside nursing can be
done by aides and orderlies. 53 34 K
10. Teaching the patient holds no
particular interest for me. 96 73 .31
11, Nurse-patient relationships
are being over -emphasized. 94 78 .26
12. Care of equipment is one of
my primary concerns. 3% 43 .14
13. I do not agree with the concepts
regarding the therapeutic use
of self. 73 36 s 05
14, Too much emphasis is placed on
human relations in the contem-
porary nursing curriculum, 86 63 .26
15. Usually the patient cannot con-
tribute to his plan of care, 87 58 .35
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16. Nurses educated according to
the functional plan of patient
care should not be expected to
change. 89 Iyl .7
17. I prefer checking doctor's orders
to giving the patient a bath. 54 24 .32
18. The importance of nursing cdre
plans has been overstressed. 78 45 .34
19. Too many patients expect the
nurse to spend extra time with
them . 72 42 .30
20. I like functional nursing when I am
responsible for the medications, 42 18 .26
21. Patients' relatives are frequently
a nuisance in the hospital, 49 17 .32
22, I think that scheduled hours for
visitation should be strictly
enforced, 58 23 .36
23. 1 find.it difficult to be tolerant of
a patient who disobeys a doctor's
order for bedrest. 40 18 .23
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24. Nurses rarely have extra time
to spend listening to patients. 36 21 16
25. I like to be responsible for the
same nursing techniques each
day. 69 36 .33
26. With early ambulation back rubs
are no longer really necessary
for caring for most patients. 69 62 « UF
27. The head nurse is the best judge
of patient care. 53 41 .12
28, I cannot say whether or not I am
satisfied with today's nursing care. 55 19 .37
29. It is hard to decide whether today's
bedside nursing is good or bad. 50 21 .30
30. Functional nursing has some advan-
-tage to contribute to patient care. 7 1 .16
31. Patient centered nursing has some
advantages and some disadvan-
tages. 20 3 .23

(continued on next page)
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32. Doctors should not correct
nurses in front of patients. 3 0 g2
33. Advantages of patients being in
wards are greater than dis-
advantages., 41 27 .15
34. Professional nurses need to place
more emphasis on specialization. 30 17 I 1
35. Intercommunication systems in
patient care have advantages and
disadvantages. 67 69 = {2
36. There seems to be something
wrong with patient care today. 58 37 21
37 . Bedside nursing is both satisfy -
ing and discouraging. 58 60 -.02
38. Modern hospital equipment has
helped to improve bedside nursing. 82 88 -.08
39. A shift from routine visiting hours
should be permitted on holidays. 81 45 -0
40. Patients' relatives should be shown
respect and deference. 99 78 .33

(continued on next page)
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41. I think that nurses have an obliga-
tion to make relatives feel wel-
come in the hospital, 95 69 .34
42. Nurses should take more interest
in the patient's family . 89 39 .52
43. I enjoy interpreting community
resources to the patient. 80 38 .43
44, I appreciate knowing the patient's
family. 98 58 .49
45. The patient's opinion of his care
should be considered. 99 73 .38
46. I like to anticipate the wishes of
the aphasic patient. 90 61 .33
47. Nurses should try to analyze the
needs of the crying patient. 97 86 .05
48. I like to assist the patient who is
having difficulty at home to get in
touch with the social worker. 88 42 .49
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49, Family members contribute to
continuity of patient care, 95 71 .31
50. Successful use of nursing measures
to induce a patient's sleep is
satisfying to me. 99 78 .32
51. It is important to know how the
patient feels about his discharge
from the hospital. 98 77 .32
52. 1 feel comfortable just sitting in
a room talking with a patient. 89 44 .48
53. A crying patient should be permitted
to air his feelings., 29 88 GBE
54. I am willing to change my routine
to meet the patient's needs. 99 80 .31
55. It is important to instruct the pre-
operative patient about what to expect
after surgery. 29 88 .22
56. Therapeutic use of self is a good
means of providing more adequate
nursing care, 97 62 .43

(concluded on next page)
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57. It is necessary for the nurse to
be aware of the reactions she
calls forth in others, 100 88 725
58. More emphasis should be placed
on nurse-patient interaction, 97 46 .56
59. The patient has a right to the
expression of a negative attitude
toward hospitalization. 94 72 .32
60. The patient should be encouraged
to talk about his fears of surgery. 99 74 SO
61. Understanding emotional needs of
the patient is essential to good
nursing care. 99 94 .19
62. The nurse should try to under -
stand how the patient feels about
his illness. 100 92 w2l
63. It may be better sometimes to
listen. to the patient than to give
him a sedative, 100 24| .22




84

In order of descending values, the phi coefficients ranged thus:

Db 58
.52 42
.49 44,48
.48 52
.43 43,56
-J8 45
add 28,60
.36 22,39
+3B 13,135
.34 18,41
.33 25,40,46
.32 k7, 30,80,51,39
<2 10,49,54
.30 19,29
' 3,7,11,14,20
1 b ¥
.24 4
.23 6,23, 31
AR 8,16,52,55,63
4 | 36,62
.19 2%
.18 1,61
.16 24,30
R 33,34
.14 12
.12 Iyl d 4 A2
.07 26
.05 47
e 35,37
-.08 38

The figures with the negative values may be considered either negative or
positive, as the scoring directions were arbitrary. In any case, the values of these
three negative coefficients are so low that the items are of questionable value,

Recommendations based upon this information are made in the concluding

chapter of the study.



85

The results of the study may be summarized in the following manner:

Significant differences have been shown to exist between groups of nurses in
favorableness toward direct patient care, Several of these differences are rather
surprising, such as the relatively low favorableness of staff and head nurses as
compared to administrators and supervisocrs, who are less actively involved in
direct patient care. Another of the rather surprising results of the study was
the low favorableness of the medical nurses and psychiatric nurses toward direct
patient care, in view of the well established person-orientation of these groups
in previous studies. The obstetrical and medical nurses were the least favorable
groups toward direct patient care,

The groups of nurses whose favorableness toward direct patient care was the
greatest were the public health, pediatric, private duty, office nurses, and within
the mixed services group, the nurses working in intensive care units. Significant
differences were found between these nurses and the lower scoring groups
mentioned previously. Significant differences were also found between these
groups and several of the more moderately favorable groups.

In order of descending favorableness toward direct patient care the four
groups representing differing programs of educational preparation were the
Master's degree, Baccalaureate degree, hospital diploma and Associate degree
nurses. One may conclude that, in general, the more preparation for nursing
obtained by the nurse, the more favorable is her attitude toward direct patient

care,
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An analysis of the favorableness of the opinions expressed by nurses educated
in succeeding decades shows that the nurses who graduated in 1960 and later have
the highest scores, with decreasing scores in the previous decades, with the
exception of the 1930-39 decade, which was slightly lower than the 1920-29 decade.
Significant differences between several of these groups were shown to exist. One
may conclude that in general, the more recent the education of the nurse, the more
favorable is her attitude toward direct patient care,

The study failed to demonstrate any difference in faverableness between
nurses who administer directly to patients and those whose practice does not
necessitate giving direct care to patients. It is reasonable to suspect that such
differences may exist, but that the study instrument and checklist were not
sufficiently sensitive to detect these differences.

The item analysis reveals that there are some areas of nursing in which
a distinct dichotomy of opinion exists between the nurses in the upper scoring
100 participants of the study, and the low scoring 100 persons,

The correlation coefficient of .95 was sufficiently high to warrant the
assumption that the test items were functioning reliably in testing the study

participants.



CHAPTER IV
SUMMARY, CONCLUSIONS AND RECOMMENDATIONS
summary of the Study

This study was undertaken to discover the relationship between the
favorableness toward direct patient care and the clinical activity of nurses,
Nurses with differing educaticnal backgrounds obtained during five successive
decades, and who work in three hierarchiceal positions were tested for their
favorableness toward the variable, direct patient care. The data-collecting tool
was a compilation of 63 opinion statements devised by Sister Louise Marie
Vaughan by the Thurstone technique. The criginal attitude scale statements were
placed in a Likert-type response format, allowing a range of six possible responses
to each item. Values of one through six were assigned to the responses, which
were later multiplied by the Thurstone scale values in a technique for scoring
devised by Eysenck and Crown, called the scale product method. Scores from
this procedure were obtained by surnming the item scores.

Grouping of the study participants was performed with information supplied
by them on a checklist accompanying the scale. Group means were obtained
which were submitted to "t" tests. The results and interpretation of the

statistical tests were presented. Differences were found to exist between:
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Medical and pediatric nurses p=.01

Medical nurses and mixed services nurses p=.01

Medical nurses and private duty nurses p=.001

The mean score of the medical nurses was the lowest obtained mean. This
raiseé several questions, for medical nurses have been found in previous studies
(Lentz and Michaels, (31,32,33); Raskin, et al., (53) to be predominantly
person-centered in their orientation to nursing., Favorableness toward direct
patient care seems to be related to this concept of person-centeredness, thus

the finding seems inconsistent.

Surgical nurses and private duty nurses p=.05
Pediatric nurses and obstetrical nurses p=.05
Pediatric nurses and medical nurses p=.01
Pediatric nurses and psychiatric nurses p=.1

The mean score of the pediatric group was the highest of the hospital-
based nurses (unless the seven Intensive care unit nurses within the mixed
services group is considered separately). This group thus demonstrated a
significant difference from the groups with low mean scores.,

Mixed services nurses and obstetrical nurses p=.01

- Mixed services nurses and medical nurses p=.01
Mixed services nurses and psychiatric nurses p=.05
The mixed services group is composed of nurses who work in hospital units

in which patients are not segregated by the usual clinical designations, or nurses
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who work on more than one service. The types of nurses who compose this group
are presented in the study. No conclusions may be drawn from these findings as
the group is exceedingly heterogenous, Within the group, the seven intensive
care unit nurses obtained a very high mean, approximating the mean of the
public health nurse group, followed by a moderately high mean of the 26 super-
visors. The staff nurses within this group who work on mixed category wards
or on several wards obtained the lowest within group mean, however it was
higher than the means of the surgical and medical nurse groups, and not different
statistically from them.

Private duty nurses and psychiatric nurses differed p=.05, however the two
groups are too small to support decisions.

Public health nurses and all hospital nurses p=.01

Public health nurses and nursing home nurses p=.0l

Public health nurses and industrial nurses p=.01

Public health nurses and office nurses p=.1

The public health nurses, pediatric nurses, private duty nurses and office
nurses form a generally upper range of favorableness toward direct patient care.
The intensive care unit nurses were not tested separately, however they fall
into this upper group.

In a generally moderate range of favorableness toward direct patient care
are the surgical, operating room, psychiatric, nursing home and industrial nurses.

In a lower range of favorableness toward the variable are the medical and
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obstetrical nurse groups.

Differences were shown to exist between the expressed attitudes of super -
visors-administrators and the staff and head nurse group (p=.01 and .02). No
difference was demonstrated in expression of favorableness between those nurses
who give direct patient care and those who do not give care,

Differences in favorableness toward direct patient care were found between
the Baccalaureate and Associate degree groups of nurses, and between the
Baccalaureate and hospital diploma groups of nurses at the .05 level of confi-
dence. Other tests were non-significant in character, due to the small size of
the Associate degree and Master's degree groups. The means of the groups,
in decreasing order of favorableness, were the Master's degree, Baccalaureate
degree, hospital diploma, and Associate degree.

Differences were found among the respondents by period of education, The
group educated in the decade 1930-39 obtained the lowest mean score, being
followed by the 1920-29 group, with the 1940-49, 1950-59 and 1960 and later
groups having progressively higher means. Differences at the p=,001 level of
confidence were shown to exist between the 1940-49 and the 1960 and later, and
the 1930-39 and the 1960 and later groups, At the p=,02 level, a difference was
demonstrated between the 1950-59 and 1960 and later educational groups. The
1930-39 decade differed at the p=.05 level from the 1950-59 group. The question
was raised as to whether the differences shown may be a reflection of educational

influences, or whether the differences being demonstrated reflect variances which
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arise from the ages of the nurses.
Hypotheses Accepted and Rejected

On the basis of the study findings the following hypotheses were accepted:
1. Differences in favorableness toward direct patient care exist between groups
of nurses who practice nursing in varying clinical settings.
2. Differences in favorableness toward direct patient care exist between groups
of nurses who hold diverse hierarchical positions in nursing agencies.
3's Diflferences in favorableness toward direct patient care exist between groups
of nurses who have dissimilar educational preparation.
4. Differences in favorableness toward direct patient care exist between groups
of nurses who received their education in different decades.

The following hypothesis is rejected on the basis of the findings of this
study;
1. Differences in favorableness toward direct patient care exist among groups
of nurses who give direct patient care as compared to those who do not give

direct patient care.
Conclusions

‘The study was a descriptive survey of attitudes which nurses were willing
to express about direct patient care, the "heart" activity of their profession.

The findings of this study lead to the following conclusions:
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1. The Vaughan Attitude Scale On Direct Patient Care is a useful tool for
eliciting the attitudes of graduate nurse practitioners toward direct patient care
in the revised format.
2. The Scale contains some items which are more effective in discriminating
between nurses with favorable attitudes and those with unfavorable attitudes
toward the variable.
3. Nurses who have favorable and unfavorable attitudes toward direct patient
care give nursing care to patients when their positions make this activity
necessary.
4. In general, the more recent the education of the nurse, the more positive
is her attitude toward direct patient care.
5. In general, the more education in nursing the nurse has had, the more
positive is her expressed attitude toward direct patient care.
6. In general, supervisors and administrators express a more favorable
attitude toward direct patient care than do staff and head nurses.
7. Medical nurses in this study expressed a low degree of favorableness
toward direct patient care, which appears to contradict the findings of
previous research that these nurses are, in general,-more person-oriented as
opposed to the task-oriented concept,
8. Public health, private duty, pediatric, office and intensive care nurses
express highly favorable attitudes toward direct patient care, while medical and

obstetrical nurses express a less favorable attitude toward direct patient care,
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Other groups are moderate in the expression of their favorableness toward the

study variable, ranging between these extremes.,
Recommendations for Further Study

Based upon the findings and conclusions of the study, the following
recommendations for further study are made:
1. Validity studies be méde with graduate nurse practitioners.
2, Factor analysis be performed on the scale to determine what factors other
than favorableness toward direct patient care are being elicited.
3. Matrix correlations be run with the present data or in future studies to
determine the nature of the inter-relationships of the items of the scale.
4. Revision of the scale be performed in view of the item analysis information
available, with possible shortening of the scale; that subsequent to the revision
a study be done to compare the present scale with the revision.
5. Determination of the utilization of this scale in employment situations.
6. Investigation of the relationship between favorableness toward direct patient
care and a person-centered orientation to nursing as compared with a task-
centered orientation.
7. A study investigating the correlation between habitual nursing behavior and
the attitude toward direct patient care.
8. A longitudinal study be undertaken to determine what changes occur in the

attitudes of prospective students, students in schools of nursing, and recent
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graduates with regard to attitudes toward direct patient care and the influences
which increase or decrease favorableness.

9. Development of an instrument to accompany the attitude scale for nurses,
to determine patient’s opinions of care rendered by the nurses whose attitudes
are elicited toward direct patient care.

10. Development of an accompanying form for peer judgments of the quality

of nursing care rendered by nurses whose attitudes toward direct patient care
are elicited,

11. Adaptation of the scale to permit its use with auxiliary nursing personnel,
12, In view of the favorable reliability coefficient of the test obtained in this
study, it is recommended that future studies use the Scale Product method with
the Likert format in order to utilize a method which enhances the theoretical
and statistical bases of the scale, and which will provide comparable information

about the scale (or a revision of the scale).
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2503 N, E. Skidmore Street
Portland, Oregon 97211
Seprember 8, 1967

Sister Louise Marie Vaughan
Dean, Marymount College
Salina, Kansas 67401

Dear Sister Vaughan,

You will recall my letter to you of November 19, 1966, requesting permission
to use your Attitude Scale in my research upon which to base my Master's degree
thesis. I am happy to report that the bulk of the project has been completed,
and that the thesis is nearly complete. Oral examinations will be held later this
fall.

I was sure that you would be interested in some of the results of the study.
The thesis is titled, "A Study of the Expressed Attitudes of 327 Nurses Toward
Direct Patient Care." The modifications in the scale which were suggested by
Dr. Spaney at the First Nursing Research Conference were carried out. The
scale items were all retained, and were placed in a Likert-type format, using
the Eysenck and Crown scale product method of scoring.

Since the study population was sufficiently large to warrant doing item
analysis, this has been done. You will be very happy to learn that the scale
yielded a Pearson correlation coefficient of the odd-even half tests of .906, which
was corrected to .950. This speaks well for the future use of your scale. Iam
. sure that you continue to be interested in the development of the scale, although
your present position probably does not allow a great deal of time for this type
of activity. -

I am happy to report that I have obtained a teaching position at the Good
Samaritan Hospital School of Nursing in Portland. I am looking forward to this
interlude of experience before my husband and [ return to the Republic of Congo
next year to resume our missionary activities there,

It has been a real privilege to work with your scale in this project, and to
feel that I have shared in the ongoing development of the scale as a research
instrument,

sincerel
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OFFICE OF ACADEMIC DEAN

September 18, 1967

Mrs. Jeanne P. Zook
2503 N.E. Skidmore Street
Portland, Oregon 97211

Dear Mrs. Zook,

Your recent letter brought very good news, Indeed, a coefficient of .95
is excellent! I am so glad that you followed Dr, Spaney's recommendations.

Since you have done such a fine job of improving the reliability of the
scale, I am wondering if you would like to send your results to Dr. Lucille
E. Notter of the American Nurses Asscciation. I am sure the A.N.A, Research
Conference Group would be pleased to learn of the contribution you have
made to nursing research through your thesis. The A.N.A. should make note
of your findings in any additional reference to my study. I hope you
will be able tc send a short resume of your findings to Dr. Notter,

It sounds as though you and your husband will be giving of your
talents and skills in an area that is in great need of generous and
proficient missionaries. I wish you much success in your future

endeavors.

I have enjoyed knowing you via the mail and am very pleased that
you decided to develop my scale further for your graduate dissertation.
I certainly placed it in competent hands when I agreed to your use ol
it for your research. I hope we shall meel each other in person

somevine.

Sincerely,

Sister Louise Marie
Dean
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2503 N. E. Skidmore St.
Portland, Oregon 97211
June 27, 1967

Lydia E. Hall

Loeb Center for Nursing and Rehabilitation
Montefiore Hospital and Medical Center
New York, New York

Dear Miss Hall,

I am a regularly enrclled student at the University of Oregon School of
Nursing, in the program leading to the Master of Science Degree in Nursing.
I am at present writing the thesis. My subject is research based upon the
attitude scale of Sister Louise Marie Vaughan which deals with the attitudes
of Nurses toward direct patient care. Since my research is based upon her
work, I will not be able to publish it.

I would like your permission to use several quotations from your
article, "Another View of Nursing Care and Quality'" which appears in the
book, Continuity of Patient Care by Mary Straub and Kitty Parker. You
have made several statements which I would like to use in the chapter on
related literature which support the view of the nurse giving direct patient
care. I will be most careful to give credit for the statements in footnotes.
As I have mentioned, the thesis will not be published. It will be placed in
the library of the University of Oregon Medical School after it has been
accepted. I will be most grateful for your permission to quote from this
article,

Sincerely yours,

/ };Mrs .) Jeanne P. Zook
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AT MONTEFIORE HOSPITAL AND MEDICAL CENTER

STEUBEN AVENUE and 210th STREET, BRONX, N. Y. 10467

LYDIA E. HALL, RN, M.A.

Administrative Director

July 10, 1967

Mrs. Jeanne P. Zook A
2503 N.E. Skidmore Street
Portland, Oregon 97211

Dear Mrs. Zook:

Mrs. Hall is away because of illness. However, | have spoken

with her and she has indicated her permission for you to use

quotations from her article "Another View of Nursing Care and

Quality', which appears in the book COﬂLlnd!LV of PatnenL Care n
by Mary Streub and Kitty Parker,

1t would be of interest to Mrs. Hall if you might be able to share
with her in some way how you have used thé quotations. We recognize
that it will not be published, but if in any way you could duplicate
the content which xnvo]ved the quotations, she would be interesteé
in seecing it. ¢

Best wishes and good luck on the completion of your thesis.

Sincerely yours,
Vel

Acsxstant D:r% tor

gal/rp
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2503 N, E., Skidmore Streer
Poxtiand, Oregon 97211
November 19, 1906

Sister Louise Marie Vaughar
Dean, Marymount Collcge
Salina, Kansas 67401

Dear Sister Vaughan,

I am a student at the University of Cregon School of Nursing, enrolled in
the program leading to the Master's Degrec in Nursing, I have recently
purchased your doctoral dissertation, "Amitudes of Nursing Students Toward
Direct Patient Care.” Allow me to congratulate you for the quality of the
study , and for the promise it holds for more research in this most central
area of nursing.

I have obtained the permission of my advisors to pursue a study for my
thesis on the attitudes of nurses about this topic, I was delighted to find
your scale which is already validated and accepted by nationally known nurses
(1 am referring to the articles which appeazed in the Nursing Research and the
American Journal of Nursing). I would like very much to use your scale for a
study such as the one which you mentioned in the first recommendation (page
135). May I have your permission to use the scele? I am writing to the
University which publizhed the study to request their permission also.

I am enclosing a proposed checklist which would serve as the means of
delineating populations within the graduate nurse group. I would be most
happy for any suggesticns which you would care to make about the type of
data to be collected. One of your recommendations suggested the revision of
the scale. Have you any ideas formulated about types of revisions which would
improve reliability? I have wondered whether the reliability could be improved
by deleting the "neutral” 1tems in the center of the scale which cluster at the
6.0 value? I would appreciate your comment about this, and whether this would
make a difference in the granting of permission to use the scale? I will welcome
your comments in any of these areas.

If you are aware of any other nurses doiug research at this time with
your scale I will be very happy to receive their names and addresses so that
I can correspond with them.
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I really feel very fortunate to be able to do a study in an area where the
groundwork has been so competently laid. A number of nurses here who have
seen your thesis have been very enthusiastic about it, and have encouraged

me to pursue this as a topic. I will consider it a real privilege to use your
scale,

Yours very sincere

(Mrs.) Jeanne P. Zoolf »
l
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November 25, 1966

Mrs. Jeanne Zook
2503 N.E. Skidmore Street
Portland, Oregon

Dear Mrs. Zook:

Your letter of November 19 has been received. You may have my
permission to use the attitude scale which I developed for my doctoral
dissertation. However, I must tell you very frankly that 1 am not
satisfied with the degree of validity and reliability which it
demonstrated and have strongly advised that it be revised with the
intention of increasing these two factors so essential to any ex~
perimentally developed scale. I think Thurstone's method could be
used but certain specific modifications might result in a scale
with higher validity and reliability.

In regard to your request relevant to the "neutral" items being

deleted, my honest opinion is that this step in itself would not be
- sufficient to increase the scale's validity or reliability. My
suggestion for you is that you secure a recent publication from a
research conference sponsored by the American Nurses! Association,

My study is reviewed well there and you will note some significant ob~
servations and suggestions. This publication is entitled First Nursing
Research Gonference-April 5-7, 1965 and may be purchased from the
A.N.A. headquarters.

The checklist you developed seems appropriate, relevant, and concises
Be assured of my best wishes for the results of your study. I will
be interested in learning about your findings and conclusions.

-Sincerely,

ister Louise Marie
Dean

GIiM:dr

Enclosures 1
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2503 N. E. Skidmore Street
Portland, Oregon 97211
November 16, 1966

Catholic University of America Press, Inc.
Washington, D.C. 20017

Dear Sirs,

I .am a regularly enrolled student at the University of Oregon School
of Nursing, Graduate Division, pursuing a program leading to the Master's
Degree in Nursing Education. As a thesis I am hoping to pursue a study
of the attitudes of nurses toward direct nursing care. I am hoping to use
as an instrument for data collection the attitudes scale devised by Sister
Louise Marie Vaughan in her doctoral thesis, ""Attitudes of Nursing Students
Toward Direct Patient Care." This dissertation was published by your
press in 1964. I am hereby requesting permission to reproduce all or
part of this Attitude Scale as it appears in her finished work. Credit will
be given your press as the source of material.

I have requested permission from Sister Vaughan also for the
use of her material. Thank you for your consideration of this matter.

Very sincerely,

Mrs.) Jeanne P. Zook' /
(} )] X
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December \5, 1966

Mrs. Jeanne Zoock
2503 N E Skidmore St.
Portlaud, Oregon 97211

Dear Mrs. Zook:

In reference to your letter of Novembe1 16, permission
is herveby granted to use the Attitude Scale devised by Sr. Louise
Marie Vaughan in her doctoral dissertation "Attitudes of Nursing
Students Toward Direct Patient Care.” It is understood that this

material will be used in your thesm and that it will not be used
for commercial purposes.

It is further understood that credit will be given to the
author, the book and the publisher. It would be appreciated if
you would note that the book originally published in 1964 was
repriated by popular demand in 1966, ‘ ;

With every good wish,

Very sincerely yours,

Rt. sgr. James A.
Director

JAM :sct
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2503 N,E. Skidmore Street
Portland, Oregon 97211
May 30, 1967

Dear Registered Nurse,

In partial fulfillment of the requirements for a Master's Degree at the
University of Oregon School of Nursing, I am undertaking a study regarding
the attitudes of employed registered nurses toward direct patient care. Your
name has been chosen at random from a listing of nurses in the Portland
area, I invite your participation in the study, and hope that you will gain
personal satisfaction from participation in the research effort.

The enclosed Opinionnaire is the product of a doctoral study by Sister Vaughan
about which you may have read. It can be completed in about 15 minutes,

A stamped, self-addressed envelope is enclosed for your convenience, I

will appreciate having you return the completed Opinionnaire before June 30th,
1967.

You will find a number on the last page of the Opinionnaire which corresponds
to your name on the mailing list. This list will be destroyed at the completion
of the study, and you will in no way be identified foxr your participation, I
hope that you will feel free to express your attitudes toward direct patient
care in this way, as there is considerable interest in the outcome of this
study. We sincerely hope that it can be discovered what nurses are feeling
about giving direct nursing care to patients. The value of this study will
depend upon the honest expression of your attitudes and upon your complete
responses to every part of it.

Upon completion, the study will be available in the University of Oregon
Medical School Library, Thank you for your assistance,

O mmvealay crmiiro e,

rsy Jeanne P, Zo?k

i ,
Mrs, Zook is a regularly enrolled graduate student at the University of
Oregon School of Nursing, Your cooperation with Mrs, Zook in assisting
her to collect her data for the study w'll be appreciat .

ucile Gregerson
Associate Professor
Thesis Advisor
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This is an attitude Opinionnaire, It is
made up of opinions that have been expressed
by nurses. There are no right or wrong
answers, You are only asked to indicate how
much you agree or disagree with each state~
ment, Here are some examples;

£18uoxnis saxBesi(q
ApuBnys saxlesi(q
Ajy311s 2213y
IBYMAWIOS 22I3Y
A18uoxis 2218y

leymowos a2.13esi(gy

I like to give morning care to a paralytic D [Z] [j U D D

patient,

Geriatric Nursi hall th
abilit:iese 3;‘)1:1 t;ecnu:;:tng s D D D D @ D

Please read each statement carefully and show how much you agree or
disagree with the value expressed,

Before you begin, indicate on the checklist your present position in
nursing, and your preparation, As you check number 6, keep in mind the
following definition of direct patient care;

Direct patient care refers to those situations in
which the plans for meeting a patient®s nursing

requirements are being implemented by a nurse
who is consciously focusing an him as a person,

When you have completed the Opinionnaire and Checklist, please return
them by mail as soon as possible, Do NOT rveturn this instruction sheet or
the cover letter,
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CHECKLIST
1. Your highest earned credential in Nursing (check one):

Associate Degree

Baccalaureate Degree

Diploma

Master's Degree

Other (please specify)

2.  The decade in which your most recent education occurred (check one):

Previous to 1920

1920-1929
1930-1939
1940-1949
1950-1959
Since 1960
3, The'place of your present practice (check one in each column if
appropriate):
Hospital 4, Medical Unit
Office Surgical Unit
Nursing Home Pediatrics
Occupational - Pgychiatry
Industrial Oper, rooms
Public Health Obstetrics
Other (specify) Qther (specify)
5.  Your present position is (check ane);
Staff Nurse Full time Part time

Private Duty Nurse

Head Nurse or
Asst, Head N,

Supervisor or
Administrator

Instructor

Other (specify)

|

6. I give direct patient care,
I do not give direct patient care,



10.

11,

12,

13.

The fears of most patients are ridiculous,

Bedside nursing is ideal for nurses who
do not intend to contribute substantially to
modern nursing,

Movements to keep the professional nurse
at the bedside should be restricted,

The average nurse should not be expected
to develop insight into human behavior,

Checking narcotics and stock drugs is one
of my favorite responsibilities.

I function best in the chart room and
medication room,

I spend time in the patient's room only
when I have a specific task to do.

Graduate nurses should not be expected
to give general a.m. care.

Most bedside nursing can be done by aides
and orderlies.

Teaching the patient holds no particular
interest for me,

Nurse-patient relationships are being
over -emphasized.

Care of equipment is one of my primary
concerns,

I do not agree with the concepts regard-
ing the therapeutic use of self,
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14.

ls'

16,

s

18'

19.

20,

21,

22,

23,

24.

25.

Too much emphasis is placed on human
relations in the contemporary nursing
curriculum.

Usually the patient cannot contribute to
his plan of care,

Nurses educated according to the functional
plan of patient care should not be expected
to change.

I prefer checking doctor's orders to
giving the patient a bath.

The importance of nursing care plans has
been overstressed,

Too many patients expect the nurse to
spend extra time with them.

I like functional nursing when I am
responsible for the medications,

Patients' relatives are frequently a
nuisance in the hospital.

I think that scheduled hours for visitation
should be strictly enforced,

I find it difficult to be tolerant of a
patient who disobeys a doctor's order
for bedrest.,

Nurses rarely have extra time to spend
listening to patients,

I like to be responsible for the same
nursing techniques each day.
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26.

27,

28.

29

30.

31.

32.

33.

34.

35.

36.

37.

With early ambulation back rubs are no
longer really necessary for caring for
most patients,

The head nurse is the best judge of
patient care,

I cannot say whether or not I am satisfied
with today's nursing care.

It is hard to decide whether today's
bedside nursing is good or bad.

Functional nursing has some advantage to
contribute to patient care,
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Patient centered nursing has some advantages D D D D D D

and some disadvantages.

Doctors should not correct nurses in front
of patients,

Advantages of patients being in wards are
greater than disadvantages.

Professional nurses need to place more
emphasis on specialization,

Intercommunication systems in patient
care have advantages and disadvantages,

There seems to be something wrong with
patient care today.

Bedside nursing is both satisfying and
discouraging
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38.

39,

40,

41,

42,

43,

44,

45.

46.

47.

48,

49,

Modern hospital equipment has helped
to improve bedside nursing.

A shift from routine visiting hours
should be permitted on holidays.

Patients' relatives should be shown
respect and deference.

I think that nurses have an obligation to
make relatives feel welcome in the
hospital.

Nurses should take more interest in the
patient's family.

I enjoy interpreting community resources
to the patient,

I appreciate knowing the patient's family.

The patient's opinion of his care should
be considered,

I like to anticipate the wishes of the
aphasic patient,

Nurses should try to analyze the needs
of the crying patient,

I like to assist the patient who is having
difficulty at home to get in touch with the
social worker,

Family members contribute to continuity

of patient care.
A
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50.

<3

52.

53.

54.

55.

56.

57.

58.

59.

60,

61.

Successful use of nursing measures
to induce a patient's sleep is satisfying
to me,

It is important to know how the patient
feels about his discharge from the hospital,

I feel comfortable just sitting in a room
talking with a patient.

A crying patient should be permitted to
air his feelings,

I am willing to change my routine to
meet the patient's needs,

It is important to instruct the pre-
operative patient about what to expect
after surgery,

Therapeutic use of self is a good means
of providing more adequate nursing care,

It is necessary for the nurse to be aware
of the reactions she calls forth in others,

More emphasis should be placed on nurse-
patient interaction,

The patient has a right to the expression
of a negative attitude toward hospitaliza -
tion.

The patient should be encouraged to talk
about his fears of surgery.

Understanding emotional needs of the
patient is essential to good nursing care,
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62,

63.
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The nurse should try to understand how
the patient feels about his illness.

122

2018y

Aypriws 9913y
A18uo13s 2018y

O
O
U

It may be better sometimes to listen to D D D D EI

the patient than to give him a sedative,
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No. Scale Value
1 1, 647
2 1, 666
3 1, 687
4 1,733
5 1,733
6 1,814
7 1, 846
8 1. 846
9 1,880

10 1. 880
11 1,916

12 1,750

13 1,750

14 2.076

15 2.230
16 2.272
17 2.307

18 2. 454

19 2.562

20 2.700

21 Z, 800

22 2. 800

23 3. 000

24 3. 133

25 3,388

26 4,000

27 6.260

28 6,370

29 6. 384

30 6. 400

31 6,434

32 6. 545

33 6, 548

34 6,565

35 6, 655

36 6. 758

37 6, 846

38 7. 583

39 7.916

40 9,777

{concluded on next page)
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No., ' Scale Value
41 9.923
42 10,000
43 10,428
44 10.478
45 10.636
46 ' 10,666
47 10.692
48 10.705
49 10,769
50 10.818
51 10.882
52 10.900
53 11,043
54 11.043
55 11,083
56 11,153
57 11,1583
58 11,153
59 11,153
60 11,312
61 11,352
62 11,371

63 11.371
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Groups of Nurses Which Were Tested for Differences in the Study

With Group Means and Standard Deviations

Standard

N Mean Deviation

Associate Degree Education 5 1868.954 82.494
Hospital Diploma Program 222 1912 136,461
Baccalaureate Degree 93 1951.964 141,153
Master's Degree in Nursing 4 1978.643 107.517
Education 1920-1929 13 1872.210 171.772
Education 1930-1939 32 1860.961 139.135
Education 1940-1949 80 1891.736 119,421
Education 1950-1959 70 1920.807 135,181
Education 1960 and later 130 1967.778 131,469
Medical Nurses 38 1857.350 141,435
Surgical Nurses 55 1908 ,612 113,590
Pediatric Nurses 12 1971.245 109.836
Operating Room Nurses 23 1913.444 161.861
Obstetrical Nurses 21 1863.552 115,261
Mixed or Undesignated Services 67 - ¥950,311 128,779
Psychiatric Nurses 4 1905.939 17 .742
Private Duty Nurses 6 1955.224 99.506
All Hospital. Nurses (excludes 225 1912.170 139.548

Private Duty Nurses

(concluded on next page)
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Standard
-\ N Mean Deviation
Office and Clinic Nurses 34 1947 ,312 106 .829
Nursing Home Nurses 22 1903.697 114,217
Industrial Nurses 10 1895,231 77 .537
Public Health Nurses (iancludes 30 2006,707 148.620
3 School Nurses)
Staff Nurses 161 1916.376 145,721
Head Nurses 78 1910.459 140,958
Supervisors and Administrators 50 1965,886 101.846
Nurses who give direct patient 250 1924,388 142,009
care
Nurses who do not give direct 75 1919,969 124,890

patient care
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Degrees of freedom are calculated as df = Nl-l H Nz-l .

Standard deviations were calculated by the formula:

The student "t" test was computed by the formula:
Ml = M2

g diff

‘The Pearson product moment correlation formula was used in the

computation of the test reliability with the use of the formula:

=2 XY - MxMy
r= N

0 x Oy
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The phi coefficient was used as an indication of item discrimination in

the item analysis, and was computed by the formula given by Guilford (24).

Py - B
2 4J P
where
p = proportion passing the item
q = 1 minus p
1 = lower
u = upper



Typed by

Gladys Morgan
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ABSTRACT

The Problem

This study was oriented to the apparent shift in professional nursing
activities away from direct patient care which has been noted in recent years,
The shift in the roles and responsibilities of the graduate professional nurses
has been accompanied by an apparent decrease in nurse and patient satisfaction,
and has generated concern that the qhality of patient care has declined, The
study was a descriptive survey of the expressed attitudes of registered nurses

about direct patient care,

Description of the Procedure

This study of the favorableness of registered professional nurses toward
direct patient care was undertaken to discover the relationship of these attitudes
to the nurse's clinical practice, the decade and type of education for nursing,
the position held in a nursing agency, and the nurse's activity in giving direct
patient care. The research was accomplished through the use of the Vaughan
Attitude Scale revised into a Likert-type response format, with scoring being
carried out by the scale product method of Eysenck and Crown, Five hundred
nurses selected at random were polled by mail, with 385 replying, of which

327 replies were included in the study.

Summary of the Results

From the data obtained from the study participants, the following con-



clusions were drawn:

Medical and obstetrical nurses are less favorable toward direct patient
care than other clinical practice groups. Public health, pediatric, private duty,
office and intensive care unit nurses are more favorable toward direct patient
care than nurses in other clinical practice areas. Significant differences were
shown to exist between these groups, as well as between nurses in several
of the more moderately favorable groups, such as those employed in
surgical, psychiatric units, industrial nursing, nursing homes, and mixed
wards in hospitals.

In general, the more education the nurse had, the more favorable was
her attitude. The four groups in descending order of favorableness were:
Master's degree, Baccalaureate degree, hospital diploma, Associate degree,
Differences were demonstrated between the Baccalaureate degree graduates
and the latter two groups.

In general, the more recent the education of the nurse, the more
favorable her attitﬁde toward direct patient care. The 1960 and later group
had the most favorable attitude, with preceding decades being decreasingly
favorable. The lowest group mean was obtained by the 1930-39 graduates,
who were exceeded slightly by the 1920-29 group.

No difference in favorableness toward direct patient care was found
between nurses who administer direct care to patients and those who do not.

When grouped by nursing position held, the supervisor -administrator group



was significantly more favorable than the head nurse and staff nurse groups.
An itemn analysis of the 63 scale items by use of the phi coefficient

revealed items ranging in discriminatory power ranging from .56 to -.08.

An odd-even correlation of the half tests obtained .906 with the Pearson r,

which corrected by the Spearman-Brown formula to .95 for the whole test.

Conclusions

The study was a descriptive survey of attitudes which nurses were
willing to express about direct patient care, the "heart" activity of their
profession., The findings of this study lead to the following conclusions:
1. The Vaughan Attitude Scale On Direct Patient Care is a useful tool for
eliciting the attitudes of graduate nurse practitioners toward direct patient
care in the revised format.
2, The Scale contains some items which are more effective in discriminating
between nurses with favorable attitudes and those with unfavorable attitudes
toward the variable.
3. Nurses who have favorable and unfavorable attitudes toward direct patient
care give nursing care to patients when their positions make this activity
necessary.
4. In general, the more recent the education of the nurse, the more positive
is her attitude toward direct patient care.

5. In general, the more education in nursing the nurse has had, the more



positive is her expressed attitude toward direct patient care,

6. In general, supervisors and administraiors express a more favorable
attitude toward direct patient care than do staff and head nurses.,

7. Medical nurses in this study expressed a low degree of favorableness
toward direct patient care, which appears to contradict the findings of previous
research that these nurses are, in general, more person-oriented as opposed
to the task-oriented concept.

8. Public health, private duty, pediatric, office and intensive care nurses
express highly favorable attitudes toward direct patient care, while medical
and obstetrical nurses express a less favorable attitude toward direct patient
care. Other groups are moderate in the expression of their favorableness

toward the study variable, ranging between these extremes.,

Recommendations

Based upon the findings and conclusions of the study, the following
recommendations for further research were made:
1. Validity studies be made with graduate nurse practitioners.
2. Factor analysis be performed on the scale to determine what factors
other than favorableness toward direct patient care are being elicited.
3. Matrix correlations be run with the present data or in future studies to
determine the nature of the inter -relationships of the items of the scale.
4. Revision of the scale be performed in view of the item analysis informa -
tion available, with possible shortening of the scale; that subsequent to the

revision a study be done to compare the present scale with the revision.



5. Determination of the utilization of this scale in employment situations.

6. Investigation of the relationship berween favorableness toward direct patient
care and a person-centered orientation to nursing as compared with a task-
centered orientation,

7. A study investigating the correlation between habitual nursing behavior and
the attitude toward direct patient care,

8. A longitudinal study be undertaken to determine what changes occur in the
attitudes of prospective students, students in schools of nursing, and recent
graduates with regard to attitudes toward direct patient care and the influences
which increase or decrease favorableness.

9. Development of an instrument to accompany the attitude scale for nurses,
to determine patient's opinions of care rendered by the nurses whose attitudes
are elicited toward direct patient care.

10. Developmept of an accompanying form for peer judgments of the quality
of nursing care rendered by nurses whose attitudes toward direct patient care
are elicited.

11. Adaptation of the scale to permit its use with auxiliary nursing personnel.
12. In view of the favorable reliability coefficient of the test obtained in this
study, it is recommended that future studies use the Scale Product method
with the Likert format in order to utilize a method which enhances the
theoretical and statistical bases of the scale, and which will provide comparable

information about the scale (or a revision of the scale).





