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Introduction. Bullying behavior by nursing students is a serious problem that has contributed to the drop in numbers in the
nursing profession. Aim. The study investigated the relationship between bullying and the emotional state of undergraduate
nursing students. Methods. The study used a cross-sectional correlation design with a sample of 286 undergraduate nursing
students from multiple nursing colleges located in the western region of Saudi Arabia. The 21-item depression, anxiety, and stress
scale (DASS-21) was used to measure the study outcomes. A revised version of the Bullying Assessment Questionnaire was used to
assess bullying experiences. Statistical analyses, including a ¢-test, Pearson correlation coeflicient, and a one-way between-subjects
ANOVA, determined the significance of the relationship between study variables. Results. There was a high prevalence of
depression, anxiety, and stress symptoms among Saudi nursing students. Most of the respondents reported mild to extremely
severe symptoms of depression (58.7%), anxiety (58%), and stress (44.8%). Around 90.1% of the nursing students reported
exposure to a form of bullying over the previous 12 months. The most common items reported as part of this behavior included
continually being assigned tasks beyond their capacity. Family members were the most frequently reported source of bullying
(29.8%), followed by nursing faculties (20.9%). Bullying behavior was positively correlated with students’ scores for depression, r
(284) =0.49, n =286, p < 0.01; anxiety, r (284) =0.54, p < 0.01; and stress, r (284) = 0.56, p < 0.01. Conclusion. The study’s findings
raise concerns and highlight the importance of decreasing the risk of depression, anxiety, and stress among undergraduate nursing
students. Nurse educators must ensure that students receive psychological support to decrease these psychological outcomes.
Regularly monitoring bullying behavior is essential to maintain students’ psychological stability, which could eventually reduce
professional dropout rates.

1. Introduction

Bullying is intentional and persistent violence by a per-
petrator towards a peer. It may involve exploiting
a physical, psychological, or social power imbalance, and
a student may become a habitual victim [1]. It is a severe
problem affecting nursing students and has contributed to
the falling number of individuals in the nursing pro-
fession [1]. Bullying is a serious problem in nursing ed-
ucation, both in person and online. In nursing colleges,

many cases are underreported because most students
believe it is a normal part of their nursing education and
are unaware of the school policies to address this issue [2].
Year-on-year, there is an increasing rate of bullying of
online users in the form of videos, images, and words that
may threaten, mock, or insult others. This often occurs
among students who use social networking sites, chat
rooms, and instant messaging applications. Students are
often unaware that using social media can lead to cyber-
bullying [1, 3].
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Bullying has short-term and long-term negative impacts
on a student’s well-being, academic performance, social life,
and mental health [4, 5]. The negative impacts of bullying
include emotional stress, dissatisfaction, fewer interests, self-
doubt, decreased commitment, and confusion. These often
lead to students believing that higher education institutions
offer little or no support in solving the problem [4], causing
high levels of anxiety and depression [6]. In a study by Ahmed
et al. [7], females had 2.9 times more negative emotional
reactions to bullying than males. Victims with social support
experienced lower levels of emotional stress. In addition, poor
quality of life significantly contributed to bullies’ mindsets.
Compliance with the academic requirements and hospital
duties combined with the stress of studying for classroom
examinations add further stress that may reduce students’
tolerance to unpleasant environments [5].

Bullying covers four possible dimensions, including
physical bullying (e.g., kicking, hitting, pushing, grabbing,
and destroying objects), verbal bullying (e.g., name-calling,
teasing, abusing, and mocking), relationship bullying (e.g.,
excluding from social situations and spreading rumours),
and cyberbullying [8]. A study conducted by Bambi et al.
(2018) revealed that bullying is a predictive factor for
burnout (8=0.37 p<0.001) and shows a negative correla-
tion with job efficiency (r=-0.322, p<0.01). Victims are
twice increased in comparison to nonvictims (95% CI:
1.3-1.7). 78.5% of bullied nurses with 5 years less of service
leave their jobs [9].

1.1. Bullying in the Nursing Field. Nurses are exposed to
bullying through many channels, including their patients,
patients’ relatives, classmates, doctors, and other medical
staff. Some students view themselves as participants who
cause student-faculty bullying [10]. Bullying can be a self-
perpetuating cycle in the nursing profession. students who
are bullied often go on to bully a colleague they believe to be
powerless. This leads to the pervasiveness of bullying in
nursing culture [11]. Studies have revealed that the most
notorious source of bullying is not students’ classmates but
faculty members [12-14].

Although the nature of bullying differs across contexts, it
undoubtedly occurs in the nursing profession. In the clinical
setting, nurses work in a toxic environment and perceive
students as added workload [15]. Student nurses encounter
this behavior, often have inadequate knowledge, and feel
pressured by the new environment [16]. Existing literature
has mainly explored bullying among students in clinical
training; only a small number of studies have investigated
bullying in nursing students outside of this setting
[2, 17-21]. However, bullying has become a global concern,
affecting more than 60 million workers in the United States.
There has been a lack of information about the impact of
academic harassment on conflict management in higher
educational institutions [1].

A review on the impact of transition programs (TPs) on
workplace bullying, violence, stress, and resilience for stu-
dents and new graduate nurses (NGN) reveals that there is
a need to improve nursing student’s transition to clinical
practice plus their resilience to overcome bullying [22].
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Among the total of 779 studies, after rigorous filtering, 19
were found to fit the inclusion criteria. Most are female
(80%-100%), and their ages ranged between 21 and 54 years
old predominantly Associate Degree in Nursing (ADN) and
Bachelor of Science in Nursing (BSN) Degree. The stress
score for NGNs who participated in the TP approach had
a significant difference (p = 0.050); 90% of the NGNs (n = 61)
reported that resilience sessions within the TPs were helpful
and that their stress scores decreased [22].

Studies on nursing students’ bullying-related experi-
ences in Saudi Arabia have been limited [23-25]. According
to Ullah et al. [26], surveys should be conducted in Saudi
Arabia to provide insights into the educational experience.
This could help identify bullying at an early stage. Therefore,
this study aimed to investigate the relationship between
bullying and the emotional state of undergraduate nursing
students at universities in the western region of Saudi
Arabia. The study also seeks to identify sources of bullying
among nursing students and students’ actions towards
bullying. The findings will increase awareness of bullying
among administrators, educators, clinical leaders, and
instructors.

This research seeks to answer the following questions:

(1) How frequently do nursing students experience
bullying behavior?

(2) How frequently do nursing students experience
depression, anxiety, and stress symptoms?

(3) Is there a significant relationship between bullying
and nursing students’ anxiety, depression, and
stress?

(4) Is there a significant difference between year levels in
the nurses’ characteristics, the bullying behavior they
have experienced, and their emotional state?

(5) What are the predictors of students’ anxiety, de-
pression, and stress?

(6) What are the sources of bullying and actions taken by
nursing students towards bullying?

2. Methodology

2.1. Study Design. The study used a cross-sectional corre-
lational design to facilitate data collection from the target
population at a single point in time without influencing the
collected variables [27].

2.2. Sample. This study sampled 286 students enrolled in
undergraduate nursing programs in universities in the
western region of Saudi Arabia. An electronic invitation was
sent to all students in these nursing colleges. All eligible
participants who completed the questionnaire were included
in the study. The study inclusion criteria were full-time
undergraduate nursing students enrolled in the 2020/2021
academic year. The sample size was calculated using G-
Power. The parameters used to estimate the sample size
included effect size (f2)=0.20; alpha=0.05; power=0.95.
The total sample size based on this approach was 262
participants.
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2.3. Data Collection Tool. The researchers used a self-reported
electronic version questionnaire as a data collection tool. The
questionnaire comprised four parts. The first part covered the
respondents’ demographic data, including their gender, na-
tionality, age, and marital status. The second part used the
Bullying Assessment Questionnaire. The researchers developed
this tool after a thorough literature review [24, 28]. It is a 30-
item questionnaire that assesses the bullying experiences of
nursing students. Five possible responses (never, seldom,
sometimes, frequently, and always) are represented by scores 0,
1, 2, 3, and 4. The subcategories were computed by summing
the items to calculate the total score. The total possible score
was 120. To establish face validity, the researchers asked five
experts in nursing education and psychiatric nursing to ensure
the statements’ clarity and relevance to the questionnaire’s goal.
The researchers then revised the questionnaire. They conducted
a pilot study with 30 students to examine the questionnaire’s
reliability, which had a Cronbach alpha of 0.88.

The third part used the Arabic version of the 21-item
depression, anxiety, and stress scale (DASS-21), a self-
reported measure of DAS experience based on a di-
mensional measurement of psychological disorders [29]. The
DASS-21 consists of four possible responses (never, some-
times, often, and almost always) represented by scores of 0,
1, 2, and 3. It includes 7 items for each category. According
to Coker et al. [30], the DASS-21 has excellent reliability and
produces Cronbach’s alpha values of 0.81, 0.89, and 0.78 for
the categories of depression, anxiety, and stress, respectively
[28]. Summing the items computes the categories and cal-
culates a total score. The researchers obtained a letter of
permission from the original author. The fourth part was an
open-ended questionnaire about how students perceived the
consequences of bullying in their everyday life.

2.4. Data Collection. The researchers distributed the ques-
tionnaire electronically to the participating nursing students.
When they agreed to participate, the site immediately
opened the questionnaire page. Data collection took two
months, and the researchers followed up on the nurses’
responses as necessary. The questionnaire was distributed
via e-mail and social media (WhatsApp). There was no time
limit for students to complete the questionnaire. However,
during the pilot testing of the questionnaire, it was clear that
a minimum of 15 minutes was sufficient to complete the
questions.

2.5. Data Analysis. The researchers coded and entered the data
using the Statistical Package for Sciences (SPSS 25). They used
descriptive statistics, including the mean, standard deviation,
and frequency, to analyze the demographic data. Statistical
analyses, including a t-test, Pearson correlation coefficient,
multipl linear regression, and a one-way between-subjects
ANOVA, determined the significance of the relationship
between study variables.

3. Results

3.1. Demographic Characteristics. The study involved 286
nursing students who agreed to participate and completed
the online questionnaire (Table 1). The mean age of the
nursing students was 21, and the majority were female
(82.5%), single (95.8%), and from Saudi Arabia (99%).
Nearly half of the nursing students (43%) were in their
fourth academic year, and 32.9% were in their third aca-
demic year. Almost half of the nursing students reported not
reading the student rights manual (46.5%). Most nursing
students (57%) stated that bullying did not negatively affect
their appreciation of the nursing profession. However,
19.2% responded with yes, and 23.8% responded with
unsure.

3.2. Prevalence of Bullying among Nursing Students.
Nursing students’ bullying experiences were assessed using the
30-item bullying questionnaire, adapted, and modified based
on previous research. The 30-item bullying questionnaire
showed excellent reliability with a Cronbach alpha of 0.95. The
highest possible score for the 30-item bullying questionnaire
was 120. The prevalence of bullying reported in the sample was
relatively low (M =229, SD=19.6). Table 2 describes the
frequency of bullying behaviors that nursing students reported
for each of the 30 items on the questionnaire. The most
common bullying behaviors that students reported included
experiences of continually being assigned tasks beyond their
capacity (M= 1.44, SD = 1.40), receiving unfair evaluations of
their work (M =140, SD=1.20), and other people under-
estimating the value of their academic work (M=1.22,
SD=1.18). The least common bullying items that nursing
students reported were being physically assaulted (M=0.11,
SD =0.39), being treated badly or unfairly because of their race
(M=0.67, SD=0.23), and being treated badly or unfairly
because of incapacities or weaknesses (M =0.72, SD = 0.34).

3.3. Prevalence of Depression, Anxiety, and Stress among
Nursing Students. The prevalence of depression, anxiety,
and stress among nursing students was measured using the
DASS-21 (Table 3). The average total DASS-21 score in the
sample was M =20.9 (SD =15.7) out of possible 84. In ad-
dition, the average scores on the three subscales of de-
pression (M =7.34, SD =5.91), anxiety (M =5.94, SD =5.19),
and stress (M =7.62, SD=5.67) were within the normal
range. However, almost one-third of study participants
reported abnormal scores on all three subscales, as shown in
Table 3.

3.4. The Relationship between Bullying Behavior and DASS-21.
The Pearson correlation coeflicient was used to assess the
relationship between bullying behavior and DASS-21 scores
(Table 4). The results showed a significant positive
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TaBLE 1: Demographic characteristics of the sample.

Measure N M SD
Age (years) 286 21 2.07
Measure N %
Gender

Male 50 17.5

Female 236 82.5
Marital status

Single 274 95.8

Married 10 3.5

Divorced 2 0.7
Nationality

Saudi 283 99.0

Non-Saudi 3 1.0
Students’ academic year

First year 35 12.2

Second year 34 11.9

Third year 94 329

Fourth year 123 43.0
Have you read student rights manual?

Yes 84 29.4

No 133 46.5

Unsure 69 241

Bullying behaviors have negatively affected my appreciation of the
nursing profession

Yes 55 19.2
No 163 57.0
Not sure 68 23.8

association between bullying behavior and DASS-21 scores, r
(284)=0.57, p <0.01. Bullying behavior was also positively
correlated with students’ scores for depression, r (284) =
0.49, n=286, p <0.01; anxiety, r (284) =0.54, p <0.01; and
stress, r (284) =0.56, p <0.01.

Multiple regression analysis examined the relationship
between students’ DASS-21, bullying behavior, and other
demographic variables (gender, age, marital status, and
current academic year). Specifically, the analysis examined
whether bullying behavior and other demographic variables
can predict students’ stress using the DASS-21 score. The
model was significant F (5, 280)=24.91, p<0.001. The
model explained 30% (R = 0.301) of variance in the outcome
variables. Students bullying behavior (B=0.13, #=10.9,
p<0.001), age (B=-0.30, t=-1.99, p=0.04), and marital
status (B=2.56, t=2.14, p=0.03) contributed significantly
to the model.

Furthermore, the multiple regression analysis examined
whether bullying behavior and other demographic variables
can predict students’ anxiety using the DASS-21 score. The
model was significant (F (5, 280)=22.92, p<0.001) and
explained 29% (R*=0.290) of variance in the outcome
variables. Students bullying behavior (B=0.13, t=10.3,
Pp<0.001), age (B=-0.33, t=-2.08, p=0.04), and marital
status (B=2.71, t=2.08, p=0.03) contributed significantly
to the model.

Finally, multiple regression analysis examined whether
bullying behavior and other demographic variables can
predict students’ depression using their DASS-21 scores. The
model was significant (F (5,280)=21.0, p<0.001).
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The model explained 27% (R*=0.273) of variance in the
outcome variables. Students bullying behavior (B=0.15,
£=9.68, p<0.001), age (B=—0.50, t=—1.77, p=0.008), and
marital status (B=3.33, t=2.23, p=0.02) contributed sig-
nificantly to the model.

3.5. Nursing Students’ Academic Year and Bullying Behavior.
A one-way between-subjects ANOVA was conducted on
bullying behavior and DASS-21 scores across students in
four academic years (first, second, third, and fourth years)
(Table 5). The results showed that bullying significantly
impacted students’ total DASS-21 scores (F (3, 282) =5.38,
p=0.014). Post-hoc comparisons indicated that the mean
score for bullying behaviors in students enrolled in their
third academic year (M =27.57, SD =19.6) was significantly
different compared to students in other academic years
(p=0.014). Furthermore, students’ total DASS-21 scores
were statistically significant across the academic years (F (3,
282)=4.71, p=0.003). Post-hoc results showed that students
in the third academic year reported higher DASS-21 scores
(M =25.57, SD = 14.5). Differences in students’ depression
(p=0.001), anxiety (p=0.031), and stress (p =0.003) scores
were statistically significant across the four academic years.
Specifically, third academic year students’ scores for de-
pression (M =9.06, SD =5.60), anxiety (M =7.12, SD =5.01),
and stress (M =7.89, SD =4.53) were higher compared with
students in other academic years (Table 5).

3.6. Sources of Bullying and Action Taken by Students.
Nursing students were asked about the source of bullying
they had experienced (Figure 1). Most students indicated
that family members were the most significant source of
bullying (29.8%), followed by nursing faculty members
(20.9%), nurses at the hospital (15.3%), and university
friends (12.7%).

Students were also asked about their actions towards
bullying (Figure 2). One-quarter of nursing students re-
ported that they pretend not to be upset and hide their
discomfort when facing bullying (25.3%). Around 24.3% of
students said they become more serious and talk to the
person bullying them (24.3%). Other students indicated that
they do not care about bullying (22.6%), act according to the
student rights manual (10.1%), or complain to their superior
(9.7%)

4. Discussion

The culture of bullying in nursing is prevalent in-
ternationally. Nursing students are vulnerable and often
experience or observe bullying, leading them to question
their future in nursing’s “caring” profession. This study
aimed to investigate the frequency of bullying and its re-
lationship to the emotional state of 286 undergraduate
nursing students in selected universities in the western re-
gion of Saudi Arabia.

The study revealed that most undergraduate nursing
students (90.1%) reported exposure to bullying over the past
12 months; however, they had a relatively low frequency of
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TaBLE 2: Distribution of items on the bullying questionnaire (N=286).
Other Mean score
Never
Items response (0-4)
n % n % M SD
(1) Angry yelling or shouting 100 35.0 186 65.0 1.08 0.99
(2) Using offensive language or inappropriate nonverbal signs in front of others 154 53.9 132 46.1 0.67 0.84
(3) Using teasing against you 111 38.8 175 61.2 1.09 1.07
(4) Using inappropriate nonverbal signals towards you and others 165 57.7 121 42.3 0.58 0.78
(5) Using belittling or undermining behavior for your work or efforts 110 38.5 176 61.5 1.22 1.17
(6) Underestimating the value of your academic efforts or work 110 38.5 176 61.5 1.22 1.18
(7) Spreading malicious rumours or allegations against you 206 72.0 80 28.0 0.44 0.85
(8) Threatening to give you a poor rating 168 58.7 118 41.3 0.66 0.93
(9) Denial of your academic achievement 165 57.7 121 42.3 0.83 1.20
(10) Threat of disciplinary action against you 199 69.6 87 30.4 0.50 0.90
(11) Unfair evaluation of your work or effort 88 30.8 198 69.2 1.40 1.20
(12) Excessive monitoring or constant criticism of your work 136 47.5 150 52.5 0.91 1.10
(13) Ironically making inappropriate jokes against you 178 62.2 108 37.7 0.68 1.02
(14) Assigning you tasks beyond your capacity continuously 105 36.7 181 63.3 1.44 1.40
(15) Setting expectations or impossible requirements for you 141 49.3 145 50.7 0.92 1.14
(16) Feeling ignored, marginalized, or physically isolated 175 61.2 111 38.8 0.67 1.00
(17) Changing your duties or tasks without being told 191 66.8 95 33.2 0.55 0.93
(18) Removing you from responsibilities without prior notice 251 75.2 71 24.8 0.35 0.71
(19) T was physically assaulted 259 90.6 27 9.4 0.11 0.39
(20) Deliberately humiliating you in front of others 194 67.8 92 32.2 0.46 0.79
(21) Putting you under undue pressure to produce 119 41.6 167 58.4 1.21 1.31
(22) Limiting your self-expression 162 56.6 124 434 0.76 1.09
(23) Trying to demoralize you 125 43.7 161 56.3 1.07 1.20
(24) Repeatedly reminding you of your mistakes 143 50.0 143 50.0 0.91 1.12
(25) Constant disregard for your opinions and points of view 138 48.3 148 51.7 0.88 1.10
(26) Hostile behavior 191 66.8 95 33.2 0.47 0.80
(27) Denial of learning opportunities 193 67.5 90 32.5 0.50 0.85
(28) I was treated badly or unfairly because of my race 245 85.7 41 14.3 0.23 0.67
(29) I was treated badly or unfairly because of my gender (i.e., being male or female) 195 68.2 91 31.8 0.64 1.09
(30) I have been treated badly or unfairly because of my incapacity or weakness 221 77.3 65 22.7 0.34 0.72
TaBLE 3: Distribution of depression, anxiety, and stress scores (N =286).
Variables M SD
DASS total (21 items, Cronbach’s a =0.95) 20.9 15.7
DASS subscales Total score Normal Mild Moderate Severe EXSS::;:W
M SD n % n % n n % n %
Depression (7 items, Cronbach’s a=0.90) 7.34 591 118 41.3 32 11.2 53 18.5 29 10.1 54 18.9
Anxiety (7 items, Cronbach’s a =0.86) 5.94 5.19 120 42.0 41 14.3 30 10.5 27 9.4 68 23.8
Stress (7 items, Cronbach’s « =0.90) 7.62 5.67 158 55.2 29 10.1 32 11.2 43 15.0 24 8.4
TABLE 4: Pearson correlation coefficient (N =286).
Measures 1 2 3 4 5
(1) Bullying behavior —
(2) DASS total score 0.573** —
(3) DASS depression 0.499** 0.941** —
(4) DASS anxiety 0.543** 0.906** 0.768** —
(5) DASS stress 0.572** 0.961** 0.871** 0.823** —
M 22.9 20.91 7.34 5.94 7.62
SD 19.6 15.7 5.91 5.19 5.67

exposure (M=22.9, SD=19.6 out of a total of 120).
Reflecting these findings, a previous study in Saudi Arabia
reported that most female students experienced bullying in

their nursing education [24]. Existing literature indicates
a large discrepancy in bullying prevalence. A recent litera-
ture review of 30 articles on bullying among nursing
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TaBLE 5: Analysis of variance of nursing students’ academic year and the dependent variables (N =286).
Nursing students’ academic year
Measures Féqusi gza)lr Sec(:zrid3z)ear Tl(l;r;i gj)ar Fc();:r:tli 2yse)ar F (3, 282) »
M SD M SD M SD M SD
(1) Bullying behavior 16.6 19.2 18.8 22.9 27.57 19.6 222 19.6 3.58 0.014
(2) DASS total 18.8 17.2 21.8 20.6 254 14.5 17.7 13.7 4.71 0.003
(3) DASS depression 6.97 6.74 7.97 7.30 9.06 5.60 5.96 512 5.27 0.001
(4) DASS anxiety 5.54 5.51 6.32 6.67 7.12 5.01 5.05 4.63 3.01 0.031
(5) DASS stress 6.28 5.74 7.55 7.22 9.28 5.21 6.74 5.26 4.47 0.004
Source of Bullying
Family members ‘ ‘
Nurse faculties
Nurses at the hospital
My university friends
Nurse preceptors
Patients
Physicians
0.0 5;0 16.0 15.0 26.0 25.0 36.0 35.0
FIGURE 1: Student identified source of bullying.
Action Toward Bullying
Cry because I could not do anything
Counter bullying with bullying too
Complain to their superior
Act according to the student rights manual
Nothing because I do not care
Pretending like nothing happened and hide it
Be serious and talk to the person
0.0 5.0 10.0 15.0 20.0 25.0 30.0

FIGURE 2: Students’ action towards bullying.

students reported that the prevalence varied from 9 to 96%
[31]. In a Turkish study, 60% of nursing students reported
that they had experienced at least one of 13 bullying be-
haviors at daily and weekly frequencies during the last six
months [32]. A study conducted in eastern Saudi Arabia
reported an almost 50% rate of exposure to bullying among
medical and nonmedical university students [6]. In-
ternational studies have reported a 50.1% prevalence of
bullying among Australian undergraduate nursing students
and a 35.5% prevalence among UK students [33]. In a Ca-
nadian study, Clarke et al. [28] reported that 88.7% of

nursing students had experienced at least one act of bullying.
The prevalence of bullying in these studies appears to be less
than in this study. This may be due to the ratio of males to
females in medical, nonmedical, and nursing studies. Most
of this study’s participants were female; generally, females
experience more bullying than males [6]. The difference in
bullying prevalence may also be due to the variation of
questionnaires used in each study, which may only examine
exposure to bullying in clinical settings.

This study found a high prevalence of depression,
anxiety, and stress symptoms among Saudi nursing students.
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Most of the participants reported mild to extremely severe
symptoms of depression (58.7%), anxiety (58%), and stress
(44.8%). It is challenging to directly compare depression,
anxiety, and stress levels in this study’s sample with non-
university Saudi populations due to a lack of published
studies in this area. Furthermore, any recent comparison of
depression, anxiety, and stress levels in students must
consider the psychological toll of the COVID-19 pandemic.
This is relevant for this study as the data collection period
was around 2020. For example, a study examining the
prevalence of depression, anxiety, and stress among the
general Saudi population revealed that the prevalence was
35.6%, 20.4%, and 23.0%, respectively, among people under
35 during the Covid-19 pandemic [34]. Another recent
Saudi study using the DASS-21 tool revealed that nursing
students showed lower rates of depression (43.3%), anxiety
(37.2%), and stress (30.9%) compared to this study [35]. A
recent Saudi study revealed relatively similar levels of de-
pression, anxiety, and stress among medical students (55.8%,
45.8%, and 37.6%) and nonmedical students (52.1%, 60.2%,
and 38.3%) compared to this study results [36]. An Aus-
tralian study on nursing students in a public university in Sri
Lanka identified a high prevalence of depression, anxiety,
and stress symptoms. Most of the respondents reported mild
to extremely severe symptoms of depression (51.1%), anxiety
(59.8%), and stress (82.6) [37].

Regarding marital status, in accordance with our study,
Sravani et al. [38] reported that married students showed
significantly higher score of DAS than unmarried among
undergraduate dental students. Interestingly in contrast to
that, several studies conducted in Saudi Arabia found no
significant relationship between undergraduates’ marital
status and their DAS [7, 22, 39]. More research is needed to
clarify the effect of marital status on undergraduate students’
emotions status in Saudi Arabia.

DASS-21 is a symptom-based scale in which the par-
ticipants may exaggerate or underestimate their symptoms.
This might lead to biased responses to these questionnaires,
which may justify the differences between studies. Therefore,
future research should be conducted to detect the prevalence
of depression or anxiety disorders among nursing students.
A recent study that used a different tool revealed that
compared to their Australian and South African counter-
parts, Saudi Arabian nursing students suffered from more
anxiety and depression and scored lower on the Mental
Health Inventory [40]. This alarming finding highlights the
increased risk of psychiatric morbidity among Saudi Arabian
nursing students.

Nursing students face stressful events during their ed-
ucation that could negatively impact their psychological
well-being. This is corroborated by Rathnayake and Eka-
nayaka [37], who stated that nursing students’ stress is as-
sociated with a lack of professional knowledge and skills and
lower clinical performance. Similarly, Shamsuddin et al. [41]
stated that high academic expectations are stressful and can
harm students’ physical and mental health.

The findings of this study highlight the need for de-
pression, anxiety, and stress management interventions and
increased counseling facilities for nursing students.

Furthermore, universities in Saudi Arabia should consider
developing and implementing strategies to promote the
emotional well-being of nursing students. As nurses con-
stitute a large proportion of the health professional work-
force, it is crucial to preserve their emotional well-being and
prevent the long-term effects of negative emotions on
nursing students.

Unexpectedly, the findings of this study revealed that
third-year nursing students were more depressed, stressed,
and anxious than other students. This contradicts the
findings of Aboelyzeed [42] and Timmins et al. [43], who
found that nursing students’ stress and anxiety increased
over the nursing program and were highest in the final year
of study. More than half of their study subjects in their
fourth and final years had the highest level of anxiety. They
explained this finding by suggesting that increased stress in
the last year of nursing education was responsible for ele-
vating students’ anxiety. This study’s results are also con-
tradicted by Wedgeworth [44], who studied the difference
between prenursing, early nursing, and late nursing students
and revealed that late nursing students had the lowest state
and trait anxiety levels compared to prenursing and early
nursing students. The prenursing and early nursing sample
groups had the highest state and trait anxiety levels. Ad-
ditional studies are needed on this topic to determine stress
levels during academic semesters. Furthermore, nursing
colleges should consider balancing the curriculum load
across semesters.

The bullying experiences of nursing students were
assessed using the 30-item bullying questionnaire. The most
common items reported as part of bullying behavior in-
cluded students’ experiences of continually being assigned
tasks beyond their capacity. This was followed by receiving
unfair evaluations of their work and others underestimating
the value of their academic work. Mohamed [24] stated that
the most frequent bullying behaviors reported by Saudi
female nursing students were verbal. These students were
often threatened with poor evaluations and had their work
belittled. Their significant clinical or academic achievements
often went unacknowledged. AlMulhim et al. [6] noted
a similar phenomenon among medical students. They found
that the most common forms of bullying among this group
were verbal abuse and wunnecessary pressure to
produce work.

In this study, the least common bullying behaviors re-
ported by nursing students were being physically assaulted
and unfairly treated because of race, incapacities, or
weaknesses. Similarly, Mohamed [24] found that the least
reported bullying behaviors were being treated poorly based
on disability, racially motivated bullying, and physical abuse.

Unexpectedly, most students indicated that family
members were the most significant source of bullying,
followed by nursing faculty members (20.9%). In Moha-
med’s [24] study, around half of the respondents reported
that a classmate was the most likely source of bullying,
followed by faculty members and clinical instructors. After
this, the most likely source of bullying was patients or pa-
tients’ families. In addition, previous studies have reported
that nursing students experienced and witnessed bullying

5RO SUOLILLIOD) 9A1IEaID 3|qed | [dde ay Ag pausenob ale sajoie YO ‘asn Jo 3Nl Joj Areld 1 auluQ AS|IAN UO (SUO I IPUOD-pUR-SLLIBIWID A3 1M AReiq 1 U1 UO//SdNIY) SUORIPUOD pue SWB | 8y 38S *[7202/0T/c2] uo ARriqiauliuo A|Im ‘Ariqi] AsBAIUN |PUI0D Ad 622/6E2/€202/SSTT OT/10p/Wod 3| 1m Arelq i puljuo//sdiy wouy papeojumod ‘T ‘€202 ‘€S0



behaviors at various frequencies, most notably by clinical
instructors and staff nurses [28]. The discrepancy between
this study and previous research could be due to the nature
of the question that students were asked. In this study, they
were asked an open-ended question, “what is the source of
the bullying?” This allowed participants to discuss factors
unrelated to nursing. Previous studies have restricted an-
swers to this question by asking students to choose from
specific categories, such as clinical settings and educational
settings.

The link between family members and bullying suggests
that interventions must start at home. Health pro-
fessionals should ask about family bullying and intervene
to prevent and reduce the health burden associated with
this form of bullying. Furthermore, future research should
examine the relationship between nursing students and
nursing faculty members. Several initiatives have been
introduced at Saudi Arabian universities to prevent this
bullying. However, this study revealed that most nursing
students did not read the list of students’ rights or were
unsure of its content.

Bullying victimization has recently emerged as a serious
health concern for students. Bullying is often expected among
students; however, its prevalence and effects may vary be-
tween ages or countries. Furthermore, although several
studies have considered it a significant cause of stress and
physical and emotional problems, its exact relevance to health
and well-being is uncertain. This study showed that bullying
behavior was positively correlated with students’ scores for
depression, anxiety, and stress. Bullying behavior was posi-
tively correlated with students’ scores for depression, anxiety,
and stress. Bullying behavior also predicted students’ de-
pression, anxiety, and stress. In accordance with our study,
bullying behavior predicts the onset of emotional problems in
adolescents [45], depressive symptomatology and suicidal
ideation [46], anxiety [47, 48] and stress [49].

Setiadi et al. [50] analyzed the relationship between bul-
lying and depression among undergraduate health students
and found an association between bullying and the incidence
of depression. Another study by Martinez-Monteagudo et al.
[51] reported that being a cyberbullying victim increases the
probability of suicidal thinking and leads to high levels of
depression, anxiety, and stress. A previous study by Kowalski
and Limber [52] indicated that depression, anxiety, self-
esteem, and self-reported health problems are significantly
related to bullying. Jadambaa et al. [53] stated that there is
convincing evidence for a causal relationship between bullying
victimization and mental disorders. They also found that
bullying victimization significantly contributes to anxiety and
depressive disorders. The results of a previous study indicated
that university learning causes high anxiety levels in former
and current victims of peer bullying. Unlike students who had
never experienced bullying, victims reported more frequent
anxiety and higher levels of context-specific social anxiety
across various university learning environments.

A history of victimization and poor social relationships
predicts the onset of emotional problems in adolescents [45].
A Ghanaian study found that bullying decreased confidence
and caused stress and anxiety in nursing students [54].

Nursing Research and Practice

Investing and implementing evidence-based intervention
programs to reduce bullying victimization in Saudi Arabian
nursing schools could reduce negative psychological
symptoms and improve the mental health of Saudi Arabian
nursing students.

4.1. Relevance for Clinical Practice. An in-depth un-
derstanding of different sources of bullying and their impact
on emotional state allows clinical practitioners to reduce
depression, anxiety, and stress in their respective areas. This
information benefits all allied health practitioners by en-
abling administrators to develop awareness programs,
preventive policies and procedures, training, and supportive
measures. These measures can help to reduce emotional
stress, which can lead to lower turnover rates and healthcare
costs.

4.2. Recommendations. Nursing educators, academic advi-
sors, and families should be educated to identify possible
emotional signs of bullying, such as depression, anxiety, and
stress. These groups should also increase their awareness of
students’ bullying behavior. Nursing schools need to educate
students about the problem of bullying, and how to identify
and respond to it, to prevent bullying from happening in the
first place. Further research should include other universities
in Saudi Arabia to collect relevant information and data on
similar situations. This will further increase the un-
derstanding of bullying behavior and its impact on the
emotional state of nursing students.

5. Conclusion

This study found a high prevalence of depression, anxiety,
and stress symptoms among Saudi Arabian nursing stu-
dents. Most of the respondents reported mild to extremely
severe symptoms of depression (58.7%), anxiety (58%), and
stress (44.8%). Around 90.1% of the nursing students re-
ported exposure to bullying over the past 12 months with
a relatively low frequency of exposure (M =22.9, SD=19.6
out of 120). The most common items reported as part of
bullying were students’ experiences of continually being
assigned tasks beyond their capacity, followed by unfair
evaluations of their work and other people underestimating
the value of their academic work. Unexpectedly, most
students indicated that family members were the most
significant source of bullying, followed by nursing faculty
members (20.9%).
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Aims. To understand how Omani nurses conceptualize work engagement, explore factors influencing engagement, and identify
strategies to improve work engagement. Design. A qualitative study design. Methods. Semistructured interviews were conducted
with twenty-one Omani nurses from four acute-care hospitals. Interview transcripts were examined using directed content
analysis. Results. Participants defined work engagement as a positive state where nurses are engaged physically, emotionally, and
mentally with work. Mentally engaged nurses’ minds are occupied with patients even when they are off duty. Organizational
factors affecting work engagement were leadership, teamwork, autonomy, pay, and job demand. Individual factors affecting
engagement included considering nursing a rewarding profession. A social factor was family commitments. Strategies suggested
to improve engagement included improved pay and monetary incentives, working system flexibility, open-door policy, per-
formance feedback, recognition, and resources. Conclusion. Mentally engaged nurses are attached to work even when they are off
duty. Nurses’ gait and facial expressions can indicate high or low work engagement. Nurses with family obligations felt drained of
energy, affecting their vigor and enthusiasm at work. Implications. Management skills and practices impact work engagement.

Nurse’s feedback can be used to improve practice and design interventions that promote nurses’ engagement.

1. Introduction

Having disengaged nurses in any healthcare organization is
very costly; a Press Ganey Associates study found that having
one disengaged nurse can cost the organization $22,200 in
lost productivity [1]. Generally, disengaged employees are
more likely to have a low level of organizational commit-
ment, low morale and productivity, and high turnover [2].
Highly engaged nurses are essential for any healthcare or-
ganization so organizations can enjoy a wide range of fa-
vorable organizational outcomes, maintain effectiveness,
and reduce the cost of disengagement.

Work engagement supports productivity and retention,
making it of great interest to scholars and practitioners in
various disciplines ranging from business to healthcare
[3, 4]. Nursing work engagement has captured the attention
of nursing scholars and practitioners looking to resolve
healthcare challenges such as high medical costs, worldwide
shortage of healthcare workers, rising medical error rates,

and increasing pressure to provide high-quality care [3].
Adding to those concerns, the nature of the nursing pro-
fession leads nurses to experience stress, burnout, high
absenteeism, high turnover, and a low level of satisfaction,
which negatively affects the nurses’ work engagement [5]. To
face these challenges, many organizations have asked their
leaders to initiate and maintain a work engagement culture
among their workforce [6].

2. Background

Work engagement is “a positive, fulfilling, work-related state
of mind that is characterized by vigor, dedication, and
absorption” [7]. Vigor is characterized by having high levels
of energy and persistence while working and facing diffi-
culties. Dedication refers to strong involvement in one’s
work along with experiencing feelings of enthusiasm, pride,
and challenge. Absorption denotes full concentration and
difficulties with detaching oneself from work.
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The link between nursing work engagement and fa-
vorable organizational outcomes is well established. Com-
pared to nurses who do not feel engaged, nurses who feel
engaged seem to be more satisfied with their job [8, 9] and
have less intention to leave their job [10]. Nurses who are
more engaged in their work also demonstrate innovative
behaviors [11] and affective organizational commitment [8].

Despite nursing scholars’ and practitioners’ increasing
interest in work engagement, most work engagement studies
were conducted in Western and European countries, and
little is known about work engagement in other countries. As
a result, our knowledge about factors influencing nurses’
work engagement and strategies to improve nursing work
engagement in Oman or similar contexts is limited. In
particular, 96 articles in work engagement were reviewed by
the principal investigator (PI), who determined that most of
the nursing studies were conducted in European and
Western countries. Some of the main geographical sources
of European nursing work engagement literature were from
Spain (e.g., [8, 12]), Belgium (e.g., [9, 13]), and Ireland (e.g.,
[14]). In regards to Western countries, many studies were
conducted in the US (e.g., [15-17]) and some studies were
conducted in Australia (e.g., [15]). The main geographical
source of Eastern nursing work engagement literature was
from China (e.g., [18]). There were also limited studies from
Japan (e.g., [19]) and Malaysia (e.g., [20]).

Western and European countries have different eco-
nomic systems, educational systems, and cultural values
than eastern countries [4, 21]. Cultural variations and fea-
tures could affect work engagement [4, 22]. In particular,
factors, antecedents, and/or predictors of work engagement
might be meaningful in one culture and not meaningful to
another one [4].

No previous peer-reviewed studies were conducted in
Oman; however, one study, conducted in Saudi Arabia, has
a cultural context similar to Oman. This cross-sectional
study examined work engagement among nurses and the
relationship between work engagement and personal
characteristics [23]. Investigators did not explore factors
influencing work engagement or recommend strategies to
improve nursing work engagement, preventing others in
a similar cultural context from effectively utilizing the
findings.

In addition, most work engagement studies have used
quantitative methods [3]. Quantitative research provides
valuable insight into nursing work engagement; however,
these studies relied on self-report questionnaires and used
standardized close-ended questionnaires in which re-
spondents were unable to express their opinions and views.
Qualitative studies allow researchers to explore in-depth
factors influencing work engagement from the partici-
pants’ points of view; participants might have their own
views, thoughts, and experiences that could not be explained
through standardized surveys and questionnaires. Partici-
pants might also explain aspects in work engagement that
might be important in one nation and not important to
another nation because of cultural variations. Qualitative
research methods are used to describe life experiences from
the perspective of the participants, not the perspective of the
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researchers [24], and are useful to understand meanings or
knowledge constructed by people involved in the study [25].
Furthermore, using qualitative approaches might yield
discoveries of “unexpected knowledge” that would be dif-
ficult to obtain through close-ended questions [26]. Qual-
itative studies are needed to provide in-depth knowledge on
work engagement because individuals may ascribe different
meanings to work engagement, and factors influencing an
individual’s work engagement may vary greatly.

The problem addressed by this study is culture, nursing,
personal lives, and the healthcare system in Oman which are
different than in other countries, and therefore, existing
literature is inadequate to understand nursing work en-
gagement in Oman. A qualitative study was needed to ex-
plore the phenomena of work engagement from the Omani
nurses’ perspective.

3. The Study

3.1. Aims. The aim of the study was to understand work
engagement among Omani nurses working in acute-care
hospitals. The research questions were as follows:

(1) How do Omani nurses working in acute-care hos-
pitals conceptualize work engagement?

(2) What organizational, individual, and social factors
affect the work engagement of Omani nurses
working in acute-care hospitals?

(3) What strategies do Omani nurses working in acute-
care hospitals suggest to improve work engagement?

4. Methods

4.1. Theoretical Framework. The job demands-resources
(JD-R) model was used to guide this study. The model di-
rected the approach to understanding work engagement in
Omani hospitals via both the research questions and the
specific interview questions used to elicit data collection. The
JD-R model consists of two specific sets of working con-
ditions that predict employees’ well-being regardless of the
occupational setting: job demands and job resources [27].
Job demands refer to the physical, psychological, social, or
organizational job features requiring continuous physical or
psychological effort. Job resources refer to the job features
that help reduce job demands, achieve work-related goals,
and improve personal growth.

4.2. Design. This study used a qualitative design, which
allows the researcher to make sense of the participants’
world and their experiences in their natural settings; the
researcher stays close to the data and produces a description
of the participant’s experience in language similar to the
participant’s own language [28, 29].

4.3. Study Setting and Sample. The study population was
Omani nurses representing four acute-care hospitals in
Oman. These hospitals are in different regions and provinces
throughout Oman and provide various specialty services to
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the population such as general medicine, cardiology, general
surgery, obstetrics and gynecology, pediatrics, ambulatory,
and inpatient services. The Royal Hospital has a population
of 668 Omani nurses, Sultan Qaboos Hospital has 304
Omani nurses, Sohar Hospital employs 502 Omani nurses,
and Al Rustaq Hospital has a population of 380 Omani
nurses [30]. Eligibility criteria included the following: (a)
Omani nurses working in acute-care hospitals and (b) two or
more years of experience in nursing. Generally, the sample
size of qualitative studies ranges between 20 and 30 in-
terviews [31]. Prior qualitative studies on work engagement
among nurses reported a sample size of 20 [14]. PI thus
aimed to recruit between 20 and 25 participants.

PI received authorization from the directors of nursing
in the selected hospitals as well as Institutional Review Board
approval in Oman and at the University of Iowa. After
obtaining approval, PI distributed a recruitment flyer in
Arabic and English languages. A four-week recruitment
period following posting of the recruitment message in the
selected hospitals was allowed. After the interview, partic-
ipants were also asked to point out the flyer to other potential
participants if they felt comfortable doing so. PI reviewed the
exempt information sheet with potential participants over the
phone and then sent it via an email link. The link to the exempt
information sheet was sent using Qualtrics, an online survey
application. The participants were instructed to read the ex-
empt information sheet thoroughly by themselves and were
given a week to think and make their decision about partic-
ipation in the study and to ask the investigator if they have
additional questions. Clicking in the link “I consent to par-
ticipate, begin the study” after reviewing the exempt in-
formation sheet indicated that the participants were willing and
agreeing to participate. The exempt information sheet was
available in Arabic and English languages.

To avoid job repercussions, directors of nursing in the
selected hospitals did not know who participated. Not only
did the researcher call the participants directly to arrange for
the interviews, but also the participants were assured that
their immediate supervisor would not know their responses
to the questionnaires and that their feelings towards the
topic and their names would be kept confidential, and any
information they provided would be anonymous.

4.4. Data Sources/Collection. Prior to data collection,
a semistructured interview guide was developed and piloted
with three nurses. The questions were developed using
existing work engagement literature (e.g., [5, 14, 27]) and by
consulting qualitative experts. PI conducted study interviews
using the guide via a secure Skype for Business application;
the interviews lasted for 60minutes and were audio-
recorded. The interviews were conducted in the partici-
pants’ native Arabic language, allowing free expression of
thoughts. Basic demographic and work-related information
were collected via an online survey. The participants were
identified by using numbers (e.g., PO1) to preserve privacy
and confidentiality. Recruitment and data collection were
stopped when data reached saturation, that is, when no new
ideas were suggested by participants.

4.5. Data Analysis. Directed content analysis as described by
Hsieh and Shannon [32] was used to analyze the interview
data. The steps were as follows: (1) transcription, (2)
identification of key concepts or variables and determination
of operational definitions/description, (3) reading tran-
scripts and highlighting text, (4) coding, (5) examination of
data, and (6) selection of quotes. Microsoft Word was used
for manual coding.

4.6. Ethical Considerations. Ethical considerations of human
subjects were maintained through Institutional Review
Board (IRB) review, consent, and protection of the identi-
fiable information. To ensure human subjects’ protections,
ethics committee’s approval was obtained from the Uni-
versity of Iowa and the Ministry of Health in Oman. Consent
was obtained from each participant before participation in
the study, and the participants were informed that their
participation was completely voluntary.

4.7. Rigor. Four typologies of validity were used in this study
as follows: descriptive validity, interpretive validity, theo-
retical validity, and generalizability [33]. Strategies imple-
mented to establish descriptive validity included recording
interviews and ensuring accurate transcription and trans-
lation, not omitting information, regardless of un-
derstanding and/or perceived relevancy, and providing
“simple counts” to support claims about the prevalence of
ideas among participants. To establish the interpretive
validity, PI employed strategies such as trying to understand
the perspectives of the participants and the meanings par-
ticipants attached to their words and phrases and providing
verbatim quotes to accurately describe the participants’
subjective viewpoints and meanings. For theoretical validity,
PI avoided artificially interpreting data to fit a specific
theory. To establish generalizability, thorough descriptions
about the context of the research and the study participants
and rich, thick descriptions addressing the aims are pre-
sented so readers can determine the applicability of these
findings to their context.

5. Findings

5.1. Participants. Twenty-one Omani nurses working in four
acute-care hospitals participated. Table 1 displays participant
demographics.

5.2. Data Analysis. Although some variations existed within
participants’ stories, analysis of the data revealed 11 cate-
gories and eight subcategories, which are summarized in
Table 2.

5.2.1. RQI: How Do Omani Nurses Working in Acute-Care
Hospitals Conceptualize Work Engagement?. Three cate-
gories were identified in answer to RQ1: definition of work
engagement, signs of a nurse with high work engagement,
and signs of a nurse with low work engagement.
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TaBLE 1: Participant demographics.

Variables n %
Sex

Female 17 81

Male 4 19
Age

25-34 years 13 62

35-44 years 8 38
Marital status

Married 15 71

Single 6 29
Having children

Yes 14 67

No 7 33
Highest nursing educational degree

Bachelor of science in nursing 10 48

Nursing diploma 11 52
Postbasic diploma or specialized training certificate

Yes 10 48

No 11 52
Type of shift

Three shifts 11 52

Morning shift only 10 48

Mean (range) SD

Years of nursing experience 12.7 (4-22) 5.1
Years of experience in current 8.8

department (6 months-20 years)

(1) Category One. Definition of Work Engagement. Omani
nurses working in acute-care hospitals conceptualized work
engagement as a positive state where nurses are “engaged
physically and mentally with work” (Participant no.16
[P16]). Work engagement is more likely to occur when
nurses experience a sense of loving one’s job, pride, satis-
faction, achievement, importance, interest, belonging with
their organization, and enthusiasm in their job.

Physically engaged nurses mean nurses exert more
effort and energy than expected to accomplish work goals
and perform extra job responsibilities. A physically en-
gaged nurse was described by participants as a “hard
worker” (P02), “energetic” (P13), “have enough energy to
use it wisely” (P11), “accomplish his work and perform
extra roles... my contributions to the workplace mean
engagement” (P18), and “I can give as much as I can”
(P09).

To the participants, mentally engaged meant nurses who
are focused, immersed, and attached to work even when oft
duty, as this participant explained, “If I travel outside my
country, I feel engaged with my work. It comes to my mind
the patient in bed number one, what happened to him? Is he
extubated or not?” (POl). Another participant gave the
example, “if I see the unit is busy, I stay with them even if my
duty is finished. ..My evening shift ends at 9:00 pm but
sometimes you see my nursing documentation is until 11 pm
or 10:45 pm...I do not mind” (P15).

(2) Categories Two and Three. Signs of High and Low Work
Engagement. Participants explained high- and low-engaged
nurses can be recognized by how they show interest and
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enthusiasm, perform tasks and responsibilities, and express
attitude while coming to work.

First, nurses who have high work engagement are rec-
ognized by how they demonstrate interest and enthusiasm at
work. The participants explained that highly engaged nurses
are responsible, hard workers, committed, innovative, and
interested in improving their units. One participant de-
scribed highly engaged nurses as those who “contribute and
give up to their best, they keep the work’s interest above
other interests, and it is the main priority when at work”
(P19). Another participant gave the example: “They are
focused on work and do not bring their personal life issues to
work. You see highly engaged staff separate their personal
life from work when they come to duty” (P13). Participants
frequently discussed how highly engaged nurses are co-
operative and willing to help, especially when the unit had an
unexpected staff shortage or a disaster. Participants gave the
examples that a highly engaged nurse would “agree to cover
any sick leaves” (P10), “come to the unplanned duty if called
even if he has a strong excuse not to come” (P04), and “say if
you need any help in the unit, just call me. .. I am ready to
come” (P21). However, many participants discussed that
poorly engaged nurses were not interested in performing
extra tasks or improving their areas; those nurses just
attended their duty by completing mandatory working hours
and go home. One participant described “I always hear them
saying we work according to the amount of salary we earn”
(P04).

Second, nurses with high work engagement were recog-
nized by how they performed tasks and responsibilities. One
study participant pointed out a highly engaged nurse “looks to
his assignment and he is satisfied” (P14). Participants fre-
quently discussed how highly engaged nurses will work with
conscientiousness; for example, “highly engaged staff are
providing care from their heart, it is not the matter that I have
to finish my duty and go home” (P16). On the other hand,
nurses with low work engagement are viewed as careless and
irresponsible, as this participant explained, “the low-engaged
nurse has no sense of responsibility at all. . .when I receive
a patient from the previous shift, I find a lot of nursing care is
not carried out, a lot of pending requests” (P21).

Finally, nurses with high work engagement are recog-
nized by their attitude while coming to work. One partic-
ipant described how they could detect high work
engagement from another’s “gait when coming to duty. . .he
comes and you can tell, he will spend a lot of effort and give
more” (P07), and someone being “active and energetic when
they come to duty regardless of their personal issues at
home” (P13). Another participant discussed the facial ex-
pression of nurses, saying “it is obvious that if I love the
work, you will find me coming to duty smiling, talking with
others and greeting others” (P04). In contrast, “low work
engagement staft distribute negativity among others” (P08)
and frequently complain. Two participants described how
they could detect low work engagement staff: “not ener-
getic.. forced to come to duty” (P13) and “looks
upset. . .comes to operation theater and puts his head down,
walks slowly. Even if you try to make him laugh, it is difficult
to see his teeth and his smile” (P03).
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5.2.2. RQ2: What Organizational, Social, and Individual
Factors Affect the Work Engagement of Omani Nurses
Working in Acute-Care Hospitals?. Three categories and
eight subcategories emerged to answer RQ2 about factors
that affected the work engagement of Omani nurses, as seen
in Table 3.

(1) Category One. Organizational Factors. Five subcategories
of organizational factors were identified as follows: leader-
ship, teamwork and interprofessional relationship, auton-
omy, pay and monetary incentives, and job demand. Table 3
displays subcategories of organizational factors that affected
nurses’ engagement and representative data from the
interviews.

(i) Leadership. All participants discussed the attitudes,
characteristics, and skills of charge nurses (n=21). Ex-
amples of characteristics that enhanced work engagement
were effective communication, effective human resource
management, caring, flexibility, involvement, effective
performance appraisal skills, fairness, and appreciation.
Participants explained that charge nurse’s positive atti-
tudes not only boosted their work engagement but also
impacted their intention to stay as this nurse participant
pointed out: “she (charge nurse) is very helpful, sup-
portive, has a sense of humor. . . she is one of us. . .Maybe
because of her I am still there for 11 years and I did not ask
for a transfer out” (P15).

Thirteen study participants discussed the importance of
the charge nurse for their engagement, and eight partici-
pants described how poor charge nurse leadership lessened
their level of work engagement as this participant explained:

“... myenergy for work is lower than before. My passion for
work became low. There are some days when I do not want
to go to work never. . .never. . .never. . .because I know there
will be someone [charge nurse] at work who will make me
upset (P16).”

In addition, 14 participants discussed nursing admin-
istration’s poor leadership practices. Ineffective human re-
source management practices were most discussed,
including nursing shortage, maldistribution of staffing, in-
effective staft transfer mechanism between acute-care hos-
pitals and primary healthcare institutions, favoritism, and
lack of nursing administration meetings with nurses. One
participant explained how poor nursing administration
attitudes and management practices impacted her work
engagement: “these affect my work engagement because I
will not give the best quality care to the patients if I have
workload and high patient census and there is not enough
support” (P02).

(ii) Teamwork and Interprofessional Relationships. All
study participants described how their work engagement
level increased when they were able to work in teams and
had good relationships with other healthcare professionals.
One participant explained how teamwork impacts her work
engagement: “I was excited to go to work because I have the
best team ever . . .the good thing that makes me continue in
the unit until now is the teamwork” (P02).
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(iii) Autonomy. Autonomy refers to how much freedom
the participants had while carrying out nursing assignments.
Likewise, all study participants explained job autonomy
increased their level of work engagement as this participant
described: “I feel when you are going to work and you have
the autonomy to do the work, your engagement to work
increases, you love your work, and you feel you are proud of
what you are doing” (P15).

(iv) Pay and Monetary Incentives. Twenty study par-
ticipants indicated that their salary was not fair and ac-
ceptable compensation for their years of experience, nature
of work, place of work, type of shift, and certificates. All
participants who pursued higher education (n=10) and/or
worked in specialized/critical areas criticized making the
same salary as general nurses who worked in primary
healthcare institutions or nonspecialized areas. Many par-
ticipants explained how unfair pay affected their enthusiasm
for their job, such as this participant: “We have a lot of
nurses who are burned out and asked for a transfer out of the
hospital. . .you are working in ICU and there is no risk
allowance” (P20).

(v) Job Demands. Participants described job demands in
their organizations that lessened their work engagement
level. Job demands included workload (n = 21), shift (n=11),
and patient harassment and demands (n=7). The factors
contributing to workload discussed by participants were
high number of patients (n=21), shortage of nurses and
healthcare professionals (1 = 20), shortage of equipment and
supplies (n=13), performing nonnursing tasks (n=6), in-
effective human resource management (n=5), and per-
forming additional responsibilities (n=2). All study
participants expressed that their high workload and time
pressure affected patient safety because they did not have
time to perform safe and effective nursing care. One study
participant discussed how workload affects his enthusiasm,
“I have enthusiasm when I go to work. I go and I am not
hassled or upset. This enthusiasm does not last for the whole
shift, because of the workload I feel my enthusiasm becomes
gradually low” (P17).

In a notable overlap with the social factors’ category
described next, all 10 married participants who worked
rotating shifts described how their spouses preferred them
not to work weekends, holidays, and night shifts, leading to
conflict. Some married female participants expressed that
their husbands were not happy about their work, particularly
after having children, and pressured them to request
changing their duty or unit to one with no night shifts. One
participant described, “sometimes, he (husband) pressures
me and tells me the kids are the main priority if they are sick
or my kids have something. I have to request time off, ask my
colleagues to exchange the duty. ..it affects my work. . .my
thinking” (P20).

Many participants discussed how working in the night
shift for a long time (i.e., more than ten or fifteen years)
made them feel tired, exhausted, and sleepless and affected
their engagement, as this participant explained with her
experience with the night shift and on-call duty, “I will be
stressed and sometimes not prepared to go to work. . .It is
the most difficult time for my psychological and physical
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health, and the issue after the night shift was being in many
road traffic accidents” (P10).

(2) Category Two. Social Factors

(i) Family Commitments. Only one substantial subcategory
of social factors emerged: family commitments (n=14) to
address RQ2. Family commitments refer to participants’ re-
sponsibilities at home and their dedication to meet the needs of
their children and other family members. Nurses with family
commitments may occupy their thoughts at work with home
responsibilities waiting for them when they finish their duty or
have less enthusiasm for work in general. As this participant
voiced:

“We have a lot of workload (at work) and at the same time,
I am thinking of my other responsibilities that are waiting
for me after I finish my duty, especially if I need to clean my
home or look after my small child if he is sick (P11).”

(3) Category Three. Individual Factors. Two subcategories of
individual factors were identified: rewarding profession and
personal characteristics. Table 4 lists subcategories for in-
dividual factors.

(i) Rewarding Profession. All participants found
nursing to be a rewarding profession, meaning partici-
pants had positive perceptions and feelings towards the
nursing profession. The most rewarding aspects of the
participants’ nursing job were caring for patients, ac-
quiring knowledge and skills, noticing an improvement in
patients’ condition, gaining rewards from God, hearing
prayers from patients and their relatives, and being known
by people for their excellent nursing care. The participants
felt emotionally engaged and described feeling “proud,”
“satisfied,” and “loved,” despite the challenges of their
profession. This participant explained the rewards
impacting their work engagement: “I am very effective in
the community. . .I feel I made a fingerprint in my work
that is known by everybody at work. This makes me very
proud of myself as a nurse” (P12).

(ii) Personal Characteristics. Many participants dis-
cussed personal characteristics that affected their level of
work engagement (n=17). The most common positive
personal characteristics discussed by nurse participants were
being energetic, hardworking, and competent. These char-
acteristics impact participants’ level of work engagement;
acquisition of skills made them good advocates for patients
and improved confidence level, vigor, and enthusiasm at
work as this participant describes, “I go with enthusiasm for
my work. . .I am trying to do something new...” (P12).

5.2.3. RQ3: What Strategies Do Omani Nurses Working in
Acute-Care Hospitals Suggest to Improve Work Engagement?.
The top suggestions from participants were related to pay
and monetary incentives (n=20, 95%), hospital policies
(n=18, 86%), management practices and skills (n=18,
86%), recognition (n = 14, 67%), and resources (n = 10, 48%).

Nursing Research and Practice

Table 5 lists the categories for RQ3 and representative data
from the interviews.

Improving pay and providing monetary incentives for
nurses with specialization and higher education were the
most common suggestions from participants to improve
work engagement (1 =20). Most participants also suggested
policy changes (n=18), including (1) increasing staft of
general nurses, physicians, other healthcare professionals,
and support staff, (2) ensuring flexible working hours for
working mothers with children by which experienced
married nurses are exempted from or have limited night
shift during shift rotations, and (3) in the absence of fair
salary compensation for specialization, implementing a ro-
tation system between specialized areas and hospital out-
patient clinics or primary healthcare institutions.

Other strategies suggested by most participants were
improving nursing and hospital administration’s practices
and skills (n=18). The participants recommended regular
hospital and nursing management rounds, an open-door
policy, and effective performance feedback. More than half
of the participants suggested improving recognition as
a strategy (n = 14) and suggested this could simply be verbal:
“no need for gifts, saying thank you verbally has a positive
impact on staff and improves their work engagement” (P04).
Other suggestions were written praise such as certificates
and public awarding of appreciation. One participant
working in ER explained the importance of simple appre-
ciation: “for instance, if we faced a disaster in a day and
everyone knows that, they should appreciate staff even with
a simple certificate...Our nursing and hospital adminis-
tration should pay attention to us” (P15).

Many participants suggested improving resources to
improve their work engagement (1 =10), including (1) in-
troducing a workplace wellness program for employees to
increase productivity, improve health behaviors, and reduce
stress; (2) providing a workplace nursery; and (3) providing
enough equipment and consumable supplies.

6. Discussion

Omani nurses who work in acute-care hospitals have a con-
ceptualization of work engagement consistent with early and
contemporary models of work engagement that suggest work
engagement has three different facets: cognitive engagement,
emotional engagement, and behavioral engagement [34, 35].
However, having a sense of loving one’s job, achievement, and
belonging/affiliation with an organization are concepts that
were not mentioned in the literature regarding emotional
engagement conceptualization.

Two other findings notably differed from extant literature.
Surprisingly, the participants described how mentally en-
gaged nurses think about their patients even when off duty.
Work engagement in the literature was defined as a positive
state of mind that happens mostly at work. This suggests that
researchers should not limit examination of work engagement
to certain times and places. One possible explanation is
a culture in nursing towards prioritizing patients and im-
proving nursing care quality, which consequently leads to
nurses thinking about work after working hours.
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Second, nurse participants discussed how high- and
low-engaged nurses can be recognized at work from how
they express attitudes while coming to work. Participants
explained that they judge the level of work engagement via
nonverbal cues such as nurses’ gait and facial expressions.
This aspect of recognizing low and high work engagement
in nurses was not found in current work engagement
literature.

Organizational factors affecting Omani nurse work
engagement were largely consistent with current literature,
including leadership (e.g., [16]), teamwork (e.g., [15]), au-
tonomy (e.g., [13]), pay (e.g., [14]), and workload (e.g., [36]).
Many participants expressed that rotating shifts, particularly
night shift, are difficult, with their energy and enthusiasm
adversely being affected by these shifts. This finding is
consistent with that of a study conducted by Rivera et al.
[17], who indicated nurses who worked day shift were more
engaged than nurses who worked evening and night shifts.
The nurse participants discussed how unfair pay and
monetary incentives negatively impacted their work en-
gagement; previous studies have produced mixed findings
on this aspect. One possible explanation is the Omani
nursing system which is different from that of other
countries (e.g., the United States); nurses employed by the
Ministry of Health are all paid the same salary regardless of
their specialization, education, work assignment, and
workload.

Family commitment was the only substantial sub-
category that emerged under social factors; this may be
related to Omani culture. In this study, some nurses with
family obligations were not focused at work and were
mentally occupied with responsibilities waiting for them
at home. Other nurses with obligations such as taking care
of home and children felt drained in energy, which
consequently affected their level of vigor and enthusiasm
when they were at work. The Ministry of Health lacks
family friendly policies that enable nurses to balance their
families and work; most nurses work full-time, fixed
rotating shifts with no available part-time work for
mothers. Research about the impact of family commit-
ments, home-work interference, and family-work life
balance on work engagement is scarce in nursing litera-
ture and across other disciplines [37]. Only one nursing
study was identified, finding that family-work conflict was
positively related to absorption among Polish nurses [38];
this is inconsistent with the findings from the current
study. However, the negative impact of the participant’s
family life on work was inversely associated with vigor,
dedication, and absorption among Dutch medical
residents [37].

In terms of individual factors, all participants found
nursing to be a rewarding profession; this is consistent with
a study conducted by Freeney and Tiernan [14], who
explained nurses consider patients recovering as a personal
reward that makes them feel motivated and dedicated to
their work. Participants also discussed how personality
characteristics such as being active, energetic, hardworking,
and competent positively affected their level of work en-
gagement. These factors are in line with the study by Pérez-

11

Fuentes et al. [12], who found that consciousness and ex-
traversion were positively related to work engagement
among nurses.

This study made an important contribution to the lit-
erature; published studies exploring the strategies to im-
prove work engagement from the participants’ perspectives
are very limited. Only one recent study aimed to examine
factors hindering the appearance of burnout syndrome and
inducing nurses to present work engagement [39]. Sug-
gestions offered by Omani nurses working in acute-care
hospitals consistent with suggestions mentioned in
Sanclemente-Vinue et al’s study were improving financial
rewards, resources, and recognition. Additional suggestions
offered by Omani nurses included the following: improving
pay, wellness programs, job rotation, flexible work ar-
rangements, and several hospital and nursing management
skills and practices.

6.1. Strengths and Limitations of the Work. The qualitative
methodological option was appropriate for this study be-
cause little is known about work engagement in Oman’s
health context. Using this approach allowed sensemaking by
the participants of their world and their experiences in their
natural settings and understanding of work engagement
from the participants’ point of view. However, despite the
richness of data, generalizability of the findings is limited to
Omani nurses from four acute-care hospitals. PI transcribed
and translated the interviews, relying on her experience and
fluency in English. However, PI provided verbatim trans-
lations to an experienced qualitative researcher when
questions arose. In addition, it is possible that other in-
vestigators may have interpreted the qualitative data dif-
ferently. These limitations were offset by the procedures used
to ensure trustworthiness, as previously described.

6.2. Recommendations for Further Research. While this
qualitative study provided insight into work engagement
among Omani nurses working in acute-care hospitals, future
studies are needed. First, experimental or nonexperimental
intervention studies are needed to examine the effectiveness
of strategies that could improve work engagement among
Omani nurses. Examples of strategies and interventions that
need to study its effectiveness on work engagement are fi-
nancial and nonfinancial incentives, leadership training, job
rotation, and flexible work arrangements. Second, replica-
tions of the study with Omani nurses working in primary
healthcare institutions should be conducted to explore any
differences in their perceptions regarding factors affecting
work engagement and strategies to improve work engage-
ment. Third, comparative studies might be needed to explore
the impact of pay and incentives on work engagement in
healthcare settings similar or different to Oman. Finally,
longitudinal studies that allow monitoring nurses’ over time
might produce greater insight into the development and
promotion of work engagement at the individual and team
level. Further studies are needed to investigate the impact of
family commitment and job rotation on work engagement as
these two variables are rarely studied in nursing literature.
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7. Conclusion

This qualitative study is the first study designed to explore
work engagement among Omani nurses. This study provides
foundational knowledge about how Omani nurses working
in acute-care hospitals conceptualize work engagement and
what organizational, social, and individual factors affect
nursing work engagement in Oman. In addition, strategies
suggested by the participants to improve work engagement
provide a foundation for developing and implementing
work engagement interventions in Omani hospitals. These
findings thus support creation of a work environment that
supports and encourages work engagement, consistent with
the Oman Health Vision 2050 to improve the quality of
healthcare services and create a positive work environment
among healthcare professionals [40].
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Background. Nursing students should be equipped with ethical sensitivity and professional behaviour because they will face
challenging ethical issues in their future work environment. This study aimed to determine the relationship between moral
sensitivity and professional behaviour and compare it in first- and last-year undergraduate nursing students. Methods. This study
was a cross-sectional, correlational study that was conducted at Isfahan University of Medical Sciences in 2019. The sample size of
this study was 238 nursing students. The tools used in this study were the Persian versions of the moral sensitivity questionnaire
and the professional behaviour questionnaire. The data were analyzed using SPSS 18 software. Results. Linear regression showed
that the total score of moral sensitivity of nursing students had a significant relationship with their professional behaviour
(p < 0.05). The result of the univariate analysis showed that the mean total score of moral sensitivity and professional behaviour
was significantly higher in the last year than in first-year students (p < 0.05). Conclusion. Considering the relationship between
moral sensitivity and the professional behaviour of nursing students, the promotion of moral sensitivity can become the basis for
the development of the professional behaviour of nursing students. Therefore, it is suggested to focus on teaching the principles of
nursing ethics to develop the moral sensitivity of undergraduate nursing students.

1. Introduction

Nurses have an essential role in upgrading the care and
health of patients which depends on the quality of perfor-
mance and professional behaviour of nurses [1]. In this
regard, promoting the quality of the nursing services pro-
vided to patients requires nurses to employ scientific care
and moral principles in their professional practice [2, 3].
Ethics is a pillar in nursing practice, and a critical part of the
nursing profession is to achieve moral competency in

parallel with clinical competency [4]. Nurses are responsible
for making the best professional and ethical care decisions,
which necessitates moral sensitivity and professional be-
haviour (3, 5, 6].

Moral sensitivity is a crucial component of ethical
decision-making, which refers to the ability that involves
recognizing the ethical dilemmas and their effects, the
vulnerability of patients, and comprehending the implica-
tions of ethical decision-making [7, 8]. The lack of moral
sensitivity makes it impossible for a person to recognize
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nursing ethical problems [9]. Nursing students, as future
healthcare providers, should be equipped with advanced
degrees of moral sensitivity because they will face chal-
lenging ethical issues in their future work environment
[10, 11]. Nonetheless, most studies show that nursing stu-
dents possess different levels of moral sensitivity [12-14]. In
a study by Akca et al. [14], it was specified that nursing
students had moderate levels of moral sensitivity [14].
Nevertheless, a study by Ozcetin and Hicdurmaz showed
that the moral sensitivity score decreased with increasing age
and educational level, and the students who passed ethics
courses obtained lower scores in some subscales of moral
sensitivity, as well as regarding the total score [15]. In ad-
dition to paying attention to ethical issues in the structure of
nursing education curricula, attention should be paid to the
development of innovative content and educational methods
at the undergraduate level [11, 13]. However, the effec-
tiveness of ethics courses and proper educational strategies
in nursing is controversial [16-19].

Professional behaviour is among the fundamental
concepts of the nursing profession; so, inappropriate pro-
fessional performance can lead to job burnout, reduction or
loss of motivation, and demotion of job satisfaction among
nurses [20]. Similarly, nursing students’ professional values
are determined by their professional behaviours and per-
formance [21]. However, there has been debate regarding
professionalism and the acquisition of skills in nursing, so that
in some studies asserting that newly graduated nurses lack the
readiness required for fulfilling complex and professional
nursing practices, including clinical skills, logical thinking,
time management, communication skills, and teamwork skills
[22, 23]. In a study by Nabavi et al. [24], it was reported that
although nursing students attained desirable levels of pro-
fessionalism during their first years of academic education,
they not only failed to progress in this area but also expe-
rienced a downturn during the final years of education [24].

Higher levels of moral sensitivity in nursing students can
be related to their greater professional commitments [25].
Chen et al. [8] showed that there was a positive correlation
between moral sensitivity and professional values, and
professional values played a mediating role in the re-
lationship between moral sensitivity and ethical decision-
making [8]. Baykara et al. [26] study found that moral
sensitivity has a positive effect on professionalism; therefore,
it can be said that while moral sensitivity is a prerequisite for
the development of professionalism, professionalism also
accelerates the development of moral sensitivity [26].

Undergraduate nursing educational program in Iran for
teaching ethical principles includes a course called “nursing
ethics and professional communication” (1.5 credits and
a total of 34 hours) [27].

Even though nursing students should recognize ethical
challenges and overcome them by showing professional
behaviour and making ethical decisions, very limited studies
have been conducted in the field of evaluating the re-
lationship between ethical sensitivity and the professional
behaviour of nursing students. Also, there are in-
consistencies and uncertainties regarding the effectiveness of
ethics education in terms of moral sensitivity and
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professional behaviour during the undergraduate nursing
course. In this regard, the investigation of moral sensitivity
and professional behaviour, as essential components of the
development of professional ethics, can elucidate the ef-
fectiveness of ethics education during the undergraduate
nursing course. Therefore, the present study aimed to de-
termine the relationship between moral sensitivity and
professional behaviour and compare them between first- and
last-year nursing students.

2. Materials and Methods

2.1. Study Design. This was a cross-sectional, correlational
study to investigate the relationship between ethical
sensitivity and professional behaviour, and also, this study
compares moral sensitivity and professional behaviour
between the first- and last-year nursing students of Isfa-
han University of Medical Sciences in 2019.

2.2. Participants and Sampling. In the second semester of
2019, 289 students were registered in the first year and the
last year. The inclusion criteria for this study included being
first-year and last-year nursing students, not having a critical
incident in the last 6 months, and not suffering from mental
disorders. The exclusion criteria from this study included
unwillingness to continue participating in the study and in-
complete questionnaires. Sampling was conducted by census
method. Of 289 students who were registered in the semester,
238 nursing students, including 158 first-year students and
80 final-year students, completed questionnaires.

2.3. Instruments. A three-part questionnaire was used to
collect the data. The first part of the questionnaire addressed
demographic characteristics. The second part of the ques-
tionnaire included the Persian version of Lutzen’s moral
sensitivity (1994) scale in determining the subjects’ moral
sensitivity, whose validity and reliability were confirmed by
Hasanpoor et al. [28]. The original version of this question-
naire was made by Lutzen and Nordin [29]. This questionnaire
contained 25 queries organized into six subdomains, including
respecting the patient’s autonomy, knowing how to com-
municate with the patient, professional knowledge, ethical
conflicts experienced, applying moral concepts during ethical
decision-making, and honesty and benevolence. These queries
were scored on a 5-point Likert scale from totally disagree to
totally agree. The minimum and maximum of the total score
were 0 and 100, respectively. Hasanpoor et al. assessed the
reliability of the questionnaire using Cronbach’s alpha
method, reporting a coeflicient of 81% [28].

The third part of the data collection tool included the
Persian version of the Goz professional behaviour (2010)
questionnaire, which is in the study by Nabavi et al. [24]; The
original version of this questionnaire was made by Goz and
Geckil [30]. The validity of this questionnaire was approved
by experts in the field, and its reliability using Cronbach’s
alpha method was reported as above 0.70 [24]. This scale
includes 27 items that were scored between 1 and 5, delivering
a total score ranging from 27 to 135 [24].
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2.4. Data Collection. All the data were collected by only one
of the researchers during 1 month (15 May to 15 June) in the
second semester of 2019. Data collection was carried out
from first-year students in the nursing faculty and last-year
students in the hospital in the morning (the questionnaires
were completed during students’ break). After stating the
objectives of the research and obtaining informed consent
from the students, the questionnaires were given to the
students and the students completed them in a self-report
form. The duration of completing the questionnaires by the
participants was between 15 and 20 minutes.

2.5. Ethical Considerations. This study was approved by the
Ethics Committee of Isfahan University of Medical Sciences
(the code of IRMULRESEARCH.REC.1398.200). Sample
recruitment was started after the study approval, getting the
scientific code, and necessary coordination was made with
the research deputy of the university after elaborating the
objectives and procedures of the study. Eligible students
have explained the objectives of the study and the in-
structions for completing the questionnaire. Written in-
formed consent was obtained from all participants.
Participation in the study was completely voluntary, and the
individuals’ data remained entirely confidential.

2.6. Analytical Methods. The data were analyzed using SPSS
18 software. The results of qualitative variables were reported
as numbers (percentage), and quantitative variables were
reported as mean *standard deviation. To compare the
subscales of moral sensitivity based on demographic vari-
ables, multivariate analysis was used, and to compare the
total score of moral sensitivity and professional behaviour,
independent univariate analyses and one-way analysis of
variance were used. To investigate the effect of subscales of
moral sensitivity (on the feeling of standard score) and its
total score taking into account the side variables on students’
professional behaviour, multiple and simple regressions
were used. The results were reported at a significance level
of 0.05.

3. Results

The results showed that out of the participants, 158 were
first-year students. The mean age was 20.34 + 3.01 years, and
the mean GPA was 16.93+2.11. Most of the participants
were single and lived with their families. There were 80 last-
year students. Their mean age was 23.31+ 1.87 years, and
their mean GPA was 16.30 £ 1.06. Most of the last-year
students were single and lived in the dormitory (Table 1).

The results of univariate and multivariate analyses
showed that there was no significant difference between the
total score of moral sensitivity and the score of its subscales
and the score of students’ professional behaviour based on
marital status, housing, apprenticeship, working, and having
another degree (p > 0.05).

The results of multivariate analysis showed that there was
not a significant difference between the mean score of the
moral sensitivity subscales of men and women (p =0.357),

but the mean total score of moral sensitivity and professional
behaviour of women was significantly higher than men
(p < 0.05).

The significance of the results of multivariate analysis
showed that there was a significant difference in at least one
of the subscales of moral sensitivity in first- and last-year
nursing students (p =0.002) so, based on univariate analysis,
it was found that the mean of all subscales of moral sen-
sitivity and professional behaviour in last-year students was
significantly higher than first-year students (p < 0.05).

Pearson’s linear correlation between grade point average
and age of students with professional behaviour scores was
equal to (r=-0.03, p=0.718) and (r=0.02, p=0.815), re-
spectively, and with moral sensitivity score was equal to
(r=-0.11, p=0.167) and (r=0.20, p=0.003), respectively,
which indicated a weak positive linear correlation between
age and the total score of moral sensitivity that was sig-
nificant. In other cases, this correlation was not significant,
and the correlation between professional behaviour and the
total score of moral sensitivity was p < 0.001, r=0.39, which
indicated a positive (moderate) and significant correlation
between the two variables (Table 2).

To investigate the effect of moral sensitivity subscales on
students’ professional behaviour scores by using multiple
regression and observing their standardized coefficients, it
was determined that the “Professional Knowledge” subscale
had the most significant positive effect on the mean score of
students’” professional behaviour (p < 0.001). The subscale
of “Honesty and Benevolence” also had an insignificant
effect but considerable (p=0.055). The effect of other sub-
scales on professional behaviour was not significant. A
similar result was obtained after adjusting for the group
effect (Table 3).

For assessing the effect of students’ moral sensitivity on
their professional behaviour with regard to students’ aca-
demic year, first, a separate simple linear regression was
fitted in the group of first-year and last-year students. The
results showed that in the first-year students, this re-
lationship was not significant, and in the last-year students,
this relationship was significant, which indicated the in-
teraction effect between academic year and moral sensitivity.
For this purpose, the scatter plot of the score of moral
sensitivity against the professional behaviour of students was
drawn simultaneously for first- and last-year students, which
is shown in Figure 1. As it can be seen, this point of in-
tersection occurred almost at the score of 75 moral sensi-
tivity, which showed that the score of moral sensitivity can
be divided into two intervals (<75 and >75) (it showed the
same pattern in the score below 75), and this is the cut point
indicates high moral sensitivity [28, 29] (Figure 1).

The regression model of the effect of the academic year
(first- and last-year) and moral sensitivity score (<75 and
>75) and their simultaneous effect were fitted once in
a simple way and once by adjusting the effect of gender on
the professional behaviour score of students (Table 4). The
results showed that in both models, the interaction effect of
the academic year on moral sensitivity was significant.
Assuming that the effect of gender is constant, the results of
the modified model showed that the professional behaviour
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TaBLE 1: Frequency distribution of demographic variables of nursing students.
Variables Level n (%)
Female 101 (42.4)
Gender Male 127 (53.4)
. Married 31 (13.6)
Marital status Single 197 (86.4)
Dormitory 105 (45.9)
Housing Living with family 116 (50.7)
Students house 8 (3.4)
. Yes 166 (69.7)
Interest in the field No 56 (23.5)
. . . Yes 31 (13.8)
Apprenticeship at the same time No 194 (86.1)
. . Yes 25 (11.1)
Working at the same time No 200 (88.91)
Yes 19 (8.5)
Another degree No 204 (91.5)

TaBLE 2: Comparison of the total and subscale scores of moral sensitivity and professional behaviour

demographic variables.

in nursing students based on

. Respect Professional ~ How to Ethical Applying Honesty Total Professional

Variables P - . moral moral .
or autonomy knowledge communicate conflicts and benevolence . behaviour
concepts sensitivity

Gender
Female 11.69+4.14 1515+3.84 844+24 12.61+£3.42 12.09+4.2 5.06+£1.73 65.06+1536  111+12.9
Male 11+3.87 14.11+4.2 7.82+2.55 11.57+3.61 11.25+4.07 49+1.81 60.68 £16.11 107 £16.69
p value P ouitivariate = 0.357 0.04 0.042
Marital status
Married 11.25+3.61 13.42+4.61 855+2.07 11.76+3.19 11.39+3.79 53+1.31 61.69+14.5 106.32+17.87
Single 11.32+£4.05 14.75+3.97 8+2.55 12.05£3.6 11.65+4.19 4.94+1.81 62.74£16 109.86 £14.71
p value P ultivariate = 0.122 0.736 0.229
Housing
Dormitory 11.32+3.72 1415+£394  8.04x25 12.25+3.37 11.71+3.82 4.81+1.84 62.3+£14.94 108.06 +15.81
With family 11.35+£4.03 14.85+4.23 817%+246 11.76+3.69 11.44+4.33 5.04+1.69 62.64+£16.39 110.41 +14.49
Students house 10.43+6.39 15.75+3.15 7+2.82 12.12+£3.75 13.18%5.16 612+1.8 64.6+£20.48 109.43+17.75
p value P ultivariate = 0.053 0.921 0.52
Apprenticeship
Yes 11.3+3.35 15£3 78519 12.36+2.73 12.04+3.59 512+1.7 63.7+11.33  111.21+17
No 11.28+4.1 14.46+4.23 8.07+2.58 11.95+3.68 11.56+4.22 493+1.78 62.29£16.56 108.89 +15.04
p value P pultivariate = 0.894 0.647 0.434
Working
Yes 11.85+3.67 1391+4.51 7.76+214 12.66+3.03 12.62+3.43 5.48 +1.44 64.28 +14.44 105.16 +21.01
No 11.19+4 1458 £4.02 8.06+2.52 11.88+3.58 11.58+4.09 49+18 62.08 £15.89 109.56 + 14.3
p value P ultivariate = 0.182 0.512 0.317
Another degree
Yes 11.65+4.88 1548+4.16 8.76+2.25 1315+3.45 12.76+4.43 5.89+£1.28 67.72+15.23 109.17 +15.18
No 11.19+3.86 14.43+4.09 8+2.49 11.84+£3.51 11.49+4.06 4.87+1.8 61.84+15.76 109.15+15.29
p value P L ultivariate = 0.223 0.120 0.995
Academic year
First year 10.7+£4.27 13.96+4.48 7.8+2.63 11.54+3.84 11.18+4.32 4.71+1.81 59.91+17.2 108.44+16.68
Last year 12.71£2.92  15.8+2.64 8.62+2.05 13.02+251 12.55%3.5 55+1.54 68.23+£10.25 112.37+11.35
p value <0.001 0.001 0.017 0.002 0.016 0.001 <0.001 0.034

score of last-year students with a moral sensitivity score

above 75 was 5.91 points lower on average compared to first-

year students. Also, the score of professional behaviour in
last-year students with a sensitivity score of 75> was higher
by 6.94 points on average compared to first-year students.

4. Discussion

The study aimed to investigate the relationship between moral
sensitivity and professional behaviour of nursing students and
compare them between first-year and last-year students. The
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TaBLE 3: Regression model of the effect of moral sensitivity subscales on the professional behaviour score of nursing students.

Professional
knowledge

Respect for
autonomy

How to communicate

Applying moral
concepts

Honesty and

Ethical conflicts
benevolence

Standardized coeflicient (p value)

Model I* 0.065 (0.483) 0.352 (<0.001)
Model II** 0.058 (0.532) 0.346 (<0.001)

0.078 (0.308)
0.079 (0.307)

-0.059 (0.482)
-0.061 (0.470)

—0.027 (0.773)
—0.02 (0.816)

0.139 (0.055)
0.13 (0.067)

*Multiple regression model. **Model I + group.
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FIGURE 1: The scatter plot of the moral sensitivity score against
professional behaviour for first- and last-year nursing students.

TABLE 4: Regression model of the effect of academic year and moral
sensitivity on professional behaviour of nursing students with
adjustment of gender effect.

B coefficient (SE) p value
6.94 (2.26) 0.002
—-12.5 (5.05) 0.014
1417 (3.2) <0.001
2.93 (1.95) 0.134

Academic year (last year/first year)
Moral sensitivity (=75/<75)
Academic year x moral sensitivity
Gender (male/female)

results of our study indicated the existence of a positive and
direct relationship between the level of moral sensitivity and
professional behaviour of nursing students. Some studies
showed that promoting moral sensitivity in nursing students
may lead to their professional values or attitudes development
[8, 25, 26]. Compliance with ethical principles is one of the
criteria required for professionalism in nursing [31]. The results
of Chen et al. [8] also indicated the existence of a positive
correlation between moral sensitivity, professional values, and
moral decision-making of nursing students [8]. According to
previous studies, professional behaviour is a fundamental
concept in the nursing profession [20] that can play an

important role in clarifying the impact of ethics education on
becoming professional and acquiring moral qualifications in
the course of students’ studies [8, 26, 32]. In this regard, ed-
ucation can be an important element in acquiring professional
attitudes and developing the moral sensitivity of nursing
students [26].

The results of the present study showed that women
students attained significantly higher total scores of moral
sensitivity and professional behaviour compared to men. In
previous studies, different results were presented on the effect
of gender on the level of moral sensitivity [14, 15, 33-35]. In
some other studies, the level of moral sensitivity of female
nursing students was higher than that of males [33, 34]. In
contrast with the present study, some studies have found no
significant relationship between the moral sensitivity score and
nursing students’ gender [14, 15, 35].

According to several studies, age can also affect moral
sensitivity, and some studies have noted a positive correlation
between age and the moral sensitivity score [36, 37]. However,
in other studies such as the study of Borhani et al. [33], no
significant relationship between age and moral sensitivity was
reported among nurses [33]. In the present study, since last-
year students had significantly higher mean age and mean score
of moral sensitivity compared to their first-year counterparts, it
can be argued that increasing age and, therefore, achieving
more mental maturity can gradually improve students’ moral
sensitivity [36].

The results indicated that last-year nursing students had
significantly higher levels of moral sensitivity compared to first-
year students. Considering that undergraduate nursing stu-
dents pass a theory course on nursing ethics and attend longer
times in clinical environments in their last educational year,
last-year students are expected to have higher moral sensitivity
than first-year students. In addition, during the last year,
nursing students integrate their clinical reasoning skills with
ethics at the highest level, and they have maximum maturity
[11]. Kohansal et al. [38] reported that the mean score of moral
sensitivity was higher in students studying in the eighth aca-
demic semester compared to those in the third semester, in-
dicating a significant link between moral sensitivity and the
academic semester [38] which is aligned with the results of our
study regarding the effect of the academic year on moral
sensitivity. However, Baykara et al. [26] declared that students’
moral sensitivity decreased with elevating educational years
[15, 26]. In another study, Tuvesson et al. [34] also identified no
evidence indicating the improvement of moral sensitivity by
passing academic years [34]. The inconsistency between these
results may be related to the factors affecting training, such as
the classroom environment, educational traits, level of pre-
paredness, and the research tools used in studies [6].
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Consequently, it is necessary to pay attention to the significant
role of education and the use of effective ethical teaching
strategies to upgrade students’ moral sensitivity [38].

In the present study, both groups of students attained the
highest score in the domain of “professional knowledge” and
the lowest score in the domain of “honesty & benevolence.”
In contrast with this study, Mostafavian et al. [35] described
that the highest score obtained by students was related to the
domain of “knowing how to communicate with the patient”
[35]. In the study of Kohansal et al. [38], the highest mean
score was related to the domain of “honesty & benevolence”
while the lowest scores were obtained in the domains of
“professional knowledge” and “applying moral principles
when making ethical decisions” [38], which opposed the
findings of the present study. This inconsistency could be
related to the different student populations, so that, in the
present study, last-year students were compared with first-
year students who had limited clinical experience. Likewise,
in the study of Borhani et al. [36], who enrolled un-
dergraduate nursing students, the domains of “expressing
benevolence” attained the highest mean scores, this domain
refers to concepts such as honesty, trust between the nurse
and the patient, considering patients’ reactions to care, and
patients’ perception and knowledge about their disease [36].
Establishing a suitable and sympathetic relationship with the
patient along with honesty and benevolence can lay the
ground for winning patients’ trust [36, 38]. The fact that both
groups of first-year and last-year students obtained the
lowest scores in the “honesty and benevolence” dimension
might reflect the weakness of students in dealing with ethical
dilemmas and applying the theoretical ethical concepts
learned in the clinical setting. This issue highlights the need
for nursing students to receive more training during their
education on how to apply professional ethics principles,
beneficence, and nonmaleficence. Moral sensitivity is cre-
ated through education, but it is established through pro-
tessional competency and showing ethically acceptable
professional behaviours [14].

In the present study, both groups of students enrolled
had the desired levels of professional behaviour. Some
studies have indicated that students possess desirable levels
of professional behaviour [32, 39], and others, such as
Taylan et al. [21], have reported moderate-level pro-
fessional behaviour among nursing students [21]. The
differences observed in students’ levels of professional
behaviour in various studies may be related to features such
as the place of studying, as well as value and cultural
differences among communities [39]. In addition, some
demographic characteristics of students can influence their
professional behaviour. In this regard, Nemati et al. [32]
noticed that students” age and GPA were positively asso-
ciated with their professional behaviour scores [32].
However, in the present study, the student’s professional
behaviour scores had no significant relationship with their
GPA. The mean score of professional behaviour was sig-
nificantly higher among last-year students compared to
first-year students. Nevertheless, Nemati et al. stated that
none of the professional skills of students were related to
their academic semester [32].
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In this study, by adjusting for gender, it was found that
the professional behaviour score of last-year’s students with
high moral sensitivity was lower compared to first-year
students. Because of some organizational and professional
factors, nursing students may face problems in developing
professional behaviours [21, 40]. Factors such as the exis-
tence of an inappropriate pattern in the clinical environ-
ment, conflict with other members of the healthcare team,
nonstandard performance of nurses, and the influence of
nurses and students on each other can be effective for this
issue [21, 37]. The professional socialization process of last-
year students may be destroyed during the process of
transition to the clinical setting and becoming independent
due to the gap between theory and practice [41]. Therefore,
nursing students may be influenced by nurses’ behavioural
patterns or suppressive behaviours which lead to in-
appropriate professional behaviour, despite having high
moral sensitivity.

5. Conclusions

Our study showed that there is a positive relationship be-
tween the moral sensitivity of nursing students and their
professional behaviour. In addition, the results indicated
that last-year nursing students had significantly higher levels
of moral sensitivity and professional behaviour compared to
their first-year students. This finding may denote that the
educational content of nursing undergraduate courses and
the more encounter of students with ethical conflicts in the
clinical environment can influence their perception of
ethical challenges and how to handle them. Nursing students
are believed to struggle to learn professional behaviours
during educational courses [21]. Therefore, it may be ben-
eficial to use novel educational methods that acquaint
students with real clinical situations, which may lead to
achieving a correct understanding of the application of
ethical concepts and conundrums in ethical decisions. The
relationship between the moral sensitivity of nursing stu-
dents and their professional behaviour can suggest an im-
portant role in explaining the effect of ethics education on
professionalization and the acquisition of moral qualifica-
tions in the course.
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Background. Nursing schools play an important role in instilling nursing professional values in undergraduate nursing
students and ensuring that they produce professional nurse graduates. Several studies in various countries have been
conducted to describe the professional values held by nursing students, but this has not been explored in detail in South
Africa. Aim. The purpose of this study was to describe the professional values held by undergraduate degree students at
a nursing school in South Africa. Methods. A cross-sectional survey using a self-administered questionnaire was conducted.
With a population of 1,233 undergraduate nursing students across four years in the degree programme at the nursing school,
a sample of 294 was calculated as the representative (95% CI, 5% error, and 50% response distribution). The 26-item nurses
professional values scale revision (NPVS-R) with five value dimensions was used to collect the data. Means, frequencies, and
confidence intervals were used to describe the values and Mann-Whitney U tests and Kruskal-Wallis independent sample
tests were used to compare the findings with the demographic characteristics. Results. A total number of 245 respondents
completed the questionnaire (response rate of 83.3%). Overall, the nurse professional value score was high (113.1 +13.1). The
values of trust (4.46 +0.61), justice (4.39£0.57), and caring (4.38 £ 0.55) were rated significantly higher than those of
professionalism (4.23 + 0.64) and activism (4.22 + 0.57). First- and final-year students had significantly higher professional
value scores. Conclusion. The study results describe the professional values of undergraduate nursing students in the school
and confirmed the importance of trust, justice, and caring as the key professional values in the South African setting. Clinical
Relevance. Nursing education should embed and monitor nursing professional values in the curriculum. Instilling nursing
professional values in undergraduate nurses during formal training programmes improves quality patient care and service
delivery for clinical practice.

who suggest that the level of maturity of, i.e., junior and
senior students, plays a role in the formation of professional
values and was recommended for consideration for cur-

Professional nursing values are the foundation of daily
nursing care practice [1] and a corner stone in the selection
and training of future nurses [2, 3]. To ensure quality ethical
nursing care [4, 5], these values serve as a guideline for their
professional behavior [6]. These values reflect the integrity
and professional identity of the nurse and reinforce per-
formance in practice [6]. As a new nursing student, it is
important for students to start the process of professional
values on entry as there is a relationship between the level of
nurses’ education and professional values [3, 7]. This was
also supported by Arries [8], Bijani et al. [2], and Green [9],

riculum development [10, 11]. For new nursing students,
professional values are rooted in personal values derived
from their own culture and society [6] and are influenced by
many other factors such as education, attitude, religion,
ethnicity, and culture [6, 12].

The responsibility of professional nursing programmes
therefore is to embed and integrate professional values
throughout the nursing curriculum and monitor the process
of acquisition and practice of core values that occurs
throughout the nurse’s lifetime [7, 13-15]. The paradigm of
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nursing and nursing education emphasises the need for
professional values such as trust and caring [12] and the
importance of nurse graduates to be able to demonstrate
these values in practice [9].

Embedding professional values in the curriculum re-
quires the need to monitor professional values as an edu-
cational objective in nursing education. Research scholars
have developed valid and reliable quantitative scales to
measure nurses’ professional values with the most utilized
instrument being the nurses professional values scale-
revised (NPVS-R), developed by Weis & Schank [16] and
based on the 2001 American Nurses Association’s Code of
Ethics for Nurses. The aim of this cross-sectional study was
to describe the values held by undergraduate learner nurses
in a school of nursing in South Africa, by using the nurses
professional values scale which was developed by Weis and
Schank [16].

2. Participants and Methods

2.1. Aim. The purpose of this study was to describe pro-
fessional values held by undergraduate degree students at
a nursing school in South Africa.

2.2. Design. A cross-sectional survey using a self-
administered questionnaire was conducted with un-
dergraduate student nurses at a university in the Western
Cape in South Africa.

2.3. Study Population and Sampling. The study population
had 1,233 nursing students registered for the undergraduate
nursing program at a school of nursing at a university in the
Western Cape in South Africa at the time of the survey.
Using a 95% confidence level, a 5% margin of error, and
a 50% response distribution, a sample of 294 was calculated,
and using quota sampling per year level, all students were
asked to participate.

2.4. Data Collection. This study utilizes data from a larger
data collection project on values-based leadership. Data were
collected, with permissions from the university and the
school of nursing, through face-to-face self-administered
questionnaires from 29" October 2019 to 5" November
2019. Appointment schedules were drawn up to meet with
year-level coordinators of six-year levels to arrange for an
information session and a suitable timeslot in which the
nature and purpose of the project were explained to the
participants. They could then ask clarifying questions about
the project. Written permission was obtained from partic-
ipants who chose to voluntary participate in the project.
Academic staff administered the questionnaire after class
sessions.

The inclusion criteria were that all students had to be
registered in the legacy four- or five-year degree program.
Only 245 participants completed the questionnaires. Forty-
nine students of the calculated sample of 294 voluntarily
decided not to partake in the study.
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2.5. Instrument. The questionnaire included the validated
nursing professional values scale (NPVS-R-5) (Weis &
Schank, 2009). The NPVS-R has previously been used in
South Africa and comprises 26 items representing five
professional value dimensions, namely, justice (five state-
ments: 1, 2, 9, 14, and 15), trust (statements: 3, 12, and 13),
professionalism (four statements: 5, 6, 7, and 8), caring (nine
statements: 16, 17, 18, 20, 21, 22, 23, 24, and 25), and activism
(five statements: 4, 10, 11, 19, and 26). The NPV-R scale used
a 5-point Likert scale rating the importance of each indi-
vidual statement with 1 rated as not important, 2 somewhat
important, 3 important, 4 very important, and 5 most im-
portant. The overall professional value score is out of 130
with a range of 26-130. More importance an individual
ascribes to a value statement was reflected in a higher total
score, with scores below 43, between 43 and 86, and above 86
classified as overall low, medium or moderate, and high
importance of professional values, respectively [7]. Studies
conducted in Nigeria, Iran, Israel, Spain, and Turkey
demonstrated scale reliability of the scale with a range of
Cronbach Alphas from a=0.81 to «a=0.96 [1, 3, 7, 9, 13].
This was also confirmed in this study (« =0.941). To further
ensure reliability, a pretest study was conducted with 10
student nurses in their third year of study. No changes were
made to the tool following the pretest, and the responses
were included in the results.

2.6. Data Analysis. Data were analyzed using SPSS version
28. Demographics and scale dimensions were reported using
descriptive statistics (frequency, percentage, mean, 95%
confidence intervals, and standard deviation) and Man-
n-Whitney U and Kruskal-Wallis independent sample tests
to compare scores across demographics. The level of sig-
nificance was set at p <0.05.

3. Results

A total number of 245 respondents completed the ques-
tionnaire (a response rate of 83.3%). The respondents had an
average age of 22.2 (+3.6) years, and most of the respondents
were female (210, 85.7%). The respondents were evenly
distributed across year levels with 62 (25.3%) in year 1, 62
(25.3%) in year 2, 62 (25.3%) in year 3, and 58 (23.7%) in
year 4 (Table 1). Respondents reported having been in the
school on average for 2.7 *1.3years, ranging from 1 to
7 years.

Overall, the importance of professional values from the
respondents’ perspectives was high (113.1+13.1), with no
significant differences between genders (p = 0.102, Table 1).
Nearly, all respondents rated professional values as very
important (197 (80.4%)) and only 11 (4.5%) as medium
important. There were significant differences between year
levels with year 1 and year 4 respondents (115.9 and 114.2,
respectively) reporting significantly higher levels of im-
portance of professional values than years 2 and 3 (112.8 and
109.6, respectively, K=11.1, p = 0.025) (Table 1). In terms of
the professional values, trust (4.46 + 0.61), justice (4.39 + 0.57),
and caring (4.38+0.55) were rated significantly higher
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TaBLE 1: Demographics and NPV-R scores (n=245).

n (%) Mean (sd) Test p value
Gender (n=245)
Male 35 (14.3) 109.4 (14.6) U=16 0.102
Female 210 (85.7) 113.7 (12.8)

Year level (n=244)

Year 1 62 (25.3) 1159 (10.1)  K=11.1 0.025
Year 2 62 (25.3) 112.8 (14.3)
Year 3 62 (25.3) 109.6 (11.8)
Year 4 58 (23.7) 114.2 (15.0)

than professionalism (4.23+0.64) and activism
(4.22+0.57) (Figure 1).

The most important values from the respondents’ per-
spective were “Maintaining confidentiality of patients”
(4.59+0.71), “Safeguarding patients’ right to privacy”
(4.58 + 0.68), and “Protect moral and legal rights of patients”
(4.53 +£0.69) from the caring dimension, “Promote equitable
access to health care” (4.53 + 0.71) from the trust dimension,
and “Maintain competency in area of practice” (4.53 +0.74)
from the justice dimension (Table 2). The least important
rated values were “Participate in peer review” (3.96 +0.90)
from the professional dimension, “Participate in public
policy decisions affecting distribution of resources”
(3.88+£0.92) from the activism dimension, and “Refuse to
participate in care if in ethical opposition to own pro-

fessional values” (3.82+ 1.16) from the caring dimension.

4. Discussion

This current study has shown high ratings of the importance
of professional values by the nursing student respondents
(113.1£13.1) in this setting, similar to other studies that
reported high scores for nursing students, as well as nurses’
(who were at different levels of education and generations)
professional values, using the NPVS-R [7-9]. This suggests
that according to this scale, undergraduate nursing students
in this school have achieved success in embedding pro-
fessional values in nursing during the nurse training pro-
gramme. This study also confirms another older South
African study (Weis & Schank, 2009) who found high overall
levels of professional values.

The most important value was trust, with the statement
“Promote equitable access to health care,” ranked third
amongst all the value statements, with a mean score of 4.53
(0.71). A reason for this high score could be attributed to
the context of the study where there are still disparities
between socioeconomic groups in South Africa [17], and
many respondents come from low socioeconomic com-
munities with poor access to health care. Access to quality
services in South Africa has remained low despite many
efforts and approaches by African countries to equalise
health care [18].

Within the value dimension of caring, the highest ranked
ratings in the scale were for the following: “Maintain con-
fidentiality of patients,” “Safeguard patients” right to pri-
vacy,” and “Protect moral and legal rights of patients” which
was rated 4™ highest. These findings were congruent with the

4.6

4.5

4.4

95% CI

4.3

4.2

4.1

Trust Justice Caring Professionalism  Activism

F1GURE 1: Professional values.

findings of a study conducted in Iran which compared the
professional values of nursing students, nurses, and nursing
educators and found overall mean scores for all within the
range of relatively important or important. Similarly, from
the student nurse’s perspective in Iran, statements which
relate to caring such as “Maintain confidentiality of patients”
and “Protect moral and legal rights of patients” had the
highest importance ratings for nursing students [2].

Similar to other studies by Chikeme [3] and Poorch-
angizi et al. [7], the following statements were rated as less
important in the current study: “Recognizing role of pro-
tessional nursing associations in shaping healthcare policy”
(ranked 20™), “Engaging in ongoing self-evaluation”
(ranked 21°"), “Participating in nursing research/imple-
menting research findings appropriate to practice” (ranked
22" and “Participating in peer review” (ranked 24y,
Though similar, the respondents in the Poorchangizi et al.
[12] study ranked “Recognizing role of professional nursing
associations in shaping healthcare policy” 24", “Engaging in
ongoing self-evaluation” 17", “Participating in nursing re-
search/implementing research findings appropriate to
practice” 23", and “Participating in peer review” 25", which
could be attributed to certain factors in their settings such as
educational semester, low motivation, insufficient affirma-
tion, and low encouragement by nursing educators. Al-
though students in this study are being taught about the
importance of participating in peer review during their
course of training for quality assurance purposes, no actual
opportunities exist in undergraduate progammes where
students can actively engage and involve themselves in peer-
review activities. However, nurse educators do ensure the
presence of the “student voice” during accreditation pro-
cesses by the regulatory body of South Africa and oppor-
tunities where there are formal disciplinary hearings and
curriculum reform at the institution of higher learning.
However, not all students get the opportunity to be selected
when these opportunities arise, and therefore, the majority
of students might regard this item “Participating in peer
review” as least important amongst the values because of not
knowing what it actually entails.

A major concern was the low ranking (26™) of im-
portance of the statement “Refusing to participate in care if
in ethical opposition to own professional values,” in contrast
with Poorchangizi et al. [12], whose respondents ranked this
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TaBLE 2: Value dimensions and statements.

Value dimensions and statements Rank Mean (sd)
Activism

Participate in activities of professional nursing associations 13 4.4 (0.77)
Advance the profession through active involvement in health-related activities 16 4.36 (0.74)
Recognize role of professional nursing associations in shaping healthcare policy 20 4.3 (0.76)
Participate in nursing research/implement research findings appropriate to practice 22 4.18 (0.82)
Participate in public policy decisions affecting distribution of resources 25 3.88 (0.92)
Caring

Maintain confidentiality of patient 1 4.59 (0.71)
Safeguard patients’ right to privacy 2 4.58 (0.68)
Protect moral and legal rights of patients 4 4.53 (0.69)
Provide care without prejudice to patients of varying lifestyle 6 4.48 (0.77)
Practice guided by principles of fidelity and respect for person 7 4.45 (0.73)
Act as a patient advocate 11 4.41 (0.76)
Protect rights of participants in research 14 4.4 (0.81)
Confront practitioners with questionable or inappropriate practice 23 4.17 (0.91)
Refuse to participate in care if in ethical opposition to own professional values 26 3.82 (1.16)
Justice

Maintain competency in area of practice 5 4.53 (0.74)
Accept responsibility and accountability for own practice 8 4.45 (0.77)
Seek additional education to update knowledge and skills 9 4.43 (0.76)
Request consultation/collaboration when unable to meet patients’ needs 15 4.36 (0.8)
Engage in ongoing self-evaluation 21 4.21 (0.8)
Professionalism

Iljf;;lme and maintain standards where planned learning activities for students take 17 433 (0.74)
Establish standards as a guide for nursing practice 18 4.33 (0.77)
Initiate actions to improve environments of practice 19 4.32 (0.78)
Participate in peer review 24 3.96 (0.9)
Trust

Promote equitable access to health care 3 4.53 (0.71)
Assume responsibility for meeting health needs 10 4.42 (0.75)
Protect health and safety of public 12 4.41 (0.8)

statement more important at 13" amongst the value
statements. This statement is from the caring value di-
mension and is central to ethical decision-making in practice
[7]. Our finding may relate to the diverse context in South
Africa with most of the student population having varied
value orientations, but this would have to be investigated
further. Another reason for the low ranking of this value
statement could also be due to students not being exposed
enough to real-life encounters of an ethical nature in
practice, but this also requires more research.

A further concern is the low ranking of the statement
“Participating in public policy decisions affecting distribu-
tion of resources” which ranked 25™ in this study and 26 in
the study by Poorchangizi et al. [12]. Health and public
policy are essential elements of professional obligations of
nurses [19]. Also, the American Nurses Association’s [20]
nursing Code of Ethics state that nurses have a responsibility
to participate in political processes and advocate for their
patients [21]. Though respondents rated “Acting as a patient
advocate” as an important value under the caring dimension
at 11", “Participating in public policy decisions affecting
distribution of resources” was ranked 25 which is con-
sidered as the least important, highlighting a difference of
a belief and translating this value into practice amongst the
respondents. These values are taught in the nursing school,

but being a student may provide limited ability to engage in
health and public policy activities [22]. In addition, the
current programme may not adequately equip students with
the analytic, communication, and leadership skills to
translate this into practice, but this should be further in-
vestigated [12]. This could be the same reason why students
in this study scored the statement low, as not enough em-
phasis is placed on active involvement and engagement in
public policy at student level. Also, in the current study,
opportunities at policy discussion level are almost non-
existent in the programme and should be further explored by
nurse educators to give students more exposure to boost
their leadership skills.

There was no significant difference found in this study
between professional values and gender (p = 0.102). Nearly,
all respondents rated professional values as very important
(197 (80.4%)) and only 11 (4.5%) as medium important. The
results of the current study were similar to those of a study
that was conducted in Pakistan in 2018, which showed that
male and female respondents paid equal attention to pro-
fessional values [5]. However, the study confirmed previous
papers which suggested that the level of education influ-
enced the integration of values [10, 11, 13], with differences
due to demographics related to academic levels of study. In
all four-year levels, the respondents had high overall scores
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for professional values, but first- and final or fourth-year
level students recorded significantly higher ratings in pro-
fessional values than students in their second and third years
(112.8 and 109.6, respectively, K=11.1, p = 0.025), though
they might not consider each value and its corresponding
statements as equally important [23]. The findings were in
line with a study in Turkey [24] which indicated that the
academic year had an effect on the professional values of
nursing students, and [9] a study in Israel with novice (first
year), advanced (third year), and senior (fourth year) stu-
dents also found statistically significant differences between
these groups. The high ratings in the first year in the current
study were consistent with findings by Bleda et al. [13], who
found that nursing students rated professional values as
highly important when they enter the nursing profession
because of some students having inadequate clinical expe-
rience to accurately rank the statements. In our study, the
high scores of first-year respondents could relate to high
levels of preexisting values which then further translate into
professional values towards the end of their training [13].
Another reason could also be that South African nursing
students come from different cultural backgrounds and
enter the university with a set of diverse values that could
influence how each student assigned meaning to the im-
portance of professional values and how they scored the
statements. The final-year respondents are also more mature
students, preparing for practice as new graduates, which may
reflect the preparation for practice [13]. Furthermore, the
final-year respondents in this current study also have
a formal professional practice module in their final year of
study which exposes them to further growth and develop-
ment of these values as they take on more responsibilities as
senior students. This professional maturity is linked to
chronological maturity as these students have been exposed
to the need to make independent judgments in their pro-
fessional and personal lives [8, 9]. Bijani et al. [2] also found
a similar pattern with higher academic levels being associ-
ated with higher scores for professional values.

4.1. Limitations. There are some limitations in this study.
First, respondents were from one university in the Western
Cape Province of South Africa only, and though it confirmed
2009 South Africa study’s findings, caution should be taken in
generalizing these findings to undergraduate nursing students
in South Africa. Furthermore, because of the diverse nature of
the study population, religion, cultural background, language,
and ethnic origin may influence the development of pro-
fessional values but are not explored in terms of their asso-
ciation with nurses’ professional values in this study. The
study did not explore the reasons for the ratings, and further
studies are needed to explore the factors that influenced the
low ratings for professionalism and activism values.

5. Conclusion

Professional values in nursing students are central to their
training as these values would determine quality patient care
service delivery and guide new graduates in their ethical

decision-making while in nursing practice. This study
showed that the respondents rated professional values highly
and that this may be due to the selection process of students
entering the programme and the process of embedding
professional values in the nursing curriculum.

Data Availability

The data that were used and analyzed to support the findings
of this study are available from the corresponding author on
request.

Additional Points

Clinical Resources. (1) An instrument to measure pro-
fessional nursing values: https://sigmapubs.onlinelibrary.
wiley.com/doi/abs/10.1111/j.1547-5069.2000.00201.x.  (2)
Importance of professional values in nursing and healthcare:
https://www.heraldopenaccess.us/openaccess/importance-

of-professional-values-in-nursing-and-healthcare. (3) Pro-
fessional nursing values: a concept analysis: https://
onlinelibrary.wiley.com/doi/abs/10.1111/nuf.12211.
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Background. Nurses experience caring burdens, which can affect their caring behaviors. Caring for highly infectious patients, in
particular COVID-19, is a new phenomenon and little is known about it. Considering that caring behaviors can be influenced by
various factors and cultural differences of the society, it is necessary to conduct studies about caring behaviors and caring burdens.
Thus, this study aimed to determine caring behavior and caring burden and their relationship with some associated factors among
nurses who cared for patients with COVID-19. Materials and Methods. This cross-sectional, descriptive design study was
conducted by census sampling on 134 nurses working in public health centers in East Guilan, the north of Iran, in 2021. The
research instruments included the Caring Behavior Inventory (CBI-24) and the Caregiver Burden Inventory (CBI). Descriptive
and inferential statistics were used to analyze the data using SPSS software version 20 with a significant level of 0.05. Results. The
mean score of caring behavior and caring burden in nurses was 126.50 (SD = 13.63) and 43.65 (SD =25.16), respectively. There was
a significant relationship between caring behavior and some demographic characteristics (education, place of living, and history of
COVID-19) and between caring burden and some demographic characteristics (housing status, job satisfaction, intention to
change job, and history of COVID-19) (p < 0.05). Conclusions. Findings showed that despite the new emergence of COVID-19,
the caring burden on nurses was moderate and they had good caring behavior. Despite these results, it is necessary for the relevant
managers to pay special attention to protecting health workers during a national crisis such as COVID-19 so that they experience
less caring burden and improve caring behavior.

1. Background

On 31 December, 2020, an outbreak of pneumonia due to
COVID-19 was reported in Wuhan, China [1]. The preva-
lence of new infectious diseases and emerging dangerous
viruses is a global health issue and a threat to nurses and
other health care workers [2]. Compared to other health care
professions, nurses spend more time with patients and are
responsible for direct patient care [3]. Care is one of the basic
concepts of nursing [4] and the most important part of
nursing practice [5] that provides a framework and guidance
for nursing practice [6]. Care can be seen in the form of

behaviors [7]. The main goal of caring behavior is to reduce
patients’ suffering [4]. Caring behaviors are actions con-
cerned with the well-being of a patient, such as sensitivity,
comfort, attentive listening, honesty, and nonjudgmental
acceptance [8]. Lininger stated caring behaviors include
concepts such as comfort, compassion, interest, coping,
empathy, facilitation, helpful behaviors, love, nutrition,
reinforcement, protective and inspiring behaviors, sharing,
helping, support, sensitivity, touch, and trust [9]. Un-
derstanding nurses’ caring behaviors is very important [6].
Studies on the importance of caring behaviors suggest that
caring is not wuniformly understood in different
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communities. Caring behaviors can be influenced by cultural
differences. Organizational factors also have the potential to
change caring behavior [10]. Differences in nursing care
behaviors from one institution to another or from one
country to another have caused nursing researchers to study
these behaviors [8]. Care-related research and the applica-
tion of its related results play a vital role in improving and
maintaining the quality of nursing care [10].

On the other hand, some studies have shown that nurses
experience different care pressures when caring for patients.
The caring burden is a type of distress that nurses feel only
because they provide patient care and is different from
anxiety and depression caused by other emotional issues.
The caring burden has physical, psychological, social, and
economic dimensions [11] and can cause many problems
such as burnout, anxiety, and depression. For caregivers
[12], Harding et al. (2015) in a study showed that the caring
burden varies for caregivers of patients with cancer, de-
mentia, and brain trauma [13]. This suggests that nurses
experience varying degrees of care burden depending on the
type of care they provide [11].

Caring behavior might be influenced by different factors
including workload, lack of time, staffing issues, shift work,
and lack of self-care [8, 14]. A qualitative study conducted by
Oskouie et al. in a burn center in Tehran, Iran, reported that
personal characteristics of nurses such as conscience, re-
ligious beliefs, personal philosophy, sense of responsibility,
and altruism may affect nurses’ caring behaviors. They also
stated that staff shortage, lack of organizational support,
heavy workload, low payment, feeling of pressure, lack of
motivation, patients’ characteristics, and patients’ age are the
factors that may affect nurses’ caring behaviors [15].

Although nursing scholars are unanimous about the fact
that caring behaviors might be affected by various factors,
not many studies have been carried on to address the de-
terminants of caring behaviors [8]. On the other hand,
caring for highly infectious patients is a new phenomenon
and little is known about it [16]. In particular, our in-
formation and knowledge about COVID-19 and its effects in
various fields are low and there is still much to discover. The
necessary preparations and measures to deal with it will be
possible with the rapid integration of scientific knowledge
and public health [17]. In order to deal with the COVID-19
pandemic, it is necessary to draw a clear picture of it [18]. All
countries should increase their level of preparedness and
response to identify, manage, and monitor new COVID-19
cases [17]. Caring behaviors can be directly influenced by the
health care provider, organizational factors, nursing care
delivery model, and cultural differences based on common
values in society [3]. Therefore, it is necessary that studies on
identifying the caring behaviors and caring burden should
be conducted in each country, taking into account the
existing conditions.

The review of the literature indicates that no study has
been conducted on caring behaviors and caring burdens in
nurses caring for patients with COVID-19. Considering that
recognizing caring behaviors is an essential step in im-
proving caring behaviors and improving the quality of care
(especially in patients with COVID-19), ultimately helps to
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facilitate care planning; this study was conducted to de-
termine caring behavior and caring burden and their re-
lationship with some associated factors among nurses who
cared for patients with COVID-19.

2. Materials and Methods

2.1. Study Design, Setting, and Participants. A cross-
sectional, descriptive design study was conducted in 2021.
The study setting was the East Guilan public hospitals that
were affiliated to Guilan University of Medical Sciences, the
north of Iran. In this study, three hospitals out of six public
hospitals in East Guilan were selected randomly. A simple
random method was used for randomization. In this way,
the names of six hospitals were written on small pieces of
paper and put inside in an envelope. Then, three small pieces
of paper with the name of a hospital written on them were
randomly taken out of the envelope. In the three selected
hospitals, by using a census sampling, all the nurses working
in the COVID and ICU wards who cared for patients with
COVID-19 were considered for sampling. The samples in-
cluded 134 nurses who were recruited based on inclusion
criteria. Inclusion criteria included having a bachelor’s
degree in nursing and higher, working in public hospitals in
East Guilan, having experience of caring for a patient with
COVID-19, and willingness to participate in the study.
Exclusion criteria included the unwillingness to continue
cooperation in the study.

2.2. Research Instruments. The research instruments in-
cluded demographic characteristics (e.g., age, sex, level of
education, marital status, etc.), the Caring Behavior In-
ventory (CBI-24), and the Caregiver Burden Inventory
(CBI), which are explained below.

2.2.1. Caring Behavior Inventory (CBI-24). This is an em-
pirical instrument for measuring caring with a clear
conceptual-theoretical basis, developed to determine per-
ceptions of caring among patients and nurses in diverse
settings [19]. This tool was first designed by Wolf et al. (1981)
with 75 items to study caring behaviors in nurses [7]. After
revision by Wu et al. (2006), it was reduced to 24 items [20].
This 24-item instrument includes four subscales, namely, (1)
the assurance subscale, being readily available to a patient’s
needs and security (8 items); (2) the knowledge and skill
subscale, demonstrating conscience and competence (5
items); (3) the respectful subscale, attending to the dignity of
the person (6 items); and (4) the connectedness subscale,
providing constant assistance to patients with readiness (5
items) [19]. To measure the average of each subscale, the
scores of the items related to each are added and the sum of
the scores is divided by the number of items. Each item is
based on a six -point Likert scale and is graded from 1
(never) to 6 (always). The minimum score is 24 and the
maximum is 144. In this tool, a higher score indicates more
appropriate caring behaviors [20]. The caring behavior for
each subscale as well as for the overall scale is calculated as
the mean value within each separate scale [19]. The internal
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reliability of the questionnaire in the study by Celik et al.
(2019) and Asadi et al. (2014) was calculated using Cron-
bach’s alpha coeflicient of 0.93 and 0.71, respectively [21, 22].
The reliability of the instrument in the present study was
calculated using Cronbach’s alpha coefficient of 0.79.

2.2.2. Caregiver Burden Inventory (CBI). 'This Questionnaire
has 24 items, which was developed in 1989 by Novak and
Guest. This questionnaire includes five subscales, namely, (1)
time dependence (this indicates the amount of time
a caregiver spends on taking care of her/his patient) in-
cluding 5 items (questions 1 to 5); (2) developmental (the
pressure/burden that occurs during different periods of the
caregiver’s life development (such as puberty), caused by
taking care of the patient) including 5 items (questions 6 to
10); (3) physical burden including 4 items (questions 11 to
14); (4) social burden including 5 items (questions 15 to 19);
and (5) emotional burden including 5 items (questions 20 to
24) [23]. Scoring each dimension includes a five-point Likert
scale (0 =not at all; 1 =a little; 2 =medium; 3=a lot; 4=a
lot). The total score for each dimension is calculated from
zero to 20 and the total CBI score from a minimum of zero to
a maximum of 100 [24].

The classification of scores is considered as zero to 19
(low caring burden), 20 to 50 (medium caring burden), and
51 to 100 (high caring burden) [11]. Shafizadeh et al. (2017)
validated this questionnaire in 150 Alzheimer’s patients. The
total internal correlation (Cronbach’s alpha) for the sub-
scales was 0.93 [25]. The reliability of the instrument in the
present study was calculated using Cronbach’s alpha co-
efficient of 0.82.

2.3. Data Collection. In order to collect data, the researcher,
after obtaining permission from the research ethics com-
mittee of Guilan University of Medical Sciences and relevant
officials, referred to the medical center. After selecting the
samples, providing sufficient explanations about the purpose
of the research and obtaining their written consent, the
questionnaires were given to the samples to be completed.
The samples who were willing to participate in the study
signed consent forms. Then, they were given questionnaires
and asked to complete them. The completed questionnaires
were collected later in the same shift. The data collection
period lasted 3 months.

2.3.1. Ethical Consideration. For ethical considerations,
permission was obtained from the Research Ethics Com-
mittee of Guilan University of Medical Sciences (ethics ID
IR.GUMS.REC.1399.648). According to the principles of
research ethics, participants were reminded that at each
stage of the study, they could refuse to continue their co-
operation if they did not want to. They were also reminded
that, if they wished, the results of the research would be
made available to them and that their information would be
kept confidential.

2.4. Data Analysis. Data were analyzed using the Statistical
Package for the Social Sciences (SPSS), version 20 (IBM
Corp., Armonk, NY, USA). The Kolmogorov—Smirnov test
was used to investigate the hypothesis of normal data dis-
tribution. Data were analyzed using descriptive statistics
(frequency distribution tables, mean, and standard de-
viation) and inferential statistics (t-test, ANOVA, and Linear
Regression). All calculations were performed considering
the significance level (p <0.05).

3. Results

Findings related to demographic characteristics showed that
half of the participants were in the age group of 21-30 years.
The majority were female (93.3%) and married female
(83.5%). In terms of education, the majority were bachelors
(88.1%) and in terms of work experience, most of them were
in the range of 1-5years of work experience (42.5%).
Findings indicated that there is no significant relationship
between the caring behavior among nurses who cared for
patients with COVID-19 and some demographic variables
(age, sex, marital status, income, housing status, number of
family members, number of children, responsibility for
another person caring, work experience, employment status,
shift work, job satisfaction, and intention to change job) (p
> 0.05). However, there is a significant relationship between
the caring behavior and education status, location, and
history of COVID-19 (p <0.05). (Table 1).

Findings showed that the mean score of nurses’ caring
behavior in nurses who cared for patients with COVID-19
was 126.50 (SD =13.63), which indicated good caring be-
havior. In addition, the mean score of caring burden in
nurses who cared for patients with COVID-19 was 43.65
(SD =25.16), which indicated the moderate caring burden in
nurses (Table 2).

On the other hand, in the relationship between caring
behavior and demographic variables due to the presence of
five variables (sex, education, place of living, history of
COVID-19, and intention to change job) with p <0.2, these
variables were allowed to participate in the model regression.
In the final stage, history of COVID-19 has the greatest
impact on the caring behavior (p <0.05) (Table 3).

The results of the study based on the linear regression
model showed that nurses who did not have a history of
COVID-19 had a higher mean score of caring behavior
(128.40 £ 14.029) than nurses who had a history of
COVID-19 (122.73 £12.093), and this difference was sta-
tistically significant (¢=2.311, p=0.02).

Findings indicated that there is no significant relation-
ship between caring burden on nurses who cared for patients
with COVID-19 and some demographic variables (age, sex,
education, marital status, place of living, income status,
number of family members, number of children, re-
sponsibility for caring for another person, work experience,
employment, and shift work with caring burden) (p > 0.05).
However, there is a significant relationship between caring
burden on nurses who cared for patients with COVID-19
and housing status, job satisfaction, intention to change job,
and history of COVID-19 (p <0.05). (Table 4).
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TABLE 2: Mean of caring behavior and caring burden among nurses who cared for patients with COVID-19 in East Guilan public hospitals

(n=134).

Variable Mean + SD Minimum Maximum
Caring behaviors 126.50 £ 13.63 92 144
Caring burden 43.65+25.16 0 120

Note: SD = Standard deviation.

TaBLE 3: Relationship between variables with a significance level of less than 0.2 (sex, education, place of living, history of COVID-19, and

intention to change job) with caring behavior.

95.0% confidence interval for B

Variable B Std. Error Beta t p value
Lower bound Upper bound

Constant 157.75 8.764 — 18.000 0.000 140.410 175.091
Sex -7.150 4.562 -0.132 -1.567 0.120 -16.177 1.877
Education —6.696 3.537 -0.160 -1.893 0.061 -13.694 0.303
Place of living —4.466 4.290 -0.088 -1.041 0.300 -12.955 4.023
History of COVID-19 —-5.145 2.419 -0.179 -2.127 0.035 -9.931 -0.360
Intention to change job —-3.584 2.601 -0.116 -1.378 0.171 —8.730 1.563

In the relationship between caring burden and de-
mographic variables due to the presence of seven variables
(education, history of COVID-19, intention to change job,
job satisfaction level, income status, housing status, and
responsibility for another person caring) with p <0.2, these
variables were allowed to participate in the regression model.
In the final stage, the factors of the history of COVID-19 and
the intention to change job have the greatest impact on
caring burden (p <0.05). (Table 5).

The results based on the linear regression model showed
that the history of COVID-19 and intention to change job
had the greatest impact on the caring burden, so that nurses
who did not have a history of COVID-19 had a higher mean
score of caring burden (47.04 £ 26.679) compared to nurses
with a history of COVID-19 (36.93 + 20.511). This difference
was statistically significant (¢ =2.230, p =0.027). In addition,
nurses who intended to change their jobs had a higher mean
score of caring burden (55.06 +20.069) than nurses who did
not (39.62+25.624), and this difference was statistically
significant (t=-3.229, p=0.002).

4. Discussion

In this study, caring behavior and caring burden and their
relationship with some associated factors among nurses who
cared for patients with COVID-19 in East Guilan public
hospitals were investigated. The results showed that the
mean scores of nurses’ caring behavior were high and they
had good caring behavior. There was not found any similar
study in the literature review to discuss the results of this
study, and it seems that this study is the first study that deals
with this issue. However, to discuss the findings, we tried to
use the most relevant evidence for the findings of the present
study. Results of a study by Asadi et al. (2014) showed nurses’
caring behaviors at the desired level [22]. In addition, results
of another study conducted by Celik et al. (2020), to de-
termine the effect of teamwork attitudes on caring behaviors
of nurses working in surgical clinics in a public hospital in

Anatolia, Turkey, showed that nurses’ perception of caring
behaviors was at a good level [21]. Also, Soriano et al. (2019)
[6] and Calong and Soriano (2018) [26] reported the nurses’
caring behavior was excellent. Optimal status of caring
behavior among nurses who cared for patients with
COVID-19 in the present study, despite the emergence of
this disease and conditions of the country’s hospitals with
a high workload and nonstandard number of nurses relative
to the number of patients [3, 27], indicated high knowledge
and professional skills among nurses.

Findings showed that caring burden among nurses who
cared for patients with COVID-19 was moderate. The re-
searchers did not find a similar study to discuss our finding.
However, the caring burden on caregivers and family
members for some patients has been investigated in several
previous studies. Results of a study conducted by Ebrahi-
mian et al. (2017) indicated a moderate caring burden [11],
which is in line with our findings. Results in another study
conducted by Rezaei et al. (2020) showed that the overall
percentage of caring burden in patients with chronic dis-
orders was 53.28%. The highest percentages of caring burden
were related to dialysis, mental disorders, and Alzheimer’s
disease, respectively; the lowest percentage of caring burden
was related to diabetes [28]. In general, the results of dif-
ferent studies show that caring burden varies in different
diseases, and despite the emergence of COVID-19, it was
expected that the caring burden on nurses in the present
study would be very high. However, the findings indicated
that nurses did not experience more caring burden than
other disease caregivers, which indicated the good knowl-
edge and readiness of nurses to provide care for all patients,
in particular, COVID-19. This finding emphasizes that
having knowledge and awareness makes it easier to deal with
any type of crisis, even when it is emerging. Therefore, it is
necessary and recommended to improve nursing knowledge
and practice through continuous education to empower
nurses.
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TaBLE 5: Relationship between variables with a significance level of less than 0.2 (education history of COVID-19, intention to change job,
job satisfaction level, income status, housing status, responsibility for caring for another person), and caring burden.

95.0% confidence interval for B

Variable B Std. Error Beta t p value Lower bound  Upper bound
Constant 25.001 17.799 — 1.405 0.163 -10.222 60.224
Education 6.225 6.399 0.081 0.973 0.332 -6.437 18.888
History of COVID-19 -11.731 4.271 -0.221  -2.746 0.007 -20.183 -3.278
Intention to change job 14.042 4.936 0.246 2.845 0.005 4.274 23.810
Job satisfaction level —4.489 4.065 -0.100  -1.104 0.272 —-12.534 3.556
Income status —4.357 3.682 -0.102  -1.183 0.239 -11.644 2.929
Housing status 9.620 5.959 0.134 1.615 0.109 -2.172 21.413
Responsibility for another person caring 12.660 9.236 0.112 1.371 0.173 —-5.617 30.937

Findings of the study indicated that there is no signif-
icant relationship between caring behavior among nurses
caring for patients with COVID-19 and some demographic
variables (age, sex, marital status, income, housing status,
number of family members, number of children, re-
sponsibility for caring of another person, work experience,
employment status, shift work, job satisfaction, and in-
tention to change job). However, there is a significant re-
lationship between caring behavior and education status, the
location, and history of COVID-19. In a study conducted by
Kotronoulas et al. (2009), there was no significant re-
lationship between nurses’ demographic characteristics (age,
sex, marital status, clinical work experience, and position)
and understanding of the importance of nurses caring be-
haviors for patients with cancer [29]. In the study conducted
by Asadi et al. (2014), the caring behaviors of nurses working
in intensive care units were not significantly associated with
demographic characteristics (age, sex, marriage, education,
and work experience) [22]. Findings in the present study are
consistent with the mentioned studies in terms of some
demographic characteristics (age, sex, marriage, and work
experience). However, our findings are not consistent with
them in terms of education. Differences in wards and pa-
tients under care can be a justification for this discrepancy.
However, higher education leads to a wider range of vision
and thinking [30] and can lead to more favorable caring
behavior.

In addition, findings in the present study indicated that
the history of COVID-19 has the greatest impact on caring
behavior. This means that nurses who did not have a history
of COVID-19 had a higher mean score for caring behavior
than nurses who had a history of COVID-19. This can be due
to the effect of COVID-19 on the physical and mental ability
of nurses, so that a nurse who is infected with COVID-19,
due to the physical and mental problems related to this
disease, her/his ability to care is reduced, because herself/
himself needs care. Nevertheless, she/he has to go to work
and try to meet the needs of her/his patient, and this causes
her/his caring behavior to be affected and she/he may not be
able to take care of her/his patient, and it disrupts the de-
livery of her/his caring roles.

Also, findings in the present study indicated that there is
no significant relationship between caring burden and some
demographic characteristics (age, sex, education, marital
status, place of living, income status, number of family

members, number of children, responsibility for caring for
another person, work experience, employment, and shift
work). However, there is a significant relationship between
caring burden and housing status, job satisfaction, intention
to change job, and history of COVID-19. The caring burden
experienced by caregivers can be influenced by many factors
[31]. The results of a study showed that age and gender are
factors that can greatly affect the caring burden of a patient
with dementia [32]. In a study conducted by Talebi et al.
(2017), there was a significant relationship between caring
burden and age of the caregiver, so that age of the caregiver
increases and the caring burden increases [30]. In other
studies conducted by Salmani et al. (2014) [33] and Bayoumi
(2014) [34], there was a significant relationship between
caring burden and age of the caregiver, which is not con-
sistent with the results of the present study. The reason for
this discrepancy can be due to the average age of the samples
in the present study with the mentioned studies. As the
majority of samples (85.1%) in the present study were young
and in the range of 21 to 40years, but the average age of
caregivers in the studies was conducted by Talebi et al.
(2017), Salmani et al. (2014), and Bayoumi (2014) was
43.42£7.00, 38.41 £9.04 and 40+ 11.00 years, respectively
[30, 33, 34]. However, with increasing age, person’s physical
ability to care for others decreases and the caring burden
increases [35], and this can be a justification for the in-
consistency of the findings of present study with those
studies.

Findings in the present study also showed that the
history of COVID-19 and the intention to change job have
the greatest impact on caring burden. In this way, nurses
who did not have a history of COVID-19 felt a higher caring
burden than nurses who had this. In the study by Talebi et al.
(2017) [30], there was a statistically significant relationship
between the caring burden and the caregiver’s illness, so that
the caregiver who had the disease herself/himself experi-
enced more caring burden. This finding is not consistent
with the results of the present study. In justifying this
discrepancy, it can be explained that nurses in the present
study who did not have a history of COVID-19 took more
protective measures to avoid getting sick and followed health
protocols more, and they were under more burden. They
were also under pressure to take care of the patients. They
may also feel more pressured because of fear of future
COVID-19. Therefore, this has led to additional pressure
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and more caring burden. Regarding the intention of
changing job, the results showed that nurses who intended to
change their jobs endured a higher caring burden than
nurses who did not. It seems they were reluctant to work in
this profession due to job dissatisfaction and were forced to
attend a work setting and do their job. This forced presence
brought them a lot of pressure and stress, it doubled with
caring for people with COVID-19, and they felt more caring
burden.

The present study, like other studies, has some limita-
tions. The use of questionnaires, which are a self-reporting
method for data collection, is not far from being biased in
response. Although sampling was conducted with the
consent of the staff, the work environment conditions such
as workload, stress, and fatigue of the participants may affect
the quality of their response. Another limitation was con-
ducting research in public hospitals in East Guilan, which
was limited to generalization to other medical centers. It is
suggested that future studies should be conducted to clarify
the relationship between research variables in the wider
statistical population.

5. Conclusion

Findings showed that despite the new emergence of COVID-
19, caring behavior among nurses who cared for patients
with COVID-19 was good, and the caring burden on nurses
was moderate. Despite these results, it is necessary for the
relevant managers to pay special attention to protecting
health workers during a national crisis such as COVID-19,
so that they experience a less caring burden and improve
caring behavior.

Data Availability

The data set generated in this study is available upon rea-
sonable request from the corresponding author.

Ethical Approval

The Ethics Committee of Guilan University of Medical
Sciences (ethics ID IR.GUMS.REC.1399.648) in Iran ap-
proved this research. The study was performed in accor-
dance with the ethical standards as laid down in the
Declaration of Helsinki and its later amendments or com-
parable ethical standards.

Consent

Written informed consent was obtained from all nurse
participants included in the study.

Conflicts of Interest

The authors declare that they have no conflicts of interest
associated with this manuscript.

Nursing Research and Practice

Authors’ Contributions

AD is the first researcher and corresponding author who
wrote the study proposal, supervised data collection, and
analyzed the data. SMF as the coauthor was involved in the
study design, data collection, analysis, and interpretation of
the data. All authors have read and approved the
manuscript.

Acknowledgments

The authors wish to sincerely thank all nurses who partic-
ipated in the study.

References

[1] J. T. Wu, K. Leung, and G. M. Leung, “Nowcasting and
forecasting the potential domestic and international spread of
the 2019-nCoV outbreak originating in Wuhan, China:
a modelling study,” The Lancet, vol. 395, no. 10225,
pp. 689-697, 2020.

[2] S. B. Im, S. L. Baumann, M. Ahn et al., “The experience of

Korean nurses during the Middle East Respiratory Syndrome

outbreak,” Nursing Science Quarterly, vol. 31, no. 1, pp. 72-76,

2018.

Z. Sadeghian, N. Shahgholian, and A. Dashti- Dehkordi,

“Perspective of Hemodialysis patients and nurses in relation

with caring behaviors,” Nurs Midwifery ], vol. 15, no. 9,

pp. 659666, 2017.

M. Kili¢ and G. Oztung, “Comparison of nursing care per-

ceptions between patients who had surgical operation and

nurses who provided care to those patients,” International

Journal of Communication Systems, vol. 8, no. 3, pp. 625-632,

2015.

[5] C. A. Porter, M. Cortese, M. Vezina, and J. J. Fitzpatrick,
“Nurse caring behaviors following implementation of a re-
lationship centered care professional practice model,” In-
ternational Journal of Communication Systems, vol. 7, no. 3,
pp. 818-822, 2014.

[6] G. P. Soriano, F. C. T. Aranas, and R. S. O. Tejada, “Caring
behaviors, spiritual, and cultural competencies: a holistic
approach to nursing care,” Bedan Research Journal, vol. 4,
no. 1, pp. 98-115, 2019.

[7] S. Joolaee, F. Rasti, S. Ghiyasvandian, and H. Haghani,
“Patients’ perceptions of caring behaviors in oncology set-
tings,” IJNR, vol. 9, no. 1, pp. 59-67, 2014.

[8] S.  Salimi, A. Azimpour, M. Fesharaki, and
S. Mohammadzadeh, “Nurses’ perception of importance of
caring behaviors and its determinant factors,” Nurs Midwifery
J, vol. 10, no. 1, pp. 49-60, 2012.

[9] T. Goziitok Konuk and D. Tanyer, “Investigation of nursing
students’ perception of caring behaviors,” Journal of Caring
Sciences, vol. 8, no. 4, pp. 191-197, 2019.

[10] E. Baljani, N. Azimi, and A. Hosseinloo, “Survey on nurses’
perception of the importance of caring behaviors and factors
affecting its provision,” Evidence Based Care, vol. 2, no. 2,
pp. 13-21, 2012.

[11] A. Ebrahimian, M. Nobahar, E. Namvar, and M. Fallahi,
“Caregiver burden and related factors in nursing students,”
Koomesh, vol. 19, no. 2, pp. 353-363, 2017.

[12] A. Abbasi, H. Asayesh, H. Rahmani et al., “The burden on
cargivers from hemodialysis patients and related factors,”

[3

[4

5RO SUOLILLIOD) 9A1IEaID 3|qedl [dde ay Ag pausenob ale sajoie YO ‘asn Jo SanJ Joj Areld 1 auluQ AS|IAN UO (SUO I IPUOD-pUR-SLLLIBIWID A3 1M AReiq 1 pU1UO//SdNIY) SUORIPUOD pue SWB | 8y 38S *[7202/0T/c2] uo ARriqiauliuo A|Im ‘Ariqi] AsBAIUN |pUI0D Ad 0/8/958/€202/SSTT OT/I0p/Wod A3 1M Arelq i puljuo//sdiy wouy papeojumod ‘T ‘€202 ‘€S0



Nursing Research and Practice

Journal of Research Development in Nursing and Midwifery,
vol. 8, no. 1, pp. 26-33, 2011.

[13] R. Harding, W. Gao, D. Jackson, C. Pearson, J. Murray, and
L. J. Higginson, “Comparative analysis of informal caregiver
burden in advanced cancer, dementia, and acquired brain
injury,” Journal of Pain and Symptom Management, vol. 50,
no. 4, pp. 445-452, 2015.

[14] H. Kibret, B. Tadesse, A. Debella, M. Degefa, and
L. D. Regassa, “Level and predictors of nurse caring behaviors
among nurses serving in inpatient departments in public
hospitals in Harari region, eastern Ethiopia,” BMC Nursing,
vol. 21, no. 1, pp. 76-77, 2022.

[15] F. H. Oskouie, F. Rafii, and M. Nikravesh, “Major De-
terminants of caring behavior,” Harward Health Policy Re-
view, vol. 7, no. 1, pp. 6-16, 2006.

[16] M. W. Smith, P. W. Smith, C. J. Kratochvil, and

S. Schwedhelm, “The psychosocial challenges of caring for

patients with Ebola virus disease,” Health Security, vol. 15,

no. 1, pp. 104-109, 2017.

World Health Organization, Critical Preparedness, Readiness

and Response Actions for COVID-19: Interim Guidance,

World Health Organization, Geneva, Switzerland, 2020,

https://apps.who.int/iris/handle/10665/331511.

Ministry of Health and Medical Education, “National in-

structions of new coronavirus (ncov-2019),” 2020, http://

medcare.behdasht.gov.ir/uploads/guild_line_Corona_v2.pdf.

[19] A. Klarare, M. Soderlund, A. Wikman, J. McGreevy,
E. Mattsson, and A. Rosenblad, “Caring Behaviors Inventory-
24: translation, cross-cultural adaptation and psychometric
testing for use in a Swedish context,” Human Resources for
Health, vol. 19, no. 1, pp. 11-17, 2021.

[20] Y. Wu, J. H. Larrabee, and H. P. Putman, “Caring behaviors

inventory A reduction of the 42-item instrument,” Nursing

Research, vol. 55, no. 1, pp. 18-25, 2006.

G. K. Celik, S. Taylan, S. D. Guven, H. Cakir, M. Kilig, and

C. A. Akoglu, “The relationship between teamwork attitudes

and caring behaviors among nurses working in surgical

clinics: a correlational descriptive study,” Nigerian Journal of

Clinical Practice, vol. 22, no. 6, pp. 849-854, 2019.

[22] S. E. Asadi and R. Shams Najafabadi, “Nurses’ perception of
caring behaviors in intensive care units in hospitals of
Lorestan University of Medical Sciences,” International
Journal of Medical Surgical Nursing, vol. 3, no. 3, pp. 170-175,
2014.

[23] A. Abbasi, M. Shamsizadeh, H. Asayesh, H. Rahmani,
S. A. Hosseini, and M. Talebi, “The relationship between
caregiver burden with coping strategies in Family caregivers
of cancer patients,” International Journal of Palliative Nursing,
vol. 1, no. 3, pp. 62-71, 2013.

[24] M. Marvardi, P. Mattioli, L. Spazzafumo et al., “The Caregiver

Burden Inventory in evaluatingthe burden of caregivers of

elderly demented patients: results froma multicenter study,”

Aging Clinical and Experimental Research, vol. 17, no. 1,

pp. 46-53, 2005.

A. Shafiezadeh, M. Heravi-Karimoo, N. Rejeh, H. Sharif Nia,

and A. Montazeri, “Translation and primarily validation of the

Persian version of caregiver burden inventory,” Payesh,

vol. 18, no. 4, pp. 405-414, 2019.

K. A. Calong Calong and G. P. Soriano, “Caring behavior and

patient satisfaction: merging for satisfaction,” International

Journal of Communication Systems, vol. 11, no. 2, pp. 697-703,

2018.

[27] F. Rafii, M. E. Hajinezhad, and H. Haghani, “Nurse caring in
Iran and its relationship with patient satisfaction,” The

[17

[18

[21

(25

(26

(28]

(29]

(30]

(31]

(32]

(33]

(34]

(35]

11

Australian Journal of Advanced Nursing, vol. 26, no. 2,
pp. 75-84, 2007.

H. Rezaei, S. H. Niksima, and R. Ghanei Gheshlagh, “Burden
of Care in Caregivers of Iranian patients with chronic dis-
orders: a systematic review and meta-analysis,” Health and
Quality of Life Outcomes, vol. 18, no. 1, pp. 261-311, 2020.
G. Kotronoulas, C. Papadopoulou, and E. Patiraki, “Nurses
‘knowledge, attitudes, and practices regarding provision of
sexual health care in patients with cancer: critical review of the
evidence,” Supportive Care in Cancer, vol. 17, no. 5,
pp. 479-501, 2009.

M. Talebi, P. Rezasoltani, E. Kazemnezhad, and N. Mokhtari
Lakeh, “Caregiver burden and its related factors in caregivers
of hemodialysis patients: a descriptive-analytical study,”
Avicenna Journal of Nursing Midwifery Care, vol. 25, no. 1,
pp. 83-95, 2017.

H. Jafari, A. Ebrahimi, A. Aghaei, and A. Khatony, “The
relationship between care burden and quality of life in
caregivers of hemodialysis patients,” BMC Nephrology, vol. 19,
no. 1, pp. 321-328, 2018.

A. Wennberg, C. Dye, B. Streetman-Loy, and H. Pham,
“Alzheimer’s patient familial caregivers: a review of burden
and interventions,” Health and Social Work, vol. 40, no. 4,
pp. 162-169, 2015.

N. Salmani, T. Ashketorab, and S. . h. Hasanvand, “The
burden of caregiverand related factorsof oncology,” Advanced
nursing midwifery, vol. 24, no. 84, pp. 11-18, 2014.

M. M. Bayoumi, “Subjective burden on family carers of he-
modialysis patients,” Open Journal of Nephrology, vol. 04,
no. 02, pp. 79-85, 2014.

G. Ghane, M. Ashghali Farahani, N. Seyedfatemi, and
H. Haghani, “Effectiveness of supportive educative program
on the burden on family caregivers of hemodialysis patients,”
Nursing Midwifery Journal, vol. 14, no. 10, pp. 885-895, 2017.

85URD17 SUOWWOD BAReR1D 3|cedl|dde au Aq pauRA0D 818 S3OIMR YO ‘88N JO S9N 404 AReiq1 T BUIUO A1V UO (SUO R IPUOD-PUR-SLLLBH D" A3 | 1M ARRAq)1BUI|UO//SHRY) SUORIPUOD pUe SWB L 8U3 89S *[7202/0T/c2] Uo Ariqiauluo Ao|im ‘Ariqi AiseAN (RUI0D Aq 028.958/6202/SSTT OT/I0p/W0d"AB| 1M AReiq | Ul juo//sdny Wwoly papeojumod ‘T ‘€202 ‘€S0L


https://apps.who.int/iris/handle/10665/331511
http://medcare.behdasht.gov.ir/uploads/guild_line_Corona_v2.pdf
http://medcare.behdasht.gov.ir/uploads/guild_line_Corona_v2.pdf

Hindawi

Nursing Research and Practice

Volume 2023, Article ID 1806909, 9 pages
https://doi.org/10.1155/2023/1806909

Research Article

@ Hindawi

Healthcare Workers’ SARS-CoV-2 Infections in Four Hospital
Outbreaks during Delta Variant Prevalence in Sydney, Australia

Danielle Hutchinson (9, Mohana Kunasekaran (,! Haley Stone ,! Xin Chen®),’
Ashley Quigley ©,' Aye Moa(,' and C. Raina MacIntyre ®"?

!Biosecurity Program, The Kirby Institute, Faculty of Medicine, University of New South Wales, Sydney, NSW 2052, Australia
2College of Public Service & Community Solutions, Arizona State University, Tempe, AZ 85004, USA

Correspondence should be addressed to Danielle Hutchinson; dani.hutchinson@protonmail.com
Received 5 May 2022; Revised 7 July 2023; Accepted 29 August 2023; Published 14 September 2023
Academic Editor: Judie Arulappan

Copyright © 2023 Danielle Hutchinson et al. This is an open access article distributed under the Creative Commons Attribution
License, which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly
cited.

Background. Healthcare workers (HCWs) are at risk of SARS-CoV-2 infections due to occupational exposure. The use of
airborne personal protective equipment (PPE) significantly reduces this risk. In June 2021, an epidemic of the Delta variant
began in New South Wales (NSW), Australia. Concurrent PPE guidelines, set by the Clinical Excellence Commission (CEC),
restricted the use of respirators. Objective. To understand the relationship of PPE guidelines with workplace-acquired HCW
SARS-CoV-2 infections in different clinical settings and to examine the relationship between rates of community transmission
and workplace-acquired HCW infections during the Delta outbreak in NSW. Methods. Total SARS-CoV-2 HCW infections
between 13 June and 30 October 2021 (first four months of the Delta wave) were estimated from the government COVID-19
surveillance reports and compared with the surveillance reports of community transmission. In the absence of a detailed
reporting of HCW infections, open-source data including news articles, media releases, and epidemiological surveillance
reports were also collected. Data were extracted on HCW cases of SARS-CoV-2 from four hospitals, including the number of
HCW cases (per NSW Health definition), clinical setting, PPE guidelines, and evidence of increasing local transmission.
Results. SARS-CoV-2 infections in HCW identified as workplace-acquired infections (n=177) and those without a known
transmission source (n =532) increased during the period of increasing community transmission (n =75,014) in NSW. Four
hospital COVID-19 clusters affecting 20 HCW's were identified between June and October 2021. HCW clusters occurred in
general wards where staff were recommended to wear surgical masks. No workplace-acquired HCW infections were reported
in these hospitals from critical care wards, where respirators were recommended during the same outbreak weeks. Conclusions.
Differences in PPE policy across different wards may leave healthcare staff at risk of SARS-CoV-2 infection. During periods of
high community transmission, respirators should be provided to protect hospital staff. Formal reporting of HCW infections
should occur.

1. Introduction

Since the emergence of COVID-19, the disease caused by the
SARS-CoV-2 virus, in December 2019, more than 495
million cases have been confirmed globally [1]. In New South
Wales (NSW), Australia, an epidemic of the Delta variant in
Sydney, Australia, began in June 2021 and spread to all
regions of NSW [2]. Healthcare workers (HCWs) are at
higher risk of contracting COVID-19 due to occupational
exposure and may have not have had access to adequate

personal protective equipment (PPE) early in the pandemic
due to the denial of airborne transmission of the virus [3].

The World Health Organization (WHO) has identified
HCWs as a group at increased risk of becoming infected with
SARS-CoV-2 due to the increased likelihood of exposure
through contact with people infected with the virus [4]. This
risk increases with increasing levels of community trans-
mission [4]. In September 2021, WHO estimated HCW
deaths due to COVID-19 between 80,000 and 180,000
globally, with a likely estimate of 115,500 deaths [4]. In the
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Australian context, it has been shown that HCWs have up to
three times the risk of infection compared with the general
population, and there have been multiple hospital outbreaks
throughout the pandemic [5]. During the first six months of
the pandemic, the rate of HCW infection was 90/100,000, the
overall population infection was 34/100,000, and HCWs
comprised of an estimated 6.03% of all reported infections
[5]. In the Australian state of Victoria, over 4000 health and
aged care workers became infected in 2020, with at least 69
percent of infections acquired at the workplace [6].

Transmission of SARS-CoV-2 is airborne [7]. In per-
forming routine care with prolonged patient contact and
working within a contaminated indoor environment, HCWs
are at risk of COVID-19 exposure in the workplace [8].
HCWSs may then cause ongoing transmission to their co-
workers, patients, their families, and community members
[8]. The use of masks and respirators, has been shown to
significantly lower the rate of COVID-19 infection among
HCWs [9].

The NSW Department of Health policy regarding the use
of PPE is informed by the guidelines set by the Clinical
Excellence Commission (CEC) [10]. During the COVID-19
pandemic, HCWs have been required to use “contact and
airborne precautions” (P2/N95 respirator and eye pro-
tection) when providing care to patients with confirmed or
suspected COVID-19, or if determined a close contact by the
Public Health Unit (PHU) [10]. At the start of the Delta
outbreak (version 1.1 of guidelines [10]), staff working in the
critical care wards, including emergency departments, in-
tensive care units, and designated COVID-19 wards, were
required to use respiratory PPE, while staff working in other
clinical areas (noncritical care) were required to wear sur-
gical masks when performing patient care during periods of
moderate community transmission [10]. These guidelines do
not account for the presence of asymptomatic infection
among staff and patients. Furthermore, restrictive guidelines
and shortages of respirators in the NSW hospital system led
to some frontline HCWs to use surgical masks or PPE that
had not been fit-tested [11]. In NSW, there is no formal
reporting of HCW infections. Therefore, in this study, media
articles and other publicly available data were searched for
reports of hospital outbreaks.

L.1. Objective. The objective of this study is twofold: first, to
investigate the relationship between PPE guidelines and
workplace-acquired HCW SARS-CoV-2 infections at dif-
ferent clinical settings within hospitals, in the absence of
a formal reporting of HCW infections; and second, to ex-
amine the correlation between rates of community trans-
mission and HCW infections.

2. Methods

2.1. Data Collection. In the absence of formal, public
reporting of workplace-acquired HCW infections in NSW,
open-source data can provide valuable information on
workplace outbreaks, although it may be limited with regard
to completeness of case information [5].
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We searched for open-source reports of HCW clusters of
SARS-CoV-2 infections in hospitals in NSW, Australia,
between 13 June 2021 (the start of the epidemiological week
in which the first case of Delta variant of SARS-CoV-2 was
reported in NSW [12]) and 30 October 2021.

We conducted a study with a retrospective comparative
analysis using open-source data to identify HCW clusters in
the Delta variant epidemic in NSW in 2021. In addition, we
compared the PPE policy implementation across the affected
and nonaffected wards in the same hospitals.

2.1.1. Identifying HCW Infections in NSW. Total SARS-
CoV-2 HCW infections between 13 June 2021 and 30
October 2021 were collated using information from the
State COVID-19 surveillance reports (Table 1) [8, 12-14].
In NSW surveillance reports, HCWs were defined as
medical and nursing staft, administrative and support staff,
paramedics, laboratory technicians, pharmacists, and
cleaners [2]. For this study, this definition is maintained.
The state PHU designates the source of HCW infections
following a case investigation [6]. Attribution to workplace
acquisition of SARS-CoV-2 may be difficult in periods of
high levels of community transmission; therefore, both
“possible” and “unknown” cases (Table 1) have been in-
cluded in Figure 1.

2.1.2. Identifying HCW Workplace Outbreaks in NSW during
the Delta Epidemic. Open-source data were collected for
NSW, Australia, including media articles, hospital and
state government media releases, and state government
epidemiological surveillance reports, and were reviewed
to identify workplace-acquired HCW infections between
13 June and 30 October 2021. The cohort study data
collection began on 15 August 2021 and continued
through 30 October 2021. A line list of reported positive
cases was created with information including infection
source, date of reported case, location including specific
wards, policies relating to PPE, and vaccination coverage
(see Table S1 in appendix). No identifying information
was available or recorded. A Google search was conducted
using the following keywords: (healthcare worker OR
nurse OR hospital personnel) AND (NSW OR Sydney)
AND (COVID-19 OR COVID OR coronavirus OR Delta
OR SARS-CoV-2) AND (hospital OR ward) AND (out-
break OR cluster). The first six pages of each Google
search were reviewed.

2.2. Inclusion and Exclusion Criteria for HCW Clusters.
HCW clusters were defined as two or more cases of
COVID-19 in the same healthcare facility within one week
(Table 2). Critical care wards are defined as emergency
departments, intensive care units, and designated
COVID-19 wards, and noncritical care wards are defined as
other wards providing clinical inpatient care.

HCW clusters were included if complete information
was available about the hospital, the number of HCWs
infected with documented transmission occurring at the
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TaBLE 1: NSW HCW SARS-CoV-2 infections by attributed source (13 June 2021 to 30 Oct, 2021) [8, 12-14].

Reporting period 13 June 2021 to 30 October, 2021

P &P (epidemiological weeks 25-43)
Dominant strain Delta
Vaccination High rates of vaccination among HCW
Workplace-acquired cases™ 177
Community-acquired cases* 181
Unknown source* 532
Total HCW with COVID-19 890
Total cases with COVID-19 in NSW 75,014

*As assessed by NSW Health. Criteria for attributing place of infection not available.
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FI1GURE 1: The number of HCW SARS-CoV-2 infections in NSW (13 June 2021 to 30 October 2021) (n =890). Data source: COVID-19 in
Healthcare workers in NSW. NSW Department of Health Health. COVID-19 weekly surveillance reports - Archive. NSW Department of
Health. COVID-19 in NSW. NSW Department of Health. Coronavirus (COVID-19) case numbers and statistics. Australian Government

Department of Health.

workplace, dates, and the ward type (Table 2). The PPE
policy was as per the CEC guidelines unless otherwise stated
by the hospital. Vaccination coverage was obtained by open-
source media reports or hospital press releases. To establish
an increased likelihood of HCW exposure to COVID-19
across all wards (including emergency department pre-
sentations), a criterion for inclusion was that the cluster
occurred in the week/s following a documented increase in
community transmission (Table 2). This was determined by
the designation of local government areas (LGAs) of concern
or suburbs of concern by the NSW Department of Health,
through manual search of the daily NSW Health media
releases and the weekly epidemiological reports [12, 17].
NSW Health used COVID-19 case data, vaccination cov-
erage, and movement trends in the local area to determine
LGAs of concern [18]. Inclusion and exclusion criteria and
the results are shown in Table 2.

2.3. Data Analysis. Analysis and reporting were performed
by using Strengthening the Reporting of Observational
Studies in Epidemiology (STROBE) guidelines for epide-
miological studies [19]. Data collected for analysis focused
on the HCW in four tertiary care hospitals located in
Sydney during the Delta epidemic in 2021. The four hos-
pitals were selected due to well-reported outbreaks among
health workers, including publicly available details on the
type of wards involved.

A descriptive analysis was conducted, and case counts
were compared between noncritical care wards and
critical care wards within the same hospital over the same
period.

Total SARS-CoV-2 community and HCWs confirmed
infections between 13 June 2021 and 30 October 2021 were
collated using information from the state and common-
wealth COVID-19 surveillance reports.
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FI1GURE 2: The total number of SARS-CoV-2 infections in NSW (13 June 2021 to 30 October 2021) (n=75,014). Data source: COVID-19

Weekly Surveillance in NSW, NSW Department of Health, 2021.

3. Results

3.1. HCW Infections in NSW. Total SARS-CoV-2 HCW
infections between 13 June 2021 and 30 October 2021 are
shown in Table 1 [8, 12-14]. There were 890 cases in
HCW in that period. The source of HCW infections is
designated by the state PHU following case investigation,
without further information about how the source was
ascertained [6]. The majority of HCW infections
(n=532) were classified as “unknown source,” followed
by community-acquired cases (n=181) and workplace-
acquired cases (n=177) [8, 12-14].

During epidemic periods, HCWs in NSW have had an
increase in workplace-acquired infections (Figure 1). There
had been 890 healthcare workers diagnosed with COVID-19
in the Delta outbreak by 30 October 2021 (epidemiological
week 43), and of those, 42.1% (n = 375) were vaccinated with
two doses of COVID-19 vaccine, 11.3% (n=101) had re-
ceived one dose, and 46.5% (n =414) were unvaccinated [2].
The overall vaccination rate of HCWs in Sydney metro-
politan hospitals as of 31 August 2021 was recorded as
follows: 81% of HCWSs had received two doses and 5% had
received one dose [20].

3.2. HCW Workplace Outbreaks in NSW during Delta
Epidemic. We identified six HCW outbreaks involving 25
infected HCWs, of which four met the inclusion criteria
[21-27]. Table 3 shows that HCW outbreaks corresponded
with the increasing community transmission by the local
government area (LGA) [12, 28]. Vaccination rates were
high compared to the community [20, 26, 29, 30]. The wards
associated with the HCW clusters were general and non-
critical care wards, including acute aged care, neurology,
oncology, and orthopedic [21-27]. HCWs used surgical
masks for patient care episodes on the affected wards, as per
the CEC guidelines. Across the same weeks, there were no

clusters identified in critical care wards (ICU and emer-
gency), where HCWs were provided respirator masks for
patient care [21-27].

3.2.1. Hospital A 23-30 July 2021 (Epidemiological Week 31).
The hospital A cluster was reported on 24 July with the index
case of a partially vaccinated nurse who worked across two
wards whilst infectious, neurology and geriatrics [31].
During the week from 23 July to 30 July 2021 (epidemio-
logical week 31), there were seven workplace-acquired in-
fections among HCWs in these two wards [22, 23]. During
the same period, there were no HCW infections in critical
care wards [23], despite the likely exposure to COVID-19-
positive patients due to the increasing community trans-
mission. The relevant LGA was designated an LGA of
concern from 18 July 2021 due to the rising community
transmission [12]. Following this outbreak, all clinical staffs
were required to wear full respiratory PPE [22]. At the time
of the hospital A cluster, the vaccination rates for the staff
were greater than 50% [29].

3.2.2. Hospital B 13-20 August 2021 (Epidemiological Week
33). The hospital B cluster was reported on 14 August, with the
index case of an oncology patient who tested positive on 13
August [25]. Subsequently, five other oncology patients and
two staff members were tested positive [25]. The staff members,
a nursing unit manager and a junior medical officer, were both
tully vaccinated [25]. During the same period, there were no
reported HCW infections on critical care wards [20]. The
surrounding area was designated an LGA of concern on 28 July
2021, due to the rising community transmission [32]. While
vaccination rates were unable to be sourced for the relevant
epidemiological week, it was documented on 31 August 2021
that across all Sydney metropolitan hospitals, staff vaccination
rates were 81% fully vaccinated (two doses) and 5% partial
vaccination (one dose) [20].
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3.2.3. Hospital C 14-21 August 2021 (Epidemiological Week
33). The hospital C cluster was reported on 14 August, with
an unknown index case. The first four cases of staff members
in this cluster who tested positive for workplace-acquired
COVID-19 were reported on 14 August [21]. During the
week of 14-21 August (epidemiological week 33), eight
HCWs were infected across the oncology and orthopedic
wards; however, no HCW infections were reported in the
critical care wards in the hospital [15, 21, 26]. The sur-
rounding area was designated an LGA of concern from 8
August [33]. Following the outbreak, the hospital C required
all staff to use respiratory protection during clinical in-
teractions [21, 27]. Staff vaccination rates at hospital C were
reported to be 70% at the time [26].

3.2.4. Hospital D 9 September 2021 (Epidemiological Week
36). The hospital D cluster was reported on 9 September,
when two patients and three nurses tested positive in the
geriatric ward [24]. Following this outbreak, staft were re-
quired to increase PPE levels for safety purposes [24], and no
turther cases were reported. During the same period of
increasing community transmission in the surrounding area
[28], there were no workplace-acquired infections reported
in the critical care wards of hospital D. Staff vaccination
coverage was 92% at the relevant time [30].

4. Discussion

There is variable public reporting of HCW infections due to
workplace exposure to SARS-CoV-2. Due to this, we utilized
open-source data to extract more detailed information on
workplace outbreaks [5]. There were 171 HCW infections
attributed to workplace-acquired sources by NSW Health,
and this study examines outbreaks involving 20 of those
cases. This is a descriptive study; therefore, while associa-
tions may be drawn, positive correlations with statistical
significance have not been established.

We have shown that differences in PPE policy across
different wards may contribute to healthcare staff risk of
SARS-CoV-2 infection. The guidelines in operation during
the study period recommended airborne precautions in
critical care wards and no workplace-acquired infections in
these settings were reported in open-source media or publicly
available reports. In contrast, reported outbreaks occurred in
general wards (geriatric, neurology, oncology, and orthope-
dics) where surgical masks were recommended during the
same periods of high community transmission. Exposure of
HCWs in emergency departments, intensive care units, and
COVID-19 wards was likely, due to the high levels of com-
munity transmission; however, there were no HCW clusters
reported in open-source media or publicly available reports in
these clinical areas during that time. The guidelines used in
NSW assumed that airborne transmission only occurs in se-
lected situations such as aerosol-generating procedures; how-
ever, SARS-CoV-2 is airborne [7]. Approximately 35% of
infections present as asymptomatic [34], and in addition, the
presymptomatic stage of infection is highly contagious [35];
therefore, in times of increasing community transmission,

precautionary PPE should be available. With a high rate of
hospital staff vaccination in the Sydney metropolitan area, it is
possible that the differences seen in this study could be at-
tributed to differences in the types of PPE used in the differing
clinical areas.

Australian HCWs are up to three times more likely to have
SARS-CoV-2 infection than the general population [5, 6]. The
Victorian second wave in 2020 reported that 63.4% of cases
were acquired in a healthcare setting, 19.3% in the community,
and 17.3% were unable to be determined [6]. In NSW, there
was less information about attribution and almost half were
classified as “unknown” sources. This suggests a potential at-
tribution bias, which may function to minimize the true picture
of workplace transmission in NSW hospital settings, and could
underestimate the impact of inadequate use of PPE.

There were high rates of HCW vaccination in NSW, in
part due to eligibility, and also as a public health order
mandating COVID-19 vaccination at least one dose of
a COVID-19 vaccine by 30 September 2021 and both doses by
30 November 2021, as a condition of employment [36]. At the
time, two doses of the COVID-19 vaccine were considered
“fully vaccinated.” By 31 August 2021, staff in metropolitan
hospitals in Sydney had a vaccination rate of 81% vaccinated
with two doses and 5% partial vaccination (one dose) [20].
However, it has been shown in other locations that even in
highly vaccinated healthcare workforce, vaccine effectiveness
decreases over time, in part due to characteristics of the
circulating variant and in part due to waning immunity [37].
Vaccination should not be the only focus of COVID-19
control in high-risk settings such as hospitals, and respirators
should be prioritized to protect HCW [37].

The WHO formally acknowledged that SARS-CoV-2
was spread through airborne transmission in May 2021 [7].
During times of increasing community transmission, HCW's
are at a higher risk of acquiring workplace infections [5].
Changes in guidelines governing the provision of PPE can be
expected to follow. In June 2021, the Infection Control
Expert Group (ICEG) published national guidelines for the
use of face masks by HCW in Australia [38]. The guidelines
stated that respirator and eye protection should be used if the
patient was known or suspected to be COVID-19 positive, if
there was a current transmission in the community (espe-
cially if there were unlinked cases), if the duration of care
was prolonged or at close proximity if there were other
transmission risk factors such as the patient coughing or
shouting, or if there was inadequate ventilation or sudden air
movements (including a door opening or closing) [38].

The Clinical Excellence Commission in NSW updated the
infection control and PPE guidelines on several occasions in
2021; however, the recommendations regarding the use of
NO95/P2 respirators did not change [10]. Therefore, it
remained in the NSW hospital system that airborne pro-
tection (the use of N95 and eye protection) was to be used
with patients with suspected or confirmed COVID-19 or close
contact with COVID-19 cases as determined by the PHU [10].

These guidelines may not have been sufficient to protect
HCWs in noncritical care wards during the pandemic [11].
Following the HCW clusters and severe staffing shortages,
the relevant local health districts (LHDs) moved
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independently to require their workforce to wear PPE during
all clinical interactions, overriding the CEC guidelines
[21, 22, 24, 27]. Burnout, illness, and mass furloughing have
created severe health workforce shortages during the pan-
demic. Therefore, there is a benefit beyond the protection of
the individual to mitigating the airborne transmission of
SARS-CoV-2 in healthcare facilities.

5. Limitations

The lack of formal reporting on health worker infections ne-
cessitated the use of open-source data for this study. Although
the number of HCW cases was provided in Health
bulletins, other information was not available, and the attri-
bution of the source of infection was not described, with the
majority of cases classed as “unknown.” Compliance with the
outbreak measures by HCWs was also assumed and it is
unknown what strategies were employed to measure it. The
quantitative measure of compliance rates and qualitative data
on the reasons for compliance with infection control measures
could provide more depth to our understanding of the
transmission of the SARS-CoV-2 virus among HCWs in
a tertiary hospital setting. Further limitations to the study
include the use of open-source data, including media articles,
government reports, and documents, which may vary in
completeness of case information and impact validity. The
quality of the data used may be further improved by verifi-
cation of the open-source data by hospital authorities or formal
reports being issued, similar to the state of Victoria. This study
conducted a descriptive analysis by comparing case counts of
workplace-acquired HCW SARS-CoV-2 infections in non-
critical care wards and critical care wards within the same
hospital over the same period, as well as investigating HCW
infections at times of increasing community transmission.
While the variables under study (lack of policy requirement to
use respirators in the work environment and workplace-
acquired infection and community transmission and HCW
infections) appear to have a relationship, no statistical analysis
was performed, and therefore, a positive correlation between
the variables cannot be concluded.

6. Conclusions

In this descriptive study, we analysed four hospital outbreaks
affecting 20 HCWs during the Delta wave of SARS-CoV-2 in
Sydney, Australia. All the identified HCW clusters were in
general wards who utilized surgical masks as PPE. Differences
in PPE policy across different wards may leave healthcare staft
at a disproportionate risk of SARS-CoV-2 infection. All hos-
pital HCWs should be provided with respirators during periods
of increasing community transmission of SARS-CoV-2. To
meet work health and safety obligations toward HCW,
healthcare-acquired infections should be reported.

Data Availability

The data that support the findings of this study are derived
from public resources, namely, media articles, press releases,
and government surveillance reports, which are openly
available at locations cited in the reference section.
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Aim. To further evaluate the postoperative recovery profile regarding its psychometric properties. Background. The postoperative
recovery profile is an instrument for the self-assessment of general postoperative recovery that has received increased attention
within nursing research. However, psychometric evaluation during development was sparse. Design. Psychometric evaluation was
done using classical test theory. Method. Data quality, targeting, reliability, and scaling assumptions were measured. In addition,
confirmatory factor analysis was used to evaluate construct validity. Data collection was made during 2011-2013. Result. Data
derived from this study showed acceptable quality; however, item distribution was skewed, with ceiling effects in the majority of
items. Cronbach’s alpha showed high internal consistency. Item-total correlations indicated unidimensionality, whereas six items
demonstrated high correlations pointing at redundancy. The confirmatory factor analysis confirmed problems related to di-
mensionality as the five proposed dimensions were highly correlated with each other. Furthermore, items were largely un-
correlated with the designated dimensions. Conclusion. This study shows that the postoperative recovery profile needs to be
further developed to serve as a robust instrument within nursing as well as medical research. Arguably, values from the instrument

should not be calculated at a dimensional level for the time being because of discriminant validity issues.

1. Introduction

Recovery after a surgical intervention has different meanings
depending on whom it concerns. For the anesthesiologist,
recovery means the return of vital reflexes when awakening
from anesthesia [1, 2]. For a surgeon, short-term recovery
equals home-readiness, while long-term recovery is condi-
tioned by normal functioning and the resumption of normal,
daily activities [3]. Consequently, there are several in-
struments measuring postoperative recovery from different
points of view. However, patient-reported outcomes
(PRO.s) are of utmost importance when measuring post-
operative recovery; consequently, several instruments have
been developed with that purpose during the past decades.

Patient-reported outcomes are measures that concern
patients’ health, quality of life, or functional status associated
with healthcare or treatment and are reported by patients
themselves [4]; (p.62). Acknowledging PROs can contribute
to the delivery of high-qualitative, patient-centred care, and
for this purpose, the need for patient-reported outcome
measures (PROM) have increased. Using PROMs will

provide a better understanding about the impact surgery has
on patients’ lives [5]. This, together with medical im-
provements, can advance the field of surgical care. Within
the sphere of surgical research, there are numerous PROMs
frequently used, for example, the Medical Outcome Study
36-Item Short-Form Health Survey (SF-36) [6]; the Euro-
QoL 5-Dimensions (EQ-5D) [7]; and the European Orga-
nization for Research and Treatment of Cancer Quality of
Life Questionnaire (EORTC-QLQ) [8]. However, these are
generic measures of health and should not be used if
postoperative recovery is the specific outcome of interest.
Instead, instruments that are developed with that specific
purpose needs to be used and, most importantly, such in-
struments should be valid and reliable. Despite this, the
majority of instruments are claimed to fail in robustness,
leading to uncertainties when using the information pro-
vided [9]. In a systematic review aiming at evaluating
psychometric properties of PROMs used in research for
measuring recovery after abdominal surgery, Fiore et al. [10]
found 22 different PROMs. In the review, 74% of the PROMs
received only poor or fair quality ratings. Most frequently
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appraised were the three versions of quality of recovery
(QOR-9, QOR-15, and QOR-40) and the abdominal surgery
impact scale (ASIS); however, both instruments showed
significant limitations regarding psychometric properties,
except for the ASIS, which showed a high content validity.
The use of PROMs for the evaluation of postoperative re-
covery is highly relevant. However, using instruments that
are developed for a different reason or are poorly func-
tioning might be counterproductive and result in low-
quality care and reduced opportunities for enhancing pa-
tients’ recovery. Most importantly, it will not benefit the
patients.

One PROM that has increased in use within nursing
research during recent years is the postoperative recovery
profile (PRP) by Allvin et al. [11]. The instrument has been
used for patients recovering from general and orthopedic
surgery [12-15], heart and lung transplantation [16, 17],
upper abdominal cancer surgery [18], gastric bypass [19],
colorectal cancer surgery [20-22], trauma [23], and coronary
artery bypass grafting [24]. The PRP was developed in
Sweden, but the instrument has also been translated and
used in the United States [25]. In the systematic review by
Fiore et al. [10], the PRP received high ratings regarding
content validity, but it could not be judged regarding an-
other psychometric aspect since information in published
studies from the development was missing.

The PRP was developed based on a concept analysis that
provided a definition of postoperative recovery [26] as well
as from focus group interviews with patients, nurses, and
surgeons describing their understanding of postoperative
recovery [27]. From the formulated definition and sub-
sequent interviews, the developers selected 19 items and
divided them into five dimensions. The PRP was assigned
features to serve as a multi-item, multidimensional in-
strument for the self-assessment of general recovery after
surgery. The PRP has been evaluated regarding content and
face validity, reliability, and construct validity. The initial
evaluation resulted in a minor revision of the layout, and the
instrument showed high test-retest reliability [11]. Construct
validity was tested on the final version pointing at a good
construct validity [28]. However, later studies using the PRP
have expressed concerns, especially about the scoring pro-
cedure when analyzing and interpreting results from the
PRP, suggesting that the scoring might be insensitive, both at
the item and dimensional levels [20, 21]. Further potentially
problematic issues arise from reviewing the developmental
process in more detail. First, despite some reported validity
and reliability issues for two of the 19 initial items (appetite
changes and interest in surroundings), all items were included
in the final version of the instrument [11]. Second, it is
unclear how the items were divided into five dimensions as
that process is not described. Furthermore, the objective
behind the scoring procedure at a dimensional level is not
explained or justified.

The increasing use of the PRP within nursing research
demonstrates a continuing need for an instrument that
adequately measures PRO after surgery. However, to ensure
the trustworthiness of studies building their results on the
PRP, the instrument needs additional evaluation.
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TaBLE 1: Correspondence between number of items responded by
“none” and level of recovery constituting the original scoring
procedure as recommended by Allvin et al. [28].

Number of items Level of recovery

19 Fully recovered
15-18 Almost fully recovered
8-14 Partly recovered

7 Slightly recovered
0-6 Not at all recovered
2. Methods

2.1. Aim. This study aims to further evaluate the post-
operative recovery profile regarding its psychometric
properties.

2.2. Design. A psychometric evaluation of a 19-item ques-
tionnaire intended to measure postoperative recovery.

2.3. Participants. This study utilizes data from a larger data
collection prospectively following the recovery process in
patients after colorectal cancer surgery. A consecutive re-
cruitment was made at a university hospital in Sweden.
Eligible patients had a cancer in the colon or rectum and
were planned to undergo surgery to remove the tumor.
Hence, participants were recruited at their preoperative
informational visit before surgery. The inclusion criterion
was the ability to understand and respond to the instrument
in Swedish.

2.4. Data Collection Procedure. Patients who agreed to
participate received the PRP instrument one month after
surgery. The PRP was distributed by regular mail together
with a prepaid envelope for return. Two reminders were sent
to those who did not return the instrument.

2.5. Instrument. The PRP consists of 19 items that represent
symptoms that can arise during the postoperative recovery
process, for example, pain, nausea, or problem with emptying
the urinary bladder. The items are formulated as statements,
and patients are asked to indicate how much they experience
each symptom, for example, “right now I feel a pain that
is....” The response alternatives are “none,” “mild,”
“moderate,” and “severe.” The recommended scoring at the
item level is made by counting all the items responded to by
“none.” The number of “none” responses constitutes an
indicator sum and equals the level of recovery (Table 1). In
order to assess recovery at a dimensional level, the de-
velopers have described that level of recovery in each di-
mension should be based on the most severe problem
reported by the patient [29]. For example, the dimension
physical function includes five items. According to the
proposed scoring procedure, level of recovery should be
assessed as “severe” if the patient reports “none,” “none,”
“severe,” “mild,” and “mild” since the most severe problem
direct the scoring.
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The instrument has a second version with 17 items
instead of 19. It excludes the items concerning sexual activity
and reestablishing everyday life and is intended to measure
recovery while patients are hospitalized. For this current
study, the version with 19 items was used since included
patients responded to the instrument after discharge from
hospital.

2.6. Data Analysis. According to the original recommended
scoring procedure of the PRP at an item level, as described
above, recovery should be evaluated by calculating an indicator
sum based on items responded by “none.” However, there have
been concerns about this scoring procedure because it excludes
all possible answers except the “none” answers. To better reflect
the full range of recovery, the scoring procedure at the item
level was revised in this current study to include all response
alternatives. Hence, a total score was calculated according to the
following: “severe” =1, “moderate” =2, “mild” =3, and “non-
¢” =4. Thus, the total score could range between 19 and 76. A
higher total score means better recovery. Current study did not
propose a revised scoring procedure at the dimensional level.

The data were initially analyzed using classical test theory
(CTT) to explore data quality, targeting, reliability, and scaling
assumptions. In addition, a confirmatory factor analysis (CFA)
was performed to evaluate construct validity. Classical psy-
chometric tests were made using the IBM SPSS Statistics
(version 28) and the CFA using IBM SPSS Amos (version 28).

2.7. Data Quality. A high proportion of missing data leads to
uncertain results. Therefore, data quality was examined
regarding missing data for items and computable scale
scores. The proportion of missing data for items should be
less than 10%, and in case of missing items, the scale score
was considered as computable if more than 50% of the items
were completed [30].

2.8. Targeting. In order to evaluate whether the PRP in-
strument targeted the full variance within the sample, floor
and ceiling effects as well as skewness were calculated. Floor
and ceiling effects were considered as present if the pro-
portion of answered response alternatives exceeded 20%.
Furthermore, the skewness range should be between —1 and
1 [30, 31].

2.9. Reliability. Because this study is based on previously
collected data, no test-retest reliability was measured.
Therefore, reliability was measured only regarding internal
consistency using Cronbach’s alpha. Alpha coefficients >0.8
were considered as acceptable [30, 32].

2.10. Scaling Assumptions. In a unidimensional scale, all
items contribute equally to the total score. Furthermore,
Likert-based items can be legitimately summed if they have
approximately the same mean values and standard de-
viations (SD) [30]. To evaluate this, item response distri-
butions were reviewed. In addition, item-total correlations

were calculated. The correlation values were considered as
satisfactory when ranging between 0.40 and 0.70 [31].

2.11. Construct Validity. To examine construct validity of the
PRP dimensions and how well items represented the di-
mensions, a CFA was performed. Cases with missing items
were excluded from the CFA; thus including 122 cases.

To indicate how well the five dimensions, proposed by
Allvin et al. [28], fitted the sample data, the model fit was
assessed using relative/normed chi-square statistics (CMIN/
DF), goodness-of-fit statistics (GFI), adjusted goodness-
of-fit statistics (AGFI), the standardized root mean square
residual (SRMR), and the root mean square error of ap-
proximation (RMSEA). Furthermore, a comparative fit in-
dex (CFI) was used to test the hypothesis that all dimensions
in the model were uncorrelated, thus pointing at good
discriminant validity [33, 34]. Table 2 present the thresholds
for model fit. In addition, correlations between dimensions
as well as item loading scores were examined. As the PRP is
supposed to be multidimensional, assessing different aspects
of postoperative recovery, its dimensions were expected to
be uncorrelated with each other. In contrary, the items
within each dimension were expected to show high corre-
lations with their respective dimension. Correlations be-
tween dimensions should therefore not exceed 0.80, and
item loadings should be above 0.70.

2.12. Ethical Considerations. The study was approved by the
Swedish Ethical Review Authority before the study started
(No. 2011/451; 2021-06818-02). It was also conducted in line
with the ethical principles expressed in the Declaration of
Helsinki [35]. All eligible patients were approached with
verbal and written information containing the aim of the
study, a description of the study procedure, an assurance of
confidentiality, and the right to withdraw at any time. Pa-
tients who did not return the instrument despite two re-
minders were considered as having withdrawn and did not
receive further reminders.

3. Results

In all, 154 patients participated in the study. Those were
equally distributed based on gender with a mean age of
69.4 years (SD 10.9). The majority of patients had undergone
a low anterior resection of the rectum. Further participant
characteristics are displayed in Table 3. Results from the
psychometric evaluation are presented below.

3.1. Data Quality. The percentage of missing data for items
was acceptable varying from 0 to 1.9%, except for the item
sexual activity, which had 15.6% missing data (Table 4). The
proportion computable scale score was 79.2%.

3.2. Targeting. Regarding the total score, there were no floor
and ceiling effects present (0.6% and 3.9%, respectively).
However, the item distribution was skewed (-1.167) with
a total mean score (62.27) close to the maximum value.
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TABLE 2: Model fit measures with recommended thresholds.

Measure Results Thresholds’

CMIN/DF 1.898*** <3 good

CFI 0.895 >0.95 great, >0.9 acceptable, and >0.8 sometimes acceptable

GFI 0.810 >0.95

AGFI 0.746 >0.8

SRMR 0.0672 <0.09

RMSEA 0.086"** <0.05 good, 0.05-0.1 moderate, and >0.1 bad

"Thresholds as recommended by Hu and Bentler [34]. ***p value <0.001.

TaBLE 3: Patients’ characteristics.

Characteristics

Gender (n, %)

Male 79 (51.3)
Female 75 (48.7)
Age (years)

Mean (SD) 69.4 (10.9)
Length of stay (days)

Mean (SD) 10.1 (4.9)
Duration of surgery (minutes)

Mean (SD) 276.9 (119.7)

Type of surgery (n, %)

Low anterior resection of rectum 59 (38.3)
Abdominoperineal rectal resection 31 (20.1)
Colectomy 2 (1.3)
Left-sided hemicolectomy 5(3.2)
Right-sided hemicolectomy 34 (22.1)
Sigmoid resection 23 (14.9)
PRP total score’

Mean (SD) 61 (10.5)
Md 64
Min-max 27-76

PRP: the postoperative recovery profile, "total score was used as a scoring
procedure in the current study.

Reviewing each item revealed considerably high proportion
of ceiling effects in all items except one (ranging from 17.8%
to 84.9%), pointing to the instrument being unspecific
(Table 4).

3.3. Reliability. Cronbach’s alpha was 0.927, indicating high
internal consistency in the sample. If the item gastrointes-
tinal function was deleted, the alpha would only be slightly
improved (0.929).

3.4. Scaling Assumptions. In general, mean scores were high
(ranging from 2.78 to 3.78), but item response distributions
showed relatively equivalent mean scores and SDs, justifying
the items to be summed. One item, sexual activity, presented
an SD of 1,258, which was considerably higher than those for
other items. Item-total correlations exceeded 0.40 for all
items except one with a slightly lower, but still acceptable,
correlation (0.355). This indicates that the instrument might
be unidimensional. Moreover, there were six items with
a correlation >0.70, indicating a potential redundancy
(Table 4).

3.5. Construct Validity. In the CFA, model fit showed
a generally acceptable fit to sample data (Table 2). The GFI
and AGFI were lower than the desirable amount. The CFI
was close to acceptable.

As displayed in Figure 1, high correlations between
dimensions were shown, except between the dimension
physical function and dimension psychological function
(0.71) and between the dimension psychological function
and dimension social function (0.79). Furthermore, most
items showed low correlations with their respective di-
mensions. The highest correlations were seen for item 8
(anxiety and worry) and item 9 (feeling down) and the di-
mension psychological function (0.88; 0.93), proving them
useful for measuring the psychological aspects of recovery.
Moreover, item 12 (social activities) showed acceptable
correlation with the designated dimension social function
(0.80).

4. Discussion

The study by Fiore et al. [10] indicates that there is an
apparent risk that weak instruments are being applied in
research and for clinical decision making. When the PRP
was developed, it initially demonstrated promising results
regarding its psychometric properties, but it was never fully
evaluated. The results from this study clearly show that the
PRP has potential but needs to be further developed.

A good instrument should have the ability to target the
full variance within the sample. If not, valuable information
is lost. Therefore, the previously suggested scoring pro-
cedure, namely counting the “none” responses to produce an
indicator sum, is problematic as it only considers one re-
sponse option. Hence, targeting becomes limited. In addi-
tion, by using such a scoring procedure, it could be argued
that one does not measure postoperative recovery. Instead, it
measures patients that are more or less fully recovered, and
doing so is of minor scientific and clinical value. Scientifi-
cally, there is a need to discover the normal pattern of re-
covery, and clinically, there is a need to identify patients who
do not follow the expected, normal pattern. In this study, the
total score was calculated, and the results showed that the
data had a positive skewed item distribution. Although there
were no ceiling effects regarding the total score, the total
mean was close to the maximum score. At an item level,
there was a considerable high proportion of ceiling effects for
almost all items. This is another argument for not using the
previously proposed scoring procedure, only accounting for
the “none” options, but beyond that, the results suggest that
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TaBLE 4: Descriptive statistics for the items within the PRP instrument.
Frequency distributiorTl Missin Valid
Item of response categories , n ; n ltem Item SD Md Skewness Item—to‘tal
mean correlation
(%) (%)
1 2 3 4

1. pain 20 138 454 388 2(L3) 152 (98.7) 3.21 0.751 3 —-0.653 0.515
*2. Nausea 0.6 52 156 779 1(0.6) 153 (99.4) 3.72 0.590 4 -2.174 0.509
*3. Gastrointestinal function 45 136 331 468 3 (1.9) 151 (98.1) 3.25 0.864 3 -0.938 0.355
*4, Fatigue 32 325 455 175 2(L3) 152 (98.7) 2.78 0.771 3 —-0.043 0.655
*5. Muscle weakness 39 221 481 26.0 0 (0) 154 (100) 2.96 0.799 3 -0.396 0.655
*6. Appetite change 58 13.0 344 468 0 (0) 154 (100)  3.22 0.887 3 -0.961 0.631
*7. Sleeping difficulties 71 221 351 357 0(0) 154 (100) 299 0932 3  -0.526 0.598
*8. Anxiety and worry 71 169 30.5 44.8 1 (0.6) 153 (99.4) 3.14 0.946 3 -0.798 0.727
*9. Feeling down 7.8 13.0 312 468 2(1.3) 152(98.7) 3.8 0.945 3 -0.950 0.769
*10. Reestablishing everyday life 11.0 22.7 37.7 279 1 (0.6) 153 (99.4) 2.83 0.965 3 -0.408 0.709
*11. Sexual activity 221 9.7 149 377 24 (15.6) 130(84.4) 281 1.258 3 —-0.436 0.530
*12. Social activities 52 149 312 468 3(19) 151 (98.1) 3.22 0.894 3 -0.900 0.725
*13. Personal hygiene 52 208 734 994 1(0.6) 153 (99.4) 3.69 0.567 4 -1.650 0.646
#14. Interest in surroundings 1.3 39 97 838 2(1.3) 152 (98.7) 3.78 0.574 4 -2.937 0.536
*15. Bladder function 39 91 208 649 2(L3) 152 (98.7)  3.49 0.822 4 —-1.554 0.442
*16. Mobilization 26 13.0 357 481 1 (0.6) 153 (99.4) 3.30 0.795 3 -0.913 0.729
*17. Feeling lonely/abandoned 26 84 188 701 0 (0) 154 (100)  3.56 0.758 4 -1.730 0.713
*18. Dependence on others 1.3 11.7 235 545 0 (0) 154 (100)  3.40 0.746 4 -1.003 0.674
“19. Difficulties in concentration 0.6 84 325 578 1 (0.6) 153 (99.4) 3.48 0.680 4 -1.087 0.666

n=number; SD = standard deviation; md = median; "response categories were 1= severe, 2 = moderate, 3 =mild, and 4 = none.

the scaling does not satisfy criteria for acceptability [30].
Despite changing the scoring procedure, there are still
problems with covering the entire range of the scale. It might
be that the response options are too few, although it has been
discussed whether an increase in the number of response
options will enhance validity if the response options are
unable to distinguish differences [36]. If going forward with
the development of the PRP, it would be beneficial to test an
expansion of the response alternatives to include at least five
options as well as check that the wording of the items
functions as intended. Skewness and ceiling effects could, of
course, also depend on the respondents feeling quite well
one month after surgery and therefore selecting the “none”
response alternative more frequently, although, this is not
the most likely explanation, as colorectal cancer surgery is
amajor procedure. Despite ceiling effects at the item level, all
response alternatives were used for all items. In addition,
there was an acceptable rate of missing items, pointing to
good data quality. One exception was the item measuring
sexual activity. This item demonstrated a high proportion of
missing answers. Questions concerning sexuality are known
to be sensitive and sometimes experienced as intrusive.
Consequently, respondents might refrain from answering
[37]. Earlier research has acknowledged sexuality as
a problem area after colorectal surgery that is often dis-
regarded by healthcare [38, 39]. Therefore, questions about
sexuality and sexual function should be asked in a proper
way to encourage respondents to answer. This underpins the
importance of checking the wording of items during an

instrument’s development, for example, by conducting
cognitive interviews.

The PRP was developed as a multidimensional in-
strument that includes five dimensions. However, it is not
described anywhere how the division was made, and in this
study, item-total correlations showed signs of unidimen-
sionality. The following CFA confirmed problems with
discriminating dimensions as the proposed dimensions were
strongly correlated with each other. This indicates that the
dimensions cannot be calculated separately because they
likely do not reflect different aspects of recovery. In addition,
most items had low correlations with their designated di-
mensions, which means that they are weak indicators. The
PRP is intended to measure aspects of postoperative re-
covery. However, theoretical conclusions that can be drawn
from such models are dependent on the direction of the
causality between items and dimensions, and mis-
specification can lead to Type I or Type II errors [40]. Be-
cause the multidimensionality of the PRP is associated with
great uncertainty, recovery should not be calculated at
a dimensional level when using the current version of
the PRP.

4.1. Methodological Limitations. A potential methodological
limitation is the relatively low sample size (n=154).
According to the COSMIN study design checklist, a sample
of at least 100 persons would be sufficient to produce
methodologically sound estimates [41]. Regarding the CFA,
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FIGURE 1: Path diagram from CFA showing correlations between dimensions and between dimensions and respective items.

it has been argued that model fit measures are sensitive to
sample size. For example, chi-square statistics performed in
large samples tend to reject the models, whereas small
samples result in lack of statistical power. However, the
measures for model fit that were reported in this study
function well with small samples [33].

5. Conclusions

The PRP is an instrument that has shown promising
properties during development and initial testing. However,
the results of this study indicate that the instrument needs to
be further developed and undergo a thorough psychometric
evaluation before it can be used as a reliable and valid tool.
As a suggestion, future studies should test measurement

functioning in more depth, preferably using modern test
theory. Furthermore, future studies should also focus on
a revision of the scoring procedure at a dimensional level.
However, discriminant validity issues need to be solved first,
and meanwhile, recovery should not be calculated or re-
ported at a dimensional level.

Data Availability

The data that support the findings of this study are available
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Background. Violence against emergency nurses is a global concern with undesirable physical and psychological consequences.
This study was conducted to investigate the characteristics of physical and verbal violence against emergency nurses in Iran.
Methods. In this cross-sectional study, 150 nurses working in seven hospitals affiliated to Kermanshah University of Medical
Sciences were included in the study using the stratified random sampling method. The data collection tools included a personal
information form and a researcher-made questionnaire. Violence-related characteristics were assessed using descriptive statistics.
Logistic regression was used to identify factors related to physical and verbal violence. Results. The frequency rates of physical and
verbal violence during the past 12 months were equal to 62% (n =93) and 94.7% (n = 142), respectively. In both types of physical
violence (49.5%, n = 46) and verbal violence (40.4%, n = 57), the nursing station was the most common place of violence. In both
physical (n = 40, 43.0%) and verbal violence (n = 101, 71.1%), the most common perpetrator was the patient’s family. Most physical
violence (57.0%, n = 53) and verbal violence (35.2%, n = 50) occurred in the night shifts. No statistically significant relationship was
found between physical and verbal violence and gender, age, marital status, type of employment, and work experience. Discussion.
The results indicate the seriousness of workplace violence against nurses. It is necessary to adopt a global approach along with
providing sufficient manpower and psychological empowerment of nurses. Further studies with a forward-looking approach are
suggested.

1. Introduction

Workplace violence (WPV) against emergency nurses is
a global problem [1]. According to the International Labor
Organization, WPV includes ill-treatment and threatening
or abusive behavior, including physical or psychological
violence [2-6]. WPV varies from verbal aggression and
sexual harassment to physical assault, of which the verbal
type is the most common form of healthcare-related ag-
gression, and about two-thirds of nurses worldwide have
experienced this type of violence [7].

By definition, physical violence is the intentional use of
physical force against an individual or a group that results
in physical or psychological harm. Verbal violence is
a behavior that leads to humiliation or disrespect for
a person’s dignity [8]. Evidence suggests that healthcare
workers, especially nurses, are the most vulnerable to vi-
olence due to their daily exposure to patients and their
families [9]. In this regard, the results of a study in Pakistan
(2021) showed 29 cases of violence against doctors and
nurses committed by the patients’ relatives from April to
August 2020. The reasons for the violence were the deaths
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of patients, the nonadmission of patients, and the lack of
trust in medical personnel [10].

In a study in Kenya (2021), the prevalence of violence
against emergency nurses in one year was 73.2%, and the
perpetrators of most of the violence were patients and their
relatives. The most common type of violence was verbal
abuse [11]. In a study conducted in Saudi Arabia (2022), the
prevalence of violence against emergency nurses during the
previous two years was 73.7%, and the most common type of
violence was verbal abuse. The perpetrators in 88.3% of cases
were patients’ family members or relatives [12].

Moreover, a study in China (2021) indicated that 29.1%
of violence occurred against emergency department clini-
cians, and a negative correlation was reported between WPV
and quality of care [13]. In another study in Turkey (2022),
the prevalence of violence against emergency nurses was
90%, and verbal abuse was the most common type of vio-
lence. The perpetrators of most of the violence were the
patients’ relatives, and the cause of violence in most cases
was the long waiting time to receive care [14]. The results of
a study in Taiwan (2021) showed that the prevalence of
violence against emergency nurses was 54%, and the most
common type of violence was mental violence [1].

WPV may increase the risk of physical, psychological,
and behavioral problems in nurses, including sleep disor-
ders, fatigue, pain, fear, anxiety, depression, post-traumatic
stress disorder, substance abuse, communication problems,
and job burnout [7, 15], also aggravating the nurse shortage
problem [1].

Since WPV is a growing phenomenon and a major threat
to nurses [16], it is necessary to take practical measures to
reduce violence in this walk of life, and the first step in this
direction is to know the prevalence of violence [9, 17]. In this
regard, several studies that have investigated the prevalence
of WPV and its related factors in emergency nurses in Iran
[2, 5, 6] and around the world [1, 3, 14, 18] have reported
different results. This difference may be related to cultural
differences and psychological characteristics of patients and
their relatives, as well as the nurses’ behavioral and emo-
tional balance [1]. Accordingly, the present study was
conducted to investigate the prevalence of WPV and its
related factors in emergency nurses.

This study sought to answer the following questions: (1)
What is the prevalence of physical and verbal violence
against emergency nurses during the past 12 months? (2)
What are the factors related to violence against emergency
nurses? (3) What is the response of emergency nurses to
violence? (4) What are the strategies for preventing and
managing WPV? and (5) What are the characteristics
of WPV?

2. Methods

21. Study Design. This research is a  cross-
sectionaldescriptive-analytical study. In this type of study,
the outcome and exposure variables are collected simulta-
neously; therefore, it is not possible to determine the cause-
and-effect relationships between these variables [19]. The
Strengthening the Reporting of Observational Studies in
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Epidemiology (STROBE) statement was used to report the
results [20].

2.2. Sample and Sampling Method. The study population
included nurses (n=300) working in the emergency de-
partments of seven hospitals affiliated to Kermanshah
University of Medical Sciences (KUMS). Considering the
prevalence of violence against nurses in the study of
Honarvar et al.,, with a rate of about 90% [3], 5% accuracy,
and a 95% confidence level, the sample size was estimated to
be 143 nurses, and with 5% nonresponse, the sample size was
increased to 150. The inclusion criteria were a bachelor’s
degree or higher in nursing and at least one year of expe-
rience in the emergency department. For sampling, first, the
sampling frame of each hospital was received from the
nursing office. The participants were recruited by stratified
random sampling method. In this method, the research
population is divided into several subgroups or strata based
on common characteristics. Then, within each group, the
necessary sample size is randomly selected. In the current
study, seven emergency departments of KUMS-affiliated
hospitals formed the strata. Within each stratum, simple
random sampling was performed using a table of random
numbers. Incomplete completion of the questionnaire was
regarded as the exclusion criterion. It should be pointed out
that no one was excluded from the study.

2.3. Measurement Instrument. The study tool was a re-
searcher-made questionnaire that was designed using pre-
vious studies [2-5]. The questionnaire consisted of two parts.
The first part was about the participants’ demographic in-
formation, including age, gender, marital status, work ex-
perience, and type of employment. The second part
consisted of 15 questions on the frequency of physical and
verbal violence during the past 12 months, the availability of
instructions on reporting the violence, the level of concern
about the occurrence of violence in the workplace, the
perpetrator’s characteristics, the place of violence, the time
of violence, the perceived causes of violence, and the nurses’
response to violence. At the end of the questionnaire, an
open-ended question was placed, and the nurses were asked
to express their ways of preventing and managing WPV.

Questions were of the multiple choice, yes/no, likert, and
open-ended types. Some of the questions were: “Have you
been physically abused in the past twelve months? Yes/No,”
“What was the gender of the perpetrator? Male/female,”
“Who was the perpetrator? Patient, patient’s relatives, pa-
tient’s friends, patient’s family, and colleague,” “Does your
workplace have guidelines for reporting cases of violence?
Yes/No,” “How concerned are you with workplace violence?
Never, very little, little, moderately, very much,” and “In
your opinion, what are the ways to prevent and manage
workplace violence against nurses?” To score the ques-
tionnaire, the simple and relative frequency and standard
deviation of the responses were calculated.

Quantitative and qualitative content validity methods
were used to evaluate the validity of the measurement tool.
In the qualitative section, the tool was provided to 15 faculty
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members, their corrective opinions regarding different parts
of the questionnaire were obtained, and necessary correc-
tions were made in the questionnaire. In the qualitative part,
the content validity index and content validity ratio were
calculated, which were equal to 0.82 and 0.72, respectively. A
four-point Likert scale was used to calculate CVI, and ex-
perts were asked to choose one of the options of completely
relevant, relevant, approximately relevant, and irrelevant for
each question. The number of experts who chose approxi-
mately relevant and irrelevant options was divided by the
total number of experts [21]. A CVI higher than 0.79 was
considered appropriate. CVR was calculated using a three-
point Likert scale, including the options “essential,” “useful,
but not essential,” and “not necessary.” Experts were asked
to choose one of the options for each question. The number
of experts who chose the answer “necessary” was included in
the calculation formula of CVR [21]. A CVR higher than
0.49 was considered satisfactory.

The test-retest method was used to evaluate the re-
liability. For this purpose, the questionnaire was completed
by 30 nurses working in the emergency department with an
interval of one week, and a correlation coefficient of 0.78 was
obtained. It should be noted that these nurses were not
included in the study.

2.4. Data Collection Method. To collect data, the researcher
referred to the nursing offices of hospitals affiliated to KUMS
and received a list of nurses working in the emergency
department. Then, according to the number of nurses in
each hospital, the required sample size was selected. Next,
the selected nurses were visited according to their work
schedule. At first, the objectives of the study were stated for
nurses, and if they were willing, they were included in the
study. Then, a questionnaire was given to the participants
and collected after completion. If the participant did not
agree to participate in the study, the person before or after
him/her in the list of names would be replaced.

2.5. Statistical Analysis. Data were analyzed by SPSS V.18
software using descriptive and inferential statistics. In the
descriptive part, the frequency, mean, and standard de-
viation indices were used. In the analytical section, the lo-
gistic regression analysis was used to determine the factors
related to physical and verbal violence. The desired signif-
icance level was less than 0.05. The quantitative content
analysis method was used to analyze the samples’ answers to
the open-ended question. In this method, data analysis is
done based on frequency and percentages. In the current
study, the frequency of WPV prevention and management
strategies was determined.

2.6. Ethical Considerations. The Ethics Committee of Ker-
manshah University of Medical Sciences approved the study
with the code KUMS.REC.1395.494. The goals of the study
were stated for all participants, and they were assured that
their details and responses would remain confidential.
Written informed consent was obtained from all participants.

3. Results

A total of 150 nurses participated in this cross-sectional
study, with a response rate of 100%. All participants were
nurses, and 77.3% (n=116) contractual nurses. Most of
them were female (n =88, 58.7%) and single (n = 80, 53.3%),
with an age of less than 30 years (n =106, 70.7%) and a work
experience of 1-5years (n=109, 72.7%) (Table 1).

The frequency rates of physical and verbal violence
during the past 12 months were equal to 62% (95% CI: 53.8,
69.5) (n=93) and 94.7% (95% CI: 89.6, 97.3) (n=142),
respectively. In both physical (n=40, 43.0%) and verbal
violence (n =101, 71.1%), the most common perpetrator was
the patient’s family. The most common perpetrator gender
was male in both physical (n = 83, 89.2%) and verbal violence
(n=125, 88.0%). From the nurses’ point of view, the most
common perceived causes of violence were lack of nurses
(n=137, 96.0%), long waiting times (n=131, 92.0%), de-
terioration of patients’ clinical conditions (n =120, 84.0%),
and weakness in nurses’ communication skills (n =105,
73.5%). In both types of physical (n =46, 49.5%) and verbal
(n=57, 40.2%) violence, the nursing station was the most
common place of violence. Most physical violence (n =53,
57.0%) and verbal violence (n =50, 35.2%) occurred in night
shifts (Table 2).

The majority of participants (n = 124, 82.7%) were highly
concerned about violence and aggression in the workplace.
Most nurses (1 =124, 82.7%) stated that there are no specific
guidelines for reporting WPV. In response to physical vi-
olence, 22.6% (n = 14) of nurses stated that they reported the
event to their superiors, and 16.1% (n = 15) did not take any
action. Regarding verbal violence, 21.1% (n=30) of nurses
stated that they did not take any action, and only 22.6%
(n=14) reported it to their superiors. Further, 69% (n=98)
of the participants believed that reporting violence was
useless (Table 1).

Based on logistic regression analysis, no statistically
significant relationship was found between physical and
verbal violence and participants’ demographic variables,
including gender, age, marital status, type of employment,
and work experience (only in the case of physical violence,
which entered the model) (Tables 3 and 4).

In response to an open-ended question, ten nurses
mentioned two to three ways to prevent and manage WPV.
All the answers were explained in four items, including
adequate manpower supply (n=8, 80%), holding periodic
communication skills workshops (n=6, 60%), prosecution
of cases of violence (n=5, 50%), and review of antiviolence
policies (n=3, 30%).

4. Discussion

WPV against nurses is a global concern [3]. This study was
conducted to investigate the prevalence of WPV and its
related factors in emergency department nurses. In the
current study, 94.7% and 62.0% of nurses reported expe-
riencing verbal and physical violence in the previous year,
respectively. Evidence shows that verbal violence among
emergency department nurses over a period of one year is
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TaBLE 1: Demographic characteristics of the nurses according to the type of violence.
grap g YP
Physical violence Verbal violence
Variables Total n (%) n (%)
Yes No Yes No

Sex Male 62 (41.3) 37 (39.8) 25 (43.9) 59 (41.5) 3 (37.5)
Female 88 (58.7) 56 (60.2) 32 (56.1) 83 (58.5) 5 (62.5)

Age (year) <30 106 (70.7) 63 (67.7) 43 (75.4) 99 (69.7) 7 (87.5)
ge ! >30 44 (27.3) 30 (32.3) 14 (24.6) 43 (30.3) 1 (12.5)

. Single 80 (53.3) 53 (57.0) 27 (47.4) 78 (54.9) 2 (25.0)
Marital status Married 70 (46.7) 40 (43.0) 30 (526) 64 (451) 6 (75.0)
Formal 34 (22.7) 21 (22.6) 13 (22.8) 33 (23.2) 1 (12.5)

Employment type Contractual 116 (77.3) 72 (77.4) 44 (77.2) 109 (76.8) 7 (87.5)
1-5 109 (72.7) 69 (74.2) 40 (70.2) 106 (74.6) 3 (37.5)

Job experience (Year) 6-10 31 (20.7) 17 (18.3) 14 (24.6) 26 (18.3) 5 (62.5)
>11 10 (6.7) 7 (7.5) 3 (5.3) 10 (7.0) 0 (0.0)

Low 9 (6.0) 6 (6.5) 3 (5.3) 9 (6.3) 0 (0.0)

Concerns about workplace violence Medium 17 (11.3) 9 (9.7) 8 (14.0) 15 (10.6) 2 (25.0)
High 124 (82.7) 78 (83.9) 46 (80.7) 118 (83.1) 6 (75.0)

. . . - Yes 26 (17.3) 17 (18.3) 9 (15.8) 24 (16.9) 2 (25.0)
Existence of violence reporting guidelines No 124 (82.7) 76 (81.7) 48 (84.2) 118 (83.1) 6 (75.0)

“Age, gender, work experience, marital status, job experience, concerns about workplace violence, and type of employment.”

TaBLE 2: Characteristics of violent incidents in emergency department nurses.

Physical violence Verbal violence

Variables

n (%) n (%)
. Yes 93 (62.0) 142 (94.7)

Exposure to violence over the past year No 57 (38.0) 8 (5.3)
Patient 4 (4.3) 17 (12.0)
Patient’s family 40 (43.0) 101 (71.1)

Source of violence Staff member 22 (23.7) 6 (4.2)
Supervisor/head nurse/manager 14 (15.1) 17 (7.2)

Other 13 (13.9) 2 (5.5)
Male 83 (89.2) 125 (88.0)

Perpetrator gender Female 10 (10.8) 17 (12.0)
Patient room 19 (20.4) 48 (33.8)

Waiting room 4 (4.3) 4 (2.8)

Place of violence Treatment room 4 (4.3) 33 (23.2)
Nursing station 46 (49.5) 57 (40.2)

Other 20 (21.5) —

Morning 17 (18.3) 45 (31.7)

Violence in the work shift Evening 23 (24.7) 47 (33.1)
Night 53 (57.0) 50 (35.2)

between 66.4% and 100%, and the frequency of physical
violence varies from 16.7% to 74.9% [4].

A study showed that about 90.0% of emergency de-
partment nurses in 13 general hospitals in Beijing, China,
had experienced WPV in the previous year [22]. In a study in
Shiraz, Iran (2019), 89.6% of nurses had experienced at least
one type of violence in the past year, and the verbal ha-
rassment rate was about three times greater than physical
violence [3]. In another study in Italy (2020), 96.3% of nurses
stated that they had suffered from WPV in the past
12 months [18]. Evidence suggests that nurses working in
emergency departments are at the risk of violence, which can
affect their physical and mental health as well as the quality
of nursing care provided.

In line with previous studies [18, 23-27], the perpetrator
in both physical and verbal violence was the patient’s family.
However, in a study conducted among Indonesian nurses,
the perpetrators in 43.5% of physical violence and 55.6% of
verbal violence were patients and their relatives, respectively
[3, 28]. Violence by the patient’s family can be related to
their concerns about the patient’s condition, unfulfilled
expectations, and inappropriate psychological conditions.

In the present study, the most common sex of the
perpetrator was male in both physical and verbal violence,
which is consistent with the results of previous studies
[3, 18, 28]. There are several factors involved in this gender
difference, including the cultural characteristics of the so-
ciety and the physical abilities of men.
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TaBLE 3: Relationship between demographic variables and physical violence.
Variables Physical violence
Crude OR? 95% CI° P value aOR* 95% CI P value
Sex Female Ref — Ref
Male 1.95 0.97, 3.88 0.059 1.77 0.86, 3.64 0.123
Age (years) <30 Ref Ref
>30 1.46 0.69, 3.08 0.316 2.86 0.62, 13.21 0.178
Marital status Married Ref Ref o
Single 117 0.61, 2.27 0.637 1.13 0.54, 2.38 0.748
Employment type Official Ref Ref
Contractual 1.01 0.46, 2.22 0.974 2.15 0.43, 10.67 0.347
>11 Ref Ref
Job experience (years) 6-10 0.68 0.17, 2.8 0.596 1.02 0.13, 8.04 0.986
1-5 0.68 0.15, 3.1 0.620 0.82 0.17, 3.99 0.803
Note. *Odds ratio; ®confidence interval; “adjusted odds ratio.
TaBLE 4: Relationship between demographic variables and verbal violence.
Variables Verbal violence
Crude OR* 95% CI° P value aOR" 95% CI P value
Sex Male Ref Ref
Female 0.84 0.19, 3.67 0.821 1.03 0.23, 4.67 0.972
Age (years) <30 Ref Ref
>30 3.04 0.36, 25.47 0.305 3.33 0.15, 72.69 0.445
Marital status Married Ref Ref
Single 3.65 0.71, 18.74 0.120 3.49 0.66, 18.49 0.142
Employment type Official Ref Ref
Contractual 0.47 0.06, 3.97 0.490 1.29 0.06, 28.96 0.874

Note. *Odds ratio; "confidence interval; “adjusted odds ratio.

Contrary to previous studies [2, 29, 30], in the present
study, most of the nurses who were subjected to physical and
verbal violence were female. But in the study of Saleh et al.
(2020) in Mashhad, Iran, most of the abused nurses were
male [5]. Nurses, whether male or female, are not immune to
violence. Contradictions in the results of studies can be
related to differences in sample size and organizational
research environments.

In line with previous studies [23, 28, 31, 32], most of the
physical and verbal violence occurred during the night shift,
which may be related to the increased number of patients
referred to the emergency department due to the closure of
specialized clinics and the absence of a management team.

In the present study, the nursing station was the most
common site of physical and verbal violence. In a study in
Iran (2010), the most common sites of verbal and physical
violence were the nursing station (49.1%) and the patient’s
bedside (48.5%), respectively [2]. However, in Italy (2020),
the most common site of violence was around the triage area
(38.5%) [18], but in Taiwan (2020) and Oman (2020), most
cases of violence occurred in the treatment area (61.2% and
63.2%, respectively) [23, 33]. Although there is a possibility
of violence in any part of the emergency department, the
probability of violence in this area is higher due to the
importance of the nursing station in patient management.

In line with previous studies [2, 25], most nurses re-
ported the violence to their superiors, but most believed that
reporting the violence was useless. However, in a study in
Indonesia (2018), 92.1% of nurses were reluctant to report
violence, found it useless, and feared the negative conse-
quences of reporting [28]. Unfortunately, evidence suggests
that hospital managers are not serious about pursuing and
investigating cases of violence [3]. Lack of trust in the
reporting team and fear of retaliation are other reasons for
not reporting violence [2]. Reporting violence has positive
effects on nurses as well as hospitals and can be helpful in
adopting better policies to prevent future violence.

In the present study, the most common causes of
physical and verbal violence were a lack of nurses, long waits,
patients’ inadequate clinical conditions, and nurses’ poor
communication skills. In other studies, the causes of violence
against nurses have been reported to include inappropriate
conditions of the patient and their family, unrealistic ex-
pectations of patients, noncompliance with hospital rules by
patients and their companions, poor communication skills
of nurses and patients, a lack of nurses, a lack of facilities,
burnout of nurses, and a lack of security forces [2, 3, 28].
Clearly, eliminating the underlying causes of violence plays
an important role in preventing WPV, and it seems that
manpower supply has a more effective role.
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The results showed no statistically significant re-
lationship between WPV and nurses’ age. However, in
a study conducted on Iranian nurses (2020), the age group
of 20-30 years was more exposed to verbal and physical
violence than other age groups [5]. The results of a study
(2019) in Italy showed that the rate of violence against
nurses decreased as the age increased, so that the age
group of 40-60years experienced the least amount of
physical and verbal violence compared to the age group
under 40years [4]. With an increase in age, nurses are
expected to have more communication skills and there-
fore play a more effective role in managing and preventing
violent incidents.

Consistent with the results of Pandey et al. in Nepal
[34], in the current study, no statistically significant
relationship was found between the occurrence of vio-
lence and nurses’ type of employment. However, in
anumber of studies, a statistically significant relationship
has been reported between the occurrence of violence and
the type of employment. In this regard, in the study of
Honarvar et al. in Shiraz, Iran, more verbal violence
occurred among contract nurses [3]. In a study by Jafree
in Pakistan, contractual employment was one of the risk
factors for experiencing violence among nurses [35].
However, the authors of the present study believe that
violence can affect all nurses, regardless of their type of
employment.

The results showed no statistically significant relation-
ship between violence and nurses’ marital status, which is in
line with the results of the study of Pandey et al. in Nepal
[34]. But in the study of Saleh et al. In Iran, the rate of
physical and verbal violence was higher among married
nurses [5].

Similar to previous studies [5, 23, 36], the results of the
present study showed no statistically significant relationship
between nurses” work experience and violence. In a study in
Egypt (2017), 68% of abused nurses had less than 50 years of
work experience [37]. But in the study of Choi and Lee, the
frequency of violence was higher in nurses with more than
5 years of work experience than in others [38]. The results of
a study in Italy (2019) also showed that nurses with a history
of less than 10years had the highest rate of verbal and
physical violence [4]. Regardless of the differences in the
results of the studies, nurses with more work experience are
expected to have better communication skills, to act as role
models for less experienced nurses, and to prevent the
occurrence of violence.

4.1. Study Limitations. In this study, data were collected by
the self-report method, which might have affected the re-
sults. The second limitation is the possibility of recall bias,
which might also have affected the accuracy of the results. In
this type of bias, the participants may not remember all the
violent events and their details. In this study, the occurrence
of violence was based solely on the participants’ responses to
a yes/no question. Also, different types of verbal/physical
violence were not investigated.

Nursing Research and Practice

5. Conclusion

Our results emphasize the high prevalence of violence
against emergency department nurses. Most cases of vio-
lence were committed by patients during night shifts at the
nursing station. Although most nurses reported the violence
to their supervisor, they found it useless. Considering the
important role of nurses in the health care system, their
safety in the workplace must be guaranteed. It is necessary to
adopt a global approach to reduce violence in the nurses’
workplace. In this regard, health policymakers should take
the necessary measures to eliminate violence against nurses
and provide a safe work environment with the cooperation
of experts and the mass media. Adopting security measures
in emergency departments can also play an important role in
reducing violence. In this regard, installing closed-circuit
cameras in nursing stations and waiting rooms, using fixed
security forces, and physically inspecting people for weapons
are necessary measures. Also, holding training workshops
on the prevention and management of workplace violence
can be useful for emergency nurses. Similar studies in other
care sectors as well as longitudinal studies are required to
investigate the effect of intervention measures on the fre-
quency of workplace violence.
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Aim. This study explored how nurses working in inpatient mental health units perceived the development and implementation of
a recovery-oriented mental healthcare programme (ROMHCP). Background. The recovery-oriented mental healthcare approach
(ROMHCA) in mental health is regarded as the future of mental health services and has been implemented in different countries
worldwide. However, regarding developing and implementing the recovery approach, Africa appears to have been left behind by the
rest of the continents. Design. The study used a qualitative approach to describe how a recovery-oriented mental healthcare approach
could be developed. Methods. Thirty nurses who worked in Botswana’s four inpatient mental health facilities consented and voluntarily
participated in the study. Data were collected from February to mid-March 2022 through online focus group discussions and analysed
using thematic analysis. The COREQ checklist was used to report the findings. Results. Two main themes emerged as follows: (i)
developing and implementing a recovery-oriented mental healthcare programme is possible and (ii) certain elements are required to
develop and implement ROMHCP. Conclusion. The participants believed that people diagnosed with mental illness could recover from
the illness and suggested how it could be achieved. They also contended that the programme’s success would lie mainly with
multisectoral support from policymakers, facilities, hospital personnel, patients, and the community. Clinical Relevance. ROMHCP has
the potential to benefit people with mental illness in the country. In addition, it would allow nurses to improve their knowledge and
skills in managing mental illnesses. Patient or Public Contribution. The patients and the general public did not contribute to the study’s
concept, design, and outcomes. However, the nurses working in mental health facilities volunteered to participate in the study.

1. Introduction

Mental health services, notably the community based, from
certain Western high-income countries have embraced
ROMHCA as a new dimension for mental health departments
when treating people diagnosed with mental illness [1] online
[2, 3]. The recovery vision entails rethinking and reforming the
current mental healthcare practice, whose approach is pre-
dominantly biomedical, to a person-centred approach in
providing care to people with mental illness. The biomedical
approach in mental health positions the cause of mental illness
to brain disorders, thus relating the cause of mental illness to
biological abnormalities in an individual, and therefore, one

will need pharmacological interventions [4]. Doing so has led
to shifting to ROMHCA. ROMHCA recognises the in-
dividuality of a person diagnosed with a mental illness. It is
entrenched in the principles of self-determination, empow-
erment, citizenship, love, connectedness, respect, and the
installation of hope for the future of people with mental illness
[5, 6]. In this model, the patient drives their recovery process.

There is no common understanding of what mental
health constitutes. Anthony [7] gave the most popular and
widely accepted definition. He explained recovery as living
a gratifying life notwithstanding being decapacitated by the
symptoms of mental illness. @rjasater and Almvik [8] also
described recovery as a multifaceted process through which
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individuals with mental illness live satisfying and fulfilling
lives like any other citizen. This definition validates the
personal nature that people attribute to recovery. The lit-
erature has revealed that the person centeredness of recovery
alone highlights the need for individualised care plans for
people with mental illness [9, 10].

Intervention programmes have been developed to fa-
cilitate ROMHCA. For instance, in the United States of
America, Copeland [11] developed a Wellness Recovery
Action Plan (WRAP) programme to teach healthcare
workers and people with mental illness how to live with and
manage mental illness. WRAP is a framework where
healthcare workers use to learn more about mental illness
and how to manage it from a recovery-oriented approach,
and it has been proven to improve the general well-being of
people with mental illness [12]. In England, Bird and Slade
[13] developed a REFOCUS intervention to improve the
working relationships between the staff and patients. RE-
FOCUS is an intervention focusing on activities promoting
recovery and recovery-working practices and relationships
among staff for them to connect better with patients [14]. In
addition, it coaches staff to understand mental health users’
values and treatment preferences to support them in a better
recovery process [14].

Flaherty-Jones et al. [15] developed a Steps to Recovery
(STR) programme in Australia to improve mental illness by
providing information, including instilling hope for the
future by providing people with mental illness skills on
managing mental illnesses. In Ireland, a psychoeducation
programme called EOLAS (Irish for knowledge) was de-
veloped in collaboration with peers, family members, and
healthcare workers to help support people with psychosis
and their caregivers. [16]. EOLAS is delivered in a manual
format and teaches people about psychosis, focusing on the
biopsychosocial model, relapse prevention, and how families
can support patients [16, 17]. The programme improved the
understanding of recovery and communication between
healthcare workers and other stakeholders [16]. An e-
version of EOLAS has been implemented following the
COVID-19 pandemic, and it has shown that it was feasible to
use and effective [17]. The findings support the usefulness of
digital platforms to deliver health education interventions to
support people with mental illness [18, 19].

The effectiveness of ROMHCPs is well documented in
the literature [20-23]. However, evidence from the literature
indicates that the implementation of these programmes is
from mainly high-income countries, mainly from the West
[3, 24-26]. Other regions, such as Asia and South America,
have adopted ROMHCA despite challenges such as poor
implementation [27, 28]. Africa is still behind in delivering
mental healthcare services, let alone adopting recovery-
oriented mental health care services. Studies from Africa
have indicated that the delivery of mental healthcare services
is hampered by a lack of mental health policy, overreliance
on biomedical approaches, and a general lack of knowledge
about recovery-oriented mental health care [29-31].

ROMHCA in Botswana has not yet been implemented
and uses the biomedical approach, which does little for
people with mental illness at the community level but admits
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them to mental health institutions [32]. The country
operates only one psychiatric hospital, Sbrana Psychiatric
Hospital (SPH), with a bed capacity of 300 patients. The
provision of mental health care is through the mental health
policy of 2003, which serves as a reference for integrating
mental health into general health care [33]. SPH is backed by
eight mental health units, all with a bed capacity of 10-15
patients. There are 11 psychiatrists in the country, and most
are based in private practice. Only two are based at SPH.
Psychiatric mental health nurses operate most mental health
services with the help of general nurses [32, 34].

With the increasing evidence from international studies
on the effectiveness of recovery-oriented mental health
services [23, 26, 35], Botswana should also position itself to
implement the latest evidence-based care approaches in
mental health to support people with mental illness in the
community. Following admission, patients are discharged to
their families without proper preparation to reintegrate
them into society. The mental health service continues to
face a shortage of mental healthcare personnel. Nurses are
the leading providers of mental health care and mostly see
patients first on arrival at mental health facilities [36]. The
researchers, who are mental health nurse specialists, have
observed that “nurses talk about recovery” in their daily
interactions with patients. The meaning attached to recovery
is mainly symptom reduction and compliance with treat-
ment. The recovery-oriented practice goes beyond symptom
reduction and treatment adherence but calls for patient-
centred care [9].

Nurses in Botswana must devise or participate in de-
veloping interventions to improve the care of people di-
agnosed with mental illness. Brooke-Sumner et al. [30] from
South Africa have attributed the failure of health workers to
implement recovery-oriented mental health services to
a lack of understanding and involvement of mental
healthcare personnel. In addition, a review of how recovery
is understood among ethnic minorities by Sofouli [37]
concluded that more work should be carried out on the
policy so that cultural minorities can access culturally tai-
lored interventions to address their needs. Therefore, this
calls for developing interventions informed by findings from
the localised data context to accommodate the uniqueness of
different communities. To our knowledge, no study has been
conducted in Botswana that solicited nurses’ views on how
ROMHCP can be developed and implemented. Since most
mental healthcare professionals in Botswana are nurses,
eliciting their views on developing ROMHCP is essential.

2. Methodology

2.1. Design. This qualitative study explored nurses’ views on
developing a recovery-oriented approach. The qualitative
method investigates people in their locality and emphasises
how the study participants experience and interpret phe-
nomena [38]. Therefore, the design was appropriate since it
described the contextual meaning of the participants of how
a recovery-oriented mental healthcare programme could be
developed and implemented. This study focused on the
following questions and further probing statements from the
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participants to find more meaning in their responses. The
study participants were nurses working in mental health
facilities, with at least 3 years of experience. It was believed
that the participants would be able to use their experience to
provide information about the following objective:

(1) What are your views on developing a recovery-
oriented programme for Botswana?

(2) How could a recovery-oriented mental healthcare
programme be developed?

2.2. Context. The study was conducted in Botswana in four
sites offering inpatient mental health care to people with
mental illness. Among the four sites was the country’s only
mental health referral hospital in southeastern Botswana,
Lobatse. The other three sites were psychiatric units attached
to district hospitals. Of the three sites, one was in the far
north west of Botswana Maun, one in central north east
Botswana Francistown, and the last in the south west of
Botswana, Molepolole. The three mental health units pro-
vide care to clients daily, with a bed capacity of 15-20
patients each. However, since they are small units, most of
their patients are referred to the main psychiatric hospital,
which has a bed capacity of 300.

2.3. Population and Sample. The study’s population was all
the nurses in the four sites actively treating patients with
mental illness for at least three years. Thirty-two nurses were
purposively selected out of 149 who consented to participate
in the study. All the selected nurses consented to participate
in the focus group discussions (FGDs). The number of FGDs
was determined by data saturation.

2.4. Data Collection. Data were collected through online
FGDs with nurses with at least three years of experience
treating people diagnosed with mental health challenges.
Microsoft Teams was used to conduct the FGDs since data
were collected during the active phase of the COVID-19
pandemic. Two FGDs had seven participants, and the other
two had 8. According to Nyumba et al. [39], six-eight people
are ideal for FGDs. The FGDs were preferred for this study
due to their ability to produce an interactive atmosphere that
allows the participants to produce diverse information
quickly from multiple participants [40]. One FGD was
conducted per site, and in total, four FGDs were conducted
across the four sites.

The steps to recruit nurses and study participants are
described below. Through an identified mediator and in-
dependent person in each facility, meetings were set, and the
purpose of the study was explained to potential participants
following the study advertisement. Then, each potential
participant was given information about the study and
a consent form by an independent person. The nurses who
eventually consented to participate voluntarily provided
their phone numbers to the researcher through the help of
an independent person. All participants consented to be
virtually and audio-recorded. K.M.K., a lecturer and

a mental health nurse specialist, conducted the FGDs.
K.M.K,, a PhD student, had undergone training in quali-
tative data collection methods and had conducted qualitative
interviews as a lead investigator in one study before con-
ducting the interviews. K. M.K. was also supervised by two
study supervisors experienced in qualitative research
methods.

The FGDS were conducted in a private, secure place, and
participants participated from their homes. The interviewer
used an interview guide pilot tested with the participants
from one mental health unit that was not part of the study.
The pilot test offered insight into probing to get rich re-
sponses. FGDs were conducted in English and Setswana, the
local language, allowing the participants to express them-
selves in the language they felt comfortable in. However,
English remains Botswana’s official language in workplaces.
Besides, all the nurses have undergone intensive training in
English. The FGDs lasted between 60 and 80 minutes. The
interviewer took notes as the participants expressed their
views, summarised each interview, and shared the summary
with the participants to validate the content during the
interview.

Data saturation was reached at FGD number three al-
though the researcher went on to complete the last FDG to
confirm the recurring themes. According to Hennink et al.
[41], data saturation refers to a point at which issues become
repetitive to the point of redundancy. Furthermore, Saun-
ders et al. [42] conceptualised data saturation as “a matter of
identifying redundancy in the data, with no necessary ref-
erence linked to these data; saturation appears to be distinct
from formal data analysis.” As such, in this study, at the end
of the third FGD, it became clear that no new data were
identified, confirming that data saturation had been reached.
Therefore, the fourth FGD was conducted to confirm the
themes.

2.5. Data Analysis. Data were analysed using Tesch’s eight
steps of data analysis [43] as it provides a detailed eight-step
guideline for organising unstructured data. First, the in-
terviewer transcribed visual recordings. The interviewer
masked the participants’ names to ensure confidentiality by
using P0-P8. Following data transcription, the researcher
(K.M.K.) read all the data carefully to make sense of the
transcribed data and notes. Some notes were scribbled on the
side of the script. At this point, the researcher generated and
wrote topics on the margin of the script. A similar process of
note writing was completed for all of the scripts. Then,
similar ideas and topics were grouped into columns. Once
the ideas were grouped, the researcher took the completed
list and revisited the data. Abbreviations were used to code
the topics and put them next to the text representing that
particular code. That exercise helped to tell if any new codes
and categories emerged. The researcher used descriptive
words to name and group the topics into categories. At this
stage, related topics were grouped to reduce the number of
topics. The researchers labelled each category and arranged
the codes alphabetically. Data were assembled according to
a category it belonged to for preliminary analysis. The
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repeating data informed the grouping of categories, and
irrelevant data were discarded. The researcher then sent raw
data to the cocoder for an independent analysis. The cocoder
was an experienced mental health specialist qualitative re-
searcher identified and recommended by the study’s
supervisors.

Subsequently, a meeting was set to discuss the themes and
categories, and a consensus was reached. The results were
turther discussed with the study’s participants to ensure that
the emerging themes reflected the study context. A virtual
meeting was held with the participants and nurses in each site
through Microsoft Teams to validate the themes. The par-
ticipants validated the themes orally and confirmed the de-
scriptions of the sites by raising their hands to confirm that
they represented what had been said during the interviews. In
addition, the study’s supervisors, professors EM. and S.M.,
together with experienced qualitative nursing researchers,
also checked, validated, and confirmed the themes.

2.6. Measures to Ensure Trustworthiness. To ensure the
trustworthiness of this qualitative study, the researchers
demonstrated thoroughness in credibility, transferability,
dependability, authenticity, and confirmability [44]. Cred-
ibility was ensured through triangulation and visual re-
cording of the FGDs. Researcher triangulation was achieved
by reviewing the visual recordings and comparing them with
the emerging themes and subthemes. In addition, credibility
was further ensured through prolonged engagement with
the study’s participants. To achieve that, the interviewer took
time, for example, to meet and set an appointment with
participants for the FGDs to form and strengthen re-
lationships to build rapport. In addition, the researcher had
one virtual meeting with the study’s participants to validate
the themes and subthemes (member checking). For trans-
ferability, the researchers gave a thick description of the
context, the study participants, and quotes from the par-
ticipants. Authenticity was ensured by giving a complete
description of the study context and engaging the cocoder to
verify the themes. Finally, the researchers documented
a detailed description of the research process to ensure
dependability and confirmability. Moreover, the research
supervisors, EM and SM, monitored the research process
throughout data collection and analysis to ensure con-
firmability. The study was reported based on the consoli-
dated criteria for reporting qualitative research
(COREQ) [45].

2.7. Ethical Considerations. Fleming and Zegwaard [46]
posit that all human research must be approved before data
collection to protect the participants and demonstrate good
research conduct. Therefore, North-West University
Health Research Ethics Committee cleared the study to be
conducted. The participants were given information about
the study and voluntarily consented to participate. The
researcher used codes to protect the anonymity of all those
who participated. All participants consented to the visual
recording of the data collection procedure. All COVID-19
protocols were adhered to during the phase of study
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promotion and recruitment of the study participants. The
researcher compensated each participant with P200.00
($12) since they used their data to participate in the
online FGDs.

3. Results

Thirty nurses participated in the FDGs. The age of the
participants ranged from 26 to 53 years. Twenty-five nurses
(83.3%) had a diploma in nursing, 14 (46.66%) had a di-
ploma in psychiatric mental health nursing, 3 (10%) had
a degree in nursing, and 2 (6.66%) had a master’s degree in
nursing qualification. Only two 2 (6.66%) nurses were nurse
managers. The average experience of working in mental
health facilities ranged from 4 to 13 years. All the nurses had
more than three years of experience working directly with
patients diagnosed with mental illness.

3.1. Themes and Subthemes. Participants indicated that
Botswana’s recovery-oriented mental healthcare programme
could be developed and implemented. Table 1 includes the
following themes: (a) “developing and implementing of
a recovery-oriented mental healthcare programme,” (b)
“elements needed to develop a recovery-oriented mental
healthcare programme,” and (c) elements needed to im-
plement recovery-oriented mental healthcare programmes.

3.2. Theme 1 Development and Implementation of a Recovery-
Oriented Mental Healthcare Programme

3.2.1. Implementation of Recovery-Oriented Mental Health
Care Is Possible if It Is Supported. Participants believed that
Botswana’s mental health facilities could implement the
recovery-oriented mental healthcare programme.

F, P4: “I believe this is all possible if we can all come on
board, from family, community and leadership levels and
prioritise mental illnesses or mental health services as
much as we prioritise other health services. So, it can be
achieved if we can all come on board.”

In addition, the participants indicated that mental health
recovery-oriented care could be developed and implemented
if prioritised and well-funded. However, there was a belief
that that could only be possible if there was support from the
government, hospital managers, and the community.

L, P0O: “Yes, it is possible to have a mental health pro-
gramme in our country, provided mental health is pri-
oritised and supported by the top management.”

S, P1: “I believe it can happen with support.”

3.3. Theme 2 Elements Needed to Develop and Implement
Recovery-Oriented ~ Mental — Healthcare  Programmes.
Participants in this study believed that a recovery-oriented
mental healthcare programme could be developed and
implemented and suggested how this could be carried out.
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They suggested the following subthemes on how a recovery
programme could be implemented. Having appropriate
policies and up-to-date guidelines and SOPs within and
between facilities, including external stakeholders (e.g.,
pastors and traditional healers) in the recovery plan, the
importance of aftercare, and psychoeducation for the
community and patients and stigma eradication regarding
mental illness in communities are very important.

3.3.1. Proper Policies, Up-to-Date Guidelines, and Standard
Operating Procedures (SOPs) within and between Facilities.
The participants felt that for a recovery-oriented mental
healthcare programme to be successful, there must be ap-
propriate policies, guidelines, and SOPs to guide its devel-
opment and implementation. They stated as follows:

L, P5: I believe there should be a team in place that can
measure whether care rendered to clients is as per the
standards according to our SOPs. I believe commitment
to quality care in all facilities should be a priority.

M, P6: There must be detailed guidelines on how the client
will be assisted starting from admission until discharge.

3.3.2. Inclusion of External Stakeholders (e.g., Pastors and
Traditional Healers) in the Recovery Plan. The participants
also felt that external stakeholders such as herbalists, tra-
ditional doctors, and spiritual leaders should be involved in
implementing the mental healthcare programme. Health
involves restoring health from all the client’s biopsychosocial
sphere, including the spiritual needs often left unattended in
mental health, as already discussed. They suggested that
policies could be developed and implemented to assess the
involvement of external stakeholders.

F, P1: “I will give an example if patients want to be seen by
a herbalist, spiritualist or traditional doctor in the hos-
pital, there should be assistance to provide holistic care.
Someone from the spiritual perspective can pray for them.
All stakeholders must come on board to make the pa-
tient’s recovery possible.”

M, P7: “Spirituality is very important in the recovery of
patients. Hospitals should respect the spirituality of pa-
tients. Wards and facilities can have policies that regulate
at what level patients engage in spirituality.”

3.3.3. The Importance of Aftercare. Furthermore, the results
also indicated that the participants felt that the programme
should have aftercare and follow-up programmes to cater for
the clients once they get discharged from mental health
facilities. In addition, there should be a link between the
hospital and the community to receive the patients and
continuity of care.

S, P4: “It is possible to achieve full recovery of this client
by ensuring there are linkages or continuity in the
community. If they get discharged from a hospital, there

Nursing Research and Practice

should be continuity of care or after-care to support the
patients.”

L, P3: “Sometimes we find that the patients are just
discharged into the society without notifying the local
clinics of their whereabouts. We must have proper dis-
charge procedures that link the patients to the clinics
where they are discharged.”

In addition, one participant emphasised the need for
a follow-up plan following the discharge of patients from
mental health facilities. For example, the current setup in
Botswana needs a better-defined follow-up plan following
the discharge of patients from the hospital.

S, P2: “When we discharge patients, there is no follow-up
until we see the patient upon readmission. We need
personnel that can do follow-ups of patients.”

3.3.4. Psychoeducation for the Community and Patients and
Stigma  Eradication  regarding ~ Mental  Illness.
Furthermore, there was a great emphasis on implementing
a recovery-oriented mental healthcare programme with
a strong psychoeducation programme targeting individuals,
families, and the community at large on issues of mental
health and stigma eradication. They further indicated the
need to target the cultural misconceptions about mental
illness and its causes by involving cultural leaders in psy-
choeducation interventions as they greatly influence the
community members.

M, PI: “The health care workers should do thorough
psychoeducation to the individual, the family and the
community. Psychoeducation can include many things
regarding the diagnosis that can help the individual and
what to expect.”

L, P3: “First, teach the clients and the family about the
condition so that the patient can accept themselves and
the family accepts the client. That can happen if there is
education about the patient’s condition and treatment.”

The participants also felt that psychoeducation should be
extended to community leaders because of their critical
societal roles. There was a belief that because of their in-
fluence, they could help dispel the myths and stereotypes
that are normally associated with mental illness due to their
influence.

S, P4: “Our cultural leaders must be on the same page with
modern health. Clients relapse because of the myths
surrounding mental health.”

S, P2: “There is a way that culture perceives mental illness.
We can reach cultural leaders and the community and
teach them how culture and mental illness intersect.”

The issue of stigma towards mental illness also came very
strongly. The participants felt that for our setting to be
recovery oriented, issues of stigma must be dealt with.

5RO SUOLILLIOD) A 1IEaID 3|ged| [dde ay Ag pausenob ale sajoie YO ‘asn Jo SanJ Jo) Areld 1 auluQ AS|IAN UO (SUO I IPUOD-pUR-SWLLIBIID A3 1M AReiq 1 pU1UO//SdNIY) SUORIPUOD pue SWB | 8yl 3S *[7202/0T/c2] uo ARiqiauliuo A|Im ‘Ariqi AsBAIUN |PUI0D AQ 0205 /E202/SSTT OT/I0p/Wod A3 1M Arlq i uljuo//sdiy wouy papeojumod ‘T ‘€202 ‘€S0



Nursing Research and Practice

L, P3: “The patient should know about the stigma in
society. Sometimes we need to understand that stigma is
one of the factors that contribute to patients rejecting
treatment. The patient can sometimes commit suicide
because of stigma.”

The participants also believed that cultural perspectives
and myths surrounding the cause of mental illness influence
how patients with a diagnosis of mental illness deal with and
facilitate their recovery process.

F, P4: “We still have setbacks regarding mental health
issues because of our belief systems. People still hold that
mental illness comes as a result of witchcraft. Some believe
that you have done something bad to another person and
they’re trying to fix you. A lot of people have got people
with mental illness in their communities and in their
families but still fail to accept that mental illness can
happen to anyone.”

4. Discussion

The study explored how nurses working in four inpatient
mental health units in Botswana perceived the development
and implementation of a recovery-oriented mental care
programme for Botswana. The study used an explorative,
descriptive, and qualitative method and FGDs to collect data
on nurses’ views on the phenomenon.

Participants in this study believed that developing and
implementing a recovery-oriented mental healthcare pro-
gramme could be possible for Botswana nurses to guide the
care of people diagnosed with mental illness. The partici-
pants further believed that the programme’s success could be
realised if all stakeholders came on board in support of the
programme. Similar findings were reported in a study from
Indonesia by Nurhayati et al. [47], where stakeholders in-
dicated that a mental health community recovery pro-
gramme could be applied in community settings. On the
other hand, they averred that the care of people diagnosed
with mental illness is still addressed through hospital ad-
missions, where medication is the preferred choice of
treatment.

On the important elements in facilitating the develop-
ment of a recovery-oriented mental healthcare programme,
the participants in this study highlighted the importance of
having proper policies and guidelines on the proposed
programme. In addition, they underscored the need for
mental health interventions to be prioritised in terms of
funding. The same findings were established in a study by
Nurhayati et al. [47]. The participants indicated that there
must be supporting policies on the recovery programmes
and the availability of funds to ensure their success. A lack of
funds for mental health initiatives was reported in a study
from Taiwan in [27]. In the study, the staff proposed more
resources in implementing recovery-oriented mental health
services.

It is crucial for countries implementing a recovery-
oriented mental health approach to have proper guide-
lines and policies to guide its implementation [2, 3, 48, 49].

Policies are effective in enforcing what is on paper. For
example, staff and peer workers expressed concern about
implementing recovery-oriented care in an organisation that
does not support it in terms of having policies and pro-
cedures in place [50]. They contended that such a care
project was unlikely to succeed. However, nurses in this
study believed that the programme could be developed.
Nonetheless, the implementation would require policies,
procedures, and standards in place.

Other views on essential elements in developing the
recovery-oriented mental healthcare programme were the
involvement of other stakeholders such as traditional doc-
tors, herbalists, and spiritualists. According to studies
conducted in South Africa and Botswana, people diagnosed
with mental illness usually seek help from traditional doc-
tors, herbalists, and spiritual healers before they can resort to
modern health [31, 51]. In concurrence, nurses in this study
suggested that mental health facilities should provide for the
spiritual needs of clients in a mental health facility. The
participants suggested that patients’ spiritual needs could be
provided for by having spiritualists, herbalists, and tradi-
tional doctors in the facilities to avoid situations where
clients might end up overusing the prescriptions they might
get from such services, which may be fatal. One participant
suggested that the facilities could develop guidelines on how
spiritual care could be incorporated and regulated into the
mental health services in Botswana.

The importance of aftercare, proper follow-up, and
planned home of patients was mentioned by participants as
essential in implementing the programme. Participants
expressed the need for proper discharge and follow-up
channels following discharge from the mental healthcare
facility. To corroborate this study’s findings, patients in
a study conducted in Norway highlighted the importance of
follow-up plans for continuity of care [52]. In addition, the
participants in the same study suggested that follow-up plans
should be communicated on time, be flexible, and include
the service users and their families. Findings from Indonesia
from a study by Nurhayati et al. [47] also back the study as
stakeholders in their study emphasised that home visits were
essential to support the recovery of people diagnosed with
mental illness. In Botswana, mental health service has
a discharge and follow-up plan; however, when patients are
discharged, they are not followed and reintegrated into the
community. There is a need for this gap to be closed and that
could be achieved through developing a functional recovery-
oriented mental health programme.

Some recovery-oriented mental healthcare programmes
are aftercare programmes that help facilitate patients’ re-
covery and reintegration into the community following
discharge from a mental healthcare facility [5, 53]. Being
cared for in a community setup has been demonstrated to be
effective in helping patients recover from mental illness.
Fletcher et al. [53] evaluated the effectiveness of residential
recovery-oriented facilities that helped people with severe
mental illness from recidivism in Australia. The services
effectively provided community-contextualised care that
aligned with the recovery principles of empowerment and
inclusion in line with the Australian mental health policies of
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a recovery-oriented approach. In addition, the services were
well appreciated by clients as they felt they were supported
and valued by staff. The findings were further supported by
Heyeres et al. [54], as their study also indicated that resi-
dential facilities were recovery focused and complied with
the recovery policies set by their government. The findings
on the importance of community mental health services in
caring for people diagnosed with mental illness could be why
nurses in this study felt there should be aftercare and follow-
up in place.

Lastly, the participants raised the importance of
a functional and practical programme. In their view, the
programme should have a psychoeducation programme
targeting the staff, the patients, families, and the community.
The participants felt a general lack of awareness about
mental illness and mental health issues. In addition, stigma
towards mental illness and cultural misconceptions about
the causes and management of mental illness could hinder
the successful implementation of the programme. Similar
views were echoed in a study from Tanzania, which reported
a general lack of awareness of mental illness and its causes in
the community [55].

Furthermore, caregivers in the same study indicated that
the community needed to be educated on handling people
with mental health problems. The findings are further
supported by findings of a study from Taiwan where health
workers expressed the need for families and public health
education on mental health issues with the hope that once
the public is informed, they could be a major contributor to
stigma reduction and hence better understanding, leading to
the better outcomes for patients [27]. Moreso, the Taiwanese
study, emphasised the need for health professionals to be
educated on the recovery-oriented mental health approach
to enhance their competencies and confidence in caring for
clients with mental illness.

A study from Botswana on beliefs on the cause of HIV
and mental illness by Becker et al. [32] associated the cause
of mental illness with witchcraft. The study further indicated
that people diagnosed with mental illness were viewed
negatively as dangerous, untrustworthy, and discriminated
against in the workplace. The study recommended training
and public sensitisation on mental health issues to align
rehabilitation services to a recovery-oriented care approach.
In addition, a metasynthesis on the beliefs and perceptions
about mental health issues by Choudhry et al. [56] associated
mental illness with punishment from God. The authors
recommended that mental health services develop clinical
interventions to address cultural beliefs by encouraging
dialogue with traditional leaders and developing strategies
for involving them.

In the same vein, the participants in this study suggested
that a recovery-oriented mental healthcare programme
should include a psychoeducation training component for
people with mental illness, families, and mental healthcare
personnel on stigma in mental illness. Moreover, a system-
atic review by Wagqas et al. [57] on interventions to reduce
stigma in higher education indicated that psychoeducation
programmes successfully reduced the self and public stigma
of students with mental health problems.

Nursing Research and Practice

These findings, therefore, emphasise the need to educate
the community on mental health issues to dispel stigma and
misconceptions about mental illness. Thus, a recovery-
oriented mental healthcare programme developed for Bot-
swana should be inclusive and consider elements such as
funding, a training plan, the interplay of different stake-
holders, and a strong psychoeducation programme to im-
prove its effectiveness.

5. Conclusion

This study is a preliminary exploration of factors that could
enhance the development and implementation of mental
health recovery in Botswana. The study is the first to be
conducted in Botswana. It provides insight into how nurses in
four inpatient units perceive the implantation of a recovery-
oriented approach in mental health services. The study
suggested essential factors for consideration for the success of
the approach, including the development of mental health
policies that support the recovery-oriented approach; revising
hospital admission, discharge, and follow-up plans for people
diagnosed with mental illness; revitalising the community
mental health services; and involvement of other stakeholders
such as traditional leaders, herbalists, traditional healers, and
spiritualists. In addition, nurses recommended developing
health education programmes to reduce the stigmatisation of
mentally ill patients in the community. Besides, other in-
fluential people such as community cultural leaders such as
chiefs and ward men would be targeted for inclusion in the
programme. They would help change people’s perceptions
towards the causes and management of mental illnesses.

5.1. Recommendations. Mental health problems remain
a burden and a significant public health concern. Un-
fortunately, mental health programmes remain the least funded
among health programmes, especially in low- and middle-
income countries [58]. For example, in Botswana, mental
health still operates under 1% of the national health budget. The
participants in the study recommended that the programme
could be developed and implemented if it received funding,
involved multiple stakeholders, and had a psychoeducation
programme targeting all the major stakeholders, community
leaders, mental health personnel, and the patient’s families. In
a meeting hosted by the WHO in conjunction with the World
Bank Group in 2016, Global Mental Health included mental
health as one of the sustainable development goals, which
underscores the need to prioritise mental health and well-being
at all ages [58]. To meet the goal, mental health initiatives
should be prioritised in terms of funding.

5.2. Relevance to Clinical Practice. The recovery-oriented
mental healthcare programme has the potential to benefit
people with mental illness in the country. In addition, it would
allow nurses to improve their knowledge and skills in
managing mental illnesses. Findings might also inspire policy
change in Botswana and other countries with limited re-
sources as they move to adopt the recovery-oriented approach
and guide its implementation.
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Data Availability

The data used to support the findings of this study are
available from the corresponding author upon reasonable
request.

Additional Points

What Does This Paper Contribute to the Clinical Commu-
nity?. The paper has the potential to (i) contribute to the
transformation of mental health care in Botswana to re-
covery oriented and (ii) reduce the scarcity of the literature
on developing and implementing recovery-oriented mental
healthcare programmes in Botswana.
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Background. Gestational diabetes mellitus (GDM) is increasing and is associated with adverse outcomes for both mother and
child. The metabolic demands of pregnancy can reveal a predisposition for type 2 diabetes mellitus (T2DM), and women with
a history of GDM are more likely to develop T2DM than women with normoglycemic pregnancies. Aim. The aim of this study was
to explore midwives” and diabetes nurses’ experience of their role in screening, care, and follow-up of women with gestational
diabetes mellitus and, further, to explore their opinions and thoughts about existing routines and guidelines. Method. Individual
interviews were performed with ten diabetes nurses and eight midwives working in primary and special care. Qualitative content
analysis was done according to Graneheim and Lundman. Results. The analysis of the interviews resulted in the overall theme “An
act of balance between normalcy and illness, working for motivation with dilemmas throughout the chain of health care.”
Difficulties in carrying out the important task of handling GDM while at the same time keeping the pregnancy in focus were
central. Women were described as highly motivated to maintain a healthy lifestyle during pregnancy with the baby in mind, but it
seemed difficult to maintain this after delivery, and compliance with long-term follow-up with the aim of reducing the risk of
T2DM was low. The women came to the first follow-up but did not continue with later contact. This was at a time when the women
felt healthy and were focusing on the baby and not themselves. A lack of cooperation and easy access to a dietician and
physiotherapist were pointed out as well as a wish for resources such as group activities and multiprofessional teams.

1. Introduction

Gestational diabetes mellitus (GDM) is increasing globally
and is associated with adverse outcomes for both mother and
child, such as greater risk for type 2 diabetes mellitus
(T2DM), macrosomia, and pre-eclampsia [1, 2]. Globally,
14% of all pregnant women develop GDM according to
a pooled prevalence number [3], and in Sweden, the

prevalence was 5.2% in 2020 [4]. The metabolic demands of
pregnancy can reveal a predisposition for T2DM, and
women with a history of GDM are more likely to develop
T2DM than women with normoglycemic pregnancies [5, 6].
A review from 2020 [5] showed a 10-fold higher risk for
developing T2DM, and another review about the incidence
of T2DM showed an estimated risk of 19.7% after 10 years
and nearly 30% after 20 years [6].
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As for other types of diabetes, an increased plasma
glucose level is used to diagnose GDM [2]. WHO has
changed its recommendations and lowered the cutoff for
diagnosing GDM [2]. In 2020, seven of Sweden’s 21 regions
used the lower cutoff [4]. The CDC4G study [7] is in progress
in Sweden to further evaluate whether to implement the
lower cutoff recommended by WHO. Screening to detect
GDM is performed at the maternity health clinic, based on
risk factors such as heredity and overweight, but a few re-
gions offer screening to all pregnant women [4]. Recom-
mendations for screening differ between regions in Sweden
[4]. When diagnosed, the woman is referred to a diabetes
nurse in special care during pregnancy and for follow-up
with the diabetes nurse in primary care postpartum. A lower
cutoff for GDM diagnosis would result in an increased
number of women with GDM, and this will entail demands
on health-care organisations and resources. Therefore, it is
important to study how health-care professionals today
experience their work with this group of women.

Earlier research is limited concerning health-care pro-
fessionals’ experience of treating women with GDM. In
interviews with midwives about their experience providing
care and counselling to pregnant women with GDM,
Persson et al. [8] identified fear of failure as a central factor
affecting the midwives’ choice of strategies. On top of their
ordinary work tasks, the midwives felt that they needed to
give specific counselling regarding GDM and to initiate
lifestyle changes. Persson et al. reported a need for a more
supportive organisation.

Interviews with Swedish midwives about strategies for
handling challenging dietary counselling situations pre-
sented ambiguous strategies. The information focused on
GDM prevention, but extra challenges were raised when
counselling women who were obese, on special diets, had
eating disorders, or came from different cultures. Those
challenging situations demanded other strategies. The re-
searchers concluded that further education towards a more
person-centred approach was needed as well as possible
cooperation with dieticians [9].

In a Norwegian study, midwives at a special care unit for
women with diabetes mellitus were interviewed. They de-
scribed a conflict owing to lack of time, where medical issues
were prioritised, and person-centred care with a midwifery
focus was given less space and time [10].

A qualitative study from Denmark interviewed health-
care professionals who met women with GDM during and
after pregnancy. They found that collaboration and in-
formation between the different clinics and different health-
care professionals need to be improved. It was unclear who
was to be mainly responsible for long-term follow-up work
to prevent T2DM. Due to a lack of guidelines and poor
knowledge about existing guidelines, the women received
very different care [11].

Examples of the few existing studies [8-11] indicate
organisational issues and a clinical struggle to handle and
balance different situations and work tasks in a tight time
schedule. Thus, a need for further research within the area to
map and increase understanding/knowledge about work
with patients with GDM is necessary, during pregnancy as
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well as after delivery. In this study, we want to investigate
further how consultations take place in different parts of the
chain of health care, and during pregnancy as well as after
delivery, both from the midwives’ perspective and diabetes
nurses’ perspective. The results of this study can increase
knowledge about daily work in the clinic and thus give
important information for possible improvements and
changes.

2. Aim

The aim of this study was to explore midwives’ and diabetes
nurses’ experience of their role in screening, care, and
follow-up of women with gestational diabetes mellitus and,
further, to explore their opinions and thoughts about
existing routines and guidelines.

3. Method

3.1. Study Design. A qualitative method with an inductive
approach was chosen since we wanted to gain deeper insight
into participants’ personal experiences [12]. Semistructured
individual interviews were performed to explore midwives’
and diabetes nurses’ experience of their role in screening,
treating, and following up on women with GDM. Opinions
and thoughts about existing guidelines were also explored.

3.2. Participants. All midwives and diabetes nurses in pri-
mary care and in special care units working with women
with GDM in a region in the northern part of Sweden were
invited to participate. This study used a purposive sample
[12]. Potential participants were contacted through co-
ordinating personnel and/or the responsible chief of the
respective professions, and information was distributed
among their contacts. Permission to participate in the in-
terviews during working hours was given by the regional
management. Ten diabetes nurses (age 27-61 with median
age 46.5, work experience 2-15years with a median of 5.6)
and eight midwives (age 34-63 with median age 47.5, work
experience 3-33years with a median of 15.5) chose to
participate in individual interviews. The participants were
equally spread between rural and central areas in both
groups. Two declined participation due to lack of time, one
due to a feeling of lack of experience, and four did not reply
to our contact.

Information about the study was given orally and in
writing, and participants were able to ask questions. In-
formed consent was signed before entry into the study.

3.3. Data Collection. Data were collected through individual
interviews conducted by phone or online, depending on the
participants’ choice. Face-to-face sessions were not possible
due to the ongoing pandemic. All interviews were conducted
by the first author, S.K., between May and July 2021. A
semistructured interview guide with open-ended questions
was used. A pilot interview was performed, and only minor
adjustments to the interview guide were made; thus, pilot
data were included in the study. The interviews were
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recorded digitally (Olympus VN-541 PC) and lasted between
12 and 28 minutes with a mean of 20 minutes. There was no
time restriction, and the participants were asked at the end
whether they had anything to add. Participants agreed to be
contacted again later should any questions come up during
the analysis, but no such need occurred. Transcripts were not
returned to the participants for comments.

3.4. Data Analysis. The interviews were recorded digitally,
transcribed verbatim by S.K., and deidentified and analysed
using qualitative content analysis according to Graneheim
and Lundman [13-15]. Qualitative content analysis em-
phasises variation, through similarities and differences in the
material [13-15].

The analysis started with repeated readings of the ma-
terial to get a sense of its entirety and content. Meaning units
were identified and condensed to shorten their content,
while preserving their core content, and then, they were
labelled with codes to capture their essence. The codes were
then grouped and abstracted into categories and sub-
categories by their commonalities on a manifest level.
Further interpretation and abstraction resulted in a theme
that exposes the latent content in the material. To ensure
dependability, S.K. and R.S. read the material, identified
meaning units and coded the material separately, and then
compared and discussed the differences until a consensus
was reached. Cocreation in the analysis is often described as
consensus [14]. Codes were then grouped into categories and
subcategories separately, compared and discussed, and ad-
justed separately and then discussed again until reaching
consensus. To further ensure dependability, this material
was discussed in the whole group who had read parts of the
material. An overall theme was created after discussions.
Quotations were chosen to exemplify and clarify. All steps of
the analysis process were managed manually. An example of
the analysis is shown in Table 1.

3.5. Ethics. Ethical approval for the study was obtained from
the Swedish Ethical Review Authority, Dnr 2021-00179. All
participants gave signed informed consent before the start of
the study. Data materials were kept in computer files behind
two-factor authentication, and transcripts were kept in
a locked cabinet.

4. Results

The analysis resulted in four categories, nine subcategories,
and one theme (Table 2).

From the categories to subcategories, the theme “An act of
balance between normalcy and illness, working for motivation
with dilemmas throughout the chain of health care” was ab-
stracted and interpreted. The theme originates from the par-
ticipants’ stories about difficulties providing necessary
information about the patients’ illness while maintaining focus
on positive aspects of this special time during pregnancy. They
also spoke about difficulties later, at follow-up in addressing the
risk of future illness and health risks at a time when the woman
is “healthy.” This was a challenge at all parts of the chain of

health care, and being supportive and encouraging was
regarded as a central issue. The participants expressed different
motivational challenges depending on occupation and place in
the chain of care.

4.1. Structure within and between Caregivers. Different ways
of cooperation between caregivers and parts of the chain of
health care were described, but so were a lack of cooperation
and uncertainty about details in routines and guidelines.
Participants described flexibility in the care and contact and
possibility to adapt to the patient as important.

4.1.1. Caregivers’ Role and Cooperation throughout the Chain
of Health Care around the Women. The participants de-
scribed their role in the care of the women, what their work
assignments were, how they referred patients to other care-
givers, and/or how patients were referred to them by others.
They further reported on different forms of contact, for ex-
ample, in person, by phone or online, according to the needs
and preferences of the individual women. Midwives in primary
care felt that their role was central during pregnancy but that
their part in considering GDM was small; they set the diagnosis
and then referred to “professionals” at the diabetes clinic.

Well, if we detect GDM we refer, we get professional help.
We contact the diabetes clinic and then they start doing
controls. The women continue with us according to the
base programme. You are a key contact from the start to
catch and find, and then refer. .. #13

All women diagnosed with GDM were referred to di-
abetes nurses in special care for regular contact during
pregnancy. However, diabetes nurses in primary care are
responsible for the follow-up after delivery (up to a year after
delivery), a time when many women consider themselves
healthy; the GDM is in the past.

Good experiences of quick nurturing after set diagnosis
were common and well spread in the interviews, as were ac-
counts of easy contact between primary care and special care
nurses and then prompt contact with the woman after di-
agnosis. Due to long distances in parts of the area where the
interviews were conducted, special care and primary care
cooperate in special cases, for example, by having personal
meetings with primary care close to home instead of travelling
long distances for each visit or having contact by phone.

In primary care, the diabetes nurses felt alone with these
patients and had no active cooperation with other caregivers
at the clinic.

Some of the midwives communicated to the diabetes
nurse at their clinic when a woman was diagnosed with
GDM, but this was an individual initiative and not routine. A
recurring opinion was that there was no access to a dietician
and that this category of competence would be important
and beneficial in the work with those women.

Also, cooperation with a physiotherapist was lacking, as
were group activities, which many participants thought
would be beneficial for this patient group. The opportunity
to meet others in the same situation and support each other
was thought to be very rewarding.
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4.1.2. Thoughts about Routines and Guidelines. Even within
the same profession, there were different opinions about
existing routines and guidelines. Some thought they were
clear and easy to follow, while others saw a need for clar-
ification and improvement. It was apparent that there were
some details that needed clarification, based on diverse
stories about how, for example, referrals should be made.

Our routines are a bit fuzzy when it comes to screening for
GDM. A bit vague. I have pointed that out before; maybe
it will change. .. #17

Some differences were seen in the layout of the work, and
several participants expressed a wish for clearer guidelines to
ensure equal care. Some had developed local guidelines on
how to perform follow-ups at their clinic to provide clarity
when the regional guidelines were considered unclear and/
or not updated.

Different tools and resources were used to accomplish
the work tasks. Some used the diabetes handbook available
online [16] along with other patient information also
available online. The women were, therefore, getting more
diverse information than they might have if there had been
more detailed regional guidelines.

A recurrent notion that came up in the interviews was
that some women might be missed and that the routine of
referring women with previous GDM to a special care di-
abetes nurse directly at the enrolment meeting with the
midwife needed clarification. The participants also indicated
uncertainty about glucose tolerance tests and said there was
a need to clarify the routine and follow-up requirements.
Another lack in the routines that came up was that the
diabetes nurses in special care do not have access to the
medical journals of midwives in primary care, which may
impede the communication between caregivers.

There were questions and uncertainty about potential
new cutoff limits for the diagnosis of GDM in the future.
This raised thoughts about a possible need for a change in
organisational responsibilities due to a growing number of
patients.

4.2. Content of the Daily Tasks. Different work tasks were
described in the interviews. All caregivers focused on
a healthy lifestyle as well as screening and follow-up.

4.2.1. Screening and Sampling. Collecting and handling
blood samples was described as an important part of the
work tasks, first to diagnose GDM and then to follow blood
glucose levels over time during pregnancy as well as during
long-term follow-up after delivery. Screening and sampling
were seen as essential in order to detect GDM and prevent
further illness. Screening is done based on risk factors and is
important for detecting GDM, but several midwives said that
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many cases are found by the random testing of blood glucose
that is performed during pregnancy.

It can be during our consultations that blood glucose
shows that you need to progress to do an OGTT or you do
it due to previous risk factors. And a GDM turns up. #4

After diagnosis, the women with GDM are taught to self-
monitor blood glucose levels regularly and report to their
diabetes nurse at the special care unit. After delivery, the
routine is to offer recurrent follow-ups with the diabetes
nurse in primary care, and blood samples are also an im-
portant part of this.

4.2.2. Promote a Healthy Lifestyle and Encourage the Normal.
All participants saw the provision of lifestyle information as
a central task in their daily work and talked about how to
promote a healthy lifestyle, saying that this should be pre-
sented as the normal way of living and taking care of
yourself. Healthy eating and physical activity were viewed as
the main objectives.

In general we inform everybody about lifestyle factors.
When you are pregnant, you are prone to making lifestyle
changes, this we know. Many start exercising, start to be
aware of weight and not gaining too much, thinking about
what they are eating. Many think about what they are
eating. . .. It’s quite general, regardless of whether you are
a diabetic or not. .. #8

For the midwives in primary care, despite the GDM, the
emphasis was on keeping the pregnancy and baby in focus
and giving the mother-baby connection priority.

Providing support and reassurance while giving women
the opportunity to ask questions was important in getting
the information out effectively. The desire to do everything
possible to ensure the baby’s well-being during pregnancy
was perceived as a key motivator for the women to adopt
lifestyle improvements before childbirth. Later, after
childbirth, this could be more difficult since the focus shifts
to the baby and family and is not so much on the mothers
themselves. Many spoke of the importance of having healthy
habits for the future and indicated that further support is
needed to help mothers maintain a healthy lifestyle.

4.2.3. Inform and Increase Knowledge of Risks and
Consequences. Another important work task the partici-
pants described was providing information and increasing
knowledge about diabetes and its risks and consequences.
The importance of continuing this work after delivery, when
most women consider themselves healthy, was seen as a key
issue.
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I think it is very important to follow up. Since they have
such a big risk of developing T2DM. .. Yes, it is important
to follow up and to inform them. #5

The midwives perceived that increasing body mass index
prepregnancy is getting more prevalent, and mental health
issues are more common. This makes the work, and helping
mothers become role models for their children even more
important.

4.2.4. Compliance and Course of Action at Follow-Up.
The participants expressed that compliance was generally
good during pregnancy, but it became more difficult with the
follow-ups after delivery. Many participants described a long
time delay between delivery and the first follow-up. They
found that the women would come to the first visit for
follow-up but would not continue with regular appoint-
ments in the long run, since they were feeling healthy at this
point and were focused on the baby and the family. Attempts
had been made to customise follow-up routines according to
individuals’ needs and preferences, but the compliance was
still low.

I think it is easy as a patient to think that I have good blood
sugar and that there is nothing to worry about now. But
you still have to make them understand that the risk of
developing T2DM is quite big. #6

The informants described uncertainties and differences
concerning strategies and the interval when it came to
follow-ups in primary care after delivery. The diabetes
nurses expressed that, in the end, it came down to the
woman’s own responsibility. The low compliance for
long-term follow-up was considered problematic.

4.3. Complexity of Counselling Situations. Obstacles, chal-
lenges, and difficulties of course occur in the contacts with
these patients. Motivational work, normal impacts of
pregnancy, and cultural differences, including language
barriers, were the main subjects spoken about.

4.3.1. Challenges in the Daily Work. Different challenges
were reported in the interviews. A recurrent topic was
difficulties concerning motivation. Participants indicated
that health education and motivation were time-consuming
and that time was lacking. The work of changing habits and
lifestyles is also time-consuming, so the same problem with
lack of time is connected to this. Anxiety was quite common
among the mothers-to-be, with different levels of worry
among the women, both for the coming babies and for
themselves. Anxiety could be a difficulty and an impediment,
but it could also motivate women to change and to maintain
new habits. Many participants reported that motivation was
higher during pregnancy than after delivery.

To keep them motivated, it is different while they are
pregnant; then they have someone else to think about./. ..
/Tt is the same as that you transmit good lifestyle to the
children, that is what I think about, teaching the children
to be physically active along with eating healthy. #9

It was a big challenge to try to keep a recurrent contact
over time after delivery. Maintaining healthy eating and
physical activity was considered a challenge. Another
challenge was complex counselling situations on delicate
matters such as weight and being monitored with a scale,
which was very sensitive for many of the women. The
participants felt that they could do better if they had more
time and resources.

4.3.2. Obstructive Physical Impact of Pregnancy. A recurrent
topic in the interviews concerned the physical strains and
events that normally occur during pregnancy that could be
a complicating factor for lifestyle changes. For example,
nausea and cravings make it even harder to keep a healthy
diet, and pregnancy-related lumbopelvic pain can make
physical activity harder. Even during a healthy pregnancy,
there are many emotions and bodily events to manage.

To encourage them to exercise. Sometimes they get stuck
in that they cannot walk because of pain from joint
loosening in the pelvis and all that. So there is that. .. To
get them more physically active early. #10

4.3.3. Language and Cultural Differences. Many of the
women the participants meet are immigrants, and this often
raises difficulties related to language and communication as
well as cultural differences such as different food cultures
and customs when it came to physical activity.

Dietary habits and general. .. this with cultural differ-
ences. . . You can notice big differences in what people eat
and that there are different cultures. #4

Communication via interpreter was described as an
aggravating factor in the consultation situations that made it
more difficult to connect with the mother and to ensure that
all the vital details in the conversation were clearly relayed.

Moreover, some women are illiterate and therefore
cannot assimilate written information indicating, for ex-
ample, the carbohydrate content in various products or
other written information which would complement and
repeat oral information. In addition, the numbers displayed
on the blood sugar tester might not be understood by
women in this group.

When you don’t speak the same language and perhaps
need an interpreter. And the interpretation does not al-
ways work well. Now during COVID-19 there have only
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been telephone interpreters, and you do not always reach
all the way. Then there are many who can’t read or count;
if the woman is illiterate, that is very difficult. #12

4.4. Professional Competence and Need for Further Education.
The participants had a varying number of years in the
profession and the desire for further training varied, not
always connected to longer or shorter experience. Many
wanted further education to be given the opportunity and
time to learn about new findings and new knowledge within
the area.

I would be grateful for more education since this. . . I meet
so few patients that I feel I don’t. .. I don’t work with it so
much that I feel so very secure in what I do. The more you
meet a group of patients the more secure you get within
that area. And there are not that many patients, so it
would have been nice to get some updates and more
education. #16

A recurrent wish was to have the opportunity to learn
more about areas that were not their speciality, for example,
more knowledge about pregnancy for the diabetes nurses
and so on. This would enable them to answer questions from
the women, but they also wanted the information to increase
their own understanding. A need for further education
about cultural differences and, for example, food cultures
was expressed as well as further training in conversation
methodology.

5. Discussion

5.1. Result Discussion. 'This study aimed to explore midwives’
and diabetes nurses’ experiences of screening and care of
women with GDM during and after pregnancy. The partic-
ipants were active in different phases, according to their
profession and placement in the chain of health care. De-
scriptions of the act of balancing between normalcy and
illness came up several times in the interviews, and this has
also been reported in previous research concerning health-
care professionals’ experience working with women with
GDM [8, 10]. This balancing act was described in different
ways; for example, that a lack of time puts the illness in
priority instead of the pregnancy and also that it was im-
portant to emphasise that lifestyle advice should be consid-
ered for everybody, thus as something normal and not
specifically because of their GDM. The informants thought
this was an important group of patients that need time and
care, and also that it was important to consider that the health
of the mother would affect the health of the baby and family
for a long time to come.

It was noticeable in the material that there were different
opinions about routines and guidelines among the in-
formants and that there were some misunderstandings
about who does what and thinking that certain tasks were
someone else’s responsibility. There was a lack of knowledge
and understanding of how work tasks and information were
organised and distributed between professions and between
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parts of the chain of health care. Similar difficulties were
pointed out in a Danish study [11], where suggestions about
an overview of organisation, collaboration, and information
transfer were made. A study from 2009 [17] showed low
compliance with guidelines about risk factor-based
screening. Only 30.7% of women with one or more risk
factors were exposed to OGTT.

Different primary health-care centres had developed
their own, more specific, routines, which caused diversity
between units. This was time-consuming work that, in
a situation with well-functioning routines, should not have
been necessary, and it led to a risk of unequal care. A related
issue that should be possible to solve more effectively was
that most participants found written information online to
hand out to their patients since no such things were in the
local guidelines. Of course, this provided opportunities to
adapt the information to individual women, taking into
consideration language and depth of information, but it
could also be time-consuming and lead to unequal care.
Besides the local guidelines, there are also national guide-
lines published by the National Board of Health and Welfare
(Socialstyrelsen) concerning the prevention and treatment
of unhealthy lifestyle habits. These guidelines can be of some
help in ensuring the provision of equal treatment and care.
The national guidelines stipulate person-centred care
adapted to the individual, with a focus on patient education
and support [18]. This was a focus that the informants spoke
about frequently.

Cooperation concerning referrals from primary care
midwives who had diagnosed women with GDM to diabetes
nurses in special care seemed to be fast and effective, al-
though there were some uncertainties about the correct way
to make a referral. Beyond this, there was very little co-
operation between special care and primary care and be-
tween occupational groups within primary care. Several
participants remarked on the lack of a dietician and
expressed a wish for further cooperation with a physio-
therapist. It would be beneficial to have access to a multi-
professional team [19].

In both special and primary care, participants expressed
a wish to be able to offer different group activities/treatments
in order to take advantage of the strength in a group, where
patients can share experiences and support each other.
Previous research has shown the benefits of groups, which
can improve maintenance and adherence [20]. Identification
has been pointed out as an important factor when attending
a group treatment, and a facilitator is needed for successful
treatment [21, 22]. A review shows the effect of social
identification-building on health, offering the possibility to
identify with and belong to a group [21].

A clear organisational detail that would simplify and
secure the work for diabetes nurses in special care would be
to enable them to read midwives’ reports from the women’s
primary care appointments. This was not possible at the time
of the interviews.

A key challenge was communication since many women
are immigrants and have no or only a limited ability to
communicate in the Swedish language. Communication
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through professional interpreters or with the help of a rel-
ative is a complicating factor in the personal meeting and
makes it more difficult to create a relationship and to em-
power the woman [23]. Furthermore, immigrants may bring
different cultural customs when it comes to food and
physical activity and different opinions about how women
should take care of themselves during pregnancy [23, 24].
Transcultural understanding and competence are important,
and health-care professionals need to get proper education
in this to be able to meet those patients [24, 25]. Previous
research also points out the importance of education and
competence on how to collaborate with an interpreter,
which is vital for a successful communication [24, 26]. The
diabetes nurses also talked about challenges concerning
women who are illiterate and who therefore have difficulties
understanding what the numbers on the blood glucose tester
mean. This leads to difficulties in getting the daily feedback
that those measures are supposed to provide. The inability to
interpret those results leads to the need for resource-
intensive recurrent personal meetings that would other-
wise often be managed by phone or digital messages. It has
been previously pointed out that illiteracy is a complicating
factor that adds to the workload, and that cultural differences
create a need for information that is adapted to be made
more broadly accessible [27].

The diabetes nurses in primary care felt alone with those
patients, women previously diagnosed with GDM, and came
in contact with the women quite late after delivery, without
having had former contact or any relationship with them. A
known facilitator for compliance with recommendations
given at consultations is connection and continuity with the
caregiver, and this could be a factor here [28, 29]. The
compliance following such consultations was experienced to
be low, which has also been highlighted in previous studies
[29-31]. Often the woman came to the first consultation
after delivery but then as time passed, the attendance rate
decreased. These consultations are introduced when the
woman feels healthy, the baby and the family are in focus,
and the risk of T2DM feels distant and no longer relevant.
Kim et al. describe how women, despite knowing that GDM
gives an increased risk of developing T2DM, did not see
themselves as having an increased risk [32]. The consulta-
tions are voluntary, and a lot comes down to the woman’s
own responsibility and interest. Interviews with women
treated for GDM report a lack of coordination, unclear
responsibility for follow-up among health-care pro-
fessionals, and absence of individual focus as factors con-
tributing to low compliance with long-term follow-up [29].

If the lower cutoft for diagnosing GDM is implemented,
the number of women diagnosed with GDM will increase,
leading to new demands on health-care resources and or-
ganisations. An organisation where diabetes nurses in pri-
mary care have contact with the woman during pregnancy
could improve continuity and might improve compliance
with long-term follow-up. Continuity in contact and
a person-centred approach are facilitating factors [28, 29].

Opinions about more education were varied. Different
thoughts about the need and wish for knowledge about the
part that was not the focus of one’s own profession affected

opinions about whether or not more education is needed, for
example, for midwives to learn more about diabetes, or for
diabetes nurses to know more details about pregnancy and
its effects.

5.2. Methodological Discussion. The study’s aim to explore
participants’ experiences led to the choice of qualitative
method, more specifically, interviews analysed according
to Graneheim and Lundman [13-15]. With interviews,
there is a chance to go deeper into the subject with
supplementary questions, which is not a possibility when
using a survey. In this study, semistructured individual
interviews were conducted by phone or online. Face-
to-face sessions were not possible due to the ongoing
COVID-19 pandemic. Bryman [12] discusses the pros and
cons and possible differences in results between face-
to-face interviews and interviews by phone or other
means. There have been concerns that phone interviews
might be less rich in content compared to face-to-face
sessions, but according to Bryman [12], this has not been
shown. By phone, there is a lack of body language, but you
can still hear, for example, changes in tone and speed of
talk. In an online interview, you can observe body lan-
guage to some extent. Not conducting interviews face-
to-face can be time- and cost-effective and might enable
participation despite long distances. The participants in
this study could choose which format they considered
most convenient, and even over long distances, this made
it equally easy for everybody in the area to participate,
which is seen as an advantage.

The original plan was to hold focus group interviews, but
this was changed to individual interviews due to the pan-
demic, which prevented in-person meetings. Holding focus
group meetings online or by phone was not considered
adequate since it would be very difficult to get a good group
dynamic and discussion by those means. Focus groups
would have been interesting, giving the possibility to observe
how individuals act as members of a group discussing
a special topic and how they react to others’ opinions and
experiences [12, 33].

There is no consensus on how many informants are
needed in qualitative research and no way to calculate this
compared to how participants are calculated in qualitative
research. Kvale recommends 5-25 informants, to be able to
overview the text material [33]. Too many informants and
a big set of data could make it difficult to analyse all data as
deeply as needed, while too few or thin materials do not give
the necessary richness to the material [12, 33, 34]. The 18
interviews in this study were considered to provide a good
amount of data, offering material with richness and to be
able to have an overview of the material, analysing simi-
larities and variation.

A purposive sample was used as the researchers turned
directly to the group of professionals actively working with
this patient category and who thus have knowledge of and
experience with the topic [12]. The participants were equally
spread between midwives and diabetes nurses, working in
rural and central areas, and they were spread among ages
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and years of work experience. This contributed to the width
of the content of the interviews, which is important for the
credibility as well as transferability of the study [13, 35].

The use of a semistructured interview guide ensured
similar questions and topics in all interviews while still
maintaining a flexible interview process. The questions do
not have to be asked in the same order to all informants,
which gives space and possibility for the informants’
opinions and wishes to share [12]. The questions were not
distributed beforehand so there was no chance to prepare
specifically, but knowing the purpose of the interview made
it possible to prepare more generally and consider what they
wanted to share. This gives spontaneous answers, which are
considered preferable. A pilot interview was conducted to
test the interview guide and to make sure that it gave rich
answers correlating with the aim of the study. This
strengthens the study’s credibility [35].

The analysis was done manually, without software. As
described in the Method section, the analysis was performed
in specific steps and with discussions, cooperation, and
consensus between the authors. No member check was
performed, since there were no specific questions and because
this type of control is criticised [12]. The inclusion of more
than one researcher in the analysis strengthens dependability
[13, 35]. Furthermore, the process—from recruiting partici-
pants, through the analysis and production of finished
result—is thoroughly described, which enables the reader to
follow along and thereby to judge the study’s transferability
and credibility. Different steps and examples of the analysis
are presented, and the results are clarified in the text and
confirmed with quotations, which further strengthens de-
pendability as well as transferability [13, 35]. Quotations help
to show that the text in the results comes from the collected
data, strengthening conformability as well as credibility [35].

As described in the Method section, the research group
was involved in the analysis.

An interview is considered to be a cocreation between
the interviewer and the interviewee and later between re-
searcher and text through interaction in the situation
[14, 33]. This makes it important for the researchers to be
aware of preunderstanding that might affect the process. The
authors have strived to be objective. The interviewer had no
previous experience working with GDM and does not have
the same occupation as the informants.

6. Conclusion

Our results demonstrate how women with GDM postpartum,
with normalised glucose parameters and a new life situation,
often have problems holding on to a healthy lifestyle and that
they are often lost to follow-up from the health care. The
participants describe that their care organisations have a lack
of structure, coordination, and sometimes the knowledge to
meet the specific needs linked to follow-up after GDM aiming
at long time follow-up, health promotion, and diabetes
prevention. If the lower cutoff recommendations from WHO
for GDM would be implemented in Sweden, with an in-
creasing number of GDM diagnoses, the urge for organisa-
tional changes will be even more relevant.
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Background. Patients with surgical stoma experience problems, which can lead to their impaired adaptation and self-efficacy. The
nursing process provides a framework for planning and implementing nursing care. This study aimed to investigate the effect of
education based on the nursing process on ostomy self-care knowledge and performance of elderly patients with intestinal stoma.
Materials and Methods. In this quasi experimental study, 52 elderly patients with intestinal ostomy who were referred to Razi
Hospital in Rasht and met the inclusion criteria were invited to participate in research. Sampling was done by a simple random
method. The intervention group received an educational programme based on the nursing process, whereas the control group
received traditional training. The research instruments included a questionnaire to assess the level of ostomy self-care knowledge
and ostomy self-care performance. Data were analyzed by SPSS software version 21 using descriptive and inferential statistics at
a significant level of p <0.05. Results. The mean scores of ostomy self-care knowledge and performance in both groups (in-
tervention and control) were increased. However, the improvement in self-care knowledge and performance of the intervention
group was significantly greater than that in the control group (p < 0.001). Conclusions. The educational programme based on the
nursing process compared to the routine patients training caused more improvement in ostomy self-care knowledge and
performance of older adult patients with surgical stoma. Therefore, an educational programme based on the nursing process can
be used as an educational model for these patients.

1. Background

The world’s elderly population is growing rapidly [1]. It is
predicted that in the 21st century, the elderly population will
reach its highest level in human life, which is why this
century has been called the “Century of old age” [2]. Sim-
ilarly, the report of the general population and housing
census of the Islamic Republic of Iran in 2016 in Iran showed
that about 9.3% of the country’s population consists of
people of 60 years and older [3]. In addition, there are some
predictions which show that the elderly population of Iran

will reach more than 26 million by 2050 [4]. Old age is not
a disease. It is the physiological changes that occur over time,
and as a result of these changes, the rate of acute and chronic
diseases increases [5]. Cancer can be considered an age-
related disease because the incidence of most cancers in-
creases with age, rising more rapidly beginning in midlife
[6]. Cancer is the second leading cause of death in older
adults [7] and among cancers, colorectal cancer has a high
prevalence in the elderly. So that approximately 60% of
colorectal cancer patients are older than 70, with this in-
cidence likely increasing in the near future [8]. Colorectal


https://orcid.org/0000-0002-2825-9685
mailto:darvishpour3@gmail.com
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1155/2023/2800796

cancer in people with colon cancers that have not spread to
distant sites is most commonly treated by surgery [9].
Colostomy or ileostomy is a well-known surgical in-
tervention aimed at treatment of various diseases, including
cancer [10]. Intestinal ostomy is the creation of an artificial
opening in the abdominal wall by surgery that drains the
contents of the intestine out of the body [11]. As the fre-
quency of major abdominal operations being performed in
older patients rises, there is an associated rise in procedures
involving fecal ostomies [12]. Ostomies are being placed
frequently in surgically treated elderly patients with co-
lorectal cancer [13]. Studies specifically evaluating the
outcome of surgery for colorectal disease in older persons
have demonstrated that major procedures should not be
denied on the basis of age alone and that colorectal surgery
can be conducted with an acceptable margin of safety in
older persons [12].

Although the creation of a stoma is associated with
positive outcomes such as symptom relief and improvement
in overall health, it may have a negative impact on the
patient [10]. The majority of patients with stoma suffers with
a lack of physical activity, dietary changes, and general
lifestyle changes [14]. Ostomy surgery has effects on person’s
physical appearance and functions and also has a bad effect
on patients’ body image [15]. Factors linked to living with
a stoma may increase or decrease the health-related quality
of life after stoma creation. For example, perceptions of
living with a stoma are influenced by the presence of stoma
complications. Leakage of effluent from the ostomy is
perceived as especially bothersome, and a great deal of
professional effort goes toward teaching patients to manage
their pouching systems in a manner that avoids leakage [10].
To support patients in adjusting to their condition, they
should receive self-care-related information and skill
training during their hospital stay after colostomy, which
might include instructions on colostomy care provided ei-
ther verbally or via handout [9].

Education has an important part in the development of
self-care, independence, and adaptation of individuals to the
disease [16]. It has been suggested that patient education
might reduce the length of hospital stay, the frequency of
postoperative complications, and the frequency of hospital
readmissions [17]. Education changes health behaviors and
leads to better understanding of the disease and reduces or
delays the incidence of complications [18]. Clinical nurses
play a major roles to provide the health education for pa-
tients in the process of getting used to living with stoma. The
main content of the health education should focus on
technical skills related to wound care and incontinence (skin
cleansing, bag/adapter replacement, changing dressings, and
making the proper position). In addition, encouraging
people to make decisions about treatment and care, orga-
nizing educational programs for daily activities to ensure
adaptation to patients’ social life, and developing educa-
tional materials and educational support systems are rec-
ommended [16]. The main goal of nursing care is to provide
appropriate quality care to improve the condition of patients
[19], and one of the most important policies and principles
of nursing care is the use of the nursing process model

Nursing Research and Practice

[20, 21]. This model is a systematic framework for evaluating
patients’ needs for clinical decision-making. The nursing
process moves the care of patients from traditional and old
methods to modern, scientific, and patient-centered
methods [20]. Patient education is an integral part of the
nursing process, and nurses can use this process to assess,
plan, implement, and evaluate an effective and in-
dividualized patient education programme [22]. However,
age-appropriate teaching strategies for the older adult must
be planned, purposeful, and adapted to accommodate the
special needs of the elderly patient. Specific strategies that
adhere to the principles of geragogy should also be an in-
tegral part of every nurse’s teaching repertoire to promote
health literacy in this special population [23].

The effects of education on self-care ability of patients
with colorectal cancer have been evaluated in several studies
[9, 16, 24]. These studies confirmed the effect of education on
patients’ self-care ability. It was shown in the study of Wang
et al. that multimedia patient education is an adequate
educational tool for patients with colorectal cancer who have
undergone colostomy surgery [9]. In Shrief and Mokhtar’s
study, the use of structured educational guidelines had
a positive effect on patient knowledge, performance, and
self-efficacy regarding colostomy care [24]. In Culha et al.’s
study, the effect of self-care education on self-care awareness
and agency of patients with colostomy and ileostomy was
investigated. These researchers concluded that education
may assist in self-care agency and stoma knowledge of
patients with stoma [16]. However, the review of the liter-
ature indicated that no study has been conducted to in-
vestigate the effect of education based on the nursing process
on the knowledge and self-care performance of elderly
patients with surgical stoma. However, the ultimate goal of
patient education programs is to achieve long-lasting
changes in behavior by providing patients with knowledge
that allows them to make autonomous decisions to take
ownership of their care as much as possible and improve
their own outcomes [22]. Therefore, considering the im-
portance of this issue and due to the lack of evidence on an
educational model based on the nursing process in Iran, the
present study was conducted to determine the effect of
education based on the nursing process on knowledge and
self-care performance of elderly patients with surgical stoma.

2. Materials and Methods

2.1. Study Design, Setting, and Participants. This quasi-
experimental study was conducted by using a pretest-post
test two-group design. The population of this study was the
elderly patients with an intestinal ostomy (ileostomy or
colostomy) who were referred to Razi Hospital in Rasht, in
2020-2021. This hospital is the largest public and educa-
tional hospital in Guilan province in terms of size, which
provides the most diverse general, specialized, and sub-
specialized services in the field of internal diseases and
surgery to its patients.

Sampling was done by a simple random method. In this
way, the samples were allocated from the list of intestinal
stoma surgery candidates who met the inclusion criteria and
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were placed one in between the control and intervention
groups. For example, the first patient from the list of surgical
candidates was allocated in the intervention group and the
second patient from the list was allocated in the control
group. To determine whether the first patient will be in the
control group or in the intervention group, a random lottery
method by flipping a coin was used.

The inclusion criteria included the following: elderly
patients who were 60 years or older with intestinal ostomy
were willing to participate in the study and had not par-
ticipated in similar programs before. They should be literate
to speak and write Persian fluently, had no visual or auditory
problems (they should not have problems communicating),
did not have a psychological disorder (scored 8 or higher
above the 10-item AMT instrument), were able to perform
daily life activities (getting a score of 12 or higher assessed by
using daily life tool), getting a score of 17 and lower (average
and poor knowledge level) assessed by the Stoma Care
Knowledge Level Questionnaire, earning a score of 18 and
below (average performance level and poor) assessed by the
checklist of checking the level of ostomy care performance
and lack of work experience in the health system. The data
collection took place from August 2020 to February 2021 and
lasted for 7 months.

2.2. Research Instruments. Research instruments included
a demographic characteristic questionnaire (including age,
sex, and education), an ostomy self-care knowledge ques-
tionnaire, and an observational checklist of patients” ostomy
self-care performance. The stoma care knowledge ques-
tionnaire developed by researchers is based on scientific text
[25]. In this way, according to the objectives of the study,
appropriate items were designed. Then, the phrasing, se-
quence, and arrangement of the questions and the proper
format to receive the answers were considered. This ques-
tionnaire was related to how to take care of the ostomy
(ileostomy and colostomy) and evaluates items such as the
definition of ostomy, definition of ileostomy and colostomy,
types of ostomy bags, duration of use of bags, appropriate
time to change the bag, diet, lifestyle with ostomy, and stoma
care tips. This questionnaire has 26 questions with “correct,”
“incorrect,” and “I do not know” answers and is in 5 di-
mensions. For each correct answer, 1 point, and for incorrect
and “I do not know” answers, zero points were considered.
The sum of the total correct answers was 26. That if they got
a score of 18 to 26, had good knowledge; 10 to 17, had
average knowledge; and a score of 0 to 9, had poor
knowledge. People with average to poor knowledge entered
the training program. The questionnaire was answered one
day before surgery as a pretest, and the first day, one week
and one month after surgery as a posttest. The validity of the
ostomy knowledge level questionnaire was confirmed using
content validity (CVI and CVR) and its reliability was de-
termined 0.85 by Kuder-Richardson 21 (KR-21). In this way,
the questionnaire was sent to 10 faculty members of the
gastroenterology, cancer surgery, and nursing departments
of Guilan University of Medical Sciences, and their opinion
regarding the importance of questionnaire items was

obtained by selecting one of the options of relevance, clarity,
simplicity, and necessity. After applying the professors’
opinions, the final questionnaire was prepared. In the
reporting phase, the questionnaire was sent to all professors
and their approval was obtained.

The observational checklist of patients” ostomy self-care
performance was taken from a book about basic nursing
techniques. This procedure checklist book applied all the
procedures from Craven and Hirnle’s Fundamentals of
Nursing [26]. This observational checklist has 13 items with
a three-choice Likert rating of “excellent performance,”
“satisfactory performance,” and “need to practice,” which
evaluates the steps of changing the ostomy bag. For scoring,
2 points for “excellent performance,” 1 point for “satisfac-
tory performance,” and zero for “need to practice” were
considered. The total result was 26 because 13 items were
examined. If the participants got a 18-26 score, their per-
formance was excellent; 10 to 17 was used for average
performance; and a score of 0 to 9 for poor performance.
People with average to poor performance entered the
training program.

To evaluate the performance of both groups in terms of
how to change the bag and wash the ostomy, a pretest was
performed on the day before surgery. An observation
checklist of self-care performance was used for evaluation,
which was completed by one of the researchers.

To evaluate the performance of both groups in terms of
how to change the bag and wash the ostomy, a pretest was
performed on the day before surgery. An observation
checklist of self-care performance was used for evaluation,
which was completed by one of the researchers. Then,
changing the bag and washing the ostomy were practically
taught in a session and the performance evaluated through
posttest 1 on the first day, posttest 2 in one week after the
training, and posttest 3 in one month after the training.

The validity of the observational performance checklist
was confirmed using content validity, and its reliability was
determined by an inter-rater reliability method (r=0.9).
Charlson Comorbidity Index was used to control con-
comitant diseases in the present study.

2.3. Intervention. The educational intervention in this study
adopted five stages of the nursing process: assessment and
recognition of educational needs, nursing diagnoses, planning,
implementation of the educational program, and evaluation of
the educational outcome [22, 27]. The first stage of the nursing
process is assessing and recognizing the educational need,
which was done using a questionnaire to assess the level of
knowledge of ostomy care. After the necessary information
was collected in the nursing assessment stage, nursing di-
agnoses were designed in the next stage. These nursing di-
agnoses were in the fields of patient knowledge related to
nutrition, activity, and exercise, how to change the colostomy
and ileostomy bag and the right time to change the bag, signs
of the need to see a doctor or nurse, and important points of
ostomy care. Then, in the third stage of the nursing process
(planning), educational goals were formulated and educa-
tional content was prepared to achieve the goals.
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The fourth stage of the nursing process was the
implementation of educational intervention. Patients were
trained individually and face-to-face. The training sessions
were conducted in two sessions. The first training session
was conducted one day before surgery with the aim of as-
sessment of the patient’s knowledge about ostomy care.
Knowledge of ostomy care includes the definition of ostomy;
the types of ostomy bags; proper nutrition; time to change
the bag and the amount of activity, exercise, and symptoms
required to see a doctor or nurse; and important ostomy care
tips. An educational pamphlet was also provided for each
patient.

In the evaluation process of the nursing process, the
questionnaire was answered by a pretest and post-test by the
subjects. For posttest, a questionnaire to assess the level of
ostomy care knowledge was distributed and completed by
the subjects one day after training, one week and one month
after training. The second session of postoperative training
was performed on the first bag replacement and ostomy
lavage. In this session, the patient was taught how to take
care of the ostomy and change the bag in a practical way. The
duration of training was 15 minutes.

In the evaluation phase of the nursing process, the
performance of the subjects in relation to how to change the
bag and wash the ostomy as a pretest and post-test one day
after training on how to care for the ostomy and how to
change the bag, one week and one month after training with
checklist.

In order to collect data, the researcher obtained in-
formed consent after selecting the research samples and
introducing herself and providing sufficient explanations
about the purpose of the research. The participants were also
reminded that the information obtained from them will
remain completely confidential and they can withdraw from
the study whenever they wish.

2.4. Data Analysis. Collected data were analyzed using the
SPSS software version 21. To analyze the general data, de-
scriptive statistics of mean, median, and standard deviation
were used. The Kolmogorov-Smirnov (KS) test was used to
investigate the normality distribution of quantitative vari-
ables. The Mann-Whitney U test was used to analyze the
differences in the performance status and knowledge status
between the two groups of the study, and Wilcoxon test was
used to analyze the differences within the group of the study.
The significance level (p value) in all tests was
considered 0.05.

3. Results

The results showed that the majority of allocated participants
was in the age group of 60-74 (86.5%) and were males
(65.4%). All allocated participants (100%) were married.
There was no statistically significant difference between the
demographic characteristics of the two groups (p <0.05).
The results related to the level of self-care knowledge
showed that the mean score of knowledge increased one day
and one week after the intervention in both intervention and
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control groups. At the end of the study, after thirty days, the
self-care knowledge score of the intervention group had
a higher median and mean than the control group (p < 0.001)
(Table 1).

Figure 1 indicates that although both groups of the study
improved their level of knowledge throughout the timeline
of the study, the rate of promotion in the intervention group
was more significant than the control group.

The results showed that the mean score of patients’
performance in all time intervals (one day, one week, and
one month after training) in the intervention group was
higher than the control group (Table 2).

Figure 2 shows the mean score of ostomy self-care
performance in both groups. It indicates that although
both groups had improved performance levels during the
study, the rate of promotion in the intervention group was
significantly higher.

4. Discussion

This study was performed to determine the effect of edu-
cation based on the nursing process on self-care knowledge
and performance of elderly patients with intestinal stoma.
Findings about self-care knowledge and performance in the
intervention group and control group before and after the
intervention showed that although both groups had im-
proved the level of knowledge and performance, the per-
centage of promotion in the intervention group was
significantly higher. In relation to the justification of this
finding, it can be said that older adults are more at risk of
developing chronic conditions. Thus, their search for health
care will likely also increase [28]. This makes them look for
the necessary information to take care of themselves, which
can be a justification for improving the level of knowledge
and performance in both the groups in the present study.
However, the percentage of higher improvement in the level
of knowledge and performance among the intervention
group compared to the control group is related to the effect
of the intervention. In other words, the results of the present
study indicate that education based on the nursing process
has been effective in improving self-care knowledge and
performance. In justification of this finding, there was not
found a study similar to the present study that investigated
the intervention of education based on the nursing process
on the level of knowledge and performance of patients with
ostomy. For this reason, to discuss the findings, studies that
have generally dealt with the effect of education on the self-
care of these patients have been mentioned as evidence. For
example, Shrief and Mokhtar examined the effect of
structural education on the knowledge of patients with
surgical stoma [24]. Consistent with the present study, the
results of this study indicate the effect of education on self-
care knowledge of patients with surgical stoma. Similar
results were observed in the study of Ran et al. [29], Culha
et al. [16], Hegazy et al. [30] and Oshvandi et al. [31]. In line
with the results of the present study, the findings of the study
by Pouresmail et al. [32], Hegazy et al. [30], and Sanabadi
et al [33] showed the positive effect of education on in-
creasing self-care skills and behaviors.
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TaBLE 1: The comparison of the mean score of ostomy self-care knowledge between the intervention and control groups after the completion

of the programme.

Study groups

Variables Intervention group Control group

Increase in Sig
the score Mean SD Median Mean SD Median

of ostomy

self-care knowledge

One day after intervention 4.65 3.11 4.00 4.00 1.74 4.00 0.356
7 days after intervention 12.81 3.14 12.00 7.15 3.38 7.00 0.000
30 days after intervention 16.46 2.60 17.00 9.08 2.92 8.00 0.000

SD: standard deviation; Sig: significance level.
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FIGURE 1: The mean score of ostomy self-care knowledge throughout the timeline of the study.

In general, adult education about various health care topics
is essential to improve health care behavior and self-
management as well as reduce risky behavior [34]. The ulti-
mate goal of patient educational programs is to achieve long-
lasting changes in behavior by providing patients with the
knowledge to allow them to make autonomous decisions to
take ownership of their care as much as possible and improve
their own outcomes [22]. A great deal of effort must be invested
to support the empowerment of older people to increase their
benefits from educational interventions. To achieve

empowerment, people must obtain knowledge that is related to
individual needs and expectations. By providing empowering
care, nurses help increase the residents’ independence and their
feelings of autonomy [34]. Gaining insight into older patients’
needs, priorities, and experiences is also mentioned and of high
importance in reviews on principles of learning in older people
[35]. In older people, age-related conditions and the related
decline in physical and cognitive functions require that they
receive appropriate education to continue living as actively and
independently as possible [34].
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TaBLE 2: Comparison of the increase in the score of ostomy self-care performance in the two groups of the study.

- Study groups
Variables Intervention group Control group
Increase in Sig
the score Mean SD Median Mean SD Median
of ostomy
self-care performance
1 day after intervention 6.27 3.32 6.50 3.04 3.42 2.00 0.000
7 days after intervention 10.46 6.02 12.00 7.50 3.48 8.00 0.035
30 days after intervention 16.42 7.48 18.00 10.27 5.77 8.50 0.002

SD: standard deviation; Sig: significance level.
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FIGURE 2: The mean score of ostomy self-care performance in different distinct times.

The nurse, as a part of the multiprofessional health
team, has the duty of managing the care of elderly people
with an intestinal ostomy, from any levels of assistance,
from the diagnosis process to home monitoring [36].
Nurses are required to be adequately prepared with a suf-
ficient theoretical knowledge base which guides their
clinical practices [37] and provision of comprehensive
nursing care to older adults [38]. The nursing process has
become the basis of contemporary practice, as a core
component of nursing education, as well as a point of
reference in providing nursing care in many parts of the
world. Arguably, it is central to all nursing actions,

applicable in any setting and within any frame of [39]. The
nursing process functions as a systematic guide to client-
centered care [40]. Using the five-step nursing process for
developing a patient teaching plan will help to deliver
comprehensive and effective teaching. Simple teaching
plans accompanied by multiple teaching strategies provide
patients with valuable information [27]. The nursing
process is regulated and implemented according to the
needs of patients and due to the fact that implementation of
care programs based on patients’ needs will produce better
results [41], it is expected that more attention will be paid to
it in patient care plans.
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5. Conclusion

Generally, the results of the study indicate that the use of
education based on the nursing process has a positive
effect on the self-care knowledge and performance of
elderly patients with intestinal stoma and can be used as
a model for nursing interventions in caring for patients.
Therefore, it is suggested that education based on the
nursing process has been considered in clinical and ed-
ucational environments, and the relevant authorities
should provide the necessary resources and facilities for
nurses to use them.

The main limitation of the present study is that it was
conducted on elderly patients of one medical center of
Guilan University of Medical Sciences, which may not be
representative of all older adults, and therefore, its results
cannot be generalized to all older adults. It is suggested
that future studies be conducted on participants from
other regions and countries with cultural diversity and
their results be compared with the findings of the
present study.
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Caring for relatives living with schizophrenia could lead to caregivers’ burden. It is believed that lack of information and
understanding about schizophrenia and lack of skills to cope effectively while caring for their adult relatives largely contribute to
the burden they experience. The burden is assessed using assessment scales. This review aims to assess the effectiveness of
psychoeducation in alleviating the burden experienced by family caregivers of adults living with schizophrenia and to identify
essential factors that facilitate positive outcomes. Five databases (ASSIA, CINAHL, Embase, MEDLINE EBSCO, and PsycINFO)
were systematically searched using combinations of the following key terms: “family caregivers,” “schizophrenia,” “burden,”
“psychoeducation,” and “adults.” Meta-analysis of included studies was conducted using RevMan 5.4. Five RCTs with 320 family
caregivers were included in the review. Overall, none of the studies showed a low risk of bias. The evidence suggests that face-
to-face group psychoeducation reduced family caregivers’ burden when measured across different time points: one-week
postintervention (mean difference —3.87 and ClI —6.06 to —1.70), six months (MD -8.76 and Cl —12.38 to —5.13), and twelve
months (MD -7.38 and Cl -9.85 to —4.91). Measurements immediately after the intervention, one month, and three months
postintervention when reported narratively also showed a reduction in family caregivers’ burden. Face-to-face group psycho-
education provided for family caregivers effectively alleviates the burden they experience. Factors such as program content and
teaching methods facilitated positive outcomes. It is recommended that psychoeducation should be integrated as a routine
intervention for family caregivers.

1. Introduction

The effective promotion of recovery-oriented care for adults
living with a diagnosis of schizophrenia is considered to
include not just providing interventions for the person but
also providing adequate support to family and caregivers
[1-3].

Schizophrenia is a severe mental health difficulty that
affects 7 per 1,000 of the adult population [4]. While its
incidence is low, its prevalence is high due to the enduring
nature of the symptoms associated with this mental health
difficulty [5]. Even with effective pharmacological in-
terventions for managing positive symptoms, adults living
with schizophrenia may still experience adverse symptoms.

This may limit their ability to be financially stable and care
for themselves independently [6].

Family caregivers play an essential role in supporting the
care and recovery of adults living with schizophrenia [7].
Studies suggest that 90% of adults experiencing schizo-
phrenia live with family members when discharged from
hospitals [2, 7]; hence, they depend on the assistance and
involvement of family and caregivers in managing symp-
toms and providing support, including emotional and fi-
nancial support [8].

Caring for adults living with schizophrenia has been
linked to increased family caregivers’ burden [9-14]. Due
to the intensity and diversity of caregiving, family
caregivers may experience burdens as either physical,
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emotional, and financial or as a combination of these
factors [2, 12, 15-17]. The Global Burden of Disease
Report [18] highlighted that family caregivers often ig-
nore their own emotional, physical, and mental health
while providing care for their relatives; hence, resulting in
severe stress, depression, and anxiety [19]. The longer the
caregiving role, the greater burden the family caregivers’
experience [7, 17, 19-21].

Lippi [8] identified that family caregivers experience
caregiving burdens due to lack of information and un-
derstanding of schizophrenia as well as lack of skills to cope
with the symptoms the person may be experiencing [8].

Psychoeducation is recommended as an intervention to
provide support and information to family caregivers
(National Institute for Health and Care Excellence (NICE)
2014).

However, despite the significant burden experienced by
family caregivers of adult relatives living with schizophrenia,
few primary studies have specifically investigated the impact
of psychoeducation on family caregivers’ burden without
including their adult relatives in the studies. This is possibly
because family caregivers’ needs are not considered as im-
portant as the needs of individuals experiencing schizo-
phrenia [9-13, 22-26].

Few studies have conducted systematic reviews in
exploring caregiving-related outcomes for family care-
givers [26-31]; however, none have explicitly focused on
the concept of burden experienced by family caregivers.
Furthermore, no systematic review of randomised con-
trolled trial studies carried out on the effectiveness of
psychoeducational programs on the burden experienced
by family caregivers of adults living with schizophrenia
was identified in the Prospero register for systematic
review.

This systematic review aims to determine the effective-
ness of psychoeducational programs on the burden expe-
rienced by family caregivers of adults living with
schizophrenia.

The objectives were to investigate the effectiveness of
face-to-face psychoeducational programs on the burden
experienced by family caregivers of adults living with
schizophrenia using the Family Burden Interview Schedule
and to identify essential factors that facilitate positive
outcomes.

2. Methods

This systematic review was conducted following the Pre-
ferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) statement checklist [32]. There was no
review protocol for this study.

2.1. Inclusion/Exclusion Criteria. The inclusion and exclu-
sion criteria used in this review are outlined using PICOS
(population, intervention, comparators, outcomes, and
study design) [33].

Studies were eligible and included in this review only
where they reported on the following terms.

Nursing Research and Practice

(i) Population: This means family caregivers of adults
living with schizophrenia, where the person given
the diagnosis is an adult aged 18 years and above.
They may be experiencing first episode of schizo-
phrenia or enduring schizophrenia. For this sys-
tematic review, family caregivers are defined as
family members related either biologically, such as
parents, children, siblings, and grandparents; or
nonbiologically, such as spouses, and friends [34].
Relatives must be adults of 18 years and above.

(ii) Intervention: This means studies evaluating the use
of face-to-face psychoeducational programs de-
livered to family caregivers. Studies were included if
most of the psychoeducation sessions were de-
livered to family caregivers (family caregivers fo-
cused). Studies were also included if the content of
the psychoeducational program aimed to improve
the family caregivers’ experience of care and reduce
their burden. To qualify as a psychoeducational
intervention program, the program’s design must
include an educational component that impacts
knowledge and provides information on schizo-
phrenia and its management.

(iii) Comparator/control: This include family caregivers
who received routine care.

(iv) Outcome: This means caregiving-related outcome
(caregivers’” burden).

(v) Study type: Randomised controlled trial (RCT)
studies were included.

Studies were excluded from the review if they did not
meet the inclusion criteria.

2.2. Primary Outcome. The primary outcome of interest of
the review is family caregivers’ burden measured pre- and
postintervention and compared to the control group, using
a tool that measured family burdens. As identified earlier,
several tools were devised to explore family burden. In this
instance, research using the Family Burden Interview
Schedule (FBIS) [16] was selected over other family care-
givers’ burden assessment tools because

(i) The Family Burden Interview Schedule (FBIS)
specifically assesses burden experienced by family
caregivers of adults living with schizophrenia.

(ii) The FBIS has proven validity and reliability with
Cronbach’s & of 0.90.

(iii) The FBIS measures both objective and subjective
burdens.

(iv) The FBIS has been used in both community and
inpatient settings.
(v) The FBIS has a broad international base of studies

and is the most widely used tool in research and
literature.

(vi) The Zarit Caregiver Burden Interview [15] has not
been assessed for internal consistency (Cronbach’
«). In addition, the tool was initially developed to
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assess the burden experienced by family caregivers
of older adults living with dementia.

(vii) The Perceived Family Burden Scale (PFBS) [35] and
the Family Burden Scale (FBS) [36] have not had
wide use, and it was not possible to extract com-
parable data from these tools.

2.3. Search and Selection Strategy. In May 2021, electronic
searches of five databases, Applied Social Sciences Index and
Abstracts (ASSIA), Cumulative Index to Nursing and Allied
Health Literature (CINAHL), Embase, MEDLINE EBSCO,
and PsycINFO, were conducted from the date of inception to
May 2021 by the first author. Firstly, scoping reviews were
searched using databases thesauri in MEDLINE EBSCO,
CINAHL, Embase, ASSIA, and PsycINFO. The keywords
were selected based on the elements of PICOS (population,
interventions, comparator/control, outcome, and study
design). The keywords include “family caregivers,”
“schizophrenia,”  “burden,” “psychoeducation,” and
“adults.” In order not to unintentionally exclude relevant
articles, the comparator/control and study design elements
were not included in the keywords.

Following that, keywords contained in the title, abstract,
and subject terms used to describe the articles retrieved
during the scoping searches were analysed and used in the
main search. A search string was developed to maximise the
validity of the review. Each concept (population, in-
tervention, and outcome) was searched individually, using
the keywords and the MeSH terms combined with the
Boolean operator “OR.” In the end, the different concepts
were combined using the Boolean operator “AND.”

This search strategy was initially developed for MED-
LINE EBSCO and then adapted for all other searched da-
tabases using the keywords and database-specific subject
headings. No limitations were applied. This was to ensure
that all relevant articles were captured.

Grey literature online search was conducted on
Cochrane Library (https://www.cochranelibrary.com/);
Lenus, the Irish Health Repository (https://www.lenus.ie/
hse/); and Open Grey (https://opengrey.eu/). Web-
based review of European Fedaration of Families of
People with Mental Illness (EUFAMI) was conducted.
Conference proceedings of relevant conferences were also
examined.

Searches of the reference lists of the articles selected for
inclusion in the review were conducted. In addition, the
reference list for the Cochrane review of family intervention
for schizophrenia [37] was also reviewed for relevant papers.

Table 1 is a search strategy result using MEDLINE
EBSCO database retrieved on 19 May 2021.

2.4. Study Selection. Covidence (https://www.covidence.org/)
was used in managing the review’s screening and selection
process. Citations retrieved from the search were uploaded
to Covidence. The selection process was conducted in 2
stages. Articles were initially screened on the title and ab-
stract. For stage 2, potential eligible articles were screened for

full text. Any article that did not meet the inclusion criteria
of this review, articles not written in English, or articles not
empirically researched were excluded. The initial screening
and selection process was conducted by the first author and
then checked by the second author.

3. Results of the Search and Selection Process

The electronic database search yielded a total of 143 cita-
tions. MEDLINE EBSCO yielded 35 articles, CINAHL: 18,
Embase: 20, ASSIA: 40, and PsycINFO: 30 articles. All the
articles were saved in EndNote and uploaded to Covidence
for screening. The search on Cochrane Library (https://www.
cochranelibrary.com/) yielded ten citations. Lenus, the Irish
Health Repository (https://www.lenus.ie/hse/), yielded three
citations and Open Grey (https://opengrey.eu/) yielded
a further three articles; none were relevant to the review.
Furthermore, reference lists of selected articles yielded two
citations. Only one was included in the review [26]. Two
citations were retrieved from the reference list for the
Cochrane review of family intervention for schizophrenia
[37]. A search of conference proceedings did not yield any
citation relevant to the review. In total, 163 citations were
screened using Covidence.

Of the 163, 104 citations were removed, as they were
identified as duplicates, leaving 59 citations. Following the
title and abstract screening, 41 citations were excluded as
they were not relevant for the review as psychoeducation was
not used as an intervention. Full-text papers of the
remaining 18 citations were obtained and reviewed for el-
igibility. Of these 18 citations, one was excluded because the
full text was not written in English [38]. Six studies were
removed as they did not meet the inclusion criteria; in-
tervention was not family caregivers-focused as caregivers
did not have their psychoeducational sessions without their
relatives living with schizophrenia present [39-44]. Two of
the studies were not randomised controlled trial studies
[45, 46]. Four studies were excluded as they did not measure
their outcome data with Family Burden Interview Schedule
[11-13, 25]. Five studies were identified to be suitable for
inclusion in this review [9, 22-24, 26]. Table 2 presents the
excluded studies.

Figure 1 provides a visual representation of the review’s
search and selection strategy using the PRISMA framework.

3.1. Data Extraction. A data extraction form based on
a template from the authors’ affiliated institution was
adapted to extract data from all included studies. The form
was piloted in one study before being used in the rest of the
included studies. Data extracted included the study design,
setting, participants, inclusion and exclusion criteria, de-
scription of the intervention, comparisons, any reported
data related to the reviews’ outcome (continuous data), and
participants’ sociodemographic characteristics. As one of the
objectives of this review is to evaluate the essential factors
that facilitate reported outcomes, relevant data on duration,
format, and teaching methods of psychoeducational pro-
grams were also extracted and presented in narrative format.
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TaBLE 1: Medline search strategy and results.
# Query Limiters/expander Results
S16 S11 AND S12 AND S13 AND S14 AND S15 Search mode: Boolean/phrase 35
S15 S5 OR S10 Search mode: Boolean/phrase 6,054,920
S14 S4 OR S9 Search mode: Boolean/phrase 282,813
S13 S3 OR S8 Search mode: Boolean/phrase 1,235,724
S12 S2 OR S7 Search mode: Boolean/phrase 2,350,020
S11 S1 OR S6 Search mode: Boolean/phrase 160,225
S10 (“MH Adult*”) OR (MH “young adult”) OR (MH “adult children*”) Search mode: Boolean/phrase 6,034,941
S9 (“MH caregiver burden”) OR (MH“;;Z‘;:)?::; OR (MH “exhaustion™”) OR (MH Search mode: Boolean/phrase 272,813
(MH “schizophrenia”) OR (MH “schizophrenia disorganized”) OR (MH
S8 “schizophrenia paranoid”) OR (MH “schizophrenia catatonic”) (MH Search mode: Boolean/phrase 1,228,120
“schizophrenia spectrum”) OR (MH “mental Disorders+”)
(MH “caregivers”) OR (MH “caregiving”) OR (MH “family intervention”) OR (MH
S7 “family”) OR (MH “family relations”) OR (MH “family conflict”) OR (MH “nuclear ~ Search mode: Boolean/phrase 2, 300,035
family+”) OR (MH “parents+”)
S6 (MH “psychoeducation”) OR (MH “educat?on”t) OR (MH “teaching”) (MH Search mode: Boolean/phrase 90,810
models, educational”)
S5 TI (adult*” OR “young adult*“) OR AB (adult*“) OR “young adult*”) Search mode: Boolean/phrase  6,034941
TI (“caregiver burden” OR “burden*” OR “exhaustion*” OR “burnout”) OR AB
S4 (“cagregiver burden” OR “burden*” OR “exhaustion*” OR “burnout”) Search mode: Boolean/phrase 262,813
TI (“schizophrenia*” OR “psychosis*” OR “psychotic illness*” OR “schizophrenic
S3  disorders*” OR “mental disorder*” OR AB (“schizophrenia*” OR “psychosis®” OR  Search mode: Boolean/phrase 148,138
“psychotic illness*” OR “schizophrenic disorders*” OR “mental disorder*”
TI (“family caregiver*” OR “caregiver*” OR “caregiver*” OR “informal caregiver*”
OR “unpaid family caregiver*” OR “informal carer*” OR “carer*” OR “home
nursing®” OR “relative care*” “couples” OR “daughter”* OR “family”* OR
“father” OR “friend”* OR “husband”* OR “marital”* OR “mother”* or
“multifamily”* OR “neighbour®” OR “next of kin*” OR “friend*” OR “niece*” OR
“nephew*”OR “parent*” OR “partner*” OR “relative*” OR sibling*” OR
“significant other*” OR “spouse*” OR “son*” OR “step relationship*” OR “wife*” )
52 O%( AB (“family caregiver*” OR caregiver*” “informal caregiver*” OR “unpaid Search mode: Boolean/phrase 2,224,035
family caregiver*” OR “informal carer*” OR “carer*” OR “home nursing*” OR
“relative care*” “couples”™ OR “daughter” OR “family”* OR “father” OR
“friend” OR “husband” OR “marital”* OR “mother”* OR “multifamily”* OR
“neighbour*” OR “next of kin*” OR “friend*” OR “niece*” OR “nephew*” OR
“parent*” OR “partner*” OR “relative*” OR “sibling*” OR “significant other*” OR
“spouse™” OR “son*” OR “step relationship*” OR “wife*”
TI (“psychoeducation®” OR “psycho-education*” OR “psychoeducational
program*” OR “workshop*” OR “training program*” OR “educational activity*”
OR “face-to face” OR “group session*” OR “group intervention*” OR “education*”
S1 OR “instruction®” OR teaching®” OR AB (“psychoeducation*” OR Search mode: Boolean/phrase 80,300

»x £ <«

“psycho-education
program*” OR “educational activity*”

psychoeducational program

workshop
“face-to-face” OR “group session*” OR

»

OR “training

“group intervention*” OR “education”” OR “instruction*” OR “teaching*”)

Authors of published articles were contacted to retrieve
relevant information about their study that was either not
reported or unclear from the published article. The first
author independently extracted the data from the selected
studies. The second author verified the extracted data.

3.2. Quality Assessment. The quality of all included articles
was assessed using the Cochrane risk of bias tool. Cochrane
risk of bias was used because it promotes transparency in the
systematic review by assessing the risk that may affect the
study’s validity rather than assigning score to different items
in a scale [33]. The quality assessment was performed in-
dependently by the two authors. Differences were resolved
through discussion.

3.3. Narrative Result of the Quality Assessments of the Included
Studies

3.3.1. Random Sequence Generation (Selection Bias).
Cheng and Chan [22] and Fallahi Khoshknab et al. [26] had
a low risk of bias on random sequence generation due to
using drawing lots and block randomisation, respectively.
Risk of bias was unclear in the study by Chien et al. [24],
Chien and Wong [23], and Koolaee and Etemadi [9] due to
a lack of insufficient information to make a “low” or “high”
risk judgment.

3.3.2. Allocation Concealment (Selection Bias). Fallahi
Khoshknab et al. [26] had a low risk of allocation
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TABLE 2: Studies excluded from the review.

Study Reason for exclusion
Kane et al. [45] Non-RCT
Birchwood et al. [46] Non-RCT
(38] Not written in English
Das et al. [39] Intervention not carer-focused (no carer, only sessions)
Gutiérrez-Maldonado and Caqueo-Urizar [25] Did not measure burden with FBIS
Kulhara et al. [40] Intervention not carer-focused (no carer, only sessions)
Gonzalez-Blanch et al. [41] Intervention not carer-focused (no carer, only sessions)
Fiorillo et al. [42] Intervention not carer-focused (no carer, only sessions)
Palli et al. [11] Did not measure burden with FBIS
Bulut et al. [44] Intervention not carer-focused (no carer, only sessions)
Purba and Bukit [43] Intervention not carer-focused (no carer, only sessions)
Tabeledo et al. [12] Did not measure burden with FBIS
Thimmajja and Lazarus Rathinasamy [13] Did not measure burden with FBIS
o " .
=t Record identified through database Additional records identified
Cg searching through other sources
= (n=143) (n=20)
L
=
- A \ 4
S Records after duplicates removed
(n=59)
=I']
E Records excluded
S v (n =41). Not relevant for
A3 / the review.
Records screened — Psychoeducation not used
(n=59) as intervention
y
Full-text articles assessed Full-text articles excluded,
E for eligibility with reasons
2 (n=18) (n = 1)-Not written in
o0 .
= English.
23]
I (n=6)-Not family caregiver
focused.
— Studies included in the (n=2)-Not RCT studies.
literature review
(n=5) (n=4)-Outcome measuring
tool was not FBIS.
9
L9
]
£
Q
5

FiGURe 1: PRISMA flow chart. Source: from Liberati et al. 2009, the PRISMA statement for reporting systematic reviews and meta-analyses
of studies that evaluate health care interventions: explanation and elaboration. Journal of Clinical Epidemiology 62 1-34.

concealment bias as opaque sealed envelopes were used. The ~ 3.3.3. Blinding of Participants and Personnel (Performance
risk of bias was unclear in the remaining four studies; the  Bias). The study by Chien and Wong [23] was judged as
method of concealment was not described in sufficient detail ~ having a low risk of bias as they reported that one researcher
to allow “low risk” or “high risk” judgment. was blinded to the participant’s allocation. The other four
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studies’ risk of bias was assessed as unclear due to insufficient
information to permit judgment of “low risk” or “high risk.”

3.3.4. Blinding of Outcome Assessment (Detection Bias).
The risk of bias on this criterion was assessed as a low risk in
the study by Chien and Wong [23]. This is because one of the
researchers administered the pretest and post-test was
blinded. Cheng and Chan [22], Chien et al. [24], Koolaee and
Etemadi [9], and Fallahi Khoshknab et al. [26] did not
provide enough information to judge the detection bias as
“low risk” or “high risk”; therefore was assessed as unclear.

3.3.5. Incomplete Outcome Data (Attrition Bias). All five
studies were assessed and judged as low risk in this criterion
because all studies reported a low attrition rate. However,
only one study (Chien et al. [24]) performed an intention-to-
treat analysis of the results.

3.3.6. Selective Reporting (Reporting Bias). All studies were
assessed and judged as having a low risk of bias on selective
reporting as all prespecified outcomes were reported.

3.3.7. Other Bias. Of all the five studies, only the study by
Koolaee and Etemadi [9] was assessed and judged as unclear.
This is because of insufficient information to assess whether
any significant risk of bias exists. The remaining four studies
were assessed as low risk of bias to other sources of bias.
Figures 2 and 3 illustrate the overall quality assessment of the
included studies using the risk of bias graph and risk of bias
summary.

Figures 2 and 3 illustrate the overall quality assessment of
the included studies using the risk of bias graph and the risk
of bias summary, respectively.

4. Data Synthesis

Data synthesis in this review was achieved through meta-
analysis, as there were similarities among the included
studies.

(i) The randomised controlled trial studies included in
this systematic review have similar populations

(ii) The included studies compare similar interventions
and comparators

(iii) The included studies report similar outcomes either
as primary or secondary outcomes

(iv) The findings of the included randomised control
trial studies report similar results; that is, the studies
determined that one intervention is better than
another or there was no difference between the
interventions

The following time points grouped the outcome data:
immediately after the intervention, one week after in-
tervention (follow-up), six months, and 12 months after
intervention. Those that could not be grouped were reported

Nursing Research and Practice

narratively. The common essential factors which may fa-
cilitate a positive outcome were analysed narratively.

The data analysis was carried out using the review
manager (RevMan 5.4).

For each time point group, for example, studies grouped
for one week after intervention, the mean, standard de-
viation, and a total number of participants of both the in-
tervention and the control groups, as reported in the studies,
were inputted into RevMan 5.4.

The mean and standard deviation of studies were
inputted in RevMan 5.4 because the outcome measure for
this review was the continuous data (burden of caregivers
of adults living with schizophrenia). The mean difference
(MD) with a 95 percent confidence interval (CI) was
calculated. The mean difference was used because all
included studies for this review measured their outcome
with the same measurement tool (Family Burden In-
terview Schedule). After that, forest graphs were plotted
for each of the grouped time points. Heterogeneity was
assessed in this systematic review. The statistical test used
to assess heterogeneity is the I squared (I?) statistic, which
was automatically calculated in RevMan during meta-
analysis.

4.1. Description of Included Studies. A total of 320 partici-
pants were involved in this review. All five included studies
reported the primary outcome for this review, which is the
burden experienced by family caregivers of adults living with
schizophrenia. The psychoeducational programs delivered
in all five studies were focused on family caregivers. In 4
studies, Cheng and Chan [22], Chien et al. [24], Koolaee and
Etemadi [9], and Fallahi Khoshknab et al. [26], relatives
living with schizophrenia did not attend any sessions. In one
study (Chen and Wong [23]) family caregivers’ adult rela-
tives living with schizophrenia attended only 6 out of 18
psychoeducational sessions, which were focused on edu-
cation about schizophrenia, its symptoms, management, and
the effects of medications.

All five studies measured family caregivers’ burden using
Family Burden Interview Schedule. All five studies measured
their reported outcome using continuous data. They all
reported the primary outcome for this review, which is the
burden experienced by caregivers of adults living with
schizophrenia. However, they measured their reported
outcome at different time points. Of the five studies, only
two studies, Cheng and Chan [22] and Fallahi Khoshknab
et al. [26], reported their measured outcomes immediately
after the intervention. Chien et al. [24] and Chien and Wong
[23] reported their measured outcomes one week after the
intervention. At time point one month, only one study,
Fallahi Khoshknab et al. [26], reported their measured
outcome. In a similar vein, only one study, Koolaee and
Etemadi [9], reported their measured outcome after three
months postintervention. Two of the included studies re-
ported their measured outcome six months postintervention
[9, 24]. At 12 months postintervention, two studies, Chien
et al. [24] and Chien and Wong [23], reported their mea-
sured outcome.

5RO SUOLILLIOD) A 1IaID 3|qed| [dde ay Ag pausenob ale sajoie YO ‘asn Jo Sa|nJ Joj Aseld 1 auluQ AS|IAN UO (SUO I IPUOD-pUR-SLLLIBIIND A3 1M AReiq 1 pU1UO//SdNY) SUORIPUOD puUe SWB | 8yl 38S *[7202/0T/c2] uo ARriqiauliuo A|Im ‘Ariqi] AsBAIUN [PUI0D Ad 960/9T2/S202/SSTT OT/I0p/Wod A3 1M ARlq i pul|uo//sdiy wouy papeojumod ‘T ‘€202 ‘€S0



Nursing Research and Practice

Random sequence generation (selection bias

Allocation concealment (selection bias

Blinding of participants and personnel (performance bias
Blinding of outcome assessment (detection bias
Incomplete outcome data (attrition bias

Selective reporting (reporting bias

Other bias

)
)
)
)
)
)

o
[o8]
v
v
S
~N
w
—_
[=}
[=}

[ Low risk of bias
[ Unclear risk of bias
B High risk of bias

FIGURE 2: Risk of bias graph using cochrane risk of bias tool [33].
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FIGURE 3: Risk of bias summary using cochrane risk of bias tool
[33].  Yellow indicates unclear. + Green indicates low risk. - Red
indicates high risk.

Two studies had two arms of intervention; Chien et al.
[24] compared psychoeducation n=33, mutual support
n =32, and routine care n =31 and Koolaee and Etemadi [9]
compared psychoeducation #n=19, behavioural group
therapy n=18, and routine care=18. However, for this
review, only data related to psychoeducation intervention
and routine care data were extracted.

Table 3 illustrates the summary characteristics of the
included studies.

5. Meta-Analysis

5.1. Main Outcome-Caregivers’ Burden. In total, five studies
were analysed. One study was reported in ¢ value and p
value, and the remaining four studies were pooled. All
studies indicated a decrease in caregivers’ burden after the
delivery of psychoeducational programs, when measured
with the Family Burden Interview Schedule (FBIS) at dif-
ferent time points.

5.2. Effect of Intervention Immediately after the Intervention.
Two studies, Cheng and Chan [22] and Fallahi Khoshknab
et al. [26], assessed the effect of psychoeducation immedi-
ately after intervention. Reporting narratively on the result
of Cheng and Chan [22], the psychoeducation group (n = 32)
had a pretest reading of 18.78 and posttest reading of 11.06
compared to the control group (n=32) that had a pretest
reading of 17.03 and posttest reading of 16.28. The reported ¢
value was 5.25 and p value was 000. This result indicates that
family caregivers received psychoeducation experienced less
burden immediately after the intervention. The reported p
value is less than 0.01(<0.01), indicating that the result is
statistically significant using an alpha cut-off level of
p =0.05.

Fallahi Khoshknab et al. [26] reported a mean score of
27.87 and a standard deviation score of +2.9 for the in-
tervention group (n=36) compared to the mean score of
37.82 and standard deviation of +2.78 for the control group
(n=35). The reported p value was <0.01. This indicates that
family caregivers who received psychoeducation had better
outcomes than those who received routine care. Based on the
p value that is <0.01, using an alpha cut-off level of p = 0.05,
the result is statistically significant.

5.3. Effect of Intervention One Week after Intervention.
Two studies were included in this meta-analysis (Chien and
Wong [23] and Chien et al. [24]) with a total number of 148
participants. The overall result showed a decrease in the
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burden experienced by family caregivers in the psycho-
education group compared to the control group after one
week of delivering psychoeducation (Figure 4). The result
was statistically significant (2 RCTs, n =148, MD: 3.87, CL:
—6.06 to —1.70, I*: 44%). Among the two studies included,
Chen and Wong [23] contributed more to the information
with the weight of 76.4%. This could be because a greater
number of participants were included in the study. Fixed
effect model was used as the heterogeneity (I*) was less than
50 percent Figure 4.

5.4. Effect of Intervention after One Month. Reporting nar-
ratively on the results from Fallahi Khoshknab et al. [26], the
mean score for the intervention group was 21.3 and standard
deviation was +2.78 compared to a mean score of 37.3 and
standard deviation of +2.81 in the control group with re-
ported p value < 0.01. This showed a lower score of burden in
the intervention group compared to the control group. The
result was statistically significant.

5.5. Effect of Intervention after Three Months. Reporting
narratively on the results from Koolaee and Etemadi [9], the
mean score for the intervention group was 25.84 and
standard deviation of +9.10 with nineteen participants
compared to the mean score of 45.11 and a standard de-
viation of +9.47 in the control group with eighteen par-
ticipants, with a reported p value <0.01. The result showed
alower score of family caregivers’ burden in the intervention
group compared to the control group. The result was sta-
tistically significant.

5.6. Effect of Intervention after Six Months. Two studies were
grouped in this meta-analysis (Chien et al. [24] and Koolaee
and Etemadi [9]) with 101 participants based on analysis six
months postintervention. The overall result showed that
psychoeducation had a significant positive effect in reducing
burden six months postintervention when compared with
routine care.

The result was statistically significant (2 RCTs, n =101,
MD: -8.76, Cl: —12.38 to —5.13, and I* =95%) (Figure 5).

Of note, the heterogeneity of the two studies was high,
(95%). Hence, random effect model meta-analysis was also
completed in RevMan 5.4, which also revealed a high het-
erogeneity of I = 95% (Figure 6) for the random effect model
forest plot.

5.7. Effect of Intervention after Twelve Months. Two studies,
Chien and Wong [23] and Chien et al. [24], with 148
participants assessed the effect of psychoeducation on family
caregivers’ burden 12 months after delivery. The result of the
meta-analysis indicated a decrease in family caregivers’
burden after 12 months compared to those that received
routine care. The result is statistically significant (2 RCTs,
n=148, MD: -7.38, Cl: —9.85 to —4.91, and I’=70%)
(Figure 7).

5.8. Common Essential Intervention Factors Which Facilitated
Positive Outcome. The duration of the psychoeducational
interventions reported by the five studies included studies
ranged from four sessions to eighteen sessions; that is,
duration was either brief or long. Regarding format, all
included studies used a group format. Multimodal teaching
methods were used in the five studies, such as group dis-
cussion, problem-solving skills, and teaching. Chien et al.
[24], Chien and Wong [23], and Koolaee and Etemadi [9]
used some strategies to facilitate the participants’ atten-
dance, such as advanced reminders, repeating sessions on
weekends, regular telephone follow-up, and running ses-
sions at convenient locations. Mental health professionals
facilitated psychoeducational programs in all five studies.
Table 4 summaries the common essential factors which
facilitated positive outcomes in terms of their duration (brief
(four weeks) vs. long (> ten weeks) programs), delivery
format, teaching methods used, and factors/strategies that
facilitated the attendance of participants.

6. Discussion

The overall finding of this meta-analysis showed that psy-
choeducational programs aimed at family caregivers of
adults living with schizophrenia were effective in alleviating
their burden compared to routine care. This finding is
similar to the findings of other systematic reviews [26-30].
Despite the methodological difference in their respective
reviews, their findings demonstrated burden reduction in
the family caregivers that received psychoeducational pro-
grams compared to the family caregivers that received
routine care. However, this systematic review differs, as it
represents a meta-analysis of 320 participants from five
RCTs explicitly focused on family caregivers’ burden mea-
sured using the Family Burden Interview Schedule (FBIS).

Of the five studies included in this systematic review,
three of the included studies [22-24] reported that family
caregivers experienced moderate burden at baseline. Two
studies, Koolaee and Etemadi [9] and Fallahi Khoshknab
et al. [26], reported that at baseline, family caregivers ex-
perienced severe burden. Fallahi Khoshknab et al. [26] re-
ported a total burden score of over 40 on a scale of 0-48 of
the Family Burden Interview Schedule (FBIS), indicating
severe burden; the higher the score of the total burden on the
FBIS, the more severe the burden experienced.

This review identified the burden experienced by family
caregivers at different time points after receiving psycho-
education; four of the studies, [9, 23, 24], and [26], showed
a lowered mean score, while one study [22] showed a low-
ered post-test score after the delivery of psychoeducational
program (see Section 5).

Two studies [22, 26] measured their outcome immedi-
ately after delivering their psychoeducational program. In
two studies, Chien et al. [24] and Chien and Wong [23]
measured the burden outcome one week postintervention.
The burden was also measured at one month [26], three
months [9], six months [9, 24], and one year [23, 24] after
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Psychoeducation Routine care  yyejght ~Mean Difference Mean Difference

Study or Subgroup o
Mean SD Total Mean SD Total (%) IV, Fixed, 95% Cl 1V, Fixed, 95% Cl

Chein & Wong2007 251 48 42 298 6.7 42 764  -4.70[-7.19, -2.21]

Chien et al.2007 284 9.6 33 29.6 87 31 23.6 -1.20 [-5.68, 3.28]
Total (95% Cl) 75 73 1000 -3.87[-6.05,-1.70] '
Heterogeneity: chi? = 1.79, df = 1 (P = 0.18); I* = 44% ! J ! J !
-100 -50 0 50 100
Test for overall effect: Z = 3.48 (P = 0.0005) Psychoeducation Routine care
FIGURE 4: Fixed effect model forest plot one week after intervention.
Psychoeducation Routine care  Wwejght ~Mean Difference Mean Difference
Study or Subgroup N
Mean SD Total Mean SD Total (%) IV, Fixed, 95% Cl IV, Fixed, 95% Cl
Chien et al.2007 273 98 33 299 89 31 62.6 -2.60 [-7.18, 1.98]
Koolaee 2010 2627 9.5 19 4533 924 18 37.4 -19.06 [-24.99, -13.13] E
Total (95% CI) 52 49  100.0 -8.76 [-12.38, -5.13] ‘
f T T T 1
Heterogeneity: chi® = 18.54, df = 1 (P < 0.0001); I = 95% 100 50 0 50 100
Test for overall effect: Z = 4.73 (P < 0.00001) Psychoeducation Routine care
FIGURE 5: Fixed effect model forest plot 6 months after the intervention.
Psychoeducation Routine care  Weight ~Mean Difference Mean Difference
Study or Subgroup 0
Mean SD Total Mean SD Total (%) 1V, Random, 95% Cl IV, Random, 95% Cl
Chien et al.2007 273 98 33 299 89 31 50.7 -2.60 [-7.18, 1.98]
Koolaee 2010 26.27 915 19 4533 924 18 49.3 -19.06 [-24.99, -13.13] I—
Total (95% Cl) 52 49  100.0 -10.72[-26.85, 5.41]
Heterogeneity: tau® = 128.16, chi® = 18.54, df = 1 (P < 0.0001); I> = 95% f T T T !
. L et -100 -50 0 50 100
Test for overall effect: Z =1.30 (P = 0.19) Psychoeducation Routine care
FIGUure 6: Random effect model forest plot 6 months after intervention.
psychoeducation Routine care  Wwejght ~Mean Difference Mean Difference
Study or Subgroup o
Mean SD Total Mean SD Total (%) 1V, Fixed, 95% Cl 1V, Fixed, 95% Cl
Chein & Wong2007 21.4 6 42 302 75 42 722 -8.80 [-11.70, -5.90] l
Chien et al.2007 26.8 10 33 30,5 9.1 31 27.8 -3.70 [-8.38, 0.98] +
Total (95% CI) 75 73 100.0 -7.38[-9.85,-4.91] ’
Heterogeneity: chi? = 3.29, df = 1 (P = 0.07); > = 70% f T T !
-100 -50 0 50 100

Test for overall effect: Z = 5.86 (P < 0.00001) psychoeducation Routine care

FIGURE 7: Fixed effect forest plot model twelve months after intervention.
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providing psychoeducation to family caregivers. The finding
from this systematic review, aligns with those of earlier
studies that identified positive effects of psychoeducation on
the burden experienced by family caregivers of adults living
with schizophrenia when measured at different time points.
Sharif et al. [10] measured the burden experienced by 70
family caregivers one month after they had received psy-
choeducation. In Greece, Palli et al. [11] used a waiting-list
control study design to identify reduced levels of burden in
family caregivers immediately after and one year post-
receiving a psychoeducational program.

Furthermore, Thimmajja and Lazarus Rathinasamy [13]
identified reduction in family caregivers’ burden after one
month and three months they had engaged in a psycho-
educational program. This indicates that psychoeducational
programs aimed at family caregivers of adults living with
schizophrenia are effective immediately after it is delivered;
effectiveness can be sustained up to one year after. Family
caregivers were likely practicing the skills gained during the
intervention, resulting in reduced burden. Cheng and Chan
[22] and Fallahi Khoshknab et al. [26] identified that the
effectiveness of psychoeducation provided for family care-
givers gets better over time. However, ongoing psycho-
education may be required to maintain the learned skills
[34, 47].

The duration of the psychoeducational programs re-
ported by the five studies included in this systematic review
ranged from four sessions [26] to eighteen sessions
[9, 22-24]. According to Zhao et al. [48], any psycho-
educational program with less than ten sessions is consid-
ered a brief psychoeducational program. This shows that
short and long psychoeducational programs can effectively
reduce the burden experienced by family caregivers. This
finding supports the finding of an earlier study by Worakul
et al. [49] who aimed to evaluate the effectiveness of brief
psychoeducation on the knowledge and attitude of family
caregivers. They provided a 1-day intense psychoeducational
program to 91 family caregivers of adults living with
schizophrenia.

Their findings showed improved knowledge of schizo-
phrenia and positive attitude. The effectiveness of brief
psychoeducation was further intensified by Thimmajja and
Lazarus Rathinasamy’s [13] RCT prepost control group
design study. They noticed that the mean burden score of
family caregivers reduced from 82.37 to 49.13 after one
month and 40.86 three after months postpsychoeducation
program. This indicated that brief psychoeducation was
effective in the reduction of family caregivers’ perceived
burden.

Furthermore, Sota et al. [50], in their dose-response
design, identified that the positive effect of psychoeduca-
tional programs depended not only on the duration of
psychoeducational program provided but on the content of
the program and teaching methods.

The contents of psychoeducational programs in all the
five studies included in this review reported education about
schizophrenia and its management as their cardinal element.
Their psychoeducational programs content tended to be
delivered in a modular design, as the topics were spread out
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over their various duration. According to Hughes and
Quinn [51], programs designed in modular format are more
effective than traditional teaching design in the teaching and
learning process. Programs designed in modular format
enable adult learners to learn at their pace. It also provides an
opportunity for learners to practice; this encourages moti-
vation and promotes active participation. Cheng and Chan
[22] and Gutiérrez-Maldonado and Caqueo-Urizar [25]
suggested that the participants’ cultural backgrounds should
be considered when planning and designing psychoeduca-
tional programs. This is because mental health difficulties are
understood and interpreted differently across different
ethnicity and culture [27]. This is supported by Hughes and
Quinn [51] who recommended that the design of any ed-
ucational program and its information content should suit
the diverse needs of adult learners. The common topics/
contents learned by family caregivers as reported by the five
included studies in this review include the aetiology,
symptoms, and management of schizophrenia. In addition,
problem-solving skills, communication skills, and in-
formation on available local resources were also delivered.

The learning experience was beneficial in improving
family caregivers’ skills to communicate with their relatives
and deal with caregiving challenges more effectively [22].
This could explain the improvement identified in some
categories of the FBIS, such as disruption of routine family
activities, disruption of family leisure, and disruption of
family interaction [22, 26]. This supports Ewers et al. [52],
Tabeledo et al. [12], and Thimmajja and Lazarus Rathinas-
amy [13]; they highlighted that a better understanding of the
nature of schizophrenia, its symptoms, and its effect on their
relatives’ behaviour would likely result in a change of atti-
tude. Family caregivers may have a new perspective on the
caregiving experience and change their cognitive appraisal
[22]. In addition, Thimmajja and Lazarus Rathinasamy [13]
suggested that information provided in the psychoeduca-
tional programs would enable family caregivers to recognise
their relatives’ behavioural deficits as negative symptoms of
schizophrenia instead of referring to their relatives as being
lazy; as a result, experience fewer burden [22]. It could be
said that family caregivers experienced reduced financial
burdens due to increased use of services as a result of in-
creased knowledge of available resources [9]. This shows that
the content of psychoeducational programs could be said to
be one of the essential factors that facilitated positive out-
comes in  the  family  caregivers in  the
psychoeducational group.

Other essential factors that may have facilitated the
positive outcome in this review include the use of a face-
to-face group format, the various teaching methods, and the
engagement strategies used. All the five included studies in
this review delivered their psychoeducational program
through a face-to-face group format. This enabled the use of
teaching methods such as group discussion in all the in-
cluded studies [9, 22-24] and Fallahi Khoshknab et al. [26]
and role-play [22, 24].

The use of a group discussion teaching method in a face-
to face group format could have given family caregivers in
the psychoeducation group the opportunity to share and
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learn from others’ personal experiences. This supports
Copper et al. [53] and Bengo [54]; they highlighted that
group activities promote active learning by allowing adult
learners to contribute their different ideas and experiences to
the group. This provided social support for the family
caregivers; as they realised that they are not alone and that
other family caregivers face similar issues [22, 24]. This is
supported by Sin and Norman’s [27] mixed method sys-
tematic review. Their qualitative analysis indicates that
family caregivers that received their psychoeducational
program in a group format reported experiencing peer
support and a reduced sense of isolation. In addition, the
group discussion in the group format helped to normalise
their caring experience and boosted their self-efficacy; as
a result, it reduced the caregiving burden they were
experiencing.

The use of strategies such as reminding participants a day
before scheduled sessions, repeating sessions, and running
sessions at convenient community settings to encourage
attendance could have also contributed to the positive
outcome of the psychoeducational programs, as low dropout
rates were reported [22-24].

This systematic review identified that psychoeducation
could be delivered in inpatient and outpatient settings.
However, only two of the included studies in this review
[22, 26] provided their psychoeducational program in in-
patient settings. This is similar to the findings of earlier
studies by Nilsen et al. [55], Petrakis and Laxton [34], and
Nolan and Petrakis [56]. In their respective qualitative
studies, Nilsen et al. [55], Petrakis and Laxton [34], and
Nolan and Petrakis [56] identified that fewer psycho-
educational programs for family caregivers are provided in
the inpatient settings. This is attributed to insufficient time
by staff working in the inpatient setting. Hence, the emphasis
is on more inpatient psychoeducational programs for family
caregivers; especially those whose adult relatives are expe-
riencing first episode of schizophrenia [56].

Furthermore, this review shows that members of the
multidisciplinary team can conduct psychoeducational
programs. It also showed that mental health nurses are well-
positioned to facilitate psychoeducation. This is because
mental health nurses have regular contact with family
caregivers and, most times, comprehend their needs [22]. In
this review, four of the included studies [22-24, 26] reported
that mental health nurses conducted their psychoeduca-
tional programs. However, Higgins et al. [57] suggested
involving family caregivers as cofacilitators. This will give the
family caregivers a chance to interact and learn from those
that have lived the experience [24].

This systematic review identified that most of the family
caregivers that participated in the included studies were
female gender (n=212), 66.25 percent. This indicates the
female gender is mostly the primary family caregivers of
their adult relatives living with schizophrenia; hence, it could
be said that they experience more caregiving-related burdens
than males. This is in line with the findings of [58, 18, 25]. To
this effect, Gutiérrez-Maldonado and Caqueo-Urizar [25]
suggested that gender and family roles should be considered
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while developing psychoeducational programs for family
caregivers of adults living with schizophrenia.

Despite the positive outcome of psychoeducation on
burden identified in this review, face-to-face psycho-
educational programs are yet to be implemented regularly in
the practice setting for family caregivers due to factors that
can impede its implementation. These include trans-
portation and time constraints on the part of the family
caregivers [11, 25, 26]. The findings of this systematic review
support this. Four of the included studies reported drop out
of family caregivers during their respective studies
[9, 23, 24, 26]. Only two of the studies, Chien et al. [24] and
Koolaee and Etemadi [9], reported reasons for drop out
(Table 3). The reasons for these dropouts were that family
members had to travel long distances to attend face-to-face
psychoeducational programs. The other reason was that
family caregivers were not available to attend due to time
clashing with other commitments.

In addition, Mottaghipour and Tabatabaee [59] high-
lighted that shame and stigma due to family caregivers’
relatives’ mental health difficulties could hinder them from
participating in face-to-face psychoeducation. Furthermore,
Chien et al. [24] and Coulthard et al. [60] identified that
psychoeducation could be expensive to implement as fa-
cilitators are paid for facilitating the psychoeducational
programs. Therefore, the cost could be a barrier to the
successful implementation of psychoeducation in mental
health services.

This indicates that lack of easy accessibility to the lo-
cation of psychoeducational programs, time constraints,
shame, stigma, and cost could pose barriers in the imple-
mentation of family psychoeducation in the practice setting.

In as much as this review identified that psychoeduca-
tional programs are effective in the reduction of burden
experienced by family caregivers of adults living with
schizophrenia; caution should be taken to interpret the
overall result.

6.1. Strengths and limitations. The robustness of the review
process is one of this systematic review’s strengths. There is
obvious evidence of a robust search strategy and thorough
literature. In addition, the quality appraisal was conducted
independently by two researchers. However, it is essential to
note that this study has some limitations. Only studies
published in English language were included, potentially
introducing publication bias. One reviewer independently
extracted the data. This could have introduced data ex-
traction errors. All the included studies were conducted in
mental health settings in the Asian population, where
healthcare practices are more likely to differ from those in
other countries, therefore limiting the generalisability of
findings. Hence, there is a need for more studies on family
caregivers’ burdens to be conducted globally.

The methodological quality of included studies limits
this review’s findings, as none of the studies were judged as
having a low risk of bias overall. Publication bias could have
been introduced in this review by excluding studies that did
not measure family caregivers’ burden with Family Burden
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Interview Schedule. Finally, the high heterogeneity identified
in the review may have limited the external validity of the
findings.

7. Conclusion/Implications for Practice

Although there are limitations in this review, the evidence
indicates that psychoeducation has positive effects on the
burden experienced by family caregivers at all the time
points assessed. It is recommended that assessing the level of
caregiving burden experienced should be added to the
routine assessment. This review has identified the effec-
tiveness of even brief psychoeducation; as such, it should be
included as a routine intervention for family caregivers in
acute inpatient mental health settings.
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COVID-19 has a negative effect on the psychological well-being of psychiatric nurses. Thus, examining the psychosocial response
of nurses is important for preventing more serious mental health problems and disruption of the quality of nursing care. This
study aimed to evaluate the psychosocial problems of nurses who provided nursing care to patients with mental health disorders
during the COVID-19 pandemic. A quantitative study with a cross-sectional design was conducted. The 101 nurses at Central
Mental Health Hospital who provide nursing care to patients with mental health disorders were recruited through consecutive
sampling. The instruments used were the demographic questionnaire, the Expanded Nursing Stress Scale, Zung Self-Rating
Anxiety Scale, and The Connor-Davidson Resilience Scale 25. Univariate and bivariate analyses were used to process the data. The
mean score of 45.1 (+24.3) was obtained for the ENSS; around 97% of nurses have a work stress score below the average, 4.95%
have mild-moderate anxiety, and 28.7% have a low level of resilience. Work stress and contact frequency, work stress and gender,
anxiety and contact frequency, as well as resilience and contact frequency all correlated significantly (p value <0.05). The Pearson
test showed a significant positive correlation between work stress and anxiety (p: 0.002, r: 0.299). However, there was no
significant correlation between anxiety and resilience (p: 0.643, r: 0.47), nor between work stress and resilience (p: 0.643; r: 0.47).
Psychosocial disorders that psychiatric nurses face include occupational stress, mild-moderate anxiety, and low resilience. The
government can create specific infection control guidelines for the mental health setting, and hospital management or ward
leaders can also provide support to psychiatric nurses to increase resilience in reducing psychosocial problems.

1. Introduction

The COVID-19 pandemic developed into a global health
crisis with a considerable increase in cases and a high death
rate worldwide. It is a challenge for health workers, espe-
cially nurses. Along with these issues, nurses are prone to
internal problems relating to severe workloads, insomnia,
conflicts among health workers, moral concern, and pro-
fessional dilemmas [1, 2]. COVID-19 does not only influence
physical health problems but also on psychosocial health.
The impact of the COVID-19 pandemic on psychosocial
aspects includes symptoms of stress, anxiety, depression, and

posttraumatic stress disorder [3]. Psychiatric nurses fre-
quently lack knowledge about infectious disease manage-
ment and must process a large amount of information about
COVID-19 in a short period of time, while also having fears
of transmitting the disease to patients, limited personal
protective equipment, and conflicts among health workers,
which causes psychosocial disorders to nurses [4, 5].
Several research articles have proven that nurses expe-
rience high levels of stress and anxiety during COVID-19.
Anxiety was assessed in 89.7% of Iranian nurses, as was
stress in 54.9% of them [6]. Huang et al. [7] found that out of
1,257 health workers caring for COVID-19 patients in 34
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hospitals in China, 50% experienced depressive symptoms
and 45% ran into anxiety. Nurses must be resilient to deal
with challenging conditions that are riddled with problems
and challenges. Since resilience is one of the factors that
protect nurses from rising when faced with challenges,
emotional tiredness, and job dissatisfaction, it allows nurses
to retain healthy and stable psychological functions and
adapt to the work environment [8]. Research conducted on
824 nurses in Korea reported that nurses with depression
experienced lower resilience and were prone to experiencing
higher work stress [9].

Preliminary research was undertaken on psychiatric
nurses at Central Mental Health Hospital. Researchers
conducted interviews with three psychiatric nurses about
psychosocial problems during COVID-19. Based on in-
terviews, they encounter a variety of psychosocial disorders,
such as difficulty conditioning patients—for instance, those
who perform risky behavior like careless spit-
ting—difficulties communicating with patients as a result of
the use of personal protective equipment (PPE), and anxiety
when other patients or other nurses are confirmed to be
positive for COVID-19. Research on psychological aspects
has not been widely conducted concerning work stress,
anxiety, and the resilience of psychiatric nurses. Therefore,
this study aims to provide information about the psycho-
social problems of psychiatric nurses who provided nursing
care to patients with mental problems during the COVID-19
pandemic.

2. Methods

2.1. Research Design. 'This research is a descriptive one that
uses a cross-sectional design and a quantitative approach.
This research was conducted in June 2022.

2.2. Subjects. The population in this study was psychiatric
nurses at the Central Mental Health Hospital in Yogyakarta,
Indonesia. Psychiatric nurses are defined as nurses who
specialize in psychiatric nursing, caring for patients with
mental and behavioral disorders holistically, not only pro-
viding physical care but also socializing and communicating
with patients to improve their physical and psychosocial
well-being. They also provide comprehensive care to in-
dividuals, families, groups, and communities. Meanwhile,
Bowers et al. [10] define psychiatric nurses as a group of
nurses who interact face-to-face with patients in inpatients
settings who experience stress and/or frustration at appli-
cable restrictions, which include actions or procedures to
maintain security, seclusion, restraint, and enforced medi-
cation. Consecutive sampling was used as the sampling
method. The inclusion criteria were that the nurses had to
have at least a Diploma in Nursing and be willing to par-
ticipate in the survey. They also had to have provided
nursing treatment to patients with mental problems at
Mental Health Hospital during the COVID-19 pandemic.
Nurses on leave from their employment were excluded from
the sample. The total population of nurses who provide
nursing care to patients with mental disorders is 122. The
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researcher determined the sample size using the Slovin
formula with a 50% margin of error (e: 0.05), so that the
minimum sample size was 94 nurses. A total of 101 nurses
were accepted as participants in this study.

2.3.Instruments. The Expanded Nursing Stress Scale (ENSS)
is an instrument used to measure the work stress of nurses.
There are 27 questions on it, and the results are divided into
scores above and below average. The ENSS instrument has
a Cronbach’s alpha of 0.956 with a reliability coefficient
0.3181. The Zung Self-Rating Anxiety Scale (Z-SAS) mea-
sures anxiety levels which are divided into normal/not
anxious, mild to moderate, severe, and panic [11]. At
Yogyakarta General Hospital, 75 nurses participated in
a construct validity test using the Z-SAS instrument. The
results were r count >0.3 and Cronbach’s alpha 0.658.

The Connor-Davidson Resilience Scale 25 (CD-RISC
25), which contains 25 statements to measure participant
resilience. The data were categorized into low, medium, and
high resilience levels [12]. The researcher conducted a con-
struct validity test at Yogyakarta General Hospital and
Surakarta Regional Mental Hospital and obtained a re-
liability ~coefficient of 0.281-0.766 and Cronbach’s
alpha 0.917.

2.4. Data Collection. This research was conducted at the
Central Mental Health Hospital in Yogyakarta for psychi-
atric nurses. Questionnaires were given in printed form and
digital form via links which contained data on participant
characteristics and research instruments.

2.5. Data Analysis. Participants’ answers were analyzed
using univariate and bivariate analyses. The independent T-
Test, Mann-Whitney, and Kruskal-Wallis tests were used to
compare the work stress levels of the participants’ using the
ENSS instrument. The Mann-Whitney test was utilized to
examine data from the Z-SAS, while the chi-Square and
Fisher tests were used to examine the CD-RISC25 in-
strument. The correlation between work stress and anxiety
as well as the correlation between work stress and resilience
were examined using the Pearson product-moment corre-
lation test. Furthermore, the correlation between anxiety and
resilience was examined wusing Spearman’s rank
correlation test.

2.6. Ethical Considerations. 'This research was approved by
the Ethics Commission of FK-KMK UGM with number KE-
FK-0044-EC-2022.

3. Results

3.1. Sample Characteristics. A total of 101 nurses partici-
pated in this study. A total of 4 questionnaires were given to
all participants. The instruments we provided included
demographic data, ENSS, Z-SAS, and CD-RISC 25. The
researchers gave questionnaires and explained how to fill
them out to all participants and they agreed to consent and
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completed all questionnaires. Table 1 shows that charac-
teristics are dominated by those between the ages of 41-65
(56.4%). Most of the nurses were female (67.3%) and
married (96%). The proportion of nurses who worked more
than 15years is 71.3%, and most participants contacted
patients >5 times (57.4%) each shift. Additional de-
mographic characteristics at baseline of the study sample are
shown in Table 1.

3.2. Level of Work Stress, Anxiety, and Resilience. Based on
the data, the work stress score was 45.1 (SD =24.3). The
prevalence of psychiatric nurses who experienced work
stress with a lower than average score is 97% and only 3%
have a score higher than average. Most nurses do not ex-
perience anxiety or have normal anxiety (95.05%), and only
4.95% of nurses experience mild anxiety. Meanwhile, 51.5%
of nurses have moderate resilience, 28.7% still have poor
resilience, and just 19.8% have high resilience (see Table 2).

3.3. Differences between Work Stress, Anxiety, and Resilience
with Demographics. Table 3 shows there were significant
results for gender characteristics (p = 0.013) and contact
frequency (p = 0.002) on the work stress variable. However,
there was no significant difference in the correlation between
work stress and age, marital status, level of education, and
the length of work experience. Nurses with higher stress
scores were aged 19-40 (45.77+22.84), married
(45.54 + 23.22), worked <15 years (47.9 + 23, 82), female, and
had contact with the patient more than five times.

3.4. The Domains of ENSS, Z-SAS, and CD-RISC 25. The
ENSS is reported to be made up of nine domains (see Ta-
ble 4). The highest average scores were uncertainty con-
cerning treatment (25.91+15.33), followed by problems
with patients (24.07 +10.77). In the Z-SAS instrument, the
domain of affective symptoms has the highest median value.
The hardiness aspect has the highest median resilience score
of all other factors.

3.5. Correlation between Work Stress, Anxiety, and Resilience.
Pearson product-moment test results showed a significant
association between work stress and anxiety (p value <0.05).
The r value of 0.299 indicates a positive relationship between
work stress and anxiety (see Table 5). Spearman’s rank test
stated that there was no significant correlation between anxiety
and resilience (p value <0.643, r 0.47). Work stress and
resilience had no significant correlation (p value: 0.643, r: 0.76).

4, Discussion

4.1. Levels of Work Stress, Anxiety, and Resilience in Nurses.
In this current study, most psychiatric nurses during the
COVID-19 pandemic had work stress lower than the average
score (<45.1). Research by Mo et al. [13] showed that 22.2%
of nurses had scores >50, with the average work stress ex-
perienced by nurses of 39.91 points. Meanwhile, Baye et al.
[14] stated that 90% of nurses in psychiatric wards are less

TaBLE 1: Demographic characteristics (n=101).

Demographics Sample Percentage (%)
Age

19-40 years 44 43.6

41-65 years 57 56.4
Gender

Male 33 32.7

Female 68 67.3
Marital status

Married 97 96

Single/divorced 4 4
Education background

Diploma 80 79.2

Bachelor 21 20.8
Working experience

<15years 29 28.7

>15 years 72 71.3
Contact frequency

<5 times 43 42.6

>5 times 58 57.4

likely to experience work stress than nurses working in
outpatient care. The low level of work stress for health
workers during the pandemic proves that they show pro-
tessional devotion and altruism [15]. In line with the study
by Ko et al. [16] in Taiwan, many nursing staff were dedi-
cated to their work under the professional responsibility of
caring for patients, even volunteering to be involved on the
front lines during the SARS pandemic. However, these
findings contradict the findings of Alnazly et al. [17], who
discovered that 35% of nurses who handled patients with
COVID-19 suffered severe stress.

In some mental health hospitals, inpatient psychiatric
patients are placed in wards with many other patients. This
condition makes social distancing hard to implement in in-
patient wards because the rooms occupied by several patients
are cramped and crowded. This suggests maintaining a social
distance of 2meters is less applicable and impractical for
proper infection control in inpatient wards [18]. Furthermore,
nurses tolerate aggressive behavior exhibited by patients, such
as breaking protective glasses, tearing masks, and even
spitting. The lack of preparedness in dealing with the
COVID-19 pandemic has become a major source of stress for
nurses. Foye et al. [18] stated that the use of PPE is a real
challenge in emergencies; for example, the act of restraining
a patient, where nurses may not have time to wear PPE or
even PPE that pose a risk to nurses. So, devotion to the use of
PPE guidelines as infection control is not maximally done.
There is a need for further attention, guidance, and support
for nursing staff in trying to manage the challenges of using
PPE on the wards of patients at risk of suicide and keeping
patients and staff safe. Many of them also have conflicts with
professional ideals, such as feeling sad for not being able to
treat patients as well as nurses in the ICU and dread spreading
the virus to family members [4]. The stressors above sig-
nificantly increase work stress for nurses.

Normal anxiety was assessed in 95.05% of participants,
and none of them experienced severe anxiety or panic.
Similar to the study of Neupane et al. [19] which found that
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TaBLE 2: Distribution levels of work stress, anxiety, and resilience of nurses (n=101).
Variable Mean + SD Median Min-max Sample (%)
Work stress
Score 451+24.3
Score lower than average 98 97
Score higher than average 3 3
Anxiety
Score 26 20-39
Normal/Not anxious 96 95.1
Mild-moderate 5 4.9
Severe 0 0
Panic 0 0
Resilience
Score 81 69-100
Low 29 28.7
Moderate 52 51.5
High 20 19.8
TaBLE 3: Different tests of work stress, anxiety, and resilience based on the demographic characteristics of nurses (n=101).
Work stress Anxiety Resilience
Demographics Median p Median P Low Moderate  High P
(min-max) Mean +SD value (min-max) value (%) (%) (%) value
Age
19-40 years 4577+22.84 0.808® 26 (20-39)  0.205® 27 52.7 203 0@
41-65years 44.58 £ 25.55 24 (20-39) 33.3 48.2 18.5 '
Gender
Male 29 (11-127) 0.013*® 24 (20-39)  0.335® 15.2 66.6 182 o g@
Female 47 (5-87) 26 (20-39) 35.3 44.1 20.6 '
Marital status
Married 455442322 0376® 26 (20-39)  0.847® 29.9 50.5 196 550
Single/divorced 34.5+27.33 25.5 (20-39) 0 75 25 ’
Education
background
Diploma 43.96+2317 0.361® 26 (20-39)  0.146® 30 48.7 203 @
Bachelor 49.43 +28.39 23 (20-39) 23.8 61.9 14.3 )
Work experience
<15 years 47942382 0465”26 (20-39)  0.608™ 31 55.2 138 0 1@
>15years 43.97 £24.56 26 (20-39) 27.8 50 22.2 '
Contact frequency
<5 times 53 (5-105) 0.002*(© 28 (20-39)  0.000*® 34.9 58.1 7 0019+ @
>5 times 61 (11-117) 24 (20-39) 241 46.6 29.3 )

Notes: (a) independent T-test, (b) Mann-Whitney, (c) Kruskal-Wallis, (d) chi-square, and (e) Fischer test. *Significant (p < 0.05).

88.4% of nurses experienced normal anxiety and another
10.5% reported mild to moderate levels of anxiety. A survey
in China revealed that less than half of healthcare personnel,
notably female nurses caring for patients, exhibit signs of
anxiety [2]. The findings of this study contrast with those of
a meta-analysis performed by Al Magbali et al. [20]; which
revealed that 37% of nurses reported having anxiety across
all 93 journals examined.

After all, the COVID-19 pandemic has been going on for
more than two years. The Indonesian Ministry of Health set
guidelines for the prevention and control of COVID-19
infection in 2020, whereby all health services are no ex-
ception to implementing these regulations including the use
of PPE, infectious zones, flow of services, and so on.
However, these guidelines often confuse nurses because they
are hard to apply in psychiatric hospitals where the patients

there have different criteria from other general patients.
Meanwhile, the first COVID-19 vaccine for health workers
began in early 2021. Until these data were collected, psy-
chiatric nurses had received three doses of the vaccine. PCR
swabs are carried out if the nurse shows symptoms or has
contact with a COVID-19 patient. The Central Mental
Health Hospital already follows the guidelines, which helps
them reduce the level of anxiety among the nurses there. This
supports the results of other studies by Hennein et al. [21]
and Yeung et al. [22] that the absence of COVID-19 control
guidelines in hospitals correlates with higher symptoms of
anxiety.

The resilience level of nurses is mostly in the moderate
category. Moderate resilience means that nurses have
demonstrated a positive adaptation function in dealing with
adversity during a pandemic. Nurses with higher resilience
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TABLE 4: Score on work stress, anxiety, and resilience of nurses
based on domain on the ENSS, Z-SAS, and CD-RISC 25.

Domain Mean + SD  Median Min-max
Work stress (ENSS)
Death and dying 22.81£12.19 0-60.71
Conflict with doctors 17.67 +12.64 0-60.00
Inadequate optional 19.97 + 14.44 0-58.33
preparation
Problems with peer 13.2+12.31 0-50.00
support
Problems with supervisors 16.55 +13.36 0-57.14
Uncertainty concerning 25.91 + 15.33 0-72.22
treatment
Problem with patients 24.07 £10.77 6.25-62.50
Workload 20.65+11.96 0-63.89
Discrimination 4.29+9.17 0-41.67
Anxiety (Z-SAS)
Affective symptoms 6 5-10
Somatic symptoms 4 3-9
Cardiovascular system 2 2-5
Respiratory system 4 4-8
Gastrointerstinal system 1 1-3
Genitourinary system 1 1-3
Skin 3 2-6
Central nervous system 2 2-5
Resilience (CD-RISC 25)
Hardiness 23 17-28
Coping 16 9-20
Adaptibility/flexibility 10 6-12
Meaningfulness/purpose 13 9-16
Optimism 6 3-6
Red.ulatlon of emotion and 6 48
coping
Self-efficacy 6 6-8

TaBLE 5: The correlation test between work stress, anxiety, and
resilience in nurses.

Median

. Mean+SD R
(min-max)

Variables p value

Work stress
score 4512243 4599 0.002°@

Anxiety score 26 (30-39)
Anxiety score 26 (30-39) ®)
Resilience score 81 (69-100) 0.47 0643
Works stress
score BIEUI 76 0.643@
Resilience score 81 (69-100)

Notes: *Significant (p < 0.05); (a) Pearson’s test, (b) Spearman’s rank test; r,
coefficient correlation.

may be able to adapt to the difficulties of working during
a pandemic and are less at risk of experiencing symptoms of
trauma and disruption at work [23]. However, some nurses
in this study lacked resilience (28.7%). Low resilience may be
a sign that one needs to develop coping and adaptive skills to
deal with adversity [12].

4.2. Differences in Work Stress, Anxiety, and Resilience in
Nurses Based on Demographic Characteristics. Significant
results were found regarding the difference between work
stress and gender. Women have higher work stress scores
than men. This is in line with the findings of Tsegaw et al.
[24] in their research which revealed that one of the factors is
the higher role of women in the family and society.
Therefore, there is a significant difference in contact fre-
quency and work stress. Nurses who interact with patients
more than five times each shift typically experience signif-
icant levels of stress. In this study, it was found that it is
common for nurses to interact with patients more than ten
times in a shift. According to Kisely et al. [25], the more
frequently nurses contact patients, the more vulnerable they
are to experience stress disorders, especially during a pan-
demic because nurses contact confirmed patients
more often.

Participants aged less than 40years showed a higher
average stress score. Senior nurses can adopt healthy stress-
coping strategies because they are more aware of the pos-
sibility of a pandemic and are more responsive to patients
[26]. Kuo et al. [27] in their research found no relationship
between work stress and education level. They continued by
explaining that this occurred because the pandemic pro-
duced new issues that had never been encountered before,
causing nurses with high and low educational levels to
experience the same psychological effects.

Anxiety has a significant relationship with contact fre-
quency. Tang et al. [28] reported that the correlation between
contact frequency and traumatic stress experiences can make
nurses more anxious. In this study, the more often nurses
contacted patients, the lower the anxiety score. Higher
anxiety scores occur in the age group under 40 years. This
study is in contrast to the findings of Wang et al. [29], which
stated that at age above 40, anxiety is 0.4 times higher than at
age below. This indicates that as experience increases, the
ability to regulate psychology will increase.

In this study, work experience did not significantly affect
resilience either, but groups with >15years of work expe-
rience showed higher levels of resilience. The results of this
study are different from studies by Foster et al. [30] on
mental health nurses in Australia which show a significant
relationship between resilience and length of service.
According to research by Wu et al. [31], nurses with more
than 15 years of experience were more resilient. About 31%
of the nurses in this study with fewer than 15years of ex-
perience reported having low resilience. Nurses struggle to
handle pressure, the risk of infection, the increased work-
load, and the risk of mental health disorders since they are
less skilled at their professions [32].

Nurses who come with a diploma degree have lower
resilience levels than those with a bachelor’s degree. The
difference between a diploma degree and a nursing bachelor’s
degree in Indonesia is that a diploma degree, also called vo-
cational education, is more focused on practice and takes three
years. Meanwhile, a bachelor’s in nursing takes four years,
focusing more on understanding theory and critical thinking.
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Also, nursing bachelors who will work in hospitals must go
through clinical stages as an implementation of theory and
practice in the field. The findings of Afshari et al. [33] on 387
nurses diverge from this result in that resilience and education
level differed significantly. According to Ang et al. [34] and
Jamebozorgi et al. [35], nurses have greater resilience with
more education. The higher nurses’ education level, the more
efficiently they use social resources, such as learning to access
resources and increasing their use, resulting in greater resil-
ience. As stated by Afshari et al. [33], training is required for
nurses to strengthen their skills and knowledge in dealing with
the COVID-19 pandemic.

The previous study stated that males generally have
a higher level of resilience than females [36, 37]. The same
finding is found in this study that females have lower
resilience. Male and female nurses differ in their resilience
due to variances in coping methods in a cultural setting
where women are responsible for the home and job while
men are more focused as nurses [36].

4.3. The Domain of Work Stress, Anxiety, and Nurse Resilience
Instruments. In this study, the first rank of work stress in the
ENSS domain is uncertainty concerning therapy. The doctor’s
absence during a medical emergency, exposure to workplace
safety and health, insufficient information from the doctor
regarding the patient’s medical state, and insufficient time to
perform nursing assignments are all factors that could have an
impact. The second is the problem with the patient domain.
Nurses’ work stress is increased by the patient’s unreasonable
requests and inappropriate behavior, which is typically verbal
[5]. There are many psychiatric wards where patients are free
to move around and interact with other patients. Nurses had
difficulty isolating patients with behavioral deregulation from
symptoms of mania and active psychosis during the
COVID-19 pandemic. They also have difficulty explaining the
risk of COVID-19 infection to patients and convincing them
to follow quarantine guidelines such as wearing masks and
protective clothing, and performing COVID-19 tests [38, 39].

Affective symptoms of anxiety, such as fear, nervousness,
and restlessness are associated with an increased risk of
migraines, headaches, and muscle tension. In the current
study, nurses have the highest median value on the hardiness
aspect of the CD-RISC 25. According to Maramis and Cong
[40], hardiness is a personality trait that has a defense
function, so that when someone faces problems and work-
loads, they can do things that are considered appropriate to
solve them. The results of this study indicate that nurses have
low self-confidence, emotional regulation, and self-efficacy. A
nurse needs to increase confidence in their abilities and
control when facing a crisis or difficulty [41]. Characteristics
such as self-control, expectations, and self-efficacy are sig-
nificant contributors to nurse resilience [36, 41].

4.4. The Correlation between Work Stress and Anxiety,
Resilience with Anxiety, and Work Stress with Resilience.
These results support research in China and Turkey which
shows that there is a significant relationship between work
stress and anxiety; a positive value means that the higher the
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work stress, the higher the anxiety felt [13, 42]. Nurses who
feel higher stress and anxiety will feel dissatisfied with their
lives; besides that they experience physical and psychological
exhaustion. Anxiety is an unpleasant emotional response to
stress resulting from threats characterized by feelings of
worry [43].

Pearson’s correlation test showed no significant re-
lationship between work stress and resilience. These results
are different from those of the research by Hong et al. [9] in
Korea. This happened because the nurses’ work stress score
in this study was below the average, while the research in
Korea was conducted at the beginning of the pandemic, so it
showed different results. Resilience is an adaptive coping
strategy that can help reduce work stress and mental burden
on health workers in response to treating patients infected
with COVID-19 and preventing them from being infected
with the virus during a pandemic [9].

Resilience is proven to have an important role in over-
coming work pressure. In this study, there was no significant
relationship between anxiety and resilience. According to
studies conducted in Israel by Mosheva et al. [32], anxiety and
resilience have a negative correlation. This implies that
a nurse’s resilience will be reduced the more anxious they are.
This discrepancy in results came about because, in this study,
most nurses did not experience anxiety.

5. Conclusions and Recommendations

This study provides information on the impact of
COVID-19 on the psychosocial problems of psychiatric
nurses. Nurses who provided nursing care to patients with
mental disorders at the Central Mental Health Hospital
during the COVID-19 pandemic had lower work stress
scores than the average, experienced normal anxiety, and
had moderate resilience scores. Work stress differs signifi-
cantly depending on gender and contact frequency. Anxiety
and contact frequency are significantly different, as are
resilience and contact frequency. Work stress and anxiety
have a considerable positive correlation. However, it should
be noted that the sample was less diverse, and the number of
participants was small. This study also presents the per-
spective of a psychiatric nurse.

We emphasize the findings in this study that psychiatric
nurses need infection control guidance on infectious dis-
eases such as COVID-19 inward service settings in mental
health hospitals because patients and nurses have the right to
safety and comfort from disease transmission. Also, when
a pandemic occurs, the nurses do not need a long time to
adapt to the illness, so the well-being of patients with mental
disorders is not disturbed. Even though the results show
moderate work stress and normal anxiety, they also need
local support from ward leaders or hospital management in
increasing their mental resilience and overcoming their
psychosocial problems during a pandemic.

Future research should consider demographic varia-
tions, larger sample sizes, and government policies regarding
infectious outbreak guidelines. Apart from that, the psy-
chosocial problems of psychiatric nurses can also be further
investigated when there is no pandemic.
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Introduction. Nursing competency is an essential component for improving the quality of care in the healthcare system. However,
assessing competency solely on the dimensions of skills and knowledge does not provide complete picture of a nurse ability to
provide quality patient care. This is because it lacks focus on the nurse’s attitudes and values, which are also important de-
terminants of clinical competence. Therefore, this study aimed to assess the comprehensive clinical competence of nurses and its
associated factors in public hospitals of Gamo Zone, Southern Ethiopia. Materials and Methods. A cross-sectional study was
conducted using a census method to collect information from nurses through self-administered questionnaires. The data were
entered into EpiData version 3.1 and exported to Stata version 15 for analysis. A linear regression model was used to identify
factors associated with clinical competence. Results. In this study, the average clinical competence of nurses was 177.32, with
a standard deviation of 19.19, and 31.2% of the respondents had a high level of clinical competence. Associated factors identified
with clinical competence include gender, age, marital status, qualification, position, work experience, unit, interest in their
profession, critical thinking disposition, clinical self-efficacy, and emotional intelligence. Conclusions. The overall level of clinical
competence among nurses in this study was moderate. As such, nurses improve their clinical competence by receiving training
and development opportunities that focus on critical thinking, clinical self-efficacy, and emotional intelligence; working in
a supportive work environment that encourages them to take risks and learn from their mistakes; and being monitored and
coached on a regular basis.

1. Introduction

Clinical competence in nursing refers to the knowledge,
skills, attitudes, and values that nurses need to provide safe
and effective care to patients [1, 2]. It is essential for im-
proving the quality of care, increasing patient satisfaction,
and promoting nursing as a profession [1, 3].

Nurses play a vital role in achieving the Sustainable
Development Goal (SDG) 3 of reducing maternal and
neonatal mortality by 2030. They are part of an integrated
team of professionals in maternal and newborn health
(MNH), and their unique skills and knowledge are essential

for providing high-quality care to mothers and newborns
[4, 5]. The United Nations International Children’s Emer-
gency Fund (UNICEF) and the World Health Organization
(WHO) recognize the importance of nurses in MNH. They
have stated that nurses are “instrumental in influencing
patient outcomes” [5]. This is because nurses have a deep
understanding of the needs of mothers and newborns, and
they are able to provide individualized care that is tailored to
each patient’s specific situation [4]. In addition to their
technical skills, nurses also bring a set of core values to their
work. These values include compassion, respect, and com-
mitment to quality care [6]. Nurses are dedicated to
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providing the best possible care to their patients, and they
are always striving to improve their skills and knowledge [4].
By working together with other healthcare professionals,
nurses can make a real difference in the lives of mothers and
newborns. They can help to reduce maternal and neonatal
mortality, and they can ensure that all mothers and new-
borns have access to the care they need [4, 5].

Continuing competency is essential for nurses to
maintain their professional growth, confidence in the
workplace, and ability to provide safe and positive care to
patients. Nurses with higher clinical competency are more
likely to establish empathetic relationships with patients and
utilize their skills effectively in clinical settings [7-9]. On the
other hand, burnout is negatively associated with clinical
competency, meaning that nurses who are more burned out
are less likely to be clinically competent [10].

Studies have shown that nurses’ clinical competence
varies depending on the setting and the specific components
of competence being assessed. For example, a study in Iran
found that nurses had the highest level of clinical compe-
tency in knowledge and the lowest level in skills [11].
However, a study in China found that nurses had the highest
level of clinical competency in attitudes and the lowest level
in practice [12]. The mean score of nurses’ clinical com-
petence has also been shown to vary depending on the
setting. For example, a study of nurses in critical care settings
found that the mean score was 174.4, while a study of nurses
in primary care settings found that the mean score was 2.7
[13, 14]. In pocket studies, which are small-scale studies that
are conducted in a clinical setting, the mean scores of nurses’
clinical competence have been shown to be above average
[15-17]. For example, a pocket study of nurses in emergency
departments found that the mean score was 104.2 [18]. The
components of clinical competence that have been studied
most often include knowledge, skills, attitudes, and practice.
However, other components of clinical competence have
also been studied, such as quality assurance [19], job re-
sponsibility [20], caring ability [21], and research ability [22].
Other components of clinical competence include managing
situations and work [15], critical thinking, and research
attitude [23].

Nurses’ clinical competence is influenced by a variety of
factors, including their background, training, and experience
[24, 25]. Other factors that have been associated with nurses’
clinical competence include attitudes, personality, evalua-
tion of the quality of nursing care [26], emotional in-
telligence, self-efficacy [27], critical thinking [28], job
satisfaction [29], the autonomy of nurses [25], and prudence
[28]. Studies conducted in Korea and Iran have also found
that nurses with high compassion satisfaction (CS) and low
compassion fatigue (CF) (burnout (BO) and secondary
traumatic stress) tend to have higher clinical competence
[24, 30]. Raising nurses’ professional quality of life (Pro-
QOL) levels can also help improve their clinical
competence [24].

Assessing clinical competence solely on the basis of skills
and knowledge does not provide a comprehensive picture of
a nurse’s ability to deliver quality patient care [24]. Nurses’
clinical competence is a key component of patient care that
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requires regular and thorough evaluation to ensure the best
possible outcomes for patients. However, this area is often
overlooked, and nurses’ competence does not receive the
recognition it deserves in the healthcare system. Therefore,
this study aimed to assess the comprehensive clinical
competence of nurses and its associated factors in public
hospitals of Gamo Zone, Southern Ethiopia.

2. Materials and Methods

2.1. Study Design and Period of the Study. The study adopted
a cross-sectional study design and was conducted in public
hospitals in Gamo Zone, Southern Ethiopia, from January 1
to 20, 2022.

2.2. Study Setting. Gamo Zone is an administrative zone in
the Southern Ethiopia. Gamo Zone has one general hospital
and five primary hospitals which include Arba Minch
General Hospital, Dilfana Primary Hospital, Chencha Pri-
mary Hospital, Kamba Primary Hospital, Gerese Primary
Hospital, and Selamber Primary Hospital.

2.3. Study Population. Nurses working in a neonatal in-
tensive care unit, operating room, pediatric, surgical, and
medical wards, and emergency units were chosen for
the study.

2.4. Eligibility. All nurses who completed the probation
period in each hospital were recruited in this study, and
those on annual leave at the time of data collection were
excluded.

2.5. Sample Size Determination and Sampling Procedure.
Cochran’s formula was used to determine the sample size.
The assumptions were mean score and standard deviation
(2.82+0.53) of nurses’ clinical competence from the study
conducted in Iran among 230 nurses [25], a 95% level of
confidence, and a 15% nonresponse rate. Based on the stated
assumptions, the calculated sample size for this study was
359. Nevertheless, to increase the power and precision of the
study, all the nurses who worked in the respective wards in
each hospital were involved. Census method was used to
involve study participants in this study.

2.6. Data Collection Tool. A structured self-administered
survey tool was adapted from different works of literature
and used to collect the data. The tool consists of eight parts
that include the following:

(i) Socio-demographic and professional characteristics.

(ii) Clinical competence was assessed using the
Competency Inventory for Registered Nurses
(CIRN). The CIRN is a 55-item tool with seven
dimensions: clinical care, leadership, in-
terpersonal relations, legal/ethical practice, pro-
fessional development, teaching/coaching, and
research aptitude/critical thinking. It was scored
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by using the five-point Likert scale ranging from
0 to 4 and the highest score represented better
clinical competence for each subdimension
(24, 31, 32].

(iii) Practice environment was measured with the
Nursing Work Index-Revised (NWI-R) which
contains 12 items composed of three dimensions.
It was measured by using a 4-point Likert scale and
the higher score represented that the nursing
practice environment tends to be autonomous,
supportive, and collaborative [32-35].

(iv) Critical thinking disposition was measured using
a 35-item tool with eight dimensions. It was
measured by using a 5-point Likert scale and the
higher score represented a higher critical thinking
disposition [32, 36].

(v) Professional quality of life was measured using
a 30-item tool with three dimensions. Each di-
mension was measured by using a 5-point Likert
scale and the higher score represented a higher
professional quality of life [37].

(vi) Clinical self-efficacy was measured using the Self-
Efficacy in Clinical Performance (SECP) ques-
tionnaire. The SECP is a 37-item tool with five
dimensions. It was measured by using a 4-point
Likert scale and the higher score represented good
clinical self-efficacy [38-40].

(vii) Personality traits were measured using the 10-item
version of the Big Five-Factor Inventory. It was
measured by using a 5-point Likert scale and the
higher score represented good personality traits
[41-44].

(viii) Emotional intelligence was measured using the
Schutte Self Report Emotional Intelligence Test
(SSEIT-33). The SSEIT-33 is a 33-item tool with
three dimensions and additional uncategorized
groups. It was measured by using a 5-point Likert
scale and the higher score represented good
emotional intelligence [44-46].

The data were collected by twelve data collectors who
had bachelor’s degree in nursing and were supervised by
four supervisors who had a master’s degree in nursing. Both
the data collectors and supervisors were trained before
starting data collection. The data collectors were given in-
formation about the study’s aim before providing the self-
administered questionnaire to the study participants. The
questionnaire was offered to the nurses when they were not
busy with patient management and comfortable in a private
room to fill it out freely.

2.7.Study Variables. The dependent variable was the nurses’
clinical competence. Background and professional-related
characteristics, practice environment, critical thinking,
professional quality of life, personality and emotional in-
telligence, and clinical self-efficacy were the independent
variables for this study.

2.8. Data Quality Control. To ensure the consistency and
standardization of data collection techniques, the data
collection tool was pretested and the data collectors received
extensive training. The content, face, and construct validity
of the tool were checked, and the interclass correlation
coefficients (ICC) of all the tools were greater than 0.7 to
ensure the reliability.

2.9. Data Processing and Analysis. The data were coded,
cleaned, edited, and entered into EpiData version 3.1. They
were then exported to Stata version 15 for analysis. Uni-
variate analysis was performed to calculate proportions,
percentages, and summary statistics. The normality dis-
tribution was examined using a scatter plot, kurtosis, and
skewness. A multiple linear regression model was used to
identify factors associated with clinical competence. All
variables with a P value less than 0.25 in the simple linear
regression and variables that were significant in previous
studies were included in the final model to control for all
possible confounders. The goodness of fit was tested using
the R-squared (R®) value. A multicollinearity test was
performed to check for correlation between the in-
dependent variables. A variance inflation factor (VIF) of
greater than 10 and a tolerance value of less than 0.1 were
considered to be indicative of multicollinearity. A crude
and adjusted beta (B) coefficient with a 95% confidence
interval (CI) was estimated to identify the factors affecting
nurses’ clinical competence. In this study, a P value less
than 0.05 was considered to be statistically significant. The
results were presented using simple frequencies, summary
measures, tables, and figures.

3. Results

3.1. Background and Professional Characteristics. In this
study, 404 nurses were involved, and the mean and standard
deviation of the age were 33.39 +6.34. Two hundred and
sixty one (64.6%) were females and 240 (59.4%) were Or-
thodox religion followers. Of the participants, 260 (64.4%)
were married and 252 (62.4%) were qualified for BSc. Re-
garding job title/position, 375 (92.8%) were staff nurses, 18
(4.5%) had focal persons, and 11 (2.7%) had nursing
managers/directors (Table 1).

3.2. Practice Environment. The mean and standard deviation
of the overall practice environment among nurses in this
study was 32.94+10.07. Regarding dimensions, the ade-
quate staffing and resources dimension had a mean and
standard deviation of 11.50 £ 3.97, autonomy 13.58 + 4.40,
and nurse-physician collaboration 7.86 + 2.89.

3.3. Critical Thinking Disposition. This study reported the
mean and standard deviation of the critical thinking dis-
position was 130.71 + 14.25. Of the dimensions, intellectual
integrity had a mean and standard deviation of 23.45 + 3.71
(Figure 1).
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TaBLE 1: Background and professional characteristics of the nurses
in hospitals of Gamo Zone, Southern Ethiopia, 2022 (n =404).

Variables Frequency Percentage
Gender

Female 261 64.6

Male 143 354
Age (in a year)

25-30 149 36.9

31-35 133 32.9

36-40 86 21.3

>41 36 8.9
Marital status

Single 124 30.7

Married 260 64.4

Widowed 20 5.0
Religion

Orthodox 240 59.4

Protestant 164 40.6
Work experience (in a year)

1-5 89 22.0

6-10 125 30.9

11-15 136 33.7

>16 54 13.4
Qualification

BSc 252 62.4

Diploma 152 37.6
Current working unit

Medical ward 88 21.8

Surgical ward 115 28.5

Pediatric ward 73 18.1

NICU 58 14.4

Emergency unit 40 9.9

OR 30 7.4
Training in nursing care

Yes 164 40.6

No 240 59.4
Interest in the nursing profession

Poor 39 9.7

Fair 65 16.1

Good 300 74.3

3.4. Professional Quality of Life. The mean and standard
deviation of professional quality of life was 111.09 + 15.82.
Out of the dimensions, compassion satisfaction had a mean
and standard deviation of 42.10+5.34, burnout had
36.49 +7.43, and secondary traumatic stress had 32.51 + 8.99.

3.5. Clinical Self-Efficacy. Findings from this study indicated
the mean and standard deviation of the overall clinical self-
efficacy was 100.62 +11.37. Of the dimensions, the as-
sessment had a mean and standard deviation of 33.76 + 3.44
(Figure 2).

3.6. Personality Traits and Emotional Intelligence. The mean
and standard deviations of personal traits and emotional
intelligence were 34.94+ 5.2 and 131.89 + 8.59.

3.7. Clinical Competence of Nurses. Findings from this study
indicated the mean and standard deviation of the overall
clinical competence of nurses was 177.32+19.19. One
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hundred and twenty six (31.2%) had high level of clinical
competence (Figure 3). Of the dimensions, clinical care had
a mean and standard deviation of 33.98 +4.7 (Figure 4).

3.8. Factors Associated with the Clinical Competence of Nurses

3.8.1. Simple Linear Regression. In the bivariate model,
gender, age, qualification, position/title, ward/unit, training
in nursing care, interest in the nursing profession, practice
environment, critical thinking disposition, professional
quality of life, clinical self-efficacy, personal traits, and
emotional intelligence were significantly associated with
clinical competence of nurses. Fifteen variables were
inputted in the bivariate model and candidates for the final
model (Table 2).

3.8.2. Multiple Linear Regression. In this study, gender, age,
marital status, educational status, position, work experience,
ward, interest in the nursing profession, critical thinking
disposition, clinical self-efficacy, and emotional intelligence
were significantly associated with the clinical competence of
the nurses in the final model.

Being male increased the clinical competence of the
nurse by 0.19 units ($=0.19, 95% CI: 0.09, 0.28), and
a unit increase in age of the participant decreased the
clinical competence of the nurses by 0.66 units (f=-0.66,
95% CI: —-0.81, —0.51). The clinical competence of the
nurses decreased by 0.31 units (f=-0.31, 95% CI: -0.54,
—0.08) for being a single, increased by 0.26 units ($=0.26,
95% CI: 0.18, 0.33) for the qualification of the BSc, and
increased by 0.12 units (8=0.12, 95% CI: 0.05, 0.19) for
being a ward head/focal person. A unit increase in work
experience increased the clinical competence of the
nurses by 0.43 units (8=0.43, 95% CI: 0.29, 0.56), and
working in the medical ward and emergency unit de-
creased the clinical competence by 0.29 (f=-0.29, 95%
CL: -0.39, —0.18) and 0.15 (f=-0.15, 95% CI: —0.24,
—0.06) units, respectively. A unit increase in the interest
of the nurses in profession fairly increased the clinical
competence of the nurses by 0.25 ($=0.25, 95% CI: 0.13,
0.37) and 0.17 ($=0.17, 95% CI: 0.05, 0.28) units, and
a unit increase in critical thinking disposition increased
the clinical competence of the nurses by 0.35 units
($=0.35, 95% CI: 0.27, 0.44). The clinical competence of
the nurses increased by 0.11 units ($=0.11, 95% CI: 0.03,
0.19) for a unit increase in clinical self-efficacy and by 0.14
units (f=0.14, 95% CI: 0.06, 0.22) for a unit increase in
emotional intelligence (Table 3).

4. Discussion

Quality nursing care is essential to improve patient out-
comes, develop the profession, and increase satisfaction for
patients, families, and nurses. However, nurses are often
undervalued and seen as subordinates to physicians. Eval-
uating nurses’ clinical competence is a key component of
assessing the quality of nursing care. However, there is a lack
of recent and updated studies on this topic in Ethiopia.
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FIGURE 1: Mean scores for the dimensions of the critical thinking disposition in hospitals of Gamo Zone, Southern Ethiopia, 2022 (n = 404).
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FIGURE 2: Mean scores for the dimensions of clinical self-efficacy in hospitals of Gamo Zone, Southern Ethiopia, 2022 (n=404).

The mean score of nurses’ clinical competence was above
average, which is consistent with studies conducted in
Ethiopia [47], Iran [48], Taiwan [49], Finland [50], and
Korea [24]. Nurses scored the highest mean in the clinical
care, leadership, and interpersonal relations dimensions.
They scored moderately in the legal/ethical practice and
research aptitude/critical thinking dimensions and lowest in
the professional development and teaching-coaching di-
mensions. This is also consistent with studies conducted
elsewhere [44, 51]. A study from Ethiopia found that par-
ticipants had higher competence scores on the legal/ethical
dimension and lower competence scores on the teaching-
coaching dimension [47]. However, a study from Iran found
that 92.3% had good critical thinking and research attitude,
65.8% had moderate clinical care, and 73.5% had moderate
leadershipp [52]. Another study found that clinical com-
petence was highest in areas relating to team collaboration

and ethics and lowest in areas relating to professional de-
velopment and direct clinical practice [53]. The discrepancy
between these studies may be due to differences in the
measurement of the constructs, study setting, health care
system, and the nature of the clinical service delivery.

This study found that male nurse was significantly as-
sociated with higher clinical competence. This finding is
inconsistent with studies conducted in Ethiopia [47] and
Iran [54-56], which found no association between gender
and clinical competence. The reason for this discrepancy
may be that male nurses are more likely to perform clinical
examinations and procedures than female nurses [57, 58],
and they are also more confident in their abilities [59].
Additionally, the proportion of male nurses with more work
experience was higher in this study.

Age was also found to be significantly associated with
clinical competence in this study. However, the relationship
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(n=404).

was inverse meaning a unit increase in age decreases the
clinical competence. This may be because older nurses are
more resistant to change, they may be more fatigued, and
they may not be as up-to-date on the latest clinical practices
[60, 61]. The study found that marital status was a significant
predictor of clinical competence. Single nurses had lower
clinical competence than widowed nurses. This may be
because widowed nurses have more experience and are more
likely to have had to take on additional responsibilities after
the death of their spouse. Additionally, widowed nurses may

have more social support, which can help them to cope with
the demands of the job.

A bachelor degree in nursing was significantly associated
with the clinical competence. This was consistent with
studies conducted in Ethiopia [47], Finland [62-64], Korea
[65], and Taiwan [66]. Nurses with a bachelor’s degree in
nursing were expected to have better skills and knowledge
because of the required competencies in the curriculum.
This finding supports the current thinking that a degree adds
value to competence [67]. Current position was also
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TaBLE 2: Simple linear regression for the factors associated with the clinical competence of nurses in hospitals of Gamo Zone, Southern

Ethiopia, 2022 (n=404).

Variables Standardized coefficients, " P value 95% CI R Adjusted R
B of B

Gender (male) 0.25 5.18 <0.001* (0.16, 0.35) 0.06 0.06
Age -0.27 -5.63 <0.001* (-0.37, —0.18) 0.07 0.07
Marital status

Single 0.03 0.58 0.56 (0.56, —0.07) 0.001 —0.002

Married 0.04 0.83 0.41 (-0.06, 0.14) 0.002 —-0.001
Qualification (BSc) 0.37 7.87 <0.001* (0.27, 0.46) 0.13 0.13
Position/title

Focal person 0.10 2.02 0.04* (0.003, 0.19) 0.01 0.01

Nursing director 0.10 2.05 0.04* (0.004, 0.19) 0.01 0.01
Work experience -0.07 -1.34 0.18 (-0.17, 0.03) 0.004 0.002
Ward/unit

Medical ward -0.25 -5.19 <0.001* (-0.35, -0.16) 0.06 0.06

Surgical ward 0.43 9.59 <0.001* (0.34, 0.52) 0.19 0.18

Pediatric ward -0.05 -1.02 0.31 (-0.15, 0.05) 0.003 0.00

NICU —0.001 —0.02 0.98 (-0.09, 0.09) 0.00 —-0.002

Emergency unit -0.17 -3.55 <0.001* (-0.27, -0.07) 0.03 0.03
Training in nursing care 0.25 5.07 <0.001* (0.15, 0.34) 0.06 0.06
Interest in the nursing profession

Fair 0.12 2.38 0.02* (0.02, 0.22) 0.01 0.01

Good 0.07 1.37 0.17 (-0.03, 0.17) 0.005 0.002
Practice environment 0.49 11.39 <0.001* (0.41, 0.58) 0.24 0.24
Critical thinking disposition 0.47 10.54 <0.001* (0.38, 0.55) 0.22 0.22
Professional quality of life 0.51 11.73 <0.001* (0.42, 0.59) 0.26 0.25
Clinical self-efficacy 0.30 6.37 <0.001* (0.21, 0.39) 0.09 0.09
Personal traits 0.34 7.13 <0.001* (0.24, 0.43) 0.11 0.11
Emotional intelligence 0.39 8.57 <0.001* (0.30, 0.48) 0.15 0.15

*Significant at P value <0.05.

TaBLE 3: Multiple linear regression for the factors associated with the clinical competence of nurses in hospitals of Gamo Zone, Southern

Ethiopia, 2022 (n=404).

Variables Standardized coeflicients, 8 t P value 95% CI of
Gender (male) 0.19 4.07 <0.001* (0.09, 0.28)
Age —0.66 -8.72 <0.001* (-0.81, —0.51)
Marital status

Single -0.31 -2.69 0.007* (-0.54, —0.08)

Married -0.16 -1.55 0.12 (-0.37, 0.04)
Qualification (BSc) 0.26 6.91 <0.001* (0.18, 0.33)
Position/title

Focal person 0.12 3.24 0.001* (0.05, 0.19)

Nursing director 0.02 0.57 0.57 (-0.05, 0.09)
Work experience 0.43 6.38 <0.001* (0.29, 0.56)
Ward/unit

Medical ward -0.29 -5.26 <0.001* (-0.39, —0.18)

Surgical ward -0.07 -1.02 0.31 (-0.19, 0.06)

Pediatric ward -0.07 -1.21 0.23 (-0.18, 0.04)

NICU -0.06 —-1.01 0.31 (-0.18, 0.06)

Emergency unit -0.15 -3.34 0.001* (—0.24, -0.06)
Training in nursing care 0.05 1.09 0.28 (-0.04, 0.13)
Interest in the nursing profession

Fair 0.25 4.07 <0.001* (0.13, 0.37)

Good 0.17 2.83 0.005* (0.05, 0.28)
Practice environment 0.10 1.60 0.11 (-0.02, 0.23)
Critical thinking disposition 0.35 7.97 <0.001* (0.27, 0.44)
Professional quality of life —-0.04 -0.86 0.39 (-0.13, 0.05)
Clinical self-efficacy 0.11 2.82 0.005* (0.03, 0.19)
Personal traits 0.01 0.38 0.71 (-0.06, 0.09)
Emotional intelligence 0.14 3.61 <0.001* (0.06, 0.22)

*Significant at P value <0.05, R*=0.70, and adjusted R =0.69.
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significantly associated with the clinical competence of the
nurses. This was consistent with studies conducted in Korea
[65], Taiwan [66], China [68], Iran [55], and Ethiopia [47].
Nurses in more senior positions, such as head nurses and
clinical instructors, were more likely to have higher clinical
competence. This may be because they have more experience
and responsibility, and they are also more likely to have
received additional training. Work experience showed
a significant association with clinical competence. This was
consistent with studies conducted in Ethiopia [47], Taiwan
[66], Iran [31, 54], and Finland [62, 63]. Nurses with more
work experience were more likely to have higher clinical
competence. This may be because they have had more ex-
posure to different patients and situations, and they have
also had the opportunity to learn from their mistakes [47].

Studies from China [68] and Iran [55] found that
working unit was a significant predictor of nurses’ com-
petence in practice. This study also supported this finding.
However, nurses working in the medical and emergency unit
had lower clinical competence than nurses working in other
units. This may be because the proportion of diploma nurses
in the medical and emergency unit was higher than in other
units. Diploma nurses have lower levels of education and
training than bachelor’s degree nurses, and they are
therefore less likely to have the skills and knowledge nec-
essary for providing high-quality care in the medical and
emergency units. This study also found that interest in the
nursing profession was significantly associated with nurses’
clinical competence. Nurses who were interested in the
nursing profession were more likely to have higher clinical
competence. This may be because they were more motivated
to learn and develop their skills, and they were also more
likely to be confident in their abilities.

Critical thinking disposition was found to be a predictor
of clinical competence in studies conducted in Korea [24],
Iran [25], and Taiwan [49]. This means that nurses who have
a strong critical thinking disposition are more likely to have
higher clinical competence. Critical thinking is the ability to
think clearly and rationally, and it is an essential skill for
nurses. Nurses who are able to think critically are better able
to assess patients, make decisions, and provide safe and
effective care. This study also reported that nurses who had
higher levels of critical thinking disposition, such as in-
tellectual integrity, creativity, challenge, open-mindedness,
prudence, objectivity, truth-seeking, and inquisitiveness,
also had higher levels of clinical competence. This suggests
that critical thinking disposition is an important factor in
clinical competence. Therefore, it is essential to develop
nurses’ critical thinking disposition through in-service ed-
ucation and short- and long-term training.

This study found that clinical self-efficacy had a signifi-
cant effect on nurses’ clinical competence. This is consistent
with findings from studies conducted in Iran [69] and
Taiwan [70]. Clinical competence and self-efficacy (another
name for the nursing process) are highly correlated.
Therefore, nurses who are competent in applying the
nursing process to their patients in the clinical setting will
also have high clinical competence, as these two concepts are
two sides of the same coin. The study found that emotional
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intelligence is significantly associated with nurses’ clinical
competence. This is consistent with findings from studies
conducted in Iran [71, 72]. Emotional intelligence is the
ability to understand and manage one’s own emotions as
well as the emotions of others. It is essential for nurses, as
they need to be able to build relationships with patients and
colleagues and to manage stressful situations [73].

4.1. Implication of the Study. The importance of this study is
paramount, as nurses’ clinical competence is essential to
maintaining the nursing profession as a profession that
provides quality nursing care and improves patient out-
comes. The findings of this study provide recent evidence of
the status of nurses’ clinical competence and the factors that
influence it. This information is valuable for policymakers,
program planners, and other scholars who are interested in
conducting interventional studies to improve nurses’ clinical
competence. Additionally, the findings of this study can be
used by scholars, nursing associations, and other concerned
bodies who are working to improve the quality of
nursing care.

4.2. Strength and Limitation of the Study. The main strengths
of this study were its use of a multidimensional approach to
measuring factors that affect clinical competence and its use
of updated and validated tools to measure the outcome and
its constructs. However, there were also some limitations to
the study. The findings were subject to recall bias and social
desirability bias, as the responses only included self-reported
data. Additionally, it was difficult to show the temporal
relationship between the factors that were studied and
clinical competence. These limitations should be kept in
mind when interpreting the findings of the study.

5. Conclusions

The overall level of clinical competence among nurses in this
study was moderate. However, there was a significant var-
iation among nurses. The following factors were significantly
associated with clinical competence: gender, age, marital
status, educational status, position, work experience, ward,
interest in the nursing profession, critical thinking dispo-
sition, clinical self-efficacy, and emotional intelligence. The
findings of this study add to the existing knowledge about
clinical competence by providing new insights into the
factors that contribute to it. The findings can also be used to
reconcile the disparities between different clinical compe-
tence studies because they were assessed using a validated
and reliable tool. This makes the findings more convincing
and credible. Based on the findings of this study, there are
a number of ways to improve the clinical competence of
nurses. These include providing training and development
opportunities that focus on critical thinking, clinical self-
efficacy, and emotional intelligence; creating a supportive
work environment that encourages nurses to take risks and
learn from their mistakes; and monitoring the clinical
competence of nurses on a regular basis and providing
feedback and coaching as needed.
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Background. The neonatal intensive care unit (NICU) is a sensitive ward for nurses. However, the low nurse-to-patient ratio has
led to the hiring of novice nurses into the critical areas such as NICUs. These nurses are in need of help in the clinical environment
as they have no much experience caring the neonates in the real clinical setting. Therefore, it is necessary to address the individual
and psychological capacities with the help of which a person can overcome the difficult situations. This study aimed to investigate
the relationship between metacognitions, clinical belongingness, and resilience of novice nursing staff in NICU wards. Method.
This study is a descriptive-analytical study, and the research samples were composed of 78 novice nursing staff of Neonatal
Intensive Care Units from teaching hospitals. Samples were selected via a purposive sampling method. Research tools included
demographic, Wells and Hatton metacognitive beliefs, Jones Levitt belonging, and Connor-Davidson resilience questionnaires.
SPSS 22 software was used for data analysis. Results. The mean score of metacognitive beliefs in novice nursing staff was
92.67 £13.69, and it was 116.69 + 19.11 for belongingness and 78.78 + 14.73 for resilience. There is positive and significant
relationship between metacognitive beliefs and belongingness (p <0.019, r=0.265). In addition, the relationship between
metacognitive beliefs and resilience in novice nursing staff was positive and significant (p < 0.001, = 0.359). Conclusion. There is
a positive relationship between metacognitive beliefs with belongingness and resilience of novice nurses; nursing managers can
consider educational metacognition workshops to enhance the sense of belongingness and resilience of novice nursing staff
leading to improve their clinical performance in neonatal care.

1. Introduction

Nurses are the first to recognize the risks and critical sit-
uations of infants and take action to address them in the
Neonatal Intensive Care Units [1]. Nurses are one of the
largest health care providers [2], but nursing shortage has led
to the use of novice nurses in the health care system, who
often enter real situations early, and caused job and envi-
ronmental stress and reduced their satisfaction [1, 3]. In one
study, the average ratio of nurses to infants in the Neonatal
Intensive Care Unit in Tehran, the capital of Iran, one nurse
for more than 4 babies, was reported [1]. Novice nurses have

many problems in context, including having difficulty in
concentrating, lacking focused attention, and failing to
maintain moment-to-moment awareness. Novice nurses in
clinical settings need help and do not know what is expected
of them in real settings [4, 5]. In this way, they are not able to
understand their situation and solve problems effectively [6].
However, novice nurses, in order to creatively solve prob-
lems, need skills that can help them in the proper and correct
use of their information [7]. The novice nurses’ past ex-
periences acquired through their academic studies include
factors to enhance them, and one factor is metacognition or
having the talent or skill of metacognitive ability, which
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helps novice nurses use these experiences in new situations
[8]. Metacognition is a multifaceted concept that includes
beliefs (knowledge), processes, and strategies that evaluate,
monitor, or control cognition [9]. This knowledge is beliefs
and theories held by people about their thinking, such as
beliefs about the meaning of certain types of thoughts, the
efficiency of memory, and cognitive control, and they are
responsible for controlling healthy and unhealthy thoughts
[10]. The results of some studies have shown that meta-
cognitions are effective factors in the state of mental health.
We can improve the situation by changing the meta-
cognitions that increase the maladaptive ways of negative
thoughts or increase the general negative beliefs [11, 12].
Thus, we can help people to structure their thinking and
prepare themselves to accept their future roles [13].
Moreover, maintaining meaningful relationships with
others is a permanent desire in humans, and people tend to
communicate with each other for optimal performance [14].

The sense of belonging is one of the basic human needs
that creates a sense of security and comfort. In general,
people are trying to be accepted by others because the lack
of communication with others has many cognitive, emo-
tional, and behavioral consequences [15]. One nursing
concept analysis defines the sense of belonging as the
experience of a person’s involvement in a system or en-
vironment so that a person feels that she is an integral part
of that system or environment [16]. The absence of a sense
of belonging can lead to problems such as low self-esteem
and satisfaction, anxiety, depression, high level of stress,
and increased tension in clinical practice [17, 18]. Be-
longingness is an important effect factor in workplace
satisfaction, and this type of satisfaction is one of the main
factors that determine nurses’ resilience in difficult
situation [19].

Resilience is one of the main abilities of humans enabling
them to resist difficult conditions and mental pressures
through effective adaptation to changes and stressful factors
[20]. Warelo and Edward stated that 2Ist-century nurses
need to skillfully develop their resilience to face professional
challenges and ensure their mental health because resilience
and resilient behaviors potentially help individuals to
overcome negative experiences and turn these experiences
into positive experiences [21].

Considering the annual employment of a large number
of novice nursing staft in the medical care system and their
predefined problems, it is necessary to provide solutions to
improve their skills. The role of metacognition in solving
problems, attitude towards problems, resilience against
them, and clinical relevance in the path of gaining experi-
ences and lack of research on the role of metacognition
necessitates determining the role of each of these variables
and in case of the presence of effective role to design pro-
grams to improve them. The lack of research studies that has
investigated the relationship between metacognitive beliefs,
belongingness, and resilience, especially in novice nurses,
caused that this study was conducted to investigate the
relationship between metacognition, belongingness, and
resilience in novice nursing staff in Neonatal Intensive Care
Units (NICUs).
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2. Methods

The present study was a descriptive correlational study. The
samples included 78 novice nursing staff working in Neo-
natal Intensive Care Units of three hospitals affiliated to
Shiraz University of Medical Sciences. After obtaining
permission from the Ethics Committee and Vice Chancellor
for Research of Shiraz University of Medical Sciences, the
researcher referred to the mentioned hospitals and selected
the novice nursing staff who were eligible to enter the study
by the purposive sampling method. It was decided that
nurses with less than one year of work experience in NICU
wards through the purposive sampling method entered the
study. Other inclusion criteria for this study were as follows:
having at least a bachelor’s or master’s degree in nursing or
midwifery, working in the Neonatal Intensive Care Units of
mentioned  hospitals, and signing the informed
consent form.

After obtaining informed consent from the samples,
researcher provided the relevant questionnaires to novice
nurses to complete. The ethics code of this research
(IR.SUMS.REC.1400.217) was obtained from the Ethics
Committee of Shiraz University of Medical Sciences.

In order to achieve the objectives of this study, de-
mographic characteristic questionnaires, Wells and Hatton
metacognitive beliefs, Jones Levitt belonging, and Con-
nor-Davidson resilience questionnaires were used:

(1) Demographic  Information Questionnaire. This
questionnaire contains questions such as age, sex,
marital status, field of study, and type of ward; the
face validity of which has been approved by several
professors and experts in neonatal nursing field.

Wells and Cartwright-Hatton Metacognitive Beliefs
Questionnaire. This questionnaire was designed in
2004 and has 30 questions in which each person
answers four-choice questions (disagree, slightly
agree, relatively agree, and strongly agree). These
options are scored 1, 2, 3, and 4, respectively. This
questionnaire has 5 subscales: cognitive conflict
measures positive beliefs, cognitive self-awareness,
uncontrollability, and the danger of thoughts and the
need to control thoughts. A high score on this scale
indicates a strong level of metacognition in the in-
dividual. A score between 30 and 60 indicates a weak
level of metacognition, a score between 60 and 90
indicates an average level of metacognition, and
a score between 90 and 120 indicates a strong level of
metacognition in a person. Hatton and Wells have
reported the Cronbach’s alpha coefficient of this
questionnaire and its components in the range of
0.72 to 0.93 and its retest reliability coefficient (with
an interval of one month) of 0.73 [22]. Osoli et al.
reported an internal consistency coefficient of 0.86
for this questionnaire [23]. Gharayeli and Saberi
calculated the reliability of the tool using Cronbach’s
alpha test, which was 0.79, 0.77, 0.81, 0.80, and 0.83
for positive beliefs about worry, cognitive confi-
dence, cognitive self-awareness, negative beliefs
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about the uncontrollability of thoughts, and beliefs
about the need to control thoughts, respectively [24].

(3) Levett-Jones Belongingness Questionnaire. This
questionnaire was developed by Levett-Jones and
Lathlean in Australia in 2008. The questionnaire has
34 items and three subscales of self-esteem, conti-
nuity, and efficiency in the Likert scale with 5 options
(1 =never, 2 =rarely, 3 =sometimes, 4 =often, and
5=always) [25]. A higher score indicates a greater
degree of belongingness of the respondent to the
clinical environment. The self-esteem subscale items
includeitems 1, 3,4,7,9, 10, 14, 17, 21, 23, 24, 27, and
33, and the subscale attachment includes items 8, 13,
15, 16, 25, 26, 28, 29, 30, and 34, and the subscale
efficiency includes items 2, 5, 11, 18, 19, 20, 31, and
32. Items 6 and 12 do not include any subscales. The
minimum and maximum scores are 32 and 160. This
questionnaire has been translated and validated by
Ashktorab et al. in Iran for the optimal use of other
researchers. The stability of the tool was checked with
the help of a test-retest, after two weeks and by
completing the questionnaire by 25 nursing students
and the internal consistency method using Cron-
bach’s alpha method. The reliability of the tool was
obtained by the test-retest repeatability method,
r=0.70. Cronbach’s alpha for the whole tool was 0.90
and it was 0.88, 0.75, and 0.84 for the subscales of
self-esteem, coherence, and efficiency, respectively.
In the Persian version, the terms 26 and 10 were
removed from the dimension of attachment and self-
esteem according to the results of the factor analysis
and are not included in the analysis of the results
[26]. This questionnaire has been translated and
validated by Mohammad et al. in Malaysia for the
optimal use by other researchers. Twenty items from
the original tool to measure the participants’ be-
longingness experiences with colleagues, twelve
similar items to measure the participants’ belong-
ingness experiences with other members of the
health care team at work, and eight items were
created through a literature review of previous
studies on nursing and organization. Then, the
content validity of the final questionnaire was tested
and evaluated by a group of nursing personnel from
two different hospitals. The revised scale has
a Cronbach’s alpha value of 0.93, and in further
analysis, it was (0.89), (0.83), and (80/0) for 20 items
on colleagues, 12 items on other members of the
health care team, and 8 items on the
organization [27].

(4) Connor-Davidson Resilience Scale. This scale was
developed by Connor-Davidson in 2003. This scale
includes 25 items based on factor analysis; five sub-
scales including individual competence and adequacy
(8 items), tolerance of negative effects and strength
against stress (7 items), positive acceptance of change
(5 items), self-control (3 phrases), and spiritual effects
(2 phrases) are assigned. Scoring is also based on the

Likert scale between completely incorrect=0 and
always true =5. The maximum score is 100 and the
minimum score is 0. For Connor-Davidson Resil-
ience 25 questions, Normah in Iran showed that
Cronbach’s alpha coefficient of all questions is 0.88.
The questions have good consistency with 8 questions
which were 0.81 and 0.76, respectively, and Cron-
bach’s alpha reliability coefficients for the subscales of
stubbornness, belief, and optimism were reported to
be 0.60, 0.55, and 0.36, respectively [28]. Javadian and
Fathi reported the reliability of the resilience scale
using Cronbach’s alpha method as 0.86 [29]. Re-
garding its validity, using the factor analysis method,
the calculation of each score with the total score
showed that, except for the three questions that were
higher, the coefficients of the other questions were
between 0.51 and 0.61 [30].

2.1. Ethical Considerations. Ethical approval was obtained
from the Local Research Ethics Committee of Shiraz Uni-
versity of Medical Sciences, Iran (Approval No.
IR.SUMS.REC.1400.217). In the beginning, a verbal de-
scription of the study objectives was provided for novice staft
and after the assurance of the confidentiality of their in-
formation, the written informed consent was obtained from
participants.

3. Results

From 78 novice nursing staff working in Neonatal Intensive
Care Units (NICUs), 43.6% of the staff are working in in-
ternal wards of NICUs with 93.5% of the novice nursing staff
aged less than 31 years. All novice nursing staff in NICUs
were female (no male nurses have worked in the Neonatal
Intensive Care Units during this study) and 55.1% of them
are single. The majority of these staft (97.4%) had a bache-
lor’s degree (Table 1).

The lowest score recorded for metacognition in novice
nursing staff was 63 and the highest score was 125 with an
average of 92.67, which indicated the high score of meta-
cognitions. The lowest recorded score for the belongingness
in novice nursing staft was 46 and the highest score was 141
with an average of 116.69, which indicated high belong-
ingness in novice nursing staff. The lowest score of resilience
in novice nursing staff was 14 and the highest score was 95
with an average of 72.87, which indicated high resilience in
novice nursing staff (Table 2).

Given the quantitative nature of the two indicators,
Pearson’s correlation test was used to determine the re-
lationship between metacognition and belongingness.
Pearson correlation coefficient of 0.265 shows a positive
relationship between metacognition and belongingness. The
significance level of Table 3 (p < 0.05) shows the significance
of this correlation coeflicient at the 5% error level. In general,
the results show that there is a relationship between met-
acognition and the belongingness of novice nursing staff in
NICUs. Also, given the quantitative nature of the two
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TaBLE 1: Demographic characteristics among novice nursing staff
of neonatal intensive care units.

Variables Category Frequency Percentage
20-25 26 333
Age (years) 26-60 47 60.2
31-35 5 6.4
Female 78 100

Gender Male 0 0

. Single 43 55.1
Marital status Married 35 4.9
Education Bachelor 76 97.4
Master or PhD 2 2.6
Total 78 78 100

TaBLE 2: The means and standard deviations of metacognition,
belongingness, and resilience among novice nursing staff in NICUs.

Variables N Min. Score Max. Score  Mean SD

Metacognition 78 63 125 92.67 13.69
Belongingness 78 46 141 116.69 19.11
Resilience 78 14 95 72.87 14.73

TaBLE 3: The relationship between metacognition with belong-
ingness and resilience among novice nursing staff in NICUs.

Variables Description Belongingness Resilience
Correlation 0.265* 0.359
Metacognition coefficient
Significance level 0.019 0.001
No. 78

*Pearson correlation coefficient test.

indicators, Pearson’s correlation test was used to determine
the relationship between metacognition and resilience.
Pearson correlation coefficient of 0.359 shows a positive
relationship between metacognition and resilience. The
significance level of the above table (p <0.001) shows the
significance of this correlation coefficient at the 5% error
level. In general, the results show that there is a relationship
between metacognition and the resilience of novice nursing
staff in NICUs (Table 3).

According to the correlation coefficient (r=0.265), the
relationship between metacognition and belongingness is
positive and significant (Figure 1).

According to the correlation coefficient (r=0.359), the
relationship between metacognition and resilience is posi-
tive and significant (Figure 2).

4. Discussion

This study examined the relationship between meta-
cognition with belongingness and resilience in novice
nursing staff in Neonatal Intensive Care Units in three
hospitals. The results showed that there was a significant
relationship between metacognition and belongingness. The
results of this research are consistent with the study of
Mousavi and Alvani [31] and Chamanabad et al. [32]. In fact,
nurses involved in difficult issues and problems need to
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FIGURE 1: The relationship between metacognition with belong-
ingness among novice nursing staff in NICUs.

Metacognitive
120.00
110.00 NS
CS

100.00 -
90.00
80.00
70.00
60.00
50.00 2 - 2 v 2, v

.00 20.00 40.00 60.00 80.00 100.00

Resilience
O Observed
—— Linear

FIGURE 2: The relationship between metacognition with resilience
among novice nursing staff in NICUs.

simultaneously use metacognition to understand concepts,
find creative solutions, and make the decision, as well as
belongingness to increase clinical skills. Both of the
abovementioned variables will help nurses in difficult sit-
uations; thus, the two skills will help to solve problems more
favorably. Some studies have shown that cognitive skills and
knowledge enable people to understand concepts, solve
problems, and make decisions [33, 34]. In other words,
through metacognition, novice nursing staff can solve their
problems when problems arise and cause confusion. This
power in solving problems and overcoming problems in-
creases the sense of belonging as an important factor in
clinical learning.

The results showed that there was a significant re-
lationship between metacognition with resilience. In a study
by Han in Korea, a significant relationship was established
among metacognition, shared leadership, and resilience
[35]. This study was consistent with the results of Hasani’s
study [36] and the study of Yoosefi and Karimipoor [37].
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In explaining these findings, it can be said that belief and
awareness of individual abilities and inabilities, which are
considered to be part of the characteristics of the meta-
cognition system, strengthen motivation, and initiate a se-
ries of actions to win the task. Before a person chooses a job
and starts his or her efforts, she/he first collects and eval-
uates information about his or her capacities and abilities in
that particular case. Doing this step allows him/her to
consciously review themselves, whether she/he can adapt to
perform a certain behavior in the face of problems or not.
Also, it is also specified that how much she/he will try
despite the existing problems and how long she/he will
continue efforts in the specific field. In these conditions,
people will achieve sufficient self-efficacy (characteristic of
resilience) and will be able to cope with unpleasant or
complex events more effectively, and finally, optimism and
positive thinking will become active in the resilience pro-
cess. By achieving resilience, people are more steadfast in
their efforts, they have more confidence in their abilities,
they do not drown in the waves of their doubts, they
persevere in doing their tasks, and often the result of their
performance is at a high level. Also, the activation of
positive metacognition makes people less tense. It should be
noted that the experience of tension in people causes them
to engage in incompatible coping strategies (avoidance and
suppression of thoughts) and the use of these strategies
intensifies stress and negative emotions. This process makes
people overestimate environmental threats and not have the
ability to deal with problems, and this leads to a decrease in
their resilience; therefore, it can be concluded that having
metacognition knowledge can increase resilience.

The main limitation of this research is that the results
cannot be generalized due to the small number of samples
and hospitals.

5. Conclusion

This study showed that there is a significant relationship
between metacognitive beliefs with clinical belongingness
and resilience of novice nursing staff in NICU wards. In
other words, the more metacognition a novice nurse has
in the clinical environment, the better her/his belong-
ingness and resilience. This also increases the belong-
ingness to the clinical environment and increases the
motivation of novice nursing staft to learn at the clinic.
Therefore, it is suggested that health professionals im-
prove the clinical belongingness and resilience of novice
nursing staff in NICUs by developing training programs
for novice nurses to increase the quality of care for ne-
onates through the increasing of belongingness and
resilience in nurses.
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Aim. To generate a landscape of the current knowledge in the interventional management and outcomes of purulent skin and soft
tissue infections. Design. This study is a scoping review. Methods. Electronic searches were undertaken using CINAHL, Medline,
Cochrane Library, British Nursing Index, Science Direct, the National Health Service knowledge and library hub, ClinicalTrials.gov,
and MedNar. The population, concept, context framework, and the Preferred Reporting Items for Systematic Reviews and Meta-
Analyses extension for Scoping Reviews were utilised, supporting a rigorous appraisal and synthesis of literature. Data Sources. The
initial search and synthesis of literature were completed in January 2022 with repeat searches completed in March 2022 and July
2023. There were no imposed chronological parameters placed on the returned literature. Results. Nineteen papers were reviewed.
Incision and drainage with primary closure, needle aspiration, loop drainage, catheter drainage, and suction drainage are viable
adjuncts or alternatives to the traditional surgical management of skin and soft tissue abscesses. Conclusion. Despite the empirically
favourable alternatives to the incision and drainage technique demonstrated, this does not appear to be driving a change in clinical
practice. Future research must now look to mixed and qualitative evidence to understand the causative mechanisms of incision and
drainage and its ritualistic practice. Implications. Ritual surgical practices must be challenged if nurses are to improve the treatment
and management of this patient group. This will lead to further practice innovation. Impact: This study explored the challenges
posed to patients, clinicians, nurses, and stakeholders, resulting from the ritualistic practice of the incision and drainage technique
in purulent skin or soft tissue abscesses. Empirically and holistically viable alternatives were identified, impacting all identified
entities and recommending a wider holistic study. Reporting Method. Adherence to EQUATOR guidance was achieved through the
Preferred Reporting Items for Systematic Reviews and Meta-Analyses extension for Scoping Reviews.

SSTIs are generally caused by an invasion of

1. Background

Acute purulent skin and soft tissue infections (SSTIs) also
referred to as cutaneous abscesses or type II SSTIs [1] are
a common global health complaint, accounting for a third of
the most common admissions to the emergency department
in the developing world, behind cardiac and respiratory
complaints [2, 3].

SSTIs are most prevalent in the male working-age pop-
ulation with other risk factors including obesity, smoking,
immunosuppression, anatomical areas of heavy hair growth,
and a sedentary lifestyle [2]. SSTIs are considered an urgent
surgical presentation requiring prompt intervention [4, 5].

B-haemolytic  streptococci, Staphylococcus —aureus, or
community-associated methicillin-resistant Staphylococcus
aureus (CA-MRSA) within the cutaneous layers of the body,
generating a localised cycle of pathogen vs immune
response [6].

This cycle within the macroenvironment causes localised
inflammation, tissue destruction, and a resulting cavity
comprised of pus which is a composition of live and expired
neutrophils, bacteria, and debris [7, 8]. Symptoms can range
wildly between patients and anatomical locations from
localised pain to systemic sepsis and even death in the
comorbid individual [9, 10].
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In England alone, emergency presentations with SSTIs
trebled between 1989 and 2004 from 23,884 to 74,447 ad-
missions per 100,000 population [11, 12]. Treatment failure,
concomitant with the rise of CA-MRSA, is now a pivotal issue
in this patient group and is a direct causative mechanism in
the empirical failure of incision and drainage through pro-
liferation of wound beds and persistent cellular damage [13].
Studies from the United States of America (USA) quote
a 47%-94% range of CA-MRSA prevalence within the SSTI
patient population [14, 15] with a dearth of contemporary
research into this aspect in the United Kingdom (UK).

The problem, and thereby the opportunity for research,
arises when one considers that, since the Hippocratic era, the
technique of incision and drainage has been the dominating
preference of clinicians to achieve infective source control in
this patient group [16, 17].

Generally, the standard SSTT treatment pathway generates
an admittance into a hospital bed, an acute operating demand,
and general anaesthetic to facilitate the incision and drainage
procedure, followed by an intensive regime of postoperative
wound packing to facilitate healing by secondary intent [4, 16].

The driving premise is offered that the formulaic famil-
iarity with this surgical dogma has blinded clinicians and
nurses to the intervention’s progressive failure. The efficacy of
incision and drainage has been exclusively justified by the
narrow scope of empirical infective resolution [18]. While this
without doubt should be accepted as an essential outcome for
any SSTT intervention, the efficiency of incision and drainage
continues to wane [18, 19], likely secondary to the epidemic
rise of CA-MRSA [14, 15]. Since 2010, there has been
a concern that the technique is no longer sufficient within the
contemporary treatment population [20]. And yet, evidence
suggests that the technique is practiced in over 90% of cases
[21]. Furthermore, when one considers beyond empirical
outcomes, there is speculation that wider implications of
incision and drainage experienced by the patient, clinicians,
and National Health Service (NHS) have, up until now, been
vastly overlooked. It is argued that workforce demands, in-
stitutional resources and, perhaps most importantly, the
physical, psychological, and financial challenges imposed
upon the recipient of the surgical intervention reveal an
undertow of treatment failure [22, 23].

While the surgical practice of incision and drainage has
historic connotations for the medically trained clinician,
surgically advanced clinical practitioners now have a con-
temporary role in performing this intervention [24]. One
postulates that the increasing concern and speculation about
incision and drainage and its wider causative mechanisms
have blossomed through the addition of diverse professions
and philosophical outlooks now contributing to and ex-
ploring this phenomenon [25, 26].

2. The Review

2.1. Aim. The aim of this study is to provide a focused
landscape of the current interventional management path-
way and outcomes in purulent skin and soft tissue infections
and to understand why incision and drainage have remained
practiced without contemplation or challenge.

Nursing Research and Practice

This scoping review does not aim to answer a specific
question, but rather, to provide an overview of the current
knowledge in the SSTI phenomenon. This was rationalised
due to the speculation that empirical infective resolution of
a SSTI exclusively populates the mainstream of this research
landscape [15, 19]. The driving force behind this research is
to explore beyond the empirical [25]. Seeking to address the
postulation, there are unrecognised holistic mechanisms at
play, distorting the empirical perception of success, relative
to the management of this condition. This acknowledgment
raised several objectives to be explored:

(1) Why is I&D practiced without contemplation or
challenge?

(2) What are the interventional alternatives?

(3) How is the success of SSTI management defined in
the research?

(4) Are there any decision-making processes to direct
treatment away from I&D?

(5) Is there SSTI research acknowledging levels of reality
beyond the immediate outcome of infective source
control?

It was supposed that there would be a wealth of available
research evidence examining variable clinical treatment
methods and outcomes for SSTIs and the resulting wounds
following intervention. It was further considered that the
philosophical stance of critical realism [25], with a sup-
portive underlying nursing philosophy [26] would drive
areview of not only the empirical (person) but also the actual
(health and nursing) and real (health, nursing, and envi-
ronmental) affects that current SSTI treatment practices and
outcomes generate.

2.2. Design. An evidenced and repeatable approach to the
scoping review was chosen, as this supports the key aspects
of rigor and appraisal as with the systematic review design
[27]. The population, concept, context framework tool
(PCC) was chosen in line with guidance from the Joanna
Briggs Institute (JBI) for conducting scoping reviews
[28-30]. The Preferred Reporting Items for Systematic
Reviews and Meta-Analyses extension for Scoping Reviews
(PRISMA-ScR) [31] was also utilised to demonstrate a re-
peatable appraisal and synthesis of the available evidence
throughout the review.

2.3. Search Methods. Keywords were explored to identify
an acceptable saturation of any relevant literature.
Through the identification of seminal research papers
[15, 32, 33], a multitude of keywords with Boolean op-
erators and truncation [34] were tested to identify a fo-
cused return of available literature. Following six searches
with keywords in multiple orders, the researchers iden-
tified an efficient combination, settling on search term
seven (Tablesl and 2): Abscess* AND (skin infection OR
soft tissue infection) AND (Treatment OR therapy) AND
(Drainage OR antibiotics OR aspiration OR suction OR
negative pressure).
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In January 2022, five databases were searched with the
addition of three grey literature sources. Repeat searches
were concluded in March 2022 and July 2023, ensuring the
most up-to-date and relevant information. The only ex-
clusions applied to the search in support of the scoping view
methodology were studies expressed in languages other than
English and animal studies. The advancing searches were
focused towards identifying terms cited within the title,
abstract, or subject term dependent upon the options offered
through each database and grey literature source (Tables 1
and 2).

There were no chronological restrictions placed upon the
return of potential articles for review. This decision was
taken as we speculated that there were viable yet under-
researched and unadopted alternative SSTI management
practices explored in both a historic and contemporary
context. Therefore, to provide a competent and complete
landscape of SSTI management knowledge in this scoping
review, time of publication was not considered a restriction.

When considering the types of studies eligible for review,
the critical realist stance supported the inclusion of all
possible study types [25]. The PCC tool was utilised as the
recommended framework to acknowledge the intended
concepts and postulated outcomes of this scoping review
process [30] (Table 3).

2.4. Search Outcomes. Adopting a systematic approach, the
PRISMA tool [31] was used to identify research of rele-
vance (Figure 1). A total of 1,811 results were obtained
through all searches across all predefined platforms. The
Microsoft™ program EndNote™ was used to correlate the
search returns into a designated library. Subgroups were
created to correspond with the results from each database.
A total of 287 duplicates were removed by the EndNote™
application. A human review of the initial results removed
a further 43 duplications and excluded an additional 45
studies due to the predefined exclusion criteria (not
written in the English language, n=40; animal studies,
n=>5). This left 1,428 items available for screening of titles
and abstracts.

There were a further 430 papers excluded as the titles or
abstracts were found to be at odds with the predefined PCC
[30]. There were also nine studies which were removed as
they were either terminated (n=5) or withdrawn before
completion (n=4). This left 120 papers which were sought
for full retrieval and exploration for eligibility.

Of the 120 papers, 27 papers were researching the effects
of SSTI diagnostic modality, choice, or duration of treat-
ments in SSTT such as antibiotics, contrasting the PCC [30].
There were 21 studies which turned out to be nonspecific to
purulent type II SSTIs or studying complex SSTIs [1]. There
were 15 studies which turned out to be personal reviews,
commentary on a published study, or abstract/poster ref-
erences to a published study. Seven papers were in fact
clinical trial registrations, two papers were specifically fo-
cused on CA-MRSA, and a final study was excluded due to
the main body not being written in the English language.

Nursing Research and Practice

Tasre 3: PCC outcomes.

PCC elements Definitions

Human participants between the ages of 0-100

POPULATION with an acute, simple, skin, or soft tissue abscess

(i) Simple purulent skin and soft tissue
infections

(ii) The incision and drainage surgical
intervention and alternative interventional
management practices

(iii) All study methodologies and methods to be
considered

(iv) Empirical treatment outcomes, infection,
pain, aesthetics, quality of life, holistic
experience

CONCEPT

(i) Nonspecific to region, gender, ethnicity,
religion, culture, or sexual orientation

(ii) English language

(iii) Hospital and community setting

(iv) Interventional/surgical management

CONTEXT

The remaining 47 articles were then screened throughout
the full text and assessed for eligibility amongst two authors,
with the third available to resolve any generated conflicts.

It was identified that seventeen (n=17) of the fully
reviewed papers were specifically focusing on the outcomes
of antibiotic treatment following SSTI management
[14, 15, 20, 35-48].

Antibiotic therapy is highly researched within the SSTI
phenomenon and has become an integral part of contem-
porary management due to the rise of CA-MRSA [15, 19]. It
is, therefore, an important search term to include in this
review. However, the driving aim was to acknowledge and
landscape the surgical and interventional practices of SSTI
management. It was therefore concluded that research ex-
plicitly examining the choice of antibiotic therapy post-
surgical intervention was unsuitable for final inclusion.

A further four studies were found to be focused towards
either the irrigation or dressing of a SSTI wound [3, 49-51]
and therefore would not contribute to furthering knowledge
relevant to the aims of this review.

Three further returns were found to be clinical trial
protocols of studies yet to be undertaken and questionable in
their relevance to this review [52-54]. As there was no
experimentation or findings to examine, these clinical trial
protocols were excluded.

One study was found to be a survey of surgical opinion in
traditional SSTI management and therefore would not
contribute to new knowledge within this review [55]. A
study by Gottlieb and Peksa [56] was identified as an older
version of an updated study included in this review [57]. A
third study by Long and Gottlieb [58] was found not to be
specific in its aims to type I SSTIs [1], and it was felt that any
findings from this study could not be generalised to type II
SSTI management outcomes nor be utilised in support of
any recommendations generated from this review. A final
excluded study [59] demonstrated a poor study design with
ambiguous results. It is likely that this was due to a serious
conflict of interest, in that the primary investigator received
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—

FIGURE 1: PRISMA-ScR flow diagram [31].

a salary and funding from the medical device company
whose equipment was used to conduct the study. It was
contested that any results from the work of Brody et al. [59]
would be tenuous and would add very little to the land-
scaping of SSTI treatment. With the exclusion of this re-
search, this left final 19 papers to be included within this
review. Details of all searches and extractions can be pro-
vided by the lead author upon reasonable request.

2.5. Quality Appraisal. Although not a stipulation within
the framework of a scoping review [60], it was felt nec-
essary to clarify the academic quality of the research
papers to be reviewed within the main body of this
chapter. This was performed to demonstrate that high-
quality rigorous studies had not been favoured in isolation
in support of this research, providing a clarity of clinical
impact within each research paper examined and
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informing the reader with a deeper context when sum-
marising the findings of this review. In addition, as this
review was being generated in partial fulfilment of
a doctoral research qualification, the guidance provided at
this level of study demands that a systematic and rigorous
appraisal be demonstrated [61].

The Hawker appraisal tool [62] was designed specifi-
cally for assessing a wide range of literature from a broad
research question of both a quantitative and qualitative
nature. When considering the philosophy driving this
work, the Hawker tool supports the critical realist per-
spective to acknowledge all possible levels of reality [25].
The tool seeks to classify each research paper through its
relevance to a subject, data extraction, methodological
rigor, and findings which are then correlated and expressed
numerically out of a possible score of 36 [62]. Whilst credit
should be afforded to Hawker et al. [62] for this recognition
of healthcare study beyond the empirical, Williams et al.
[63] argue that laboriously applying a positivist standard of
rigor within a qualitative paradigm is counterproductive,
given the polarising epistemologies of the two methods. It
could further be argued that a conclusion of trustworthi-
ness within a qualitative study is subjective, generated
through the openness of interpretation in the absence of
a framework. The Hawker tool addresses this argument by
including open-ended, descriptive evaluation in tandem
with quantitative dimensions. It was for these reasons that
this tool was utilised for the anticipated wide-ranging
literature. As per advice from the JBI [28-30], two au-
thors undertook the appraisal process with the third
available to resolve any conflicts.

2.6. Data Abstraction. The nineteen studies reviewed were
almost entirely of an empirical nature, with a focus on the
study of SSTI interventional management relative to in-
fective resolution (n=16). Six studies incorporated some
quantitative measurements of lived experiences such as pain,
daily activities, procedural satisfaction, and experiences with
antibiotics [32, 33, 64-67].

The studies were expressed as a collective relative to the
geographical focus of study/location, Hawker score [62],
intervention, sample size, study design and duration, out-
come measurements, and authors conclusions (Table 4). The
data was extracted by the lead author and reviewed by the
supporting authors as the review progressed.

2.7. Synthesis. The identification, categorisation, and ex-
pressions of the reviewed studies were performed to generate
a narrative relative to the aims and objectives of this scoping
review. The synthesis of the evidence was also performed to
identify gaps in the current SSTI knowledge.

3. Results

Nineteen studies qualified for this review based on the PCC[30].
The studies were conducted within a focus of several geo-
graphical locations: n=12 USA [19, 21, 57, 64-66, 68, 70-74],
n=2 Turkey [69, 75], n=2 China [33, 77], n=2 International

Nursing Research and Practice

[67, 76], n=1 UK [32]. The studies were also comprised of
several methodologies and methods: n=8 cohort studies
[32, 64, 65, 68-70, 73, 77], n=>5 randomised controlled trials
[19, 21, 33, 66, 75], n =2 literature review articles [71, 72], n=2
systematic literature review and meta-analysis [57, 67], n=1
quality improvement study [74], and n =1 meta-analysis [76].

The studies identified ranged in chronology from 1984
[68] to 2021 [57] and studied both adults and children with
a simple purulent SSTI [1]. As anticipated, there were several
alternative SSTI interventional strategies under scrutiny
within the collective literature examined:

(1) Traditional incision and drainage [68, 71, 72].

(2) Traditional incision and drainage with primary
closure [67].

(3) Needle aspiration technique [19, 32, 69].

(4) Loop drainage technique [21, 57, 65, 66, 70, 73, 75, 76].

(5) Modified incision and drainage with indwelling
catheter placement [64, 74].

(6) Modified incision and drainage with primary closure
and suction therapy [33, 77].

Pertinent information synthesised from the literature
examined was then developed and expressed in visualisation
formats (Tables 4-6; Figure 2).

3.1. Efficiency of SSTI Management. The variability of the
papers reviewed revealed a comprehensive collection of
alternative SSTI management practices with evidenced
empirical outcome measurements.

A 75% empirical success rate of the traditional incision
and drainage procedure in the resolution of SSTI infection
was accepted based on the median historic and contem-
porary evidence [18, 19, 68, 72]. Taking the median per-
centile, where available across the relative studies, the
empirical efficiency of each SSTI management option can be
ranked as follows:

(1) Modified incision and drainage with primary closure
and suction therapy: 96% [33, 77].

(2) Loop drainage: 93.6% [21, 57, 65, 70, 73, 75, 76].

(3) Traditional incision and drainage: 75% [68, 72].

(4) Traditional incision and drainage with primary
closure: 75% [67].

(5) Modified incision and drainage with a straight
catheter: 75% [64, 74].

(6) Needle aspiration: 54.5% [19, 32, 69].

3.2. Themes. Across the literature reviewed, the following
themes were identified for discussion:

(1) Defining SSTIs

(2) Defining SSTI treatment failure
(3) Patient outcomes

(4) Clinician outcomes

(5) Nursing outcomes
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TaBLE 5: Authors’ professions in SSTI research over time.
Year Retrieved studies Profession of lead author (s) Profession of supporting author (s)
1984 Llera et al. [68] Emergency physician x1 Mi?gﬁgﬁ;ﬁ}( 1
2005 Eryilmaz et al. [69] Surgeon x1 Surgeon x3
Surgeon x1
2009 Tsoraides et al. [70] Surgeon x1 Paediatric surgeon x2
Nurse x1
2010 McNamara et al. [65] Surgeon x1 Pae dii?ri%eglilrgjon 3
Paediatric surgeon x3
2011 Alder et al. [64] Paediatric surgeon x1 Nurse practitioner x1
Nurse x1
2011 Gaspari et al. [19] Emergency physician x1 Emergency physician x4
Associate professor of emergency medicine x1
2011 Singer et al. [67] Emergency physician x1 Professor of emergency medicine x1
Emergency physician x2
2012 Winstead [71] Nurse x1 No supporting authors
2014 Singer and Talan [72] Emergency physician x2 No supporting authors
2015 Ladde et al. [73] Emergency physician x1 Eg:: zléiirclliyplp;};zisclginx)l(z
Surgeon x5
2015 Mahida et al. [74] Surgeon x1 Emergency physician x1
Research scientist x1
2016 Rencher et al. [66] Paediatric physician x1 E’T:é?:trrllcglﬂ;glci;?;z
Paediatric surgery team (not otherwise described) x4
2017 Yang et al. [33] Paediatric surgeon x1 Professor (no;;;?iiixszzdescrlbed) x1
Research assistant x1
2017 Ozturan et al. [75] Emergency physician x1 Emergency physician x6
2017 Lasithotakis et al. [32] Surgeon x1 EmergSIlllzse;}?y)s(iiian <1
2019 Long and April [76] Emergency physician x2 No supporting authors
Emergency physician x1
Medical physician x1
2020 Schechter-Perkins et al. [21] Emergency physician x1 Nurse x1
Research professor x1
Unknown x3
2020 Zhimin et al. [77] Emergency physician x1 Emerggﬁﬁﬁfxzs)@lan x1
2021 Gottlieb et al. [57] Emergency physician x1 Emergency physician x2

3.3. Defining SSTIs. Throughout the reviewed literature,
there were several reoccurring characteristics which were
expressed as a diagnostic interpretation of an SSTI. Figure 3
demonstrates the repeating terms used and how many
studies these descriptors were cited in when defining
an SSTL

Interestingly, the presence of a “visible or palpable
mass” was one of the least used descriptors, utilised only in
the earliest studies reviewed [68, 69]. One could argue that
a palpable mass is of unique importance for confirming the
presence of a purulent SSTI as opposed to the most used
descriptors of “pain” and “induration” which could be seen
as rather nonspecific. The term “fluctuance” was a com-
mon theme throughout the studies which could be

accepted as a clinical indication of purulence, potentially
demonstrating an advancement in descriptive terms over
time from the generic term “mass”. Of further interest was
the use of the terms, “erythema” and “redness” which were
frequently used throughout the literature. Whilst one can
assume that such presentations are easily observable in
lighter skin tones, this has been a speculated causative
mechanism in this review, leading to insufficient diagnosis
and determination of SSTI progression for individuals
with darker skin tones [37, 78]. Finally, although di-
agnostic criteria were evident throughout this review,
twelve out of the nineteen papers made no attempt to
define a diagnosis of an SSTI in their studies
[21, 32, 57, 64, 65, 67, 70, 71, 73-76].
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Llera et al. (1984):
Traditional incision and drainage

Tsoraides et al. (2009)

Loop drainage
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Mahida et al. (2015):
Catheter drainage

Schechter-Perkins et al. (2020)
Loop drainage

Zhimin et al. (2020)

Ladde et al. (2015): Primary closure/Suction drainage

Loop drainage

Lasithotakis et al. (2017):

Winstead et al. (2012)
Traditional incision and drainage

Needle aspiration.

Yang et al. (2017)

Primary closure/Suction drainage

Ozturan etal. (2017)
Loop drainage

1984 1994

*~—

Loop drainage

Eryilmaz et al. (2005):

Needle aspiration

McNamara ef (2010):

Rencher et al. (2016):
Loop drainage

theter drai

Singer et al. (2011)
Incision and drainage +primary closure

Singer & Talan (2014):

Long & April (2018):
Traditional incision and drainage

Loop drainage

Gottlieb et al. (2021):

Loop drainage

F1GURE 2: Evolution of SSTT management over time.

Heat or
warmth
2

Erythema or
redness
5

Visible or
palpable mass
2

Pain or
tenderness
5

FIGURE 3: Variables in defining an SSTT.

3.4. Defining SSTI Treatment Failure. This review identified
several common themes of descriptive terms used to classify
the failure of an SSTI intervention (Figure 4).

One of the least utilised descriptive terms for treatment
failure was “SSTI recurrence.” Two research teams [68, 69]
classified a repeat SSTI at the original site of intervention or
within less than five centimetres of the initial SSTI as
a treatment failure. Whilst this may seem sensible, this term
lacks the required specifics, like the challenges analysed in
the SSTI definition. Interestingly, the most common de-
scriptors used to define treatment failure were the presence
of “pain or tenderness” and “cellulitis”. It is countered that
these terms could be seen as nonspecific to the recurrence of
a purulent SSTI but potentially support the speculation of
descriptive progression over time. It is noted that perhaps
the most appropriate descriptors of treatment failure would
be the presence of “purulence” and “fluctuance”. These
descriptors were, however, only used in three of the studies
examined [21, 66, 70] with nine further research articles

failing to clarify SSTI treatment failure in any capacity
[32, 57, 64, 67, 71-74, 77].

3.5. Patient Outcomes. It is clear from this review that little
credence was afforded to the patient’s lived experience, as the
recipient of SSTT interventions, and this is a notable theme
throughout the review. Although seven of the nineteen
included papers did explore some elements of patient ex-
periences such as pain, aesthetics, and use of antibiotics, this
was examined in an entirely quantitative capacity
[21, 32, 33, 64-67]. Patient experiences formed part of the
primary outcome measurements in only one study [33],
otherwise demonstrating a scarcity of research recom-
mendations utilising this paradigm in the progression of
SSTI research.

Empirical outcomes dominated the design and imple-
mentation of the studies reviewed and demonstrated an
overwhelming positivist stance towards the resolution of the
SSTI infective process [25]. As there is little information
available, one can speculate that the priorities of the patient,
relative to their SSTI management, may be in stark contrast
to those of empirical infective resolution. For example, pain
and quality of life may be valued most by recipients of SSTI
interventions [23] which are not exclusively paralleled with
the empirical focus of the studies synthesised.

3.6. Clinical Outcomes. Surgical clinicians made up five of
the lead authors across the literature examined throughout
this review with the remaining studies led by fifteen phy-
sicians and only one nurse (Table 5).

The review has identified a theme that despite a recog-
nised need for new diverse treatment options [64, 72], the
evolution of SSTI intervention has been slow to progress due
to a persistent culture of clinical resistance. Alternative
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Erythema or
redness

Heat or
warmth
1

Pain or
tenderness
5

Recurrence
2

FIGURE 4: Variables in defining SSTI treatment failure.

methods of drainage remain largely unadopted by the surgical
community and are a persisting factor in modern research,
with 90% of SSTTIs still being treated with a traditional incision
and drainage technique [21]. When considering why this
resistance exists and why almost all SSTT lead researchers have
a medical background (95%), the exploration for causative
mechanisms and the will to extend knowledge beyond the
empirical were severely hampered by a dearth of qualitative or
mixed method enquiries. The opinions and values of the
surgical team were only acknowledged within one of the
studies examined and relative only to an education process
during a change to clinical practice [74].

This absence of knowledge often generated a theme of
surgical discretion when choosing to undertake a traditional
or novel SSTI management practice during research,
demonstrating a lack of sociocultural understanding and
competent research protocols, outside of randomised con-
trolled trials [64, 70, 74, 75]. When left to the discretion of
the surgical clinician, research demonstrated that incision
and drainage remained favoured over all treatment methods,
despite an available body of evidence [19, 21, 64]. A pertinent
demonstration of this was seen in the study by Alder et al.
[64] when only 19% of 400 pediatric patients underwent
anovel treatment method, having been left to the free choice
of an intervening clinician.

3.7. Nursing Outcomes. There was only one nurse who took
on the role of the lead author in a nonexperimental SSTI
research article [71]. When considering the role of sup-
porting author, limited to four of the nineteen studies ex-
amined, only four individuals from the nursing profession
were acknowledged out of a total of 89 recognised re-
searchers across the literature [21, 64, 70, 71].

As with the theme of patient outcomes, evidenced ex-
periences of nurses treating or managing SSTIs was barren
throughout this review. Mahida et al. [74] were the only
research team to undertake some form of investigation into
the experiences of nurses within this phenomenon, limited
to the education of the nursing team during a period of
clinical practice change. When challenging historic or rit-
ualistic surgical practices, the limited evidence synthesised
indicated that the affected entities of healthcare professionals
and institutions should be consulted, educated, and utilised
[74]. There was also a complete absence of enquiry into the
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values and opinions of the nursing team undertaking SSTI
management which could help in identifying the nursing
and institutional [26] gaps in current management practices
during a recognised need for change [21].

4. Discussion

While SSTT research has evolved, this has been found to be
exclusively in a quantitative capacity. There remains a distinct
absence of holistic enquiry despite researchers acknowledging
that such studies are required if nurses are to generate new data
in the field [32, 64]. This narrow spectrum of SSTI research
reflects an overriding realist mentality [25], acknowledging
only the empirical aspect of SSTT management and infective
resolution. The identified gaps in knowledge generated within
this review reveal that empirical outcomes of SSTI manage-
ment are but a layer of a greater encompassing reality. While
empiricism has been the principal focus of SSTI research, the
findings of this review have generated a recommendation for
a mixed-method or qualitative study, recognising the distinct
lack of groundwork previously undertaken when attempting to
promote SSTI management innovation.

The findings of this scoping review have revealed that
there are many knowledge gaps to address before clinical
modernisation in the treatment and management of SSTIs
comes to fruition. Without accepting these opportunities,
one concedes the likelihood that future research and practice
innovation will simply repeat what has gone before, gen-
erating the same voids in knowledge and resistance to
change that SSTI research needs to explore and address.
From the philosophical foundations of nursing [26] and
critical realism [25], nurses must now acknowledge and
explore evidence-based innovations in SSTI management
and utilise the values and opinions of patients, clinical staff,
and stakeholders relative to these innovations, addressing
the need for qualitative evidence to support alternative SSTI
management into clinical practice and professional acep-
tance. Without these considerations, future SSTI innovation
will persist under the theme of empirically constrictive
study. Although empirical outcomes are recognised as vital
in justifying the efficiency of any SSTI intervention, one
counters that we, as nurses, must first acknowledge and
direct our innovation in support of the entities directly
affected.

From the findings of this scoping review, one could
conclude that the healthcare community has a greater un-
derstanding of what an SST1 is not, rather than what a SSTTis
(Figures 3 and 4). There has been evidence-based focus on
the absence of clinical features to determine SSTI resolution
rather than actual diagnostic criteria. There remains a varied
and sometimes absent consensus within the SSTI research
community as to what defines the phenomenon we are
exploring. It could be argued further that these variabilities
in SSTI description have, collectively, not altered since the
first documented incision and drainage procedures in the
Hippocratic era [79]. For example, although infrequently
used, the terms “erythema” and “redness” appeared to re-
main a contemporary diagnostic tool in SSTI assessment
[21]. Through the critical analysis of the research papers
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examined [37], one concludes that within today’s multiracial
societies, less importance should be placed upon these
physiological paradigms [78], and we must gain a consensus
that supports the entirety of the SSTI patient group.

The apparent clinical resistance to alternative SSTI
management practices could be simply a by-product of
historical familiarity and the fact that incision and drainage
have always been the primary interventions. Therefore, as
described by Wallis [80], because we have always done it this
way, why should we change our practice? The resistance of
the healthcare professionals evidenced within this review is
ultimately denying the improvement of patient care and goes
against our ethos as nurses and clinicians [26].

The scoping review has yielded evidence that provides
founding principles upon which new management
pathways can be evidenced for the inclusion of current
alternative SSTI management practices. For example, if an
objectively healthy patient presents with a pilonidal SSTI,
then evidence suggests that needle aspiration with pro-
phylactic antibiotics is a favourable treatment option [32],
avoiding the incision and drainage procedure with wound
packing. In contrast, there was no evidence found to
suggest that needle aspiration would be a suitable option
for a patient with a breast abscess [69]. One would
therefore consider a more favourable option such as loop
drainage [21] or a modified incision and drainage ap-
proach with catheter or suction drainage [33, 64]. Evi-
dence also suggests that while an approach using local
anaesthetic is a viable option for the adult SSTI pop-
ulation, potentially relieving the institutional demands of
historic SSTI practices [25, 26], it is unlikely to be ap-
propriate for pediatric patients [65]. Perhaps surprisingly,
the findings from this review suggest that empirical evi-
dence alone does not facilitate a practice change. This
recognition has generated some profound unanswered
questions which should now be undertaken with clini-
cians, nurses, patients, and stakeholders to understand
why infective resolution and empiricism alone are not
driving widespread change in the phenomenon of SSTI
treatment and management.

As research continues in its attempts to achieve in-
novation in SSTI management practices, it is countered,
from the perspective of a nurse clinician [26] and a critical
realist [25], that the relevant sociocultural groups should be
held at the centre of these investigations. Without a deeper
context of experiences, one attests that there is no way of
understanding the areas of importance and personal value
placed upon SSTI management from the required contextual
perspectives. For example, infective resolution, ease of use of
novel equipment, dexterity, efficiency, training, follow-up
demand, and cost effectiveness will all likely play a part in the
professional acceptance of alternative SSTIclinical practices.
The values and opinions of the patient, however, will likely
be in stark contrast and must all be taken into consideration.

If one is to improve upon the interventional manage-
ment of SSTI patients, it be argued that the act of traditional
incision and drainage currently perpetuates failure. There
needs to be a definitive change to surgical practice with
credence afforded to the unrecognised holistic paradigm in
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the SSTI phenomenon. It is postulated that only then will
contemporary management innovation be achieved and
accepted within this field.

4.1. Limitations of This Study. The main limitation of this
study is in its methodology as a scoping review and the
inherent risk of bias generated through this type of review
[60]. However, the work was undertaken using a systematic
clear approach to minimise a lack of rigor in the study
selection, utilising the PRISMA-ScR and PPC tools [30, 31].
Due to our chosen approach to this review, we speculate that
additional relevant literature could have been missed due to
the predefined search strategy developed by the authors. We
further recognise the limitations upon our synthesis of the
evidence both as a collective and within the SSTI in-
tervention subgroupings. The ranging methods, aims, ob-
jectives, and patient populations used within each study are
recognised as a confounding variable in our findings and
recommendations.

Data Availability

The data that support the findings of this study are available
from the corresponding author upon reasonable request.

Additional Points

Contributions to the Global Clinical Community. (i) Rec-
ognising there are empirically and holistically viable alter-
natives to incision and drainage and the management of
purulent skin and soft tissue infections. (ii) Recognising
positivist, empirically dominated focus within this phe-
nomenon. (iii) Recommendations for a mixed method or
qualitative prospective study.
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