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Abstract

This study is set in the context of the final phase of nurse specialist students’
(NSS) postgraduate education in surgical, oncological, anaesthesia and inten-
sive care nursing at the University College in June 2015. The aim was to ex-
plore NSSs” experiences of clinical supervision (CS) during their postgraduate
clinical education. 46 NSS answered open-ended questions and their responses
were analysed by means of a qualitative content analysis. The response rate
was 82%. One main theme emerged: CS as a prerequisite for professional de-
velopment and two domains: A reflective way of growing and learning through
CS and The meaning of being and acting in a reflective and professional
manner to ensure patient safety (PS). The results indicate that reflection is a
crucial part of the NSS’ experiences of CS during their postgraduate clinical
education. The supervisor’s ability to confirm the students, mutual trust and
feeling safe in the relationship with the supervisor are of great importance.
The students highlighted the value of continuity in CS and being supported
yet challenged. The supervisor has great responsibility for the NSS’ develop-
ment of professional clinical competence. The supervisor’s personal and pro-
fessional skills, in addition to her/his ability to provide CS are important for
PS as well as for professional and interdisciplinary teamwork. Acting in a re-
flective and professional manner is of great importance for ensuring PS. Al-
though most of the students reported being sufficiently competent to ensure
PS and agreed that CS and reflection are of great importance for PS, they
wanted more time to reflect on their actions together with their supervisor. In
conclusion, CS has the potential to lead to quality improvement. However, in
order to enhance reflective practice, which is a prerequisite for CS and PS, we
recommend closer cooperation between the university college and clinical su-
pervisors, as well as a formal master level education for clinical supervisors.
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1. Introduction

According to the Norwegian White Paper No. 16 (2016-17) “Culture for Quality
in Higher Education” [1], the overall goal of nursing education is to produce
reflective practitioners. Educating nurse specialist students (NSS) who possess
these capabilities is complex. Reflection and reflective practice in nurse specialist
education are considered essential for specialized professional competence. The
students should be able to act and think professionally, integrating theory and
practice from the outset. Reflective practice was increasingly focused upon in the
literature from the 1990s [2]. According to Atkins [3] and Duffy [4], reflective
practice is defined as a learning and development process that includes self-
examination of one’s professional practice, experiences, thoughts, emotions, ac-
tions and gaining knowledge that can enrich it. Clinical practice is a crucial part
of the postgraduate education of NSS in Norway, comprising 50% of the educa-
tion.

The focus of this study is the final part of the NSS’ postgraduate education in
anaesthesia, intensive care, surgical and oncology nursing at the University Col-
lege in June 2015. Specialist nursing practice entails encountering people in vul-
nerable and exposed situations. Specialist nurses have to function in complex
health care systems, continuously refresh and update their skills and knowledge,
in addition to framing and solving complex patient and healthcare problems [5].
At the same time, their work has become significantly more complex and they
are under pressure to be efficient, making patient safety (PS) a hot topic. In
Norway, most clinical nurse supervisors have no formal qualifications or train-
ing for supervision. However, the supervisors’ skills are significant for the quali-
ty of supervision and they are in a unique position to facilitate learning processes
and promote the students’ professional growth and identity building as specialist
nurses [6]. To enhance the students’ professional development, a systematic
structure can lead to positive outcomes in terms of quality and PS [7].

Healthcare delivery today comprises many benefits and challenges. Clinical
supervision (CS) is one of the keys to maintaining and improving the overall
quality of care, the professional development of personnel as well as patient and
staff retention [8].

CS is increasingly recognized as a vital part of effective, modern healthcare
systems [9]. There are several definitions of CS in the literature. Proctor [10] in-
cludes three elements in his definition of the supervision process: formative,
which means development, normative, which implies a standard setting and

restorative, which indicates the provision of support. According to Severinsson
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[11], three main concepts should be established in nursing supervision: confir-
mation, meaning and self-awareness. The general target of clinical supervision is
to support the development of the supervisee’s job identity, competence, skills
and ethics. The purpose of CS is to improve the quality of the nurse-patient rela-
tionship in terms of identifying and fulfilling a patient’s care needs in order to
achieve a positive change that can be observed and measured. In such a process,
the supervisee together with a more experienced practitioner can reflect on prac-
tice using case material in order to learn and refine skills [12]. In this paper, we
adopted the definition from Bishop’s study, as it explains the importance of ref-
lection and the fact that the focus of CS should be to ensure a safe and suppor-
tive environment that promotes the delivery of quality of care: “Clinical supervi-
sion is a designed interaction between two or more practitioners within a safe
and supportive environment, that enables a continuum of reflective critical analy-
sis of care to ensure quality patient services, and the well-being of the practi-
tioner” [13] (p. 113).

Bishop’s study highlights reflection as a skill and a core area of CS. A search of
the literature revealed that while there are many articles on the subject of reflec-
tion, few studies have linked it with NSS. Carroll et al. [14] claim that there is no
clear definition of reflection or reflective practice and that the plethora of terms
used interchangeably in the literature make the phenomenon difficult to utilize
within nursing education. However, the present study first demonstrates that
reflection leads to a new understanding and the intention to act differently in the
future (an iterative dimension). Secondly, it shows different levels of reflection
on experience. In general, the surface level is more descriptive and less analytical
than the deeper level, which appears more difficult to reach. Dewey [15] focused
on the depth and quality of reflective thinking, which is termed a vertical dimen-
sion. Dubé and Ducharme [2] also refer to the definitions of Boud et al. [16],
Dewey [15], Mezirow [17], Reid [18] and Schén [19]. Dubé and Ducharme [2]
found that in all the studies the definitions of reflective practice identified the
experience as the basis for new learning. In most studies, the process refers to
Schon’s [19] reflection-in-action which means reflection during a clinical expe-
rience and reflection-on-action in the sense of reflection on a clinical experience
after the fact. The work of Mezirow [17] indicates that the reflection process can
operate at various levels of intensity: habitual action, thoughtful action, reflec-
tion or critical reflection. Studies by Callister et al [20], Cooper et al. [21], Ho-
ney et al. [22] and Glaze [23] show that student nurses managed to develop ref-
lective skills such as self-awareness, openness to others and their practices by
following reflective practice in an academic context, as well as the various emo-
tions experienced in a learning context, such as fear or anxiety.

NSS are educated and trained to work in high-tech departments with a strong
focus on PS. Nowadays PS is increasingly recognized as a key dimension of qual-
ity care and has been integrated into the education of healthcare professionals
[24]. Jha et al. [25] claim that despite the traditional principle of “do no harm”,
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unsafe medical care seems to cause significant morbidity and mortality all over
the world. In particular, surgery and anaesthesia present substantial safety risks.
In the US, estimates suggest that surgical adverse events account for 48% of all
adverse events. The relevance of PS has expanded internationally [26]. With the
complexity of today’s healthcare system, the successful treatment and outcome
of each patient depend upon a range of factors. Many different types of health-
care professional are involved and it is difficult to ensure safe care unless the
system is designed to facilitate timely and complete information and under-
standing by all. Accordingly, numerous factors such as understaffing and in-
adequate structures contribute to unsafe patient care [27]. The strategy includes
the specific goal of improving PS and the quality of the healthcare services. The
main dimension in PS and safety culture domains is respectful communication,
which implies sharing experiences. Furthermore, the most important dimen-
sions in the multidisciplinary capacity building domain are collaboration and
teamwork, coordination and risk management, knowledge sharing and patient-

centred communication [26].

2. Methods
2.1. Design

The study has a qualitative design [28]. In 2015, we conducted a quantitative
survey that included qualitative questions focusing on how NSS experienced CS
from their supervisors in relation to PS [29]. These qualitative questions consti-

tute the empirical material in this study.

2.2. Sample

The study included all the 56 nurse specialist students (NSS) from four health-
care contexts in the final phase of their postgraduate education at the University
College in June 2015 and eligible to participate in the study. In total, 46 NSS (8
anaesthesia, 11 intensive care, 14 operation/surgical and 13 oncological care)
completed and returned the anonymous questionnaire to the first and the
second author. The response rate was 81%.

The open questions focused on experiences of CS and competencies in order
to ensuring PS: a) In CS I am particularly pleased with ... b) In CS I would pre-
fer changes to... ¢) How do you understand the concept of PS? d) Do you have
the right competence to ensure PS? e) How can CS be important for PS? The

characteristics of the participants are presented in Table 1.

2.3. Data Analysis

In order to analyse the questions we applied Graneheim and Lundman’s [30]
qualitative content analysis, a method for analysing written or verbal communi-
cation in a systematic way. A common component of qualitative interpretive
content analysis methods is coding operations that translate one set of meanings

into the other. The method presented by Graneheim and Lundman [30] consists
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Table 1. Demographic characteristics of the students.

Sample characteristics N =46
Age, years, med(ql-q3) 36.5 (31.0 - 39.3)
Female gender 42 (91.3 %)

Previous work experience, years, med
(q1-g3)
Speciality, No (%)

10.0 (6.0 - 13.3)

Anaesthesia 8 (17.4 %)
Intensive care 11 (23.9%)
Operation/Surgery 14 (30.4%)
Oncology 13 (28.3%)
Female supervisor 42 (93.3%)

of the following steps: identifying meaning units, condensing, abstracting, cod-
ing, categorising and developing themes. In the analysis process of this study,
both the first and the second author read the material repeatedly and identified
the sense of the whole for each question. Meaning units were then identified
through joint reflection and discussion, after which they were categorized into
ten subthemes and five themes. All the authors carefully discussed the tentative
subthemes and themes. Having moved back and forth several times between the
whole and the parts of the text, all the authors finally agreed on the condensing
of the domains and key components in accordance with Baxter [31]. According
to Baxter [31], interpretive content analysis enables a deeper understanding of
the meaning of the content. Finally, we compiled one main theme, two domains,
of which one was on the latent level and one on the manifest level, and four key

components as presented in Table 2.

2.4. Ethical Considerations

The guidelines for research set out in the Helsinki declaration [32] were fol-
lowed. The study was approved by the Head of the Institute of Nursing and the
Dean of the Faculty of a University College on the east coast of Norway. In addi-
tion, we applied to the Norwegian Centre for Research Data for approval (No.
53410). The principles of confidentiality, voluntariness and informed consent
were adhered to. Information about the aim of the study was provided both in
writing and verbally. The participants indicated their consent by giving a com-
pleted consent form to their principal tutor. The data were stored securely in a

fireproof cabinet in accordance with university college regulations.

3. Results

Overall, the results indicate that reflection is a crucial part of the NSS’ expe-
riences of CS during their postgraduate clinical education. The NSS also hig-

hlighted the importance of being understood in their role as a student. They re-
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Table 2. Main theme, domains and key components of the nurse specialist students’ ex-
periences of clinical supervision (CS) during their postgraduate clinical education.

Main theme:
CS as a prerequisite for professional development

Domain 1 Domain 2
Manifest level Latent level
A reflective way of growing and The meaning of being and acting in a reflective
learning through CS and professional manner to ensure patient safety

Key components

Importance of reflection Substance of clinical supervision
Supervisor’s ability to provide CS Responsibility for patient safety

flected on the concept of CS in relation to PS and emphasized factors such as
safe care, person-centred care, evidence-based practice and teamwork. Most of
the students reported that they are sufficiently competent to ensure PS and that
CS and reflection are of great importance for PS. Most of the students were es-
pecially satisfied with the supervision and their supervisor. One main theme
emerged: CS as a prerequisite for professional development and two domains; A
reflective way of growing and learning through CS, (manifest level) with two key
components and 7he meaning of being and acting in a reflective and profession-

al manner to ensure PS (latent level), also with two key components (Table 2).

3.1. Clinical Supervision as a Prerequisite for Professional
Development

Based on the results, the main theme comprises the NSS’ need for more time to
reflect together with their supervisor. According to the students, learning to re-
flect and act in a professional and reflective way through CS is a prerequisite for
professional development. The results also show that CS is of great importance
for PS.

3.1.1. A Reflective Way of Growing and Learning through Clinical
Supervision

This manifest domain concerns key components such as the importance of ret-
lection and the supervisor's ability to provide CS. The students reported the im-
portance of reflection in practice, that CS is planned and well organized for
them. Stability and continuity in the relationship with the supervisor is impor-
tant in CS. To achieve this they suggested the need for the same supervisor over
time, or even two supervisors for each student, which would enable a more
nuanced learning situation. Having the same supervisor during the clinical prac-
tice period created trust, safety, stability and a close relationship with the super-
visor. Most of the students reported a desire for more time together with their
supervisor. One student stated:

I would have liked more time together with my supervisor, more time to re-
fect and discuss patient situations in a setting away from the patient.

In this study, the need for time was consistently expressed as essential. The

desire for time to reflect, discuss and summarize together with their supervisors
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at the end of each day demonstrates the need for both mental and physical ref-
lection space.

The NSS described PS as encompassing the principles of not causing harm,
taking care of the patient when she/he is unable to do so, attending to injuries,
preventing infections, decubitus and hypothermia, as well as ensuring that the
patient’s physical, mental, social and spiritual needs are met in a dignified man-
ner. A high level of nursing competence and expertise, evidence-based practice,
user empowerment, good practical skills, in addition to sufficient resources, pos-
itive attitudes and good role models at the workplace are of importance. Being
encouraged and feeling free to ask questions and call for help were also men-
tioned as essential.

The NSS described the supervisor’s personal and professional skills as crucial
for the beneficial outcome of supervision. One student stated: For me, the su-
pervisor' s personal skills, her openness, generosity and kindness to me are im-
portant,

Another NSS expressed: 7 appreciate that the supervisor is patient, supportive
and willing to teach me. It is ok to be new and inexperienced, because the stu-
dent and supervisor become familiar with each other and the relationship in-
creases the student s confidence.

One of the NSS described the supervisor’s professional competence as: For
me, professional competence means that my supervisor has knowledge, expe-
rience and clinical skills and is willing to teach and communicate.

The NSS highlighted the supervisor’s ability to communicate, as well as pro-

fessional and interdisciplinary teamwork as important for PS.

3.1.2. The Meaning of Being and Acting in a Reflective and Professional
Manner to Ensure Patient Safety

This latent domain concerns key elements such as substance of CS and health-
care professionals responsibility to ensure patient safety. The NSS reported that
prerequisites for CS are the supervisor’s ability to be open, generous and friend-
ly. They wanted to be seen, accepted, respected, appreciated and recognised,
which could be interpreted as their need for confirmation. Furthermore, they
described the importance of mutual trust and feeling safe in the relationship
with the supervisor. The NSS also mentioned the need to be supported yet chal-
lenged in the CS process:

As a specialist nurse student, I want to be challenged by my supervisor and
given the opportunity to work more independently with patients. The supervisor
should have patience, provide support and see me as a person.

The meaning of being and acting in a reflective and professional manner is
that the students’ experiences constitute the essential substance and core content
of CS. The meaning comprises elements such as confirmation, affirmation, trust,
being supported yet challenged, dialogue and identifying role models. All of the
students wanted more time for dialogue and to reflect together with the super-

visor. Some also wanted the supervision to be communicated in a more respon-
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sive way and space for asking “silly” questions.

The NSS described supervision as being of great importance for ensuring PS.
In the concept of PS, the NSS emphasized areas such as evidenced-based prac-
tice, attitudes, safeguarding the patient’s dignity, working properly and deliver-
ing high quality care and treatment.

It was essential to reflect together with the supervisor in order to learn from
adverse events and identify alternative ways of acting. One student illustrated
this as follows:

Supervision increases my self-awareness in new patient situations that I did
not experience before. Reflecting together with my supervisor increases my un-
derstanding and is of great importance for patient safety.

Another student expressed:

Supervision increases my learning, my self-awareness and develops my pro-
fessional competence and team-working skills. It is important to benefit both
personally and professionally from the supervisor s experience and competence.

The result indicates that the supervisor has a great responsibility for the NSS’
development and achievement of clinical competence. One of the students ex-
pressed:

Supervision is important for patient safety, but it depends on the form of su-
pervision and the supervisor s competence.

Supervisors who assume this responsibility transfer their knowledge and val-
ues to ensure the students’ development and responsibility for patient safety.
Supervisors who do not take responsibility may fail to contribute to the students’

professional development.

4. Discussion

The aim of this study was to investigate NSS’ experiences of CS during their
postgraduate clinical education. The main theme: “CS as a prerequisite for pro-
fessional development” reflects the interpretation of the NSS’ descriptions of
what they appreciated in CS and what they would like changed. Two research
questions were addressed: 1. What elements of CS do NSS emphasize as essential
for their professional development? 2. How does CS support the PS competen-
cies of NSS?

4.1. Elements of Clinical Supervision That Emphasize Nurse
Specialist Students’ Professional Development

The findings in our study emphasize reflection as a crucial part of the NSS’ ex-
periences of CS during their postgraduate clinical education and for ensuring PS.
The NSS stated that a prerequisite is educated professional supervisors who can
influence their development of a professional identity [38]. The NSS highlighted
elements of CS such as the supervisor’s ability to be open, generous and friendly.
Furthermore, they described the importance of the supervisor’s professional and

personal competence. In addition, the NSS wanted to be more challenged in the
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CS process. A study by Pack [40] underlines the fact that a supervisor’s personal
qualities such as ‘willingness and preparedness to show understanding, bringing
out genuine feelings, confirming and being sensitive to the supervisee’s needs’
are considered important [39]. There are a number of key prerequisites for
enriching the environment in which the supervisee’s awareness can grow and
flourish [40]. Supervisors need to be aware of the purpose of their role, as well as
adequately prepared and trained to confirm and find emphatic ways to offer
constructive critique of their supervisee’s practice but avoid shaming and hu-
miliation [40].

Most NSS were pleased with the supervision they received and they were satis-
fied with their supervisor. Nevertheless, they strongly emphasized the desire for
even more time to reflect with their supervisor. However, finding time and room
for supervision and reflection is a challenge. Moreover, NSS particularly pointed
out the need for additional time to reflect outside of patient situations. A quiet
room without risk of interference would be the preferred location in which to
discuss and reflect on their experiences of patient situations, as a means of
achieving more strategies for action. Ekebergh [33] claims that to achieve a real
reflection one has to distance oneself from the situation and make it possible for
the conscious mind to completely turn towards itself and that to achieve
self-reflection, one must ‘step out’ of the situation and actions. Ekebergh [33]
also argues that as a consequence, reflection and self-reflection are not possible
while acting, but only at a later stage after the action has taken place. This un-
derpins the NSS’ need for time to reflect outside patient situations. CS is a pre-
requisite for professional development and essential for growing and learning
and for being and acting in a reflective and professional manner, which high-
lights the supervisor’s ability to provide CS and the substance of CS. The need
for both mental and physical reflection space was considered essential.

Furthermore, the NSS stated that the supervisor’s personal and professional
qualities are vital for both supervision and continuity. A study by Platzer et al
[34] found that reflective practice groups for student nurses provided emotional
support, reassurance, feedback, encouragement and constructive criticism from
peers, in addition to enabling changes in behaviour and attitude among the par-
ticipants. Reflective practice seems to be a new learning tool for the development
of different reflective skills. Gibb’s reflective cycle [35] and Mezirow’s [17] level
of reflectivity demonstrate that reflection consists of different stages or levels and
follows a given order [33]. Ekebergh [33] claims that from a lifeworld perspec-
tive the use of reflection models might be risky, especially if slavishly followed,
because the complexity of reflection can never be reduced to different stages.
Reflection is lived and must be supported in an open, sensitive and flexible
manner in relation to the learner. Ekebergh [33] states that following a structure
or model without any attention to the learner’s lifeworld will not enhance learn-
ing. Furthermore, Ekebergh argues that this aspect of using reflection models

has received little attention in the literature about reflective practice. Lifeworld
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experiences concern how each student experiences her/his caring situations, pa-
tients and colleagues [33].Ekebergh [36] understands reflection as a comprehen-
sive act of human consciousness, where reflection on thoughts, feelings and ex-
periences creates a meaningful picture of a human being’s experience of the
world. This perspective highlights the fact that reflection is a way to both grow
and learn through CS. A study by Severinsson [37] concludes that spending
more time reflecting on individual students’ experiences of clinical situations
within the nursing education will affect the students’ personal knowledge as well
as the integration of theory and practice. From this perspective, more reflection

will reduce the gap between theory and clinical practice [37].

4.2. How does Clinical Supervision Support Nurse Specialist
Students’ Patient Safety Competencies?

With regard to PS, the NSS stated that reflection increased their self-awareness
and provided them with more options for dealing with unfamiliar patient situa-
tions. Reflection has the potential to enable them to learn from mistakes and
think critically about their own practice, thus ensuring quality care and treat-
ment. The NSS wanted more constructive feedback and to be challenged in su-
pervision in order to acquire new perspectives and be able to prevent adverse
events. Traditionally NSS receive CS with little time for reflection outside the pa-
tient situations. At present, the teachers at the university college have had little
influence on the substance and structure of the supervision. According to Seve-
rinsson [11], three main concepts should be established in nursing supervision:
confirmation, meaning and self-awareness. Confirmation concerns being con-
firmed and can lead to growth of professional identity and increase the supervi-
sees’ self-confidence and self-knowledge. The main goal of confirmation is to
eliminate doubt and ensure that the supervisee develops a professional identity
[38]. To be loved and confirmed is the genuine and deepest wish of all human
beings [38]. NSS expressed this very need to be seen as a person and understood
in their student role. Holm Wiebe et al [38] point out that confirmation requires
active listening and the ability to put oneself in the other person’s situation, fol-
lowed by verbally confirming her/him. If a student is incapable of accepting con-
firmation from her/his supervisor, it could undermine her/his identity develop-
ment [38]. Meaning is understood by Severinsson [11] as the meaning of exis-
tence experienced in CS which is related to supervisors’ competence and moral
responsibility. Self-awareness is built on the process of learning through CS and
should lead to growth and development [11]. According to Altmiller [6], the su-
pervisor’s role is of great importance for the quality of supervision. Supervisors
are in a unique position to facilitate learning processes and promote the stu-
dents’ professional growth and identity building as specialist nurses. Berggren
and Severinsson [7] concluded that to enhance the students professional devel-
opment, a systematic structure can lead to positive outcomes in terms of quality

and PS. Another prerequisite for professional development is time to reflect,
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discuss and summarize together with the supervisor in order to learn from ad-
verse events and increase future specialist nurses’ awareness of their responsibil-
ity for ensuring PS. In the study by Jelstad et al [29] the researchers concluded

that CS is crucial for ensuring PS.

4.3. Limitations of the Study

The 46 NSS received five qualitative open-ended questions. Some students did
not answer all the questions and many of the responses consisted of short sen-
tences or keywords. Focus groups could be used to achieve a deeper under-
standing of how NSS experience CS in relation to PS, as this method permits re-
searchers to enter the participants’ world. According to Liamputtong [41], it is
an ideal approach for examining experiences, stories, points of view, beliefs,
needs and individual concerns. The interaction and the group process assist
people to explore and clarify their beliefs and experiences, while at the same time
enabling researchers to uncover aspects of understanding that often remain hid-
den. The results of this study are only valid for the study group. It would be of
interest to compare different groups of students at postgraduate educational lev-

el and their experiences of CS and possibilities for reflection upon practice.

5. Conclusion

In conclusion, there is a potential for improving the quality of CS in clinical
education. We recommend closer cooperation between the university college
and clinical supervisors in order to enhance reflective practice, which is a prere-
quisite for CS and PS. In addition, we recommend that the university college
should provide formal education at master level for clinical supervisors in order
to increase their supervisory skills and awareness of their responsibility for the
professional development of NSS. The competence of future nurse specialists is
of the utmost importance, as they will be in a key position to ensure safe health-

care.
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QRO orn s

Abstract

Introduction: The number of children and adolescents admitted in Dar es Sa-
laam juvenile centers due to misbehavior and criminal offences has risen from 20
to 30 per month. Increasing aberrant behaviors in children have been linked to
mental disorders. Assessment of presence mental health disorders as the main
cause of these behaviors would be important to restore mental health of children
and assist the system to impose a fair trial. Objective: This study aimed to de-
termine the presence of mental disorders and associated factors among children
and adolescents within Dar es Salaam juvenile systems and explore factors that
may affect their mental health while in juvenile home. Methods: The mixed re-
search method was used to estimate prevalence of mental disorders by a
cross-sectional study and a qualitative method was applied to evaluate mental
disorders according to DSM IV TR criteria. Results: The overall prevalence of
mental dysfunction by mental status evaluation was 3%: 95% (CI; 25.3 - 43.2; n
=37 out of 108). The younger age group (13 - 15) years presented with a preva-
lence of 30%: 95% (CI; 14.7 - 44.5) while the older adolescents (16 - 17 years) had
a prevalence of 55%: 95% (CI; 43.3 - 67.1). Attention deficit disorder was found
in some children, some had history of drug and alcohol abuse, with few sexual
disorders, depression and brief psychotic reaction and was found to be common
among adolescent with unstable family situations such as death of parents, di-
vorce of parents, and single parented children. Conclusion: Findings are sugges-
tive that there is a presence of underlying mental disorders in some of the ado-
lescents in the juvenile detention. Thus mental health screening for children in
juvenile homes should be made mandatory in order to identify causes of aberrant
behavior as well as provide treatment, prevent complications and maintain men-
tal health of these children. Mental health screening for such children would also
assist in conducting a fair trial for these emancipated children.
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1. Introduction

The presence of unrecognized mental disorders in children may likely influence
inappropriate behaviors and may lead them to commit criminal offences due to
unsound mind. The existence of juvenile centers is a service put in place to cater
for children who have committed crimes or socially sanctioned behaviors. The
juvenile detention, or locally known as remand homes, is the domicile for child-
ren for a period extending from awaiting trial and for the duration or after the
trial for the purpose fulfilling a sentence for a committed crime or offence.

The Tanzanian mental health act of 1983 stipulates very clearly that it is the
Client’s right to receive rightful sentence after a comprehensive mental status
evaluation is performed. The evaluation establishes client to be of sound or un-
sound mind at the time when the crime or offence was committed. According to
the criminal law, when an offence is committed by a person of unsound mind, the
sentence is changed from imprisonment to admission to Isanga institution in Do-
doma. However, we are not certain at this point that mental status evaluation is
usually performed for children who have committed crimes. This concept un-
derscores the importance of exploring this information with a view to conduct an
in-depth situational analysis to determine the prevalence of mental disorders among
children within juvenile justice systems in Tanzania. The analysis may provide a
true state of affair in regard to mental illness amongst children and afford an ave-
nue for deliberating and formulating adequate intervention to contain the problem.

Tanzania, like most poor resource countries, has an estimated prevalence of
mental disorders ranging from 15% - 20% [1] [2]. Despite the burden of mental
illness, few people may have access to specialist care for their disorders whereas
the rest may resort to other non-conventional treatment. The children and ado-
lescent services are outpatient services since inpatient care is yet to be developed
in Tanzania. The absence of inpatient care for children with mental disorders
disregards the priority of such care in the country. It is imperative that such dis-
regard should now be improved since the increase in numbers of adolescents in
these centers is highly suggestive that this problem is escalating. The diagnostic
challenges of childhood mental disorders, the lack of mental health specialists in
both the nursing and medical professions, and specifically, the lack of child and
adolescent psychiatric specialist further impound the right of treatment and fair
trial for children that have socially undesired behaviors that end up in juvenile
justice systems. It is also essential that the care givers and mental health practi-
tioners need to have expertise in the related legal matters in order to improve
care of children and adolescents at juvenile justice systems [3]. Identifying asso-
ciation of mental disorders in children and adolescents at juvenile justice system
will contribute towards information that may be used to develop optimal stan-
dards of mental health care for these members of the society and to link services
between justice, health, and education needs of children and adolescents for im-

provement of their future adulthood.
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2. Problem Statement

Several studies have shown that there is a relationship between crime and mental
disorders in children and adolescents in juvenile centers [4]. Approximately 50%
of children on the child welfare system have mental disorders and 67% of ado-
lescent in the juvenile justice system have mental disorders [5]. It is possible that
some of these children commit these misdeeds due to mental problems rather
than flaw of character.

However, in Tanzania little has been documented about how mental disorders
in children and adolescents contribute to committing offences that would lead
them to juvenile justice centers.

The incidences of crimes conducted by children and adolescents have in-
creased dramatically and the number of children and adolescents admitted in
Dar es Salaam remind home has also risen from 15 to 30 per month. It is neces-
sary to identify the link between mental disorders and crimes committed by
children and adolescents. Once the link is known optimal standard of mental
health services can be provided to children and adolescents at juvenile justice
systems. Understanding other factors that contribute to children and adolescents
to commit crimes would also be important to promote early prevention and in-
terventions to avoid complications. On the other hand, the involvement and
linkage of mental health practitioners, parents/guardian and the justice system is
important to keep balance between justice, mental health care, and social needs
of the children and adolescents.

Children and adolescents are involved in several crimes including domestic
violence, stealing, rape, drug abuse, unnatural offence; disturb passengers, lying
and so on. This study describes the relationship between mental health status of
children and adolescents and projected antisocial behaviors.

2.1. Rationale

The identification of the presence of actual or potential mental disorders, mental
health challenges, and co morbid physical illness among children and adoles-
cents at juvenile justice systems is important to promote mental health of these
children, provide a fair trial and also ensures successful prevention of adulthood
mental disorders among this group so that they grow to be functional members
of society. The study provides additional information for mental health practice
for this special group as well as for policy makers and practitioners. The author
will disseminate research report to the department of social welfare of the min-
istry of health, care givers in the remand home, lawyers and social welfare offic-
ers in the juvenile court, mental health practitioners and government officials

working with ministry of health.

2.2. Research Objectives
2.2.1. Broad Objective

To assess the presence of mental disorders and associated factors among child-

ren and adolescents in remind home, and explore factors that may affect their
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mental health while in juvenile centers.

2.2.2. Specific Objectives

1) To determine the magnitude of mental disorders of children and adoles-
cents in Dar es Salaam remind home.

2) To identify the link between mental disorders and crimes committed by
children and adolescents.

3) To determine factors that may affect the mental health of children while in

juvenile center.

2.2.3. Research Questions

1) What is the mental status evaluation of children and adolescents who have
committed crimes and are in juvenile justice systems?

2) Is there an association of mental health disorders among children and ado-

lescents with the crimes they committed?

3. Methodology
3.1. Design

The researcher used two methods, a cross-sectional method to estimate the pre-
valence of mental disorders among children in juvenile centers (cross section
means at one point in time). The researcher had questionnaires of 53 items using
Likert Scales. Qualitative method was applied [6] to evaluate the mental disord-
ers. In qualitative method, in-depth interviews and focus group discussions of
children, parents, and care givers were used to assess mental disorders among
children and adolescent at juvenile systems by using DSM IV TR [6] multiaxis,
and bio psychosocial formulation to elicit diagnosis and causes that led children

and adolescent to appear before juvenile justice systems.

3.2. Study Setting

Dar es Salaam remand home which is situated in Upanga West, Alykhan road.
This center was established in 1962 under the caption no 21 of the law of the child
Act which was amended in year 2009. This remand home work hand in hand with

juvenile court situated at Kisutu adjacent to Kisutu high court building.

3.3. Study Population

All children and adolescents in Dar es Salaam juvenile systems between May, to
August, 2010 (study period). Children age 6 to 12 years old and adolescents age

between 13 to 17 years old within Dar es Salaam justice systems.

3.4. Sample Size

Due to the nature and paucity of such institutions in Dar es Salaam, the re-
searcher deployed convenience sampling so the study invited to participate, all

children and adolescents that were found in the remand home during the study
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period that was from May to August, 2010. Children/adolescents were conse-
quently invited to participate and were enrolled only once (those who were dis-
charged and readmitted during the study period were enrolled only once) and

the final number of participants was one hundred and eight (108).

3.5. Data Collection

Self-administering questionnaires were used for quantitative data to estimate the
magnitude of mental disorders. These questionnaires focused on the theory of
planned behavior [7], where attitude, subjective norms, and perceived behavior
control may influence behavior, which were used to assess reasons of young
people to abscond from school and other delinquency behaviors. In qualitative
data mental status evaluation, multiaxis, descriptive formulation and bio psy-
chosocial formulation were used as interview guide to identify mental state of
participants and possible causes of mental dysfunction. Focus group discussion
to participants, parents and care givers were also used to collect qualitative data.

3.6. Data Analysis

The web based statistical software was used to calculate the proportions (age,
sex, residential area, education level, and parent’s marital status), prevalence of
mental disorders and their confidence interval. The software was accessed on

http://dimensionresearch.com/resource/calculators/conf_pro.html. Results are

summarized in tables. The qualitative content analysis was used to analyze main

categories and themes from qualitative data.

3.7. Ethical Considerations

The following are the main ethical considerations that were implemented to
preserve dignity, safety, and privacy of participants. Study participants were mi-
nors, therefore they are not at the legal age for giving consent, and instead there
was involvement of parents/guardians for informed consent to participate to the
study. Apart from that the investigator also gave adequate information to the
study participants in order to give assent to children and adolescents as an
agreement to participate to the study. A payment of 5000/= (Tanzanian shil-
lings) as reimbursement for transportation of the parents or guardians who were
involved in the focus group discussions. Signed consent forms and information
gathered stored in locked cabinets. Autonomy of the research participants were
preserved by eliminating their names and identities from the field notes, only the
investigator who have the names of the subjects. Research study materials were
preserved appropriately to maintain confidentiality. There was no discomfort or
risk associated with this study. Physical and mental disorders diagnosed among
children and adolescents at Dar es Salaam juvenile justice systems were referred
to appropriate health setting for further investigation and management. In case
in the future other researchers needs to access to the information that gathered
during this research to answer questions related to it. If so, an ethical review board

will first review the new study to ensure that they use the information ethically.

DOI: 10.4236/0jn.2017.79073

997 Open Journal of Nursing


https://doi.org/10.4236/ojn.2017.79073
http://dimensionresearch.com/resource/calculators/conf_pro.html

S.J. Mbelwa

4. Results

4.1. Demographic Characteristics of Children and Adolescents in
Remand Home between 2010

The study enrolled all one hundred and eight (108) children and adolescents that
were found at the remand home during the study period. Children aged 13 to 15
were 45 (41%), while adolescents were 63 (58%).

Children and adolescents who lost their parents through death and divorced
were more frequent than those who were living together with their parents. Ei-
ther it was noted that those whose parents were divorced were reared by single
parents, father or mother or extended families of uncles, aunt and grandparents.
Those participants whose parents had died were living on the streets and the
main catchment area was Ubungo bus terminal. They migrated from up country
regions and when they arrived in Dar es Salaam they engaged themselves in pet-

ty businesses and carrying passenger’s luggage to get some money for living.

4.2. Parents Living Situation

Children and adolescents in remind home 58.7% their parents died, while 44%
their parents had divorce. Only 6% found to have parents who are living togeth-
er. The age group of children and adolescents is between 13 to 17 years old as

shown in Table 1.

Table 1. Demographic characteristics of children and adolescents in the remand home
from May to August 2010.

Variable N (%) 95% CI
Age 37 (34.23) 8.95 (25.31 - 43.21)
13 -15yrs 61 (56.5) 9.35 (47.13 - 65.83)
16 - 17 yrs
Sex 100 (92.59) 4.94 (87.65 97.53)
Males 8(7.4) 4.94 (2.47 - 12.35)
Females
Residential area in Dar es salaam 92 (85.19) 6.7 (78.49 - 91.89)
Street 16 (14.8%) 6.7 (8.11 - 21.51)
home
Present education level 10 (9.26) 5.47 (3.79 - 14.73)
Primary school 6 (5.56) 4.32(1.24 - 9.88)
Secondary (O’level) 92 (85.9) 6.7 (78.49 - 91.89)
School drop out

Parents marital status

Married 6 (5.56) 4.32(1.24 - 9.88)
Divorsed 44 (40.74) 9.27 (31.47 - 50.01)

Died 58 (53.7) 9.4 (44.3 - 63.1)
Total 108

DOI: 10.4236/0jn.2017.79073

998 Open Journal of Nursing


https://doi.org/10.4236/ojn.2017.79073

S.J. Mbelwa

4.3. Signs of Mental Dysfunction

The second part of the study was qualitative and to be able to assess mental dys-
function of these participants, mental status examination was performed. Table

2 below shows the summary of the examination. The examination focused on

Table 2. Mental status evaluation of children and adolescents.

Variable N (%) Mental status Unadjusted
Examination OR (95% CI)
Abnormal  Normal
(0) 1)
Age group:
13-15yrs 37 11 26 8.9(25.3-43.2)
16 - 17 yrs (34.3) 33 28
61
(56.5)
Appearance
a. General appearance 6 31 11 (4.34 - 28.1)
b. Attitude to situation and
examiner
c. Motor behavior
Speech
11.01 (2.5 - 24.52)
a. Rate 5 32
b. Volume
c. Quantity of information
Mood and affect
a. Mood (glad and sad) 30 7 12 (68.46 - 93.7)
b. Affect (congruent and incongruent)
Thought of form
a. Amount and rate. 1 36 5.22(-2.52-7.92)
b. Flow of idea
[ Disturbance in meaning
Content of thought
15 (49.48 - 80.24)
a. Delusion 24 13
b. Suicidal thought
c. Homicidal thought
Perception
Hallucination 19 16 16.11 (35.24 - 67.46)
b. lusion
c. Detached from reality
Sensorium and cognition
a. Level of consciousness 8 2 13.26 (8.36 - 34.88)
b. Memory recent and remote
c. Orientation: time, place and person
d. Concentration
e. Abstract thinking
Insight
Extent of participant on awareness 30 7 12.62 (68.46 - 93.7)
of the problem
Total 108
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evaluating eight parameters as seen in the table. Each parameter of evaluation
had had subcategories which each was evaluated as “normal” = 1 if no abnor-
mality was observed and “abnormal” = “0” if abnormal. Based on these scores,
odds ratio of each category was calculated to evaluate what MSE category was
most prominent for these participants.

The overall 37 children/adolescents were found to have mental dysfunction by
the mental status evaluation. This gives the prevalence of mental dysfunction
34.3%; 95% (CI; 25.3 - 43.2). The younger age group (13 - 15) years presented
with a prevalence of 30% (CI; 14.7 - 44.5) as presented in Table 3.

Table 3. Prevalence of mental dysfunction based on the mental status evaluation.

Age group N (%) 95% CI
13 -15yrs 11 (30.0) (14.7 - 44.5)
16 - 17 yrs 37 (55.2) (43.3-67.1)

Descriptive formulations based on Diagnostic Statistical Manual IV Text
Revised (DSM IV TR) diagnostic criteria

CASE STUDYNO 1

Child X is 13 years old, school dropout when he was standard three. His father
did not want to have a child with his mother they were just friends. His father
arranged to do criminal abortion of his pregnancy. His mother did not accept
the plan and such his father decided not to take care of his mother and he denied
all responsibilities and consequently.

X was born in 1997, grew up and taken care by his mother of Kawe in Dar es
Salaam. He started primary school in 2004 and when he reached standard two
teachers reported some abnormal behaviors shown by X. There was also a lot of
complains coming from his peers that he is violent and do not cope with others
in playing. He disappeared from home and school when he was standard three.
He went to a place where he got involved in the selling illegal drugs like heroin,
cocaine and cannabis. He was also using these drugs.

Family history—Parental side, X’s father is not married but he has about seven
children from different mothers living with their mothers. His father and grand-
father both had history of violence during their childhood up youth.

Maternal side, X mother grow up in a very strict religious house she changed
religion when she met X’s father. Since then she has been miscommunicated
with her relatives. Currently she is living with man who doesn’t want to stay
with step children and in particular X. This led X resort to street life because he
had no other alternative.

Chief complaints

He is alleged to have stolen 300,000/= Tanzania shillings from his aunt.

Excessive cannabis smoking

Heroine smoking

Unnatural offence (used to be sodomised)

DOI: 10.4236/0jn.2017.79073

1000 Open Journal of Nursing


https://doi.org/10.4236/ojn.2017.79073

S.J. Mbelwa

DIAGNOSIS—DRUG ABUSE (HEROINE AND CANNABIS) SEX
DEVIATION (HOMOSEXUAL)

CASE STUDY NO 1

DSM 1V TR MULTIAXIS

AXIS I: MEDICAL DIAGNOSIS—CANNABIS AND HEROINE ABUSE

Sign and symptoms

Excess smoking of cannabis; Heroine smoking

Stealing money from relatives and other people; Aggressiveness; Abusive lan-
guage

Selling cannabis and heroine; Symptoms are in severe form

AXIS II: MENTAL RETARDATION—None

PERSONALITY DISORDERS—rule out conduct disorders

AXIS IIT: PHYSICAL ILLNESS—None

AXIS IV: PSYCHOSOCIAL ENVIRONMENTAL SRESSORS

Parents not married reared by single parent (mother)

Father convinced his mother to do criminal abortion of his pregnancy

School dropout standard three

AXIS V: GLOBAL ASSESSMENT FUNCTION OF THE CLIENT—70%

Social functioning is fair, he is able to create and maintain good interpersonal
relationship, able to maintain eye to eye contact.

Occupational functioning, he is able to do domestic activities within the re-
mind home with minimal supervision.

School functioning, he can do simple mathematics and he passed in standard
two examinations. The biopsychosocial formulation of case study no 1 is pre-
sented in Table 4.

Table 4. Biopsychosocial formulation case study No 1.

Factors Biological Social Psychological

Genetic loading for

. . violence (strong Can’t interact well Single parented, his father
Predisposing e : i
family history), sadness with others has neglected him
feeling from mother
Mother is chasing
Use of street him away because
L . Dropped out from school
Precipitating drugs (cannabis her current
. . when was standard three
and heroine) boyfriend does
not accept him
. . Low self esteem, sadness,
. Unrecognized No social support .
Perpetuating ; . he wanted to go home, his
mental illness available .
mother is reluctant
He is intelligent
General physical Mother can be be s e 1gen‘ ¢
above average i
health is good, will be counseled to 8
. i get treatment
Protective advise to undergo accept her .
. ) . and psychosocial
psychosocial child and give A
. i rehabilitation can
rehabilitations social support

resume school
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CASE STUDY NO 2

DSM IV TR MULTIAXIS

AXIS I: MEDICAL DIAGNOSIS ATTENSION DEFICITY
HYPERACTIVITY

DISORDER (ADHD)

CO MORBIDITY—ALCOHOL ABUSE

Signs and symptoms

Unable to pay attention in one focus

Restless

Bedwetting

Stealing

Drinking alcohol

Abscond from home

Warming around on the streets

Unable to maintain body and environmental hygiene

Symptoms are in severe form

AXIS II: MENTAL RETARDATION—None

PERSONALITY DISORDERS—Rule out conduct disorders

AXIS III: PHYSICAL DISORDERS—None

AXIS IV: PSYCHOSOCIAL ENVIRONMENTAL STRESSORS

Parents separated, he was living with grandmother and grandfather

At first, his father denied to be responsible with his pregnancy

His grandfather died last year

School drop out

AXIS V: GLOBAL ASSESSMENT FUNCTION OF THE CLIENT—60%

Social functioning—he is not playing well with his peer group unable to
maintain eye to eye contact.

Occupational functioning—cannot maintain body and environmental hy-
giene. Can do domestic work at remind home with very close supervision.

School functioning—can do simple calculation but he is not unable to pay at-
tention for quiet longer.

DESTRIPTIVE FORMULATION CASE STUDY NO 2

Y is 13 years old and was born in Ifakara, Morogoro region. His mother was
not married to his father they were friends. His father denied having pregnated
his mother. When Y was born parents from paternal side realize that Y was so
resembled very much to his father so they decided to go and see Y’s maternal
side for negotiations. After successful conclusion of an agreement, Y was two
years old was taken by grandfather and grandmother from the paternal side. He
grew up with this new family until he started primary school when he started
abnormal behaviors. He used to beat his peers, stealing others belongings and of
times he pretended to act as beggar on the streets posing as if he has no one to
support for his primary school studies. He eventually dropped from school when
he was standard three. Since then he has become a very difficult boy to an extent

that everyone got tired of him. His mother tried to stay with him when she fail to
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contain his ill behaviors she returned him to his grandfather after she stayed
with him for only one week.

Chief complaints

Y is now a fully flagged thief who steals money from home and absconds; he
would then go out in the streets spending the money until it is finished. He
spends money for buying foods and drink alcohol with friends. When the money
is finished he would then hang around assisting food vendors in the market and
on the street and get some food and little money in return which he uses for sur-
vival. He would not return home until captured by member of the family. Y
lacks concentration and as such cannot focus on one thing for quiet long instead
do a lot of thing at ago.

These abnormal behaviors started when he was six years old. The biopsy-
chosocial formulation of case study no 2 is presented in Table 5.

DIAGNOSIS—ATTENTION DEFICITY HYPERACTIVE DISORDER

CO MORBIDITY—ALCOHOL ABUSE

Table 5. Biopsychosocial formulation case study No 2.

Factors Biological Sociological Psychological
. . Father denied pregnancy, Difficult in relating Lack of paternal
Predisposing X K
mother got frustrations with peers and maternal love
Unable t
Precipitating Used of alcohol School drop out nableto
concentrate
Perpetuatin Unnoticed biological Failure to have Unable to go
uati
P & disturbances good friends back to school
Physical Health is good, He has very stable
if avoid using alcohol extended family to
. . i Above average
Protective and get treatment give him . .
. K intelligence
and psychosocial psychosocial
rehabilitations support

CASE STUDY NO 3

AXIS 1: MEDICAL DIAGNOSIS—BRIEF PSYCHOTIC REACTION

Sign and symptoms

Abnormal behaviors soon after watching America against Afghanistan war
movie; Aggressiveness; Tendencies of paying revenge; Suicide ideations; Suicidal
ideations; Symptoms are in severe form

AXIS II: MENTAL RETARDATION—None

PERSONALITY DISORDRER—None

AXIS IIT: PHYSICAL ILLNESS—None

AXIS IV: PSYCHOSOCIAL ENVIRONMENTAL SRESSORS

Death of both parents lives with his aunt, Poor economic status

AXIS IV: GLOBAL ASSESSMENT FUNCTIONING OF THE CLIENT—70%
Social functioning—able to create and maintain good interpersonal relation-
ships, maintain eye to eye contact during interview and had very good coopera-

tion; Occupational functioning—he is able to do domestic activities at remind
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home with minimal supervision

Can do simple and complex mathematical calculations

CASE STUDY NO 3

Z is fifteen year old. Before he was put in the remand home Z was attending
secondary education in one of the secondary schools in Dar es Salaam. He was in
form three. His parents both died when he was very young. He had normal be-
haviors throughout his milestone. He had no problems with learning to such a
way that his performance at school was good. He is a hip hop music singer and
together with his friends, they used to write some poem and sang in concert be-
fore the audience of other peers. They used to fond America and hip hop singers
from America.

Chief complains

One day he was watching a CD of American air strikes towards Iraq and Afg-
hanistan, he witnessed a bombardment which left behind a lot of innocent
children who are suffering due to American insurgence. When he finished
watching the CD, he ran to his friend and try to convinced him that they should
not like Americans any more instead they should do some sort of revenge since
they are making troublesome to their fellow young men in Arab countries. His
friend asked him “what are you intending to do’ he replied “I have to bomb
American embassy so that I can kill some of them too”.

His friend said I support you but I cannot go with you in your mission. Z con-
tinued with his plan. He made some bombs and went to American embassy. He
entered inside American embassy in Dar es Salaam but he was captured by secu-
rity guards before he attempted to bomb. He was found with some erosive
equipment’s and from thence was kept under police custody and consequently
put in remind home. The biopsychosocial formulation of case study no 3 is pre-
sented in Table 6.

DIAGNOSIS—BRIEF PSYCHOTIC REACTION

Table 6. Biopsychosocial formulation case study No 3.

Factors Biological Sociological Psychological

Genetic loading

Loss of both ts when h
Predisposing his uncle had Had few friends 058 0T DOTh parents when fie

Was very youn:
mental illness Ty young

Unable t
o Cannabis . nable 9 Failed to have good
Precipitating . mixed up with
smoking secondary support
many people
Unnoticed

Her aunt had
Perpetuating biological . He was not close him
poor income

imbalance
His intelli is ab.
General Canbe taught s tntefigence 18 above
. . ; average so can understand
Protective physical psychosocial well psvchosocial skills and
health is good skill at school psy

cognitive behavioral therapy
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CASE STUDY NO 4

AXIS I: MEDIACAL DIAGNOSIS—POST TRAMATIC STRESS
DISORDERS

Signs and symptoms

Severe flash back about the trauma event—Mbagala bomb, burst

Excessive worries; Sometimes experience heart, palpitations; Lack of sleep;
Nightmares; Sadness

Symptoms are in severe form

AXIS II: MENTAL RETARDATION—None

PERSONALITY DISORDER—None

AXIS IIT: PHYSICAL ILLNESS—None

AXIS IV: PSYCHOSOCIAL ENVIRONMENTAL STRESSORS

Death of both parents, school dropped out after displacement from Mbagala
bomb burst; Poor living circumstances

AXIS V: GLOBAL ASSESSMENT FUNCTIONING OF THE CLIENT (GAF)—
70%

Social functioning—able to create and maintain good interpersonal relation-
ships; Occupational functioning—can do domestic activities with minimal su-
pervisions at remind home; School functioning—he is struggling to do simple
mathematics and he is relearning how to write during class at remind home.

DESCRIPIVE FORMULATION CASE STUDY NO 5

Q was born 1998 in Mbagala, Dar es Salaam. His parents both died in 2007
and 2008 respectively. He was living with his uncle who is also staying at Mba-
gala area. He dropped out of school last year after the Mbagala bomb blast. He
grew up well till his parents died. He was taken care by his uncle after the death
of his parents and he still was cared for by the uncle...

Apparently Q was having normal behaviors since birth. He started to isolate
himself and not mixing with peers after the death of parents. His school perfor-
mance was average. After Mbagala bomb blast his mental health deteriorated
and dropped and consequently he quieted from school. During Mbagala bomb
blast he was displaced from home for three days. He was found along the river
hanging around. He was taken to Mbagala police station by Good Samaritan. His
uncle recognized him after heard that some missing children have been brought
to plaice station. As a results of the incidence Q behaviors which ultimately
forced him to quit the area. He stolen some money from his uncle and vanished.

Chief complains

He stolen 200,000 Tanzanian shilling from his uncle and disappeared from
home.

He was found in Ubungo bus terminal doing petty trade business. He was also
staying in Ubungo bus terminal. He hesitated to go home and he said “when I
slept athome severe flash back feelings about the bomb came in up and then I
felt heart palpitations, sweating and excessive worries. I don’t want to go back to
Mbagala”. The biopsychosocial formulation of case study no 4 is presented in
Table 7.
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DIAGNOSIS—POST TRAUMATIC STRESS DISORDERS

Table 7. Biopsychosocial formulation case study No 4.

Factors Biological Sociological Psychological
Genetic loading hi
eneticloading fus . Lost of both parents
. . father had Not mixing
Predisposing . i when he
history with others Was very voun
mental illness Ty youns
His school
Precipitating Smoking cannabis Had no friends performance
was poor
. Had poor Unable to make
Unrecognized . K
. . ] primary and efforts to improve
Perpetuating biological .
. secondary his school
disturbances .
social support performance
He is staying nearby
Good Mbagala Kuuprimary He has interest of
Protective general School. It is easily continues with
physical health for him to go back studies
to school

CASE STUDY NO 5

AXIS I: MEDICAL DIAGNOSIS—SEXUAL DIVIATION
(HOMOSEXUAL) CO MORBIDITY—ALCOHOL/DRUG ABUSE

Sign and symptoms

Demand to be sodomized by others

Takes excessive alcohol and smoke cannabis Feel shy when he is sober

Unable to maintain eye to eye contact

Suicidal ideations

Symptoms are in severe form

AXIS II: MENTAL RETARDATION—None

PERSONALITY DISORDERS—None

AXIS III: PHYSICAL ILLNESS—None

AXIS IV: PSYCHOSOCIAL ENVIRONMENTAL STRESSORS—Parents di-
vorced

He is homeless living on the street School dropout standard three Live in very
difficult situation

AXIS V: GLOBAL ASSESSMENT FUNCTION OF THE CLIENT—70%

Social functioning—can create and maintain good interpersonal relationships,
he cannot maintain eye to eye contact.

Occupational functioning—can do domestic activities with minimal supervi-
sions. School functioning—can do simple mathematical calculations.

DESCRIPTIVE FORMULATION

CASE STUDY NO 6

T was born 1997 in Arusha. His parents divorced when he was five years old.
His mother went to her home town Musoma and his father went to Nairobi
Kenya to look for green posture. T was left with his grandmother from paternal
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side. He started standard one at Arusha. He dropped out from the school when
he was standard three. He had no problems in learning. His grandmother died in
2009 and from there he became hanging on the street of Arusha town. He had
history of sexual abuse as at one time he was given some money and food as re-
wards he was asked to be sodomized as a payments. Eventually it became a habit.

T travelled to Musoma to look for his mother. When he arrived to Musoma he
could not find out his mother so he continued to hang around in Musoma town
streets as a street child. He then transferred to Dar es Salaam to look for better
life. He was staying at Ubungo main bus terminal doing petty trade.

Chief complaints

T is alleged to have stolen about one hundred thousand from a passenger. He
is cannabis smoker and used to drink alcohol. He has a tendency of soliciting
others to sodomize him at remind home. T has got suicidal ideations. He is shy
and cannot maintain eye to eye contact. The biopsychosocial formulation of case
study no 5 is presented in Table 8.

DIAGNOSIS SEXUAL DEVIATION

CO-MORBIDITY—DRUG ABUSE

Table 8. Biopsychosocial formulation case study No 5.

Factors Biological Sociological Psychological

Parents divorced

Genetic loading when he was five year

Shy around others,

. . history of mental L sold. His care
Predisposing . he cannot maintain
illness on paternal eve to eve contact taker (grandmother)
side ¥ 4 ’ died when he was
nine years old.
He has no strong
Precipitatin Smoke cannabis relationship with He is not able to go
P & peers. School back to school
drop out
. Had no normal .
Unrecognized . Experience sadness
. K . friends apart from .
Perpetuating biological feeling and has very
. those who used to
disturbances . . low self esteem
sodomized him
General physical
health' is good: Can Can go back to He has‘ avera'ge
. avoid smoking intelligent if
Protective . school and taught .
cannabis and get K 1 motivated can
. psychosocial skills
psychosocial perform well
rehabilitations

CASE STUDY NO 6

DSM IV TR

AXIS I: None

AXIS II: MENTAL RETARDATION
Sign and symptoms

Difficult in learning
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Impaired self-care

Impaired communication

Impaired social skills

Symptoms are in severe form

AXIS III: None

AXIS IV: PSYCHOSOCIAL ENVIRONMENTAL STRESSORS

Lack of psychosocial skills

AXIS V: GLOBAL ASSESSMENT FUNCTION OF THE CLIENT: (GAF) So-
cial functioning—unable to create and maintain good interpersonal relationship.

Occupational functioning—unable to maintain body and environmental hy-
giene without assistance.

School functioning—unable to do simple mathematics.

DESCRIPTIVE FORMULATION CASE STUDY NO 6

N was born in 1996, in Dar es Salaam. He grows up in a stable family reared
by father and mother. He started standard one when he was seven years old. His
had delayed milestone in walking, speaking and cognitive functioning. When he
was standard two his teachers complained that N is not a normal child. He had
difficult in learning, poor toilet training and lack of self-care.

His parents arranged to a special teacher to come to their home for extra
classes in order to offer him tailored tuition to improve his performance. He
started to read when he reached standard four. He repeated standard four be-
cause he failed national standard four examinations. He is now in standard seven
but cannot do simple mathematics.

Chief complaints

He is alleged to rape a girl of nine years. He has difficult in learning, difficult
in concentrating, loss of memory and intelligent below average. The biopsy-
chosocial formulation of case study no 6 is presented in Table 9.

DIAGNOSIS: MILD MENTAL RETARDATION

Table 9. Biopsychosocial formulation case study No 6.

Factors Biological Sociological Psychological
Had hist f Failed standard
. . ad s .ory © Difficult in relating atleds a'n ar
Predisposing mental illness . four national
. . with others s
in the family examination
He is still struggl
Precipitating None Has few friends ¢ IS, SHES r}lgg €
with studies
Perpetuating None He is'isolated by He is appearing
his peers before court of law
He has mild form
H 4 of mental retardation with
as very goo
Good physical 8 . special
. support from his .
Protective health and R education and
parents and family
developmental treatment can

members . i
improve his

adaptive behaviors.
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CASE STUDY NO 7

DSM IV TR MULTIAXIS

AXIS I: MEDICAL DIAGNOSIS—MOOD DISORDER-DEPRESSION

Signs and symptoms

Sadness

Lack of sleep Isolation

Suicidal ideation

Poor Concentration difficult Feeling of hopeless Headache

Symptoms are in severe form

AXIS II: PERSONALIRY AND MENTAL RETARDATION—None

AXIS IIT: PHYSICAL ILLNESS—None

AXIS IV: GLOBAL ASSESSMENT FUNCTION OF THE CLIENT—60% So-
cial functioning—difficult in relating with others

Occupational functioning—can go domestic work with minimal supervision
School functioning—can do simple mathematics.

DESRIPTIVE FORMULATION CASE STUDY NO 7

M was born in year 2007 in Dar es Salam. His parents died when he was six
years old. He was taken care by his grandmother and grandfather from paternal
side on the outskirts of Dar es Salaam city. According to him life became very
tough after the death of his grandfather who died when he was nine years old.
His grandmother became terminally sick and as such she could not take care of
him. He dropped out from school when he was standard four and ever since he
becomes street child.

Chief complaints

He stolen some money and cellular phone belong to his father. He used to
isolate himself, feeling of sadness, headache, Loss of hope, lack of sleep, difficult
in concentration and suicidal ideation. The biopsychosocial formulation of case
study no 7 is presented in Table 10.

DIAGNOSIS—DEPRESSION

Table 10. Biopsychosocial formulation case study No 7.

Factors Biological Sociological Psychological
Had hist L f both
. . 'a s o'ry Unable to mix with 088 01BO
Predisposing violence in parents when
. others
the family he was five years old
Precipitating Cannabis abuse Isolate himself School drop out
. Unrecognized . Low esteem he can
Perpetuating Poor social support

depressive traits not resume his studies

His intelligence

General physical .
. . is above average he
health is good, can Can be learn social
. . . . can do well
Protective avoid using skill through £ oi
if given
cannabis in special programme }g1 ol
the future psychosocia
support.
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CASE STUDY NO 8 DSM IV TR MULT AXIS

AXIS I: MEDICAL DIAGNOSIS—POST TRAUMATIC STRSS
DISORDER (PTSD)

Sign and symptoms

Nightmares

Flashbacks

Thinking about the bomb burst

Headache

Sadness

Nervous

Concentration difficult

Memory loss

Believe that bomb burst will happen again

Symptoms are in severe form

AXIS II: MENTAL RETARDATION/PERSONALITY DISORDER—None

AXIS IIT: PHYSICAL ILLNESS—None

AXIS IV: PSYCHOSOCIAL ENVIRONMENTAL STRSSOR Divorce of parents

AXIS V: GLOBAL ASSESSMENT FUNCTION OF THE CLIENT (GAF)—
60%; Social functioning—able to create and maintain good interpersonal rela-
tionship; Occupational functioning—able to do domestic activities with minimal
supervision; School functioning—able to do simple and complex calculations.

DECRIPTIVE FORMULATION CASE STUDY NO 8

K was born in 1997 in Dar es Salaam, Mbagala area. His parents got separated
when he was five years old. His father got married to another wife. Since then K
was reared by step mother to gate. He started standard one when he was seven
years old. He is now in standard three. His school performance was above aver-
age. K was involved in Mbagala bomb blast in 2009. He was at school Mbagala
Kuu primary school when bombs erupted. He was displaced for the whole day.
His father found him at Mbagala police station late evening. He is still pursuing
his primary school studies but as results of the blast K has been experience
nightmares which again have forced him to quit the area.

Chief complaints

He is alleged to have stolen some money and cellular phone belongs to his fa-
ther. He is experiencing nightmare, flashbacks, thinking about the bomb burst,
headache, nervous, difficult in concentration, memory loss and he believe that
the bomb burst will happen again. The biopsychosocial formulation of case
study no 8 is presented in Table 11.

DIAGNOSIS—POST TRAUMATIC STRESS DISORDER (PTSD)

5. Emerging Themes from the In-Depth Interviews

The researcher translated data captured from in-depth interviews, focus group
discussions, and observations. The main categories and themes were identified
according to the meaning as follows:

e Strategies used to cope with stress Theme—Stress coping strategies

DOI: 10.4236/0jn.2017.79073

1010 Open Journal of Nursing


https://doi.org/10.4236/ojn.2017.79073

S.J. Mbelwa

Table 11. Biopsychosocial formulation case study No 8.

Factor Biological Sociological Psychological
. . Genetic loading History of Boredom with school .
Predisposing R . . K Parents divorced
mental illness in the family environment
Early separation Failed to cope
Precipitati C bi ki
recipitating Annabls smoking with his mother with stress
. Unrecognized Lack of strong Lack of psychosocial
Perpetuating . . . :
biological Social support skills
. General physical He continues with ~ His level of intelligent
Protective X . . .
health is good his studies is above average

¢ Living arrangement Theme—Family instability
e How participant relate with others
Theme—Bad relationship and good relationship

Feeling of worries, sadness, and overwhelmed Theme—Different emotional
experiences

How participant explain about his/her milestone

Theme—Background history of the participants

e How does participant view him/herself Theme—Self concept

Feeling of killing himself or others
Theme—Suicidal or homicidal tendencies

What participant see the most important thing in his/her life: Theme—DBelief

system

What support system does the participant have: Theme—Psychosocial support
The researcher clustered five main themes from these categories guided by
theoretical models of psychosocial support [8]. The first one is gaps in care giv-
ing filled by extended, gaps in family support filled by communities, gaps in
community support filled by NGO’s and government services and the later is be-
lief systems, psychosocial support, self-concept, stress coping strategies and rela-

tionship among peer groups.

5.1. Strategies Used to Cope with Stress

In this study the researcher referred stress to psychologist views related to stress.
According to them stress is defined as a stimulus, as a response, and as an or-
ganism environment interaction.

Most of the adolescents who are in juvenile center used to smoke cannabis
and consume alcohol as a coping strategies to relieve stress. This strategy helped
them feel very high and allowed them to forget all problems that they were fac-
ing. Majority of the participants interviewed were cannabis smokers and they
were involved in offences like stealing, rape, unnatural offence and disturbing
passengers. Those who were alleged to disturb passengers, they disturbed them

at the main bus terminal in Ubungo, Dar es Salaam.

5.2. Living Arrangements

For the purpose of this study, living arrangement embraces the general life situa-
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tion at participants home including having parents, or loss of parents, number of
siblings, and their status. The general response of the participants was related to
the social economic status. Most of these children were street children as they
did not have a place to live. They were sleeping at Ubungo main bus terminal.
This was the place where they stayed since their arrival in Dar es Salaam from up
country regions. They used to carry passengers’ luggage and ask for little money
which they used for buying food and cannabis. Sometime they saved some
money and started doing petty trade business. Most of the time the adolescents
were involved in selling chewing gums and groundnuts.

Another place for these street children was the ferry port. The main activity at
ferry port was cleaning fishes before it is fried and sold. They were paid one
thousand five hundred Tanzanian shillings for cleaning fishes in one bucket of
twenty litres. Most of the children had experienced tough life in their original
town or villages which made them move to Dar es Salaam to look for a better
life. Most of them had either lost their parents or parents were divorced or were

reared by a single parent.

5.3. How the Participants Explain about the Present Problem

The researcher sought to find out the reason of participant to be in remand
homes. The question was asked, “Why do you have to appear before court of
law?” The children and adolescents who were in remand homes were those from
the street and who did not have parents or guardians to give them bond to be
released from those homes. So they were remained in remand homes while their
cases were in progress. They expressed themselves freely when the researcher
established a friendship environment. They did agree about the crime that had
committed and explained the reason why they had done so.

The in depth interviews revealed the whole story of the crime committed that
led them to appear before juvenile court. There were differences in expressions
between children at the juvenile court and those at the remand homes. Those at
the juvenile court were nervous and they did not give much information during
in depth interviews. But those who were in remand home gave a detailed ac-

count of their life experience and the offence they were facing.

5.4. How the Participant Relate Each Other

In the remand home children each child develops friendship with others but
some used to be very troublesome most of the time fighting each other. The el-
derly children used to sodomize younger ones. But during in depth interview
those who practice used to be sodomized, they admitted that they had this ten-
dency even before they came in juvenile justice systems. However those who

used to sodomized others denied during in-depth interview.

5.5. Feelings of Worries, Sadness, and Overwhelmed

Participants explained their experiences after losing their parents, divorce of
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parents, and their stay in remand home. Children who had lost their parents at
an early age often sustained psychological trauma and when they recalled the in-
cidence they mostly expressed sadness and worries about their future life. Also
those participants whose parents were divorced and lead them to displacement
experienced sadness and worries in comparison with other children of the same
age. Children who used to steal money and other materials they experienced

sadness after finishing the money and they were afraid going back home.

5.6. How the Participant Explained about His/Her Milestone

In this research milestone is the period participant grow up from birth up to
now. Most of the participants interviewed described their milestone as normal
milestone however they experienced lot of difficulties caused either by death of
their parents or divorce of their parents. Majority of them had dropped out from
school following breakdown of their family or due to their deliquesce behaviors.
Most of them were engaged in petty trade business, house work as house maid,
assisting businessmen in markets and assisting vendors in selling foods in mark

the streets.

5.7. How Does the Participant View Themselves (Self-Concept)

During the interview some of participants said that they viewed themselves as
normal persons but others did not. One of the participants who watched CD of
American air strikes in Afghanistan and Iraq said, “I think I am not a normal
person because I am sure that CD was watched by many people but could not
react the way I reacted”. Those who said that they were normal they complained
that it is due to the instabilities of their family that led them to be in juvenile jus-

tice systems.

5.8. Feeling of Killing Him /Herself or Others (Suicidal and
Homicidal Tendencies)

During the in-depth interviews, it was revealed that three participants had sui-
cidal ideation while one had both suicidal and homicidal ideation. One partici-
pant said, “I just had a thought of killing myself when one of the caregiver here
at the remand home called me a gay, so one thing that came up to my mind was
that this people have identified that I am a homosexual person [beside the other
crime], it means I am going to face another charge”. Another participant said,
“When my brother, who is a policeman, wanted to sodomize me and I escaped
from the room and I had a feeling that there was no need to be living in this
world. Because of that incidence my brother and his wife they fabric the case

that I am facing”.

5.9. Unusual or Outstanding Events Explained by the Participants
(Sexual Abuse and Severe Flash Back of Psychological or
Physical Traumatic Events)

Those participants who were sodomized for the first time during their childhood
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said that it was an unusual or outstanding event they had experienced in their
life. All the participants who came from Mbagala said that the last year’s Mbaga-
la bomb blast which they heard while they were at school and others were on the
street experienced that as an extraordinary event. They said that the majority of
the children who were displaced were around when Mbagala military base fell
due to bombs blasts. Children were displaced, walked here and there and were
unable to find their homes. Two to three days later they were located and were
united with their family. Other participants said they normally see people like
evils that others cannot see. One participant said that one day he slept at home

and the following day he found himself in one of the graves in the grave yard.

5.10. What Participant Sees the Most Important Thing in

His/Her Life?
All participants interviewed explained that the most important thing in their
lives was education and the most important persons were parents. All partici-
pants commented that parents were most important in their growth. However,
they admit that there is God and they believed in God. Either there was no par-
ticipant who had been preoccupied with religious activities and has different be-

lief system.

5.11. Support Systems of Participants

Most of the participants had lost their primary support at one point in time. This
was due to family breakdown either due to death of parents or divorce of their
parents. Those who were brought up by single parent were mostly by a mother,
it was due to the rejection of the responsible father. Whilst those who were
reared by father had a step mother taking care of them. There was only one par-
ticipant, amongst all others, who had a very strong family bond and he is facing
a murder case. There was no secondary support noted from the communities

they belonged, non-beneficial organizations, and the government.

6. Main Mental Disorders Diagnosed during the Research
Attention Deficit/Hyperactivity Disorder (ADHD)

Attention deficit disorder (ADD) is variation in central nervous system
processing characterized by developmentally inappropriate behavior involving
inattention [9]. When hyperactivity and impulsivity accompany inattention, the
disorder is called attention/hyperactivity disorder (ADHD). ADHD is the most
common mental disorder in children affecting 6% to 9% of all school age child-
ren [10]. Most of the time parents, care givers, and school teachers seek for
medical attention when the symptoms are in severe form otherwise they took as
the character of the child. That is why the researcher is in opinion that this trend
lead to delinquency behavior and end up in juvenile justice systems. Further-
more, because of this mental disorder led them to school dropout, since they

have problems in attention whilst in school they are required to pay attention

DOI: 10.4236/0jn.2017.79073

1014 Open Journal of Nursing


https://doi.org/10.4236/ojn.2017.79073

S.J. Mbelwa

and focused.

Attention deficit hyperactivity disorders usually co-exist with different symp-
toms like aggression, learning disability, and motor disorder. In this regards
Children with this disorder have a high chance to posse’s delinquency behaviors
and kept under police custody Posttraumatic stress disorder (PTSD) one has ex-
perienced or witnessed a life threatening event, however, the symptoms of dis-
tress continue for more than one month and affect daily live activities. It is esti-
mated that 40% of youth have an episode of trauma the led to PTSD and 6%
have symptoms of disorder [10]. It has been stated that 20% of children may ex-
perience PTSD after traumatic events if no intervention done; the prevalence can
rise to 90% when the trauma is severe [11]. In the city of Dar es Salaam, Tanza-
nia one of military based had bomb burst accidentally. In that area called Mba-
gala there are two primary schools allocated near the military base. During the
bomb burst children were at school. In this research researcher diagnosed two
children at remind home having PTSD following Mbagala bomb burst. This re-
sults shows that there is a need of find out means of identifying and treat PTSD
in children who are victim of Mbagala bomb burst.

Mental retardation is a significant limitation in intellectual functioning and
adaptive behaviour. It is manifested in differences in conceptual, social and
practical life skills, and begins before the age of 18 years [12]. Mental retardation
is classified in three categories severe, moderate and profound mental retarda-
tion. The research found one adolescent in juvenile court had mild form of
mental retardation that is alleged to committed rape. Substance use and abuse
occurs in children and adolescents of all socioeconomic classes and has become
a very big mental health challenge in the society. The use of these drugs most of
the time pose very serious mental and physical health to children and adoles-
cents. The researcher found that all children diagnosed with mental disorders in
juvenile justice systems had co morbidity of substance abuse. These findings are
highly suggested that there is link between substance use and delinquency beha-
viors.

Many children and adolescents interviewed at remind home had depression
traits however one found to have major depression according to DSM IV TR
criteria. Depression is psychological distresses usually range from mild to severe.
Depression has been recognized as clinical condition in children in recently
years. The incidence of depression is estimated to be about 0.3% in preschoolers,

2% in pre-pubertal children, and about 5% to 10% in adolescents [13].

7. Discussion

It is an accepted fact that children and adolescents, as human beings, in the pur-
suit of their life goals, face challenges that need to be surmounted, frustrations to
be overcome, and stresses to be calmed, as well as anxiety and panic to be con-
trolled. When it so happens that human beings fail to contain these anomalies

they tend to succumbed with psychological, physical, and social predicament
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[14]. Matters become worse when and where family, extended family, communi-
ties and the society is unable to come for assistance of children and adolescents
who have been affected by psychosocial problems [15]. Indeed, this research
findings show that children and adolescents who were in their crucial develop-
ment stages in human life that is burdened with specific concerns, needs, and
problems called for guidance and psychosocial support.

Furthermore, all children and adolescents are social beings and are supposed
to have attachments, relationships, and affiliations in order to make life smooth
and normal. If these relationships and attachments are affected by loss such as
death of parents, terminal illnesses or disability, the psychological well-being of
two parties become compromised [16].

Characteristics of children and adolescents with delinquency behaviors.

Children and adolescents with delinquency behaviors found to have history of
death of parents, divorced parents, or single parent which led them to poor pri-
mary psychosocial support. Children and adolescents with very strong commu-
nity that care (CTC) have very low delinquency behaviors [17]. However, it has
been emphasized that when there is a gap in care giving, that is, there is a death
of parent/s or sickness, the gap has to be filled up by extended family.

Furthermore, it has been explained that if there is also a gap in an extended
family then it should be filled up by communities. In this regard the researcher
found that most of the children and adolescents within Dar es Salaam juvenile
systems were street children who are orphans or have single parents. This shows
that these gaps of psychosocial support have been filled neither by extended
families nor by communities. Studies of control of delinquency behaviors and
parents support found that there was a very strong link between parent’s rela-
tionship with their children and delinquency behaviors [18]. In this study the

researcher also found more boys were in juvenile systems than girls [19].

7.1. Dysfunctional Families

Family stability contributes to children/adolescents to acquire delinquency be-
haviors, either primary psychosocial support from parents promote mental
health of children and adolescents. In this study finding shows that children and
adolescents in remind home are coming from dysfunctional families in terms of

death of parents, parents’ divorce and single parents.

7.2. Exposure to Traumatic Event

The researcher found that children who came from Mbagala area in Dar es Sa-
laam, who were exposed to Mbagala bomb blast in 2009, were now experiencing
severe flash back about the bomb. During the in-depth interviews, the researcher

found that they had traits of post-traumatic stress disorders [20].

7.3. Underlying Mental Disorders

When mental disorders remain undiagnosed, will lead to untreated and the
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course of particular abnormal behaviors cannot be established. Taking an exam-
ple of Attention deficit hyperactive disorders as identified in this research, their
main complaints is to pay attention now since these children are in school age
they are sent to school without their mental health to be addressed. Eventually
they ended up with school dropout because somebody is being forced to pay at-
tention while his problem of paying attention is not tackled.

7.4. Drug Abuse

In this study, children and adolescents, who consumed illicit drugs and alcohol,
were noted to have high chance of delinquency behaviors like stealing, rape, ab-
usive languages, disturbing passengers, and unnatural offence. Also it was noted
similar kind of behavior in their study with youths who abused Nitrate inhalant
[21]. These children have high demand of expenditure including purchasing
these drugs. Since they do not have income they are subjected to stealing and
other illegal businesses.

Children and adolescents usually imitate whatever they come across with, it
could be bad or good behaviors. Since most of juveniles are street children they
have high chance of acquiring delinquency behaviors such as drug abuse from

the peer groups [22].

8. Conclusions

In this study, the researcher examined the mental health characteristics of child-
ren and adolescents who have committed crimes and demonstrated a correlation
of mental disorders and crime committed. In this regard, they have allegations
or have committed offence and they have appeared before court of law.

The results show that the children and adolescents at remind home came
across very difficult psychosocial environmental stressors which led them to
commit offence. Their parents had died, divorced, or if alive, they are not living
together. Therefore, the children and adolescents were reared by a single parent
or extended family. However, there were some problems in taking care of these
children; as a result, they ended up to be street children.

There is evidence that these children and adolescents experienced worries,
sadness, and some had experiences of abnormal perceptions of hearing voices,
suicide ideations, and homicidal tendencies. The diagnosis made by using DSMR
IV TR of some of the participants revealed to have; drug abuse, alcohol abuse,
depression, brief psychotic reaction, sex disorder, and mild form of attention
deficit hyperactivity disorders. The findings from this research are not confined
into cases in the juvenile justice systems alone; they are also relevant and appli-
cable to the great population in our society. In this regard, therefore, it is impor-
tant to replicate the findings to also cover those who are out of the juvenile jus-
tice systems.

The researcher is tempted to make recommendations to cover areas outside

the scope of the research. Mental disorders amongst young persons are prevalent
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and spreading very fast. It is a factor that calls for national concern and appro-
priate interventions to address the pandemic. It is a factor, if not arrested, may
get off hand and lead this nation into crisis. It is with apprehension in mind that
the researcher wishes to call for all stakeholders’ involvement in the formulation
of relevant policies and strategies in the implementation of activities that will
address the problem. Therefore the researcher has the following recommenda-
tions that he wishes to put across for considerations.

The society should be aware and be sensitized to appreciate the prevalence
and the magnitude of the problem, so that at the end of the day they may own
the problem and be willing to effect interventions. A meaningful social interac-
tion can come about where the society is fully involved and the community is
prepared to respond positively and holistically. A holistic intervention is one
that addresses or aims at addressing the prevention of further spread of the
problem and the provision of care and support to the effected and affected. This
phenomenon is achievable more effectively where the society is fully involved in

the formation of the interventions through the participatory approach.

Recommendations

The government and local Authorities have to assume responsibilities over this
matter and be ready to spear head various initiatives to curb the problem. A fo-
rum such as National dialogue on mental health to young persons can be put in
place to provide an avenue for in-depth discussion and formulation of interven-
tions at national level. The outcome of such forum could trickle down to lower
level of the government machinery for implementation. There is a need for cul-
tivating an enabling environment where stakeholders will be taken aboard and
get involved. A political will is essential if the development partners are to be in-
vited. The political will can only come about where the top enclose of the Gov-
ernment machinery is made to apprehend the magnitude of the problem.

Parents must be made to leave up to their responsibilities and factors that are
contributory to family separation must be eliminated. Things like males denying
their partner pregnancies, marital conflicts, brutal and general unpleasantness in
the family hood are supposed to be address so that children are protected from
these anomalies and likely be saved from becoming street children.

To those mentally affected, it is essential that they are being treated and psy-
chosocially rehabilitated in an appropriate nurturing environment. It is recom-
mended that a centre for treatment and provision of psychosocial rehabilitation
of youth mentally disorder be put in place and be equipped with the essential fa-
cilities for care and support. Those who have received treatment and rehabilita-
tion will have to be given follow up psychosocial support in terms of skills and
materials. This is very vital as a way to protect them to rolling back to the prob-
lem.

Through this research, the researcher is giving a humble contribution to ef-

forts that will be exerted by all concerns on attempt to tackle the problem of
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mental health to young society. The researcher hope that many other will join in

doing further research on this aspect and find ways and means to solve this crit-

ical challenge.

References

[1] Harper and Cetin (2008) Child and Adolescent Health Policy.

[2] Fabiano, G.A. and Pelham, W.E. (2006) Evidence-Based Psychosocial Treatments
for Attention-Deficit/Hyperactivity Disorder. Journal of Clinical Child & Adoles-
cent Psychology, 37, 184-214.

[3] Mullen, P.E. (2000) Mental Health and Criminal Justice. A Review of the Relation-
ship between Mental Disorders and Offending Behaviors and on the Management
of Mentally Abnormal Offenders in the Health and Criminal Justice Services.

[4] Eileen, P.-Y. and Jones, M.A. (2000) And Justice for Some. National Council on
Crime and Delinquency, Davis.

[5] Cooper, J.L., Masi, R. and Vick, J. (2009) Social-Emotional Development in Early
Childhood. What Every Policymaker Should Know.

[6] DSMIV TR (2000) American Psychiatric Association.

[7] Ajzen, I. (2006) Theory of Planned Behavior.

[8] Richter and Foster (2009) PEPSSI Psychosocial Wellbeing for all Children.

[9] Ball, Binder and Cowen (2010) Child Health Nursing: Partnering with Children and
Families. 2nd Edition.

[10] Floehlich, T.E., Lanphear, B.P., Epstein, J.N., Barbaresi, W.J., Katusic, S.K. and
Kahn, R.S. (2007) Prevalence, Recognition, and Treatment of Attention-Deficit/
Hyperactivity Disorder in a National Sample of US Children. Archives of Pediatric
and Adolescent Medicine, 161, 857-864. https://doi.org/10.1001/archpedi.161.9.857

[11] Caffo, E. and Belaise, C. (2003) Psychological Aspects of Traumatic Injury in
Children and Adolescents. Child and Adolescent Psychiatric clinic of North Amer-
ica, 12, 493-535.

[12] American Association of Mental Retardation (2004) Definition of Mental Retarda-
tion.

[13] Dophiede, J.A. (2006) Recognizing and Treating Depression in Children and Ado-
lescents. American Journal of Health Systems Pharmacy, 63, 233-243.
https://doi.org/10.2146/ajhp050264

[14] Lorber, M.F. and Egeland, B. (2009) Infancy Parenting and Externalizing Psycho-
pathology from Childhood through Adulthood: Developmental Trends. Develop-
mental Psychology, 45, 909-912.

[15] Gatti, U., Tremblay, R.E. and Vitaro, F. (2009) Iatrogenic Effect of Juvenile Justice.
Journal of Child Psychology and Psychiatry, 50, 991-998.
https://doi.org/10.1111/j.1469-7610.2008.02057.x

[16] Trentacosta, C.J., Hyde, L.W., Shaw, D.S. and Cheong, J. (2009) Adolescent Dispo-
sitions for Antisocial Behavior in Context: The Roles of Neighborhood Dangerous-
ness and Parental Knowledge. Journal of Abnormal Psychology; 118, 564-575.
https://doi.org/10.1037/20016394

[17] Hawkins, et al (2009) Youth Risk Behavior Surveillance—United States.

[18] Keijsers, L., Frijns, T., Branje, S.J. and Meeus, W. (2009) Developmental Links of

Adolescent Disclosure, Parental Solicitation, and Control with Delinquency: Mod-

DOI: 10.4236/0jn.2017.79073

1019 Open Journal of Nursing


https://doi.org/10.4236/ojn.2017.79073
https://doi.org/10.1001/archpedi.161.9.857
https://doi.org/10.2146/ajhp050264
https://doi.org/10.1111/j.1469-7610.2008.02057.x
https://doi.org/10.1037/a0016394

S.J. Mbelwa

[19]

[21]

[22]

eration by Parental Support. Developmental Psychology, 45, 1314-1327.
https://doi.org/10.1037/a0016693

Plattner, B., Steiner, H., The, S.S., Kraemer, H.C., Bauer, S.M., Kindler, J., Friedrich,
M.H,, Kasper, S. and Feucht, M. (2008) Sex-Specific Predictors of Criminal Recidiv-
ism in A Representative Sample of Incarcerated Youth. Comprehensive Psychiatry,
50, 400-407.

Kerig, P.K., Ward, R.M., Vanderzee, K.L. and Arnzen Moeddel, M. (2008) Post-
traumatic Stress as a Mediator of the Relationship between Trauma and Mental
Health Problems among Juvenile Delinquents. Journal of Youth and Adolescence,
38, 1214-1225. https://doi.org/10.1007/s10964-008-9332-5

Hall, M.T., et al (2009) Nitrite Inhalant Abuse in Antisocial Youth: Prevalence,
Patterns, and Predictors. Psychoactive Drugs, 41, 35-43.
https://doi.org/10.1080/02791072.2009.10399906

Ellis, W.E. and Wolfe, D.A. (2008) Understanding the Association between Mal-
treatment History and Adolescent Risk Behavior by Examining Popularity Motiva-
tions and Peer Group Control. Journal of Youth and Adolescence, 38, 1253-1263.
https://doi.org/10.1007/s10964-008-9318-3

2
+%%, Scientific Research Publishing

Submit or recommend next manuscript to SCIRP and we will provide best

service for you:

Accepting pre-submission inquiries through Email, Facebook, LinkedIn, Twitter, etc.

A wide selection of journals (inclusive of 9 subjects, more than 200 journals)

Providing 24-hour high-quality service

User-friendly online submission system

Fair and swift peer-review system

Efficient typesetting and proofreading procedure

Display of the result of downloads and visits, as well as the number of cited articles
Maximum dissemination of your research work

Submit your manuscript at: http://papersubmission.scirp.org/
Or contact ojn@scirp.org

DOI: 10.4236/0jn.2017.79073

1020 Open Journal of Nursing


https://doi.org/10.4236/ojn.2017.79073
https://doi.org/10.1037/a0016693
https://doi.org/10.1007/s10964-008-9332-5
https://doi.org/10.1080/02791072.2009.10399906
https://doi.org/10.1007/s10964-008-9318-3
http://papersubmission.scirp.org/
mailto:ojn@scirp.org

/
oo Resmurch
0.00 Publishing

Open Journal of Nursing, 2017, 7, 1021-1033
http://www.scirp.org/journal/ojn

ISSN Online: 2162-5344

ISSN Print: 2162-5336

Features of Suffering Perceived by Japanese
Patients in a Stable Condition: A Text Analysis

Mayumi Uno, Tomomi Tsujimoto, Tomoko Inoue

Department of Nursing Science, Graduate School of Medicine, Osaka University, Osaka, Japan

Email: unomayu@gmail.com

How to cite this paper: Uno, M., Tsuji-
moto, T. and Inoue, T. (2017) Features of
Suffering Perceived by Japanese Patients in
a Stable Condition: A Text Analysis. Open
Journal of Nursing, 7, 1021-1033.
https://doi.org/10.4236/0jn.2017.79074

Received: August 7, 2017
Accepted: September 15, 2017
Published: September 18, 2017

Copyright © 2017 by authors and

Scientific Research Publishing Inc.

This work is licensed under the Creative
Commons Attribution International
License (CC BY 4.0).
http://creativecommons.org/licenses/by/4.0/

Abstract

Objectives: We performed a text analysis of telephone consultation content
regarding features of suffering (thoughts that patients cannot express to nurses)
perceived by Japanese patients in a stable condition. Methods: Semi-structured
interviews were conducted by 8 telephone counselors who listened to patients’
suffering. Interview content was recorded verbatim, text was organized, and a
text and association analysis was conducted (cluster analysis, bubble plot
analysis, and a co-occurrence network analysis). Results: Seventy-two con-
versations were obtained and analyzed. It was confirmed that suffering as
perceived by stable, Japanese patients had consistent concerns such as “lack of

» <«

inference,” “privacy issues,” and “nurses’ not intervening on patients’ behalf.”
Additionally, expectations of patients when patients are suffering are ex-
tremely diverse and were not characterized by specific tendencies. Conclu-
sions: Emotions have a complicated influence in the context of Japanese pa-
tients’ suffering. It is necessary to consider the cultural background of expres-

sion in Japan to treat patients’ suffering.
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1. Research Background and Significance

1.1. Patient Satisfaction and Nursing Quality

Patient satisfaction in facilities such as hospitals is related to the quality of nurs-
ing care and should be emphasized [1] [2]. Sustained high patient satisfaction is
essential for the survival of medical institutions; when patients are unsatisfied,
they do not recommend that medical institution to family members, friends, or
colleagues [3] [4] [5] [6]. In other words, nurses play a vital role in influencing

patients’ satisfaction within the health care team [7]. Additionally, nursing is
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part of a comprehensive medical system and the process and structural factors

influence patients’ satisfaction with nursing care [8]-[15].

1.2. Nurse-Patient Relationship

Nurse-patient communication is said to support patient-centered care, evi-
dence-based practice, and the application of quality improvement [16] [17] [18].
Interpersonal relationships based on the nurse-patient relationship are impor-
tant for nurses when evaluating, planning, and intervening with patients [19]. As
Peplau [20] noted in her nurse-patient relationship theory that, nursing is an
educational means and a developed strength that promotes the advancement of
nursing, and mutual relationships are key. To favorably maintain mutual rela-
tionships, it is important to understand patient suffering and nurses’ empathic

involvement.

1.3. Suffering Arising from Nurse-Patient Conflict

Bissell and colleagues [21] suggest maintaining a positive relationship between
patients and medical staff means “to cultivate a mutual relationship and distin-
guish understanding” and states that conflict will occur if mutual relationships
cannot be smoothly maintained. Robbins [22] defined conflict as “a process that
begins when one party recognizes that the other party has adversely affected or is
about to affect important matters for him/her.”

In a series of studies focusing on conflicts between nurses and patients under
circumstances where patients’ mind-body condition is treated as “stable” (ie,

» <«

“not tense,” “not in a terminal stage,” and “no mental illness” [23] [24] [25] [26],
there was an underlying sense that patients were unable to express themselves to
nurses. In these studies, suffering was understood as the state of a patient who
could not convey his/her thoughts on medical treatment. In other words, suffer-
ing occurs when patients cannot express themselves to nurses. To effectively
understand suffering, we used interviews rather than scale measurements. Ana-

lyzing the contents of interviews was deemed suitable for this study.

1.4. Purpose

We conducted a text analysis of telephone consultation content regarding fea-
tures of suffering (i.e., thoughts that patients cannot express to nurses) perceived

by patients in a stable condition.

2. Methods
2.1. Participants

Among the 20 telephone consultants, participants comprised eight telephone

counselors belonging to a non-profit organization based in Osaka, Japan.

2.2. Data Collection

We determined that it would be difficult to interview patients directly and obtain
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their real feelings; therefore, we utilized consultation content with telephone
counselors.

Semi-structured interviews with telephone counselors were conducted (No-
vember 2013-February 2014). We focused on conflict with nurses as events as
examples of suffering. Interviews referenced the framework of Robbins’ [22]
conflict process and primarily comprised the following: 1) Under what situations
and conditions did conflict between a nurse and patient arise? 2) What were the
underlying factors in the conflict? 3) When conflict arose, what response did the
patient desire from the nurse?

Interviews were held in a quiet, private room for approximately 40 minutes.
Interview content was recorded with an IC recorder with permission from the
participants and all content was recorded verbatim. The data from 40 individuals
from prior telephone consultations [27] was also added to the analysis. This ad-
ditional content was received after a telephone consult with the non-profit or-
ganization that acquired the data through interviews. In other words, we added
data that was obtained in a comparable way as the interviews in this study. The
interviews with the eight counselors and additional 40 examples that were added
resulted in 72 episodes. Saturation was observed in the analysis process, resulting

in sufficient data.

2.3. Ethical Considerations

We explained that data obtained from this study would not be used for any
purpose other than research, that individuals would not be specified, and that
data would be strictly managed and destroyed completely after study comple-
tion. Cooperation was voluntary and there was no disadvantage to not providing
consent, which would also not impact the evaluation of the telephone consulta-
tion. This study was conducted with approval from the ethics review committee

of our affiliated university.

2.4. Analysis Process

IBM SPSS Text Analytics for Surveys was used for text analysis for Japan and a
morphological analysis of sentences was performed. After carefully reading the
text, researchers organized the language expression variations containing the
staff,”

» «

same meaning (e.g., the meaning of utterances such as “nurse,” “nurses,
“she/he,” etc. were unified under “nurse”), which made the morphological anal-
ysis reliable. Next, to perform a statistical analysis, words were given a number
value based on the number of occurrences. The text-mining analysis software R,
KH coder was used and relationships and features among the text that appeared

were analyzed through cluster, co-occurrence network, and bubble plot analyses.

3. Results
3.1. Participants’ Attributes

Telephone counselors were all aged 65 years or older, female, and had mean ex-
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perience of 6.7 years (standard deviation = 4.12 years) in telephone consulting.
Obtained data consisted of 32 conversations; therefore, after adding the 40 con-
versations from a prior study, total data comprised 72 conversations. After con-
firming that these were consistent with this study’s purpose, all were targeted for

analysis.

3.2. Analysis Methods and Results

In the hierarchical cluster analysis, words surrounded by squares are characteris-
tically few. Particularly, words low in the hierarchy and in a low position are
characteristically connected.

In the bubble plot analysis, the same color indicates the same group. Circle
size represents occurrence frequency. In this graph, the intersection of dimen-
sion 1 and dimension 2 (0, 0) is the center and the distance from the center be-
comes a characteristic.

In the co-occurrence network analysis, items with a high occurrence are
shown in order of pink, white, and blue (from darker to lighter colors). Items
connected by lines have a co-occurrence relationship and thicker lines indicate
deeper relationships. Particularly, words connected in isolated positions from

the whole are understood as a characteristic.

3.3. Features of Suffering Perceived by Japanese Patients in Stable
Conditions

Hierarchical cluster, bubble plot, and co-occurrence network analyses results
revealed the following characteristics. The important results in the following
figure are indicated with a star and a circle

Features involving setting and situations included the following (Figures 1-3):
“lack of inference” and “timing problems.” An example of a timing problem is
“the nurse does not respond to calls in a timely fashion.”

Latent factors when patients perceived suffering revealed the following fea-
tures (Figures 4-6): “privacy issues” (e.g., personal information) and “nurses’
not intervening on patients’ behalf.” (e.g., nurses’ do not help keep rooms quiet).

Japanese patients’ expectations of nurses when suffering in a stable condition
revealed no particularly strong relationships (Figures 7-9). In other words, re-
sults showed that the words were extremely diverse.

Because there are no features, stars and circles are not included in the figures.

4. Discussion

Analysis revealed several situations that were associated with patients’ suffering.

These are described below.

4.1. Setting and Situational Features

4.1.1. Lack of Inference
Original text case: “Even if the patient reached the scheduled time for discharge,

he/she was unable to be discharged and received no explanation from the nurse
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regarding this.”

As an interpretation of this, the patient is preparing for the next scheduled
discharge time. However, the nurse does not infer the patient’s irritated affect
and he/she provides no response (explanation). The nurse is busy performing
care for other patients and recognizes that other patients are a priority. There-
fore, the patient suffers while waiting patiently without declaring his/her
thoughts of the irritation. The patient’s irritation becomes the focus. Affect is a
generic name indicating various feelings aperson experiences; it is closely related
to emotion and mood [28] and clearly indicates how a person feels [29]. Al-
though the patient is irritated (affect), he/she cannot clearly and logically convey
this to the nurse. In other words, when a situation cannot be understood objec-
tively, the affect of the involved parties increases. Affect is subjective, and it has
been suggested that it is impossible to adequately convey the properties of affect
in language [30].

4.1.2. Timing Problems

Original text case: “The nurse did not notice that a nurse call was made from the
toilet and the patient was left waiting in the toilet for quite a long time. There
was no apology for this that satisfied the patient.”

As an interpretation of this, the patient’s experience of being kept waiting in
the toilet caused fear. However, it was a busy period for the nurse and the nurse
recognized that the response was slightly delayed. Consequently, there is a gap
between the nurse and patient regarding time. When the patient perceives and
inappropriate gap, he/she feels suffering. There is an existing gap between nurses

who are actively busy throughout the day and patients whose activity level is de-
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creasing due to treatment; this also influences how events are understood. When
taking an action-research approach, the process of learning through living expe-
rience includes the potential to reduce the gap between theory and practice [31]
[32] [33]. By having a real sensation by entering the lives of others, one can
move toward a solution. However, it is suggested that if it is impractical to enter

a patient’s life, nurses must use their imagination.

4.2. Latent Factors in Suffering

4.2.1. Privacy Issues
Original text case: “I cannot leave my bed and when I mentioned that there was
something I wanted to consult with the nurse about, the nurse said in a voice
loud enough for the other patients and visitors in the room to hear: ‘What's the
matter? Please go ahead and tell me, whatever it is.” The nurse didn’t consider
that I wanted to speak privately.”

As an interpretation of this, although the patient was asked by the nurse, it

was without consideration, and the patient endured feeling discomfort.

4.2.2. Nurses’ Not Intervening on Patients’ Behalf

Original text case: “In situations where my physical strength is extremely dep-
leted, such as fever, etc., voices of other visitors in the same room are very noisy.
I want the nurse to notice this and warn them (on my behalf).”

Although the patient’s condition was stable, he/she had a fever. Therefore,
he/she is very uncomfortable when it is too noisy. In this case, the patient was
concerned that if he/she warns the visitors, it will harm his/her relationship with
the other patients in the room; therefore, he/she would like the nurse, who is
neutral, to warn them. The patient recognizes that these warnings are the nurse’s
responsibility. If this is not enacted, it becomes a latent factor in the patient’s
suffering.

Therefore, this factor is related to affect control such as suppression; concen-
tration; and retention of a condition, urge, or emotion [34]. Although affect
control is a socially necessary skill, it is thought to lead to suffering if its exceeds
the patient’s personal range of control. Suffering is a personal perception or ex-
perience; since humans perceive the experience of suffering in unique ways [35],
it may be difficult for another person (in this case the nurse) to notice. There-
fore, a “lack of the nurse’s awareness” became a latent factor in the patient’s

perceived suffering.

4.3. Japanese Patients’ Expectations of Nurses

Since no particularly strong relationships were shown, it is believed that patients’
expectations are thought to be very diverse and without patterns. For patients to
receive high-quality care, it is extremely important for nurses to understand pa-
tient suffering [36] and Millar [37] points out that communication is a core ele-
ment of this. In other words, a nurse is required to sense the patients’ expecta-

tions from communication one who is unable to do so is thought to cause pa-
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tient suffering. In contrast, it is also necessary to determine patients’ feelings

through their non-verbal communication.

4.4, Cultural Factors

In Japan, individuals are taught to coexist and not harm others. They are also
taught to avoid expressing affect such as personal thoughts and emotions. Ex-
pressing one’s thoughts and emotions indirectly rather than directly is an art and
uses a variety of expressive methods. Consequently, there is an expectation that
one wants to and wants other to infer truth. That is, words such as “attentive-
ness” and “concern” that express Japanese spirit [38] are at the foundation and
the space between people that creates a positive atmosphere (in Japanese, awai)
is a characteristic of Japanese communication. However, the existing problem is
that Japanese nurses are following Western teaching and communication. These
cultural factors are not applicable to Japanese patients, and nurses are not per-

ceiving their suffering effectively.

4.5. Clinical Contributions

Patients’ in stable conditions have their thoughts easily overlooked. However, by
understanding the characteristics of patients’ perceived suffering and using basic
communication skills, the nurse-patient relationships can be improved and
high-quality nursing care can be provided. Communication that reaffirms di-

verse cultural backgrounds is necessary.

4.6. Study Limitations and Future Prospects

Rather than separately examining the perceptions of nurses or patients, it is ne-
cessary to concurrently verify conflicts and other situations that arise between
nurses and patients and to conceptualize both nurses’ and patients’ perception of

suffering.

5. Conclusion

Features of suffering perceived by Japanese patients in a stable condition in-

» «

cluded factors such as “lack of inference,” “privacy issues,” and “nurses’ not in-
tervening on patients’ behalf.” These were shown through a text analysis, which
suggested that emotion has a complicated influence. Moreover, the Japanese
culture of expression influences patients’ suffering; however, it seems that Japa-

nese nurses tend to forget this.
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Abstract

Objective: To propose approaches to improve nursing handoffs for surgical
patients, including standardization. Background: Handoffs, or the transfer of
accountability and patient information, can generate potential risks for patient
safety. Standardization has been proposed to help improve handoffs. Me-
thods: After observing 333 nursing handoffs in the surgical wards of our in-
stitution, we conducted a thematic content analysis, comparing and contrast-
ing the observations. Results: Handoff processes, including the use of support
tools, varied among the observations. Common themes in the handoff content
suggested possibilities of standardization. About half of the 51 interruptions
occurring during the observed handoffs were by healthcare professionals.
Conclusions: Standardization to improve handoffs should address both the
content and the process. Interruptions were common and should be avoided
whenever possible. Future studies should also consider the use of mobile ap-
plications to support handoffs and clinical documentation.

Keywords

Nursing Handoffs, Handover, Nursing Sign-Out, Shift Report, Bedside
Handoff

1. Introduction

Continuous 24/24 h patient care in hospital wards requires handoffs between
shifts. Handoffs are the transfer of accountability and patient information
among care providers [1]. They are moments of potential risk for safety in pa-
tient care, with possible adverse events [2]. In prior studies on patient safety and

preventable adverse events, about 60% of the events are associated with commu-
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nication issues, in particular during handoffs [3]. Improving handoffs has re-
cently become an important focus for safer patient care. Handoffs face several
challenges, such as quality of content, time constraints, wide variability between
wards and interruptions. Standardization of the handoff process, often with the
use of mnemonics, has been effective to improve the quality of the content [4]
[5]. Bedside handoffs are another proposed approach to improve the handoff
process, in particular for patient safety [6] [7].

The format of nursing handoffs in the 11 surgical wards of our hospital varies
according to the time of day and subsequent staffing. The wards have specialties:
urology, transplantation, cardiovascular surgery (each one ward), general sur-
gery (4 wards) and orthopedic surgery (4 wards). Each ward requires three or
four nurses during the morning shift, two or three nurses in the afternoon with a
mid-afternoon handoff, and one or two nurses during the night shift. Nurse as-
sistants, present throughout the 24-hour period, also attend the handoffs. They
help with many of the tasks at the bedside, but are not involved for medication,
or tests such as blood work or electrocardiograms. In our teaching hospital, sur-
gery wards have up to 20 patients, and handoffs between doctors and nurses oc-
cur separately. The duration of handoffs ranges from 15 min at the start of the
day (from the night shift team), to 60 min during the mid-day handoff.

The aim of this study is to observe the current nursing handoff process in sur-
gical wards, and to explore approaches for improvement, in particular for stan-

dardization, using a qualitative analysis.

2. Methods

This is an observational qualitative study of nursing handoffs. Three investiga-
tors (head nurses) observed morning and afternoon nursing handoffs in the dif-
ferent surgical wards. To report the content of the handoffs, they first developed
a paper-based observation tool (Figure 1): based on preliminary observations of
the handoff process, the investigators iteratively compared and extracted com-
mon themes covered during the handoff process, such as patient identity, aller-
gies, and medications. This tool allowed the observers to code their observations
of the handoffs in real time.

Observers assessed whether these themes were simply mentioned or discussed
in detail, and whether the discussed elements were pertinent. They also reported
the type of support tools used and potential barriers for handoffs. After 2 weeks
of observations, the investigators summarized the coded observations from the
paper-based tool, comparing and contrasting the results from the different types
of surgical wards. Based on the results, we propose approaches to improve the

handoff process.

3. Results

3.1. General Observations

The three investigators observed a total of 333 handoffs during the two-week
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Detailed information
Theme Mentioned provided Perti L
Prior knowledge of the patient
Patient name

-DOB

Patient room number and position
Diagnosis

Medical history

Surgical procedure

Post-operation day

Allergies
Diet/Fasting
Equipments
Medication

- Premedication

- Pain
Peridural/block anesthesia
- level

- effectiveness
Wound & skin

Lab tests of the day
Transfusion

Bowel movements

Autonomy

Ins & Outs

Other information

- Problems of the day

- Appointments, tests

- Results, reports

Monitoring
Transfer/discharge/paperwork
Social situation

Issues related to workload
Issues related to collaboration with
doctors

Issues related to patient/family

Interruptions

Figure 1. Paper-based observation tool.

period. We present the findings from the various handoff features, and then de-

scribe the general process and barriers for handoffs.

3.2. Handoff Content

Handoffs typically always began the same way with patient identification (name
and age or year of birth). The content then differed by type of surgical ward. The
nurses generally used the problem list to structure their narrative with details of
the management plan, equipment and comorbidities. Pain management was also
a dominant theme, but the intensity of the pain on the visual-analog scale was
not often reported. The nurses described the patient’s diagnoses and interven-
tions, and provided the admission date or days since surgery. The past medical
history was included if the diagnoses were considered pertinent for patient care
during the stay or at discharge (ie., diabetes, or dementia). Certain types of me-
dications such as antibiotics, anticoagulants and insulin were systematically re-
ported in detail, whereas other medications were not always mentioned. Post-
operative prescriptions included treatments and surveillance orders. Nurses in
general surgery and the other wards then discussed patient equipment. In or-
thopedic nursing handoffs, the equipment was associated with medications, pa-
tient care or monitoring. Some handoffs also discussed discharge plans, moni-

toring or pressure ulcers. Table 1 provides a comparison of the top 10 handoff
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Table 1. Top ten handoff themes discussed by type of surgical ward.

Orthopedics General surgery Other surgical wards*
1 Patient ID Patient ID Patient ID
2 Surgery Medication Surveillance
3 Days post-op Equipment Surgery
4 Medication Surgery Age / Days post-op
5 Pain Age Equipment
6 Discharge Diagnoses Past medical history
7 Equipment Days post-op Discharge
8 Daily concerns Past medical history Skin condition
9 Age Pain Diagnoses
10 Past medical history Skin condition Discharge

*Urology, transplantation and cardiovascular surgery.

themes discussed by type of surgical ward.

3.3. Handoff Process and Use of Support Tools

Opverall, handoff duration ranged from about 1 to 3.5 minutes per patient. The
duration of the handoffs varied according to certain parameters: time of day,
type of surgical ward, individual handoff style, training of the receiver, interrup-
tions and prior knowledge of the patient. Morning handoffs tended to be shorter
than the afternoon handoffs.

Nurses’ handoffs have two components: a verbal, in-person component and a
written component in the nursing notes of the EHR. For the verbal component,
nurses used several types of supportive tools.

Handwritten notes: Use of personal notes was common. Nurses took notes
during the handoffs on blank paper, a printout of the patient list, or a Word or
Excel template with patient identity, room number and tasks. They kept these
notes in their pockets, and updated them throughout the shift with reminders,
such as to fax a prescription. When working consecutive days, nurses sometimes
re-used their personal notes, simply crossing off the discharged patients, and
adding the new ones.

Printouts of nursing tasks: All nurses had a printout of the task list for each
of their patients, with the medication list and other patient care information (Ze.,
assistance for meals or mobilization). These printouts were generally printed by
the handoff giver just prior to the handoff, to have updated medical prescrip-
tions at the beginning of each shift. Some nurses also annotated this print out
during the handoffs. Although all wards printed these task lists, they were not all
used during the handoffs. Most of the time, nurses documented the main diag-
noses, code status, and main concerns for the shift, which are not in the prin-
tout.

Postoperative prescription forms: anesthetists made the post operative pre-
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scriptions on paper documents that are also used in the recovery room. These
postoperative medical orders are not transcribed in the EHR for the wards, but
remain valid until the ward physician prescribes new orders, or at most up to
24h after arriving in a ward.

Patient information board: Handoffs took place in nursing offices, which
provided an access to the patient information board and to three desktop com-
puters. The patient information board provides an outlay of the ward, with pa-
tient and nursing team names, as well as surgical specialty. It also has discharge
indications and monitoring requirements, which gives the team an overview of
the patient workload. After the handoffs, nurses had team discussions about lo-
gistics or complex situations.

EHR dashboard: Another supportive tool used for handoffs was the patient
dashboard in the EHR. It provides an overview of a patient’s administrative data
(name, age or year of birth), past medical history and current diagnoses, vital
signs and trends as well as the current medical equipment.

The EHR dashboard contains several sections with different types of patient
information, which can support handofts (Figure 2). 1) Patient identity with the
age helps avoid confusion with names that might be similar. 2) This section
contains general information about the patient: the reason of admission, past
medical history as well as information about the social support and environment
of the patient. 3) Section 3 presents a visual overview of the patient’s current
equipment. 4) A graphical overview of the patient’s vital signs with the recent
values and trends, as well as the intervention date(s) can be found in Section 4.
Clicking on this section opens up the global graphic view of the patient’s charts,
which includes weight, pain scores and administered medications.

Nurses did not rely on their EHR nursing chart notes for handoffs, mainly

because they were often only completed affer the verbal handoft.
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Figure 2. Using the EHR dashboard to support handoffs: (1) patient identity, (2) general
medical information about the patient, (3) patient equipment, (4) Vital signs.
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The use of the different supportive tools by type of ward is presented in Table
2. In the orthopedics and general surgery wards, nurses relied mainly on their
personal notes and on the board in the nursing office. Nurses in the skin surgery
wards, however, tended to use the patient dashboard in the EHR as well as their
notes and the board. When medications were discussed, they were often simply
listed, with little additional information.

Nurses wrote down vital signs on their notes before entering the data into the
EHR at a later time. These notes were also used to give the handoff at the end of
a shift.

3.4. Barriers to Handoffs

Several barriers to handoffs were identified during the observations. The main
barrier was the frequent interruptions. During the observation period, handoffs
were interrupted 51 times. Twenty-six interruptions were by colleague nurses,
physicians, physiotherapists, or dieticians, and nine were phone calls. Another
nine interruptions were for patient transports for planned exams or interven-
tions. Seven interruptions were questions from the patients’ visitors.

Another barrier for handoffs and patient care was the presence of substitute-
nurses. These nurses are not part of the usual ward teams. Although they are
experienced and competent, they may not be familiar with certain equipment,
medications, or with certain protocols that are specific to each ward.

Finally, the use of supportive tools for handoffs was more difficult when sev-
eral people took part in a handoff, such as during morning handoffs, due to
screen sizes of laptops or even desktop computers. Moreover, reading the prin-
touts and note-taking occupied the handoff receiver most of the time, and some-

times slowed the flow of the verbal handoffs.

3.5. Other Observations

Observations about the handoff processes revealed other opportunities for im-
provement. First, there was a tendency to use informal, non-medical language
during the handoffs, rather than medical terms (Ze., “he was burning up” rather
than “he had a fever”). Although this approach made the tone more casual, pre-
cision of the handoff information was sometimes affected.

Second, the location of the handoffs varied among the wards. Most handoffs

took place in the nurses’ office, some in the corridor in front of the patient

Table 2. Comparison of supportive tools used for handoffs in different wards.

General surgery and

Orthopedic wards transplantation wards Other wards
EHR dashboard 0.7% 4.25% 41.17%
Nursing tasks list 2.12% 3.54% 19.6%
Postoperative prescriptions 1.41% 2.83% 5.88%
Personal notes + information board 95.77% 89.38 % 33.34%
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rooms, some in the break room, and a minority took place at the bedside. Final-
ly, handoffs were often delayed, either due to individual tardiness or to on-going

team discussions such as scheduling issues.

4. Discussion

Based on the 333 observations in 11 surgical wards of our institution, we de-
scribed the processes, including the use of support tools and content of handoffs
between the teams and content of handoffs. This observation revealed a high va-
riability that has been reported in the literature [8] [9]. A range of factors such as
established routines, available resources, and differences in clinical needs across
the surgical subspecialties contribute to this variability.

One of the key recommendations for improvement in the handoff literature is
standardization, both of the process and the content. In the next part of the dis-

cussion, we describe recommendations, based on our observations.

4.1. Standardizing the Handoff Process

Documentation in the EHR was often delayed, with potential transcription er-
rors from the initial annotation on personal notes. Progress notes or other
task-related annotations, for example, were often written up at the end of a shift,
after giving the handoff. This data collection was delayed until the nurses got
back to the nursing office, and logged into the EHR. This delay engenders a po-
tential risk of omitting elements during the handoff and can be shortened with
the use of computer on wheels (COWSs) at the bedside. Handoffs improvement
can help avoid omissions and decrease errors [4] [10].

Our recommendations to standardize the handoff process are to begin the
handoffs with a brief (<10 min) overview of the patients in the ward in the
nursing office, with patient name and birth date, type of intervention with indi-
cation of postoperative day, daily objective. This overview also should include
planned admissions and discharges of the day. The detailed patient handoft is
conducted at the bedside, using the EHR dashboard as support to reduce errors
[11].

Nursing assistants can contribute to handoffs, and also benefit from receiving
information about the patients for their shifts. Although patient confidentiality
and seating arrangements are better addressed in the nurses’ office, bedside
handoffs allow patients to be involved in their care, and promote higher patient
safety [12] [13].

4.2. Standardizing the Handoff Content

Standardizing the handoff process has been widely explored in the handoff lite-
rature, particularly with the development of mnemonics [5] [6] [7] [14]. Nurses
tended to have a common structure for verbal handoffs, as they discussed many
common themes for their patients. Using a common structure can help the re-

ceiver create her own mental model for each patient. In addition to the use of
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many common themes among the different wards, the handoffs in our study did
seem to follow a general outline with the following themes: 1) identification of
the patient and code status, 2) reason for admission, 3) surgical intervention, 4)
relevant medical history, 5) current problem list and treatments, 6) daily con-

cerns and 7) discharge planning.

4.3. Standardizing the Use of Support Tools

Our observations showed varied support tool use when receiving a handoff, and
when collecting these facts during the shift. This variability was due to two main
factors: first, head nurses’ recommendations played an important role in EHR
use to support handoffs or not (no institutional recommendation) Second, usa-
bility and efficiency of the EHR also affect the teams’ preferences for this
process. Connectivity issues with Wi-Fi for the COWs slowed the navigation
between patient charts and discouraged some teams from using this support.
Some teams also reported that the design of the EHR did not support the way
they conducted their handoffs, and that it took too long to navigate to the re-
quired information in the EHR.

We observed high use of personal notes and low use of EHR during handoffs.
Printouts were not used systematically during handoffs. Most of the time, nurses
documented the main diagnoses, code status, and main concerns for the shift.
Although writing down key points can help improve the retention of informa-
tion, it is also time-consuming, tedious, and a potential source of error. Errors
can arrive from transcriptions, miscomprehension, or from the distraction of
having to take notes while the colleague continues talking. Beyond the handoff
itself, our observations showed that using printouts of the daily task listduring
shifts was common to all wards. Prior literature on printouts emphasizes the risk
of potential errors when the data is modified in the HER [15].

The dashboard section of our EHR can support and offs, in particular to help
standardize the content of the handoff. COWs also provide easy access to the
EHR at the bedside. Using the dashboard as support, particularly at the bedside,
can help the nurses to improve the precision of the handoff content. It also
enables nurses to respond to patient questions at the bedside, and may also help
anticipate nursing care.

Another approach for a support tool would be to provide a summary of the
task-related annotations, which can be consulted during the handoff to ensure
that all relevant topics have been discussed. This type of support could be pro-
vided in a mobile app, which could provide access to the task list. The additional
advantage of a mobile app in this situation over a COW is its more ubiquitous
availability, since COWs cannot be used in all environments (Ze., pathogen-free
environments), for example. Reports of mobile tools to support bedside care are
appearing in the literature [16] [17], with rapid adoption and high user satisfac-
tion.

There are limitations to our study. First, observers were not familiar with the

patient cases, and were therefore not able to judge the pertinence of the handoff
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content. Second, the presence of observers may influence the performance. The
charge nurses who are often present during handoffs reported that this effect
seemed rather modest over all the observations. Finally, our study focuses on
handoff processes in the surgical wards of our institution, which may limit its

generalizability to other surgical settings or to other medical specialties.

5. Conclusions

Based on our observations, we propose approaches to standardize both the
process and content of handoffs. The standardized morning handoff process
should occur as a team, based on the EHR synoptic view of all the patients of the
ward. The night nurse will present the patients, focusing particularly on recent
events and concerns, and concerns or aims for the day. Based on the EHR syn-
opsis of the ward, we propose that the night nurse presents the room number,
patient ID, reason of admission and daily concerns. For the mid-afternoon han-
doft, we propose to begin as a team with an initial 10-min overview in the nurse
office, followed by bedside handoffs in smaller teams (nurses and nursing assis-
tants).

Moving the handoffs to the bedside allows the patient and family to be in-
volved, and can help improve comprehension of planned care. It is also an op-
portunity to introduce the on-coming nurse to the patients. Although bedside
handoffs have many benefits, confidential issues may be delicate to address in
the presence of other patients in the room, and visitors need to be asked to wait
outside. Computers-on-wheels (COWSs) allow EHR access during bedside han-
doffs, and can provide complementary support to personal notes for most of the
handoff content. After the bedside handoff, nurses can then briefly discuss how
to distribute the tasks before the morning shift workers leave.
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Abstract

Background: There is little disagreement that the shortage of nurses affects
patients’ outcomes globally. However, within the low and middle income
country setting, there is minimal known about the perceptions of nurses on
nursing shortages impact the health outcomes of their patients and what re-
cruitment and retention strategies might be appropriate to address some of
these challenges. This study explored the perceptions of nurses on the health
outcomes of patient related to shortage of registered nurses and the strategies
to retain nurses at a public hospital in Tanzania. Method: This qualitative de-
scriptive study used semi-structured in-depth interviews with a select group of
nurses in a large public hospital. Findings: Through an iterative coding
process, a series of categories were derived which yielded three major themes—
factors contributing to nursing shortage; compromised quality of care; and
recruitment and retention strategies. Conclusion: A shortage of nurses affects
the health outcomes of patients as it potentially hinders timely accomplish-
ment of the optimal nursing. Efforts need to be proactive in recognizing the
reasons for nursing shortages which are rooted in individual, institutional
(agency), and organizational (systemic) issues. Within the LMIC context, such
as where this study was conducted, it became apparent that the nurses wanted
acknowledgement and opportunities to work collaboratively towards the res-
olution of workload issues for the benefit of the patients.
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Tanzania

1. Introduction

“Although 24% of the global burden of diseases falls under the African regions it
has only 3% of the global health professionals” [1]. According to the Joint
Learning Initiative (JLI) report, within the sub-Saharan context in 2004 the im-
perative was to triple the current number of health workers in order to meet
needs [2]. This was revisited in a 2013 WHO document, which indicated that the
current shortage of health workers globally stands at 7.2 million with the projec-
tion extending to 12.9 million by 2035 [3]. These authors note that 80% of coun-
tries presently not meeting the minimum 22.8 health providers per 10,000 pop-
ulation are in Africa, with a real deficit of 1.8 million workers as of 2013 (25% of
the global deficit) on a single continent [3]. This deficiency is situated within the
reality of a global nursing shortage which challenges the emergence of universal
health care posing a potential threat to both patient well-being and the standards
of nursing care [4].

Although there is no universally accepted definition about nursing shortage,
Oulton [5] defined the nursing shortage as an unequal proportion of the number
of patients attended by one nurse per shift. Mitchell [6] suggested the nursing
shortage yields an inadequate number of nurses to provide quality nursing care.
Shortage of nurses hinders timely accomplishment of activities significant to pa-
tient safety and effective nursing care, thereby negatively affecting the quality of
nursing care [7]. Quality care serves as a measure of patient satisfactory out-
comes and an indicator of safe standards of patient care [7].

A number of research projects have associated nursing staffing levels with pa-
tient outcomes [8] [9] [10]. A large cross-sectional study in 181 hospitals on
mainland China revealed that a shortage of nurses had a direct effect on patient
outcomes, with a sufficient nursing staff contributing to prevention of adverse
patient outcomes. Hinno et al [4] reported three subgroups of patient outcomes
“adverse events, patient well-being and patient satisfaction” (p. 2). Adverse pa-
tient outcomes are complications, such as hospital acquired infections (Ze., uri-
nary tract infections), falls, medication errors) affecting patient health status and
increase length of stay [4]. Adverse patient outcomes are also referred to as
nursing sensitive indicators as they measure the level of standard of the nursing
care in an institution [4].

Despite evidence that hospitals with high patient to nurse ratios experiencing
more adverse events, little is known about the perceptions of nurses about the
impact of nursing shortages on patient outcomes, generally, and within the low
middle income country (LMIC) settings, specifically. A few studies [11] [12]
have affirmed similar experiences amongst LMIC respecting patient outcomes

and nursing retention challenges. However, there are additional challenges in
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nursing in LMIC such as limited remuneration and career mobility, and social
acceptability/stigma of the profession (Ze., working conditions; power) [12] [13]
[14].

Complicating the workload issues in LMIC has been the significant aggressive
recruitment by developed nations [15] challenging governments to develop me-
chanisms to incentivize and/or retain health workers in lesser developed coun-
tries [16].

Nursing staff level along with the type of the health facility and hospital work
environment are key factors in determining the quality of care including patient
outcomes [7]. General staffing shortages forces nurses to engage in non-nursing
activities (such as delivering food, transporting patients) rather than on the
nursing tasks (such as medication administration, and wound care) that are cru-
cial to patient recovery [4] [17] [18]. Nurse understaffing was related to high pa-
tient mortality in a number of studies [19] [20] [21].

Using data from the American National Database for Nursing Quality Indica-
tor (NDINQI) to determine the link between total nursing staffing level, a recent
study associated RN staffing levels and two specific patient outcomes (Z.e., hos-
pital acquired pressure ulcers, and falls) [22]. Other studies have been highly
suggestive of work overload contributing to increased post-operative complica-
tions and lengths of hospital stay [19], and reduced compliance with hand
washing (and therefore infection prevention) [23].

High patient to nurse ratios align with higher emotional exhaustion and
greater job dissatisfaction among nurses; conversely appropriate ratios contri-
bute to lower burnout and increased satisfaction [23]. Hospital nurses’ turnover
affects the performance of the remaining nurses, causes chaos in an organiza-
tion, threatens patient safety resulting in hospital readmission after discharge,
increases nosocomial infections, and potentiates unsafe medication administra-
tion [9] [24].

This study explores the perceptions of a select group of nurses on the health
outcomes of patient related to shortage of nurses and their perspectives on the

strategies to retain nurses at a public hospital in Tanzania.

2. Methods
2.1. Setting

A qualitative descriptive design was used in order to gain an in-depth under-
standing of the phenomena under study in the natural setting [25]. The study
was carried out at a public hospitals in Coastal Region of Tanzania. The choice
of this hospital was made after reviewing the nurses staffing level, which was

found to be a known issue to nurses and the institution at large.

2.2. Sampling and Recruitment

The participants of this study were registered nurses working at this hospital

who understood and spoke English with at least two years of nursing experience.
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The nurses were informed about the study by the hospital matron during the
weekly hospital morning report. The information sheet consisting of researchers’
contact details was posted on the notice board to allow any nurse meeting the
inclusion criteria and interested to contact the designated research team mem-
bers. One nurse from each of the units (Ze, Maternity, Pediatric, Surgical, Male
and Female Medical wards) was recruited within a purposive sampling strategy,
yielding a sample of five participants recruited to the study. Our sampling ap-
proach aligned with the intent of qualitative research to sample to attain depth of

meaning rather than generalizability of the findings [26].

2.3. Data Collection and Analysis

In-depth interviews were conducted using a semi-structured interview guide to
gain understanding of the nurses’ perceptions on the impacts on patient health
outcomes related to shortage of nurses and their perspectives on the strategies to
retain nurses at the hospital. A pilot interview was conducted with one nurse
prior to data collection process to determine the length of interview, increase
confidence with interview process and types of questions and probes. This inter-
view data was not included in the analysis phase of this study.

Data collection and analysis was completed between January and April 2015.
The interview duration was between 30 and 45 minutes. A brief demographic of
each participant was collected before the interviews. The interviews were con-
ducted in the conference room of the hospital. The interviews were audio rec-
orded with the permission of participants. In addition to the interviewer, a
second research team member took observational notes during the interviews.

All interviews were transcribed and re-reviewed for accuracy.

2.4. Ethics

The project received approval from the Aga Khan University Ethical Review
Committee and the management of the public hospital. The participants who
volunteered were asked to sign a consent form and reminded of their option to
withdraw without consequences at any time. Each participant was assigned a

participant number to maintain their confidentiality (Z.e, P1 to P5).

3. Findings

The transcripts were reviewed and meaningful words and/or phrases were as-
signed codes manually. The emerging codes were then grouped into several cat-

egories or clusters. From these groupings, a number of themes were developed.

3.1. Demographics

Table 1 highlights the demographic information of the five participants. All par-
ticipants were females, degree prepared, and most were between 41 and 47 years
of age. Work experiences were highly variable ranging from 2 to more than 14

years.
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Table 1. Characteristics of participant nurses.

Participant
Demographic
1 2 3 4 5

Age 41 - 47 34-40 41 - 47 27 -33 41 - 47
Gender Female Female Female Female Female
Education Degree Degree Degree Degree Degree
Work Experience >14 yrs 10 - 13 yrs 2-5yrs 2-5yrs >14 yrs
Unit/Ward Medical Maternity Surgical Pediatric Medical

Working hours 6-8 8-10 6-8 8-10 6-8

3.2. Themes

Seven categories emerged including: nurse: patient ratios; reasons for nursing
shortage; effects of nursing shortage; adverse patient outcomes; intrinsic and ex-
trinsic motivation; recruitment and retention strategies; and motivation to work.
Subsequently, these categories were grouped into three major themes: 1) contri-
buting to nursing shortage; 2) compromising quality of care; and 3) recruiting
and retaining nurses (See Table 2). These themes and sub-components are ex-

plored within the following sections.

3.2.1. Theme One: Contributing to the Nursing Shortage

Within this theme, the participants described the existing situation primarily in
terms of nurse: patient ratios. Simultaneously, they described their perceptions
of the reasons for the nursing shortage at their facility.

Nurse: Patient Ratios

Most participants, in describing the situation of their nursing units, indicated
that the number of nurses compared to number of patients was low. One partic-
ipant mentioned that there are “Not enough nurses to attend particular patients
in the hospital... two nurses to care for twenty patients” (P1). Another indicated
that the “Jow number of nurses... will not fulfill the requirements of the pa-
tients” (P2).

The nurse: patient ratios were also related to the context of this particular
hospital. For example, apart from receiving the victims of road traffic accidents
along a major transit path, they are also receiving patients from nearby regions,
such as Dar es Salaam, Morogoro, and Tanga, which add to large volumes and
unpredictable severity of the patients.

This hospital is a special hospital because we are taking care of many patients
who have had accidents along Morogoro road-so we have many patients here
and other patients are coming from Dar es Salaam, Morogoro, Tanga. (P5)

Reasons for Nursing Shortages

The low nurse: patient ratios were attributed by the participants to a range of
challenges, such as sick leaves, deaths, retirements, lack of recruitment planning
by management, low salary, and geographical location of the hospital (a signifi-

cant distance from the Dar es Salaam).
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Table 2. Thematic overview.

Theme Sub-categories Sub-components
Contributing to the Nurse: Patient Ratios None
nursing shortage  Reasons for Nursing Shortage None

Delays in Care

Effects of Nursing Shortage Intention to Leave

Compromised Inappropriate Task-shifting

quality of care Occupational Injuries

Adverse Patient Outcomes
Patient Satisfaction with Nursing Care

Extrinsic and Intrinsic

. None

. Motivation
Recruiting and

retaining nurses  Recruitment and Retention
Strategies

Employing more Nurses
Improving Professional Development Activities
Increasing Incentives

According to one participant (P3), “another (cause) is staff movement, others
are going for further studies, others are moving to other stations because of...
may be going with the family.”

One nurse mentioned that lack of commitment can also be a factor contri-
buting to the nursing shortage.

Sometimes they come at the shift but they are not committed and sometimes

there are many reasons which lead the staff or that person not to come to

(the)working place. (P4)

This same participant stated that a major issue is “they are not committed,

most of the staff they are not committed” (P4).

3.2.2. Theme Two: Compromised Quality of Care

As mentioned above, there were number of reasons for nursing shortages cited
by the participants. With this range of causes, there are a number of effects, pri-
marily described by the participants as negative impact on nurses and patients
leading to compromised quality of nursing care. Within this theme, there were
two sub-themes “effects of nursing shortage” and “adverse patient outcomes”
embedded.

Effects of Nursing Shortage

Nursing shortages challenge patients, nurses, and institutions alike. The ma-
jority of the participants stated concerns of the effects of work overload, delays
in patient care, high turnover ratios (e, intention to leave), inappropriate task
shifting, unsatisfactory patient outcomes, occupational injuries, and malpractice
(ie., failure to attend).

Delays in care. Delay in patient care was a clearly stated effect of the nursing
shortage cited by almost every research participant. All nurses acknowledged
that it was not possible to administer medication at the right time due to the
overwhelming nurse: patient ratio.

For example, “ There are some problems like medication sometimes they don’t
get at the [right] time.” (P2)
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In response to effects of nursing shortage, nurse (P1) responded:

Some patients may get treatment [ but not] in proper time, may have no prop-
er treatment, no proper care. Maybe other patients have [been] in the bed for a
long time and they may develop bed sores.

Intention to Leave. Participants indicate that many nurses have an intention
to leave their nursing post due to work overload.

Also, if one is sick and there is no replacement ... [am experiencing] nursing
shortage in this hospital because sometimes there is aturnover (because) one
[nurse] can say that I am so tired I cannot work in a shortage like this. (P2)

Inappropriate Task Shifting. The shortage of nurses makes it difficult for the
patients to receive direct care from the registered or trained nurses, as they are
often burdened with the administrative duties which eventually lead to inappro-
priate task shifting. This hinders timely accomplishment of nursing tasks and
reduction in the quality of nursing care as the patient will necessarily be at-
tended by the health attendants who are not qualified nurses.

you find one trained nurse in a ward and a nurse assistant so almost one
trained nurse can be doing both, patient care and administrative issues so it is
difficult for the patient to get nursing care directly from a trained nurse. (P3)

Adverse Patient Outcomes. As a result of nurses’ work overload (often due
to shortage of nurses at the hospital), numerous life threatening complications
have occurred to patients during hospitalization. Commonly cited adverse
events included: bedsores, medication errors, patient falls, and hospital acquired
infections. Bedsores were attributed to a lack of meeting the standards of treat-
ment with patients being “in the bed for a long time they may develop bed sores
because nobody is going to do the turning measures to those patient.” (P1) Me-
dication errors were also cited as a threat to the patient safety by a number of the
respondents (P2, 3, and 4). Further, P3 indicated “I can say patient falls and
drugs under-dosed, most of the time it’s drug under dose.”

Occupational Injuries. Nursing shortages were seen as contributing to in-
creased occupational injuries such as needle stick injuries. Despite knowledge
and awareness programs on prevention of this needle stick injuries, one study
participant mentioned it remains one of the major effects of the nursing shortage
at the hospital.

Sometimes there is needle stick injuries due to work load or if you are busy
the way you handle this sharp instruments sometimes you may injured yourself
due to tiredness and this can cause harm to the patients, can cause harm to the
nurses... (P5)

Patient Satisfaction with Nursing Care. When the participants were asked
about patients’ satisfaction with the nursing care, all participants indicated a
range from satisfied to unsatisfied. A number of reasons were cited by the res-
pondents as to this variability with a number of reasons were directly linked to
the nursing shortage.

Am sorry to say that some patients are not satisfied and this is because it is not
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easy to attend one patient at the right time because there are many patients and
we are few. (P5)

... sometimes if the patients were supposed to be given an injection atmaybe2
pm and the patient [get] is going to be given at 2.30 or 2:45, they do ask why are
you not giving me the injections at the right time? (P3)

The number of patient admitted in the ward on a particular day was seen as a
possible determinant of patient satisfaction. According to P2, if the ward has
many patients on a particular day the patients’ satisfaction may be lower.

...1t depends, if there is a lot of admission on that day they | patients] will not
be satisfied but if the number of patient are low they get a bit better. (P2)

In addition to number of patients in the ward, length of stay at the hospital
was mentioned as a measure of patient satisfaction and also attributed at times
to the quality of care deliverable within the nurse: patient ratios.

... If patient who is staying in a hospital for two to three days most are satis-
fied but the patient who is staying longer at the end they are not satisfied with
the nursing care. (P3)

3.2.3. Theme Two: Recruiting and Retaining Nurses

When the participants were asked about possible ways to recruit and retain
nurses, they focused on various extrinsic and intrinsic motivational factors and
retention strategies for improving quality patient care. These were encapsulated
under the third theme of “recruiting and retaining nurses”.

Extrinsic and Intrinsic Motivation

Throughout the interviews, nurses spoke of the challenges of working under
nursing shortages, as has been reflected in the previous two thematic patterns.
Despite these challenges, the nurses felt that there were still doing their best in
the provision of care to the patients. Commitment to their work and internal
motivation to nursing was cited by some participants.

Even with the shortage, the nurses are working, it is only a few of them those
who are not committed but those who are committed they never mind about the
appreciation. (P1)

This same participant indicated:

What makes me to be motivated to work in this hospital is my inner feeling to
work in this hospital so as to assist and to give care to those well people and sick
people.

Permanent job contracts with good terms and conditions were described as
one of the key factor that keeps nurses to continue working at this public hospit-
al. Job security was one of the major aspects of retention commonly cited by al-
most every participant in this study. As P3 stated, “ What I can say first of all is
Jjob security and another one I can say the team working making patients’ feel
better motivates me’.

The majority of the participants have worked at this public hospital for a long
time and have established their permanent residences close to the hospital. This

sense of belonging to the community and being a part of the community was al-
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so cited as one of the factors that motivate the nurses to continue working at
their hospital despite of all the challenges. Accordingly,

1 have been [working] here for so long, I am used [to working at this hospital]
I think it is enough to me ... and I have a house nearby, I have a family nearby,
am not expecting to move. (P2)

Traffic jam is a headache to me so to work at this (hospital) ...because am liv-
ing nearby helps me remain at this hospital. (P5)

Recruitment and Retention Strategies

A number of suggestions were offered by the respondents to retain nurses at
their hospital. The main suggestions included: employing more nurses (improv-
ing human resource management plans), increasing professional development
for long and short courses/seminars, increasing incentives (such as allowances
and salaries) and simply showing appreciation. Lack of these factors was viewed
as hindering nursing recruitment and retention at this hospital.

Employing more nurses. The participants suggested recruiting more nurses.
One of the nurses charged “the management of the hospital to look for nurses or
to call qualified nurses to come and do an interview so that the nurses can be
employed’ (P1).

Improving professional development opportunities. According to P2, re-
cruitment incentives such chances for professional development will help to re-
tain nurses at the hospital.

If they increase the number of nurses, employ others and some motivation
incentives such as night allowances, extra duty allowances, and chance for going
to school. (P2)

Increasing incentives. Many nurses understand that the hospital has limited
funds, so if the management is not able to motivate the staff by giving money,
they can at least provide appreciation letters to nurses to make them feel recog-
nized or valued. She said:

Motivation is not [ only] money, even to write a letter to someone [to say] you
have done a lot of work, you have done such and such we are glad to, to some
sort of appraisal, some sort of appreciation that someone has done something
good not only money. (P1).

Similarly, other participants suggested recognition by administrators is very
important in motivating staff. For example,

What I think motivation is very important, motivation it can be even when
our bosses appreciate what we are doing that is motivation and other motivation
Is Incentives such as extra duty allowances, night allowances, uniform allowance,
risk allowance, we need that so that we can be motivated to work. (P4)

Another participant (P3) suggested offering an extra day off so that they can

have a time to rest with their families.

4. Discussion

This study led to three thematic groupings—“Contributing to the Nursing
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Shortage”, “Comprising the Quality of Care”, and “Recruiting and Retaining
Nurses”. The relationship of these themes was one of close articulation and a
system in motion. For example, the elements which contributed to the nursing
shortage potentiated the compromising of quality care and, in turn, generated
the imperative for nursing recruitment and retention. As a result a simple dia-
gram (see Figure 1) was used to depict the cog-like articulation of these three
themes. Not only does this diagram emphasize the inter-relationship of these
three themes, but also shows a system in motion, both of which were indicated
by the input of the participants. No theme was articulated independently, such
that the nursing shortage generated concerns for care which made recruitment
and retention a need.

Low nurse: patient ratios (Ze., indicative of the nursing shortage) were seen as
hindering the provision of quality patient care. The nursing shortage was seen as
contributing to delays in patient care, increasing medication errors, work over-
load, and inappropriate task shifting. These findings are similar to the other stu-
dies suggesting the low nurse: patient ratios impact on nursing activities that are
considered as significant to patient safety and effective nursing care [7] [24]. The
major causes of nursing shortages in the sub-Saharan region are migration of
nurses seeking better opportunities, higher standards of living, salary incre-
ments, and more favorable working conditions, early retirement and the burden
of HIV/AIDS [1]. In this study, a number of these issues were mirrored, howev-
er, no reference to HIV/AIDS patient burden was mentioned. The reasons for
nursing shortages described in this study were directly linked to individual
nurse’s issues (Le., sickness, retirement, death), institutional issues (i.e., geo-
graphic location), and organizational/administrative issues (i.e., lack of recruit-

ment planning, leaves, low salary).

compromised

carc

Figure 1. Thematic linkage diagram.
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Again, the effects of the nursing shortage as described by this group of nurses
were described as related primarily to patient or practice outcomes. Shortage of
nurses affects both patients’ outcomes and nurses’ health in many ways such as
work overload, delays in patient care, high turnover rates, inappropriate task
shifting, unsatisfactory patient outcomes, and needle stick injuries. Many of
these findings were reported by previous researchers [5] [27] [28]. The partici-
pants indicated that, as the shortages increased, they were being required to do
more non-nursing activities, especially administrative activities. This finding is
similar to a study by Jackson, et al [18] which suggested that a shortage of
nurses forces nurses to engage in more non-nursing activities which are out of
their scope of practice rather than concentrating on nursing care and other tasks
that are crucial to improving patient outcomes. Further, the nurses indicated
that patients were not satisfied with the nursing care when it caused delays of
service or when they were being attended to by health attendants rather than
registered nurses, similar to the work of Scott [29].

Adverse patient outcomes identified by participants in this study included
bedsores, medication errors, patient falls, and hospital acquired infections.
Nurses perceived these outcomes as threats to patient outcomes, directly affect-
ing patient health status, satisfaction, and lengths of stay. The evidence affirms
what these nurse informants suggested. For example, addressing nursing short-
ages may reduce length of stay [19] [30], fall rates [31], nosocomial pressure ulc-
ers [32], and overall adverse events (i.e., medication errors and infections) [28].

Of interest was the range of recruitment and retention strategies provided by
the participants. There was a clear message that both intrinsic and extrinsic mo-
tivators need to be attended to in order to overcome the nursing shortage. It was
also made apparent that there is awareness on the part of the nurses of the chal-
lenges for the organization in meeting the human resource needs due to funding
limitations. This study’s participants, as in the study by Duffield Roche, Blay, &
Stasa [33], indicated that nurses’ satisfaction was associated with recognition and
praise by their managers while lack of recognition lowers morale and productiv-
ity. Also, professional development was noted as highly desired by nurse partic-

ipants as a means to retention.

Recommendations and Conclusion

Shortage of nurses affects the health outcomes of patients in many ways, as it
hinders timely accomplishment of the tasks that are considered as significant to
patient safety and effective nursing care. Steps are required by the management
to recruit more nurses to cover this shortage and improve the patients’ health
outcomes. Good retention strategies are a key to nurses’ shortage eradication,
thereby contributing to improved patient health outcomes and nursing staff’s sa-
tisfaction. These efforts need to be proactive in recognizing the reasons for
nursing deficits are rooted in individual, institutional, and organizational issues.

Within the LMIC context, such as where this study was conducted, it became
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apparent that the nurses were wanting acknowledgement and opportunities to

work collaboratively towards the resolution of workload issues for the benefit of

the patients. There is a need for ongoing research in the area of the impacts of

the nursing shortages in the LMIC context which may or may not mirror the

findings in developed contexts. Inclusion of the voices of nurses is imperative in

articulating and appreciating the issue of nursing shortages and patient out-

comes in order to validate the possible solutions including meaningful recruit-

ment and retention strategies.
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Abstract

Objectives: The study examined nursing students’ acquisition of good com-
munication skills via text analysis of learning outcomes using cooperative
learning. Methods: The study involved 90 first-year students enrolled in the
nursing department of a Japanese university. Participants were asked to learn
three learning tasks considered to heighten communicative ability through
firsthand experience using the discussion-based technique of cooperative
learning: 1) to engage in self-reflection, 2) to imagine something beyond your
own experience, and 3) to accept something that does not fit within the scope
of your own experience or thought. A questionnaire survey consisted of five
items, including learning challenges 1) to 3) as well as 4) “Satisfaction with the
exercises” and 5) “Students’ hopes.” These items were evaluated using text
analysis. Results: A total of 79 survey questionnaires were collected (87.8%
recovery rate) for analysis. “Self-reflection and self-realizations prompted by
the communication exercise” was observed as a characteristic of Task 1, “be-
coming aware of ideas and opinions different than one’s own by listening to
the opinions of others” as a characteristic of Task 2, “deepening relationships
by learning about diverse ideas and values through interactions with others”
as a characteristic of Task 3, and “the effects of communicating with student
subjects” as a characteristic of Task 4. The responses to Task 5 were diverse;
no common characteristics were found. The intervention was found to be
useful for student engagement and the communication required of nurses.
Conclusions: Using cooperative learning discussion in communication class
was found to be effective. As nursing is an inherently interpersonal occupa-
tion, such effects include important elements.
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1. Introduction

Active learning, a learning method based on a learner-centered paradigm, can be
defined as a blanket term for learning behavior that accompanies the externali-
zation of the cognitive processes of giving voice to one’s own ideas and listening
to those of others [1].

Reference [2], in advocating a shift from a teacher-centered paradigm to a

learner-centered one, indicated the goals of university education to consist of the

» <« » «

following points: “developing competence,

» <«

managing emotion,” “developing

autonomy,” “establishing identity,” “developing mature interpersonal relation-

» <«

ships,” “developing purpose,” and “developing integrity.”

More recently, the elements of learning experience have been summarized as
consisting of “foundational knowledge” (understanding and recall of key con-
cepts and terms), “application” (knowing ways to use and apply what they
know), “the human dimension” (gaining personal and social insight by learning
about a subject), “caring” (taking an interest in a subject), and “learning how to
learn” (knowing ways to continue to learn after class) [3]. The significance of
learning goes beyond the mere acquisition of knowledge; extending to the
broad-based development of skills and attitudes (abilities) and the learner’s
growth as a human being [3].

One teaching strategy based on the concept of active learning that encom-
passes these is “cooperative learning.” Cooperative learning has been described
in various reports as a form of structured group learning in which students work
together as a team on assignments, assuming responsibility for group learning
[4]-[9]. In addition, in comparison with competitive learning or individualistic
methods, cooperative learning has been shown to have a higher learning efficacy
[10] as well as a higher order of group dynamics that fosters social interdepen-
dence. Cooperative learning techniques come in a variety of forms, including
discussion and reciprocal peer teaching [11].

Given that communication is an important part of the nursing practice [12],
effective communication is a core clinical skill that underpins every aspect of di-
agnosis, treatment, and care [13].

Nursing students need to acquire good communication skills to build good
relations with patients and other professionals. The present work proposes that
establishing these good relationships requires the ability “to engage in self-reflec-

» «

tion,” “to imagine things beyond one’s own experience,” and “to accept things
beyond the scope of one’s experience or thought.” Thus, the study focused on
cooperative learning as a way of heightening these abilities. One feature of coop-
erative learning is that it is a group-based method that facilitates mutual, conti-

nuous engagement with work. Group members develop social networks in the
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course of their work, and then begin to be able to engage in self-identification
[10].

In addition, one way to perceive a phenomenon as it exists is to focus on
words related to the phenomenon in question and then perform an objective text
analysis with a computer. Qualitative analysis is generally impeded by the con-
cern that the determination of results will be biased by the subjectivity of the re-
searchers. The advantage of the analysis used in the current research is that it

represents a determinant indicator of objective results.

2. Methods
2.1. Study Design

The study is a research on intervention in teaching practice. This study uses text

analysis to evaluate the efficacy of “cooperative learning.”

2.2. Study Subjects

The study involved 90 first-year nursing students at a university in the Kinki

district of Japan.

2.3. Study Procedure, Data Collection, and Ethical Considerations

Learning tasks: Three abilities that are considered the basis of communication
skills for nursing students to learn are identified as follows:

1) To engage self-reflection.

2) To imagine something beyond one’s own experience.

3) To accept things beyond the scope of one’s experience or thought.

2.3.1. Intervention Method

Communication classes were held over three 90-minute sessions, consisting of a
total of 270 minutes. In terms of content, these sessions involved knowledge-
transfer lectures (traditional learning methods) on definitions and theory (equi-
valent to 20% of the total time), with cooperative learning making up the re-
maining 80%. Students were randomly assigned to groups, with each group be-
ing composed of five students. By specifying the learning tasks, the sessions en-
couraged cooperation between the instructors and students and among the stu-
dents.

For communication-based cooperative learning, the intervention used the
discussion techniques “Think-Pair-Share” [11], in which students start by
thinking individually and then discussing their ideas with partners in their
groups, and “Round Robin,” in which students take turns generating ideas that

are written on a list.

2.3.2. Data Collection
Students were asked to complete an anonymous self-administered questionnaire
(April 2016). The completed questionnaires were collected the following day by

means of a collection box that was installed in a secure location but without any
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faculty supervision. The words used in the answers for each question were sum-

marized (with a single word chosen to replace words with similar meanings).

2.3.3. Ethical Considerations

As for ethical considerations, it was explained to students that the data would
not allow the identification of individual respondents, would not be used for any
purpose other than the study, would be strictly managed, and would be de-
stroyed upon completion of the study. Cooperation was voluntary, and it was
guaranteed that evaluations for the class would not be affected either way. Con-
sent was obtained with recovery. The study was approved by the Ethical Review

Committee of the researchers’ home institution at the time (No. 6).

2.4. Survey Content

The questionnaire survey items were the three learning tasks in 2.3, paraphrased
in language that would be easier for students to understand as follows:
1) “Perceptions from re-examining your own ideas”.
2) “What you have learned from listening to the experiences and ideas of other
students”.
3) “Interactions from peer learning among students”.

In addition, to glean students’ candid opinions, the questionnaire included
questions 4) on “satisfaction with the exercises” and 5) “students’ hopes.” The

survey was composed of a total of five items.

2.5. Data Analysis

To identify trends in the text used for each question, the study carried out a
word-frequency analysis with co-occurrence network analysis as associated ana-
lyses. The analytics software used was IBM SPSS Text Analytics for Surveys 4.01,
IBM SPSS Statics ver. 22, R ver. 3.1.3, and KH coder.

2.6. Interpreting the Data Analysis

Word frequency analysis: This analysis refers to the simple tabulation of data
obtained by word extraction and is available for checking the frequency of ap-
pearance of words. This analysis is also ideal for assessing with a list by parts of
speech and in the order corresponding to frequency.

Co-occurrence network analysis: This type of analysis creates a figure in
which items with similar appearance pattern (Ze., collocation) are linked with a
line. It is an undirected graph in which the context of the phrase is not consi-
dered. The size of the circle indicates the frequency of appearance. Additionally,
a thicker line indicates a higher co-occurrence. The color implies centricity, with
the highest centricity expressed in the darkest pink, followed by light pink,
white, and light blue. Regarding the relation between extracted words and their
co-occurrence characteristics, the study turned to their context in the original

text to deepen interpretation.
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3. Results
3.1. Descriptive Data

An anonymous descriptive survey questionnaire was distributed to 90 students
(79 women and 11 men). Students were between 18 and 24 years old. Of these,

79 were collected (recovery rate 87.8%) and analyzed.
3.2. Word Frequency Analysis and co-Occurrence Network
Analysis

All responses to the questions were subjected to word frequency and co-occur-
rence network analyses.

The word frequency analysis lists five words extracted in order of highest fre-
quency of appearance, with the number of occurrences shown in parentheses ().
The results of the co-occurrence network analysis are shown in Figures 1-4,

with the portions showing significant results enclosed in the figures.

3.3. Analytical Results

Q1 was “Perceptions from re-examining your own ideas.”The words extracted in
order of highest frequency of appearance by the word frequency analysis were
“myself (57),” “think (55),” “communication (31),” “person (23),” and “idea
(21).” The following results were found in the characteristics of the co-occur-
rence network analysis (Figure 1): D Speaking after listening to the conversa-

tion (from the group composed of “conversation,” “listening,” and “speaking”);

ing rtant

@y (maghine . m
®
C@] @N @erstanding

& coreciopsness
m)cation (tahre

class

g ttle GQME

rent iant @ing
® conng ing 5@
e

Figure 1. Re-examining my own ideas.
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Figure 3. Peer learning among students.
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Figure 4. Excercise satisfaction.

@ Reflecting on past behavior (from the group composed of “reflecting,”

» <«

“again,” “past,” and “behavior”); and 3 Considering other ideas that I might

have myself based on the thoughts and ideas of others (from the group com-

» «

posed of “person [other than myself],” “myself,” “thinking,” “idea,” “consider,”
“opinion,” “other,” and “having”). Synthesizing results D to B yields the inter-
pretation “self-reflections and self-realizations prompted by the communication
exercise.”

Q2 was “What you have learned from listening to the experiences and ideas of

other students?”The words extracted in order of highest frequency of appearance

» « » o«

by the word frequency analysis were “myself (54),” “opinion (48),

(37),” “person (33),” and “idea (30).” The following results were found in the

thinking

characteristics of the co-occurrence network analysis (Figure 2): D Noticing or

coming up with totally different viewpoints (from the group composed of “per-

» «

ception,” “coming up with,” “totally,” and “noticing”); @) Perspectives became

broader (from the group composed of “perspectives” and “broadening”); @ I
heard the opinions and mindsets of people who were different from myself
(from the group composed of “myself,” “opinion,” “mindset,” “person,” “differ-

» Cce

ent,” “idea,” and “listening”); @ I noticed and incorporated new outlooks (from

» «

the group composed of “outlook,” “new,” “noticing,” “body,” and “other people”);
and ® I came to know their sense of values (from the group composed of

“knowing” and “values”).
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A synthesis of results @ to B can be interpreted as “becoming aware of ideas
and opinions different than one’s own by listening to the opinions of others.”

Q3 was “interactions from peer learning among students.”The words ex-
tracted in order of highest frequency of appearance by the word frequency anal-
ysis were “speaking (45),” “person (41),” “opinion (29),” “thinking (18),” and
“kids: students (14).”

The following results were found in the characteristics of the co-occurrence
network analysis (Figure 3): D My interactions with student partners were good

» «

(from the group composed of “students,” “good,” “partner,” and “interaction”);
@ Our mindsets were mutually compatible (from the group composed of
“mindset” and “responding”); @ I gained new friends after getting to know the
first kid (from the group composed of “self,” “introduction,” “new,” “friends,”
“proliferate,” “know,” “first,” and “kid = students”); @ Value differences made
me think (from the group composed of “values” and “consider”); and & My re-
lations grew deeper (from the group composed of “relations” and “deepening”).
By synthesizing results (D to ®), these can be interpreted as “deepening rela-
tionships by learning about diverse ideas and values through interactions with
others.”

Q4 was “Satisfaction with the exercises.”The words extracted in order of
highest frequency of appearance by the word frequency analysis were “commu-

» <«

nication (29),” “group (10),” “myself (9),” “work (4),” and “opportunity (3).”
The following results were found in the characteristics of the co-occurrence
network analysis (Figure 4): D I discovered a lot, which was satisfying (from the

» «

group composed of “a lot,” “take away,” “discover,” and “satisfied”); and @ We

spent an abundant amount of time engaging in communication (from the group

» <« » <«

composed of “communication,” “engaging,” “time,” and “abundant”). Synthe-
sizing D and @ gives the interpretation “the effects of engaging in communica-
tion with student subjects.”

Q5 was “Students’ hopes.” The words extracted in order of highest frequency
of appearance by the word frequency analysis were “specific (17),” “test (3),”
“national exam (2),” “listening (2),” and “wish (1),” with a variety of other words
that also appeared only one time. In the co-occurrence network analysis, several
of unique answers were extracted, such that no significant characteristics were

found.

4. Discussion

4.1. Student Engagement

While advocating the importance of producing engaged learners through en-
gaged learning, [14] also promotes the pursuit of the basis of such learning,
which has been studied by numerous researchers. The present study chose a
strategy that did not allow for student diffidence or indifference; students were
given an opportunity to experience deep engagement through actual communi-

cation. The effect of this seems to be that they were motivated to engage with

DOI: 10.4236/0jn.2017.79077

1065 Open Journal of Nursing


https://doi.org/10.4236/ojn.2017.79077

M. Uno, Y. Katayama

others.

Moreover, this research used the discussion techniques known as “Think-
Pair-Share” and “Round Robin.” In this regard as well, having students interact
with one another as members of a learning community seems to have fostered
student engagement, yielding the synergistic effects of motivation and active
learning [15].

Student reactions after the lesson on “perceptions from re-examining your
own ideas” (Task 1) were characterized as results stemming from “self-reflec-
tions and self-realizations prompted by the communication exercise.” Thus, in
the context of a small group environment, clarifying one’s own ideas enhances
the ability to reflect on one’s own past experiences and processes [16].

In addition, despite the abstract nature of the tasks, a learning effect was iden-
tified without departing from the task, which seems to stem from the fact that
conceptual learning and problem-solving skills are heightened through group

dynamics [17].

4.2. Communication as Nursing Students

Student reactions after the lesson on “what you have learned from listening to
the experiences and ideas of other students” (Task 2) were characterized as re-
sults stemming from “becoming aware of ideas and opinions different than one’s
own by listening to the opinions of others.” This outcome was suggested in the
process by which students engaged in mutual problem solving after addressing
themselves to the same task. However, although not apparent in the survey re-
sults, the experiences students spoke of in front of other students, unlike the fun
communication with their friends, were also accompanied by a modicum of pain
and anxiety, as well as other unpleasant feelings.

Therefore, regardless of whether such embodied experiences also occur for
others at the same time, encountering and sympathizing with the thoughts of
other group members also serves as a form of training. Indeed, human care,
which is the essence of nursing, is something that is refined in the context of in-
terpersonal relationships [18]; the ability to recognize sensations that humans
possess is an important element of nursing. In other words, by seeing oneself re-
flected in the eyes of an interlocutor, people can derive an emotional under-
standing of what it is to be a human being. From these, collaborative learning
experience can be thought to serve as training for an emotional engagement with
patients’ feelings when students engage with patients as nurses.

Student reactions after the lesson on “interactions from peer learning among
students” (Task 3) were characterized as results stemming from “deepening rela-
tionships by learning about diverse ideas and values through interactions with
others.” This outcome suggests that even if they are something that one had not
thought of previously, the opinions of others can be accepted based on logical
thought. Regarding this effect, cooperative learning seems not only to heighten
knowledge but also enhance logical thought [19] [20] [21] [22].

DOI: 10.4236/0jn.2017.79077

1066 Open Journal of Nursing


https://doi.org/10.4236/ojn.2017.79077

M. Uno, Y. Katayama

5. Limitations

This study only used cooperative learning discussion techniques for the com-
munication unit. To heighten the effectiveness of cooperative learning, it will be

necessary to introduce it systematically to other lessons as well.

6. Conclusion

Using cooperative learning discussion techniques in communications lessons, it
was found to be effective in achieving the assigned tasks. As nursing is an inhe-
rently interpersonal occupation, such effects include important elements. For
this reason, it will be necessary to continue systematic education. When instruc-
tors evaluate educational techniques, rather than simply analyzing only the data
obtained, it is also necessary to consider insights on what students have chosen

not to express in the data.
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Abstract

In nursing homes, knowledge about patient safety culture is still limited. This
study investigates staff perceptions of patient safety culture in Norwegian
nursing homes, measured with the Nursing Home Survey on Patient Safety
Culture (NHSOPSC). 466 (69%) staff from 12 different nursing homes
participated. The total percentages of positive responses for each patient safety
culture dimension and differences in perceptions according to staff’s educational
background and position were calculated. Multiple linear regression analysis
was used to test if the NHSOPSC dimensions predicted participants’ ratings of
the question “Please give this nursing home an overall rating on patient safety”.
The proportion of positive responses was high, with six of ten dimensions
having an average percentage above 70%. “Supervisor expectations and actions
promoting patient safety” (88%), “feedback and communication about inci-
dents” (87%), and a “non-punitive response to mistakes” (78%) had high
average scores, while “staffing” (46%) and “training and skills” (56%) had the
lowest average scores. Managers reported higher scores on all dimensions,
except for “compliance with procedures” compared with other staff groups.
Educational level had less influence on staff’'s perceptions of patient safety
culture than management position. The ten NHSOPSC dimensions explained
47.2% of the variance for the overall rating question “Please give this nursing
home an overall rating on patient safety” (F [10, 384] = 34.39, p < 0.001).
“Management and organizational learning” had the strongest unique contribu-
tion (28.1%). This study suggests that staff working at the bedside have confi-
dence in their nursing managers’ attention to patient safety issues and that a
non-punitive environment is prevalent in Norwegian nursing homes.
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1. Introduction

Nursing homes provide complex care to a vulnerable group of patients in terms
of age, medically complex conditions, and reduced cognitive function [1] [2].
Increased awareness of patient safety has shown that adverse events related to
pressure ulcers, falls, medication, use of physical restraints, and infection out-
breaks are common in long-term care (LTC) and nursing home settings [1] [3]
[4] [5]. Although the risk of adverse events in nursing homes is prevalent,
knowledge of patient safety and patient safety culture is still limited, particularly
in Europe, including Scandinavia [6] [7] [8]. A recent Swedish study that de-
scribed nurses’ views on patient safety in nursing homes identified staff compe-
tence, sufficient information exchange related to care transitions, continuity of
care, and physical work environment as the most influential factors for patient
safety in nursing homes [8]. Among barriers were a lack of resources, including
competence and staff shortage, and a lack of communication, including internal
collaboration and documentation related to patients’ transitions. Furthermore,
there was a negative attitude to reporting incidents, including a culture of per-
sonal blame [8].

Safety culture may be considered as an aspect of organizational culture that
refers to how safety is viewed and treated in organizations. Therefore, safety
culture can influence behavior and decisions made by healthcare staff at the bed-
side [9] [10] [11]. Several factors are reported as important for safety culture,
such as management support, teamwork, open communication founded on
trust, a non-punitive approach to reporting adverse events, and ability to learn
and improve [12] [13]. The Agency of Healthcare Research and Quality (AHRQ)
refers to the following definition of patient safety culture. “The safety culture of
an organization is the product of individual and group values, attitudes, percep-
tions, competencies, and patterns of behavior that determine the commitment
to, and the style and proficiency of, an organization’s health and safety man-
agement. Organizations with a positive safety culture are characterized by
communications founded on mutual trust, by shared perceptions of the im-
portance of safety, and by confidence in the efficacy of preventive measures”
([14]: p. 23). A positive safety culture is known by encouraging honesty, pro-
moting learning, and there is a balance between individual and organizational
accountability [15].

Nurses are represented at all organizational levels in nursing homes as stra-
tegic policy makers, managers, and clinical staff working directly with patients

and are important stakeholders in driving and establishing a culture to support
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patient safety and to ensure the quality of care [2] [16]. The Nursing Home Sur-
vey on Patient Safety Culture (NHSOPSC), released in 2008, is specifically de-
signed to measure patient safety culture in nursing homes from a staff perspec-
tive [17].

Patient safety culture in primary care, nursing homes and LCT settings have
been explored in Sweden [18], Netherlands [7] and recently also in Norway [6].
However, these studies have used adapted or adjusted versions of the Hospital
Survey of Patient Safety Culture (HSOPSC) and Safety Attitude Questionnaire
(SAQ).

Previous studies among healthcare staff in LTC and nursing home settings
from the United States showed that patient safety culture was poorly developed
[1] [2] [3]. Fear of reporting adverse events or safety concerns among nursing
home staff has been identified as a major barrier to quality improvement [10].
Furthermore, several studies have shown that managers have more positive per-
ceptions of patient safety issues than frontline workers [3] [19] [20], as well as
differences in perceptions among different types of nursing home staff [19]. This
study aimed to investigate staff perceptions of patient safety culture in Norwe-
gian nursing homes measured with the Norwegian version of NHSOPSC [21].

The specific aims of the study were as follows: 1) to examine staff perceptions
of patient safety culture in a sample of Norwegian nursing homes as measured
by the NHSOPSC; 2) to evaluate differences in staff perceptions of patient safety
culture according to educational background and position; and 3) to examine
whether some patient safety culture dimensions contribute more to variance
than others in the overall rating question: “Please give this nursing home an

overall rating on patient safety”.

2. Methods
2.1. Design

We used a cross-sectional design based on the Norwegian version of the
AHRQ’s NHSOPSC to assess staff perceptions of patient safety culture in a sam-
ple of nursing homes [17] [21]. Twelve Norwegian nursing homes from six dif-
ferent municipalities in southern and western Norway representing both urban
and rural districts were purposively selected using variation as the main selection
criteria. Variation was related to the size of the nursing homes, ranging from one
to five wards. Staff participants, according to inclusion criteria, ranged from 15 -
172 per nursing home. Additionally, the nursing homes differed in how they
were organized depending on size, but also related to their level of integration
with daycare and home based services. The sample included nursing homes of-
fering specialized care such as long- and short-term care, subacute care, rehabil-
itation, care for patients with cognitive impairments (such as dementia) and pal-
liative care. Based on the variation criteria the sample of nursing homes included
would to a certain extent represent the variety of nursing home settings in Nor-

way. Information regarding the study and the survey instrument were presented
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to nursing home managers as part of the recruitment process. The sample con-
sisted of healthcare staff who were employed in a minimum of 30% of positions
and spoke the Norwegian language. A total of 671 paper-based questionnaires
were distributed to study participants between June and September 2013. An in-
formation letter followed the questionnaire and participation was based on writ-
ten informed consent. Each nursing home had a contact person who was re-

sponsible for local administration of questionnaires.

2.2. Study Setting

Healthcare in Norway is a public responsibility that is mainly financed through
taxation and public sources. While the state is responsible for specialized
healthcare, such as hospitals, the municipalities are responsible for primary care,
including nursing homes. Nursing homes play an important role in the health
services system by offering advanced care, including long- and short-term care,
sub-acute and acute care, rehabilitation, care for patients with dementia and
cognitive impairments, and palliative care [22].

The Norwegian Coordination Reform, which was implemented in 2012,
aimed to reduce the need for costly specialized healthcare by transferring medi-
cal treatment and nursing tasks from hospitals to nursing homes [23]. Conse-
quently, nursing homes have received an increased number of patients with poor
functioning and who are at risk for adverse events. Through the national patient
safety program, leadership and safety culture are regarded as crucial aspects for

improving patients’ safety [24].

2.3. Questionnaire

Safety culture was measured with the Norwegian version of the NHSOPSC in-
ventory, which consists of 43 items covering the perceptions of healthcare staff
regarding patient safety culture. The original instrument, which comprises 12
factors, has been tested and validated on a large scale in the United States, and is
used to examine patient safety culture ratings [17] [19]. When the NHSOPSC
inventory was translated and tested in a Norwegian context, results from con-
firmatory factor analysis showed that a 10-factor model had an acceptable fit in
the Norwegian setting as follows: root mean square error of approximation =
0.060, comparative fit index = 0.934, Tucker-Lewis index = 0.926, y* = 2058.33,
degrees of freedom = 765, p < 0.001, and acceptable factor loadings from 0.40 -
0.89 [21].

All NHSOPSC items are rated on Likert scales from 1 - 5, and include a re-
sponse alternative “does not apply (DA) or “don’t know” (DK). In addition to
the 10 dimensions (Table 1), we included one overall rating question considered
as outcome as follows: “Please give this nursing home an overall rating on pa-
tient safety” (scale from 1 - 5). The survey also collected background demo-
graphic variables, such as staff position or background, number of years in a
nursing home, work hours per week, work shift, and working directly with pa-
tients most of the time [17] [21].
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Table 1. Description of the 10 dimensions of the Norwegian version of the Nursing
Home Survey on Patient Safety Culture instrument.

Patients’ Safety Culture
Description
Dimensions

Staff treat each other with respect, support each other, help
1. Teamwork
out, and feel they are part of a team

2. Staffi Sufficient staff to cope with the workload, meeting patients’
. Staffin
8 needs during shift changes, and limited turnover

. . Staff follow procedures and do not ignore procedures to
3. Compliance with procedures .
make work easier

Staff obtain the training they need, understand the training,

4. Traini d skill
raining and skiis and are trained to deal with complex patients

5. Nonpunitive Staff are not afraid of reporting mistakes, are not blamed,
response to mistakes and are treated fairly

Staff have sufficient knowledge before taking care of a patient and
6. Handoffs when a care plan is changed, and they receive sufficient information
when patients are transferred from hospital

7. Feedback and When staff report harm to patients, the focus is on preventing
communication about incidents incidents and ways to keep patients safe

8. Communication openness  Staff speak about problems and their ideas are valued

9. Supervisor expectations and Frontline managers listen to staff ideas, provide positive
actions promoting patient safetyfeedback, and pay attention to safety problems of patients

10. Management Management provides a supportive work environment,
and organizational learning gives safety top priority, and promotes a learning culture

2.4. Ethics Approval and Consent to Participate

The study was approved by the Norwegian Social Science Data Services (Ref. No.
2012/32450) and the Norwegian Regional Committees for Medical and Health
Research Ethics (Ref. No. 2011/1978). Participation was based on written in-

formed consent.

2.5. Statistical Analyses

We used SPSS Version 23.0 (IBM Corporation, Armonk NY, USA) for Windows
for the analyses. Average percent positive responses for each of the 10 safety
culture dimensions were calculated by averaging the item-level percentage positive
responses, when the response alternative DA or DKwas excluded [17]. When the
responders answered “strongly agree/agree” and “most of the time/ always” or
“strongly disagree/disagree” or “never/rarely” for reverse worded items, the an-
swers were categorized as a positive response. Items with the corresponding mean,
standard deviation (SD), number of positive responses per item, percentage of
positive responses per item and, average percentage per dimension were reported.
Differences in perception of patient safety culture (10 dimensions) according
to educational background and position (managers included leaders at the
first-line level, healthcare workers with a minimum of a Bachelor’s degree and

healthcare workers with upper secondary school education and assistants) were
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tested using one-way, between groups analyses of variance (ANOVA). Assistants
included those who responded “assistants” and those who responded “others”
related to staff position or background. Separate post-hoc tests (LSD) were con-
ducted for parameters that were significant in the overall analyses.

Multiple linear regression analyses were performed to examine the predictive
value of the 10 safety culture dimensions on the outcome question “Please give
this nursing home an overall rating on patient safety”. All of the independent
variables were entered simultaneously. Pearson’s Product—Moment Correlation
and preliminary analyses were conducted to ensure no violation of the assump-
tions of normality, linearity, multicollinearity, and homoscedasticity before we
performed the regression analyses. No violation was found and the correlation
coefficients varied between 0.236 and 0.635. The unstandardized coefficient (B),
standard error of the mean (SE), standardized beta coefficient (f), and the
unique predictive contribution for each of the dimensions (sr’,,,,,) are pre-
sented. A pvalue of <0.005 was regarded as significant.

3. Results
3.1. Descriptive Statistics

A total of 466 healthcare staff responded to the questionnaire, with a response
rate of 69%. The participants were representative for Norwegian nursing home
staff and 6.3% included managers, comprising leaders at first line level (n = 29),
39.6% were healthcare workers with a minimum of a Bachelor’s degree (n =
181), and 54% were healthcare workers with upper secondary school education
and assistants, (n = 247). Furthermore, 45.7% of the staff reported working >10
years in the nursing home (n = 209), 71.8% reported work hours >25 per week
(n = 326), 67.7% worked in the daytime most often (n = 303), and 95.2% of the
respondents working directly with patients most of the time (n = 436).

3.2. Perceptions of Patient Safety Culture in Norwegian Nursing
Homes

The proportion of positive responses was high. Six of the 10 dimensions had an
average percentage of positive responses above 70% (Table 2). The dimensions
with the highest percentages were “supervisor expectations and actions promot-
ing patient safety” (88%) and “feedback and communication about incidents”
(87%). “Non-punitive response to mistakes” also showed a high score (78%).
The dimensions with the lowest percentages were “staffing” (46%) and “training
and skills” (56%). Moreover, 80.9% of respondents rated the overall patient
safety grade in their nursing home as excellent or very good, 17.4% as accepta-
ble, and 1.8% as fair (n = 449).

3.3. Perception of Patient Safety Culture According to Educational
Background and Position

Managers, including leaders at the first-line level, reported higher scores in all of

the dimensions, except for “compliance with procedures” compared with the
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Table 2. Items with the corresponding mean (SD), number of positive responses, per-
centage of positive responses per item and per dimension.

Patient Safety Positive responses
Culture Items Mean (SD) per item
Dimensions (percentages)

Al. Staff in this nursing home treat each

1. Teamwork K
other with respect

4.31 (0.79) 392 (85%)

A2. Staff support one another in this nursing home 4.18 (0.79) 369 (80%)
AS5. Staff feel like they are part of a team 4.10 (0.82) 372 (80%)

A9. When someone gets really busy in

3.71 (0.85) 276 (60%
this nursing home, other staff help out (0.85) (60%)

76%"

2. Staffing A3. We have enough staff to handle the workload 2.97 (0.89) 110 (24%)

A8 (R). Staff have to hurry because

2.55(0.92) 51 (119
they have too much work to do (0.92) 51 (11%)

Al6. Patients needs are met during shift changes  3.80 (0.81) 295 (66%)

A17 (R). It is hard to keep patients safe

4.11 (0.85) 355 (83%
here because so many staff quit their jobs (0.85) (83%)

46%*
A4. Staff follow standard procedures

3. Compliance withto care for patients

procedures A6 (R). Staff use shortcuts to get their
work done faster

4.00 (0.79) 353 (78%)

3.38 (0.92) 206 (46%)

A14 (R). To make work easier,

3.82(0.81) 312 (70%
staff often ignore procedures (0.81) (70%)

65%"

A7. Staff get the training they need

T ) 3.63 (0.86) 264 (57%)
4. Trainingand  in this nursing home

skills A11. Staff have enough training on

3.21 (0.86) 153 (349
how to handle difficult patients (0.86) (34%)

A13. Staff understand the training

3.89 (0.73) 332 (76%
they get in this nursing home (0.73) (76%)

56%"

5. Nonpunitive ~ A10 (R). Staff are blamed when a patient is harmed 4.13 (0.77) 372 (87%)
response to
mistakes A12 (R). Staff are afraid to report their mistakes ~ 3.76 (0.83) 291 (67%)

A15. Staff are treated fairly when they make mis-

3.95 (0.79) 333 (80%)
takes

A18. Staff feel safe reporting their mistakes 3.97 (0.74) 347 (78%)
78%!

BI. Staff are told what they need to know before

6. Handoffs
taking care of a patient for the first time

4.01 (0.72) 367 (80%)

B2.Staff are told right away when there
] ) e 3.79 (0.78) 308 (69%)
is a change in a patient’s care plan

B10. Staff are given all the information

4.24 (0.63) 417 (91%
they need to care for patients (0.63) (o1%)

80%'"
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Continued

7. Feedback and
communication
about incidents

8. Communication
openness

9. Supervisor
expectations and
actions promoting
patient safety

10. Management
and organizational
learning

B4. When staff report something that could
harm a patient, someone takes care of it

B5. In this nursing home, we talk about ways
to keep incidents from happening again

B6. Staff tell someone if they see something
that might harm a patient

B8. In this nursing home, we discuss
ways to keep patients safe from harm

B7. Staff ideas and suggestions are
valued in this nursing home

B9 (R). Staff opinions are ignored
in this nursing home

B11. It is easy for staff to speak up about
problems in this nursing home

C1. My supervisor listens to staff ideas and
suggestions about patient safety

C2. My supervisor says a good word to
staff who follow the right procedures

C3. My supervisor pays attention to patient
safety problems in this nursing home

4.25 (0.69) 381 (88%)

3.98 (0.78) 358 (79%)

4.42 (0.58) 436 (96%)

4.07 (0.69) 381 (85%)
87%'

3.85(0.74) 329 (72%)

3.82(0.83) 317 (71%)

3.90 (0.85) 316 (71%)
71%!

4.22 (0.76) 381 (84%)

4.19 (0.78) 388 (86%)

4.38 (0.66) 419 (93%)

88%!

D1. Patients are well cared for in this nursing home4.33 (0.73) 411 (89%)

D2. Management asks staff how the nursing
home can improve patient safety

D3 (R). This nursing home lets the same
mistakes happen again and again

D4. It is easy to make changes to improve
patient safety in this nursing home

D5. This nursing home is always doing things
to improve the patient safety

D6. This nursing home does a good job
keeping patients safe

D7. Management listens to staff ideas and
suggestions to improve patient safety

D8. This nursing home is a safe place for patients

D9. Management often walks around the
nursing home to check on patient care

D10. When this nursing home makes changes to
improve patient safety, it checks to see
if the changes worked

3.58 (0.96) 236 (56%)

3.70 (0.85) 282 (65%)

3.59 (0.79) 235 (54%)

3.79 (0.74) 304 (69%)

3.97 (0.64) 362 (81%)

3.80 (0.83) 300 (68%)

4.30 (0.64) 418 (91%)

2.96 (1.14) 134 (33%)

3.61 (0.84) 221 (61%

67%"

Notes: R = reverse coded items. Positive responses were defined as answering “strongly agree/agree” and
“most of the time/always” or “strongly disagree/disagree or “never/rarely” for reversed coded items.
! Average percentage of positive responses per dimension. A, B, C and D representing sections in the ques-

tionnaire.
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two other staff groups (Table 3). With regard to educational level, healthcare
workers with upper secondary school and assistants reported higher scores on
two dimensions, “handoffs” and “management and organizational learning”,

compared with healthcare workers with a minimum of a Bachelor’s degree.

3.4. Perception of Patient Safety Culture and the Overall Rating of
Patient Safety

Standard multiple linear regression analysis showed that the 10 NHSOPSC di-
mensions explained 47.2% of the variance for the outcome question “Please give
this nursing home an overall rating on patient safety” (F [10, 384] = 34.39, p <
0.001) (Table 4). Only three dimensions (“staffing”, “handoffs,” and “manage-
ment and organizational learning”) made unique significant contributions to the
model when the overlapping effects of all other variables were removed. “Man-
agement and organizational learning” made the strongest unique contribution to
the model and explained 28.1% of the variance for the outcome question “Please

give this nursing home an overall rating on patient safety”.

Table 3. Comparison of patient safety culture scores across managers, including leaders
at the first-line level, healthcare workers with a minimum of a Bachelor’s degree, and
healthcare workers with upper secondary school education and assistants.

Staff groups

Upper
Patient Safety Culture secondary

Bachelor’s
Managers school

degree education/

Dimensions F(db, pvalue

assistants

Mean (SD) Mean (SD) Mean (SD)

1. Teamwork 4.33 (0.34)

2. Staffing 3.56 (0.62)

3. Compliance with procedures 3.78 (0.60)

4. Training and skills 3.77 (0.61)

5. Nonpunitive response to
. 4.07 (0.84)
mistakes

6. Handoffs 4.33 (0.53)

7. Feedback and communication
o 4.40 (0.42)
about incidents

8. Communication openness  4.30 (0.48)

9. Supervisor expectations and

. . . 4.23 (0.54)
actions promoting patient safety
10. Management

3.98 (0.52)
and organizational learning

4.04 (0.61) 4.04 (0.67)
3.25 (0.70) 3.24 (0.59)
3.64 (0.69) 3.620.71)

3.36 (0.71) 3.53(0.70)

3.77 (0.72) 3.75 (0.72)

3.85(0.66) 4.00 (0.61)

4.04 (0.64) 4.13 (0.60)

3.78 (0.72) 3.76 (0.69)

4.21 (0.73) 4.23 (0.68)

3.53 (0.64) 3.67 (0.62)

2.94 (2, 450) = 0.06*""
3.24 (2, 444) = 0.04*""
0.70 (2, 447) = 0.50

5.52 (2, 448) < 0.015°%"
2.49 (2, 437) = 0.08*"
8.37 (2, 446) < 0.01%"™<"
4.94 (2,439) < 0.01°™
7.97 (2, 445) < 0.01*%"

0.03 (2, 444) = 0.97*>"

7.10 (2, 427) < 0.01 #°™<

Differences between groups were tested with ANOVA and post-hoc analyses were performed with LSD. *p
< 0.05; **p < 0.01. *Comparison between managers and healthcare workers with a minimum of a Bachelor’s
degree. "Comparison between managers and healthcare workers with upper secondary school education
and assistants. ‘Comparison between healthcare workers with a minimum of a Bachelor’s degree and
healthcare workers with upper secondary school education and assistants.
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Table 4. The predictive values of the 10 patient safety culture dimensions on the overall
rating question, “Please give this nursing home an overall rating on patient safety”.

Patients’ Safety Culture Overall rating on patient safety

Dimensions B SE B s (unique)
1. Teamwork 0.012 0.013 0.045 0.036
2. Staffing 0.027 0.013 0.094* 0.079
3. Compliance with procedures 0.024 0.016 0.067 0.055
4. Training and skills -0.007 0.017 -0.019 -0.015
5. Nonpunitive response to
. 0.011 0.011 0.042 0.035
mistakes
6. Handoffs 0.045 0.019 0.114* 0.088
7. Feedback and communication
L 0.021 0.016 0.065 0.050
about incidents
8. Communication openness 0.022 0.018 0.062 0.044
9. Supervisor expectations and
R . R 0.009 0.017 0.025 0.020
actions promoting patient safety
10. Management
0.047 0.006 0.408** 0.281

and organizational learning

R? 0.472

Adjusted R 0.459

*p < 0.05; **p < 0.01. B = The unstandardized coefficient, SE = standard error of the mean S = Standardized

beta coefficient, s

umigne = the unique predictive contribution for each of the dimensions.

4. Discussion
4.1. Perceptions of Patient Safety Culture

This study is the first using the NHSOPSC in a cross-sectional design to report
how a sample of healthcare staff in 12 Norwegian nursing homes perceive pa-
tient safety culture. Our study showed a positive awareness of patient safety cul-
ture among nursing home staff. Frequently cited dimensions related to safety
culture, such as “leadership commitment to safety”, “non-punitive response to
mistakes”, “teamwork”, and “communication openness”, had a high percentage
of positive responses [13]. To some extent, these findings contradict previous
studies indicating that patient safety culture is poorly developed in nursing
homes and LTC settings, including a recent Norwegian study [1] [2] [3] [6].

Our study supports Castle et al’s study that compared safety culture in nurs-
ing homes and hospitals in the US using respectively the NHSOPSC and the
HSOPSC [25]. They found that nursing home scores were generally better when
comparing similar items in the HSOPSC questionnaire. Out of 26 highly similar
items in the questionnaires, 16 of the NHSOPSC scores were higher than the
HSOPSC scores. These results from US were not confirmed in a study from Ne-
therland where patient safety culture in nursing homes, measured with SAQ,
were comparable to those found in Dutch and US Intensive Care Units and am-
bulatory services [7]. Due to the scarcity of studies from European nursing home

context using the NHSOPSC, cautions should be made when comparing studies
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having used different assessment tools.

In our study, the dimensions “supervisor expectations and actions promoting
patient safety” (88%) and “feedback and communication about incidents” (87%)
showed the highest percentages of positive responses. These results indicate that
staff working at the bedside in Norwegian nursing homes have confidence in
their frontline nursing managers. Engaged nursing managers listening to fron-
tline staff’s concerns and promoting improvement of patient safety can serve as
important role models in nursing homes. A recent Danish study investigated
staff’s perceptions of patient safety culture before and after a leadership inter-
vention [26]. This Danish study showed that strengthening leadership could act
as a catalyst for improvement in the proportion of staff with positive attitudes
and a more positive safety culture.

Fear of reporting has been recognized as a barrier to improvement in safety
nursing homes [10]. Data from the AHRQ Comparative Database Report 2016
still found “non-punitive response to mistakes” among the dimensions that had
the lowest average percentage of positive responses (54%) [27] [28]. In contrast,
our study showed that “non-punitive response to mistakes” had a high average
percentage of positive responses (78%). This finding indicates that staff feel con-
fident in reporting safety concerns. Furthermore, teamwork, identified in the li-
terature as the second most critical sub-dimension of patient safety culture, after
leadership, showed a high average percentage of positive responses in our study
(76%) [12]. Norwegian work life is characterized by a democratic leadership
style and staff involvement in decision-making [29]. Additionally, national pa-
tient safety initiatives and legislation have shifted from focusing on the person to
focusing on the system [24]. Notably, we found that “communication openness”
had a slightly lower average percentage of positive responses (71%) than “non-
punitive response to mistakes” (78%) and “teamwork” (76%). This is in line with
a Swedish study that described nurses’ views on safety in nursing homes, and
identified lack of communication and negative attitudes to reporting incidents
among profound patient safety barriers [8].

Our results for the dimensions “staffing” and “training and skills” are of con-
cern because they had the lowest percentages of positive responses. Simulta-
neously, there has been steady growth of older patients with multiple diagnoses
who are discharged from hospitals to primary care services, including nursing
homes [30]. A recent study among municipality healthcare nurses in Norway
concluded that the majority of nurses experienced complex and challenging
work, but they lacked time, competencies, equipment, and information to suffi-
ciently care for their patients [30]. Staffing appears to be a common challenge in
nursing homes, exacerbated by financial issues and a lack of skilled staff and
training [2] [30] [31]. A study that compared nursing home staffing standards in
six countries showed wide variations within and across countries [16]. The in-
creasing levels of severity of illness among patients in nursing homes highlights

the need for further attention to staffing standards, to assure the quality of care.
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Norway has no official standards for staffing in nursing homes [31]. Staff train-
ing is an important aspect of safety improvement, but may be challenged by

work shift arrangements and insufficient staffing levels.

4.2. Educational Background and Position

The respondents in the current study were considered representative for nursing
home staff and nearly all of them (95.2%) worked directly with patients most of
the time. In our study sample, we found that managers, including leaders at the
first-line level, reported higher scores on all the dimensions, except for “com-
pliance with procedures”, compared with the two other staff groups (healthcare
workers with a minimum of a Bachelor’s degree and healthcare workers with
upper secondary school education and assistants). This finding is in line with
previous studies, which reported that managers have significantly more positive
safety culture perceptions than do frontline staff [3] [19] [20]. Comparison with
other European studies is not possible as they lack management position in
background characteristics” [6] [7].

Educational level appeared to have less influence on staff’s perceptions of pa-
tient safety culture than management position. Still, we found that healthcare
workers with upper secondary school education and assistants reported higher
scores in the two dimensions “handoffs” and “management and organizational
learning” than did healthcare workers with a minimum of a Bachelor’s degree.
These results are in line with a Dutch study using SAQ reporting a negative cor-
relation between education and safety climate [7]. The SAQ factor safety climate
seems to some extend have similarity to the management and organizational
learning dimension in the Norwegian NHSOPSC. Lower scores among staff with
a minimum of a Bachelor’s degree might be a result of higher clinical compe-
tence and clinical assessment ability. However, the results to some extend con-
tradictory to the findings of a recent Norwegian study where neither profession
nor work experience were significantly associated with mean scores for any pa-
tient safety factor [6]. This inconsistency in results might be explained by study

samples and should be further investigated.

4.3. Overall Rating on Patient Safety

The present study showed that the “management and organizational learning”
dimension was the strongest unique contributor to the outcome question related
to overall staff ratings on patient safety. This dimension consists of 10 items, in-
cluding management support, safety priority, learning systems, and improve-
ment changes. Considering that organizational characteristics are a stronger
predictor of safety culture than individual behavior, changes toward an im-
proved patient safety culture in nursing homes should be performed at an orga-
nizational level [10]. Management support means putting patient safety issues
on the strategic agenda. Staff in nursing homes should know that they are not

held accountable for system failures. Learning systems should be able to capture
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information and concerns from the frontline staff, besides having the capacity to
drive improvement. The patient safety factor “perceptions of management” in-
cluding managements support of daily efforts seems not to be included in the
Norwegian version of SAQ for nursing homes [6]. Comparison is therefore not
possible. Hence, previous studies have suggested a need for leadership involve-
ment at all organizational levels and highlight managers’ responsibility in estab-
lishing and sustaining safety culture as a key driver in patient safety work [24]
[26] [32].

4.4. Strengths and Limitations

A strength of the present study is the response rate of 69%, which can be partly
explained by the substantial leadership involvement in recruitment and feedback
of results. The high number of respondents working directly with patients (in-
cluding day, afternoon, and night shifts) provided important information from
frontline staff on patient safety culture in nursing homes. Respondents included
staff with relatively high levels of education and low rates of turnover, which are
considered important to patient safety.

Twelve nursing homes located in the southwest region of Norway were in-
cluded in the study based on their interest in patient safety issues and by actively
enrolling in the study. Although our study results are not necessarily generaliza-
ble to all nursing homes in Norway, they provide a valuable overview of the pa-
tient safety culture across a number of nursing homes. Some of the nursing
homes in our sample also participated in the Norwegian Patient Safety Cam-
paign, adding explanatory value to the high percentages of positive responses.

One limitation of this study is the low number of managers participating in
the study (n = 29). Another important limitation is the lack of an objective out-
come that measures patient safety (e.g., falls and medication errors). Therefore,
we had to relate to the subjective overall rating question “Please give this nursing

home an overall rating on patient safety”.

4.5. Conclusions

Assessing patient safety culture can be the first step in identifying areas of im-
provement and barriers to provide safe care. We found a positive awareness of
patient safety culture among frontline staff in participating Norwegian nursing
homes. The highest proportion of positive responses was for the dimension “su-
pervisor expectations and actions promoting patient safety,” indicating that staff
have confidence in their frontline nursing managers. Furthermore, “feedback
and communications about incidents” and “non-punitive response to mistakes”
had high scores. Fear of reporting mistakes is considered a major barrier to im-
provement in safety. Areas of particular concern were staff perceptions of the
“staffing” and “training and skills” dimensions, especially considering the in-
creasing transfer of medical treatment and complex nursing tasks from hospitals

to nursing homes.
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As expected, managers reported higher scores on all dimensions, except for
“compliance with procedures”, compared with other staff groups, while educa-
tional level had less effect on staff’s perceptions of patient safety culture. “Man-
agement and organizational learning” made the strongest unique contribution to
overall staff ratings of patients’ safety, indicating the importance of actions taken
at an organizational level to support a robust safety culture. Further research
should include objective outcomes that measure patient safety, such as falls and
medication errors, to identify if improvement in safety culture affects clinical
outcomes. Culture assessments may increase the awareness of safety issues and

support quality improvement initiatives.
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Abstract

Introduction: Intraoperative care includes a unique knowledge of how to
perform a safe and effective surgery procedure. Surgery performed under re-
gional or local anaesthesia allows the patient to remain conscious during the
procedure and is rather common in Swedish healthcare today. Aim: The aim
was to obtain a deeper understanding of the main concerns of operating thea-
tre nurses (OTN) when caring for conscious patients during the intraopera-
tive phase. Methods: Interviews were conducted with 23 OTNs from five dif-
ferent hospitals in Sweden and analysed according to grounded theory. Find-
ings: The main concern among the OTNs was to take the patient in consid-
eration. The core category “achieve and maintain ethical treatment of pa-
tients” in the operating theatre (OT) was a strategy used throughout the in-
traoperative process. Ethical treatment was described as moral behaviour at
different levels and included the team’s behaviour, respectful and individual-
ised patientcare, and the working-morale of the professionals. Being vigilant
and being flexible were the categories related to the core category. The OTNs
constantly assessed where to pay most attention as they balanced between the
needs of the patient, the team, and the surgery procedure. Conclusion: It is
important that every patient is taken into consideration and that ethical prin-
ciples are held to the highest standards in the OT. A familiar team can facili-
tate that. The complex skills that operating theatre nurses develop can be
added to explain important competencies within the profession.

Keywords

Conscious Patient, Grounded Theory, Intraoperative Care, Nursing,
Operating Theatre Nurse
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1. Introduction

In Sweden today, OTNs are registered nurses, providing perioperative nursing-
care to surgical patients, which requires unique knowledge and a highly devel-
oped set of skills [1]. Perioperative nursing care is provided at the time close to
the surgery [2]. The intraoperative phase, which is a part of the perioperative
care, starts when the patient arrives in the operating theatre (OT) and ends when
he/she is transferred to the postoperative ward. The environment in the OT is
highly technological, and time pressure to meet productivity requirements in-
teract with respect for the patient [3].

The nature of medical- and nursing-care often leaves an individual’s body
exposed to the eyes, hands, assessments, and comments of others [4]. Different
levels of anxiety have been reported in patients undergoing surgery, the causes of
which may be the fear of pain and discomfort, but also the loss of control, al-
tered body image, and concerns about diagnosis [5]. While any type of surgical
procedure, regardless of the method of anaesthesia, can be anxiety provoking for
patients, the choice of anaesthesia will primarily depend on the extent of the
surgery being performed [6].

General anaesthesia is a reversible state of complete unconsciousness [7]. Us-
ing local or regional anaesthesia allows the patient remain conscious during the
surgery [6]. This should not to be confused with awareness during general an-
aesthesia, which is a consequence of some sort of inadequate anaesthesia tech-
nique [8]. As a result of anaesthetic and surgical development, more complex
procedures are performed under local or regional anaesthesia, which allows for a
patient to be conscious throughout the intraoperative phase, fully aware of both
their care environment and treatment. Although it is anticipated that the patient
will remain awake during the procedure, the patient may require conscious se-
dation, which means that the patient is sedated, but is still able to respond pur-
posefully to verbal commands, either alone or accompanied by light tactile
stimulation [7]. According to Hankela and Kiikkala [9] the perioperative care
expectations and perceptions of conscious patients are different than those of
general anaesthesia patients. Being awake during a surgery process has been de-
scribed as a threat against both the body and the ego [10] and this stress that
occurs in the awake patient could alter intraoperative care conditions.

OTNs generally describe their role as being there for the patient and that the
patient’s wellbeing and safety is their responsibility [11] [12]. The fact that OTNs
operate behind closed doors means that the value of their work might has been
based on their performance in relation to the surgeon [13] [14].

The Swedish Society of Nursing [15] has identified a research gap concerning
the intraoperative experience of patients during local or regional anaesthesia.
Previous research has primarily described the experiences and perspectives of
anaesthesia nurses and patients [16] [17] [18]. Therefore, the current study seeks
to address this research gap by describing the intraoperative care experiences of

OTN s when surgery is performed on conscious patients.
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2. Aim

The aim of this study was to obtain a deeper understanding of OTNs main con-

cerns when caring for conscious patients during the intraoperative phase.

3. Methods
3.1. Design

Grounded theory (GT) was well suited to examine the issues of the current study
since the aim was to obtain a deeper knowledge regarding specific areas. In GT,
both quantitative and qualitative data can be used, since “all is data” [19]. Spe-
cifically, GT is a general inductive method based on a concept-indicator model
aimed to generate a new theory that is grounded in data and to present the
process occurring in the field of study [20]. The main task of GT is to provide
explanatory conceptual names to patterns of human behaviour [19] and to ex-

plain how participants address their main concerns [21].

3.2. Ethical Approval

The study was approved by the appropriate ethics committee (Dnr 2016-159-
31M) and then accepted by the chief physicians at the clinics. Written informa-
tion about the study (ie. study purpose, procedure, voluntary nature of partici-
pation, right to withdraw, and confidentiality of data) was sent out to the oper-
ating departments, and nurses in charge forward the information to the OTNs
and invited them to participate. Prior to data collection, all participants provided

written informed consent.

3.3. Context and Participants

The study was carried out in five different hospitals in Sweden, selected for con-
venience because of its location. One surgery department was in a university
hospital, located in metropolitan area. The other, in regional hospitals, was lo-
cated in middle-sized cities. One hospital’s surgery department were specialized
at upper limb orthopaedics and another only performed eye surgery. The other
hospitals’ surgery departments daily performed a mix of different kind of sur-
gery, for example; urological, orthopaedic, gynaecological (Table 1). Inclusion
criteria for the participants, was that they worked in operating departments as
registered OTNs, all with a minimum of one year experience of profession and
experience of any characteristic of surgery when the patient is conscious. A total
of 23 OTNss participated (22 female; Table 1). Participants described the context
for their work as being a part of an OT-team, which included the anaesthesia
nurse, the circulating nurse (who assisted the OTN with material and documen-
tation), an anaesthetist, the surgeon, and the OTN (Table 1). Variation existed
between hospitals which professionals were generally included in the team
(Table 1). In hospitals 1 - 3, the anaesthesia nurse, described as responsible for
bringing the patient from the preoperative ward to the OT, often remained in
sight of the patient throughout the intraoperative process. In hospitals 4 - 5, it
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Table 1. Overview of: Hospitals’ surgery departments’ clinical characteristics (M—Mixed
surgery, O—Orthopaedic upper limb surgery, E—Eye surgery) and team-members that
generally were included in the OT during surgery utilizing local or regional anaesthesia in
the different hospitals (X—Always-irrespective of anaesthesia method, XO—Sometimes-
depending on anaesthesia method). Total number of participants according to hospitals.

Professions/clinical
characteristic/total number Hospitall ~ Hospital 2 Hospital 3 Hospital4  Hospital 5
of participants
Clinical Characteristic M M 0] E M
ting Theatre N
Operating Theatre Nurse X X X X X
[OTN]
Anaesthesia Nurse X X X X0 X0
Circulating Nurse X X X X X
Anaesthetist X X X X0 X0
Surgeon X X X X X
Total number of
n.4 n.8 n.8 n.2 n.1

participants

was more common that the OTN accompanied the patient to the OT, as surgery
with local anaesthesia was performed more frequently and presences of an an-
aesthesia nurse was not deemed necessary. The anaesthetist was present in the
OT, depending on resources, anaesthetic method, and patient’s medical condition.

OTN, circulating nurse, and surgeons were represented in all five hospitals.

3.4. Data Collection and Analysis

Data was collected from focus group and individual interviews (Table 2) be-
tween September 2016 and March 2017.The interviews were conducted in places
chosen by the participants and major part chosed the hospital, near the working
places. Five interviews were held at the university area as preferred by some of
the participants.

The interviews began with the question “Can you tell me about how it is to
work in the operating theatre as an operating theatre nurse when the patient is
awake during surgery?” That initial question aimed to collect spontaneous de-
scriptions of what the participants considered as most important aspects of the
research area [22]. Followed-up questions, such as “Can you describe that
more?” and “Can you expand on that?” were asked during interviews.

Notes were written after each interview to capture ideas and continued as a
simultaneous activity through the analysis [23]. The basic goal of notation was to
develop ideas with complete freedom [24]. In accordance with GT, data collec-
tion and analysis were jointly performed [21] and began with focus-group inter-
views. The focus-group dynamic was used to generate a rich description and to
record a variety of perspectives about research area [24]. Further, constant com-
parison began after the first interview [23]. When the recorded interviews were

transcribed, they were coded in the right-hand margin. The process started with
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Table 2. Overview of data collection and informants.

No. Interviewer Interview Info'rmants Nun?ber/years of Intfervie'w length
recruited from  experience as OTN in minutes
1 K.B/M.H Focus group Hospital 1 4 OTN/8-40 years 81
2 K.B/M.H Focus group Hospital 2 4 OTN/2-21 years 65
3 K.B Focus group Hospital 3 4 OTN/3-30 years 53
4 K.B Focus group Hospital 3 3 OTN /1-11 years 55
5 K.B/M.H Individual Hospital 2 1 OTN/6 years 65
6 K.B Individual Hospital 2 1 OTN/34 years 70
7 K.B Individual Hospital 2 1 OTN/44 years 42
8 K.B Individual Hospital 2 1 OTN/32 74
9 K.B Individual Hospital 3 1 OTN/40 70
10 K.B Individual Hospital 4 1 OTN/23 63
11 K.B Individual Hospital 4 1 OTN/32 60
12 K.B Individual Hospital 5 1 OTN /35 62

open coding, meaning everything was coded, keeping in mind the question
“What is really occurring in the data?” [23]. The codes, derived from the text,
were then sorted, compared, and renamed several times during the process.
These preliminary concepts, main concerns, and core categories, acted as a guide
and indicated that individual interviews could add more depth to data. Individ-
ual interviews were then conducted (Table 2), still aimed at bringing inductive
perspective to the data. While interviewing and analysing the data, ideas of what
to ask next arose, and more specific questions for the subsequent interviews were
generated (Table 2).

The core category, central for all of the other categories, represents patterns of
participant behaviour performed to address the main concern [24]. The main
concern can be defined as a chief mover of action in an area of study [21]. As the
core category developed, the selective coding began, which was limited to those
variables related to the core category [25]. The final step in the analysis process,
theoretical coding, can be described as a set of conceptual model of relationships
that were found to relate the codes to each other [26]. The analysis process was
partly cross-validated by the second and third authors to ensure the first author’s
experiences of the phenomenon were not biased. Theoretical saturation was as-
sumed when new data did not provide new information to the category or the-
ory [27].

3.5. Findings

The main concern among OTNs when a patient is conscious during surgery was
to take the patient in consideration (Table 3). The OTNs emphasised the im-
portance of providing each patient with individual treatment, so that they may

feel that they have been respectfully cared for, and are the central focus of

DOI: 10.4236/0jn.2017.79079

1090 Open Journal of Nursing


https://doi.org/10.4236/ojn.2017.79079

K. Brodin et al.

Table 3. Overview of findings.

Main concern: Taking the conscious patient into consideration

Core category: Achieve and maintain high ethical standards in the OT

Being vigilant Being flexible

e Adaptive team communication
e Being on or off stage
e Comprehension of needs

e React to ethical lapses
e Assess where to focus

Theoretical code: Balancing among needs—patient, team, and safety

attention. To address the main concern, participants strove to achieve and
maintain ethical treatment of patients in the OT throughout the intraoperative
process (Table 3). Ethical treatment was described by the participants as a
whole, with the goal of providing the patient an overall positive experience. To
achieve and maintain these high ethical standards in the OT, three parts were
described as being taken in regard; the patient, the team, and the professional
role of the OTN. That all team-members acted professionally and concentrated
on their duties, adjusted to the patient’s specific needs and focusing on the pa-
tient’s safety, was explained as important to achieve high ethical standards. Fur-
ther, this was also explained as working to achieve a safe and smooth surgery,
which was believed to be part of the OTN’s professional role. This was under-
stood as any ethical lapse treatment, behaviour, or professional-duty could cause
disgrace for the participants.

The nursing-care activities, aimed at achieving and maintaining high ethical
standards in the OT, are explained in the categories, being vigilant and being
flexible (Table 3). The theoretical codes, balancing between needs—patient,
team, and safety, relates to these categories. These codes demonstrate the balance
sought by OTNs among all of the interpreted needs in the OT, and how they
would adapt to address these needs, depending on what they assessed as most
pertinent, based on the prevailing circumstances. The overall findings are pre-
sented in Table 3.

3.6. Core Category: Achieve and Maintain High Ethical Standards
in the OT

Achieving and maintaining high ethical standards in the OT was an important
skill OTNs demonstrated for taking the needs of the patient in consideration. To
achieve and maintain ethical standards, as fundamental to the reduction of risk
concerning the core category, was described by the participants like “having eyes
in the neck”, with the aim of feeling in control over the OT environment. Par-
ticipants emphasized the importance of being aware of everything happening in
the OT, in an effort to interpret various needs as they arose. It was described that
they constantly tried to notice any possible difficulties, in an effort to promote
an intraoperative phase where the patient was always taken into consideration.

This also included being aware of critical phases during the surgery procedure as
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a part of their professional role. Being aware, within the context of facilitating
high ethical standards, was to prevent anything or anyone from causing patient
discomfort. According to the participants, discomfort could be conceptualized as
signs of pain [e.g. feet moving under the surgical covering]. However, this could
also be conceptualized as team members using cell phones or computers for per-
sonal reasons that shifted focus from the patient and the surgery process. Despite
this, risks that shifted focus from the patient were sometimes let to pass. This
was done for the reason of not starting an argument in the OT. Instead, the OTNs
described feeling like inappropriate behaviour of colleagues required to be even
more aware of the whole, to compensate for the ethical lapses of other team mem-
bers. Participants with more experiences expressed that they had developed skills to
predict critical elements that could endanger ethical standards. This was described
as a strength, and that successful attention to the whole process, utilizing correct

nursing interventions, was expressed as feeling highly ethical and satisfying.

3.7. Being Vigilant

Being vigilant was a way to achieve and maintain ethical standards and is further
explained in the subcategories react to ethical lapses and assess where to focus.
However, vigilance, according the participants, was to keep a watchful eye, in-
terpret, and react to elements that could have negative effects on the patients’
experience, such as difficulties in the surgical process, disrespectful behaviours,
and/or inappropriate conversation.

The participants described that they reacted to ethical lapses in sense that they
would reprimand non-acceptable behaviours and/or conversation. Avoiding in-
appropriate elements that the conscious patient could notice was described as
especially significant for maintaining ethical standards. The intention was to
correct these inappropriate behaviours by either reminding team members about
the awake patient, becoming very quiet (Ze. not answering), or by changing the
direction of the conversation.

“.... Iif I see something is going to go wrong or someone says something inap-
propriate, then I have to react to that, of course...” (OTN, interview 1)

The same reaction was described if a discussion about a patient who was not
present occurred (Ze. a telephone call from other wards or between surgeons
during a surgery), which was perceived as unethical lapse in maintaining confi-
dentiality. With more work experience in the unit, the OTNs expressed a grow-
ing courage to correct errors to achieve and maintain high ethical standards in
the OT.

3.8. Being Flexible

To achieve and maintain high ethical standards, participants highlighted the
importance of being flexible during surgery, taking into account the patient, the
team-members, and the surgery process. This concept concerned how they
talked, what they said, what they did, and when they did it. They assessed every
situation trying to fit in as long as it maintained high ethical standards and en-

DOI: 10.4236/0jn.2017.79079

1092 Open Journal of Nursing


https://doi.org/10.4236/ojn.2017.79079

K. Brodin et al.

hanced the patient experience. Adapted team communication was explained as
communicating clearly, but with the aim of not worrying the patient. This
adapted communication was performed both verbally and non-verbally. Non-
verbal communication was easier to manage when the team members knew each
other. They used the eyes and a kind of sign language to gain each other’s atten-
tion. It was described by many of the participants as ethical if they could avoid
frightening terms like “knife” or “needle” as much as possible, but at least so it
did not cause anxiety within the patient. In situations when the participants
needed to speak, they tried to express what they needed to say through whisper-
ing or by talking it in positive terms, so that the patient should not misunder-
stand.

“...the conscious patient is so incredibly nervous and responsive to everything
and all the little nuances...you can hardly communicate at all without making
the patient nervous...” (OTN, interview 10)

Flexibility included being on or off stage was described as adjusting the inter-
action with the patient. The participants explained that, by getting a picture of
the state of the patient they were able to adapt this interaction. The first patient
meetings were mostly described as occurring when the patient entered the OT,
accompanied by the anaesthesia nurse. This time was described as a short mo-
ment to perceive what kind of patient this was, and attempt to gain the patient’s
trust. When the patient made eye contact, and seemed rather calm, the OTNs
sought more interaction than if the patient hardly answered or showed signs of
fear.

“In the way that the patient answered, you would get an idea of how nervous
the patient was. So, already in the first meeting, you get a picture of how the pa-
tient will act on the operating table, and from that, I adapt myself...” (OTN, in-
terview 5)

The OTNs indicated that they sometimes would back off and let the anaesthe-
sia nurse continue undisturbed, so as not to cause the patient more discomfort
or anxiety. In situations where the participants perceived it was difficult to get
near the patient and make a contact before preoperative disinfection, an assess-
ment about the value of this interaction was performed. It was described that
OTNss typically waited for the most appropriate time to “get on stage”, depend-
ing on how they perceived the patients’ needs, the value of contact, time-pressure,
and the team’s attitude in the OT. The importance of creating a professional re-
lationship with the patient was described, but for ethical reasons, they never
seemed to force contact that was not wanted or needed. Being “off stage”, taking
the patient in consideration was not seen as a problem for OTNs. Participants
expressed that a part of achieving high ethical standards in the OT was that all of
the team members felt comfortable with the role taken on by the OTNs. From
the perspective of the participants, did not matter if their role was passive or ac-
tive, as long as they perceived their behaviour was best for the patient.

Comprehension of needs was described as a combination of various skills.
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During a surgery-process, there were many different needs that would emerge.
The description provided by OTNs of their professional role was advocating for
the patient and being responsible for the successful outcome of the surgery
process. When a patient undergoes surgery with local or regional anaesthesia,
the information provided to the patient was very important. OTNs underlined
that things the patient could perceive [e.g. preoperative disinfection, changing
the patient’s body-position, needle sticks], could never be done without in-
forming the patient first. The participants explained that they provided this in-
formation to the patient in a way they deemed necessary for each patient. Par-
ticipants further described their professional roles as not only insuring that the
patient did not maintain a body position that could cause harm, but also pre-
paring the patient for lying in said position so that it did not start to feel un-
comfortable soon after. It was also described as understanding the importance of
creating appropriate access to the surgery area, promoting a safe surgery process.
The participants did not compromise the aseptic or surgical quality, but they
expressed the value of patient’s needs for comfort. As a part of the comprehen-
sion of patient needs, the OTNs determined if the patient liked to talk during
surgery, then they tried to find anything that could include the patient in the
conversation. They sought to uncover common interests if it brought comfort,
reduced anxiety, and helped the patient overall in the foreign environment of the
OT. Although the participants described that they were involved in this kind of
talking, they only did so when necessary and would not distract the surgeon

and/or the safe surgery process.

3.9. Balancing among Needs—Patient, Team, and Safety

The theoretical code, balancing among needs—patient, team, and safety, illus-
trates the importance of knowing where attention should be directed and when,
to fulfil the goal of achieving and maintaining high ethical standards in the OT.
Even though knowledge of aseptic conditions and of the surgery procedure itself
were elements attributed almost exclusively to OTNs, they also saw their mission
as being responsible for establishing a respectful and safe situation for their con-
scious patients. To accomplish this, they tried to interpret the individual needs
of the patient and assess how well the other team members responded to these
needs. The participants described that they took on the role that was needed
from moment to moment, and adapted their behaviour and performance ac-
cordingly. Further, they strove for a smooth surgery, which required focus on
the surgery process and the surgeon, but also a focus on helping the patients re-
main calm during the procedure. The balance among all the needs in the OT by
the OTNs was about constantly assessing and reassessing to determine where,
and how, they would be the most useful.

4. Discussion

The aim of this study was to obtain a deeper understanding of the main concern

of OTNs when caring for conscious patients during the intraoperative phase.
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The overall analysis showed that this concern was to take the needs of the patient
into consideration. Participants in this GT explained that they always endeav-
oured for an intraoperative phase with high ethical standards, but that this was
perceived as even more important when the patient was awake during the sur-
gery. They described that conscious patients needed to be provided considera-
tion throughout the duration of the surgery. The patient was seen as vulnerable
and highly sensitive to everything that happened in the OT, a sentiment that has
also been suggested by Eriksson [28]. Additionally, OTNs felt empathy with the
patient and tried to make the whole surgical experience as positive as possible.
The challenging nature of this has been suggested by Marran [5] and, according
to the participants in this study, it largely depended on the ethical standards
within the OT team. To address this main concern, participants endeavoured to
achieve and maintain high ethical standards within the OT. Ethical standards
within the OT, as Lindwall and von Post [29] suggested, can be understood as
the combination ethics and habitual behaviours, because of the moral virtue that
arises through habits. The morality described in this study involves adjusting
nursing care to meet the needs of the patient, maintaining respectful behaviours,
and promoting a safe surgical environment. The participants described how they
strove to achieve high ethical standards within the OT, based on assessed needs,
and facilitated by work experiences. A comparable sentiment was suggested by
Lindwall and Von Post [29] who described that the method OTNs perform their
work is primarily based on knowledge, values, ethics, and morality.

To maintain high ethical standards, OTNs tried to be aware of the whole OT
environment. This was also suggested by Kelvered et a/ [11], who stated that the
intraoperative nursing care style characteristic of OTNs was to be constantly
present in every situation. For the OTNs in this study, to be aware of the whole
included having control, and reacting to inappropriate/unethical actions that
could put the patient or surgical procedure at risk, or could cause discomfort/
suffering. Similar findings have also been discussed in other intraoperative stud-
ies, utilizing the term “situation awareness” [30] [31] which is defined as “know-
ing what is going on”.

Knowing fellow members of the surgical team well seemed to be of great
value, according to the sentiments of the participants of this, and other studies
[32] [33] [34]. Being familiar with the team was expressed in this study as a fa-
cilitator to achieve and maintain high ethical standards in the OT, which is in
line with the results presented by Lindwall and Von post [29]. This type of fa-
miliarity can facilitate non-verbal communication and optimize important ele-
ments of collaboration within the team, a sentiment that was also suggested in a
study by Sandelin and Gustafson [35]. In the present, as well as other studies
[35] [36] [37], familiarity with the team can be understood as contributing to the
level of situational awareness perceived by OTNs, and assists in achieving and
maintaining high ethical standards as a whole. It can further be suggested as be-
ing “prepared for expected and assumed incidents and/or disruptive behaviours”

when striving to create a respectful and professional care environment. Lindwall
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et al [38] describes that habits as acts that are sometimes unethical, but per-
formed regularly by some individuals. The situations described by OTNs in this
study can explain the importance of being familiar with the team. In other
words, knowing the team can also include knowing their habits, especially their
bad habits, thus allowing for OTNs to be prepared to address these issues that
can negatively affect high ethical standards in the OT.

The theory, presented as a balance among the needs of all individuals within
the OT, can be suggested as a balance between technical and non-technical skills.
The non-technical skills, as described in other studies [30] [31] [39], can be seen
as the ability to think ahead, trying to imagine everything that can go wrong, and
utilizing an understanding the team to primitively address these concerns. The
balance between needs related to safety and patients, as explained in this study,
are similar to concepts suggested by Buber [40]. Buber [40] differentiated rela-
tionships, in which an “I and thou” relationship could be understood as when
the OTN saw the conscious patient as a person. In this concept, the relationship
between the OTN and the patient is considered one based on equality, with a
focus on interaction and reciprocity. However the participants in this GT de-
scribed that they never took more contact than they assessed that the patient de-
sired, which can be seen as ethically correct according to Buber [40]. The bal-
ance also included that OTNs responded to the more technical needs that oc-
curred, as they endeavoured to promote a safe surgery. This made the OTNs to
assume another approach. Here the OTNs changed the relationship from a “thou”
in to an “it”. The “I and it” relationship, according to Buber [40] can be under-
stood as a relationship based on more science, where facts and discussions of “cause
and effect” dominates. This was described as necessary in some surgical situations
when distance and objectivity was required to perform appropriate medical, surgi-
cal, and/or nursing interventions. Buber [40] suggested that these two relationships

occur in a continuum, where both are present, but to various degrees.

5. Methodological Discussion

GT was well suited to describe the main concern in intraoperative nursing care
when the patient is awake. The researchers have very different experiences of in-
traoperative nursing-care in conscious patients, and these experiences were used
to validate the results. In GT, that data should speak for itself, with each category
being grounded in data, rather than rising from researcher’s preconceptions
[28]. The first researcher’s experiences within the OT have been taken in con-
sideration, and data was cross-validated by the other two authors.

A GT must demonstrate four criteria; fit, workability, relevance, and modifi-
ability [19]. The theory fits when categories represents the pattern of the data
[26]. Relevance is shown when the generated theory explains how the partici-
pants resolve the main concern they described as an important issue. Workabil-
ity has been considered, and participants confirmed that the results correctly ex-

plain the reality as they experienced it. This theory could be modified if new data
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alters the circumstances.

Participants were employed at five different hospitals in the central region of
Sweden. Even though there were differences in their specific experiences, they
seemed mostly to talk about the same sentiments and concerns. Some of the par-
ticipants were former colleagues of the researcher. This was not seen as a prob-
lem however, as many years had passed. Instead, some of the participants found
it easier to describe their experiences about the research area when they were
familiar with the interviewer. While the current study describe the specific ex-
periences of the participants, the results can be relevant in any context where

medical or surgical treatments are performed in team.

6. Conclusion

The findings illustrate the importance of a common vision of high ethical stan-
dards within a surgical team to ensure that the patient is taken in considera-
tion. This study also reveals how vulnerable ethics can be in an unfamiliar team,
both from a technical and non-technical standpoint, and suggests that ethics
should be strongly considered, especially when it comes to surgery utilizing local
or regional anaesthesia. The OTNs concern about considering the conscious pa-
tient, and the skills they develop and apply to address this concern, can be added

to further describe the professional competencies of OTNs.
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