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Knowledge is the product of the action of learning
and has as requisite that it can be expressed
and communicated to others.) According to
Fawcett,® one of the central issues for the survival
of nursing as a discipline is understanding the
nature and structure of nursing knowledge. This
can be interpreted as the clarity about that which
should be investigated, what should be done in
the practice, and what should be taught during
the formation of professionals. Although research,
practice, and formation have been based on the

body of knowledge from other disciplines,® it is not 1 Nurse, Masters, Ph.D. Candidate. Associated Pro-
i X k X fessor, Universidad Pontificia Bolivariana, Medellin
possible to achieve autonomy and independence in (Colombia).
practice, as a given right,™ if progress is not made in email: jhon.osorio@upb.edu.co
: . . Co How to cite this article: Osorio-Castafio JH. Promotion
the con.structlon, consolidation, and appropriation and Enhancement of Knowledge in Nursing. Invest.
of nursing’s own knowledge. Hence, to promote Educ. Enferm. 2018; 36(1):¢01.

the development of nursing knowledge requires DO!: 10.17533/udea.iee.v36n1e01

three central elements: formation, practice, and
research; and each of them transversed by other EY
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support elements, like the development and
analysis of concepts, the use of medium-range
theories, the use of a standardized language, and
evidence-based nursing.

The first necessary element is the undergraduate
and graduate formation. It gains importance
because the learning and teaching processes permit
understanding and favoring the appropriation of
nursingasascientificdisciplineand asan autonomous
profession. To achieve this, it is indispensable to
support this formation on transversal elements,
especially on the use of medium-range theories and
of a standardized language. Medium-range theories
deal with specific phenomena of the discipline,
like — for example — transitions, the maternal
role, unpleasant symptoms, self-transcendence,
suffering, ailing, comfort, and uncertainty, among
many others, that emerge from the practice and
return to it in a more elaborate manner. Moreno®
and Seguel et al.,® ratify that the construction of
theories, especially the medium-range theories, has
been essential for the practice due to the limited
number of concepts and because of their great use
in understanding specific phenomena of the nursing
practice.

Standardized languages are used to document
the professional practice, given that they permit
comparing and evaluating the effectiveness of the
care offered in multiple scenarios of professional
performance and provide a tool to communicate
what is being done clearly and similarly.” For
Seguel et al.,® and Silva et al.,'® the nursing
process and the use of standardized languages,
in spite of having a strong positive influx, favor
a work method that contributes to appraising,
planning, and evaluating under standards that can
guide the practice; besides generating questions
on the effectiveness of the nursing interventions
that must be strongly adhered to by professionals
since the formative processes.

Using a standardized language through a work
method somehow defines the knowledge of
the discipline and, if used properly, can permit
nursing professionals to describe, communicate,
investigate, and teach consistently the phenomena

Invest Educ Enferm. 2018; 36(1)

concerning the nursing practice and discipline.® But
achieving undergraduate and graduate formation
also requires the formation of the teaching staff.
As mentioned by Ramirez et al.,*® formation in
Nursing requires highly trained faculty to promote
autonomous learning of their students, the same
that will give origin to graduates committed to
their self-education, so that as a professional group
they assume a leading role in the development of
humanity and learn from the classroom to create
and participate in a more humane, equitable,
and responsible world. This generates another
challenge and the curricular structure of the
undergraduate and graduate formation programs
must respond to many components, like progress
in the discipline, the new action domains, national
and global population needs, and strengthening of
their own knowledge to participate actively in the
multidisciplinarity approach.

Strongly linked to the formation, the practice is the
soul of a professional discipline. This element is
crucial when favoring the development of nursing
knowledge, given that it is where the problems or
phenomena appertaining to inquiry derived from
the discipline are generated; it is also in the practice
where it can be seen what nursing is and what its
practice supports. As stated by Duran de Villalobos,*V
the practice is accompanied by a system of abstract
knowledge, dynamic development, which for its
production and modification requires its being
supported on daily practice that, in the end,
evidences the relevant phenomena and problems of
the disciplinary knowledge.

To understand the practice as promotion of
nursing knowledge, it is necessary to recur to a
mainstreaming element and that is evidence-based
nursing, understood as the conscious, judicious, and
explicit use of the best scientific evidence available
related with nursing knowledge that permits making
decisions about care, bearing in mind the patients’
preferences and values.®? It is fundamental in the
practice and in the formation to contrast, verify, test,
refute, question, and rethink.®

Practice and formation of a discipline based on
tradition, on intuition, and on the hegemonic power
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of other disciplines are probably condemned to
disappearing. Hence, the emergence of a new
connection between formation and formative
professional practice in evidence-based nursing;
understanding here that the evidence may come
about from the generation of concepts, theories or
their corroboration, the validation of a standardized
language, and — of course — from the use of research
results to generate new knowledge and inquiries that
contribute to consolidating the practice. Practice
that can achieve a balance and a link between the
orientation to the task and the procedure and the care
of experiences that are not tangible or measurable to
facilitate the generation of new concerns, innovative
proposals and the permanence of both orientations
within a discipline dedicated to bedside baths and
to the balance of liquids, as well as to interventions
to favor an adaptive system and accompany the
transition toward motherhood.®®

Everything described until now would not be
possible without the aid of research. For several
authors,©101415 research is the motor that drives
disciplinary and professional development. It favors
the generation, renovation, and consolidation
of the discipline’s knowledge. It is fundamental
for the formation and practice, as well as for
the other transverse elements that have already
been described. According to Fawcett,*® Nursing
research can be carried out under two perspectives:
to generate theory or to test theory, but the author
warns that both can be based on a conceptual and
theoretical structure of the discipline and it would
not be possible if there were no paradigmatic
nucleus, as denominated by Fawcett,'” or some
domains of knowledge, as called by Meleis.1®

It is important to highlight the pertinence of research
by identifying the phenomena of the nursing domain.
These phenomena can be defined through a single
word or in theoretical terms, through a concept.
Concepts include an experience that can be identified
through observation, cognition, or language.t?
Moreno® indicates that the analysis of concepts

Jhon Henry Osorio-Castafio

is the first step for the theoretical development of
nursing. Now, research cannot have repercussions
upon it, on the formation and practice of Nursing if it
is not disseminated. In this sense, the dissemination
becomes a more real element of the promotion of
the development of nursing knowledge, given that
whatever is not published perishes, inexistent. Only
that which can be read, shared, socialized will be
used in the consolidation of the formation, practice,
research, and professional autonomy. The publication
of research results, especially in peer-reviewed
journals,®® determines the production of knowledge
in a profession,®! enables the dissemination of new
knowledge, and contributes decidedly to scientific
progress.©?? Although, as mentioned by Fawcett,?®
local, regional, national, and international
conferences are another platform that favors the
dissemination of research results in nursing, but do
not have the potential of reaching thousands as do
serial publications. Another fundamental aspect in
research is funding. This is a first-order challenge in
nursing, given that — according to Avena®® — some
negligence is noted from funding agencies to offer
and disburse resources for nursing research when
considering it of low impact.

Finally, everything exposed in terms of factors
that contribute to promoting nursing knowledge is
condensed in the great autonomy that, in spite of
being real according to Legislation 266 of 1993,
seems more of an illusion because of all the breaches
and disconnections occurring among formation,
practice, and research; furthermore, because of all
the setbacks found in the medium-range theories
— both in the formation, as in the practice and as
foundations of research, as well as with the use
of a standardized language and evidence-based
nursing, ignoring that everything as a whole makes
up a structure of knowledge that permits promoting
its development and which shields from the
consumption of knowledge from other disciplines
and from the generation of questionings on the
phenomena not appertaining to Nursing.

Invest Educ Enferm. 2018; 36(1)
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Impacto de la enfermedad renal crénica: experiencias de
pacientes y sus familiares del extremo Norte de Brasil

Objetivo. Identificar el impacto de la enfermedad renal crénica sobre el paciente
y su familia. Método. Estudio cualitativo conducido por el referencial teérico
metodolégico del Interaccionismo Simbodlico y de la Investigacién Narrativa. El
escenario del estudio fue el Estado de Amapa, localizado en el extremo Norte de
Brasil. Se realizaron entrevistas semiestructuradas a 15 pacientes con experiencia
en terapia de hemodialisis y a 16 familiares. Resultados. El anélisis temaético de las
narrativas identifico dos temas: la vida antes de la enfermedad y la vida invadida
por la enfermedad. Conclusion. El diagnéstico de la enfermedad renal crénica y
la necesidad de realizar hemodialisis son experiencias generadoras de intenso
sufrimiento, que afecta el cotidiano de la familia como un todo y que causa dafos
fisicos, psicoldgicos y sociales.

Descriptores: insuficiencia renal crénica; dialisis renal; investigacién cualitativa.
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O impacto da doenca renal cronica: experiéncias de
pacientes e familiares do extremo Norte do Brasil

Objetivo. Identificar o impacto da doenga renal cronica sobre o paciente e sua
familia. Método. Estudo qualitativo, conduzido pelo referencial teérico metodoldgico
do Interacionismo Simbdlico e da Pesquisa Narrativa. Teve como cenario o Estado
do Amapa, localizado no extremo Norte do Brasil. Entrevistas semiestruturadas
foram conduzidas com 15 pacientes que vivenciam a experiéncia da terapia
hemodialitica e 16 familiares destes. Resultados. A andlise temética das narrativas
resultou na identificacdo de dois temas: a vida antes da doenga e a vida invadida
pela doencga. Conclusao. O diagndstico da doenca renal cronica e a necessidade de
realizar hemodiélise se configuraram como uma experiéncia geradora de intenso
sofrimento, que afeta o cotidiano da familia como um todo e causa danos de ordem
fisica, psicolégica e social.

Descritores: insuficiéncia renal cronica; didlise renal; pesquisa qualitativa.
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|ntroduction

hile reflecting on the global health context, a study® highlights

chronic diseases as a challenge to the global health policy of

the 21st century. Chronic diseases are likely to soon become

a global epidemiological archetype and this has multiple
repercussions on the quality of life and productivity of people. Within this
perspective, the present study focus on chronic kidney disease (CKD), a
disease that leads to progressive and irreversible loss of renal function and
has multiple causes and varied prognostic factors. It is a long-term, insidious
and asymptomatic disease in most of the of its evolution.®

It should be noted that until 1965, many CKD patients worldwide would
progress to the final stages of the disease and die. The high mortality rate
was associated with limitations in the treatment of renal disease and the
extremely high costs of the usual treatment. Then, in 1972, a federal program
to support dialysis and kidney transplantation, called Medicare, was launched
in the United States. Since then, renal replacement therapy, dialysis and
transplantation, as treatment options for patients who progressed to end-stage
renal disease, proliferated in the public and private health network, and from
that moment on, the treatment of CKD has received increasing attention from
the scientific community, as demonstrated by population studies conducted
in different countries.?* Among the modalities of renal replacement therapy,
hemodialysis has as a peculiarity the fact that it has to be permanent, including
periodic dialysis sessions, restricted liquids intake, and use of medications.
This treatment contributes to increase the patients’ life length, but on the
other hand has physical, psychological and social implications that impact
their quality of life, as well as that of their families.

A research of national and international literature between the years 2010
and 2015 revealed a plethora of studies reporting the experience of CKD in a
fragmented way and from the perspective of sick individuals.®® However, few
studies have investigated this experience the perspective of the patient’s family.
In view of this, this article aimed to identify the impact of CKD on patients and
their families. Considering that CKD and hemodialysis therapy are not widely
known in the popular media, this contributes to a better understanding of the
challenges and adversities that patients and their families face as a result of
CKD. This study also aims to encourage nurses in the interest to intervene
in the suffering of families, through the establishment of a relationship of
trust that favors acceptance, adaptation to lifestyle changes and treatment
adherence.

The impact of chronic kidney disease: experiences of patients

and relatives from the extreme north of Brazil



Methods

In view of the object of this study, a qualitative
approach was chosen because it is appropriate
to explore subjective aspects and meanings that
people attribute to their experiences.’® Symbolic
Interactionism was adopted as theoretical reference
and represented the “lens” to guide this study.®?
Narrative research was adopted as methodological
reference and made it possible to understand the
experience “in a process of collaboration between
researcher and researched subject.!? The context
of the study was the State of Amap4, one of the 27
federative units in Brazil. It is the penultimate state
in the country in terms of population size, with
approximately 766 679 inhabitants distributed in
16 municipalities.*® Amapé has the Tumucumaque
Mountains National Park, one of the largest in the
world, with almost 3.9 million hectares, and of
great relevance because it presents a high number
of endemic species and different ethnic groups
in its surroundings: indigenous peoples, riverside
dwellers and chestnut farmers. Its capital city,
Macapa, the only Brazilian capital cut by the
Equator Line, is located along the Amazon River
and has no road or railroad connection with other
Brazilian capitals, and thus the access is only
possible by river or air.

A previous contact between the researcher and the
participants of the study in the Nephrology Unit
of Macapa was established during a period of ten
days. The systematically planned insertion in the
hemodialysis environment allowed a more careful
look at the context, the approximation with the
patients and the identification of patients who met
the selection criteria. The selection of participants
was intentional and they had to meet the following
criteria: to undergo hemodialysis for at least six
months, to live in the Capital or in a neighboring
municipality, to be over 18 years of age and to be
physically and psychologically able to respond to
the interview. Participating relatives were indicated
by the patients themselves, taking into account
those who were involved in their care and routines
regarding the disease and hemodialysis treatment
since the initial phase. The selection criteria for the

relatives were: to be over 18 years of age, to live in
the same house as the patient and to be available
to respond to the interview.

The invitation to participate in the study was
made personally by one of the researchers to
19 patients. Among them, one had no interest
in participating in the study and there were
successive mismatches in three cases that made
the interviews impossible. Thus, the population
consisted of 15 patients and 16 family members
who had their participation formalized by signing
the Informed Consent Term. The meeting with
the participants occurred simultaneously with
patients and relatives and began with the
elaboration of a family genogram including three
generations, which enabled the collection of
data about relationships over time and health,
occupation, religion, ethnicity, and migration.
1415 A family form, an instrument developed
by the researchers to list sociodemographic and
clinical data of the participants, was then filled
out. Finally, the semi-structured interview was
the strategy adopted to access the narrative
of the participants. The interviews were audio
recorded for an average of 40 minutes, and
were held between October 2014 and January
2015 at the participants’ home, at previously
scheduled dates and times. There was a need to
resume the interviews with two families to better
deepen the phenomenon studied.

Data were submitted to thematic analysis of
the narratives by the researchers without using
any professional software and contemplated six
phases: verbatim transcription and strenuous re-
readings, generation of initial codes, elaboration
and refinement of themes, final definition of
themes and production of the report.® In order to
guarantee the confidentiality of the participants’
identity, the identification “P” was used for
the patients’ narratives and “F” for the family
members’ narratives, followed by the number of
the order in which the interviews took place. This
study respected the ethical aspects of Resolution
466/12 and was approved by the Ethics and
Research Committee of the Federal University of
Amapa (Opinion N. 810.907).
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Results

This study was represented by 15 patients and
16 relatives: nine wives, three mothers, three
daughters and one ex-husband, aged between
23 and 83 years. The hemodialysis time ranged
from 1 to 16 years. Based on the participants’
narratives, two thematic units were created and
revealed the impact brought about by CKD and
the need for hemodialysis on the lives of patients
and their families.

Life before the disease

Before the disease, life was filled by the typical
chores of an active, independent and responsible
person, a family provider. Independence, freedom,
and physical disposition were elements that were
part of the life before the disease; as for health
problems, they did not exist or did not have
priority in their daily lives.

Work had a central place in people’s daily lives
and was consistent with their possibilities, their
geographical context and the demands of their
families. Working used to confer a sense of
freedom and power, especially when involved
activities developed in the countryside: | used
to work in the countryside, we lived in the
countryside, and my profession was to work
as a cowboy, in the farm ... riding a fighting
bull, a horse (P1l). As small landowners or
employees of rural properties, generally outside
the capital, they worked in a system of family
labor, performing all kinds of activities related
to planting, caring and management of animals,
extraction of wood and everything else that was
necessary for the maintenance and preservation
of the family business. As it is typical of field
work, the activities usually involved heavy work;
they took long journeys, almost from the dawn
to the sun set, and required a lot of physical
vigor and disposition: then he was employed on
a farm. | went there, but it was 5 km from the
roadside. And it was heavy, it was in the field, he
would carry weighty stuff ... we would go to the
field, and do everything! (F1). He worked in the
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countryside, used to cut wood with a chainsaw
(P6). Besides the work in the field, the work
activities included occupations in the industrial
sector; despite such full day of activities, there
were no difficulties, and physical vigor was
evident: |/ used to work hard, | would got up at
four o’clock in the morning to work and arrive at
ten at night every day, from Sunday to Sunday, |
had no difficulties with myself. When it was time
to leave at 5:00 PM, the boss in charge used to
ask who wanted to work overtime, and | always
stayed, | would only leave at 9:00 p.m., and |
would only get home at 10:00 p.m., because my
house was far away. | had much energy; | could
not stand having nothing to do (P9). Therefore, a
working and untiring life and without limits was
the way how patients and their families used to
feel before the illness.

Life invaded by the disease

It is in this context of life that the initial symptoms
of CKD emerge. When these were manifested,
they were usually attributed to some fatigue
resulting from the intense work they performed,
or went unnoticed, or considered as a minor
and irrelevant issue, at least at that time. They
could not stop their lives to care for something
seemingly unimportant.

To the extent, they faced every day life, the
symptoms of the disease arose, but they were
interpreted by the patients as something that
could not kill them, thus, not a reason for concern.
Despite their feelings that something was different
in their physical condition and vitality, they would
not mention this, and would or postpone the
doctor’s appointment. The idea that something
could be wrong with their health would go against
their self-image, and therefore they did not
complain or bother to investigate signs of changes
in their health: / began to feel some pains in my
hip and my wife would urge me to go to Macapa,
for me to see a doctor. But I'd say, ‘No, that’s
nothing, this is not for me’, because | was of that
type, brave in my job, you know. For me, nothing
could make me wave here and there (P1). He
did not say anything; he did not complain about
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anything, he never complained about anything.
The exams he did began to show many problems.
The doctor was warning him, but he did not care
... (F8). But a few days ago, | was feeling a bit
tired, you know, but | did not take it seriously ... |
thought it was because of work, something | had
done, | would wash the clothes and feel very tired.
Then | would say, ‘No, this is nothing’. | imagined
it was nothing. Then | could actually even feel
something, but | did not take it into account, |
let it pass, | did not take any tests... (P13). In
this way, the context of an active, independent life
brimming with physical disposition began to be
threatened. Some symptoms, previously unnoticed
or neglected, progressed, got exacerbated and
gained amplitude, interfering in or even making
it impossible to carry out daily work and daily
activities without any impediment: | began
to enter a process of swelling, my whole body
swelled, | started to have orientation problem, |
started to lose consciousness (P3); | had trouble
getting around to certain places, because | could
not even walk, because my kidneys were in pain.
| could only walk if there was a car, it was not
even because of the sight, because the lack of
vision also disturbs, but it was because of the
kidneys, when | walked, they would hurt, and |
would feel tired (P4).

Therefore, due to the silent nature of CKD in its
early stages, along with the lack of preventive
health behaviors, the disease progresses over
time unnoticed. As health problems start to exert
a greater impact on the patients’ daily lives, they
could not be ignored any longer. The situation
becomes unsustainable, requiring attention and
care. The search for health care for the purpose
of maintaining or restoring health becomes,
therefore, a priority: my wife took me to the
hospital, | spent four days in the hospital. In
those four days | was debilitated, you know? So
they requested my transfer to Macapa (P11).
The series of health problems that affected the
patients culminated in the definitive diagnosis
of CKD: he did that exam that detected that he
had only 15% of the functioning of the kidneys
and there was also an ultrasound that detected

that his both kidneys were already withering,
compromised, and it was already time for him
to start doing hemodialysis, immediately, before
lost everything (F8) ... | spent five days in coma,
when | woke up | had already a catheter in my
leg. | had a hemodialysis machine in the ICU and
dialysis there. After two days, they took me to
the infirmary and gave me the information that
| would have to continue doing hemodialysis
(P6). The shocking reality of initiating dialysis
shows how such a treatment has the potential to
shake people. Regarding the behavioral aspect of
how patients and their families were affected by
this situation, there was a variety of distressing
feelings: it was a very difficult situation for us,
the whole family was impacted. My mother-in-
law was so shaken by her son’s illness that, in
fact, it looked as if she had aged about ten years
when she heard the news. She was in a very
painful state to this day. Because sometimes
you think you're strong, but you’re not. (F2).
The whole family was very sad, because nobody
expected this, that he would end up like this,
depending on a machine (F15). For me, it was a
shock ... Because | did not accept it. | saw the
suffering of the person there, so | did not want to
accept it, | did not even want to let them do the
fistula (P6).

Concomitantly, the way of perceiving or interpreting
the diagnosis of CKD was even more desperate,
due to the previous coexistence with the family
member who now experienced hemodialysis
because of the renal disease. Putting oneself
in the other’'s place would trigger emotional
reactions, what is strongly suggested by the
knowledge of the condition previously experienced
by others. For this reason, the perception of the
dialysis treatment experienced by other person
inevitably burst into the concept of pain, invasive
procedures and the finitude of life: everyone fell
into despair ... because we already had an uncle
of her who had died for a kidney problem, so we
were already aware of the routine. She especially
because she lived with the uncle who was a
chronic renal patient, she worked in his house.
So we already had an idea of what was involved
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(F13). I was desperate, because it’s one thing to
see someone doing hemodialysis, and another is
seeing oneself one day in that same situation.
The only think | thought was that | was going
to die, because my uncle had died from this...
and my youngest son was only one year old. So
| cried a lot. My God! Why me? So many bad
people in the world, why did this happen to me?
(P13). In that direction, the emotional and social
impact of CKD on patients and their families is
unquestionable, challenging them to deal to a
lesser or greater extent with many stressful and
adverse circumstances.

Discussion

To identify the impact of CKD on the lives of patients
and their families, it was necessary to understand
how their lives were and the perception they had
of themselves. Life before the disease portrayed
the peculiarities of the lives of patients and their
families before CKD, revealing that life and family
roles had their own habitual dynamics, based
on a healthy family functioning, in which work
represented the central focus of their motivations.
In several areas of knowledge, studies have shown
that, throughout the civilization process, work holds
an important place in society, as it is one of the main
scenarios in human life, intervening in its insertion
in society, demarcating spaces of social mobility
and representing a constitutive factor of the identity
and sense of accomplishment of people.t7:1®
Furthermore, employment during productive ages is
an important factor that influences the quality of life.

Nevertheless, there is a complex and multifaceted
relationship between work and health;*® when
work activities are carried out under strenuous or
inadequate conditions, this may result in damage
to health and reduced ability to work. Considering
that disease prevention is guided by actions to
detect, control and mitigate risk factors,?? in this
study, the sense and meaning attributed to work,
which was to provide for family demands, led the
manifestations of the disease to be neglected, as
well as the search for preventive medical care.
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The advent of the CKD, as explained in the theme
the life invaded by the disease, integrated the first
signs of an illness that was progressively expressing
signs and that culminated in the diagnosis of
irreversible deterioration of renal function. In view
of this reality, the need for hemodialysis was an
imposition that could not be changed, at the same
time that it represented the only alternative for
prolonging the patients’ lives. At this stage of the
experience, reactions to diagnosis and treatment
emerged quite expressively, revealing intense
suffering, as a source of stress and repercussions
that affected the emotional, personal, family
and socioeconomic life, and that required the
incorporation of new habits and the adaptation of
family in roles. Despite scientific and technological
advance in recent decades, the psychosocial
burden generated by CKD to patients and their
families is significant. They face the situation
of having to live with a serious and persistent
condition, with cumulative effects and multiple
factors of stress,! that make the adaptation to a
chronic disease a complex process.?®

It should be noted that the symptoms and
complications associated with chronic health
conditions are often unpredictable and trigger
changes of physical nature, as well as in the daily
life of patients. Individuals need to find ways to deal
with CKD and with all the changes and limitations
caused by the disease.?32?% Thus, the interaction
established through listening and welcoming
from the part of the health team represents an
important factor to assist the coping of the and
the family and the acceptance of the treatment,
promoting more security and emotional stability
for chronic renal patients and their families.

Conclusion

This study identified that the diagnosis of CKD
and the need to undergo hemodialysis were seen
as an experience that generated intense suffering,
affecting the daily life of the families as a whole
and causing physical, psychological and social
damages. In this context it is notable that when
CKD affects a family member, the family unit
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requires attention for the proper functioning and readjustment of all. For this reason, identifying the impact
of CKD on the life of patients and their families brings into discussion other dimensions of care not only
related to the pathophysiology and its control, but also to help the family deal with the disease, accept the
limitations, adhere to treatment, adapt and carry on life in a positive way. It should be emphasized that in
this study the data are based on patients’ and family members’ reports in a specific context, and there is
therefore a need to expand the research to other geographical contexts.
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Objective. This work sought to describe the meanings
constructed in the experiences of women in relation to the
care received by the healthcare staff at the moment of
delivery. Methods. Qualitative study using the procedures
proposed by the Grounded theory for data analysis. The
sample comprised 18 women over 14 years of age,
between 40 days and 6 months postpartum. Twelve of
the participants were selected through convenience and
to reach saturation of the categories, six more participants
were included by using theoretical sampling. Semi-
structured interviews were conducted in three information
collection phases, and said interviews were analyzed line
by line by using coding and categorization techniques.
Results. The mothers described the parturition experience
negatively, perceiving it as the implicit imposition of
stoicism to repress their emotions, pain, and discomfort
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and prefer an attitude of submission to the health staff. The participating mothers
critically conjure up the care received, which translates into procedures performed
and verbal and psychological abuse. Conclusion. The mothers assign meanings to
their experiences of the delivery process not so much as a transcendent human
experience, but rather as a super-experience to the dehumanization of giving birth
within the biomedical context.

Descriptors: dehumanization; humanizing delivery; parturition; health personnel;
women; qualitative research.

La deshumanizacién en el parto: significados y vivencias
de las mujeres asistidas en la red publica de Medellin

Objetivo. Describir los significados construidos a partir de la experiencia vivida por
mujeres en relacion con la atencion recibida por parte del personal asistencial en
el momento del parto. Métodos. Estudio cualitativo que utilizo los procedimientos
propuestos por la Teoria Fundada para realizar el analisis de los datos. La muestra
estuvo compuesta por 18 mujeres mayores de 14 afos, entre 40 dias y seis meses
de postparto. Doce de las participantes se seleccionaron por conveniencia, y para
llegar a la saturacion de las categorias, se incluyeron otras seis participantes usando
el muestreo tedrico. Se realizaron entrevistas semiestructuradas durante tres fases
de recoleccion de informacion, las cuales se analizaron linea por linea, utilizando
técnicas de codificacién y categorizacion. Resultados. Las madres describieron
la experiencia del parto de forma negativa, pues la perciben como la imposicién
implicita del estoicismo para reprimir sus emociones, dolor e incomodidad y
prefieren una actitud de sometimiento frente al personal de salud. Las madres
evocan la asistencia recibida de manera critica, la cual se traduce en procedimientos
realizados sin consentimiento y maltrato verbal y psicolégico. Conclusion. Las
madres asignan significados a sus vivencias del proceso de parto no tanto como
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una experiencia humana trascendente, sino mas bien como una supervivencia a la
deshumanizacion del dar a luz en el contexto biomédico.

Descriptores: deshumanizacion; parto humanizado; parto; personal de salud;
mujeres; investigacion cualitativa.

A desumaniza¢ao no parto: significados e vivéncias das
mulheres atendidas na rede publica de Medellin Colémbia)

Objetivo. Descrever os significados construidos na experiéncia vivida das mulheres
em relacdo com a atencao recebida por parte do pessoal assistencial no momento
do parto. Métodos. Estudo qualitativo que utilizou os procedimentos propostos pela
Teoria fundada para realizar a anélise dos dados. A amostra foram 18 mulheres
maiores de 14 anos, entre 40 dias e seis meses de pds-parto. Doze das participantes
foram selecionadas por conveniéncia, e para chegar a saturagao das categorias,
se incluiram outras seis participantes usando a amostragem tedrico. Se realizaram
entrevistas semiestruturadas durante trés fases de recolhimento de informacao,
as quais se analisaram linha por linha, utilizando técnicas de codificagcao e
categorizagao. Resultados. As maes descreveram a experiéncia do parto de forma
negativa, a percebem como a imposicao implicita do estoicismo para reprimir suas
emocoes, dor e incomodidade e preferem uma atitude de submiss@o perante ao
pessoal da salide. As maes evocam a assisténcia recebida de maneira critica, a qual
se traduz em procedimentos realizados e maltrato verbal e psicolégico. Conclusao. As
madres designam significados as suas vivéncias do processo de parto no tanto como
uma experiéncia humana transcendente, sendo melhor como uma supervivéncia a
desumanizacéo de dar a luz no contexto biomédico.

Descritores: desumanizagao; parto humanizado; parto; pessoal de saude; mulheres;
pesquisa qualitativa.
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|ntroduction

he birth or arrival of a new life may be contemplated in our everyday

lives as an event framed within the plane of what is “natural”. We

resort to the notion that women are in the capacity to reproduce,

however, the manner or practices used during delivery tend to
always be object of questionings, and may suggest the need for women to
obtain expert intervention during this process. But, if we understand labor as a
bio-cultural phenomenon,® where diverse ways of representing and signifying
it are constructed, the care model and the praxis during this moment remain
subjected to a specific time and context, reflecting the beliefs and structural
principles of each society. Thus, globally, different ways of experiencing and
caring for the delivery have been registered.

In the health services of the public network of the city of Medellin, the birth
care model is inscribed in biomedicine or, as denominated by anthropologist
Floyd® in a technocratic model of reproduction. It is characterized by
separating the body and mind and by using the metaphor of the body as
a machine, which permeates and conditions relations between physicians
and patients. The possible causes of this phenomenon are articulated in a
complex framework of power relations, expressed in discrimination and social
and gender inequality endured by women in labor, experienced specially by
those from the most impoverished socioeconomic levels. This phenomenon is
also attributed to the precariousness of the health system, where long work
shifts are common, along with the lack of supplies, propitiating low-quality
practices in obstetric care, which derives into medical negligence and, as a
last consequence, into expressions of institutional violence.®

Colombia has only recently begun to recognize this problem and, since 2010,
obstetric violence is mentioned as a way of infringing the rights of women
in the country, without existing a clear recognition on the theme® that is,
legally typified as in other Latin American countries. Likewise, insufficient
evidence exists to document this problem in Colombia and, particularly in
Medellin. It should be noted, for the sake of accuracy and avoiding negative
generalizations on the work of the health professionals who care for pregnant
women that somehow the aforementioned describes what takes place in each
and every one of the deliveries, but it does correspond to a close description
of a phenomenon quite extended in obstetrics and gynecology services in the
city, according to that gathered in the testimonies provided by the mothers
interviewed. Evidencing the existence of obstetric violence in health services
and the women’s ignorance of their rights at the moment of delivery, will
provide very valuable information to question a practice that apparently has
been accepted by society as a whole and which goes against the wellbeing and
dignity of the women, children, and their families. The aim of this study was
to describe the meanings constructed in the experience lived by the women in
relation to the care received by the healthcare staff during delivery.
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Methods

A study with qualitative approach was conducted
by using the procedures proposed by the Grounded
theory to analyze the data.® Of the total number
of mothers participating in the study, 18 complied
with the inclusion criteria of being over 14 years of
age, receiving parturition care in a health service of
the public network of the city of Medellin (Colombia)
and who had between 40 days and 6 months
of postpartum. On average, the participants had
complete high school educational level, belonged
to a middle-low socioeconomic level, most had no
work income, and were economically dependent
on their spouses or their parents. Initially, the
sampling was conducted through convenience
and to reach the saturation of categories, the
theoretical sampling was used; there was no prior
relation with the study participants. The snow-ball
technique was used to contact the mothers, that is,
the first informants, who were contacted through
direct approach, led us to other participants, who
were called via telephone. None of the mothers
contacted refused to participate or abandoned
the investigation. To collect information, semi-
structured interviews were applied to the mothers
in three phases: the first applied eight, the second
six, and the last applied four interviews to complete
a total of 18 interviews. Each interview lasted an
average of one hour and were not repeated to
any of the participants; some were carried out in
their homes and in public places and most of the
encounters had the presence of close relatives.
Each of the phases conducted an exploratory study
to fine-tune the instruments designed. Informed
consent forms were signed and the interviews were
recorded after approval by the mothers. Finally, the
interviews were transcribed after a brief period,
and these were not returned to the participants
for comments and/or corrections. Data collection
began in August 2016 and ended in November of
the same year.

Data analysis used coding and categorization
techniques proposed by the Grounded theory. This
called for a thorough examination of the data,
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that is, a line-by-line analysis of the interview
texts and groupings were created that responded
to the initial categories and to those emerging
from the mothers’ discourse, which permitted
refining and constructing a second instrument. The
data collected from the second application were
analyzed through axial coding, which permitted
nourishing the descriptive categories and start to
identify possible relations among some of them,
configuring some analytic categories. These last
served as starting point to construct the last
instrument, used to inquire on the voids still shown
by the analytic categories in their content. This
third information group was analyzed through
selective coding, finally feeding the interpretative
categories. From the comprehensive analysis of
these last categories, a paradigmatic matrix was
created that permitted establishing links among
them and understanding more integrally the study
phenomenon.

Four researchers participated in manually coding the
data without using any software. The researchers
were a male Nursing professional, a female
Nutrition and Dietetics professional, and two female
professionals from the Social area: Psychology and
Anthropology; the first three had Masters degrees
in Public Health and currently work as professors
and researchers of the National Faculty of Public
Health and are part of the group on mental health,
GISAME, which is interested in and has worked on
the theme of sexual and reproductive rights and
has been trained in humane delivery. The study
was governed by the ethical principles of resolution
8430 of 1993 by the Ministry of Health. The
research was considered of minimum risk and was
evaluated by the ethics committee of the National
Faculty of Public Health at Universidad de Antioquia.
The information the participants received about the
researchers is that these were university professors,
students, and researchers, interested in inquiring
on the conditions in which deliveries are cared for
in the health services. The participants signed an
informed consent and were given explanations of,
among other matters, the aim of the investigation,
the confidentiality of their identity, and use of data
exclusively for research purposes.
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Results

The results shown in this article have as guiding
thread the technocracy of the delivery process,
which is structured into two sections. The first
describes the analytic categories: meanings
of the experience lived by the mothers, which
contemplate the negative experiences and the
stoic attitude some mothers assume, and the
second describes the perception regarding the
treatment provided and received that identifies
the types of violence found.

First section: Don’t cry or complain
because they will leave you suffering
more!Stories of negative experiences
and stoic behavior assumed by
some mothers as super-experience
strategy against the care received

The conditions of vulnerability represented by the
delivery as a process that generates uncertainty,
fears, risks, and anxiety, situations which, together
with cultural pressures and mediated by traditional
values around the femininity, made some mothers
opt for limiting or annulling the exteriorization of
their emotions. This decision was largely linked to
the need to propitiate comfort to the health staff,
given that it is interpreted as an eloguent display of
cooperation that can lead to a more condescending
attitude or, at least, more considerate, that is,
assuming a stoic attitude — of calm endurance of
pain and difficulties — becomes a passive strategy
in front of the staff caring for them. The belief exists
that those who express their pain or nonconformity
in some way can cause a cold or hostile reaction
that affects the quality of care. ... | calmed down
and was somewhat resigned to what they would
do to me, to avoid retaliation from the health
staff (EC1P5C30); While if the mothers manifest
pain, weeping, screams, retaliation is taken that
possibly have repercussions in significant delays
in care and possible abuse by the health staff.
Don’t cry or complain because they will leave you
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suffering more! ...| preferred to yield and ignore
the abuse received (EC1P2C10).

Throughout the delivery care, since admission
to the Healthcare Center until birth, the mothers
were under some type of conditioning by the
health staff, who showed intolerance, anger,
or rejection upon their complaints and weeping
caused by pain during the delivery process. The
expression...Don’t cry or complain because
they will leave you suffering more appeared as
a constant cited by the women, who heard this
comment from other mothers who had already
gone through the parturition experience. These
preconceived ideas or beliefs about care were
confirmed and experienced in their own deliveries
since the first wait time for hospital admission;
the women observed how the medical and nursing
staff did not provide care to women who cried
and complained. Some women narrated how
nurses made comments that reflected annoyance
and desperation toward women with this type of
behavior, comments like: ...She would tell me
not to cry; that if | cried, she would leave me
for last; that the doctors did not like our crying
because we have to be brave; | was struggling
to keep from crying, | had been warned of the
consequences of crying, so the fear that they
would let my child die was too much (C6P3C9).
However, not only the health staff considers that
women must endure the pain because they have
to and must have this capacity because they are
women; the mothers share the belief: ...When |
cried, | thought | was a bad mother (FE2C3).

Suppression of joy, as well as of emotions,
is one of the characteristics of the model of
biomedical or technocratic delivery. Most of the
women attended the Healthcare Center to give
birth to their child without contemplating other
possibilities or dimensions of the parturition
experience, and without recognizing that it is part
of their sexuality.

The women coincided unanimously in that
companionship is an important factor for their
tranquility during the wait time, as well as the
information provided by the health staff. Likewise,
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most of the women expressed their desire to be
accompanied by their loved ones in the operating
room and for their companions to have the
experience of seeing the birth of their children,
given that they could have provided strength
and support during this moment. .../ would have
liked to be accompanied by my husband during
my delivery, for him to give me peace of mind
because the pain was very strong and throughout
the pregnancy we had dreamt of that, for my
husband to have been there by my side (CE3P5).
Of the procedures performed during admission,
the vaginal exam may turn out to be a particularly
uncomfortable intervention for the women, who
can feel overwhelmed by this practice carried
out not only by the medical staff, but also by
practicing medical students. The health staff
does not always request authorization from the
pregnant women to perform this procedure: .../
had several vaginal exams; on admission, a
practitioner did one; after the shift changed, the
doctor performed another one... (FE3C3P2).

The procedures carried out in the operating
room during delivery, like caesarean sections,
Kristeller maneuvers, forceps, among others are
not informed or explained to the pregnant women,
before or after the intervention, which is why the
mothers do not understand the reason for the
procedures being performed or what the practices
consist of, and much less the consequences for
them and their children: ...They took my child out
with forceps and they never asked me if | wanted
this or not, and they also did the Kristeller; | was
pushing and touched the doctor slightly, and right
there he said: don’t touch me, don’t grab me and
he was all upset, he would get angry if | touched
him and it was not my intention (EC2P4C22).

Some of the mothers reportedly tried to start a
dialogue with the health staff to communicate
their concerns about the delivery process,
however, they were met with a barrier to being
heard, without getting satisfactory responses to
their questions. On the contrary, sometimes they
were made to feel responsible and guilty for the
events taking place during the delivery process,
in that if they did not comply with the standard
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and medical mandates, they could cause
complications and affect their children: ...He
responded with a very bad attitude, saying: You
are not cooperating with the process, so | have to
help you (forceps) to avoid bronchial aspiration
by your child (EC6P3C12).

Those pregnant women who reported bad
experiences repeatedly complain about the
poor conduct, impatience, lack of empathy and
warmth, refusal to provide clear and opportune
information to calm anxieties and a certain arrogant
contempt toward the attitudes, expressions,
and needs of the pregnant women. All these
forms of aggressiveness or indifference, in some
cases, constituted for them the most frustrating
or stressful aspect of their delivery process; more
so, if fitting, the physical and mental afflictions
inherent to said process: ... The professionals fail
because of their arrogance, which | completely
disapprove (EC1P6C41).

Of particular interest, it should be noted that
although some pregnant women expressed
indifference; a small group analyzed the situation
critically and provided possible explanations
regarding those attitudes, which could - in
principle — be unexpected. They highlight among
these explanations the mechanization of the
medical practice and of the nursing care: a routine
and bureaucratic activity (in the sense of ritual
attachment, by pure inertia to the protocols,
diagnoses, procedures, etc.) that postpone or
cancel the ethical aspect of caring for the mothers:
...More human warmth from the medical and
nursing staff (about what mothers state is
lacking in the health staff), also, they become
very mechanical, too technical, they should be a
bit nicer or talk to them more (EC4P8C52).

Second section: Spectra of violence:
Mothers’ perceptions of the treatment
received during the delivery process
The stories by the women interviewed evidence

different ways of experiencing the treatment
received by the health staff; a perception based
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on the framework of lack of knowledge expressed
by most of the mothers on their sexual and
reproductive rights during delivery. Thus, finding
women who did not endure negative situations in
the verbal treatment or in the procedures; other
women, instead, recognize and report situations
of violence during their experience during labor,
although they have difficulties at the moment
of verbalizing or stating that they received poor
treatment by the health staff: ...Normal, it was
okay, | would have liked for them to explain all
the processes, they could have been friendlier
and treated me better (EC6PC27). Other women
openly classified the treatment received as bad,
besides identifying the negative experiences they
endured and naming each of them emotionally;
sad, horrible, nasty: ...Very sad because the
mere fact of not being able to speak, of saying
what was in my mind and much fear, | felt too
much fear, too much and | would not want to
repeat that experience (C6P7C38).

The following describes the most frequent patterns
and practices of abuse in the narrations by the
women:

Abuse during procedures. This ranges from the
wait times to be seen to which the pregnant women
are subjected, clarifying that beyond the wait
time, which is part of the normal delivery process,
it involves not explaining to the mother that this is
part of her rhythm during labor. Using their bodies
as didactic resource to perform vaginal exams,
caesarean sections without justification, practices
— like forceps and the Kristeller maneuver, which
injured the users, and the impossibility of having
skin-to-skin contact with the child: ...The doctor
told me; we have to perform a caesarean section,
| got very confused and remembered what | had
been told; they are looking for any excuse to
perform caesarean sections (F3P14C33).

Verbal abuse. This appears as a mechanism used
by the health staff to gain dominance over the
pregnant woman and carry out procedures without
interruption. These can be expressed in comments
that seek to repress emotions and manifestations
of pain by using coercion; as well as value
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judgments in relation to the woman'’s sexual life:
...They performed a vaginal exam and it was very
abrupt, | had bleeding, | screamed with pain, and
was told that | had to be stronger because having
children was not easy; how did | think those in the
countryside have their children (EC8P3C16).

Abuse through negligence. This is comprised by
the lack of information the health staff provides to
the mothers about the procedures that will be done,
the responses to their concerns, or information on
their status, that of their child and the postpartum
care, as well as not consulting with them or telling
them when the aforementioned is not possible,
about the decisions being made during the course of
the labor process: ...The doctors had no patience,
you would ask them something and they remained
quiet, they ignored you or spoke in very technical
terms that could not be understood; they should
be more human (EC3P4C19).

Discussion

One of the main findings in this research was the
stoic behavior during delivery assumed by most of
the women; with the relation between this attitude
and the treatment dispensed by the health staff
being relevant, which undoubtedly can represent
one of the most eloguent signals of domination,
dehumanization, and violence of different type:
institutional and gender. To understand stoicism,
an inquiry was made of its original meaning related
to an ancient Greek philosophical school founded
by Zeno of Citium;® the term has evolved in its
meanings until reaching a modern understanding
associated to the attitude that consists in hiding
emotions and laconism. Stoicism defined from
ethics, praises “submission”, citing Ferrater:"”
“happiness lies in accepting destiny, in the
struggle against the forces of passion that produce
restlessness.” Thus, a ‘“rational” person can
choose a passive behavior on the face of adversity.
In this case, the mothers assume a stoic behavior
with the final objective of having a child safe and
sound in spite of the violence exerted against
them. Precisely, of the most interesting aspects
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of “stoicism” during labor is that it evidences the
power of the health staff to practice the biomedical
intervention on women conceived, consciously or
unconsciously, as “objects” rather than subjects.
Inevitably, a clear and close relation is established
between the stoicism that annuls women
subjected to intervention or manipulation — during
the difficult situation of giving birth — without the
right to complain or reply (no communication
or silencing the mother as a human being). The
aforementioned coincides with the research
“representations and practices on birth”, which
describes — from an anthropological vision — the
identification of a whole series of potential risks
around the pregnant woman, which supposes
constant doubt on the gestation, which could
predispose to fear and with this, the possibility
of questioning the behaviors and attitudes of
women during delivery. This imposes the medical
control to which the women must be subjected,
implicitly and explicitly reaffirming the social
and ideological control of women.®) Within this
context, the “stoic” attitude certainly confirms
this control, almost absolute, over the body and
psyche of pregnant women by the health staff.

The health staff not only has physical control of
women, they also bear emotional control, with
women being objectified, without being able to
express their fears, anguish, or pain, which should
be in complete disposition of the health staff. The
submissive — stoic — behavior of the pregnant
women may not only result comfortable to the
staff, it is closely related to the cultural belief that
the delivery is a biologically painful event due to
the gender role played by women. This refers to
an evident religious root of the mythical story of
genesis when Eve is condemned to give birth to her
children with painful labor. In this order of ideas,
it should be indicated that the manifestation of
pain is constructed socio-culturally, as evidenced
by the investigation: “Cultural Differences in the
Perception and Parturition Experience. The Case
of Immigrant Women”, which describes how
in some cultures women in labor are urged to
remain silent, while in others they are permitted
to manifest their pain. Likewise, it was noted that
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women from Eastern Europe and Sub-Saharan
Africa are stoic in their behavior.®

Our study found that women experience during
labor at least three types of violence: during
procedures, verbal or psychological, and
through negligence, which speak not only of
the appropriation of their bodies, but of their
emotions and conceptions about maternity. The
types of violence found suggest, as indicated by
Davis-Floyd,” that a separation exists between
procreation and sexuality, woman and mother,
fetus and mother. The reified parturient cannot
express emotions, fears, or concerns, or even
express an opinion about the procedures that will
be performed, so their role is highly passive. This
violence can also be analyzed from the context
of inequality of power; on this regard, Bourdieu
describes it as that exerted with consensus and
unawareness of who endures it and hides the
relations of force that are beneath the relation
in which it is configured. “...violence that starts
up submissions that are not even perceived as
such, supported on «collective expectations», on
socially inculcated beliefs», transforms relations
of domination and submission even in affective
relations”.? These socially inculcated beliefs are
given precisely because of a dominant patriarchal
inheritance, a hegemonic-biomedical paradigm,
which has the conception that the physician is the
one who knows and the patient must be limited
to only obeying and following physician’'s orders,
among others. Thus, symbolic violence acts with
complicity of the dominant and the dominated,
given that both share the same discourse
and social beliefs, forcing those dominated to
assume a resigned attitude, without questioning
or recognizing requests by the dominant party.
Consequently, parturient women are accomplices
of the appropriation by the obstetric staff of their
bodies and reproductive health. In said situation,
mothers do not often identify bad care, or
inquire about their sexual and reproductive rights
during delivery, increasing the symbolic power
or legitimacy of this asymmetric relationship.
Nevertheless, the social agents may also be
endowed with the categories of perception and
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assessment that permit perceiving, knowing, and
recognizing it.?

These cases of violence are documented in
research that describe situations of abuse and
subjugation that coincide with our findings. For
example, in the study: “Experiences of violence
lived by pregnant women in health services
in Bogota”, rough treatment and reprimands
based on gender bias evidenced when women
were object of scolding and claims based on the
behavior they — supposedly — must have: “Let’s
see mommy, behave well”, “because you were in
good behavior, we will take care of you quickly”;
these are some of the frequent phrases that,
besides infantilizing women, leaves them without
capacity to act. Likewise, said dehumanization is
found in an investigation conducted in Venezuela
in the Maternity Care Services and which coincides
with the results from this research that showed
that the most prevalent practices were: to hinder
early attachment or skin-to-skin contact, which is
reported by about one in every four users; criticism
for crying or screaming during labor; impossibility
to ask, manifest fears, or concerns (19.5%), and
mockery, and ironic and disqualifying comments
referred to by 15.3% of users.? |t is an
experience handed over from woman to woman
through orality, constructing the imaginary of
adequate behavior with which women enter the
health centers. As well as during delivery, care is
also reported by women as an experience lived
unavoidably through pain; a necessary evil they
must endure to have their children.

Contrary to that described previously and which
differs from the results in this research, a study
conducted in a maternity institution in Brazil:
“The health staff and the safety of the mother-
child binomial during labor and birth”, found
that through empathic support, professionals
seek effectively to understand the feelings and
discomforts of women during labor and delivery.
Calling the woman by her name and not only
“mamma”, as is common, helped her sense
the importance of her child’s birth and exert
her leading role, as is her right.®® If the mother
receives kind treatment, obtains respect for her
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body, and receives necessary and timely guidance,
she will maintain her autonomy and the sense that
she has gone through a marvellous experience;
on the contrary, if she feels manipulated, does
not participate in the decisions, and is examined
rudely, it is quite likely that she is physically and
morally violated; hence, her adaptation will be
more difficult and painful.“® Similarly, Michel
Odent,*” French obstetrician and pioneer of
humane birthing, explains that within the hospital
environment professionals defend what he calls
“helping paradigm”, imposed over the mother’s
desires. However, he advocates the “paradigm of
protecting” the mother and child from interference
foreign to the interrelation both create from the
moment labor starts.

A form of protection is to help pregnant women
control their pain through multiple therapies. It
is important to highlight that currently health
institutions offer all expecting women on arrival
to carry out their labor process with epidural
analgesia, which is aimed at managing and
controlling pain in pregnant women. This
analgesia is administered if the woman is in
an active phase of the delivery process, that is,
more than 4 cm of dilation and wishes to receive
it, given that no woman is obligated to accept
this procedure. This is a pharmacological and
biomedical form of controlling pain. However,
other non-pharmacological forms of controlling
pain exist, which are not widely known by the
health staff, probably due to the tendency to
medicate life.*® These forms are, for example,
aqua therapy, music therapy, aroma therapy, and
massotherapy among many others.

Further, scientific evidence shows that pain
is multi-causal and does not necessarily obey
to alterations in the woman’s physiological
equilibrium. Hence, the response to pain must
focus on different fronts, like — for example
— diminished anxiety through support and
information, diminished anguish and loneliness
through accompaniment from loved ones, the
sense of illness and lack of control from their active
participation in the labor process.®® For Odent,*”
“during labor and birth, the child releases its own
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endorphins, from which it follows that during
the hour after birth we have a mother and child
impregnated with opiates”. This provides a sense
of pleasure and wellbeing, for the mother and the
child. These nonconventional therapies are for
some specialists in Humane Labor highly valuable
in controlling the mother’s pain and anxiety.!!”
For them, these aids make labor much easier and
pharmacologically reduced.®® It is, thereby, valid
to state that in most institutions the possibility
exists of having access to pharmacological
analgesia; however, pregnant women many times
because of the imaginaries constructed, due to
the stoic position they assume according to the
stories and experiences from other mothers, and
because of fears and beliefs around the delivery
process decide not to manifest pain or to seek
access to these types of therapies.

Furthermore, the dehumanization of the delivery
means naturalization of violence practices and
instrumentation of the obstetric treatment exerted
on women conceived merely as objects or bodies
subjected to intervention who are denied, implicitly,
their human nature and their rights inherent
to such. It is a serious matter that must lead to
serious reflection and reevaluation of not only the
delivery care but of the medical practice in general
to recover not only the dignity of the women, but
also the important work of health professionals.®?
Here, as in many other chores, we prove the adage
that states: “science without conscience is bad
science”.?? |t is concluded that pregnant women
introduce a richness and variety of meanings around
the experiences during their delivery process. For
them, it is a moment of life crossed by uncertainty,
angst, loneliness, fear, and pain.

Inthe imaginary weaved, is the duty to themselves,
and especially to save their children, of assuming
a stoic attitude against manifesting their emotions,
specifically the pain and fear they experience.
This attitude, according to their own beliefs,
diminishes wait times and avoids, to a certain
extent, abuse from the healthcare staff. However,
not even this attitude keeps them from being the
object of practices that violate their rights, like
performance of procedures without their consent,
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indifferent attitudes from the staff that make them
feel ignored, value judgments to which they are
subjected, and certain expressions and gestures
by the staff caring for them that further undermine
them. All this leads to thinking that the labor
and delivery process of birth is a dehumanizing,
difficult moment of life, impregnated with much
pain and fear; an experience that definitely no
woman would want to repeat. In closing, it is
fundamental to highlight that this study presents
a valuable contribution for the Nursing discipline,
given that it has permitted understanding
experiences of pregnant women and their human
responses in the experience of a vital process,
like the delivery process. This understanding
must lead to reflecting upon nursing care being
currently offered to pregnant women in the health
institutions from the Medellin Public Network.
Boff®V states: “...What is opposed to the lack of
interest and indifference is care: Caring is more
than an action; it is an attitude. Hence, it goes
beyond a moment of care, of zeal and care. It
represents an attitude of concern, preoccupation,
responsibility, and effective commitment with
another”. This commitment is the call made to
care professionals from the experiences and
meanings of the mothers enduring this process
with fear, uncertainty, and pain.

From these findings, which evidence the
dehumanization of women during their care
in the delivery process, emerges the pressing
need for nursing professionals and, in general,
health professionals to advocate, get trained,
and commit to providing humane care during
the delivery process, for the marvelous moment
of birth to be impregnated with the best care
possible, with care that really impacts upon the
wellbeing of the mother-child-family trinomial and
that the healthcare staff can be seen as protector,
caretaker, and assistant in all the stages of this
transcendental moment in the life of every woman.
Today, more than ever, a strong call is made to
those who provide care to favor the newborn’s
capacity to love, which is achieved by permitting
and caring for that contact between the mother
and child; some authors, among these Odent,!”
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have stated that this is where the revolution lies, which is needed during a time marked by violence and
lack of love; that is that from the earliest stage after birth, the child should develop genuine, human, and
transcendent love. The question is: are we prepared and willing to allow it?
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institution (second phase = 75.0 and third phase = 74; p=0.47), compared
to those in the public institution (second phase = 71.5 and third phase 69.1;
p=0.02). Regarding the type of institution, the most committed functions were the
emotional and social in the private, and physical and pain in the public. Conclusion.
The global quality of life of women with breast cancer deteriorated as a result of
chemotherapy in both institutions, and it was lower in those receiving private care.
Nursing should consider the type of institution responsible for women’s care in order
to provide comprehensive care that considers the functions affected at each phase
of treatment.

Descriptors: quality of life; breast neoplasms; private sector; public sector;
ambulatory care facilities.

Compromiso de la calidad de vida de mujeres con cancer
de mama sometidas a quimioterapia en la atencion
publica y privada

Objetivo. Comparar la calidad de vida general de mujeres con cancer de mama
sometidas a quimioterapia en una institucion publicay otra privada. Métodos. Estudio
observacional longitudinal en el que participaron 115 mujeres con cancer de mama
en tratamiento ambulatorio de quimioterapia en dos instituciones de salud, una
publica y una privada, de la ciudad de Curitiba (Brasil). Los instrumentos Quality of
Life Questionnaire-C30 y Quality of Life Questionnaire - Breast Cancer Module se
aplicaron en tres momentos del tratamiento (inicio, 40-50 dias y 85-95 dias post-
inicio). Resultados. La calidad de vida global de las mujeres ya estaba afectada en
ambos grupos desde la primera etapa de la quimioterapia (76.2 puntos en la privada
y 74.6 puntos en la publica, siendo 100 puntos el equivalente de maxima salud).
También se pudo apreciar que, aunque en ambos grupos hubo empeoramiento de la
calidad de vida con el tiempo, este fue menor en las mujeres en la atencién privada
(segunda etapa = 75.0 y tercera etapa = 74; p=0.47), comparadas con las que
recibieron atencion publica (segunda etapa = 71.5 y tercera etapa 69.1; p=0.02).
Segln tipo de institucion, las funciones méas comprometidas fueron la emocional y la
social en la privada, y la fisica y el dolor en la publica. Conclusion. La calidad de vida
global de las mujeres con cancer de mama se deterior6 como consecuencia de la
quimioterapia en las dos instituciones, siendo menor en las que recibieron atencion
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privada. Enfermeria debe también considerar el tipo de institucion responsable de la
atencion de la mujer, con el fin de brindar un cuidado integral que tenga en cuenta
las funciones afectadas en cada fase da tratamiento.

Descriptores: calidad de vida; neoplasias de la mama; sector privado; sector publico;
instituciones de atenciéon ambulatoria.

Comprometimento da qualidade de vida de mulheres
com cancer de mama submetidas a quimioterapia no
atendimento publico e privado

Objetivo. Comparar a qualidade de vida geral de mulheres com cancer de mama
submetidas a quimioterapia em uma instituicao publica e outra privada. Métodos.
Estudo observacional, longitudinal, em que participaram 115 mulheres com cancer
de mama em tratamento ambulatorial de quimioterapia em duas instituicoes de
salide, uma publica e uma privada, na cidade de Curitiba (Brasil). Os instrumentos
Quality of Life Questionnaire-C30 e Quality of Life Questionnaire — Breast Cancer
Module foram aplicados em trés momentos do tratamento (inicio, 40-50 dias e
85-95 dias ap6s o inicio). Resultados. A qualidade de vida global das mulheres foi
afetada em ambos os grupos desde a primeira fase da quimioterapia (76.2 pontos
na privada e 74.6 pontos na publica, sendo 100 pontos o equivalente ao maximo
de satde). Também foi possivel observar em ambos os grupos que houve piora na
qualidade de vida ao longo do tempo, esta foi menor nas mulheres em atendimento
privado (segunda etapa = 75.0 e terceira etapa = 74; p=0.47), comparadas com
aquelas que receberam atengdo publica (segunda etapa = 71.5 e terceira etapa
69.1; p=0.02). De acordo com o tipo de instituicao, as fungcdes mais comprometidas
foram a emocional e a social na privada, e fisica e a dor na publica. Conclusao.
A qualidade de vida global das mulheres com cancer de mama deteriorou-se em
consequéncia da quimioterapia nas duas instituicoes, sendo esta menor naquelas
que recebem atencao privada. A enfermagem deve considerar o tipo de instituicao
responsavel pelo atendimento das mulheres, a fim de fornecer um atendimento
integral que leve em consideracao as fungoes afetadas em cada fase do tratamento.

Descritores: qualidade de vida; neoplasias da mama; setor privado; setor publico;
instituicoes de assisténcia ambulatorial.
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|ntroduction

Breast cancer is one of the most frequent and feared diseases among women.
It has negative impact given its severity, unpredictable evolution, mutilation
and self-image alterations that compromise physical, psychological and social
aspects and affect women’s quality of life (QoL). Antineoplastic chemotherapy
is one of the most important forms of breast cancer control and represents an
advance in its cure.”” However, despite prolonging life and improving prognosis,
chemotherapy is associated with a lower global quality of life (GQoL) score,
possibly related to its toxicity and serious side effects.”® Both the diagnosis
and chemotherapy change patients’ routine and QoL. They lead to negative
feelings due to the uncertainty of prognosis, possible surgical processes, and
coping with the possibility of death.

The search for improved care and QoL of women with breast cancer undergoing
chemotherapy is an important aspect to be measured because this assesses
the disease dimensions and creates parameters for daily healthcare practices
in health services.® Thus, by assessing the QoL it is possible to verify the
treatment and impact, and plan nursing actions for patients’ adherence and
rehabilitation, and better QoL conditions during treatment and survival.
Knowing the sociodemographic profile of women with breast cancer is key to
provide targeted and comprehensive care according to each moment of the
therapeutic treatment. Highlighting possible profile differences according to
the care institution may alert the health team to perform actions, guidelines
and care adjusted to women’s needs and reality. The physical, emotional,
social and cognitive impacts must be constantly evaluated to provide accurate
care to women experiencing breast cancer, from diagnosis to the end of life.

Thus, the objective of the present study was to evaluate and compare the
general quality of life and sociodemographic and clinical profile of women with
breast cancer undergoing chemotherapy treatment at a public and a private
institution.
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Methods

This is an observational, longitudinal and analytical
study. Itis part of the thematic project entitled ‘Quality
of life of cancer patients undergoing chemotherapy’.
The study was conducted between October 2012
and May 2015 in chemotherapy outpatient clinics
of a private and a public institution considered
reference in the care for this patient profile. Both
clinics are located in the city of Curitiba, state of
Parana, southern Brazil. The non-probabilistic
sample consisted of all eligible women during the
study period. Inclusion criteria were: female gender
with proven diagnosis of breast cancer, aged over
18 years, no previous chemotherapy treatment for
cancer and indication for initiation of chemotherapy.
Women on palliative therapy and had lost follow-up
were excluded. A total of 131 women were selected,
of which 16 were ineligible because they had not
been approached before chemotherapy.

Inthefirststageofthestudy, 11 5womenparticipated
in the study, of which 48 were from the private
institution and 67 from the public institution. In the
second stage, which occurred between 40 and 50
days after the first administration of chemotherapy
(period of adverse effects occurrence),” a woman
was discontinued in the public institution. In the
third stage, 85 to 95 days after the first, (period
of control of adverse events),® five women were
discontinued in the public institution. In the
private institution there was no discontinuity
in any of the stages. Discontinuations occurred
because of chemotherapy toxicity or loss of follow-
up between the second and third stages. A total
of 791 questionnaires were collected in the three
stages of the study.

Three questionnaires were used for data collection.
Questionnaire 1 had sociodemographic and
clinical data, and was applied only in the first
stage. Questionnaire 2 was the Quality of Life
Questionnaire-C30 (QLQ-C30), developed by the
European Organization for Research and Treatment
of Cancer (EORTC), version 3.0, and was used to
assess the QoL of cancer patients. Questionnaire
3 was the Quality of Life Questionnaire - Breast

Cancer Module (QLQ-BR23), and applied in the
three stages. It is directed to the basic disease with
issues related to breast cancer, version 1.0. The
QLQ-C30 and QLQ-BR23 questionnaires used were
the translated and validated versions for Brazil.®®

The analysis of sociodemographic and clinical
data was by absolute and relative frequency. Data
from the QLQ-C30 and QLQ-BR23 questionnaires
had a 0-100 score according to the Scoring
Manual of European Organization for Research
and Treatment of Cancer.® For QolL-related scores
such as emotional functioning, the closer to 100
represents greater functionality and corresponds to
a better QoL. For the comparison of data between
institutions, was applied the non-parametric Mann
Whitney test, and for the comparison of stages,
was applied the Friedman non-parametric test
complemented by the Least Significant Difference
Test (LSD), considering p<0.05 as significant.
All ethical precepts were respected in the study,
and both questionnaires were authorized upon
registration of the project with the EORTC. It was
approved by the Ethics and Research Committee
under protocol number 5301 for the private
institution, and number 518.067 for the public
institution.

Results

In the present study, participants’ mean age in the
private institution was 46 years (min = 24, max
= 69), and in the public it was 51.3 years (min =
30, max = 77), which was a significant difference
(p=0.02). Table 1 shows sociodemographic data
of the 115 participants. Regarding women’s
educational level, in the private institution 54%
(n = 26) had complete higher education, whereas
in the public institution 43.3% (n = 29) had
less than nine years of study, which includes
incomplete or complete primary education. The
family income in minimum wages was another
highlight; in the private institution, the average
income was 12 salaries (US$ 3,069.76), while in
the public institution the average was 2.8 salaries
(US$ 716.27).
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Table 1. Sociodemographic characteristics of women with breast cancer undergoing
chemotherapy according to type of institution. Curitiba, PR, Brazil, 2015

. Private Public
Variables n=48 n=67
Number % Number

Marital status

Single 4 8.5 8 11.9

Married or living together 32 66.5 41 61.2

Separated or divorced 9 18.8 8 11.9

Widows 3 6.3 10 14.9

Number of children 0.50
None 3 6.3 10 14.9

Upto2 43 89.6 43 64.2

3 or more 2 4.2 14 20.8

Educational level (years of study) 0.74
<9 4 8.5 29 43.3

9to 12 17 35.5 19 28.4

> 12 26 54.2 17 25.4

No answer 1 2.1 2 2.9

Occupation 0.41
Active 27 56.5 38 56.7

Retired 2 4.2 9 13.4

Housework 14 29.2 17 25.4

Unemployed 5 10.5 3 4.5

In relation to clinical data (Table 2), in the
private institution 68.5% (n = 33) reported
having no comorbidity. In the public institution,
hypertension stood out in 35.8% of women,
and 49.3% reported not having any secondary
diseases. Clinical stage Il was frequent in 82%
and 39.5% of women in public and private
institutions, respectively, and AC-T (Adriamycin®
and Cyclophosphamide® followed by Taxol®) was
the most used protocol.

private institution was 0.47, and in the public
institution was 0.02 (Table 3).

Still in the comparison between treatment phases
with the QLQ C-30 questionnaire, in the public
institution were observed significant changes in
values of physical and emotional functioning,
fatigue, nausea and vomiting, and in the private
institution, in physical and social functioning,
fatigue, nausea and vomiting. When using the QLQ
BR23 questionnaire, in the private institution, the
systemic effects and body image stood out, and in
the public institution, systemic effects and breast
symptoms had significance (Table 4).

The QoL results were evaluated with the
QLQ-C30 questionnaire, the Global health
status in the private institution was considered
satisfactory with a value of 76.2%, but it
declined in the second and third phases.
In the public institution, there was also a
decrease between the first and third phases,

When comparing institutions (Table 5) using the
QLQ-C30 questionnaire, the significant domains
in the private were emotional functioning (first

but in this institution the change was greater.
As for significant differences between phases,
the p-value of the Global health status in the

Invest Educ Enferm. 2018; 36(1)

phase) and social functioning (third phase). In the
public institution, physical functioning and pain
(both in the first phase) were significant.
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Table 2. Clinical characteristics of women with breast cancer undergoing chemotherapy according
to type of institution. Curitiba, PR, Brazil, 2015

. Private Public
Variables n=48 n=67
Number Number

Smoking habits
Smoker 5 10.5 13 19.4
Non smoker 36 75 43 64.2
Former smoker 7 14.5 11 16.4
Alcohol intake
Does not drink alcohol 40 83.5 b1 76.1
Moderate intake 6 12.5 10 15
Heavy drinker 2 4 6 8.9
Physical activity practice 0.04
No practice 27 56.5 50 74.6
Eventual practice 14 29 15 18
Regular practice 7 14.5 5 7.4

Table 3. Global health status scores of women with breast cancer undergoing chemotherapy
according to stage of treatment and type of institution. Curitiba, PR, Brazil, 2012-2015

Institution First phase Second phase Third phase p-value
Private 76.2 75.2 74 0.47
Public 74.6 71.5 69.1 0.02

Table 4. Significant domains between chemotherapy treatment phases in women with breast
cancer by type of institution. Curitiba, PR, Brazil, 2012-2015

Private Public
Scale and domain 1stx2nd 1stx3rd 2ndx3rd 12x2 2 1stx3rd 2ndx3"
p-value p-value
stages stages stages stages stages stages
QLQ C-30

Global health status 0.47 ns* ns ns 0.02 ns ns ns
Physical functioning <0.01 ns <0.01 ns <0.01 ns <0.05 ns
Emotional functioning <0.01 ns <0.05 ns 0.01 <0.05 <0.05 ns
Fatigue <0.01 0.01 <0.01 ns <0.01 <0.01 <0.01 ns
Nausea and vomiting <0.01 <0.05 0.05 ns <0.01 <0.01 <0.01 ns
QLQ-BR23 ns ns
Systemic effects <0.01 <0.01 <0.01 ns <0.01 <0.01 <0.01 ns
Breast symptoms <0.01 <0.01 <0.01 ns <0.01 <0.05 <0.05 ns

(*) ns: not significant
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Table 5. Significant domains in the comparison between private and public institutions.
Curitiba, PR, Brazil, 2012-2015

Questionnaire Function Phase Private institution Public institution
n Sl n Sum of ranks
ranks

C30 Physical functioning 1st 48 3151 67 3519 1241 0.037
C30 Emotional functioning 1st 48 3205 67 3465 1187 0.017
C30 Pain 1st 48 2361 67 4309 1185 0.016
C30 Social functioning 3rd 48 2272.5 61 3722.5 1096.5 0.024
BR23 Body image st 47 3050 67 3505 1227 0.045
BR23 Systemic effects Ist 48 2245 67 4425 1069 0.002
BR23 Systemic effects 2nd 48 2347 66 4208 1171 0.017

. . for this condition can be that younger women at
D ISCUSSION reproductive ages are more likely to seek medical

QoL studies in women with breast cancer aim
to identify the impact of diagnosis, treatment,
adverse effects and biopsychosocial needs
throughout the course, allowing that nurses
plan actions to improve these women's living
conditions. In this study, the public institution
reveals a more heterogeneous population in
relation to age, educational level and professional
occupation. Socioeconomic conditions are less
favorable with less access to health services for
periodic follow-up, and when it is done, greater
time is required for diagnosis given the available
resources in gratuitous care.

The private institution characteristic is also a
component to be considered as it can show specific
results for this scenario because of the population’s
social characteristics. In private institutions,
women often have more favorable socioeconomic
conditions and access to health services because
of the possibility of payment, and this aspect
facilitates routine examinations and frequent
consultations hence allowing an early diagnosis.

In the private institution, the mean age was lower
than the national. This is an uncommon fact in
the literature that constitutes 5 to 7% of breast
cancer cases. In contrast, in the public institution,
women had an average age similar to the
national of around 50 years.”® The explanation
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service, therefore are more examined, which
can provide an early diagnosis of the disease.®
However, statistics predicting breast cancer in
relation to age are changing, and the results of
the research in the private institution corroborate
with this information. These studies®!? show the
predominance of age groups below the national
average, with increased number of cases as
women’s age increased. International studies are
in contrast to the findings of the present study,
and indicate the occurrence in the age group over
50 years, women’'s mean age of 61.8 years in
Sweden? and 58 years in the United States.!!®

In addition to the age group, other factors
deserve health professionals’ attention, such
as educational level and socioeconomic status.
In the private institution, several women have
studied more than 12 years, but in the public
institution, many women studied less than nine
years, which demonstrates the educational level
difference between women with breast cancer in
chemotherapy treatment at the two institutions.
This corroborates the fact that the higher the
educational level the greater the insertion of these
women in the labor market, and consequently, the
greater knowledge about prevention methods.®#

According to Rosa and Radiinz,*® low educational
level may be tied to low socioeconomic status.
That was also a finding in the present study,
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in which around 56% of women in the private
and public sectors were economically active.
However, the average family wage in the private
institution was high. In the public institution, in
turn, it was characterized as low socioeconomic
status. Simedo et al.'® emphasize that similar
socioeconomic and cultural level characteristics
allow a better understanding and planning of the
needs for the physical and psychological benefit of
affected women. In contrast, economically active
and productive women suffer a greater impact
on QoL after diagnosis and treatment, triggered
by the feeling of impotence in the face of illness,
of their social and family life, and fearing the
future for the uncertainty of the present, because
they conciliate job activities with the treatment.
47 In counterpoint, authors® of a Chinese
study highlight the association of a high family
income with better QoL of patients with breast
cancer in each measured domain. Guidelines and
approaches to this group need to be conducive of
effective communication throughout treatment by
alleviating stressful effects resulting from changes
in their emotional, social and family life.

The comparison of clinical staging between
institutions showed the public institution had
42.5% more women with stage Il than the
private institution. This demonstrates women
start treatment in more aggressive stages of
breast cancer in public institutions, and the
access of women from a private institution is more
precocious. These data corroborate with the study
in Africa. The objective was to understand the late
diagnosis and impact of the stage of breast cancer
among Libyan women. Stage Ill was the most
expressive, with a diagnosis time of more than six
months, which potentially results in high mortality
rates.'® The late diagnosis is focused on several
factors related to the population’s characteristics,
low educational and socioeconomic level, and
tracking policies, which make the access to
early diagnosis difficult, worsens the prognosis,
and leads to more aggressive treatments with
impact on women's survival and QoL. Health
professionals’ interventions should be performed
at all levels of care to provide agile assistance and
according to their reality. QoL is a multidimensional

construct that allows identifying the psychosocial
aspects altered by cancer and its treatments. It is
a support tool for nurses and other professionals
in the management of alterations in women with
breast cancer.

Data from QLQ-C30 questionnaires at the private
institution show a higher QoL score compared
to the public institution. However, the same
domains are scored in both institutions: physical
functioning, emotional functioning, fatigue,
nausea and vomiting. These are common effects
in patients receiving chemotherapy for breast
cancer. In both institutions, most women with
breast cancer arrived for treatment already in
stage Ill, leading to the choice for the most
aggressive therapy that causes greater decline
in physical functioning. A Brazilian study with
the same population profile is in agreement with
these data.”” It shows physical functioning with
lower means, 60.5% and 64.43% respectively,
which characterizes impairment in this domain
with a decrease in QoL.

Accordingly, a study in Turkey that evaluated QOL
and nursing care satisfaction during chemotherapy
using the FACT-G questionnaire demonstrated the
domain of physical well-being was compromised,
with the score of 14.85%, which evidenced that
more advanced stages experience more physical
symptoms than initial stages.®® In contrast,
Hoyer et al."? observed scores greater than 80%
in physical functioning among Swedish women
on chemotherapy, and mean values above
75% also for social functioning, indicating no
impairment of QoL in relation to these functions.
Analogous results were found in a similar study
conducted in Malaysia, with mean values above
75% for physical and social functioning, which
positively characterizes the maintenance of living
conditions, and social and leisure activities among
affected women.®?® The impairment of physical
and social functioning reflects a reduction in the
socio-occupational participation of these women
regarding their involvement in daily situations
often impaired by decreased mobility in the
homolateral arm of breast cancer™ that results in
worsening QoL concerning these domains.
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Emotional functioning was compromised in the
three phases in both institutions, showing that
patients were worried, fearful and emotionally
fragile throughout treatment, compromising QoL in
this domain. In their studies, authors”’ emphasized
marked changes in emotional functioning, with mean
values of 48.4%, which indicate the QoL impairment
of patients undergoing chemotherapy. Women with
breast cancer live with emotional disorders daily,
such as feelings of imminent death and fear, and
behaviors caused by the threat of cancer given the
actual or idealized proximity of incapacity or risk of
life that lead to fear, anguish, shame, and feelings
of discrimination that are difficult situations to be
embraced emotionally by patients.®®

A study conducted in China,®? assessed the
relationship between depression, anxiety and
QoL of 269 women during treatment, and 148
women who had completed treatment one
year before by using the Hospital Anxiety and
Depression Scale-Cantonese/Chinese version and
FACT-G questionnaires. It showed an association
between high levels of anxiety with worse physical
and functional functioning, and impairment in
emotional functioning during and after therapy.
This indicates an impairment of QoL regardless of
social status, staging and modality of treatment.
The QLQ-BR23 questionnaire scores show there
is a singularity in relation to systemic effects, but
with significance for the public institution. Patients
of the public institution had significant scores
when evaluated in relation to systemic effects of
chemotherapy. This may occur because of the
treatment aggressiveness at more advanced stages
of the disease. Another aspect to be considered
is that women attended at private institutions
often have access and better conditions to obtain
medications that minimize side effects.#

Other results presented with the QLQ-BR23
questionnaire showed a significantly higher score
for the private institution related to body image,
and in the public institution for breast symptoms.
It is noteworthy that breast cancer therapy can
affect several dimensions of women’s lives. It
is directly related to the symptomatology and
women’s perception of their body image, besides
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compromising the QoL.** The altered body
image is an uninterrupted sign of the presence of
cancer that maintains and aggravates feelings of
anxiety, fear, revolt, and psychologically affects
women’s interpersonal relationships. Therefore,
cancer nurses must develop actions to favor and
stimulate social, family, affective, and sexual life,
and the QoL in relation to self-image.

The emotional and social reactions caused by breast
cancer diagnosis in the life of a woman are singular.
She receives the news of cancer as something
unexpected, threatening, capable to reach the
integrity and proof of female existence, since breasts
are the symbolism and concept that women make of
themselves. Feelings of death, stigma of mutilation
and feelings that may alter self-esteem can cause
change and devaluation of these patients’ social
aspect.?? In a comparison between institutions
regarding altered domains in quality of life, there
was a higher score for social functioning in women
under care in the private institution. It is noteworthy
that these women have higher educational level,
high family income, and are inserted in the labor
market. As treatment is long and mutilating, it takes
them away from their routine, which possibly led to
the direct alteration in this domain.

In the public institution, pain was a significant
factor in the change in QoL. This fact can be
justified by the high number of late diagnoses
that result in more discomfort to women, and
more aggressive treatments. Like fatigue, it is
a frequent, persistent symptom that causes
physical and emotional exhaustion to patients
and their families because of difficulties in daily
activities and self-care, changes in mood and
concentration.®® In the study by Guimaraes and
Anjos,?# pain was identified before chemotherapy
in 20% of the women, with increased mean values,
intensification of the symptom during therapy,
and losses in the QoL. It reverberates in daily life
with emotional, social and functional impairment,
and prevents women from performing their
routine activities. Measuring pain is one of nurses’
actions and it requires knowledge of evaluation
methods and factors that trigger and overcome
this symptom by considering its subjectivity.
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In nursing care for women with breast cancer, the prediction of coping strategies that preserve self-esteem, social
and emotional functioning, and physical effects of cancer and chemotherapy treatment should be part of the daily
life of these professionals. The bonding between women and nurses during this period may help women to better
understand their body changes, making the process of coping with the disease less stressful and exhausting®®®
and consequently, resulting in a better QoL. A limiting factor in this study was the size and lack of randomness of
the sample. The reduced number allows to consider the findings only for the population in question. It was also
difficult to find studies comprising results in mixed institutions for comparison with our data.

Conclusion

In this study, were investigated the possible impacts of breast cancer and chemotherapy treatment on
women’s QoL in public and private institutions. Chemotherapy deteriorated women’s QoL in both institutions,
and it was lower in patients at the public institution. Differences between public and private institutions
may impact the QoL differently. In the study, the only difference found in women’s characteristics was
their age at the time of diagnosis, which was lower in the private institution. Nursing should have a better
understanding about the type of institution responsible for women'’s care in order to identify the domains
and affected symptoms, which will allow the provision of comprehensive care to these women at each
phase of treatment hence improving their QoL.
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professional care in the intervention group was Excellent with an average for the
scale total of 59.8 points of a possible maximum of 60 points, while in the control
group it was Good with 50.2 (p<0.0001). In the 15 items that make up the scale
and in both subscales (Compassionate Healer and Competent Healer) higher scores
were also observed in the intervention group compared to those of the control
group. Conclusion. The intervention derived from Swanson’s theory of caring was
associated to a better evaluation of professional nursing care by women during the
parturition process.

Descriptors: nursing care; behavior rating scale; labor, obstetric; parturition;
controlled clinical trial.

Valoracion del cuidado de Enfermeria brindado durante
el proceso de parto. Ensayo clinico controlado de una
intervencion basada en la Teoria de Swanson versus
cuidado convencional

Objetivo. Comparar la valoracion del cuidado de enfermeria brindado durante el
proceso de parto en el grupo de Intervencion basada en la Teoria de Swanson
versus la del grupo de Control que recibié cuidado convencional. Métodos. Ensayo
clinico controlado de tipo preventivo realizado en un hospital de segundo nivel de
atencion en San Gil, Santander (Colombia). Durante el proceso de parto el grupo de
Intervencién recibié cuidado basado en la Teoria de Swanson (n=20) y al grupo de
Control se le practicé el cuidado convencional (n1=23). En el postparto inmediato se
aplico a las madres la Escala de Valoracién del cuidado profesional de Swanson,
validada al espafol en Colombia. Resultados. La valoracion del cuidado profesional
en el grupo de Intervencién fue Excelente con un promedio para el total de la escala
de 59.8 puntos de un méaximo posible de 60, mientras que en el grupo de Contro/
fue Bueno con 50.2 (p<0.0001). En los 15 items que conforman la escala y en las
dos subescalas (Sanador Compasivo y Sanador Competente) también se observaron
mayores puntajes en el grupo de Intervencién comparados con los del grupo de
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Control. Conclusion. La intervencion derivada de la teorfa de Swanson se asoci6 a
una mejor valoracion del cuidado profesional de enfermeria por parte de las mujeres
durante el proceso de parto.

Descriptores: atencion de enfermeria; escala de evaluacién de la conducta; trabajo
de parto; parto; ensayo clinico controlado.

Valorizacao do cuidado de Enfermagem brindado
durante o processo de parto. Ensaio clinico controlado
de uma intervencao baseada na Teoria de Swanson
versus cuidado convencional

Objetivo. Comparar a valorizacdo do cuidado de enfermagem brindado durante o
processo de parto no grupo de Intervencao baseada na Teoria de Swanson versus
a do grupo de Controle que recebeu cuidado convencional. Métodos. Ensaio clinico
controlado de tipo preventivo realizado num hospital de segundo nivel de atencéao em
San Gil, Santander (Colombia). Durante o processo de parto o grupo de /ntervengdo
recebeu cuidado baseado na Teoria de Swanson (n=20) e ao grupo de Controle se lhe
praticou o cuidado convencional (n1=23). No pds-parto imediato se aplicou as maes a
Escala de Valorizagdo do cuidado profissional de Swanson, validada ao espanhol na
Colémbia. Resultados. A valorizacdo do cuidado profissional no grupo de /ntervengédo
foi Excelente com uma média para o total da escala de 59.8 pontos de um maximo
possivel de 60, enquanto que no grupo de Controle foi Bom com 50.2 (p<0.0001).
Nos 15 itens que conformam a escala e nas duas sub-escalas (Curador Compassivo
e Curador Competente) também se observaram maiores pontuacdes no grupo de
Intervencdo comparados com os do grupo de Controle. Conclusao. A intervencéo
derivada da teoria de Swanson se associou a uma melhor valorizagdo do cuidado
profissional de enfermagem por parte das mulheres durante o processo de parto.

Descritores: cuidados de enfermagem; escala de avaliagdo comportamental;
trabalho de parto; parto; ensaio clinico controlado.
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|ntroduction

he parturition process is a complex phenomenon due to different
factors that interact amongst themselves,™ which can increase the
risk of complications and death, and which additionally affect the
mother’s wellbeing. Likewise, women during the parturition process
report feeling mainly fear,-3 which alters their performance and comfort,
especially in primiparous.’’. These negative emotions,'” constant pain,
affectation in the capacity to make decisions,” communication difficulties
with the health professionals,’ and care guided with biological approach
translate into negative perception toward the care givers and the parturition.®

For women to have a positive experience,® participation is recommended from
nurses trained and experts in obstetrics during parturition care,® given that
this favors the naturalness of the event and diminishes rates of caesareans and
complications. Through humane care, they can reduce potential problems that
arise;® however in practice, nursing care is provided routinely,”-® with knowledge
of the task involved, but without disciplinary theoretical orientation, and although
they are suitable professionals to achieve broad benefits and satisfaction of the
woman during the parturition process, little time is assigned for this purpose,
dedicating over 70% of the time to objectives different from specific care® due to
different barriers® identified by the nurses and by the women.

Even so, nurses have been seen as leaders!®!V to favor empowerment
and control during the parturition process;!® women value individualized
information, explanations, advice, and nursing care® and identify the
professionals as humanized, respectful, and sensitive to the women'’s
expressions of pain and joy;® however, these perceptions are sporadic.-

In light of this panorama, it is necessary to provide care based on the theory
of the discipline that permits appreciating benefits and wellbeing during the
parturition process. Swanson’s theory of nursing as informed caring for the
well-being of others!? is the support of the intervention proposed in this study,
which guides nurses through the five care processes proposed: Maintaining
belief in the woman’s capacities to confront the situation, approaching with
affection, offering hope and favoring autonomy;*’ Knowing the meaning of the
event, without judgments and understanding specific manifestations; Being
with - listening to concerns, being available, offering emotional support, and
understanding feelings; Doing for - offering physical measures of comfort and
information, controlling fear and pain;® Enabling — protecting the woman
from any type of harm and favoring self-care, guiding in the process. A
theoretical analysis was performed and, supported by existing evidence, the
specific activities were constructed for nurses to apply care processes during
the parturition process.

Seeking to compare the assessment of nursing care offered during the
parturition process in the intervention group based on Swanson’s theory of
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caring versus that of the control group, which
received conventional care, the intervention
proposed was applied and nurses were evaluated,
in both groups, with the Professional care rating
scale by the same author.®®

Methods

This was a preventive-type controlled clinical
trial. A minimum sample size was calculated of
20 women for each of the study groups, bearing
in mind an alpha value of 0.05, a beta value of
0.8, and a minimum difference between groups
of 8 points for the scale total. The participants
were women over 14 years of age who were
hospitalized to care for the parturition process in
the maternity service at the Regional Hospital in
San Gil, Santander (Colombia) during the period
from September to November 2016, and who
signed the informed consent.

Assignment of the women to the study groups was
done according to the day they were hospitalized
during labor. The control group was comprised by
the mothers who received conventional care from
the maternity service staff plus the skin-to-skin
contact during the immediate postpartum, while
the intervention group was provided care based
on the care processes proposed by Swanson in
the Theory of informed caring for the well-being
of others.*® For this intervention, a last-year
Nursing student was trained through 6 h of
theory, 5 h of supervised practical hours, and 40
h of independent practice on the specific activities
of the intervention proposed to be applied during
labor and expulsion.

During the immediate postpartum, another
last-year Nursing student who ignored to what
group the mothers had been assigned, applied
the Professional care rating scale based on
Swanson’s theory of caring!® to the participants
from the intervention and control groups. The
rating scale has 15 items with four Likert-type
response options: 1 = never, 2 = sometimes
yes, sometimes no, 3 = most of the time,
and 4 = always. The general classification of

professional care is considered according to
the total score, thus: <23 = Deficient; 23 to
37 = Regular; 38 to 51 = Good; and 52 to
60 = Excellent ¥, The scale applied received
semantic validation for Colombia with excellent
reliability (Cronbach’s alpha: 0.90).%% To store
the information, the study used an electronic
device with the scale aggregated, connected
to an immediate response to the principal
researcher’s e-mail and a meticulous record of
the women’s answers was kept.

This research was approved by the Ethics
Committee of the Faculty of Nursing at
Universidad Nacional de Colombia and by the
Ethics Committee at the Regional Hospital in
San Gil. Respect for the dignity of the women
prevailed, along with the protection of their rights,
and their wellbeing. The study kept in mind the
ethical principles contemplated in Legislation 911
of 2004: Beneficence, Non-maleficence, Justice,
Autonomy, Fidelity, and Reciprocity. The study
was classified as minimum risk and participant
information confidentiality was protected.

Results

During the study period, 107 women in labor
were admitted to the Hospital's maternity service,
43 of them fulfilled the inclusion criteria; 20 were
assigned to the intervention group and 23 to the
control group.

Sociodemographic characteristics

The mean age in the intervention group was
25.15+7.91 years versus 24.35+5.77 years in
the control group (p=0.893). Table 1 shows that the
groups are similar regarding the sociodemographic
variables and obstetric history. Most of the women
in both groups are between 20 and 35 years of age,
are registered in the subsidized regime and report
their level of studies to complete secondary. Other
common characteristics in these women is that they
come from municipalities near San Gil to have their
first parturition, with gestations at full term, having
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as antecedents compliance of prenatal controls or labor. The parturition lasted 14.85+12.11 hin

and attendance to the motherhood and fatherhood the intervention group versus 17.65+10.45 h in
preparation course. Principally, the women in both the control group (p=0.420), with this difference
study groups had no complications during gestation not being statistically significant.

Table 1. General characteristics of the study groups

Group
Variable Intervention Control
(n=20) (n=23)
Number % Number %
Sociodemographic Characteristics
Age group in years 0.622
15-17 4 20 4 17.39
18-19 3 15 2 8.70
20-25 4 20 8 34.78
26-35 6 30 8 34.78
36 and more 3 15 1 4.35
Marital status 0.408
Married 5 25 4 17.39
Single 5 25 3 13.04
Common law 10 50 16 69.57
Healthcare Regime 0.266
Contributive 4 20 2 8.70
Subsidized 16 80 21 91.30
Schooling 0.225
Up to primary 9 45 7 30.43
Up to secondary 9 45 13 56.52
Technical or university 2 10 0 0.00
Origin 0.498
San Gil 6 30 8 34.78
Other municipalities 14 70 15 65.22
Parity 0.867
0 11 55 14 60.87
1 4 20 5 21.74
2 3 15 3 13.04
3 1 5 1 4.35
4 1 5 0 0.00
Gestation to term 0.342
Early (37-38.6 weeks) 10 50 9 39.13
Full (39-40.6 weeks) 10 50 14 60.87
Planned gestation 0.447
Yes 10 50 14 60.87
No 10 50 9 39.13
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Table 1. General characteristics of the study groups. (Cont.)

Group
Variable Intervention Control
(n=20) (n=23)
Number % Number %
Number of prenatal controls 0.994
0 1 5 1 4.35
1-3 1 5 1 4.35
4-8 14 70 17 73.91
9 and more 4 20 4 17.39
Motherhood and fatherhood preparation course 0.865
Yes 17 85 20 86.96
No 3 15 3 13.04
Complications during gestation 0.405
Yes 5 25 4 17.39
No 15 75 19 82.61
Complications during parturition 0.431
Yes 3 15 2 8.70
No 17 85 21 91.30
Use of oxytocin 0.261
Induction 6 30 7 30.43
Conduction 10 50 15 65.22
No 4 20 1 4.35

* Chi square test probability value

Results in the Professional care rating

scale

Assessment of professional care in the
intervention group was Excellent (average
59.8+0.6, minimum = 58, maximum = 60),
while the control group was Good (average
50.2+7.8, minimum = 39, maximum = 60).
Table 2 reviews the average values obtained
in each of the items, which per subscale and
scale total were higher in the intervention group
compared to those of the control group, and all
these differences were statistically significant.
Specifically, in the intervention group the scores
of the 15 items were between 4 and very close to
4 (3.95-3.97), indicating that the questions were
mostly answered with the option “always”.

It was not found that the scale’s total score was
affected by possible interactions between the
study group with the variables of use of oxytocin
(p = 0.85) or time of labor duration (p = 0.57).

Discussion

Most of the women in parturition process for
both groups are within the age group 20 to 35
years, corresponding to the ages of highest rates
of fertility for Colombia,®® an important variable
given that the two extreme groups, adolescents
and women over 35 years of age are of obstetric
risk. These data reiterate that found in Europe,
Latin America, and Colombia where similar ages
are reported. 1517

Women hospitalized for the birth of their children
came from municipalities close to San Gil and
many had basic primary and secondary studies,
differing from data reported in other Colombian
studies™>!® in which between 50% and 60%
of the women had higher levels of schooling; in
this research, <5% had this level of schooling
and it may be because most of the women
come from small towns near San Gil, while the
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Table 2. Averages per item, subscale, and scale of the Professional
Care Rating Scale according to study group

Group

Subscale ltem Intervention Control p value®

1. Made you feel well? 3.95+0.22 3.48+0.59 0.002

2. Showed a positive attitude toward you and their work? 4+0 3.34+0.71 <0.001

3. Listened attentively? 4+0 3.17+0.88 <0.001

(o] LR B 4. Let you express your feelings? 3.95+0.22 2.74+0.96 <0.001
Healer 5. Showed interest for what happened to you? 4+0 3.04+0.87 <0.001

6. Understood your symptoms and concerns? 4=+0 3.26x0.62 <0.001

7. Showed they were prepared to do their work? 3.95+0.22 3.52+0.51 0.002

Average of the Compassionate Healer scale 3.97+0.07 3.22+0.55 <0.001

8. Encouraged you to take care of yourself during labor? 4+0 3.56+0.51 0.001

9. Was respectful with you? 4+0 3.65+0.58 0.004

10. Offered help and collaboration? 4+0 3.17+0.88 <0.001

11. Performed labor control correctly? 3.95+0.22 3.47+0.59 0.002

e 12. Did you feel cared for during your labor? 4+0 3.39+0.66 <0.001
13. Clearly explained the indications to follow? 4=0 3.26=0.86 <0.001

14. Was kind with you? 4+0 3.61+0.49 0.002

15. Treated you like a person? 4=+0 3.52+0.51 <0.001

Average of the Competent Healer scale 3.99+0.03 3.5+0.5 <0.001

Average of the scale total 59.8+0.6 50.2+7.8 <0.001

* Mann-Whitney U test probability value

Colombian studies were held in Bogoté in sectors
with prevalence of high socioeconomic level.
1518 This reveals the need for intervention to
women in parturition process in this province or
in regions with similar characteristics. More than
half the women were in the parturition of their
first child; research in different continents report
predominance of primiparous women,:1520
which shows that, in general, women are in a
group that requires greater care because they
are upon the birth of their first child. Changes of
different intensities occur during the parturition
process, which behave as a complex phenomenon,
especially for the primiparous women, who feel
more fear than multiparous women;?® thus,
the interrelationship with nurses improves the
woman'’s performance and wellbeing during the
parturition process. It must be highlighted that
the parturitions occurred in pregnancies with
gestational ages to term, which require principally
of care and of the nurse’s continuous presence:2)
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to contribute to the naturalness of the process.

Most of the women reported that their gestation
was unplanned and this has been associated
to the development of post-traumatic stress;”
additionally, they comply with prenatal controls,
but do not attend the motherhood and fatherhood
preparation course — although they required it
because most were primiparous. This corresponds
to a wake-up call for care to be offered from
the initial stages of gestation to the moment of
parturition; the nurses’ presence and the support
they provide during labor can diminish the onset
of postpartum stress.?

Regarding the results of applying the Professional
care rating scale, it was noted that the score was
higher in the intervention group compared to the
control group, showing the benefits of applying this
care intervention during the mothers’ parturition
process. These data are a reminder that women
request and grant importance to the relational
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component of nursing care, which influences
upon the care assessment, corresponding to that
found in Latin American studies.!1%1®

Given that the participants from the intervention
group scored the 15 items from the scale with values
around 4, it is important to analyze some items in
the control group that deserve attention: the reactive
with the lowest score was # 4- Let you express
your feelings? (2.74), which beckons nurses to keep
in mind activities from the process “Being with”,
broadening care toward feelings, remembering
that women during parturition process have mixed
feelings.? Item 1- Made you feel well? Obtained
an average score in the control group of 3.48. By
using the linear interpolation of the averages of each
item from the scale with its total score, it was found
that this score corresponds to the lower limit for
professional care considered Excellent, hence, the
care process “Maintaining belief” requires being
delved into by nurses who apply the intervention.

In the Competent Healer subscale for the control
group, the lowest average scores were: 13-
Clearly explained the indications to follow?; and
10- Offered help and collaboration?, which calls
on nurses in general to improve in the education
and direct care of women during parturition
process; these scores obtained a classification of
Excellent in the intervention group. It should be
remembered that women who do not feel cared
for by nurses report development of postpartum
post-traumatic stress ’, which drives to continue
delving into this care intervention and its benefits
during the parturition process, expulsion and in
the immediate, middle and late postpartum.

The scale's total score for the women who
received intervention was in the category of

Excellent, while being classified as Good for the
control group, which agrees with the data found
in other research,®® which also applied during
prenatal control an intervention derived from
Swanson’s theory of caring, with before and after
measurements, and finding that women value
nurses better after the intervention.

Finally, it was observed that in this study’s care
intervention, the scores were equal in both
subscales, that is, they keep in mind the care
aspects of Compassionate Healer and Competent
Healer, while for the control group the score of the
Compassionate Healer subscale was lower. Studies
related to the nursing care offered to women
during parturition process demonstrate that its
evaluation is conceived through two components:
one technical — less strong, but not less important
— and another relational, considered the most
important,®19 hence, the interrelation between
the nurses and women influences directly on the
perception of the care assessment .

Theconclusion hereinis that the intervention derived
from Swanson’s theory of caring was associated to
a better assessment of the professional nursing
care by women during the parturition process.
Research should be conducted to continue with the
assessment of this study’s intervention, as well as
explore the different variables related to the process
that can modify the scores manifested by the
women in the subscales during the evaluation of
the professional care and the variables susceptible
to modification by the care intervention. Likewise,
future research should review the impact of nursing
care with evaluations at different times, like during
the middle and late postpartum, as well as in
women who have been programmed for caesarean.
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improvement among 25% to 88% in the variables of: health, labor motivation,
burnout, service level and productivity; as well as in the variables of the organization
associated to number of patients, nursing personnel and profit. Likewise, the single
shift scenario with good practices improves in all the above-mentioned variables and
generates stability on the variables of absenteeism and resignations. Conclusion. The
best scenario is the single shift scenario with the application of good practices of risk
treatment in comparison with the double shift scenario with good practices, which
allows concluding that the good practices have a positive effect on the variables of
nursing personnel and on those associated to the organization.

Descriptors: occupational risks; burnout, profesional; health services administration;
nursing staff; risk management.

Simulacion del cambio en el riesgo psicosocial en
personal de enfermeria después de implementacion de
politica de buenas practicas en el tratamiento del riesgo

Objetivo. Evaluar el cambio en el tiempo de la gestion del riesgo psicosocial para
el personal de enfermeria de una clinica de tercer nivel de complejidad de Bogota
(Colombia). Métodos. Estudio descriptivo y correlacional realizado bajo el enfoque
de la gestion del riesgo (identificacion, analisis, evaluacion y tratamiento). Se estudia
el riesgo psicosocial del personal de enfermeria mediante modelos de dindmica de
sistemas a 10 afos (con y sin implementacion de politica de buenas practicas en el
tratamiento del riesgo) en dos escenarios: cuando el personal de enfermeria trabaja
turnos de 6 horas (mafana o tarde), y cuando se laboran 12 horas (doble turno o
turno de noche). Resultados. Al implementar una politica de buenas practicas en el
tratamiento del riesgo, el escenario de doble turno evidencia mejora entre el 25%
al 88% en las variables de: salud, motivacién laboral, burnout, nivel de servicio y
productividad; asi como en las variables de la organizacién asociadas a nimero de
pacientes, personal de enfermeria, y utilidad. Asi mismo, el escenario de un solo
turno con buenas practicas genera mejora en todas las variables mencionadas y
estabilidad en las variables ausentismo y renuncias. Conclusion. EI mejor escenario
es el de un solo turno, con aplicacién de buenas practicas de tratamiento del riesgo,
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con relacion al escenario de doble turno con buenas préacticas, lo que permite
concluir que las buenas practicas tienen efecto positivo en las variables del personal
de enfermeria y en las asociadas a la organizacion.

Descriptores: riesgos laborales; agotamiento profesional; administracion de los
servicios de salud; personal de enfermeria; gestion de riesgos.

Simulacao do impacto de politicas de boas praticas
no tratamento do risco psicossocial no pessoal de
enfermagem

Objetivo. Avaliar a mudanga no tempo da gestdo do risco psicossocial para o
pessoal de enfermagem de uma clinica de terceiro nivel de complexidade de Bogota
(Colémbia). Métodos. Estudo descritivo e de correlacao realizado sob o enfoque da
gestao do risco (identificagcao, anélise, avaliagao e tratamento). Se estuda o risco
psicossocial do pessoal de enfermagem mediante modelos de dinamica de sistemas
a 10 anos (com e sem implementagédo de politica de boas praticas no tratamento
do risco) e nos dois cenarios: quando o pessoal de enfermagem trabalha turnos
de 6 horas (manha ou tarde), e quando se trabalham 12 horas (duplo turno ou
turno de noturno). Resultados. Ao implementar uma politica de boas praticas no
tratamento do risco, o cenario de duplo turno se evidéncia melhoria entre 25%
a 88% das varidveis de: saude, motivagao laboral, burnout, nivel de servico e
produtividade; assim como nas variaveis da organizacao associadas a nimero de
pacientes, pessoal de enfermagem, e utilidade. Assim mesmo, o cenario de um
s6 turno com boas praticas gera melhora em todas as varidveis mencionadas e
estabilidade nas variaveis ausentissimo e rentincias. Conclusao. O melhor cenario
€ o de um s6 turno, com aplicacdo de boas praticas de tratamento do risco, com
relacao ao cenario de duplo turno com boas préaticas, o que permite concluir que
as boas praticas tem efeito positivo nas variaveis do pessoal de enfermagem e nas
associadas a organizagao.

Descritores: riscos ocupacionais; esgotamento profissional; administracdo de
servicos de salde; recursos humanos de enfermagem; gestéo de riscos.
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|ntroduction

sychosocial risks and labor stress are some of the problems

raising more difficulties in the occupational safety and health

field® and considerably affect people’s health, organizations and

national economies. For the International Labor Organization,®
psychosocial risks consist on the interactions between the work, satisfaction
and organizational behavior on one part and on the other, the skills of the
worker, its needs, its culture and its personal situation outside the work. These
factors are one of the problems with greater impact on the labor field causing
absenteeism for common disease, labor accidents and occupational diseases,
which alters the productivity and quality in the provision of services;® in
addition, it generates high costs and affectations on the life quality of the
workers.

According to Peinador, in the services of a health service provider (IPS), the
nursing personnel faces several stressing situations during the performance
of their labor functions since their work requires of great responsibility, they
have a permanent contact with diseases, they face suffering and death, which
causes so many tension, anxiety and depression. Likewise, they must work
under pressure, comply with difficult schedules including night shifts, 12-hours
shifts and working on Sundays, holidays and special dates, which interferes
with their social and family life. The psychosocial risk means the interactions
given between the content, organization and management of work and the
environmental conditions, in conjunction with the functions and needs of the
workers.?5® The psychosocial risk management is important because these
interactions can exercise a harmful influence on the worker’s health through
its perceptions and experience.”®

Organizations manage the risk through an architecture implying principles,
structure and processes and comprising the identification, analysis and
assessment of risk, which is denominated as risk valuation.®!® Throughout
this process, the organizations communicate and consult with the stakeholders
in the company and review the risk and the means to reduce it in order to
determine which risks require of treatment for its mitigation and control.®?
The identification of risk is made in accordance with the bibliographic review
and some of the factors evaluating the set of psychosocial risk factors. This
set is a series of surveys created by the Ministry of Social Protection by taking
into account Resolution 2646/2008, which allow identifying if there is a
psychosocial risk on an institution.*?13 The risk factors commonly identified
are: Burnout Syndrome, 418 |abor motivation,”:'® work overload,%2% time
off work,17:21 satisfying work environment16.1820 and personal life quality.t7-21)

In view of the foregoing, the objective of this research is to assess the
psychosocial risk management of nursing personnel of an intermediate level
clinic located in the Savanna of Bogota through a system dynamics approach.
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Methods

This research has a quantitative nature under
the descriptive and correlational approach. It is
descriptive because it takes into account primary
information, meaning, interviews made to the
nursing direction and the nursing personnel of
the clinic under study and it is correlational since
it proposes to study the relation of the variables
intervening in the psychosocial risk management in
a health entity through a system dynamics model.

An adaptation of the risk management
methodology of standard ISO 31000:2011%Y
was used for carrying out this study, which was
performed during the first semester of 2017,
using a system dynamic to study the clinic as
a system, identify the relations between the
different risk factors and take control measures
that contribute with the improvement of the life
quality of nurses and therefore, the patients care.
The system dynamics is a tool that allows the
construction of simulation models of this research
based on the study of the causal relations existing
between the parties of the system, in this case,
the actors of the clinic, in order to make decisions
in complex environments such as health sector.??
The methodology used for this research comprises
two stages: (i) Identification and analysis of risk:
it comprises the process to find, recognize and
describe the risk®! and thus understanding its
nature by considering the risk causes, its positive
and negative consequences and the likelihood of
its occurrence. It is performed through the problem
identification, the development of dynamic
hypotheses explaining the problem roots and the
construction of a causal diagram or causal cycles.

The causal diagram allows the visualization of the
structure and causal relations of the system in
order to understand its feedback mechanisms in a
temporary scale.®® It identifies balance feedback
cycles to characterize the balance behaviors or
search of goals. It also identifies the reinforcement
feedback cycles for growth or exponential
increment behaviors. This causal model is built
using Vensim software; and (ii) Risk assessment:

it aims at facilitating the decision-making based
on the first stage results, it determines the risks
needing for treatment and the priority for its
implementation.’? A simulation model of the
system is constructed to analyze the root causes of
the problem in a quantitative manner, which must
be validated to demonstrate that it satisfactorily
reproduces the behavior observed in the reality.
This model is denominated as Forrester diagram
and is a diagram f levels, flows and variables
that performs a simulation of its behavior over
the time.®? This model allows evaluating the
scenarios and policies of intervention of the
system. It is designed by taking into account the
cycles identified in the causal diagram and it is
also developed by using the Vensim software.
The data for the simulation is obtained through
interviews performed in the clinic under study.

The gathering of information necessary for the
development of the model was performed in
2017 in an intermediate complexity clinic located
in the Savanna of Bogota (Colombia). The nursing
personnel of this institution was comprised by:
143 assistants, 73 head nurses, 7 coordinators,
1 nursing director and 1 advisor of external unit,
for a total of 225 persons.

The calculation of variables and some assumptions
of the model are made based on the following: a)
health was calculated on a scale from O to 100,
where O is bad health condition and 100 is an
optimal health condition. There is an initial value
of 50 which indicates a normal health condition,
b) labor motivation is also calculated from O
to 100, where 100 indicates that health care
personnel is very motivated and O that it is not,
and c¢) Burnout Syndrome is measured from O to
20. It begins with a Burnout value of O and in the
extent the syndrome increases, the value tends to
the higher limit.@®

The calculation of /ookups table, which are output
data in accordance with predetermined input
values necessary for the simulation, is made by
determining the behavior of the variables to be
detailed, whether these are directly or inversely
proportional. For the case of the burnout impact
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lookup on labor motivation, it is calculated as
follows: Burnout impact on labor motivation =
WITH LOOKUP (Burnout), ([(0,0) -(100,10)1,
(1,0.1),(2,0.2),(3,0.3),(4,0.4),(5,0.5),(6,0.6),
(7,0.7), (8,0.8), (9,0.9), (10,0.9))). Values x
represent the Burnout Syndrome and values vy
represent the impact that the burnout would have
on the labor motivation. Since these are inversely
proportional variables, the higher the value of the
Burnout Syndrome is, the higher the negative
impact on the labor motivation since this lookup
is a variable that affects the decrease flow of labor
motivation. In the calculation equation, when
the burnout has a value of 10, the impact on the
motivation will be high, meaning of 0.9 resulting
on a considerably reduction on the motivation
level. The same calculation is performed for the
other flows with similar characteristics and in
different proportions.

The simulation is made in two scenarios: when the
nursing personnel only works in a shift of 6 hours
(morning or afternoon) and when it works 12
hours (double shift or night shift). The validation of
the model is made by using the techniques of the
system dynamics methodology in order to verify
that it is consistent and coherent on its results.
22 In addition, the model, causality relations and
results obtained are evaluated by the nursing
leader of the clinic in order to confirm that the
structure of the system at her charge corresponds
to that shown in the models as diagram.

The selection of one or more options is involved
in the Risk Treatment stage for amending the
risks and assessing them in the light of the model
built. The treatment provides controls or allows
the modification of risks. The model built is used
for assessing them and different alternatives or
policies improving the problematic situation are
designed and incorporated.®??

In the risk treatment stage, the implementation
of a policy of good psychosocial risk practices
of nursing personnel (meditation and relaxing,
physical exercise, work breaks, sleep and
rest habits, self-control and eating habits) is
proposed in the health care entity®®2® and good
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psychosocial risk practices at the IPS level (burnout
information and prevention campaigns, training
for improving the productivity, work recognition,
progress opportunity in the organization, work
breaks, economic benefits)?52® in both scenarios
established in the simulation. The above in order
to evaluate changes on the behavior of the system
and compare those results between scenarios.

Results

According to each of the stages described in the
methodology, the results obtained in this research
are as follows:

Identification and Analysis of Risk

The model of causal cycles proposed in Figure 1
shows the relations between the psychosocial risk
factors such as: Burnout Syndrome, work overload,
labor motivation, time off work, personal life
quality and satisfaction of working environment.
Consequently to these factors and specifically
to Burnout, the following derives: absenteeism,
occupational diseases, low productivity of
personnel due to physical and mental tiredness
and dissatisfaction of working environment. The
above leads to an increment on staff turnover by
generating an increase on the costs related to the
personnel.

The behavior of some feedback cycles comprising
the model is described below as well as the
findings resulting from the analysis:

@ If the Burnout Syndrome of nurses in an
IPS increases, there would be more absenteeism
and therefore, the nursing personnel turnover
index and the costs associated to the personnel
increase by reducing the profits of the IPS causing
that the institution does not have sufficient budget
to provide economic benefits to the nursing
personnel which generates again an increment of
the syndrome. This cycle corresponds to a positive
feedback of the model where the generation of the
Burnout Syndrome is reinforced.

Simulation of changes on the psychosocial risk in the nursing personnel

after implementing the policy of good practices on the risk treatment
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Figure 1. Causal Diagram. Analysis of Psychosocial Risk

@ R RM) The work overload of nursing

personnel shall cause the occurrence of an
increment both in occupational diseases and
accidents, which generates more absenteeism
increasing again the work overload of the nurses
covering the shifts of the disabled partners. In
turn, this overload leads to less time off the work,
the personnel life quality is affected by the lack
of familiar life and personal relationships causing
the resignation to their job and thus increasing
the staff turnover index and therefore the work
overload. These loops also reinforce the unwanted
behavior of this system.

@Again, the increment of the Burnout
Syndrome in the personnel of an IPS decreases
its productivity index which is reflected on the
service level towards the patients and relatives,

which will cause an increment of complaints
regarding the patient care. This results on the
IPS is bound to dismiss the personnel which
increases the nursing staff turnover index and the
costs associated to new personnel training. This
reduces the profit and the economic benefits and
reinforces the increment of Burnout Syndrome.

@ Another consequence of the increment
on Burnout Syndrome is the dissatisfaction with
the labor environment since the relationships
between doctors and nurses is affected by the
lack of commitment and labor motivation of the
persons suffering this syndrome, generating the
increment of resignations and nursing personnel
turnover index that will trigger a greater increase
of Burnout Syndrome. Again, this cycle shows a
reinforcement behavior in the system.
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Risk Assessment

The model proposed in Figure 2 simulates the
behavior of the different variables affecting the
psychosocial risk of nursing personnel over 10
years. Forrester diagram is comprised by 7 levels
(health, burnout, labor motivation, IPS patients,
revenues per patients, costs of personnel and
nursing personnel), 13 flows and 43 variables.
Nursing personnel works on shifts of 6 hours in
the morning or afternoon and the night shift or
weekend shift of 12 hours. In some cases, due to
the labor absenteeism, some persons work double
shifts of 12 daily hours or when they exchange a
shift with any partner for covering personal issues.

The average monthly wage of nursing personnel
is COP$ 1.2 millions (USD$ 400). Every year,
452 364 patients of all the areas enter into the
clinic and 6 072 patients are discharged on
hospitalization areas. The annual revenues of the
IPS correspond to COP$ 61 824 millions (USD$
20.6 millions) and costs to COP$ 69.996 millions
(USD$ 23.3 millions). In average, the revenue
per patient in one year corresponds to COP$ 10
181 millions (USD$ 3 394).

The annual percentage of resignations from nursing
personnel is 3.6%, the absenteeism percentage
is 1.13% and dismissals of 2.89%. Regarding the
service quality, the indicator of the annual service level
of nursing personnel corresponds to 78% and annual
average percentage of satisfied patents according to
the satisfaction survey corresponds to 98.43%.

Risk Treatment

This section shows the results of Forrester diagram
when implementing the good psychosocial risk
practices. The behavior that the different variables
have when applying the good practice policies or
before their absence is shown in Table 1. Initially,
the variables associated to the nursing personnel
such as: health, burnout, labor motivation, service
level and productivity can be observed.

Regarding health, working only one shift, whether
at morning or afternoon, health increases in year 10

Invest Educ Enferm. 2018; 36(1)

with the policy of good psychosocial risk practices by
60% in comparison when working only one shift that
does not include the policy. When working double
shift or night shift, health significantly decreases in
time and especially when the policy is not included.
Regarding the burnout, it can be evidenced that the
data of double shift with policy and without policy
significantly increase over time with a difference
of 88.5% in year 10, with respect to the data of
only one shift with policy. In labor motivation, we
can observe a difference of 91.1% in the data of
only one shift with policy with respect to the data
of only one shift without policy ibn year 10, which
indicates that the implementation of the policy has
a significant benefit. Service level as well as labor
motivation in only one shift with policy increases
over time in comparison with the other data that
decrease. The data of double shift with and without
policy remain constant in a level of 74 from year 4.

A decrease is evidenced in the productivity over
the years when working on double shift with or
without policy; in contrast when working only one
shift, the productivity increases and in year 10
it reaches 24; for only one shift without policy it
reaches only 11.

Other result variables associated to the organization
are shown in Table 2. Those variables are:
IPS patients, nursing personnel, resignations,
dismissals, absenteeism and profit. IPS Patients,
when working one shift with policy, significantly
increases from year 5 with respect to the other
data. If working on double shift with or without
policy, the number of patients maintains in
700,000 approximately from year 3. An increment
is evidenced on the nursing personnel for all the
data over time due to the increment of patients
every year; however, there is a difference of
approximately 10% when working a double shift.

Regarding the resignations, we can evidence
that they increase over time because of the
increment of nursing personnel every year.
However, when working double shift with or
without policy, year 10 reaches 26 resignations
in comparison with 20 resignations in the same
year when working only one shift with policy.

Simulation of changes on the psychosocial risk in the nursing personnel
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Table 1. Behavior of variables associated to Nursing Personnel during the simulation period

Result Variable

Health

Only one shift with policy 50.0 52.2 54.3
Double shift (or night) with policy 50.0 46.1 42.2
Double shift (or night) without policy 50.0 41.6 33.2

55.5 58.7 62.0 66.5 67.6 69.8 709 73.1
37.3 345 31.7 30.1 252 213 16.4 125
248 164 8.0 -04 -88 -17.2 -256 -34.0
43.0 40.6 383 36.0 33.6 31.3 289 26.6

Only one shift without policy 50.0 47.7 45.3
Only one shift with policy 0.0 1.8 2.2
Double shift (or night) with policy 0.0 6.0 75
Double shift (or night) without policy 0.0 6.0 7.5
Only one shift without policy 0.0 1.8 2.2

Labor motivation
Only one shift with policy
Double shift (or night) with policy

23 24 24 23 23 22 2.1 2.0
93 11.8 13.8 152 16.1 16.7 17.2 17.5
96 124 142 154 163 169 173 17.5
24 26 29 32 36 4.0 4.4 4.7

50.0 51.5 51.3 51.2 51.5 53.2 558 59.6 62.1 64.8 66.8
50.0 50.7 319 133 30 18 14 12 1.1 1.0 1.0

Double shift (or night) without policy 50.0 50.7 27.3 84 15 1.1 09 09 0.9 0.9 0.9

Only one shift without policy

50.0 51.5 47.8 41.9 345 26.8 20.0 145 103 7.3 5.9

Service level
Only one shift with policy
Double shift (or night) with policy

96.7 97.0 96.9 969 97.0 97.2 976 982 98.6 99.0 99.3
96.7 96.8 939 80.6 74.1 741 741 741 741 741 741

Double shift (or night) without policy 96.7 96.8 91.5 76.8 74.1 74.1 74.1 74.1 74.1 741 74.1

Only one shift without policy

96.7 97.0 96.4 955 943 91.1 858 815 782 759 7438

Productivity

Only one shift with policy 20.0 20.0 20.0 20.1 20.4 21.1 22.1 23.0 236 24.0 244
Double shift (or night) with policy 20.0 166 128 7.7 54 51 49 44 40 3.5 3.2
Double shift (or night) without policy 20.0 16.1 11.4 53 35 27 20 20 20 2.0 2.0
Only one shift without policy 20.0 19.6 186 17.7 16.6 155 144 134 124 119 114

With respect to the dismissals, we can evidence
that when the nursing personnel only works one
shift, the dismissals reach 20 in year 10 when the
policy is implemented; in contrast, when working
double shift with or without policy, these reach
30 in year 10. On the other part, if the policy is
not implemented when working only one shift, the
dismissals can exceed 30 in year 10, meaning,
for the case of dismissals, that it is necessary to
implement the policy when working only one shift.

Invest Educ Enferm. 2018; 36(1)

Absenteeism shows an increment over time.
Notwithstanding, when working double shift, 8
absenteeism cases can be reached in year 10 with
or without policy, but when working only one shift
with the policy, 6 absenteeism cases can be reached
inyear 10. IPS profit shows an increment over time,
but when the work is only for one shift and the policy
is implemented, the profit is 28% higher than when
working double shift. Year O begins with loses due
to the current condition of the clinic.
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Discussion

This research evaluated psychosocial risk
management in the personnel of an intermediate
level clinic located in the Savanna of Bogota using
a systems dynamics approach in order to have
information to improve the decision making of the
clinic under study.

According to the results obtained, if the health
institutions invest in the implementation of
good practices to prevent psychosocial risk, the
nursing personnel will be positively influenced by
increasing good habits to make their work more
satisfactory. The above, besides being beneficial
for the personnel, increases over time the profits
in the institutions as well as the level of care to
patients and relatives. By implementing the policy
of good practices in the double shift scenario
there is evidence of improvement in the following
variables: health, labor motivation, burnout,
service level and productivity and no changes
are generated in absenteeism, resignations and
dismissals. Likewise, in the scenario of a single
shift of 6 hours considerable improvements are
presented. In relation to the double shift, it is
improved between 25% and 88% in all variables
except for absenteeism and resignations that
remain stable. Although working double shift
or night shift is not the best option from the
organizational point of view, good practices reduce
their negative impact on staff.

The above reinforces what has been stated by
several authors*:37:8 who affirm that psychosocial
risks are one of the most difficult problems in the
field of occupational safety and health, generating
absenteeism due to common illness, accidents
at work and occupational diseases, which alters
productivity and quality in the provision of
services; It also generates high costs and changes
in the life quality of workers.

The results of the behavior of the variables over
time allow us to conclude that working only one
shift, either in the morning or in the afternoon,
is the best alternative that the Management of
the intermediate clinic of the Savanna of Bogota

Invest Educ Enferm. 2018; 36(1)

can take when performing the shift assignment
of the nursing personnel. This decision benefits
the IPS in terms of its profits, productivity, service
level and personnel satisfaction. In the future
this is reflected in lower personnel turnover and,
therefore, in lower hiring and training costs.
Making these changes at the administrative level
may not be feasible for all health entities, so
the change of shifts time can be an alternative;
for example, 3 shifts per day of 8 hours can be
established. Another alternative is the increment
in the frequency of good practices, which can
guarantee adequate results for the nursing
personnel and the organization.

As researchers we found that modeling the behavior
of psychosocial risk management of nursing
personnel in the Integrated Management System
of a health entity through systems dynamics is
a successful and innovative methodology, which
allows viewing the factors and consequences of
these risks in a holistic manner, helping to make
managerial decisions and to create strategic
policies in an IPS.

Other authors®32®) use this methodology to
simulate the risk management of other types
of risks, but not specifically of psychosocial
risk or of the nursing personnel. The studies of
psychosocial risk of the nursing personnel and
its different factors and consequences®?® are
carried out through different descriptive tools,
but do not use a methodology that allows to see
in a holistic way how this psychosocial risk can
affect the nursing personnel and IPS through
simulation. This research work is relevant for the
sector since, according to the bibliographic review
and interviews with the nursing personnel of the
intermediate clinic of the Savanna of Bogota, no
study with these characteristics was carried out,
which makes possible to improve the management
decision making in health entities.

Finally, the authors acknowledge that itisimportant
to carry out studies in the future that explore other
variables that may influence psychosocial risk,
such as the relationship between co-workers and
between superiors and subordinates, the sense

Simulation of changes on the psychosocial risk in the nursing personnel

after implementing the policy of good practices on the risk treatment




of belonging or passion towards the profession, the study of good practices separately to identify the
particular effects they may have on personnel and risk management, the evaluation of other scenarios
that distinguish additional alternatives to shift changes and the number of working hours, among others.
Although some of these alternatives can be considered as limitations to the built model, the development
achieved in this research is an innovative and relevant progress for the field of health that opens the doors
to continue exploring and generating knowledge in the branch of psychosocial risk management and
system dynamics as a tool to improve the decision making of health entities.
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Objective. This work sought to determine the family

economic burden associated with caring for the child

with cancer. Methods. Descriptive study with quantitative

approach. The sample comprised 50 families of children

with cancer attending a foundation in Bogota (Colombia), 1 Nurse, Masters. Instructor, Servicio Nacional de
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and the financial cost of the burden; a higher number of

sexagesimal degrees indicate a higher level of economic @
burden. Results. Families of children with cancer have

a high economic burden, in particular in transportation
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(28.5°), communications (26.3°), health (20.8°), housing (19.7°), and food (17.4°).
Conclusion. The families have a high economic burden associated with caring for
the child with cancer. It is necessary to implement social support strategies to these
families to keep the economic burden from interfering with adherence to treatment
and, hence, with the child’s survival.

Descriptors: cost of illness; neoplasms; child.

Carga financiera familiar asociada al cuidado del nifio
con cancer

Objetivo. Determinar la carga financiera familiar asociada al cuidado del nifio
con cancer. Métodos. Estudio descriptivo con abordaje cuantitativo. La muestra
estuvo constituida por 50 familias de niflos con cancer que estan vinculadas a una
fundacion en Bogota (Colombia) y que acompafa de forma integral (alimentacion,
asesoria psicologica y espiritual, hospedaje, transporte y educacién) a nifios de
poblacion vulnerable con diagnostico de lupus y céncer. Se empled una ficha de
identificacion para caracterizar a los sujetos y la Encuesta “Costo financiero del
cuidado de la Enfermedad crénica” de Mayorga et al. El analisis se realiz6 mediante
la metodologia “Carga financiera atribuible al cuidado familiar de una persona con
enfermedad cronica en Colombia” -CARACOL- que cuantifica el nivel de la carga en
grados sexagesimales y el costo financiero de la carga: a mayor nimero de grados
sexagesimales es mayor el nivel de carga financiera. Resultados. Las familias de
los nifios con cancer tienen una alta carga financiera, en particular en transporte
(28.5°), comunicaciones (26.3°), salud (20.8°), vivienda (19.7°) y alimentacion
(17.4°). Conclusion. Las familias tienen una elevada carga financiera asociada al
cuidado del nifio con cancer. Es necesario la implementacion de estrategias sociales

Family Economic Burden Associated to Caring for Children with Cancer




de apoyo a estas familias con el fin de evitar que la carga financiera interfiera con la
adherencia al tratamiento y, por tanto, con la supervivencia del nifio.

Descriptores: costo de enfermedad, neoplasias, nifo.

Carga financeira familiar associada ao cuidado da crianca
com cancer

Objetivo. Determinar a carga financeira familiar associada ao cuidado da crianga com
cancer. Métodos. Estudo descritivo com a abordagem quantitativo. A amostra esteve
constituida por 50 familias de criangas com cancer que estao vinculadas a uma
fundagdo em Bogota (Colémbia) que acompanha de forma integral (alimentacéo,
assessoria psicolégica e espiritual, hospedagem, transporte e educagéo) a criancas
de populacao vulneravel com diagndstico de Iipus e cancer. Se empregou uma
ficha de identificacao para caracterizar aos sujeitos e a Enquete “Custo financeiro
do cuidado da Doenca crénica” de Mayorga et al. O analise se realizou através da
metodologia “Carga financeira atribuivel ao cuidado familiar de uma pessoa com
doenca cronica na Colémbia” -CARACOL- que quantifica o nivel da carga em graus
sexagesimais e o custo financeiro da carga; a maior nimero de graus sexagesimais é
maior o nivel de carga financeira. Resultados. As familias das criangas com cancer
tem uma alta carga financeira, em particular no transporte (28.5°), comunicagoes
(26.3°), saude (20.8°), vivenda (19.7°) e alimentacdo (17.4°). Conclusao. As
familias tém uma elevada carga financeira associada ao cuidado da crianga com
cancer. E necessario a implementacao de estratégias sociais de apoio a estas familias
com o fim de evitar a carga financeira interfira com a aderéncia ao tratamento e, por
tanto, com a supervivéncia da crianca.

Descritores: efeitos psicossociais da doenca; neoplasias; crianga.

Mercedes Rativa Velandia ¢ Sonia Patricia Carrefio Moreno
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|ntroduction

lobally, between 2001 and 2010 there was a rate of cancer
incidence of 140 cases per million children under 15 years of
age, which corresponded to the diagnosis of nearly 300,000 new
cases during that period,* with leukemia being the most common
type of childhood cancer (rate of 46.4 per million), followed by tumors of the
central nervous system (rate of 28.2 per million) and lymphomas (rate of 15.2
per million).® During the period from 2007 to 2011, it was estimated that
for Colombia the annual incidence rate for all types of tumors, except skin, in
the country was 11.4 per 100,000 in boys and 8.7 per 100,000 in girls.®

Childhood cancer affects families in several items of their lives, including the
financial, a situation that can influence upon the late initiation of treatment,
adherence, and remission to specialized levels of care, which may mean the
difference between life and death.” Likewise, cancer treatment in its early
stages is intense because complete remission is expected, needing frequent
hospitalizations and the transfer of the child and the caregiver from the home
to the hospital, which causes disorders in the family life routine,® in the role of
each family member, in the schooling of the sick child and of other children.®

Within the financial affectation of childhood cancer in families, literature reports
a change in the routines that affects the lives of the families, influencing not
upon the unity, relationship, and emotional state of its components; it will also
suffer at the work level due to the loss or abandonment of work, which has
financial repercussions.® Upon the need for continuous companionship for the
child during treatment and course of the illness, some parents must abandon
or diminish their hours of work, a condition that brings as consequence a
decrease in the family income.”

The burden of care is identified both in the principal caregiver as in the
family group by the alteration in the family functionality and impact upon
the financial, social, and personal spheres.® The family economic burden is
defined as the added financial effort the family of a child with cancer must
assume to provide the care needs.® The family financial affectation has
been studied in families of people with chronic illness in Colombia“®!V and
Guatemala,*? reporting that the greatest affectation takes place in the health
area. In childhood cancer, the particularity of the experience and treatment
suggests differentiating this phenomenon from general chronic illness, which
is why the aim of this study was to determine the family economic burden
associated with caring for the child with cancer.

Family Economic Burden Associated to Caring for Children with Cancer



Methods

This descriptive, cross-sectional study was conducted
between 2015 and 2017. A convenience sampling
was done of 50 families of children with cancer
linked to a foundation in Cundinamarca (Colombia);
this institution has a social responsibility program
in which it offers comprehensive companionship
to children from vulnerable population who are
stricken with lupus or cancer during hospitalization
or remission, so they can satisfactorily complete their
health treatments in Bogota. The foundation offers
aid in the modalities of regular child and floating
child; the first is the child who attends the institution
regularly and receives weekly groceries and when
in treatment receive a monthly hospitalization kit;
the floater is the child forwarded from their city of
origin for treatment in Bogota, during that period the
foundation offers them the same support offered to
a regular child and, additionally, the floater children
participate in the foundation’s ludic, recreational,
and spiritual events.

The study informant was the principal family
caregiver of the child with confirmed diagnosis of
childhood cancer and who was in the phase of
treatment consolidation or maintenance. Inclusion
criteria included being over 18 years of age and
caring for the child for at least two months; the
latter for the purpose of quantifying consumption
before and after the cancer diagnosis.

To gather data, a questionnaire was used containing
sociodemographic information of the child and the
caregiver. To measure the additional family financial
effort associated to caring for a child with cancer
the study used the family survey “Financial cost
of caring for chronic illness” by Montoya et al., !
which inquires on the actual effective consumption
attributable to caring for individuals with chronic
iliness, the perception of burden associated to the
financial cost, and — lastly — the observations related
to the cost of caring. This survey has adequate
facial and content validity criteria under criteria of
clarity, sufficiency, coherence, and relevance. The
survey quantifies family financial expenditure in
Colombian pesos (COP) and has open response

spaces that permit expanding on the causes of the
increased expense.!)

Understanding as economic burden the additional
financial effort the family of a child with cancer must
assume to meet the care needs,” and the level of
burden as the relative weight of the financial cost in
each of the items of the actual effective consumption
attributable to caring for the child with cancer, which
was obtained by calculating a quotient based on
the amount of money that the family consumes in
caring for the patient and the amount of money the
family consumed before the illness, resulting in an
independent proportion of the monetary value. The
resulting quotient is converted into degrees of an angle
through the tangent arc function, with higher number
of degrees meaning a higher level of burden.t¥

The analysis of the economic burden was conducted
through the methodology known as CARACOL
(Economic burden attributable to caring for a person
with chronic illness in Colombia), which has two
facets: quantification of the level of burden and
financial cost of the burden.(10) The first seeks to
identify the level of the impact or relative weight of
the financial cost in each of the items or grouping
of these and the second is aimed at describing the
peculiar attributes of consumption of the family group
associated to caring for the patient with chronic
illness. To specify the relative weight of the burden,
the study determined the amount of money the family
invested in caring for the child with cancer and this
was contrasted with the amount of money the family
spent prior to the onset of the illness in a given item
of the household economy. The quotient of both
amounts expressed the proportion of the consumption
attributable to the illness with respect to the prior
family consumption in the specific item, independent
of the monetary value, which is represented in a snail
emulous formed from the conversion of the quotient
into sexagesimal angles that permit the representation
of level of burden. To describe the peculiar attributes
of consumption by the family group, the nominal and
ordinal variables were analyzed through descriptive
statistics determining the frequency and percentage.
To analyze interval variables, descriptive statistics
were used by means of distribution measures and
central tendency. The study was carried out based
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on the ethical guidelines for research with humans,
considering that its risk was minimum. Caregivers
provided informed consent and the Ethics Committee
from the Faculty of Nursing at Universidad Nacional
de Colombia endorsed the study with authorization
from the Foundation’s directors.

Results

General characteristics of children
with cancer and of their caregivers

Seventy percent of the children suffer from leukemia,
with no gender tendency given that 50% were girls
and 50% were boys of which 54% were out of school.
It is relevant to note that in relation to the department
from which the families of children with cancer came
from 38% were from Bogota, followed by 20% from
Cundinamarca, but 56% lived in Bogota and 26% in
Cundinamarca, evidencing that some families have
moved from their department of origin toward the
capital or to more nearby places (Table 1).

Eighty-six percent of the family caregivers are
women and 14% men, whose age range prevails
between 31 and 45 years, 46% live in common-
law union, and 82% are sole caregivers; with
respect to the number of hours they dedicate daily
to caring for the child with cancer, it is highlighted
that 78% dedicate from 21 to 24 hours and only
6% less than 12 hours (Table 2).

With respect to food costs, an expense is evidenced
associated to caring for the child with cancer by
32.4% due to the nutritional changes that must
be accepted. In relation to the expense in rent,
74% spend a monthly average of $303,500
COP; from this expenditure, 30% corresponds
to expenses associated to caring for the child
due to having to move to another region and in
other cases to the change of housing because
of infrastructure. Public utilities, like electricity,
gas, and water also show increased expenditure
associated to care, which is at 38.5%, 37.4%,
and 34%, respectively, this is due to the frequent
preparation of foods and increased measures of
personal and household hygiene.

Invest Educ Enferm. 2018; 36(1)

Interms of health costs, 90% of the family caregivers
do not assume said costs due to the child’s illness,
given that they are affiliated to a contributive or
subsidized healthcare provider institution. None of
the caregivers complements this service with pre-
paid medicine. Family caregivers face increased
expenses in elements for personal and household
hygiene; on average, the monthly general expense
is $152 120 COP of which an average of $60 100
COP is for caring for the child. This expense is
increased by the consumption of special elements,
like masks, soaps, frequent use of disinfectants
and home cleaning elements.

With respect to the transportation expenses,
monthly, the expense associated to care is 62.9%;
the cause for this consumption is that the families
see the need to travel by taxi, and others must do
so on inter-municipal vehicles because they live
in remote regions. Regarding communications,
the families have an increase because the child
is forced to miss school during treatments, with
internet and television becoming sources of
recreation and education for the children. The
families have an average general monthly expense
of $96 163 COP of which 50.9% is attributed to
caring for the child, as illustrated in Table 3.

Degree of family economic burden
associated with caring for the child
with cancer

The children’s families saw an increase in the
actual effective consumption in each of the items,
which is associated to the illness. The biggest
burden is in transportation with an angle of 28.5°,
explained because one in four families uses taxis
as means of transportation and those living in
remote regions seek inter-municipal vehicles for
transportation. The second place is in the expense
for communication with an angle of 26.3° this
consumption increased in the families because
most of them acquired mobile telephones, internet,
and cable television as means of recreation and
education for the children when they could not go
to school or to public settings due to the illness.

Family Economic Burden Associated to Caring for Children with Cancer




Table 1. General characteristics of the 50 children with
cancer and sociodemographic characteristics of the family

Characteristic

Age in years

N/A 5 10
Leukemia 35 70
Carcinoma 9 18
Sarcoma 6 12
Bogota 19 38
Cundinamarca 10 20
Remainder 21 42
Bogota 28 56
Cundinamarca 13 26
Remainder 9 18
Urban 42 84
Rural 8 16
1 24 48
2 20 40
3 6 12
Single parent 4 8

Nuclear 21 42
Extended 25 50

The health item reported an angle of burden of
20.8°% this burden is mainly attributed to the
expense in elements for personal and household
hygiene, as well as to the expense in medications
included in the Obligatory Health Plan and to

additional costs not contemplated in said plan.
In housing, the burden is of 19.7°, given that
some families changed housing due to problems
with the infrastructure and others moved from
their department of origin to gain better access
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Table 2. General characteristics of the 50 family
caregivers of children with cancer

Characteristic

Gender

Female 43 86
Male 7 14
18- 30 12 24
31-45 24 48
46 - 60 12 24
61 and over 2 4
Separated 5 10
Single 9 18
Common-law 23 46
Widowed 1 2
Incomplete primary 13 26
Complete primary 7 14
Incomplete high school 7 14
Complete high school 18 36
Technical 3 6
Professional 2 4
Occupation

Employee 5 10
Home 41 82
Independent worker 2 4
Other 2 4
Yes 41 82
No 9 18
3 to 11 months 11 22
1 -5 years 36 72
6 years or more 3 6
Less than 12 3 6
13-20 8 16
21 -24 39 78

General expense and associated to caring for the child with cancer

to hospital centers. With respect to the actual 17.4°; families expressed that this increase is due
effective food consumption, the angle of burden is to the child’s change in diet (Figure 1).
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Consequences of the family economic
burden associated with caring for the
child with cancer

The financial wear associated to caring for the child
with cancer has been cause for concern for all the

19.7°

—_———

5.3

Figure 1. Family economic burden associated with caring for the child with cancer

Discussion

This study evidenced that families had to move
from their place of residence to Bogota to have
access to the child’s treatment. This finding is
congruent with that reported in the literature,
given that most pediatric cancer centers are in the
principal cities, obligating a significant number
of patients to travel long distances for the cancer
treatment.4 At the same time, this expense is
one of the causes for abandoning treatments,
given that accessibility to health services is
hindered and some families decide to end this
struggle prior to culminating the treatments,?®
which results in social financial difficulties.!*
Frequently, caregivers abandon their occupations
to dedicate themselves to caring for the child. This
possibly worsens the families’ financial situation,
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caregivers (high 58%, medium 38%, and low
4%), creating conflicts in 92% of the families. The
costs of caring for the child who is ill are assumed
by various family members (36%); frequently, the
incomes are not sufficient and families are obligated
to go into debt or sell their goods.

x—x  Housing
\ . .
\ xxxxxx  Communications
- . Transportation

Ve + Health

inasmuch as it is clear that the success of the
medical care of children with special needs not
only depends on the professional services, but
also on the time invested by the family, which
affects their work status.® The aforementioned
demonstrates that caring for the patient is a task
of almost exclusive dedication by the caregiver,®
especially by women, given that the study found
that 86% of the caregivers are females, a situation
evidencing the woman's role in providing care, in
particular in situations of chronicity.!”

With respect to the number of hours per day
dedicated to caring, 78% of the family caregivers
dedicate between 21 and 24 hours, which agrees
with studies that justify this high dedication in
multiple tasks performed by the caregivers, among
which there are feeding, accompanying, bathing,
dressing, carrying, transporting, administering

Family Economic Burden Associated to Caring for Children with Cancer




medications, taking to the doctor, acquiring
medicine, and scheduling medical appointments
for the chronic patient.”’ Said dedication increases
in children with cancer, who due to their condition
and age must always be accompanied, needing
a family caregiver continuously; more so during
moments of hospitalization, which can last for
days, weeks, and even months. This is when family
caregivers are obligated to change their family and
social routines to accept this new role.1819

Families of children with cancer see increases
in the different items of the family budget,
consequential of the diverse experiences they
endure. One of these is that the children are
forced to miss school, which leads to the need to
improve information technologies to provide the
child some distraction while in the hospital and
at home. Sanchez- Herrera et al. 19 indicate that
families of chronic patients have seen increased
payments in mobile phone services, internet,
and television to meet the patient’'s needs for
recreation and communication.

With respect to the sources of income, our
study showed that families receive help from
their relatives and from the Foundation, but -
in spite this — they consider that expenses are
higher. Added to this is the fact that many family
caregivers have to leave their jobs; consequently,
diminishing their income and obligating them in
some cases to request loans, which agrees with
that reported in the Colombian Andean region,
where the families assumed debts to provide for
the needs of those with chronic illness.?

Among the sources of support, the families share
expenses with close relatives, which is beneficial
because the parents are the principal source of
caring. It is necessary for them to have a broad
social network that provides them help to confront
the shock of the diagnosis, the subsequent
treatment, and its results.?® In general, for
families of children with cancer, economic and
physical support from other relatives is very
important, given that this facilitates complying
with medical and chemotherapy appointments;
this support usually comes from the solidarity of

extended families. In addition, part of the financial
wear due to caring for the child generates a high
level of concern, given that conflicts arise within
the family group related to how finances are
managed, with the lack of sufficient money being
one of the principal causes. In these cases, social
life, recreation, and food habits are modified by
the treatment for the child with cancer.??

Additionally, economic burden was noted related
to food, where the families are not concerned with
satisfying the food needs of all its members, given
that their priority is the care process and caring
for the child with cancer, leading to decisions, like
providing the best food to the child. This agrees with
the literature where it was found that the child’'s
dependency on the family hinders the caregivers’
feeding or, rather, it takes place under inappropriate
conditions, whether in the hospital or the street,
which could impact upon their health status.??

It was evident that the biggest burden for the
families was transportation, with a weekly average
of $160 440 COP of which 62.9% of the total
expense is associated to care. Children with cancer
could not be exposed to environments that caused
them major discomfort, which is why their families
had to change their usual means of mass transport
for one that represented less risk to the children.
Some families lived in rural zones and traveling
to the hospital centers demanded an additional
expense. Fluchel et al.,** found that the majority
of pediatric cancer centers are in the principal
cities and a significant number of patients travel
long distances for cancer treatment. This expense
forces many to abandon treatment; the long
distances make it difficult to gain access to the
health services and some families decide to end
this struggle before culminating the treatments.
Housing expenses were significant; some families
moved from their place of residence to improve
accessibility to health services; these findings are
similar to those reported in the literature, which
has found a surprisingly high percentage of families
had moved from their homes due to their child’s
cancer. Given their considerable efforts, financial
costs associated to the transfers and the fact that
their children’s lives are at risk because they live so
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far away, the families decide to move from their city of origin. Colombia’s legislation 1388 of 2010 “for the
right to life of children with cancer in Colombia”, seeks to guarantee access to early diagnosis, treatment,
follow up, and support, including financial; but in spite of this, for many families enduring the experience of
childhood cancer continues being a struggle lacking sufficient financial support, which implies the prevalence
of negative impacts on not adhering to treatments and the survival of children with cancer.

The conclusion in this study is that families of children with cancer bear a high economic burden, stated
in order of importance with expenses in transportation, communications, health, housing, and food. This
economic burden can interfere with adherence to treatment and, hence, with the child’'s survival. This
research shows the need for the health staff to better understand the experiences of families of children
with cancer in relation to the economic burden they must endure and recognize the families as principal
caregivers who require support and more so during moments of hospitalization, to develop strategies that
integrate care actions with actions at home to minimize readmissions of the children and improve the
quality of life of the children and their families. The study also reveals the need to include in public health
policies support for the families of children with cancer to avoid impoverishment, improve the quality of
life of the families and the children, and avoid — in the long term — illnesses of family caregivers and family
members related to the burden of care.

References

1. International Agency for Research on Cancer [Internet]. Latest data show a global increase of 13% in childhood
cancer incidence over two decades. —Press release N° 251. Lyon, France: IARC; 2017 [cited 15 Apr 20171.
Available from: http://www.iarc.fr/en/media-centre/pr/2017/pdfs/pr251 E.pdf

2. American Cancer Society. Datos y estadisticas sobre el cancer entre los hispanos/latinos 2012-2014 [Internet].
Atlanta: American Cancer Society; 2017 [cited 15 Nov 2017]. Available from: https://www.cancer.org/content/
dam/cancer-org/research/cancer-facts-and-statistics/cancer-facts-and-figures-for-hispanics-and-latinos/datos-y-
estad%C3%ADsticas-sobre-el-c%C3%A1ncer-entre-los-hispanos-latinos-2012-2014. pdf

3. Pardo R, Cendales D. Incidencia, mortalidad y prevalencia de cancer en Colombia 2007-2011 [Internet]. Bogota:
Instituto Nacional de Cancerologia. Available from: http://www.cancer.gov.coffiles/libros/archivos/incidencial.pdf

4. Ireys HT, Chernoff R, De vet KA. Maternal Outcomes of a Randomized Controlled trial of a Community-Based Support
Program for Families of Children with Chronic llinesses. Arch. Pediatr. Adolesc. Med. 2001; 155(7):771-7.

5. Grau C. Impacto psicosocial del cancer infantil en la familia. Educ. Desarr. Diversidad. 2002; 5(2):87-106.

6. Leal J, Luengo R, Sullivan R, Witjes J. Economic burden of cancer across the European Union: a population-based
cost analysis. Eau.2013; 69:438-47.

7. Organizacién Panamericana de la Salud. Diagnostico temprano de cancer en la nifiez [Internet].
Washington, D.C: OPS; 2015 [cited 15 Jan 2016]. Available from: http://www.paho.org/hg/index.
php?option=com_content&view=article&id=10277%3A2014-publication-early-diagnosis-of-childhood-
cancer&catid=5041%3Acancer-media-center&ltemid=42042&lang=es

8. Flury M, Caflish T, Ullmann-Bremi A, Spichiger E . Experiences of Parents with Caring for Their Child after a Cancer
Diagnosis. J. Pediatr. Oncol. Nurs. 2011; 28(3):143-53.

9. Barrera L, Carrillo GM, Chaparro L, Sdnchez B. Modelo para abordar la carga del cuidado de la enfermedad croénica
en Colombia. Orinoquia. 2015; 19 (1): 89-99.

10. Sanchez-Herrera B, Gallardo-Solarte K, Montoya-Restrepo LA, Rojas-Martinez MV, Solano-Aguilar S, Vargas LD.
Carga financiera del cuidado familiar del enfermo crénico en la Regién Andina de Colombia. Rev. Cienc. Salud.
2016; 14(3): 341-52.

11. Montoya A, Montoya |, Ocampo JZ, Chaparro L, Sdnchez B. Disefio y validaciéon de la encuesta costo financiero

del cuidado de la enfermedad crénica. Salud Uninorte; 2017 [cited 17 Nov 20171: 33(3). Available from: http://
rcientificas.uninorte.edu.co/index.php/salud/article/viewArticle/6561

Invest Educ Enferm. 2018; 36(1)

Family Economic Burden Associated to Caring for Children with Cancer




12.

13.

14.

15.

16.

17.
18.

19.

20.

21.

22.

Morales ON, Pinitu GA, Escobar CA. Carga financiera del cuidado del enfermo crénico en un grupo de familias en
Guatemala. Rev. Duazary. 2016; 14(1): 45-53.

Mayorga JH, Montoya LA, Montoya |, Sdnchez B, Sandoval N. Metodologia para analizar la carga financiera del
cuidado familiar de una persona con enfermedad crénica. Rev. Cienc. Biomed. 2015; 6(1):96-106.

Fluchel M, Kirchhoff A, Bodson J, Sweeney C, Edward S, Ding Q, et al., Geography and burden of care in pediatric
cancers. Pediatr. Blood Cancer. 2014; 61(11):1918-924.

Miller JE, Nugent CN, Russell LB. Risk factors for family time burdens providing and arranging health care for
children with special health care needs: Lessons from non-proportional odds models. Soc. Sci. Res. 2015;
52:602-14.

Castillo E, Chesla CA, Echeverry G, Tascén EC, Charry M, Chicangana JA, Pomar DM. Satisfaccion de los familiares
cuidadores con la atencién en salud dada a adultos y nifios con céncer. Colombia Med (Cali).2007; 25(1):19-32.

Giraldo ClI, Franco GM. Calidad de vida entre los cuidadores familiares. Aquichan. 2006; 6(1):38-53.

Bona K, Dussel V, Orellana L, Kang T, Geyer R, Feudtner C, et al., Economic Impact of Advanced Pediatric Cancer
on Families. J. Pain Symptom Manag.2014; 47(3):594-603.

Rubira E, Munhoz M, Martinez M, Barbosa D, Silva A. Taking care of children with cancer: evaluation of the
caregivers’ burden and quality of life Cuidando del nifio con cancer: evaluacion de la sobrecarga y calidad de vida
de los cuidadores. Rev. Latino-Am. Enfermagem.2011; 19(3): 515-22.

Pozo C, Bretones A, Martos MJ, Morillejo E, Cid N, Pozo C, et al., Repercusiones psicosociales del cancer infantil:
apoyo social y salud en familias afectadas. Rev. Latinoam. Psicol. 2015; 47(2):93-101.

ZUniga-serratos C, Loredo-Abdala A, Trejo-Hernandez J. Maltrato infantil: indicadores clinicos y sociales de maltrato
fisico en nifios con cancer. Acta Pediatr. Mex. 2007; 28(1): 15-20.

Avila-Montiel D, Ortega-Martin V, Ruiz-Cano, Dorantes-Acosta E. Andlisis de la alimentacién de los cuidadores de
pacientes pediatricos con cancer en el Hospital Infantil de México Federico Gémez. Bol. Med. Hosp. Infant. Mex.
2013; 70(2): 159-65.

Invest Educ Enferm. 2018; 36(1)

Mercedes Rativa Velandia ¢ Sonia Patricia Carrefio Moreno




uality of Nursing Care:
Perception of Parents of
Newborns Hospitalized in
Neonatal Units

Lina Ximena Jaramillo Santiago!
Sandra Patricia Osorio Galeano?
Diego Alejandro Salazar Blanddn®

Quality of Nursing Care: Perception of
Parents of Newborns Hospitalized in
Neonatal Units

Objective. This work sought to describe the quality of
nursing care from the perceptions of parents of children
hospitalized in a neonatal unit. Methods. Descriptive cross-
sectional study conducted in an institution with tier Il
level of care in the city of Medellin (Colombia). Information
was gathered by using the CARE-Q instrument, which
was answered by the parents of newborns hospitalized
in neonatal unit. The sampling was intentional. Results.
The study had the participation of 121 individuals; 67.8%
were women; mean age was 28 years and almost one
in every two had secondary education or higher. Among
the neonates, 66.9% were premature and 33.1% were
to term, average weight was 2015 g (minimum 620 and
maximum 4420). The general assessment of the parents
on the quality of nursing care their children received in the
neonatal unit, was on average 88 of 100 possible points.
The scores obtained in the dimensions from highest to
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lowest were: Monitors and follows through (95.2), Accessibility (90.8), Maintains
a relationship of trust (88.6), Comforts (87.2), Explains and facilitates (86.3), and
Anticipates (86.0). Conclusion. Parents perceive as positive the nursing care their
children receive in the neonatal unit. However, in the analysis by dimensions, it is
possible to establish the need to strengthen aspects, like interpersonal relations and
communication processes, which are part of the dimensions: Explains and facilitates
and Anticipates. The findings permit guiding specific actions to improve quality in
neonatal care.

Descriptors: intensive care units; nursing care; perception; quality of health care;
infant, newborn.

Calidad del cuidado de enfermeria: percepcion de padres
de recién nacidos hospitalizados en unidad neonatal

Objetivo. Describir la calidad del cuidado de enfermeria a partir de la percepcion
de los padres de nifios hospitalizados en una unidad neonatal. Métodos. Estudio
descriptivo de corte transversal realizado en una instituciéon de tercer nivel de atencion
de la ciudad de Medellin (Colombia). Para la recoleccién de la informacion se utilizd
el CARE-Q el cual contestaron los padres de los recién nacidos hospitalizados
en unidad neonatal. El muestreo fue intencional. Resultados. Participaron 121
personas, de las cuales el 67.8% eran mujeres. La edad promedio fue 28 anos y
casi uno de cada dos tenian estudios secundarios o mayores. Entre los neonatos,
66.9% fueron prematuros y 33.1% a término. El peso promedio fue de 2 015
gramos (minimo 620 y maximo de 4 420). La valoracién general de los padres sobre
la calidad del cuidado de enfermeria que sus hijos recibieron en la unidad neonatal
fue en promedio de 88 de 100 posibles. Los puntajes obtenidos en las dimensiones
de mayor a menor fueron: Monitorea y hace seguimiento (95.2), Accesibilidad
(90.8), Mantiene relacion de confianza (88.6), Conforta (87.2), Explica y facilita
(86.3), y Se anticipa (86.0). Conclusion. Los padres perciben de manera positiva el
cuidado de enfermeria que sus hijos reciben en la unidad neonatal. Sin embargo, en
el analisis por dimensiones es posible establecer la necesidad de fortalecer aspectos
como las relaciones interpersonales y los procesos de comunicacion, que hacen
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parte de las dimensiones: Explica y facilita y Se anticipa. Los hallazgos permiten
orientar acciones concretas de mejoramiento de la calidad en el cuidado neonatal.

Descriptores: unidades de cuidados intensivos; cuidado de enfermeria; percepcion;
calidad de la atencién de salud; recién nacido.

Qualidade do cuidado de enfermagem: percepg¢ao
de pais de recém-nascidos hospitalizados na unidade
neonatal

Objetivo. Descrever a qualidade do cuidado de enfermagem a partir da percepcao
dos pais de criangas hospitalizadas numa unidade neonatal. Métodos. Estudo
descritivo de corte transversal realizado numa instituicdo de terceiro nivel de
atencédo da cidade de Medellin (Colémbia). Para a recolhimento da informagao se
utilizou o CARE-Q que foi contestado pelos pais dos recém-nascidos hospitalizados
na unidade neonatal. A amostragem foi intencional. Resultados. Participaram 121
pessoas, 67.8% foram mulheres, a idade média foi de 28 anos e quase um de
cada dois tinham estudos secundarios ou maiores. Entre os neonatos, 66.9% foram
prematuros e 33.1% a término, o peso médio foi de 2.015 gramas (minimo 620 e
méaximo de 4.420). A valorizacao geral dos pais sobre da qualidade do cuidado de
enfermagem que seus filhos receberam na unidade neonatal, foi na média de 88
de 100 possiveis. As pontuacoes obtidas nas dimensdes de maior a menor foram:
Monitoragéo e fazer seguimento (95.2), Acessibilidade (90.8), Mantém relacéo de
confianca (88.6), Conforta (87.2), Explica e facilita (86.3), e Se antecipa (86.0).
Conclusao. Os padres percebem de maneira positiva o cuidado de enfermagem
que seus filhos recebem na unidade neonatal. Porém, na analise por dimensoes,
é possivel estabelecer a necessidade de fortalecer aspectos como as relagoes
interpessoais e os processos de comunicacao, que fazem parte das dimensoes:
Explica e facilita e Se antecipa. As descobertas permitem orientar agoes concretas
de melhoramento da qualidade no cuidado neonatal

Descritores: unidades de terapia intensiva; cuidados de enfermagem; qualidade da
assisténcia a salde; percepcao; recém-nascido.
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|ntroduction

uality of care is a theme of great interest and relevance for the
nursing discipline. It is, in turn, a broad concept that involves
elements related with infrastructure, process, and results of care.
M Improving the quality of nursing care is a constant goal for the
discipline and the first challenge to achieve it is to develop skills to evaluate and
analyze the quality of care offered. In recent years, new elements have been
included within the framework analyzing the quality of health care, guiding
it toward the need to involve in this process the staff, providers, patients,
and families.® Precisely, the voices of users, their expectations and needs,
have been gaining strength as a guiding element of processes to improve the
quality of health care.®® In fact, the perception of patients and their families
on the quality of nursing care has been explored in diverse studies, countries
and contexts, manifesting that the quality of care is largely conditioned by the
communication and interpersonal skills of the professionals.*?

Said skills have a disciplinary support in Jean Watson’s theory of human caring,
which highlights the importance of interpersonal and transpersonal attributes
of coherence, empathy, and warmth in caring, which supports the need to
approach the human component of care quality, from the patients’ perceptions.
©® With neonates, the parents account for the quality of care their children
receive in the neonatal units and — in this sense — it is important to recognize
that they face a complex emotional moment in which their expectations
regarding care, as well as their perception of said care, can be conditioned
by their child’s health status and by their own needs.” Hence, it is necessary
to know the parents’ perceptions on the nursing care offered to their children
to implement improvement processes and/or validate the nursing practice in
caring for neonates, a task in which it is useful to apply instruments that permit
approaching objectively the needs of the parents and neonates.

The design and validation of instruments to measure the perception of the
quality of care is a strategy that has permitted identifying voids in care and
improving care processes; however, said instruments have been scarcely applied
within the context of neonatal care and although some instruments have been
used in the area,®? it is still necessary to broaden the analysis framework
from the constructs and dimensions proposed by the different measurement
scales available in nursing. The Caring Assessment Instrument (CARE-Q)
was created by Larson in 1984 to determine the aspects patients consider
relevant in their interaction with the nursing actions that are important for
them.19 This instrument has been used in diverse care contexts nationally and
internationally,*'# being — according to the findings — a reliable instrument to
know of the quality of nursing care. In Colombia, said instrument was validated
in 2008,V where it obtained a Cronbach’s alpha of 0.88, after extracting four
items from initial 50 in the original scale. Since then, this scale has been used
in diverse hospital settings with adult patients;3-1® however, no results were
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found to account for the application of the CARE-Q
instrument in el context of neonatal care. This
study sought to identify the perceptions of parents
of neonates hospitalized regarding the quality of
nursing care through the CARE-Q instrument.

Methods

This was a descriptive cross-sectional study,
conducted in a neonatal unit of a private tier lll health
care institution in the city of Medellin (Colombia),
serving as maternal and child care reference
institution. The information was gathered from
January to March 2015. The study included the
parents of all the newborns admitted to the neonatal
intensive care unit (NICU) and intermediate neonatal
care unit (INCU), hoping that with a cross-sectional
measurement during the fourth part of the year this
would yield an adequate representation of what
occurs with the study variables. During the three
months 137 neonates were admitted and for a total
participation of 121 parents. Sixteen parents, who
fulfilled the inclusion criteria, did not participate in
the study due to reasons, like death of the neonate,
quick referral, among others.

The study included both parents of the newborns,
who had accompanied their child for at least 12 h
within the neonatal intensive care or intermediate
care settings, whether continuous or not. Given
that these are open-door units, the parents can
enter during the schedule they wish during the
24 hours and the periods of accompaniment
tend to be alternated with rest periods in their
homes. EI minimum time of hospitalization was
confirmed with the date of admission, information
from the staff, and information from the parents.
No maximum hospital stay was established.
The exclusion criterion considered parents with
cognitive deficit. The parents were contacted in
the unit by the principal investigator. With prior
information of the study objectives and after
signing the informed consent, the participants
answered the instrument's questions by their
filling out the questionnaire; only in the case of
illiteracy by the parent were the questions read.
In all cases, the parents filled out the instrument

in the neonatal unit, during a moment that did
not interfere with care moments and while their
child was asleep and tranquil. The questionnaire
filled out was composed of three parts: i)
sociodemographic aspects, ii) clinical information
of the neonate (gestational age, weight, and days
of hospital stay in NICU or INCU) and admission
diagnosis), and iii) the CARE-Q instrument.

This instrument, validated for Colombia,
is integrated by 46 items divided into six
dimensions:1? accessible (5 items) refers to
behaviors of caring that are essential in the
support relationship and help administered in
timely manner, like “approaching the patient
by dedicating time”; explains and facilitates (5
items) are the behaviors related with caring to
explain aspects that are unknown or difficult to
understand, in this case for the parents, related
with the disease, treatment, or recovery of their
children; comforts (9 items) has to do with
the care offered for the patient and parents to
feel comfortable, infusing encouragement and
vigor; anticipates (10 items) evaluates care
planned beforehand, bearing in mind the needs
of the user to prevent complications; maintains
a relationship of trust (9 items) involves care
that generates empathy, including closeness
and physical presence; and, lastly, monitors
and follows through (8 items) refers to care that
implies knowledge of each patient and domain of
the technical scientific and procedural. To apply
the scale, in all cases, the original question was
made aimed at the parents’ perception of the care
their children were receiving.

The statistical analysis was conducted with
the SPSS software v. 23; absolute and relative
frequencies were calculated for each of the items
of the scale and central tendency and dispersion
measurements were made for the total and the
dimensions. To calculate the total scale score, the
scores of the items were added and this was divided
by the sum of the maximum score, this result
was multiplied by 100. The same procedure was
conducted for each dimension. For the total score
and by dimensions, of the lost data were replaced
by the average evaluation of the items that make up
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the dimension. It was considered that a higher score
indicates better perception of the quality of nursing
care provided. Additionally, Cronbach’'s alpha of
0.96 for the scale total was calculated as internal
consistency indicator, and per dimensions the scores
were: accessible o = 0.72, explains and facilitates
a = 0.69, comforts oo = 0.81, anticipates o =
0.86, maintains a relationship of trust a. = 0.82,
monitors and follows through o = 0.79.

The following ethical aspects were considered: i)
authorization was obtained from the instrument’s
author and from the researcher who validated
said instrument in Colombia. Likewise, they
were consulted on the pertinence of its use in
the population of interest in the present study;
ii) approval was obtained from the Bioethics
Committees from the University institution and
from the health care institution; iii) participation
in the study was voluntary and each participant
signed the informed consent; and, iv) the ethical
principles were protected and respected in keeping
with Resolution 008430 of October 1993 by the
Colombian Ministry of Health, according to which
this research was classified as minimum risk.

Results

The study secured the participation of 121 parents
of 97 neonates hospitalized in neonatal intensive
and intermediate care. Prevailing sociodemographic
characteristics: 67.8% were female, the mean age
of the men was 28+6.9 years (minimum of 15 and
maximum of 53) and the women were 26+6.2

years (minimum of 15 years and maximum of
43). Regarding the educational level, 47.9% of
the participants had secondary studies, 28.1%
university, and only 0.8% were illiterate. In terms of
occupation, 37 mothers (30.6%) were housewives,
5 (4.1%) were students, and the rest (65.3%) held
different jobs and were on matemity leave. In terms
of the hours spent by the parents within the unit
when filling out the instrument, it was found that
43% of the parents had spent over 48 h and the
57% remaining between 12 and 48 h.

As per the characteristics of the neonates, 52.9%
were in NICU and 47.1% in INCU. Gestational
age upon admission indicated that 66.9% were
premature and 33.1% to term. In terms of
weight, 56.2% weighed less than 2500 g, with
an average weight of 2162+848 g (minimum
620 and maximum 4420). Prematurity was the
principal admission diagnosis (50.4%), followed
by perinatal asphyxia (8.3%) and respiratory
distress syndrome (7.4%).

According to the data obtained by applying
the CARE-Q instrument (Table 1), the parents
perceived as positive the quality of nursing care in
the neonatal unit with a global evaluation of 88.9
over 100 possible points, observing that the highest
score averages were in the dimensions Monitors
and follows through (95.2), Accessibility (90.8),
and Maintains a relationship of trust (88.6), with
the three other dimensions scoring above 85.

Table 2 shows the frequency of the nurse's care
actions, contemplated in the CARE-Q, according
to the dimensions and responses of the parents

Table 1. Descriptive statistics of the scores per dimension and total of the CARE-Q instrument

Dimension Mean
Accessibility 90.8
Explains and facilitates 86.3
Comforts 87.2
Anticipates 86.0
Maintains a relationship of trust 88.6
Monitors and follows through 95.2
Total 88.9

Typical deviation Minimum Maximum
11.4 40.0 100
13.8 45.0 100
11.3 38.9 100
13.8 37.5 100
11.8 38.9 100
7.5 62.5 100
10.1 47.3 100
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who participated in the study. In the Accessibility
dimension, the responses were predominantly in
the categories always and almost always. The item
best evaluated by the parents was if the nurse
approaches your child to offer measures to relieve
pain or to perform procedures (always = 81%).
In the Explains and facilitates dimension, the item
The nurse is honest with you regarding your child’s
medical condition obtained the best evaluation
(always = 98.3%), while the lowest items were
the nurse suggests questions you could ask the
doctor when needed (always = 40.5%) followed
by the nurse teaches you how to care for your child
(always = 66.1%) and told you about support
groups available in the health care institution to
learn how to care for your child (always = 66.1%).

In the Comforts dimension, 88.4% states that the
nurse is always kind with their child in spite of
having difficult situations. It is striking that only
22.3% of the parents expressed that the staff

always sits with them to start a conversation. In
the Anticipates dimension, the lowest percentages
in the always item, were for the item when you
feel overwhelmed by your child’s illness, the
nurse agrees with you on a new intervention plan
(42.1%) and the nurse helps you to establish
reasonable goals (47.1%). In the Maintains a
relationship of trust dimension, the items with the
highest scores were: the nurse maintain respectful
contact with your child (always = 91.7%) and
the nurse identifies and introduces him/herself
to you (always = 81.6%). The lowest evaluation
was given to the item the nurse encourages you to
ask the doctor questions related with your child’s
health situation (always = 38.8%). Lastly, the
Monitors and follows through dimension highlights
that 90.1% of the parents indicated always in the
item the nurse is organized in doing his/her work,
while only 67.8% indicate that the nurse makes
sure you know how to care for your child.

Table 2. Perceptions of parents of children hospitalized in a neonatal
unit of the frequency of the nurse’s care actions according to item

Domain / question

Never Sometimes Al WEVE
EWEVH

% n n n %

Accessibility
The nurse approaches your child to offer measures that relive
pain or to perform procedures
The nurse administers medications and performs procedures on
time for your child
The nurse visits your child at the bedside frequently to watch
over his/her health status

The nurse responds quickly to your child’s cries or to your calling

as parent

0O 00 3 25 20 165 98 8l1.0

0O 00 3 25 21 174 97 802

0O 00 6 50 39 322 76 628

1 08 6 50 31 256 83 686

The nurse asks you to call her if you feel your child is not well 12 99 11 91 14 116 84 694

Explains and facilitates

The nurse tells you ?bout support groups for the control and fol- 9 24 11 91 21 174 80 66.1
low up of your child’s care
The nurse provides clear and precise information on the health

situation of your child O 00 6 50 26 215 89 736

The nurse teaches you how to care for your child 6 50 10 83 25 20.7 80 66.1
IZ:dr;:rse suggests questions you can ask the doctor when 51 174 25 207 26 215 49 405
-crgr?d?tlij(:ie is honest with you regarding your child’s medical 0 0.0 > 17 17 140 102 843
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Table 2. Perceptions of parents of children hospitalized in a neonatal
unit of the frequency of the nurse’s care actions according to item. (Cont.)

. Almost
. . Never Sometimes Always
Domain / question always

% n n n %
Comforts
The nurse makes an effort for your child to rest comfortably 0 0.0 3 25 16 13.2 102 84.3
6

The nur_se,encourages you to identify the positive elements of 5.0 > 17 33 273 80 66.1
your child's treatment

The nurse is kind to your child in spite of having difficult situations 1 0.8 3 25 10 83 107 884
The nurse is joyful 0.8 10 83 44 364 66 545
The nurse sits with you to start a conversation 31 256 30 248 33 273 27 223

The nurse establlshes physical contact with your child when he/ 7 58 19 157 39 322 56 463
she needs consolation

—

The nurse listens to you with attention 1 0.8 3 25 18 149 99 81.8
The nurse speaks to you kindly 0 0.0 4 33 18 149 99 81.8
The nurse involves you in caring for your child 3 25 13 10.7 22 182 83 686
The nurse pays more attention to your child during the night 1 1.0 7 7.2 28 288 61 62.8*

The nurse looks for the most adequate opportunity to talk to you
about your child’s health situation

When you feel overwhelmed by your child’s iliness, the nurse
agrees with you on a new intervention plan

The nurse is aware of your child’s needs to prevent possible
alterations in their health status

The nurse understands that this experience is difficult for you
and pays special attention to you during this time

When the nurse is performing some procedure on your child, he/
she is solely and exclusively concentrated on your child

The nurse continues showing interest for your child although
having gone through a crisisgor critical ph);se : 1 08 / 58 25 207 88 727
The nurse helps you to establish reasonable goals 14 116 16 13.2 34 28.1 57 47.1
The nurse looks for. th,e best opportu.nlty to talk to you about 3 55 9 74 25 207 84 694
changes in your child’s health situation

The nurse con_cmates W|th you before starting a procedure or 12 99 11 91 30 248 68 562
intervention with your child

Maintains a relationship of trust

T.he nurse helps you to clear doubts in relation to your child’s 1 0.8 3 55 24 198 93 76.9
situation

The nurse accepts that you know your child best and includes
you whenever possible in planning and managing his/her care
The nurse encourages you to ask the doctor questions related
with your child’s health situation

The nurse places your child in first place no matter what else
happens

3 25 13 10.7 33 273 72 595

19 157 22 182 29 240 51 421

0 00 1 08 19 157 101 835

5 41 17 140 27 223 72 595

0 00 4 33 10 83 107 88.4

8 6.6 14 116 32 264 67 554

18 149 19 157 37 306 47 388

7 58 15 124 30 248 69 57.0

The nurse is friendly and pleasant with you 1 0.8 9 74 21 174 90 744
The nurse lets you fully express your feelings about your child’s

g o trea‘{ment y express y g y 3 25 6 50 30 248 82 6738
The nurse maintains respectful contact with your child 0 0.0 1 0.8 9 7.4 111 91.7
The nurse identifies and treats your child as an individual person 1 0.8 5 4.1 19 157 96 793
The nurse identifies and introduces him/herself to you 4 3.3 4 33 13 10.7 100 82.6

Invest Educ Enferm. 2018; 36(1)

Quality of Nursing Care: Perception of Parents of Newborns Hospitalized in Neonatal Units




Table 2. Perceptions of parents of children hospitalized in a neonatal
unit of the frequency of the nurse’s care actions according to item. (Cont.)

Domain / question

Monitors and follows through

The uniform and name tag worn by the nurse identifies him/her
as such

The nurse makes sure of the hour established for special proce-

dures and verifies its compliance

The nurse is organized in doing her work

The nurse performs procedures safely

The nurse is calm

The nurse provides good physical care to your child

The nurse makes sure you know how to care for your child

The nurse identifies when it is necessary to call the physician

Almost
always

n % n n n %

Never Sometimes Always

0O 00 O 00 10 83 111 917

1 08 2 1.7 24 198 94 77.7
0O 00 1 0.8 11 9.1 109 90.1
0O 00 2 1.7 13 10.7 106 87.6
0O 00 1 0.8 14 11.6 106 87.6
0O 00 2 1.7 14 11.6 105 86.8
3 25 8 66 28 231 82 678
1 08 5 41 14 11.6 101 83.5

*In this item, the response total was 97 because 27 parents did not respond, given that they were not present during the

night accompanying their children.

Discussion

The CARE-Q instrument in this research obtained
a general Cronbach’s alpha of 0.955, indicating
that its application is highly reliable in the study
population.*” This is an aspect of interest, given
that other experiences were not found of the
application of this instrument in the context of
neonatal care. Studies with other populations
in which the same instrument was applied*!-!®
obtained Cronbach’s alpha >0.7, but are not
comparable with that obtained in this study
applied to the parents of the neonates and not
directly to the patient object of the care.

Regarding the sociodemographic variables, the
study population was predominantly young adult
parents, with mean age at 26 years and medium
educational and socioeconomic levels. These
findings, in general, coincide with those found
in populations from other studies conducted
in Latin America."®!? Furthermore, in terms
of the variables of the neonate’s health status,
prematurity was the first cause of admission and
weight was <2 500 g, findings coherent with
the local, national, and international context,
where prematurity and low weight are the first

causes of admission to the neonatal unit.t92®
From a general perspective, the quality of nursing
care perceived by the parents of the neonates
evaluated with the CARE-Q is high. Studies with
other populations conducted with this instrument
are coherent from the general perception point of
view, given that high evaluations were also found
in the care actions during hospitalization.14-16)

In the analysis by dimensions, Explains and
facilitates and anticipates obtained high scores,
but with broad standard deviations, which suggests
a low score in some of its items, being an aspect of
interest and analysis. As per the dimension Explains
and facilitates, which refers to the information the
nursing staff offers the parents about difficult or
unknown aspects,* other studies carried out in
the country, also obtained high evaluations,51®
but in this study, differences exist in the analysis
of the items. A particular finding has to do with
the items with lower evaluation being related with
communication processes with the parents and with
the health staff. Communication is, among others,
a fundamental element to provide education and
teach the parents how to care for their children,
with this being a continuous task of the nursing staff
in the neonatal units throughout the hospitalization
process.?? In this regard, Swanson's® theory
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defines care as an educational way of relating with
a loved one towards whom one feels a commitment
and personal responsibility. In this sense, we
should consider the importance of strengthening
educational processes for the parents as an element
of the quality of nursing care for neonates.

In addition, the dimension Anticipates was
generally well evaluated, a finding contrary to
that of another study conducted in the country
with the same instrument, where this dimension
was perceived with a lower level of quality.??
Anticipates is adimension that refers to the nursing
staff's capacity of preventing complications and
preempting the satisfaction of the patient’s needs,
an aspect Kristen Swanson reaffirms in her theory.
©® When the care subjects are neonates and their
families, anticipating is an aspect that gains
especial importance, given that the emotional
needs of the parents within the neonatal context
are common and, in many cases, predictable.?V

In this dimension, the items having to do with
parent participation in establishing reasonable
goals and proposals of new care intervention plans
obtained low scores. This element proposes the
importance of generating actions that favor parent
participation to achieve greater empowerment
during the care process, ?® which is a very
important goal for parents to gain confidence in
caring for their children.

The dimension Monitors and follows through
received the highest evaluation in this study. This
finding is interesting because it asks about the
domain of the technical scientific and procedural.
Neonatal care demands developing specific
practical skills, given the neonate’s vulnerability®@®
and the findings herein show a positive panorama
on the quality of care perceived by the parents in
this sense. In the other dimensions, the analysis
according to the items proposes aspects of interest,
among which are highlighted that in the dimension
of Accessibility, the item best evaluated by the
parents has to do with the role of the nursing staff in
relieving their children’s pain, which indicates that
the nurse prioritizes this need in neonates, an aspect
of great importance within this care environment.®@®

Invest Educ Enferm. 2018; 36(1)

Similarly, in the Comforts dimension, it is noted
that the parents had a low evaluation regarding
the possibility of the nursing staff to sit and start
a conversation with them, but evaluated positively
the nurse always being kind with their child in spite
of having difficult situations. This finding makes
sense, in that it shows that nurses can implement
interpersonal and therapeutic communication;
however, establishing a transpersonal relationship®
can be complicated in neonatal units where the
burden of excessive work and concern for the
development of techniques displaces the recognition
of the place occupied by significant human relations.
@ | astly, in the dimension maintains relations of
trust the results indicate that parents perceive that
the nursing staff encourage them to ask the physician
questions about their child’s health, which indicates
that it is necessary to strengthen communication not
only in direction of the families,?”?® but also among
the health staff.

In conclusion, from a general point of view,
parents have a positive perception of the nursing
care their children receive in the neonatal unit.
However, in the analysis by dimensions, the need
exists to strengthen aspects mainly related to:
Explains and facilitates and Anticipates, among
which interpersonal relations and communication
processes with the families and the health staff are
highlighted.

The results guide toward the need to propose
actions aimed at establishing settings and
communication channels for the parents and
health staff to enhance the creation of clearly
defined and individualized care plans, involving
the family as a subject of care. Likewise, it is
important for the communication processes to
favor the education provided to the parents for the
care of their children and to involve them early on
in said care, given that this aspect is determinantin
the parents’ trust and capacity of caring. The type
of sampling is recognized as a study limitation,
which for this study was not probabilistic, given
that the dynamics of the unit has low rotation
due to the prolonged hospitalizations of patients
derived from their high complexity.
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significant increase in the knowledge, perceived susceptibility, perceived severity,
perceived benefits, Self-efficacy, cues to action and performance compared to the
control group. Conclusion. This study in nurses showed that the effectiveness of
the Educational program based on HBM on promoting preventive behaviors of
nosocomial infections. Hence, this model can act as a framework for designing and
implementing educational interventions for the prevention of nosocomial infections.

Descriptors: cross infection; control groups; perception; surveys and questionnaires;
nurses.

Promocion en las enfermeras de comportamientos para
la prevencion de las infecciones nosocomiales. Efecto
de un programa educativo basado en el Modelo de
Creencias de Salud

Objetivo. Determinar el efecto del programa educativo basado en el modelo de
creencias de salud (en inglés: Health Belief Model -HBM-) en la promocién en las
enfermeras de comportamientos para la prevencién de infecciones nosocomiales.
Métodos. E|fn este ensayo controlado aleatorizado participaron 120 enfermeras
quienes trabajaban en un hospital de la ciudad de Fasa, Fars (Iran). El grupo de
intervencion (n=60) recibié un programa educativo basado en HBM mientras que
el grupo control (n=60) no lo recibié. Para medir el cambio en la percepcién de los
comportamientos para la prevencion de infecciones nosocomiales se aplicé antes, al
finalizar y a los cuatro meses después de la intervencién se utilizé un cuestionario
con informacion de los constructos del HBM (susceptibilidad percibida, gravedad
percibida, beneficios percibidos, barreras percibidas, autoeficacia, desempeno y
claves de accién). Resultados. Al finalizar el programa educativo y cuatro meses
después de iniciado el mismo, el grupo de intervencion mostré un aumento
significativo en: conocimiento, susceptibilidad percibida, gravedad percibida,
beneficios percibidos, autoeficacia, claves de accion y desempefio, en comparacion
con el grupo de control. Conclusion. Este estudio en enfermeras mostro la efectividad
del programa educativo basado en la adopcién del HBM para la promocion de
comportamientos de prevencién de infecciones nosocomiales. Por lo tanto, este
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modelo puede actuar como un marco de referencia para el disefio e implementacién
de intervenciones educativas para la prevencion de este tipo de infecciones.

Descriptores: infeccion hospitalaria; grupos control; percepcién; encuestas y
cuestionarios; enfermeros.

Promoc¢ao em enfermeiras de comportamentos para

a prevencao das infegcoes nosocomiais. Efeito de um
programa educativo baseado no Modelo de Cren¢as de
Saude

Objetivo. Determinar o efeito do programa educativo baseado no modelo de crencas
de salde (em inglés: Health Belief Model -HBM-) na promocao das enfermeiras
de comportamentos para a prevencao de infeccbes nosocomiais. Métodos. Neste
ensaio controlado aleatorizado participaram 120 enfermeiras que trabalhavam num
hospital da cidade de Fasa, Fars (Irao). O grupo de intervencéo (n=60) recebeu um
programa educativo baseado em HBM enquanto que o grupo controle (n=60) ndo o
recebeu. Para medir a mudanca na percepgao dos comportamentos para a prevencao
de infeccbes nosocomiais se aplicou antes, ao finalizar e aos quatro meses depois
da intervencao se utilizou um questionario que com informagdo dos constructos
do HBM (susceptibilidade percebida, gravidade percebida, beneficios percebidos,
barreiras percebidas, auto-eficacia, desempenho e chaves de acéo). Resultados. Ao
finalizar o programa educativo e quatro meses depois de iniciado 0 mesmo, o0 grupo
de intervencao mostrou um aumento significativo em: conhecimento, susceptibilidade
percebida, gravidade percebida, beneficios percebidos, auto-eficacia, chaves de agao
e desempenho, em comparacao com o grupo de controle. Conclusao. Este estudo
em enfermeiras mostrou a efetividade do programa educativo baseado em HBM na
adocao para a promogao de comportamentos de prevencao de infecgdes nosocomiais.
Por tanto, este modelo pode atuar como um marco de referéncia para o desenho e
implementacao de intervencoes educativas para a prevencao deste tipo de infeccoes.

Descritores: infeccdo hospitalar; grupos controle; percepgao; inquéritos e
questionarios; enfermeiros
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|ntroduction

osocomial Infections (NIs) are considered as one of the most

important problems of health centers around the world, especially in

developing countries. They have been associated with consequences

such as increased length of hospitalization and increased health
care costs™" and are considered a threat as they increase the spread of infection
in the community.® A reduction in Nls incidence can help retrieve patient
health and improve economic efficiency.® These infections are a major cause
of mortality and increased complications among hospitalized patients. Reports
show two million Nls resulting in 19 000 deaths among patients and each
year.® According to the World Health Organization, 7.1 million cases of Nls
occur annually and 1 out of every 20 people is infected in hospital leading to
the death of 99 thousand people and imposing about 32-26 million dollars
on societies.® Studies in the East Mediterranean and Southeast Asian regions
showed that 11.8 percent of hospitalized patients were affected by Nis.® The
main objective is to reduce the risk of acquiring NIs by patients, hospital staff,
and patients’ companions, and preventing transmission of infection by hospital
staff and the patients’ companions. Nurses play a crucial role in the control and
prevention of Nls because they have the highest contribution to the treatment
and care of the patient.”

Nurses can take appropriate measures in this regard such as disinfecting
the skin, wearing gloves and masks, changing infusion sets, using caution
measures, separating patients, using standard precautions, observing hand
hygiene, preventing inadvertent contact with the needle sticks, avoiding
exposure to infected respiratory secretions, and applying the principles
of infection prevention in hospitalized patients.® Findings by Ghadamgahi
et al.®® suggest that many nurses do not have enough knowledge about
controlling NlIs. Therefore, continuous education is needed to raise nurses’
awareness about Nls that can help reduce such infections.®® Any training
program designed to improve performance of nurses with the purpose of
reducing NlIs would be counterproductive without their awareness about their
own practices and attitudes towards Nls control.® In order to achieve this
goal, it will be necessary to identify factors influencing behavior.

Researchers use behavioral models to identify factors associated with
behavior.'V Theories can guide the performance of health educators and can
be used during various stages of planning, implementation, and evaluation of
a program.®? Since the 1950s to the present, the Health Belief Model (HBM)
has been widely used as a conceptual framework in studies related to health
behavior to explain change or maintenance of health-related behaviors and also
to guide the interventions related to health behaviors.*® According to this model,
a person adopts preventive health behavior under the influence of factors such as
perceived susceptibility, perceived severity, perceived benefits, perceived barriers,
cues to action and efficacy.** In this model, perceived susceptibility, i.e. attitudes
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regarding their vulnerability and exposure to the risk
of acquiring Nls, as well as Perceived severity, i.e.
attitude about the severity and complications of Nls,
are measured. The sum of these two factors is the
nurses’ perceived threat of Nls. Besides perceived
threat, the perceived benefits and barriers, i.e.
the analysis of the benefits of adopting preventive
behaviors against Nls, analysis of potential
barriers to appropriate preventive measures, and
nurses’ perceived capabilities for doing preventive
behaviors; as well as cues to action, i.e. doctors
and health workers, educational materials,
and television and radio, help guide nurses to
preventive practices against Nls. Zeigheimat
showed the effectiveness of health belief model-
based education on healthcare behaviors of nursing
staff in controlling NIs.®® Since preventing Nls is a
global priority and training members of the health
team, especially nurses, can play a significant role
in the prevention and control of Nls, this study
aimed to determine the effect of education based
on Health Belief Model on promoting nurses’
preventive behaviors about Nls.

Methods

This randomized controlled trial study was conducted
on 120 nurses working in Vali-e-Asr hospital, Fasa
City, Fars (Iran) in 2016. Sample size was estimated
based on a previous study by Zigheimat et al.!®
in the intervention group, the mean and standard
deviation of practice before and after the study
were 37.88 £ 5.78 and 41.9 + 5.42 in the study
groups. Then, based on the mentioned study and
considering B = 0.90, a = 0.05,S1 = 5.78,S2 =
5.42,ul = 37.88,and u2 = 41.9, 55 the number
a subjects were estimated to be needed in each
group. Therefore 60 subjects were recruited in each
group to compensate the possible attrition.

After obtaining written consent from the university
authorities, the researcher obtained the consent
of hospital officials as well. Random allocation of
the intervention method was used to select 120
nurses who were assigned to intervention (n=60)
and control groups (n=60). Figure 1 presents the
study flow diagram.

[ Enroflment ]

Assessed for eligibility (n1=185)

Excluded (n=65)
> Not meeting inclusion criteria (1=21)

Declined to participate (1=25)
Other reasons (n=19)

| Randomized (n=120) |

.

A4

Allocateed to control (n=60)

Received allocated intervetion (n=60)
Did not receive allocated intervetion (n=0)

v

Lost to follow-up (n=0)
Discontinued intervetion (n=0)

l

Allocation

Foliow-Up

A 4

Allocateed to intervetion (n=65)

Received allocated intervetion (n=60)
Did not receive allocated intervetion (n=0)

A4

Lost to follow-up (n=0)
Discontinued intervetion (n=0)

v

Analysed (n=60)

| [ Analysis ] |

Analysed (n=60)

Figure 1. Flow chart of study
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At the beginning of the study, one of the
researchers introduced himself to the participants
and explained the objectives of the study for them.
The pre-test questionnaire was administered to
both groups. Inclusion criteria were: having at
least a diploma in nursing, consent to participate
in the study, and work experience for at least
three months in the ward. Exclusion criteria
encompassed refusing to continue participation in
the study and lack of cooperation due to illness
and leave.

Educational intervention for the intervention group
consisted of eight training sessions of 55-60 minutes
including lecture, group discussion, questions and
answers, as well as posters, pamphlets, videos, and
PowerPoint presentations. Focus of the sessions
were: first and second: introduction to NlIs and
symptoms and complications of infections; third
and fourth: the principles of proper sterilization
of hands, use of gloves and masks, isolation of
patients, hand hygiene, hospital waste disposal,
and prevention of contact with contaminated
respiratory secretions; fifth and sixth: benefits and
barriers to the use of standard precautions; seventh:
the role of the self-efficacy, standard precautions,
and adoption of preventive behaviors against Nlis
were discussed; and, eighth: the past materials
were reviewed, and some manuals were distributed
among the participants, and educational resources
were introduced to them. Training sessions were
held in the hospital's conference room and were
planned in a way that did not interfere with their
schedules. Immediately after the intervention, both
intervention and control groups completed the
questionnaire. To protect and promote the efforts of
individuals in the intervention group, a training SMS
(Short Message Sevice) about NIs was sent to each
participant in the intervention group on a weekly
basis. They also participated in a monthly training
session held for retraining and follow-up activities.
Four months later, both groups (intervention and
control) completed the questionnaire.

The questionnaire was developed based on
Health Belief Model and included: Knowledge,
perceived susceptibility, perceived severity,
perceived benefits, perceived barriers, cues to
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action, performance checklist, and demographic
information. The performance of nurses regarding
the adoption of preventive behaviors against Nls
based on standard precautions was examined.
The questionnaire was developed based on other
studies and sources,®&19 the Iranian National
Nosocomial Infections Surveillance (NNIS), and
also a survey of 15 experienced professors and
faculty members in the field. In this regard, the
panel of experts was asked to evaluate the clarity,
simplicity, and relatedness of all items. Based on
their comments, come items were excluded and
some were modified. The content validity of the
instrument was confirmed and the CVI was 85
percent for susceptibility, 87 percent for perceived
severity, 81 percent for perceived benefits, 81
percent for perceived barriers, 89 percent for
cues to action, 84 percent for perceived self-
efficacy, and 92 percent for performance. The
reliability of the questionnaire was also measured
and the Cronbach’s alpha coefficient was higher
than 7.0 in all areas of the questionnaire. The
high internal consistency of constructs was also
confirmed (perceived susceptibility = 0.82,
perceived severity =0.78, perceived benefits
=0.8, perceived barriers = 0.79, perceived
self-efficacy = 0.81, cues to action =0.83, and
performance =0.84).Test-retest method was
used to examine the reliability for stability of the
instrument. To this end, first, the questionnaire
was administered twice to 10 subjects with a
10-day interval. Then, the correlation between
the two sets of test scores was calculated the
Intra class Correlation Coefficient (ICC) = 0.80
for perceived susceptibility, ICC=0.75 perceived
severity, ICC=0.82 for perceived benefits,
ICC=0.81 for perceived barriers, ICC=0.82 for
cues to action, ICC=0.80 for perceived self-
efficacy, and ICC=0.83 for performance.

Besides the HBM constructs, the questionnaire
collected demographic data on age, sex, education,
work history, and workplace of subjects. The items
included: 10 items on awareness (True=1 and
False=0); 5 items on perceived susceptibility, 5
items on perceived severity, 5 items on perceived
self-efficacy, 5 items on perceived benefits, 5
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items on perceived barriers, and 5 items on cues
to action (a five-point Likert scale from strongly
agree to strongly disagree). The performance
checklist included 17 items (Yes=1 and No=0,
for a total score of 0-17).

For ethical considerations, the approval of the Fasa
University of Medical Sciences and the consent
of all nurses participating in the study were
obtained. The participants were assured that their
information would remain confidential. After the
study, some educational booklets on preventive
behaviors against Nls were distributed among
the nurses.The collected data were coded and
analyzed via SPSS version 22 using Chi-square,
independent samples t-test, Mann-Whitney,
Wilcoxon, and Repeated Measures ANOVA at a
significance level of 0.5.

Results

The mean age of subjects was 27.8+5.5 in the
intervention group and 28.12+5.3 years in the
control group. The mean work experience period
was 10.1+5.2 years in the intervention group
and 9.9+5.6 years in the control group. The
independent t-test showed no significant difference
between the two groups. Table 1 shows the
demographic data including sex, education level,
employment status, marital status, and place of
work. The predominant charachteristics of the
groups were: married women, with Bachelor's
education, with contractual employment, and they
work principally in emergency and medical-surgical
services. Based on chi-square test there was no
significant difference between the two groups.

The results showed no significant differences
between the intervention and control groups
before the intervention in terms of level of
knowledge, perceived susceptibility, perceived
severity, perceived benefits, perceived barriers, self-
efficacy, performance and cues to action. However,
immediately after the intervention and four months
after the intervention, the intervention group showed
a significant improvement compared to the control
group in each of these areas except perceived barriers.

The perceived barriers component significantly
decreased for the intervention group compared to
the control group (compare the difference between
the mean score of the groups) (Table 2).

Discussion

Reducing incompliance with hygiene guidelines
is considered as the end goal of health education.
The Health Belief Model used in this study as
the theoretical framework, is an applied model,
which has been widely used by various scholars
for planning and evaluating interventions aimed at
behavior change.® The results of the present study,
which was carried out to evaluate the effect of HBM-
based education on nurses’ preventive behaviors
against Nls, confirm the efficiency of this model in
changing the nurses’ behavior. The findings showed
a significant increase in nurses’ awareness four
months after the educational intervention, while no
significant change was observed in control group in
this area. This finding of this study is consistent with
the results of other studies, such as Zigheimat,*>
Suchitra,*” and Ghaffari.'®

In a study conducted in India by Sabane(19) on
108 nursing students, the subjects’ awareness
increased significantly after the intervention.
The increase in intervention group’s awareness
after educational intervention shows the effects
of the training sessions on the nurses. Training
and awareness raising are among the most
effective methods of combating Nls. Obviously,
continuous  awareness  alongside  effective
methods of disinfection and sterilization can
decrease infections. The mean scores of the
intervention group on perceived susceptibility
and perceived severity (perceived threat) after
educational intervention showed a significant
increase compared to before the intervention, but
did not change in the control group. Zigheimat’s
study showed that in order to strengthen the
health beliefs of nurses, one of the fundamental
steps would be to create a sense of vulnerability to
Nls among them."® The results of this study are
consistent with theory-based studies by Gorman
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Table 1. Demographic data of intervention and control groups

Intervention group

Control group

Variable (n=60) (n=60)
Number Percent Number Percent

Male 10 16.7 12 20 0.621
Female 50 83.3 48 80

Diploma 5 8.3 6 10 0.769
Bachelor’s 52 88.3 54 90

Master’s 2 3.3 0 0

Project based 8 13.3 7 11.7 0.315
Contractual 40 66.7 46 7.6

Permanent 12 20 10 16.7

Single 14 23.3 12 20 0.515
Married 46 76.7 48 80

Emergency service 12 20 10 16.7 0.371
Medical-Surgical 16 26.7 18 30

Gynecology and maternity 11 18.3 12 20

Operating Room 4 6.7 5 8.3

Dialysis and ICU 6 10 7 11.7

Pediatrics 8 13.3 7 11.7

Nursing Station 3 5 1 1.7

et al.?® and Tehrani et a/.?Y Health Belief Model
is a useful model to interpret communities’
responses to infectious disease.?? Highlighting
the severity of a condition (disease) in the
community can cause people to see themselves
at a higher risk and probably to take a series of
health-related measures. The results of this study
showed that the intervention group’s scores on
the perceived benefits in the post-test increased
significantly compared to the control group, but
their score on the perceived barriers decreased.
Since the nursing staff are at a risk due to the
nature of their job, which requires dealing with
patients and doing risky behaviors, one of the
fundamental steps in order to create a positive
attitude among them and strengthen their health
beliefs is to create a sense of being vulnerable
to such infections among them and to highlight
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the benefits of such an attitude for nurses and
the reduced costs for patients and hospitals. In
addition, the nurses’ perceived barriers should
be reduced by regular interventions. Zigheimat
et al. found that the perceived benefits of nurses
increased after the educational intervention,
but their perceived barriers declined.*® Noruzi
et al.®® showed that the perceived benefits of
nurses were mostly about their own and their
families’ health interests as well as the treatment
of the patients. Shalanski's study®® showed
that perceived barriers were the most important
obstacle for adopting new behaviors.

Ghadamgahi et al.® and Ghanbari et al.?®
evaluated the perceived benefits and perceived
barriers of nurses and found that they were at an
acceptable level. The results of this study showed
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Table 2. Comparison between the mean scores of participants’
knowledge, HBM components, and performance

Variable Intervention (n =60) Control (n =60) el
Mean SD p-valuel Mean SD p-valuel
Knowledge
Pre- intervention 4.7 2.4 4.1 2.6 0.258
Post- intervention 8.8 1.3 <0.001 4.7 2.5 0.082 <0.001
Four months later 9.3 1.3 <0.001 5.2 2.6 0.074 <0.001
Pre- intervention 12.8 2.3 11.1 1.8 0.624
Post- intervention 20.5 2.7 <0.001 10.7 1.7 <0.061 <0.001
Four months later 22.8 2.1 <0.001 11.8 1.8 <0.100 <0.001
Pre- intervention 9.7 2.3 9.2 1.9 0.096
Post- intervention 13.3 3.5 <0.001 9.8 1.9 0.211 <0.001
Four months later 19.9 2.3 <0.001 10.1 1.1 0.181 <0.001
Pre- intervention 13.5 2.8 13.3 3.0 0.714
Post- intervention 18.7 2.7 <0.001 12.2 2.9 0.614 <0.001
Four months later 21.6 2.0 <0.001 13.0 2.0 0.213 <0.001
Pre- intervention 20.5 2.0 20.7 2.3 0.192
Post- intervention 18.2 2.0 <0.001 18.6 2.4 0.621 <0.001
Four months later 10.2 2.0 <0.001 18.8 2.5 0.001 <0.001
Pre- intervention 7.1 1.8 7.3 1.3 0.660
Post- intervention 10.9 3.0 <0.001 8.1 1.1 0.241 <0.001
Four months later 14.3 1.5 <0.001 8.8 1.5 0.301 <0.001
Pre- intervention 7.7 1.9 7.7 1.2 0.165
Post- intervention 10.9 2.4 <0.001 8.8 1.2 0.072 <0.001
Four months later 16.9 2.6 <0.001 9.1 1.5 0.084 <0.001
Pre- intervention 7.6 1.9 7.9 1.7 0.161
Post- intervention 12.2 1.9 <0.001 7.4 1.7 0.211 <0.001
Four months later 18.3 1.5 <0.001 7.4 1.6 0.182 <0.001
(1) Comparison with first evaluation (RM ANOVA); (2) Comparison between experimental and control group (t test for
evaluation).
that the self-efficacy of nurses in the intervention was mentioned as an important factor in
group enhanced after educational interventions. academic nursing education.?” Results of the
Pike recommended that self-efficacy could be study by Zigheimat et a/.*® showed an increase
used in the clinical environment for stimulating in self-efficacy of nurses in the intervention group
and motivating nursing students for professional in controlling NlIs after educational intervention
development.?® |n another study, self-efficacy compared to the control group. The results of
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this study in this regard are consistent with other
studies.?1?829 The mean score of the intervention
group on cues to action showed a significant
increase after educational intervention compared
to the control group. Zigheimat et a/.*® also found
that cues to action mean score increased after
educational intervention. In studies by Masood
Hussain®® and Boyce®! training seminars were
found to be the most important cues to action.
Ghanbari® found that workshops were the most
important cues to action.?® Jeihooni et al.%?
found an increase in the mean scores on cues to
action after the educational intervention.

In this study, the mean score of the intervention
group on preventive behaviors against Nls increased
after the intervention. In the same line, Suchitra
et al.’” concluded in their study that education
had a positive impact on performance of health
care workers regarding Nls. They also pointed
to the need to develop a system of continuing
education for health care workers 17, Zigheimat
et al."d suggested that nurses’ performance in
controlling Nls increased after the intervention in
the intervention group compared to the control
group. Studies by Kaewchana®® and Fazrzan®*
showed that training improved the subjects’
hand washing performance. Javaheri Tehrani®V
showed that training based on HBM enhanced
women'’s performance regarding the urinary tract
infection.

Invest Educ Enferm. 2018; 36(1)

The results of this study show the effectiveness
of the intervention program and the need for
educational interventions on preventive behaviors
against NlIs. As a result of the HBM-based
education, the intervention group’s scores on
the components improved significantly leading
to better NIs preventive behaviors. Given the
importance of Nls, the need for fundamental
solutions and proper planning to prevent them is
felt. Educational programs for nurses, doctors and
other health care personnel as well as educational
programs on radio and television are essential.
Therefore, educational interventions should
improve the perceived susceptibility and severity
of people about compliance with Nlis control
standards. Analyzing the benefits associated with
infection control standards, removing barriers, and
increasing self-efficacy and cues to action among
nurses can help them change their behavior in
controlling Nls. Periodic and in-service training
should also be held for nurses based on the HBM
and other health training and promotion models.
One of the limitations of this study was self-
reporting of performance on Nls control by nurses.
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restraints in psychiatric patients

Objective. To assess nurses’ knowledge, attitude and
practice towards using physical restraints among
psychiatric patients. Methods. A descriptive cross sectional
survey was carried out among conveniently selected
sample of nurses working in psychiatry departments at
a tertiary care center. The data was collected using self
reported questionnaires of Suen. Results. The findings
revealed that nurses had good knowledge (7.2+1.7,
maximum posible=11), favorable attitudes 30.8+ 3.3
(maximum posible=48) and good practice 31.2+6.2
(maximun posible=42) about use of physical restraints
in psychiatric patients. Females had better knowledge
(p<0.001), attitudes (p<0.05) than males towards use
of physical restraints. Nurses those had more than ten
years of experience found to have more favorable attitudes
towards using physical restraints than nurses with less
experience (p<0.05) and nurses with higher education
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differed significantly on practice score than nurses with basic education in nursing
(p<0.05). Conclusion. This study revealed good knowledge, positive attitudes
and good practices among nurses about using physical restraints in mental health
services. However there is need to improve even more nurses practice through
continuing education programs on this topic.

Descriptors: cross-sectional studies; health knowledge, attitudes, practice; restraint,
physical; psychiatric nursing.

Conocimientos, actitudes y practicas de las enfermeras
hindues sobre el uso de restricciones fisicas en pacientes
psiquiatricos

Objetivo. Evaluar los conocimientos, las actitudes y las practicas de las enfermeras
hacia el uso de restricciones fisicas en los pacientes psiquiatricos. Métodos. Se
realiz6 un estudio descriptivo de corte transversal en una muestra por conveniencia
de enfermeras que laboraban en departamentos de psiquiatria de un hospital
de atencién terciaria al sur de la India. Los datos se recolectaron utilizando el
cuestionario de Suen, el cual fue contestado por autorreporte. Resultados. Los
hallazgos revelaron que en cuanto al uso de restricciones fisicas en pacientes
psiquiatricos las enfermeras tenian buen conocimiento (media =7.2+1.7, méaximo
posible=11), actitudes favorables (media=30.8+3.3, maximo posible=48) y
buenas practicas (media=31.2 = 6.2, maximo posible=42). Las mujeres tenian
mejores conocimientos (p<0.001) y actitudes (p<0.05) que los varones hacia el
uso de restricciones fisicas. Las enfermeras con méas de diez afos de experiencia
tuvieron actitudes mas favorables hacia el uso de estas restricciones que las de
menor experiencia (p<0.05) y las enfermeras con educacién superior difirieron
significativamente en el puntaje de la practica comparadas con aquellas con
educacion basica en enfermeria (p<0.05). Conclusion. Este estudio revel6 buenos
conocimientos, actitudes positivas y buenas practicas de las enfermeras sobre el uso
de restricciones fisicas en los servicios de salud mental. Sin embargo, es necesario
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mejorar ain mas las practicas de las enfermeras a partir de programas de educacion
continua sobre este tema

Descriptores: estudios transversales; conocimientos, actitudes y practica en salud;
restriccion fisica; enfermeria psiquiatrica.

Conhecimentos, atitudes e praticas das enfermeiras
hindus sobre o uso de restrigcoes fisicas em pacientes
psiquiatricos

Objetivo. Avaliar os conhecimentos, as atitudes e as praticas das enfermeiras para o uso de
restricoes fisicas nos pacientes psiquiatricos. Métodos. Se realizou um estudo descritivo
de corte transversal numa amostra por conveniéncia de enfermeiras que trabalhavam
em departamentos de psiquiatria de um hospital de atencao terciaria no sul da india.
Os dados foram recolhidos utilizando o questionario de Suen, o qual foi contestado
por auto-reporte. Resultados. As descobertas revelaram que em quanto ao uso de
restricoes fisicas em pacientes psiquiatricos as enfermeiras tinham bom conhecimento
(media =7.2+1.7, maximo possivel=11), atitudes favoraveis (media=30.8+3.3,
méaximo possivel=48) e boas praticas (média=31.2 + 6.2, maximo possiveis=42).
As mulheres tinham melhores conhecimentos (p<0.001) e atitudes (p<0.05) que
os homens para o uso de restricoes fisicas. As enfermeiras com mais de dez anos
de experiéncia tiveram atitudes mais favordveis para o uso destas restricoes que as
de menor experiéncia (p<0.05) e as enfermeiras com educagao superior deferiram
significativamente na pontuacéo da pratica comparadas com aquelas com educagéao
bésica na enfermagem (p<0.05). Conclusao. Este estudo revelou bons conhecimentos,
atitudes positivas e boas praticas das enfermeiras sobre o uso de restrigoes fisicas nos
servicos de salde mental. Embora, seja necessario melhorar ainda mais as praticas das
enfermeiras através de programas de educacéo continua sobre este assunto.

Descritores: estudos transversais; conhecimentos, atitudes e pratica em salde;
restricao fisica; enfermagem psiquiatrica.
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|ntroduction

he use of Physical Restraints (PR) within the psychiatric services is a

common practice worldwide. Physical restraints refer to any physical

methods of restricting a person’s freedom of movement, physical activity

or normal access to his or her body.® Use of restraints in mental health
care setting perceived differently as some people view restraint of psychiatric
patients as a violation of basic human rights, others as a necessity to reduce
the risk of harm among psychiatric patients whether it is directed toward self
or toward others @ and others as a therapeutic modality. However, throughout
history the practice of restraint has been associated with punishment, custodial
care, institutional abuse and neglect.® On the other hand, using of physical
restraints among psychiatric patients raises a range of ethical, legal, and clinical
questions.*® Psychiatric management in India often includes the practice of
physical restraints to control aggressive patients not only in psychiatric hospitals
and also in places of traditional healing.®® For example, the Erwadi tragedy,
which was a fire accident, occurred on August 06, 2001 and 28 psychiatric
patients died at Moideen Badhusha Mental Home, because they had been
fettered and could not escape. Today, nine years later, and despite the existence
of laws against such practices, nothing has changed.” Drew et al also reported
that mental health policies and laws in low- and middle-income countries failed
to incorporate international human rights and best practice standards to prevent
violation of human rights. India was not an exception. The new Mental Health
Care Bill 2016 focused on a rights-based protection of persons with mental
iliness and guidelines for using seclusion and restraints.®

Earlier studies report that elderly and persons with mental iliness have a higher
rate of physical restraint use worldwide.® Nurses are ethically obligated to
ensure the patient’s basic rights and restraints must not be used for coercion,
punishment, discipline, or staff convenience.? Further, nurses are the health
care providers who initiate restraint use and attribute its use to ensuring the
safety of the restrained and the others.*! Their role starts with the selection
of appropriate restraint device to ending with modifying the patient care
plan based on an hourly assessment of the patient’s response and physical
condition.’® The nurses’ positive attitudes towards physical restraints may
influence their practice in general.*® A recent study among psychiatric nurses
showed ambivalent attitudes towards use of physical restraints among mental
health consumers.®® Further, it was argued that nurses’ views and attitudes
toward the use of physical restraints may create conflicts with patients’ rights,
including their autonomy in making decisions for their own care.®® In a
recent cross sectional surveys from India and Australia, most psychiatrists
opined that coercion violates the patients’ integrity and may harm therapeutic
relationships.® Since nurses’ knowledge and attitude towards physical
restraints is closely related to their practice, it is critical to assess nurses’
knowledge, attitude and practice towards use of physical restraints to develop
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standardized guidelines in mental health care
settings. Further, there were no formal studies on
this issue from India. Hence, the present study was
aimed to assess knowledge, attitude and practice
towards use of physical restraints among nurses
those working in psychiatric health care settings.

Methods

The present study was carried out among nurses
working at a tertiary care center in South India
in the month of November 2015. Descriptive
design was adopted for the present study. The
study sample was selected through convenient
sampling technique. The inclusion criteria for this
study as follows; a) both gender, b) nurses those
were working in different psychiatric units with
minimum one year of experience. A total of 140
nurses were eligible to participate in the study.
However, six of the participants were absent during
data collection, four of them refused to participate
and two of the incomplete questionnaires were
discarded. Hence, the final sample consisted of
128 nurses with 86% response rate.

Data were collected through self administered
questionnaire which comprised of 4 parts: I-
Socio demographic profile: included background
information of the participants such as age,
gender, experience and education; 2- Knowledge
questionnaire about the use of physical
restraints: used to assess nurses knowledge,
towards using the Physical Restraints in
psychiatric patients®” and consisted of 11
items with closed ended responses such as
‘true’ or false. The correct responses were given
a score of ‘l'and incorrect responses a score
of ‘O’. Thus a score of 11 represented 100%
correct responses; 3- Attitudes toward the use
of physical restraints: This was a four point
Likert scale with 12 items (4 negatively worded
items) used to assess nurses’ attitudes towards
use of physical restraints.*” The responses were
scored with a four for “strongly agree”, to a one
for “strongly disagree”. Thus high scores reflected
positive attitudes and low scores reflected negative

attitudes. Items 4, 9, 10 and 12 were negative
and their scores were reversed. Thus, high scores
with cutoff point >24 reflected positive attitudes
and low scores with cutoff <24 reflected negative
attitudes (potential range: 12-48); 4- Nurses’
practice towards use of physical restraints: This
part addresses nurses’ practice about use of
physical restraints in mental health care settings.
The participants were asked to respond to a three-
point Likert scale ranged from ‘always’ ®to never ),
Item no 10 was a negative item and the responses
need to be reversed. Thus a score of 14 indicates
the most undesirable practice and a score of 42 the
best practice in terms of restraint use. The reliability
coefficients for the knowledge, attitudes and practice
scales were 0.65, 0.61 and 0.94 respectively.”)

The questionnaire was piloted among 15 of
participants and found that the study was feasible.
Hence no necessary modifications were made. The
lead researcher approached the nurses various
departments of psychiatry units and the objective
and procedure of the study were explained to
potential participants. After obtaining permission
from the administrators of the hospital, researchers
met the participants individually at their workplaces
and explained the purpose of the research data
that would be collected from the nurses who were
willing to participate in the study. Participants were
reminded that they could withdraw from the study
at any time and confidentiality of the data was
assured. After obtaining written informed consent,
the self-reported questionnaires were distributed to
participants. For the Statistical analysis, negatively
worded items were reverse coded and the data were
analyzed using ‘R’ statistical software. The results
were presented in narratives and tables. The t-test
was used to determine whether significant differences
existed between the participants regarding mean
knowledge, attitude and practice scores. Statistical
significance was assumed at p<0.05.

Results

This study represents 79% of the nurses working at
a Psychiatric hospital in South India. Among 128
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respondents, a majority were females (77.3%).
The mean age of the nurses was 36.9+8.66
(range 24-59 yrs, M=SD) and 50% of them were

below 35 years of age. More number of them
were experienced more than 11yrs (55.5%) and
Diploma (GNM) holders (57.8%).

Table 1. Characteristics of the participants (n=128)

VELED] Group
<25
26-35
36-45
46-55
>55
Male
Female
<10yrs
>11yrs
GNM
Education BSN

Others

Age

Gender

Experience

Frequency Percentage
3 2.3
64 50
38 29.7
19 14.8
4 3.1
29 22.7
99 77.3
57 44.5
71 6/5.5
74 57.8
43 33.6
11 8.6

With regard to participants responses to knowledge
about use of restraints, a majority of them agreed
that ‘physical restraints are safety garments
designed to prevent injury’ (78.1%), ‘restraints
should be released every 2 hours’ (79.7%), and
‘when patient is restrained skin breakdown may
increase’ (79.7%). While 39.1% agreed, a majority
(60.9%) disapproved to the item ‘restraints should
be used when one cannot watch the patient closely’.

Most of the participants answered correctly to
the items related to the rights of the patients i.e.
‘patients are allowed to refuse to be placed in a
restraint’ (61.7%) and ‘physical restraints require
a consent form from the family member’ (74.2%).
However, the mean score on knowledge scale was
above average of 7.2+1.7 (maximum possible=
11), that indicates good knowledge about use of
restraints among the participants (Table 2).

Table 2. Participants’ knowledge towards use of physical restraints

ltem Agree Disagree

f % f %
1. Physical restraints are safety, garments designed to prevent injury. 100* 78.1 28 21.9
2. Restraints should be used when one cannot watch the patient closely 50 39.1 78* 60.9
3. Patients are allowed to refuse to be placed in a restraint 79* 61.7 49 38.3
4. A physical restraint (safety, vest, garment) requires a consent form from the family member 95* 74.2 32 25
5. A restraint should be released every 2 hours, if the patient is awake 102* 79.7 26 20.3
6 Restraints should be put on snugly so that there is no space between the restraint and the 42 32.8 86* 67.2
patients skin
7. When a patient is restrained skin breakdown may increase. 102* 79.7 26 20.3
8. When a patient is restrained in bed, the restraint should not be attached to the side rail 79* 61.7 49 38.3
9. A patient should never be restrained while lying flat in bed because of the danger of choking 78* 60.9 50 39.1
10. Good alternatives to restraints do not exist 40 31.3 88* 68.8
11. Deaths have been linked to the use of vest restraints 32* 25 96 75

(*) Correct responses
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Table 3 depicts the participants’ attitudes towards
use of physical restraints among psychiatric
patients. A majority of the participants hold
positive attitudes towards rights of the participants
as they agreed with 1 and 2 items i.e. ‘|l feel that
family members have the right to refuse the use
of restraints’ (78.9%) and ‘If | were the patient,
| feel | should have the right to refuse or resist
when restraints are placed on me’ (75.8%).
Unfortunately, nearly half of the participants
(n=61, 47.6%) disapproved that ‘patient suffers
a loss of dignity when placed in restraints’. While
40.6% of the participants felt guilty, majority of
them disagreed for placing a patient in restraints.

Similarly, nearly three fourth of the participants did
not feel embarrassed when the family enters the
room of a patient who is restrained. However, more
than 56% of the participants felt bad if the patients
got upset or become more disoriented after the
restraints have been applied. It was disappointing
to note that 45.3% of the participants opined that
‘applying restraints assures legal protection to his/
her self and his/her hospital’. The mean score on
this section was 30.8+ 3.3 (ranged from 24 to
45) of a maximum possible of 48 and suggest
favorable attitudes among the participants towards
use of physical restraints among persons with
mental illness.

Table 3. Participants’ responses to Attitude towards physical restraints questionnaire

A/SA DA/SDA
Item
f % f %
1. I feel that family members have the right to refuse the use of restraints 101 78.9 27 21.1

2. If | were the patient, | feel | should have the right to refuse or resist when restraints

are placed on me
3. | feel guilty placing a patient in restraints

97 758 31 242
52 406 76 59.4

4. | feel that the main reason that restraints are used is that the hospital is short staffed 27 21.1 101 78.9
5. | feel embarrassed when the family enters the room of a patient who is restrained. 33 25.8 95 74.2
6. It makes me feel bad if the patients get more upset after restraints are applied. 73 57.1 55 43

7. It makes me feel bad when patients become more disoriented after the restraints have

been applied.

8. A patient suffers a loss of dignity when placed in restraints

72 56.2 56 43.8
67 524 61 476

9. It is important to apply restraints to assure legal Protection for myself and my hospital 58 45.3 70 54.7
10. | feel that placing a patient in restraints can decrease nursing care time 29 22.6 99 774

11. | believe that restraints increase the risk of strangulation

51 399 77 60.1

12. | believe that restraints decrease the number of patients to fall 82 64.1 46 359

Table 4 addresses the nurses practices with
regard to use of physical restraints in psychiatric
patients. A majority (93%) of the nurses agreed
that they always/sometimes try alternative
nursing measures before restraining the patient.
More number of the participants stated that they
sometimes than always restraints the patients only
with physicians’ order and they suggest the doctor
when they feel that patient doesn’t need to be
restrained. Majority of the participants expressed

that they check the restraint every two hours to
make sure they are in position and inspect the
skin of the patient for abrasions or skin tears.
Unfortunately, 79.7% opined that more patients
are restrained when there is short of staff. Similarly,
more number of the nurses felt sometimes
than always work together to discover ways to
control patients’ behavior than use of restraints
and assesses if the restraint to be removed. The
mean score of nurses’ practice related to use of
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restraints in psychiatric patients was 31.2+6.2
(range 15-42) of maximum possible of 42. These

findings indicate good practice related to use of
physical restraints among nurses.

Table 4. Nurses’ practice towards using of physical restraints in Psychiatric patients

ltems Always Sometimes Never
f % f % f %
1. | try alternative nursing measures before restraining the patient 58 45.3 61 47.7 9 7
2. When | restrain a patient, | make this decision only with a physician’s

50 39.1 61 47.7 17 13.3
order

3. When | feel that the patient does not need to be restrained. | make this
suggestion to the doctor

4. | answer the call for the patient who is restrained as soon as possible 57 44.5 56 43.8 15 11.7
5. | check the restraint every two hours to make sure they are in the
proper position

6. | inspect the skin of the patient for abrasions or skin tears if | bath the
Patient who is restrained

41 32 66 516 21 164

71 55,5 44 344 13 10.2

66 516 45 352 17 133

7. | tell family members why the patient is being restrained 63 49.2 45 352 20 15.6
8. | explain to the patient why the restraint is being applied 74 57.8 42 32.8 12 9.4
9. | tell the patient when the restraints will be removed b4 42.2 b2 406 22 17.2

10. More patients are restrained when we are short of staff than when
we are fully staffed

11. In our hospital staff members work together to discover ways to con-
trol patients behavior other than use of physical restraints

12. | frequently assess if the restraint should be removed 34 26.6 77 60.2 17 133
13. When physical restraint is applied. | record on the nursing charts the

type of restraint used, the reason for adopting it, the time when the ap- 62 48.4 b4 42.2 12 9.4
plication commences, and the related nursing care required

14. | frequently evaluate and record the effect of physical restraint when
it is applied to a patient

102 79.7 18 14.1 8 6.3

33 258 74 578 21 164

56 438 57 445 15 11.7

On correlation analysis, it was revealed statistically
significant association between gender with
knowledge (r=0.30, p<0.001) and attitude
(r=0.21, p<0.05) of the participants. Females
had better knowledge, attitudes than males
towards use of physical restraints. However there
was no significant difference between gender and

total scores of knowledge (p<0.01), attitude
(p<0.001) with their practice of using physical
restraints.

Discussion

practice of the nurses with related use of physical
restraints. Nurses those had more than ten years
of experience found to be favorable attitudes than
nurses with less experience (r=0.17, p<0.05).
On one way analysis, nurses with higher education
differed significantly on practice score than nurses
with basic education in nursing (p<0.05). A
significant correlation was found between nurses’
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This was a first cross sectional survey that assessed
nurses’ knowledge, attitude and practice towards
physical restraints in psychiatric patients. The
findings reveled that nurses had better knowledge
and favorable attitudes as reflected in good practice
of using physical restraints in psychiatric patients.
There were significant association between gender
with knowledge and attitude of the participants
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towards use of the physical restraints. However, a
positive significant correlation was found between
knowledge, attitude and practice scores of the
participants.

In the present study, majority (79%) of the nurses
agreed that skin breakdown may increase when
patients are restrained. These findings were in
line with earlier studies that found ‘dehydration,
choking, circulatory and skin problems, loss of
muscle strength and mobility, pressure sores,
incontinence and injury from associated physical/
mechanical restraint, injury from other patients,
increased psychological distress and, in rare
circumstances, death were the adverse events
associated with use of physical restraints among
patients.'® Although, nurses in the current study,
endorsed good knowledge and positive attitudes
towards rights of patients, nearly one quarter of
nurses disagreed that ‘family members have the
right to refuse the use of Physical restraints’. These
findings were in consistent with earlier studies
conducted among Psychiatric nurses®* and ICU
nurses.? These findings suggest need to improve
nurses’ knowledge on patients’ rights and ethical
issues related to use of physical restraints.!4

In supporting the previous studies,*® nearly half
the participants in this study disapproved with the
statement “A patient suffers a loss of dignity when
placed in restraints”. It is unfortunate to note the
nurses’ unawareness about the feelings of the
psychiatric patients when they were restrained
and this negative attitude also increases the use
of physical restraints. Published evidence report
that patients as a result of being restrained
reported that they felt angry, helpless, sad, and
powerless, punished, embarrassed, and that their
right to autonomy and privacy has been violated,
in addition to a feeling of loss of self worth,
degradation, demoralization and humiliation while
they are restrained.?® Further, recent studies
in India report that most of the psychiatrists’
had negative attitudes towards coercion among
psychiatric patients as it violates the integrity of
the patients.?V Earlier research report array of
emotional reactions among nurses while restraining
the patients such as anxiety, anger, feeling bored

or distressed, crying, inadequacy, hopelessness,
frustration, fear, guilt, dissatisfaction, isolation,
being overwhelmed, feeling drained, vengeance
and repugnance.?? In line with these findings,
the present study also showed guilty and
disagreement among the participants to place
patients on restraints.

In the current study, nearly three fourths of the
participants did not feel embarrassed when the
family enters the room of a patient who is restrained
and support the earlier evidence.® Further nearly
43% of the participants did not feel bad if the
patients got upset or become more disoriented
after the restraints have been applied. Earlier
studies also indicate no emotional reaction among
nurses.?? These findings could be attributed to
the fact the practice of physical restraints had
become so ritualized that it does not provoke any
reaction among nurses.®3

A vast majority of the nurses in this study agreed
that they would try alternative nursing measures
before restraining the patients. These results were
in concordance with previous research among
nurses that found several alternative methods
that could be used before applying Physical
Restraints such as providing companionship and
supervision, offering physical and diversional
activities, playing soft music, manipulating
environments.!* Interestingly, merely 9.4% of
the nurses in this study agreed that they never
record on the nursing charts about the type
and the reason for applying restraints. These
findings were inconsistent with earlier studies
that indicate less than half of the nurses do not
record data about PR use in patient’s chart.*¥
However, majority (79.7%) of the nurses felt
that more patients are restrained when they are
short of staff. These findings were inconsistent
with other studies’® and suggest the need for
creating awareness among nurses regarding the
reasons for applying the restraints.

The result of the current study is consistent with
earlier studies 19 found that more than 50% of the
patients were restrained physically and removed
without written medical orders. However, this
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number is lesser than the present study where
39% of the nurses restrain the patients with
doctors’ order. In line with previous findings,1*
in the present study nurses those had more than
ten years of experience found to be favorable
attitudes than nurses with less experience.
These findings suggest that better experience
improves nurses’ decision making about proper
use of physical restraints. In the current study,
female nurses with higher education had better
knowledge and positive attitudes towards use
of physical restraints and these findings were in
support of the earlier evidence.®” In addition,
nurses’ knowledge, attitude and practice scores
towards use of physical restraints were positively
correlated. These findings were in agreement with
other studies.?

The present study has certain limitations such
as cross sectional survey, small and convenient
sampling and the data was collected from a
single setting. Hence, it is difficult to generalise

Invest Educ Enferm. 2018; 36(1)

the findings. However, the study contributes to
the literature by assessing nurses’ knowledge,
attitudes and practices towards use of physical
restraints in mental health care settings which
is a common practice in India. The findings may
be helpful to nursing administrators to develop
standardized protocols about using of physical
restraints among psychiatric patients.

Conclusion

This study revealed good knowledge, positive
attitudes and good practices among nurses about
using physical restraints in mental health services.
Further, in line with earlier findings,® out study
also showed that nurses with higher education had
good practice related to use of physical restraints.
These findings indicate the need for continuing
education about use of physical restraints among
nurses may help to protect human rights of
patients with mental illness.
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Use of Hydrocolloid Dressings in
Preventing Pressure Ulcers in High-risk
Patients: a Retrospective Cohort

Objective. This work sought to evaluate the association
between using preventive hydrocolloid dressings and the
onset of pressure ulcers in hospitalized patients. Methods.
Retrospective cohort study that included adult patients
with high risk of pressure ulcers (PU) evaluated according
to the Braden scale and who had been admitted with
preventive purposes to a skin care program. The preventive
care prescribed by the nursing staff included using
hydrocolloid dressing plus conventional care (HD+CC)
or only conventional care (CC), in a tier IV hospital in
Bogota, Colombia. Information was obtained from the
clinical records of the demographic variables, health,
and complications during hospitalization. Results. One-
hundred seventy subjects were included in the study (23
in HD4+CC and 147 in CC). In all, 30.4% of the patients
in the HD+CC group and 17% in the CC group had PU
during follow up (p=0.15). The ratio between the type of
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preventive treatment received and the development of PU obtained a raw Hazzard
ratio (HR) of 1.35 (Cl,,: 0.58-3.14; p=0.48) and HR adjusted for confounding
variables of 1.06 (CI%/ O 29-3.84 p=0.92). Conclusion. Our results showed no
superiority of HD+CC against CC in preventing PU in adult patients with high risk
according to the Braden scale. The cohort study did not reveal significant differences
between both interventions. It is necessary to promote and develop clinical trials to
evaluate the effectiveness of using dressings and other conventional care in high-risk
patients for this type of event.

Descriptors: adult; bandages, hydrocolloid; hospitalization; pressure ulcer;
retrospective studies; skin care.

Uso de apdsitos hidrocoloides en la prevencion de
ulceras por presion en pacientes de alto riesgo: una
cohorte retrospectiva

Objetivo. Evaluar la asociacién entre el uso de apdsitos hidrocoloides preventivos y
la aparicion de Ulceras por presion en pacientes hospitalizados. Métodos. Estudio
de cohorte retrospectivo que incluy6 pacientes adultos con alto riesgo de Ulceras
por presion (UPP) evaluados seglin escala Braden y que habian sido admitidos con
fines preventivos en un programa de cuidado de la piel, en un hospital de cuarto
nivel de atencién, en Bogota, Colombia. Los cuidados preventivos prescritos por
el personal de enfermeria incluyeron el uso de apdsito hidrocoloide méas cuidado
convencional (AH+CC) o solo cuidado convencional (CC). Se obtuvo informacién
de las historias clinicas de las variables demograficas, de salud y complicaciones
durante hospitalizacién. Resultados. Se incluyeron en el estudio un total de 170
pacientes (23 de AH+CC y 147de CC). El 30.4% en el grupo AH+CC y el 17%
de CC presenté UPP durante el seguimiento (p=0.15). La relacion entre el tipo
de tratamiento preventivo recibido y el desarrollo de UPP obtuvo un HR crudo
de 1.35 (ICy,,: 0.58-3.14; p=0.48) y un HR ajustado por factores de confusion
de 1.06 (IC%/ 0.29-3.84 p=0.92). Conclusién. Nuestros resultados mostraron
no superioridad de AH+CC frente al CC enfermero en la prevencién de UPP
en pacientes adultos con alto riesgo seglin Braden. El estudio de la cohorte no
revel6 diferencias significativas entre las dos intervenciones. Se hace necesario la
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promocién y desarrollo de ensayos clinicos que evallen la efectividad del uso de los
apositos y otros cuidados convencionales en pacientes de alto riesgo para este tipo
de evento.

Descriptores: adulto; vendas hidrocoloidales; hospitalizacion; Ulcera por presion;
estudios retrospectivos; cuidados de la piel.

Uso de curativos hidrocoloides na prevencao de ulceras
por pressao em pacientes de alto risco: uma coorte
retrospectiva

Objetivo. Avaliar a associacao entre o uso de curativos hidrocoloides preventivos e
a aparicao de Ulceras por pressao em pacientes hospitalizados. Métodos. Estudo
de coorte retrospectivo que incluiu pacientes adultos com alto risco de Ulceras por
pressao (UPP) avaliados segundo escala Braden e que haviam sido admitidos com
fins preventivos num programa de cuidado da pele, num hospital de quarto nivel
de atencao, em Bogota, Coldbmbia. Os cuidados preventivos prescritos pelo pessoal
de enfermagem incluiram o uso de curativo hidrocoloide mais cuidado convencional
(AH+CC) ou sé cuidado convencional (CC). Se obteve informacao das histérias
clinicas das variaveis demogréficas, de salide e complicacoes durante hospitalizagéo.
Resultados. Um total de 170 pacientes foram incluidos no estudo (23 de AH+CC
e 147de CC). 30.4% no grupo AH+CC e 17% de CC apresentaram UPP durante o
seguimento (p=0.15). A relacéo entre o tipo de tratamento preventivo recebido e o
desenvolvimento de UPP obteve um HR cru de 1.35 (IC,,,: 0.58-3.14; p=0.48)
e um HR ajustado por fatores de confuséo de 1.06 (IC,,,: 0.29-3.84 p=0.92).
Conclusao. Nossos resultados mostraram nao superioridade de AH+CC frente a
CC enfermeiro na prevencao de UPP em pacientes adultos com alto risco segundo
Braden. O estudo da coorte nao revelou diferencias significativas entre as duas
intervencoes. Se faz necessario a promogao e desenvolvimento de ensaios clinicos
que avaliem a efetividade do uso dos curativos e outros cuidados convencionais em
pacientes de alto risco para este tipo de evento.

Descritores: adulto; curativos hidrocoloides; hospitalizacao; lesao por pressao;
estudos retrospectivos; higiene da pele.
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|ntroduction

he onset of pressure ulcers (PU) is consequential of ischemic necrosis

at skin level and subcutaneous tissue, produced by pressure exerted

upon over a bony prominence.” Pressure ulcers are considered

adverse events that further complicate the critical state of patients
hospitalized with high-complexity problems, causing deaths associated to
infection and sepsis. Studies of PU prevalence in hospitals in Europe, Canada,
and the United States indicate a variation between 8.3% and 23%, with
nearly two in every three a product of prolonged hospitalizations.®® Studies
of PU prevalence in hospitals in Colombia reveal a variation between 2.2%
and 10%.®

Data indicate that 60% of ulcers are developed in intensive and chronic care
units during the first two weeks of hospitalization and their risk increases by
74% when combined with the presence of factors, like immobility, alteration
of the immune system and loss of body mass.®® Other determining factors of
the risk are humidity, excoriation, and capillary lesion of the skin.® Pressure
on bony protrusions is the condition to produce these ulcers and among the
sites of highest prevalence there are the heels, malleolus, trochanters, elbows,
gluteus, and sacrum.®” Death has been described associated to pressure
ulcers when these lead to problems, like important sepsis related to infection
of the lesion.5”

The impact of the onset of PU not only affects the quality of life of the
individuals and their families, but also the health systems. Costs in preventing
and treating PU constitute a high burden for health systems throughout the
world, so that the general cost of treating a PU is approximately US$70 000,
with an estimated annual cost between 2.2 and 3.6 billion US dollars.“”
Prevention of the onset of PU means a priority in national and international
public health, in terms of the patient’s quality results.®9

Recommendations based on evidence on interventions through conventional
care and more specialized care, like using dressings in preventing PU, have
been evaluated in the Clinical Practice Guides in Nursing by the Registered
Nurses” Association of Ontario (RNAO),*? which are being implemented in
our institution and show the best evidence available on all the interventions
and care on PU prevention.'Y However, evidence on the effectiveness of other
devices used in PU prevention is limited (low-moderate level of evidence), as
is the case of using skin protectors, which have been the product of research
aimed more toward healing PU, and have been progressively promoted for use
in prevention."? Included among some of these products or devices, there are
semipermeable skin protectors or dressings (polyurethane), padded dressings
(hydrophobic, polyurethane), and hydrocolloid dressings (HD) (containing
gelatin, pectin, carboxyl-methylcellulose).314 A high degree of uncertainty
exist on the preventive effectiveness of the dressings and their use associated
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to high costs per unit in health institutions for
critical patients with prolonged hospital stay.'®

Given that uncertainty prevails about the benefit
of using skin dressings in preventing PU, the
aim of our study was to estimate the association
between exposure to using hydrocolloid
dressings plus conventional care (HD+CC)
compared to using only conventional care (CC)
and PU incidence in adult patients, evaluated
with high risk for pressure ulcer, included in the
skin care program in a tier IV hospital through a
retrospective study.

Methods

A retrospective cohort study was carried out.
The study universe included adult patients with
cardiovascular problems admitted to a private,
high-complexity care foundation hospital in
Bogotd D.C, Colombia. The population was
comprised by 1461 clinical records from patients
over 18 years of age admitted between June
and December 2014; it was limited to patients
admitted to hospitalization at risk of PU, but with
intact skin, to any unit or care service during
this period, and who had complete assessment
record by the nursing staff from the Institutional
Program on Prevention of Pressure Ulcers and
Skin Care (PPCP, for the term in Spanish). This
program seeks to administer preventive skin
interventions on individuals at risk and conduct
treatment in patients with wounds, ulcers, or
other skin lesions. However, the preventive care
strategies were begun within the program after
the period of implementing the recommendations
of a Clinical Practice Guide on the Prevention of
Pressure Ulcers conducted between January and
June 2014.4Y

The eligible population was made up of the clinical
records from 170 patients over 18 years of age
from both genders, who were hospitalized in any
unit or intensive care service, with intact skin on
admission to the PPCP, with a high or very high
score of PU risk, according to the Braden scale ®
and who had been evaluated by the PPCP staff

with a complete registry of the program variables,
according to the clinical practice prevention guide.
1D These patients received the prescription of
care prescribed in the clinical record based on the
patient evaluation and according to the clinical
decision made by the program’s nursing staff
along with each patient’s treating physician. This
prescription consisted in protecting at least one
healthy area at risk with a) hydrocolloid dressing
plus conventional care or b) only preventive
conventional care (use of moisturizing lotion,
changes of position, use of support surfaces or
pressure regulating pillows, and anti-decubitus
mattress).

The time during which the PU events stage
| to stage IV (time to event) occurred was
evaluated after admission to the PPCP Both
the confirmation of the ulcer and its degree of
complication (Stage | to Stage IV, according to
the National Pressure Ulcer Advisory Panel,
NPUAP)M were identified through the note on
the clinical record made by the expert from the
PPCP, who reported if the lesion appeared in a
protected zone through any of both treatments
studied. Discharge information was included by
the PPCP group, given by the date of death or
from the hospital discharge.

To conduct this study, information consigned in the
clinical record was obtained, which included socio-
demographic variables (age, gender, educational
level, type of occupation, and place of origin);
related to the prior health status (antecedents,
comorbidities, prior PU development); related to
hospital admission and evolution of the health
status (admission diagnosis, hospitalization
service, areas of the skin at risk of PU, score
on the Braden scale, complications, date of PU
onset, stage of the ulcer, its location, time of
hospital stay).

Bivariate analysis was performed to compare
the basal characteristics between the treatment
groups, using Student’s t test for difference of
means and the Chi squared test for difference
of proportions. Incidence and behavior were
estimated in function of the risk of PU onset in
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the study groups by using the Kaplan-Meier risk
estimator. The association between the type of
treatment and PU onset in the protected zones
was estimated through Hazard Ratio with 95%
confidence intervals, through raw estimation and
a multivariate analysis with the Cox proportional
risk model, adjusting for the co-variables identified
as significant in the bivariate analysis (p<0.05),
which were possible effect modifiers. This study
was approved by the ethics committee in the
participating hospital institution, as a preliminary
phase included in the Pressure Ulcer Nursing
Prevention study (PENFUP study).

Results

Of the total number of patients included (n=170),
23 received the HD+CC preventive treatment and
147 were administered only CC. The frequency of
patients = 65 years of age was significantly higher
in the CC group compared to the HD+CC group
(69.3 versus 39.1, p<0.001). It was generally
observed that the groups were equal regarding
the frequency distribution of participants in the
variables for gender, educational level, place of
origin, living with other people, and occupation
between both groups. In relation to the evaluation
of health antecedents, significant differences were
also not observed related to prior PU presentation,
or in terms of risk evaluated according to the
Braden scale or according to the type of service to
which the patients were admitted between both
groups of care. Patients were hospitalized in a
large proportion in an intensive care service in both
groups without significant differences. Regarding
health antecedents and comorbidities, a higher
significant frequency was observed of patients
with coronary disease in the group receiving care
with HD+CC compared to the group with only
CC, respectively (52.2% versus 31.3%, p=0.01)
(Table 1).

In relation to the admission diagnosis and clinical
evolution of the patients during hospitalization, a
higher frequency was noted of patients admitted
due to cardiovascular causes or alterations in
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the group receiving HD+CC compared to the CC
group (34.8% versus 16.3, p=0.04). Likewise,
HD+CC patients had greater hemodynamic
complications (52.2% versus 34.0%, p=0.02)
and were exposed to greater poly-medication
(65.2% versus 39.5%, p=0.02) than the CC
patients. Although no significant differences
were present, a higher frequency was observed
in the HD+CC group compared to the CC group
in the variables of immobility (95.7% versus
85.7%) and incontinence (47.8 versus 29.3)
(Table 2).

Although no statistical difference was found, the
PU incidence was higher in the group receiving
preventive treatment in the areas protected with
HD+CC (30.4%) compared to the group with only
CC (17%). In both groups, PU were evaluated as
stage | or Il, without difference in the proportion
of contribution from each of them in each group.
The average number of days of hospital stay was
significantly higher in the group protected with
HD+CC (38.2+32) versus the group protected
with CC (23.1+23.3), with this difference being
of 15.2 days. Although no significant differences
were identified per zones of PU presentation, it
was observed that PU incidence was higher in the
sacrum, heels, and elbows in patients protected
with HD+CC compared to those who received CC
(Table 3).

Figure 1 shows the comparison of the Kaplan-
Meier curves in function of time to the event due
to PU, which are quite similar during the first
12 days in both treatment groups. This trend is
reflected in the Kaplan-Meier survival analysis
curves that are not statistically different through
the Log-Rank test (p=0.482) (Figure 1).

To examine the association between using the
preventive treatments studied and development
of PU, the raw HR was compared to the
adjusted HR, showing no significant difference
between both. Additionally, the Cox multivariate
proportional-hazards model revealed that
the variables of age, poly-medication, and
hemodynamic alterations were not effect
modifiers (Table 4).
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Table 1. Personal characteristics and antecedents according to PU preventive treatment group

Type of treatment

Variables HD + CC cc

(n = 23) (n = 147)
Age, mean (SD) 60.78 (17.7) 68.31 (19.0)
Age = 65 years, n (%) 9 (39.1) 102 (69.3)
Gender, n (%)
Female 12 (52.2) 76 (51.7)
Male 11 (47.8) 71 (48.3)
Primary 12 (52.0) 41 (27.80)
High school 4(17.4) 26 (17.7)
Technical or university 2 (8.7) 16 (10.9)
Admitted from home, n (%) 19 (82.6) 85 (57.8)
Lives with other people, n (%) 19 (82.6) 95 (64.6)
Occupation, n (%)
Employed 7 (30.0) 34 (13.6)
Retired 6 (26.1) 47 (32.0)
Unemployed 1(4.3) 5(3.4)
Antecedent of PU 2 (8.7) 11 (7.5) 0.65
Health antecedents, n (%)*
Coronary disease 12 (562.2) 46 (31.3) 0.01
Neurological alteration 9(39.1) 68 (46.3) 0.75
Diabetes 8 (34.) 32 (21.8) 0.10
Kidney disease 5(21.7) 26 (17.7) 0.52
Malnutrition 5(21.7) 20 (13.6) 0.24
Cancer 1(4.3) 35(23.8) 0.07
Paraplegia, quadriplegia 1(4.3) 11 (7.5) 1.00
Obesity 4(17.4) 13(8.8) 0.23
Dementia 3(13.0) 19 (12.9) 0.72
Depression 3(13.0) 7 (4.8) 0.09
High 18 (81.8) 104 (75.2) 0.58
Very high 5(21.2) 40 (27.2)
Intensive care 16 (69.6) 74 (50.3)
Internal medicine 5(21.7) 53 (36.1)
Emergency 2 (80.7) 20 (13.6)

(*) A patient may have more than one antecedent

conventional care and using only conventional care

D 1 1 in preventing the onset of pressure ulcers in adult
ISCUSSION patients hospitalized with high risk of developing
The findings from our study show no differences these events. Given that no differences were
between using hydrocolloid  dressings  plus observed in the benefit between one and the other
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Table 2. Admission diagnosis and clinical evolution according to PU preventive treatment group

Type of treatment

Variables HD + CC cc
(n = 23)

Admission diagnosis, n (%)

Cardiovascular alterations 8 (34.8) 24 (16.3) 0.04
Sepsis/Infection 6 (26.1) 37 (25.2) 1.00
Neurological alterations 4(17.4) 34 (23.1) 0.78
Cancer 2(8.7) 12 (8.2) 1.00
Major general surgery 1(4.3) 16 (10.9) 0.47
Orthopedic surgery 1(4.3) 5(3.4) 0.58
Respiratory failure 1(4.3) 14 (9.5) 0.69
Immobility 22 (95.7) 126 (85.7) 0.13
Poly-medication 15 (65.2) 58 (39.5) 0.02
Incontinence 11 (47.8) 43 (29.3) 0.06
Dialysis 3(13.0) 5(3.4) 0.06
Complications, n (%)

Hemodynamic alterations 12 (52.2) 50 (34.0) 0.02
Alteration of consciousness 11(47.8) 69(46.9) 0.93
Death 8 (34.8) 43 (29.3) 0.45

Table 3. Characteristics and incidence of PU according to preventive treatment group

Type of treatment

Variables HD + CC cc
(n= 23) (n = 147)
Developed PU (event) 7 (30.4) 25(17.0) 0.15
Stage | 4(17.4) 15(10.2)
Stage Il 3(13.0) 10 (6.8)
Zone of PU presentation 0.23
Sacrum 3(13.0) 12 (8.2)
Heel 2(8.7) 2(1.4)
Elbows 1(4.3) 5(3.4)
Malleolus 0 2(1.4)
Trochanter 0 1(0.7)
Others 1(4.3) 3(2.0)
Days hospitalized, mean (SD) 38.3(32.0) 23.1 (23.3) 0.03

preventive strategy, what the evidence shows is
the promotion of higher-scale studies that permit
evaluating their real impact in clinical care.

physiopathological condition.”” The results from
our study are similar to the results described in
other studies regarding the presence of factors
The presence of pressure ulcers can be explained related to PU, like age (elderly adults), coronary
by factors related to the patients’ age and their disease with possible alteration of consciousness
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Figure 1. Kaplan-Meier estimations for the time in developing
PU in patients, according to preventive treatment group

Table 4. Raw and adjusted hazard ratio of the association between the using hydrocolloid
dressings with the onset of PU

Exposure HR Standard Error CI95% HR p-value
Use of hydrocolloid dressing + conventional care
Estimated raw 1.4 0.4 0.6-3.1 0.48
Estimated adjusted 1.1 0.1 0.3-3.8 0.92

Age

Poly-medication
Hemodynamic alterations
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associated to an alteration of the hemodynamic
state, which also lead to immobility and limited
tissue perfusion.'® Patients described in the group
of preventive care with dressings had significant
differences related to antecedents of coronary
disease and also had greater hemodynamic
alterations and poly-medication, accounting for
the severity of the patients in this group, which
could lead to greater complications and to a
prolongation of their hospital stay. Cardiovascular
problems with hemodynamic alterations are
characterized for having low cardiac output
and consequently have hypo-perfusion in all
bodily organs, including the skin. Additionally,
medications that improve cardiac output do
so at the expense of tissue vasoconstriction to
improve it, producing peripheral hypoxia with
repercussions on the skin.17:19

Hemodynamic problems may lead to an altered
state of consciousness, as was the case of
patients hospitalized in the HD+CC group, which
led to two important problems related with PU
onset: incontinence and immobility. In general,
incontinence is managed by the nursing staff by
using diapers that, if not controlled adequately,
produce lesions associated to chronic moisture that
can be confused for pressure ulcers.? Our study
could not ensure existence of this confusion, given
by the prevalence of stage | and stage Il PU. The
presence of pressure ulcers of a minor stage in our
patients has been associated in our hospital to the
implementation of the Clinical Practice Guide by
the RNAO on PU prevention, which has permitted
greater control of patients at risk through systemic
evaluation by using the Braden scale, along with
continuous evaluation of the record of events in all
care services.?? Another factor identified in our
study, which requires a wake-up call is obesity;
although it did not show significant differences,
it was observed with higher frequency in patients
receiving HD+CC compared to the group
receiving only CC. This factor is important, given
that it has been evidenced in literature that it can
lead to greater complications and prolongation of
the hospital stay, while becoming a challenge in
terms of mobilization for health caregivers.@?
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Although using dressings in caring for wounds
or ulcers already formed has proven its healing
benefit, limited valid and reliable evidence
exists with respect to their effectiveness or the
conventional care measures to prevent pressure
ulcers. Published data available from other
research present serious limitations in the design
and methods, thus, limiting their results from
being the base to implement these prevention
strategies.(142223 Even so, some studies reveal
results similar to ours, showing no differences
between groups exposed to using HD compared to
CC: Dutra et al.,?® found that PU incidence was
higher in the group using HD (15%) compared to
the group receiving preventive care with another
type of protection (8.7%). The study by Walker et
al.,*® reported no difference between using HD
compared to CC (RR=0.73, Cl,,,, =0.18-3.05).

Given the need to reduce adverse events because
they are associated to increased care costs and
to complications in the patient’s health,®® it is
necessary for the use of PU preventive measures
to be based on scientific evidence that proves
the real benefit. In the specific case of the HD,
the Consensus of Wound Healing Societies'®
speaks of the uncertainty associated to the
methodological limitations reported in studies
with evidence in favor of hydrocolloid dressings,
but — in turn — reflects the need to perform
clinical trials to evaluate diverse preventive
care strategies. Likewise, this Consensus
recommends the continued use of conventional
care strategies, like rotating patients per schedule
and using support surfaces to reduce pressure
on bony protuberances, friction and rubbing,
and using moisturizing lotion without rubdowns.
112> These recommendations coincide with those
provided by the Pressure Ulcer Prevention Guide,
implemented in our institution, which describes
effective interventions with only using gel
dressings in patients during prolonged surgeries,
as well as using specific mattresses for each type
of risk according to the Braden scale, which are
very costly strategies for our country? The use
of conventional care preventive measures was
implemented in our hospital since 2014 and
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these are combined with the use of hydrocolloid dressings as deemed by the nursing staff, in spite of the
uncertainty about their effectiveness.

The limitations in this cohort study are given by the use of retrospective information obtained directly
from the patient’s clinical record, and although the group of nurses from the PPCP program is expert in
skin wounds and lesions, it is not possible to establish the confirmation of the events investigated. Use
of HD could have increased the confidence of the nursing staff in this intervention, keeping CC activities
from being carried out, like mobilization and application of measure to reduce pressure with pillows. The
conclusion in this study is that using HD+CC did not show superiority against CC in preventing PU in adult
patients at high risk, according to the Braden scale. Our results show the need to perform well-designed
clinical trials and of sufficient population size to evaluate the impact of using hydrocolloid dressings
compared to conventional care in PU prevention.
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Care in Mexican Nurses
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Experiences Influencing upon the
Significance of Obstetric Care in
Mexican Nurses

Objective. This work sought to learn which and how are the
professional experiences that influence upon significance
processes of obstetric care in nurses working in toco-surgery
rooms. Methods. This was a qualitative study with grounded
theory approach. Individual interviews were conducted with
16 nurses who work in two public hospitals in a border city
in northern Mexico. Data analysis was performed according to
that proposed by Strauss and Corbin. Results. Four categories
were identified that explain the relationship established among
the professional experiences and the significance processes
of obstetric care; these are: Dilution of borders and demand
for interculturality, Modification in the scale of values
associated to care, Institutional and public policy crises, and
Violence endured within the work setting. Obstetric care is
signified within an imaginary that recognizes the existence
of a globalized context, which requests problematizing
the worldview not of the “other” but of “many others”, and
not merely from those receiving care, but also from other
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professionals who participate in institutional care. Conclusion. Significance processes
analyzed show how the socio-historical situation and current policy require new attitudinal
skills and knowledge for nursing to participate efficiently in obstetric care.

Descriptors: nursing; obstetrics; obstetric delivery; delivery rooms; experiences;
qualitative research.

Experiencias que influyen en la significacion del cuidado
obstétrico en enfermeras mexicanas

Objetivo. Conocer cudles y como son las experiencias profesionales que influyen
en los procesos de significacion del cuidado obstétrico en enfermeras que se
desempefian en salas de toco-cirugia. Métodos. Estudio cualitativo con enfoque
en la teoria fundamentada. Se realizaron entrevistas individuales a 16 enfermeras
quienes laboraban en dos hospitales publicos de una ciudad fronteriza en el
norte de México. Se realiz6 el analisis de la informacion segln lo propuesto por
Strauss y Corbin. Resultados. Se identificaron cuatro categorias que explican la
relacion que se establece entre las experiencias profesionales y los procesos de
significacién del cuidado obstétrico, estas son: Dilucién de fronteras y exigencia
de interculturalidad, Modificacién en la escala de valores asociados al cuidado,
Crisis institucional y de politicas publicas, y Violencia padecida dentro del espacio
laboral. El cuidado obstétrico es significado dentro de un imaginario que reconoce la
existencia de un contexto globalizado que exige problematizar la cosmovisién ya no
“del otro” sino de “muchos otros”, y no sélo de quien recibe el cuidado sino también
de otros profesionales que participan en la atencion institucional. Conclusion. Los
procesos de significacién analizados muestran como la situacion socio-histérica y
la politica actual exigen nuevas competencias actitudinales y de conocimiento para
que enfermeria participe de manera eficiente en el cuidado obstétrico.
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Descriptores: enfermeria; obstetricia, parto obstétrico; salas de parto; experiencias;
investigacion cualitativa.

Experiéncias que influem na significacdao do cuidado
obstétrico em enfermeiras mexicanas

Objetivo. Conhecer quais e como sdo as experiéncias profissionais que influem
nos processos de significacdo do cuidado obstétrico em enfermeiras que se
desempenham em salas de toco-cirurgia. Métodos. Estudo qualitativo com
enfoque na teoria fundamentada. Se realizaram entrevistas individuais a 16
enfermeiras que trabalham em dois hospitais publicos de uma cidade fronteirigca
no norte de México. Se realizou a analise da informacao segundo o proposto por
Strauss e Corbin. Resultados. Se identificaram quatro categorias que explicam a
relacdo que se estabelece entre as experiéncias profissionais e os processos de
significacao do cuidado obstétrico, estas sao: Diluicdo de fronteiras e exigéncia
de inter-culturalidade, Modificacao na escala de valores associados no cuidado,
Crise institucional e de politicas publicas, e Violéncia padecida dentro do espago
laboral. O cuidado obstétrico é significado dentro de um imaginario que reconhece
a existéncia de um contexto globalizado, que exige problematizar a cosmovisao
ja nao “do outro” sendo de “muitos outros”, e ndo s6 de quem recebe o cuidado
sendo também de outros profissionais que participam na atencéo institucional.
Conclusao. Os processos de significagdo analisados mostram como a situacao
sécio-histérica e a politica atual, exigem novas competéncias atitudinais e de
conhecimento para que a enfermagem participe de maneira eficiente no cuidado
obstétrico.

Descritores: enfermagem; obstetricia; nascimento; salas de parto; experiéncias;
pesquisa qualitativa.
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|ntroduction

bstetric care has been conceptualized in different manners; one of

the most accepted is that referring to it as a practical experience

supported on a series of critical judgments necessary to provide

humanized care to the mother-child binomial, whose final objective
is for both to reintegrate the family nucleus under the best conditions of physical,
psychological, and social health.Y” This care, like care in general, is a cultural
and scientific practice that takes place in particular socio-historical contexts.
Derived from the aforementioned, during the 21t century, obstetric care was
dramatically reconfigured, becoming technological and associating invariably
to higher maternal and perinatal survival. Modernization and technology also
brought along socioeconomic changes that affected the transformation of society
and generated direct impact on the professions, demanding the development of
new skills and — even — a redefinition of the disciplinary roles.®

Within this context, obstetric care presented important transformations; from
being a function recognized as appertaining to nurses and midwives, it passed
on to being conceived as a branch associated to gynecology; from being a
practice framed within principles of respect and mystique associated to being
a woman, it passed on to being considered a pathological process and, in that
sense, to being excessively medicalized. Stemming from this reconfiguration
of obstetric care, the delivery wards are spaces to where attention has been
recently drawn, indicating the existence of a social phenomenon called
obstetric violence, a theoretical, conceptual, and legal construct that questions
the pertinence of a series of health practices in violation of human, sexual, and
reproductive rights, during the institutional care of pregnancies and deliveries.

Although a vast diversity of conceptualizations exists regarding what should
be understood as “obstetric violence”, for the purpose of this research, it
is understood from the concept established by the Legislation on Access
for Women for Life Free from Violence from the state of Chihuahua, Chih.
Mexico:® ‘Any action or intentional omission by the health staff, which during
the exercise of their profession or trade, harms, hurts or denigrates women
during pregnancy, delivery. and puerperium, as well as negligence in their
medical care and altering the natural process of low-risk delivery, through
the use of acceleration techniques and practicing caesarean deliveries, when
conditions exist for natural delivery, without obtaining voluntary, expressed,
and informed consent from the woman”. Social recognition of this type of
violence, obligates reflecting on the sense of a series of practices that have
been incorporated as part of the obstetric care provided by nursing in hospital
institutions. Has modernity imposed violent actions against women during the
implementation of care? Or has this always been so in reality, but there were
no arguments to account for this? Which and how are the experiences that
have influenced on the significance processes of obstetric care in nurses who
currently work in toco-surgery rooms?
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Although obstetric violence has been broadly
documented, its approach has centered practically
exclusively on the medical staff, associating abuse
with the existence of a symbolic power exerted
from the masculine toward the feminine, with
sexist and androcentric profile.¥ Contrary to
this, not many studies have addressed the role of
nurses, even though some studies indicate that
the nursing staff is identified with the greatest
amount of abuse against users in the labor and
delivery wards,”® a situation that results contrary
to the function of advocacy and defense of human
rights that international organizations associate
with nursing.® In that sense, the International
Nurses Council establishes that it is their duty:
“to actively preserve and promote the rights of
all people, at all times and places ... including
the obligation of making sure that adequate care
is provided, according to the resources available
and in keeping with ethics ... in cases in which
nurses go into conflict between their duties and
professional obligations with their employer or
other authority, their primordial responsibility is
with the people who need care”.

The aim of this research was to learn which and
how are the professional experiences that influence
upon the significance processes of obstetric care
in nurses who work in toco-surgery rooms. Said
knowledge will permit identifying institutional and
academic actions that can favor the significance of
obstetric care closest to the humanism paradigm.

Methods

This was a qualitative study from grounded
theory. The pertinence of conducting this study
from the symbolic interactionism that supports
grounded theory, stems from, for this schooal,
that the significance things have for individuals
is what determines action, which makes people
respond one way or another against a specific
phenomenon.”. The study was conducted from
November 2014 to November 2016, a period
during which interviews were conducted with
nurses who regularly work in toco-surgery rooms
from two general hospitals in a border city in
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northern Mexico. The decision to carry out the
research in these hospitals was made because
these provide care to an open population, besides
being supported by the Popular Insurance
program, which makes them institutions with a
high demand for delivery care, given that prenatal
care and delivery have no cost.

The informants were 16 nurses selected through
theoretical sampling,® understanding such as a
data collection process to generate theory and which
implied, onthe one hand, invitingto participate nurses
who were considered due to their experiences that
they would contribute significantly to understanding
the phenomenon of interest, while on the other hand
obligating the researchers to select, encode, and
analyze through constant comparison of the findings
with the theory, to find sense of that communicated.
The number of informants was defined in function
of the criterion of theoretical saturation,® that is,
information collection was stopped once no new
data emerged, and when the relations among the
categories were well established and validated
to achieve understanding the internal logic. In all
cases, enough information was produced during a
single approach.

The interviews were held individually and carried
out by the first author, who is a nurse and PhD
candidate in Nursing Sciences. To conduct
the interviews and perform their analysis, the
interviewerwastrainedduring 120 hontheoretical,
methodological frameworks and techniques on
qualitative research. A semi-structured guide was
developed prior to conducting the interviews. As
the interviews were administered, the guide was
improved to explore the categories identified in
the constant comparison process during analysis.

The participants were contacted initially
within the toco-surgery services, where a first
appointment was agreed on to explain thoroughly
the nature of the study and collect the informed
consent. All the meetings to hold the interviews
were carried out in the homes of the informants or
in the university library. During the research, the
consistency value was sought through systematic
comparison between the results and the theoretical
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frameworks identified as pertinent to interpret the
findings; this theoretical construction process
enabled the creation and consolidation of each of
the categories developed.® The interviews were
transcribed fully and upon completing the analysis
these were eliminated to guarantee protection and
confidentiality of the information provided.

The analysis was performed as proposed by
Strauss and Corbin;® through participation from
two researchers, open, axial, and selective coding
was applied to the data. In the open coding, the
interviews were revised several times and the data
reduced to codes. The categories were obtained in
traditional manner from the codes and notes on
the conceptual and theoretical ideas that emerged
during the course of the analysis. Through axial
coding, the data were fractioned into new ways
of making connections between categories and
subcategories. Finally, selective coding identified
a central category and its interrelations. During
analysis, the note technique was used to propose
the hypothesis of connections among categories
and their properties to integrate these connections
into other categories to generate the theory.*V

The ethical principles contained in the Helsinki
declaration and the General Health Legislation in
México were considered to conduct this study, which
was classified as “minimum risk” given that no
techniques and methods were employed that would
intentionally modify the physiological, psychological,
and social variables of those participating. Their
right to autonomy was respected at all times, written
informed consent was requested, and identity
confidentiality was guaranteed. The project was
revised, approved, and supervised by the Ethics
Committee of the Secretary of Health from a border
city in northern Mexico (Reg. 000176).

Results

During the open coding stage, 698 codes
emerged in vivo that after several re-readings were
combined to arrive at the axial coding, where 17
subcategories emerged. In the selective encoding,
similar codes or those with similar meanings and
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concepts were catalogued into four categories to
proceed to the analysis. The categories presented
ahead include narrations considered nutritious to
enhance the categories developed.

Category 1: Dilution of borders and
demand for interculturality

In Mexico, as in many Latin American countries,
health, education, and employment services
have centered in urban regions; likewise, health
communication on issues of health prevention and
promotion continues being conducted in Spanish,
with little regard for the existence of Indigenous
languages. The aforementioned implies for
nurses an important challenge when providing
care: It is different when you have to care for
the Tarahumara [women]; some will understand
you and others will not, they hardly answer you
and, well, you almost do not speak with them
because that is how they are (Nurse 11). The
informants recognize that language and world
vision differences place women at a disadvantage
for care. The limitation lies on the fact that they
cannot be understood, do not have the institutional
resources to do so, or rather, the language and
ethnic diversity is too broad to be addressed
with the scarce resources in the institutions: /t is
difficult and no way of talking to a translator;
| think it’s like seven different languages and
they do not understand themselves, so with lots
of work and you must deal with this (Nurse 3).
The high demand for care in populations from
different ethnicities becomes a challenge for
which the informants report not being prepared,
given that they have not been trained for such and
do not access refresher courses in interculturality:
Well, it is a bit more difficult because some do
understand you and others do not; you do what
you can, but nobody told us how ...you have to
guess ...we do not know how (Nurse 15).

Category 2: Modification in the scale
of values associated to care

For nurses it is a complete challenge to live and work
with professionals who, due to issues associated
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to generational evolution, apply and prioritize
differently values associated to care. This difference
regarding the prioritizing of values when providing
care is associated to their training and to the care,
as well as to the profile of the academic programs in
which they have been prepared as human resources
for health. In this sense, the informants underscore
that the medical staff is trained from a biological,
mechanized, highly technical, and not very reflexive
approach from the paradigm of ethics and human
rights: There are many new people [interns and
residents] that yes, are very biological, and not us,
we see the sensations patients have ... they tell
the patient everything in medical terminology and
make bad expressions, and | don’t agree with that; |
also don’t agree with questioning the patient without
the privacy they deserve, they do so in front of many
people and even raise their voices (Nurse 1).

Additionally, nurses attribute this lack of values
necessary to provide obstetric care, associated to
the social dynamics that prevail in the contexts
in which the new generations of professionals
work; which produces problematic discourses
as in modern youth (denominated by sociology
as millennials), a series of values associated to
care are prioritized differently from how it had
historically been done: They [physicians and
nurses in training] need to be aware that they have
a commitment with society, the discipline and the
objective of reestablishing the women’s health.
These generations have more disposition to social
interaction, dancing, and parties and that takes
away from their performance; they don’t have
enough rest, don’t have enough studies, nor the
initiative or disposition, or sufficient knowledge
(Nurse 5). Additionally, they point to the institutions
that train human resources as co-responsible of this
crisis of values, and indicate that it is necessary to
readjust the programs to enhance the skills of the
new generations for humane care: Additionally,
we must start at the schools; we must impact
upon the youth because | sometimes see them
lost regarding what caring for another is. There
is not much love for what is done... it would be
combining former training adjusting it to the new;
| know times change, but care never changes,
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because we do not stop being people and train
more students who advocate for those without
a voice, who make themselves heard, who have
autonomy and are not intimidated (Nurse 10).

Category 3: Institutional and public
policy crises

The informants refer to the lack of conditions
of infrastructure, inputs and human resources
to carry out public policies that aim for the
humanization of delivery care: Because more
personnel is needed, it is stressful to not have
supplies to work with and you complain; and you
don’t give quality to your work because something
gets out of control and you are always running
and nobody outside knows what is happening
inside, and you are running and getting things.
Look, you will say these are different things, but
as a whole it affects how women are cared for
(Nurse 13). They reiterate in their narrations that
federal and state policies do not agree with the
needs of the public institutions where they work,
the most mentioned was the policy on “Zero
Rejection”, which has to do with the obligation
all public and private health institutions have on
guaranteeing emergency care to pregnant women
or women in labor, independent of their having
or not having social security. Policies, like the
aforementioned, represent — according to the
informants — the pressure that, even with said
units being saturated, they must continue caring
for women without spaces, inputs, and resources
to do so: Because we cannot reject, we as an
institution and the universalization of care to
obstetric patients, given that we cannot reject no
one, even if you have no beds or capacity, inputs,
clothing, or anything (Nurse 1).

Another policy that emerges as a challenge from
the nurses’ narrations has to do with the “Federal
strategy to strengthen post-obstetric event
anticonception (APEQ, for the term in Spanish)”,
which demands complying with specific goals
in terms of coverage of Family Planning Methods
(FPM) upon discharge of the patient hospitalized
due to obstetric event. This demand has obligated
them to establish a type of imposition for FPM use,
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which they themselves identify as an attack from the
framework of sexual and reproductive rights: and the
woman would say, | don’t want! So... [Mentions the
nurse with emphasis] Your patient must exit with
a device! What do the girls do [nurses]? They start
to pressure, but pressure steadily and they are not
aware of the patient’s culture! (Nurse 2). In this
sense, they manifest that even when they confront
highly complex phenomena in their daily work, they
continue focusing care on the physiological needs of
the moment, omitting psycho-emotional and social
needs highlighted by the clinical practice standards
or guides.

The informants report that the care they provide in
the institution becomes more complicated, within
the framework of the Mexican health system that
lacks a preventive approach and is weak in the first
level of care, which has repercussions on the fact
that women arriving at the institutions have a high
incidence of complications and — worse — have no
idea of how to participate in their deliveries: and
this should come from the prenatal consultation
[psycho-prophylaxis], this should already have
been asked and explained; it is a preparation,
she [the woman in delivery] should already know
the information, she should leave there [first
level of care] informed because she did not go
there [health center] once or twice, at least for
the popular insurance to cover the delivery, there
should five consultations (Nurse 1).

Category 4: Violence endured within
the work setting

Demystifying the image of nursing as exclusively
involved with the physician’s care practice has
turned out to be a great challenge, according to
that stated by the nurses. Although this image is
being renewed, there is still a lack of openness
by the medical staff to respect the professional
proposals from nursing when providing care:
The interns and physicians sometimes do not
want, that is, do not accept a proposal from us,
| don’t know, could it be because we are nurses?
And they tell you, right in front of the people,
so that everyone is aware that they know and
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we do not (Nurse 5). The nurse-physician work
relation is affected by hostile behaviors, which
are manifested by intimidating and threatening
actions and this, according to the informants,
complicates care extremely and generates in them
professional frustration: When we are not on the
same line [physician-nurse], situations arise
when you remain quiet to avoid problems, but
you know it is not okay, you get frustrated from
seeing actions that have nothing to do with care
and you have to stay quiet (Nurse 4).

The fact that the nurses themselves experience
violence and do not speak of it, report, or
communicate such to their supervisors, permits
accounting for the complexity in which s
circumscribed their function in defense of the rights
of patients. It is impossible for nurses who are
not empowered to report their own experiences,
denounce or advocate for the rights of the users to
live their delivery processes free from actions that
attempt against their rights: The doctor treated me
as he wished; that [being mistreated] affects me as
a person and not only as a nurse, it frustrates me,
gets me angry, stresses me, so it makes me feel
like this [makes facial expression of displeasure]
to care and perform my work (Nurse 5).

Furthermore, the informants reported feeling
violated when the physician boasts superiority
over them; hence, they see themselves not only
as witnesses to the violence, but also as victims,
which affects them as persons and professionals,
and is reflected on how they provide care to the
women and on the relationships they keep with
their colleagues: Well, the doctors’ tempers; if
you say something, they scream at you in front of
the patient and it is no longer the same, or some
colleague having differences with you and you
both get upset, it does affect, it affects because
now you don’t smile and you think they don’t
realize it (Nurse 9).

Discussion

The objective of this research was to learn
which and how are the professional experiences
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that influence upon processes of significance of
obstetric care in nurses who work in toco-surgery
rooms. The results evidence that obstetric care is
signified through a series of experiences that take
place within contexts which conjugate in complex
manner the reality of globalization and migration,
the modification in the scale of values of current
society, institutional and public policies crises,
and — finally — but not least important, the trend
to increased violence and its recognition within
institutional settings.

Nurses currently confront demands for intercultural
care that they only confronted in the rural health
units. This tendency to the complexity of care from
migration and globalization has also been indicated
by other researchers who contemplate in it a
challenge for the discipline and for society."!? The
trend to increased population mobility demands
development of interculturality skills in the nursing
staff, given that it is necessary to recognize and
respect the different cosmogonies to understand
in their complex dimension the health-disease
processes; without achieving this, it is impossible
to speak of genuine interactions between
professionals and users.!® The aforementioned
needs to be problematized in a Mexico in which
most of the curricular plans for the formation of
human resources in health lack assignments that
prepare future professionals in interculturality skills.
14 Thereby, interculturality results in a desirable
skill no merely from the ethical-legal framework,
but also from the responsibility nursing has in
promoting health and communicating risk. Other
researchers have documented that the health staff
tends to speculate on the motivations people have
to position themselves one way or another with
respect to health-disease processes, establishing
value judgments supported on a series of social
stereotypes and are not very concerned with
understanding them from an intercultural paradigm.
1% The prior situation currently represents one of
the most important communication barriers for the
health staff and the user population.t®

Nurses also identify that obstetric care becomes
complex in function of the existence of two social
generations that share space within the toco-
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surgery rooms, but which provide care from
very different parameters of prioritizing values
associated to care. Generational changes seem to
impact upon the meaning of care and not only
upon that, but — in general — on the operation of
organizations. Currently, Mexico faces significant
changes with respect to pension and retirement
policies, which has brought along that within
health services professionals coexist from social
generations with different perspectives on what
care is and on the values upon which it must
be framed. The aforementioned complicates
intergenerational coexistence processes within
organizations, and with it, impacts on the dynamic
in which obstetric care is practiced within the
maternity wards.”)

For older nurses, the problem of inadequate
care in obstetrics wards is related to personality
characteristics in  the current generation
(millennials), which has been associated to
the search for continuous satisfaction of the
“ego”, leaving aside contact with others and
which hinders their establishing relationships of
commitment with those they are in charge of,
given that they relate best with technology and/
or through it."® In turn, younger nurses report
feeling frustrated upon the demand to insert
themselves and adapt to professional contexts
in which an institutional medical culture prevails
that privileges the biomedical approach to care,
after recognizing that they were educated within
a nurse culture, which is less biologist and more
holistic.®

Obstetric care was identified also associated
in its meaning with the existence of a series of
public policies that in discourse tend toward
the humanization of the delivery, but which are
implemented within contexts that in crisis do not
have the necessary element to carry them out.
In this sense, public policy not only creates false
expectations among users, but also frustration
among those who provide care, given that they
do not have the necessary resources to offer
that which users expect and which the State
“demands”, the quotations are added, given that
the very State recognizes that what is proposed in
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public policy has no conditions to be exercised.®® Finally, the findings herein support the evidence from
other studies, which have indicated the prevalence of violent contexts in delivery wards,?!?? however,
requiring — unlike these studies — this work views that violence is not aimed specifically upon the users,
but it is also aimed at the nurses, from both the medical staff and among colleagues.

The conclusion in this study is that the meaning upon which nursing care is based within the maternity
wards is dynamic and is readjusted according to what has been evidenced in this study in function of
the economic, social, political, and cultural changes that prevail in each context in particular. Nurses
identified as the principal experiences contributing to the re-significance of nursing care, globalization
and the dilution of borders, restructuring in prioritizing personal and professional values, institutional and
public policy crises, and — lastly — although not least important, the violent context experienced within
the very institutions, not only against the population of users, but against the nurses themselves or their
colleagues. States and their institutions — particularly health institutions and those in charge of training
human resources in health — must consider that to fully comply with the expectation of avoiding incidences
related to the violation of rights in maternity wards. Although it is necessary to train and sensitize the
staff with respect to the theme, it is also mandatory to seek harmonious institutional environments that
enable full personal and professional development; only under these conditions will it be feasible to speak
of hospital environments free from violence.
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Objective. To investigate the effect of the peer group
education on the fear, anxiety and depression levels of the
patients undergoing angiography. Methods. In this clinical
trial, 70 patients referred to Vali-E-Asr clinic of Fasa (Iran) for
undergoing coronary angiography were selected by random
sampling and divided into experimental and control groups.
The experimental group (n=35) received the necessary
instructions about coronary angiography by those in a trained
peer group (Two former patients, having experienced in the
procedure), while in the control group (n=35) the routine
instructions were presented by the department’s nurses. The
levels of fear, anxiety and depression of the patients were
measured both before and after conducting this intervention.
Results. The mean score of the patients’ fear and anxiety after
the intervention of the peers in the experimental group was
reduced compared to that of the control group (p<0.05). But
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for the mean of the score of the depression test, no statistically significant differences
were found between the two groups after the intervention. Conclusion. The results of
this study showed that utilizing the peer group education is effective for reducing the fear
and anxiety of patients undergoing coronary angiography.

Descriptors: coronary angiography; control groups; peer group; anxiety; depression; fear.

Efectos de la educacion grupal realizada por pares
sobre los niveles de miedo, ansiedad y depresion de los
pacientes sometidos a angiografia coronaria

Objetivo. Investigar el efecto de la educacién grupal realizada por pares sobre los
niveles de miedo, ansiedad y depresion de los pacientes sometidos a angiografia.
Métodos. En este ensayo clinico, 70 pacientes remitidos a la clinica Vali-E-Asr
de Fasa (Iran) para someterse a una angiografia coronaria se seleccionaron por
muestreo aleatorio y divididos en dos grupos. El grupo experimental (n=35) recibid
las instrucciones sobre la angiografia coronaria por parte de pares (dos pacientes
que habian sido sometidos previamente a angiografia), mientras que al grupo de
control (n=35) las enfermeras del departamento les brindaron la instruccion de
rutina. Los niveles de miedo, ansiedad y depresion de los pacientes se midieron
antes y después de realizar esta intervencion. Resultados. La puntuacion media
del miedo y la ansiedad de los pacientes después de la educacion grupal efectuada
por los pares en el grupo experimental fue menor en comparacion con la del grupo
control (p<0.05), pero para la media del puntaje de la prueba de depresion no
se encontraron diferencias estadisticamente significativas entre los dos grupos.
Conclusién. Los resultados de este estudio mostraron que la utilizacion de los
pares para la educacion grupal de los pacientes que seran sometidos a angiografia
coronaria es efectiva para reducir el miedo y la ansiedad.

Effects of a peer- led group education on fear, anxiety and
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Descriptores: angiografia coronaria; grupos control; grupo paritario; ansiedad;
depresion; miedo.

Efeitos da educacao grupal realizada por pares
sobre os niveis de medo, ansiedade e depressao dos
pacientes submetidos a angiografia coronaria

Objetivo. Investigar o efeito da educacéo grupal realizada por pares sobre os niveis
de medo, ansiedade e depressao dos pacientes submetidos a angiografia. Métodos.
Neste ensaio clinico, 70 pacientes remitidos a clinica Vali-E-Asr de Fasa (Irao)
para submeter-se a uma angiografia coronaria foram selecionados por amostragem
aleatério e divididos em dois grupos. O grupo experimental (n=35) recebeu as
instrucoes sobre a angiografia coronéria por parte de pares (dois pacientes que
haviam sido submetidos previamente a angiografia), enquanto que ao grupo de
controle (n=35) as enfermeiras do departamento lhes brindaram a instrucéo de
rotina. Os niveis de medo, ansiedade e depressdo dos pacientes se mediram antes
e depois de realizar esta intervencao. Resultados. A pontuagdo média do medo e a
ansiedade dos pacientes depois da educacao grupal efetuada pelos pares no grupo
experimental foi menor em comparagdo com a do grupo de controle (p<0.05), mas
para a média da pontuacéo da prova de depressao, nao se encontraram diferencas
estatisticamente significativas entre os dois grupos. Conclusao. Os resultados deste
estudo mostraram que a utilizacao dos pares para a educacao grupal dos pacientes
que serao submetidos a angiografia coronaria é efetiva para reduzir o medo e a
ansiedade.

Descritores: angiografia coronaria; grupos controle; grupo asociado; ansiedade;
depressao; medo.
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|ntroduction

he cardiovascular diseases are a wide range of disorders, among
which the coronary artery disease is the most common cause of death.
) The spread of cardiovascular diseases, especially the coronary
artery disease, is growing strongly, and they account for 40 percent
of deaths in the Middle East.? According to the World Health Organization’s
report, the leading cause of death in our country is related to the cardiovascular
diseases, which accounts for over 45% of all deaths caused by the coronary
artery disease.®® Many invasive and non-invasive methods are being used to
determine the severity and extent of coronary artery blockage, among which
the coronary angiography is considered to be the golden standard for diagnosis.
In the United States of America, annually, about two million cardiac patients
undergo coronary angiography, and due to the credibility and the accuracy of
this diagnosis method, its use is increasing.*® Using the angiography technique
to detect coronary artery disease has increased in the Western countries, and
it is 7 times higher than ten years ago.® Also in Iran, the majority of treatment
centers utilize the same techniques to diagnose the coronary artery disease."”

Despite the important role of coronary angiography in the diagnosis of the
coronary artery disease, this method causes physical and psychological
problems such as fear and anxiety for the patients so that it affects the
admission and selection of this diagnostic test significantly.¥ Before and
during angiography, many patients experience fear and anxiety so that for some,
chest pain, nausea, sweating and for some other mouth drying occur.¥’ In a
study carried out by Gallagher et al, many of patients experienced moderate
anxiety before the coronary angiography.® The researches indicate that
the lack of awareness and unfamiliarity with diagnostic procedures are the
greatest causes for fear and anxiety in patients before the procedure, and they
affect the satisfaction level and intensity of fear and anxiety in the patients.*®

Various methods are being used to reduce the patients’ psychological problems
before invasive procedures, being divided into two medicinal and none-
medicinal groups.**” One of the appropriate non-medicinal methods for
reducing the psychological problems of patients before the surgery is to provide
the patient with training and adequate information about the disease, how to
control it and pursue the treatment plan, through the informed people who are
involved with the disease and are known as the peer group.® Training through
peer people is a method including the exchange of information, attitude and
behavior by those who have not specialized in the topic but have had similar
experiences themselves. Since they can share their weaknesses, strengths and
experiences at the lowest cost, the peer group’s members can establish a better
relationship with their peers (patients), and help and encourage them to show
better behaviors.'? The review of the literature suggests that training through
peers is a cost-effective way to educate patients in different occasions.01V
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Having in mind the shortage of nurses, and the
review of the literature that clearly indicates the
absence of studies on the impact of the utilizing
peer group on the fear, anxiety and depression
levels of angiography patients, And also the invasive
nature of coronary angiography and the little time of
hospitalization, neglecting to instruct the patients, and
no study having been done about the peer education
approach, further studies to control the fear, anxiety
and depression in patients using a non-medicinal
and easy way seem to be necessary. The current
study aimed at investigating the effects of utilizing
the peer group on fear, anxiety and depression levels
in patients undergoing coronary angiography.

Methods

This study is a clinical trial conducted between
October 2015-April 2016 on volunteer patients
referred to Fasa city’s Vali-E-Asr Hospital (lran)
for coronary angiography. Using the previous
studies,V the sample size was determined with
a safety coefficient of 95% and a test power of
80% for every 28-patient groups, and considering
the probable loss, 35 participants in each group
was considered. The examination samples were
selected through random sampling and according
to the acceptance criteria, including the absence of
angiography history for the patient, an age range of
30 and 70 years, no history of using psychoactive
drugs, and no detection of mental disorders such
as depression, anxiety and physical and cognitive
disorders. After the selection of eligible samples,
the patients were randomly divided into two
experimental and control groups. After explaining
the purpose and the method of study to the
patients, the researcher obtained written consent.

Before the procedure, the patients filled out a
questionnaire about demographic variables and
information to determine the levels of fear, anxiety
and depression. Then, in addition to routine oral
instructions about the coronary angiography, the
patients received trainings through the peer group. In
order to select the peer group, the list of the patients
who had undergone angiography during the recent

months was taken from the hospital and examined.
Then, some peers with the following conditions were
selected: willingness to voluntarily participate in the
research; education level of at least Diploma; at
least three months after their angiography; having
appropriate knowledge; powerful communications;
Being interested in training, and being trainable and
willing to be trained. Two former patients, having
experienced angiography, came to the hospital in the
morning of the angiography procedure as the peer
group, and provided and exchanged information
with patients undergoing angiography in a quiet
place, and answered their questions. The training
was conducted as presentations, questions and
answers and group discussions, being controlled
by the researcher. The training was carried out in
groups. Thus, each peer was instructing a group
of patients while the second group was instructed
by the other peer. The trainings were presented
through a single session lasting 30 to 45 minutes
and about 3 hours before the angiography. The peer
group’s educational package for the angiography
included the pre-angiography preparations, during-
angiography and post-angiography cares as well as
instructions for after discharge from the hospital. The
patients in the control group received the hospital’s
routine verbal instructions presented by the nurses.
These instructions included the entering place of
the catheter and how the entrance was going to be
made, and the need to be fasting for 8 hours prior to
angiography, and to stop using anticoagulant drugs.
After the instructions of the peer group and before
the patient entered the angiography room, another
questionnaire, for measuring fear, anxiety and
depression, was filled out by the researcher about
the patients.

The data for this study were collected through
three questionnaires including: 1- the individual
characteristics questionnaire, 2- the patient's
angiography fear scale, and 3- the hospitalization
anxiety and depression scale (HADS). The visual
analog scale was used to assess the patient’s
fear. This scale consists of 20 expressions, marked
from zero to ten by the patient. Zero represents the
least amount of fear and the score representing the
greatest fear is ten. This scale was designed by
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Heikkila et al.*? In order to measure the content
validity, the scale was given to 10 expert professors
and after obtaining their opinions and content
approval, the final version of the scale was used.
In order to assess the reliability of the scale, it was
firstly performed on 10 angiography patients and
according to the Cronbach’s alpha, an Interclass
correlation coefficient of 0.88 was computed for the
scale. Additionally, the reliability of the scale was
also evaluated using the parallel method, and in
the simultaneous use of the scale with the hospital
anxiety and depression questionnaire, a correlation
of 0.94 was obtained. The hospitalization anxiety
and depression HADS questionnaire has fourteen
questions about the two anxiety and depression
scales. Of all the questions, seven are related to
the levels of anxiety and the other seven are about
the depression level. The research of Kaviani et
al."® also verifies the validity of the questionnaire
with the Alpha of 70 percent in the sub-scale of
depression, the Alpha of 85 percent in sub-scale of
anxiety, and the reliability obtained by the retesting
method (r=0.77, p<0.001) in the sub-scale of
depression and also in anxiety sub-scale (r=0.81,
p<0.001). The obtained data were analyzed
through SPSS vr.19 software, using descriptive
statistics, Chi2 test and both the independent
and paired t-tests. An alpha level of 0.05 was
considered as the significance level.

Results

The mean age of the patients being analyzed in the
experimental and control groups was 53.3+10.6
and 52.1+9.7 years old, respectively (p>0.05).
The duration of heart disease in the experimental
and control groups was, respectively, 19.2+11.1
and 16.1=7.4 (p>0.05). Comparison of the two
groups in terms of other demographic variables
showed that there was no significant difference
between the experimental and control groups. The
results of this comparison are presented in Table 1.

Table 2 shows the mean scores of fear, anxiety and
depression in both experimental and control groups
before and after the intervention. The results of the
independent t-test between the two groups showed
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that no statistically significant difference was reported
for the scores of fear, anxiety and depression before
the intervention. After the intervention, a statistically
significant difference was found between the fear and
anxiety scores for the two groups, but no statistically
significant difference was observed in the depression
score of the two groups after the intervention.

Discussion

Despite its numerous benefits for patients, coronary
angiography is also an invasive technique that
brings about a lot of physical and psychological
problems due to its aggressive nature.™ According
to the effects of psychological problems such as
fear and anxiety on the status of cardiac patients,
taking any measures to reduce fear and anxiety in
these patients is very important.“® The results of
this study revealed reduced amounts of fear in the
experimental group compared with the control group
after educational intervention by peers. This findings
comply with the results of the studies conducted by
Dehghani et al.%®, Nematian Jolodar et al.* and
Lianne et al.,"® indicating that training the patients
before the procedure helps to minimize their
psychological problems. Also, Jamshidi et al. found
in their study that educational programs play an
important role in reducing psychological problems
of patients undergoing coronary angiography.®’

It seems that part of the anxiety in heart patients
is due to the lack of information about the disease.
Thus, appropriate training, reduction of psychological
problems, increase in the patient's participation,
and their adherence to medical prescriptions can
also provide some information that can lead to the
decrease of the patients’ anxiety about the disease.’
The other results of this study was a decrease in the
level of anxiety in the experimental group compared
to the control group after the educational intervention
by the peers, which complies with the results of the
researches performed by Varaee et al.'”, Chan et
al.'® and Dogan et al.,"'® emphasizing the fact that
the use of peer group education and patient-centered
educational interventions can cause a decrease in
the patients’ anxiety.

Effects of a peer- led group education on fear, anxiety and
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Table 1. General characteristics by groups

Control group Experimental group
Variables
Number Percentage Number Percentage

Gender
Male 21 60 25 71.4
Female 14 40 10 28.6
Married 27 77.1 24 68.6
Single 1 2.9 2 5.7
Widow 7 20.0 8 22.9
Divorced 0 00.0 1 2.9
Free 7 20.0 7 20.0
Employee 5 14.3 10 28.6
Worker 3 8.6 2 5.7
Retired 4 11.4 9 25.7
House keeper 13 37.1 7 20
Farmer 3 8.6 0 0
[lliterate 5 14.3 0 0
Preliminary 10 28.6 12 34.3
Junior School 13 37.1 12 34.3
High School diploma 3 8.6 2 5.7
Graduated 4 11.4 9 25.7
Yes 16 45.7 21 60
No 19 54.3 14 40

Table 2. Comparison of the mean scores of fear, anxiety and depression
in the experimental and control groups before and after the intervention

Group
Variables Experimental Control p-value
Mean=SD Mean=SD

Before 6.3+0.7 6.1+0.5 0.21
After 4.4+1.1 6.7+0.6 <0.001
Anxiety
Before 12.3+1.2 12.1+1.0 0.33
After 8.9+2.3 14.3+1.2 <0.001
Before 5.4+1.2 5.4+1.2 0.93
After 5.3+1.2 5.3+1.5 0.92
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The studies showed that providing the patients
with angiography-related instructions through
the health staff would reduce the anxiety caused
by invasive procedures.!®1418.19) The researches
done by Thomas et al.?® and Jong et al.?V
indicated that the educational interventions using
guided images through a CD won't be effective
in reducing the anxiety of patients; this is not
in the same line with the results of the current
study, and this inconsistency may be related to
the anxiety measuring and training methods and
the demographic differences among the samples.
The results of the present research indicated that
the mean depression score after the educational
intervention by peers in the experimental group
and the control group represent no statistically
significant difference. The results presented by
Krannich et al.’?® showed that no difference exists
in the level of depression before and after surgery.
Behrozian et al.®® showed in their study that the
coronary artery graft surgery makes no significant
effect on the growth of the depression process.

In the study of Khatibi et al.,?®, the patients
were in a state of mild depression before and
after the surgery; however, their depression
scores increased after the surgery. The results
of the current study showed that the use of peer
group reduced the level of fear and anxiety in
the experimental group compared to the control
group, which reveals the effect of educational
intervention through the peer group. The research
results of Nematian Jelodar'?’, Dehghan et al.*®
and Varaee et al.!”) are consistent with those of
this study.

Moreover, Kumakech et al.®® showed in their
research that the supportive intervention of the
peer group reduced the social psychosocial
distress, and especially the symptoms of
depression, stress, anxiety and anger reduced
in the experimental group after the intervention,
while the mentioned symptoms did not change for
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the control group before and after the intervention.
This study also suggests the use of peer group on
mental and physical symptoms of other patients.
The use of self-report questionnaires to measure
the patients’ fear, anxiety and depression offers
less accuracy compared with the hemodynamic
and experimental measuring instruments.

Conclusion. The results obtained from this study
showed that instructing patients undergoing
coronary angiography through peer-centered
instructions leads to a decrease in the amount of
fear, anxiety and depression of patients, compared
with the routine verbal instructions performed
before an invasive procedure. Since high levels
of fear, anxiety and depression are dangerous for
the patients, and especially those with cardiac
diseases, the use of this inexpensive and easy
method as part of the nursing care can reduce
these symptoms and the length of the patient’s
hospitalization time. The peer-based instructions
areclosertoreality, and lead toits betteracceptance
by patients and raising their awareness. The
results of this study show that education through
peer group is a much more effective and useful
way to reduce the psychological symptoms of
the patients, compared with the routine oral
instructions.
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Predictors of Organizational
Commitment in Nursing: Results from
Portugal

Objective. This work sought to assess the predictor role of
work engagement and social support from the supervisor and
coworkers on affective commitment with the organization
in nursing staff from southern Portugal. Methods. A cross-
sectional study was conducted with participation from 215
nursing professionals from three public hospitals in southern
Portugal. Results. Of the respondents, 77.21% were
women. Statistically significant and positive correlations
were observed between affective organizational commitment
and the three dimensions of engagement: vigor (r=0.48),
dedication (r=0.49), and absorption (r=0.48). Likewise,
support from the supervisor and support from coworkers
were positively related with affective commitment (r=0.45
and r=0.24, p<0.01). The linear and hierarchical regression
model showed the following significant predictors: support
from the supervisor (beta=0.28), vigor (beta=0.26), and
absorption (beta=0.17). Conclusion. Social support from
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the supervisor and work engagement (vigor and absorption) are important determinants
of the affective bond of nursing professionals with their health organizations. Training
and formation of the supervisors in leadership and coaching styles, and labor resources
at work would permit increasing the levels of affective commitment in the health units.

Descriptors: hospitals, public; motivation; nursing, supervisory; nursing staff,
hospital; social support; Portugal.

Predictores del compromiso organizacional en
enfermeria: Resultados desde Portugal

Objetivo. Evaluar el papel predictor del engagement en el trabajo y el apoyo social del
supervisor y de los compafieros sobre el compromiso afectivo con la organizacion en
personal de enfermerfa del sur de Portugal. Métodos. Se realiz6 un estudio de corte
transversal. Participaron 215 profesionales de enfermeria de tres hospitales publicos
del sur de Portugal. Resultados. 77.21% de los respondientes fueron mujeres. Se
observaron correlaciones estadisticamente significativas y positivas entre el compromiso
organizacional afectivoy las tres dimensiones del engagement: vigor (r=0.48), dedicacién
(r=0.49) y absorcion (r=0.48). Igualmente, el apoyo del supervisor y el apoyo de los
companeros se relaciond positivamente con el compromiso afectivo (r=0.45 y r=0.24,
p<0.01). EI modelo de regresion lineal y jerarquico mostré los siguientes predictores
significativos: el apoyo del supervisor (beta=0.28), el vigor (beta=0.26) y la absorcién
(beta=0.17). Conclusion. El apoyo social del supervisor y el engagement en el trabajo
(vigor y absorcién) son importantes determinantes del vinculo afectivo de los profesionales
de enfermeria con sus organizaciones de salud. El entrenamiento y formacion de los
supervisores en estilos de liderazgo y coaching, y recursos laborales en el trabajo
permitirian aumentar los niveles de compromiso afectivo en las unidades de salud.
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Descriptores: hospitales publicos; motivacion; supervision de enfermeria; personal
de enfermeria en hospital; apoyo social; Portugal.

Preditores do compromisso organizacional em
enfermagem: Resultados desde Portugal

Objetivo. Avaliar o papel preditor do engagement no trabalho e o apoio social do
supervisor e dos companheiros sobre o compromisso afetivo com a organizagao
no pessoal da enfermagem do sul de Portugal. Métodos. Se realizou um estudo
de corte transversal. Participaram 215 profissionais de enfermagem de trés
hospitais publicos do sul de Portugal. Resultados. 77.21% dos respondentes foram
mulheres. Se observaram correlagoes estatisticamente significativas e positivas
entre o compromisso organizacional afetivo e as trés dimensdes do engagement:
vigor (r=0.48), dedicacdo (r=0.49) e absorcdo (r=0.48). Igualmente, o apoio
do supervisor e 0 apoio dos companheiros se relacionou positivamente com o
compromisso afetivo (r=0.45 e r=0.24, p<0.01). O modelo de regressao lineal
e hierarquico mostrou os seguintes preditores significativos: o apoio do supervisor
(beta=0.28), o vigor (beta=0.26) e a absorcao (beta=0.17). Conclusao. O apoio
social do supervisor e o engagement no trabalho (vigor e absorcao) sao importantes
determinantes do vinculo afetivo dos profissionais de enfermagem com suas
organizacoes de salde. O treinamento e formagao dos supervisores em estilos de
lideranca e coaching, e recursos laborais no trabalho permitiriam aumentar os niveis
de compromisso afetivo nas unidades de salide.

Descritores: hospitais publicos; motivacao; supervisdo de enfermagem; recursos
humanos de enfermagem no hospital; apoio social; Portugal.
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|ntroduction

rganizational commitment is one of the elements that guarantee
the commitment of the nursing staff with the quality of service
and care, even in high-stress situations and work contexts with
few human and organizational resources.*? QOrganizational
commitment refers to the existence of a desire, a necessity, and an obligation
to remain as a member of an organization. These three forms of attachment
--desire, necessity, obligation-- respond to three dimensions or types: affective
commitment, continuous commitment, and normative commitment.®

Affective commitment refers to the emotional bond between the individual
and the organization, the degree or strength of the person’s positive feelings
toward the organization. Continuous commitment refers to the bond individuals
establish with their organization as a result of the investments (relation of time/
effort-wages received) made over time and it is associated to the economic
costs for workers if they had to abandon the company. Finally, normative
commitment consists in the moral obligation felt by workers to continue ties with
the company.2® Of the three types of commitment, the affective commitment is
the most strongly associated to the intention of remaining in the company and
to the implication in extra-role tasks in the organization. Furthermore, workers
with strong affective commitment are willing to invest greater efforts at work in
benefit of the organization, manifest higher work satisfaction, and show higher
levels of performance and productivity on the job post.®

Strong affective organizational commitment is also a characteristic of nursing
professionals with high levels of work engagement.*® While organizational
commitment is a binding force between the individual and the organization,
engagement in the work context refers to being committed to the job role
or at work per se.” Work engagement is defined as a positive mental state,
associated to work and characterized by high levels of vigor, dedication and
absorption.® Vigor refers to the high levels of energy and mental resistance
when working, associated to the desire to invest effort and time at work even
when obstacles and difficulties arise. Dedication is related to the high job
commitment, together with the manifestation of a feeling of significance, pride
at work, and inspiration. Finally, absorption emerges when people are totally
concentrated at work while time “flies by”, finding difficulties to disconnect
from what they are doing.®”

According to the Job Demands-Resources (JDR) model,"” work engagement is an
important predictor of organizational commitment. Engaged employees feel the
work they do is important, showing better professional performance and, thus,
experiencing positive feelings and emotions at work. Consequently, they would
tend to keep the bond with the organization where they experience said positive
emotions and sensations. Diverse studies and research have related high levels
of work engagement with strong affective commitment with the organization in
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samples from diverse countries.®19 |n addition,
one of the elements of the work organization most
highlighted by the nursing staff is social support.t?
Social support at work refers to the interaction
of help available in the workplace, related to
relations with coworkers and supervisors.*112 |t
implies two types of support: socio-emotional and
instrumental. The first refers to the degree of social
and emotional integration between coworkers and
supervisors, while the latter refers to collaboration
with job tasks offered between employees and
supervisors.11:12)

Diverse studies have shown positive relationships
between the social support perceived by nursing
professionals and the individual's commitment
with the company.“31” When people receive
help and advice to adequately perform tasks and
be efficient at work, and feel integrated into the
group and supported by the supervisor, they enjoy
the work they do more and feel more identified
and committed with the organization. The
study of organizational commitment, especially
affective commitment, is quite important within
the context of health services and -- above all --
among nursing professionals. The affective bond
with the company can be considered an indicator
of the quality of care and services in health
organizations, as well as an important indicator
of the intention of remaining/abandoning by
nursing professionals. Although the study of
organizational commitment and its antecedents
has been conducted in depth in the context of
business management, within the nursing context
it is still scarce® and hardly researched in the
health context in Portugal. In this sense, the
objective of this study was to test the predictor
role of social support and work engagement
affective organizational commitment in a sample
of nursing personnel from southern Portugal.

Methods

A cross-sectional correlational and descriptive
study was carried out with 450 nursing
professionals from three public hospitals in
southern Portugal who were surveyed between
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February and April of 2015, obtaining a final
sample of 215 participants (55.6% response
rate). The selection criterion to participate in the
study was to have worked for at least one year in
the same service in a public hospital.

The study used three instruments: Social
support: using the adaptation into Portuguese of
the social support dimension in the Job Content
Questionnaire (JCQ),"? which has eight items
distributed into two subscales: support from the
supervisor (4 items) and support from coworkers
(4 items). The responses are Likert type (1:
Totally disagree to 4: Totally agree). Higher scores
indicate high levels of social support from the
supervisor and from colleagues, with a maximum
score of 16 in each subscale; Work Engagement:
using the Portuguese version of the Utrecht Work
Engagement Scale (UWES),®® which has nine
items distributed into three dimensions: vigor
(3 items), dedication (3 items), and absorption
(3 items). The response options were also Likert
type (O: Never to 6: Every day), with a maximum
score of 18 in each subscale; and, Affective
organizational commitment: to evaluate affective
organizational commitment using the adaptation
into Portuguese of the organizational Commitment
Scale by Meyer, Allen, and Smith,® specifically
the dimension related to affective commitment
comprised of six items with response options
ranging from 1: totally disagree to 7: Totally
agree. Likewise, higher scores indicate higher
levels of affective organizational commitment,
with @ maximum score of 42.

The information was gathered between February
and April 2015. The questionnaires were applied
at the start of the work shift, allowing participants
all the time necessary to fill them out. The
STATA v.13 package was used for data analysis.
The work calculated descriptive statistics of the
variables (mean, typical deviation, asymmetry,
and kurtosis), correlations among them and the
internal consistency coefficients (Cronbach’s
alpha). Multiple linear and hierarchical regression
models were conducted to test the predictor role of
social support (V1-supervisor and V2-colleagues)
and engagement (V3-vigor, V4-dedication, Vb-
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absorption) over V6-affective commitment with
the organization. The independent variables are
introduced progressively (through blocks) into
the multiple sequential or hierarchical regression
model used to evaluate the contribution made by
each new variable to the prediction. The variance
inflation factor (VIF) was calculated along with the
tolerance measure to verify the multicollinearity
assumption, and the Breusch-Pagan test was
used to verify the residual homoscedasticity
assumption in the regression models.®®

The Ethics Committees in the three hospitals
approved the research. Participation was at
all times voluntary and the confidentiality and
anonymity of all the answers was guaranteed.

Results

The mean age of the 215 participants in this
study was 34.89+9.37 years, with 77.21%
of the participants being women (n = 166). In

relation to marital status, 46.51% of the sample
indicated being single and 34.80% married.
Seventy percent of the participants (n = 150)
has indefinite work contract, with a mean around
10 years of professional experience (9.4 years).
Table 1 shows the means, typical deviations,
asymmetry, kurtosis, and correlations of the
study variables of the scales and subscales
used in the study. The mean for support from
the supervisor (2.96) and that of support from
coworkers (3.07) were above the mean of the
response scale (2 of a maximum of 4 points). In
relation to the three dimensions of engagement,
the mean values were slightly above the mean of
the response scale (3 of a maximum of 6 points),
with 4.62, 4.71, and 4.5 for vigor, dedication,
and absorption, respectively. Regarding affective
organizational commitment, a mean value of
3.97 was obtained from a possible maximum
of 7, which indicates that the study participants
did not appear specially committed affectively
with the organization.

Table 1. Descriptive statistics and correlations of the study variables

Variables V1 V2 V3 \'Z V5 V6
V1-Social support from the supervisor (0.93)*
V2-Social support from coworkers 0.41 (0.86)
V3-Engagement — Vigor 0.38 0.22 (0.80)
V4-Engagement - Dedication 0.43 0.28 0.79 (0.88)
V5-Engagement - Absorption 0.39 0.30 0.62 0.74 (0.82)
V6-Affective commitment 0.45 0.24 0.48 0.49 0.48 (0.79)
Mean 2.96 3.07 4.62 4.71 4.50 3.97
Typical deviation 0.88 0.62 1.09 1.18 1.21 1.11
Asymmetry -0.65 -0.40 -1.42 -1.40 -1.09 0.39
Kurtosis -0.53 0.28 2.28 2.10 1.04 0.35

(*)Reliability coefficients on the diagonal

As expected, the correlation analyses among
the six variables showed that social support and
engagement at work were related in statistically
significant manner with affective organizational
commitment, with all the probability values <0.01.
In relation to social support, Pearson’s r coefficients
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were 0.45 for support from the supervisor (moderate
correlation) and 0.24 for support from coworkers
(low correlation). Regarding engagement, the
correlation values were 0.48, 0.49, and 0.48 for
vigor, dedication, and absorption, respectively, and
indicative of a moderate correlation.
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Table 2 illustrates two multiple linear and
hierarchical regression models to verify the
predictor role of social support (supervisor and
coworkers) and engagement (vigor, dedication,
absorption) on the participants’ levels of affective
organizational commitment. The VIF values of all
the independent variables were <5 and the measure
of tolerance <0.2, which indicates the absence
of multicollinearity problems. The Breusch-Pagan
test was not significant: X° ;) = 0.14, p = 0.15,
which expresses the homoscedasticity of residuals
in the regression models calculated. It was found
in Model 1 that the total of the variance explained
was 20.18% (F, = 24.02, p <0.01), and

2.190)

that the only significant predictor of commitment
was the social support from the supervisor
(beta = 0.41). Second, the three dimensions of
engagement, as predictor variables, were added
to the second model (M2). The variance explained
in Model 2 was 33.01% (F ., = 23.01), and
inclusion of the three dimensions of engagement
explained 12.38% of additional variance, with a
change in R? = 0.13 (F(3.187)= 11.93, p <0.01),
after controlling the effect of social support from
the supervisor and from colleagues. In this last
model, support from the supervisor (beta = 0.28),
vigor (beta = 0.26), and absorption (beta = 0.19)
appeared as significant predictors.

Table 2. Regression model on affective organizational commitment

Models
Model 1

V1-Social support from the supervisor
V2-Social support from coworkers
Cons.

V1-Social support from the supervisor
V2-Social support from coworkers
V3-Engagement - Vigor
V4-Engagement - Dedication
V5-Engagement - Absortion

Cons.

Beta SE t p > |t
0.41 0.07 5.81 0.001
0.08 0.07 0.77 0.240
0.07 0.24 0.733

0.28 0.07 3.98 0.001
0.02 0.06 0.34 0.737
0.26 0.09 2.76 0.006
-0.01 0.11 -0.09 0.929
0.19 0.09 2.25 0.026
- 0.07 0.55 0.580

Discussion

Affective organizational commitment from the
nursing staff is crucial in providing quality care
and excellence in health organizations and
units.? In this sense, the objective of this study
was to test the predictor role of social support
(from the supervisor and from coworkers) and of
engagement (vigor, dedication, absorption) on the
affective organizational commitment in a sample
of nursing personnel from southern Portugal.

Descriptive statistics showed that the participants
perceive high levels of social support from the
supervisor and from coworkers, with the latter being
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the highest. The professionals surveyed feel they have
good relationships with coworkers and supervisors
and that they can receive instrumental and socio-
emotional support in the workplace. In keeping
with this, the study participants showed moderate
levels of work engagement in the form of mental
energy and resistance (vigor), work implication and
pride at work (dedication), and concentration at
work (absorption). Lastly, affective organizational
commitment showed the lowest mean score of all
the study variables, suggesting that the participants
do not show a specially intense emotional bond with
their organizations, although it does not discard that
other types of links (continuous, normative) may be
present with greater force.
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The results showed the positive and significant
relationship between both types of social support,
from the supervisor and from coworkers, and
the affective commitment with the organization.
1317 Communication with the supervisor and
coworkers, the possibility of receiving guidance
and advice within the group, or being able to
share stressful experiences and situations lead
to positive evaluations of the work context and
the institution, increasing the levels of affective
commitment toward the organization.® Similarly,
a positive and significant relationship was
observed between work engagement and affective
organizational commitment. When people are full
of energy at work, they perceive that the job tasks
they perform bear significance and feel that their
daily work “absorbs” them; they develop positive
attitudes and feelings towards the job and the
organization and, consequently, manifest higher
desires of remaining in the same institution.®1®

The regression models showed that support from
the supervisor, vigor, and absorption were positive
and significant predictors of affective commitment
with the organization. These results are in line
with other research conducted with nursing staff
from diverse countries.®1013.1416) However, it is
worth highlighting that support from colleagues
did not appear as a significant predictor, as noted
in other studies.'®!”) A possible explanation can
be the existence of third variables that relate the
support from coworkers and commitment. It is
likely that this type of support has a direct effect
upon the organizational commitment through
work satisfaction.?

This research had a series of limitations that should
be considered when interpreting the results. The
cross-sectional correlational design does not
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permit establishing causality relations among
the variables, although the regression model
carried out proposes the existence of predictor
variables and result variables. Nevertheless, the
empirical evidence around the DRL model ©7
supports the existence of the relations established
in this study. In addition, the survey design is
particularly sensitive to certain biases, like the
social desirability bias in the answers given in the
questionnaires.®

Support from the supervisor, vigor, and absorption
are elements that increase the levels of affective
commitment with the organization. Hence,
social support from the supervisor and work
engagement emerge as critical elements in the
design of interventions that permit increasing the
levels of affective organizational commitment in
the nursing staff. Among the strategies centered
on social support, the supervisors should receive
formation in team management skills, leadership
styles, and ways of providing adequate feedback
at work. Another line of intervention would center
on empowering engagement at work, providing
labor resources to the nursing professionals, like
autonomy at work to make decisions or a higher
variety of tasks to perform.

Finally, new research should be conducted
to delve into the antecedents of the affective
organizational commitment in nursing staff. In
this sense, studies should focus on differentiating
and verifying the effects of each type of social
support (supervisor and coworkers) upon the
organizational commitment (e.g., direct or indirect
effects through work satisfaction). Likewise,
longitudinal research would permit testing the
evolution of the commitment over time and
verifying which elements affect its evolution.
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