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ABSTRACT 

Variables Influencing patient compliance with discharge 

Instructions from the emergency department were studied. The purpose 

of this exploratory descriptive investigation was to determine if 

patient belief 1n efficacy of health care and patient perception of 

the specific emergency department experience were related to patient 

compliance. 

Twenty-five patients treated for minor lacerations comprised 

the sample population. Data was collected using indices for the value 

of ongoing health care, health locus of control, patient satisfaction, 

social support and three compliance measures of patient report, home 

observation and appearance at suture removal appointments. Stepwise 

multiple regression was the method of statistical analysis utilized. 

A relationship was found between the variables of value of 

ongoing health care, social support, patient satisfaction and patient 

compliance. Chance health locus of control was related to patient 

satisfaction with the emergency department experience. 

ix 
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CHAPTER I 

INTRODUCTION 

The hospital emergency department 1s a continually available 

site of entry Into health care systems across the United States. 

Statistics show that not only has there been an absolute increase In 

the number of emergency department visits, but there has also been a 

relatlye Increase in emergency department use compared to all other 

treatment sites (Gibson, 1978). Plsarcik (1980) reports the number of 

emergency visits 1n some hospitals has Increased by more than 600 

percent since World War II; and the national average has increased by 

10 percent each year. The average emergency department had 1,087 

visits in 1954 and 11,851 visits in 1972 (Gibson, 1978), This growing 

patient population represents a wide diversity of both chronic and 

acute health problems. Many patients who use large medical centers 

are not concerned about forming ongoing relationships with providers 

(Hoffman and Rockart, 1969). They may utilize the health care system 

only sporadically for acute problems (McMullen and others, 1979). 

Many patients seen initially in the emergency department should 

receive follow-up care, but a significant number of these patients do 

not return for the follow-up services that are prescribed (Fletcher 

and others, 1974; McMullen and others, 1979). In a review of clinic 

appointment "no-shows," Barron (1980) cites patients referred from 

emergency departments as a high risk group for failure to keep 

appointments. Other Investigators have also found emergency department 
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referral patients to have a high rate of "no-shows" (McMullen and 

others, 1979). In a study of 190 emergency department cases of varying 

diagnoses, patients with lacerations were found to be the least 

compliant group of patients 1n terms of returning for follow-up 

appointments (McMullen and others, 1979). 

There 1s usually no available system to follow-up with patients 

who do not comply by returning for referral appointments. If a patient 

does not keep his appointment, the health provider has no way of knowing 

if the patient was also noncompliant with other aspects of his treatment 

regime. However, the problem of noncompliance can be logically assumed 

to extend to discharge instructions such as treatment and medication 

regimes as well as noncompliance with referral appointments. This 

problem of noncompliance with discharge instructions from the emergency 

department is especially significant in that group of patients who have 

no other source of ongoing health care. 

Although the high incidence of noncompliant behavior in 

emergency department patients is recognized in the literature, 

relatively few studies have been conducted 1n this area. The literature 

dealing with the problem of noncompliance in other health care settings 

is abundant. The results in other settings may provide helpful insight, 

but cannot be applied directly due to the following unique character

istics of the emergency department environment; 

1) The emergency patient is usually suffering from an acute 

problem (e.g., lacerations, sprains, minor trauma). Most of the 

compliance literature deals with patients who have chronic problems 
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(e.g., hypertension, asthma, arthritis, cardiac problems). 

2) In most cases, the emergency patient initiates the 

contact with the health care system. The patient himself makes the 

decision to seek treatment as opposed to being told to go to the 

clinic. However, after the patient is treated in the emergency 

department, the physician may be the initiator of further care. Thus, 

the emergency department patient differs from the chronic patient in 

that he initiates the emergency department contact. The emergency 

department patient is simil~r to the chronic patient when he is told 

by the emergency department physician to return on a certain date for 

follow-up treatment. 

3) The emergency patient 1 s motivation to follow health care 

instructions may well be different. With an acute short-term injury, 

motivating factors to comply would differ from factors which influence 

a patient with a chronic illness to comply with health care instructions. 

4) Familiarity of the emergency department patient with the 

health care environment is very low. The emergency patient is treated 

in a novel, unfamiliar environment following an unexpected injury or 

illness. A patient with a chronic problem is usually treated in the 

same environment by the same group of health care professionals. 

The problem of noncompliance has been recognized since 

Hippocrates remarked, 11 (The physician) should keep aware of the fact 

that patients often lie when they state that they have taken certain 

medicines 11 (Haynes, 1979a:p. 3). Although it has been long recognized, 

noncompliance remains a complex problem. According to Haynes 

(l979a:p. 5), 11 Compliance is one of the least understood yet most guessed-
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about topics in health care." Research findings regarding factors 

which influence compliance behavior are complex and often contradictory. 

Patient populations differ, illnesses differ, and the research results 

differ. 

Compliance behavior is not explained by a simple homogenous 

formula, but rather by multiple factors varying with patient situations. 

Factors which have been Identified as influencing a patient's compliant 

behavior include: 1) the complexity and duration of treatment regimen, 

2) the change required in a patient's lifestyle, 3) the financial cost 

of a treatment regimen, 4) patient knowledge, 5) patient satisfaction 

with treatment provided, 6) quality and duration of physician-patient 

relationship, 7) the patient's social support, 8) patient perception 

of severity of illness, 9) patient's beliefs concerning health, and 

10) patient perception of efficacy of treatment (Becker and Maiman, 

1980; Haynes, 1979; Marston, 1970; Ozuna, 1981). Demographic data 

such as age, sex, race, and educational level has generally not been 

found to have any significant correlation with patient compliance 

(Becker and Maiman, 1975; Marston, 1970; Ozuna, 1981). 

Statement of the Problem 

In order to provide more effective care, the incidence of and 

contributing factors toward noncompliance in emergency department 

patients must be discovered. The intent of this study is to; 

1) determine if there is a relationship between a patient's beliefs 

concerning efficacy of health care and the patient's perception of the 
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specific emergency department experience, and 2) determine if there 1s 

a relationship between either of these two variables and patient 

compliance. 

Siqn1f1cance of the Problem 

When one looks at estimates of noncompliance which typically 

range from 30 percent-60 percent (Becker and Maiman, 1980), the 

magnitude of the overall noncompliance problem is evident. In 

emergency department patients treated for minor lacerations - the 

population of interest - noncompliance has been found to be the 

behayior of 50 percent of this group (McMullen and others, 1979). 

The adverse effects on quality of care that may result from 

patient noncompliance include serious preventable morbidity, additional 

cost in terms of diagnostic and treatment procedures, and negative 

Influence on the patient's perception of the services received due to 

poor medical outcomes (Barron, 1980; Becker and Maiman, 1975; Becker 

and Maiman, 1980). In order to intervene effectively in increasing 

patient compliance, health care professionals must first understand 

the factors that influence patient behavior. 

Understanding patient compliance is an appropriate concern of 

nursing. Since nurses frequently spend more time with emergency 

patients than do physicians, nurses potentially have greater opportunity 

to influence the patient's health behavior. Jonsen (1979) suggests 

that we should shift from a "curing" to a "caring" mode of treatment 

In order to offer emotional support to the noncompHant patient and to 
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more fully understand and appreciate the patient's motives, life 

setting, and comprehension. He points out that it 1s difficult for 

many physicians to make this transition; rather, they often shift their 

time and energies from the noncompliant patient to more compliant 

patients maintaining their "cure" emphasis. As the nursing profession 

emphasizes the "caring" mode of treatment, 1t should be Ideally suited 

to examine the factors which Influence noncompliant behavior from the 

patient's viewpoint and to develop appropriate intervention strategies. 

The problem of noncompliance in emergency department patients 

is addressed 1n very few articles in the literature. The emergency 

department is unique in terms of acuteness of Injury or illness, patient 

initiation of care-seeking behavior, patient motivation to comply for 

short-term periods, and novelty to the patient. This uniqueness 

necessitates conducting compliance studies in the emergency department 

in order to delineate the contributing variables of compliance in this 

setting. A better understanding of the roles of these variables is < 

required to enable emergency department personnel to better assist 

patients In caring for their own health. The Information obtained by 

this study should facilitate this understanding. 

Purpose of the Study 

The purpose of this study is threefold: 

1) To determine If a relationship exists between a patient's 

belief concerning efficacy of health care 1n terms of health locus of 

control and value of ongoing health care, and the patient's perception 
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of the specific emergency department experience In terms of patient 

satisfaction and social support available. 

2) To determine 1f a relationship exists between a patient's 

beliefs concerning efficacy of health care, 1n terms of health locus of 

control and value of ongoing health care, and the patient's compliance 

with discharge Instructions. 

3) To determine 1f a relationship exists between a patient's 

perception of the specific emergency department experience, in terms of 

patient satisfaction and social support available, and the patient's 

compliance with discharge Instructions. 

Definitions 

Compliance: The extent to which a person's behavior coincides with 

medical or health advice (Haynes, pp. 1-2, 1979). 

Health Locus of Control: A continually reoccurring pattern of behavior 

developed over time and acquired through a series of many 

social learning experiences. Health locus of control is the 

individual's Interpretation of the causality of health 

behavlorial outcomes or reinforcements. 

Patient Belief 1n Efficacy of Health Care; A continually reoccurring 

pattern of behavior developed over time which is the 

Individual's belief in the effectiveness and value of health 

care. 

Patient Satisfaction: A patient's perception of whether he received 

the quality and quantity of care he expected from the physician, 
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nursing staff, clerical personnel, and environment. 

Social Support: The presence of a friend or family member who 

provides assistance, operationalized by bringing the patient 

to the emergency department. 

Value of Ongoing Health Care: The perceived benefit which an individual 

attributes to receiving ongoing health care. 

Conceptual Framework 

The conceptual framework for this study was based on a review 

of the compliance literature. However, in developing a conceptual 

framework for compliance behavior of the emergency department patient, 

the four differences addressed in the introduction were kept in mind. 

Namely, that the circumstances influencing the compliance behavior of 

the emergency department patient are likely to differ from those 

influencing patients with long-term ongoing illnesses in the following 

ways: 

The emergency department patient: 

1) is often dealing with an acute onset but short duration 

Illness or Injury; 

2) initiates the contact with the emergency department 

himself in the majority of cases; 

3) may have different variables influencing his motivation 

to comply; 

4) is treated in a novel, unfamiliar environment. 

Figures 1 and 2 are models of the conceptual framework of the 

compliance behavior of the emergency department patient. 
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Figure 1 

Conceptual Framework of the Compliance Behavior 
of the Emergency Department Patient 

(Conceptual Level I) - to 

i  
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of Control 

rSelf-Care 
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of Control 
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Patient Satisfaction + 
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Figure 2 

Conceptual Framework of the Compliance 
Behavior of the Emergency Department 

Patient 

(Conceptual Level II) 
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Conceptual Links 

The independent variable of patient beliefs concerning 

efficacy of health care was conceptualized as impacting on compliance 

directly, and possibly indirectly by influencing patient perception 

of the specific emergency department experience. Patient perception 

of the specific emergency department experience was thought to be the 

other major variable directly influencing patient compliance. 

Patient beliefs concerning health have been related to patient 

compliance by several investigators (Becker and Maiman, 1975; Marston, 

1970; Ozuna, 1981). Patient health beliefs were found to be one of 

the most productive dimensions for further research and present 

intervention by Becker and Maiman (1975) following a systematic review 

of the compliance literature. The patient's perceived value of health 

care advocated by health professionals was included as one of the 

patient health beliefs which the Becker and Maiman model focuses on. 

In another review of compliance literature, Marston (1970) cites many 

studies in which patient's beliefs about health, health care, and 

Illness were found to relate to their compliance behavior. Ozuna 

(1981) states that soc1obehavioral elements which include health 

beliefs show promise 1n providing a theoretical framework for health-

related behavior. 

One logical conclusion was that a patient's belief 1n the 

efficacy of health care would Influence his perception of specific 

health treatment encounters. Since an individual's beliefs and 

personality traits influence his perceptions of daily life experiences, 
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It seemed reasonable that an Individual's beliefs concerning efficacy 

of health care influenced his perceptions of his interactions with the 

health care environment. As this link was not supported by the 

literature, it was conceptualized as a tentative link to be investi

gated and is illustrated in Figure 1 by a dashed line. No predictions 

were made regarding the direction of this relationship. 

The relationship between the patient's perception of his 

interaction with the health care environment and his compliance 

behaviors has been supported by various researchers (Becker and Maiman, 

1975; Hulka and others, 1975; Hulka, 1979; Ware, 1977). Becker and 

Maiman (1975) include patient satisfaction with the visit, physician, 

other staff, clinic procedures and facilities as a modifying factor 1n 

their model for predicting and explaining compliance behavior. The 

importance of good communication from physician to patient in its 

effect on compliant behavior was supported by a study with 242 diabetic 

out-patients; this study measured communication as it was perceived by 

the patients (Hulka and others, 1975). Another study by Hulka (1979) 

demonstrated that Increased patient satisfaction was related to 

increased compliance behavior 1n patients with congestive heart failure. 

In his work with patient satisfaction, Ware (1977) asserted that even 

the most conservative critique of the literature would conclude that 

there is evidence that patient satisfaction is useful in predicting 

specific patient health behavior. 
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Conceptual Level 1/Conceptual Level 2 Links 

Health locus of control and the value of ongoing health care 

are two personal beliefs that individuals have concerning the efficacy 

of health care. Locus of control is derived from Social Learning 

Theory and refers to the degree to which an individual perceives that 

a particular reinforcement is due to his own behavior versus the 

degree he feels the reinforcement is controlled by outside forces 

(Rotter, 1966). Health locus of control has been measured in three 

locus of control orientations (Wallston, Mallston and DeVellis, 1978). 

Wallston and others suggested that the source of reinforcements for 

health-related behaviors is primarily, 1) internal, 2) a matter of 

chance, or 3) under the control of powerful others. 

A number of reviews have been written concerning the use of 

locus of control; many of these studies have investigated the effect 

a person's locus of control has on his compliance to a medical 

regimen (Arelldian, 1980; Lowery, 1981; Wallston and Wallston, 1981). 

Although many of these studies have dealt with compliance with 

preventive health measures, others have dealt with compliance of 

patients with hypertension, renal disease, psychiatric problems, and 

diabetes melHtus. Although results are by no means uniform, persons 

with an internal locus of control tend to be more compliant than do 

persons with an external chance locus of control. Results of studies 

of compliance in patients scoring high in external powerful others 

locus of control vary with the population. Wallston and Wallston (1981) 
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and Arelidian (1980) emphasize that locus of control should not be 

used as a sole predictor of compliance behavior, but rather be used in 

conjunction with other factors. Lowery (1981) and Arelidian (1980) 

stress that locus of control will be more likely to influence behavior 

in novel or ambiguous situations in which the individual has little 

experience. Thus, it would seem to be In operation 1n the emergency 

patient. 

In this study internal locus of control and a powerful other 

locus of control were conceptualized as positive measures of a patient's 

belief 1n the efficacy of health care. A person with a high internal 

health locus of control would believe that his own actions are effective 

in caring for his health. A person with a high powerful others locus 

of control would believe that powerful others' actions are effective in 

caring for his health. Powerful others in this study were believed to 

be the emergency department health personnel. A high chance locus of 

control was conceptualized as a negative measure of a patient's belief 

in efficacy of health care. A person with a chance health locus of 

control would believe that health 1s mainly a matter of chance, thus 

health care 1s ineffective. 

As pictured in Figure 2, internal locus of control and 

powerful others locus of control were believed to have a positive 

effect on the patient compliance measures. Chance locus of control 

was believed to have a negative effect on compliance. 

The other personal belief concerning health to be studied was 

the value of ongoing health care to the individual patient. Wallston 
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and Wallston (1981) report two studies 1n which a high value of health 

correlated positively with patient compliance. Although not identical 

concepts, value of ongoing health care stems frpm value of health in 

general. In this study, value of ongoing health care was the concept 

measured. This value was believed to be more concrete and easier to 

measure accurately than the more abstract value of health. McMullen 

and others (1979) found that a "crisis only" attitude toward health 

care, or a low value of ongoing health care, negatively affected patient 

compliance in their study of 189 emergency patients. Value of ongoing 

health care was conceptualized as a positive measure of patient belief 

in efficacy of health care, and thus was thought to have a positive 

impact on patient compliance measures. 

Patient satisfaction with the Interaction and treatment 

received and the presence or absence of social support were concept

ualized as being positive indicators of the patient's perception of 

the emergency department experience and thus a positive influence on 

patient compliance measures. Patient satisfaction measures the 

patient's perceptions of satisfaction with the physician, nurses, 

clerical personnel, efficacy of treatment, physical environment, cost, 

and adequacy of discharge instructions (Ware and others, 1977). A 

patient's perception of efficacy of treatment will reflect the 

perceived benefits of treatment minus the perceived costs of the 

treatment; costs can be physical, psychological, or financial (Becker 

and Maiman, 1975), For this particular group of patients, it was 

assumed that perceived barriers will be low due to the short-term 
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nature of care and minimal lifestyle changes required by care of the 

wound. Accordingly, perceived barriers were not directly assessed, 

but should be reflected in the perceived efficacy of treatment as part 

of patient satisfaction. Patient satisfaction with discharge 

instructions was assessed as part of the measure of patient satisfaction. 

This 1s 1n keeping with the general finding that although knowledge of 

discharge instructions 1s obviously necessary for compliance with those 

Instructions, knowledge alone has not been shown to consistently 

correlate with compliance behavior (Marston, 1970; Sackett and Haynes, 

1976). So although the knowledge component was assessed in this study 

as part of patient satisfaction with discharge instructions, it was 

not conceptualized as an Important variable in influencing patient 

compliance. As reported above, multiple studies have found patient 

satisfaction to be related to patient compliance. 

The other variable included in this framework which was seen 

as influencing the patient's perception of the emergency department 

experience is the presence or absence of social support. Social 

support in the form of a friend or family member in the emergency 

department was thought to affect the patient's perception of the 

emergency department experience. The modifying effect of this social 

support was thought to operate by decreasing the patient's anxiety in 

the unfamiliar environment, thereby contributing to a more positive 

perception of the emergency department experience. Social Influence 

is a part of Becker and Malman's (1975) compliance model. Family 

support was shown to play a positive role in the compliance behavior 
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of ambulatory rheumatoid arthritic patients in a study done by Ferguson 

and Bole (1979). 

Patient report of following instructions, direct observation, 

and following instructions for suture removal were the three aspects that 

comprised compliance in this study. These methods are widely acknow-

ledged as options in measuring compliance (Gordis, 1979; Marston, 1970). 

These are all different measures of the self-care which the patient 

performs. 

Chapter Summary 

This chapter has addressed the problem of noncompliance with 

discharge instructions by the emergency department patient, the 

significance of this problem, and the purpose of this study in 

researching this problem. Definitions of the relevant concepts involved 

and the conceptual framework which provided the foundation for this 

research were also presented. 

Compliance is conceptualized as a positive action of the 

patient toward maintaining or improving his state of health. While 

it behooves the health care professions to take appropriate measures 

to increase compliance, 1t is ultimately the patient's own decision 

and responsibility to follow health care instructions. In examining 

the contributing factors of the widespread problem of noncompliance, 

it is important to remember that the patient has the final choice 

whether to implement instructions. In discussing the ethical issues 

in compliance, Jonsen (1979) aptly compares the problem of noncompliance 

with the minister's problem of leading his parishioners to the godly 
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life. He makes the point that regardless of how well the sermon - or 

medical instructions - are prepared and presented, the parishioners -

or the patient - have free will and are responsible for their own 

behavior. The conceptual framework reflects this study's plan to 

attempt to discover what influences the emergency patient's decision 

in exercising his right to be compliant, or non-compliant. 



CHAPTER II 

REVIEW OF LITERATURE 

The literature pertinent to the compliance behavior of the 

emergency department patient treated for a minor laceration is 

reviewed in this chapter. The following discussion will first focus 

on general compliance research with special emphasis on the areas of 

interest to this study - locus of control, value of ongoing health 

care, patient satisfaction, and social support. Next, the few studies 

researching compliance behavior in the emergency department patient 

population will be presented. Problems and solutions in measuring 

patient compliance will then be addressed, followed by a brief 

discussion of the proper emergency treatment of the patient with a 

minor laceration. 

General Compliance Research 

The literature on compliance 1s abundant. In one extensive 

review Marston (1970) concluded that demographic variables have 

rarely been predictive of compliance behavior when examined apart from 

other variables. As the number of health care recommendations 

increased and the length of days under treatment increased, an increase 

in noncompliant behavior has been reported. Marston pointed out that 

no research was found which contrasted the effects of a sudden onset 

versus a gradual onset of illness on patient compliance. She also 

19 
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noted that a positive patient-physician interaction generally has 

been found to Increase patient compliance. 

In their review of compliance literature, Becker and Maiman 

(1975) concluded that the following variables are the most promising 

dimensions for intervention and further examination of compliance 

behavior: 1) health beliefs such as perceptions of vulnerability to 

seriousness of the disease and perceptions of efficacy of care; 

2) health-related motivations; 3) perceptions of costs of the recommended 

actions in terms of psychological or financial expense; 4) aspects of 

the doctor-patient relationship; and 5) social influence. 

In his comprehensive review, Haynes (1979b) found features of 

the disease, such as severity and previous experience with a disease, 

to be relatively unimportant determinants of compliance. He noted 

that compliance decreases with: 1) duration of treatment; 2) increased 

time before referral appointment; 3) increasing cost; and, 4) number 

of medication/treatments prescribed. Compliance was shown to increase 

when the patient was given a specific time for referral appointment 

rather than instructed to just come to the clinic on a set date. 

Ozuna (1981) listed factors which have been identified as 

influential in increasing noncompliant behavior. She stated the 

following factors which have been shown to increase noncompliant 

behavior, are "particularly applicable" for intervention for health 

care providers (Ozuna, p. 1, 1981): 

1) Patients on complex regimens are less likely to comply 

than those on simple ones. 
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2) Regimens requiring alteration or omission of personal 

habits (e.g., smoking, eating) are less likely to be followed than 

regimens requiring addition of new behaviors (e.g., taking pills, 

exercising). 

3) Persons taking medications chronically are less likely 

to comply than those taking medications on a short-term basis. 

Ozuna concluded that the two major areas of compliance research which 

seem to have the most promise for positive outcomes are: 1) the 

relationship of compliance and motivational factors such as Becker and 

Maiman's health belief model and locus of control; and 2) testing 

intervention strategies which attempt to increase patient compliance. 

Dracup and Meleis (1982) suggested a theoretical model of 

compliance based on an interactionist role approach. They argued 

that in order to comply with health regimens an individual must: 

1) identify himself with a compliance role; 2) have access to cues and 

behaviors of the proposed role; 3) receive cues from others to enact 

such a role; and 4) evaluate himself and others in light of that role. 

Oracup and Meleis based this model on several assumptions. They 

assumed that: 1) The act of compliance or noncompliance is an outcome 

of a health transaction. 2) Sackett's (1976) premise that three 

conditions must be prerequisites to a proper analysis of compliance 

was used. The first condition 1s that a patient who accepts the 

treatment regimen is a partner 1n any maneuver designed to increase 

compliance. The second condition states that the diagnosis must be 

correct. The third condition is that the clinical efficacy of the 

proposed treatment must be well established, with clear potential 
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benefit to the patient. 3) Compliance Is a result of man's Interactions 

with significant others and with his environment. Thus, compliance 

cannot be predicted or understood on the basis of patient character

istics alone, but must focus on the characteristics of both patient 

and health professional and on the interaction between them. 

Three determinants of noncompliance were identified in a 

study by Nelson and others (1980) which add to the contributing 

factors Identified 1n the above compliance reviews. In their study 

of 142 hypertensive patients, Nelson and others found that patients 

were less likely to be compliant if they: 1) felt they had no one 

with whom to share problems; 2) were reluctant to start treatment when 

hypertension was first diagnosed; and 3) experienced distress from 

side effects of the hypertension medication. 

Locus of Control 

Locus of control has been studied by investigators in regards 

to its effect on patient compliance. Locus of control is the 

generalized expectancy that reinforcement is either under the control 

of the individual (termed Internal) or under the control of outside 

forces (termed external) such as fate, luck, chance or powerful 

others. Wallston and Wallston (1978) developed the Health Locus of 

Control (HLC) Scale in 1976. In 1978 they then developed the Multi

dimensional Health Locus of Control Scales with three subscales to 

tap beliefs that the source of reinforcements for health-related 

behaviors is primarily internal, a matter of chance, or under the 

control of powerful others (Wallston, Wallston, and DeVellis, 1978). In 
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the testing of this instrument, the researchers reported positive 

correlation between Internal locus of control and health status. 

This study sample was 115 adults who were approached in a metropolitan 

airport. 

Much of the research using health locus of control has been 

focused on preventative or "well" behavior to improve health such as 

health information seeking, smoking behavior reduction, wearing seat-

belts, weight reduction, and dental behavior (Wallston and Wallston, 

1981). In some of these studies health locus of control combined 

with value of health was found to be significantly related to these 

health behaviors; in others,- health locus of control was not correlated 

to health behavior. Internally oriented persons with a high value of 

health, and persons scoring low on the chance locus of control scale 

were generally found to be the most active in performing preventive 

health behaviors (Wallston and Wallston, 1981). High powerful others 

and high health-value subjects were also reported to perform 

significantly more preventive health behaviors than other groups 

(Wallston and Wallston, 1981). 

Jhe research conducted with health locus of control and 

patient compliance has yielded varying results. Wallston and Wallston 

(1981) reported a 1975 study by Key in which the health locus of 

control scale was administered to a sample of 38 predominantly black, 

elderly, low socioeconomic status, female hypertensive patients. Key 

found a positive correlation between externality and adherence to 

dietary and medication regimes. In a 1978 study of 78 male Veterans 
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Administration hypertensive outpatients (Wallston and Wallston, 1981), 

a positive relationship was reported between internality and dietary 

Compliance. In a sample of ambulatory care patients with essential 

hypertension, Lewis, Morlsky and Flynn (1978) found that internals who 

perceived a high level of home assistance 1n following their regimen 

reported a greater amount of compliance with prescribed medication. 

Studies using locus of control with hemodialysis patients have 

also yielded conflicting results. Wallston and Wallston (1981) 

reported a study in which patients having a high powerful others score 

had a lower weight gain between treatments which is indicative of 

compliance to dietary instructions. In 1980, Levin, as reported by 

Wallston and Wallston (1981), found that patients with an internal 

health locus of control were more compliant with their dietary regimen, 

and that the-powerful other subscale was unrelated to compliance 

behaviors. Poll and NeNour (1980) rjoted that of 40 hemodialysis 

patients, those with an internal locus of control were more compliant 

and adapted better to treatment than did those with an external locus 

of control. 

Wallston and Wallston (1981) suggested that the powerful 

others locus of control would be expected to best predict patient 

adherence to physician's orders, and as such is an important dimension 

in health research. No studies were identified in which the chance 

locus of control was specifically studied in correlation with a 

patient's compliance behavior. This is partly due to the fact that 

many of the studies reported in the literature use the original 
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unidimensional HLC scale. In this scale, the external locus of control 

was not differentiated into chance and powerful others. However, the 

results of studies that correlated a high chance locus of control with 

low performance of preventative health behavior (Wallston and Wallston, 

1981) would Indicate that these persons are less motivated to perform 

health care behaviors 1n general. 

Value of Ongoing Health Care 

Health value measures have been shown to correlate with 

compliance in two studies. A 1978 research by Mitt (Wallston and 

Wallston, 1981) revealed a positive relationship between a high value 

of health and medication compliance 1n a group of 33 psychiatric 

patients ten days after discharge. In another study reported by 

Wallston and Wallston (1981), Battle and Halliburton also studied 

psychiatric patients following discharge. They found that high health 

value, external health locus of control patients were most likely to 

keep their initial follow-up appointment. In their study of 189 

emergency patients, McMullen and others (1979) noted that a "crisis 

only" attitude toward health care, or a low value of ongoing health 

care, negatively affected patient compliance in keeping a follow-up 

appointment. Becker and Maiman (1975) included the patient's 

perception of benefits of health actions as one of the determinants 

of a patient's health behavior. 
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Patient Satisfaction 

Patient perception of the specific health-care interaction, 

1n terms of patient satisfaction with treatment and interaction, and 

presence of social support, has been studied in conjunction with 

patient compliance by, various researchers. Patient satisfaction is 

cited by most authors as an Influencing factor 1n explaining patient 

compliance (Becker and Maiman, 1975; Marston, 1970; Ware, 1977). In 

one of the early works concerning patient satisfaction and patient 

compliance, Korsch, Gozzi and Francis (1968) studied 800 mothers whose 

children were treated at a metropolitan emergency clinic. Communication 

barriers that were noted to contribute significantly to patient dis

satisfaction include: 1) lack of warmth and friendliness from physician; 

2) use of medical jargon; 3) failure to take into account the patient's 

concerns and expectations; 4) lack of clearcut explanation concerning 

diagnosis and causation of illness. Although they found no direct 

simple correlation between satisfaction and compliance, they stimulated 

interest in this relationship. Hulka and others (1975) reported a 

positive relationship between high levels of physician-patient communi

cation and patient compliance in specific aspects of compliance in a 

group of 242 diabetic patients. However, overall communication scores 

showed no correlation with overall compliance behavior. Their results 

suggest that important findings may be missed if each compliance 

behavior 1s not examined Individually. In a later study (Hulka and 

others, 1979) of 234 diabetics and 123 patients with congestive heart 

failure, it was shown that increased patient satisfaction with 
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physicians appeared to relate to Increased compliance behavior in the 

patients with congestive heart failure, but not in the group of 

patients with diabetes mellitus. Further corroboration for the associ

ation between patient satisfaction and patient compliance comes from 

the work of Given, Given and Simoni (1979). Although they conceptualized 

patient compliance as an Independent variable affecting the desired end 

result of patient satisfaction, they still cited a significant positive 

relationship with a sample comprised of 103 ambulatory hypertensive 

patients. 

In a 1980 study of 142 ambulatory hypertensive patients, Nelson 

and others did not find any relationship between patient satisfaction 

with care and patient compliance with the treatment regimen. They did 

show patient compliance to be negatively correlated with a high 

perception of social isolation and distress experienced from medication 

side effects, and positively correlated with the patient's psychological 

readiness to begin treatment when first diagnosed. As part of the 

Health Belief Model of preventive health behavior, perceived efficacy 

of treatment has been examined in various studies and In most cases 

shown to be significantly related to compliance (Becker and Maiman, 

1975). 

Social Support 

Becker and Maiman (1975) cited social influence as an important 

factor in positively affecting patient compliance. Ferguson and Bole 

(1979) examined the effect of the two variables family support and 
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belief 1ri benefit of treatment 1n 40 ambulatory patients suffering 

from rheumatoid arthritis. They found a belief in benefit of treatment 

was the critical variable 1n patient compliance, and that family 

support affected compliance positively only 1n those patients who 

wanted to comply, but were forgetful. If the patient did not want to 

comply, the family's support had no effect. 

Compliance of Emergency Department Patients 

It would seem that the situation 1s much the same now as in 

1970 when Brook and Stevenson made the point that there have not been 

studies done to document the quality of care received by emergency 

department patients. Five studies were identified in the literature 

which dealt with compliance of emergency department patients. 

Fletcher, Appel and Bourgols (1974) conducted a study of 291 

emergency patients to determine whether an addition of a follow-up 

clerk to the emergency room staff would improve compliance of patients 

requiring follow-up x-rays or a follow-up appointment for control of 

hypertension. Intervention consisted of sending a letter reminding 

the patient of the time and Importance of their appointment followed 

by a second letter rescheduling the appointment if the patient did not 

attend the first appointment. It was found that compliance in the 

control group was only 58 percent whereas 80 percent of those patients 

in the intervention group were compliant with their follow-up x-ray or 

appointment. 
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In 1977, a study was designed to identify some of the major 

variables determining compliance of emergency patients who were 

referred to outpatient psychiatric treatment (Wilder, Plutchnik and 

Conte, 1977). They discovered a compliance rate of only 43 percent 

with the average length of time elapsing between the emergency depart

ment visit and the clinic appointment to be 25 days. In general, older 

Puerto R1can and white women who were diagnosed as having some kind 

of depression had the highest rate of compliance. When contacted by a 

telephone follow-up six months after the emergency visit, the two most 

frequent reasons given for lack of compliance with outpatient referrals 

were that they had received help elsewhere or that there was no longer 

any need as the emergency visit had been sufficient to help them. This 

latter reason could be viewed as a low value for ongoing health care. 

In a similar study of 89 patients referred to psychiatric 

outpatient treatment after being seen at an emergency room, Jellinek 

(1978) found that the compliant patients (58 percent) tended to be 

older, better educated, were diagnosed as depressed, and demonstrated 

congruence in terms of their request and their perception of the 

physician's goal. The noncompllant patients listed their reasons for 

not calling for a clinic appointment as: 1) unable to give reason 

(34 percent); 2) changed mind since visit (31 percent); 3) do not 

agree with referral disposition (15 percent); 4) treatment too costly 

(10 percent); and 5) still considering recommendations (10 percent). 

Jellinek stressed that the physician-patient relationship should 



30 

Include communication, empathy and mutual understanding In order to 

positively influence patient compliance with referral. 

McMullen, Levy, and Perry-Brickey (1979) conducted a study of 

198 patients to assess the value of a short-term emergency department 

follow-up system. The patients were seen at follow-up by the same 

physician who Initially treated them. The overall compliance rate with 

keeping a follow-up appointment was 63 percent with a 50 percent 

compliance rate for those patients with lacerations. Compliance was 

adversely affected by: 1) symptom improvement; 2) symptom deterioration 

resulting in the patient not wanting to return to the same physician; 

and 3) a "crisis only" attitude toward health care demonstrated by 

some patients. The study showed no relationship between compliance 

and race, sex, or method of payment (private insurance, public 

assistance, or no third party insurance). Compliance was noted to 

increase when appointments were made within the first three days of the 

emergency department visit, and to decrease markedly to less than 40 

percent when follow-up visits were scheduled over seven days from the 

emergency contact. 

In the final study reviewed, Waggoner, Jackson and Kern (1981) 

studied 89 patients who presented to the emergency department and were 

subsequently diagnosed as having symptomatic urinary tract infections. 

Intervention consisted of a physician spending five extra minutes with 

the patient to discuss the assessment and management of their problem, 

bypassing the usual clerical procedures at discharge, and promising 

continuity of care by that physician. Fifty-seven percent of the 
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patients in the intervention group returned for follow-up whereas only 

38 percent of the control group did. The authors pointed out that this 

increase in compliance could be due to any one of the following 

components of their intervention: 1) scheduling follow-up appointments 

at convenient times; 2) reduced waiting time to be discharged; 

3) promise of physician continuity; and 4) physician-patient communi

cation and Increased patient education. 

Problems in Measuring Compliance 

The difficulty in obtaining a clear and accurate measure of 

compliance was addressed by Gordis (1979). He argued that the researcher 

must initially clearly define what 1s to be considered compliance and 

noncompliance, and then determine the most accurate way to measure 

this behavior in the clinical setting of interest. 

The conclusion that there is no "perfect" way to measure 

compliance is readily drawn after reviewing the compliance literature. 

When compared to objective measures of compliance, patients generally 

overrate their compliance during verbal report (Gordis, 1979; Narston, 

1970). Gordis (1979) pointed out that while compliance with keeping a 

follow-up appointment 1s objective, this is usually only one aspect of 

the treatment instructions. Marston (1970) suggested that direct 

observation by a researcher in the patient's home may Itself influence 

compliance behavior . Both reviewers reported the use of a combination 

of measures to develop a composite index for patient compliance. 
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All of the studies reviewed previously dealing with 

compliance of the emergency department patient considered the patient 

to be compliant if he returned for a follow-up appointment (Fletcher 

and others, 1974; Wilder and others, 1977; Jellinek, 1978; McMullen 

and others, 1979; Waggoner and others, 1981). This is a relatively 

easy objective measurement of compliance behavior, but does not tap 

the entire picture of patient compliance with discharge instructions 

(Gordls, 1979). 

Treatment of Minor Lacerations 

Emergency texts agree that the necessary ingredients of 

proper wound care include taking a history, thorough assessment of 

the wound, wound cleansing, tetanus prophylaxis, analgesia, suturing, 

application of a dressing, and assuring the patient understands the 

discharge instructions (Budassi and Barber, 1981; Cosgrlff and 

Anderson, 1975; Ervin, 1978 and Rutherford and others, 1980). Two 

principles guide the management of open wounds. They are to decrease 

the likelihood of Infection and to promote optimal healing (Budassi 

and Barber, 1981). 

The length of time sutures should be left in place varies 

depending on the location and severity of injury. Generally, sutures 

having cosmetic significance should be removed in three to five days; 

sutures on the trunk five to eight days; sutures on extremities five 

to eight days unless they are over joints when they should be kept 1n 

place for up to ten days. Scalp sutures should be removed in seven to 
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ten days; sutures on the back and feet 1n ten to fourteen days. At 

the earliest sign of infection, suture removal is indicated (Ervln, 

1978). Patients who should be evaluated for the need of prophylactic 

antibiotics Include cases who are seen greater than six hours after 

the Injury occurred, cases that are at high risk for infection due to 

co-existing illness such as diabetes mellltus (Lanros, 1978). 

Danls (1982) advocates comprehensive written discharge 

instructions which include information concerning wound care (with 

signs of infections), dressing care, any prescriptions, pain relief, 

and follow-up appointment for wound check and/or suture removal. 

Similar discharge Instructions were deemed Important by Buchanan and 

others (1979). They stressed the need for written instructions which 

include symptoms of the potential complications of infection and 

hypertrophic scar formation, how to care for the wound, and time and 

place of follow-up appointment for suture removal. 

Summary 

In summary, the review of general compliance literature 

provides evidence for the association of the locus of control 

concept, value of ongoing health care, patient satisfaction, and 

social support with patient compliance behavior. Fewer studies 

have evaluated the value of ongoing health care and social support 

in relation to compliance behavior, but results of these studies 

seem to indicate that these variables may affect patient compliance. 
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Previous studies of compliance 1n emergency department settings 

have emphasized referral appointments as the only measure of patient 

compliance. Identified factors in influencing Increased emergency 

patient compliance with referral appointments were: 1) sending reminder 

letters (Fletcher and others, 1974); 2) increased age, female, and 

diagnosis of depression (Wilder and others, 1977); 3) Increased age, 

Increased level of education, diagnosis of depression, and congruence 

of patient request and patient perception of physician's goal (Jellinek, 

1978); 4) referral appointments made within three days of emergency 

department visit (McMullen and others, 1979); and 5) scheduling appoint

ments at convenient times, reducing waiting time to be discharged, 

promise of physician continuity, and increased physician-patient 

communication (Waggoner and others, 1981). Identified factors in 

patient noncompliance with referral appointments were: 1) patients 

stated they had received help elsewhere or there was no longer any 

need for help following emergency treatment (Wilder and others, 1977); 

2) patients changed mind about need for care since emergency visit, 

patient did not agree with referral disposition, treatment too costly, 

and patient still considering recommendation (Jellinek, 1978); and 

3) symptom improvement, symptom deterioration, a "crisis only" 

attitude toward health care by patients, and scheduling appointments 

longer than seven days after the emergency visit (McMullen and others, 

1979). 

While the literature reyiew indicates there is no perfect way 

to measure compliance, a composite index for patient compliance can be 
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devised which includes a combination of measurements such as patient 

report, direct observation, and keeping referral appointments. Proper 

wound care is aimed toward promoting optimal wound healing and 

decreasing the likelihood of infection. Comprehensive written dis

charge instructions for care of a minor laceration should include 

signs of infection, wound and dressing care, prescriptions for analgesia 

and/or antibiotics, and plan for suture removal (Buchanan and others, 

1979; Danis, 1982). 



CHAPTER III 

METHODOLOGY 

In this chapter, research questions will be presented first, 

followed by assumptions made by the researcher. Measurement tools used 

to operationalize each concept will be described; reliability and 

validity estimates will be given where available. The study design, 

including the setting, sample, pilot study, data collection procedure, 

data analysis, and limitations will also be presented. 

Research Questions 

This study addressed the compliance behavior of emergency 

department patients treated for minor lacerations. Research questions 

were: 

1) Does the patient's belief in efficacy of health care -

health locus of control and value of ongoing health care - influence 

his compliance behavior directly? 

2) Does the patient's perception of the specific emergency 

department experience - patient satisfaction with treatment and inter

action, and social support - influence his compliance behavior? 

3) Does the patient's belief in efficacy of health care -

health locus of control and value of ongoing health care - influence 

his perception of the specific emergency department experience - patient 

satisfaction and social support - thereby indirectly influencing his 

compliance behavior? 

* 
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Assumptions 

Three assumptions were made in conducting this research project. 

These were: 

1) All patients were given verbal and written discharge 

Instructions by emergency department personnel. 

2) The perceived risks of treatment by this group of patients 

was negligible. 

3) Compliance with discharge Instructions would result 1n 

improved healing and contribute to the prevention of complications such 

as infection. 

Measurement Tools 

Operational measures of conceptual level II are shown in 

Table I. Health locus of control and the value of ongoing health care 

were the two measures of the conceptual independent variable of 

patient belief in efficacy of health care. 

Health Locus of Control 

Health locus of control was measured using the Multidimensional 

Health Locus of Control (MHLC) Scales (Wallston Wallston, and 

DeVellis, 1978). The MHLC Instrument measures three distinct dimensions 

of locus of control: internality (IHLC)j chance externality (CHLC); 

and powerful others externality CPHLC), Two equivalent forms (A and B) 

of the MHLC Scales are available, each consisting of three, six item 
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Table 1 

Operational Measures for Conceptual Level II 

Stage I 

Patient Belief 1n Efficacy of Health Care 

A) Health Locus of Control 

B) Value of Ongoing Health Care 

Stage II 

Patient Perception of Specific 
Emergency Department Experience 

A) Patient Satisfaction 

B) Social Support Present 

Stage III 

Patient Compliance 

A) Self-Care 

Multidimensional Health 
Locus of Control (MHLC) 
Scales (Wallston, Wallston, 
DeVellis, 1978) See 
Appendix A. 

Value of Ongoing Health Care 
(VOHC) measured by two 
questions, developed for 
this study - See Figure 3. 

Patient Satisfaction with 
Interaction and Treatment 
(PSIT) Instrument adapted 
from Linn (1975). See 
Appendix B. 

Social Support (SS) measured 
by one question, developed 
for this study. See Figure 4. 

Patient Report and Checklist 
(PRC) developed for this 
study. See Appendix C. 

Home Visit Observation (HVO) 
developed for this study. 
See Appendix C. 

Suture Removal (SR) Score 
developed for this study. 
See Appendix C. 

i 
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sub-scales using a six-point L1kert-type response format. Since Its 

development, this tool has been used 1n at least eleven research 

studies with 1,010 adults completing either Form A, Form B, or both 

(Wallston and Wallston, 1981). When the combined form with 12-1tem 

sub-scales was used, alpha reliabilities ranging from .83 to .86 were 

reported. Concurrent and discriminant validity of the MHLC scales was 

established by correlation with Levensen's I, P, and C Scales 

(Wallston, Wallston, and DeVellis, 1978). The only scale which 

correlated with the Marlow-Crowne Social Desirability Scale was the 

CHLC, which was reported to account for less than 6 percent of the 

shared variance between the two instruments (Wallston, Wallston, and 

DeVellis, 1978). 

In this study, the combined form was used resulting in a total 

of 36 items (see Appendix A). Each subscale was scored separately by 

adding the values circled for each item in that subscale. Thus, the 

score for each subscale was equal to the total number of points scored 

on the 12 items for that subscale. Each of these subscales - IHLC, CHLC, 

and PHLC - was analyzed separately, since they measure different loci 

of control. Permission was granted to use this tool by Wallston and 

Wallston (see Appendix A). 

Value of Ongoing Health Care 

The value of ongoing health care (VOHC) was measured by two 

questions (see Figure 3). The first question asked whether the patient 

actually had a primary physician at the time of the interview, and if 
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Question 1. At this time, do you have a personal physician? 

(1) No 

(2) Yes, I see him when I am 111 or Injured. 

(3) Yes, I see him when I am ill, injured and 

for routine physical exams. 

Question 2. It is important to have a physician whom you see regularly 

for ongoing care. 

Strongly Moderately Slightly Slightly Moderately Strongly 
disagree disagree disagree agree agree agree 

1 2 3 4 5 6 

Scoring: Question 1 score (1, 2, or 3) times Question 2 score 

(1-6); total possible ongoing health value score = 18. 

Figure 3 

Value of Ongoing Health Care 

he did, whether he sees that physician only when he is ill or injured 

or also for routine preventive health care. The second was a sentence 

which stated that ongoing health care is important; the patient was 

asked to respond from six Likert-type answers which range from strongly 

disagree to strongly agree. These questions were believed to reflect a 

beginning assessment of the value of ongoing health care to the patient. 

Question 1 measured the patient's actual behavior; question 2 tapped 

the patient's belief in the value of ongoing health care. If the 

patient had a primary physician whom he sees for both illness, injury 
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and routine physical exams, the question was scored as 3 points; if the 

patient had a primary physician whom he sees only when he is ill or 

Injured, the question was scored as 2 points; if the patient had no 

primary physician, the question was scored as 1 point. The total VOHC 

score was obtained by multiplying the score on question 1 by the score 

on question 2. In this manner, both the patient's stated value and 

behavioral value of ongoing health care were reflected in the VOHC 

score. This measure was developed by the researcher for this study in 

the absence of other measures of the value of ongoing health care 

reported in the literature. 

The conceptual independent variable of the patient's perception 

of the specific emergency department experience was measured by the 

patient's satisfaction with interaction and treatment received, and by 

whether the patient had a significant other present. These two measures 

were believed to be positive indicators of the patient's perception of 

the specific emergency department experience. 

Patient Satisfaction 

Patient satisfaction with the interaction experienced with 

the emergency department personnel and the treatment received was 

assessed using the Patient Satisfaction with Interaction and Treatment 

(PSIT) Instrument (see Appendix B). This instrument is an adaptation 

of Linn's Patient Satisfaction with Health Care Survey (1975). Linn 

administered this Survey to 1,739 patients in eleven ambulatory care 

settings in a study to determine the relationships among patient 
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characteristics, characteristics of a health encounter, and patient's 

evaluation of that encounter (Linn, 1975). Permission was obtained 

from Dr. Linn to use his scale in this research study (see Appendix 

B). This Survey was adapted by the investigator to be used in the 

emergency department setting; one question tapping satisfaction with 

the community in general was deleted; and two questions tapping 

satisfaction with discharge instructions were added. 

The PSIT tool consists of 20 items with a 5-point Likert-type 

response format. The response format 1s worded positively in eleven 

questions so that responses ranging from 1 to 5 correspond with 

increasing satisfaction. In the remaining nine questions, the response 

format is worded negatively so that responses ranging from 1 to 5 

correspond with decreasing satisfaction. 

The PSIT was scored as a unit with one total score derived by 

adding the responses of each item with the negatively worded responses 

appropriately adjusted. Although specific items address satisfaction 

with convenience, efficacy of treatment, the physician, the nursing 

staff, and the discharge Instruction, it was believed they all 

measured aspects of patient satisfaction with the total emergency 

department encounter. There are no values for reliability and validity 

available on the original Linn instrument. Internal consistency 

measures were computed from this study. The instrument has face 

validity. If the study finds a relationship between patient satis

faction and patient compliance this will support the PSIT instrument's 

construct validity in this setting. 

* 
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Social Support Present 

Social Support (SS) was measured by simply asking the patient 

1f he was accompanied by a friend or a family member (see Figure 4). 

Do you have a friend 

emergency room? (1) 

( 0 )  

Figure 4 

Social Support Measurement 

The question was scored as one if the patient says yes, and 

as zero if the patient answers negatively. The information concerning 

whether the social support is a family member or a friend was not used 

in scoring; this information was collected for descriptive purposes 

only. 

Compliance Measure 

Compliance, reflected by the patient's self-care, was measured 

by three methods consisting of patient report, direct observation, and 

suture removal (see Appendix C). These three measures were analyzed 

separately in order to determine the relationships between the indepen

dent variables and each of the measures of compliance. Although 

previous studies of the compliance behavior of emergency patients have 

focused solely on the patient keeping his follow-up appointment 

or family member who accompanied you to the 

Yes If yes, Family ? Friend ? 

No 
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(Fletcher and others, 1974; Jellinek, 1978; McMullen and others, 1979; 

Waggoner and others; Wilder and others, 1977), this limited view was 

believed to be an untrue picture of the total compliance behavior of 

the emergency patient treated for a minor laceration. 

Patient Report 

The Patient Report Checklist (PRC) (see Appendix C) was 

developed by the researcher following consultation with the Medical 

Director of the emergency department. The purpose of the PRC was to 

assess the patient's activity in caring for his wound after discharge. 

The PRC was filled out by the researcher according to patient report. 

The checklist assesses whether the patient evaluated the condition of 

his wound and presence of pain once each day. An "other" category was 

used if the physician added additional instructions to the patient, 

such as wash face daily in the care of a facial laceration, or take 

prescribed antibiotics. The PRC also has a space to document whether 

the patient did change his dressing if so instructed. The PRC was 

scored by dividing the number of points the patient received by the 

number of applicable points 1n his specific care. This quotient was 

then multiplied by 10 to result in a possible score range of 0 to 10. 

The pain assessment was not included in the scoring of the PRC; it 

was utilized to evaluate how long these patients experience pain. 

Direct Observation 

Direct observation of the wound was made by the researcher on 

Day 3 post emergency room visit. The Home Visit Observation (HVO) 
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tool was developed by the researcher. The HVO evaluation Involved 

observation of the wound and assessment of patient knowledge of 

Instructions. Observation of the wound was done to compare the 

patient's assessment with that of the researcher; if they agreed one 

point was scored. This comparison was made in order to measure the 

patient's accuracy in assessment of the wound; the intent here was to 

assess his knowledge rather than to verify his activity in checking 

his wound. The patient was given one point for knowing each instruction. 

This was not a test of recall, but an assessment of whether the patient 

knew what to do. Therefore, he could use the written instruction sheet 

in answering questions. The scoring of the HVO is similar to that of 

the PRC in that the score was a ratio of points scored to possible points 

and multiplied by 10. Scoring in this manner allowed for a consistent 

possible range among patients with different numbers of instructions. 

Suture Removal 

The suture removal measure of compliance was a simple three 

point measure. The researcher called the referral appointment place of 

health care one day following the instructed time for suture removal 

to ascertain whether the patient kept his appointment. The patient 

scored one point for having the sutures removed on the correct date, 

one point for having the sutures removed by an appropriate medical 

professional, and one point for keeping his follow-up appointment (any 

date within one week from specified time). 
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Demographic Data 

Demographic data concerning marital status, educational 

status, sex, ethnic origin, and date of birth was obtained from the 

patient (see Appendix D). Type of payment utilized such as private 

assistance, public assistance, or no third party insurance was 

obtained from the emergency department record. This data was used in 

compiling descriptive statistics for the patient sample group. 

Study Design 

The study design includes the setting, sample, pilot study, 

data collection procedure, data analysis, and limitations of study. 

Each of these aspects of study design is discussed below in relation 

to this research project. 

Setting 

The research was conducted in the emergency department of a 

southwestern teaching institution with follow-up interviews in the 

patients' homes. The emergency department is a typical moderate-sized 

teaching institution emergency department. Their average daily census 

was 60-80 patients, with 42 percent of those patients seen on the 7-3 

shift, 43 percent on the 3-11 shift, and 15 percent on the 11-7 shift. 

The emergency department services a variety of patients ranging 

from private pay patients to patients receiving both public and private 

third party medical Insurance. Patients range from low to high on the 

socioeconomic spectrum, in age, and educational level. Patients are 



predominantly Caucasian, Spanish-American, or Black, although other 

ethnic origins are not uncommon. 

The physical environment Included a large waiting area in 

which the patients registered, were interviewed by the triage nurse, 

and then awaited their turn to be seen. When one of the nurses called 

them, they were taken Into one of the treatment rooms 1n the actual 

treatment area. The emergency department is clean, well-lit, and well-

equipped. In the waiting area, magazines and a television were 

available for patient use. 

Initial permission to conduct the study was obtained from the 

Medical Director and Head Nurse of the emergency department and from 

the Research Department of the hospital. Staff physicians, nurses and 

clerks were informed of the study by the Medical Director and Head Nurse 

of the emergency department. This research project was also approved by 

the Human Subjects Committee of The University of Arizona College of 

Nursing prior to any data collection procedures (see Appendix E). 

Subjects were informed of the study purpose and requirements of 
f 

participating 1n this study. Each subject signed a written consent 

agreeing to participate. This consent is discussed in greater detail 

in the section Data Collection Procedure later in this chapter. 

Sample 

The sample was a convenience sample of 25 patients obtained 

from the population of patients who presented to the emergency department 

for treatment of a minor laceration. Minor laceration was defined in 
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this study as an open soft-tissue Injury requiring sutures with no 

major associated injuries. The criteria for eligibility for this 

study were: 

1) The injury was not the result of intentional violence 

whether inflicted by another or self-inflicted. 

2) The patient is able to understand spoken and written 

English. 

3) The patient lives within the city limits. 

4) The patient is 18 years of age or older. 

5) The patient agrees to participate and signs the patient 

consent form. 

The sample patients were treated in the same manner as all 

other patients treated for minor lacerations. 

Pilot Study 

Before proceeding, a pilot study with two patients was 

conducted to determine whether the instruments were clear and under

standable, and whether the planned method of data collection was 

plausible. Data from the pilot study was not included in the final 

analysis. 

Data Collection Procedure 

Data collection for each patient consisted of three phases. 

In the first phase, the patient was approached after he had registered 

at the emergency department desk. The purpose of the study, the 

approximate amount of patient time involved, and the right to 
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confidentiality were explained at this time. If the patient had any 

questions, they were answered prior to obtaining his signature. If 

the patient agreed to participate and signed the consent (see Appendix 

E), the MHLC scale, demographic questions, VOHC, and SS measures were 

obtained at this time. In most cases, these measures were obtained 

within a time period of 10 to 15 minutes. At no time was the patient's 

treatment delayed due to his participation 1n this study. 

Phase 1 data was collected during three sllightly different 

times. Some subjects answered all of the questions before treatment, 

some subjects answered all of the questions following treatment, and 

some subjects answered questions both before and following treatment. 

This variation was due to the effect of patient load in the emergency 

department on how quickly the patient was treated. If the emergency 

department was busy, there was ample time to collect the data prior to 

treatment. But if the patient load was less demanding and the subject 

was treated immediately after registration, it was then necessary to 

collect data following treatment. The effect of this variation in data 

collection time on results was analyzed and 1s discussed in Chapter IV. 

After being treated, the patient was given the PSIT tool to 

take home; the researcher went over the PSIT tool with the patient and 

answered any questions which the patient had. At this time a mutually 

convenient appointment was arranged for the researcher to make a brief 

follow-up visit at the patient's home. An attempt was made for that 

visit to occur three days following the patients emergency department 

visit. A xerox copy of the patient's discharge Instructions was 
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obtained by the researcher from the patient's emergency medical record 

to use 1n obtaining compliance measures 1n phase 2. 

The second phase of data collection occurred 1n the patient's 

home. This visit consisted of retrieving the PSIT questionnaire, 

filling out the PRC sheet, and obtaining the HVO score. The HVO score 

was obtained by assessment of the wound by the researcher, comparison 

of the researcher's assessment with the patient's assessment, and 

assessment of knowledge of Instructions of wound care. In most cases, 

the home visit was accomplished within a time period of 10 - 15 minutes. 

The third phase of data collection consisted of a telephone 

call to.the medical facility in which the patient was instructed to 

have his sutures removed. In most instances, this was the emergency 

department. This call was made on the day following the day the 

patient was instructed to appear; if the patient had not appeared, the 

facility was called one week later to ascertain if the patient did 

appear following the first call. If the follow-up facility was the 

emergency department, the researcher examined the clinical log to 

ascertain if the patient returned for follow-up care. 

The sample included patients who presented from 7:00 a.m. to 

10:00 p.m. Patients from 10:00 p.m. to 7:00 a.m. were excluded for 

two reasons. Based on the researcher's previous experience, an over

view of the patient log, and input from the nursing staff, 1) it was 

believed that the number of cases of minor lacerations would be few, 
\ 

and 2) it was thought that those cases that did present during this 

time period would be predominantly intentionally inflicted, and thus 
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would not meet the sample criteria. Data on the number of patients 

presenting during this time period was obtained to ascertain how many 

patients were excluded from the study due to the above decision. 

Data Analysis 

Multiple regression analysis using a stepwise procedure was 

used to evaluate the relationship between the Independent variables -

health locus of control, value of ongoing health care, patient 

satisfaction, and presence of social support - and the dependent 

variable - the three measures of compliance. The relationship between 

the independent variables measuring patient belief 1n efficacy of 

health care (health locus of control and value of ongoing health care) 

and the independent variables measuring the patient's perception of the 

emergency department experience (patient satisfaction and presence of 

social support) was analyzed to determine if a patient's belief in 

efficacy of health care influences his perception of the emergency 

department experience. Figure 5 portrays the relationships that were 

analyzed. Any potential effects of differing time of phase 1 data 

collection were evaluated by running the regression equations with and 

without the time of data collection as an Independent variable. If 

this variable had an effect it would enter the equation with a weight 

significant at the present criterion level. Descriptive statistics were 

used to analyze the demographic characteristics of the sample group of 

patients. 
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Limitations 

1) By requiring the patients included in this study to be 

able to understand written and verbal English, the usual emergency 

department population was not accurately reflected in this research 

sample. 

2) The intervention by the researcher in collecting data in 

phases 1 and 2 may itself have affected the patient's compliance 

behavior. 

3) The patients who agreed to participate in this study may 

differ in their level of compliance from the patients who declined to 

participate and therefore, from the normal population of patients 

treated for minor lacerations. 

PHLC 

VOHG 

CHLC 

IHLC 

HVO 

SR 

PRC 

STAGE I STAGE II STAGE III 

Figure 5 

Multiple Regression Analysis of Relationships 
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Summary 

In this chapter, the methodology of this study has been 

discussed. The research questions and assumptions made by the 

researcher were presented initially followed by an explanation of 

the measurement tools which were utilized in this study. The study 

design including setting, sample, pilot study, data collection 

procedure, analysis, and limitations were also presented. Chapter 

four will include the presentation and analysis of the data obtained. 



CHAPTER IV 

PRESENTATION AND ANALYSIS OF DATA 

This chapter includes: 1) presentation of the characteristics 

of the sample, 2) the sample population's scores on instruments, 

3) reliability estimate of the Patient Satisfaction with Interaction and 

Treatment tool, and 4) data analyses related to the research questions. 

Characteristics of the sample will be presented first. 

Characteristics of the Sample 

Descriptive statistics were used to analyze and organize the 

characteristics of the sample population of 25 patients. Demographic 

data included age, race, sex, marital status, and number of years of 

formal education. Other information collected to describe the sample 

population included the method of payment and the area of the body that 

was lacerated. Descriptive characteristics relative to the data 

collection process 1n phase 1 which were noted include the day of the 

week in terms of weekday versus weekend, the time of day the patient 

was clocked into the emergency department, and the time the information 

was collected relative to the subject's treatment. 

As shown 1n Table 2, the mean age was 28.50 years with a 

standard deviation of 11.70. The age distribution was positively skewed 

as reflected by a median of 25.00 years and a mode of 19.00 years. 

The number of years of education obtained showed a normal distribution 

54 
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Table 2„ Demographic Characteristics of the Patient Sample (n - 25): 
Age, Years of Education 

Standard 
Characteristic Mean Deviation Median Mode 

Age 28.50 11.70 25.00 19.00 

Number of years of 14.00 2.40 14.00 14.00 
education obtained 

with a mean of 14.00 and a standard deviation of 2.40. The median and 

mode were also 14.00 years of schooling. 

The demographic characteristics of race, sex, marital status, 

payment method, and body area lacerated are shown in Table 3. Race of 

the sample population was 84 percent Caucasian, 12 percent Mexican-

American, and 4 percent other. There were no subjects who described 

themselves as Black or Oriental. The sample population was 64 percent 

male and 36 percent female. Marital status was varied with 44 percent 

of the sample single, 40 percent married, 12 percent divorced, and 

4 percent separated. 

The method of payment was predominantly third party private 

Insurance; 68 percent of the sample Intended to pay for their emergency 

department treatment in this manner. Self-pay was the Intended method 

of payment of 24 percent of the sample and 8 percent intended to use 

third party public insurance. The area of the body lacerated varied 

although hands were the most common area of Injury (44 percent). The 

other areas of injury were the face (28 percent), arms (16 percent), 

lower extremities (8 percent), and the head (4 percent). 
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Table 3« Demographic Characteristics of the Patient Sample (n = 25): 
Race, Sex, Marital Status, Payment Method, Area of Laceration 

Characteristic Category Number Percent 

Race Caucasian 21 84 

Mexican-American 3 12. 

Other 1 4. 

Sex Male 16 64 

Female 9 36 

Marital Status Single 11 44. 

Married 10 40 

Divorced 3 12. 

Separated ' 1 4: 

Payment Method Third Party Private 
Insurance 

17 68 

Self Pay 6 24 

Third Party Public 
Insurance 

2 8 

Body Area Lacerated Hands 11 44 

Face 7 28: 

Arms 4 16 

Lower Extremities 2 8' 

Head 1 4 

The descriptive characteristics relative to the data collection 

process 1n phase 1 can be seen 1n Table 4. Patients who presented on a 

weekday comprised 64 percent of the sample population. Patients 

presenting on a weekend day comprised the remaining 36 percent. The 

weekend was defined as beginning Friday at 7:00 p.m. and extending to 
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Table Descriptive Characteristics Relative to Phase 1 Data 
Collection Process (n * 25) 

Characteristics Category Number Percent 

Day of Week Weekday 16 64 

-

Weekend (Friday 7:00 pm 
to Sunday 10:00 pm) 

9 36 

Time of Day 1:00 pm to 4:00 pm 7 28 

10:00 am to 1:00 pm 6 24 

7:00 am to 10:00 am 5 20 

7:00 pm to 10:00 pm 4 16 

4:00 pm to 7:00 pm 3 12 

Time Data Collected After treatment 13 52 

Both before and after 
treatment 

10 40 

Before treatment 2 8 

Sunday at 10:00 pm. The time of day patients presented to the emergency 

department varied throughout the following five time periods: 7:00 am 

to 10:00 am - 20 percent, 10:00 am to 1:00 pm - 24 percent, 1:00 pm to 

4:00 pm - 28 percent, 4:00 pm to 7:00 pm - 12 percent, and 7:00 pm to 

10:00 pm - 16 percent. The majority (52 percent) of the sample filled 

out the phase 1 questionnaire following treatment while they were 

waiting for discharge instructions. Forty percent of the patients 

filled out the questionnaire both before and after treatment; eight 

percent of the sample population filled it out prior to treatment of 

their laceration. 
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Emergency department patients fitting the study criteria were 

approached by the investigator during the time periods of August 10, 

1982 to August 29, 1982 and September 13, 1982 to September 18, 1982 

until 25 subjects were obtained. There were four patients who were 

approached that declined to participate for reasons of physical 

condition and Inability to be present for home visit. None of the 25 

patients dropped from the study after giving their initial consent. 

There were 34 patients who presented between the hours of 

10:00 p.m. to 7:00 a.m. with a diagnosis of laceration with no mention 

on the emergency department log of intentional violence in the 

acquisition of these wounds. Eight patients presented during these 

night hours with lacerations due to intentional violence. Hence, 

approximately 19 percent of the patients with lacerations who presented 

at night (from 10 p.m. to 7:00 a.m.) were inappropriate for the study 

criteria. Eighty one percent of these patients who presented at night 

could have been potential subjects had the decision not been made to 

exclude them. Several of the emergency staff nurses made the point 

that many of these potential subjects were Intoxicated and probably 

would not have been capable and/or interested in participating in the 

study. Nevertheless, the exclusion of these potential subjects may 

have added bias to the study sample. 

Population Scoring on the Measures 

As can be seen in Table 5, the majority (68 percent) of the 

patients had no personal physician. Of the remaining 32 percent who 

had a personal physician, 16 percent stated they see him only when 
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Table 5. Scoring on Value of Ongoing Health Care and Social Support 
Measures 

Measure Category Number Percent 

Value of Ongoing No physician 17 68 

Health Care - 1 Crisis physician 4 16 

(VOHC-1) Routine physician 4 16 

Value of Ongoing Strongly disagree 4 16 

Health Care - 2 Moderately disagree 3 12 

(VOHC-2) Slightly disagree 0 — 

Slightly agree 8 32 

Moderately agree 5 20 

Strongly agree 5 20. 

Social Support Yes 20 80 

(SS) Friend 13 -65 

Family 5 -25 

Both 1 -5 

Missing 1 -5 

No 5 20 

they are ill or injured and 16 percent see their physician on a routine 

basis. The belief in the need for a personal physician whom one sees 

regularly was stronger than the above behavior would indicate. The 

greater part of the sample patients (72 percent) agreed in varying 

degrees with the need for this ongoing patient-physician relationship. 

Only 28 percent of the sample population indicated that this type of 

contact with a physician was unimportant. The total Value of Ongoing 

Health Care (VOHC) score was obtained by multiplying the score of 



60 

V0HC-1 by the score of VOHC-2. The mean of this score was quite low, 

6.40 with a standard deviation of 5.43 out of a total possible of 18 

points. Most (80 percent) of the sample population did have social 

support in the form of a family member or friend present with them in 

the emergency department. Of this group, thirteen patients were 

accompanied by friends, five by a family member, and one by both a 

friend and family member. 

The sample population's scores on the measures of Health Locus 

of Control, Patient Satisfaction, and Compliance are shown in Table 6. 

The sample population scored considerably higher as a group on the 

internal health locus of control scale than they scored on either the 

powerful other or chance health locus of control scales. The mean and 

standard deviation for each of the three scales were: 1) internal 

HLOC - mean 54.80 and standard deviation 7.89, 2) powerful other HLOC -

mean 33.36 and standard deviation 10.43, and 3) chance HLOC - mean 

35.00 and standard deviation 12.08. 

The mean score on the Patient Satisfaction with Interaction 

and Treatment (PSIT) tool was 85.00 with a standard deviation of 7.39. 

The subject's verbal comments were also highly positive and thus 

reflected satisfaction with the care they received in the emergency 

department. 

Also shown in Table 6 are the means and standard deviations 

of the three compliance measures. The sample population scored 

predominantly in the upper region of the range for each of the 

compliance measures. The Patient Report Checklist scores ranged from 

5.00 to 10.00 with a mean of 9.20 and a standard deviation of 2.19. 
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Table 6. Scoring on Health Locus of Control. Patient Satisfaction, and 
Compliance Measures 

Measure Mean Standard Deviation 

Health Locus of Control (HLOC) 

Internal (IHLC) 54.80 7.89 

Powerful others (PHLC) 33.36 10.43 

Chance (CHLC) 35.00 12.08 

Patient Satisfaction with 
Interaction and Treatment (PSIT) 

85.00 7.39 

Patient Report Checklist (PRC) 9.20 2.19 

Home Visit Observation (HVO) 8.98 2.20 

Suture Removal (SR) 2.16 1.04 

Scores on the Home Visit Observation measure ranged from 6.00 to 10.00 

with a mean of 8.98 and a standard deviation of 2.20. The Suture 

Removal scores ranged from O.OOtoT.OO with a mean of 2.16 and a standard 

deviation of 1.04. 

Reliability Estimate of PSIT Instrument 

A reliability estimate of the internal consistency of the PSIT 

instrument 1n this sample population was computed. The alpha of .759 

was derived from 22 of the total 25 cases. The reduction in sample 

number for the analysis was due to missing data for three subjects. 

The alpha of .759 is considered to Indicate sufficient reliability 

for a newly adapted scale. 
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Data Analyses Related to the Research Questions 

The research questions based on the conceptual framework 

were: 

1. Does the patient's belief in efficacy of health care -

health locus of control and value of ongoing health care - influence 

his compliance behavior directly? 

2. Does the patient's perception of the specific emergency 

department experience - patient satisfaction with treatment and 

interaction, and social support - influence his compliance behavior? 

3. Does the patient's belief in efficacy of health care -

health locus of control and value of ongoing health care - influence 

his perception of the specific emergency department experience -

patient satisfaction and social support - thereby indirectly Influencing 

his compliance behavior? 

The relationships which were revealed by this study are Illustrated in 

Figure 6. A significance level of p - .20 was established for the 

Inclusion of a variable due to the small sample size and the origin

ality of this study. Standardized betas were used for path 

coefficients. A significance level of p - .15 was set for R . 

Value of Ongoing Health Care was the only empirical measure of 

patient belief in efficacy of health care which Impacted on patient 

compliance. Value of Olngoing Health Care had a negative association 

of -.327 with the Patient Report Checklist measure and a positive 

association of .303 with Suture Removal Behavior. 



-.327 
PRC VOHC 

IHLC 
HVO 

PHLC 

CHLC 

PSIT 

1) Standardized betas used for path coefficients 

2) Betas significant at p 5 .20 

3) R^ significant at p £ .15 

Figure 6. significant Relationships Revealed by Multiple Regression Analysis. 
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^ The empirical measures of a patient's perception of the specific 

emergency department experience correlated with patient compliance in 

two ways. Patient satisfaction was positively related (.328) to the 

Home Visit Observation score. Social support was related positively 

to the ftatient Report Checklist measure with an association of .282. 

The values of R represent the degree to which the relationships drawn 

In Figure 6 explain the compliance measure scores of the sample pop

ulation. The explained variance of the Patient Report Qhecklist scores 

found in this study was 22 percent. The Value of Ongoing Health Care 

score and the Social Support factor accounted for this amount of 
2 

explanation. This R of .22 is considered substantively significant 

for this type of exploratory descriptive research. Although the 

relationship between the Home Visit Observation measure and the 

Patient Satisfaction with Interaction and Treatment measure is 

2 
statistically significant, the R of only .11 is not indicative of a 

clinically significant relationship. Similarly, the low explained 

variance (9 percent) of Suture Removal behavior reflected in the 

association between Value of Ongoing Health Care and Suture Removal 

scores does not represent a substantively significant relationship. 

The proposed indirect effect of patient belief in efficacy of 

health care on compliance by way of influence on patient perception 

was substantiated by one link. This link was the connection between 

Chance Health l^ocus of Control and Patient Satisfaction. This was 
2 

supported by a positive beta of .477. The R of .23 indicates that 

23 percent of the patient's satisfaction in emergency department care 

was explained by the subject^score on the Chance HLOC score. 
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The time the researcher approached the patient for data 

collection 1n phase 1 caused no significant change in the study results. 

Neither the internal locus of control nor the powerful other locus of 

control measures were significant in explaining patient perception of 

the care experience or the compliance behavior in this group of patients 

studied. 

Summary 

This chapter has presented characteristics of the sample 

population, a description of their scores on the various instruments, 

the reliability estimate of the PSIT tool, and the results of the 

multiple regression analysis as 1t relates to the research questions. 

Chapter five will present a discussion of these findings, recommendations, 

and Implications for nursing practice. 



CHAPTER V 

DISCUSSION, CONCLUSIONS, RECOMMENDATIONS, 
AND IMPLICATIONS 

The relationship between the conceptual framework and the 

findings of this study, sources of error, the conclusions based on 

these findings, recommendations for further Investigation, and 

Implications for nursing practice are included 1n this chapter. The 

first section presented will be findings related to the conceptual 

framework. 

Findings Related to Conceptual Framework 

A brief summary of the conceptual framework will help clarify 

the following discussion. The proposed conceptual model Included 

patient belief 1n efficacy of health care as an independent variable 

impacting both directly on the dependent variable of patient compliance 

and indirectly through its effect on patient perception of specific 

emergency department experience. Patient perception of the emergency 

department experience was the other independent variable believed to 

Influence patient compliance. 

Research question 1 addressed the link between patient belief 

1n efficacy of health care and patient compliance. The research 

findings support this link only In the association between the value of 

ongoing health care (VOHC) and the two compliance measures of patient 

report checklist (PRC) and suture removal (SR). While the positive 

connection between VOHC and SR was anticipated, the negative impact of 
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VOHC on PRC was unexpected. A possible cause for this finding emerges 

when one examines the different nature of these two compliance measures. 

The PRC measures patient activity, the actions the patient takes himself 

in caring for his injury. However, the SR score reflects further contact 

with some type of medical facility and health care personnel. Possibly, 

a person with a low value of ongoing health care may be very motivated 

to perform self care behaviors - reflected by a high PRC score - but 

due to the low value placed on ongoing health care would not return to 

a health care facility as instructed for suture removal - reflected by 

a low SR score. This explanation is supported by the overall data 

means. As a group, the sample population had a low score on the value 

of ongoing health care measures, but were generally very compliant. 

None of the health locus of control scales were significant 

indicators of compliance directly. This lack of correlation conflicts 

with past studies reported by Wallston and Wallston (1981), Lowery 

(1981), and Arelidian (1980) in which health locus of control was 

related to patient compliance. However, many of these studies used the 

Unidlmensional Health Locus of Control Scale rather than the later 

developed Multidimensional Health Locus of Control Scale. The newer 

scale may not reveal the same relationships as the Unldimenslonal Scale 

due to the inclusion of additional and different Items. Another 

relevant factor in explaining the lack of relationship of health locus 

of control to compliance is that none of the studies reported examined 

the compliance behavior of the emergency department patient. It could 

be that locus of control was not operational in the population of 
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patients studied. Perhaps -a laceration was not viewed as a threatening 

injury and the instructed behaviors to care for the wound were 

minimally demanding. Following this line of reasoning, perhaps patients 

were generally compliant with these instructions irregardless of their 

belief in causality of health outcomes. If it was very little bother 

to comply, they may have carried out the instructions whether or not 

they believed these actions would change the outcome of their Injury. 

Another plausible explanation of the health locus of control 

concept's failure to explain compliance is related to this particular 

sample population's scores on the three health locus of control scales. 

The mean on the internal scale was approximately twenty points higher 

than the mean on either the powerful other or chance scales. The 

standard deviation was also smaller on the scores of the internal health 

locus of control scale than were the standard deviations of the other 

two scales. Uith this strong internal orientation of the sample 

population, a small variation in health locus of control is seen. Thus, 

it is possible that in a group with more variation in health locus of 

control orientation, the predicted relationships might be found. 

The lack of any discovered relationship between health locus 

of control and patient compliance stimulates re-examination of the 

conceptual framework of this study. Although not explicitly stated in 

the health locus of control literature, it seems to be an implicit 

assumption that health locus of control reflects a belief in efficacy 

of health care. However, this may be a false assumption. Belief in 

efficacy of health care is a matter of a belief versus nonbelief in 
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health care fcontinuum whereas health locus of control 1s more a matter 

of whose health care is more effective in influencing health, the 

individual's health care, powerful others' health care and/or chance 

or no health care. It may be that one's health locus of control 1s 

not the same as one's belief in efficacy of health care. This link 

should be scrutinized carefully in further research in this area. 

The second research question dealt with the relation of the 

patient's perception of the specific emergency department experience 

to his compliance behavior. This proposed link was corroborated in two 

instances. The social support a patient has was positively related to 

his compliance on the PRC measure. This finding supports the work done 

by Ferguson and Bole (1979) and the inclusion of social support in the 

Health Belief Model advocated by Becker and Malman (1975). 

Patient satisfaction with the treatment experience was 

connected positively to compliance as measured by the home visit 

observation (HVO) measure. This is a logical finding since the HVO 

score reflects patient understanding of his instructions. The more 

satisfied a patient is with his care, and the more rapport is established, 

1t seems plausible that communication will be understood better and the 

patient will retain this information more easily. This correlation may 

also work in reverse. That is, the more clearcut are the instructions 

a patient receives, the more satisfied he is with his overall care 

experience. 
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The third research question examined the relationship between 

the two variables of patient belief in efficacy of health care and 

patient perception of the specific emergency department experience. 

This was a tentatively proposed link due to the absence of supporting 

findings in the literature. One fairly strong relationship was dis

covered 1n this sample population. A chance health locus of control 

(CHLC) was positively related to patient satisfaction (PSIT). This was 

a surprising finding since a chance health locus of control was 

conceptualized as a negative indicator of patient belief in efficacy of 

health care. Perhaps a subject with a high CHLC has minimal expectations 

regarding his interaction with the emergency department. When his 

experience 1s positive, he is pleasantly surprised and therefore more 

satisfied with this care than he would have been with preconceived 

expectations. This explanation is tenuous at best; further study must 

be conducted in order to examine and explain this relationship. 

Sources of Error 

The study design and methodology may have biased the data 1n 

the following manner. The high level of compliance and the high level 

of satisfaction with the emergency department experience may reflect 

the researcher's intervention. The patients were not directly told that 

their compliance was being studied, but the increased attention and 

involvement of the researcher may account for the high level of 

compliance scores found in this study. 
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A second potential source of error was related to the Items on 

the Mult1d1mension Health Locus of Control Scale. Several subjects had 

difficulty interpreting the statements. They asked questions such as, 

"What does this mean?", "What sort of an illness does this mean?", and 

"How sick are we talking about?". It is the belief of the investigator 

that the items were interpreted differently by different subjects thus 

causing a potential problem of reliability. 

Another possible source of error lies in the compliance 

measures. As discussed in the literature review, compliance is 

difficult to measure thoroughly and accurately. The compliance measures 

used in this study were thorough, but accuracy was harder to obtain. In 

collecting these measures, there were occasions when the subjective 

judgment of the researcher was required in scoring. The measures were 

not precise and objective enough to exclude all subjectivity. However, 

this potential bias was consistent since all scores were assessed by 

the same researcher. 

It is difficult to compare the incidence of compliance found 

in this study to the incidence of compliance found in other similar 

projects. Compliance was not conceptualized here as an all or none 

behavior; thus there is no easily quantifiable incidence of compliance. 

Each of the three compliance measure means was close to the maximum 

compliance measure. This group of patients was generally compliant, 

but the study's design does not lend itself to specifying a certain 

cut-off point in labelling a patient compliant versus noncompliant. 

McMullen and others (1979) found the compliance rate of emergency 
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patients treated for lacerations to be only 50 percent in returning for 

follow-up appointments. The researcher believes this study substantiates 

the need to investigate compliance in a broader sense rather than just 

looking at follow-up appointments. Many of the patients in this study 

were very compliant in their own home care, but chose to have their 

sutures removed by other methods than a return trip to the emergency 

department. 

Conclusions From the Findings 

Conclusions derived from the research investigation can be 

organized into two types: 1) the characteristic beliefs of the sample 

population studied, and 2) conclusions relative to the research 

questions. 

Four broad conclusions were drawn after analysis of the sample 

population beliefs and characteristics: 1) This sample population had 

an overall high internal health locus of control. In addition to the 

high scores on the Internal Health Locus of Control Scale, many subjects 

in this population exhibited characteristics consonant with this 

Internal locus of control. With the exception of a few patients, the 

subjects were well-informed and knowledgeable about their injury and 

care instructions. In many instances of noncompliance with a specific 

instruction, the subject made an intelligent decision based on 

appropriate reasoning in deciding the particular instruction was 

unnecessary. In other instances, a patient actually did more than 

instructed in caring for the wound. These actions were interpreted by 
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the investigator as reflecting the high internal orientation of the 

population. The subjects behaved as though they believed their own 

health behavior would influence their health outcomes. 2) The sample 

population had a relatively low belief in the value of ongoing health 

care. 3) The sample population was generally satisfied with the 

interaction and treatment they experienced frpm the emergency depart

ment personnel. 4) The sample population generally exhibited a high 

level of compliance. 

The multiple regression analysis resulted in six conclusions 

relative to the research questions in the population studied: 

1) Patient belief in value of ongoing health care is negatively related 

to patient report of their compliance behavior. 2) Patient belief in 

value of ongoing health care is positively related to patient compliance 

with suture removal instructions and explains 9 percent of the vari

ation in suture removal behavior. 3) Patient satisfaction with the 

emergency department experience is positively related with patient 

compliance as measured by home visit observation and explains 11 percent 

of the variation in this measure. 4) The presence of social support 

is positively related to patient report of their compliance behavior. 

5) A chance health locus of control is positively related to patient 

satisfaction with the emergency department experience and explains 

23 percent of the variation in patient satisfaction. 6) Twenty-two 

percent of compliance measured by patient report is explained by the 

combined influence of value of ongoing health care and social support. 
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Recommendations for Further Investigation 

This study raises questions which could be further investigated 

by future projects. Recommendations for such projects include repli

cation of this study with the following variations: 1) Increase the 

sample size in order to determine whether the relationships remain and 

whether the internal and powerful other locus of control scales explain 

compliance behavior, 2) Use another patient population such as emergency 

department patients treated for urinary tract infection or some other 

patient problem, 3) Use the same patient population in another medical 

institution in order to examine the variation different emergency 

department personnel may have on resulting data, and 4) Collect all 

of the phase 1 and phase 2 data at phase 2 in order to decrease the 

effect of researcher intervention on patient compliance. 

The following three recommendations for further research 

would not utilize the study design of this project. First, the Patient 

Satisfaction with Interaction and Treatment (PSIT) instrument should 

be tested more extensively for validity and reliability. Subjects 

could be selected from patients treated in the emergency department 

for varying health problems. Secondly, more research is needed in 

order to examine the subconcepts of patient belief in efficacy of 

health care. This present study may indicate that health locus of 

control is not part of the concept of belief in efficacy of health 

care whereas value of ongoing health care is part of the larger concept. 

This concept of patient belief in efficacy of health care appears to 

be a promising area for study of the compliance behavior of emergency 
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department patients. The final recommendation is to conduct a project 

designed to study how much compliance is really necessary in specific 

patient problem areas, i.e., how much compliance is necessary to 

prevent complications in clinical healing. 

Implications for Nursing Practice 

Any implications for nursing practice presented based on 

this research must be prefaced with the admonition that these findings 

are preliminary and tentative at this point. These findings are not 

generalizable to patient populations other than those in emergency 

departments. Even generalizing these results to emergency patients 

treated for problems other than lacerations involves the untested 

assumption that these populations are the same. 

With the preceding caution 1n mind, however, there are some 

promising implications for nursing practice derived from this study. 

The value a patient places on ongoing health care may be a helpful 

predictor of compliance. A majority of hospital records have infor

mation concerning a patient's usual source of health care. Nurses 

know whether a particular patient does have a primary physician. 

Nurses should be aware of this data concerning patients and be alert 

for clinical observation of its association with compliance. 

If social support and patient satisfaction with the treatment 

experience enhance compliance behavior, nurses should utilize the 

patient's support person(s) in planning care and discharge instructions. 

Nurses need to be more cognizant of the factors that increase and 

decrease patient satisfaction with emergency care. 
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A serendipitous finding of this study provides substantiation 

for the relevance of this research and its implications for nursing 

practice. Two of the subjects were grossly noncompliant in caring for 

their laceration. Both of these Individuals developed infectious 

complications at the site of Injury. In these two instances of low 

compliance, the result was interference with achievement of the goals 

of treatment, namely to decrease the likelihood of infection and to 

promote optimal healing (Budassi and Barber, 1981). This observation 

illustrates the importance of patient compliance with instructions 

given to the patients by emergency department personnel. 

A final implication derivable from this study is the importance 

of viewing compliance as the sum of behaviors required rather than 

selecting only one area and labelling the patient compliant or non-

compliant based on his behavior in that one area alone. Nurses must 

realize that noncompliance 1s not a simple clearcut problem, but a 

multidimensional complex pattern of behavior. In the final analysis, 

it 1s the patient's right to decide whether to comply or not to comply 

based on his personal perceptions of the benefits and risks involved. 

Summary 

In this chapter the relationships between the findings of 

this study and the conceptual framework on which the study was based 

were discussed. Sources of error, conclusions derived from the 

findings, multiple recommendations for further investigation, and 

implications for nursing practice have also been presented in this 

chapter. 
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This Is a questionnaire designed to determine the way In which 
different people view certain important health«related issues. Each 
Item is a belief statement with which you may agree or disagree. Be
side each statement t$ a scale which ranges from strongly disagree (1) 
to strongly agree (6). For each Item we would ltke you to circle the 
number that represents the extent to which you disagree or agree with 
the statement. The more strongly you agree with a statement, then the 
higher will be the number you circle. The more strongly you disagree 
with a statement, then the lower will be the number you circle. Please 
make sure that you answer every, item and that you circle only one 
number per item. This is a measure of your personal beliefs; oEviously, 
there are no right or wrong answers. 

Please answer these Items carefully, but do not spend too much 
time on any one Item. As much as you can, try to respond to each Item 
independently. When making your choice, do not be influenced by your 
previous choices. It 1s important that you respond according to your 
actual beliefs and not according to how you feel you should believe or 
how you think we want you to believe. 

1. If I get sick, it is my own behavior which 
determines how soon I get well again. 

2. No matter what I do, if I am going to get 
sick, I will get sick. 

3. Having regular contact with my physician 
1s the best way for me to avoid Illness. 

4. Most things that affect my health happen 
to me by accident. 

5. Whenever I don't feel well, I should 
consult a medically trained professional. 

6. I am in control of my health. 
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7. My family has a lot to do with my 
becoming sick or staying healthy. 

8. When I get sick I am to blame. 

9. Luck plays a big part In determining 
how soon I will recover from an Illness. 

10. Health professionals control my health. 

11. Jfy good health Is largely a matter of 
good fortune. 

12. The main thing which affects my health 
Is what I myself do. 

13. If I take care of myself, I can avoid 
Illness. 

14. When I recover from Illness, It's 
usually because other people (for 
example, doctors, nurses, family, 
friends) have been taking good care 
of me. 

15. No matter what I do, I'm likely to get 12 3 4 5 6 
sick. 

16.^If it's meant to be, I will stay healthy. 12 3 4 5 6 

17. If I take the right actions, I can stay 12 3 4 5 6 
healthy. 

18. Regarding my health, I can only do what 12 3 4 5 6 
my doctor tells me to do. 
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19. If I become sick, I have the power to 
make myself well again. 

20. Often I feel that no matter what I do, 
If I am going to get sick, I will get sick. 

21. If I see an excellent doctor regularly, 
I am less likely to have health problems. 

22. It seems that my health Is greatly Influ
enced by accidental happenings. 

23. I can only maintain my health by consult
ing health professionals. 

24. I am directly responsible for my health. 

25. Other people play a big part In whether 
I stay healthy or become sick. 

26. Whatever goes wrong with my health Is 
my own fault. 

27. When I am sick I just have to let nature 
run Its course. 

28. Health professionals keep me healthy. 

29. When I stay healthy, I'm just plain lucky. 

30. My physical wellbelng depends on how 
well I take care of myself. 

31. When I feel 111, I know It Is because I 
have not been taking care of myself 
properly. 
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1 2 3 4 5 6 32. The type of care I receive from other 
people Is what Is responsible for how 
well I recover from an Illness. 

33. Even when I take care of myself, It's 1234 56 
easy to get sick. 

34. When I become 111, It's a matter of fate. 12 3 4 5 6 

35. I can pretty much stay healthy by taking 12 3 4 5 6 
good care of myself. 

36. Following doctor's orders to the letter 12 3 4 5 6 
Is the best way for me to stay healthy. 

S 
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Scoring Instructions MHLC Scales 

Form A & B 

The score on each subscale is the sum of the values circled for 
each item in that schedule. 

Internal Items: 1. 6, 8, 12, 13, 17, 19, 24, 26, 30, 31, 35 

Chance Items: 2, 4, 9, 11, 15, 16, 20, 22, 27, 29, 33, 34 

Powerful Others Items: 3, 5, 7, 10, 14, 18, 21, 23, 25, 28, 32, 36 
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V A N D E R B I L T  U N I V E R S I T Y  
NASHVILLH, TBNNHSSBB J7140 Tuimodi (6JJ) J2I-7JU 

H—ith CM Rtstmrtb Projta • Schttl tf Nmm*t • Dinct pbwn 323-3330 

May 10,. 1982 

Daar Collaagua: 

Thank you for your intaraae In our Haalth Locua of Control Scalaa. 
Plaaaa axcuaa thla term reaponaa, but wa hava ao tuny inquiriea requiring 
similar rapllaa that va hava found thla to ba an afflelant maana of dla-
semlnatlng Information. 

You hava our paralaalon to utilise tha scalaa in any haalth ralatad 
raaaarch you ara doing. Our only raquaat la that you kaap ua Informad 
of any raaulta you obtain ualng tha scalaa. In that way va hopa to 
eontlnua to aarva aa a claarlnghouaa for Information about tha acalaa. 

Ua racoamand ualng tha mora racantly davalopad Multldlmanalonal Haalth 
Locua of Control Scalaa (Haalth Education Monographs. 6,, Spring. 1978. 
pp. 160-170) ovar tha earliar, unldlmanalonal HLC Seal* (Journal of Consulting 
and Clinical Psychology. 1976, 44, S80-58S), alnca tha navar maaauraa ara 
paychomatrlcally auparlor and potantlally mora uaaful. 

If you vlah to ba addad to our mailing list or want ua to sand you 
additional matarlal, plaaaa complata tha ancloaad Intaraat questionnaire. 
Ua hopa to pariodlcally sand additional matarlal ralatad to uaa of thaaa 
scalaa aa it bacomaa available. 

If you hava mora spaclflc quaatlona, don't haaltata to contact ua. 
Plaaaa remember to aand ua information on any uaa you maka of our scalaa. 
Wa hava Included a uaaga questionnaire to facilitata your doing so. We 
look forward to hearing from you. 

Sincaraly, 

' *** ^ 
Kenneth A. Wallaton, Ph.D. 
Aaaoclata Profaaaor of Psychology 

in Nursing 
School of Nuralng 
Vanderbllt University 
Naahvllla, TN 37240 
(613) 322-2813 

JbuJliA 

Barbara Strudlar Wallaton, Ph.D 
Aaaoclata Profaaaor of Paychology 
Gaorga Paabody College 

of Vandarbllt University 
Naahvllla, TN 37203 
(615) 322-8220 
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PATIENT SATISFACTION WITH INTERACTION 
AND TREATMENT INSTRUMENT ADAPTED FROM LINN 

Directions 

This questionnaire will be used to determine, how satisfied 
patients are with the care they receive in the emergency department. 
If you would answer these questions soon after being discharged from 
the emergency department, it will help us collect this Information. 
Your answers will be kept private so that you can feel free to answer 
the questions in a straightforward and honest way. Please answer all 
the questions. Please read the questions and answer the choices 
carefully> then circle the number you believe most accurately re
flects your opinion. The researcher will contact you within three 
days to pick up the questionnaire. Thank you very much for your help. 

Following your arrival to the hospital, 

(+) 1) How much trouble was it for you to be seen today In the 
emergency room? 

More trouble 12 3 4 5 Less trouble 
than usual than usual 

(-) 2) Regarding today's visit, how much time would you say you 
spent waiting for treatment? 

An unusually An unusually 
short period 12 3 4 5 long period 
of time of time 

(-) 3) How do you feel about the medical attention you received 
today? 

Better than Not as good 
what most 1 2 3 • 5 as what most 
people get people get 

(+) 4) Regarding today's visit, do you feel that there were 
any tests or procedures used on you which were not 
necessary? 

Definitely 12 3 4 5 Definitely 
yes not 



86 

(+) 5) 

(-) 6) 

(-) 7) 

(+) 8) 

(+) 9) 

(-)IO) 

(-)ll) 

Regarding today's visit, do you feel that more tests or 
procedures were necessary to understand your problem? 

Definitely 12 3 4 5 Definitely 
Yes Not 

How do you feel about the medical care you received today 
in comparison to usual medical care? 

Definitely Definitely worse 

better than 12 3 4 5 than usual medical 
usual medical care 
care 

How do you feel about the amount of time that the doctor 
spent with you today? 

Definitely Definitely not 
more than 12 3 4 5 enough time 
enough time 

Do you feel that your doctor understood your medical condition? 

, - , . - Understood 
und.rst.nd 1 * 3 * » ^ ,„ii 
at all 

How much interest and concern did the doctor show for you? 
was the doctor: 

Extremely j 2 3 4 5 extremely 
unconcerned concerned 

In general, how satisfied were you with today's contact 
with the emergency doctor? 

Extremely . 0 , - Extremely 
satisfied dissatisfied 

How do you feel about the amount of time that the nursing 
staff spent with you today? 

Definitely Definitely 
more than 12 3 4 5 not enough 
enough time time 
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(+)12) 

(+)13) 

<-)14) 

(+)15) 

<+)16) 

(-)17) 

(+)18) 

Do you feel that the nursing 
condition? 

Didn't 
understand 12 3 
at all 

staff understood your medical 

Understood very 
4 5 well 

How much interest and concern did the nursing staff show 
for you? Was the nursing staff: 

Extremely 12 3 4 5 Extremely 
unconcerned concerned 

In general, how satisfied were you with today's contact with 
the emergency nursing staff? 

Extremely . , , . . Extremely 
satisfied dissatisfied 

How well do you feel you understand your present medical 
condition? 

Not very 1 2 3 4 5 Very wel1 

well 

Do you understand the instructions for care of your injury 
which you were given when you were discharged? 

No, not . » - . - Yes, 
at all very well 

Do you feel the instructions for care of your injury which 
you were given at discharge were appropriate? 

Yes, No, 
extremely 12 3 4 5 extremely 
appropriate inappropriate 

Overall, how friendly was the emergency department personnel 
who gave you medical care today? 

Not at all , j - , - Extremely 
friendly friendly 
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(+)19) Overall, how comfortable did the emergency department personnel 
make you feel? 

Not at all 12 3 4 5 Extremely 
comfortable comfortable 

<-)20) Which of the following statements best describes your feelings 
about the persons who gave you medical care today? 

I would definitely I would definitely 
prefer to see the prefer to see 
same persons again 1 2 3 4 5 someone else 
if I return to the 
emergency room. 

Please feel free to add any written comments: 

Please keep this questionnaire in a safe place - you will be contacted 
within three days. Thank you. 
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UNIVERSITY OF CALIFORNIA, LOS ANGELES UCLA 

•(MULCT • DAVIS • IRVINE • LO> ANClLfS • KIVIMIDC • SAN' DIKCO SANTA tADlAlU • SANTA CMJZ 

DEPARTMENT OF MEDICINE 
UCLA SCHOOL OF MEDICINE 

CENTER FOR THE HEALTH SCIENCES 
LOS ANCELES, CALIFORNIA MOM 

August 2, 1982 

Ms. Donna Williams 
2000 E. Roger Rd., #86 
Tucson, Arizona 85719 

Dear Ms. W1T11ams: 

Thank you for your recent letter. I am glad that you received the 
materials I sent to you. Please feel free to use any Instruments 
which we have developed or published 1n any way you choose. 
Appropriate referencing to such materials 1s the only contingency 
we request. 

Good luck with your research projects. 

Sincerely 

Research Sociologist 
Division of General Internal Medicine 

LSL/as 
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PATIENT REPORT CHECKLIST 

This form is to be filled out by the researcher during an interview 
with the patient in the patient's home approximately three days 
following the patient's emergency department visit. 

Day of ER 

(1) Visit 

WOUND CHE< 

Clean, 
healing 

CK: (Patient 

Not sure, 
possibly 
Infected 

Opinion) 

Looks 
Infected 

PAIN 

Yes No 

OTHER: 

(1) 

(1) Day 1 
(1) 

(1) Day 2 

(1) Dressin I changed at time. (1) 

(1) Day 3 

(1) 

Scoring • Number of points scored 

Number of points applicable 

Maximum points possible - 10 



HOME VISIT OBSERVATION SCORE 

A. Observer's assessment coincides with patient assessment (1) 

B. Patient knowledge of: 
(may read from written 
instruction sheet) signs of infection (1) 

wound care (1) 
date & place for suture 
removal (1) 

other (from instruction 
sheet) (1) 

Total • Number of points x 10 
Number of points applicable 

Maximum points possible • 10 

SUTURE REMOVAL SCORE 

A. Correct date (1) 

B. By appropriate medical professional (1) 

C. Kept follow-up appointment (1) 

Total 

Total points possible • 3 
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Some general information questions follow. These answers will help us 
analyze our results. Check the appropriate line. 

1) Are you: single 
married 
separated 
divorced 
widowed 

2) How many years of schooling have you completed? 
(For example, if you finished high school* 
answer 12 years.) 

3) Sex: M 
F 

i 

4) Race or ethnic background? 

Black 
Caucasian 
Mexican-American 
Oriental 
Other 

5) What is your date of birth?_ 

J 
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EMERGENCY LACERATION PATIENT STUDY 

The purpose of this project is to help health-care professionals 

learn more about the effectiveness of the care they provide. The group 

of patients being studied are those patients who are treated in the 

emergency department for minor lacerations. In order to be eligible for 

this project you must: 

1) be able to understand spoken and written English; 

2) live in Tucson; 

3) be at least 18 years of age; 

4) have been treated for a minor laceration which was not the 
result of intentional violence; and 

5) agree to participate as shown by signing this form. 

If you agree to take part in this study, it will involve approximately 

10 minutes of time today while you are waiting in the emergency depart

ment and approximately 10 minutes of time three days from now when the 

researcher will make a home visit at a time convenient for you. Your 

participation will involve filling out two questionnaires and observation 

of your wound in three days by a researcher. The first questionnaire 

deals with your satisfaction with the care you received here 1n the 

emergency department. 

When answering the questions you may choose not to answer some 

of the questions, if you so desire. Whatever you decide, your care will 

not be affected in any way. Your questions will be answered and you may 

withdraw from the study at any time. Your name, address and phone 

number are required in order to enable the researcher to make a home 

visit. Following collection of data, this information will be destroyed; 
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no one other than the researcher will have access to your name, address 

and phone number. 

There are no physical or psychological risks involved in this 

study, nor is there any financial cost to the participant. Although 

there will be no direct personal benefit to you, the information obtained 

by this study will provide the health professions with knowledge to 

improve care of patients in the emergency department. 

This research study has been approved by the Arizona Health 

Sciences Center and by The University of Arizona College of Nursing. 

The information collected in this study may be published. However, 

the information you provide will be a part of group data so your 

anonymity will be assured. You will be given a copy of this consent 

to take with you. If you agree to help us with this study, please 

sign your name, phone number and address here: 

Name 

Phone 

Address 

Witness 

Home Visit 

by Investigator Donna Williams, R.N. 



THE UNIVERSITY OF ARIZONA COLLEGE OF NURSING 

MEMORANDUM 

TO: Donna Williams, Graduate Student , 

FROM: Ada Sue Hlnshaw, Director of Researchr 

RE: Human Subjects Approval for Thesis 

DATE: August 13, 1982 

Your research project entitled: "Patient Compliance as Related 
to Patient Health Beliefs and Patient Perception of Emergency Department 
Experiences" has been approved as an exempt project by the College of 
Nursing Departmental Review Committee and myself. You may proceed with 
the project at your convenience. 



T H E  U N I V E R S I T Y  O F  A R I Z O N A  
H E A L T H  S C I E N C E S  C E N T E R  
T U C S O N ,  A R I Z O N A  8 5 7 2 4  

It 1s a pleasure to approve your request to conduct the study, "Emer
gency Laceration Patients" 1n the Arizona Health Sciences Center 
Emergency Room. Ms. Marianne Clark 1s Interested 1n the study and 
will serve as your contact person. 

The nursing staff will be interested 1n receiving a copy of your 
findings and having your final report. If you have any questions, 
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