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ABSTRACT 

The purpose of this study was to describe, from the perspective 

of the patient, the physical and psychological markers of progress 

during hospitalization that promote the patient's progress toward 

discharge. The convenience sample was composed of patients (N=34) who 

experienced hospital admission for some exacerbation or complication of 

a chronic illness. 

The conceptual framework blended interactionist and developmen

tal approaches. The framework proposed that the patient's role involve

ment allowed him to better perceive the dimensions of progress and 

thus, changes from admission to discharge. 

The Health Role Expectations Index was administered at admis

sion and discharge to ascertain the patient's perception of role 

involvement. Results between t-tests were not significant from admis

sion to discharge, indicating that the construct of role as an ego 

state was relatively stable over time. 

The Markers of Patient Progress was administered at admission 

and discharge to ascertain the patient's perceptions of physical and 

psychological changes. Results between t-tests indicated significant 

changes encompassing physical and psychological progress were perceived 

by the patient during hospitalization. 

viii 



CHAPTER I 

INTRODUCTION TO THE PROBLEM 

This chapter will provide an overview of the problem/ address 

the purpose of the study, and the significance of the research being 

undertaken. 

Overview of the Problem 

Persons with a chronic illness experience an unpredictable 

exacerbation and remission of disease processes often superimposed with 

additional complications that necessitate hospitalization. These 

periodic hospitalizations may vary in duration of stay and intensity of 

treatments yielding varying stages of progress as perceived by the 

patient. One of the greatest problems that confronts persons with 

chronic disease is that they tend to have more than one chronic 

disorder (Sexton, 1983). Patients may have been admitted to a hospital 

to be seen for one disorder while another previously diagnosed chronic 

illness may not even be noted on the chart. 

The patients' progress toward improved health and eventual 

discharge is marked by specific points that serve as guides to the 

patients' perception of the progress. These points are distinguishable 

by a visible impression, sign, or assessment which indicates some 

target the patient wishes to achieve. Thus, markers of progress may 

include both physical and psychological perspectives. 

1 
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The movement in nursing clinical practice to adopt a 

nomenclature of standardized nursing diagnoses has been proposed 

(Tanner & Hughes, 1984; Gordon, 1979). This classification may be 

amplified by a careful outlining of markers involved in the progress of 

the complexly ill person with a chronic disease. Nursing diagnoses are 

conceptualized as both a process and a product (Davidson, 1984; Gordon, 

1979). The process of making the diagnosis involves using the nursing 

process in gathering data of significant human responses to illness; 

assessing the impact of the illness on the patient's daily lives; 

organizing these data into clusters or groups; deciding upon suspected 

etiologies; and re-evaluating the patient outcomes. The cluster group 

of signs and symptoms is given a diagnostic category that describes the 

problem and the etiology (Tanner & Hughes, 1984). This label 

encompasses a set of client problems within the scope and amenable to 

professional nursing treatment (Davidson, 1984; Gordon, 1979). It is 

important to note that while the diagnosis is confirmed by accumulation 

of data, the clues must be descriptive enough and of sufficient 

magnitude to provide the clinician a degree of confidence to make the 

diagnosing statement. The clinician utilizes observations that occur 

frequently enough to present a high degree of suspicion to diagnose 

some situations, while purposefully seeking out others that are less 

apparent to develop more discriminating diagnoses. Thus, one must 

extrapolate a relationship between the observable cues and the 

diagnosis (Tanner & Hughes, 1984). The subjective input of the patient 

as to his perceptions and observation of his own clinical progress can 
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help delineate descriptive cues or markers. The patient's perceptions 

may or may not correlate with the perception of the clinician as to 

what actually demonstrates patient progress. 

Assessments and development of a plan of care are considered to 

be a challenge and most critical responsibility in promoting progress 

and preparing patients for discharge (Aiken, 1981). Development of 

descriptive markers will aid in the substantiation of a plan of care 

and may help the clinician suppose projected patient outcomes and 

better evaluate patient care. 

Ever increasing hospital costs present an institutional need to 

limit unwarranted expenses incurred in prolonged hospital stays. The 

advent of prospective payment invites tertiary care centers and health 

care providers to limit extended or unwarranted stays. An effort is 

being made to maximize ancillary services while concomittantly exercis

ing cost effectiveness. Health care settings are seeing fewer hospital

ization episodes for persons less ill and shorter stays for all. 

Persons who are hospitalized are sicker. Clinical decision making has 

become increasingly important as nurses assume advanced surveillance of 

patients who are more acutely ill. Furthermore, the more acutely ill 

patient draws a multispecialty team in consultation. Nurses are in a 

vantage point to assume an integrating function to ensure patient 

safety and comprehensive care (Aiken, 1981). Subsequently, all health 

care providers are being asked to design decision making efforts 

towards care measures based on patient assessments that hasten dis
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charge from the agency and promote effective placement and continued 

services within the community (Louden, 1981). 

The heightened surveillance of acutely ill patients, and the 

growing clinical premise in nursing to gather a descriptive body of 

knowledge to make nursing diagnoses, has elucidated areas of physical 

and psychological concern to be addressed when planning intervention 

for the patient. Sexton (1983) identifies methodological issues that 

complicate nursing research studies in populations of persons with 

chronic disease such as sample size, length of stay, additional 

complications, and the patient's energy reserve. As the issues 

complicate research, they also complicate practice in the clinical 

setting in identifying patient progress. 

The advent of consumerism in health care has placed patients in 

a new relationship whereby they share in the decision making (Mechanic, 

1981). As tertiary care settings embrace clientele that are more 

acutely ill, face a more rapid turnover, and demand participative 

management, health care providers face the ethical dilemma of making 

economic decisions in patient care that may often result in a seemingly 

premature separation from hospital care and supervision. Frustrations 

and conflict arise among nurses, patients, and physicians (Aiken, 1981) 

as each face an element of role insufficiency due to perceived 

incomplete participation in decisions regarding patient progress and 

readiness for discharge (Meleis, 1975). Powerlessness has been 

evidenced in patients who do not or cannot participate in care 

decisions (Lambert & Lambert, 1981). 
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Nurses spend much time with patients, well above the time spent 

by physicians and other health providers. Thus, nurses have been cast 

in roles where they must make clinical decisions, some of which are of 

critical life and death significance, in the absence of physicians. Cox 

(1982) states that nursing must have a client centered approach that 

recognizes the patient's individuality in attaining positive health 

behaviors, addresses the patient-professional role interaction in 

determining health behaviors, and guides the development of nursing 

interventions to individualize care and promote progress. The emergent 

role of the nurse to promote patient progress and the role of the 

patient as a participant consumer raises the following question: What 

are the markers of patient progress from admission to discharge as 

perceived by the patient? 

Purpose of the Study 

The purpose of this study was to describe, from the perspective 

of the patient, the physical and psychological markers of patient 

progress during hospitalization that promote the patient's progress 

toward discharge. 

Significance of the Problem 

The significance of the problem is multifold. The economic 

considerations of agency and health care providers are being heightened 

by the advent of prospective payment (Mechanic, 1981). The role of the 

patient as a consumer in health care, and the philosophy of the 

consumer's right to health care and information, press the health care 
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team to include a collaborative perspective with the patient. The 

effectiveness of collaboration between physicians and nurses may 

facilitate patient progress during hospitalization. Facilitating 

patient progress implies positive patient health outcomes, fewer 

readmissions, overall reduced length of stay and cost effectiveness. 

The greatest point of significance is the potential for nursing to 

contribute to decision making in patient care by identifying those 

critical markers that obviate progress. If nursing can accurately 

describe these markers via nursing diagnoses, intervene with nursing 

actions, and refer non-nursing issues in patient status during 

hospitalization, implications may exist for projecting patient outcomes 

and reducing length of stay. Nurses may initiate teaching-learning 

interactions coordinated with patient readiness for information. 

Patients may be more appropriately placed in the community. 

Identification of markers may contribute to cost containment and an 

advancing role toward collaboration. Furthermore, identification of 

markers may contribute to amplification of descriptors for nursing 

diagnoses and validation of Diagnostic Related Group (DRG) categories, 

expanding them to include a nursing perspective. 

Summary 

Chapter One has presented an overview of the problem and 

purpose of the study. The significance of the research was also 

presented. 



CHAPTER II 

CONCEPTUAL FRAMEWORK 

Chapter Two presents the conceptual framework for the study. A 

review of the literature is provided to strengthen suppositions of 

relationships. The chapter concludes with the research questions. 

Introduction 

The proposed conceptual model (Figure 1) considers the con

structs, role and progress. Role is indicated by patient's perception 

at the concept level. Progress is indexed by two concepts: physical and 

psychological markers of goal attainment that take place during hospit

alization. The investigator theorized that patients interact with 

health care providers, i.e., nurses, to create their roles and may have 

different ideas of what constitutes physical and psychological progress 

for themselves. If either an effective interaction or accurate percep

tions and acknowledgements of progress occurs, role will be positively 

correlated with patient progress. The assessment of the patient's phys

ical and psychological markers were collected at two points in time: 

post-admission and pre-discharge. The patients' perceptions may change 

between the two points in time. Whether or not the patients perceived 

progress and changes, and what those changes might have been over the 

time of a hospitalization event, was also in question. The operational 

level of the model is addressed in Chapter Three. 

7 
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Construct Level; Role 

Role, in this study, is based on the symbolic interactionist 

concept developed by Mead (1934; Meleis, 1975). This symbolic interac

tionist approach takes into account the importance of the situation in 

defining roles and emphasizes the importance of reciprocal relation

ships whereby actors regulate behaviors and reactions as to what is 

expected from the other individual (Meleis, 1975). To enact a role the 

following conditions must be present; identification, developed coun

ter roles that serve as a guide to performance, and self-evaluation by 

others of the role enactment (Lindeman & Strauss, 1968; Lambert & 

Lambert, 1981). Role theory emphasizes human interaction not as a 

stimulus-response reaction but as one of ego and society. The individ

ual perceives and then behaves from this synthesis of self, culture and 

social structure (Meleis, 1975). 

Consequences of inadequate role taking or one's self perception 

in role enactment have been described from the interactionist point of 

view. A person must "identify 'self' by going outside the self and 

viewing the self from the perspectives of significant others" (Mead, 

1934; Lambert & Lambert, 1981). This gives the person a set of 

attitudes from which to draw upon for behaviors. To enact a role, the 

person must be able to categorize and catalogue the setting in which he 

is involved. Role enactment may be difficult for the person who has 

never been a patient and may lead to misidentification of a role and 

inappropriate role enactment. 
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Meleis (1975) contends that role theory is aptly applied to 

client interaction. Role transition for the client, as may occur in an 

illness state or hospitalization event, may "require the person to 

incorporate new knowledge, alter his behavior, and thus change his 

definition of himself in his social context" (Meleis, 1975, p. 265). 

Problematic areas of role transition have been described along develop

mental, situational, and health-illness continua. The health-illness 

continuum is applicable as a chronic disease process allows one to 

experience gradual changes in the health state over time and also acute 

illness events in exacerbation of the chronic process. Role insuffici

ency ensues if there is "any difficulty in the cognizance and/or per

formance of a role or of the sentiments and goals associated with the 

role behavior as perceived by the self or significant others" (Meleis, 

1975, p. 266). Perception of inadequate role performance by the self or 

a significant other and the behavior associated with that perception in 

a situation such as moving in or out of roles in the health system 

(admission or discharge to or from the hospital) may promote role insuf

ficiency and lack of perceived progress (Meleis, 1975). 

Construct Level': Progress 

Progress is expressed in terms of improvements in existing 

physical and psychological symptomatology. Progress in chronic disease 

is often considered to occur over time and in phases or increments 

(Lawrence & Lawrence, 1979; Cox, 1982; Mailick, 1979; Lin, 1979). 

Progress may be described as one's coping or adaptation to the chronic 
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process (Lawrence & Lawrence, 1979; Mailick, 1979; Lin, 1979). A 

holistic health theme allows progress to occur when the provider 

addresses the person physically and mentally to facilitate movement 

along the health-illness continuum is departure from normal role 

functioning. The continuum has relevance to the physical sense of the 

person. The present study was more concerned with a blend of physical 

and psychological symptomatology than merely functional. 

Persons with a chronic illness experience exacerbations and 

remissions. Thus, progress is viewed in a cynical fashion. Hospitaliza

tions repeat themelves for the same problems or problems with an added 

complication (Barry, 1983; Lawrence & Lawrence, 1979; Armitage, 1981; 

Mailick, 1979). Forsyth, Delany, and Gresham's (1984) study of hospit

alized chronically ill patients was intended to elaborate on the 

Strauss concept that chronically ill persons experience a unique prob

lem during hospitalization. Prior studies centered upon the stress 

response to illness as manifesting psychological symptoms of depres

sion, anger, and anxiety (Abram, 1972; Fulton, 1979; Levy, 1978; 

Forsyth, Delany, & Fresham, 1984). A major study goal was to "distill 

what the hospitalized chronically ill think about health care" 

(Forsyth, et al., 1984, p. 182). The group recognized, as did Bury and 

Wood (1979; Forsyth et al., 1984) that professionals must incorporate 

the lay person's perception of illness and what the patient deems rele

vant to aid adaptation during hospitalization. The patient's response 

to illness is understood in terms of their perception of severity of 



12 

symptoms and how the patient integrates those symptoms into a core 

identity factor of self (Forsyth et al., 1984). 

Forsyth, Delany and Gresham (1984) also described abrupt turns 

in self management of symptomatology as the concept of "critical junc

tures". The change in severity or frequency of symptoms, spread of 

symptoms to other body parts, diminished return from treatment regimes, 

and general disease complications were included in this concept. The 

concept of "vying for a winning position" was seen in patients who were 

basically realistic about their limitations and eventual decline. Yet, 

the patients wanted to be optimistic and maximize a plateau of func

tioning. Hospitalization was often seen as helping the person maintain 

that plateau. Psychological components of being optimistic and maximi

zing struggles were employed against physical symptomatology of 

increasing pain or immobility. The primary goal of interest was to 

arrest symptoms or to improve. Days in actual numbers were viewed as 

buying time. A learned cautiousness was developed with regard to med

icines. The patients perceived that involvement in decision making was 

incorporated into winning (Forsyth, et al., 1984). This premise aligns 

with a previous project (Enyart, 1983) whereby person decision was 

indicative of self control and contributed to readiness for discharge. 

Finally, chronic illness patients were considered to have 

subsets according to treatment needs and disease progression. Yet, the 

population as a whole was "an active, resourceful, goal-oriented" 

group (Forsyth, et al., 1984, p. 187). This fits well with the progress 

construct in the current model. The patient's self control related 
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positively to goal setting and progress which may be inferred as more 

precipitous management and discharge (Forsyth, et al., 1984). 

Concept Level: Perception 

Perceptions of patients have been described in the literature 

as patients' awareness of quality or satisfaction with care (Risser, 

1975; Hinshaw & Atwood, 1982; Shukla & Turner, 1984). Role 

differentiation and collaboration efforts in practice are more often 

addressed from a nurse-physician standpoint (Weiss, 1983; Dawson, 

Shirmer, & Beck, 1984; Glazer-Waldman, 1984; Devereux, 1981; Phillips, 

1979; Mauksch, 1981). Weiss and Davis (1983) combines perspectives of 

the consumer, nurse, and physician and an egalitarian view in measuring 

attitudes about the amount of responsibility to be shared in health 

care by each actor. Some sense of information sharing must occur in the 

acute setting for patients to have similar perceptions of their needed 

care (Cox, 1982; Byrne & Edeani, 1983; Engstrom, 1984; Enyart, 1983). 

Purposeful interaction and communication are important in developing 

patient-provider relationships. The present study deals with the 

patients' perceptions of his role and responsibility in his health 

care. 

The patient's role is prominent and necessary for symptom 

recognition in diagnosis and treatment (Bryne & Edeani, 1984). During 

hospitalization the patient must understand what is being asked in 

order to participate in decisions about his care. Byrne and Edeani 

(1984) conducted a study to see if a difference existed between staff 
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perception of the patient's actual knowledge of medical terminology and 

the patient's actual knowledge of medical terminology during hospitali

zation. Patients (N = 125) in an acute care facility with general 

medical chronic disease were included. Patients were assessed for 

knowledge in their first three days of hospitalization to avoid overex

posure to common terminology. Sixty-six percent of the patients knew 

their diagnosis from one to ten years and ten percent had known for 

more than ten years. The mean number of previous hospital admissions 

was 2.99. The length of illness or number of hospitalizations was not 

found to be significant although age, educational level, and perceived 

level of knowledge were significant. Interestingly, patients were asked 

to rate themselves as to how much they perceived they knew before they 

answered the questionnaire. Patients accurately reported perception of 

their own knowlege levels. The more patients though they knew the more 

they actually did. Conclusions were drawn that as more and more hospit

als become acute care facilities the role of the patient in being well 

informed and a contributor in his care will increase (Byrne & Edeani, 

1984). 

Shukla and Turner (1984) analyzed patient's perceptions of 

quality of care in two settings: primary and team nursing. Primary care 

has been credited with consistency in patient care (Shukla & Turner, 

1984). Differences between the two nursing structures were not 

significant when staffing and competencies of nurses were taken into 

account. No significant differences in satisfaction with care were 

elucidated. Support services such as dietary and nurses aides 
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heightened some areas of emission of care ranked on the primary care 

unit (Shukla & Turner, 1984). The study demonstrates that either 

nursing structure may prove suitable for data collection as to patient 

perceptions of markers of progress. 

Concept Level: Markers 

Recovery from an illness episode may return one to a former 

level of functioning or to a state with residual abilities (Norman & 

Snyder, 1982). The goal of the patient is to move toward a biological 

and social adaptation of his illness and toward self-care (Norman & 

Snyder, 1982). Norman and Snyder (1982) acknowledge that while the 

patient is under medical care he may have difficulty envisioning 

himself as having control over his situation. This finding was 

corroborated with the findings of person agency decision making 

(Enyart, 1983). 

In an earlier project (Enyart, 1983) contributors to patient 

readiness for discharge from an agency was explored. The project 

included model building from statement synthesis and interviews with a 

contrast population of persons with chronic lung disease and a 

comparison population of general medical problems. Various factors 

influencing patient's progress were identified. A category of "ability 

to manage" embodies physical signs and symptoms that were "manageable" 

or "unmanageable" and necessitated provider assistance. The categories 

of "person decision" and "agency decision" could facilitate or impede 

the person's readiness to go home respectively. A person's decision was 
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either "assertive" in nature or he "relinquished" to the agency to make 

decisions regarding his care. Having "information" was usually seen as 

contributing to one's "ability to mange". 

Chang and Hawes (1983) used the Karnofsky Patient Performance 

Rating (KR) and the Global Adjustment to Illness Scale (GAIS) to rate 

physical status of 857 cancer patients participating in a rehabilita

tion and continuing care program. Patients were categorized as: 

improvement, no change, or deterioration. The authors did attempt to 

determine a relationship beteen the patient's physical and psycholog

ical condition. Changes in one realm were experienced without changes 

in the other. Recommendations for further study included "use of the 

instruments together to a) monitor conditions over time; ... and c) 

reinforce recognition of the importance and interdependence of physical 

and psychosocial condition" (Chang & Hawes, 1983, p. 441). They also 

recommended establishing norms for the relationship between physical 

and psychosocial condition (Chang & Hawes, 1983). 

Definitions 

Construct 

Role. A person's behavior based on one's perceived interaction 

with another. 

Progress. Movement toward a goal, development, to advance, 

proceed toward a more desirable form (in this case to return to an 

optimal state of wellness), steady improvement. 
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Concept 

Perception. One's assessment of a state of being. An impression 

formed that is essential in the formation of ideas and beliefs. 

Marker. A significance or distinguishable sign or visible 

impression. An object or point that serves as a guide to a target or 

goal one wishes to achieve. 

Research Questions 

1. What changes take place from admission to discharge in the 

patient's perception of his role interaction in his health 

care? 

2. What changes take place from admission to discharge in the 

patient's physical status as perceived by the patient? 

3. What changes take place from admission to discharge in the 

patient's psychological status as perceived by the patient? 

4. What are the markers of physical progress as perceived by the 

patient during hospitalization. 

5. What are the markers of psychological progress as perceived by 

the patient during hospitalization? 

Summary 

Chapter Two has presented the conceptual framework and substantia

tion of the relationships as evidenced in the literature. It is theor

ized that with adequate role interaction and development the patient's 

progress throughout hospitalization will be enhanced. Conceptually, the 

patient's perceptions of his own physical and psychological markers of 
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progress will be assessed upon admission to and discharge from the 

hospital. 



CHAPTER III 

METHODOLOGY 

This chapter will address the study design and patient sampling 

criteria. The data collection protocol, instruments and the data 

analysis plan will also be discussed. 

Design and Setting 

A descriptive study was conducted in a large teaching hospital 

located in the Southwest. General medical units were utilized to offer 

a convenience sample. 

Sample Criteria 

Thirty-four patients completed the study. Patients were at 

least 18 years of age and able to read, write, and speak English. They 

were admitted electively via the clinic or emergently via the emergency 

department. Also, they need not have experienced a previous admission 

for the present problem but they must have had some documented chronic 

illness process. Patients must have experienced at least one hospitali

zation event in their adult years prior to the present admission. The 

discharge event was required to be from the acute care setting to home 

or an extended care facility rather than transfer to another acute care 

agency. 

19 
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Human Subjects Consent 

Permission for data collection was obtained from the Human 

Subjects Committee of the University of Arizona (Appendix A). Anonymity 

and confidentiality of the patients was ensured by coding the data sets 

with numbers. Data were reviewed only by committee members during data 

analysis. A disclaimer was provided for subjects to read (Appendix B). 

Instruments 

Demographic Data 

The demographic sheet included age, sex, primary diagnosis, 

secondary diagnoses, date of admission and discharge, and total days 

hospitalized. Also, several open-ended questions addresed admission and 

discharge themes of the patient's perception of reasons for admission, 

the patient's greatest concern, readiness to go home, and perceived 

abilities in self care (Appendix C). 

Health Role Expectations Index (HREI) 

The Weiss and Davis Health Role Expectations Index (HREI) was 

developed from the growing controversy of mutual role expectations 

among health care providers (physicians and nurses) and consumers. The 

instrument measured attitudes regarding shared responsibility in 

provider-recipient relationships. The HREI is composed of 16 items 

(Appendix D). Pour items each are assigned to physician, nurse, 

consumer and egalitarian responsibility. All items are scored on a five 

point strongly agree to strongly disagree Likert-type scale. Each four 

item subscale is summed to give a total score. Higher consumer scores 
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reflect greater support for their roles in assuming responsibility. 

Validity testing was conducted through differential prediction in known 

groups and with prediction to external measurement criteria. The 

hypothesis tested to insure predictive validity was drawn from the lit

erature on role controversy in health care. The hypothesis supported by 

Mann-Whitney U was that consumers perceived a greater role for them

selves than physicians (U = 1975, p < .01) and no different than nurses 

(U « 2916, NS) (Weiss & Davis, 1983). 

The instrument's ability to demonstrate predictive validity was 

tested using external measurement criteria with Management of Differen

ces Exercise (MODE) and the Multidimensional Health Locus of Control 

Scale (MHLCS). Adequate reliability and validity have been demonstrated 

for each of these instruments (Kilmann & Thomas, 1977; Walston, et al., 

1976; Weiss & Davis, 1983). The correlations between scores of HREI and 

MHLCS and MODE were thought to be significant enough to demonstrate 

predictive validity with the HREI. 

Reliability of the instrument has been addressed as well. Alpha 

values of internal subscales ranged from 0.65 to 0.89. Internal consis

tency for the entire instrument was 0.82. Spearman item to total corre

lations ranged from rS = .65 to rS = .80. Items were also correlated 

within their four dimensions of the nurse, physician, consumer, and 

egalitarian roles, and scores ranged from 0.74 to 0.92. Each dimension 

score was correlated to the total index with all correlations ranging 

rS = .68 for the consumer dimension to rS = .90 for the nursing dimen

sion. Test-retest reliability was established with a small equalized 
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group of physicians, nurses, and consumers tested within a six week 

interval. Correlations were positive and significant for all dimensions 

as total index scores (physicians, rS = 0.76; nurse, rS = 0.71; con

sumer, rS = 0.59; egalitarian, rS = 0.77), thus demonstrating adequate 

test-retest reliability (Weiss & Davis, 1983). 

Further testing of the instrument is advocated by Weiss and 

Davis (1983). "One of the most basic uses of the HREI would be in 

assessing individual indications to sharing responsibility in health 

care relationships" (Weiss & Davis, 1983, p. 74). They suggest the tool 

may provide some predictive ability to identify basic beliefs individ

uals may hold of their role involvement in a health care setting. 

Because the consumer index had the lowest reliability and validity, 

retesting in more randomized samples is warranted (Weiss & Davis, 

1983). The authors suggest that the brevity of the instrument lends 

itself as a pre-test and post-test measure in clinical research. In 

this study, points of time, admission and discharge, served as the 

points of remeasurement. The patient completed the entire instrument 

which included his perceptions of physician, nurse, and egalitarian 

roles of responsibility in health care. 

Markers of Patient Progress (MPP) 

The Markers of Patient Progress (MPP) instrument was developed 

by the investigator to incorporate the patient's perspective of psycho

logical and physical progress during hospitalization and his/her readi

ness for discharge. Byrne and Edeani (1984) examined the staff's and 



patient's perceptions of the patient's knowledge of medical terminology 

and a significant difference was found between the staff's perception 

and the patient's actual knowledge level (t value 17.5, p = 0.01). 

Findings indicated that the patients who assessed themselves to have a 

broader knowledge base of medical terminology usually did. Thus, the 

implications for using a self report patient assessment of signs and 

symptoms of progress, rather than only the health providers' objective 

critique, were cited. 

Scott and Huskisson (1976), in a series of experiments, tested 

visual analog and graphic rating scales to measure the subjective 

phenomena of pain. Because pain is always subjective, only the patient 

can measure its severity. A visual analog scale was found to be more 

sensitive than a descriptive pain scale (Huskisson, 1974; Scott & 

Huskison, 1976). Changes in scores on a visual analog scale correlated 

well with changes in scores of simple descriptive pain scores. In the 

present study, the MPP attempted to demonstrate changes in the 

patient's perceptions of progress. 

The visual analog scale is a straight, standard horizontal line 

that measures 10 centimeters (cm) (100 millimeters). There are vertical 

endpoints at each end of the line. The ends of the line each have 

anchor statements that pose the extreme limits of the response to a 

statement that is being measured. The patient placed a mark through the 

line between the positive and negative anchors to best reflect how he 

felt in response to the statements concerning his perceptions of 

physical and psychological progress after admission and prior to 
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hospital discharge. For this study, the lines were measured from left 

to right with changes being noted between admission and discharge. The 

amount in millimeters (mm) was treated as interval data. 

The MPP is a 20-item visual analog scale that has two separate 

forms (Appendix E). One section is for admission and one is for 

discharge. A tense change is evident in the items although the basic 

statement structure is the same. Each form has an independent yet 

identical set of instructions preceding the questions. Also, an example 

is given that is totally irrelevant to the instrument's content to help 

the respondent understand how to mark the instrument. 

The MPP had not undergone previous testing for reliability and 

validity. Beginning content validity was assumed as the items are based 

on the model building and literature support from previous work related 

to factors that contribute to readiness for discharge (Enyart, 1983). 

Items were also generated from the work of Forsyth, et al. (1984), and 

the physical severity of illness work by Horn (1983). Within the scale 

two general items addressed physical and psychological status. There 

were two psychological subscales and one subscale was considered to 

have physical content. Items 1 and 2 represented physical and 

pychological progress, 3 to 7 were psychological items of decision and 

control, 8 to 13 were physical items of self care and management, and 

14 to 20 were psychological items of prognosis and hope. 
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Data Collection Protocol 

Upon admission, the investigator obtained patient consent to 

participate in the study. Following informed consent, the Weiss and 

Davis Health Role Expectations Index (HREI) and the Markers of Patient 

Progress (MPP) instruments were administered. In addition, demographic 

data were collected. This portion of data collection took place within 

one to three days of admission. A close surveillance of the patient's 

progress was maintained by the investigator to ascertain when eventual 

discharge might occur. This surveillance was by contact with the staff 

nurses, house staff, the chart, and the patients themselves. The second 

portion of data collection took place from day three to the day of the 

patient's discahrge. This time span was selected to insure a margin of 

time wherein the patient was able to complete the HREI and MPP a second 

time. The two data portions, A-Admission and B-Discharge, formed a 

complete data set. 

Data Analysis Plan 

Descriptive statistics of frequencies, percentages, and means 

were used to analyze the demographic data. Answers to the open ended 

questions during admission and discharge were described. 

The research questions and how they were analyzed were as 

follows. 

1. What changes take place from admission to discharge in the 

patient's perception of his role interaction in his health 

care? 
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2. What changes take place from admission to discharge in the 

patient's physical status as perceived by the patient? 

3. What changes take place from admission to discharge in the 

patient's psychological status as perceived by the patient? 

4. What are the physical markers of progress as perceived by the 

patient during hospitalization? 

5. What are the psychological markers of progress as perceived by 

the patient during hospitalization? 

Correlated t-tests were used for questions one, two, and three 

to see if significant changes occurred between admission and discharge. 

A level of significance was selected at p < .05. Descriptive statistics 

and discussion of trends were used to answer questions four and five. 

Summary 

Chapter Three has presented the study design, patient sampling 

criteria, and the data collection protocol. Instruments that were 

utilized in data collection and the data analysis plan were also 

discussed. 



CHAPTER IV 

RESULTS 

Results of analysis of the data are presented in this chapter. 

Characteristics of the sample are also discussed. The research ques

tions were analyzed with correlated t-tests and trends that were elici

ted upon admission and discharge. Additionally, internal consistency 

estimates by coefficient alpha for both instruments on admission and 

discharge are presented. 

Description of the Sample 

A convenience sample of 61 subjects who had an exacerbation or 

some complication of a chronic disease process enrolled in the study by 

completing the admission portion of the data collection. As suspected, 

the attrition was quite high. Persons were "lost" due to various 

reasons; being discharged without the knowledge of the investigator (N 

=18), death of the subject (N = 5), changes in mental status (N = 2), 

or less than a two day length of stay (N = 2). A final convenience 

sample of 34 patients who completed the admission and discharge 

portions of the study was obtained. 

Ages of subjects ranged from 19 to 84 years with a mean age of 

51.8 years (standard deviation (SD) = 20.6 years). Fifteen (44%) of the 

subjects were male and nineteen (56%) were female. Length of stay 

ranged from three to 22 days with a mean of 7.35 days (SD = 4.79 days). 

27 
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The sample consisted of a heterogeneous group of persons with 

chronic illnesses who experienced some exacerbation or complication. 

Table 1 lists the subjects' primary diagnosis, diagnostic grouping, and 

the frequency of the cases. Eighteen diseases were represented: chronic 

obstructive pulmonary disease, scleroderma, rheumatoid arthritis, 

chronic renal failure, sickle cell disease, breast cancer, leukemia, 

malignant melanoma, lung cancer, bladder cancer, diabetes mellitus, 

congestive heart failure, pancreatitis, transient ischemic attack -

cerebrovascular accident, Hodgkin's disease, Chron's disease - diver

ticulitis, basal cell carcinoma, and deep venous thrombosis. Because of 

the purposeful selection of a heterogeneous sample, subjects were 

divided into two groups. These groups were termed medicine (N = 24) and 

oncology (N = 10). 

Findings Related to Research Questions 

Five research questions we're proposed. Questions one, two, and 

three were analyzed by correlated t-tests to see if significant changes 

occurred between admission and discharge in the patient's perception of 

role and progress. Questions four and five were answered discursively 

in terms of trends that developed with the open ended questions. Addi

tionally, reliability of the instruments was calculated by coefficient 

alpha on both total scales and their subscales. 

The first research question asked: What changes take place from 

admission to discharge in the patient's perception of his role inter

action in his health care? 
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Table 1. Frequency of Cases Within Primary Diagnoses 
and Their Diagnostic Group 

(N • 34) 

Primary Diagnosis Diagnostic Group Frequency 

Chronic renal failure Medicine 6 

COPD 3 

Chron's disease-diverticulitis 3 

Sickle cell disease 2 

DVT - cellulitis 2 

Scleroderma 2 

Pancreatitis 2 

Rheumatoid arthritis 1 

TIA - CVA 1 

Diabetes mellitus 1 

Congestive heart failure 1 

Breast cancer Oncology 3 

Malignant melanoma 2 

Leukemia 1 

Lung cancer 1 

Bladder cancer 1 

Hodgkin's disease 1 

Basal cell carcinoma 1 

Medicine, N = 24 
Oncology, N = 10 

N = 34 



The Health Role Expectations Index (HREI) was a Likert-type 

scale administered upon admission (HREIA) and discharge (HREID) to 

ascertain the patient's perception of role involvement. A maximum total 

scale score of 80 could be achieved while each subscale score contain

ing four items each could sum to 20. The mean total value on admission 

was 44.06 (SD = 8.89) and on discharge the mean was 44.71 (SD = 8.89), 

t-value = -.55 (NS). This value was not significant indicating that 

patients' perception of role interaction did not change from admission 

to discharge (Table 2). 

The second research question was; What changes take place from 

admission to discharge in the patient's physical status as perceived by 

the patient? 

The Markers of Patient Progress (MPP) instrument, a visual 

analog scale, was also administered on admission (MPPA) and discharge 

(MPPD). Each line within the scale was to measure 100 mm, however, by 

printing the instrument for the study, each line was 102 mm. Thus, by 

placing a mark on the line, the patient could score from 0 mm to 102 

mm. Total scores are not as significant within the items or the 

subscales. Rather, the degree of change in millimeters from admission 

to discharge is the value that allows for comparison of the patient's 

perception of progress. One item was allotted to physical status in 

general (MPPla) and one subscale of Self Care and Management (SECMG) 

was designated as a physical subscale. The mean value on admission for 

the physical item was 35.06 mm (SD = 29.59 mm), and on discharge the 

mean was 64.79 mm (SD = 24.27 mm), t-value = -5.48 (p < .05). The 



Table 2. t-test of Health Role Expectation index 
From Admission to Discharge 

(N = 34) 

Variable 

HREIA 

HREID 

Key: * = Nonsignificant 
A = Admission 
D = Discharge 

Standard 
Mean Deviation t-value 

44.06 8.89 -0.55* 

44.71 8.89 
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subscale of SECMG on admission had a mean of 337.15 mm (SD = 412.47 mm) 

and on discharge the mean was 412.47 mm (SD = 126.04 mm), t-value = 

-3.36 (p < .05). Instability in these scores was evident in the large 

standard deviations. These values indicate a significant difference in 

the patient's perception of physical progress from admission to 

discharge. In other words, patients had a stronger perception of 

ability to perform self care duties and were more able to manage their 

disease upon discharge (Table 3). 

The third research question asked: What changes take place from 

admission to discharge in the patient's psychological status as per

ceived by the patient? 

The MPP has a single item devoted to general psychological 

progress (MPPb) and two subscales, Decision and Control (DECONT) and 

Prognosis and Hope (PROHOP). A t-test of the single item revealed a 

mean on admission of 53.03 mm (SD = 35/76), and on discharge the mean 

was 73.32 mm (SD = 27/64 mm), t-value = -2.90 (p < .05). Prognosis and 

Hope demonstrated a mean on admission of 391.06 mm (SD = 77.13 mm) and 

on discharge the mean was 482.29 mm (SD = 132.05 mm), t-value = -3.38 

(p < .05). These values suggest a significant change in the patient's 

perception of psychological progress from admission to discharge. The 

subscale of DECONT showed an admission mean of 272.62 mm (SD = 118.73 

mm) and a mean on discharge of 273.71 mm (SD = 93.89 mm), t-value = 

-.06 (NS) (Table 4). This finding indicated no significant differences 

on perceived decision and control were noted between admission and 

discharge. 



Table 3. t-test of Markers of Patient Progress Total 
Scale, Physical Item and Subscale 

(N = 34) 

Standard 
Variable Mean Deviation t-value 

MPPA 1092.91 210.45 -4.36* 

MPPD 1306.59 321.07 

MPPAa 35.06 29.59 -5.48* 

MPPDa 64.79 24.27 

SECMGA 337.15 114.04 -3.36* 

SECMGD 412.47 126.04 

Key: * = Significant at .05 
a = MPP item one 
A = Admission 
D = Discharge 

Subscales: 
SECMG = Self Care & Management 
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Table 4. t-test of Markers of Patient Progress, 
Psychological Item and Two Subscales 

(N = 34) 

Standard 
Variable Mean Deviation t-value 

35.76 -2.90* 

27.64 

118.73 -0.06 

93.89 

77.13 -3.38* 

132.05 

Key: * = Significant at .05 
b = MPP item two 
A = Admission 
B = Discharge 

Subscales: 

MPPAb 

MPPDb 

DECONTA 

DECONTD 

PROHOPA 

PROHOPD 

57.03 

73.32 

272.62 

273.71 

391.06 

482.29 

DECONT = Decision and Control 
PROHOP = Prognosis and Hope 



An additional t-test was done on the discharge data to test 

whether or not the two subgroups, medicine and oncology patients, had 

significant differences in their perceptions of role or progress during 

hospitalization. The MPP scores of medical patients yielded a mean of 

1344.13 mm (SD = 346.25 mm). The mean in the oncology group was 1216.50 

mm (SD = 242.52 mm), t-value = 1.22 (NS). The HREI mean in the medicine 

group was 45.00 (SD = 8.54), and in the oncology group, 44.00 (SD = 

10.13), t-value = .27 (NS). These values indicated that no differences 

were seen in perceptions of medicine or oncology groups (Table 5). 

Reliability of the Instruments 

Internal consistency reliability for the HREI had been 

established by coefficient alpha in a previous study involving 

physicians, nurses, and consumers in a nonacute setting (Weiss & Davis, 

1983). Only consumers (patients) were involved in the present study and 

they were hospitalized in an acute care teaching hospital with 

documented exacerbation or complication of a chronic process (N = 34). 

Criteria for a tested instrument is .80 or greater (Nunnally, 1978). 

At admission, alpha coefficients for the HREI were: total scale 

= .77, nurses = .20, and physicians = .49. The patient's role remained 

consistent with alpha of .54, and the egalitarian subscale was also 

relatively stable at .60. Upon discharge the coefficient alphas for the 

HREID and its subscales in the present study were: total scale = .82, 

nurse = .60, physician = .19, consumer = .52, and egalitarian = .63. 

The MPP and its subscales were also analyzed for internal 

consistency reliability with coefficient alpha. The instrument has not 
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Table 5. t-test of Markers of Patient Progress and Health 
Role Expectations Index Upond Discharge, 

Subgroups: Medicine and Oncology 
(N = 34) 

Standard 
Variable Mean Deviation t-value 

MPPD: Med 1344.13 346.25 1.22* 

One 1216.50 242.52 

HREID: Med 45.00 8.54 .27* 

One 44.00 10.13 

Key: * = Nonsignificant 
A = Admission 
D = Discharge 
Med = Medicine Group 
One = Oncology 
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undergone previous testing. Criteria were set for a new scale at .70 

(Nunnally, 1978). 

Admission reliability estimates varied in the MPP testing also. 

The scale total was low at .31. The Decision and Control Subscale was 

.60. Self Care and Management was .58, and Prognosis and Hope was -.47. 

The MPPD total scale alpha was .88, subscale Decision and 

Control was .60, Self Care and Management was .81, and Prognosis and 

Hope was .78. All subscales except Decision and Control met the 

criteria for a new scale with total scale and Self Care exceeding the 

criteria. Table 6 lists the reliability data for the two instruments. 

Questions Four and Five 

The fourth and fifth research questions were analyzed using 

descriptive statistics and discussing trends of information that 

developed from the open ended questions on the demographic sheet. The 

fourth research question was: what are the physical markers of progress 

as perceived by the patient during hospitalization? The fifth research 

question was: What are the psychological markers of progress as 

perceived by the patient? 

General themes were the patient's perception of reason for 

admission, the patient's greatest concern, perceived abilities in self 

care, and the most important character who might contribute to 

recovery. During the interview process upon discharge, another, more 

explicit, question was asked: Had the patient first perceived a 

physical or psychological improvement while he/she was hospitalized. 



Table 6. Reliability of the Markers of Patient Progress 
and the Health Role Expectations Index on 

Admission and Discharge 
(N = 34) 

Scale and Admission Discharge 
Subscales Alpha Alpha 

HREI .77 .82 

Nurse .20 .60 

Physician .49 .19 

Consumer .54 .52 

Egalitarian .60 .63 

MPP .31 .88 

Decision & Control .60 .51 

Self Care & Prognosis .58 .81 

Prognosis & Hope -.47 .78 



The first open ended question was: Why did you come to the hos

pital? Some general categories of reasons emerged as to why people had 

been hospitalized. Most had some change in the signs and symptoms of 

their disease process which they knew meant they needed to come to the 

hospital. Many people tried to manage at home until pain, fatigue, 

coughing blood, or fever enticed them to seek treatment. For some, 

family brought them to seek help rather than let them continue to 

manage on their own. Some patients were admitted for surveillance of 

response, i.e., chemotherapy or new procedure such as an insulin pump 

for blood glucose monitoring, Tenchoff abdmonical catheter for perito

neal dialysis, or a Hickman catheter for parenteral nutrition. Some 

patients were asked to stay after a routine clinic visit confirmed the 

need for observation or they were called in by the physician after 

clinic laboratory tests revealed the need to be monitored on an inpa

tient basis. One patient described needing "warmth and encouragement" 

as she perceived it had been a lacking element in her previous treat

ment. 

The second open ended question asked: What is your greatest 

concern for yourself while you are here? For the group who had been 

hospitalized because of unmanageable signs and symptoms, the major 

concern was to alleviate or prevent those symptoms from increasing in 

severity. For example, one woman who was neutropenic from chemotherapy 

was concerned that "my counts don't drop any further". An asthmatic 

woman responded: "Put is this way; I've been suffering for four or five 

days. My medicine wasn't helping me. I was coughing so hard I can't 
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control my urine." A woman with breast cancer was most concerned that 

she "be able to cough without breaking any more ribs". 

The group who obtained new equipment or underwent procedure was 

most concerned that they be able to manipulate the equipment correctly 

and be able to identify changes in their signs and symptoms if they 

presented differently. One man with peritonitis from a recent Tenchoff 

catheter was able to list all the signs and symptoms he had been taught 

and attributed his prompt seeking of assistance and antibiotics to 

knowing what to watch for and what might happen. In contrast, a man 

with deep venous thrombosis had unusual presenting symptoms which had 

not been previously taught to him as potential complications or signals 

of reinflammation. He attributed his multiple pulmonary emboli to delay 

in seeking help. His greatest concern was to know how to offset a 

reoccurrence of this problem and monitor signs and symptoms in the 

future. 

Some subjects expressed a simple desire to "get better and get 

out". This was usually directed at returning to some level of baseline 

functioning. A woman with breast cancer hoped that additional chemo

therapy would get her into remission as she had been six years previ

ously and allow her to continue doing well at home. A man with leukemia 

was hoping for a remission suitable enough to allow him the opportunity 

for a bone marrow transplant. "I've got three good matches. I just need 

to get a remission so they'll take me at one of the programs. They'll 

match me by computer". 



Several subjects were concerned about what the team had 

planned. These were subjects who were interviewed before they had 

actually been completely admitted by the staff. The time of admission 

probably accounted for some of the missing information in their treat

ment plan. Several subjects expressed more concern for their family 

than for themselves and how the family would fare during the subject's 

absence. 

The third open ended question asked: How much do you feel able 

to do for yourself right now? Generally, a decreased energy level or 

fatigue that interrupted normal daily activities was described prior to 

admission. If help was necessary, some described having famiy or 

assistance such as cleaning personnel. Most subjects were able to do 

"the basics: dressing, eating, bathing, and light housework". The 

continuum of "having strength" ranged from those who were quite able to 

those who were unable to manage without assistance on a daily basis. 

One man with bladder cancer stated: "I can't see to put the dressing 

on my tumor (shoulder). My left arm is so weak I have to have my 

brother to help me do most everything". A woman with metastatic breast 

cancer and hepatic obstruction: "I've gotten so weak. I'm nauseated and 

vomit a lot. Then I sleep all day and can't sleep at night". 

Subjects who had been admitted for adjustments to their treat

ments were managing at home well for the most part prior to this admis

sion. They usually described some degree of weakness which concerned 

them in being able to handle the equipment effectively. A woman with 

scleroderma and a severely malnourished state had received a Hickman 



catheter for parenteral nutrition. "I'm too weak to change this and 

watch it all night. My friend will do it for awhile first before I 

can". 

Subjects mentioned that their lack of activity or ability was 

frustrating. Yet, most stated they carried on as best they could. A 

woman with deep venous thrombosis stated that she "progressively 

couldn't walk until it hurt so bad I could scream. I had to agree to my 

family that they could bring me in". She had been bargaining with them 

in the event that her warm compresses and leg elevation would not work. 

A woman with chronic lung disease managed by altering her daily routine 

and "slowing down so I can still breathe and get things done". A young 

woman with malignant melanoma "felt weak from coughing blood. If they 

find out why I guess I'll get treatment and that will fix it so I can 

go home soon". A man with sickle cell disease stated, "I didn't come 

here because I can't take care of myself — it's just that what I've 

done at home doesn't help". These remarks tend to combine the tendency 

to try to manage with the monitoring of signs and symptoms. Not being 

able to handle the problem usually results in energy loss, increasing 

signs and symptoms, frustration and admission. 

The fourth open ended question asked: Who do you expect will be 

the most important in helping you get better? Thirteen (38%) of the 

patients stated that physicians would be the most important, ten (29%) 

felt that is was teamwork, four (12%) considered the nurses to be most 

important, three (9%) thought family, and the remaining four (12%) 

considered themselves and God important or couldn't specify. 
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Upon discharge, the remaining questions were asked. The first 

question was: What has changed that makes you ready to go home? The 

second question asked: What was the greatest problem that was taken 

care of while you were here? These questions became condensed into the 

same issue. There was a resolution of symptoms and their major concern 

was resolved as well. Pain was alleviated by medication regulation, the 

energy was restored by rest and nutrition, strength increased with 

therapy, infection declined with antibiotics and a return of the body's 

own defense mechanisms, and the knowledge in self care of equipment or 

the monitoring of signs and symptoms increased. Arranging for continued 

support such as home health nurses contributed to some people's readi

ness to leave. 

Some subjects stated a secondary gain by having had another 

problem treated while they were hospitalzed. "I never knew my blood 

pressure had gotten to where I needed different medication". "They 

didn't even realize I had pneumonia. As soon as my white count got high 

enough it showed so I started antibiotics to fix that". The man with 

leukemia was found to have a cervical spine instability. "They never 

knew I had this. If I had snapped by head just right it would be like 

hanging. I guess it's a good thing that came from the leukemia — to 

find I had this problem too". 

Not all patients thought their problem was resolved. One woman 

with breast cancer left the hospital against medical advice (AMA). She 

believed she had had enough procedures and had enough positive gains in 

strength and activity to enable her to leave and forego further 



treatment and frustration. "I can't take any more of not really knowing 

any of the answers. They keep wanting to try things (to help) but 

there's too much pushing and pulling". Another woman with breast cancer 

had received palliative radiation therapy to reduce her hepatic 

obstruction after a wedge resection had failed during a diagnostic 

procedure. By the time she was discharged, the efficacy of the 

radiation therapy was still in question. "I hope this works. I hadn't 

planned to be here this long. If the procedure had worked the story 

might've been a little different". The woman who had been coughing 

blood felt, "They really didn't find anything. It kinda went away by 

itself". And two patients with chronic pancreatitis had similar 

feelings of frustration. "The pain is gone and the nausea but there's 

no way they can fix the problem". "They really don't know why the 

disease is this way". 

The third question addressed: How able are you to take care of 

yourself now? The most unanimous response was that an increase in 

strength allowed them to return home back to baseline status or better. 

For those people with continuing antibiotic therapy or new equipment to 

monitor, home nursing or family members' assistance was the factor in 

making up for less than optimal stamina. 

The fourth question reflected on: Who helped you the most to 

recover? A change was noted as to whom had been instrumental. Fourteen 

(41%) of the patients stated that teamwork was the most important and 

no one character could be named. Eight (23%) though that the physician 

was the most important. Five (15%) believed that the nurse made the 
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most contribution, three (9%) attributed themselves as most important, 

and the remaining four (12%) named family, therapists, or the chaplain. 

During the discharge interview a more pointed question was 

asked of some patients: When you know you are improving, do you feel a 

physical or a psychological change first? This was answered by most 

patients as a simultaneous event and difficult to differentiate. 

"Sometimes I feel my strength coming back and then my spirits come 

back". "For me this time it was the psychological. I had some peace of 

mind ... my breathing seemed easier". "It's a biochemical thing. I can 

feel a change in my body come back first". "They started the steroids 

and the TPN — I don't have diarrhea so I'm not so weak". "It's hard to 

say. I was so weak when I came in. The fever is gone and so is the 

pain". "The blood gave me energy so I guess its physical first". Most 

patients found it difficult to draw a certain conclusion as to what 

happened first, physical or psychological changes that demonstrated 

progress. 

Summary 

This chapter has presented the results of analysis of the data. 

The demographic data were analyzed by frequencies, percentages, and 

means. Correlated t-tests were used to answer research questions one 

through three concerning changes in role and progress. Questions four 

and five were analyzed primarily through discussion of trends that 

developed from an open ended interview schedule. Also, internal consis

tency reliability of each instrument was presented. 



CHAPTER V 

CONCLUSIONS AND IMPLICATIONS 

This chapter presents the findings of the study as they relate 

to the conceptual framework. The implications of the study, the limita

tions, and suggestions for further research are presented. 

Findings Related to the Conceptual Framework 

This study was based on the conceptual framework depicted in 

Figure 1. 

Role 

+ 

Patient 

Perception 

The first research question asked: What changes take place from 

admission to discharge in the patient's perception of his role inter

action in his health care? Study results showed no significant changes 

occur in the patient's perception of role. 

+/? Progress 

•I I-
Physical 

+/? Markers 

+/? Psychological 

Markers 
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Role theory emphasizes human interaction not as a stimulus-

response but as one of ego and society. The patient synthesizes himself 

and the culture of the hospital/ health services, and the social 

structure (Meleis, 1975). Thus, role may be considered to be a static 

ego trait. As Cox (1982) stated, patients act within their perception 

of reality regardless of what the nurse may see as objective reality. 

Role may be altered along the health continuum, but only gradually as 

one incorporates new knowledge, alters behavior, or changes the 

definition of himself (Meleis, 1975). The findings in this study 

supported perceived role as a static construct that does not change 

during the course of a hospitalization episode. 

The second and third research questions asked: What changes 

take place from admission to discharge in the patient's physical status 

as perceived by the patient? And: What changes take place from 

admission to discharge in the patient's psychological status as 

perceived by the patient? Study results indicated significant changes 

in both realms. 

Progress was considered to be developmental and occur over 

time. Progress consists of physical and psychological parameters or 

markers of symptomatology perceived by the patient. Persons with 

chronic illnesses have markers of progress that occur in cyclical 

fashion (Lawrence & Lawrence, 1979; Cox, 1982; Mailick, 1979). The 

framework addressed the holistic approach to the person in considering 

progress to occur conceptually within physical and psychological 

markers rather than by functional measures alone. 
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The model was based on the premise that the patient's role is a 

prominent contributor in his health care. It is necessary for the 

patient to recognize his signs and symptoms to contribute to his 

diagnosis, treatment, and progress (Byrne & Edeani, 1984). This was 

noted by the proposed positive relationship between patient perception 

and physical and psychological markers. Study findings proposed that 

one's perception of role interaction remained constant during the 

course of hospitalization. Significant differences in patients' 

perceptions of physical and psychological markers existed between 

admission and discharge. Theoretically, patients' perceptions allow 

them to be involved in the discrimination of their markers of progress 

(Byrne & Edeani, 1984). However, the relationship between role and 

progress was not tested and remains undelineated in this study. Thus, 

the model depicts a question mark as well as the positive sign between 

the concept and construct levels. The findings using a convenience 

sample of a variety of persons with a chronic illness helped support 

the positive relationship between role and progress, and the model 

blend as applicable to a sample of persons with a chronic illness in an 

acute care setting. 

Findings Related to Instrument Testing 

The fourth and fifth research questions asked: What are the 

physical markers of progress as perceived by the patient during 

hospitalization? And: What are the psychological markers of progress 

as perceived by the patient during hospitalization? 
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The findings from the interview questions were geared toward 

generating potential items for the MPP and strengthening the scale. 

Based on an earlier project (Enyart, 1983), suppositions were supported 

that persons with a chronic illness seek attention when they can no 

longer manage their signs and symptoms or when they need more 

information. Patients may yield their decision making in this event to 

family or medical personnel. Patients* greatest concerns were usually 

to alleviate the signs and symptoms to a manageable baseline status and 

then to return home. Their perceptions of health care personnel were 

somewhat reserved initially and retrospectively they were 

complimentary. They usually include themselves as significant 

contributors in the plan to return to a state of health. Advice was 

sought and recommendations were usually followed. 

Conclusions Related to Instrumentation 

Reliability estimations assisted in evaluating the MPP as a new 

instrument. The accuracy of self report by visual analog scaling, as 

used in the MPP, has been demonstrated to reliably assess perceptions 

of chronic pain levels over time (Scott & Huskisson, 1979). Alpha 

coefficients in the total scale had an acceptable internal consistency 

reliability. Alpha coefficients in the MPP were: total scale .88, and 

subscales SECMG .81, PROHOP .81, and DECONT .58. 

Internal consistency estimates for the HREI were not as high 

for the subscales although the total scale alpha met the criterion 

level. It is important to note that only patients were sampled for the 
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present study. Previous reliability estimates for the HREI were higher 

for some subscales as the sample size was greater, the persons sampled 

were healthy, and each actor participated in the data collection. 

Nonetheless, estimates for total scale and patient subscale are 

acceptable. 

The reliability of the MPP compared at admission and discharge 

may demonstrate that progress may be anticipated by the patient but it 

is only truely assessed upon discharge in retrospective comparison to 

status on admission. The visual analog scaling methodology is 

appropriate to measure the construct of progress as Scott and Huskisson 

(1979) report adequate reliability in measuring pain over time. A 

previous study assessed the reliability of visual analog scaling in 

serial measurements of pain. Findings indicated that while patients 

could remember previous status, the reliability of the instrument was 

not disrupted (Revill, 1976). Visual analog scaling was appropriate to 

assess the patients' interpretation of progress in the present study. 

Implications for Nursing Practice 

Conclusions about the model links are considered to be 

tentative because of the instrumentation error. It may be presumed that 

persons with a chronic illness process are most likely successful 

managers of their condition at home for more of their disease process 

that we are exposed to as nurses when we see them hospitalized. 

Incorporation of patients into the treatment plan is essential and may 

be somewhat self designed as to their degree of involvement based on 
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their percepiton of severity of symptoms. Nurses may think they are 

involving the patient in his care. However/ this study demonstrated 

that the patient's perception of his involvement in an acute setting 

may be less than nurses interpret his role to be. Patient - provider 

relationships need further exploration. 

Length of stay has been reportedly lessened in acute care 

settings due to prospective payment methods. Persons with chronic 

illnesses often have more than one problem to address during a hospital 

stay which can complicate the plan of treatment. Nonetheless, patients 

are perceiving significant progress within that shortened time frame. 

It may be that nurses and other health professionals are striving to 

meet those patient needs successfully. Care must be taken to support 

health care providers in these efforts to deliver effective care. More 

thorough delineation of progress is needed. 

In conclusion, a heterogeneous sample of persons with chronic 

illnesses demonstrated they perceived role and markers of progress 

during hospitalization in a similar fashion. The relationship of degree 

of the patient's perception of role involvement and its contribution to 

the patient's ability to discern markers of progress was not clearly 

delineated. As a group they were participants in their care in an acute 

setting. Role remained perceived at a relatively constant level 

throughout hospitalization. This may have been a continuation of their 

management style at home. They perceived significant changes in physi

cal and psychological status during the course of a hospitalization 

period. However, even though they were aware of their progress, they 
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were not able to discriminate specific physical or psychological 

markers that delineated their progress. 

Limitations of the Study 

The time consuming nature of the study was a limitation to the 

economy of the study with respect to the time involved. Even very close 

surveillance of the patients could not offset the high attrition rate. 

After several patients entered the study, the investigator 

noticed that in answering the HREI, first the subjects tried to demar

cate the open line of the MPP. It seemed that they imposed a Likert 

format onto the visual analog scaling. These cases were discarded as 

perhaps introducing measurement error. Thereafter, the MPP was adminis

tered before the HREI on admission and discharge. 

To assess the most accurate degree of change perceived, the 

patient needed to be enlisted as close as possible to admission. An 

attempt was made to see the patient the day of admission and discharge. 

This led to patients refusing to enter the study because they had been 

seen by so many people to get admitted. This was also complicated by 

their levels of fatigue, pain, or fever. Often the clipboard had to be 

held and questions read to the patients so they could simply make a 

mark on the instrument. Asking patients to complete two instruments on 

admission was difficult and tiring for them. The discharge portion did 

not usually present this problem and by discharge, most patients could 

complete the instruments independently. 



53 

Limitations related to instrumentation were: 

1. The verbiage on the HREI was more complicated than on the MPP 

and often had to be interpreted for the patient. Also, the print was 

small and the markings of SA (strongly agree) to SD (strongly disagree) 

were only listed once at the top. Older patients often had difficultly 

seeing the scale or following the columns. This necessitated assistance 

by pointing to items, underlining with a card, or providing extra 

lighting. The use of the HREI in an acutely ill sample in an acute care 

setting with a small sample size probably affected the reliability of 

the scale. 

2. Some patients noted double negative type answers if they chose 

the negative pole of the scale on the MPP. This was first noted early 

in data collection along with the presentation of instruments. Thus, 

the explanation was given that they consider the range of the line to 

have a true-false continuum and place their mark with respect to true 

as the positive pole and false as the negative pole. 

The criteria by which patients were accepted into the study, 

i.e., admission to the unit and not inclusive of admissions to or 

transfer from critical care areas, omitted a great populace of the 

chronically ill persons who get admitted to an intensive care unit for 

a day or two of observation before moving to the floor. All persons 

with chest pain who may have had chronic lung disease exacerbations or 

atherosclerotic cardiovascular heart disease and "rule out" myocardial 

infarctions were missed. Also, most diabetics who came in with a 

ketoacidosis went to the intensive care unit. Many persons with chronic 
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depression or other psychiatric disorders who had taken an overdose 

were also admitted for intensive care. 

Suggestions for Further Research 

1. Replicate the study with a larger sample and change admitting 

criteria to enable persons transferred from an intensive care unit to 

the regular unit to participate. This would increase the numbers of 

available patients as well as amplify the heterogeneity of the sample. 

2. Replicate the study in a private institution where length of 

stay is controlled more in the interest of cost containment to assess 

whether or not a comparison group of patients perceives progress to the 

same degree. 

3. Heightened surveillance must be achieved to lessen attrition. 

It may be that additional data collectors could be trained to adminis

ter the MPP and the HREI. Open questions would be omitted unless taped 

responses could be analyzed. 

4. The sample criteria need to include the critical care unit 

admissions, as mentioned, a minimum length of stay of three days, and 

at least one day span between interviews. More sophisticated statis

tical analysis could be performed with a larger sample size. A more 

accurate appraisal of the model may result. 

5. Restructure the print and grid format of the HREI to enhance 

readiability. The verbiage must be left intact through another testing 

to see if structural modifications enhance the reliability. 
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The MPP needs to have the descriptors of its positive and 

negative poles changed so as not to confuse the patients with double 

negatives. Item analysis from the matrices needs to be evaluated to 

strengthen items within scales. The Prognosis and Hope Subscale needs 

special attention to items and reconstruction. 

6. Further exploratory research is warranted to ascertain the 

patient's perceptions of discreet contributors to physical and psycho

logical changes. It may be that nursing will have to rely on objective 

assessments of persons who are progressing to better describe these 

components and categorize them. 

7. Further exploratory research is needed to evaluate the 

patient's value of role involvement and the relationship to his 

awareness of his progress. 

Summary 

This chapter has discussed the findings as they relate to the 

conceptual model. The conclusions, implications, and limitations of the 

study and suggestions for further research have been presented. 
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T H E  U N I V E R S I T Y  O F  A R I Z O N A  
T U C S O N ,  A R I Z O N A  8 5 7 2 1  

C O L L E G E  O F  N U R S I N G  

MEMORANDUM 

TO: Kathy Enyart, BSN, RN 
Graduate Student 
College of Nursing 

FROM: Ada Sue Hinshaw, PhD, RN 
Director of Research 

Katherine Young, PhD, RN 
Chairman, Research Committee 

DATE: May 29, 1985 

RE: Human Subjects Review: Markers of Patient Progress 
During Hospitalization 

Your project has been reviewed and approved as exempt from University 
review by the College of Nursing Ethical Review Subcommittee of the 
Research Committee and the Director of Research. A consent form with 
subject signature is not required for projects exempt from full 
University review. Please use only a disclaimer format for subjects 
to read before giving their oral consent to the research. The Human 
Subjects Project Approval Form is filed in the office of the Director 
of Research if you need access to it. 

We wish you a valuable and stimulating experience with your research. 

ASH/fp 



APPENDIX B 

DISCLAIMER FORM 

58 



59 

Disclaimer 

Project Title: Markers of Patient Progress During Hospitalization 

The purpose of the study is to describe the physical and psy
chological markers of patient progress during hospitalization from the 
perspective of the patient that promote the patient's progress toward 
discharge. 

You are being asked to voluntarily answer some questions for 
discussion and on two questionnaires as you are admitted to and 
discharged from the hospital. By responding to the questions you will 
be giving your consent to participate in the study. Your name is not on 
the questionnaire so you will not be identified. You may answer some or 
all of the questions. You will also be asked to complete some of the 
same or similar questions before you leave the hospital. About thirty 
minutes of your time will be required for each session. Whatever you 
choose to answer will not affect your care in any way. There are no 
risks to your participation in the study. You may withdraw at any time. 

Thank you for your participation. 

Sincerely, 

Kathy Enyart 
Graduate Student 
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Demographic Data Form 

Patient Number Admission Date 

Age Interim Date 

Sex Discharge Date Total days 

Primary Diagnosis 1 

Secondary Diagnoses 1. 

2 

3 

4 

5 

Admission Questions: 

1. Why is it that you have come to the hospital? 

2. What is your greatest concern while you are here? 

3. How much do you feel able to do for yourself right now? 

4. Who do you expect will be most important in helping you get better? 

Discharge Questions 

1. What has changed here that makes you ready to go home? 

2. What was the greatest problem taken care of while you were here? 

3. How able are you to care for yourself now? 

4. Who helped you the most to recover? 
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The Health Role Expectations Index 

Please indicate the degree to which you agree with each of the 
following statements. 

1. The influence that physicians have over patients insures 
effective care. 

2. A nurse's decisions in giving patient care should be based 
prioarily on the responsibilities outlined to the nurse by 
hospital authorities and phy~icians. 

3. Since most patients don't really want to know the risks 
involved with their treatment, they should trust their 
physician's judgment. 

4. Nurses should not discuss treatment risks and alternatives 
with their patients unless they first secure the physician's 
consent. 

5. The physician should have the primary responsibility for 
initiating changes in health care delivery. 

6. It is alnost impossible to explain an illness to a patient 
without using oedical terminology. 

7. People who want to see their medical records should usually 
be discouraged froo doing so. 

8. When a physician and patient disagree about healt~ care 
approaches, responsibility for making the final decision 
should lie with the physician. 

9. Physicians should consider attention to a patient's 
enotional needs as part of their ~edic~l responsibility. 

10. Most people who use health care services are not capable of 
uncerst~nding specifics about their di~ease and tre~tment. 

11. Nurses should assume greater responsibi~ity in the dcter
nin~ti o~ and delivery of health care. 

12. ~icst pe ::Jr'le ca:1 n.:::ke effect:\·e decisicr:s .:1bout their he~lth 
care i~ spite of the conplexity of heal:h issues. 

13. Co~sid~ring their training and role in he.:1ltl1 care, physici~ns 
should co::::::and hig~1e r prestige a~d st~tus t lla:1 nurses. 

1~. Effective delivery of health care is dependent upon physici.:1ns 
having <lut!:ority over the health c.::1re tl!am. 

15. If a p~ysician and a nurse were k~ow~ to be equally c.::1p ~bl~ 
of tre.1ti n;; .::1 speci:ic he.:dt h pr ohl~::: . care by t he physici.:m 
~cu ld be prcicr~blc. 

16. The nur·;c•'s I.!Ssc:1::ial r ole in hcJ~t :\ c•=-~ sl1cttlJ be to 
c .::1 r r y o u ~ c 11..: t r c a t ::: l! n t p H• £ L.l ::-. s c s t .J '.: : .:. s ! H: J b ~· p !-,:; s i c L1 n s . 
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Weiss & Davis, 1983 
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Markers of Patient Progress 

Directions: Please read each line carefully. Then, place a mark through 
the line at the point that fits the way you are feeling today about 
your condition. To help you decide where to place your mark there are 
words that describe the best you may feel on the right, or the worst 
you may feel on the left. You may place your mark anywhere along the 
line. An example is shown first. 

Example: I like ice cream 

not at all very much 

Admission Questions 
/ 

1. Physically I feel: 

not well very well 
at all 

2. Psychologically I feel: 

not well very well 
at all 

3. It was my decision to come to the hospital. 

not at all completely 

4. It was my family's decision for me to cane to the hospital. 

not at all completely 

5. It was my doctor's decision for me to come to the hospital. 

not at all completely 

6. I feel that I will have input into my case. 

not at all completely 

7. I feel that I have control over my condition. 

not at all completely 

8. I feel unable to manage my signs and symptoms at home. 

not at all completely 
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I feel unable to care for myself at home. 

not at all completely 

I feel that hospitalization will improve my symptoms. 

not at all completely 

I feel that hospitalization will buy me time. 

not at all completely 

I feel that I need to know more about my condition. 

not at all _ completely 

I feel that the nurses will teach me new things while I am here. 

not at all completely 

I feel that my symptoms are severe. 

not at all completely 

I feel that my symptoms are spreading. 

not at all completely 

I feel that my treatments and medicines no longer help. 

not at all completely 

I feel that my medicines and treatments disrupt my day. 

not at all completely 

I have an estimate of how long it take me to respond to treatment. 

not at all completely 

I feel hopeful about my condition. 

not at all completely 

I feel I will win over my disease. 

not at all . completely 
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Markers of Patient Progress 

Directions: Please read each line carefully. Then, place a mark through 
the line at the point that fits the way you are feeling today about 
your condition. To help you decide where to place your mark there are 
words that describe the bet you may feel on the right or the worst you 
may feel on the left. You may place your mark anywhere on the line. An 
example is shown first. 

Example: I like ice cream 

not at all very much 

Discharge Questions 

1. Physically I feel: 

not well very well 
at all 

2. Psychologically I feel: 

not well very well 
at all 

3. It is my decision to leave the hospital. 

not at all completely 

4. It is my famiy's decision for me to leave the hospital. 

not at all completely 

5. It is my doctor's decision for me to leave the hospital. 

not at all completely 

6. I feel that I had input into my case. 

not at all completely 

7. I feel that I have had control over my condition. 

not at all completely 

8. I feel able to manage my signs and symptoms at home. 

not at all completely 
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I feel able to care for myself at home. 

not at all completely 

I feel that hospitalization has improved by symptoms. 

not at all completely 

I feel that hospitalization has given me extra time. 

not at all completely 

I feel that I know more about my condition now. 

not at all completely 

I feel that the nurses taught me new things while I was here. 

not at all completely 

I feel that my symptoms are unnoticeable. 

not at all completely 

I feel that my symptoms are not spreading. 

not at all completely 

I feel that my treatments and medicines have helped. 

not at all completely 

I feel that my treatments and medicines are a part of my normal 
day. 

not at all completely 

I felt that I had a prompt response to treatment. 

not at all completely 

I feel hopeful about my condition. 

not at all completely 

I feel I will win over my disease. 

not at all completely 
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