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ABSTRACT 

Nurses and patients perceptions of the importance 

of nursing activities performed in the ambulatory oncology 

setting may vary considerably. Lack of agreement regarding 

the importance of these activities may reflect on the 

degree of patient satisfaction with nursing care. The 

purpose of this study was to investigate the relationship 

between nurse-patient agreement regarding oncology nursing 

activities and patient satisfaction with the nursing care 

provided. 

A descriptive study was designed utilizing the 

Oncology Nursing activities Scale and the Risser Patient 

Satisfaction Scale. Eleven nurses working in the ambulatory 

oncology setting participated with 37 cancer patients 

who were receiving chemotherapy. The results indicated 

that although nurse-patient agreement regarding oncology 

nursing activities was only modest, levels of patient 

satisfaction were high. Discussion of the results and 

limitations are presented. 

viii 



CHAPTER 1 

INTRODUCTION 

The purpose of this study was to investigate the 

relationship of patient satisfaction with nurse-patient 

agreement regarding the importance of selected nursing 

activities in the ambulatory oncology setting. This 

introduction includes a review of the impact of cancer 

on the individual, a problem statement and the significance 

of that problem. 

For the purpose of discussion, cancer's impact 

was divided into physiological and psychological stressors. 

In reality, such a clear distinction does not exist. 

The stressors interact resulting in a combined effect 

on the cancer patient. 

Physiologically, subtle body changes may have 

been taking place for some time prior to an individual 

actually seeking medical attention and diagnosis. In 

some cases, this time span is associated with a "preclinical 

premonition", (i.e., by the time the individual seeks 

diagnosis, he is fairly sure he has cancer [Weisman, 1979]. 

Some of the early symptoms may have been included in one 

of the seven warning signs as published by the American 

Cancer Society. Although the initial physiological impact 
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of cancer varies with the tumor type, the more common 

early changes include weight loss, unexplained fatigue, 

loss of appetite and bloating or pain. Usually, these 

produce an overall decrease in the individual's stamina 

varying with symptom duration. 

At this point, a discussion of cancer's impact, 

the exhaustive tests and possible surgery required for 

diagnosis and staging have been included. Physically, 

this can be very taxing and is frequently followed by 

the initiation of treatment which compounds the physical 

strain. Compliance with complicated treatment protocols, 

tolerance, management of treatment side effects and 

follow-up response assessment testing are just some of 

the tasks expected of the patient by oncology health care 

providers-

Although the drugs used in chemotherapy are 

generally much more selective for malignant cells, they 

are not without their effect on normal cells [Dorr, 1980]. 

The hematopoietic,, gastrointestinal, neurological and 

integumentary systems are those most commonly affected. 

The drug impact on the body is quite profound such as 

in the case of debilitating nausea and vomiting which 

follows the administration of Cis-Platinum, or bone marrow 

suppression subsequent to combination chemotherapy. Nausea 

and vomiting, fatigue, change of taste with diminished 
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appetite and weight loss are a few of the physical changes 

experienced as a result of cancer and its treatment. 

The physiological impact of cancer changes as the tumor 

responds to treatment or progresses. The overall effect 

is generally one of a severe tax on the individual's 

physical strength. The concept of stamina is so important 

in oncology that a score (Karnofsky score) or performance 

status measurement is frequently made on each clinic visit. 

In some cases the performance status has been correlated 

with the likelihood of achieving a response- These scores 

are indicative of the individual's capacity to perform 

his daily living activities. 

Obviously, the impact of cancer is not limited 

to the signs and symptoms of disease, but includes the 

person's entire framework of living. His psychological 

equilibrium, community and family relationships are 

disrupted as well as his innermost spiritual being 

threatened. BonnerHuszar found that cancer disrupts many 

activities of daily living and that anxiety, loss of self 

esteem and altered defense mechanisms characterize those 

with cancer [Bonner-Huszar, 1979]. 

Concerns of cancer patients center around issues 

of health care and service, work and finances, family 

and symptom control [Weisman, 1979]. After extensive 

work with cancer patients, Weisman concluded that the 
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psychosocial impact of this disease, seen as individual 

concerns, varied with the time from diagnosis. Certain 

concerns were more prominent immediately following diagnosis 

while others appear at times of ongoing treatment, relapse, 

or impending death. He compared these changes to the 

staging process and developed a model for psychosocial 

phasing of the cancer patient. The four phases correspond 

with the typical problems associated with disease 

progression and with the concepts of cure, surveillance, 

control and care [Weisman, 1979]-

Phase I is termed the "Existential Plight" and 

encompasses that period immediately following diagnosis-

It is depicted by an almost overwhelming concern with 

thoughts of life and death. According to Weisman [1976], 

this initial phase occurs across disease site and prognosis. 

Preoccupation with thoughts of life and death interfere 

with the person's interpretation and response to his 

environment. As well as threatening life, cancer and 

its treatment interfere with the normal, expected parenting 

practices, sexuality, social interests, and intellectual 

abilities to further reduce energy, morale, endurance 

and daily coping behaviors [Weisman, 1976]. 

Phase II is characterized by accommodation and 

mitigation. It corresponds to the individual's attempt 

to create some sort of stability in coping with his disease 

and ongoing treatment. 
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Phase III is termed "Recurrence and Relapse", 

and Phase IV, "Deterioration and Decline". These phases 

further describe concerns and behavior corresponding with 

progressive disease. Recently, cancer patients have added 

an additional category to Weisman's three phases. The 

phase of surviving is characterized by uncertainty and 

fear of relapse. The needs of this group need further 

exploration research. 

The above phases are similar to work done by Gordon 

[1979] who found that newly diagnosed cancer patients 

were most concerned about their disease. With time, 

concerns broadened to include physical discomfort, financial 

problems, mobility, family and social problems, negative 

effect and body image. 

The impact of cancer is not limited to the patient. 

His family or significant others feel the impact of this 

disease. Immediately following diagnosis, the family 

may begin to grieve. For them, the period from diagnosis 

to treatment is also characterized by fear and uncertainty. 

Changes in role, job and lifestyle produce structural 

upheaval in the family, thereby threatening its integrity. 

The necessary reorganization of roles and accompanying 

uncertainty tax the patient and family [Welch, 1979]. 

This requires new coping skills with the identification 

of additional support mechanisms. 
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In conclusion, the impact of cancer may be viewed 

as an energy depleting interaction between the physical 

and psychosocial demands of the disease and treatment. 

This creates special needs and requires ongoing adjustment 

on the part of the patient and family. Oncology nurses 

play an important role throughout the four phases of the 

disease in helping patients cope both physically and 

psychologically with the adjustment process. A key to 

performing this role is a clear understanding of patient 

needs, the relative importance of those needs for the 

patient and suitable nursing activities which meet them 

and satisfy the patient. A more clear definition of which 

needs are most important to the cancer patient would be 

a contribution to oncology nursing. 

Statement of the Problem 

Health care in this society takes place within 

a vast network of interpersonal relationships [Whiting, 

1955]. The outcome of health care is disease prevention, 

health maintenance and health restoration. Achievement 

of these goals requires a clear perceptual agreement within 

the network of the goals of each member- For the patient, 

perceptual agreement regarding needs, care, and goals 

of care is vital to his understanding and cooperation 

with health care plans and ultimately, satisfaction with 

the care provided. As the perceptual disparity between 
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the health care provider, for example, the nurse, and 

the patient increases, patient satisfaction with care 

decreases [Roberts, 1982]. 

There are any number of complex reasons for the 

perceptual differences between nurses and patients. 

Perception is a function of the senses. Multiple modes 

of communications, such as hearing, feeling, smelling, 

and touching, along with the nonverbal language of gestures, 

environment, cultural and social referrents form 

perceptions. It is a physiological function based on 

the senses with cultural and environmsntal limits 

[Swansberg, 1982]-

Nurses * and patients' perception of the importance 

of nursing activities may be as different as their varied 

past experiences- Nurses form their perceptions based 

on a complex interaction between assessment skills, 

specialized knowledge and individual judgement- Patient 

perception of the identical situations may vary considerably 

from that of the nurse. Nursing activities perceived 

by oncology patients as important may not be those viewed 

as important by the oncology nurse- This lack of agreement 

results in nurses performing activities which do not meet 

those needs which the patient may knowingly or unknowingly 

feels are important- The result is a lack of satisfaction 

with the nursing care provided-
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In the clinical setting, nurses with their past 

experience, knowledge of physiological and disease 

processes, drug actions and social sciences may perceive 

patient needs inaccurately. Two studies comparing nurses' 

and patients' perceptions of the educational needs of 

two different groups of patients lends support to the 

idea of misperception of patient needs [Goddard and Powers, 

1982; Lauer et. al., 1982]. In Goddard's study, 

hemodialysis nurses and patients did not agree on the 

importance of different educational categories. Nurses 

rcr^ked the categories of diet and fluid, blood pressure, 

infection prevention and fistula care as significantly 

more important than did the patients. To patients, the 

categories of fistula injury and avoidance of infection 

were most important [Goddard, 1982]. This demonstrated 

the different mind set of the nurse and the patient in 

a clinical relationship. 

Similarly, Lauer [1982] found differences between 

the perceptions of oncology patients and nurses caring 

for oncology patients on an inpatient, medical-surgical 

unit regarding the importance of informational items. 

Nurses perceived "availability of financial assistance" 

as the most important informational item to oncology 

patients, while knowing the diagnosis and related 

information was the most important item to the patient. 

Regarding chemotherapy, patients felt knowing the purpose 



of medication was most important and nurses felt minimizing 

side effects was the most important. Rank ordering six 

content areas as to how problematic each was, nurses ranked 

dealing with feelings as most troublesome, but patients 

ranked this as fifth most troublesome. To them, minimizing 

side effects was most problematic. These findings 

illustrated perceptual disparities between nurses and 

patients. To the extent that patient satisfaction with 

nursing care is dependent on mutual perceptions, nursing 

actions based on misperceptions would not satisfy patients. 

Two older studies have demonstrated that nurses 

may interpret patient needs in light of their own needs 

[Whiting, 1955; White, 1965]. Whiting found statistically 

significant differences between nurses and patients 

regarding the importance of nursing medication activities. 

His study demonstrated the subtle differences between 

the nurses' and patients' needs in their relationship. 

The patient experienced pain, discomfort and anxiety with 

his disease or hospitalization and valued those nursing 

activities that were most likely to reduce his discomfort. 

The nurses' needs differed and may have included the 

psychological need to help someone interacting with past 

experience and education including knowledge of the medical 

and social sciences. Nursing assessment was made in light 

of many different factors and varied considerably from 

that of the patient [whiting, 1955]. 
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Similarly, White [1965] investigated patient and 

nurse agreement regarding the importance of selected nursing 

activities on a general medical-surgical hospital unit. 

Her findings revealed that patients valued those nursing 

activities that promoted hygiene and comfort more highly 

than did the nurses. The nurses however, underrated the 

•importance of physical activities and placed more emphasis 

on the psychological aspects of care. 

In discussing the results. White felt that perhaps 

the focus of nursing school curricula had placed so much 

emphasis on psychosocial issues that practicing nurses 

failed to identify the importance of basic: comfort measures. 

Whihe pointed out that because nurses identified 

psy.'jhosocial needs as more important did not mean they 

had satisfied patient needs in this area. 

Nehemkis, Gerber and Charter, [1984] found 

discrepancies in patient and staff evaluation of the impact 

of cancer. Staff overrated the importance of pain and 

undervalued the impact on activities of daily living. 

Keith and Castles, [1972] in comparing expected 

and observed nursing behavior in the care of the terminally 

ill, found that while nurses tended to endorse "expressive" 

or "supportive" behavior they were likely to identify 

observed behavior as instrumental. Thus, there was a 

discrepancy between activities perceived as important 

by nurses and those actually performed. In this study. 
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terminal patients did not perceive personalized and 

supportive care as "primary factors" of care. 

It seems possible that misperceptions are likely 

between nurses and patients in the ambulatory oncology 

setting. Divergent social and educational backgrounds 

make it unlikely that the two groups might perceive patient 

needs the same. Misperceptions, in turn, are more likely 

to interfere with satisfaction with nursing care. 

Significance of the Problem 

In 1986 approximately 930,000 people will be 

diagnosed as having cancer. Of these, 462,000 will die 

of the di>,ease. 48% will be alive five years after the 

initial diagnosis [American Cancer Society, 1983]. 

Multi-modality treatment, combination chemotherapy and 

new drugs have improved the survival time and quality 

ct life. 

This has changed the status of cancer from an 

acute to a chronic disease- Oncology specialties have 

promoted outpatient treatment of cancer. This, along 

with government regulations dictating acceptable admission 

categories for prospective discharge time will further 

impact where chronically ill cancer patients receive their 

treatment. 

The needs of this group of outpatients are special. 

Little is known about them as only sparse research has 
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been conducted in the ambulatory setting. Those needs 

of the general, hospitalized patient may not apply to 

the cancer patient in the ambulatory area. Therefore, 

an investigation of the outpatient oncology patient's 

needs was warranted. 

In addition to specialized needs, Roberts [1982] 

suggested that patients abide by a special role. They 

communicate only information which they feel is acceptable 

for that patient role. Roberts stated that patients do 

not communicate what they perceive as irrevelant, 

uncomfortable or not resolvable by nursing intervention. 

Skipper [1965] stated that this lack of communication 

between the patient and the health care provider was the 

cause of misperception. He stated that as communications 

between hospital workers and patients decreased there 

was an increased likelihood that workers would misperceive 

the needs of their patients. A similar situation exists 

in the outpatient setting. Nurse-patient contact is limited 

to the administration of chemotherapy once every three 

weeks. The opportunity for poor or superficial 

communication of the type the patient feels is acceptable 

is heightened. Oncology nurses may be performing activities 

on the basis of little understanding of actual patient 

perceptions of needs. Also, they may utilize knowledge 

that is not applicable to the ambulatory oncology setting. 
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The risk of patient dissatisfaction with such nursing 

care is increased. 

Provision of support has become a cornerstone 

of professional nursing. Most courses in the nursing 

school curriculum deal with this aspect of nursing care. 

Johnson and Martin [1965] point out nursings' acceptance 

by nursing of the expressive functions in the 

doctor-nursepatient social system. The primary functions 

of the doctor are instrumental (technical), while those 

of the nurse are expressive. Nursing activities promote 

comfort through physical actions, attitudes and support. 

According to Johnson and Martin [1965] the assumption 

of the expressive role by nursing permits increased 

professional autonomy independent of medicine. 

The concepts of comfort and support receive 

considerable attention in oncology nursing literature. 

Begg-Marino [1981] stated that the primary function of 

oncology nursing is to provide support. Support unites 

all oncology nursing activities. It may be physical or 

psychological and is in sharp contrast to the cure 

activities of the physician. What is meant by physical 

comfort is well defined but that of psychological support 

or comfort is not. There is a need in oncology nursing 

and the health care field in general to further define 

the support concept [Gardner, 1979]. Peteet [1982] pointed 

out that in searching for a simple definition of support. 
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the concept has become generalized and has been misused. 

White [1972] referred to the same problem in the discussion 

of her findings of the importance of selected nursing 

activities. 

Several important nursing studies relate to the 

support concept. Young-Brockopp [1982] investigated the 

area of emotional needs of oncology patients. Her findings 

indicated that oncology patients wanted hope (not just 

for cure) and honesty when dealing with their disease. 

The need to discuss death and dying issues and emotions 

was not perceived as .important by this group of patients. 

This is in sharp contrast to the needs emphasized in nursing 

college classes or the oncology nursing literature. 

Welch [1982] investigated the nursing activities 

family members of terminally ill cancer patients found 

most helpful to them. Results of this study contradict 

the literature which states that the care of the patient 

necessarily includes the entire family. This is not what 

the grieving family expected or wanted. Rather, family 

members identified nursing activities that provided direct 

care for their loved one as the most helpful. 

Hampe [1975] identified eight needs of the grieving 

spouse. Nurses were perceived as most helpful when they 

delivered physical care and performed comfort measures 

for the terminally ill spouse. In Hampe's study an 

identified need did not mean that the nurses satisfied 
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that need, but only that it was identified as such. The 

subjects did not expect nurses to provide emotional support 

for their spouses or themselves nor did they recognize 

it as having been given. 

Similarly, Freihofer and Feldon [1976] and Welch 

[1981] described the most helpful nursing behaviors as 

those directed toward provi.ding comfort and ease of 

suffering as identified by the family member of the 

terminally ill. Least important nursing behaviors were 

those commonly thought of as "supportive". Included were 

items such as "cry with me", "hold my hand', "help me 

to understand what the loss of the patient will mean to 

me" and "encourage me to cry". Welch found family anxiety 

decreased when members perceived their loved one as 

recieving the best possible nursing care in terms of eased 

suffering [Welch, 1981]. In another study, Irwin and 

Meier [1973] found items generally termed supportive in 

the literature were rated very low in supportive value 

by their respondents. 

In the acute care setting the nurse is in the 

ideal position to assess the patient's reactions to 

hospitalization [Dumas, 1965]- To best meet patient needs, 

accurate assessment of the patient's situation must be 

made. This must be highly individualized to determine 

and perform satisfying nursing behaviors that meet patient 

needs. 



16 

Some studies have indicated that nurses and other 

health care providers do not always assess the affective 

states of patients accurately [Derogatis, 1976; Jennings 

and Mulenkamp, 1981; Husted and Johnson, 1985]. In 

measuring anxiety, hostility and depression of oncology 

patients, using two instruments, Jennings and Mulenkamp 

found that caregivers evaluated the patients as feeling 

significantly worse than reported by the patients and 

the assessed level of patient depression. Also, older 

oncology patients were viewed as being less depressed 

than younger patients-

Derogatis, et. al. [1976] focused on the level 

of agreement between primary physicians and their cancer 

patients in the perception of psychological distress. 

As physician estimates of distress rose they tended to 

rate the patient significantly higher on dimensions of 

anxiety and interpersonal sensitivity and lower on 

depression. There was no significant relationship between 

performance status and psychological symptoms, although 

there was a positive correlation between prognosis and 

depressive symptoms. 

These studies have implications for this research 

as similar misperceptions between the oncology nurse and 

his patient in the ambulatory setting were be expected. 

The outcome of patient dissatisfaction with nursing care 

seems reasonable. Scientific evidence of which nursing 
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activities patients feel are most important and areas 

of misperception between nurses and patients would 

contribute to the oncology nursing knowledge base and 

hopefully increase patient satisfaction with nursing care. 

Purpose of the Study 

The purpose of this study was to investigate the 

relationship between patient satisfaction and nurse-patient 

agreement regarding important nursing activities. The 

study focused on cancer patients who were receiving nursing 

care in the ambulatory oncology setting. The previously 

mentioned studies have generally dealt with non-oncology 

patients or with oncology patients in the inpatient setting. 

None have specifically addressed the relationships to 

be investigated in this study-

Summary 

This chapter has introduced the topic of perceptual 

differences in need assessment between patients and nurses. 

The relationship between their perceptions and accurate 

need assessment has been stressed. The literature in 

the area has been reviewed and summarized. The degree 

of generalization of findings from the literature and 

other studies to the ambulatory, oncology patient and 

how need agreement affect patient satisfaction remains 

unanswered. 



CHAPTER 2 

CONCEPTUAL FRAMEWORK 

INTRODUCTION 

The conceptual framework for this study is a series 

of abstractions linked together by virtue of their 

relationship to a common theme. In contrast to those 

relationships of a theory, these are not as formal or 

as well developed [Polit, 1978]. This chapter describes 

the relationship between two major concepts; nurse-patient 

agreement and patient satisfaction-

Figure 1 depicts the relationship between 

nurse-patient agreement and patient satisfaction as used 

in this study. The patient's perception of nursing care 

needed and the nurse's perception of the same, form the 

agreement of the care needed. Although perceptions form 

the agreement, they do not cause it. Nurse-patient 

agreement is positively related to the outcome of patient 

satisfaction (Figure 1.) 

Patient needs were operationalized with the Oncology Nursing 

Activities Scale. Using a Likert format, this scale allowed 

the nurse and patient to rate the importance of each nursing 

activity. Patient-rated important activities were 

interpreted as a reflection of the patient's perception 

18 
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of his needs. The same would apply to those items rated 

important by the nurse. Patient satisfaction was 

operationalized by the Risser Patient Satisfaction Scale. 

In this model it was important to clarify that 

nurse-patient agreement of important oncology nursing 

activities was not equivalent to their performance. As 

in work by Keith [1972] and White [1972], stated important 

behaviors were not equivalent to actual performance, nor 

did it mean that these activities were performed more 

frequently than those activities rated as less important. 

Definition of Major Concepts 

In this study, nurse-patient agreement and patient 

satisfaction with nursing care were the two major concepts. 

Based on the literature review and for the purpose of 

the study, agreement was defined as a consensus between 

the patient and the nurse regarding the importance of 

nursing activities as indexed by the Oncology Nursing 

Activities Scale. 

Patient satisfaction with nursing care was defined 

as the outcome agreement between the nurse and patient 

and was operationalized with the Risser Patient Satisfaction 

Scale. 
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Relationship of Agreement to Satisfaction 

In an attempt to develop a theory of patient 

satisfaction, Lender-Pelz [1982] reviewed the sociological 

and social psychological literature. That which seemed 

most pertinent to patient satisfaction was in the area 

of job satisfaction. It was characterized as an "affective 

response", the antecedent elements of which were various 

individual perceptions and attitudes. Satisfaction was 

the result of some interrelationship or discrepancy 

relationship among the antecedent elements. From this 

work, Lender-Pelz developed five antecedent variables 

determining patient satisfaction. They are: expectations 

(perceptions), values (attitudes), entitlement (perception), 

occurences (perceptions) and interpersonal comparisons 

(perceptions). 

The perceptions of any given nurse and patient, 

embodied in the five types of antecedent elements described 

above were likely to be different. The cultural, 

physiological, educational and psychological makeup of 

the nurse and the patient were different in any patient 

care relationship. This perceptual discrepancy was 

cperationalized as a lack of agreement between nurse and 

patient dissatisfaction. This was expressed in one of 
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the six hypotheses formulated by Lender-Pelz regarding 

patient satisfaction. The fifth hypothesis states: 

A combination of positive expectations and positive 
perceived occurrences will yield the highest 
satisfaction scores while positive expectation 
and negative occurrences will result in the lowest 
satisfaction scores. Satisfaction occurs as a 
result of interactions among expectation, values 
and occurrences [Lender-Pelz, 1982]. 

In relation to nursing activities, those felt 

to be important by the patient and not the nurse {and 

therefore not performed) may lead to negative occurrences 

and result in dissatisfaction with nursing care. 

In laboratory studies on ischemic pain Johnson 

[1975] tested the hypothesis that congruency between 

experienced and actual sensations reduced the level distress 

to a threatening experience. Subjects given preparatory 

information regarding the sensations to be expected when 

arm ischemia was produced by a tourniquet reported lower 

distress levels than the group given procedural information. 

Importantly, the experiment showed that subjects could 

rate intensity of the pain separately from the distress 

of it. 

Similarly, in the clinical setting, Johnson showed 

that patients who had received a sensation message as 

opposed to a procedure message regarding endoscopy 

demonstrated significantly fewer signs of tension during 

tube passage. Preparatory information resulted in a reduced 
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emotional response. In both studies congruency between 

the expected and actual distress was more important in 

distress reduction than procedural information. 

The premise of Johnson's hypothesis that congruency 

between expected and actual sensations reduce distress 

was extrapolated to this project. That is, nurse-patient 

agreement would result in higher levels of patient 

satisfaction with nursing care (Figure 1). 

Lack of agreement between nurses and patients 

that resulted in dissatisfaction with nursing care was 

demonstrated in Atwood's [1979] exploratory study of the 

needs of the terminally ill as seen by the nurse and the 

patient's family For this group of patients, nurses thought 

certain needs, such as prevention of pressure sores, as 

more important than other patient needs such as nutrition. 

They engaged in nursing activities to meet these needs 

to the neglect of other care activities. Atwood coined 

the term "selective neglect" to describe the process. 

There was not an agreement between the nurse and the family 

as to the importance of the nursing care activities. 

According to Atwood [1979], this was not satisfactory 

to some families. 

Previously mentioned nursing studies have outlined 

the perceptual differences between nurses and their patients 

which could affect nursing care. None have directly linked 
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nurse-patient agreement with patient satisfaction as 

proposed in this conceptual framework. 

In an attempt to validate the need for primary-

nursing care, studies have been conducted in the area 

of patient satisfaction. In Mayer's [1982] study of primary 

nursing, most patients who were able to identify their 

primary nurse were generally satisfied with the overall 

nursing care provided. Using the Risser Patient 

Satisfaction Scale, Ventura found no difference in the 

level of patient satisfaction between patients on primary 

care nursing units and those on team led nursing units 

[Ventura, 1982]. 

Another approach to patient satisfaction has been 

through that of the consumer satisfaction. Rising [1975], 

in a study of consumers of a nurse-midwife program found 

evidence of consumer dissatisfaction. While the health 

care providers felt consumer needs were met, this was 

not the opinion of the clients. 

One consumer of oncology nursing care related 

the consistent failure on the part of health care providers 

to promote a comfortable, caring environment in which 

the patient's total needs were considered. On multiple 

hospital admissions this patient felt her needs for 

psychological support, education, autonomy and control 

were consistently neglected, [Kaplan, 1983]. Consumer 
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dissatisfaction may indicate that a lack of agreement 

resulted in dissatisfaction with the care provided. 

Swansberg [1982] points out that the consumer's 

perception of nursing care is related to his image of 

nursing. This is similar to the work of Hinshaw and Oakes 

[1978] who found that among doctors, clients and nurses, 

each group expressed differences in the importance of 

certain nursing characteristics as evidence of quality 

nursing. This was seen as a reflection of the different 

role expectations each group held for the nurse. Behaviours 

that were most important to the nurse varied from those 

the patient believed were most important for quality care. 

Tagliocozzo [1965], pointed out that 68 percent 

of the patients in her . study did not express their needs. 

Fear of not being a "good patient" was responsible for 

this result. The patient felt obligated to be a "good" 

patient. Tagliocozzo felt insecurity prevented patient 

communication of nursing care behaviours were important 

to him. Patients, for whatever reason, felt that needs 

stemmed only from the physical realm. Emotional problems 

were not be shared and were be left to the individual 

to address. 

The majority of work regarding patient needs has 

taken place in the hospital. Little is known about which 

nursing care activities are most important to the client 
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in the ambulatory setting. Verran [1981] has conceptualized 

seven domains of ambulatory nursing care. Berger [1983] 

using Verran's taxonomy of ambulatory nursing care 

activities, studied which of these were most important 

from the perspective of the ambulatory medical-surgical 

patient. Study findings indicated a slight trend among 

the patients to support nursing activities that involve 

direct care and are more technical and traditional. The 

nursing need of ambulatory patients receiving chemotherapy 

has remained unmeasured. Their needs may be quite different 

from the general medical or surgical patient in light 

of their disease, prognosis and treatment. 

Summary 

In summary, nurse and patient agreement as to 

the importance of nursing activities is reflected in the 

needs of the patient. This requires accurate assessment 

on the part of the nurse and perception of needs from 

the patient's veiwpoint. Agreement was positively related 

to the outcome of patient satisfaction. The focus of 

this study included the areas of need agreement and the 

relationship of agreement to patient satisfaction in the 

ambulatory oncology clinic. 



CHAPTER 3 

METHODOLOGY 

Chapter three is devoted to the methodological 

considerations of the study. Included are the following 

topics: study design, sample, human subject protection, 

instruments of data collection, methods of data collection, 

data analysis and operational definitions. 

Study Design 

The design of this study was descriptive in nature. 

There has been a modest amount of nursing research in 

the area of need agreement but none exploring the 

relationship in the ambulatory oncology setting. As a 

descriptive study, an attempt was made to assess the 

relationship between patient satisfaction and the levels 

of agreement between oncology nurses and their respective 

patients regarding the importance of selected nursing 

activities. A newly developed instrument of oncology 

nursing activities was used and data was collected from 

nurses and patients to estimate levels of agreement 

(Appendix A). The Risser Patient Satisfaction Scale was 

used to estimate patient satisfaction with nursing care 

(Appendix B). 

27 
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This research proposal was approved by the Ethical 

Review Coimnittee of the University of Arizona College 

of Nursing, and all private practicing oncologists- Prior 

to participation in the study, the purpose, confidentiality 

and freedom to withdraw were clearly explained to all 

nurse and patient subjects. Separate nurse and patient 

disclaimers, as seen in Appendix A and Appendix B were 

read by the appropriate subject prior to participation. 

Sample 

This study was conducted in the office of several 

medical oncologists. Each office was dedicated strictly 

to the practice of oncology and hematology. 

A convenience sample of 37 oncology patients and 

eleven oncology nurses was obtained. Each nurse was 

requested to select four oncology patients. Due to 

circumstances some nurses participated with less than 

the requested four patients. A fact sheet for selection 

was provided (Appendix E). Nurses completed the Oncology 

Nursing Activities Scale (ONAS) while patients completed 

both the ONAS and Patient Satisfaction Scale (PSS). Each 

nurse and patient questionnaires were coded to correspond 

for data analysis. Patients returned them in envelopes 

to ensure confidentiality. 
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To be included, all patients had to meet the 

following criteria: 

1. A pathological diagnosis of cancer. 

2. Were currently receiving systemic, cytotoxic, intravenous 

chemotherapy for a minimum of three courses of treatment. 

3. Had a life expectancy of at least six months. 

4. Were well enough to participate in the study. 

5. Able to read and understand English. 

6. Alert and oriented. 

Excluded patients were: 

1. Those patients with blood dyscrasias who were being 

treated with chemotherapy. 

2. Those who were receiving treatment with biological 

response modifiers, hormones alone, radiotherapy alone 

or steroid therapy alone. 

3. Those who were receiving adjuvant combination chemotherapy 

for breast cancer for three treatments. 

For those categories excluded, it was believed that patient 

needs would vary considerably from those who were receiving 

chemotherapy on an ongoing basis and would interfere with 

sample homogeneity. 

Measurement Instruments 

Three instruments were used to collect data for 

this investigation. Demographic information was obtained 

on each participant and varied for the patient group and 
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the nurse group. For patient's age, sex, diagnosis, marital 

status, treatment, length of time of treatment, length 

of time since diagnosis, Karnofsky score and education 

were the items. Items on the nurse demographic scale 

were: age, sex, education, length of time as a practicing 

R.N. and length of time practicing as an oncology nurse. 

These forms are shown in Appendix C and D. 

The Oncology Nursing Activities Scale (Appendix 

A) was developed by the investigator for the purpose of 

delineating nursing activities most important to the 

oncology patient. Scale items were designed using the 

following sources: the investigator's oncology experience, 

a review of literature, other scales and expert opinion. 

Items within the instrument were divided into three 

subscales which corresponded to and were developed from 

those of the Risser Patient Satisfaction Scale. The 

subscales of nursing activities are: educational 

activities, technical-comfort activities and supportive 

activities. These seem most pertinent to nursing and 

encompass the domain of oncology nursing activities. 

The scale utilizes a five point Likert format. 

It requires the responder (patient or nurse) to estimate 

how important each nursing activity is to the oncology 

patient (either himself as in the patient's case or for 
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the nurse's patient). Inherent in the scale design are 

the following two assumptions: 

1. If a patient recognized an activity as important it 

was a reflection of a patient need-

2. The patient was able to identify those nursing 

activities important to him. 

Critical to the development of any scale is the 

validity of that scale. Does the instrument actually 

measure that which it was intended to measure? There 

are different approaches to addressing validity; one of 

which is to assess content validity. In other words, 

to determine if the content area has been adequately 

represented in the instrument. Are the questions 

representative of all possible questions regarding that 

area of study? 

Generally, in assessing content validity, experts 

in the field study scale items to judge their 

representativeness of the entire content area. In this 

study items were developed by the investigator using the 

sources named above. Upon completion of the scale, with 

items divided into their respective subscales, it was 

submitted to a panel of oncology nurse experts. These 

panel members were all master's prepared nurses with an 

expertise in oncology nursing. All experts had considerable 

oncology experience and three of five were currently working 
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in clinical oncology while the remaining two were employed 

in the academic setting. The panel was asked to evaluate 

the scale on the following five questions: 

1. Are the items meaningful? 

2. Was the relationship to subscale accurate? 

3. Was the wording appropriate? 

4. Was important content omitted? 

5. Was the overall tool the appropriate length? 

Upon return of the questionnaire from panel experts, 

statements and issues were examined for common points 

and scale revisions were made based upon their statements. 

The original scale submitted to the panel of experts is 

included as part of the evaluation tool (Appendix F). 

The revised appears as the Oncology Nursing Activity Scale 

(Appendix A). 

The second tool used was the Risser Patient 

Satisfaction Scale (Appendix B). It was originally 

developed to evaluate nursing care from the perspective 

of patient or consumer satisfaction. Item design stemmed 

from four sources; ambulatory patient interviews, expert 

panel regarding ambulatory care, a review of literature 

and other questionnaires concerned with patient 

satisfaction. The primary source, however, consisted 

of patient responses to interviews and item construction 

phrases used by patients were approximated as closely 
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as possible. The original Risser Scale was designed for 

the ambulatory setting- It was later adjusted to be used 

for the inpatient area [Hinshaw and Atwood, 1982]. 

The Patient Satisfaction Scale has undergone four 

review processes. First, the tool underwent a pretest 

in which items were judged by seven nurses as to content 

and workability. The resultant items were then used to 

conduct a pilot test which involved ten patients. The 

purpose was to elicit reactions to the tool in relation 

to "length, comprehensiveness, pertinence and test 

mechanics" iRisser, 1975]. Following this. Trial I was 

conducted on 78 members of a 150,000 member group health 

cooperative. Spearman-Brown rank order correlation 

coefficients were used to estimate interitem correlations. 

Items with moderate correlation between .30 and .70 were 

used to construct the final scale used in Trial II. This 

scale consisted of 27 items divided among three subscales; 

technical-professional (eight items), educational (eight 

items) and trusting relationship (eleven items). 

Risser employed two measures of reliability. 

Scott's Homogeneity ratio was used to measure the degree 

to which the variance of the scores exceded the "variance 

of uncorrelated items in ratio to the maximum difference 

that would be found if all items were perfectly correlated" 

[Risser, 1975]. 
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Second, Cronbach's alpha was used to obtain 

reliability coefficients for each subscale in Trials I 

and II and also the total score in Trial II. Alpha 

coefficients ranged from .64 (Technical-professional 

subscale. Trial II) to .89 (Trusting subscale. Trial I). 

The total scale coefficient was .91. The reliability 

of all the other subscales was .80 or above. Test-retest 

measurements were not made. 

Content validity of this scale is supported through 

the number of items that were selected from different 

sources, most importantly, patient comments and also the 

application of Reekies taxonomy [Risser, 1975]. The 

positive skewing of scores, similar to findings from other 

patient satisfaction studies provided some evidence of 

construct validity. The Risser Patient Satisfaction Scale 

is presented in Appendix F-

Method of Data Collection 

To initiate this study physicians were contacted 

by letter for permission, to accrue patient and nurse 

subjects and collect data in their facility- Each 

oncologist was given a letter, an abstract copy, the 

Oncology Nursing Activities Scale, Patient Satisfaction 

Scale and both disclaimers. Following physician approval 

the oncology nurse was contacted. The study, selection 

criteria and possible patient subjects were reviewed with 
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each nurse who agreed to participate. Supplementary written 

selection criteria was provided for the nurse. 

The nurse, the key in the selection process, chose 

those patients for whom she was to administer chemotherapy. 

Each nurse was requested to select four different patients 

(total patient sample of 44). Patients were approached 

individually. Five nurses participated with less than 

the designed and requested four patients (3 R.N.'s/3 

patients and 2 R.N.*3/2 patients, with total patient sample 

of 37). There were no unmatched patients and 100% of 

the patient sample- who participated returned the 

questionnaires. 

Patients who fulfilled the necessary criteria 

were approached by the nurse regarding participation in 

the study. The study was explained and the disclaimer 

offered. If the patient agreed, he was given the Oncology 

Nursing Activities Scale to complete followed by the Patient 

Satisfaction Scale. Simultaneously, the nurse participant, 

who administered chemotherapy to that patient completed 

the same Oncology Nursing Activities Scale without 

discussing them with the patient- Ideally all scales 

were to be completed prior to leaving the clinic. However, 

in cases where this was not feasible, patients were allowed 

to return the questionnaires by person or mail. All 

patients were encouraged to return questionnaires in 
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provided envelopes to assure response anonominity. 

Following completion, the scales were returned to the 

investigator and coded into matching nurse-patient sets 

for analysis. 

Analysis of Data 

The analysis of data was accomplished through 

the use of parametric tests. An agreement score regarding 

the importance of selected nursing activities was determined 

by sunraiing the absolute value of the difference between 

nurse and patient ratings for each item. Areas of 

agreement/disagreement were evaluated using descriptive 

statistics. The relationship between nurse-patient 

agreement and patient satisfaction was described by 

correlation procedures between subscales and for total 

scales. In this case Pearsons's Product-Moment Correlation 

Coefficient was used. It provided no evidence of causality 

but rather expressed the direction and strength of the 

relationship between nurse-patient agreement of the 

importance of the activities described and patient 

satisfaction. The level of significance was set at p _£ .05. 

Operational Definitions 

Ambulatory Oncology Care: By this term was meant the 

diagnosis and treatment of any kind of cancer in the 

outpatient setting. This did not require the patient 
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to stay overnight in the hospital and involved physician, 

nurses and ancillary health care workers who planned the 

patient's disease management. 

Nurse-Patient Consensus: Involved was the agreement between 

nurses and patients regarding the importance of selected 

oncology nursing activities. 

Oncology Nurse: This refered to a licensed registered 

nurse with greater than six months experience of working 

with oncology patients in the ambulatory care setting. 

Oncology Pati ent: This described a person with the 

diagnosis of cancer who was receiving systemic, cytotoxic 

chemotherapy in a therapeutic or adjuvant fashion. 

Oncology Nursing Activities: This term refered to the 

nursing activities specific to oncology nursing in the 

ambulatory care setting. Included were: administration 

of chemotherapy, patient education, management of side 

effects, emotional support and the establishment of a 

trusting relationship. 

Patient Satisfaction; The state of decreased patient 

anxiety or arousal subsequent to nursing behaviors which 

the patient expected or felt met his needs. 

Summary 

This study was conducted in ambulatory oncology 

facilities, primarily private offices. Included were 

37 patients with different types and stages of cancer 
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and 11 oncology nurses. The instruments used were the 

Risser Patient Satisfaction Scale and the Oncology Nursing 

Activities Scale- Data analysis was accompanied largely 

through correlational procedures. 



CHAPTER 4 

PRESENTATION AND DATA ANALYSIS 

The results of this study were based on 37 patients 

and 11 nurse respondents. The following pages include 

all the demographic data followed by a presentation of 

the questionnaire data and statistical tests. 

Sample Description 

Patient demographic data on age and sex revealed 

that of the 37 respondents there were greater than twice 

as many female participants as male (Table 1). 

Table 1. Frequencies of Patient Respondents According 
to Sex 

Sex Frequencies Percentage 

Male 11 20-7 

Female 26 70.3 

The patient sample age range was from 24 to 71 

years with a mean age of 53.9 years. The largest number 

of subjects were in the 56-60 age group. For those patients 

almost 50% had been receiving systemic chemotherapy for 

39 
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under 7 months and 75% less than one year. The mean was 

8.5 months of chemotherapy (Table 2). 

Table 2. Age and Months of Chemotherapy for Respondents 

Mean S.D. 

Age 53.9 

Months Chemotherapy 8.5 

11.58 • 

9.3 

A svunmary of the patient educational level is 

presented in Table 3. Greater than half of the respondents 

had a high school education or less. The remainder had 

some degree of college or graduate level education. There 

was missing data in two cases. 
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Table 3. Frequencies of Fa-tien-k Respondents by 
Educa-tional Level 

Level/Degree Frequencies Percentage 

Grade School 2 5.7 

Junior High School 1 2.7 

High School 19 51.4 

College 10 27.0 

College Graduate 2 5.4 

Graduates 1 2.7 

Missing 2 5.4 

37 100.0 

By marital status the data indicated that almost 

75% of the patient group was married. The remainder were 

single or previously married. Table 4 summarizes this 

data. 
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Tcible 4. Frequencies of Pat.±en-ts According to 
Maritial Status 

Marital Status Frequencies Percentage 

Single 4 10.8 

Previously Married 5 13.5 

Married 27 73.0 

Missing _1 2.7 

37 100.00 

Tables 5 and 6 refer to patient disease stage 

and months of chemotherapy received at the time of the 

study. 35.1% of the patients had Stage IV or advanced 

cancer. There was missing data on disease stage in 9 

instances. The mean number of months of chemotherapy 

was 8 while the range was 46 months. 
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Table 5. Frequencies of Patients According to 
Disease Stage 

Stage Frequencies Percentage 

1 1 2.7 

2 9 24.3 

3 5 13.5 

4 13 35.1 

Missing 9 24.3 

37 100.0 
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Table 6- Fregaencies of Patients According to 
Months of Chemotherapy 

Months Frequency Percentage Mean S.D. 

1-6 18 48.4 

7-12 10 27.0 

13-18 3 7.1 

19-24 1 2.7 

25-30 1 2.7 

31-36 0 0 

37-42 0 0 

43-48 1 2.7 

Missing 3 8.1 

37 100.0 

Data was collected on the patients' performance 

status, a term used to categorize a patient according 

to their ability to perform activities of daily living. 

It is a very subjective measurement- Over half (67.5%) 

of the patient group were able to perform their tasks 

of daily living. That is, although this group was being 

treated for cancer they were fairly strong. There are 

6 instances of missing data (Tabl§ 7). 
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Table 7- Fregaencies of Patients According to 
Performance Status 

Performance Status Frequency Percentage 

0 13 35.1 

1 12 32.4 

2 5 13.5 

Missing 1 2.7 

6 16.2 

37 100.0 

Nurse Sample 

The nurse sample for this study was composed of 

eleven oncology nurses practicing in the outpatient setting. 

Each nurse met the criteria to participate in the study. 

All of the eleven nurse respondents were female. The 

age range for this group was from 27 to 45 years with 

the mean being 35 years (Table 8). 

Analysis of nursing experience indicated that 

all respondents had at least three years of general nursing 

experience prior to their oncology careers. The mean 

for this was 118 months or almost ten years. In relation 

to specific oncology experience, the data show considerable 

experience there also. The mean number of years spent 
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in oncology nursing was 5 but the range was from 12 to 

120 months (Table 8). 

Table 8. Age, Months General Nursing and Months Oncology 
liarsing of Nurse Respondents 

Mean S. D. 

Age 35.09 5.97 

General Nursing 118.55 57.44 

Oncology Nursing 61.90 41.05 

Examination of the data demonstrated that over 

50% (54.5%) of the nurse respondents had an Associate 

Degree in Nursing. There were 3 diploma school graduates 

and two who had their Bachelor of Science in Nurisng (Table 9). 

Table 9. Frequencies of Nurse Respondents by 
Educational Level 

Highest Degree Frequency Percentage 

Diploma 3 27.3 

Associate Degree 6 54.5 

Bachelor of Science 2 18.2 

11 100.0 
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To summarize, the sample characteristics, the 

majority of the patient group, were female, married, of 

middle age and had a high school level of education. 

For this group chemotherapy was relatively new as most 

had been receiving it less than one year. This was not 

a short enough period of time to preclude the patient's 

ability to judge the importance of oncology nursing 

activities for him and level of satisfaction. Although 

the stage of disease varied considerably, the overall 

well being of the patient group was good as can be estimated 

by performance status. 

The nurse group was all female, with a fairly 

long general nursing background- They were also well 

acquainted with the oncology patient, some having 

considerable experience in this area. Interestingly, 

in this community outpatient setting the educational level 

of the nurses was largely at the Associate Degree or level. 

Questionnaire and Statistical Data 

To address the proposed study relationship of 

nurse-patient agreement and patient satisfaction two scales 

were determined: 1) the nurse-patient agreement score; 

and 2) the patient satisfaction score. Agreement scores 

were calculated for each matched patient-nurse set responses 

to the Oncology Nursing Activities Scale. These scores 

ranged from 1.00 to 44.00 (the least agreement). Total 
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disagreement would result in a score of 112 while maximum 

agreement would result in a score of zero. The mean was 

19.00 with a standard deviation of 8.841 (Table 10). 

Table 10. Oncology Nursing Activities Scale 
Agreement Scores 

Score Number Percentage 

1.00 1 2.7 

4.00 1 2.7 

5.00 1 2.7 

6.00 1 2.7 

10.00 1 2.7 

12.00 1 2.7 

13.00 2 5.4 

14.00 2 5.4 

15.00 2 5.4 

16.00 2 5.4 

17.00 3 8.1 

18.00 2 5.4 

19.00 2 5.4 

20.00 1 2.7 

21.00 2 5.4 

22.00 2 5.4 

23.00 3 8.1 

24.00 1 2.7 

25.00 1 2.7 

27.00 1 2.7 

28.00 1 2.7 

29.00 1 2.7 

36.00 2 5.4 

44.00 1 2.7 

37 100.0 
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Patient satisfaction scores on the Risser Patient 

Satisfaction scale (Table 11 and Table 12) indicated a 

fairly high level of satisfaction to oncology nursing 

care in the outpatient setting. Responses per item were 

coded such that the higher the patient score, the greater 

the level of satisfaction. The highest level of 

satisfaction possible was 140. Actual scores ranged from 

100 to 140. The mean was 121.11. V?hen items were divided 

into subscales, results indicated that patients were most 

satisfied with the technical care provided while least 

satisfied with supportive nursing care (Table 12). 
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Table 11. Scores and Standard Deviation for the 
Patient Satisfaction Scale 

P.S. Score Number Percentage 

100.00 1 2.7 

105 1 2.7 

106 1 2.7 

107 1 2.7 

109 2 5.4 

112 2 5.4 

113 1 2.7 

114 3 8.1 

117 1 2.7 

118 1 2.7 

120 2 5.4 

121 3 8.1 

122 4 10.8 

123 1 2.7 

124 1 2.7 

125 1 2.7 

129 1 2.7 

132 1 2.7 

133 1 2.7 

134 1 2.7 

135 2 5.4 

136 2 5.4 

137 1 2.7 

140 1 2.7 

37 100.0 
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Table 12. Hean Scores cind Stiandard Deviation by 
Patient Satisfaction Subscales 

Subscale Mean Standard Deviation 

Technical 35.28 3.01 

Educational 32.92 3.62 

Supportive 26.46 2.34 

Pearson Correlation coefficients were used to 

determine the direction and strength of the relationship 

between nurse-patient agreement and patient satisfaction 

using the above scores. The data showed no significant 

relationship between agreement and satisfaction and none 

of the results were statistically significant. The proposed 

theoretical relationship was not supported. Pearson 

correlation are shown in Table 13. 
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Table 13- Correlation Coefficients Between Nurse-Patient 
Agreement Scores and Patient Satisfaction 
Total & Subscale Scores 

Satisfaction Scale Correlation Coefficient 

Total .1536 

Technical .1315 

Educational .1095 

Supportive .4077 

Comparison of Satisfaction and 

Importance of Nursing Activities 

Further examination of correlations indicated 

a positive relationship between patient satisfaction and 

the patient's perceived importance of oncology nursing 

activities. This indicated that the more the patient 

perceived activities as important, the greater was his 

satisfaction with nursing care. The highest correlation 

was between patient satisfaction and patient perceptions 

of the importance of oncology educational activities (r = .50). 

This importance of educational activities persisted across 

the patient satisfaction subscales. The least positive 

relationship was between satisfaction scores and the 

importance of supportive activities. 
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Table 14. Pearson Correlation Coefficients Between 
Subscales for the Patient Satisfaction and 
Patient Oncology Nursing Activities Scales 

Patient Satisfaction Oncology Nursing Activities 
Scale Scale 

Technical Educational Support 

Technical .3592 .4763 .2703 

Educational .3830 .4611 .3280 

Support .3641 .4320 .3628 

Total .4040 .5007 .3469 

Data Relationship to the Research Question 

In relation to the research question, data analysis 

indicated nurse patient disagreement regarding the 

importance of selected nursing activities. The mean 

agreement score was 19.00 with a standard deviation of 

8.841. The lower scores indicated greater agreement with 

zero being perfect (Table 10). Even though nurses and 

patients did not agree on activity importance, patients 

indicated satisfaction with their nursing care. 



CHAPTER 5 

DISCDSSION 

Relationship of Findings to Conceptual Framework 

This study examined the relationship between nurse-

patient agreement and patient satisfaction. In the 

conceptual framework a positive relationship between 

agreement and satisfaction was proposed. Actual data 

analysis of the 37 matched nurse-patient sets indicated 

high levels of patient . satisfaciton despite only modest 

nurse-patient agreement. Therefore, these results did 

not strongly support the conceptual framework. 

On closer examination of the relationship, several 

issues were identified. To begin, the amount of nurse-

patient agreement necessary to foster patient satisfaction 

is not clear. Perhaps agreement on a few or even one 

or two critical items were the only requirements necessary 

for patient satisfaction. The conceptual framework does 

not clearly specify that more agreement results in a higher 

level of patient satisfaction. In this outpatient, oncology 

setting for example, perhaps agreement on intravenous 

skills were the only important factor impacting on patient 

satisfaction rather than an array of educational, technical 

and supportive oncology nursing functions. 
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This raised the issue of role identification by 

the patient. If a patient recognized only technical or 

managerial skills in the office, many items may have been 

unimportant to his satisfaction with nursing care. Items 

in the Oncology Nursing Activities Scale may not have 

been meaningful to the patient based on his conception 

of the nurse in the office or clinic setting. 

In this study the nurse had cared for the subject 

for at least several months. Therefore, she may have 

previously met many patient needs which in turn resulted 

in that patient being unable to identify those needs. 

The Oncology Nursing Activity Scale then forced responses 

in that particular area. For example, the patient may 

have been given nutritional literature and instruction 

for some time and therefore, failed to identify that as 

a need on the scale. 

These are some considerations important to the 

analysis of this study. Although the data does not 

overwhelmingly support the conceptual framework, neither 

does it completely refute it. 

Source of Error 

In the above discussion role identification was 

considered a source of error impacting on the validity 
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of this study. Other sources were divided in the following 

subsets: the tools, the research design and the sample. 

The Oncology Nursing Activities Scale, a previously 

unused tool, was developed by the author. A review of 

literature, writer experience and review by an expert 

panel were used in an attempt to establish content validity. 

Patient opinion was not solicited in the tool development. 

Neither was it piloted with a patient sample to estimate 

validity or reliability. Certainly these important issues 

were a potential source of error and were included as 

recommendations for further research. 

In the area of tool development and research, 

design was the issue of patient satisfaction. The 

difficulties of satisfaction research have been widely 

recognized and recently discussed by Oberst [1984]. 

Patients tend not to respond negatively to the satisfaction 

questionnaires, to avoid jeopardizing care, implicate 

staff members and to respond in a socially acceptable 

manner. In addition, patients may have actually indicated 

their satisfaction with an entire system (i.e., office 

or clinic) rather than nursing care [Oberst, 1984]. 

The research design was another source of error 

for this study. Patients were able to complete their 

questionnaires at home. Although encouraged to complete 

them in the clinic or office, many were not able to do 
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so because they were receiving chemotherapy the day of 

contact. Completing them elsewhere may have heightened 

some patients' misunderstanding as there was not someone 

present to answer questions. At the same time, 

participating while in the office or clinic and returning 

completed questionnaires (in sealed envelopes) may also 

have contributed to the high level of patient satisfaction 

simply from the pressure to respond positively in that 

environment. 

Sample size and selection in most studies needs 

careful consideration. There were 37 matched nurse-patient 

sets- This was a small sample from which to draw 

conclusions. In particular, certain characteristics may 

have affected this study. Stage or type of cancer were 

not controlled. To compare the needs of a patient 

undergoing adjuvant chemotherapy for breast cancer with 

those of the terminal cancer patient is questionable. 

Likewise, nurse responses may have become confused from 

one patient to another as each nurse completed the Oncology 

Nursing Activities Scale for four different patients. 

The mean number of months of chemotherapy treatment 

was 8.5 (Table 6). This, in addition to estimates of 

high performance status (67.5% of patients were able to 

perform their own ADL's), indicated a group of patients 

most likely to respond to and tolerate treatment well. 
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These patients may have responded more positively to the 

Patient Satisfaction Scale as opposed to those patients 

who are ill from their disease or treatment. 

The patient's ability to distinguish nurse and 

physician roles was another potential source of error. 

Their high satisfaction scores may have reflected 

satisfaction with the medical care and treatment response 

rather than nursing care. 

In recruiting, the nurses approached potential 

study participants and again the more communicative, well 

and cooperative patient was probably chosen. This is 

in contrast to those who may have been withdrawn or 

non-communicative with the outpatient staff. Agreement 

scores and satisfaction may have been significantly 

different for the second group. 

A final important source of error is the Oncology 

Nursing Activities Scale used to measure nurse-patient 

agreement. The tool was new and reliability had not been 

established. Estimates of content validity were made 

in development through a literature review, writer 

experience and the critique of a panel of experts. Patient 

information regarding important nursing behaviors was 

not utilized and may have affected the validity. 

This seems reasonable especially if one considers 

the work of Johnson [1975] on congruency of expectations 
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and emotional response. Johnson's studies indicated that 

preparatory information on expected sensations reduced 

distress significantly more than procedural information. 

Likewise, in this study, agreement on key activities may 

have been all that was required for the outcome of patient 

satisfaction- Critical items are not known. Table 14 

indicates the strongest correlation between the educational 

subscale (patient's opinion) and patient satisfaction. 

This is not an agreement score, however, perhaps the 

critical agreement lies within this subscale- Johnson's 

work is useful only if one considers the relationship 

between the congruency hypothesis and this one as valid. 

Implications for Nursing Practice 

From this study some recommendations can be made 

for the oncology nurse working in the outpatient setting. 

As with nursing in general, there is an apparent need 

for role clarification. From the beginning of treatment 

through the phases of treatment and disease there seems 

to be a need for identification of the nurse's role versus 

that of the physician or ancillary staff. For the patient 

and significant other, identification of the oncology 

nurse as an expert within her field, a teacher and one 

to provide emotional support provides an important resource 

while undergong treatment. The possible benefits of role 

clarification are improved symptom management and well 
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being as well as diminished anxiety- In general, it could 

impact on the quality of life of the patient undergoing 

any kind of treatment. 

The moderate level of nurse-patient agreement 

in this study may be a reflection of different needs and 

expectations. Patient needs and expectations from the 

time of diagnosis and as they change with the disease 

process, need to be outlined. Frank discussion of these, 

along with role clarification may promote higher levels 

of nurse-patient agreement and more valid satisfaction 

with nursing care. A mutual approach to need assessment 

and care goals could be established through the development 

of a nursing care plan for the outpatient utilizing the 

nursing diagnosis. Certainly, this approach would be 

a more systematic, individualized and thorough approach 

to the patient's nursing care. This would be in sharp 

contrast to most outpatient settings where the oncology 

nurse plays a major role but has no problem list or 

systematic approach to care. 

Finally, in addressing the issue of high levels 

of patient satisfaction, one must consider those patients 

who are not satisfied with their nursing care. Most likely 

this is the patient not selected to participate in the 

study, the patient with poor venous access, uncontrolled 

symptoms or failing treatment. Although not all of these 
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issues fall within the scope of nursing practice, discussion 

of problems, needs and development of nursing care goals 

may be extremely helpful to these patients and promote 

increased satisfaction. 

Recommendations for Future Research 

Based on the conceptual framework of this study, 

recommendations for research can be divided into the 

following areas: 

1. Tool validity and reliability; 

2. Issues of study design; and 

3. Variations of the study. 

One important source of error identified earlier 

was lack of patient involvement in the development of 

the Oncology Nursing Activities Scale. Their opinion 

of important nursing behaviors is important to the content 

validity of the tool. Further work should be done in 

this area and the result and Oncology Nursing Activities 

Scale piloted with a patient sample. 

As with other satisfaction tools, rewording of 

the items in the Risser scale may affect the validity 

of satisfaction scores. It is difficult for a patient 

to respond negatively to the items and further testing 

needs to be done [Oberst, 1984]. 

Issues of study design must first address sample 

selection. The same study, controlled for stage of disease 
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and type of cancer may yield more significant, valid 

results- For instance, a study of stage II breast cancer 

patients undergoing adjuvant treatment may yield more 

significant results. Control of patient age may also 

prove interesting. Again, an adjuvant breast cancer study 

would lend itself well to this situation. If the above 

were to be done, random selection of patients controlled 

for age, stage and disease may eliminate some selection 

bias. Time for the patient to complete the questionnaires, 

outside the immediate treatment area but with a resource 

for questions available may be helpful. 

A recommendation for a variation_ of the study 

would be to conduct it as different phases of the same 

patient's disease. Stage would be controlled rather than 

tiamor type. Agreement and satisfaction levels for the 

phases of disease and treatment would be compared; the 

new patient, at relapse and terminally ill. 

Recommended is an experimental study using the 

same tool but addressing one of the implications for 

practice. This study would examine the 

agreement-satisfaction relationship in response to the 

use of an outpatient nursing care plan. This may provide 

some validation for the need for such a tool and serve 

as a springboard for role development of the outpatient 

oncology nurse. 
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Based on the earlier discussion of this study 

and Johnson's congruency work, critical oncology nursing 

activities as identified by the patient still need to 

be accomplished and is strongly recommended here. An 

exploratory study followed by a Q-sort study for the 

ambulatory oncology setting may provide critically important 

information for oncology nursing. 

Summary 

This chapter has discussed the issues most pertinent 

to this study. That patient satisfaction may be more 

dependent on critical item agreement rather than amount 

of agreement seems plausible. The issues of tool 

development and validity of patient satisfaction surveys 

was reviewed. Analysis of study design and patient 

selection indicated a need to further limit the patient 

sample in relation to disease site and stage, along with 

control of the testing environment. 

Implications for practice involve definition of 

the oncology nurse in the ambulatory setting. Role 

identification and development are central to these issues 

which in an infant stage might begin with the use of an 

ambulatory nursing care plan. 

Recommendations for research remain in the area 

of tool development, especially the Oncology Nursing 
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Activities Scale. A more narrow patient population may 

yield different results. 

Finally there is a great deal more research to 

be done in ambulatory oncology nursing. With the increasing 

ambulatory population the need for more research in the 

area will continue to press nurses to conduct similar 

studies. 



APPENDIX A 

ONCOLOGY NURSING ACTIVITIES SCALE 

1. The nurse explains to me the importance of good 
nutrition while I am receiving chemotherapy. 

Very Very 
Important/Important/Dndecided/Unimportant/Unimportant 

2. The nurse offers explanations and suggestions for 
solving some of my problems from chemotherapy-

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

3. The nurse shows interest in myself and my concerns. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

4. The nurse explains the side effects that I might 
expect from my chemotherapy. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

5. The nurse is organized, calm and unhurried when 
administering my chemotherapy. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

6. The nurse is good at starting I.V.'s. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 
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The nurse reviews my treatment plan with me. 

Very Very 
Important/Important/Undecided/Onimportant/Unimportant 

The nurse explains how my chemotherapy works against 
my cancer. 

Very Very 
Important/Important/Undecided/Dnimportant/Unimportant 

The nurse gives me hope. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

The nurse helps me to evaluate my own strengths. 

Very Very 
Important/Important/Undecided/Unimportant/Dnimportant 

The nurse suggests ways that I can control the side 
effects of my treatment. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

Throughout my treatment the nurse checks on me 
frequently. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

The nurse explains how to reach help if problems 
develop. 

Very Very 
Important/Important/Undecided/Unimportant/Onimportant 
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1 can talk about my feelings with the nurse. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

The nurse explains some of the ways chemotherapy 
might affect my body-

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

The nurse reviews with me what the doctor has said. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

The nurse answers my questions honestly. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

The nurse makes sure I know how to get help if she 
leaves the room during my treatment. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

The nurse talks to me about having cancer. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

The nurse suggests ways to care for myself at home. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

During my treatment the nurse reassures me. 

Very Very 
Important/Important/Ondecided/Unimportant/Unimportant 
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The nurse discusses changes in drugs and schedules 
with me. 

Very Very 
Important/Important/Undecided/Unimportant/Dnimportant 

The nurse is helpful to my family. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

The same nurse administers my chemotherapy. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

The nurse explains what I might expect during and 
after certain tests. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

During my treatment the nurse makes me comfortable. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

The nurse suggests community resources that might 
be helpful to me. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 

The nurse phones me at home after a new treatment 
to see if I had any problems. 

Very Very 
Important/Important/Undecided/Unimportant/Unimportant 



APPENDIX B 

PATIENT SATISFACTION SCALE 

The nurse is skillful in assisting the doctor with 
procedures -

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

The nurse is understanding in listening to a patient's 
problems -

Strongly Strongly 
Agree Agree . Neutral Disagree Disagree 

The nurse really knows what she is talking about. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

The nurse does not always tell me what effects to 
expect form my drugs like she could. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

The nurse explains things in simple language. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

It is always easy to understand what the nurse is 
talking about. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 
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The nurse should be more attentive than she is. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

The nurse is just not patient enough. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

The nurse is not precise in doing her work. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

When I need to talk to someone, I can go to the 
nurse with my problems. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

The nurse is too busy at the desk to spend time 
talking with me. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

The nurse makes it a point to show me how to carry 
out the doctor's orders. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

The nurse is too slow to do things for me. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

The nurse is pleasant to be around. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 



The nurse forgets to make sure that I know how 
and when to take my medicine. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

The nurse is often too disorganized to appear 
calm-

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

Too often the nurse thinks you can't understand 
the medical explanation of your illness, so she 
just does not bother to explain. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

The nurse always gives complete enough explanations 
of why tests are ordered. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

I am tired of the nurse talking down to me. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

The nurse is a person who can understand how 
I feel. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

The nurse gives directions too fast. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 



The nurse gives good advice over the telephone. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

The nurse should be more friendly than she is. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

I wish the nurse would tell me about the results 
of my tests more than she does-

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

The nurse asks a lot of questions/ but once she 
finds the answers, she doesn't seem to do anything 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

The nurse gives directions at just the right speed 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

A person feels free to ask the nurse questions. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 

Just talking to the nurse about it makes me feel 
better. 

Strongly Strongly 
Agree Agree Neutral Disagree Disagree 



APPENDIX C 

Nurse Questionnaire 

Patient and Nurse Perception of the Importance 

of Nursing Activities in Ambulatory 

Oncology Settings 

NURSE DISCLAIMER 

The purpose of this study is to compare which 

nursing activities oncology nurses feel are important 

to their patient with those activities considered important 

by their actual oncology patient. This agreement will 

then be related to patient satisfaction with nursing care. 

You are being asked to voluntarily rank the oncology nursing 

care activities as to how important you feel they are 

to your patient's care. Your response will in no way 

affect your employment status. The information given 

will never be associated with your name and will be 

available only to the researcher. There are no risks 

involved. You may ask questions or withdraw from the 

study at any time. 
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I. The enclosed packet contains the questionnaire and 

instructions for completing it. The researcher will 

review the instructions with you if you have any 

questions. 

II. Demographic Information: Please complete the following 

items: 

A. Age 

B. Sex 

C. Highest level of nursing education 

D. Length of time practicing nursing 

E. Length of time practicing oncology nursing 



APPENDIX D 

Patient Questionnaire 

Patient and Nurse Perception of the Importance 

of Nursing Activities in Ambulatory 

Oncology Settings 

PATIENT DISCLAIMER 

The purpose of this study is to compare which nursing 

activities oncology nurses feel are important to their 

patient with those activities considered important by 

their actual oncology patients. This agreement will then 

be related to patient satisfaction with nursing care. 

You are being asked to voluntarily rank oncology nursing 

care activities as to how important you feel they are 

to your care. Follwoing this you will be asked to 

voluntarily rank how satified you are with the nursing 

care received on 25 different items. Your response will 

in no way affect your care. The information you give 

will only be available to the researcher and will never 

be associated with your name. By participating you shall 

be giving the investigator permission to review your medical 

records. There are no risks involved. You may ask 
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questions of the investigator or withdraw from the study 

at any time. 

I. The enclosed packet contains the two questionnaires 

and instructions for completing them. One questionnaire 

asks you to rank the importance of oncology nursing 

activities, the other to rank your satisfaction with 

the nursing care received. The researcher will review 

these instructions with you. 

II. Demographic Information: Please complete Items A 

thru D: 

A. Age 

B. Sex 

C- Marital Status 

D. Highest level of education completed 

E. Diagnosis 

F. Stage 

G. Performance Status 

H. Treatment 

I. Start Date 



APPENDIX E 

Nurses and Patients Perception of the Importance 

of Selected Oncology Nursing Activities 

FACT SHEET 

1. Pathological diagnosis of cancer. 

2. Currently receiving systemic, cytotoxic chemotherapy 

by the intravenous route. 

3- Those patients receiving adjuvant chemotherapy must 

undergo a minimum of four courses. 

4. Life expectancy of six months. 

5. Well enough to participate in the study. 

6. Able to read and understand English-

7. Alert and oriented. 

8- Not undergoing first treatment. 

Excluded are those patients: 

1. Being treated for non-malignant blood disorders. 

2. Who are currently being treated with biological response 

modifiers, hormones, radiation alone or steroids alone. 

3. Undergoing adjuvant treatment for three or less courses. 
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APPENDIX F 

SCALE INTRODUCTION 

To help you in your evaluation the following is a brief 

description of the Oncology Nursing Activities. I have 

developed the scale to investigate which oncology nursing 

activities are most important to the cancer patient. 

The total scale length is thirty-four items and will use 

a Likert format. The domain of oncology nursing activities 

has been divided into three subscales. They are: 

educational activities, technical-comfort activities and 

supportive activities. Items were developed through a 

review of literature, my own past experience and, to a 

lesser extent, other scales. Through your evaluation 

I am trying to answer the following questions: 

1. Is the item meaningful (to cancer patient care)? 

2. Is the item to subscale relationship appropriate? 
(i.e., are teaching items in the educational 
activities subscales or are there mismatches?) 

3. Is the wording of each item appropriate so that 
the general public might be able to understand 
it? (About an eighth grade reading level?) 

4. Has any content important to oncology nursing 
care been omitted? 

5. Is the length appropriate for patients undergoing 
chemotherapy? (In the study each patient will 
complete this scale and another 25 item scale.) 
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Each of these questions are contained in the enclosed 

forms that I hope will help you answer the questions. 

Good luck and thank you for your help-

Eileen Gilmartin 

Please return all the forms to me. 



Please evaluate each item using the following code: 
Item suitable as written = 1 
Item needs revision = 2 

For those items judged with a 2, please add reasons for your judgement and changes 
you feel should be made in the space provided or on the back of the page. 

SUBSCALE; Educational Activities 

Item Relationship Wording 
ITEM Meaningful to Subscale Appropriate 

1. The nurse explains for me the 
importance of good nutrition 
while I am on chemotherapy. 

2. The nurse explains the side 
effects I might have form my 

. chemotherapy. 

3. The nurse suggests ways that I 
can control the side effects 
of my treatment. 

4. The nurse reviews my treatment 
plan with-me. 

5. The nurse explains how cancer 
affects my body. 

6. The nurse teaches me how the 
chemotherapy works against 
my cancer. 



SUBSCflLE; Educational Activities (continued); 

Item Relationship Wording 
ITEM Meaningful to Subscale Appropriate 

7. The nurse discusses with me the 
effect cancer will have on 
my life. 

8. The nurse reviews with me what 
the doctor has told me. 

9. The nurse suggests ways to care 
for myself at home. 

10. The nurse explains what changes 
in drugs and routines mean. 

11. The nurse discusses with me 
the effect of chemotherapy 
on my sexuality. 

12. The nurse explains what I can 
expect during and after my 
diagnostic tests. 

13. The nurse suggests ways for me 
to cope with my cancer. 

ADDITIONAL COMMENTS: 

00 



SUBSCALE; Technical-Comfort Activities (Subscale 2) 

Item Relationship Wording 
ITEM Meaningful to Subscale Appropriate 

1. The nurse is organized and calm 
when giving me my chemotherapy. 

2. Throughout my treatment the nurse 
checks on me frequently. 

3. The nurse makes sure I know how 
to get help if she leaves the 
room during my treatment. 

4. During my chemotherapy, nurse 
reassures me that the treatment 
is going fine. 

5. During my chemotherapy the nurse 
understands what I need to be 
comfortable and does it. 

6. The nurse is good at starting 
I.V.'s. 

7. The nurse listens to my advice 
about starting my I.V.'s and my 
past experience with chemotherapy. 

00 



SUBSCALE; Technical-Comfort Activities (Subscale 2) (continued); 

Item Relationship Wording 
ITEM Meaningful to Subscale Appropriate 

8. The same nurse gives my 
chemotherapy each time. 

9. The nurse gives me chemotherapy 
in an unhurried way. 

10. The nurse phones me at home after 
my treatment to see if there 
were any problems. 

CO 
u> 



SUBSCALE; Supportive Activities (Subscale 3) . 

Item Relationship Wording 
ITEM Meaningful to Subscale Appropriate 

1. The nurse gives me hope. 

2. The nurse helps me to see my 
own strengths. 

3. With the nurse I can talk about 
my feelings. 

4. The nurse answers my questions 
honestly. 

5. The nurse listens to me carefully. 

6. The nurse is not afraid to talk 
to me about death and dying. 

7. The nurse shows a personal 
interest in me and my problems. 

8. The nurse works with my family 
as well as myself, 

9. The nurse offers explanations 
and suggestions for solving 
some of my problems. 

10. The nurse is sympathetic with me. 

11. Through her touch the nurse 
comforts me. 
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The following two questions refer to the entire scale 
and can be answered in the space provided below: 

1. Is there important content (to oncology nursing) 
missing? 

2. Is the overall length of the scale (34 items) 
appropriate? 



APPENDIX G 

Patient Questionnaire 

PATIENT SATISFACTION SCALE 

Directions: 

The following questionnaire contains different statements 

about nurses. You are being asked to decide how much 

you agree or disagree with each statement. You are asked 

to base your decision on the nurse care provided by the 

nurse administering your chemotherapy today. Circle the 

response which best describes your opinion. Your response 

is part of your personal opinion and there is no right 

or wrong answer. Remember too that this will in no way 

affect your care. 

Thank you for your time and help in completing these forms. 

86 



APPENDIX H 

Nurse Questionnaire 

ONCOLOGY NURSING ACTIVITIES SCALE 

Directions: 

The following statements are a description of some 

activities oncology nurses might perform for their patients 

receiving chemotherapy as outpatients. Some activities 

might seem more important to you than others. You are 

being asked to decide how important you think each activity 

is for the care of the particular oncology patient you 

have been matched with and are administering chemotherapy 

to today. This can be indicated by circling one of the 

statements of importance which best corresponds to your 

feelings about the activity. You are asked to consider 

how important these activities are even if you have not 

performed them for the patient. 
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APPENDIX I 

Patient Questionnaire 

ONCOLOGY NURSING ACTIVITIES SCALE 

Directions; 

The following statements are a description of some 

activities which oncology nurses might perform for you 

while you are receiving chemotherapy as an outpatient. 

Some of these might seem more important than others. 

You are being asked to decide how important each one of 

these activities are to your care by circling the statement 

of importance or unimportance which best corresponds to 

your feelings. You are to consider these activities only 

in relation to a specific oncology nurse with whom you 

have been matched and the care given while receiving 

chemotherapy as an outpatient. Oncology nursing care 

provided while you were in the hospital is not to be 

considered. Also you are to consider how important a 

nursing activity is even if it has not been performed 

for you. 

88 



APPENDIX J 

HUMAN SUBJECTS APPROVAL 
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THE UNIVERSin OF ARIZONA COLLEGE OF NURSING 

MEMORANDUM 

TO: Eileen F. Gllinartln 
1636 M. indlanoia 
Phoenix, AZ 85015 

FROM: Ada Sue Hinshaw, PhD, RN Katherine J. Young, PhD, RN 
Director of Research Chairman, Research Committee 

DATE: June 7, 1984 

RE: Human Subjects Review: Patient and Nurse Perception of the 

Importance of Nursing Activities in the Ambulatory Oncology Setting 

Your project has been reviewed and approved as exempt from University review 
by the College of Nursing Ethical Review Subcommittee of the Research Com
mittee 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 the<r 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 K-

LETTER OF APPROVAL TO REPRODUCE 

RISSER PATIENT SATISFACTION SURVEY 
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research. 
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Please be sure to contact us should you publish or microfilm 
your research. 
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