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ABSTRACT

The purpose of the study is to ascertain the effects of
visibility of technology, ethnicity, and degree of ingratiation on the pro-
fessional nurse's expectations for compliance and tolerance of non~
compliant behavior. Previous empirical investigations have been con-
cerned with compliance of mentally ill patients or with the degree
of compliance of non-hospitalized patients to the physicians' orders.
This study adds empirical evidence concerning: (1) the professional
ﬁurse's expectations for compliance of patients in general hospitals,

(2) the nurse's tolerance of noncompliance relative to her instructions,
and (3) stimuli which are associated with the professional's expectations
but which are separate from duties heretofore specified as those of the
sick role,

Support from the literature permits assertion that the indepen-
dent variables act as status characteristics; the hypotheses for
empirical test are subsumed under the generalization that the higher
the status, the more compliance expected and the greater the tolerance
to noncompliance. The hypotheses depend on the assertions that if
more technology is visible to the professional, if the patient is Anglo-
American, and if the patient is less ingratiating; then higher status is

attributed to the client.
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Pictures were taken of theA same patient with: (1) six applica-
tions of medical technology, (2) one appligation of medical technoiogy,
(3) natural hair color, and (4) the patient wearing a black wig. Four
pictures were the outcome; each picture shows a different combination of
two of the independent variables. A description of the patient's injury,
her treatment, condition, and orders was validated by five physicians.

A description of ingratiating behavior was validated by Anglo-American
and Mexican~American women. The description of the patient and the
four ingratiation tactics, when combined with the pictures, comprise the
stimulus information. The factorial design yields eight combinations of
the independent variables. The eight variations were randomly assigned
to the professional nurses who were interviewed regarding expectations
and reactions relative to the depicted client.

Forced-choice options were utilized to measure the dependent
variables. These statements had been ranked on specified dimensions
by ten professional nurses. Eighty nurses who worked on orthopedic
and surgical units of three general hospitals served as respondents;
all were employed to work the day shift.

Analysis of variance, chi-square, step-wise regression and
correlational analyses, and path coefficients were utilized on the data.

The findings indicate that the generalization holds within the
professional-client relationship: the higher the attribution of status, the

more compliance is expected from the patient and the professional is
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more tolerant of noncompliant behavior., The data also indicate, however,
that the independent variables are not strongly or directly related to
status} the conclusion is drawn that none of the independent variables
reflect social honor and prompt expectation states.

Ethnicity is strongly related to the expectations for compli-
ance and to the control of noncompliance; visibility of technology is not
found to be related to either of the dependent variables, while ingrati-

. ation is related to status, expectations, and tolerance.

The amount of work required by the professional, the passivity
of the client, the attributed amounts of sincerity and motivation of the
patient to comply, the client's tendency to be overly dependent, and the
professional's attraction to the patient are found to be important
variables in predicting status and the dependent variables.

Attribution theory is particulariy useful in providing a good fit
to the data; attributions of ability, effort, and motivation are generally
predictive of the degree of compliance expected (R2 = ,5571).

Tolerance of noncompliance is shown to be a less useful
indicator of social control than is the amount of firmness anticipated.
The latter variable provides logical consistency within the data to
support the proposition that high status persons comply because they

want to and less control is deemed necessary.



CHAPTER I
INTRODUCTION

Three central sociological concepts are involved in this study:
status, conformity, and social control. The status of an actor is an
entity that influences both the degree of conformity expected and the in-
tensity of the control exerted (Hollander, 1958; Wiggins, Dill, and
Schwartz, 1965). The study of conformity pertains to the predictability of
action that is congruent with expectations (Walker and Heyns, 1962), to a
calculus of advantages and disadvantages for complying behavior (Dittes
and Kelley, 1956), and to the social order (Blau and Scott, 1962). Social
control is an equally important concept; social pressure can produce both
compliance and noncompliance (Walker and Heyns, 1962). Strength and
forms of control are considerations relative to the evaluation and reaction
to behavior (Hastorf, Schneider, and Polefka, 1970).

The investigator's experience and research interests place these
concepts within a particular context: the professional~-client relationship
in a complex organization--the acute care general hospital. The specif-
ic client, then, is the hospitalized patient; the professional health

worker of primary interest is the registered nurse.



Historically, nurses have attended to the care activities while
physicians have attended to the cure. In hospitals the patient's desire
for permissiveness, support, and approval from the professional is
frequently evaluated by the doctor's helper, the nurse. ! Women, per-
haps by methods of mothering or by simple commitment to the personal
care of those in need, are--by sex role socialization alone~-assumed to
be prepared to: (1) carry out the doctor's orders to the letter, (2) exert
indirect, subtle control over patients, (3) tolerate the dependence of
of adults who are ill, (4) utilize approval and patience to support the ill
person in a temporary dependency, and (5) know by inherent nature what
to do to make people feel better (see Simpson and Simpson, 1969;
Johnson and Martin, 1965; and Freidson, 1970a).

The nurse and her staff prefer to believe that they deliver
particularistic treatment that disregards status and prohibits manifesta~-
tions of positive or negative attitudes toward patients. Yet these same
nurses contravene those norms when they blame patients who obstruct
the flow of work or do not respond sufficiently to their ministrations
(Ujhely, 1963). Believing that the cooperative patient receives more

attention and that nothing happens to the patient who does not comply

lAlthough there are a number of male nurses, there are many
more females. Therefore, the more frequently applicable personal
pronoun is "she,"



3
shields the nursing staff from noting any preferential treatment (Schwartz,
Schwartz, and Stanton, 1951).

The crucial aspect in preferential treatment is the professional's
doubt that he or she can handle the client. Preferences that are acted
up'on arise from lack of confidence and/or lack of detachment in regard
to tasks and to recipients of services (Martin, 1957)., Preferences can
also relate to the performance of patients who augment the evaluation
of professional status by significant others. Beginning with their
experiences as students, professionals learn to view patients as per-
sons who either help or hinder their attempts to impress others with
their knowledge and ability (Becker, 1961:333). The potentialities
of the client situation are likely to influence the professional's attri~-
bution of prestige and honor to the patient. However, the nurses are
not necessarily geing to be interacting more frequently with the pre-
ferred types of clients; professionals recognize the mandate to care for
all clients and, in fact, could be observed to go out of their way to
care for the iess preferred patients.

The professional's actions toward patients are dictated, though,
by an assessment of the patient and his immediate environment. In
relation to compliance, the evaluation is twofold: (1) degree of compli-
ance needed to carry out the orders and assignments, and (2) degree of
compliance likely from the particular patient. The doctor's orders, the

illness, and the technical constraints upon the patient are elements that



dictate the first aspect; other characteristics of the patient and his
environment indicate the second.

As busy coordinators of care~-usually given by others--pro-
fessional nurses have reason to value a minimum of disruptive behavior.
Facilitation of work is expedited by patients who are dependable and
cooperative, those who do not impede the pace of work (Duff and Hol-
lingshead, 1968). The pace of work and the immediately recognizable
value of technically prescribed nurse action produces a rountinized,
intuitive approach to distinctly individual characteristics of the case
at hand (Howton, 1969; Coser, 1958). The nurse is guided by her
knowledge of the disorder, the logic of the technology being applied,
and the procedures and policies of the organization (Perrow, 1965). Of
additional importance is the fact that the average length of stay for
adult patients in general hospitals is 6-9 days.2 This further minimizes
the opportunity and time that nurses have to obtain information about the

personalities of their patients (Lefton, 1970).

The general hospital is a complex, technical organization.
Bureaucratization has complemented the economics of treatment and
care, of compliance and regimentation by routinizing certain aspects of

the health professional's work and the patient's care. The outcome is an

2"Average Length of Stay and the Rate of Occupancy.”
Hospitals. 42: (June) 24.



often documented, seemingly impersonal delivery of services (see
Georgopoulos and Matejko, 1967; Lefton, 1970; Perrow, 1970; and
Taylor, 1970).

Freidson (1970b) hypothesizes that bureaucratization has
primarily served to rﬁake certain ambiguities in the professional~client
relationship visible; the problems attributable to processes of formaliza-
tion are as likely to be associated with characteristics of clients
(Wager and Miller, 1969) and to the professionals themselves (Davis,
1967; Olesen and Whittaker, 1968). Strauss, et al., (1963) would
add that the hospital is held together by a loosely stated goal to get
people well; Roth (1963) is even more explicit about the bargaining
tactics among patients and professionals. These viewpoints permit
the posture of exchange: compliance for other values within existing
relationships instead of compliance as a constant expectation relative
to some set of organizational rules and procedures or a set of specific
.rights and duties.

Clients may have a vague idea of what is expected of them
when they enter the hospital--the sick role (Parsons, 1951), but they
may find that these expectations do not adequately prepare them to
predict the appropriate behavior for a patient--the patient role (Skipper,
1965). Patients may think they are cooperating, but they often find
that by discretion and exertion of their wills they interfere with the

work of the staff.
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The dilemmas are heightened by beliefs held by professional
staff who do not consider the client as a respénsible person (Lederer,
1952; Freidson, 1970a:81). Further, the staff gives reassurance, but
not information about précedures and events (Freidson, 1970a). The
dehumanization of clients is functional for organizational efficiency
(Howton, 1969:40), for minimizing expenditure of emotions (Sledge
and Rohrer, 1957), and for diminishing opportunities for client con-
trol (Mechanic, 1968).

The nurses have their dilemmas also. The functions performed
by professional nurses in hospitals have changed from those related to
direct patient care to those related to coordination of tasks performed
by others. From this managerial position nurses control information
that involves a large amount of the total action (Katz, 1969:60-61).
Educational programs that prepare nurses with some degree of expertise
in the care of patients may not adequately prepare them for the role of
coordinator and decision-maker \_/_i_s_utq—y_i_g numbers of doctors, co-
workers, and patients. The nurse is often ambivalent since someone
lvess prepared is doing the patient care while she is cast into the role
of leader~-which does not exactly coincide with her expectations about
what nurses do and how they should act (Olesen and Whittaker, 1968;
Meyer, 1960; Habenstein and Christ, 1955; and Katz, 1969).

As the organization of health care delivery becomes ever more

complex, the tasks formerly supervised and carried out by nurses will



continue to be shared or performed exclusively by the new careerists,
e. g., inhalation therapists, unit managers, ward clerks, and clinical
specialists., Most nurses who work in hospitals find that they have to
relearn their role(s) as the organization continues to change and grow
more complex, more technologically advanced.

The professional-client situation in hospitals fits what Kahn,
et al., (1964) describe as role ambiguity: the discrepancy between
information available to a position occupant and that necessary for
adequate performance of his role. The subsequent difficulty is the
person's inability to anticipate clearly the consequences of his own
acts—--patients through limited access to information, nurses through
delegation of tasks to others.

Kahn, et al., (1964) specify three sources of role ambiguity
as size, complexity, and rate of organizational change. The same
authors also note the emotional consequences as tension, anxiety,
apathy, feelings of futility, bitterness, and frustration.

The point is moot as to the source and consistency of sets of
role expectations for clients and professionals in the acute care general
hospital. Assuming that the physicians' orders form the basis for most
of the nurse's action, then it is likely that the implementation of orders
and attention to the physical needs of patients combine to provide
structure for a temporal identity for patients (Strauss, 1962); prescrip-

tions for interpersonal behavior are nebulous and informal as patients



lack information regarding the very events upon which their identities
depend. Further, patient care requirements differ from patient to
patient in ways more related to the nature and number of orders to be
implemented than to any behavioral problemé. Adults may present
behavioral difficulties to staff only as their behavior interferes with the
technology being utilized (Duff and Hollingshead, 1968).

Nurses are more apt to know what the expectations for patients
are, but being caught in their own dilemmas of role performance and the
constant updating of technology with which orders are implemented, even
the nurses' expectations are variable and elusive. Both client and pro~-
fessional can be reacting to differentials in status and creatively re-
forming the expectations of his or her respective role (Coser, 1969).

Coser (1969:321) is explicit in the conceptualization of socio-
logical ambivalence: incompatible normative expectations of attitudes,
beliefs, and behavior assigned to a status. Conformity and noncon-
formity are two 'gypes of conflict resolution. Predictions of behavior
are related more to statuses than to roles.

Given the ambiguity, the rate of organizational change, the
technological advance, and the relatively short stay of clients within
the hospital, the professionals can expedite their work by evaluating
clusters of client characteristics differentially. Estimations of value
arrange patients in a general rank order within ranges of anticipated

behavior. All of the client's characteristics are not salient to the



prediction of compliance (Lefton, 1970). However, the professional
learns to identify the salient features of the client within the specific
work situation. As she attributes the sets of characteristics to the
patients, those persons have~--in comparison to each other--varying
amounts of social honor relative to the professional's assessment of
work facilitation.

Given also that there is some degree of conflict of interest
between clients and professionals, the aspect of control is variable.
Personal, diffuse involvement with the status of patient presumes that
the client will try to judge and to control what happens to him (Roth,
1962; Freidson, 1962:209). The professional will exert countercontrol
with cognitive mastery and efficient technology (Blau and Scott, 1962;
Perrow, 1965). The professional nurse is taught to uphold the ideology
of supportive, permissive constraint toward the client (Olesen and
Whittaker, 1968).

Three assumptions are based on these introductory remarks:

(1) Attribution of client status is strongly related to perceived

capabilities for reinforcement of the professional's suc-
cessful role performance, and thereby, to the professional's
work in general hospitals.

(2) Attribution of client status is influenced by aspects of his

illness as well as his perceived capabilities and inclina-

tions to comply.
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(3) Attributions of client status are predictably related to

degrees of compliance expected and to tolerance of non-
compliant behavior by the professional.

The investigator's previous experience and opportunities to
identify pétterns within observations noted by self and others have led
to the general hypothesis that three characteristics act as status vari-
ables in the particular situation. These variables are: (1) the visibil-
ity of technology, (2) the ethnicity of the client, and (3) the degree of
ingratiation attributed to the client.

Visibility of a patient's disability has been recognized as an
important variable in health care as well as in the patient's response
to his illness; with the continued increase of technical advances in
medical treatment, the social relevancy of the technology is of greater
interest (Mechanic, 1968). This investigation extends the concept of
visibility of disability to include that of the technological devices
which, when attached to the patient or visible within his immediate
environs, imply certain characteristics of that disability, e. g., a
greater or lesser need to comply.

Ethnicity is a sociological variable that exemplifies a diffuse
status characteristic (Berger, Cohen, and Zelditch, 1966). The ethnicity
of the adult client is a factor that has had influence on him; it
represents a summary of the patient's opportunity structure. These

attributes of the client, existing a priori te interaction with particular
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professionals, are likely to activate expectation states regarding the
client's behavior or some degree of capability to comply.

Ingratiatioﬁ is a social psychological concept that has under-~
gone little empirical investigation. As an interpersonal tactic, ingrati-
ation cén indicate a client's attempt to attain power or to reinforce a
power potential. The professional's evaluation of the attempt to get
into her good graces affects the client's attractiveness; a perceived
attempt to make illicit use of a relationship makes the client's motives
suspect (Jones, 1964).

The investigation is conducted following an inductive approach
to theory. A major questior; being addressed with the process of scien-
tific inquiry is how well a set of ideas found in so-ciological and social
psychological theories can organize observations in order to make a
phenomenon more comprehensible and manageable. The study demon~
strates application of sociological and social psychological concepts
in a context where professionals are utilizing social science to increase
their comprehension of a complex situation. Knowledge of whether
particular characteristics of patients act as status variables in the set-
ting of general hospitals is important for formulating nursing theory and
for influencing nursing practice.

A higher-order generalization provides the proposition to
which the data are applied to ascertain goodness of fit. The general-

ization is: the higher the status, the greater the conformity, and the
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less the social control applied to nonconforming behavior. References
to support the proposition will be cites in thé following chapter.

It is presently noted, however, that finding support or lack of
support to this theoretical generalization makes a contribution to basic
knowledge. Since the proposition is for the most part the outcome of
laboratory investigation within the context of task performance in small
groups, this research accomplishes two things: it extends the explora-
tion into a setting more closely approximating natural, as opposed to
laboratory, conditions; and it extends the context to professional-
client relatedness.

Restating the generalization in terms of the context for study,
.the research is guided by the proposition that: Given varying charac- '
teristics of clients that generate varying attributions of status, the
professional subsequently expects a higher degree of conforming be-
havior from the higher status client and tolerates a greater degree of
nonconformity from the same client.

The next chapter specifies the linkage between the higher-order
generalization and the more concrete level of abstraction. The linkage
is that of an auxiliary theory. Blalock (1968) defines the concept of
auxiliary theory as a model that bridges the gap between more general
theory and the observables by making certain assumptions explicit and
by spelling out connections that are implicit in the investigator's

thinking. !



CHAPTER II

THEORETICAL FRAMEWORK

The presentation of information moves from the higher level of
abstraction to the more concrete level. The text is separated into four .
segments: discussion of (1) the higher-order generalization, (2) the
auxiliary theoretical assertions, (3) the observables, and (4) a state-

ment of the hypotheses for empirical test.

Higher-Order Generalization

Status is a cognitive organization of expectations for others
and for self; actions, attributes, and qualities infer the duties for and
rights of actors (Sarbin, 1954). Status is primarily concerned with a
distributional system of allocation of resources to positions. It may
be conceptualized as social honor (prestige) that accrues to occupants
of status; prestige may derive from formal statuses, property, power,
personal characteristics, or from achievements (Hughes, 1945).

Attributes of actor..s act as status characteristics. Berger,
et al, (1966:31-34) define diffuse status characteristics as evaluative
and holistic phenomena. Degrees of properties are attributed to actors
along with generalized judgments about ability. Diffuse characteristics

13
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are those that the actor possesses a priori and they become associated
with attributes that are situationally specific as the perceiver evaluates
the actor and his environment. In this way several attributes taken
together activate the assignment of status differential (Berger, et al.,
1966:34-37). These investigators also purport that characteristics are
differentially evaluated if one state is positively and one negatively
evaluated; this view is predicated on the assumption that most actors
dichotomize their evaluations. The status characteristics activate
expectation states about how others will act in given situations.

An actor gains status by conforming to the norms. The non-
conformist has lower status, and as his behavior is not tolerated by
certain others, he may be rejected from the group. These propositions
come from a tradition of investigation: Festinger, Schachter, and
Back (1950), Schachter (1951), Deutsch and Gerard (1955), Dittes and
Kelley (1956), and Hollander (1958).

Hollander (1958) was interested in the relationship of status,
conformity, and degrees of freedom not to comply. Leaders, for in~
étance, certainly have more opportunities to deviate from the norms in
terms of problem=-solving and innovative behavior. The form of rela-
tionship would seem to be a curvilinear one.

Hollander (1960) goes on to state that competence to perform
varies positively with status; conformity is a positive correlate through

a process of status emergence, but thereafter, a high status person is
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allowed to nonconform to some degree. Aﬁ accumulation of positively
disposed impressions for the high status person which permits a certain
amount of deviation from the norms is called "idiosyncrasy credit" by
Hollander (1958).

Harvey and Consalvi (1960) demonstrated the curvilinearity of
the relationship. The higher status persons were less conforming;
there was a greater degree of conformity from social pressure by the
middle ranking persons. Their study complemented that of Dittes and
Kelley (1956) who postulated that different status actors had varying
reasons for complying. or not, for responding to social pressure or not.
Finding bimodal relatedness, the latter investigators focused on the
distinction between public compliance and private acceptance. In-
tdlerance of unwanted behavior may quickly produce compliance if the
person is sensitive to his social position; therefore, social pressure
applied to lower status persons may be more frequently effective,

Conceivably there is a limit to the degree of nonconformity
permitted the high status person as well as some consideration as to
what expectations the nonconformity violates. Wiggins, et al. (1965)
reported that high status actors were punished less for minor, but more
for major, interference than were middle status persons.

None of the preceding researchers has directly addressed an
inherent contradiction: the more the conformity, but the greater the

freedom to nonconform. Hollander's (1958, 1960) view would support a

'
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temporal explanation; the actor conforms to attain status, thenis
granted the privilege to nonconform. Wiggins, et al. (1965) would
emphasize the importance of norms as the critical factor; the high
status actor could simultaneously conform to norms of major importance
to the group and violate those of lesser importance. The untested
assumption is that at some point strong social pressure is called for
in order to bring the higher status actor into line and to indicate that
the idiosyncrasy credits are being denied.

Social psychological theory also pertains to the relationship
between status and conformity. Thibaut and Riecken (1955) found that
persons of higher status will be perceived as complying for internal
reasons, i.e., they want to comply; those of lower status will comply
for external reasons, i.e., they have to comply. Reaction to noncon-
formity depends on the personal power of the deviate. Methods of
control would have more effect upon the person who is responsive to
external forces--the lower status actor. A more permissive, tolerant
response to the higher status actor implies good will and an appeal
to the renewal of internal motivation to comply (Hastorf, et al., 1970).
Hastorf, et al. (1870:74) go on to propose that since the high status
person complies because he wants to, his nonconformity may be caused
by external forces. Conversely, the nonconformity of the low status

actor may be attributed to internal reasons--obstinancy, bad intentions.
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Walker and Heyns (1962:94) state that the better the education,
the more independent and self~determined the behavior, the less the
conformity under social pressure. The same outcome is likely as the
discrepancy between the actor's private éstimation or attitude and the
answer or behavior wanted increases (1962:95). Hamblin (1964:356-
358) reports that aggressive and punitive supervision can have the most
disruptive results when applied to the ambitious, the motivated, to
those persons who are already trying to do their best. Freidson's
(1970b:225) suggestion that our society is more willing to tolerate
deviance stemming from ignorance or lack of ability if only a person
means well, has his heart in the right place, and has good intentions
reinforces the same dynamics.

The preceding paragraph also supports the idea that under some
conditions lesser social control will be exerted to prevent nonconform-
ity, or in response to nonconforming behavior., While stipulating nothing
about the concurrent degrees of conformity, these sources do pinpoint
attributes of the actor which provide clues as to the necessary kind or
aﬁount of social control.

The foregoing discussion cites support for three propositions:
(1) status varies directly with the degree of conforming behavior and
permission to nonconform, (2) social control varies indirectly with status

when the likelihood of subsequent nonconformity is considered, although
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the relationship is a direct one when the importance of interference is

considered, and (3) reasons for conformity vary with status.

Auxiliary Theoretical Assertions

The health care professionals consider certain characteristics
of their clients in the attribution of status to them. The professional
is influenced by the patient's illness, by cultural differences, and by

the attractiveness of the patient.

1. Visibility of the Patient's Illness

Mechanic (1968:47) states that the visibility of signs of ill-
ness plays some part in accepting a definition of sickness, especially
in circumstances where there is some reason for doubting the patient's
motives, Further, if sickness is conceptualized as deviant behavior
(Parsons, 1951; Mechanic, 1968) then the greater the visibility of the
disability, the greater the ease of identifying the deviant himself.
Effective social control presupposes an appreciable degree of observ-
ability (Merton, 1957:374).

Lacking tangible evidence of visible sickness and disability,
of legitimate right to a particular status, patients are prone to be
suspect by those given authority to evaluate illness behavior (Mechanic,
1959). The visibility factor is important as it both justifies the
patient's exemption from normal role responsibilities and indicates who

needs the most care. The sicker the patient is perceived to be, the
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greater the assessed need for nurturance, and the greater the legitimacy
to the status of illness (Mechanic, 1968).

Burling, Lentz and Wilson (1956:249) suggest that the greater
value of the sicker patient relates directly to the emotional response of
the nurse. The more urgent need for care, and thereby of the nurse, is
- especially gratifying.

The sicker patient is evaluated differentially because he poses
fewer problems to the staff. Freidson (1970b:123) says:

From the accumulation of studies of interaction in the ward,

a number of patient attributes seem to have important bearing

on what techniques of control can be exercised by staff

members seeking to order their work. The grossest attribute

is physical incapacity; an uncecnscious patient obviously

poses fewer problems to staff than a conscious one; a weak

and bedridden patient fewer than an ambulatory.

It is unclear whether the minimal problems are due to competence to deal
with the sicker patient's problems or to the patient's lack of ability to
assert himself in his own behalf, or some combination of both.

The relationship between status and illness has been further
specified by Schottstaedt, et al., (1958) and Taylor (1970). Greater
status is accorded those patients who: respond dramatically to therapy,
do better than expected, recover against odds, and respond more rapid-

ly to therapy. These variables are related to the professional's work

and to the available technology.
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2. Cultural Differences
| The capabilities to meet expectations are dependent on
cultural background. Mechanic (1968) says that the way in which a
patient expresses his orientation toward any of the health profession~
als is determined in part by the patterns of living previously encountered
by the person~-his culture or subculture as the case may be.

Cultural relativism is a consistent theme in terms of: reactions
to pain (Zborow’ski, 1969), perspectives toward health and disease
(Kluckhohn and Strodtbeck, 1961; Mechanic, 1968), response to ill-
ness (Mechanic, 1968), stereotyping of personal characteristics
(Simmons, 1961), and enhancement of communication within cultural
or subcultural groupings (Kadushin, 1962; Mechanic, 1968).

Since 'rights and obligations depend on identification, the
expectations with which human beings approach each other depend
upon the ways that they classify each other (Shibutani and Kwan,

1965). Ethnic groups are identifiable by cultural criteria.

Information about cultural differences as presented in profes-
éional education is intended to increase predictability of response to
illness or disability by members of various ethnic groupings. The infor-
mation categorizes clients according to responses to therapy, but it
also communicates an evaluation of the attributed characteristics and
dictates action toward another individual. As expectations are commun-

icated and conformity follows, the outcome is a self~fulfilling prophecy:
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evidence for the truth of stereotypes reinforces the category
system.

Stereotyping also serves to justify conduct in relation fo
any category of persons (Simmons, 1961;290). Information presented
then influences the professional student to (1) make more allowances
for client behavior, (2) assume superordinate status over the client
with the power of greater knowledge and/or understanding, and (3)
feel personally superior to those who are different.

The professional's assessment of a patient whose life style
is different from her own will differentially evaluate the capabilities
of clients and will give higher honor to those clients who have values
more nearly like her own.l Choices for association with those who
are similar as opposed to those who come from different cultural back-
grounds are supported by a number of social psychological studies;
liking and affiliation are the usual indicators for similar value (see

Berscheid and Walster, 1969:69-72)..

3. Attractiveness of the Patient
Whereas a person is usually attracted to another when he per~
ceives that other likes him, esteem-bestowing behavior that implies

illicit seeking of benefit blocks the attraction to that other, A person

l1since most professional nurses are Anglo-American, the more
frequently occurring relationship across cultural backgrounds is that of
Anglo nurse and a patient of differing ethnicity.
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who presents a more accurate, albeit a less impressive picture of
himself is likely to be evaluated as more sincere, more trustworthy
and more reliable (Jones, 1964; Berscheid and Walster, 1969).

Being liked by the client ié of some importance to the profes-
sional. While the patient's appreciation for comfort and tension-
reducing activities is the nurse's reward for role performance, the
nurse's colleagues judge her in terms of whether the patient likes her
and appreciates her (Johnson and Martin, 1965:32). In fact, the prob-
lem patient is consistently one who frustrates the nurse in performing
her role as successiully as she would like; on the other side of the
coin, the especially nice patients may be the ones who facilitate suc~
cessful role performance (Mumford and Skipper, 1967:210~214). Olesen
and Whittaker (1968) note that it is the patient who appreciates skills
and properly expresses gratitude who becomes the ideal legitimater of
the nurse's role; but this must, of course, coincide with the profes-
sional's evaluation of her own capabilities.

The latter comment suggests that the professional is sensitive
to the tactics of patients who try to over~legitimate the role of nurse.
Ingratiation represents one way in which the patient could unintention-
ally block the reciprocity-of-liking rule (Berscheid and Walster, 1969).
As acts that are designed to increase the attractiveness of the actor, to
obtain rewards and benefits from the recipient, ingratiation is a class

of strategic behavior (Jones, 1964).
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Liking a particular patient is not unusual, but overt expression
is not supported by the ideology of the health professions. All patients
are to be treated alike. Objectivity and universalistic treatment are
apt to be the verbalized rules of the professional staff. Given the
nature of the professional-client relationship a reciprocity of attractive-
ness is presumed at the beginning of interaction, but the inherant
power differential can subsequently determine varying patterns of inter-

action.

4, Compliance

While the terms of conformity and compliance are often used
interchangeably, Jones (1965) distinguishes them in the contekt of
strategic behaviors., Conformity of opinion is an ingratiation tactic in-
tended to enhance power and decrease dependence. Compliance, on
the other hand, is one kindv of dependence~confirming device. The com-
plying person, by his overt obedience, can prevent punishment and gain
rewards available to him, but he simultaneously reinforces the power
differential (Jones, 1965:144~145),

Thibaut and Kelley (1959:240-245) conceptualize three
dimensions of conformity; determinants of conformity are surveillance,
attractiveness, and credibility of others. The contingency of actual or

potential surveillance produces one type of conformity which is called
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compliance. Compliance is predictable when agents control the means
by which the actor can achieve a favorable sociai effect.

Davis (1967:265) defines compliance as the action completed
upon the direction of e:nother who has more authority. What the pro~
fessional instructs to be done, the patient does. Compliance is, in and
of itself, informational; it verifies the understanding of both parties
especially in terms of the predictability of subsequent actions (Jones,
1964:10).

The normative expectations associated with professional-client
relatedness are supportive of acceptance of the client's behavior
during periods of temporary dependence and treatment. The expectations
that guide both clients and professionals can be atiributed to normative
pressures at the societal level (Parsons, 1951), or to beliefs about
authority relationships (Blau and Scott, 1962:28).. The latter specify
two criteria of authority, one of which is voluntary compliance with
legitimate commands and suspension of judgment in advance of com~
mands. Since compliance reinforces this difference in power--especial-
ly under conditions of observability--then the patients' sentiments are
less important than the maintenance of some semblance of a normatively
regulated relationship (Heider, 1958).

Even though professionals may predict compliance from clients
more often than not, compliance can have undesirable results.

Tagliacozzo (1965:227) elaborates on this point:
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Nurses may feel that "good patients" have no problems.
This is not true. The data suggest that the problems
of "good patients" are often hidden behind a cloak of
conformity. The "good patient" needs and deserves attention
even though he may not demand it.
Compliance by the client is too easily taken for granted.

The complying patients, though, are in a better position to
declare that any unwanted behavior is not personally caused; they can
be free of responsibility by creating the impression that strong, ex-
ternal forces are causing the behavior (Heider, 1958; Hastorf, et al.,
1970). The avoidance of blame is important to dependent persons since
attribution of responsibility to factors beyond one's control can make
noncompliance more understandable and more acceptable.

The patient's credibility is related to his proclamation that
the behavior is an effort to cooperate. The patient does have a dilemma
of ascertaining when, how, and to whom to complain (Zborowski, 1969).
Patients and staff agree that purposes of compliance do differ; the dis-
tinction is made by both groups that some patients are just making a
fuss when in pain and others are complaining when necessary; only the
former are not actively cooperating in their care. Zborowski (1969) also
emphasizes the point that professionals may not need to exercise strong

control over some client behavior because:; (1) the patient disciplines

himself, or (2) other patients exert social pressure.

The professional’s dilemma may well be to decide which clients

are accidentally, and which are willfully, noncomplying with their
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instructions. The plausibility of accidental noncompliance is sup-
ported: (1) by Parsons (1970) who thinks that unconscious factors op-
erate to shield the client from the awareness that he is not cooperating,
(2) by Blau (1964) who talks of unspecified obligations that are not in-
formative of the nature of the wanted behavior or the context in which
its performance is desired, and (3) by Lefton (1970) who contends that
the divergence of interest between client and professional as the
client's condition improves produces some measure of discontent in
the patient; the discontent may be expressed in noncompliant actions
which happen to violate the professional's expectations. With the
improvement of well-being and the return of self-sufficiency, patients
are less apt to express gratitude for their efficient and impersonal
care, Under these circumstances, any noncompliant behavior may be
labeled willful,

Ujhely (1963:30) is most specific as to the meaning of willful

noﬁcompliance;

By uncooperative patient we mean that patient who seems to

willfully disobey the doctor's orders. He gets up when he

is to stay in bed; he eats ice cream when he is on a fat-free

diet; he does not take the medications prescribed for him.
Clearly, compliance infers properly directed effort; noncompliance can
infer willful misdirection of effort.

The client's effort is misdirected when he complains too much

or repeatedly demands service or attention. The outcome is some
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degree of resentment by the professional (Ujhely, 1963). The resent-
ment arises because nurses do not expect to be told what to do by
anyone except the doctor or supervisor. The patient is last in line
within the hierarchy of the hospital; he is, after all, the exemplifica-
tion of the purposes of the organization. Nonetheless, he is also
without expertise and without knowledge as to what is best for him;
the nurse expects the patient to take orders from her and not to issue

them (Ujhely, 1963:60).

5. Social Pressure

The client who accidentally noncomplies can be expected to
respond to teaching, persuasion, or simple explanation from the pro-
fessional. The control of unwanted behavior from the client who is
perceived to wilfully disobey is another factor that poses a quandry for
the nurse. Pressure exerted can produce even mére noncompliance,
Thus, persons who do not comply exert their own influence even though
it be a posture of resistance or, as Brehm (1966) calls it, reactance.

Coser (1962:77) lists several forms of control exerted by
nurses: (1) ignoring a-patient's call, (2) appealing to rules, regula-
tions, and doctor's orders, and (3) making an ostentatious show of
authority. Ujhely (1963:61) would add that when the nurse senses

that the patient's complaints or requests are meant to manipulate her
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into paying more attention to him, the nurse's resentment leads her to
deny fulfilling the patient's demands until she is ready.

The tactics of control may have specific unwanted effects,
however. Coser (1962:77) is explicit about three negative manifesta-
tions: lowered status of the nurse in the patient's view, the client's
formulation of the opinion that the nurse is a powerless person who
only obeys doctor's orders, and expectations for punitive sanction,
e.g., withholding of services and attention. Application of strong
social pressure may only produce a client who cannot explain the
reasons for his behavior; the professional nurse is then faced with the
unattractive remaining alternative-~delegating the problem to the doc-
tor and thereby abdicating her power position (Ujhely, 1963). Little
wonder, then, that professionals prefer the techniques of insistence on
trust or faith in their competence as forms of client control (Freidson,
1970a:82).

At this auxiliary theoretical level of abstraction, the indicators
of status (visibility of illness, extent of cultural difference, and
degree of attractiveness) are related to the concept of social pressure
by an assumption. Lesser social pressure will be exerted as the pro-
fessional makes more allowances for noncompliance, and perceives
less threat to her superordinate position. An overriding premise is

that the more visibly ill, the more similar the client and the professional,
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and the more attractive the patient, then the more motivation the
client will be perceived to have. Therefore, the less social pressure
applied, the less likely the disruption of their motivation.

The linkage between the status indicators and compliance is
made explicit with empirical documentation: (1) the urgency of acute
illness increases the likelihood of compliance, (2) noncompliance
increases in direct proportion to the amount of judgment needed by the
patient to follow directions, and (3) the notable increase in the frequen-
cy of noncompliance that is frustrating to the professional (Davis,
1967, 1968). These findings lead directly to the consideration of the
information implied by the observables utilized as independent varia-

bles for this study.
Observables

1, Visibility of Technology

Although status may vary with the specific illness involved,
as with the degree of acuteness within any illness category, it is of
t'heoretical and practical interest to ascertain the effect of the visibil-
ity of technology alone as a status characteristic.

Goffman (1963) gives theoretical importance to visibility in
his conceptualization of stigmatization: the recognition of and reaction
to discredited attributes. That which can be inferred about an individ-

ual's social identity at all times and by all persons is bound to be
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important. He goes on to suggest that "perceptibility" or "evident-
ness" might be more accurate terms than visibility.

Visibility needs to be separated from the bases of its "known-
aboutness," its obtrusiveness, and its perceived focus (Goffman,
1963:49-50). Taking the public at large as potential viewers of dis~
ability, the visibility factor is interrelated with whether the viewer
knows about the disability before interaction, how much the disability
interferes with interaction, and how much the existence of the dis-
ability will pervade the scope of interaction.

The social setting establishes a priori the categories of
people likely to be encountered there, In the hospital setting the dis-
abled are valued for reasons that do not pertain to the larger public.
The professional's view of disability relates to her own capabilities to
help. What would be discredited in the general public can signify re~
liable and valuable information to the professional.

Perrow (1965:959) believes that the source of rules in the
hospital is the logic of the technology. Health professionals are taught
the cause and effect relationship of medical technology: a cause of
the disorder is located and technology applied to change the condition.
Knowledge of the technology--what it consists of, how it works, its
known efficacy-~contributes to cognitive mastery. Then, as Blau and

Scott (1962:178~180) state, with increased cognitive mastery comes
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increased control by results. The expert controls the technology
which, in turn, exerts control on the material to which it is applied.

Perrow (1965:915-916) defines technology as a technique or
complex of techniques employed to alter materials in an anticipated
manner; the technology is determined by the knowledge of the nature of
the raw material. The content of the technology can be less important
than the fact that, for known or unknown recasons, the application of
the knowledge produces a perceptible change in the material (Perrow,
1965:965). Hospitals have technologies for control, care, comfort,
custody, cure, and coordination (Perrow, 1965:916). The focus is
clearly that of the work which affects the client by the professional's
application of knowledge.

For that matter, however, the client also values the visibil-
ity of the technology. He can judge the quality of his care only upon
the observation of the nurse's ability to make him feel comfortable,
her willingness to answer his bell when he summons her, and when she
deals proficiently with supplies and equipment (Burling, et al., 1956:
245)., These same investigators had hypothesized that mechanical
equipment might be frightening to patients; they found so few examples
to support this and so many evidences in confidence and pride in the
use of contraptions that they reversed their speculation in favor of
machines (1956:246). The preference for mechanical gadgets comple-

ments the professionals' need to attend the effective technologies.
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The Visibility factor alone can trigger different responses
for the professional related to past experience with the technologies
involved and to the measure of proficiency of task performance; the
health professional then reacts positively or negatively to the tech=
niques involved in the client's care.

Although there will be preferences relative to the soﬁs of
challenges incorporated within the cure and care activities (Martin,
1957), subspecialization within professions makes allowances for
capabilities and preferences. Thus, just as with the more visibly ill
patient, the more technology visible to the professional, the greater

the likelihood of opportunity to fulfill the role expectations. -

2. Ethnicity of the Client

Although sociologists do not always agree that ethnicity is a
status dimension, it is a c‘oncept that indicates differentiation into
subgroupings with consciousness of kind (Shibutani and Kwan, 1965).
Conceptions of similarity arise by virtue of common ancestry~-real or
fictitious--that are so regarded by others. These same authors state
that in the United States one's social status depends upon his position‘
in two coexisting systems of social stratification: (1) class position
depends to a large extent on the occupation and income of the head of
the household, (2) ethnic identity cannot, in most cases, be changed,

but people in minority groups can improve their lot through economic
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advancement. In those areas in which it makes a difference, how-
ever, ethnic identity places a ceiling upon the extent a person can
rise.

Malewski (1963) puts no such restriction on the use of
ethnicity as a status dimension. Like Berger, et al., (1966), Malew-
ski takes the view that everything which distinguishes an individual
from another may become a status factor as long as it is perceived by
others in terms of higher or lower, better or worse.

Ethnic groups can be considered as repositories of varying
information; socialization within the groups results in different frames
of reference for defining reality. Acknowledgement is made, though,
that ethnic groups are not stable designations; with differing desires
and capabilities for social mobility, members of groups may reject the
way of life and/or try to escape the prejudice and discrimination of
others. Even so, ethnicity connotes unequal access to services and
pleasures as well as those conventional norms concerning what kind of
people are to enjoy what is coveted and what kind of people are to be
deprived (Shibutani and Kwan, 1965:29). It follows that the manner
in which the people in one ethnic group consistently treat those in
another depends largely upon the estimates that are placed on the groups

(Shibutani and Kwan, 1965).

In the Southwestern part of the United States the number of

Mexican-Americans is high and their standard of living not as high as
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that of Anglo-Americans. The Mexican represents both a d;fferent
ethnic group and a lower social class than that of many of the pro-
fessional nurse staff of general hospitals (Simmons, 1961; Saunders,
1954), In the context of health professional-client relatedness Davis
(1967) concluded that those in lower socio-economic groups were less
apt to comply; not surprisingly, the same could be said for those of
lesser education. Mechanic (1968) and Wilson (1970) both note that
the lower classes are less apt to be consistently involved with
professional-client relationships unless the need is obvious or acute.

By coming into contact with medical professionals when the
need is more acute--and probably more complex~-~the lower classes
are less likely to be prepared to comply with instructions. There is
a consistently recurring theme in the literature that supports the as-
sumption that the Mexican-American is less éapable of performing in
the desired manner. The prevalent stereotypes refer to personal char-
acteristics and reactions to illness and to the health professional.

Simmons (1961:289) says that the Anglo~American's principal
assumptions and expectations emphasize the Mexican's presumed in-
feriority; further, their subordinate status is perceived as their own
fault, Besides being characterized as undependable, irresponsible,
childlike, and unpredictable (Simmons, 1961:291), the Mexican~
American is perceived to be: slow-witted, content with conditions as

they are, totally lacking in ambition, and very appreciative of favors
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(Saunders, 1954:106-110)., In addition, instead of striving to over-
come the problems that beset them, Mexican~Americans may adjust by
accepting and resigning themselves to whatever destiny brings them
(Clark, 1970:194-198).

The general attitude of acceptance can be interpreted as
passivity and/or as dependence (Clark, 1970). The dependency of
the Mexican is attributed to the close family bonds within their culture
(Nall and Speilburg, 1967). Medical practices that require separation
from family can be factors that inhibit the acceptance or utilization of
services offered by the Anglo professional. Clark (1970) also says
that the family plays a primary role in the validation of the Mexican's
illness or disability; this is particularly so if the Mexican-American
family is committed to folk medicine. While the objective, clinical
approach of the Anglo health professional may be interpreted as hostil-
ity by the Mexican, and the pace of technological efficiency may be
experienced as rudeness or discourtesy, it is the Anglo-American
client who appreciates the authority of the physician or his advocates;
to the Mexican, the curer advises and counsels instead of prescrib~
ing so strongly as to dictate action (Clark, 1970:213-216).

The interpretation of passivity given to the perception of
limited overt effort or to the perception of acceptance of conditions as

they are invites the inference that the client's motivation is doubtful
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(Freidson, 1970b). One of the central ideas of the sick role (Parsons,
1951) is that the ill person will cooperate in the effort to get well.

There are contradictory conclusions from the motivation model
(Roth, 1970) and the passivity model {(Coser, 1960). Roth presumes
that greater motivation implies that the patient values achieving at
least a minimum of independence in handling matters of daily living;
the cooperative, motivated patient will want to comply with instructions
and will represent an instance for greater investment of effort and
interest from the professional.

Coser (1960) presumes fchat passivity facilitates treatment
and that the active patient can easily interfere with treatment. Passiv-
ity and compliance occur together; less independent activity on the
client's part can indeed give the semblance of lesser likelihood of
noncompliance. Complementing Blau and Scott's (1962) conceptuali-
zation of the criteria of authority relationships, this view purports
that the client is motivated to exhibit some degree of passivity.

The contradictions are more apparent than real. The degrees
and directions of motivation, the degree of passivity, and the varia-
tion in perspective may account for the different predictions. Roth
and Coser conducted their studies in different settings and from dif-
ferent perspectives, i.e., patient versus physician. The physician
in his work may enforce passivity in his clients; the nurse, however,

in her work in the short-term general hospital can be impeded by
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passivity. Thus, the same behavior that indicates willingness to
comply or abeyance of judgment in deference to the physician may in-
dicate intransigence to the nurse (Levine, 1970). Central to the preced-
ing statement is an appreciation of the pace of work for those who carry
the major responsibility for implementing the prescriptive directions in
a particular setting (Perrow, 1965; Burling, et al., 1956).

The point is moot as to what characteristics signify the
"good" patient (Reissman, 1957; Taylor, 1970). In view of the
stereotypic information about Mexican-Americans and the importance
of motivation, dependency, and passivity as client characteristics in
professional-client relatedness, an assertion is formulated: the
extent of cultural differences between the Anglo professional and the
Mexican patient will affect the perceived degree of capability to re~-
inforce role performance. The patient of similar background will be

given the greater honorific distinction in this respect.

3. Degree of Ingratiation by the Client

Achievement of professional goals is dependent on the
patient's willingness to comply and subsequent cooperative behavior;
both parties are aware of the interdependence of effort, and each is
able to control or influence the other's conduct to some degree (Par-
sons, 1970). Power differentials do develop within the structures of

mutual dependence (Emerson, 1962).
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Hospital functionariesv maintain power over patients by mak-
ing the satisfaction of their needs contingent on their compliance
(Blau, 1964). Such a differential in resources gives motivational
.relevance to ingratiating behavior; assumptions underlying definitions
of ingratiation depend on the observation that target persons have some-
thing the ingratiator wants (Jones, 1964:118).
Further, an individual who gives rewarding services to another
obligates him; in order to repay the obligation, the second gives bene~
fits to the first (Blau, 1964:89). Gifts of esteem offered to the profes-
sional by the client exemplify benefits rendered for service. The
patient, however, has to be judicious in bestowing the esteem; over-
emphasizing the obvious may only create suspicion and decrease his
attractiveness. Berscheid and Walster (1969:62) put it this way:
An expression of esteem, then, is a gift horse whose mouth
is usually examined quite carefully. If the grounds upon
which the esteem is given seem to be patently false, we are
often led to suspect that esteem, since it is proffered for the
wrong reasons, has been expressed to obtain something for
the ingratiator.

Gratitude is the appropriate commodity in the exchange for services;

introduction of the notion of restitution for benefits rendered also

triggers the professional's suspicions (Johnson and Martin, 1965).

In an attempt to increase his esteem in the professional's

eyes, the patient may act in an overly pleasant, overly agreeable man~

ner; he may compliment or flatter the nurse without fully realizing that
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he is not accepted as a legitimate evaluator of some of her skills.
Some clients attempt ingratiation by drawing attention to their suffer-
ing and to what the professionals have done or are doing to alleviate
the discomfort (Olesen and Whittaker, 1968).

Jones (1964:6-7) specifies the components of an ingratiation
tactic: (1) attempt to reduce or minimize the costs in eliciting reward
from a target person while informing'that person that these costs are
high, (2) attempt to falsify the investments, e.g., present background
and abilities in a favorable light, and (3) attempt to increase reward
value that certain behavior has for the target person. The ingratiator
presents himself in such a way as to advertise his strengths and
virtues or to enhance the strengths and virtues of the target person
(Jones, 1964:41),

The reaction to the ingratiation attempt is the crucial factor.
If the attempt succeeds then the attractiveness of the ingratiator is
enhanced and the probability of attaining added benefits is high
(Berscheid and Walster, 1969). However, if the attempt sensitizes the
target person to underlying ulterior motives then the ingratiator can find
himself in a less attractive position.

Jones (1964:164~166) lists the probable reactions to ingratia-
tion: affection, affiliation, attraction; feelings of tolerance, fore-

bearance; feelings of restitution, obligation, benevolence; feelings of
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embarrassment, and/or disgust, moral indignation. .In addition, the
professional might also feel some;\;h;i‘; insulted -since the primary
reason for the rendering of service is, at the outset, the needs of the
clief;t.

While the intent of the ingratiator is conceptually clear, the
reaction of the target person can be reflected in affiliative tendencies
or in the effort expended to reinforce equity in exchange of benefits.
Berscheid and Walster (1969:9) state that the performance of a favor
can demonstrate the extent to which a person will exert himself to
provide benefits to others. Thus, even though the nurse perceives
an undercurrent in the quest for control implied by an ingratiation
tactic, she could still feel obligated to care for the patient; but she
might perform special favors for only those clients who fulfill her ex-
pectations about what a professional-client relationship is normatively
prescribed to be.

Given the inherent attractiveness in the interdependent
relationship, the client may not find the relative powerlessness satis-
ﬂing (Jones, 1964). To expand the boundaries of relevance and to
redistribute the outcomes of interaction, the patient may attempt to get
into the professional's good graces. Unintended outcomes will be
perceptions that: (1) the behavior over-legitimizes the professionals’

role, (2) the client is untrustworthy and his motives suspect, and (3)
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in general, the attractiveness of the client is lessened relative to the

opportunities for successful role performance.

4, Degree of Compliance Expected
At this level of abstraction the connections between the status
indicators and compliance depend on reiteration of the linkages pointed
out within the auxiliary theory. For this particular study, however,
the measurement of compliance is restricted to the degree expected by
the professional as opposed to the degree observed in the client's
behavior. (See Chapter III for methodological considerations.)
Expectation states themselves are constructs that account for
regularities of response and indicate structural phenomena (Sebieszek,
1972:104), Expectations also guide action as they are organized into

a total conception of a particular phenomenon (Heiss, 1968).

5. Tolerance

The linkage between the status indicators and tolerance--as
the lack of social pressure~-is more explicit at this level of abstrac-
tion. Blau (1964:138-139) relates the tolerance factor directly to
power differentials that are inherent in the authority relationship.

Intolerance is an admission of weakness that acknowledges
the power of another, just as tolerance is a sign of strength
that confirms the other's inferiority. Our attitudes toward
opponents and deviants, too, can remain permissive only as
long as we do not feel threatened by them; once their actions
are experienced as a threat, we can hardly help becoming in-
tolerant toward them, often fiercely so.
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Freeman and Simmons (1963) assume that societal reaction to
deviant behavior is a function of a network of variables that can be
subsumed under the umbrella concept of tolerance. This factor can be
investigated as the continued acceptance of the deviant even when
he fails to perform according to given standards or instructions.
Mechanic (1968:130-131), speaking specifically of reaction to illness
behavior, lists salience of beha'\}ior, disruption produced, and the
tolerance threshold of those who evaluate the behavior as important
considerations. The tolerance threshold is related to the evaluation
of the behavior; if the motivation is perceived as being rational and
linked to "normal” motives then the behavior is apt to be judged on the
"badness" dimension; if the motivation is unclear and the empathy
processes yield some confusion as to causation, then the behavior is
apt to be labeled "sick" (Mechanic, 1968:140).

Freidson (1970b) would add that the dimension of responsi-
bility is again operational in the expressed tolerance toward unwanted
behavior; being free of responsibility for the action allows for less
punitive forms of management--instruction, therapy, or permissive
constraint. Tolerance indicates a sense of loyalty to the client; with
the sicker patient, the professional tolerates the inability to comply
as much as the noncomplying behavior itself (Mechanic, 1968:61, 148).

'fhe visibility of technology may well prompt the above source

of tolerance, whereas the professional's tolerance for the client: (1)
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of similar background and (2) who is less ingratiating is prompted by
lesser threat to power position.

Finally, professionals are not unaware of the benefits of
conflict for the patient's condition. Permissive constraint--as a
factor that is conceptually close to tolerance--effectively sets
boundaries on noncompliance, but it also fosters self~assertion to a
degree that reinforces the client's return to wellness behavior (Zola,
1964:17).

Summarization of this discussion is found in the context of
the hypqtheses which appear below. The connections between the
higher-order generalization, auxiliary theoretical assertions, and the

observables are summarized in Figure 1.

Hypotheses

The predicted effects of the variables are:

(1) The professional nurse will expect a greater degree of
compliance if there are more technological devices visible
to her on initial contact with the patient than if there are
fewer visible,

(2) The professional nurse will have a greater degree of toler-
ance for noncompliance from the patient who has more
technological devices visible than from the patient who

has fewer.
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(3) The professional nurse will expect a greater degree of
compliance if the patient is Anglo-American than if the

patient is Mexican~-American.

(4) The professional nurse will have a greater degree of

tolerance for noncompliance from the Anglo-American

patient than from the Mexican.

(5) The professional nurse will expect a greater degree of
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compliance if the patient is less ingratiating than if the

patient is more so.

(6) The professional nurse will have a greater degree. of tol-

erance for noncompliance from the patient who is less

ingratiating than from the patient who is more so.

The predicted effects can be summarized as:

More Compliance Expected
and

Greater Tolerance of Noncompliance
by the

Professional Nurse:

1., High Visibility of Technology
2. Anglo-American Patient
3. Patient is Less Ingratiating

Compared to:

Low Visibility
Mexican-American
More Ingratiating



CHAPTER III
METHOD OF INVESTIGATION

The hypotheses were tested by a three~factor experimental
design. The combinations of independent variables yield eight differ-
ing descriptions of a patient (see Figure 2). The descriptions were
then randomly assigned to eighty professional nurses who served as
subjects for the study. R. A. Fisher's principle of randomization to
survey design was utilized. Three hospitals were represented as

employing organizations.

Choice of Design

Campbell (1957) gives descriptions of posttest-only control
group design and of multiple factorial design. The latter takes ad-
vantage of the control group as well as various treatments. Instead
of "X" compared to a "no~X" in the classical experimental compared
to control type of design, the "no-X" group is considered an experi-
ence of its own. Additional groups can be added to yield more
information. As a result, the utility and power of the experiment is
increased since variance not explained by the variables acting singly
may be explained by additivity.
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In a social experiment, as random assignment of treatm'ents
to subjects is carried out, pre-experimental equivalence of subjects
is assumed and subjects are equally probable to be assigned any one
of the treatments (Campbell and Stanley, 1963). Individual variation
among subjects is randomly distributed throughout the groups, there-
fore the investigator is more confident that the effects are not system-
atically influencing the results as a bias.

Naturalistic study of the phenomena could be carried out, but
would pose difficulty. A number of patients who differed by the desired
characteristics would have to be found; additionally the patients would
need to have a number of important attributes in common: age, sex,
events before hospitalization, length of hospitalization, kind and
severity of illness. Further, the experiment would take whatever the
time period necessitated by the search for appropriate patients. During
the passage of time the equivalence assumption of pre~experimental
randomization to groups is affected (Campbell, 1357),

An advantageous altematfve is that of presenting subjects
with a hypothetical situation and measuring response to the descrip-
tion (see Phillips, 1964; Gerson, 1967; and Keller, 1971). With
this method, certain attributes are easily held constani while the
factors under consideration are allowed to vary. Asking professional

nurses to respond to essentially the same patient--except for the
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combination of independent variables~-takes less time than the
natural experiment and internal validity is more assured.

Herskovits (1950) defines the hypothetical situation as a
novelistic technique for describing ad hoc real life situations in terms
of hypothetical persons, relationships, and events and using these
situations to secure data from respondents. The several functions
served by the method are listed as: (1) adding insight to overt be-
havior, (2) acquiring information not obtainable from mere observation
of behavior, (3) giving the respondent some familiar topic(s) to discuss
in terms the subject is apt to understand by structuring the discussion
in more everyday, as opposed to highly abstract, terms, and (4)
structuring the discussion in a way that the subject is invited to try to
pose his unique perspective of the situation (Herskovits, 1950).

Of critical importance is the question of the validity of data
generated by the method. The hypothetical situation is not the actual
nor is the relatively small number of variables and constants with
which the subject is confronted the more usual dynamic interplay of
éues, action and feedback. What subjects say they would do in rela-
tion to the hypothetical may not be what they would do when faced with
the actual situation. Wager and Miller (1969) note the lack of pub-
lished critique as to the usefuiness and limitations of the hypothetical
situation technique as an alternative to the classic methodology of

laboratory experimentation.
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These same investigators matched hypothetical and actual
patients, then compared the answers of respondents. Wager and Miller
(1969:124-125) concluded that the use of the hypothetical situation
does obtain a valuable kind of data, and that agreement of response
is more likely if the requndents have had recent experience with the
phenomena in question. Recency of experience diminishes the likeli-
hood that respondents are guessing or rehearsing in terms of unusual
situations. Infrequent occurrence increases the probability that self-
report of actual behavior will be discrepant from the answers to
hypothetical cases.

Internal validity is the more important consideration of an
experiment; external validity is of greater dispensability if the choice
has to be made (Campbell, 1957). The steps taken to insure a high
degree of internal validity were: (1) obtaining agreement among ex-
perts about the content of the stimuli and options, and about the
ordering of options along certain dimensions, (2) conducting a pilot
study in advance of the study proper, and (3) interviewing subjects
who responded to only one combination of independent variables. Ex-
ternal validity is enhanced by having only those nurses who more
usually interact with the type of patient described serve as respon-
dents.

As an investigator acknowledges the demand characteristics

of any experiment and the problem-solving attempts by subjects
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(Orne, 1962), he also acknowledges the need for control over cues
presented to subjects. Since, within this investigation, each treat-
ment is én operationalization of three status characteristics, the
best test of the hypotheses results from the respondent's lack of
opportunity to compare the patient in question with others. A test of
whether status characteristics are empirically important in causal
fashion is more conclusive if they are found to influence subjects as
combinations of single levels of status. The research question to be
answered relates to the professional's comparison of the described
client to the actual, situational distribution of status.

The respondents were interviewed while they were at work
and were similiarly influenced by: (1) their daily schedules, (2) some
degree of preoccupation with their as‘signments, and (3) some need to
be accessible to coworkers during the interview. By interviewing the
nurses at the hospitals, however, their responses as occupants of
the role of nurse were much more likely.

Constructing the Description
of the Patient

Certain aspects of the description needed to be congruent
with the study's conceptual framework: (1) phase of illness, (2) age

and sex of patient, and (3) reasons for hospitalization.

A greater variance in compliance occurs when patients are

into the less acute phase of their disability (Davis, 1967).
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Concurrently, problems of patient control arise; at this point attribu-’
tion of characteristics will involve a consideration of the intent, the
exercise of judgment and exertion of will by the patient. For thése
reasons, the patient is depicted as one week post-accident and post-
surgery, and as having no complications (see Appendix A for the
description of the patient).

To plausibly account for the nurse-respondent's lack of
knowledge of or interaction with the patient during the acute phase of
injury, the subject is informed within the initial stimulus information
that she is just back from a week's vacation. The interview then
begins assuming that this is the nurse's first interaction with the
patient.

Decisions regarding the age and sex of the patient were in-
fluenced by several factors. The Davis (1967) summary of traits
associated with noncompliance listed females and those in the older
age group. Since the depicted patient displays noncompliant behavior
within the interview schedule, the description is made more credible
és the attributes are consistent with empirical probabilities.

The question of what constitutes the older age group was of
some concern. If the woman were assigned a high numerical age then
the nurses might excuse some of her behavior as due to confusion, or
to approaching senility. In order to prevent such occurrence, the age

was tentatively set in the mid-fifties. Then, as experts were asked
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to respond to the patient, the investigator inquired about her typicality.
Assurances came from both Anglo~ and Mexican-American nurses that a
56 year old woman was consistent with the other characteristics and
behaviors. In fact, the Mexican-American experts stated that the
Mexican-American woman of the designated age group best represents
the assumptions and stereotypes found in the literature. Younger
generations of Mexicans could not be expected to be so dependent,
passive, or less capable of understanding instructions.

Age and sex act as status characteristics themselves (see
Parsons, 1942; Berger, et al., 1966). This research does not permit
these characteristics; to vary ; there is no way to ascertain the partic-
ular influence of the stated age and sex of the patient as additional in-
dicators of status, The overriding consideration is that on hospital
surgical units the greater number of adults are women and fifty years
old or older.?!

Depicting the reasons for hospitalization involved the patient's
presenting problem, diagnosis and symptomatology. Accidents are the
kind of disability that has equal probability of occurrence throughout
the population. Accident victims have a sudden onset of injury and

there is perhaps less personal blame attributed to the patient for his

condition (Suchman, 1970). If the onset of medical need were more

l"Hospi’calIndicators." Hospitals. 42 (June): 21-23.
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gradual then the patient would be open to blame for not having sought
help sooner, for not planning ahead, and for not anticipating the
exigencies of pain, discomfort, dependency (Wilson, 1970).

Attributes of the patient are associated with specific diseases;
the patient's sex, age, and socioeconomic status are correlates of
particular diseases. Personality characteristics are also linked in
disease-specific manner as professionals seek predictability and
patients attempt to isolate reasons for their illnesses. Recognition of
psychosocial agents of disease has fostered the association of person-
ality factors, occupational attainment, and vulnerability to specific
disorders (Wilson, 1970).

Personal attributes are disease-specific in the literature (see
Shafer, et al., 1964; and Wilson, 1970 for examples). Case histories
are presented in nursing texts which personalize the history of the dis-
ease and treatment interventions to promptand promote discussion of
nursing care that suits the individual patient. The histories simultan-
eously depict attributes of the "typical" patient who has the particular
disease or disorder (see Beland, 1965).

Clearly, if a patient were depicted as having a specific dis-
ease the professional nurses would be likely to exercise excessive
evaluation of the disorder alone and to freely ascribe more personal
qualities to the patient. The responses Would be confounded with the

feelings that the nurses have in relation to uncontrolled stimuli.
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Depicting the patient as injured by an automobile accident allows the
nurses to react primarily to the variables themselves.

Injuries incurred in automobile accidents are likely to require
the care of professionalé who specialize in surgery or orthopedics or
both. Therefore, a description of injuries, modes of treatment, and a
list of doctor's orders plus equipment necessitated by those (‘>rders
were given to two surgeons and three orthopedic specialists who
practice at a local hospital. The physicians were asked to evaluate
the material for accuracy. During the same period of time three profes-
sional nurses were interviewed regarding the problems that would be
most likely in the care of this patient. Information that reflected the
consensus of responses from the doctors and nurses was compiled.

Three other professional nurses who worked on a surgical-
orthopedic unit were interviewed regarding their expectations of the
patient and their reactions if the patient did not comply with certain
instructions. These responses were compiled and listed as attributes
and behaviors of the patient. Three Mexican-American nurses were
ésked to independently review the list, item by item. They suggested
that éome ten behaviors.be deleted or changed in order to achieve
representation of the Mexicén patient. The expert—approvéd list of
attributes and behaviors became sets of forced~choice options.

The ingratiation tactic was constructed according to Jones'

criteria of informing the target person that costs have been high, of
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presenting background and abilities in a favorable light, and of high-
lighting reward value of behavior for the target person (1964:6~7). Pre-~
suming that all patients--due primarily to awareness of their depend-
ence--attempt to get into the nu;se's good graces, the constructed
tactics vary by degree (see Appendix A). Behavior that is predominantly
verbal and centers on previous suffering, attempts to be a "good"
patient, and reward wanted from the nurse was made to vary by degree
and evaluated by the same professional nurses who were asked about
the other characteristics. The tactic denoted as "less ingratiating”
was judged to be a more accurate representation of a patient, i.e.,
the patient was not trying so hard to create a favorable impression at
the expense of an accurate portrayal.

In order to vary the visibility of technology, pictures were
taken of a woman in her mid-fifties; a short leg cast had been applied
on her right leg. For the "high visibility" condition, six pieces of
eduipment or supplies were shown: (1)the cast, (2) ace bandages to
left leg, (3) dressing on abdomen, (4) dressing on right arm, (5)
crutches, and (6) wheelchair. The "low visibility'" condition showed
the same patient with only one of the above items--the cast on the
leg. (See Figures 3 and 4 for pictures as shown to the subjects.)

The view of the patient is the same in both conditions except for the

visibility of technology.
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Fig. 3. Picture of Mexican-American Patient in the High Visibility of Technology Condition
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Fig. 4. Picture of Anglo-American Patient in the Low Visibility of Technology Condition
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Referring again to Goffman's (1963) distinctions that visibility
needs to be separate from the previous knowledge and obtrusiveness of
the disability, this investigation attempts to refer only to a visibility
factor. Therefore, all subjects were given information from the updated
Kardex of the patient; these doctor’s orders pertain directl? ‘to the use
of the equipment or supplies visible in the high visibility condition,
but either under the sheet (dressing, bandages) or out of the immediate
envifonment (crutches, wheelchair) in the low visibility condition.
Thus all respondents would realize~~via the doctor's orders--that all
the equipment or supplies were functional in carrying out those orders.

The patient's face is not shown in the pictures. The assump-
tion is made tﬁat if respondents could see the patient's face they would
make inferences about the patient's affect and certain characteristics
would be suggested by the inferences themselves. Even a non-smiling,
seemingly expressionless face could be interpreted as having relevance
to the questions asked within the interview.

The only other way in which the pictures varied is in the hair
color of the patient (see Figures 3 and 4). The ethnic variable was
made operational by having the depicted patient as fair-haired in the
Anglo-American condition and as dark-haired in the Mexican. The

effect was easily achieved with a wig.
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The ethnic variable was operationalized with the written stim-
ulus information, also. The patient was either: "Mrs. Smith, Anglo-

American" or "Mrs. Sanchez, Mexican~American." Pictures were
available to appropriately match the written description while varying

the visibility condition.

Choosing Options for the Interview

Reissman (1957) had found that nurses preferred the pleasant,
cooperative patient while the verbal, intelligent and the passive
patients were less attractive. Assuming that pleasantness is an
indicator of willingness to comply, this investigator decided to explore
the general expectations about these characteristics of the "good" and
"not-so-good" patient as they pertain to this study's depicted patient.
Some of the the statements of behavioral expectation approved by the
nurse-experts referred to iﬁ the above secion were composed to fit
the content areas of the Reissman study. The same statements-~as sets
of four with the content areas--seemed appropriate for ordering from
more to less along that particular dimension (see items I, 1-5 on
pages 133-134 of the schedule, Appendix A).

Sets of four statements, taken from the open-ended responses
of the professional nurses interviewed earlier, were composed to follow
the specific questions regarding expected behavior following the nurse's

instructions (for examples, see items II. 1-3 on pages 134-135
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of the schedule, Appendix A). These statements were believed ap-
propriate for ordering on a dimension of more to less complying.

The same source and process was used to derive behavioral
statements of nurse action taken after noncompliance of the patient
(for examples, see items III. 1-3 on pages 136-137, schedule,
Appendix A). These statements of nurse action were to be ordered on
a dimension of more to less tolerant.

Six staff or head nurses who worked in surgical or orthopedic
settings were asked to rank the sets of statements along the designa-
ted dimensions. The nurses were also asked to react to the content
of the statements in order to obtain some measure of attractiveness of
the options.

Of methodological importance was the decision to avoid the
socially desirable response. If the sets of options focused on what
the patient should do instead of what he would probably do, or if the
options referred primarily to what the nurse should do instead of what
she might be more likely to do, then the choice of options would re-
flect role prescriptions and ideology, not role behavior and practice. If
the socially .desirable response were made available, the likelihood of
its choice would be high; consequentl}} there would be little variation
in response and the investigator gains little insight into the dynamics
of the phenomenon. Therefore, steps were taken to sort out the extreme-

ly positive and the extremely negative statements in the sets.
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A helpful technique is utilized within the interview. Open-~
ended questions follow the information to the respondent about the
instructions she gives the patient and the instances of noncompliance
with which she is confronted. In this way the subject has the oppor-
tunity to report what she would expect or what sh.e would do before she
sees the sets of forced-choice options. The nurse expresses her own
ideological and practical view before being prompted by the investi-
gator's definition of the situation. The open-ended responses have,

"of course, another function. If the respondent gives one or more of

the options about to be handed to her, this is further indication that
the hypothetical situation may be congruent with what the subject might
do or report that she had done.

After the sets of statements were revised according to rankings
and suggestions of the nurse-experts, another group of ten nurses was
asked independently to rank the statements. A prior decision had been
made to accept a set of statements if a W (a coefficient of concordance-~
see Kendall, 1955:94—95) of from .80-1,00 was obtained.

At this point, the sets of options were deemed acceptable for
trial in a pilot study {Appendix A contains all sets of options used in

the pilot study).
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Constructing the Interview Schedule

The total interaction between the nurse-respondent and the
stimulus information, questions, and additional information about the
patient is planned in a sequence believed to be the professional's
usual pattern. The respondent first "meets" the patient then is asked
for general expectations. After being informed of the specific instruc~
tions she gives the patient, the nurse is asked about the patient's
response to them. The respondent's preference for caring for the
patient is recorded before she is told of specific noncomplying acts of
the patient. Thereafter, the nurse states and chooses the action she
would take when confronted with the given behavior. At this point
she is alsq asked whether or not she would perform a special request
for the patient.

A situation in which the patient asks the nurse for a special
favor was devised. Contrary to this, Wager and Miller (1969) had only
asked the subjects if they would fulfill an unusual request for one
patient that they could not easily perform for all. Responses about
a specific request bring more useful information as to whether the
request actually would be fulfilled or not., Justifications and ration-
alizations for either decision shed light on what factors influence the
decision.

Through the giving and taking of information the respondent

develops her own story. The interpretation of later events and
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questions are doubtlessly influenced to some degree--not only by the
previous information given--but by the very choices the respondent
has made. In order to maintain cognitive consistency the nurse may
or may not change her impression(s) of the patient. Therefore, the
remainder of the interview was devised to collect other kinds of evidence
about the respondent that will record her preferences across numbers
of patients. Data about the ingratiation tactic, the reaction to it,
and the value of compliments from patients and significant others were
gathered in the interview for a reliability check of treatments and other
assumptions. A biographical data sheet completed the interview. (See
Appendix A for the interview schedule used in the pilot study.)

The respondents were to be given (at the appropriate times
within the interview) either cards from which they chose the one state-
ment that best answered the question for them, or cards containing
Likert~type scales for measurement of likelihoods, preferences, and
favorability of impression before and after the noncompliant behavior.
The statements were not ordered along the dimension being measured

~but appeared in random order.

Conducting the Pilot Study

Twenty -four professional nurses who worked day, evening,
or rotating shifts in five small, local hospitals were interviewed. In

order to obtain the number of nurses who had not previously been
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interviewed and who would not be subjects for the study proper, control
for work shift was not possible. Routines of work vary from shift to
shift as does the number of staff on duty; therefore, differences in
perspective are associated with the organizational division of labor,
While the study proper includes only those nurses who work the day
shift, both studies include nurses employed only on surgical and
orthopedic units. The interviews, which lasted approximately half an
hour each, were conducted as workloads permitted.

The findings of the pilot study demonstrated concomitant
variation with the predictions. As a result of the exploratory study,
certain changes were made in the ingratiation tactics and in the inter-
view schedule and options. (Appendix B contains the stimulus infor-
mation, the interview schedule, and the sets of options used in the
study proper.)

The subjects indicated that all patients try to make a good
impression so as to get into the professional's good graces. There-
fore, the question was changed to measure the likelihood that the
éatient was trying harder than usual to present a favorable impression
and to offer esteem to the nurse. The respondents also pointed out a
particularly sensitizing statement within the tactic labeled less in-
gratiating; that statement was deleted altogether.

Although no subject remarked that the ingratiation tactics

were not consistent with the Mexican-American subculture, the
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investigator decided to ascertain their appropriateness. Three
Mexican-American women--one nurse and two laywomen--were asked to
make independent judgments as to what a woman in her mid-fifties would
say and do to be ingratiating. These three judges agreed that the
content of the subsequent formulations represented distinct degrees of
ingratiation (see Appendix B).

Subjects who were responding to the Mexican-American
patient frequently asked if that patient could speak English. An addi-
tion was made to the description of Mrs. Sanchez which noted she was
able to speak both Spanish and English.

The favor-doing situation was revised to add the usual ob-
jection raised by the pilot study subjects. Following the usual proce-
dure for handling the request, the subject would be told that the patient
wanted her to do it because she liked her and trusted her. Thereby,
the measure is even more likely to represent the reciprocity- or non-
reciprocity-of-~liking.

The exploratory investigation had taken the ireatments as
operationalizations of status since there was theoretical support for
doing so. However, there was no measure within the interview with
which to ascertain if the characteristics had been positively or nega-
tively evaluated. Berger, et al., (1966) stipulate that characteristics

act as status characteristics only if they are positively or negatively
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evaluated and are associated with the expectation states. Therefore,
a measure of status was included in the revised interview schedule.

Measurement of traits attributed to patients across treatments
would allow investigation of underlying assumptions, e.g., expectation
states for compliant behavior are also related to amount of work involved,
capabilities and motivation of the patient. These data would afford
some exploration into the auxiliary theory that connects the higher-order
generalization and the observables. To obtain more information about
the meaning of the patient to the professional nurses, semantic
differential measures were added to the revised schedule (see
Appendix B).

The pilot study also demonstrated that some of the options
were not chosen at all. These options were modified or replaced by
others according to the responses the subjects had given to open~ended
questions. These options appear in the revised schedule, although
the ordering of the statements was again random as the respondents
saw them., The scales also alternated in direction for the respondents,
but for ease of reading they are of the same direction in the text of the
schedule (see Appendix B).

The dependent variables are composed of six~item indices
(see Table 13, Appendix B). Construction of the index for the expec-
tation of compliance variable combines responses on cognitive scales;

these itemselicit the subject's information or knowledge about the
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attitude object's performance on the dimension of compliance (Upshaw,
1968). The tolerance of noncompliance variable is composed of five
behavioral scales and one cognitive scale. Behavioral aspects of
attitudes refer to acts that a respondent commits, advoE:ates , Or
facilitates with respect to an object (Upshaw, 1968:70).

These two major indices summate responses on single dimen-
sions. Index construction is utilized to summarize reiterated elicita-
tion of response to quite similar questions and to average out random
fluctuation (Curtis and Jackson, 1962). Indices for work requirements,
passivity and affiliation are constructed by combining 8, 10, and 4
items respectively. In these instances, the reason for index construc-
tion is to include various aspects of the specific phenomenon in order
to increase the probability of measuring the whole concept (Curtis and
Jackson, 1962).

As previously noted, the single measure of prestige--as an
indicator of social status--fulfills the purpose of checking convergent
validity (Campbell and Fiske, 1959). Social status, in and of itself,
éould be measured by a variety of aspects in addition to personal
characteristics. But a combination of status indicators could obscure
rather than clarify. Blalock (1967) refers to the problem of multi-
collinearity and remarks that the high intercorrelation of independent
variables makes it difficult to disentangle the singular effects. There-

fore, status was confined to a single measure, but it is repeated
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before and after the subject's knowledge of noncompliance within the
interview (Table 13, Appendix B). |

Finally, the measures of motivation were not intended for
summation into index form. Instead attribution theory centers attention
on particular, discrete aspects of motivation. However, the location
of these items within the interview schedule is stipulated in Table 13,

Appendix B.

Conducting the Study Proper

Eighty professional nurses who worked the day shift on surgical
or orthopedic units in three major, local hospitals were interviewed,
Two of the hospitals are administered by religious orders; one of them
has predominantly private, middle class, Anglo-American patients;
the other has more publicly subsidized patients who are Mexican-Amer-
ican or lower class Anglos. The third hospital is fhe largest and has
heretofore been the institution for most extensive and intensive teach-
ing programs for medical personnel; its clientele is a mixture:
Mexican~American and all classes of Anglos. The community's need
for more highly technical care is met predominantly by the third hospi-
tal.

The various treatments were randomly assigned within the
hospitals. Comparisons could then be made among hospitals. Twenty-

four nurses from each of the religious-sponsored hospitals served as



70
subjects and thirty-two nurses served from the third hospital. Again,
the interviews took approximately one-half hour and the nurses were
interviewed on duty time.

Fifteen of the eighty nurses had been subjects in another
study conducted by the investigator. In order to minimize the associa-
tion that those nurses might make between the former study and this one,
the investigator elected to have another person interview them. The
investigator met with the assistant for a training session in which the
assistant was first interviewed and then did the interviewing. After
three practice interviews the assistant began conducting them for the
study. The investigator did not conduct interviews on hospital units
where the assistant was working until those subjects assigned to the
assistant had been interviewed.

Early in the data collection, and for the most part in the
larger hospital, three sorts of methodological problems were identifi-
able--although by no means consistent in occurrence. Each hospital
unit had some area designated as a conference room; if the nurse had
time to be interviewed, but the conference room was already in use,
the subject would usually suggest (without being asked) an alternative
place for the interview. Even though the interview might then start
out in an area that contained only the subject and interviewer, it was
not necessarily free of interruption by other workers who had access to

the area. While those who interrupted did not stay after they took
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notice of the activity in process, some nurse-respondents experienced
both this kind of interruption and a temporary audience to which she may
or may not have attended. Whenever possible the interview was
scheduled at a time when the conference room was free or the alterna-
tive area was not so apt to be in use., If, however, the interview was
still interrupted, the fact was noted on the margin of thé interview
schedule.

The other factor, in addition to interruption and audience
effects, was noticed in the larger hospital where the pace of work was
more rapid. Several respondents could concentrate on the interview
only if they could read the questions at the same time the investigator
read them alou'd, These subjects were otherwise preoccupied and would
have to ask for repetition of the questions. Four subjects asked if they
could read the questions. These subjects were allowed to do so con-
currently with the reading aloud by the investigator. The interesting
question prompted by the observation of these subjects was the dif-
ference in respondents--those who needed to read the questions and
tﬁose who were not so visually oriented. The schedule was marked
"reader" if the subject asked to read for herself,

Analysis of variance for factorial design is utilized to as-
certain main and interaction effects of the independent variables.
Correlational analyses are done across treatments to measure associa-

tions at the more abstract levels of the conceptualization., Stepwise
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regression with computation of multiple R's for the dependent variables
yield best predictors and variance explained by a combination of
variables. Chi-square analysis is also helpful in demonstrating rela-

tionships on basis of frequency alone.

Limitations of the Study

The study is limited by the small number of variables. The
natural setting is a constantly changing situation in which many varia-
bles-~physiological, psychological, and sociological~-are interacting
and confounded with each other. Furthermore, these variables are
difficult to isolate for naturalistic study. Thus, hypothetical situations
are at best only an approximation of the natural setting even though
certain variables can be held constant.

While acknowledging that this study isolates only a few
variables for investigation and offers a partial apf)roximation of the
natural setting, it is nevertheless feasible that other studies--when
added to these findings--can begin to indicate which variables are
likely to be the more predictive and ekplanatory.

The study is limited by the relatively small number of nurses
who participate, by the small number of hospitals represented, and by
having only one kind of patient described. No attempts were made:

(1) to take‘ into account the net of teamwork relations within which

professional nurses work and which influences their behavior, (2) to
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match the hypothetical patient with actual patients to ascertain the
probability of consistent findings, and (3) to present the nurses with
situations that match the complexity of their work--expectations and
responses to a number of patients considered simultaneously as the

nurse's responsibility.



CHAPTER IV

PRESENTATION OF DATA AND DISCUSSION OF FINDINGS

The hypotheses for empirical test predicted that there would
be expectations for greater compliance and more tolerance of noncom-
pliance by professional nurses when more technology is visible, the
patient is Anglo-American, and the patient is less ingratiating.

The results of three~way analysis of variance on the first
dependent variable is shown in Table 1. The variables of visibility
and ingratiation do not approach significance. The ethnic variable,
while considered significant, is directionally opposite to the predic-
tion: the Mexican-American patient is expected to demonstrate a
higher degree of compliance than the Anglo.

Inspection of the means of the eight treatment groups shows
little difference among them; any trends within the data are thereby
considered tentative. The greater compliance expected of the Mexican-
American holds constant across conditions of visibility and ingratiation.
The predictions of more compliance expected when more technology is
visible, and the patient is less ingratiating do hold for the Anglo-

American patient.
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Table 1. Analysis of Variance of the Degree of Compliance Expected

Sum of Degrees of Estimate of Significance
Squares Freedom Variance F Level
Total 1063.950 79
Between Subclasses
1. Visibility of technology 5.000 1 5.000 0.379 NS
2. Ethnicity 48,050 1 48.050 3.648 .10¢p>».05
3. Ingratiation 9.800 1 9.800 0.744 NS
Interaction
1 and 2 9.800 1
1 and 3 1.250 1
2 and 3 0.800 1
1, 2, and 3 0.050 1 11.900
0.866 NS
Error 989,200 72 13.739
Corrected Error Term 1001.100 76 13.172

SL
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The results of three~way analysis of variance for the second
dependent variable is shown in Table 2. None of the independent
variables approach significance. There is a high amount of interaction
between ethnicity and ingratiation on the tolerance of noncompliance
variable.

Again, differences among means are slight. A trend of
tentative importance is noted, however: there is greater tolerance for
the Mexican-American who is more ingratiating and for the Anglo who
is less ingratiating across both conditions of visibility. Less remark-
able were differences in means.that indicated the nurses are more
tolerant when: (1) more technology is visible, (2) the patient is
Anglo, and (3) the patient is more ingratiating. Only the latter runs
counter to the predictions.

The item-total correlations of the tolerance index demonstrated
that the behavioral scales apparently do not measure the concept of
tolerance in any reliable fashion. Only the cognitive scale measuring
the amount of noncompliance the professional can tolerate correlates
highly with the index {r= .719, p = <.001). Since the one item: (1)
accounts for most of the variance in the index and (2) directly measures
the concept under investigation it is utilized in the analysis as the
indicator of the second dependent variable (further discussion occurs
later in this chapter). Three-way analysis of variance on this self-

réeport measure is essentially the same as that shown in Table 2.



Table 2. Analysis of Variance

of the Degree of Tolerance

Sum of Degrees of Estimate of Significance
Squares Freedom Variance F Level
Total 561.950 79
Between Subclasses
1. Visibility of technology 0.200 1 0.200 0.027 NS
2. Ethnicity 1.800 1 1.800 0.245 NS
3. Ingratiation 7.200 1 7.200 1.032 NS
Interaction
1 and 2 0.450 1
1 and 3 0.050 1
2 and 3 42.050 1
1, 2, and 3 7.200 1 49.750
7.121 .001
Error 503.000 72 6.986

LL
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These findings set the stage for the discussion of the status
variable. Implications of the results will be made more explicit during

and after such discussion.

Status

A major aspect of the study is the operationalization of status
by combinations of the three independent variables., In order to as-
certain the extent to which those variables are differentially evaluated,
three-way analysis of variance was performed on the first status
measure contained within the interview schedule. None of the inde-
pendent variables approach significance; there is interaction between
ethnicity and ingratiation. Further, differences among means are
minimal (see Table 3).

Chi-square analyses of the status variable and each of the
independent variables find significance only for ihgratiation. The less
ingratiating patient is accorded more social honor than the more
ingratiating patient (X2 = 4.07, df = 1; .05<p>.02). While this variable
is evaluated as positive and negative on a measure of prestige, that
estimation is not concurrently operaticnal in the expectation states
(refer to Table 1). By definition, then, ingratiation acts as a status
characteristic, but not as a diffuse status characteristic; the differential
evaluation occurs, but further inference is not activated by the

characteristic (Berger, et al., 1972:242),
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Table 3. Means of the Independent Variables on the Two Status
Measures
Mean of Mean of
. the First the Second
1
Variable ~ Status Status
Measure Measure
1. Visibility of technology
a, High 5.625 5.200
b. Low 5.450 4,700
2, Ethnicity
a. Mexican-American 5.575 5.000
b. Anglo-American 5.500 4.900
3. Ingratiation
a. More 5.450 4,925
b. Less 5.620 4,975
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Correlational analysis on the status measure does shed light
on sets of relationships. Those variables that are statistically
significant at the .05 level or above in relatedness to status are
shown in Table 4.

Status and tolerance of noncompliance are directly related as
predicted. The degree to which the nurse identifies with the patient
is strongly related to both status and to the self-report measure of
tolerance.

The passive patientholds the least honored position. The
more passive the .patient, the less the nurse i.dentifies with the
patient, the more firmness she anticipates she will have to exert, and
the less sincere she perceives the patient to be. Conversely, the
sincere patient is most honored, is associated with less firmness, is
more self-sufficient, and not so inclined to overdependence.

Overdependence is strongly.associated with status. The
theoretical importance of dependency is through the concept of the sick
role. Parsons (1958) has emphasized that the ill person's status is
granted as legitimate as long as he maintains some degree of detach-
ment from the role; too much attachment indicates the possibility of
enjoying dependency. Thus, being overly dependent can indicate that
the patient is seeking secondary gains and that the temporary dependen-
cy is being exploited. In this study the professional's caution is

reflected by a status differential. The patient who is more likely to be



Table 4. Intercorrelation Matrix for Measures that Relate Significantly to Status

Nurse's Pt's Nurse's
Tolerance Degree Self- Pt's Passiv- Amount Typi- Identifi-
to Pt's Non~ of Nurse suffi- Overde~ ity of Pt's cality cation
compliance Firmness ciency pendence Index Sincerity of Pt with Pt Status
1 2 3 4 5 6 7 8 9
1 -.160 .129 .030 -.058 .070 .128 .343 .3411
2 -.504 .313 .496 -.393 .060 -.162 =.305%%*
3 -.583 -.720 .414 .026 .125 . 330%**
4 .641 -.232 .005 -.079 -.252%
5 -.416 .083 -.143 -.310%%**
6 .078 .075 .43 8% FF%
7 -.017 .287%*
8 ceee .249%*
9 cees
N =80
df =78 _
1Since this relationship was predicted, one-tailed test--significance is .001.
* . 05¢0>.02
**p = .01

*%% 0l<p>.001
**%% hbeyond .001 level

18
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overly dependent is accorded low status; the lesser likelihood of over-
dependence is associated with higher status (X2 =6,49, df=1;
.02<p>,01), Two of the observables relate to the perception of inclina-
tions to be overly dependent: (1) the patient who is more visibly in-
capacitated (X% = 4,85, df = 1; .05<p>.02), and (2) the patient who is
more likely to be ingratiating (r = .358, .0l<p>.001),

The second status measure--a repeated measux;e of prestige
after the nurse knows of and has reacted to the patient's noncompli-
ance--is positively correlated with the first measure (r = ,550,

p = <,001). Although this correlation is the highest for each measure,
the items are not explaining very much of their variance, Changes or
stability in attribution of status from one measure to the other are not
related to the independent variables, No pattern accounting for
change or stability is found in the data, Open-ended responses--
about the reason(s) that the amount of regard had changed or not--sug-
gest that: (1) stability of attribution occurs when the nurse predicts
the noncompliance or because she thinks that her role has not changed,
and (2) change occurs when the nurse becomes aware that there is more
to the patient than "met the eye" at first or because more problems
emerge as she gets to know the patient better,

Since the measures do not reflect the same concept with
great reliability: (1) the first measure is used for empirical test of the

relationships among status, expected compliance, and tolerance, and
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(2) the variables that are significantly associated with the second
measure are presented,

The visibility of technology variable is significant on the
second measure (F = 3.67, .10«<p>.05). Higher status is given to the
patient with greater visibility of technology. Maintenance of the
level of prestige for the more visibly incapacitated patient is suggested.
Perhaps the professional's loyalty and commitment remain with the
bearer of the signs of need (Mechanic, 1968). There is another
reason that status is‘ a factor of importance for the more visibly handi-
capped after their noncompliance. Patients in the greater visibility
of technology condition are perceived as more sincere than those in
the lesser visibility condition (F = 5.70, .05<p>.01).

The variables that correlate with the second status measure at
the .05 level or above are shown in Table 5, Six of the correlates
remain significant (self-report of tolerance, firmness, patient's self-
sufficiency and sincerity, degree of passivity and typicality of the
patient) over time. The correlations decrease for five of the six; only
dbes the typicality of the patient increase in importance from one
measure to another. The variables that replace the amount of nurse's
identification with the patient and the patient's tendency to over-
dependence are related to the likelihood of ingratiatioﬁ and to compli-

ance,



Table 5. Intercorrelation Matrix for Measures that Relate Significantly to Second Measure of Status

Nurse's Likeli-
Toler- Degree . hood of
ance to of Pt's Amount Volun- Pt Com- Ingra- Typi-
Pt's Non~Nurse's Self- Passiv- of Pt's tariness plies for tia- cality
compli- Firm- Suffi- ity Sincer-~ of Com- Internal tion of Pt
ance ness ciency Index ity pliance Reasons Status
1 2 3 4 5 6 7 8 9 10
1 -.160 .129 -.058 .070 .075 -.064 -.102 .128 .2551
2 -.504 .496 -.393 -.583 -.220 .221 .060 -~.225%
3 .o -.720 .414 .304 275 -.257 .026 L258%%%
4 -.416 -.288 -.401 .226 .083 ~-,242%%
5 . .256 .280 .032 .078 350 F**
6 .480 -.097 .012 LAl4FEFkk
7 cese =J115 112 L232%%
8 cev.  =.115  -.2441
9 .es LABQF*FFEK
10 cea
N =80
af =78 -
lSince predicted, one-tailed test-~significance is .02 p .01.
*p=.05
*% ,05<p>.02
*¥*% p= _02

*x%% (0l<p>.001
*¥*%%% pheyond .001 level

V8
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The association of status after noncompliance and likelihood
of ingratiation bears out the direction of the prediction: the greater
the degree of ingratiation, the less the status (r = -.244, .02<p>.01).
The relationship between status and tolerance holds, but is less
significant. Nurses anticipate increasing firmness as the likelihood
of ingratiation increases while status and firmness are inversely related.

Utilizing anticipated firmness as another indicator of control,
its relationship with status is also as predicted. The firmness measure
occurs in the interview schedule before any knowledge of noncompli~
ance and it supports Hollander's (1958) conclusion that high status
actors have more freedom to noncomply.

Since the measures of control remain significantly correlated
with status after noncompliance, the dynamics of control are of interest.
Persons of high status are perceived as complying for internal reasons
(Thibaut and Riecken, 1955). A similar finding is noted within this
study after noncompliance: status and complying because the patient
wants to are correlated positively (r = .232, .05«<p>.02)., However, the
logic also predicts that tolerance and complying for internal reasons
will be strongly associated; tolerance and permissiveness imply good
will to the high status actor and prevent reactance. There is no such
relationship between the two variables in the situation under study

(r =-.064).
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Visibility of technology again appears an important factor:

(1) in attribution of reasons for compliance, and (2) in according status
directly. When more technology is visible Athe patient is perceived as
complying for internal reasons (X2 =3,27,df=1; .10«p>.05). The as-
sumptions of voluntary compliance thereby find reinforceme.nt with the
visible signs of disability.

The prpfessional‘s preference for working with the equipment
that is visible to her influences the attribution of status, In t}ie
condition of greater visibility, those nurses who reported that they
prefer less equipment accorded lesser status to the patient; higher
status is given to the patient with less technology visible (X2 =3.16,
df =1; .10<p>.05). The relationship is even more significant for the
professionals who prefer more equipment: the patient in the low visibil-
ity condition has less status than the patient in the high visibility
condition (X2=5.24, df = 1; .02<p>.01).

The preferences are not related to the expectations for compli-
ance, but status is related to the expectations (r = .148, p = .10).

T.he magnitude of the relationship is low, however, and gains the level
of significance only by one-tailed test since the association was
predicted. The theoretical framework for the study thereby gains sup-
port from these findings: the greater the status, the greater the
compliance expected, and the less the social pressure exerted toward

noncompliance.
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The hypothesized relationship of status and expected compli-
ance holds significantly in three of the si>; categories of the independent
variables. High status and greater compliance are associated for: (1)
the condition of lesser visibility (Xz = 3,48, df =1; .10<p>.05), (2)
the Anglo-American patient x2 = 3.48, df = 1; .10¢p>.05), and (3) the
patient who is more ingratiating (X2 =2.76, df=1; p=,10). None of
these characteristics, however, are generally associated with expecta-
tions for greater degrees of compliance; in fact, two of the categories
(Anglo-American and moré ingratiating) are those in which lesser compli-
ance is expected. Status, then, could be more directly influential
in sorting out the compliant patients in subgroupings that contain

patients who are, on the whole, less apt to comply than other groupings.

Expectations of Compliance

Leaving status aside, one of the study's predictions is sup-
ported. The patient who is less ingratiating is expected to comply to a
greater degree than the more ingratiating patient (X2 =6.54, df = 1;

.02¢p>.01). Although in the predicted direction, the finding that the

patient with more technology visible is expected to comply to a greater
degree is not statistically significant. Ailready noted: the professionals
expect more compliance from the Mexican-American (F = 3.648,

.10<p>.05).
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An index of six items made up this first dependent variable.
Table 6 shows the intercorrelation matrix for the measures and the
index. The item-total correlations are all statiétically significant
beyond the .001 level. Ideally one would want the correlations to be
greater but these items cluster together reliably; they correlate with each
other more strongly than with any other variables. Therefore, the index
is used as the dependent variable for analysis, although only one
measure correlates distinctively with the index.

One of the factors that was conceptualized as influencing the
nurse's attribution of social value to patients and the prediction of
compliant behavior is the amount of work entailed in the care of the

patient. The greater the work required in the patient's care, the less

compliance expected (r =-.396, p =<.001). However, the amount of
work is essentially independent of status (r = -.059) and of tolerance of
noncompliance (r = -.016).

The measure of anticipated firmness to insure compliance with
instructions again emerges as an important variable. The greater the
compliance expected, the lesser the anticipated firmness (r = -,566,

p =<.,001). This relationship is one of congruence of concepts regard-
less which estimation occurs first in time. The important point is that
the lesser the firmness anticipated, the higher the status (r = -.305,

.01<p>».001).



Table 6. Intercorrelation Matrix for the Measures of Degree of Compliance Expected

Amount Response to Nurse Instructions: Amount Amount (Index)
of Pt Cough Move of of Com-
Dependa- and Deep Force Around Coopera- Coopera- pliance
bility Breathe Fluids in Bed tiveness tion Expected
1 2 3 4 S 6 7
1 - .079 .049 -.004 .156 .107 L497%
2 .449 .176 .321 .164 .590%*
3 .278 .484 .406 .705*
4 oo .089 .114 .502%
5 e .245 .595%
6 ces . 575%
7 e o o9
N =80
df = 78
*p = <,001

68
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The firmness that the nurse anticipates is related strongly with
the amount of effort needed to help the patient understand reasons for
her instructions (r = .350, .01<p>.001) as well as to the likelihood of
complaint (r = .341, .01l<p>.001) and complexity of care (r = .412,

p =<.001). The latter concepts are cited as predictors of demanding-
ness (Taylor, 1970) and noncompliance (Davis, 1967).

Firmness is significantly related to ethnicity in that the
nurses anticipate a greater degree of éontrol to be necessary with the
Anglo patient than with the Mexican-American (F = 4.07, p = .05).
Further, the Anglo who is more ingratiating requires the highest degree
of firmness across both conditions of visibility.

The Anglo-American patient is also assessed as requiring
more work (F =4.82, p=.05), and the work requirements for the
Mexican~American are less under all treatment conditions. Likelihood
of interference with supplies or equipment is the most significant
component of the nurses' assessment of work involved in the depicted
patient's care (r = .,673, p =<.001 on item-total correlation). This
aspect of work does not correlate with status (r = -.087), however,
Firmness, on the other hand, correlates highly with the work index
(r=.645, p =< .001) and with status (r = -.305, .01l«<p>.001).

Another factor thought to be influential in the attribution of

status and prediction of compliance is the passivity of the patient.
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The more passive the patient, the lesser the status (r = -,310,
.01<p>.001) and the less compliance expected (r = -,546, p = £.001).

The finding supports the conceptualization of this study on
degrees of passivity attributed by nurses but not according to associa-
tion with the independent variables themselves. Mexican-American
patients were not perceived to be more passive than the Anglos.
Neither are they perceived to be less assertive, appreciative, willing
to comply, or to differ in the effort exerted to comply. The Anglo
patient is just as motivated as the Mexican-American and there is no
difference in the perception of voluntariness of compliance.

One component of the passivity index is significant on the
ethnicity variable. The Anglo-American patient is generally perceived
as preferring to have staff do things for her to a greater degree than
does the Mexican (F =5.18, .05«<p>.01). The patient's preferences
that staff do things for her is not strongly correlated with status

(r

-.159), but it is quite significantly related to compliance expected

(r=-.540, p=<.001).

Saunders (1954) offers explanation for lack of differentiation
between the patients even though the literature accentuates stereo-
types. Cultural differences become minimal as the subcultures interact
and accommodate. Saunders (1954:105) goes on to say:

Only when the cultural differences are wide is it fairly easy

to take them into account in attempting to understand the
behavior of a member of a different culture. When they are



not very great and the resulting variations in behavior ’2

are somewhat subtle, as between the English-speaking

and Spanish-speaking of the Southwest, it is easy to

forget that they exist and to expect that persons

possessing the attributes of a slightly different culture

will behave as we do.
This study indicates that the professionals found limited distinctions
implicit in the ethnicity of the patient for assessing passivity, al-
though they did make a distinction about expectations for compliance.

The data for this study are in contradiction to Coser's (1960)
study. The passive patient does not faciliéate the nurse's work as
indicated by the work required: the more passive the patient, the more
work required (r = .292, p= .01). Perhaps the passive patient adds to
the work by interfering with supplies and equipment (r = .195, p = .10);
the likelihood of interference alone predicts less compliance expected
(r =-.248, .05¢p>.02). Also in contrast to Coser, neither does
greater passivity mean more compliance expected (r = -.546, p =<.001).
Not surprising, then, is the relationship between work and expectations
of compliance (r = -.396, p =<,001).

There is evidence in the present study that passivity implies
compliance for external reasons (r = -.401, p =<.001). Again, the
passive patient represents an instance for more effort (r = ,300),
.01<p>.001) and more firmness (r = .496, p =<.001) to achieve com-

pliance with instructions. The greater the passivity, the lu.s the

willingness to comply (r = -.384, p =<.001).
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Reasons for compliance on the internal versus external
dimension are again important considerations. The patient who com-
plies for external reasons is more likely to ingratiate, and the patient
who complies for internal reasons is accorded higher status. The
former patient is also perceived as being less sincere and less self-
sufficient (refer to Table 5). Little wonder that the passive patient has
low status and is not expected to comply to a great degree.

The passive patient is clearly less attractive as far as the
nurses' affiliation tendencies are concerned, The more passive, the less
the affiliation {r = -.239, .05¢<p>.02). Reissman (1957) found that the
verbal, intelligent patient on one hand and the passive patient on the
other were the less preferred types. However, in this investigation,
the professionals find the verbally active patient attractive (r = .216,
.10<p>.05). All too apparently, whether or not a nurse wants to
affiliate with her patient is not apt to be related to the degree of com-
pliance expected (r = -.046).

Just as apparently, there is a noticeable lack of relationship
between degree of compliance expected and tolerance of noncompliance
(r =-.083). It is certainly possible that the two concepts vary in-
dependently. The estimation of social value is more strongly associated
with tolerance than with predicted compliance (see Table 7). The value
of noncompliance may be reflected in the relationship of compliance

expected and favorable impression; the lesser the compliance expected,



Table 7. Intercorrelation Matrix for Measures of Motivation, Status,and Degrees of Compliance
Expected and Tolerance

Amount Amount Likeli- Voluntari- Amount Complies Likeli- Com-~
Pt's of Pt's hood of ness of of Pt's for In- hood of pliance
Appreci- Sinceri- Pt's Man- Pt's Com- Motiva- ternal Ingrati~ Expec- Toler-
ation ty ipulation pliance tion Reasons ation Status ted ance
1 2 3 4 5 6 7 8 9 10
1 .152 -.230 .241 .070 -.118 .030 .176 .138 .098
2 -.299 .256 .429 .280 .032 .438 .513 .070
3 .007 ~-.400 -.215 271 -.201 -.410 011
4 .377 .152 -,097 .163 .399 .075
5 oo .480 -.167 . 207 .570 -.065
6 -.155 .075 .358 ~.064
7 -.191 -,015 .102
8 .1481 3412
9 ceee =.083

—
o

N =80

df =78

One-tailed test, p= .10
One-tailed test, «€.001
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the more favorable the impression (r = -.190, p = .10). Other research
suggests that nurses do value the noncompliance as a challenge
(Keller, 1971); however, it is just as likely that noncompliance is more
informative than compliance (Jones, 1965).

A third factor that influences attribution of status and predic-
tion of compliance concerns the motivation of the patient. The sincere
patient is highly motivated (r = .429, p =<.001), has high status
(r=.438, p=<.,001), and is expected to demonstrate a high degree of
compliance (r = .513, p=<.001). The more motivation the patient is
perceived to possess, the greater the attribution of voluntary compli-
ance for internal reasons (see Table 7). That there is a strong associa-
tion between the predictable compliance and the attribution of causality
of behavior to the patient is borne out by stepwise regression analysis.
Taking the study's fifty-six variables (excluding only the separate items
composing the expectation of compliance index), the amount of the
patient's motivation alone is found to account for approximately 25%
of the variance in this dependent variable (R= .5522).

Whether there is more or less technology visible does not
influence the perception of amount of motivation but degree of ingratia-
tion does. The less ingratiating patient has more motivation than does

the patient who tries harder to get into the nurse's good graces (Xz =6.08,

df = 1; .02<p>.01). Only in the group of patients accorded high motiva-

tion does the ethnic variable become of some importance: the
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Mexican-American is more apt to demonstrate a high degree of compli-
ance; the Anglo-American--even though possessing high motivation--is
perceived as apt to display less compliance (X2 =2.57,df=1;
.20<p>.10). Perhaps the differentiation is made because the Mexican-
American is more cooperative than the Anglo (F = 8.11, .0l<p>.001).

A consistent pattern in the data is the interaction of the
ethnicity and ingratiation variables. Analysis indicates: (1) the
Mexican-American who is more ingratiating is most sincere while the
Anglo who is more ingratiating is least sincere, (2) after noncompli-
ance, the Mexican-American who is more ingratiating is given the
highest status and the second-ranking patient is the Anglo who is less
ingratiating, and (3) when the Mexican-American ingratiates to a high
degree it implies that she does not prefer staff to do things for her
while for the Anglo a greater degree of ingratiation does imply such a
preference. The difference as to who performs the ingratiation tactic
is reflected in likelihood of manipulation of the professional. The
Mexican patient is less manipulative than the Anglo (X2 =3,33, df = 1;
.10<p5.05).

With the emergence of sincerity, motivation, and preference
for the staff to do things for the patient as important variables, attribu-
tion theory best fits the data. Heider (1958) proposes that action out-
comes or effects are perceived as additive functions, as phenomena

that result from environmental and personal forces. The effects of
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personal causation require that persons have the ability to create them
and have tried to create them (Hastorf, et al., 1970:65). The elements
of can (ability) and trying (what the person wants to do and the effort
exerted) determine dispositional properties and general intent (motiva-
tion). Hastorf, et al., (1970) give theoretical importance to the con-
cept of status in that the estimation of value implies to the perceiver
a I;ange of outcomes at the actor's command. The range of outcomes can
be conceptualized as determinants of ability and effort. A paradigm of
a model that follows attribution theory is shown in Table 8. The measure
of ability is that of the patient's capability to understand instruction; of
intent, the patient's preference that staff do things for her; and of
effort, the amount of effort the patient exerts in following instructions,

The model takes the perception of status as a discrete event,
an assessment of the other's position yi_s_-\g-\_/_i_g the perceiver. The
assessments of ability, intent, and effort exerted are simultaneous and
correlated with each other and with the preceding determinant. The out-
comes of these perceptions of can and trying lead to imputation of
motivation; the diagram shows both sincerity and motivation occurring
stimultaneously and equally influenced by the preceding variables or
sets of variables. The two variables are used because this investiga-~
tion's measure of motivation is strictly quantitative; it is plausible that
the qualitative aspect of sincerity is just as operationally important.

Heider (1958) would say that the diagram is a particular sequence of



Table 8. Path Diagram of Status, Ability, Effort, Motivation, and Sincerity, and Their Influence on
Expectations for Degree of Compliance
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processing information in order to predict an outcome--in this case, the
probability of compliant behavior. Motivation predicts compliance, but
is itself predicted by who the actor is, and the calculus of probabilities
that concern the actor's power in comparison to environmental forces.

Clearly the attribution processes that follow this model
provide an excellent fit of the data (R2 = ,5571, p = .001). The path

diagram presents only the direct path coefficients. Status, by itself,

has little influence on compliance expected. However, the pathway
from status through sincerity and motivation to compliance is the most
simple and the more powerful explanation of the variance. Status,
through effort to intent, then through motivation to the dependent
variable is another, but more complex, explanatory path., As it affects
prédictions of compliance, status is less influential by itself and more
influential as it is exchanged and/or transformed into other values,
e.g., sincerity, effort, motivation (Karrass, 1970:107). Status may be
more directly connected to tolerance of noncompliance than to any

anticipatory states about compliant behavior,

Tolerance of Noncompliance

A six-item index was conceptualized as a composite to represent
this second dependent variable (see Table 9). Comparison to the other
dependent variable (refer to Table 6) shows that tolerance of noncompli-

ance does not have the numberof highly significant intercorrelations that



Table 9. Intercorrelation Matrix for the Measures of Tolerance of Noncompliance

Reactions to Patient Behavior: Amount
Weight Getting Pt Com-~- Pt's Develop- of (Index)
Bearing Back plaint Discour- ment of a Nurse's Toler-
on to of No agement Pressure Toler- ance
Crutches Bed Rest Sore ance
1 2 3 4 5 6 7
1 ~-.104 -.081 -.149 .206 .068 .296%%%
2 -.305 .063 .134 .282 VAR
3 s o0 0 _-066 —.110 -.068 .027*
4 -.066 .094 J217%*
5 _ .071 LA4BQFkFk
6 ceee LT1QHF Ak
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N = 80
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*% 10«<p>.05
* k% p= .01
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expectation of compliance has. Only three of the six items are related
beyond the .001 level. Deletion of the one item which.is not signifi-
cant could render an index that is composed of measures that inter-
relate with the total at or above the .10 level. However, th of those
items (weight-bearing on crutches and patient's discouragement)
correlate more highly with other variables. The three items that
correlate with the total beyond the .001 level were combined in index
form for purposes of analysis. This index does not add any explanatory
power over and above that which the self-report measure exhibits by
itself. The decision to use only the one item as the indicator of toler-
ance also seems realistic given the evidence within the data that all the
behavioral scales of the proposed index are more strongly related to
characteristics of the professionals; e.g., age, length of experience in
nursing, and education.

Reference to Tables 4, 5, and 7 quickly demonstrates that
although status and tolerance are strongly related, the relationships of
tolerance to other variables are consistently weak and border on the non-
existent. Just as Freeman and Simmons (1963) had to acknowledge the
dubious usefulness of tolerance as an umbrella concept for a number of
loosely defined attitudes and behaviors, so does this investigator.
Previous discussion has pointed out that the anticipated firmness can be
considered an indicator of control even as tolerance was conceptualized

as absence of control. Firmness correlates with the total index of
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tolerance (Table 9) in random fasﬁion (r =-,089). The self-report of
tolerance does approach a significant, predicted relationship with
firmness, though (r = ~-,160, .20<p>.10).

Tolerance of noncompliance does emerge as an important
consideration in the affiliative tendencies of the professional (r = . 382,
p =<.001). The reasons for this relationship seem to hinge on the
aspects of liking to care for the patient and the amount of identification
with the patient (see Table 10). The greater the desire to care for the
patient, the greater the tolerance {r = .297, p = .01), and the more the
nurse identifies with the patient, the more tolerance she displays
toward noncompliance (r = ,343, .0l<p>.001). Notably absent is any
indication that the professional nurse utilizes compliance expected in
the measured dimensions of attraction to the patient.

Parsons and Fox (1958) emphasize the mandate of the profes-
sional to be supportive of the client, to exercise permissive constraint,
The professional nurses reinforce the ethic by way of motivated avoid-
ances; they do not like to care for a patient when a greater degree of
control is anticipated (r = -.347, .0l<p>.001). The assessed amount
of the patient's motivation is, however, a factor that improves attractive-
ness: the more motivated the patient, the more the professional likes to
care for her (r = .243, .05<p>.02).

Characteristics of the professional also play a part in the

attractiveness of a client. Liking to care for the patient increases with



Table 10. Intercorrelation Matrix for Affiliation, Status, Degrees of Compliance Expected and
Tolerance of Noncompliance

Amount Amount Perform- Favor-
of of Liking ance of ability Affilia- Compli-
Identifi- to care a Favor of tion ance Toler-
cation for Pt for Pt Impression Index Status Expected ance
1 2 3 4 5 6 7 8
1 .236 . 146 ~-.094 .704 .249 .076 .343
2 .025 .016 474 .071 .005 .297
3 .048 .497 .041 ~.003 .129
4 .407 -.023 - -.190 .068
5 .180 -.046 .382
6 e .148! .3412
7 : c o a e 083
8 ® 0 o @
N =80
df =78

1One—tailed test, p= .10
2One—tailed test, p =<.001
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age (r =,226, p = .05) and with the length of employment in the
present job (r = .324, .0l<p>.001). Age of the professional also
associates with the identification with the patient (r = .355, .01<p>.001)
and the self-report of tolerance (r = .224, p = .05). Years of experience
in nursing and being divorced or widowed just as significantly increase
the amount of identification with the patient.

As conceptualized, the independent variable which is a factor
in the attractiveness of the patient is ingratiation. The nurses have
greater tendency to affiliate with the patient who is more ingratiating
(F=3.50, p=.10). This finding is particularly interesting since the
less ingratiating patient has more motivation.and more status, is
perceived as apt to comply to a greater degree and., is less apt to be
passive o} overly dependent. The ;;atient who is less ingratiating is
also much less likely to manipulate the nurse or her staff (X2 =9.,82,
df = 1; .01<p>.001).

The explanation lies within the interaction of ingratiation and
ethnicity. The nurses indicate more affiliative choices for the Mexican-
Arﬁerican who is more ingratiating (X2 =6,16, df = 1; ,02<p>.01).
Recalling that this very patient is perceived to be most sincere, most
honored after noncompliance, and to be less apt to prefer that staff do
things for her or to manipulate staff, then little wonder that an

ingratiation tactic is, at times, attractive.
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There is discrimination between Mexican- and the Anglo-
American when both are more ingratiating. The nurses are more apt to
perform a special favor for the former (X2 =3,09, df =1; .10<p>.05).
The distribution of justice apparently occurs if the Anglo is less
ingratiating: the nurses will be more apt to perform a favor for the
Anglo who does not ingratiate so much (X2 =3,09, df = 1; .10<p>.05).
Again, the meaning of the lesser degree of ingratiation when combined
with the Anglo client implies more sincerity and more social regard
(see page 96). Affiliation can occur for necessities of work demands
and not on the basis of personal chara_cteristics alone. The data also
indicate that the greater the likelihood 6f ingratiation, the less likely
the patient will interfere with supplies or equipment (r = -.249,
.05<p>.02).

Furthermore, the data demonstrate that the nurses are more
tolerant of the noncompliance of the patient who tries harder to get into
their good graces (X2 = 6.34, df = 1; .02<p>.01). By the same
measure, the noncompliance of the Mexican is tolerated to a greater
degree (X2 =4,30, df =1; .05¢p>.02). The dynamic described by Blau

(1964) can be operational here. Assuming that intolerance is a reaction

to threat and tolerance an indicator of strength and superiority, then the
motives of the Mexican who uses an ingratiation tactic are less suspect
than those of her counterpart. Predictability of motivation surely

provides its own attraction.
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The meaning of noncompliance varies according to characteris-
tics of the actor. Based on the responses (N = 18) of the nurses who
responded that the patient's noncompliance was due to accident or to
willful disregard of instructions, an interesting pattern emerges., The
higher degree of ingratiation indicates that the noncompliance is apt to
be accidental while the reason of willful disobedience is associated
with lesser ingratiation (X2 =5,53,df =1; .02¢p>.01). The Anglo
patient is perceived as noncomplying accidently while the Mexican

willfully (X% =3.60, df = 1; .10<p>.05). Given that the more self-

determined the behavior, the less the likelihood that social pressure
will produce conformity (Walker and Heyns, 1962), it would be inviting
to predict that more tolerance would be expressed toward the patient
who willfully disobeys. Utilization of these same responses (N = 18)
indicates that there is no relationship between tolerance and reason for
noncompliance.

A summary of the study's findings is partially represented in
Table 11 which shows that each of the major indices (other than dependent
variables) is related primarily to one or two of the investigation's major
variables. The professional's assessment of work required is most
strongly related to expectations of compliance, Passivity of the
patient, on the other hand, is related to those anticipatory states, but

is also found to be directly associated with the attribution of status.
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Table 11. Relatedness of the Work, Passivity, and Affiliation Indices
to Status, Expectations of Compliance, and Tolerance of
Noncompliance

Independent Variable: Dependent Variables:
Indices Expectations of Tolerance of
Status Compliance Noncompliance
1. Work - + -
2. Passivity + + -
3. Affiliation - - +

+ Indicates the presence of strong relationship (p = .01 and above)
- Indicates the absence of strong relationship
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Affiliation~--as an indirect measure of attraction--is host directly
associated with the tolerance variable,

In a similar pattern, each of the study's independent variables
is related primarily to one or fnore of the variables in the theoretical
framework (see Table 12). Visibility of technology is indirectly related
to status through the variables of sincerity and overdependence;
ethnicity is directly related to fhe expectations of compliance and
tolerance variébles; and ingratiation is found to relate directly to status,
expectation of compliance, Vand tolerance of noncompliance.

These findings indicate that the paradigm (Figure 1, page 44)
is to be revised to read as shown in Figure 5. The second level of the
paradigm still functions to bridge the gap between the more abstract
higher-order generalization and the observables by offering an auxiliary
theory with which to stipulate the direct and indirect relationships.

With this in mind, the attention turns to the summary and

conclusions which follow.
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Table 12. Relatedness of Visibility of Technology, Ethnicity, and
Ingratiation to Status, Expectations of Compliance, and
Tolerance of Noncompliance
Operational-
izations of Independent Variable: Dependent Variables:
Independent Expectations of Tolerance of
Variable: Status Compliance Noncompliance
1. Visibility of
technology + - -
2. Ethnicity - + +
3. Ingratiation + + +

+ Indicates the presence of a strong relationship (p = .10 or above)
- Indicates the absence of a strong relationship
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CHAPTER V
SUMMARY AND CONCLUSIONS

As the result of the empirical investigation herein described
it is possible to make some important statements about status, compli~-
ance expected, tolerance of noncompliance, and about the independent
variables themselves.

Ingratiation is the one independent variable which acts as a
status characteristic, It is evaluated positively and negatively in
terms of social regard, but ingratiation does not then activate expecta~
tion states as a diffuse status characteristic would. At one juncture
it would abpear that the above conclusion is not supported by the data;
chi-square analysis does indicate that the degrees of ingratiation do
significantly associate with levels of compliance expected. However,
with the other available items of evidence taken into consideration, a
conclusion that ingratiation does act as a diffuse status characteristic
would be a rather untenable position to take. The more obvious finding
is that ethnicity and ingratiation act together in rather consistent '
fashion. Analysis of variance indicates that the effect of ingratiation
is attenuated when the independent variables are considered in simul-

taneous influence on the expectation states. The separate influence of
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ingratiation is apparently reflected in the patient's cultural background
which is the factor that differentiates the compliance expected. The
interaction of ethnicity and ingratiation is not an unusual finding in that
Berger, et al. (1972) have documented the tendency to balance status
effects when confronted with combination of attributes.

Ingratiation, even though found to be positively and negatively
evaluated in terms of social regard, is also found to be more strongly
related to the tolerance variable. A pattern emerges in the data that is
particularly worthy of additional inquiry: (1) higher status is accorded
and more compliance is expected from the patient who is less ingratiating,
(2) status is directly related to degree of compliance expected and to
tolerance of noncompliance, but (3) the patient who is more ingratiating
has noncompliance tolerated to a greater degree,

Status, as measured by prestige, is found to vary directly with
compliance expected and indirectly with social pressure. The context
is that of professional-client relatedness which supports the ideal of
permissive constraint and which relies on education, persuasion, and
indirect control to affect behavior change. While the expectations are
predictions of behavior, tolerance is an ideologically supported reaction
to unwanted behavior.

The very high status actor is less complying (Harvey and
Consalvi, 1960) but has freedom to noncomply (Hollander, 1958). The

actors who have high, but not highest, status are expected to be more
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compliant as are the lowest status actors, albeit for different reasons
(Dittes and Kelley, 1956). These statements represent the actor's view-
point, not the evaluator's. The point of theoretical interest is whether
the evaluator both expects more compliance from the hiéh status actor
and follows through with granting the freedom to noncomply. This
study finds essentially no relationship between the degree of compliance
expected and the tolerance expressed toward noncompliant behavior al-
though both variables are significantly related to status in the predicted
ways.

There is, however, evidence that before knowledge of non-
compliance the professional does make allowances for the high status
patient. The higher the status, the more compliance expected and the
less firmness anticipated. On the self-report measure of the degree
of noncompliance that the p_rofessional can tolerance, tolerance is
higher in those instances where less firmness was anticipated in the
first place. Presumably other variables intervene to influence the
relationship of tolerance to degree of compliance expected. Perhaps,
tdo, the results would have been different if the status characteristics
were emergent in professional-client relatedness and if tolerance levels
were examined relative to that emergent, situational distribution of
status. By following Hollander's (1958) temporal sequence a relation-
ship between compliance expected and the tolerance of noncompliance

might have been found.
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It is also conceivable that the patient who is accorded higher
prestige is not controlled to the extent that other clients of lesser
prestige are, but that this felt freedom to noncomply is illusory when the
content of specific noncompliance is known and appropriate action taken
toward it. Tolerance, then, may correlate more highly with seriousness
of the offense than with any previously held expectations about compli-
ance.

The two concepts may vary in independent fashion although
concurrently related with status. The professionals may find a range of
acceptable deviance as long as the focus is upon degrees of compli-
ance; the patient with more prestige can be expected to demonstrate the
more acceptable behavior and thereby leés firmness would be needed, or
if the patient displays the less acceptable behavior, that is his privilege,
his credit. After all, the high status client is more sincere, more
motivated and self-sufficient than the lower status counterpart. The
outcome is a certain latitude of acceptable deviation as long as the
client is perceived as likely to comply.

On the other hand, once noncompliance is a fact, the profes-
sional's dilemma is more related to the patient's status than to previous
expectations. This is not to say that the patient's previous compliance
is withdut influence. Even though the behavior is the same, non-
compliance does not mean thé same when high and low status patients

perform it (Walker and Heyns, 1962). Further study is needed to
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answer the question of the extent to which status influences the
perception of seriousness of noncompliant behavior,

Very little can be said about the dynamics of punishing major
interferences of the higher status patient (Wiggins, et al., 1965) or
about a pattern of tolerance that supports the idea that the professionals
are acting to prevent further noncompliance (Walker and Heyns, 1962;
Hamblin, 1964; Hastorf, et al., 1970). Assuming that the client who
complies for internal reasons is more apt to experience disruption in
motivation when social pressure is applied, then perhaps the nurses
are taking such likelihood into account when they anticipate lesser
firmness with the higher status patients, However, to anticipate the
need for social pressure when the patient is perceived to comply
because he has to can be representative of a congruency rather'than an
instance of permitted application of control without fear of reactance,
Granted, the professional can exert control or not in the light of predic-
table consequences, but it remains to be seen whether the actual exertion
of control is that rational and deliberate and/or if the problems of client
management are partially determined by failure to make the appropriate
predictions.

Reasons for complying relate more significantly to expectations
for compliance than to the tolerance factor., The more compliance ex-
pected, the more likely the attribution of internal motivation. Tolerance

“makes no difference in the attribution either way, however; more



i16
firmness is antiéipated when the patient is perceived to comply for
externai reasons., At this point one gains some insight into the attribu-
tion of prestige. The patient who is accorded higher status complies
for internal reasons while greater degrees of firmness expected occurs
with lower status. Thus, patients who comply for external reasons fit
the model of lower status, less compliance expected, and more control
anticipated.

Value of the client's motivation is evident in the data. Sin-
cerity and amount of motivation both signal anticipation of lesser
control. Even the preference to do things for self apparently infers that
the patient will comply for internal reasons. Further study can indicate
whether status implies these attributes or vice versa. Attribution theory
may start with status as given, but this is usually an indicator of inter-
personal power--which may or may not correlate highly with prestige.

Given the indication that nurses do not like to care for patients
when a greater degree of control is anticipated yet they are somewhat
attracted to the patient who is expected to comply to a lesser degree
pl.aces renewed emphasis on the perceptions of need for control. To
ascertain the relationship of need for control, status, and options for
action that the professional thinks are open to her would take additional
study. The focus for the research would be to discover what offenses
are perceived as necessitating more or less control and what attributes

signify compliance for internal reasons. Only one of this study's
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independent variables--visibility of technology--is noted to communi~
cate the latter implication. The patient who has more technology
visible is perceived to comply for internal reasons, thereby implying
less control.

Visibility of technology does not differentiate between degrees
of disability within a single category of disorder. The variable may
have great pragmatic utility in differentiating between kinds of dis-
orders, degrees of acuteness, and needs for nursing services across
populations of patients.

When allowed to vary separately from: (1) knowledge of its
presence or necessity, and (2) a context where it would be obtrusive
by being unusual, the visibility of technology has no perceptible
effect on expectations for compliance. The importance of the variable
is the part it plays in the attribution of sincerity, in the activation of
preferences for managing the amount of equipment, and in the mainten-
ance of client prestige after noncompliance. In the indirect ways just
mentioned, the degree of visibility of technology has the greater
effect on the attribution of status, but of that variable alone. The
professionals do not take the degree of visibility into account in
anticipated firmness or tolerance of noncompliance. Visibility of
technology does not directly influence the attribution of status; the
reason may be inherent in the opposing directional influences that

would tend to cancel each other (refer to Figure 5).
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Cultural differences, per se, have no effect on the dependent
variables. The premise that the cultural differences would activate
the stereotypes and forecast the likelihood of communicative problems
in the professional's delivery of directives is not borne out by the
study. On the traits found throughout the literature as dimensions that
differentiate the cultural backgrounds, the Mexican-American and Anglo-
American patients are perceived as essentially alike.

Ethnicity is significantly related to compliance expected, but
in the opposite direction than predicted. Although the pilot study had
indicated that the Anglos would be expected to comply to a greater
degree, the converse is demonstrated in the study proper. The three
hospitals sampled for the latter are more like each other than they are
like those utilized in the pilot study. The ratio of Mexican-Americans
to Anglos does vary somewhat among the three major hospitals, but it
varies more among the pilot study hospitals. The ratio of Mexican
patients to Anglos was higher in two of the first hospitals than in any
of the three hospitals used in the second study. The difference in
findings from one study to the other is partially attributable to hospital
size, greater ranges of experience with Mexican patients in the first
investigation, and a greater number of responses in the major study.

Within the larger investigation, it can be concluded that some-
thing about the Mexican-American patient signifies the predictability of

more compliance and the preference to do things for herself. By
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inference the Mexican patient should be more likely to comply because
she wants to, and be accorded more prestige. The reasons for compli-
ance and the status measures do not, however, reflect such logical
consistency. PlausibleAexplanations include considerations of: (1)
the value of compliance alone, (2) anticipated control, (3) prejudicial
responses of the subjects, and (4) work requirements of the professional.

Thé lack of honorific distinction toward the Mexican patient
may simply reflect a less than honored position of the compliant patient
taking all other aspects as equal. The relationship between status and
compliance expected is, after all, not too strong; it is significant
within the study because it was predicted; standing alone other relation-
‘'ships are stronger. Rather obviously, more data is needed to gain in-
sight into the attribution of value to compliant and noncompliant
behavior by the professional. Compliance is no doubt important to
accomplishment of certain components of role performance, but evidence
continues to indicate that noncompliance is also of value--to the client
as well as the professional (see Zola, 1964).

Given that the Mexican-American patient is perceived to be
more cooperative, one could wonder if it were so simply because the
Anglos are concurrently judged to require more firm control. Consistency
is found in the greater tolerance of Mexican-Americans' noncompliant
behavior. Remembering that the respondents for the study were Anglo,

the anticipation of more firmness toward one of their own group could
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reflect an element of threat within that particular configuration of
professional~-client relationship. Cultural similarity of client and
professional could diminish the security of the professional as an
expert; exertion of control might then be the method of maintaining a
modicum of felt superiority, be it a reminder that the professional has
greater, legitimate authority. Further investigation is needed to test
the foregoing hypothesis; of equal interest is the question of attributes
that contribute to the perceptions: (1) Mexican-American patients are
more cooperative and (2) Anglo-Americans require more firm control.

Just as plausible, however, is the probability that the responses
are prejudicial. The Anglo professionals may underestimate their regard
for the Mexican or overestimate their regard for the Anglo in order to
indicate a lack of differentiation; greater tolerance of the Mexican
would also indicate to the respondent that he or she is not discriminating
against a member of another group. The design of this study minimizes
the opportunity for direct comparison of patients, i.e., the professional
sees only one of the depicted patients so she does not know what
aépects of the situation are being varied. Interviewees are active
problem-solvers, though, so the answers can still take the prejudicial
elements into account. Another study, utilizing Mexican-American
professionals, needs to be undertaken to find out if the pattern holds
within the different cultural backgrounds in the professional's approach

to clients of the same and of dissimilar ethnic groups.
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Perhaps, though, the work factor is related to the phenomenon
under discussion. Both firmness and preference to have staff do things
for the patients were conceptualized as factors that would expedite the
work or impede it, that would amount to more or less work for the
professional. Together with the conclusion that the passive patient
is not valued in the setting of the acute care, short-term hospital, the
pace of work seems a fruitful aspect for further research.

Role pelrformance in the acute care hospital requires the
accomplishment of an increasing number of tasks related to both the
care itself and to coordination of the care. In longer-term, chronic
care settings the pace is less rapid and the technology involved is
more likely to pertain to behavior mahagement as opposed to precise,
mechanical treatment (see Perrow, 1‘965; Burling, et al., 1956).

The kind of patient who enters the short-stay hospital varies
in an important way from the patient found in chronic care centers. The
former is hospitalized for a temporary interruption from his normal
routine; outcomes of surgery correct the problem to the extent that the
patient can return to his home with only another period of adjustment to
the gradual progression toward normalcy--or some close approximation
of same. The chronically disabled patient, though, has the problem of
managing and learning, relearning and managing information about his
position within whatever network of relationships define and support his

identity. Thus, the patient who is to be found in acute care centers is
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more willing to comply of his own volition for the relatively short period
of time he is there. This is not so apt to be true when the patient is
confronted with spending t}.1e rest of his life with management of inter-
action imposed by some set of symptoms or some diagnosed disorder
(Haber and Smith, 1971). The professional staff who works with the
latter patient would value his compliance for different reasons than that
of the less permanently disabled patient. The moot point becomes
that of the extent to which compliance is differentially evaluated within
and between kinds of health care organizations and the extent to which
passivity signifies compliance in those same settings.

Some nine reasons are proposed to account for most cases of
noncompliance by patients.l These reasons range from considerations
of cost, to feelings about the professional, to independent judgments
made by the client, to influences of significant others., The same
article notes that the physician's approach to noncompliance is often
to coax or to scold, but it is left to nurses to police the degree of
compliance. The professional nurse's role performance clearly depends
on some degree of noncompliance. Her task, it seems, is to keep
noncompliance at some irreducible minimum while discerning the

incorrigibly disobedient client from the one who is motivated and

thereby more likely to be responsive to treatment. Continued

l"Why Patients Don't Follow Orders." Medical World News.
April 21: 45-55.
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demonstrations of voluntary compliance can be quite meaningful to the
professional under a set of circumstances that increases the probability
of the opposite.

Tolerance of noncompliance is influenced by ethnicity of the
patient and the degree of ingratiation: the noncompliance of the
Mexican-American and the patient who is more ingratiating is tolerated
to a greater degree. Three-way analysis of variance indicates, however,
that only the ingratiation variable begins to approach significance when
the independent variables are simultaneously operational. In the same
analysis the ethnicity factor seems relatively nil. The data ao show
that ingratiation and tolerance are related more consistently through the
variable of attraction; the same evidence pinpoints the interaction
between ethnicity and ingratiation.

Ingratiation does not always block attraction; scmetimes it
enhances attraction. The ingratiation tactic is more acceptable if the
Mexican displays it than if the Anglo does, This distinction is not
found to be prompted by the individual reactions to the ingratiation
aftempt (Jones, 1964). The work variable seems to offer some explana-
tion as to the attractiveness of the ingratiator: she is less apt to
interfere with supplies or equipment--this in itself a factor to expedite
the pace of work.

Jones (1964) observes that ingratiation often occurs without

impunity when the direction is from high to low status. The findings of
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this study represent, perhaps, an inherent status difference. Again,
remembering that the respondents were Anglo, it is possible that the
social distance is the crucial variable, Additional investigation could
test the hypothesis that increments in social distance would increase
the likelihood that the ingratiation attempt will not be punished even
though it is perceived as one. Less social distance between client and
professional may again activate the threat of power struggle. If the
professional feels adequate to handle the situation when the client is
more socially distant from his or her own position, then it is feasible
that the tactic 'will be acceptable because it is not perceived as a
threat to the status quo. The underlying dynamics here again utilize
Blau's (1964) idea about tolerance and superiority.

These dynam.ics can also account for the attribution of greater
sincerity to the Mexican-American who is more ingratiating; even though
a tactic is obvious, it does not mean what it would if an Anglo per-
formed the same tactic.

Blalock (1967) also sheds light on avoidance behavior. The
concepts of status consciousness-~-a degree of concern with status
differences--and status loss are useful in explaining voluntary selection
of those with whom one will or will not interact. Expected status loss
is related to degrees of pessimism and basic anxiety (Blalock, 1967:62).
Discriminatory behavior depends on sensitivity to status differentials

and the anxiety generated by interaction with members of the particular
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other group. Blalock also identifies the visibility of the interaction as
another important factor that influences these motivated avoidances.

The above statements are formulations of a theory about
minority-group relations, but the concepts seem to fit some of the data
from this investigation. The Anglo-American professional nurses may
experience lesser threat of status loss with members of another ethnic
group. In fact, they may gain status by interacting with minority group
members; Blalock (1967:65-66) states that norms of professions are
often more liberal and any particular professional can add to his status
by being visibly associated with others of lesser status.

Given the status dilemma of the nurse, it seems plausible
that: (1) with the constant audience of nonprofessional coworkers--
many of whom are members of minority groups——.the nurse gains prestige
by interacting with patients of other ethnic groups, (2) the nurse can
reinforce ideological aspects of the professional's mandate by associa-
ting with those generally believed to be less fortunate, and (3) patients
who are of the majority group--as are most professional nurses at
present--represent a strong status threat to the nurse. This latter
point is likely since the status of the patient and of the nurse _v_is;\g—vﬁ
the physician may be fairly equal at the outset, albeit for different
reasons, The professional nurse may have more secure status in the
traditional doctor-nurse relationships in which negotiations with the

patient are the norm (see Taylor, 1970). The nurse then anticipates
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more status loss in these situations where the patient is more like
herself (including the same sex condition), more capable of influencing
the physician independently, and more apt to possess the interpersonal
power to revise the nurse's decision.

Certain conclusions follow directly from the foregoing summary
and discussion.

In the context of professional-client relationships: (1) status
varies directly with the degree of conforming behavior and with
permission to noncomply, (2) the degree of social pressure varies in-
directly with status by measures of anticipated firmness and tolerance;
these findings support the premise considering the likelihood of further
noncompliance as the result of applied social pressure, and (3) reasons
for conforming on the internal-external dimension do vary with
attribution of status,

Only one of the study's hypotheses is supported byv the data:
the professional nurse will expect a greater degree of compliance if |
the patient is less ingratiating than if the patient is more so. The
pfemise upon which the hypothesis would find support (lesser ingratia-
tion's association with assignments of high status) is also borne out.
However, the logical consistency is lost as the professionals tolerated
the noncompliance in the nonpredicted condition. Logical consistency

is found on the ethnicity variable even though the findings are opposite
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those predicted; the subjects expected more compliance from the same
patients from which noncompliance was more tolerated.

Therefore, the study finds support for the theoretical frame~
work while the assertion that the independent variables are status
characteristics is to be rejected for the variables of visibility of
technology and ethnicity, and to be questioned for the variable of
ingratiation. Utilizing the inductive approach to theory construction,
it is also to be concluded that the patterns of observations previously
noted by the investigator do not provide a close fit with the major
generalization., However, since that generalization finds support in
the investigation, the data have provided valuable information with
which to revise the sets of connecting interrelations (see Figure 5).

Just as clearly, the concept of tolerance is difficult to
measure indirectly. Additional conceptual clarity is needed which would
then decrease the investigator's reliance on theoretical assumptions
that become all too entangled with other concepts being measured.
Direct measure of tolerance has proved fruitful, but clarification of the
dimensions involved would add to the power of the variable,

As results of this research the higher-order generalization is
open to revision by adding the professional-client condition in which
the proposition is found to hold, and the method of experimental design
applied to survey research demonstrates its usefulness in providing

another kind of evidence with which to support the generalization. Then
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tﬁe géneralization is capable of generating inferences to other
professional-client relationships as vsllell as to other kinds of investiga-
tions with which to test the validity of the inference.

If the study were to be replicated, the investigator would sug-
gest the inclusion of measures of the magnitude of social distance
between respondent and the depicted patient, additional measures of
the degree and kind of control correlated with the attribution of charac-
teristics according to the information-processing diagram (Chapter 1V,
page 98) and necessitated by the patient's noncompliance, and means
with which to collect data about the respondent's posture toward her
work, e.g., patient-centered versus problem-centered (see Meyer,
1960 and Habenstein and Christ, 1955).

The practical implications of this investigation primarily
concern the demonstrated usefulness of attribution theory. While the
following points are specific to nursing, they are generalizable to
other professional-client relationships and other programs of profes-
sional education.

Direct assessment of patients according to their command of
resources, abilities, intents, efforts, and motivations can offer
valuable data. This is the very sort of information that is presently
lacking from patient care plans formulated by professional nurses. The

plans contain goals for care and approaches to their achievement, but
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no indication of the degrees of compliance that is concurrently being
expected.

The unit personnel would have to achieve some working
consensus and inter-observer reliability within their own group in order
to capitalize on each others' assessments. Then, the information-
processing model of predicting compliance would supply a framework
with which to make pieces of information more applicable--in predicting
problems of patient care management from characteristics attributed to
the patient and his environment. The model would also give basis for
assessments of changes over time; planned approaches could be altered
accordingly.

Of added practical application, these same assessments would
serve as baselines with which to make comparison with observed degrees
of compliance and they can offer data for direct counseling of clients.
Patients are sometimes unaware of the staff's perceptions of them, but
do react to the staff's avoidance, Utilization of the model's data about
any specific patient would afford the professional nurse the kind of
information with which to intervene in patient care management and to
influence the perceptions of her staff within patient care conferences.,

This study has implications for teaching practitioners of pro-
fessional nursing. As important as compliance and reactions to non-
compliance are in the health professional's work, these concepts are

central to development of theories of nursing practice. Theoretical
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assumptions about conditions and situations which promote or diminish
the probabilities of compliance and noncompliance are informationally
important for practitiéners. While some of that knowledge is presently
offered in some baccalaureate programs it is not organized under the
rubrics that would permit more immediate translation into the exigencies
of practice--especially those of coping with the real dilemmas of
controlling certain aspects of the client's behavior.

Finally, for this investigator, this research has opened other
important aspects of the phenomenon to question. The next phase of
research will be conducted in the natural setting--utilizing this
investigation as only one kind of evidence that pertains to the pfoblem
being explored. The focus, as a direct outcome of this study, shifts to
investigations of attractiveness of clients, professional's affiliation

with clients, and methods of control utilized.



APPENDIX A

STIMULUS INFORMATION AND INTERVIEW
SCHEDULE FOR PILOT STUDY

Smith, Anglo-American), .
Mrs. ESanchez, Mexican~American), age 56, was in an auto

accident. She sustained a fracture of her right tibia, a ruptured spleen,
and a cut on her right forearm that required a few stitches. Presently
she is 7 days post-operative and she has no complications,

Her ﬁp—dated Kardex reads for today:

Rewrap ace bandages on left leg b.i.d.

Coughing, turning, and deep breathing exercises q4h.
Soft diet.

Vital signs and note condition of right toes q4h.

Use fracture bedpan.

Remove abdominal and forearm dressing.

Darvon compound (one cap) g 3-4h. prn.

Begin teaching crutch walking.

Up in chair 2 hours b.i.d.

You have been off duty for a week's vacation. This is your first inter-
action with Mrs, S.
I show you a picture of her now,

Less Ingratiating:

At the end of your initial conversation with Mrs. S., she
remarked, "It's been hard for me--being in bed like this. Everyone has
been so helpful, and it's nice to have people come by to talk., When I

was sick, though,Il didn't feel like talking."
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She smiled, and she added, "I tried to be a good patient, but
I don't think I was good all the time. You'll have to ask the other
nurses about that." Then she looked at her watch and said, "Now
don't let me keep you. Thanks for talking with me. Since I'm feeling
better every day I would like to talk more, but I think you probably
have other things you need to do,"

More Ingratiating:

At the end of your initial conversation with Mrs, S., she
remarked, "I know I haven't suffered as much as other patients, but
some people don't realize what it's like to be in bed--helpless. It's
nice to have a nurse come by just to talk. When I was so sick this
past week, everyone was very helpful, but I didn't feel like talking
then."

She smiled, her eyes twinkled, and she added, "I've been a
good patient; I haven't been trouble to anyone. You'll see, I'm no
trouble at all." Then she reached for your hand and while patting‘ it,
she said, "All you nurses have done so much for me that I don't know
what I can do to repay you. Thank you for coming in here just to
talk with me. You seem to understand what I have been through., Not
everybody does understand, you know., I'm sure you will be good for

me,
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Interview Schedule

In general, how would you expect this particular patient to act?

(Hand subject a card upon which four statements are written.)
The statements will NOT be in the order given here, since this
order represents the ranking of statements along the given dimen-
sions. : '

1. Of the statements on this card, which one would you say best
represents how you would expect Mrs.. S. to act? (Repeat this
with each card.)

Hand card with Passive-Less passive dimension:

Rely on nurses to tell her what to do.

Check with nurses before going ahead on her own,

Do what she can on her own before seeking nurse's direction.
Rely on her own judgment--independent of nurse's direction--
when caring for herself.

gQwm>

2. Hand card with Verbal-Less verbal dimension:

A. Repeatedly volunteer a lot of personal information whenever
talking with nurses.

B. Offer pertinent, detailed information in response to nurse's
questions.

C. Answer nurse's questions with a lot of unrelated information.

D. Answer nurse's question with short, specific replies.

3. Hand card with Cooperative-Less cooperative dimension:

Try to do what staff tell her to do in order to get better.

Ask questions about what staff want her to do in order to get
better.

Need encouragement before she will work with staff in order
to get better,

Interfere with what staff is trying to do for her by asserting
her own will.

w >

v a
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Hand card with Pleasant-Less pleasant dimension:

A. Be agreeable to anything you would suggest,

B. Be a good sport about doing those things that cause her
discomiort.

C. Be one whose bark is worse than her bite,

D. Be apt to belittle the care she is getting.

Hand' card with Intelligent-Less intelligent dimension:

A. Say she cannot understand the nurse's instructions.
B. Ask the nurse to show her what the instructions mean.
C. Remain silent if she doesn't understand instructions.
D. Act as though she understands nurse's instructions.

You instruct Mrs. S. to do her deep breathing and coughing
exercise while you are with her. How would you expect Mrs. S.,
in particular, to react to your instructions?

After subject has answered, hand her a card upon which four
statements are written. (Again, the order in which the statements
appear below is NOT the order which the subject will see.)
Which one best represents your expectation?

Immediately take a deep breath and produce a cough.
. Tell you she doesn't like to do it because it hurts,
Clear her throat loudly.

. Try to get you to talk about something else.

gQw >

You also remind Mrs. S. to drink at least six glasses of water
in addition to what she gets with meals in order to prevent
problems with urinary and bowel elimination. How would you
expect Mrs., S. to respond?

(Hand card with four statements) Which one of these statements
would you choose?

A, Try to drink that much without having to be reminded again,

B. Need reminding repeatedly before she will even try to force
fluids.

C. Tell you that the fluid doesn't do anything but make her have
to use the bedpan more often.

D. Pour the water on her flowers.
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3. You tell Mrs. S. how important it is for her to move around in bed
to help prevent circulatory problems. What would you expect
her to do?

Hand card with four statements:

A. Ask you to help her change her position now.

B. Tell you that getting up.to the chair is enough exercise.
C. Shift her weight slightly.

D. Promise you that she will move around after awhile.

4, How likely would Mrs. S. be to complain of unrelieved pain or
discomfort ?

I hand you a card now that has a scale on it that goes from "very
likely" to "very unlikely." Would you indicate on that scale,
the place that shows the likelihood that Mrs. S. would complain
of unrelieved pain or discomiort.

Very likely.

Fairly likely.
. As likely to as not to.
. Fairly unlikely.

Very unlikely.

moaQw >

5. Would you want to care for this patient? Yes No Unsure

On the card I'm handing you is the scale that goes from "very
much not like to" to "very much like to." Would you indicate
on this scale, the place that shows how much you would like to
care for Mrs. S.

Very much not like to.
Not like to.

Neutral.

Like to.

Very much like to.

moQm >

6. Generally, how likely would it be that Mrs. S. would follow your
instructions ?
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I hand you this card again that has a scale on it that goes from

"very likely" to "very unlikely." Please indicate on that scale,
the place that shows how likely it would be that Mrs. S. would
follow your instructions.

Very likely.

. Fairly likely.

As likely to as not to.
Fairly unlikely.

Very unlikely.

muQw >

I11. 1. Over the next three days with this particular patient you find
that she does not follow your instructions concerning weight-
bearing on her crutches. What would you do?

On this card are four statements. Which one of them says best
what you would do?

Tell her you know it hurts,

Show her how to do it.

. Repeat what is apt to happen if she doesn't follow your
instructions.

D. Ask her if she remembers being told before how to do it.

Qw>

2. Mrs. S. tends to be unsteady when she uses her crutches. She
has been found trying to get back to her bed from the chair without
help. You have repeatedly instructed her to ask for help when
she is ready to go back to bed, but she continues to try it alone.
What would you do?

From the four choices on this cérd, which one would you pick?

A, Tell her again that you don't want her to go back to bed by
herself.

B. Have her roommate notify you when Mrs, S. wants to get
back to bed.

C. Make sure she knows that she is apt to fall if she continues
this behavior.

D, Explain that you may be legally accountable for any accident
that she may have.
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3. The patient develops a pressure area on her back. She tells you
she knows she has been told to move around more in bed, but it
is too hard for her and she is too tired, What would you do?

From the four choices on this card, which one would you pick?

A,
B.
C.
D.

Tell her once more why it is important for her to move
around in bed.

Help her turn and massage the area yourself.

Ask the doctor to explain the necessity of exercise.
Tell your staiff to move her g2h. even though she might
protest a little.

What right does Mrs. S. have to expect you to let her have her
own way about getting back to bed when she is ready?

There are three statements on this card. Which one best
expresses the degree of Mrs. S's right to have her way about
when she gets back to bed.

Patient has definite right-~in this instance-~to expect to
have her own way.

Patient has some right--in this instance--to expect to have
her own way.

Patient has no right-~in this instance-~-to expect to have her
own way.

(If subject answers "definite right" or "some right" ask:
How do you resolve the patient's right to expect this and

the realities of your work--which might not allow you to give
the patient her own way?)

5. Generally, what is the predominant reason--or reasons-~for
Mrs. S's lack of compliance with your instructions?
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Of the reasons stated on this card, which one would you say best
summarizes why Mrs. S. does not fully comply with your
instructions ?

She has strong, unmet dependency needs.

. She is willfully disregarding what she is told.

Her behavior just happens to contradict the instructions.
She misinterprets the instructions.

She doesn't really understand what the instructions mean.

My QW >

Finally, Mrs. S. makes a request of you, personally, to talk with
the insurance investigator about what her nursing needs may be
after dismissal from the hospital.

What right does Mrs, S. have to expect you to fulfill her request?

There are three statements on the card. Which one best expresses
the degree of Mrs. S.'s right to ask you to talk with the investiga-
tor?

A. Patient has no right to expect this of me.
B. Patient has some right to expect this of me.
C. Patient has definite right to expect this of me.

Would you fuifill this special request in view. of your obligations to
the hospital and your obligations to the patient? Yes No
Unsure

(Have subject read description and look at picture again.)
1, Has your impression of Mrs. S. changed since you first read
about her and saw the picture? Yes No Unsure

On this card I am handing you, you will find a scale that goes from
"very favorable" to "very unfavorable." Show me the place on the
scale that shows what your first impression was.

Now show me the place on the same scale that shows what your
present impression is.
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A. Very unfavorable.
B. Unfavorable.

C. Neutral.

D. Favorable,

E. Very favorable.

What caused you to change your impression? OR What caused
you to keep your first impression?

Is there anything in that first bit of information that could have
predicted the patient's later behavior?

How likely was it that Mrs, S. was making a special attempt
to say or do something that would put her in your good graces?

Please indicate the likelihood on the scale that you see on the
card:

A. Very likely.

B. Fairly likely.

C. As likely as not.
D. Fairly unlikely.
E. Very unlikely.

As a general rule, nurses receive a variety of compliments, The
compliments that mean the most come from whom?

I show you a card that has five sources of compliments on it.
Would you tell me in what order you would put those sources--
going from the source that gives the most meaningful compliment
to the least.

other nurses

patients

aides

doctors

family members of patients
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And, now if you will give me some information about yourself,
the interview will be completed.
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Biographical Data

Sex:

Age:

Education:

Highest dégree held:

Number years experience in nursing:
Length of employment in present position:

Part-time
Full-time

Marital Status:
Ethnicity:

Number of times hospitalized (including childbirth):



APPENDIX B

STIMULUS INFORMATION AND INTERVIEW
SCHEDULE FOR STUDY PROPER

M (Smith, Anglo-American),

. X . age 56, was in an auto
(Sanchez, Mexican-American), !

accident. She sustained a fracture of her right tibia, a ruptured spleen,
and a cut on her right forearm that required a few stitches. Presently
she is 7 days post-operative and she has no complications.
Her up-dated Kardex reads for today:

Rewrap ace bandages on left leg b.i.d.

Coughing, turning, and deep breathing exercises g4h.

Soft diet,

Vital signs and note condition of right toes g4h,

Remove abdominal and forearm dressings.

Darvon compound (one cap) q 3-4h. prn.

Begin teaching crutch walking.

Up in chair 2 hours b.i.d.
You have been off duty for a week's vacation. This is your first inter-
action with Mrs. S. (Mrs. Sanchez speaks both English and Spanish).

I show you a picture of her now,

less Ingratiating:

Mrs., Smith: At the end of your initial conversation with Mrs.
Smith, she remarked, "It's been hard for me~~being
in bed like this, B'veryone has been so helpful,
and it's nice to have people come by to talk. When

: v

I was sick, though, I didn't feel like talking."

142



143
She smiled and she added, "I tried to be a
good patient, but I don't think I was good all the
time. You would have to ask the other nurses about
that."
Then she looked at the clock and said,
"Since I am feeling better every day I look forward

b3
to the visiting hours.,"

Mrs. Sanchez: At the end of your initial conversation with Mrs,

More Ingratiating:

Mrs. Smith:

Sanchez, she remarked, "It's been hard for me--
being in bed like this. All you nurses took such
good care of me while I was so sick."

She smiled and she added, "I've tried to
be a good patient; I hope I haven't been too much
trouble to everyone. You wo‘uld have to ask the
other nurses about that."

Then she looked at the clock and said,
"I'm glad it's almost time for my family to come

see me,"

At the end of your initial conversation with Mrs.
Smith, she remarked, "I know I haven't suffered as
much as other patients, but some people don't

realized what it's like to be in bed--helpless. It's
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nice to have a nurse come by just to talk, WhenI
was so sick this past week, everyone was very
helpful, but I didn't feel like talking then.

She smiled, her eyes twinkled, and she added,
"You'll see, I'm no trouble at all." Then she
reached for your hand and while patting it, she
said, "All you nurses have done so much for me
that I don't know what I can do to repay you. Thank
you for coming in here just to talk with me. You
seem to understand what I have been through. Not
everyone does understand, you know. I'm sure you
will be good for me."

Mrs. Sanchez: At the end of your initial conversation with Mrs.
Sanchez, she remarked, "It's been hard for me--
being in bed like this.. I'm glad you came by
to talk, And I'm glad you nurses took care of
me while I was so sick. I'll do anything you
want me to.,"

She smiled, her eyes twinkled, and she
added, "I've tried to be a good patient, but I
know I've been trouble to everyone,"

Then she reached for your hand and while

patting it, she said, "All you nurses are very
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good people. I would someday like to do some-
thing for all of you. Thank you. I know you're
very busy so don't let me keep you. I won't

bother you for anything."



Table 13. Interview Schedule by Items and Indices
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Item or Index

Item Number

Dependent Variables:

1. Degree of Compliance Expected .
6 Items

2. Degree of Tolerance of Noncompliance
6 Items

Independent Variable:

Status

Related Variables:

1. Work Requirements
8 Items

2. Passivity
10 Items

3. Motivation
8 Items

4, Affiliation

4 Ttems

III.
Iv.

II.
VII.

111,

I,
iv.
I,
I.
VII.
v,
VII.
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Interview Schedule

My name is . I am a nurse and a

graduate student at the University of Arizona. This research is my
dissertation. Your participation in the research is voluntary. Should
you decide to participate, your name will not be attached to any of
your responses to my questions., Your identity will remain unknown.
Will you participate?

Hand subject the stimulus information.

First, I would like to have you make some assessments regarding
your work with this particular patient. Compare Mrs. S. with
other patients with similar degrees of disability.

1.

How much care and supervision will the patient need?
Maximum nhursing Minimum nursing
care medium care

7 6 S 4 3 2 1
How much of the care will you or your staff have to do her
her?
Most of the
important things in-between Few things, if any
7 6 5 4 3 2 1
How likely that her behavior will interfere with the proper use
of supplies or equipment?
Very likely in-between Very unlikely
7 6 5 4 3 2 1
How much staff time will this patient require?
A lot of Normal amount A lot less

extra time of time time than usual

7 6 5 4 3 2 1
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How likely will she be to complain of unrelieved pain or
discomfort?
As likely to ,
Very likely as not | Very unlikely
7 6 5 4 3 2 1
How much will the patient probably understand about her
treatment and care?
Quite a bit Average Quite a bit
more than usual Amount less than usual
7 6 5 4 3 2 1
How capable is Mrs. S. of understanding your instructions?
Very capable Average Limited capacity
7 6 5 4 3 2 1
How much effort will you have to make in helping her under-
stand the reasons for your instructions?
Lots of effort Medium Little effort
7 6 5 4 3 2 1
How dependable will she be in carrying out your instructions?
Very dependable Average Very undependable
7 6 5 4 3 2 1
How appreciative will Mrs. S. be of what you and your staff

do for her?

Most Most
appreciative Medium : unappreciative
7 6 5 4 3 2 1

Next, I want you to make some assessments regarding Mrs. S, her-
self. Compare her with patients who have similar disabilities.
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How much will she prefer that you or ycur staff do things for
her? -

Prefer you Prefer you
do lots in-between do little
7 6 5 4 3 2 1

How much effort will she exert in relation to following your
instructions?

Lots of
effort Medium amount Little effort
7 6 5 4 3 2 1

How self~sufficient is she?

Very self- Little self-
sufficient in-between sufficiency
7 6 5 4 3 2 1

How sincere will be her efforts to follow your instructions?

Lots of Little
sincerity in-between Sincerity
7 6 5 4 3 2 1

How complex does the nursing care probably seem to Mrs. S?

Very complex in-between Not very complex
7 6 5 4 3 2 1

How assertive will she be about what she wants ?

More assertive Less assertive
than usual Medium than usual

7 6 5 4 3 2 1
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How likely that Mrs. S. could become overly dependent?
Very likely in-between Very unlikely
7 6 5 4 3 2 1

How likely that she will try to manibulate members of your
staff?

Extremely Extrem ely
likely in-between unlikely
7 6 5 4 3 2 1

How firm will you have to be to get her to do what is best for
her?

More firm Less firm
than usual Medium than usual
7 6 5 4 3 2 1

Nurses have some amount of regard for all their patients.
How high is your regard for this particular patient?

Very high .
regard . in~between Little regard
7 6 5 4 3 2 1

III. Now I will hand you a card with four statements on it., Tell me
which statement best represents how you would expect Mrs. S.
to act. (* indicates change from pilot study options.)

ll

Passive-Active measure (initiative)

A. Rely on nurses to tell her what to do.

B. Check with nurses before going ahead on her own.

C. Do what she can on her own before seeking nurse's
direction,

*D. Do more than she really should before seeking nurse's

direction.

(Hand subject another card)






