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ABSTRACT

The purpose of this study was to test the,effec<
tiveness of different nursing approaches on the well-being
and the perception of patients hospitalized with confirmed
- peptic ulcers. |

An experimental design with three randomly assigned
groups tested a professional nursing approach emphasizing
psychological support and another emphasizing instruction
against the control of hospital nursing care to hospitalized
adults. The effectiveness of the approaches was determined
by comparing the findings through use of a least squares
analysis of variance of the main effects of treatment, sex, .
and type of ulcer and first order interactiomn at the .05
level of significance on three separate measures of .the
rate of healing and the patients' perceptions. The rate of
healing was measured by the lengths of discomfort and of
hospitalization plus the rate of antacid .consumption.. The
perception measures were the IPAT Anxiety Scale, four
concepts on semantic differential scales; .and a post-
discharge interview scale.

The sample consisted of thirty-six hospitalized
adults between twenty-one and seventy-one years:of age who
were willing to participate and who were under the care of

private physicians.
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While the time with the patients did vary widely,
no significant difference was found between the two treat-
ment groups. However, the time differed significantly
between the control group and each of the two treatmeﬁt |
groups.

on the length of discomfort, the psychological
support group had significantly less discomfort, at the ;05
level and the instructional group had less discomfort, at
the .01 level.

On the rate of antacid consumed and the IPAT
Anxiety Scale, the groups did not differ significantly.

On the length of hospitalization, all groups
differed significantly. The two treatment groups, and the
instruction and control groups differed at the .01 level
whfle,phe psychological support and control groups differed
at the .001 level.

On the semantic differential, the groups did not
differvsignificantly on the concepts of food or nursing.

On the concept of temsion, the groups differed at the .01
level but in the opposite direction to that hypothesized.
On the concept of dependency, the instruction and control
groups differed at the .05 level while the psychological

support and control groups differed at the .001 level.

On the scaled interview of learning reported by the

patients, all groups differed significantly from each other



at the .05 level on the amount they learned from the
researcher,

There were other findings of significance in the’
effects of sex, type of ulcer, and first order interac-
tions.

The data were analyzed by a least squares analysis
of Variance program for unequal subclasses utilizing the
CDC 6400. To explore significant differences among the
groups, the test of Least Significant Difference was
utilized.

The conclusions are:

1. The study did contribute to nursing research and
the design of nmursing experiments.

2. The effectiveness of nursing approaches can be
demonstrated in the rate of healing and altered
perception.

3. As utilized, instruction exceeded psychological
support in effecting lower discomfort and lower
tension concept scores. |

4, As utilized, psychologiéal support exceeded
instruction in reducing hospitalization and
increasing dependency concept scores.

5. Hospital nursing care is not meeting the needs of
patients equally. Nurses are-not fulfilling their

instructional role.
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Reported learning may vary with the materials and
techniques utilized.
A unified nursing approach may produce different

results,

Recommendations of the study include:

Nursing faculties of baccalaureate and.graduate
programs should refine and extend the instructional
role of the professional nurse. |

Various instructional approaches should be tested
for their effectiveness. Such studies should be
supplemented by longitudinal studies.

A clinical specialist in patient instruction is
recommended to assess instructional needs, to

instruct, and to conduct research.



CHAPTER I
PRESENTATION OF THE PROBLEM

A discipline expands its scientific parameters by .~
research (American Nurses' Association,. 1968a, b). Nursing
is one profession that is in great need of expanding its

parameters and in developing a body of theory. Martha

Rogers stated in 1961 that theoretical knowledge in nursing -~ -

is dependent on research., Brown (1964) urged nurse re-
searchers to build a body of scientifically tested nursing .-
theory from which may be derived the substance of nursing
education and nursing service.

Imogene King (1968) explained the relationship
among research, teaching, and practice in nursing by
saying:

Two major aims of research are the discovery

of new knowledge and the discovery of new relation-
ships among the facts already known. An objective
of teaching is to selectively organize and use
knowledge to guide individuals in the process of
learning nursing. A major aim of practice is the
application of knowledge in the delivery of
services to the public. Thus, the triad of
research, teaching, and practice is interrelated
and complementary. One without the other would
create a sterile field (p. 27).

A question then arises as to what should be the
focus of research in nursing. "The proper study of nursing
is not the nurse, but the patient," said Rubin (1968,

1
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p. 210). 1If the study of mursing focuses upon the patient,
how can the quality of nursing be evaluated? Aydelotte
(1962) believed that the. care the nurse provides has a
causal relationship to the patient's recovery and this
causal relationship should be studied.

Nﬁrsing, as a profession, must continue searching
for means of defining the effectiveness of nursing care.
The Committee on Research and Studies of the American
Nurses' Association (1962) recommended that research be
designed that would bring assessible results in patient
well-being, and to develop criteria of nursing effective-
ness. While Anderson, Mertz, and Leonard (1965) emphasized
the need for clinical studies in nursing, Notter (1969)
editorialized the continuing dearth of studies in the
clinical practice fields and the sparsity of individuals

interested in clinical investigatioms.

The Purpose of the Study

The purpose of this study is to further the under-
standing of ways to measure the patient's well-being and
his perception of the situation. In this study an attempt
is made to utilize two experimental nursing approaches, one
emphasizing psychological care and the other approach‘
focusing upon instruction. The study tests the effective-

ness of these two types of nursing care on indices of
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pafient well—béing, namély the patient's rate of healing,
“his anxiety, and the meaning of certain concepts to him.

Various means of measuremeni of patient well-being
have been considered in efforts to quantify the effective-
ness of nursing care. Attempts to measure the patient's
perception of his care‘have also been utilized as an
approach to the effectiveness of nursing care. Thege
endeavors are discussed in the review of nursing literature

in Chapter II.

Statement of the Problem

Because Anderson et al. (1965) indicated that
patients with a high degree of distress are excellent
candidates in which to demonstrate the effects of reduced
distress and because peptic ulcers have a stress factor in
their etiology, patients with peptic ulcers were selected
to demonstrate whether nursing approaches can affect the
patient's well-being. Therefore, this study seeks to
answer the following questions:

1. Will experimental nursing care to patients with
peptic ulcers produce differences in the rates of
healing?

2. Will experimental nursing care to patients with
peptic ulcers produce differences in the patient's

perception?



. 3. How do the two experimental nursing approaches
compare to hospital nursing care in producing

changes in the well—beiné of peptic ulcer patients?

Significance of the Problem

The stated problem is significant to nursing
because it adds to the research in nursing behavior§ as
measured by indices of patient well-being. Brown (1964)
stated, "Only as concepts and principles from nursing are
enunciated and tested can there be generalizations to solve
the practical problems of nursing practice, to provide con-
tent for mursing education, and to form the basis for
further research" (p. 112). Thus, the problem is meaning-
ful in its contribution to the theoretical basis for
nursing.

Measurement of the effectiveness of nursing is
important because if the quality of nursing care can be
quantified and assessed, it can be improved. Anderson et
al. (1965) predicted that "The soundest prescriptions for
nursing practice will come from experimental research"

(p. 151). This applies, with equal importance, to nursing
education. Through measurement of the effectiveness of
nursing care, the education of nurses can be assessed and
improved. The soundest pfescription for nursing education
mﬁst, therefore, come from nursing research. Any contribu-

tion to the theoretical framework of nursing has
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implications for mursing education through the methods and
content of instruction. Martha Rogers (1961) has said,
"The central factor in further progress in baccalaureate
curricula for the preparation of nurses is growth in
nursing theory" (p. 14). Since the development of
curricula is one function of administration, the deveiope
ment of nursing theory has implications for the administra-
tion of nursing education.

The problem is significant to patients in terms of
personal health, productivity, length of hospitalization,
and cost of treatment.

Finally, the problem is important to society in
its effect upon the ultimate well-being of individuals, the
utilization of hospitals, the cost of health care, and the
productivity of workers. Sun (1966) believed peptic ulcers
are a major health problem. According to the annual global
data on mortality published by the World Health Organiza-
tion, the mortality for ulcers of the stomach ana duodenum
in the United States was over twelve thousand in 1963, and
over ten thousand for the years 1964 and 1965 ( World
Health Organization, 1967, p. -324). McHardy (1968)
estimated that peptic ulcers afflict more than ten million
Americans and represent a monetary loss of over one billion
dollars per year.

Therefore, because clinical nursing studies are

urgently needed and peptic ulcers present a health problem



of magnitude, this study of the effectiveness of nursing

care to adults with peptic ulcers is undertaken.

Hypotheses to be Tested

The following hypotheses, which will order and

provide direction to the study, will be tested:

1'

In decreasing the mean length of time discomfort is

reported by the patients:

a.

Treatment III, instruction, is significantly
more effective than Treatment II, psychological
support.

Treatmeﬁt IT, psychological support, is signifi-
cantly more effective than Treatment I, control.

Treatment III, instruction, 4is significantly

"more effective than Treatment I, control.

In decreasing the mean rate of antacid consumption

by

al

the patients:

Treatment III, instruction, is significantly
more effective than Treatment II, psychological
support.

Treatment II, psychological support, is signifi;
cantly more effective than Treatment I, control.
Treatment III, instruction, is significéntly

more effective than Treatment I, control.

In decreasing the mean length of hospitalization of

the patients:



Treatment III, instruction, is significantly
more effective than Treatment II, psychological
support.

Treatmént II, psychological support, is signifi-
cantly more effective than Treatment I, control.
Treatment II, instruction, is significantly

more effective than Treatment I, control.

In producing lower mean scores on the Institute for

Personality and Ability Testing (IPAT) Anxiety

Scale:

a.

Treatment III, instruction, is significantly

more effective than Treatment II, psychological

support.

Treatment II, psychological support, is signifi-
cantly more effective than Treatment I, control,.
Treatment III, instruction, is significantly

more effective than Treatment I, control.

In producing higher mean scores for four concepts

measured by semantic differential scales:

a.

Treatment III, instfuction, is significantly
more effective than Treatment II, psychological
support.

Treatment II, psychological support, is signifi-
cantly more effective than Treatment I, control.
Treatment III, instruction, is significantly

more effective than Treatment I, control.



6. In producing higher mean scores on a structured
interview scale:

a. Treatment III, instr&ction, is significantly
more effective than Treatment II, psychological
support.

b. Treatment II, psychological support, .is signifi-
cantly more effective than Treatment I, ‘control.

c. Treatment III, instruction, is significantly

more effective than Treatment I, control.

The first three hypotheses assist in answering the
first problem of the study, and the second three hypotheses
assist in answering the second question. The third question

is answered by a comparison of the means for the groups.

Assumptions Underlying the Problem

For the purposes of this study, the following
assumptions are made:

1. The patient who is hospitalized for a peptic ulcer
is under a high degree of stress, for hospitaliza-
tion'alone, is a stressful experience (Meyers,
1964: Pride, 1968; Rubin, 1968).

2. Reducing the patient's stress is a nursing object-
ive (Anderson et al., 1965) and part of the pro-
fessional nurse's role (Dumas and Leonard, 1963).

3. All patients have basic needs for nursing care,

only part of which are met by the nursing care



typically prbvided by hoépital nursing care.

'Hospital nursing is task-oriented (Abdellah and

Levine, 1965; Anderson gﬁ al., 1965). Also, nurses
are confused by the tes hiné role and unprepared
for it (Pohl, 1965).

The nursing care provided by the hospital nursing
staff is largely given by those with less tHan
professional preparation in nursing. The minimum
preparation for the practice of professional
nursing at this time should be a baccalaureate
degree in nursing ("American Nurses' Association's
First Position on Education for Nursing," The

American Journal of Nursing, 65: 106-09, December,

1965, p. 107). In 1967, only 9 per cent of the

nurses graduating from all types of nursing pro-
grams had baccalaureate degrees (National League
for Nursing, 1968, p. 52). |

The patient has a satisfactory interpersonal
relationship with his or her physician.

The patients express their needs in individualized
ways (S. King, 1962; Anderson et al., 1965; I. King,
1968; Rubin, 1968).

Patients can cope more successfully with their
needs if attention is given to their concerns

(Meyers, 1964; Janis, 1958; I. King, 1968).
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The effectiveness of nursing care is reflected in
the patient's well-being;and can be measured
(Aydelotte, 1962; Dumas and Leonard, 1963; Anderson
et al., 1965; Pride, 1968).

Limitations of the Study

This study is limited by the following factors:

The study is a field experiment with the inherent
limitations with respect to control of variables.
The study is based upon thirty-six patients who
meet the criteria of English-speaking, hospitalized
adults between the ages of twenty-one and seventy-
one years, with a diagnosis of peptic ulcer con-
firmed by x-ray examination, who verbally indicated
their willingness to participate.

The patients are under the care of one.of forty-eight
bhysicians who gave his or her permission and who
maintained an effective interpersonal relationship
with the patients.

The patients were hospitalized in one of four fully
accredited general hospitals of one urban community,
Tucson, Arizona, between December 1, 1968 and April
10, 1969.

All patients received hospital nursing care as it
was given in the hospitals,

The study concentrates upon nursing care,
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. 7. The study is limited bv the ability of one pro-
fessional nurse to apply the experimental nursing
care to all of the patients included in the study.
8. The patient's rate of healing could be affected by
factors other than those considered in the study.
9. While the study is primarily experimental, it is
also descriptive in the records of the experimental
care that was given, but the descriptive data are

beyond the design of this study.

Definitions of Terms Used

For the purposes of this study, the following

definitions of terms are utilized:

Hospital Nursing Care
_ . Hospital nursing care is that given by the nursing
staff assigned to a unit of a fully accredited general
hospital. This cafe.included the followiné components:
1. Nursing assessmenf of the patient's needs.
. Supervision of hygiene of the patient.
. Supervision of nutrition of the patient.

. Administration of medications and treatments.

. Incidental psychological support of the patient.

2

3

4

5. Preparation for specialized procedures.
6

7. Incidental instruction of the patient.
8

. GCoordination of activities affecting the patient.
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It has been established that this care is given
mainly by persomnel with less than professional preparation

in nursing.

A Professional Nursing Approach Which Emphasizes
Psychological Care

A professional nursing approaéh which emphasizes
psychological care includes a daily interaction with the
professional nurse researcher who focuses upon patient-
centered therapeutic interaction techniques and who provides
only incidental instruction. The therapeutic techniques
utilized are:

1. 'Offering of self as a listener.

2. Accepting the patient and his statements.

3. Providing the opportunity for the patient to
explore verbally his feelings.

4. Encouraging the patient to describe his feelings. -

5. Assisting the patient to clarify his feelings.

6. Reviewing reality with the patient.

7. Encouraging the patient to do self-evaluation and
self-planning (Hays and Larson, 1963).

8. Terminating the face-to-face relationship with
sustained concern for the patient and the awareness
of the value of the relationship by the patient
(Phillips, 1968).
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A Professional Nursing Approach Which Emphasizes
Instruction

A professional nursing approach which emphasizes

instruction includes a daily instruction period with the

professional nurse researcher who focuses upon patient-

centered instruction and who provides only incidental

psychological support for the patient. The instructional

techniques utilized are:

]-.

2.

Ascertaining the patient's knowledge of his illness,
his treatment, and the healing process.,

Inquiring what the patient wishes to know about his
disorder.

Planning instruction with the patient and his

doctor.

- Offering self as a clarifying agent to assist the

patient to understand more about his disorder.
Giving instruction regarding the illness, the treat-
ment, including the medications, the diet, and the
healing process, using the booklet, "What You
Should Know About Healing Your Ulcer" (New York
Hospital-Cornell Medical Center Staff, 1955).
Evaluating the instruction given.

Reviewing the instruction, if necessary.
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ThelPatient's Rate of Healing
The patient's rate of healing is the progress:
toward health as measured by the consumption of antacid
medication, the reported length of discomfort, and the

length of the hospitalization.

The Patient's Perception of the Situation
The patient's perception of the situation is his
response as measured by the IPAT Anxiety Scale, semantic

differential scales, and a structured interview scale.

Anxiety

Anxiety is the free floating manifest concern or
uneasiness as measured by the IPAT Anxiety Scale (Cattell

and Scheier, 1963).

Meaning

Meaning is the internalizéd relation of signs to
their significant objects as measured by semantic
differential scales developed by Osgood, Suci, and

Tannenbaum (1957).

Professional Nurse Researcher’

The professional nurse researcher in this study is
a registered nurse with a baccalaureate degree in nursing
education, a master's degree in counseling, and thirteen

years experience as a clinical instructor of
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medical-surgical nursing in colleges of nursing of three

state universities.

Organization of the Study

Chapter I of this study.has stated the purpose, the
problem and its significance, the hypotheses to be tested,
the limitations, assumptions, and definitions to be
utilized in the study. Chapter II will review fhe
literature on the history of research in nursing, the
development of mursing theory, the the.ry in this study as
it relates to the concept of stress, the disorder of peptic
ulcer, the role of the nurse, and finalliy, the psychological
and instructional aspects of the nursin: approach. Chapter
IIT will discuss the research procedwv.res, the design of the
study, the choice of measuring instruments, the sample, the
collection of data, and the technique Zor statistical
analysis., Chapter IV will includé the findings, the
characteristics of the sample, and the analysis of data.
Chapter V will describe the problems encountéred, a review
of the research design and sampling, tongether with the
conclusions and recommendations for further study.
Following the text are the appendices of the instruments
used in the study and a list of references utiliged, plus.

additional data.



CHAPTER II
REVIEW OF RELATED LITERATURE

"The mind of man must always be the most important
instrument in research. Training for research must be

largely self-training" (Abdellah and Levine, 1965, p. 16).

History of Research in Nursing

While the above statements are true, research also
requires organization and cooperation. Following is a

summary of research endeavors as they developed in nursing.

Research ﬁfforts Before 1950

With the development of the United States Public
Health Service Division of Nursing Resources in 1949, a
program of national study of nursing problems began. Prior
to this time, the Goldmark Report of Nursing Education,
completed in 1923, was the one important survey of nursing
that had been made. With the exception of Schwartz, who
demonstrated in 1948 that additional time spent with
patients reduced the amount of sedation required, few
nursing investigations appeared in the literature before
1950, About five hundred studies were completed between

1950 and 1966 (Abdellah and Levine, 1966).

16
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The first doctoral dissertation by a nurse was
entitled "The Psychological Reaction of the Newborn" and
was completed by Edith Bryan at Johns Hopkins University in
1927 (Newton, 1962). Of eighty doctoral dissertations
completed from 1932 to 1957, only fifteen had clinical im-
.plications. ‘Moreover, doctoral studies of the nuréing care
of adult medical-surgical patients are unusual (Simmons and
Henderson, 1964). The only surgical nursing study in this
early period was Kirk's (1949) "Anxiety Reaction of Patients
With Appendicitis." Kirk's study was not available in
either abstract or microfilm form. The few other doctoral
studies that have relevance will be discussed in relation

to the development of theory.

Research Developments, 1950-1965
" The tempo of mursing research, as measured by the
amount of published material, increased sharply during the

decade 1950 to 1960. The journal, Nursing Research,

appeared in 1952. 1In 1953, the Institute for Research and
Service in Nursing Education was opened at Teachers'
College, Columbia University (Newton, 1962). In 1955, two
significant developments may be noted. For the first time,
the professioﬁal nursing organization provided the mechanism
for research studies through the formation of the . American
Nurses' Foundation. Also in 1955, the Nursing Research

Grants and Fellowship programs were authorized :iuder the
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United States Public Health Service Division of Nursing to
stimulate research endéavdrs in nursing. It was with
support from this fellowship proéram that the present study‘
was undertaken.

In 1961, the Surgebﬁ General appointed the Consult-
ant Group in Nursing to advise him on nursing needs and on
the role of the federal government in assuring adequate
nursing services to thé nation. In its report in 1963, the
Consultant Group affirmed that mursing research must be
stimulated, énd ", . . much greater support is required for
patient-oriented studies in line with changing patterns of
nursing care" (United States Public Health Service, 1963,
p. 55). The group concluded that "Too little research is
being conducted on the advancement of nursing practice"

(p. 5). |

During this period of time, the urgent need for
more research and more nurse researchers was continually
Qoiced by such writers as Mereness (1964), Brown (1964),
Henderson (1964), Anderson et al. (1965), and others. Thus

the drive for nursing research continued to gain momentum.

Nursing Research Since 1966

Abdellah and Levine (1966) recognized that some
progress had been made in nursing research in the last
decade, but they predicted that only the periphery of a

vast amount of nursing knowledge had been touched.
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To this point in time, researchers had great
difficulty because the literature of nursing was incomplete
and only partially organized. Assessment of the need for a
comprehensive index of nursing literature was one project
undertaken by the American Nurses' Foundation. The study
was reported by Pings (1966). The product of the Pings

survey has been the International Nursing Index, begun in

the spring of 1966 (Day, 1966).

For mursing research at the ﬁfesent time, the
Committee on Research and Studies of the American Nurses'
Association expressed the following philosophy:

Society places certain areas of individual

rights in eminent position--privacy; self-deter-
mination; conservation of personal resources such

as time, dignity, and energy; freedom from arbitrary
physical or mental hurt by others; freedom from
intrinsic risk of emotional or physical injury.
Nursing stresses these values. The preservation

of these rights must be an integral part of

nursing research (American Nurses' Association,
1968b, p. 105).

Abdellah and Levine (1965) maintained that research
in nursiﬁg has three distinct aims: to develop methods, to
discover facts, and to discover. relationships among the
facts. These three aims, explained the authors, are often
incorporated into a single research study.

One reason for the slow development of research in
nursing is that nursing presents a paradox. Brown (1964)
and many others call for scientific research. However,

nursing has an inherent subjectiveness in the perception
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of the individuals involved (S. King, 1962; Beland, 1965).
Perception is unique and remains a product of the whole
individual and his sum of life experiences (I. King, 1968).
In man's study of man, Quint (1967) held that logical and
scientific methods have definite limitations. Glaser and
Strauss (1966) contended that qualitative research should
be examined for its usefulness as an end in itself.
Another point made by Glaser and Strauss is that the
milieu of nursing changes so rapidly that rigorous,
‘quantitative, time-consuming research may not be feasible.
These authors.declare that qualitative research may be
adequate to conclude the issue. Rubin (1968) suggested
that in the research framework the important question is
how the patients feel. Therefore, she alleged that
nursing research is primarily descriptiQe in nature. What
can be done to compromise these points of view remains for
researchers to resolve.

Abdellah and Levine (1965) declared that, at best,
most experimental studies in patient care can be classified
as partially controlled, for they occur in mnatural settings
with inherent extraneous variables and sociopsychological
biases. 1In settings where the variables represent highly
subjective phenomena, Abdellah and Levine (1965) recognized
that self-reporting is the only realistic type of measure-
~ment. The problem that continues to vex nursing investi-

gators is the lack of adequate criteria by which to
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measure patients' responses (Abdellah, 1961; Schlotféldt,
1967).

Development of Nursing Theory

According to Abdellah and Levine (1965), mursing
will emerge as a science only when its observed phenomena
have been organized and systematized in a logical manner.
Then, on careful consideration, seemingly unrelated data
will begin to show order.

Theory, as defined by The Random House Dictionary

of the English Language (1966), is "A coherent group of

general propositions used as principles of explanation for
a class of phenomena" (p. 1471). .

Ellis (1968), in discussing the characteristics of
significant theories stated that theories have scope,
complexity, usefulness, implicit value, testability, and
applications to observations. The full test of a theory is
its usefulness. Nursing theory, as visualized by Abdellah
and Levine (1965), has three components: definitions,
postulates or concepts, and deductions or hypotheses.,

Johnson (1959) alleged a profession cannot continue
to exist unless its theory is clarified for communication;
testing, and development.

Rubin (1968) conceived the context of nursing care

to be a relationship illustrated as follows:

. Patient
Nurs ing care © S‘m
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In this model, the symbol for infinity relates the major
components of nursing in an ever-changing interaction

process.

Patients are persons undergoing subjectively
involved experiences or varying degrees of ten-
sion or stress in a health problem. The special
expertise of nursing is seen in the helping
techniques whereby the patient adjusts to,
endures through, and usefully integrates the
health problem situation in its many ramifica-
tions (Rubin, 1968, p. 210).

In continuing, Rubin (1968) said, "All nursing, because it
is done in interaction within a dependency relationship,
conveys a message to the patient about himself in the
immediacy of his situation" (p. 211).

Levine (1966) expressed the thought that nursing
has no extraordinary scale on which to weigh all of the
factors operating in a single person, but nursing creates
an atmosphere in which healing can occur. She explained:

When nursing intervention influences adapta-

tion favorably, or toward renewed social well-
being, then the nurse is acting in a therapeutic
sense, When the nursing intervention cannot
alter the course of adaptation--when her best
efforts only maintain the status quo or fail to

halt a downhill course, then the nurse is acting
in a supportive sense (p. 2452).

Thus, Levine viewed the nurse as facilitating the adapta-

tion of the patient through the use of the nurse's knowl-

edge.
Ellis (1968) contended that "holism" as an approach

to assisting patients requires that nursing recognize the

interdependence of many factors.
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I. King (1968) reésoned, "The major problems of
health are the discovery of knowledge of human behavior, of
man's needs in health and illness, and ways to assist
individuals to satisfy their needs,‘attain and maintain
health" (p. 28). She promnounced the central focus in
nurs ing tb be the establishment of an interpersonal rela-
tionship with an individual who is usually a stranger. In
this nursing relationship, the behaviors displayed are the
expressions of the individuals' perceptions or interpreta-
tions of the situation.

Wald and Leonard (1964) have also stated that
knowledge in nursing must consist of~generalizafions about
the nurse-patient relationship, and the patient and the
nurse as they react to the situation. They saw these
generalizations as best coming from nursing practice and
best tested in actual nursing.

Hammond (1966) explained that nurses do make
inferences about the state of the patient, going beyond the
data. Also, using one or more clues, they reason from the
particular event to the general care. Research studies can
make this process more scientific.

Five years ago Brown (1964) declared:

Though the call to nurse researchers to focus

their studies on concept validation and theory
testing has been repeatedly made, a review of
many research reports by nurse investigators
reveals few instances in which the relationship

of a project to nursing theory has been made
explicit (p. 110).
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In continuing, Brown clarified fhat research with a solid
theoretical framework will be identifiable by certain
characteristics.

Thus a research project that contributes to
nursing theory can be identified through certain
characteristics of its report, such as an aim to
pursue knowledge for its own sake, the statement

. of the relationship of the problem to research
and nursing literature, the use of established
meaningful terms, the association of findings to
the work of others, and the logical but creative
exposition of implications and further hypotheses
for testing (p. 112). v

The theoretical structure will be visible, for instance, in
the general purpose of the study and in the choice of
terms.

When concepts are used that have been previ-
ously described and validated through research,
the investigator benefits by the meanings that
have already accrued to the selected terminology.
The researcher who consistently prefers opera-
tional definitions, or terms defined independently
for each project, isolates his work from that of
others (p. 111).

The Theory in This Study

It is the gﬁal of this study to make some contribu-
tion to the development of mursing theory. Here basic
theory will be specified and supported with findings from
literature and research. Against this background, the
~concepts to be tested will be described and clarified.
| The theory fundamental to the study is as follows:
1. Stress is ommnipresent, and is intensified in

certain situations.
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11.

12.

13.
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Adaptation to varying levels of stress is basic to
survival.
In disease, the adaptation may be excessive, dis-
organized, inadequate, or inappropriate.
The individual perceives the agent causing stress-=-
the stressor.
The body responds to the stressor.
Behavior is an expression of the individual's
perception of the stress.
The nurse has a role in heiping to reduce stress.
The nurse perceives and intevprets the patient's
reaction to stress.
The nurse intervenes to assist the patient in
meeting the stress or in reducing it.
The patient's perception of the stress is altered
as a result of the nurse's intervention.
The patient's condition and/or behavior is changed
as a result of his altered perception.
The variations in the patient's perception, condi-’
tion, and behavior can he measured by objective and
subjective responses.
The degrees of alteration in the patient's percep-
tions, conditions, and behaviors can be compared as
measures of the effectiveness of the nursing

intervention that produced them.



26
The Concept of Stress

The stress or general adaptation syndrome, as
developed by Selye (1965), is mow a fundamental concept in
medical theory. Selye postulated that the body responds to
stress of any kind with a unified defense of specific
chemical and structural changes which can either faise
resistance, protecting against disease, or cause disease if
the reaction is faulty or prolonged. "Any agent that
demands an increased vital activity automatically elicits
a non-specific defense mechanism which raises resistance to
~ stressful agents" (p. 98). Stress can be scientifically
appraised through the degree of enlargement of the adrenal
cortex, the formation of gastrointestinal ulcers, and the
involution of the lymph nodes and the thymus. Stress is
also reflected in the output of hormones from the adrenal
cortex. Selye defined stress as "the rate at which we
live" (p. 97). He called any agent that causes stress,. a
Stressor,

Selye (1965) claimed‘that stress or the general
adaptation syndrome consists of three phases. 1In the
first, or alarm phase, the body defenses are mobilized by
the hormonal, circulatory, and muscular adjugtments. In
the second, or resistance phase, the body defenses are
maintained at the maximum level. If the stress fades, the
body returns to its prestressed state. "If-the stress is

prolonged or intensified and exogenous support is not
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'obtained, the body goes into a third stage, exhaustion,
which leads to a prompt death.

During.the alarm phase, the hypothalamus stimulates
the anterior pituitary gland to increase the adremocorto-
trophic hormone (ACTH) which 'stimulates the adrenal coftex
to issue glucocorticoids and mineralocorticoids, substances
that enable the body to resist various threats to its |
integrity. Pretreatment with moderate stress allows the
body time to protect itself, but stress upon an unprepared
or incapable body results in disease. Seyle concluded
that a moderate degree of stress is essential for life
because moderate stress maintains body preparation for
hHeavier stresses. The secret of life as seen by Selye is
to live more intelligently. Selye's motto is: "Fight for
the highest attainable aim, but do not put up resistance in
vain" (p. 97).

Since Selye developed his concept of stress and its
role in life, much work has been completed upon this aspect
of living. In a classic work in the field, Janis (1958)
defined psychological stress as "Those changes in the
environment which typically, i.e., in the average person,
induce a high degree of emotional tension and interfere
with normal patterns of response" (p. 13). Janis' inter-
pretation of the three stages of stress'are:-threat, danger

impact, and post-impact victimization.
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The disproportion between the magnitude of

danger and the intensity of the emotional

reaction does not appear to be a symptom of a

psychoneurotic disorder, but, rather, seems to

be a nonpathological defense that characterizes

the adjustive tendencies of clinically mormal

personalities under fear-provoking circum-

stances (p. 6). '
Janis visualized a large number of cause-and-effect rela-
tionships that transcend all sectors of contemporary
society and may be cross-cultural. Stress, he claimed,
has a tendency to unrepress childhood memories and revoke
childhood patterns of response.

In conducting studies with patients who had under-
gone varying degrees of worrying before surgery, Janis
ascertained that worrying is purposeful in preparing the
body for threat. This conclusion is based upon the
findings that those individuals who had low anticipatory
fear had inadequate preparation for the stress of surgery,
and their postsurgical reaction was a display of hostility
and resentment. The individuals who had moderate antici-
patory fear had fewer problems postoperatively. Those
individuals who had high anticipatory fear had their fear
continue into the postoperative period, but their reactions
to their situation were positive. Janis' conclusion was
that, at the end of the stress, the degree of elation or
resentment depends upon whether the victimization (degree

of suffering and loss) is more or less than the individual

suspected. If psychological defenses are absent, the
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emotional relief following the termination of a stress is
genuine euphoria.

Heron (1957) advised that higher organisms avoid a
completely monotonous environment. Prolonged exposure to
monotony has such damaging effects as loss of clear
thinking, disturbances of perspective, and hallucinations.
The continuing arousal reaction, said Heron, is generéted
in the reticular areas of the brain and is dependent upon
constant bombardment to maintain function. It is a basic
physiplogical principle that if a function is not used it
degenerates. Berlyne (1966), concurring with Heron,
explained how arousal sharpens all of the functions of the
body, and how exploratory behavior is related to arousal by
novel, complex, or ambiguous stimuli. Berlyne also included
Piaget among those who believe that disequilibrium and
inconsistency are the main forces pushing thoughts to

mature logical organization in man's perception.

Peptic Ulcer, One Manifestation of Stress

By description, a peptic ulcer is a "sharply
circumscribed loss of tissue involving the mucosa, the
submucosa, and the muscular layer, occurring in areas of
the digestive tract exposed to acid-pepsin'gastric juice"
(Kirsner, 1967, p. 859). The majority of ulcers appear
along the lesser curvature of the stomach and the first

three or four centimeters of the duodenum. The diametér

A
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varies in size from five to twenty-five millimeters with a
depth of from ten to over twenty millimeters. The ulcera-
tions can be single or multiple and occur with a periodicity
and a rhythmicity (Mitchell, 1968; Kirsmer, 1967). Healing
begins from the bottom, with complete healing occurring in
superficial lesions and scarring in the larger more chronic
lesioms.

Kirsner (1967) affirmed that peptic ulcers are a
disorder of man and estimated the incidence to be between
10 and 12 per cent of the population as determined from
autopsy and roentgenological reports. McHardy (1968)
estimated that approximately ten million Americans between
the ages of twenty and sixty years are afflicted. Sun
(1966) declared that peptic ulcers account for approximately
10 per cent of all adult admissions to medical-surgical
units of hospitals. Therefore;‘Sun viewed peptic ulcer as
a major public health problem.

The distribution of peptic ulcers is world wide,
and the existence of the disorder is not correlated con-
sistently with geographic or cuitural patterns, climate,
food, economic or social class (Kirsner, 1967). Peptic
ulcers may occur at any age, but the peak incidence is in *
the age group forty-five to fifty-five years. In adults,
males predominate in ratios ranging from 3:1 (Palmer, 1967)
to 10:1 (Kirsner, 1967). The incidence of peptic ulcer.

tends to rise in women after menopause.
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As explained by Selye (1965), ome reaction of the
body to severe stress is gastrointestinal ulcerétion. The
first description of the appearance of the stomach under
the effects of emotions is that written by Beaumont (1833)
describing his patient, Alexis St. Martin.

Another classic work in this area was that of Wolf
and Wolff (1943) who, in exploring the effects of emotion
on gastric secretion, Eound that emotions could both
increase and decrease secretions. Long et al. (1961)
reasoned that stimulation of the hypothalamus resulted in
erosion and ulceration of the stomach and duodenum. Sun
(1966) explained that, if the hypothalamus is stimulated,
significant alterations in the blood supply and motility of
the stomach occur, resulting in increased gastric secretion
for as long as four hours. Also, Sun (1966) was able to
condition the secretory response of the stomach to repeated
emotional stresses, to extinguish the response, and then to
reproduce the response with reinforcement by the stimulus
interview. Thus, Sun concluded, there is a positive\rela—
tionship between increased emotion and increased incidence
of peptic ulcer.

Palmer (1967) attributed peptic ulcers to be the
result of emotional problems, a disorder of adaptation.

"It is not the ulcer that causes the illness, but rather

the illness that causes the ulcer" (p. 98).
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While stress is a factor in the etiology of peptic
ulcers, the cause is not fully understood. Dragstedt
(1962) believed the usual cause of peptic ulcers is a
hypersecretion of gastric juice with nervous or hormonal
origin. Sun (1966) added a discussion of familial ten-
dencies., Other factors have been implicated also. The
combination of blood group 0 and non-secretion of ABH
factor in the saliva is associated with an increased
incidencé of peptic ulcer 2.49 times (Sun, 1966, p. 137).
With this finding, Sun defended the idea that genectic |
factors complicate the etiology of peptic ulcers. Genétic
factors could account for the differences in susceptibility
that is thought to exist by various writers (Kirsner, 1967;
Sun, 1966). Another factor may be the use of sugar.
Bendlage (1968) expressed the belief that the heavy use of
granulated sugar and levulose in food and soft drinks con-
tributes to gastric ulceration. Certain drugs such as
salicylates (including aspirin), corticosteroids, phenyl-
butazone, caffeine, alcohol, and nicotine also aggravate
gastrointestinal ulceration (Sun, 1966; Frohman, 1964),

Concerning whether peptic ulcers are emotional in
origin, Alexander (1934) suggeéted that patients with |
peptic ulcers had intense wishes to be taken care of and
to be loved, but that these wishes were usually repressed
by the patient and associated with violent conflict.

Purintun and Nelson (1968) also asserted that patients with
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peptic ulcers are in conflict over dependency desires which
they fear and deny, and that such patients, therefore,
cannot accept dependency situati;nSf "Palmer (1967) did
not believe that the ulcer patient‘ﬁas a characteristic
personality, but rather that the ulcer patient tends to
react in a certain way; The problem, said Palmer (1967)
is one of interpersonal relationships. The patient ‘has a
need for support from others, but is unwilling or lacks the
ability to obtain the support and make proper use of it.
Palmer agreed with Purintun and Nelson that the patient
with peptic ulcers cannot tolerate the dependency situation
he faces. The view that peptic ulcers do not begin from an
underlying emotional problem is taken by many physicians
(Sun, 1962). AQery Jones, Gummer, and Lemmard-Jones (1968)
agreed that, while acute anxiety is a very significant
factor in precipitating complications and chronic anxiety
leads to intractibility of the ulcer, ulcer subjects have a
pattern of personality corresponding to that of the total
population. Therefore, according to Avery Jones et al.,
anxiety, frustration, and resentment are not primary causes
of peptic ulcers but are aggravating factors.

Woldman (1959 ) affirmed that peptic ulcers have a
natural tendency to heal and it is the action of the
gastric juice that prevents healing. The Basic components
of treatment, according to Kirsner (1967) are rest, seda-

tion, strict adherence to a mon-irritating diet, antacid
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and anticholinergic drugs. The antacid drugs must be given
hourly to be effective in neutralizing the hydrocholoric
acid, thus giving relief from thé gnawing pain. Food also
serves to buffer the acid.

Sun (1966) does not find studies convincing or
adequately controlled to indicate that antacid therapy
speedé the rate of healing or prevents recurrence of the
ulcer. Sun explained that neutralization of the acid by an
antacid does relieve distress and is most beneficial in the
postprandial period when tﬁe hydrochloric acid begins to
increase following the neutralization by the protein in the
food. Thus protein also serves to increase the flow of
gastric juice. At best, Sun (1966) declared antacid has an
effect that lasts thirty minutes.

Palmer (1967) recounted his studies, comparing
antacids with such unlikely remedies as dilute hydrochloric
acid and a diet containing pancakes and capsules of shaving
soap. Palmer's conclusion was that the actual medication
~made little difference in the healing process. The
patients healed as readily on one substance as on another.
The keys to healing, maintained Palmer, are a psychological
approach by the physician and a sincere understanding of
the patient. In Palmer‘'s studies, the patients who were
permitted to eat as they wished did as well as those

restricted because they felt less restrained by the
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therapy. Therefore, Palmer doeé not believe the diet has
to be restricted.

All patients with peptic ulcer require observation
for hemorrhage and perforation. While bleeding occurs in
about 25 per cent of the patients, most hemorrhages respond
well to medical treatment. Decisions to use surgical
intervention are usually made within forty-eight to seventy-
two hours after hospitalization. Radical resection of the
stomach is now outmoded (McHardy, 1968). Gastric hypo-
thermia (circulating ice water through the stomach) is an
effective means of controlling hemorrhage. Gastric freezing
for the reduction of hydrochloric acid has not proved
valuable and may harm the patient (Ruffin, Shingleton, and
McMillan, 1968; Avery Jomes et al., 1968). |

WOldmén (1959) credits much of the success of
peptic ulcer treatment to the actions of nurses in
hospitals. By helping the patient to relax, the nurse
aids the healing process. '

Palmer (1967) asserted, however, that the classical
medical treatment of peptic ulcer does not cure; it only
controls. Recurrences of ulcers are common. The typical
pattern is an exacerbation of the disorder, followed by
relative quiescence for varying periods of tiﬁe, with
recurrence in periods of prolonged stress (Kirsner, 1967).
Palmer alleged that the only hope for a cure lies in the

psychotherapeutic approach by an internist or generalist
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who is genuinely interested in Ehe patient and his
problems. McHardy (1968) summarized the problems of peptic
ulcer as being multiple, complex, and unresolved. However,
a survey of the most recent literature adds some additional
insight to the subject.

Until recently the autonomic nervous system was
considered to be immune to instrumental learning. Miller
(1969) demonstrated graphically that the autonomic nervous
system of rats is responsive to a system of rewards. In
expanding Miller's work to humans, Shapiro et al. (1969)
were able to produce significant changes in the systolic
blood pressures of young adult males by feedback and
reinforcement techniques. These studies have important
implications for alteration of the gastrointestinal func-

tioning of human beings.

The Role of the Nurse

The professional nurse endeavors to reduce the
stress as perceivéd by the patient through nursing com-
munication and nursing actions (Beland, 1965).

Perception is defined as "a single unified aware-

ness derived from sensory processes while a stimulus is.

present" (The Random House Dictionary of the English
Language, 1966, p. 1069).
S. King (1962) has commented, "Man's basis for

action in health and disease is a composite of many things,



37
but oﬁe crucial variable is the way that he 'sees' or
perceives the situation of disease and all of the social
ramifications that accompany it" (p. 32). 1I. King (1968)
and Beland (1965) both maintained that perception is unique
to each individual. Viewing the world from his own per-
spective, the individual uses his interpretation to govern
his actions in relation to persons, situations, objects, or
events.

Williams (1963) explained that illness imposes a
role on the paﬁient, and that the doctor, the nurse, and
the situation influence that role and its effect upon the
patient. Little work has been done on the influence of
disease upon the patient's personality. Some studies
relating to the correlation of the personality and the
disease are those of Alexander (1934), and Purintun and
Nelson (1968). Williams (1963) visualized the physician
in the role of healer or soother and the nurse in the role
of provider and controller of the environmment. Dependency
in illness is, éccording to both Williams (1963) and
Sorensen (1966), a normal reaction. In referring back to
studies by Stratton in 1929, Williams (1963) pointed out
that anger is a reaction to illness that is more commonly
found in people who have had illness prior to five years
of age, while a fear reaction is more frequent in those
individuals who had illness between the ages of five and

eleven years. Williams reasoned that those individuals
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who have had no illness or many.illnesses adjust less well
than those individuals who had a few illnesses. This con-
clusion is in agreement with the findings of Janis who
said that moderate fear prepares the individual for the
stresses to come. Lack of opportunity to prepare for
stress results in post reactions of anger or resentment.
Too much anticipatory fear continues into the post-stress

period.

Reduction of stress. A number of nursing studies

have explored the actions of the nurse that are directed
toward reducing the patient's stress.

Dumas and Leonard (1963) tested the effectiveness
6f an interaction approach to patients before surgery by
measuring the amount of postoperative vomiting. Their
theory was that the emotional reaction of the patient to
his surgery has important consequences in the postoperative
period. As a basis for the interaction approach, they used
the steps to a dynamic relationship as proposed by Orlando
(1961). These steps include the nurse perceiving the
patient's distress, exploring the distress with the
patient, intervening in the patient's behalf, and then
validating her action. The findings of Dumas and Leonard
indicated that the nursing approach focusing upon inter-
action did result in a reduced incidence of postoperative

vomiting, significant at the .0l level. This study also
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added weight to the practicality of clinical nursing
experiments and contributed to the validation of mursing .
theory.

Meyers (1964) used the concepts of stress in a
1964 study in which she recognized that hospitalization
produced many stressful or tension-producing situations.
She viewed the nurse in the role of the "maintehnance
specialist" who assisted the patient to return to a state
of equilibrium. Beland (1965) also expressed this view of
the nurse. Meyers tried three types of communication:
namely, no communication, irrelevant communication, and
structured communication, again based upon the writing of
Orlando (1961). Meyers concluded that structuring the .
communication by telling the patient what is going to
happen. to him is the most desirable. "less tension is
created when the patient is given information upon which
he can structure the event of impending stress" (p. 382).

Skipper, Tagliacozzo, and Mauksch (1964) specified
that communication has two functions for the patient: the
instructive function of securing information, and the
expressive function of interpersonal contact. Skipper
et al. expressed that not only are the patients permitted
to deviate from normal behavior if they accept the obliga-
tion to'get well, a hypothesis posed by Parsons and Fox
(1958), but that patients have need of good explanatién to

relieve their anxiety about getting well. Patients, say
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-Skipper et al., are very afraid of staff mistakes and are
afraid, also, of being rejected by the nursing staff during
their dependency. Thus, the patient interprets the nurse's
smiles as a positive sign that he is accepted and is an
object of her concern. This bolsters the patient as he
readies for the coming stresses.

Conant (1965) believed that the interaction'is an
essential part of nursing care and is directly related to
the effectiveness of the care. To study the interaction,
Conant used Bales' interaction inventory which categorizes
interaction. into socially accepting, task-oriented, neutral,
and socially rejecting aspects. Her conclusion was that
this tool was too limited in scope for much of the nurse-
patient interaction.

Anderson et al. (1965) used an experimental inter-
personal approach to patients who were admitted through the
emergency room. The experimental approach was tested
against the routine nursing care which was more task-
oriented than the experimental approach.

The nurses sought the patient when they had a

task to perform. . . . They spoke to the patients
to give instruction relevant to the task and
occasionally to exchange social pleasantries.,

But no consistent effort was made to try to
understand the patient's reaction to the situa-
tion nor to alleviate any distress he might be
experiencing (p. 151).

The authors concluded that the patient-centered interaction

positively affected the patient's well-being as measured by



the criteria of pulse and Blood pressure., The findings
were significant at the .001 level. The authors did not
feel that the different conditions under which the experi-..
mental and control nurses worked (Whether they were free to
concentrate on one patient at a time or whethef they had
the usual staff nurse's work load) negated the conclusions..
The difference in work load was a contributing factor in -’
the judgment of the authors. Another conclusion reached in
this study was that patients with a high degree of distress
are particularly good subjects for testing the effective-
ness of nursing approaches aimed toward relieving distress.
Viglioletti (1964) in a master's thesis, reported
measuring the effectiveness of a nursing approach similar
to that used by Mertz. Viglioletti used the criteria of
blood pressure, pulse, and observation of motor activity.
" In the experimental interpersonal nursing approach, the
nurse assessed the situation with the patient and validated
the patient's immediate needs. Viglioletti's results indi-
cated that 80 per cent of the experimental patients had a
decrease in motor activity while only 20 per cent of the
patients under hospital nursing care had this change.
"Relief of distress," she reasoned, "is attained by meeting
and fulfilling the patient's immediate needs" (p. 8). 1In
further observation Viglioletti noted that communication of

the experimental patients improved, and they were less
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demanding and less impatient while expressing their.
satisfaction more directly.

In adding the facet of perception to the measure- .
ment indices, Elms and Leonard (1966) used a post-
experimental interview plus the criteria’of'systolic blood -
pressure, radial pulse, respiration, and oral temperature.

- to test the effectiveness of an interpersonal nursing
approach. In this incidence the experimental approach did
not produce results that were significantly different, but
the post-experimental interview has some practical impor-
tance in showing that the experimental approach was favored.
| Interviewing patiénts regarding their experi-

ences during admission provides a perspective

which camnot be obtained by counting a pulse or

measuring on a sphygomomanometer. The patients’

perceptions may have been distorted or inaccurate

but, nonetheless, they represent that which was

real to them (p. 46).

A significant contribution to the area of effec-
tiveness of nursing care in reducing stress is the doctoral
study by Pride (1967). She tested the effectiveness of an
interaction approach to adult hospitalized medical patients
by measuring the excretion of potassium in the urine. An
outside criterion was the IPAT Anxiety Scale. Findings
from a sample of 108 medical patients randomly assigned to
three groups upheld the hypothesis that the output of
potassium would be lower for the experimental group than

for the group receiving a placebo approach, or the group

receiving only routine hospital nursing care. The
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hypotheses that the excretion of potassium would be the
same for the nonexperimental groups and that there would be
a positive relationship between the level of adrenocortical
activity and the anxiety scale were not supported. While
the findings in response to the IPAT Anxiety Scale were not
statistically significant, the raw score mean for the
experimental group was two points lower than that for the
placebo group and six points lower than that for the group
receiving routine hospital nursing care. These findings
will be compared with the results obtained from the use of
the same instrument in this study.

Rothberg (1965) in a doctoral study on dependency
and anxiety found no significant relationship to recovery
from surgery. This finding regarding anxiety differs from

most of the literature on this subject.

Relief of pain. Hanken (1966) stated, "For the

patient in the hospital, one of the most important needs is
relief of pain" (p. 139). The normal pathway of pain is
from the origin to the spinal cord to the thalamus, and
then to the cerebral cortex where the sensation is edited
and interpreted prior to a behavioral response. Hanken
maintained that the pain threshold is similar in all
individuals, but that pain tolerance is Very individual,
and culturally determined. "Anxiety and apprehension tend

to reinforce the pain signal that is already present;
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therefore, a reduction in anxiety is the equivalent of a
reduction in pain" (p. 141).

McCaffery and Moss (1967), in discussing nursing
intervention and bodily pain, explained that the nurse has
a choice of actions in response to a patient's pain. She
can administer a medication, administer a placebo, remove
the pain stimulus, overcome the pain with physical activity,
discuss the pain, or remain with the patient and provide
touch. Discussing the pain builds the patient's trust and
conveys the nurse's concern. As a result of this action
the patient may change his attitude toward the pain.
Staying with the patient prevents social isolation and
reduces the anxiety which reduces the pain. Touching the
patient can provide a wide variety of meanings, from a
message that dependency is permitted to one of comfort,
relaxation, and simple pleasure. After a painful experi-
ence, the patient can bg assisted to understand how the
pain was altered and thus to assimilate the painful experi-
ence. d |

Chambers and Price (1967), in studying the effec-
tiveness of different nursing ‘approaches in relieving pain,
used a "deliberate" nursing approach as contrasted with an
"automatic" approach. In the "deliberate" approach, the
nurse made a direct effort to determine what the patient's
complaint meant. In the "automatic" approach, the patient

had the responsibility of communicating his need clearly to
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the nurse. The findings of this study were that what the
nurse said at the time the medication was given had no
significant effect upon the relief of pain. Regardless of
the nature of the communication, the pain score decreased
in twenty to forty to sixty minutes.

Barron (1964), in a master's study, compared
patients' reactions to relief from pain in response to
"deliberate," "automatic," and "friendly" nursing care.
Under the "deliberate" nursing care, the patient was
encouraged to express himself and his needs. The "auto-
matic" nursing care was defined as routine hospital nursing
care. The "friendly" nursing care was operationalized as
systematically administered pain medication given by the
nurse researcher. The well-being of the patient was
measured by the verbal .and non-verbal responses of the
patients. The patients who were nursed "deliberately" had
more immediate and longer lasting pain relief with less
medication. The difference between the "friendly" and the
"automatic" nursing care was mot statistically significant.
The author reasoned that patienfs have a preconceived idea
that relief from painicomes from a medicétion.

Carnevali (1966) studied preoperative anxiety in
three studies totaling eighty-one patients. In enumerating
concerns of preoperative patieﬁts, the murses identified
the patients' fear of the ﬁnknown, but not too frequently

were they cognizant of fears of pain, discomfort, or
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destruction of body image. The nurses were better able to
recognize. their patients' concerns if the patients had been
under their care for more than twenty=-four hours prior to
surgery. Carnevali verified the patient's responses by
asking, "What would another person having your surgery be

likely to worry about?"

Communication. "It may well be that the science of

comminication is more pertinent to nursing than the science
of disease or pathology" (Smith, 1964, p. 68). Smith
elaborated by saying that, under illness, communication
becomes even more difficult. In Smith's opinion, hospi-
talization should be made a more positive experience by
insuring good nursing care through a smoothly operating
system. .
" In discussing communication, Davis (1963) declared
that communication covers all modeé of behavior used to
affect another. This includes verbal and non-verbal,
conscious and unconscious behavior. Communication calls
for the acts of perception, evaluation, and transwmission.
The basic criterion for measuring successful communication
is the achievement of understanding. Feedback from
communication provides opportunity for correction and
validation, thus keeping communication appropriate and
flexible. Failure of communication may be due to lack of

feedback, inappropriateness of reply, or rigidity of
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response. Acknowledgment of understanding encourages
further communication and is pleasureful. Repeating the
patient's statement prompts more communication. Successful :.
communication avoids volume overload and underload, while
matching verbal communication with non-verbal behavior.
Davis conéluded that non~verbal communication is moré
reliable than verbal.

Elder (1963), in studying the communication of
sixty patients, found that patients did not adequately
communicate their needs for nmursing assistance when the
nurse initially approached them. The patients began
gradually Qith a concrete request and, if this was met,
gradually expressed their other needs. Elder felt that the
reasons for poor communication were multiple, but that the
nurse's lack of time was one of them. She asserted that
the responsibility for discerning the patient's needs

remained with the nurse.

The Functioning of the Nurse

Hay and Anderson (1963), in a study to the degree
to which nurses met patients' needs, concluded that the
performance of nurses and other personnel in meeting the
needs of patients was not commendable. From one-fourth to
one~half of the nurses failed to meet such n€eds as
knowledgé\of the patient's condition, activities of daily

living, reassurance, and acceptance. TFor financial,
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personal, spiritual, and dependency needs, the patients
looked to others than the nurse.

Abdellah and Levine (1958) have stated:
Professional nursing personnel and practical
nurses are concerned with "getting the job done."
Because of many pressures . . . nurses tend to
meet the physical needs of patients first. The
less tangible activities required to meet the
emotional needs of patients may take second
place.
When nursing time is reduced, the quality
aspects of nursing care--such as explaining care
to the patient and taking time to answer his
questions-~are omitted as these are considered
the luxury aspects of care (p. 486).
In 1965 Anderson et al. reached a similar conclu-
sion, and the situation continues into the present time.
In focusing upon the nurse instead of the patient,
Cleland (1965, 1967) studied the effects of stress on the
performance and thinking of graduate nurses. She defined
psychological stress as "an intervening variable which
exists secondary to threatened or blocked goal-seeking
behavior" (1965, p. 293). Stress, she said, results from
the interaction of the individual's motivation and the
field situation. The body's response to stress strains
the integrative capacities to '‘or beyond their limits.
" Cleland delineated two types of stress: ego-threatening and
cognitive-interfering. Ego-threatening stress was defined
as being the result of unsolvable tasks or false norms.

Cognitive~interfering stress was defined as being the

result of conflicting demands. Cleland saw the need for
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social approval and situational stress as additive in their
effects., The findings of Cleland supported the Easterbrook
(1959) ﬁypothesis that greater motivation produces a
decrease in cue utilization. The results of Cleland's:
study indicated that under heavy stress thinking deterio-
rates to dangerously low levels in contrast to moderate
stress under which thinking tends to improve. Cleland
concluded that no nurse, regardless of he? preparation, can
give comprehensive care in the ordinary, busy, medical-
surgical unit under the present staffing patterns. By
expecting the nurse to give comprehensive care in very
stressful surroundings, too much is being asked of nursing
practitioners. "In the nursing station, the general level
of environméntal stressors seriously interfere with think-
ing based upon extensive range of cues" (Cleland, 1967,

p. 110). The result of this situation, reasoned Cleland,
was a long~term impairment of the nurses' abilities to
recognize cues when time is available. Hence nurses acquire
the habit of functioning at a fraction of their capabili-
ties. |

Hall (1963) developed one answer to the above
situation. Hall declared, "The hospitalized patient gets
practical doctoring from the professional nurse, practical
nursing from the others, and has little opportunity, if any,
to experience professional nursing" (p. 805). With the

philosophy of wanting to give the patient professional
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nursing care, Loeb Center for Nﬁrsing was established ét
Montefiore Hospital, New York. In this halfway house
between the hospital énd the home, the.patient receives
care from only professional nurses. In a permissive
atmosphere, the patient is guided to full recovery by the
professional nurse who uses the reflective techniques of
Carl Rogers (1951) and patient-centered instruction in
self-care. In this setting, C. Henderson (1964) concluded
that professional nursing‘care can hasten recovery.

At this point it is necessary to turn attention to
the literature as it relates to the aspects of nursing to

be emphasized in this study.

—Psychological Aspects of the Nursing Approach

Hungler (1964) expounded that what every patient
needs is "tender, loving care" which she reduced to the
skill of communication and answering the unasked question.

In discussing interpersonal relationships, Jourard
(1961) alleged, "A person who cares about herself has been
cared for in the past and is being cared about in the
present by others. This person is free then to care about
others" (p. 87). Jourard believed that the nurse recog-
nizes the patient as an individual because she takes the
time to get to know him. The nurse sees what is common in.
mankind by beginning with a look at herself. Jourard

hypothesized that, when an individual's relationships with
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people become impersonal, the individual becomes ill unless
there is a change 'in perception.

Francis (1967), in talking about the self,
commented, "The degfee of mental health we achieve is a
matter of how we feel about ourselves, others, and how we
meet the demands of life" (p. 1244). Francis believes that
today's dangers are mostly psychological and that mental
health requires continuous effort.

Schmahl (1958) said that learning is not repetition
but rather it is a process of working through a problem by
being aware of our own anxiety, remaining in the situation,
listening critically, and seeking consewnsual validation of
the solution.

To define psychotherapeutic nursing, Fagin (1967)
explained it as "those acts, those interventions through
which nurses help patients use new or healthy patterns in
consistent and continuous ways" (p. 298). She stated that
preconceptions influence the nurse's concept of illness,
her philosophy of nursing, and her approaches to t;eatment.
"The dégree to which nursing'is seen as an educative
process, and the illness as a botentially useful and uséble
experience, will determine the extent to which the nurse is
a therapeutic agent" (p. 300). When threat to self-esteem
exists, anxiety arises. Relief from anxiety is sought in
different ways. Fagin's hypothesis was that the patient is

ill as a result of his experiences, and his illness can be
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affected by what others do to him. Fagin visualized caring
activities as vehicles for deepening the relatiomship with
the patient and guiding him in a return to health.

Peplau (1955) described loneliness as an unbearable
emotion kept hidden by the patient and against which the
patient maintains defenses, Loneliness, said Peplau, is
not a chosen state of existence. The patient finds himself
unable to do anything alone, experiencing unexplained
dread, desperation, or extreme nervousness. Peplau held
the view that loneliness is the result of early life
experiences in which remoteness, indifference, and empti-
ness were the principle themes of the child's relationships
with others. Arrest of the sociaglization process does not
prepare the child for contact with peers in the next stage
of development. Clues to loneliness operating in a person
are time~oriented complaints and the familiarity phenomena
or that feeling of having experiericed the happening before.
Actually the familiarity comes from having experienced the
feeling of inherent 1onelines§mpreviously. Other clues to
the presence of loneliness are Viewing the other person as
anonymous, and either underplanning or overplanning. To
the lonely person, closeness and relatedness to people are
potential threats. Defenses against loneliness may be
copious reading or oversleeping. Lonely people’have an
underdeveloped ability to see themselves in action and to

distinguish fantasy from reality.



53

~J. King (1966) explored the process of denial which
may be used as a means of manipulating.the situation by
postponing reality and controlling the responses of others.
Denial also impairs reality testing to a serious degree.
"The value and danger of denial lie in its ability to
reduce conflict and to minimize anxiety, guilt, and other
discomforts through an impairment'of perception, thought
processes, and relationships with others" (p. 1011),
Denial may be partial or complete. Intervention to alter
denial is not always appropriate. Therefore, the best
actions, King concluded, are to investigate, clarify,
evaluate, and assist the patient to draw associatiomns.

In discussing uncooperative behavior by patients,
Macgregor (1967) explained that the patient may be acting
upon ethnic, social, or religious backgrounds. Culture,
Macgregor concluded, is tenacious and, therefore, the
patient should be viewed in his cuitural orientation.

Hostility, one of the behavioral manifestations of
anxiety,lrepresents a threat to the nurse because it may
be directed at her either directly or indirectly. Hostile
behavior is manifested in a wide variety of ways.
Basically, the hostile patient's feeling is directed toward
his own concerns. The nurse can assist the patient who is
hostile by helping him to clarify his feeling and by look-
ing at the connotations of the hostile behavior. When tﬁe

“patient is ready to talk about the behavior, the nurse
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should talk with him but provide the opporéunity for the
patient to retain his dignity.

Brooks (1967) analyzed aggression as a component in
all action. As usually seen in nursing, aggfession takes
the forms of verbal hostility and mildly disruptive behav-
ior. Aggression is employed in the service of the ego and
requires an avenue for expression. The positive aspects of
aggression show as dominance and mastery of the environment.
Each person has the potential for either constructive or
destructive aggression. If aggression is not channeled
constructively, it is turned onto society or onto oneself
(Ashton-Warner, 1963).

Anxiety was the topic of a programmed instruction
article sponsored by Basic Systems, Inc. (1965b). 1In this
material, the sources of anxiety were considered to be
feelings of helplessness, isolation, and insecurity.
Anxiety develops in response to a threat to the self-image.

Tillich (1959) in The Courage to Be held that anxiety

results from an underlying fear that the individual will
not be able to preserve his own being. Anxiety does pro-
duce increased alertness to threats, as well as physio-
logical reactions of the autonomic nervous system, and
feelings of temnsion which lead to behavior intended to
reduce the threat. The role of the nurse is to recognize
the anxiety, and intervene by helping the patient to

recognize the problem, to gain insight as to its origin,
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to seek'alternative behaviors, and to cope with the threat
behind the anxiety. 'However, not always can the nurse
help the patient with his anxiety.

Parley (1967) gave a solution to tension, relaxa-
tion. The mistake people make, said Parley, is to not
relax completely between tensions, thus prolonging the
effects of the tension. In comparing nurses with actors
who must shift temsions at will, Parley maintained that
practice develops skill in relaxation and better cdntrol
over body tensiomns.

Mandell and Mandell (1963) declared that all sick
people experience a large increase in anxiety. To these
authors, anxiety appears to come from two concepts: separa-
tion and castration. Anxiety in turn can trigger repeti-
tive, compulsive behavior and segmental regression. The
solution they visualized is to identify the reason for the
anxiety and then to seek alternatives. |

Hart and Rohweder (1959) discussed support as it is
used by the patient. The patient, an individual of worth
with the right of self-determination, uses the psycho-
logical support given by the nurse to regain his strength
and to help resolve his problems. Psychological support
' is based upon giviﬁg adequate physical care and oppor-
tunities to express individuality, to feel understood and

cared for, to explore problems, and to seek solutions.
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Ball (1960) commented upon communicating without
words, saying patients resort to the use of organ language
in illness. Clues to their thoughts are seen in their
facial expressions, physical movements, grooming, and
choice of clothes, said Ball.

Dichter (1954) declared that patients' complaints
are a cry of fear and insecurity. Since distress arises
from misconceptions, Dichter cautioned the nurse to take
time to clarify and validate the patient's communication.

Dyé (1963), in studying the communication of
patients, discovered that only one-third of the patients
could tell the nurse the source of their distress.

Hewitt and Pesznecker (1964) explained that the
nurse can block communication by: changing the subject,
giving her own opinions, giving inappropriate reassurances,
jumping to conclusions, and prematurely using facts.

| Thomas (1963) stated that the patient's self-
concept governs his behavior and a recording of his actual
behavior can be utilized to see patterns of response.

Travelbee (1963) discussed the substance of
rapport. To her, rapport is a process, a happening, an
experience of a dynamic relationship between two people in
which the nurse'sﬁpplies the ingredienté of concern,
interest in the other person, belief in his worth and
dignity, non-judgmental acceptance, empathy, and compas-

sion. In a 1964 article, Travelbee talked about sympathy,
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seeing empathy as a neutral stepping stone to sympathy and
full rapport. Travelbee's concept of sympathy is a warmth
and a kindness which provides emotional support. Rapport,
as described by Travélbee, is a controlled involvement
intended to give the patient trust and emotiomnal support

-with the nurse showing her concern without becoming
engulfed in inactivity by her feelings.

In setting the criterion for what emotional support
should entail, Ujhely (1968) commented, "General practi-
tioners within one specialty should be able té extend to
patients the amount and kind of emotional support that is
known to the profession at large at a given time" (p. 758).
Ujhely also spoke of the themes that are present in a
patient's communication, recognizing that the more knowl-
edge the. nurse has, the more themes the nurse can utilize.
The therapeutic use of self involves helping the patient to
communicate more fully by using one's emotions to assess
the situation and to steer the inquiry. Ujhely advised not
challenging the patient's way of interacting as long as he
is presenting content.

Molde and Wiens (1968)'have compared the inter-
action behaviors of psychiatric nurses with those of |
surgical nurses and found that differences do exist.
Psychiatric nurses are person-oriented, speaking longer and
less frequently than surgical nurses who speak frequently

with short utterances. Basic differences in communication

-
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patterns such as these are likely to alter the effective-
ness of communication with patients.

Because interviewing is a basic tool of nursing
interaction, attention must be given to the development of
this skill. Manthey (1967) set forth the need for a guide
to interviewing so information may be systematized.
Bermosk and Mordan (1964) discussed interviewing as a
nursing activity. These authors saw the nurse interviewer
as projecting attitudes of warmth, acceptance, objectivity,
and compassion to develop a climate suitable for inter-
viewing. In this climate the nurse then guides the direc-
tion of the interview.

Meadow and Gass (1963) listed eight problems of
novice interviewers, namely: (1) wordiness, (2) intolerance
for lack of structure, (3) need to challenge the respondent,
(4) irrelevant questions, (5) leading questions, (6)
personal value judgments, (7) insufficient time for
responses, and (8) defense against the expression of
feelings. By reversing these errors, a guide to good
interviewing could be developed.

The termination of the.interpersonal relationship
is a special problem seen by Nehren and Gilliam (1965).
Freud first identified the concept of separation anxiety.
To cope with separation, the nurse and the patient use
defenses of anger, hostility, and regression. The separa-

tion experience can be eased by telling the patient in the
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~initial contact of the extent and length of contact that
will be forthcoming.

Hale and Richardson (1963) described the essen-
tiality of satisfactory human relationships for the survival
of all individuals. The authors stated:

The loss which he (the patient) may have felt

as a result of rejection or actual separation
encountered in earlier dependent relationships is
thought to account for the high degree of anxiety
the patient feels later in life when he attempts
to form another close relationship. The patient
may continue to deny his needs for closeness,
love, power, and so on which are basic to all
human beings. When these needs are not met,
feelings such as loneliness, grief, and isolation
may ensue (p. 116).

Ideally, the termination of the relationship takes
place when the patient no longer needs the nurse. In
practice, this is not always possible. Thus, the nurse
needs to prepare the patient for the termination of their
interaction.

Phillips (1968) described termination as not an
end to the interpersonal relationship, but rather as a
cessation of the face-to-face contact. "The care, the
concern, the desire to understand and be understood which
brought about the relationship do not end" (p. 1941).
Termination of the interpersonal contact can be a learning
experience for the patient and for the nurse. This rela-
tionship may have been the first successful interpersonal

contact the patient has had, and so the patient should be

aware of what made it different. The patient may not be
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able to verbalize his feelings, and so to prevent a painful
experience, termination requires forethought, time, and

.giving of omneself.

Instructional Aspects of the Nursing Approach
Pohl (1965) maintained that nursing has an itide-
peﬁdent function in teaching, but that there is confusion
as to what this role is and marked lack of preparation for
the role. Pohl noted there has been a marked increase in
the nurses' opportunities to teach and the need for teach-
ing. These increased opportunities arise from a broader
range of content and a better informed clientele. Pohl's
belief was "improved performance of the teaching function
will contribute directly to the improvement of nursing
service by assisting the patient and his family to handle
their health problems more effectively . . ." (p. 11). 1In
1i§ting the topics of content the general nurse should be
prepared to teach her clients, Pohl named:
1. Causes, complications, and prevention of illness
. Attitudes toward health and‘disease
. The plan of nursing care

. Treatments and procedures

. Maintenance of physical and emotional health

2
3
4
5. Diet in illness and normal nutrition
6
7. Normal growth and development

8

. Prenatal and postnatal care
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9. Infant and child care
'10. Rehabilitation
11. Accident prevention

12, Services offered by the community agencies

Couture (1967), in a doctoral study, reported a
paﬁcity of reported research on the nature of nurses'
communication and teaching. Her hypotheses were that
nurses from different backgrounds did differ in both
approaches and content used in instructing patients. From
the respondents in her study, Couture found that nurses
from basic baccalaureate nursing programs used supportive
approaches more frequently in their communications with
patients. Couture also found much erroneous and irrelevant
information was given. Justified by her findings, Couture
remarked, "It is of little wonder that patients are
reluctant to ask nurses for information unless the com-
munication process has been initiated by the nurse"

(p. 124). |

Clark's (1965) doctoral study also supports the
conclusiomns of Couture. Clark, in looking at the areas of
instruction for patients who had had coronary occlusioms,
found large gaps in instruction regarding illness and
therapy, safety, rest, exercise, elimination, and social
activities. The fifty-two patients in Clark's study

received information on only 44 per cent of the items,
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with one-fourth of this instrucfion coming after hospitali-
zation. Of the information received, 30 per cent came from
physicians, and some information came from friends. Less
than 1 per cent of the instruction came from murses. The
information the patients did receive tended to be superfi-
cial, oversimplified, and subject to misinterpretation.
Thus the evidence exists to demonstrate that nurses should
perform their instructional function in a much more
effective manner.

To prepare for her instructing role, the nurse
should understand that Guilford (1967), in discussing
intelligence, said, "There is no unitary learning ability,
but there are relationships between intellectual abilities
and learning" (p. 16). Bruner (1960) envisioned learning
as a matter of structuring content.

Collins (1968) affirmed that the teaching of
problem-solving is a major responsibility for the nurse.
The process is taught by the nurse and the patient working
through a problem together, with the nurse clarifying the
steps of the process as it is dome. Later the nurse guides
the patient in solving problems with increasing independ-
ence. “"Teaching patients to problem-solve is one way of
not only giving service today, but also leaving them a tool
to use tomorrow" (p. 1485).

Paynich (1964) explored some of the cultural and

language problems that compound health instruction. The
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work reported was with Spanish-Americans of northern New
Mexico, but would be similar in many ways to problems
encountered in southern Arizona. Paynich determined that
the context was transmitted where the thought patterns of
the Americans conformed to the thought patterns of the
Spanish-Americans. Distortion takes place through an
interpreter. The patients were more cooperative if the
reason for the instruction was related to the patient
himself. Those individuals older than twenty-nine years
and those with less than six years of school have almost
no concept of the germ theory. In this cultural group,
the men exceed the women in understanding. In comparing
this work with prior studies by Derryberry, Paynich'con-
cluded that there has been little increase in understanding
of hea}th care in this cultural segment in the last twenty-
five years.

To turn attention to another aspect of the nurse's
role, Newton, Beal, and Strauss (1967) studied activities
of nurses in relation to nutritional needs and concluded
that nurses had rather negative responses to nutritional
education and sought to assist patients with food service
rather than by instruction in principles of diet. The
patient frequently turned to the physician for dietary
information. The instruction given was usually in the form
of diet instruction sheets. Newton et al. also observed

that, the higher the position occupied by the nurse, the
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higher the priority she placed ﬁpon nutrition. While food
is universally important, Newton and Folta (1967) concluded
that the patient's responses to food are conditioned by
their own values. .

Rynberger (1963) mnoted that empirically established
diets are being challenged. She is in agreement with
Palmer (1967) that ulcer diets have been too restrictive
and the trend is now to be more liberal with diet, even for
those patients who are bleeding. Actually bland is a
general term applied to diet with mild-to-severe interpre-
tations. For the problem of the dumping syndrome, Rynberger
(1963) reviewed the general principles of decreasing liquids
and carbohydrates while increasing the fat and protein
content to retard the exit of food from the stomach.

Another facet of instruction for pafients with
peptic ulcers is recognition of signs of internal bleeding.
These patients need to realize they should consult a
physician promptly upon signs of restlessness, faintness,
diaphoresis, rapid weak pulse, fapidﬁshallow respirations,
pallor, and coldness of the skin (Basic Systems, Inc.,
1965b). =

In addition, one final point for instruction is the
traditional concept of healthful living as described by
Kirsner (1967) which is important for patients with peptic

ulcers.
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Summafx

The review of the above literature has contributed
to the development of this project. The nursing appfoaches
to be tested will be built on the psychological and
instructional components described in the literature
reviewed above., The effectiveness of these approaches will
" be evaluated by selected measures, some of which, as
described in the literature reviewed, have been found to be
significantly related to the nursing approach that was
utilized. These measures, described in Chapter III, were
selected to meet the criteria of objectivity, reiiability,
validity, semnsitivity, comparableness, and utility, out-
lined by Osgood et al. (1957) as criteria for good measur-.

ing instruments.



CHAPTER ITT'
!
RESEARCH PROCEDURES

Preceding chapters have stated the purpose of this
study and have reviewed much of the relevant literature.
This chapter will describe the design and the procedures
used to achieve the earlier mentioned purpose. Of early
concern was the éhoice of instruments and the sampling
procedure. Subsequent detail must include the data collec-

tion process and the statistical analysis.

Design of the Study

To test.the effectiveness of different nmursing
approaches, an experimental design was chosen which
utilized three groups, a‘control group and two treatment
groups. The control group received only hospital nursing
care. The two treatment groups received, in addition to
hospital nursing care, daily segments of two kinds of
special care supplied by the nurse researcher. The groups
were then compared on three measures of the rate of healing
and three measures of the patients' perceptions. The
rationale for the choiﬁe of design and measuring instru-
ments, as well as the details of the design, are discussed

in the subsequent paragraphs.

66
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According to Campbell and Stanley (1963) this
experimental design, named by the authors Posttest-Only
Control Group Design, compensates for internal invalidity
caused by history, maturation, testing, instrumentation,
regression, selection, mortality, and the interaction of
-selection and other factors. In the area of external
invalidity, the design avoids the interaction of testing’
and treatment. The groups in this design are randomized to
permit the laws of probability to operate. Campbell and
Stanley believed Posttest-Only Control Group Design has
merit and "has been greatly underused in educational and
psychological research" (p. 26).

The groups tested in this study are composed of
hospitalized adult patients with a confirmed diagnosis of
-peptic‘ulcer, who were randomly assigned after meeting the
selected criteria.

The control group, Group I, received only hospital
nursiﬁg care and measurement by the nurse researcher. The
rationale for this choice for a control is substantiated in
the review of nursing studies. The two treatment groups
also received hospital nursing care plus treatment applied
by the researcher. Group II received, in addition to the
routine hospital nursing care; a daily interaction with the
nurse researcher who concentrated upon psychological
‘éupport. Group III received, in addition to the routine

hospital nursing care, a daily period of instruction by the
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nurse researcher who focused upon teaching aspects of the
illhess, its treatment and its heal%ng.

For Group II, the psychoiog%cal support approach
was an unstructured interaction thaf permitted the patient
to establish the topic and the pace of the discourse.
Open-ended questions were used to encourage the patient to
start the discussion, and the researcher followed the leads
that the patient offered. An attempt was made by the
researcher to assume the role of listenmer as much as pos-
sible., Silences were utilized to allow the patient oppor-
tunities to connect his thoughts. When silences were
prolonged, the researcher would offer a topic or go back
to a topic that the patient had previously mentioned.
Through these téchniques, the patient gradually enlarged
his insight into the process of ulcer formation and healing.
No structured effort was made to cover any content. When
topics of diet or medication were introduced, the rescecarcher
put little emphasis upon them, thereby allowing the patient
to reaffirm his own conclusions regarding these matters.

An outline of this nursing approach is included with the
definition delineated in Chapter I.

With Group III, the instructional approach, the
researcher used a more structured opening with the aid of
a health education booklet entitled, "What You Should Know
About Healing Your Ulcer," written by members of the staff

of New York Hospital-Cornell Medical Center, New York,
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aided by a grant from the National Institute of Health of
the United States Public Health Service. As an introduc-
tion, the researcher showed the booklet and explained its
purpose. The patient was encouraged to keep the booklet
until the following day, to read it at his leisure, to share
it with his family if he so desired, and to formulate
questions regarding the materials. The researcher also
explored what the patient knew about his condition and its
treatment, including his medications and his diet. No
special emphasis was put upon emotional factors as a basis
for ulcer formation. The role of emotions was covered in
the content of the booklet, but the researcher :.'id not
introduce the subject unless the patient mentioued it.

When the topic of emotional origin was broached, the
researcher tfeated it matter of factly, explaining that
there are many factors in ulcer formation, most of which
are only partly understood, and, while emotions are a
factor, genetics may also be implicated. Where diet waé
considered very important by the physician, more emphasis
~was put upon instructing the patient in terms of regularity
of meals and non-irritating types of food. As part of the
instruction to all patients, emphasis was placed upon the
fact that the vast majority of ulcers heal without surgical
intervention if given an opportunity to heal. The full
content of this instructional approach is outlined in thé

definitions included in Chapter I.
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Rationale for the Choice of Instruments
The measures selected for use in this stuidy are of
two natures: measures of the patient's rate of healing and

measures of the patient's perception.

Measurement of the rate of healing. To measure the

effectiveness of the treatments in relation to healing, the
groups were compared on three indices: (1) the length of
time the patient reported pain or discomfort, (2) the rate
of antacid consumption, and (3) the length of hospitaliza-
tion. These measures were chosen for the reasons described
below.

The length of time the patient reports pain or dis-
comfort is a gross indicator of the clinical progress of
the patient. While it is true that some patients experi-
ence no conscious discomfort or pain with peptic ulcers,
the majority of patients have either gnawing persistent
pain, or periodic pain associated in some way with food
intake or emptiness of the stomach. The patients were
both able and willing to describe when they began to feel
better. Also, the physicians normally included this
information in their physical examinations and progress
notes.

While the kind and amount of antacid medication did
vary, as well as the manner in which it was ordered, the

rate of antacid consumption did serve as a gross measure of
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the patient's response to treafment. Frequently the
antacid was placed at the bedside for the patient to take
as meeded. Otherwise the medication was delivered on a
" regular schedule, but the amount and timing of the medica-
tion still reflected the patient's discomfort and need. If
the patienf reported continuing disEomfort and pain, the
amount of medication and the frequency of administration
were frequently increased, thereby providing a rough index
of the patient's progress.

The third measure of the patient's rate of healing
was the length of hospitalization. While other factors do
enter into the judgment to discharge, the physician makes
the ultimate decision.on whether or not the patient has
made enough progress to warrant his release from the
hospitgl. The constant pressure for available hospital
beds and the high cost of hospital care militate against
any tendency to prolong hospitalization. Where surgical
intervention was planmned, patients were sometimes given an
option of going home for a few days prior to surgery. Such
a decision was made jointly by the patient, the doctor,
and, usually, the patient's family.

While these measures of the rate of healing are
gross, they were selected in consultation with a gastro-
enterologist and judged by him to be as valid measures of
patients' progress as were available. Aydelotte (1962) has

concluded that "Judgment of the attending physician is,
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perhaps, the most widely recognized measure of patient
welfare” (p. 13). A second x-ray of the gastrointestinal
tract was not taken routinely and so healing could not be

verified by this measure.

Measurement of perception., The search for instru-

ments to measure the patient's perception led to (1) the
IPAT Anxiety Scale Questionnaire and (2) the semantic dif-
ferential.

One measure of the patient's perception of his
situation was obtained by scores on the IPAT Anxiety Scale
(Appendix A). The IPAT Anxiety scale yields a raw score-
for comparison with a sampling of the total adult popula-
tion, in addition to a covert anxiety score, an overt
anxiety score, and five other subscores: lack of integrated
self sentiment, ego weakness, suspiciousmess, guilt prone-
ness, and frustrative temsion, The reliability and valid-
ity of this instrument are described in subsequent para-
graphs.

In reviewing the IPAT Anxiety Scale, Cohen (1965)

in Buros' Mental Measurements Yearbook, stated that the

IPAT instrument has no peer as a quick measure of anxiety.

Cattell and Scheier (1963), in the Handbook for the IPAT

Anxiety Scale Questionnaire, described the instrument as a

means of getting clinical anxiety information rapidly,

objectively, and reliably. They contended that the Anxiety
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Scale is a brief, non-stressful, clinically valid question-
naire which is appropriate to all but those of inferior
intelligence and those beléw fourteen years of age. The
scale appraises the level of free anxiety and gives five
Subscores: unintegrated self-sentiment, ego weakness,
suspiciousness or paranoid insecurity, guilt proneness,
and tension. Two types of validity, construct and external,
are reported by Cattell and Scheier (1963). In so doing,
they follow the suggestions of the American Psychologiéal

Association (1966) in Standards for Educational and Psycho-

logical Tests and Manuals. The construct validity was

estimated by three methods with values ranging from +.85 to
+.92 (Cattell and Scheier, 1963, p. 7). The external
validity was assessed by comparing scores with psychiatric
"evaluations of anxiety with the consensus that the relation-
ship was higher than with any other known factor in per-
sonality.

For reliability, test-retest after one week yielded
+.93 and, after a tw0¥week interval in another study, the
reliagbility was +.87. The homogeneity factor determined by
the split-half method corrected by Spearman-Brown formula
to full test length was +.91 on a mixed saﬁple of 120
normal and neurotic persons and +.84 on anpther sample of
240 normal adults (Cattell and Scheier, 1963, p. 8). 1In
considering the reliabilities of the subtests, the follow-

ing results were reported: unintegrated self-sentiment,
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+.42; ego weakness, +.43; suspiciousness, +.26; guilt
proneness, +.59; and tension, +.60 (Cattell and Scheier,
1963, p. 9). These values are lower due to the shortness
of the subtests. Longer tests tend to yield higher
reliabilities (Magnusson, 1967). The IPAT Anxiety Scale is
also divided into overt and covert subscales, giving scores
of how aware the person is of his own anxiety. The relia-
bility of the overt‘scale, after an interval of one week
between test and retest, was +.82 and, for the covert
scale, +.89 (Cattell and Scheier, 1963, p. 8).

A second measure of the patient's perception was
obtained by using four concepts with the semantic differ-
ential scales designed to measure three factors of meaning,
evaluation, potency, and activity as delineated by Osgood |
et al.-(1957). The four concepts utilized in this study
were food, temsion, dependency, and nursing; they are
measured by polar adjectives on a seven-point scale
constructed upon the assumption of équal distances on the
scale. The rationale for this assumption is described in
the subsequent paragraphs. The semantic differential used
in the study is Appendix B.

Meaning, said Osgood et al. (1957), is a concept
that involved the relationship or process of associating
signs with significant objects or concepts. Meaning is
represented as an unknown space of multidimensions. "The

semantic differential is essentially a combination of
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controlled associations and a scaling procedure" (p. 20).
"By semantic differentiation, then, we mean the successive
allocation of a concept to a point in the multidimensional
semantic space by selection from a set of given scaled
semantic alternatives" (p. 26). The point referred to in
the definition is determined as having both direction and
distance from the origin. The authors interpret these
properties to be quality and intensity of meéning, respec-
tively, Direction is in the terms of selected polar
adjectives, and distance is the extremeness chosen on the
scale. Polar adjectives are selected to maximize one
factor while minimizing other factors.

The basis for the semantic differential is a
Likert-type scale using polar adjectives with the assump-
tion of equal distances between the points on the scale.
Palmer (1965) justified the concept in this manner:

A Likert-type scale is a summated scale con-

sisting of a series of statements or items to
which the subject is asked to react along a
continuum. The ordering of items along a
continuum results in converting qualitative facts
into quantitative series. . . . Fine discrimina-
tions in measurement, then, can be ascertained.
The nature of the continuum is inferred from the
character of the statements or items which com-
pose the scale (p. 100).

With respect to using equal distance intervals as a
basis for the polar adjective scales, Palmer (1965) con-

tributed the following enlightenment:

The arbitrary method of scoring item responses
treats as though the distances between items was
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equal. The weights are uniform for all items.
This is called the method of equal-appearing
intervals. Murphy and Likert, and Rundquist
and Sletto found negligible distortion when they
compared the sigma method of scoring with the
arbitrary assignment of scoring item responses.
The sigma method of scoring is a more compli-
cated method which involves converting the
proportion of time each response was checked for
each item into the corresponding sigma value on
the base line of the unit normal curve (McNemar,

" 1946). Substantially the same results were
obtained by these authors when the responses
scored by both of these methods were correlated.
Rundquist and Sletto obtained correlations
between +.946 and +.987. Murphy and Likert
obtained a correlation of +.99, Since the
arbitrary method of scoring is less time con-
suming and yields high reliability, it is often
pgegerred to the sigma method of scoring (p.
101).

Osgood et al. (1957) declared that. the semantic
differential is objective and can be replicated. The
average error of measurement on the semantic differential
is des?ribed by Osgood et al. to be approximately .75 of a
scale unit (p. 131). Thus the subject can be expected to
be accurate within a single scale unit. A change greater
than two scale units would be less than 5 per cent by
chance (p. 132),.

In the absence of an independent criterion of
meaning, Osgood et al. (1957) claimed the semantic differ;
ential has face validity. According to Miller (1964),
Oséood et al. affirmed that three dimensions of attitude
are measured: individual evaluation of the concept
corresponding to favorable-unfavorable dimension of more

traditional attitude scales, individual perception of
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potency or power of the object,.and individual perception
of activity of the object or concept. Osgood et al.
believed that the instrument is not grossly affected by the
nature of the bbject measured or the type of person using
the scale., The reliability of the semantic differential in
meésuring the authors' concept of meaning is, on test-
retest, reported to be +.85, and in measuring attitudes,
+.91 (Miller, 764, p. 268).

Regarding the semantic differential as a measuring
instrument, Osgood et al. (1957) concluded, "To the extent,
then, that the semantic differential is able to index the
meanings of relevant concépts, it seems capable of pro-
viding insights into variables at work in personality and
psychotherapy" (p. 221). Kerlinger (1964) called the
instru@ent valid enough for many uses in research. Osgood
et al. (1957) did recognize "a very basic problem in |
estimating the reliability of any psychological instru-
ment--to what extent is the measured unreliability of an
instrument really an index of its sensitivity in recording
real changes in the thing being measured?" (p. 133). This
point can be applied to any of these instruments which
measure perception.

The final measure of the patient's perception was
a post-discharge scaled interview. This was administered
severél days after the patient's discharge from the

hospital by a second nurse researcher who had expertise in
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both medical-surgical and psychiatric nursing. On a
Likert-type scale with five equal intervals, the patients
were asked to rate how much they had learned regarding:
food, trusting people, medications, talking over concerns,
illness, solving problems, and how to heal. In a second
question, the patients estimated how much they had learned
from the staff nurses about the above items. In a final
question, the patients rated how much tbey had learned from
the nurse researcher about the same métters. The rationale
for the assumption of equal intervals in the semantic dif-
ferential also applies to the use of a Likert-type scale
with an interview. The interview questionnaire is
Appendix C.

In evaluating the interview as a tool in nursing
research, Wolff (1958) believed the knowledge and experi-
ence gained through the relationship that develops between
the nurse interviewer and the interviewee may strengthen
the research data the nurse obtains., Waller (1965) saw the
primary factor to be the interviewer's skill in a one-to-
one relationship. Beyond this; an objective attitude with
complete acceptance and interest in the respondent as an
individual of merit contributes greatly to success in
interviewing. Waller also believed that specialized train-
ing in research is less important than enthusiasm, per-
sistence, and accuracy. Bermosk and Mordan (1964 )

clarified the actions of the murse interviewer to be those
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of observing, listening, making verbal and nonverbal
responses, as well as recording and interpreting data. So
that accuracy may be obtained, Bermosk and Mordan empha-
sized tHe functions of observing and listening. Hays and
Larson (1963) discussed in detail what constitutes thera-
peutic and nontherapeutic responses to patients, giving
rationale and examples of their choices. Using these
guidelines, skill in interviewing can be developed to pro-
vide a refined tool for reséarch. The reliability of the
interview is enhanced by structuring the questions. The
validity of the interview can be determined by tape record-
ings presented to a panel of independent judges with
expertise in the subject (Mandell and Mandell, 1963).

To measure the effectiveness of the nursing treat-
ments used invthis study as related to the patients' per-
ceptions of their situétions, the variance of the groups'
was analyzed on the IPAT Anxiety Scale, the semantic dif-

ferential scales, and the interview scales.

The Sample
The sample for this study comnsisted of thirty-six
patients who were randomly assigned to one of three groups

of twelve patients per group.

Criteria for selection. Patients who met the

following criteria were included in the study:
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Male or female adult between the ages of twenty-one
and seventy-one years.
Under the care of a private physician who had given
his or her permission.
Hospitalized in one of four accredited general
hospitals of an urban community of 300,000, Tucson,
Arizona, between December 1, 1968 and April 10,
1969.
Having a current x-ray confirming the presence of a
peptic ulcer.
Willingness of the patient to participate in the
study.
Having the ability to read, to write, and to con-
verse in English.
Receiving no steroid medications.
Not requiring emergency surgery upon admission.
Not having other severe complicating diagnoses,

including alcoholism, at this time.

The age range for the sample was stricted to

twenty-one to seventy-one years for these reasons. At age
twenty-one, the patient could legally give his own permis-
sion to participate. Originally, the upper limit of age was
to be sixty-five years, but patients with peptic ulcer were
encountered over that age. Because the semantic differen-

tial measure entailed verbal abstraction, extending the
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upper age limit indefinitely was not deemed advisable as
the question of arteriosclerosis could be raised more
frequently as theiage increased. Therefore, seventy-one
years was arbitrarily selected as phe upper limit for the
sample.

In considering the distribution of the sample by
doctor, twenty-seven physicians had patients in the sample.
Of this group fourteen were internists, eight were general
practitioners, and five were surgeons. One general practi-
tioner had three patients; two surgeons, four internists,
and one general practitioner had two patients each with the
remainder having a single patient.
| In relation to the treatment groups, Group I
included patients from eleven doctors and these patients
were located in three hospitals and eight nursing units.

In Group II, each patient had a different doctor and the
patients were in four hospitals and ten nursing units. In
Group III there were again eleven doctors and the patients

were in two hospitals and seven nursing units.

Randomization procedure. The randomization of the

patients was accomplished by placing thirty-six slips of
paper, twelve each of Group I, Group II, and Group III,
face down on a table., The slips were thoroughly shuffled
and then inserted, face down, one by one, into a manila

envelope. Thelslips were then removed blindly from the
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envelope, one at a time, and the group number recorded in
sequence. When the patients were obfained for the study,
they were assigned in the sequence prechosen by the blind
selection. The patients were included in the study in the

order that the full set of criteria was met.

The pilot sample. For a small pilot study, three -

patients were obtained, one for each treatment and one in
each of the three major hospitals. These patients met the
criteria for selection and were randomly assigned to the
treatment by a drawing of numbers. The pilot sample
included one woman of thirty-seven years, and two men,
ages thirty-five and fifty-nine years. The woman was of
Spanish-American extraction and was employed as a nurse's
aide. The men were both Anglo, and were employed as a
dentist and a salesman respectively. Another woman, age-
sixty-six, was contacted for theApilot study, but she did
not wish to participate. Her refusal to participate was
in part due to the severity of her illness at that time.
While this pilot sample is too. small to permit any con-
clusions to be drawn, it did serve to try the research
techniques to be utilized in the study.

During the pilot study period, September 15, 1968 .
to November 30, 1968, an attempt to restrict the number of
participating physicians was found to be unworkable because

too few patients were available. At this point the
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restriction on the number of participating thsicians was

removed.

Collection of Data

‘Beginning December 1, 1968, an attempt was made to
acquire for the study every patient with a peptic ulcer
eﬁtering two accredited general hospitals of 475 and 235
beds, respectively. Arrangements were made with the
hospital administrators to acquire the names of all
patients who had an admitting diagnosis of possible peptic
ulcer or gastrointestinal bleeding. The patients were then
cérefully reviewed to determine if they met the criteria
established for the study. Additional patients were
acquired by surveying at intervals the medical upits of
the hospitals for patients who were found to have peptic
ulcers that had not been suspected upon admission. Occa-
sionally additional leads were obtained by direct contact
with the physicians and nursing staffs of the hospitals.

When these arrangements were found to yield only a
small number of patients, a third hospital of 275 beds was
added January 23, 1969 to the daily survey of admissiomns.
One physician gave his permission for a patient to be
contacted in a fourth hospital, a 95-bed institution. In
total, forty-eight physicians were contacted for their
permission for the researcher to work with their patients.

The physicians .contacted represented twenty-one internists,
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fourtéen general practitioners,Aand seven surgeons. All of
these physicians gave permission for their patients to
participate in the study. Only twice did physicians
request that the researcher mot work with particular
patients because the patients had complicating psychiatric
problems.

Of the hospitals utilized in the study, the 475-bed
and the 235-bed institutions were in the eastern section of
the city, the 275-bed hospital was in the western section,
and the 95-bed institution was in the central city. The
hospitals utilized in the study did not include the
Veteran's Administration Hospital, the county hospital, and
the university infirmary, for in these facilities, the
patients are not under the care of private physicians. The
osteopgthic hdspital and osteopathic physicians were not
utilized.

The hospital survey for patients with peptic ulcer
thus represents a coverage of 710 hospital beds from
December 1, 1968 until January 23, 1969 and, then, coverage
of 985 hospital beds from January 23, 1969 to March 31,
1969. The sample utilized in this study thus reflected
the situation as it existed in the community at the time,

The nursing care provided in these various
hospitals, which appeared similar in content and level of
nursing co-upetency, followed closely the operationél

definition of hospital nursing care set forth in Chapter I.
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When the patients were. located and had met the
criteria for the study, the researcher approached the
patient and explained the project in the following mammer.
The researcher introduced herself as a registered nurse who
"was interested in talking with patients who had peptic
ulcers., >She further clarified the situation by saying that
she was doing a doctoral study to try to find better ways
of helping patients, and that the patient's doctor had
- given his permission if the patient wished to participate.

After the patient had granted his permission, the
researcher explained that she would 1like to visit the
patient daily while he was in the hospital for either the
purpose of instruction or discussion which the researcher
hoped would be of benefit to the patient as well as being
-of value to the researcher. 1In return, the patiént would
be asked to answer a set of general life situation-type
questions and to give his meanings of four words at that
time. Clarification to the patient indicated that there
were no .right or wrong answers to these inquiries aﬁd that
the patient's name would not appear with the data. If the
patient appeared to hesitate, the researcher offered to
return the next day for the decision, thus encouraging the
patient to think about participation or to discuss the
decision with his doctor if he wished. The overall reac-
tion of the patient was that, if the researcher could be

of assistance, the patient would be happy to comply. One-
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patient declined the opportunity to participate on the
second day and only one other patient did not wish to
participate.

To the patients in the control group, the explana-
tion was basically the same, except for a deletion of the
request to visit daily. To this group, the request was
that the researcher would like the answers to some general
life situétiqh—type questions and their meanings of the
four words at this time.

To all groups the explanation of the follow-up
visit by a second researcher was delayed until full rapport
had been established with the patient. To insure that the
_patient would not feel rushed into the situation, the
beginning of the treatment and measurement was delayed
until the day after the agreement to participate. This
time for reflection was designed to give the patient the
message that his right to make his own decision was being
respected. In addition, the researcher clearly stated that,
while she did not have all of the answers to the problem of
peptic ulcer, she was willing to clarify what she could for
the patient. The reactions of the patients to this intro-
duction were very favorable, resulting, in most instances,
in the establishment of prompt rapport. The researcher
found, through practice that more of an introduction pro-
vided diminishing returns in rapport. Also, the permission

to participate was accepted on a verbal basis. Except in
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the smallest hospitél where the hospital requested the
patient's signed permission, no signature was required.
Because the patients were not asked to sign away some of
their rights, the acceptance of the project was made
easier.

The tape recorder was not introduced until the
second day of working with the patient. At this time, the
nurse researcher brought in the recorder and explained that
she had a panel of judges, three nurses, who were reviewing
her discussions with patients and who would be helped by a
recorded segment of conversation. The patient was assured
that no name would appear on the tape, and that, if any-
thing appeared that the patient did not wish to have
preserved, the tape would be erased before the researcher
departed. Part of the permission to record was repeated as
the recorder was started. No patient refused to have the
conversation recorded and none of the patients requested
that conversation be erased. All ﬁatients in the treatment
groups were tape recorded, usually on the second day of
contact with the patient. Patients in the control group
were not tape recorded because personal contact with these
patients was kept at a minimum, just enough time to provide
adequate rapport to administer the two.instruments or about
thirty minutes on each of two successive days. Then no

further contact was had by the researcher with this group.
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The panel of nursing judges, all members of the
University of Arizona College of Nursing faculty, reviewed
the tapes independently and made a judgment as to which
treatment the patient was receiving. The judges' conclu-
sions were unanimous on all but one tape where one judge
disagreed. The judgments made by the nursing panel coin-
cided with the operational definitions of the treatments
described in Chapter I.

The IPAT Anxiety Scale was introduced as a set of
general life situation questions to which there was no right
or wrong answers. The researcher said she was interested
in the patient's reaction at this time.

To reduce the stress of this measure, the researcher
offered to read the questions and the patient could indi-
cate whether the answer was true, false, or "in between."
If the patient preferred, the patient could read the
questions for himself. Most patients chose to have the
researcher read the questions. This approach eliminated
some problems such as impaired vision or disturbed vision
from medication, illiteracy, and misunderstanding of the
questions and vocabulary. By reading the question, the
researcher also provided a degree of psychological support
for the patient and could check the patient's understanding
of the Question. The researcher endeavored to read the
questions slowly and clearly with equal emphasis upon the

words for objectivity. The degree of objectivity achieved
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can be determined from séhples of tape recordings that
include the administration of the questionmaire. Occa-
sionally, when the patient was uncertain, he would ask to
have a question repeated or seek to clarify the meaning of
certain words. The patient's questions were answered as
succinctly and objectively as possible. Also, in answering
the questions, the patients frequently elaborated upon
their answers, thereby adding depth to the descriptive data
and verifying their understanding of the question.

At the end of the questions, the researcher asked
the patient, "I suppose you are wondering what these
questions have to do with ulcers?" A few patients admitted
to such concern. The researcher explained that she was
trying to determine if patients with ulcers had patterns in
"the way they responded. The more insightful patients said
they saw connections between the questions and many of
their concerns. No patient complained that the questions
were too personal and several patients expressed surprise
that the questions were less personal than they had
expected.

To make the questionnaire as compact as possible
and to reuse it, the two pages of questions were arranged
back-to-back, with a sheet of notebook paper inserted
between the pages,'protruding enough on the right side to
provide space to record the answers in three columns. The

numbers of the questions had been partly deleted and the
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paper used for the answers was‘not numbered, both for the
purposes of deemphasizing the length of the questionnaire.
The pairing of the question with the answer was accomplished
by a simple count down the column, a process that was done
by the division of the answer sheet into subareas for sub-
scores.

The semantic differential was administered oh the
day following the administration of the IPAT Anxiety Scale.
Again the researcher had two sheets of paper on which the
words and adjectives were printed. The researcher explained
that she was interested in what the four words meant to the
patient at that time. Again, there were no right or wrong
answers. The researcher clarified that, at another time,
the patient might answer the questions differently. 1In
giving_direcﬁions for the instrument, the researcher said
that, for the purpose of comparison, she had selected some
adjectives that had been used by others and some words of
her own choosing. The patient was to tell the researcher
whether the word was more like one adjective than the
other, and, if so, was the word "slightly," "quite," or
"extremely" more like the one adjective. If the word was
equally like both adjectives or like neither adjective, a
neutral column was checked. Again, the researcher offered
to read the items one by one, or, if the patient preferred,
he could go ahead and check the items for himself. Doubt

had been expressed by a sociologist consulting on design
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as to whether patients could deal with a semantic differen-
tial effectively. The researcher elected to try the
instrument to determine if people of widely different
educational backgrounds could cope. with the measure. The
patients in this study, judged by the researcher to be of
average or above average intelligence, but of widely dif-
ferent educational achievements and age, had little
difficulty with the instrument. Most subjects grasped the
idea rapidly and made their choices promptly. A frequent
remark was "I never thought about it in that way before."
Most patients showed high interest in the measure, appear-
ing to enjoy the intellectual stimulation it provided. No
patient refused to try the measure or expressed failure or
contempt for the endeavor.

. All patients agreed to receive a second nurse
researcher into their homes after their discharge from the
hospital for the purpose of asking their reaction to their
nursing treatment through the content of a structured
interview. This second nurse researcher, also a member of
the University of Arizona Collége of Nursing faculty, had
no prior knowledge of what treatment the patient had
received in the hospital. She was given only the name ,
address, sex, age, telephone number, doctor, and hospital
information. To structure the interview, a Likert-type
scaled questionnaire was used (Appendix C). Where possible

this interview was conducted within one week after discharge
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from the hospital. In a few instances the patients
developed influenza after their discharge, and the visit
was postponed for this reason. When the patient lived
outside of the city and at a distance from it, the patient
agreed to answer the questionnaire by mail. The question-
naire was then mailed by the second researcher and returned
to her in a self-addressed and stamped envelope. One
patient was lost to the study for failure to return the
questionnaire. Ten other questionnaires were mailed.

In addition to.the above data, the first nurse
researcher kept a series of daily notations on the visits
and topics of conversation. These data are outside of the
design of the present study, but add depth to the under-
standing of the patient and provided the researcher with
clues to follow.

The length of time spent with the patient did vary
and was kept highly individualized. The patients in the
control group saw the researcher three times: the first
time to obtain their permission; the second time to
administer the IPAT Anxiety Scale; and the third time on
the following day to administer the semantic differential
scales, The patients in the treatment groups saw the
researcher daily after their entrance into the study. The
time spent with the patient varied with the time available,
the commitments of the patient and the researcher, as well

as the interest of the patient. To both treatment groups,
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the researcher tried to-be flexible and responsive to the
wishes of the patient. Because data collection was a slow
process, ample time was available for the researcher to
work with the patients in an unrushed manner. The results
of the unrushed approach were high levels of rapport and
acceptanée by the patients. The actual time spent with the

patients will be analyzed in Chapter IV.

Statistical Analysis

The raw data from the above measures were tran-
scribed onto punch cards and submitted via the computer to
multiple classification analysis of variance which simul-
taneously analyzed the main effects of treatment, sex, and
ulcer, and the first order interactions of group by sex,
group by ulcer, and sex by ulcer. The level of signifi-
cance chosen for this study was .05. The findings and
their statistical interpretations are described in

Chapter 1V,



CHAPTER IV
ANALYSIS OF DATA

In this chapter the characteristics of the sample
are described and the findings reported, analyzed, and

compared with the hypotheses stated in Chapter I,

Characteristics of the Sample

To obtain the sample utilized in this study,
approximately 235 patients were reviewed upon their
admissions to the three hospitéls to determine if the
patients met the selected criteria of the study. The
characteristics of the thirty-six patients who did meet
the criteria and who completed the data.are described in

the following paragraphs.

Age

The patients in this sample ranged in age from
twenty-one to seventy-one years with a mean age of 52.50
years and a standard deviation of 13.67 years. The control
group, Group I, had an age range of thirty-eight to
seventy-one years with a mean age of 57.98 years. Group
IT, the group who received the psychological support treat-
ment, ranged in age from thirty-one to seventy years with a
- mean age of 51.43 years. Group III, who received

94
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instruction ranged from twenty-one to sixty-eight years
with a mean age of 48.08 years. To consider the geriatric
component of this sample, Group I included four persons
over sixty-five years while each of the other two groups
had three persons in this category. The male component of
the sampie had a mean age of 49.88 years and the female
segment, 55.12 years. Those patients with duodenal ulcers
averaged 51.58 years and those patients with gastric ulcer,
53.43 years. These figures, along ﬁith the calculated
interaction means, reported in this chapter have been
adjusted for disproportion of sex and type of ulcer. The

above data are contained in Table 1.

Table 1. Characteristics of the Sample: Age: Adjusted

Means
Group
Factor I IT III ~ Total
Sex: :
Male ’ 53.51 52.90 43.23 49 .88
Female : . 62,46 49.96 52.94 55.12
Type of ulcer: , .
Duodenal 53.34 56.40 45.00 51.58
Gastric. ‘ 62.63 46 .46 51.17 53.42
" Total 57.98 51.43 48.08 52.50

. Standard deviation 13.67
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The analysis of variance of age, hereafter known as
ANOVA, revealed no significant differences between the sub-
grdup means and the pooled mean for the entire sample. The
ANOVA table for age is reported in Appendix D.

Twelve patients were excluded from the study
because they exceeded the arbitrarily selected maximum age
of seventy-one years. The excluded patients ranged in age
from seventy-three to eighty-five years. The rationale for
the choice of seventy-one years as the upper age limit was

discussed in Chapter III.

Sex

While the sex difference in peptic ulcer has been
reported to range from a ratio of ten males to one female
(Rirsner, 1967) to a lower estimate of 4:1, male to female
(Palmer, 1967), the ratio in this sample was 2.27:1, male
to female. Group I, the control‘group, had three females
for a ratio of 3:1, male to female. Group II and Group iII,
the treatment groups, each included four females for a
ratio of 2:1, male to female. . The distribution of the sex

factor by group is presented in Table 2.

Type of Ulcer

Duodenal ulcers are said to occur in a 10:1 ratio
to gastric ulcers (Kirsnmer, 1967). In this sample, the
ratio of duodenal to gastric ulcers was 2.6:1, thus indi-

cating a higher occurrence of gastric ulcers. In
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Table 2, Characteristics of the Sample: Distribution of
Patients by Sex and Type of Ulcer

Group
I II -~ IIT Total
Type of Ulcer p2 ¢ D G D G D G
Se%
Male 6 3 7 1 8 0 21 4
Female 2 1 1 3 2 2 5 6
Total | 8 4 8 4 10 2 26 10

4D denotes duodenal; G denotes Gastric.

considering sex by type of ulcer, four males and six
females had gastric ulcers, while twenty~-one males and five
females had duodenal ulcers. Accordingly, a total of ten
patients had gastric ulcers and a total of twenty-six

patients had duodenal ulcers.

Severity of Illness

For the purposes of this study, the severity of
illness was estimated by treatment in intemsive care units
and by surgical procedures.

With respect to intemsive care treatment, two male
patients, members of Group III, were admitted initially to
intensive care units. Each of these patients remained in

intensive care for forty-eight hours and then moved to the
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regular hospital units. Because of the shortness of their
stay.in the intensive care units, they were considered no
more severely ill than other pétients who did not go to
intensive care units, but who required concentrated care
and blood transfusions while in the regular hospital units.

Two other patients, both females, went to intensive
care units following their surgery. One of these patients
was in Group II and the other in Group III. In neither of
these cases was the patient's condition critical; the
intensive care unit was utilized to provide concentrated
surgical nursing care with greater ease for the mursing
staff.

With respect to surgical intervention, two patients
in Group I had surgery during the sampling and one patient
returned during the study for surgery. Group II included
one person who had surgery and one person who returned for
surgery during the study interval. Group III had one
person who had surgery and none who returned for surgery.
Therefore, the element of surgery is distributed throughout
the sample. In all of the groups, more patients faced the
possibility of surgery than experienced surgery. The
characteristics regarding intensive care and surgery are

summarized in Table 3.
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Table 3. Characteristics of the Sample: Severity of Ill-
ness Measured by Surgery and Treatment in
Intensive Care Units, Distributed by Sex

Group
T IT IIT  Total
Treatment M F M F M F M F
Surgery Only 2 1 0 0 0 0 2 1
Surgery with Intensive Care 0 0 01 01 o 2
Returned for Surgery 10 10 00 2 0
Intensive Care Only O 0 0 0 2 O 2 0

Ethnic Characteristics

The sample included patients with Anglo, Spanish-
American, Italian, Polish, Norwegian, Scottish, Hungarian,
and Jewish backgrounds. The sample does not include any
Negro patients in spite of the fact that a sizeable number
of Negroes live in the community. Neither were there any
Negro patients encountered in the list of 235 possible
patients surveyed for the stud? in the three hospitals

located throughout the city.

Occupational Characteristics
The occupational endeavors of the patients in the
study include: nurse's aide, college student, housewife,

physician, truck driver, construction workers, salesman,
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race horse owner, tfailer court owner, guest ranch owner,
dispatcher for a building supply company, supermarket
department head, various types of foremen for comstruction
and mining companies, and retirement. One patient was

between jobs as a crane operator.

Excluded Cases

Twenty-six patients were excluded from the study
for the following reasons: overage, twelve; complicated
diagnoses, seven; incomplete data: (1) discharge before
data completed, three, (2) failure to return the question-
naire after discharge, one; patient unwilling to partici-
pate, two; and illiteracy, one. These data are summarized

in Table 4.

Table 4. Characteristics of the Sample: Excluded Cases

Reason Numbe r
Overage o 12
Complicated diagnoses 7

Incomplete data
Discharge before data complete
Failure to return questionnaire
Patient unwilling to participate

Illiteracy

[e)] =N - w

Total ' 2
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Findings
‘ To evaluate the hypotheses proposed in Chapter I,
the sample described above was measured on the selected
indices. The findings resulting from these indices are
reported in relation to the hypothesis which is being

tested.
Measures of the Rate of Healing

Length of discomfort. Hypothesis One stated that

Group III, the patients receiving instruction, will have
pain and discomfort for a significantly shorter length of
time than Group II, the patients receiving psychological
support, or Group I, the control patients, and also that
Group II patients will have significantly less than'Group
I, the_control patients,

In Table 5, the overall mean hours of discomfort
are reported as 90.97 with a standard deviation of 103.91
hours. The mean length of discomfort for those in Group I
was 170.63 hours, for those in Group II, 72.00 hours and
for those in Group III, 30.29 hours. The male mean was
36.80 hours and the female mean 145.15 hours. Patients
with duodenal ulcers had a mean of 65.90 hours of discom-
fort and those with gastric ulcer had 116.05 hours.

The analysis of variance for the length of discom-
fort as reported in Table 6, indicated that a significant

difference existed among the groups at the .05 level. The
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Group
Factor . I 1T I1T Total
Sex:
Male 73.06 52.97 -15,64 36.80
Female 268.20 91.02 76.22 145.15
Type of Ulcer:
Duodenal 103.57 37.97 56.16 65.90
Gastric 237.69 106.02 4,42 116.05
Total 170.63 72,00 30.29 90.97
Standard deviation 103.91..

Table 6. Length of Discomfort: Analysis of Variance

Source of , Sum of Degrees of Mean ‘
Variation Squares Freedom Square F
Between:
Group 57944.,13 2 28972.,06 3.68%*
Sex 47276.74 1 47276,74 6.00%
Ulcer 11094.49 1 11094, 49 1.41
Interaction:
Group by Sex 24858.,45 2 12429.23 1.58
Group by Ulcer 17524,05 2 8771.03 1.11
Sex by Ulcer 86565.76 1 86565.76 10,98
Within Group 204920.63 26 7881.56
Total 377912.97 35

*Significant at .0

**%Significant at .

5.

Ol.
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test of Least Significant Différence, hereafter known as
the LSD test, was utilized to determine where among the
groups, the significance occurred (Fisher, 1949; Kirk,
1968). The difference between Groups III and IT was not
significant, Therefore, Hypothesis One, Part A was re-
jected.

The difference between the means for.Groups IT and
I was 98.63, a value exceeding the .05 level of signifi-
cance of 74.50 set by the LSD test but not reaching the
.01l level. Hence, Hypothesis One, Part B was accepted.

The difference between the means for Groups III and
I was 138.34, a value exceeding the LSD .01 level of
100.71., Therefore, Hypothesis One, Part C was accepted.

To summarize the findings in relation to Hypothesis
One, Part A was rejected and Parts B and C were accepted.

Also on the length of discomfort, the sex differ-
ence was significant at the .05 level. Inspection of the
means indicated that males have less pain and discomfort
than females. In additibn, the interaction of sex and
ulcer was significant at the .0l level. The means for this
interaction were male duodenal patients 89.02 hours, male
gastric patients -15.50, female duodenal patients 42,70,
and female gastric patients 247.59 hours. Thus the female
patients with gastric ulcers had a significantly longer
period of discomfort than did male gastric patients and the

other groupings of sex and ulcer interactions.
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Rate of antacid consumption. Hypothesis Two pro-

posed that patients in Group III would consume antacid at
a rate significantly less than patients in Group II or
Group I, and that patients in Group II would have signifi-
cantly less antacid than patients in Group I.

The mean findings of the amount of antacid consumed
in cubic centimeters per hour, reported in Table 7, indi-
cate an overall mean of 4.91 cc per hour with a standard
deviation of 4.43 cc per hour. Group I patients had a mean
of 5.33 cc per hour; Group II patients, 5.16 cc per hour;
and Group III patients 4.25 cc per hour. Males consumed
3.44 cc per hour and females 6.39 cc per hour. Patients
with duodenal ulcers took 7.09 cc per hour and those with

gastric ulcers 2.74 cc per hour.

Table 7. Rate of Antacid Consumption in Cubic Centimeters
per Hour: Adjusted Means

Group

Factor I 11 IIT Total

Sex:. .
Male 4,05 2.68 3.59 3.44
Female 6.62  7.64 4.90 6.39

Type of Ulcer:

Duodenal 4,82 8.72 7.72 7.09
Gastric 5.85 1.59 .77 2.74
Total - 5.33 5.16  4.25 : 4.91

Standard deviation 4,43
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The analysis of variance reported in Table 8 indi-
cated that the differences among the groups were not

significant. Therefore, Hypothesis Two was rejected.

Table 8., Rate of Antacid Consumption: Analysis of Variance

Source of Sum of Degrees of Mean
Variation Squares Freedom Square F
Between: _
Group 3.98 2 1.99 .11
Sex 34,98 1 34.98 1,89
Ulcer 83.33 1 83.33 4,49%
Interaction:
Group by Sex 9.66 2 4,83 .26
Group by Ulcer 71.90 2 35.95 1.94
Sex by Ulcer 6.67 1 6.67 .36
Within Group 482.11 26 18.54
Total 686.44 35

*Significant at .05 level,

The one significant finding for the rate of antacid
consumed was a difference between the types of ulcers,
Gastric ulcer patients consumed less antacid; the disparity

was significant at the .05 level.

Length of hospitalization. Hypothesis Three stated

- that patients in Group III will have significantly shorter

hospitalizations than either patients .of Group II or Group
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I, and that patients in Group II will have significantly
shorter hospitalization than patients in Group I.

The overall mean for length of hospitalization
reported in Table 9 was 230.14 hours with a standard
deviation of 117.62 hours. Group I patients had a mean of
320.18 hours; éroup IT patients, 137.57 hours; and Group
ITIT patients, 232.66 hours. Male patients averaged 185.66
hours and females, 274.62 hours, while duodenal ulcer
patients had a mean of 165.12 hours and those with gastric

ulcers, 295.16 hours.

Table 9. Hours of Hospitalization: Adjusted Means

Group

Factor : I IT ITT Total
Sex:

Male 194,05 96.53 266.40 185.66

Female 446,32 178.62 198.93 274,62
Type of Ulcer:

Duodenal 271.08 109.53 114,74 165.12

Gastric 369.28 165,62 350.59 295.16

Total 320.18 137.57 232.66 230.14

Standard deviation o 117.62
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The analysis of variance in Table 10 showed that onl
the length of hospitalization the groups did differ very
significantly to the level of .00l. The LSD test set
criterion values of 61.14 at the .05 level, 82.63 at the
.01 level, and 110.24 at the .001 level. The differences
between Groups III and II, and Groups II and I were signifi-
cant at the .0l level while the difference between Groups
IT and T was significant at .00l. With all parts of
Hypothesis Three supported beyond the level of significance
set for the study, Hypothesis Three was accepted in its

entirety.

Table 10. Length of Hospitalization: Analysis of Variance

Source of Sum of Degrees of Mean
Variation Squares Freedom Square F
Between: .
Group . 135650.96 2 67825.48 12,79%%%
Sex 31871.18 1 31871.18 6,01
Ulcer 74615.26 1 74615.26 14,07%%%

Interaction:

Group by Sex 90030.56 2 45015.28 8.48%%
Group by Ulcer 16701.30 2 8350.65 1.57
Sex by Ulcer 13965.98 1 13965.98 2.63
Within Group 137933.90 26 5305.15
Total 484190,31 35

*Significant at .05 level.
**Significant at .01 level.

whkSignificant at .00l level.
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Significant at the level of .05 males were found to
be hospitalized for less time than females. Also patients
with duodenal ulcers were in the hospital for shorter
periods of time than patients with gastric ulcers, signifi-
cant at the .001 level. 1In the interaction of group and
sex, the female patients of Group I were hospitalized the

longest time, significant at the .01 level.
Measures of Perception

The IPAT Anxiety Scale. Hypothesis Four stated

that patients in Group III would have significantly lower
scores on the IPAT Anxiety Scale than patients in Group II
or Group I; Group II patients would have significantly
lower scores than Group I patients.

The IPAT Anxiety Scale yields a raw score and seven
subscores: A, covert arixiety; B, overt anxiety; Qg, lack of
integrated self sentiment; C, ego weakness; L, suspicious-
nessy; O, guilt proneness; and Qé, frustrative temsion. The
means for these scores are reported in Table 11.

- The overall raw score mean was 32.00 with a
standard deviation of 9,85. Group I patients had a raw
score mean of 33.93, Group II patients 33.81, and Group III
patients 28.26. Males scored an average of 33.04, and
females 30.96, with the duodenal patients averaging 29.40,

and the gastrics 34.60.



Table 11.

TPAT Anxiety Scale: Adjusted Means

Score
Factor Raw A B Qq L 0 Q,
Main Effect:
Group
- 33.93 15.67 19.04 6.31 3.16 4.33 9.91 10.74
11 33.81 17.51 15.23 5.18 4&4.52 3.72 10.77 9.50
I1T - 28.26 14.24 13.48 5,77 3.98 3.29 7.06 7.93
Sex ‘
Male 33.04 16.97 16.16 5.96 4.84 3.93 9.52 8.61
Female 30.96 14.64 15.67 5.54 2.94 3.63 8.98 10.17
Ulcer
Duodenal 29,40 15.40 13.11 4.12 3.56 3.56 9.20 8.96
Gastric 34,60 16.21 18.73 7.38 4,21 4.00 9.30 9.81
Interaction:
Group by Sex
I by Male 36.65 18.27 18.77 5.00 4.91 4.11 12.31 10.39
I by Female 31.22 13.06 19.30 7.61 ~1.41 4.55 7.52 11.08
IT by Male 33.50 17.44 17.60 5.63 4.43 3.76 9.98 9.56
IT by Female 34,12 17.57 12.87 4.72 4,62 3.68 11.57 9.44
IIT by Male 28.97 15.20 12.12 7.25 5.17 3.92 6.26 5.87
III by Female 27.54 13.28 14.84 4,28 2.79 2.66 7.86 10,00
Grouﬁ by Ulcer
I by Duodenal 30.42 16.43 14.20 5.89 3.54 4.14 8.26 8.70
I by Gastric 37.45 14.91 23.87 6.72 2.79 4.51 11.57 12.77

601
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On the A score of covert anxiety, the overall mean
was 15.81 with a standard deviation of 5.39. Group I
patients averéged 15.67, Group II patients 17.51, and Group
IIT patients 14.24., The male mean was 16.97, the female
mean 14.64, with the means for the.types of ulcer patients
being 15.40 and 16.21 for duod;nal and gastric ulcers,
respectively.

On the B score or overt anxiety, the overall mean
was 15.92 with a standard deviation of 6.63. Group I
patients averaged 19.04 with 15.23 and ‘13:48 for patients
in Groups II and III, respectively. The men averaged
16.16, and the women 15.67, with the duodenal patients
averaging 13.11 and the gastric patients 18.73.

On the Q3 or lack of integrated self sentiment
"score, the overall mean was 5.75 with a standard deviation
of 2.8}. The means for Groups I, II, and III were respec-
tively 6.31, 5.18, and 5.77. ihe averages for men, women,
duodenal, and gastric patients were respectively 5.96,
5.54, 4,12, and 7.38.

On the C score, ego weakness, the overall mean was
3.89 with a standard deviation of 2.12. The means for
patients in Groups I, II, and IIT were 3.16, &.52, and
3.98, respectively. The means for sex and type of ulcer
were men, 4:84; women, 2.94; duodenal ulcer patients, 3.56;

and gastric ulcer patients, 4.21.
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On the L score of suspiciousness, the overall mean
was 3.78 with a standard deviation of 1.53. Group I
patients had a mean of 4.33, Group II patients 3.72, and
Group III patients 3.29. On this measure the men averaged
3.93, and the women 3.63. The duodenal patients had a mean
of 3.56 as compared to 4.00 for the gastric patients.

On the O score, guilt proneness, the overall mean
was 9.25 with a standard deviation of 3.95. The means for
patients in Groups I, II, and IIT were 9.91, 10.77, and
7.06, respectively. Males averaged 9.52 to females' 8.98.
Duodenal patients had a mean of 9.20 to 9.30 for the gastric
patients.

On the last subtest, Q4, frustrative tension, the
overall mean was 9.39 with a standard deviation of 3.27.
Group I patiénts averaged 10.74, Group II patients 9.50,
and Group III patients 7.93. The males had a mean of 8.61,
and the females 10.17, while the duodenal patients averaged
'8.96 to 9.8l for the gastric patients.

On the raw score analysis of variance, presented in
Table 12, the groups were not significantly different.
Therefore, Hypothesis Four was rejected.

The one finding of significance in the IPAT battery
‘'was omn the subscor¢'Q3, lack of integrated self sentiment,
where the patients with duodenal ulcer had a score signifi-

cantly less at the .05 level. This finding is reported in
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Table 12, TIPAT Anxiety Scale: Raw Score: Analysis of

Variance
Source of Sum of Degrees of Mean
Variation Squares Freedom Square F
Between:
Group : 129.75 2 64.87 .70
Sex 17.39 1 17.39 .19
Ulcer - 119,10 1 119.10 1.28
Interaction: :
Group by Sex 36.84 2 18.42 .20
Group by Ulcer 14.14 2 7.07 .08
Sex by Ulcer 127.25 1 127.25 1.37
Within Group 2416.17 26 92.93
Total 3398.00 35

Table 13. The analyses of variance tables for the remainder

of the IPAT scores appear in Appendix D.

Semantic differential. Hypothesis Five proposed f

that patients in GroupuiII would have scores on the semantic
differential significantly higher than those in Group II or
Group I, and that Group II patients would have scores
significantly higher than those in Group I.

The semantic differenéial, as used in this study,
consisted of four words: food, tension, dependency, and
nursing. Each of these words was measured on the evalua-
tive, potency, and activity factors described by Osgood

et al. (1957). In addition, the three factors were summed
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Table 13. IPAT Anxiety Scale: Q,, Lack of Integrated Self
Sentiment: Analysis of Variance

Source of Sum of Degrees of Me an
Variation - Squares Freedom Square F
Between
Group 5.21 2 2.60 A4l
Sex .73 1 .73 .12
Ulcer ' 46.72 1 46,72 7.33%
Interaction:
Group by Sex 29.01 2 14,51 2.28
Group by Ulcer 17.81 2 8.91 1.40
Sex by Ulcer 12.34 1 12.34 1.94
Within Group 165.71 26, 6.37
Total : 288.75 35

*Significant at .05.

for a total score on the concept. In the following para-
graphs, the findings on each of these words are discussed
in order.

For the total concept of the word food, the overall

mean was 40.58 with a standard deviation of 7.65. Group I
patients had a mean of 38.02; Croup IT patients, 42.01; and
Group III patients 41.72. The males averaged 44.93, the
females 36.24. The mean for the duodenal patients was
39.93 and that for fhe gastric patients was 41.24. These
means are reported in Table 14, along with the means for

the following three factors of food.
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Table 14, Semantic Differential: Concept of Food: Adjusted
Me ans .

Factor - Evaluative Potency Activity Total

Main Effect:

Group '
I 14.69 - 11.34 11.99 38.02
II 16.40 12.01 13.59 42,01
IIT 15.08 11.23 15.42 41.72

Sex _ o
Male : 16.28 13.03 15.61 44,93
Female 14,49 10.02 11.72 36.24

Ulcer '

Duodenal 15.95 11.91 12.07 39.93
Gastric 14.83 11.15 15.26 41.24
Interaction: |

Group by Sex
I by Male 16.29 13.12 13.88 43.29
I by Female 13.08 9.55 10.11 32.74
IT by Male 19.84 13.68 17.24 50.76
ITI by Female 12,97 10,35 .94 33.25
IIT by Male 12.72 12.30 15.71 40,73
III by Female 17.43 10.17 15.12 42,72

Group by Ulcer
I by Duodenal 15.57 12.99 12,55 41.11
I by Gastric 13.80 9.68 11.44 34.92
IT by Duodennl 13.34 11.18 - 9.24 33.76
IT by Gastri. 19.47 12.85 17.94 50.25
ITTI by Duod:. =1 18.93 11.54 14.43 44,90
"IIT by Gast: : . 11.22 10.92 16.40 38.54

‘Sex by Ulcer
Male by Duodenal 17.69 12.22 15.04 44,95
Male by Gastric 14.87 13.85 16.18 44.90
Female by Duodenal 14.20 11.59 9.11 34.90
Female by Gastric 14.79 8.45 14,33 37.57
Total 15.39 11.53 13.67 40,58

Standard deviation 4,15 3.08 3.72 7.65

i
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On the evaluative factdr of food, the overall mean
was 15.39 with a standard deviation of 4.15 scale units.
Group I patients had a mean of 14.69, Group II patients
16.40, and Group III patients 15.08, while the male mean
was 16.28, the female mean 14.49, thevduodenal mean 15.95,
and the gastric 14.83.

On the potency factor of food, the overall mean was
11.53 with a standard deviation of 3.08 scale units. Groups
I, IT, and III averaged 11.34, 12,01, and 11.23, respec-
tively. The‘males had a mean of 13.03, females 10.02,
duodenal patients 11.91, and gastric patients 11.15.

With respect to the activity factor of food, the
overall mean was 13.67, with a standard deviation of 3.72
scale units. The group means were 11.99, 13.59, and 15.42
for Groups I; IT, and III, respectively. Other means were
15.61 for males, 11.72 for females, 12.07 for duodenal
patients, and 15.26 for gastric patients.

The analysis of variance for the total concept of
food,.reported in Table 15, did not disclose any signifi-
cant differences for the groups. Thus, on the concept of
"food, Hypothesis Five was rejected.

However, other findings on the total concept of
food were that sex and the interaction of group by ulcer
were significant at the .0l level. Males scored 8.69

points higher than females and the duodenal patients
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Table 15. Semiuntic Differential: Concept of Food: Total
Concept: Analysis of Variance

Source of Sum of Degrees of Mean
Variation , Squares Freedom Square F
Between:
Group 64.44 2 32,22 .84
Sex 304.10 1 304.10 7.93%%
Ulcer 7.59 1 7.59 .20
Interaction:
Group by Sex 262.93 2 131.46  3.43%
Group by Ulcer 581.72 2 290,86 7.58%%
Sex by Ulcer 6.70 1 6.70 .17
Within Group 997.43 26 38.36
Total 2046,75 35

*Significant at .05 level.

**Significant at .01l level.

scored 16.49 points lower than the gastric patients in
Group II.

For the evaluative, potency, and activity factors
of the concept of food, the analyses are reported in
Table 16. |

Analysis of the evaluative factor of food showed a
group by ulcer interaction significant at the .05 level as
the gastric patients in Group II scored higher than the
gastric patients in Group III.

No findings of significance appeared on analysis of

the potency factor of  food.
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Semantic Differential: Concept of Food:

Evaluative, Potency, and Activity Factors:
Analyses of Variance

Source of Sum of Degrees of Mean
Variation Squares Freedom Square F
Food: Evaluative Factor

Between: A
Group 14.18 2 7.09 46
Sex 12,91 1 12.91 .83
Ulcer 5.49 1 5.49 .35

‘Interaction:

Group by Sex 94.45 2 47.23 3.04
Group by Ulcer 120.08 2 60.04 3,86
Sex by Ulcer 10.52 1 10.52 .68
Within Group 404.00 26 15.54
Total 602.56 35
Food: Potency Factor

Between:

Group 3.19 2 1.60 .18
Sex 36.54 1 36.54 4,03
Ulcer 2.53 1 2.53 .28
Interaction:
Group by Sex 1.81 2 .90 .10
Group by Ulcer 23.83 2 11.92 1.31
Sex by Ulcer 20.47 1 20.47 2.26
Within Group 236.01 26 9.08
Total 330.97 35
Food: Activity Factor

Between:

Group 31.58 2 15.79 1.76
Sex 60.84 1 60.84 6.78%
Ulcer 44,73 1 44,73 4.98%
Interaction:
Group by Sex 30.81 2 15.40 1.72
Group by Ulcer 95.03 2 47.51 5.29x%
Sex by Ulcer 14.98 1 14,98 1.67
Within Group 233.48 26 8.98
Total 484,00 35

*Significant at .05 level.-






